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ABBREVIATIONS

DBS Deep brain stimulation

ITB Intrathecal baclofen

Status dystonicus is a rare, but life-threatening movement disorder emergency. Urgent

assessment is required and management is tailored to patient characteristics and complica-

tions. The use of dystonia action plans and early recognition of worsening dystonia may

potentially facilitate intervention or prevent progression to status dystonicus. However, for

established status dystonicus, rapidly deployed temporizing measures and different depths of

sedation in an intensive care unit or high dependency unit are the most immediate and effec-

tive modalities for abating life-threatening spasms, while dystonia-specific treatment takes

effect. If refractory status dystonicus persists despite orally active anti-dystonia drugs and

unsuccessful weaning from sedative or anaesthetic agents, early consideration of intrathecal

baclofen or deep brain stimulation is required. During status dystonicus, precise documenta-

tion of dystonia sites and severity as well as the baseline clinical state, using rating scales

and videos is recommended. Further published descriptions of the clinical nature, timing of

evolution, resolution, and epidemiology of status dystonicus are essential for a better

collective understanding of this poorly understood heterogeneous emergency. In this review,

we provide an overview of the clinical presentation and suggest a management approach for

status dystonicus.

UNDERSTANDING AND DIAGNOSING STATUS
DYSTONICUS
Dystonia: phenomenology and classification
Dystonia, traditionally classified as a hyperkinetic movement
disorder, manifests in a variety of ways. It is characterized by
involuntary sustained or intermittent muscle contractions
causing repetitive twisting movements, abnormal postures,
or both.1 A characteristic feature of dystonia is the presence
of muscle co-contraction, exacerbation with the intention to
move and/or non-specific afferent stimuli, and complete res-
olution of dystonia by sleep, irrespective of the mechanism
of dystonia. This last observation distinguishes dystonia
from lower brainstem, spinal, and intramuscular hyper-acti-
vation states. Dystonia distorts voluntary movements and
often coexists with other movement and motor disorders
such as choreoathetosis in dyskinetic cerebral palsy (CP),
myoclonus, or parkinsonism. Dystonic postures may give the
impression of hypokinesia.1,2 Topographically, dystonia may
affect a single body site (focal dystonia), several body sites, or
be classified as generalized (involving both legs and one or
more body region such as axial muscles). Until recently,3

dystonia was usually classified in terms of whether it
occurred as part of a primary dystonia disorder, a dystonia-
plus syndrome, a paroxysmal dyskinesia (dystonia), a hered-
odegenerative disorder, or secondary dystonia (acquired
secondary to a symptomatic cerebral, brainstem, or spinal
cord insult). Secondary dystonia is more common in

children,4 and CP is the most common cause. This review
focuses on the most acute life-threatening complication of
dystonia, status dystonicus.

Status dystonicus
Status dystonicus, also known as dystonic storm or dystonic
crisis, is a life-threatening movement disorder emergency.
Although considered rare (only about 100 published cases),
status dystonicus is most likely an underreported condition,
heterogeneous in its aetiology, pathogenesis, presentation,
course, and outcome. Status dystonicus affects all age groups
but up to 60% of patients are between ages 5 years and
16 years, although patients may be younger or older, with a
male preponderance.5 Neurometabolic disorders such as
glutaric aciduria type 1 may precipitate status dystonicus as
early as 7 months of age and the extensor dystonia is often
mistaken for status epilepticus.

Phenomenology and diagnosis
Status dystonicus is characterized by the development of
increasingly frequent or continuous severe episodes of
generalized dystonic spasms (contractions) and requires
urgent (hospital) management.6,7 Recent phenomenological
categorization divides episodes of status dystonicus into either
tonic (mainly sustained contractions and abnormal postures) or
phasic (rapid and repetitive dystonic contractions) phenotypes.
The tonic phenotype is more common in males and in
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secondary (acquired) dystonias, and has a potentially worse
outcome.5 The movements of status dystonicus may also
overlap with additional, sometimes prominent, hyperkinesias
such as choreoathetosis, which can make objective recogni-
tion complicated.6,8,9 Currently, there is no internationally
agreed definition for status dystonicus. Criteria, including
life-threatening complications proposed by Manji et al. are
often cited.6 All patients in that case series developed one or
more of the following: (1) bulbar weakness compromising
airway patency, (2) progressive impairment of respiratory
function leading to respiratory failure, (3) metabolic
derangements, and (4) exhaustion and pain.

