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kathisia, a neurologic side effect produced by anti-
psychotic drug therapy, is usually very distressing

Background: Akathisia is a feeling of subjec-
tive or inner restlessness, which causes excessive,
semipurposeful movements, commonly in the
legs. However, restlessness in respiration, which
presents as dyspnea but is best characterized as
the sensation of being unable to breathe in a re-
laxed manner, has never been reported.

Case Reports: Five cases are reported in
which dyspnea as a sign of akathisia followed the
administration of antipsychotic medications. The
clinical features of dyspnea were examined, and
all patients manifested both subjective and objec-
tive restlessness. The dyspnea was characterized
subjectively by the patients’ inner feeling of rest-
lessness in respiration, which was perceived as an
inability to breathe in a leisurely, relaxed manner,
and objectively as restless movements of respira-
tion such as gasping or sighing. The dyspnea was
momentarily suppressed when a patient took a
quick, full breath to relieve the perceived restless-
ness and was exacerbated when the patient kept
the respiration still. Response to medications
commonly used in the treatment of akathisia was
also examined in an open, uncontrolled therapeu-
tic trial for each patient. The administration of
such medications completely alleviated the respi-
ratory restlessness.

Conclusion: Restlessness in respiration,
which clinically presents as dyspnea, may be a
manifestation of akathisia. This type of akathisia
could be referred to as respiratory akathisia.
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A
to the patient.1–3 A common manifestation of akathisia
reported by patients is a feeling of inner restlessness in
the limbs, especially in the legs.4–7 The subjective report
of restlessness in the legs is regarded as an important sign
in the diagnosis of akathisia8 and is one of the signs
present in akathisia rating scales.9–12 However, reports
have indicated that akathisia occurs in other areas of the
body such as the arms13 and abdomen.14 Interestingly,
Raskin15 has stated that akathisia can occur in any area of
the body. Therefore, it is possible that certain patients may
report a feeling of restlessness in other areas of the body
besides the legs. Clinical examples of 5 cases in which
restlessness manifested in respiration as dyspnea follow-
ing antipsychotic treatment are presented. In addition,
the clinical features and therapeutic response of the
patients to antiakathisia medications were examined in an
unblinded, uncontrolled manner and are presented for
each case.

CASE REPORTS

Case 1
A 28-year-old woman with a 10-year history of bipolar

disorder was admitted to the hospital because of the
appearance of a manic episode (DSM-IV criteria) during
maintenance therapy with 1500 mg/day of lithium.
The patient was taken off lithium treatment and given
36 mg/day of haloperidol p.o. and 800 mg/day of carba-
mazepine p.o. This treatment regimen led to a gradual
abatement of her manic symptoms. However, 2 weeks af-
ter treatment, she suddenly complained of dyspnea and
fell down. The intensity of the dyspnea fluctuated
throughout the day, and she began to beat the wall and
shout loudly that night. When asked why, she said, “I
shouted because of irritation. I have difficulty breathing
comfortably. Help me.”

After carefully questioning the patient about her dysp-
nea and irritation, it was discovered that she felt an inner
restlessness in breathing. For example, she felt that she
could not respire leisurely nor stop breathing at any time
because of this restlessness in respiration. Sighing or tak-
ing in a full breath relieved her restlessness in respiration
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momentarily. In addition to her subjective restlessness in
respiration and restless movements in respiration such as
sighing, she displayed other signs of restless movements
such as frequently changing her position in her bed and
walking about in the ward, although she denied restless-
ness in the legs. She also exhibited a slight finger tremor.
The patient was administered 5 mg i.m. of biperiden.16

Her restlessness in respiration and dyspnea, as well as her
other restless movements, simultaneously disappeared
approximately 30 minutes later. Subsequently, the dose of
haloperidol was reduced to 9 mg/day, and 9 mg/day of
oral biperiden was added to the treatment regimen. No
signs or symptoms of akathisia have appeared in this pa-
tient following the institution of this treatment regimen.

