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This PowerPoint 2007 template produces a 42”x72” presentation 
poster. You can use it to create your research poster and save 
valuable time placing titles, subtitles, text, and graphics. 
 

We provide a series of online answer your poster production 
questions. To view our template tutorials, go online to 
PosterPresentations.com and click on HELP DESK.
 

When you are ready to  print your poster, go online to 
PosterPresentations.com
 

Need assistance? Call us at 1.510.649.3001

 

QUICK START
 

Zoom in and out
As you work on your poster zoom in and out to the level that is 
more comfortable to you. Go to VIEW > ZOOM.

Title, Authors, and Affiliations
Start designing your poster by adding the title, the names of the authors, and 
the affiliated institutions. You can type or paste text into the provided boxes. 
The template will automatically adjust the size of your text to fit the title 
box. You can manually override this feature and change the size of your text. 
 

TIP: The font size of your title should be bigger than your name(s) and 
institution name(s).

Adding Logos / Seals
Most often, logos are added on each side of the title. You can insert a logo by 
dragging and dropping it from your desktop, copy and paste or by going to 
INSERT > PICTURES. Logos taken from web sites are likely to be low quality 
when printed. Zoom it at 100% to see what the logo will look like on the final 
poster and make any necessary adjustments.  

TIP: See if your company’s logo is available on our free poster templates page.

Photographs / Graphics
You can add images by dragging and dropping from your desktop, copy and 
paste, or by going to INSERT > PICTURES. Resize images proportionally by 
holding down the SHIFT key and dragging one of the corner handles. For a 
professional-looking poster, do not distort your images by enlarging them 
disproportionally.

Image Quality Check
Zoom in and look at your images at 100% magnification. If they look good they 
will print well. 
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QUICK START (cont.)

How to change the template color theme
You can easily change the color theme of your poster by going to the 
DESIGN menu, click on COLORS, and choose the color theme of your 
choice. You can also create your own color theme.

You can also manually change the color of your background by going to 
VIEW > SLIDE MASTER.  After you finish working on the master be sure 
to go to VIEW > NORMAL to continue working on your poster.

How to add Text
The template comes with a number of 
pre-formatted placeholders for headers and text 
blocks. You can add more blocks by copying and 
pasting the existing ones or by adding a text box 
from the HOME menu. 

 Text size
Adjust the size of your text based on how much content you have to 
present. The default template text offers a good starting point. Follow 
the conference requirements.

How to add Tables
To add a table from scratch go to the INSERT menu and 
click on TABLE. A drop-down box will help you select rows 
and columns. 

You can also copy and a paste a table from Word or another PowerPoint 
document. A pasted table may need to be re-formatted by RIGHT-CLICK 
> FORMAT SHAPE, TEXT BOX, Margins.

Graphs / Charts
You can simply copy and paste charts and graphs from Excel or Word. 
Some reformatting may be required depending on how the original 
document has been created.

How to change the column configuration
RIGHT-CLICK on the poster background and select LAYOUT to see the 
column options available for this template. The poster columns can 
also be customized on the Master. VIEW > MASTER.

How to remove the info bars
If you are working in PowerPoint for Windows and have finished your 
poster, save as PDF and the bars will not be included. You can also 
delete them by going to VIEW > MASTER. On the Mac adjust the 
Page-Setup to match the Page-Setup in PowerPoint before you create a 
PDF. You can also delete them from the Slide Master.

Save your work
Save your template as a PowerPoint document. For printing, save as 
PowerPoint or “Print-quality” PDF.

Student discounts are available on our Facebook page.
Go to PosterPresentations.com and click on the FB icon. 
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Psychogenic Non-Epileptic Seizures (PNES) in a Case of Alcohol Withdrawal Syndrome
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Introduction Hospital Course Discussion

Conclusion

Alcohol exerts its effects specifically on GABAA and NMDA 
receptors. The reduction in synaptic GABAA receptor activity 
is associated with impaired inhibitory tone, and the 
compensatory up-regulation of NMDA receptors predisposes to 
withdrawal seizures. More than 90% of AWS emerge within the 
first 48 hours.

