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We report a case of a middle-aged woman with a history
of angina, non-epileptic seizures, heart failure with
preserved ejection fracture (HFpEF), prolonged QTc,
anxiety, and depression, who presented with atypical
chest pain and acute hypoxic respiratory failure
complicated by acute kidney injury (AKI). She was
transferred to the Intensive Care Unit (ICU) on the
account of seizures and encephalopathy. As she
improved, she developed progressive orofacial and
upper extremity movements. Extensive testing including
neuroimaging and electroencephalograms were negative
for alternate explanations. Drawing a timeline of her
symptoms, renal function, and changes in medications
revealed that she was in withdrawal from her
antidepressant medication venlafaxine, which was
appropriately stopped when she developed AKI and
encephalopathy. Resumption of her medication resolved
her abnormal movements.

In critically ill patients, Toxic metabolic encephalopathy
is a common presentation and complication of severe
illness. Recognizing medication interactions as a
potential cause can prevent complications and delayed
recovery. In the recent decades, the prescription of
antidepressant medications has increased several fold,,
complicating medical management of patients,
especially as they develop acute renal or hepatic failure,
affecting the clearance or efficacy of these drugs. As a
patient develops complex critical illness with organ
failures, the decision is often made to hold psychotropic
medications, as many are renally cleared and have
sedating effects. However, prolonged complex hospital
stays often lead to the unintentional omission of vital
home medications especially in the ICU. This case
highlights the importance of medication reconciliation
and the opportunities we have to resume critical
medication as a strategy to prevent morbidity.

diuresed and maintained on oxygen. On hospital day 2, she
became delirious for which she received Haldol. Within 12
hours she was witnessed to have a tonic-clonic seizure
followed by persistent encephalopathy. Arterial blood gas
analysis was consistent with hypercapnic hypoxic
respiratory failure requiring BiPap. She was ultimately
intubated and transferred to our institution for further care
after a second witnessed seizure. At this time, her
psychotropic medications were held and her creatinine was
4.2. She was started empirically on valproic acid and on
continuous EEG monitoring. Her antiepileptic regimen was
escalate to include Lacosamide and her EEG showed
diffuse slow waves consistent with encephalopathy, with no
seizure activity. She was started on antibiotics for a
community-associated pneumonia with cultures positive for
Staphylococcus aureus. Hospital day 5, she remained
encephalopathic with no seizures but started having
increased bilateral lower extremity tapping. This increased
in frequency and complexity and intermittently included
abnormal rhythmic appearing head and orofacial
movements. Her lumbar puncture was negative and
extensive encephalitis pane unrevealing. Her EEG
remained negative for seizures so she was weaned off
sedation in entirety and within 48 hours she began to follow
commands.

This case report highlights the importance of
antidepressant medications’ withdrawal in critically ill
patients. Of all SSRI/SNRI antidepressants, Venlafaxine
has one of the most severe withdrawal symptoms
requiring a slow down-titration of 5mg/day to
minimize/avoid withdrawal symptoms. Withdrawal
symptoms can appear as early as 36 hours after stopping
medication. Symptoms can include chest pain, vertigo,
lightheadedness, blurred vision, hyperesthesia, tremor,
coordination problem, myoclonus, ataxia, jerkiness,
seizures, and stroke like symptoms among many others.
Finally, Resumption of culprit medications often result in
symptoms resolution which we saw in this patient.

In conclusion, it is critical to consider anti-depressant
withdrawal in a critically ill patient, with new abnormal
movements and to revisit patient’s home medication list,
and resume anti-depressants when renal function returns
to normal if clinically possible.
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53-year-old woman with a history of non-epileptic
seizures, stable angina, HFpEF, prolonged QTc, anxiety,
and depression presented to the emergency department
(ED) with non-radiating chest pain unresponsive to
nitroglycerine, and bilateral lower extremity edema.
Over the next 24 hours in the ED, she became hypoxic
to 86% and was placed on supplemental oxygen.
Cardiac workup for acute coronary syndrome (ACS),
and pulmonary workup for acute respiratory illnesses
including CT chest with contrast were negative. She
was admitted for acute hypoxic respiratory failure
secondary to decompensated heart failure, and was

She was liberated from mechanical ventilation but
continued to have these movements intermittently. On
hospital day 11 , she developed chest pain radiating to both
arms, diffuse body pain, nausea and diaphoresis. Blood,
sputum, and urine cultures were negative. ACS work up
again negative. A diagrammatic analysis of her renal
function, juxtaposed with medications that were changed,
and the possible side effects revealed venlafaxine
withdrawal as the likely culprit presenting with abnormal
movements, body pain, chest pain, diaphoresis, nausea, and
vomiting. On day 12, she was started on 75 mg of
venlafaxine and her movements lessened. Her dose was
increased the following day to 150 mg (of a 225 mg home
dose) and later that day she was extubated. By day 18, her
movements had largely resolved except for some
intermittent head nodding.
She transitioned to have torsade de point (TdP) likely
secondary to her underlying long QTc. The hypothesis was
that she had abnormal movement in the setting of
hypoperfusion related to dysrhythmias appearing like tonic-
clonic seizures followed by syncope. An Automated
Implantable Cardioverter Defibrillator (AICD) was placed
prior to discharge and her anti-epileptic medications were
discontinued. She was discharged on 200 mg of
venlafaxine, with near resolution of symptoms.
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