In practice, status dystonicus often occurs at the end of
a continuum of worsening dystonia. Along such a contin-
uum, a recently described simplified dystonia severity
action plan may be useful to assess children at risk of sta-
tus dystonicus and decide on the level of care required
for management (see Fig. 1 and the supplementary mate-
rial of Lumsden et al. for related clinical vignettes
employed to validate the scale).10 In addition, the sites
and severity of the dystonia may be documented using
dystonia rating scales such as the Dyskinesia Impairment
Scale for patients with cerebral palsy2 or the Burke-
Fahn-Marsden rating scale.11 Video recordings are
important for diagnosis and follow-up of treatment
response. The baseline neurological state (coexisting
spasticity, etc.) should also be recorded.

Aetiology
Status dystonicus usually emerges gradually after weeks or
months in the patient with an underlying dystonia diagnosis.
However, status dystonicus may also present during new
onset dystonic disorders without previous or only mild
dystonic movements.5,10,12,13 Some patients are prone to
recurrent episodes. The acquired dystonias are the most
common underlying dystonias leading to status dystonicus
(38% of cases), CP being the most common individual sec-
ondary cause followed by the previously termed ‘heredode-
generative dystonias’ (particularly neurodegeneration with
brain iron accumulation, Wilson disease, and mitochondrial
disorders) and the ‘pure primary dystonias’.5 However, any
form of dystonia has the potential to escalate into status
dystonicus. If the cause of the underlying dystonia is not
established, the history and clinical features will guide
appropriate metabolic, genetic, neurophysiological, and neu-
roimaging investigations.

Trigger factors
Status dystonicus is often a triggered event. The main trig-
gers include infection (particularly gastroenteritis with dehy-
dration) and medication adjustment.7,13,14 Trauma, surgical
procedures, anaesthesia, ‘metabolic disorder’ decompensa-
tion,15 stress,7 pain, gastro-oesophageal reflux disease, con-
stipation, and puberty-related deterioration in CP are less
commonly reported, but these conditions, as well as discom-
fort of any cause, should be considered.6 In about one-third
of cases no obvious trigger is identified.5,13,14

Medications reported to trigger status dystonicus are
important, particularly the dopamine-receptor blockers
pimozide (exacerbated status dystonicus)16 and haloperidol
as both can be used to treat dystonia and chorea.17 Metoclo-
pramide8 can have the same effect. Clonazepam has been
reported as a trigger (possibly coincidental) of status dysto-
nicus.6,18,19 In Wilson disease the introduction of chelation
therapy with penicillamine,20,21 zinc sulphate,7 or trientine22

have also been implicated in status dystonicus. Clozapine
treatment has been implicated,19 as well as withdrawal of
lithium and tetrabenazine.6 Deep brain stimulation failure
caused by hardware problems,5,8 intrathecal baclofen pump
failure,12 as well as routine baclofen, and benzodiazepine
withdrawal in general should be considered where relevant.

Complications and related investigations
The muscle spasms or dystonic movements during status
dystonicus give rise to complications that are at best painful
and uncomfortable, and at worst life-threatening.5 Severe
generalized muscle spasms may cause respiratory compro-
mise and severe metabolic disturbances, particularly rhabd-
omyolysis and acute renal failure. The initial investigations
are based on consideration of the complications, need for
monitoring, supportive measures, and likely trigger factors.

Respiratory failure can be a function of dystonic bulbar
spasms (pharyngeal, laryngeal), truncal-respiratory muscle
spasm, diaphragm dystonia, generalized exhaustion, aspira-
tion pneumonia, and indeed the need for highly sedative
and relaxant cocktails of drugs used to control status dysto-
nicus. Relevant respiratory investigations for these compli-
cations and triggers include chest X-ray, pulse oximetry,
and blood gas monitoring, all of which should be part of
the initial and ongoing supportive measures.

The biochemical derangements resulting from significant
rhabdomyolysis23 include elevated creatine kinase (usually
>5 times normal range, e.g. >1000 IU/L), myoglobinaemia,
myoglobinuria, electrolyte abnormalities, and acid-base dis-
turbances. Muscle spasm-induced exothermia commonly
leads to hyperpyrexia and dehydration. As well as clinically
monitoring perfusion status (e.g. vital signs, capillary refill
time, urine output), empirical tests for rhabdomyolysis and
dehydration include renal chemistry, creatine kinase, blood
gas analysis, urine and/or blood for myoglobin levels. A
positive urine dipstick test for blood without red cells on
microscopy is suggestive of recent muscle injury (over sev-
eral hours).24 The creatine kinase may need to be repeated if
negative at presentation because of a potential lag in eleva-
tion. Further monitoring and investigations related to the
management of rhabdomyolysis and renal failure (hypocalca-
emia, hyperkalaemia, acidosis, haematological derange-
ments, coagulopathy, pancreatic dysfunction, arrhythmias,
compartment syndrome, and more) should involve appropri-
ate medical, nephrology, and intensive care input.