Case 2
A 25-year-old man was admitted to the hospital for

the first time with delusional and violent behaviors
2 years after a similar episode. He was diagnosed as hav-
ing schizophrenia (DSM-IV criteria) on the basis of his
symptoms and previous history. The patient was given
6 mg/day of risperidone p.o., and 1 week later, the dose
was increased to 12 mg/day. During the second week of
treatment, he complained of chest discomfort and nausea
and began to bang his head on a table. He said, “I want to
die. I want to go home. I can’t breathe easily. I feel uneasy.”

After careful inquiry, he acknowledged dyspnea and
inner restlessness in respiration with vague anxiety. Spe-
cifically, he reported feeling unable to breathe leisurely
or stop breathing even for an instant because of this rest-
less feeling when breathing. He also acknowledged an
inability to be still. He tossed and turned in his bed fre-
quently, gasping or sighing. However, he denied restless-
ness in the legs or other body areas except for the chest.
He showed no signs or symptoms of parkinsonism. He
was given 5 mg of biperiden i.m., and his anxiety and rest-
less symptoms ceased after 30 minutes. The patient was
placed on 6 mg/day of risperidone p.o. and 9 mg/day of
biperiden p.o., and he has shown no dyspnea while fol-
lowing this regimen.

Case 3
A 40-year-old schizophrenic man (DSM-IV criteria)

complained of vague discomfort, an oppressive and
uneasy feeling in his chest, as well as the urge to walk
about when out of bed 1 week after beginning treatment
with 9 mg/day of haloperidol p.o. He said, “I have diffi-
culty in my chest. I can’t breathe calmly.” After the pa-
tient was questioned, he stated that he felt uneasy or rest-
less when breathing and that when he took a full breath or
sighed, the dyspnea abated momentarily. He also ac-
knowledged restlessness in the legs, although the inten-
sity was mild, and he showed slight finger tremor. The
patient received 5 mg of biperiden i.m., and 40 minutes
later, both his walking about and dyspnea disappeared.

Subsequently, the dose of haloperidol was reduced to
5 mg/day, and 9 mg/day of oral biperiden was added to the
regimen. However, the next day, dyspnea reappeared. The
patient was again given 5 mg of biperiden i.m., and the
dyspnea ceased. The dyspnea and other signs of restless-
ness have not appeared since that time.

Case 4
A 28-year-old female schizophrenic patient (DSM-IV

criteria) began to complain of severe anxiety after receiv-
ing 6 mg/day of haloperidol p.o. for 3 weeks. She men-
tioned the inability to feel comfortable in any position or
be still. Upon careful questioning, she acknowledged that
she felt dyspnea and restlessness in respiration and that
she could not breathe in a relaxed manner and frequently
sighed and shifted her position. Her dyspnea abated mo-
mentarily when she took a sigh or a fast, deep breath. She
did not manifest any signs or symptoms of parkinsonism.
Five mg/day of biperiden was injected i.m., and her rest-
less in respiration ceased 30 minutes later, as did her be-
havior of shifting positions. The dose of haloperidol was
reduced to 3 mg/day, and 9 mg of oral biperiden was
added to her daily regimen. The next day, anxiety and
dyspnea appeared again, although the intensity was not as
significant as in her first episode. Dyspnea continued for
a week with a fluctuation in intensity. Therefore, 1 week
after the onset of dyspnea, haloperidol and biperiden were
discontinued owing to the disappearance of the patient’s
positive symptoms. One week after the discontinuation of
haloperidol and biperiden, dyspnea and the feeling of
restless anxiety had completely disappeared.

Case 5
A 39-year-old male schizophrenic patient (DSM-IV

criteria) complained of chest discomfort 2 weeks after re-
ceiving 12 mg/day of risperidone p.o. He acknowledged
dyspnea with vague anxiety and a subjective restlessness
in respiration that manifested as a feeling of inability to
breathe calmly and leisurely. In addition, he repeatedly
lay down and sat up in his bed. On questioning, he denied
restlessness in his limbs or other parts of his body. The
patient stated that the dyspnea was alleviated briefly when
he took a quick, full breath or exercised.

