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Introduction: Stigma is defined as a set of negative attitudes and beliefs

Case Report

toward specific conditions, such as mental disorders. Mental disorders are
among the most stigmatizing conditions throughout the world. In general, the
principle of stigma involves the physical health of the patients with mental
conditions.
Case: In this article, we presented the case of a 28-year-old single, male
patient with paranoid schizophrenia and neuroleptic malignant syndrome.
Stigma was a significant barrier in the emergency sections of the psychiatric
and general hospitals.
Conclusion: According to the results, the curricula of health education must
be revised in undergraduate and postgraduate levels.
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Introduction
For the family caregivers of patients with
schizophrenia, the associated stigma is considered to be
the most significant burden (1). Stigma is defined as a
set of negative attitudes and beliefs toward a specific
condition. Mental disorders equally affect the patients
and their families (2). Stigma could deprive people of
their individual, social, and citizenship rights (3).
Mental disorders are among the most stigmatizing
conditions throughout the world for clear reasons.
Despite recent therapeutic advances, schizophrenic
patients experience considerable stigma, which may
limit their access to treatment and social integration (4).
Even in the presence of optimistic evidence on the
level of public knowledge regarding mental disorders,
there are strong stereotypes about the dangerous nature
of the mentally challenged, and there is a general
tendency for social distance from these individuals (5).
Stigma is a notable challenge in Iran despite
pervading religious beliefs and developed mental health
services (6). In 2014, a study on the community
attitudes and knowledge about mental disorders in
Tehran (Iran) indicated that the overall level of negative
attitudes toward mental disorders in the population of
Tehran is similar to those in other countries and
cultures (7). An interesting element in Islamic teachings
is that mental disorders may be the effect of the will of

Allah and not necessarily a punishment for one’s sins
(8). This belief lessens the stigmatization of mental
patients, and their unique lifestyle and behaviors may
not be considered a result of personal defects (7).
The stigma attached to mental disorders leads to the
isolation of mental patients in the healthcare system (4).
In addition, the medical comorbidities among the
patients with mental abnormalities are a major public
health concern (9). Schizophrenic patients not only
have higher rates of physical diseases compared to
those without schizophrenia, but they also experience
excess difficulty in obtaining adequate health care.
Several recent studies have denoted a more
significant gap between the diagnosis and treatment of
physical diseases in mental patients compared to the
general population (10).
The issues associated with the high rate of medical
comorbidities in mental patients have multidimensional
consequences,
including
challenges
in
their
management (9). Integration, optimism, and hope from
healthcare professionals are essential to reducing the
stigma related to these patients and improving health
care (9).
The stigma attached to the management of mental
patients is considered as a lack of a specific form within
the public stigma.
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The origin of such stigmatized settings could be
traced back to medical education and the current
prevailing paradigms in clinical practice.
In general, the principle of stigma in mental patients
is associated with their physical health problems.
Attitudes of family physicians and general
practitioners are often more stigmatizing in this regard,
and these individuals seem to have pessimistic attitudes
toward the outcomes of mental conditions. Since the
admission of mental patients is among the basic needs
in their healing process, negative attitudes and tendency
to maintaining a distance and avoiding mental patients
is considered to be an obstacle to the health
improvement of these patients. Furthermore, the stigma
attached to poor medical management indicates a need
for the development of unique anti-stigma programs,
which are focused on the medical and psychiatric
education of physicians and psychiatrists, as well as the
expansion of the related services and research.
In many countries, mental hospitals are often faced
with a lack of adequate equipment to detect physical
diseases and administrate drugs and other amenities for
the diagnosis and treatment of the physical diseases in
mental patients (4). In some countries, psychiatrists do
not wear white coats (as a widely accepted symbol of a
physician), overlooking the fact that that they are
primarily medical doctors, and only pay attention to
mental symptoms.
Establishment of a specialized field known as
‘liaison psychiatry’ emphasizes on the fact that only a
small proportion of psychiatrists are interested in
dealing with physically ill patients in a comprehensive
manner. However, there are no liaison internal
medicine physicians, liaison dermatologists or liaison
surgeons. Only a few psychiatrists have been
sufficiently trained on medicine to be able to face and
deal with the patients who are simultaneously affected
by mental and physical disorders (4).