What this paper adds
• An overview of status dystonicus and a practical approach to the manage-

ment of status dystonicus and ‘pre-status dystonicus’.
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Status dystonicus patients are vulnerable to secondary
complications such as dysphagia, anarthria, thrombosis,
gastric bleeding, injuries, fractures, and sepsis.16,22,25 Some
patients require tracheostomy or gastrostomy and some
experience side effects or serious complications of treat-
ment.6,16 A careful search for systemic or intracranial infec-
tion is usually warranted (appropriate septic screen).

Differential diagnosis
A variety of other emergency life-threatening movement dis-
orders can have complications similar to status dystonicus
(Table I). These include the neuroleptic malignant syndrome,
serotonin syndrome, malignant hyperthermia, and intrathecal
baclofen (ITB) withdrawal.6,12,16,17,26–29 Paroxysmal auto-
nomic instability with dystonia is increasingly recognized in
children.12,30,31 Acute dystonic reactions (usually to drugs)
arise dramatically and may cause severe dystonic symptoms
(e.g. oculogyric crisis, jaw opening, or closing dystonia).
Rhabdomyolysis, muscle rigidity, and stiffness from other
causes warrant consideration (Table I).6,19,29

In severe status dystonicus the typical patient has an
established or evolving dystonia disorder and develops wors-
ening severe generalized dystonia, fever, dehydration, or
rhabdomyolysis and respiratory complications. Documenta-
tion of the precise evolution of the motor and other features
of these disorders is crucial as some children have been diag-
nosed with neuroleptic malignant syndrome when drugs
may not have been involved.30,32 ITB withdrawal can pro-
duce clinical features resembling status dystonicus.12,27–29

MANAGEMENT
‘Pre-status dystonicus’
In some situations patient-specific management plans are
used for known patients with brittle dystonia (characterized
as difficult to manage or frequently requiring urgent medi-
cal attention) depending on the goals of treatment.33 In the
case of patients who are hospitalized with severe subacute
worsening dystonia or pre-dystonic crisis, lighter levels of
sedation may be used alone or in combination to help
achieve sleep, for example enteral chloral hydrate
(30–100mg/kg, administered 3–6 hourly). In addition, oral,
enteral or intravenous (IV) clonidine30 has a less sedating,
non-respiratory depressant effect and may prove effective in
achieving control or preventing breakthrough dystonia.
Doses of 1-5lg/kg/dose may be administered three times
daily, but may need to be offered every 3 hours (amounting
up to 3,000lg per day in some cases with weights exceeding
70kg). Clonidine can be administered by continuous enteral
infusion via NG tube or gastrostomy if necessary by calcu-
lating the total daily dose and dividing by 24 hours to deli-
ver. Where the enteral route is unsuitable owing to
vomiting, diarrhoea, gastrointestinal bleeding or ileus, the
equivalent doses may have to be administered as IV hourly
infusion (doses of 0.25–2.0lg/kg/hr), with consideration of
higher or bolus doses as tolerated (JP Lin, unpublished
data). Chlormethiazole6 (if available) or trimeprazine may
also achieve lighter levels of sedation. Roubertie et al. also

suggest effective use of intravenous amitriptyline for painful
dystonic spasms.34 The addition or modification of other
antidystonia agents according to the patient plan (e.g. tri-
hexyphenidyl, gabapentin, or baclofen) should be consid-
ered. Benzodiazepines also may need to be considered.
Although these practical suggestions may help prevent pro-
gression to status dystonicus and mostly represent lighter
levels of sedation, very little has been published regarding
these approaches. For status dystonicus, more prompt and
aggressive treatment is often indicated.9,10,22,34

Established status dystonicus
As status dystonicus is rarely reported, the evidence for
treatment is derived from summation of case reports or
series and is therefore empiric. Medical stabilization with
supportive care is the initial priority. Figure 1 outlines a
practical screening and management approach to status
dystonicus.