The patient received 5 mg of biperiden i.m., and his
dyspnea and restless movements abated 30 minutes later.
However, dyspnea appeared 5 hours after the first treat-
ment with biperiden, and the patient was given an addi-
tional 5 mg i.m. of biperiden, which considerably reduced
the intensity of the dyspnea. Subsequently, the dose of
risperidone was reduced to 6 mg/day, and 9 mg/day
biperiden p.o. was added to the patient’s regimen. How-
ever, dyspnea reappeared for the next 2 days despite the
fact that the patient was given 30 mg/day of diazepam
p.o. Biperiden, 5 mg i.m., was given each time dyspnea
was present during these 2 days. The patient received
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80 mg/day of propranolol, in addition to oral diazepam
and biperiden, on the fourth day after the first appearance
of dyspnea. However, dyspnea, as well as restless move-
ments, reappeared. The dyspnea with vague anxiety and
other restless movements completely ceased 3 days after
the patient was switched from 6 mg/day of oral risperi-
done daily to 150 mg/day of oral chlorpromazine (on the
seventh day after the first appearance of dyspnea). The
patient continued receiving oral biperiden, propranolol,
and diazepam on a daily basis.

DISCUSSION

In these case reports, dyspnea, or breathing discomfort,
was apparently related to a subjective feeling of restless-
ness in respiration. The feeling was described as an inabil-
ity to breathe calmly and comfortably, as well as an in-
ability to stop breathing. This description is similar to that
of patients with restlessness in the legs who state that they
feel unable to quiet or still leg movements and feel the
constant urge to move their legs. The patients indicated
that their restlessness of respiration, manifested as dysp-
nea, was briefly alleviated when they took a full, quick
breath. This also is similar to the experience of patients
with leg restlessness, who report abatement in the rest-
lessness when they move their legs or walk.7

The patients in this report were diagnosed as having
antipsychotic-induced acute akathisia on the basis of their
subjective restlessness in respiration and restless move-
ments of the respiratory apparatus. For example, in all
cases, dyspnea appeared several weeks after treatment
with antipsychotic drugs was instituted, and these agents
are known to elicit akathisia within this time period. Fur-
thermore, in all cases, the restlessness in respiration dis-
appeared after the administration of agents known to be
effective in ameliorating akathisia. A significant reduction
also occurred in the intensity of the akathisia in some
cases following a reduction in dose and/or switching to a
lower potency antipsychotic drug. Thus, the above infor-
mation suggests that dyspnea in these cases may be con-
sidered a manifestation of akathisia, although the symp-
toms of motor restlessness exhibited by the patients,
particularly the characteristic patterns of restless move-
ment associated with akathisia, are limited. It may be pos-
sible that if one of the main manifestations of akathisia is
restlessness of respiratory movement, then there may be
a relative lack of other characteristic restless movements
in the limbs, such as pacing or rocking from foot to foot
when standing.

It may be argued that dyspnea in these cases might be
due to other medical problems known to produce dyspnea,
such as panic attacks and various cardiac or pulmonary
diseases. Respiratory symptoms in these patients were
similar to those experienced in panic attacks in that the
patients had chest discomfort or sensations of shortness of

breath or nausea. However, other symptoms of panic at-
tack, such as light-headedness, derealization, fear of los-
ing control or going crazy, fear of dying, paresthesias, and
chills or hot flashes, were absent. For example, in case 2,
the patient had a panic-like anxiety; however, he did not
have anxiety about dying but a desire to die in order to
escape his distressing anxiety. This suggests that the
patient’s anxiety may have been experienced as ego-alien,
which is characteristic of akathisia.17 In addition, the in-
tensity of the symptoms in the current cases was exacer-
bated when respiration was kept still and abated with a
forceful breath or hyperventilation, which typically does
not occur in panic attacks. Furthermore, the amelioration
of the respiratory restlessness with anticholinergic agents
indicates that the patients were unlikely experiencing
panic attacks, since these agents are not effective in pa-
tients with panic disorders. Finally, no patient had history
of panic disorder before or after treatment. Thus, on the
basis of the above information, panic disorder, as well as
various cardiac or pulmonary disorders, could be ruled out
as a cause of the respiratory restlessness.

