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Background Case Presentation

e Tacrolimus, a calcineurin inhibitor (CNI), is the most common A 62-year-old male with advanced fibrotic interstitial lung disease receives a bilateral lung transplant. Psychiatry consulted for change in personality, refusal of

immunosuppressant used after transplantation due to benefits in interventions/medications, and focus on controlling room temperature.
prevention of organ rejection.
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Mental Status Exam: Fixed delusion that room temperature was too cold; Objective Findings: MRI Brain with no radiographic evidence of PRES;
* It can resultin moderate-to-severe neurotoxicity in up to 32% of patients. paranoia about staff adjusting temperature, attempting to “kill him”; no periventricular and white matter hyperintensities; mild global volume loss;
* Signs of neurotoxicity can vary from mild (tremor or headache) to severe evidence of delirium — fully oriented, attention/arousal intact, no fluctuations. tacrolimus level 4.4 to 8.7; GFR 17 (on dialysis).
(posterior reversible encephalopathy syndrome (PRES) or psychosis. Medical History: Cognitive impairment (~3 years), progressive renal failure

ESRD), no psychiatric history.
* Tacrolimus-induced psychosis is a severe form of neurotoxicity involving a ( | PSY Y

spectrum of auditory or visual hallucinations, delusions, or mania.
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* Ourreview produced 15 articles yielding 39 total cases of psychosis

disrupt behavioral symptoms

associated with tacrolimus use. Majority (12) were case reports. Management Strategies benzodiazepines, and mood y Zzztee;ri\c;:c:gﬁfr\i/i2:/endr0me while definitive strategies are
 The average age was 50.8 years, 11 of whom were female (28%). o . stabilizers used with varying effect. (PRES) coordinated by transplant
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