Stabilization and supportive measures
In order to control an episode of status dystonicus as safely
as possible, treatment should take place in the intensive care
or high dependency unit. Immediate management of the
complications is paramount. Depending on clinical indica-
tion (respiratory or systemic compromise, need for comfort
or sedation), the initial stabilization measures often, but not
always, involve intubation and mechanical ventilation.6

Intravenous fluid resuscitation, antibiotics, nutritional
requirements (nasogastric or parenteral) and antipyretics
should be provided early. Rhabdomyolysis requires specific
therapy (e.g. intravenous fluids, urine alkalinization, dantro-
lene, neuromuscular paralysis, and/or dialysis in acute renal
failure).22,35 Trigger factors and other complications should
be prevented or identified and treated specifically. Other
patient comfort and sleep promoting measures include
appropriate positioning and minimal handling, and opioid
analgesia may be required. A relatively long intensive care
unit course should be anticipated for each presentation.

Temporizing treatments
Status dystonicus exerts its life-threatening effects precisely
because sustained active muscle contraction leads to
exhaustion and rhabdomyolysis. Depending on the clinical
state and complications, an important initial measure is to
help the child achieve some sleep without compromising
respiration. Judicious use of a few doses of chloral hydrate
(see Fig. 1) via nasogastric tube when oral medication is
impossible to administer may enable sleep. Oral, enteral or
intravenous clonidine (as in the case of pre-status dystoni-
cus) should also be used because of its non-respiratory
depressant advantages. In addition, rapid escalation of
enteral doses of clonidine as high as 3-5μg/kg/hr (adminis-
tered in 3-hourly bolus doses) have been tolerated success-
fully in several children with established status dystonicus,
the dose being revised every 3 to 6 hours (JP Lin, unpub-
lished data). If the enteral route is unsuitable, an IV
clonidine infusion may be necessary to establish dystonia
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control (see ‘Pre-status dystonicus’ for dose considera-
tions). In practice, if additional ‘as required’ medication is
needed to settle a child, the background clonidine dose
must be increased to achieve comfort, sleep and metabolic
stability.

When more aggressive treatment is indicated, the pre-
cise approach depends on individual case severity and
degree of complications.9,10,22,34 Stronger sedation and
muscle relaxation or muscle paralysis are the measures
most likely to achieve prompt resolution of the dystonic
spasms.5,22 A benzodiazepine, i.e. continuous intravenous
midazolam is usually chosen because of its muscle relax-
ant effect, rapid onset of action, and short half-life, and
should be titrated efficiently to control dystonic spasms
(see Fig. 1). For refractory spasms, anaesthetic agents
(propofol most often) followed by non-depolarizing mus-
cle paralyzing agents (as depolarizing agents, e.g. sux-
amethonium, are associated with rhabdomyolysis) and
barbiturates are then indicated.22

The duration of initial intubation and temporizing mea-
sures utilized are determined by periodic evaluation of the
patient’s clinical response while specific antidystonia treat-
ments are being concurrently considered. As ileus may be a
serious complication of both status dystonicus and the
polypharmacy used in its management, it is essential to
keep the combination of drugs to a minimum, using a few
drugs at optimal doses, often exceeding usual ranges but
titrated against oxygen saturations, heart rate, and blood
pressure. Also, it is essential to remember that facilitating
regular periods of sleep is a safe and secure mechanism of
managing status dystonicus that may need to be main-
tained for several weeks or possibly months allowing time
to explore the underlying problems and management.
Some degree of success may be claimed when the child’s
heart rate dips slightly from baseline wakeful state during
true sleep; a feature not obtained if the child is dystonic.
Intermittent reductions of the sedative and anaesthetic
agents administered should be attempted, as some patients
develop dependence on, or tolerance of sedative medica-
tions. In others, the status dystonicus abates. Where
success is achieved, initial attempts should be made to
maintain the beneficial agents by appropriate routes of
administration (e.g. oral, nasogastric, or gastrostomy cloni-
dine, midazolam, and/or specific antidystonia drugs).13

Dystonia-specific drugs
Although clonidine and midazolam also have specific
sometimes effective antidystonia properties, and may con-
trol an episode of status dystonicus, other specific oral
antidystonia agents are also recommended. The variety of
drugs used is broad with success in approximately 10% of
cases only,5 but as they are non-invasive a trial of these
agents should be considered in the first instance and before
surgery. In our practice, we consider these medications
once stabilization measures have been achieved and
temporizing treatments described have been initiated and
the response observed. The drugs reported to have most

success are often used in combination and include an
anticholinergic (trihexyphenidyl), a dopamine blocker
(haloperidol or pimozide), and a catecholamine depleter
(tetrabenazine) (Fig. 1).5,6,13,14,16,22