Respiratory dyskinesia18,19 is considered a type of tar-
dive dyskinesia involving respiratory muscles, which man-
ifests as dyskinetic movements of the respiratory muscles
such as the diaphragm. Respiratory dyskinesia presents as
dyspnea, gasping, sighing, and forceful breathing,19 all of
which occurred to some extent in the patients described in
this report. However, such symptoms in respiratory dys-
kinesia are not due to a restless feeling in respiration, but
to involuntary movements of respiratory muscles that are
manifested as an irregularity of rate or rhythm of respira-
tion. Dyspnea in akathisia presents as irregular movements
of breathing such as sighing and full breathing, but these
are voluntary movements on the part of the patients to
relieve their inner restlessness. Furthermore, respiratory
dyskinesia generally develops after long-term exposure
to antipsychotic drugs, as does tardive dyskinesia, and
is commonly accompanied by dyskinetic movements in
some other muscles, e.g., orofacial.20 However, respiratory
symptoms in the current cases appeared within several
weeks following the administration of antipsychotic medi-
cation and were not accompanied by dyskinetic move-
ments in other muscles. Finally, dyspnea in respiratory
dyskinesia is not improved on treatment with biperiden,21

and it is not alleviated briefly following exercise.22 There-
fore, dyspnea in the patients in this report can be distin-
guished from respiratory dyskinesia.

It should be pointed out that some cases of respiratory
dyskinesia are accompanied by tardive akathisia.23 No
published reports have described respiratory dyskinesia
that manifests as an inner restlessness in respiration. It is
possible that there may be cases in which respiratory dys-
kinesia occurs with akathisia that is manifested by an in-
ner restlessness in respiration. However, it is likely that
restlessness in respiration may be due to akathisia but not
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dyskinesia. If one contrasts respiratory dyskinesia with
akathisia due to respiratory restlessness, the latter could
be referred to as respiratory akathisia.

The possibility of acute dystonia as the cause for the
respiratory symptoms in these cases could be ruled out by
the absence of tonic contractions of respiratory muscles.
The abnormal respiratory movements such as gasping or
sighing in the current cases were mostly voluntary ones to
ameliorate restlessness rather than involuntary muscular
spasms. In addition, voluntary forceful exercise of respi-
ratory muscles was able to assuage the distress, which
may not be true of dystonia.

Respiratory akathisia may not be clinically uncommon;
of 63 patients with antipsychotic-induced akathisia whom
the author treated during the past 2 years, 19 reported a
restlessness in respiration. However, respiratory akathisia
was not identified in patients in our hospital until the au-
thor paid close attention to respiratory symptoms and
asked the patients about dyspnea. Indeed, one of the causes
for the wide difference in reported incidence of akathisia
is considered to be principally related to the clinicians’
attitude toward akathisia,24 e.g., whether emphasis is laid
on the subjective feelings or the objective movements of
akathisia. All authors stressing the objective phenomena
report lower rates, whereas authors emphasizing the sub-
jective features report higher rates of akathisia,5,24–26 even
though they all must have been alerted to akathisia.

