Atypical Neuroleptic Malignant Syndrome in a patient presenting w/postoperative agitation and delirium
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Background Case Report Discussion

* We present a patient whose postoperative agitation/delirium was likely
multifactorial and complicated by incomplete history of substance use, multiple
substance intoxications and possible withdrawals, and iatrogenic drug side
effects
Given continued hyperthermia, AMS, and elevated creatinine phosphokinase

Etiology of Postoperative Agitation 38yo M w/CAD, polysubstance use disorder, and current opioid use for chronic pain presented after
The etiology of acute postoperative agitation can be multifactorial and can commonly present scheduled replacement of ascending aorta, CABGx4, and central Impella insertion w/worsening agitation.
with symptoms consistent with postoperative delirium. (1)
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- Antl.pSX/Cf.\c;tICS tO.ContrOI “Efielien o /-’;': — . o Agitation/ Multiple doses of antipsychotics: olanzapine, quetiapine, haloperidol
nti-dopaminergic - ' \ Delirium Total: 2.5mg haloperidol, 37.5mg olanzapine, 500mg quetiapine within a 24-48 hour period
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NMS is a life-threatening, neurological disorder most often caused by an adverse reaction to Postoperative Day 3 A RN -
neuroleptic or antipsychotic medications (within first 2 weeks). Common symptoms include + Fever to max 40C (104F) : o P e ¥
high fever, sweating, unstable blood pressure, stupor, muscular rigidity, and autonomic . Hemodynamic instability A S B
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NMS was suspected. Psych consulted https://www.nature.com/articles/s41398-022-02233-0
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_ _ The patient remained on lorazepam for | i W . :
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