Many other oral drugs have been tried. In Wilson
disease several patients with refractory status dystonicus
were treated with gabapentin and significantly improved
where other antidystonia drugs failed, so it should be used
in this condition, and considered in other aetiologies.21

Other benzodiazepines (clonazepam, flurazepam, diaze-
pam) have been used with13 and without success.7,36 Trials
of oral baclofen,25 levodopa, or levodopa-carbidopa have
also been suggested, leading to improvement in a few
cases.6,7,37 Primary anticonvulsants including valproate,
carbamazepine, primidone, phenytoin,38 and acetazola-
mide6 have been used in various combinations, often with
limited benefit. Benztropine, biperidin, lithium, bromo-
criptine,6,7 chlorpromazine, olanzapine,39 clozapine, and ri-
spiridone7 have also been used with mostly limited success.
Many of the drugs used to treat dystonia can have signifi-
cant side effects and some such as pimozide (e.g. cardiac
side effects) may exacerbate status dystonicus (see ‘Trigger
factors’).6,16,22 In such situations the drug should be
discontinued.

As the response overall to orally active antidystonia
drugs is reported to be poor, with significant risk to
patients who develop dependence on sedative or anaes-
thetic agents and remain in refractory status dystonicus,
more invasive step-up surgical therapies including ITB,
deep brain stimulation (DBS), or pallidotomy, need to be
considered early, once acute or active systemic infections
have been clearly excluded or treated.

Invasive therapies
Intrathecal baclofen. Intrathecal baclofen has been tried in a
small number (~10%) of patients with refractory status
dystonicus with various reports of benefit12–14,40,41 and fail-
ure.5,6,22,36,38,39,42 Some of these failures have been the
result of complications36 or tolerance,38 which may poten-
tially limit the use of ITB over long periods. ITB is not
without other risks such as over-dosage, withdrawal syn-
drome, and commonly catheter migration or breakage,
although it is considered less invasive than brain surgery.
Deep brain stimulation. Deep brain stimulation has been
an effective treatment for status dystonicus in the major-
ity of treated patients (approximately 25).5,7–9,14,17,19,22,42–50

The globus pallidus interna (bilaterally) is the current
anatomical site of choice for this surgical procedure. The
effects of DBS were obvious and occurred usually within
days or weeks; only occasionally did the effect take months.
Although the evidence for DBS in status dystonicus is
generated from case reports or series, DBS allowed many
patients to become weaned from sedative and anaesthetic
agents8 and in some improvement to baseline or beyond
the level of their pre-morbid states.49 Further plausible
evidence for DBS is suggested by device interruption
(stimulation or battery), which provoked the appearance of
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dystonic spasms, with resolution after switching stimulators
back on or by device adjustments.9,42,45

Given the observed benefit of DBS, some authors feel
that a rapid and aggressive approach is justified to avoid
the longer-term complications of status dystonicus and
serious morbidity or mortality.8 However, DBS is not
without side effects. Operating on patients with status
dystonicus is particularly challenging because of a higher
rate of hardware (15%) and other serious complications in
already compromised patients.9 Further challenges exist
with urgent DBS surgery in children compared with adults,
as a result of anatomical and developmental factors
(although it has been used in a child as young as 5 years
with status dystonicus).49 Where the globus pallidus
interna was not an option (because of damage), the subtha-
lamic nucleus may be targeted, as recently seen in a
4-year-old with severe methylmalonic acidaemia and
refractory dystonia.51 Thus, evaluation for DBS must be
considered on an individual basis.
Pallidotomy and thalamotomy. DBS has largely replaced pal-
lidotomy, thalamotomy, and pallidothalamotomy for the
treatment of dystonia. These ‘lesional’ procedures have
been used in approximately 10 cases of status dystonicus
with a variety of underlying dystonia disorders with vari-
able outcomes. If DBS is not available, unilateral pallidoto-
my could be considered.5–7,14,36,37,42,52