Therefore, it is possible that dyspnea in akathisia may
be overlooked or misdiagnosed as a symptom of anxiety
disorders or an agitation of psychosis. This may result from
the fact that dyspnea, or restlessness in respiration, is
a patient’s subjective experience that does not always
or spontaneously manifest itself as the verbal expression
of “dyspnea” or “restlessness in respiration” to clinicians.
These subjective symptoms may be altered on the patient’s
articulation of his or her feelings. In fact, initially, almost
all patients were unable to spontaneously articulate that
they were experiencing dyspnea or restlessness in breath-
ing. They might have been regarded as having “vague anx-
iety or agitation” or “restlessness in mind or trunk” or
“somatic complaints such as chest discomfort or nausea,”
which have been reported in akathisia5,6,17,27 and as adverse
effects of antipsychotics28–32 not related to akathisia. How-
ever, once the terminology dyspnea and restlessness in
breathing was suggested to the patients, they definitely
acknowledged it and were able to articulate it by them-
selves afterward. This is similar to reports of patients with
subtle akathisia who did not initially appear to have promi-
nent signs or symptoms of akathisia.17,22

Thus, it is important to consider the possibility of aka-
thisia in patients that complain of vague anxiety, chest
discomfort, or dyspnea following antipsychotic medica-
tion, and one may need to ask specific questions about
restlessness in breathing to recognize this type of akathi-
sia. Incidentally, subjective restlessness and objective rest-

less movements in respiration are not listed in published
akathisia rating scales10–12 or in the research criteria for
acute antipsychotic-induced akathisia in DSM-IV.8 There-
fore, clinicians should use caution and be thorough in their
assessment for respiratory restlessness. One of the reasons
that akathisia may be underdiagnosed3,17 is that it might be
manifested as restlessness in other body areas that are not
recognized as being related to akathisia. Therefore, this
case series suggests that adding dyspnea and restlessness
in respiration to the list of symptoms of akathisia may in-
crease the number of patients that are diagnosed with aka-
thisia. In addition, these results suggest that further re-
search is warranted regarding the origin of anxiety
following the administration of antipsychotic drugs, which
is usually reported as one of the non-extrapyramidal side
effects of treatment,28,29,31,32 i.e., the anxiety is not related
to extrapyramidal symptoms such as akathisia.

In this study, the medication used to treat antipsychotic-
induced akathisia was given to the patients in an uncon-
trolled, unblinded manner with no use of formal rating
scales. Consequently, it would be of interest to conduct
controlled clinical trials with an appropriate rating scale to
objectively determine the response of patients reporting
dyspnea to medications used to treat akathisia.

Drug names: biperiden (Akineton), carbamazepine (Tegretol and oth-
ers), chlorpromazine (Thorazine and others), diazepam (Valium and
others), haloperidol (Haldol and others), propranolol (Inderol and oth-
ers), risperidone (Risperdal).

REFERENCES

  1. Kalinowsky LB. Appraisal of the “tranquilizers” and their influences on
other somatic treatment in psychiatry. Am J Psychiatry 1958;115:294–300

  2. Blaisdell GD. Akathisia: a comprehensive review and treatment summary.
Pharmacopsychiatry 1994;27:139–146

  3. Akathisia and antipsychotic drugs [editorial]. Lancet 1986;2:1131–1132
  4. Braude WM, Barnes TR, Gore SM. Clinical characteristics of akathisia:

a systematic investigation of acute psychiatric inpatient admissions. Br J
Psychiatry 1983;143:139–150

  5. Gibb WRG, Lees A. The clinical phenomenon of akathisia. J Neurol
Neurosurg Psychiatry 1986;49:861–866

  6. Sachdev P, Kruk J. Clinical characteristics and predisposing factors in
acute drug-induced akathisia. Arch Gen Psychiatry 1994;51:963–974

  7. Kendler KS. A medical student’s experience with akathisia. Am J Psychi-
atry 1976;133:454–455

  8. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition. Washington, DC: American Psychiatric
Association; 1994:744–746

  9. Chouinard G, Ross-Chouinard A, Annable L, et al. Extrapyramidal Symp-
tom Rating Scale [abstract]. Can J Neurol Sci 1980;7:233

10. Barnes TRE. A rating scale for drug-induced akathisia. Br J Psychiatry
1989;154:672–676

11. Fleischhacker WW, Bergmann KJ, Perovich R, et al. The Hillside Akathi-
sia Scale: a new rating instrument for neuroleptic induced akathisia.
Psychopharmacol Bull 1989;25:222–226