Clinical features and semiotics can help in distinguishing PNES 
from AWS. An ictal episode lasting more than 10 minutes is 
more likely secondary to PNES, as demonstrated by the 
duration of 20-30 minutes of each episode in this patient. 
Another feature pointing to PNES is the patient’s resistance to 
multiple anti-epileptic medications: barbiturates, 
benzodiazepines, levetiracetam, and ketamine. During true 
clonic-tonic seizures, the eyes remain open (during PNES they 
are frequently tightly closed) as reported above. A psychogenic 
etiology should be considered when AWS are refractory in 
regards to the seizure frequency.

Psychogenic non-epileptic seizures (PNES) are paroxysmal 
time-limited episodes of altered behavior that resemble epileptic 
seizures but are not the result of ictal epileptiform activity. The 
estimated incidence of PNES is up to 4.90 per 100,000 persons 
per year (1). The etiology of PNES is unclear but the literature 
suggests a psychological and behavioral mechanism; they have 
previously been referred to as “pseudoseizures” or “psychogenic 
seizures.” Among substance use disorders, there is a causal and 
dose-dependent relationship between alcohol and seizures. In a 
patient presenting with alcohol withdrawal, distinguishing PNES 
from alcohol withdrawal seizures (AWS) can present a 
diagnostic challenge. This case report highlights features that 
may be more suggestive of a PNES diagnosis in the setting of 
alcohol withdrawal to avoid unnecessary administration of 
antiepileptic medications. 
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When no physiologic basis for seizure can be identified, the first 
step is to slowly de-escalate the antiepileptic treatment. More 
research is needed to evaluate abrupt discontinuation in contrast to 
supervised tapering. Clear communication of a somatoform 
disorder diagnosis to the patient is a vital first step in management. 
Multiple prospective studies demonstrate PNES free periods after 
diagnosis and explanation of the condition (3,4)

● The patient had four seizures during this hospitalization, which 
were described as tonic-clonic and all occurring around the same 
time at night. 
○ All seizures were witnessed by the medical staff, who noted 

that each 10-30 minute episode occurred after visiting times 
were over. 

● The first reported seizure occurred on Day 2 after the patient had 
received 450 mg of phenobarbital and the second seizure occurred 
on Day 4 after he received 640 mg of phenobarbital.
○ During both seizures the patient manifested generalized 

tonic-clonic movements in the upper extremities with closed 
eyes. 

● The third seizure occurred on Day 5 with a similar presentation, but 
this time the patient did not respond to medical treatment. 

● He became apneic and was intubated in response for airway 
protection, and an intravenous infusion of levetiracetam was started 
at this time. 

● The patient was evaluated by the Neurology team and an EEG was 
performed, which revealed no epileptiform activity. While the 
patient was intubated, he remained on phenobarbital, diazepam, 
gabapentin, and levetiracetam. He was extubated after six days. 

● On day 13 of admission, the patient had his fourth seizure with 
similar presentation to those previously described. 

● He was again unresponsive to treatment, apneic, and was intubated 
for airway protection. He was extubated the following day. 

● On the evening of day 15, the patient again started to demonstrate 
tonic-clonic activity, at which point the primary team had a 
discussion with the patient that these were not true seizure 
episodes. 

● A subsequent multidisciplinary team discussion between 
Neurology, Addiction Medicine and Psychiatry led to the tapering 
of all seizure medications, and the patient did not experience any 
further episodes of seizure-like activity.

Case Report
● A 35-year-old male patient with a past medical history of 

severe alcohol use disorder and anxiety was admitted for 
alcohol withdrawal. 

● He presented with visual and auditory hallucinations, 
agitation, and tremors.

● On admission, the patient was tachycardic and hypertensive. 
Initial labs showed an elevated anion gap of 12, elevated 
glucose at 132, elevated LFTs, leukocytosis of 11.5, ethanol 
level of 294, and negative urine drug screen. 

● Initial CIWA was 26. 
● He received diazepam 5 mg IV, lorazepam 1 mg IV, and 

parenteral thiamine in the ED. 
● The patient was started on phenobarbital and gabapentin, 

along with symptom-triggered lorazepam monitored with 
CIWA checks. 
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