CONCLUSION
Status dystonicus is a rare but life-threatening movement
disorder emergency usually occurring in the context of vari-
ous established dystonia disorders. Management should be
tailored to individual patient characteristics and complica-
tions.5,49 The use of dystonia severity action plans aids the
early recognition of worsening dystonia, and communica-
tion between health professionals, and may potentially facil-

itate intervention. For established status dystonicus,
sedation in a high dependency or intensive care unit is the
most immediate and effective intervention while exploring
the specific or individual problems and management issues.
The outcome of status dystonicus is variable and for the
most part unpredictable. Mortality is reported at approxi-
mately 10%, recently suggested to be more common in
males with a tonic phenotype and the heredodegenerative
and secondary dystonias in which relapses are also more
common.5 Some patients experience progressively worsen-
ing dystonia after status dystonicus, but this is not always
so. Thankfully the majority of surviving cases gain either
partial or complete recovery when compared with baseline
neurological status and some improve beyond that.5 Further
reports of the clinical nature and epidemiology of status dy-
stonicus are essential for a better collective understanding
of this poorly understood heterogeneous emergency.

ACKNOWLEDGEMENTS

We would like to thank the relevant authors for permission to

modify aspects of their material to produce Figure 1.

DISCLOSURES

Dr Jean-Pierre Lin (JPL) has received honoraria for educational

and consulting projects not related to this work from Medtronics

Ltd and grants from Action Medical Research and the Dystonia

Society UK. JPL is on the medical Advisory Boards of The Dysto-

nia Society UK and Dystonia Europe and Chairs the British Paedia-

tric Neurology Association Movement Disorders Special Interest

Group (BPNAMDSIG). Prof. Tim Lynch has received honoraria

from a number of companies not related to this work including

Biogen, Lundbeck, Novartis, Solvay and unrestricted grant spon-

sorship for research from Bayer-Schering, Merck Serono, for the

Dublin Neurological Institute from Elan and Sanofi-Aventis.

REFERENCES

1. Sanger TD, Chen D, Fehlings DL, et al. Definition and

classification of hyperkinetic movements in childhood.

Mov Disord 2010; 25: 1538–49.

2. Monbaliu E, Ortibus E, De Cat J, et al. The Dyskinesia

Impairment Scale: a new instrument to measure dystonia

and choreoathetosis in dyskinetic cerebral palsy. Dev

Med Child Neurol 2012; 54: 278–83.

3. Albanese A, Bhatia K, Bressman SB, et al. Phenomenol-

ogy and classification of dystonia: a consensus update.

Mov Disord 2013; 28: 863–73.

4. Roubertie A, Rivier F, Humbertclaude V, et al. The var-

ied etiologies of childhood-onset dystonia. Rev Neurol

2002; 158: 413–24. (In French).

5. Fasano A, Ricciardi L, Bentivoglio AR, et al. Status

dystonicus: predictors of outcome and progression pat-

terns of underlying disease. Mov Disord 2012; 27: 783–8.

6. Manji H, Howard RS, Miller DH, et al. Status dystonicus:

the syndrome and its management.Brain 1998;121: 243–52.

7. Teive HA, Munhoz RP, Souza MM, et al. Status Dystoni-

cus: study of five cases. Arq Neuropsiquiatr 2005; 63: 26–9.

8. Apetauerova D, Schirmer CM, Shils JL, Zani J, Arle JE.

Successful bilateral deep brain stimulation of the globus

pallidus internus for persistent status dystonicus and

generalized chorea. J Neurosurg 2010; 113: 634–8.

9. Walcott BP, Nahed BV, Kahle KT, Duhaime AC, Shar-

ma N, Eskandar EN. Deep brain stimulation for medi-

cally refractory life-threatening status dystonicus in

children. J Neurosurg Pediatr 2012; 9: 99–102.

10. Lumsden DE, Lundy C, Fairhurst C, Lin JP. Dystonia

Severity Action Plan: a simple grading system for medi-

cal severity of status dystonicus and life-threatening dys-

tonia. Dev Med Child Neurol 2013; 55: 671–2.

11. Burke RE, Fahn S, Marsden CD, Bressman SB, Mosko-

witz C, Friedman J. Validity and reliability of a rating

scale for the primary torsion dystonias. Neurology 1985;

35: 73–7.

12. Muirhead W, Jalloh I, Vloeberghs M. Status dystonicus

resembling the intrathecal baclofen withdrawal syn-

drome: a case report and review of the literature. J Med

Case Rep 2010; 4: 294.