12. Sachdev P. A rating scale for acute drug-induced akathisia: development,
reliability, and validity. Biol Psychiatry 1994;35:263–271

13. Walters AS, Hening W, Chokroverty S, et al. Restlessness of the arms as
the principal manifestation of neuroleptic-induced akathisia [letter].
J Neurol 1989;236:435

14. Ratey JJ, Salzman C. Recognizing and managing akathisia. Hosp Commu-
nity Psychiatry 1984;35:975–977

15. Raskin DE. Akathisia: a side effect to be remembered. Am J Psychiatry

740



© Copyright 2001 Physicians Postgraduate Press, Inc.

One personal copy may be printed

742 J Clin Psychiatry 61:10, October 2000

Shigehiro Hirose

1972;129:345–347
16. Van Putten T, Mutalipassi LR, Malkin MD. Phenothiazine-induced de-

compensation. Arch Gen Psychiatry 1974;30:102–105
17. Van Putten T. The many faces of akathisia. Compr Psychiatry 1975;16:

43–47
18. Weiner WJ, Goetz CG, Nausieda PA, et al. Respiratory dyskinesia: extra-

pyramidal dysfunction and dyspnea. Ann Intern Med 1978;88:327–331
19. Kruk J, Sachdev P, Singh S. Neuroleptic-induced respiratory dyskinesia.

J Neuropsychiatry Clin Neurosci 1995;7:223–229
20. Youssef HA, Waddington JL. Characterization of abnormal respiratory

movements in schizophrenic, bipolar and mentally handicapped patients
with typical tardive dyskinesia. Int Clin Psychopharmacol 1989;4:55–59

21. Faheem AD, Brightwell DR, Burton GC, et al. Respiratory dyskinesia and
dysarthria from prolonged neuroleptic use: tardive dyskinesia? Am J Psy-
chiatry 1982;139:517–518

22. Munetz MR, Cones CL. Distinguishing akathisia and tardive dyskinesia: a
review of the literature. J Clin Psychopharmacol 1983;3:343–350

23. Burke RE, Kang UK, Jankovic J, et al. Tardive akathisia: an analysis of
clinical features and response to open therapeutic trials. Mov Disord 1989;
2:157–175

24. Miller CH, Fleischhacker WW. Managing antipsychotic-induced acute

and chronic akathisia. Drug Saf 2000;22:73–81
25. Adler LA, Angrist B, Reiter S, et al. Neuroleptic-induced akathisia: a re-

view. Psychopharmacology (Berl) 1989;97:1–7
26. Van Putten T, Marder SR. Toward a more reliable diagnosis of akathisia

[letter]. Arch Gen Psychiatry 1986;43:1015–1016
27. Brown P. Review: drug induced akathisia in medical and surgical patients.

Int J Psychiatry Med 1988;18:1–15
28. Borison RL, Pathiraja AP, Diamond BI, et al. Risperidone: clinical safety

and efficacy in schizophrenia. Psychopharmacol Bull 1992;28:213–218
29. Marder SR, Meibach RC. Risperidone in the treatment of schizophrenia.

Am J Psychiatry 1994;151:825–835
30. Peuskens J. Risperidone in the treatment of patients with chronic schizo-

phrenia: a multi-national, multi-center, double-blind, parallel-group study
versus haloperidol. Br J Psychiatry 1995;166:712–726

31. Moller HJ, Gagiano CA, Addington DE, et al. Long-term treatment of
chronic schizophrenia with risperidone: an open-label, multicenter study
of 386 patients. Int Clin Psychopharmacol 1998;13:99–106

32. Chouinard G, Jones B, Remington G, et al. A Canadian multicenter
placebo-controlled study of fixed doses of risperidone and haloperidol in
the treatment of chronic schizophrenic patients. J Clin Psychopharmacol
1993;13:25–40

741


	Table of Contents

