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Gabapentin Withdrawal Syndrome: A Diagnostic 
Conundrum
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We report a case of a 56-year-old gentleman who presented 
with symptoms suggestive of trigeminal neuralgia with 
severe pain below the left lower premolars and molars for 
2 years, which was aggravated while chewing food, brushing 
teeth, exposure to cold water, and associated with decreased 
sensation on the left side of the face. T2-weighted MRI driven 
equilibrium radiofrequency reset pulse (DRIVE) sequence 
confirmed the diagnosis, with vascular loop arising from 
the superior cerebellar artery, abutting the trigeminal nerve.  
He was initiated on tablet gabapentin 300 mg thrice daily, 
tablet carbamazepine 500 mg twice daily, and tablet pre-
gabalin 25 mg once a day at night, which failed to provide 
symptomatic relief, and was planned for retromastoid suboc-
cipital craniotomy and microvascular decompression (MVD). 
The patient did not have any psychiatric illness or history of 
substance or drug abuse.

Preoperatively, his medications were continued in a 
timely manner with no additional premedication. Inside the 
operating room, after establishing the American Society of 
Anesthesiologists (ASA) standard monitors and insertion of 
intravascular access, anesthesia was induced with fentanyl, 
propofol, and vecuronium and intubated with an appropri-
ately sized endotracheal tube. Anesthesia was maintained 
with propofol, fentanyl, vecuronium, and sevoflurane.  
The surgery was uneventful.

Extubation of the trachea was done, and the patient was 
shifted to the ICU for further monitoring. After an hour, he 
complained of severe unilateral headache beyond the site 
of surgery and palpitations. On examination, he was irri-
table and sweating profusely with a heart rate of 112 beats 
per minute (BPM), blood pressure of 180/90 mm Hg, and 
tachypneic at a rate of 22/minute. Adequate analgesia was 
ensured, which failed to relieve the symptoms. Serum elec-
trolytes, blood sugar, oral temperature, and acid-base status 

were normal. Postoperative CT scan, 12-lead electrocardio-
gram, and cardiac markers were also within normal lim-
its. Cholinergic crisis was ruled out. Brainstem edema, a 
rare complication after the MVD, was not considered, as 
there was neither a vascular compromise nor a pial breach.  
A review of the medication records revealed omission of 
morning and afternoon doses of tablet gabapentin 300 mg, 
leading to a drug-free interval of 18 hours. Tablet carbamaz-
epine and tablet pregabalin were administered according 
to schedule. Gabapentin was immediately restarted orally.  
On reassessment, after 3 hours, he had a significant improve-
ment in symptoms and vital signs were normal.

Gabapentin is a structural analog of the neurotransmit-
ter γ-aminobutyric acid, which exerts a neuronal inhibitory 
effect by blocking voltage-dependent calcium channels.1  
It is used extensively in neurosurgical patients for its anal-
gesic and anticonvulsive properties. Gabapentin withdrawal 
has been previously reported within 12 hours to 7 days 
after stopping the drug as the serum half-life is 5 to 7 hours, 
although this is the first to be reported in a postoperative 
patient.2 The withdrawal symptoms resemble benzodiaze-
pine or alcohol withdrawal due to the same mechanism of 
action and mainly include agitation, anxiety, irritability, pal-
pitation, diaphoresis, nonspecific gastrointestinal symptoms, 
tachycardia, tachypnea, and hypertension.3,4 In severe cases, 
the withdrawal can also masquerade as seizures and catato-
nia, assuming significance in the differential diagnosis of a 
postoperative neurosurgical patient.5 In a patient post-MVD, 
this may mimic cardiac changes. Timely administration of 
the drug in the perioperative period, if need be with inser-
tion of the nasogastric tube should be done, as parenteral 
preparation is not available for use. Abrupt discontinua-
tion of gabapentin perioperatively in a patient with chronic 
intake should be prevented to avoid a gabapentin withdrawal 

J Neuroanaesthesiol Crit Care 2022;9:62–63.

Article published online: 2021-10-24



63Correspondence

Journal of Neuroanaesthesiology and Critical Care Vol. 9 No. 1/2022 © 2021. Indian Society of Neuroanaesthesiology and Critical Care. All rights reserved.

syndrome. The gabapentin tapering can be adopted, espe-
cially for patients taking large doses, over a minimum period 
of 1 week, with a decrease of 100 mg BD per day. Vigilance is 
advised during this period, as the gabapentin withdrawal can 
occur even during a taper.4
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