13. Grosso S, Verrotti A, Messina M, Sacchini M, Balestri P.

Management of status dystonicus in children. Cases

report and review. Eur J Paediatr Neurol 2012; 16: 390–5.

14. Mariotti P, Fasano A, Contarino MF, et al. Management

of status dystonicus: our experience and review of the

literature. Mov Disord 2007; 22: 963–8.

15. Jamuar SS, Newton SA, Prabhu SP, et al. Rhabdomyol-

ysis, acute renal failure, and cardiac arrest secondary to

status dystonicus in a child with glutaric aciduria type I.

Mol Genet Metab 2012; 106: 488–90.

16. Marsden CD, Marion MH, Quinn N. The treatment of

severe dystonia in children and adults. J Neurol Neuro-

surg Psychiatry 1984; 47: 1166–73.

17. Guerrini R, Moro F, Kato M, et al. Expansion of the

first PolyA tract of ARX causes infantile spasms and sta-

tus dystonicus. Neurology 2007; 69: 427–33.

18. Mishra D, Singhal S, Juneja M. Status dystonicus a rare

complication of dystonia. Indian Pediatr 2010; 47: 883–5.

19. Kovacs N, Balas I, Janszky J, Simon M, Fekete S, Kom-

oly S. Status dystonicus in tardive dystonia successfully

Guideline 111



treated by bilateral deep brain stimulation. Clin Neurol

Neurosurg 2011; 113: 808–9.

20. Svetel M, Sternic N, Pejovic S, Kostic VS. Penicilla-

mine-induced lethal status dystonicus in a patient with

Wilson’s disease. Mov Disord 2001; 16: 568–9.

21. Paliwal VK, Gupta PK, Pradhan S. Gabapentin as a rescue

drug in D-penicillamine-induced status dystonicus in

patients withWilson disease.Neurol India 2010; 58: 761–3.

22. Nirenberg MJ, Ford B. Dystonic Storm. In: Frucht SJ,

editor. Movement Disorder Emergencies: Diagnosis and

Treatment (2nd edn). New York, NY: Springer, Human

Press, 2013: 125–35.

23. Jankovic J, Penn AS. Severe dystonia and myoglobinuria.

Neurology 1982; 32: 1195–7.

24. Watemberg N, Leshner RL, Armstrong BA, Lerman-

Sagie T. Acute pediatric rhabdomyolysis. J Child Neurol

2000; 15: 222–7.

25. Vaamonde J, Narbona J, Weiser R, Garcia MA, Brannan

T, Obeso JA. Dystonic storms: a practical management

problem. Clin Neuropharmacol 1994; 17: 344–7.

26. Rosenberg H, Davis M, James D, Pollock N, Stowell K.

Malignant hyperthermia. Orphanet J Rare Dis 2007; 2:

21.

27. Coffey RJ, Edgar TS, Francisco GE, et al. Abrupt with-

drawal from intrathecal baclofen: recognition and man-

agement of a potentially life-threatening syndrome. Arch

Phys Med Rehabil 2002; 83: 735–41.

28. Kipps CM, Fung VS, Grattan-Smith P, de Moore GM,

Morris JG. Movement disorder emergencies. Mov Disord

2005; 20: 322–34.

29. Munhoz RP, Moscovich M, Araujo PD, Teive HA.

Movement disorders emergencies: a review. Arq Neuro-

psiquiatr 2012; 70: 453–61.

30. Kirkham FJ, Haywood P, Kashyape P, et al. Movement

disorder emergencies in childhood. Eur J Paediatr Neurol

2011; 15: 390–404.

31. Blackman JA, Patrick PD, Buck ML, Rust RS Jr. Parox-

ysmal autonomic instability with dystonia after brain

injury. Arch Neurol 2004; 61: 321–8.

32. Wait SD, Ponce FA, Killory BD, Wallace D, Rekate HL.

Neuroleptic malignant syndrome from central nervous

system insult: 4 cases and a novel treatment strategy. Clin-

ical article. J Neurosurg Pediatr 2009; 4: 217–21.

33. Kurian MA, Li Y, Zhen J, et al. Clinical and molecular

characterisation of hereditary dopamine transporter defi-

ciency syndrome: an observational cohort and experi-

mental study. Lancet Neurol 2011; 10: 54–62.

34. Roubertie A, Mariani LL, Fernandez-Alvarez E, Doum-

mar D, Roze E. Treatment for dystonia in childhood.

Eur J Neurol 2012; 19: 1292–9.