Case report
A 28-year-old single, male patient with paranoid
schizophrenia and a history of three admissions to the
department of psychiatry was referred without prior
medical history. The patient was receiving treatment
with risperidone (2 mg), perphenazine (8 mg), and
biperiden (2 mg) at night in February 2017 (emergence
of neuroleptic malignant syndrome [NMS]).
According to the observations of the patient’s family
(mother and brother), he had excessive sweating,
drooling, and mild rigidity in the distal portions for a
week before referral. Akathisia, agitation, urinary
incontinence, and decreased consciousness were also
detected in the patient. His mother stated that the
patient had been acting “differently” within the week
prior to his admission in the emergency section of a
general teaching hospital in Sari, Iran.
Levels of creatine phosphokinase were 12040,
40500, 29022, 27401, and 5233 U/L, with lactate
dehydrogenase of 465, 1452, 795, 952, and 957 U/L,
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aspartate aminotransferase of 148, 507, and 390 U/L,
alanine aminotransferase of 79, 93, and 93 U/L, and
white blood cell count of 12730 U/L. Differential
diagnoses of NMS included heat stroke, metabolic
tetanus, septicemia, and central nervous system
infection, which were rejected in the clinical and
laboratory
tests.
Antipsychotic
drugs
were
discontinued, and hydration and intravenous midazolam
and diazepam were initiated.
Body temperature of the patient was normal after 48
hours, and his consciousness level gradually increased.
On the admission day (2-11 AM), the patient was
referred from a specialized psychiatric hospital to the
emergency section at the university hospital, being
returned three times without admission. The emergency
assistant at the psychiatric hospital attributed the
symptoms to head trauma, and the emergency specialist
at the general hospital attributed the symptoms to
underlying
psychological
problems
(i.e.,
schizophrenia), considering the symptoms as agitation.
The patient was transferred to the emergency section
at the general hospital by his family caregivers one
week after the onset of symptoms when he showed
urinary incontinence in at home (in the kitchen).
Following that, the patient was referred to the
specialized psychiatric hospital after a normal brain
CT-scan to rule out head trauma. It should be noted that
the family caregivers had difficulty commuting three
times by car.

Discussion & Conclusion
Emergency physicians must pay special attention to
patients in agitated states and consider the observed
symptoms and possible underlying causes. In addition,
emergency physicians play a key role in the early
diagnosis and treatment of NMS. Therefore, it is crucial
that physicians are aware of the risk factors and
possible complications associated with antipsychotic
clinical signs.
Although NMS is a rare side-effect of neuropathic
drugs, it could be fatal in some cases, and its mortality
rate has been estimated at 10% [11]. Early diagnosis of
NMS could potentially make the difference between
life and death [12]. Knowledge of the process of NMS,
along with meticulous evaluation and early
interventions of the morbidity and mortality associated
with this condition, may reduce life-threatening clinical
syndromes.
Emergency medical assistants that are likely to be
faced with NMS should receive specific training on this
syndrome. Residents and emergency medicine
specialists play a pivotal role in the diagnosis of NMS
and prevention of death due to this disorder. However,
since NMS is a rare occurrence, even the professionals
with psychiatric experience may have never witnessed
a patient in the acute phase of this syndrome. Adequate
knowledge and vigilance for the clinical signs of NMS
could result in the early diagnosis and treatment of this
disorder, which is considered to be the most important
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strategy for minimizing the associated mortality rate
and improving the prognosis of patients.
A qualitative study was conducted in the United
Kingdom (2015), aiming to enhance the detection of
physical conditions among mental patients in
emergency departments. The authors offered five main
proposals in this regard, including the presence of a
consultation-liaison psychiatry team available 24 hours
in the emergency section, guidelines with developed
details on patients with poisoning, parallel evaluation of
patients by the emergency and psychiatry personnel
simultaneously, and regular meetings between these
departments [13].
Patients with schizophrenia are not only affected by a
high rate of physical diseases compared to those
without schizophrenia [14], but they also have great
difficulty in receiving adequate health care. In many
countries, psychiatric hospitals lack the necessary
facilities to diagnose physical diseases, as well as the
drugs and other materials required for treatment.
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Psychiatrists and physicians in other fields are often
reluctant toward the treatment of physical diseases in
mental patients; consequently, they are unable to
identify the patients with mental disorders and reject
the need for their treatment [4].
In conclusion, the curricula of healthcare education
need revision in undergraduate and postgraduate levels.
Changes in the curricula of healthcare schools are
time-consuming, and if there is no pressure to introduce
such changes, even more time will be required to meet
the needs in this regard. Moreover, modifications
should be made in educational programs in order to
raise the awareness of physicians regarding mental
disorders and adoption of approaches for assessing and
identifying mental health concerns. Meanwhile,
consultation-liaison psychiatrists in general hospitals
are suggested to hold open, continuous educational
programs for the training of emergency personnel. The
stigma attached to mental disorders must not lead to the
isolation of mental patients in the healthcare system.
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