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Background:

Psychiatry is being increasingly consulted for patients 

with complicated presentations of altered mental status 

(AMS) [1]. Causes of AMS include primary central 

nervous system insults, systemic infections, metabolic 

disturbances, toxin exposure, medications, chronic 

systemic diseases, and psychiatric conditions [2]. 

Although a single abnormality may cause the AMS (e.g., 

opiate overdose), often the cause is multifactorial [1,2]. 

Psychiatrists need to consider all medical and 

psychosocial aspects to ensure proper diagnosis and 

care going forward [2]. This case report examines a 

patient with multiple risk factors for AMS, including prior 

traumatic brain injury (TBI), alcohol use disorder (AUD) 

in early remission, major depressive disorder (MDD), and 

concurrent COVID-19 positive infection, who had an 

extensive workup completed to attempt to most 

accurately diagnose the causes(s) of AMS and guide 

treatment. The roles of neuropsychiatric symptoms, 

alcohol, TBI, and COVID-19 survival in this patient are

investigated, as well as their potential effects on his 

neuropsychiatric mental stat.
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Case:
- Patient is a 61 y/o male, PMHx of TBI & resultant seizures, MDD, HTN, 

hypothyroidism, & alcohol use disorder x30 years in early remission 
who presented to the ED with AMS.

- Confusion x 3 months. Locked himself outside his home, hallucinated 
boiling coffee pot, & called his sister 5x in 1 hour without remembering 
any prior conversations. 40 lb weight loss in last year.

- Sober x 6 months. Effexor 150 mg for MDD. TBI at age 18 after an MVA 
which resulted in seizures. Keppra 750 mg BID.

- COVID+, elevated TSH 42.3, normal T4 0.96. MRI Brain showed stable 
encephalomalacia within inferior right frontal lobe from prior injury. 
Depression screen was + for guilt, low energy, and low appetite. 
Electrolytes wnl, RUDS and UA neg. MMSE score: 25/30.

- Ultimately diagnosed with early-onset mild cognitive impairment (MCI) 
and worsening depression. Pt was d/c to SNF with outpatient f/u. 

Conclusion and Research:

- This case report examines the possible causations of MCI given pt’s multiple co-
morbidities, leading to multifactorial AMS.

- 1) The neuropsychiatric features seen in, and preceding, MCI: 44% with 
depression, 31% with anxiety, 45% with apathy – presence of any linked to 
disease progression [3]

- Antidepressants NOT shown to be protective factor for dementia [3]
- Apathy shown to be linked to frontal lobe deficits/injuries [4]

- 2) Alcohol-induced dementia
- Structural/functional brain damage, with biggest deficits of visuospatial 

function and memory and executive tasks [5]
- 3) Increased risk of neurocognitive impairment after TBI

- Significant predictor for MCI (p<0.01), even when accounting for age, 
education, ApoE4, and vascular risks; dx 2.3 years earlier [6]

- Risk was attenuated (p=0.18) when adjusted for depression [6]
- 4) Increased risk of cognitive impairment in COVID-19 survival

- Severe COVID-19: Higher risk of early-onset, late-onset, and progressive 
cognitive decline [7]

- Non-severe COVID-19: Higher risk of early onset cognitive decline [7]
- Supporting this patient in all aspects of his risk factors will be critical to slowing 

his cognitive decline.
- Psychiatrists should consider that some AMS cases may not have one single

cause, and it even be caused from sequelae of events far back into the patient’s 
history.  Depression should not be underestimated as a cause of AMS. 
Understanding the myriad of risk factors of AMS is important, and a thorough 
history with an extensive, though focused, workup should lead to better answers 
and outcomes for patients with AMS.