35. Chatzizisis YS, Misirli G, Hatzitolios AI, Giannoglou

GD. The syndrome of rhabdomyolysis: complications

and treatment. Eur J Intern Med 2008; 19: 568–74.

36. Kyriagis M, Grattan-Smith P, Scheinberg A, Teo C, Nak-

aji N, Waugh M. Status dystonicus and Hallervorden-

Spatz disease: treatment with intrathecal baclofen and pal-

lidotomy. J Paediatr Child Health 2004; 40: 322–5.

37. Opal P, Tintner R, Jankovic J, et al. Intrafamilial pheno-

typic variability of the DYT1 dystonia: from asymptom-

atic TOR1A gene carrier status to dystonic storm. Mov

Disord 2002; 17: 339–45.

38. Dalvi A, Fahn S, Ford B. Intrathecal baclofen in the treat-

ment of dystonic storm.MovDisord 1998; 13: 611–2.

39. Nardocci N, Temudo T, Echenne B. Status dystonicus

in children. In: Fernandez-Alvarez E, editor. Paediatric

Movement Disorders. Progress in Understandings.

France: John Libbey Eurotext, 2005: 71–6.

40. Narayan RK, Loubser PG, Jankovic J, Donovan WH,

Bontke CF. Intrathecal baclofen for intractable axial dys-

tonia. Neurology 1991; 41: 1141–2.

41. Paret G, Tirosh R, Ben ZB, Vardi A, Brandt N, Barzilay

Z. Intrathecal baclofen for severe torsion dystonia in a

child. Acta Paediatr 1996; 85: 635–7.

42. Elkay M, Silver K, Penn RD, Dalvi A. Dystonic storm

due to Batten’s disease treated with pallidotomy and

deep brain stimulation. Mov Disord 2009; 24: 1048–53.

43. Coubes P, Echenne B, Roubertie A., et al. [Treatment

of early-onset generalized dystonia by chronic bilateral

stimulation of the internal globus pallidus. Apropos of a

case]. Neurochirurgie 1999; 45: 139–44.

44. Angelini L, Nardocci N, Estienne M, Conti C, Dones I,

Broggi G. Life-threatening dystonia-dyskinesias in a

child: successful treatment with bilateral pallidal stimula-

tion. Mov Disord 2000; 15: 1010–2.

45. Zorzi G, Marras C, Nardocci N, et al. Stimulation of

the globus pallidus internus for childhood-onset dysto-

nia. Mov Disord 2005; 20: 1194–200.

46. Jech R, Bares M, Urgosik D, et al. Deep brain stimula-

tion in acute management of status dystonicus. Mov Dis-

ord 2009; 24: 2291–2.

47. Martinez-Torres I, Limousin P, Tisch S, et al. Early

and marked benefit with GPi DBS for Lubag syndrome

presenting with rapidly progressive life-threatening dys-

tonia. Mov Disord 2009; 24: 1710–2.

48. Grandas F, Fernandez-Carballal C, Guzman-de-Villoria J,

Ampuero I.Treatmentof a dystonic stormwithpallidal stimula-

tion in a patient with PANK2 mutation. Mov Disord 2011; 26:

921–2.

49. Aydin S, Abuzayed B, Uysal S, et al. Pallidal deep brain

stimulation in a 5-year-old child with dystonic storm:

case report. Turk Neurosurg 2013; 23: 125–8.

50. Schumacher J, Wille C, Vesper J. Management of postop-

erative respiratory failure in a patient with acute diaphrag-

matic status dystonicus. Br J Anaesth 2012; 108: 329–30.

51. Chakraborti S, Hasegawa H, Lumsden DE, et al. Bilat-

eral subthalamic nucleus deep brain stimulation for

refractory total body dystonia secondary to metabolic

autopallidotomy in a 4-year-old boy with infantile meth-

ylmalonic acidemia. J Neurosurg Pediatr 2013; 12: 374–9.

52. Balas I, Kovacs N, Hollody K. Staged bilateral stereo-

tactic pallidothalamotomy for life-threatening dystonia

in a child with Hallervorden-Spatz disease. Mov Disord

2006; 21: 82–5.

53. Forsyth R, Newton R, editors. Oxford Specialist Hand-

books in Paediatrics. Paediatric Neurology. Status

Dystonicus. 2nd edn. Oxford, UK: Oxford University

Press, 2012. 474–9.

112 Developmental Medicine & Child Neurology 2014, 56: 105–112


