A GUIDE FOR PATIENTS & FAMILIES

WHAT ARE PSYCHOGENIC NON-EPILEPTIC SEIZURES?

Psychogenic
Non-epileptic
seizures

PNES are the most common condition misdiagnosed
as epilepsy. They are not rare and are as common
as multiple sclerosis. In general, 20 to 30 percent of
patients sent to epilepsy centers for difficult seizures
are found to have PNES instead of epileptic seizures.

Your physician may suspect PNES when the seizures
have unusual features, such as type of movements,
duration, triggers, and frequency. PNES may look like
generalized convulsions (similar to grand-mal sei-
zures) with falling and shaking. Less often, they may
mimic petit mal or complex partial seizures with tem-
porary loss of attention, or staring.

How can we be sure this is the right diagnosis?

The routine, 20-minute electroencephalogram
(EEG) is often helpful in diagnosing epilepsy because
it can detect the abnormal electrical (epileptic) dis-
charges in the brain. However, the EEG is very often
normal in patients with proven epilepsy, so it cannot
be used alone to exclude epilepsy.

The most reliable test, and in fact the only test, that
can make a PNES diagnosis is EEG-video monitor-
ing. This procedure monitors a patient for several hours
to several days with a video camera and an
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A seizure is a temporary loss of control, often with
abnormal movements, loss of consciousness, or both.
Epileptic seizures are caused by sudden abnormal

electrical discharges in the brain.
Psychogenic non-epileptic seizures (PNES) are
attacks that look like epileptic seizures, but are not
caused by abnormal electrical discharges. They are,
instead, stress-related, psychological, or emotional.

They are sometimes called pseudoseizures.
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EEG until a seizure occurs. By analyzing the video
and EEG recordings, the diagnosis can be made with
a nearly 100 percent certainty by experienced epilep-
sy specialists. However, this can only be done if the
episodes in question occur frequently enough (once
a week or more) to be recorded. Sometimes tech-
niques can also be used to trigger seizures during
monitoring.

Why did my other doctor say | have epilepsy?

Most patients with PNES, about 80 percent, have
been treated with antiepileptic drugs for several years
before the correct diagnosis of PNES made. This
does not mean that doctors who have treated you
for epilepsy have been incompetent. Remember that
the diagnosis of seizures relies on the descriptions
by observers, who may not notice important details.
Few physicians have access to EEG-video monitor-
ing, which has to be performed by a neurologist who
specializes in epilepsy (epileptologist).

Because epileptic seizures are potentially more harmful
than PNES, physicians, when in doubt, will treat for the
more serious con-

dition. If seizures continue de-
spite medications, then either
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the treatment needs to be changed or the diagnosis
is not epilepsy. At that point, patients are sent to an
epilepsy center, where the diagnosis is usually made.

What about my abnormal EEG?

As mentioned above, most patients with PNES have
received a diagnosis of epilepsy before being correct-
ly diagnosed. Similarly, many have had EEGs report-
ed as abnormal. This is because neurologists who do
not specialize in EEG or epilepsy frequently over-read
as abnormal what specialists would consider normal.
This is one reason why the diagnosis of PNES should
only be made by epileptologists.

If you have had abnormal EEGs in the past, it is im-
portant that you obtain the actual tracings so the spe-
cialist (epileptologist) can review them.

A small proportion (only about 10 percent) of patients
with PNES also has epilepsy. If you have both types,
it is very important that you and your family learn to
distinguish the two types.

What causes psychogenic non-epileptic seizures?

PNES, unlike epileptic seizures, are not the result of
a physical brain disease. Rather, they are emotional,
stress-induced, and result from traumatic psychologi-
cal experiences, sometimes from the forgotten past. It
is well known that emotional or psychological stresses
can produce physical reactions in people with no phys-
ical illness. For example, most everyone has blushed
in embarrassment or been nervous and anxious as a
reaction to stage fright. Today, we also know that more
extreme emotional stresses can actually cause physi-
cal illnesses.

Some physical illnesses can be greatly influenced
by psychological or emotional factors. These illness-
es are called psychosomatic or mind-body illnesses.
Examples include angina (chest pain), asthma, and
headaches. Other conditions are thought to be influ-
enced by stress and are often associated with PNES,
including fibromyalgia and other pain syndromes, and
irritable bowel syndrome.

Disorders where emotional stresses cause symptoms
that look like physical illnesses are called somato-
form (taking form in the body) disorders, and the most
common type is conversion disorder. In fact the offi-

cial psychiatric classification had a specific category
called conversion disorder with seizures. This is the
category PNES usually fall into. This terminology has
since been revised, but whatever term is used, it is
clear that emotions or psychological stress can caus-
es physical symptoms.

It is important to remember that somatoform disorders,
including conversion disorder, are real conditions that
arise in response to real stresses; patients are not fak-
ing them. The fact that the vast majority of PNES are
not consciously produced is often poorly understood
by family members and even by healthcare profes-
sionals. A specific traumatic event, such as physical
or sexual abuse, incest, divorce, death of a loved one,
or other great loss or sudden change, can be identi-
fied in many patients. Often the underlying trauma has
been blocked from consciousness and patients can
recall the event only with help from a trained therapist.
The unconscious processes that cause PNES may
also cause or contribute to other conditions, such as
depression and anxiety.

Thus, as mentioned above, PNES (and other conver-
sion disorders) are a psychiatric condition. Some pa-
tients are reluctant to believe the diagnosis. Keep in
mind that PNES represent a well-recognized condition
that can be diagnosed with nearly 100 percent certain-
ty. This is different from other psychogenic symptoms,
which are simply a diagnosis of elimination. With EEG-
video monitoring performed by an epileptologist, PNES
can be shown with near 100 percent reliability to be of
psychological origin.

What about children?

PNES can also occur in adolescents and young
children. More common psychogenic (stress-induced)
symptoms in these age groups include headaches and
stomach aches. Most of the points made in this guide
apply to children as well as to adults. Young pa- tients
generally differ from adult patients only in that the
triggers are typically less severe and are often re- lated
to the stresses experienced by younger patients, such
as school or dating. Children and adolescents also
have a higher rate of recovery.
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We realize this booklet may not answer all your

guestions. It is not intended to replace discussions with
your physician, but rather to help you understand that
you have a known and treatable condition. You are not
alone in having this. Treatment is available and is effec-
tive for most of the patients who seek it.

Do | really need psychiatric treatment?

Some people believe that treatment by a psychiatrist
is a sign of being “crazy” or otherwise mentally incom-
petent. Such is not the case with PNES. Many patients
become upset when told that their seizures are psy-

chological. Remember that PNES are not purposely
produced — it is not your fault that you have them.

It makes sense to seek treatment from a person most
able to help you. The psychological factors can best be
identified with the help of those with special training in
psychological issues: psychiatrists, psychologists, or,
clinical social workers. As with all other medical condi-
tions, sometimes the exact cause remains unknown.
Even then we can concentrate on the most important
goal: reducing or eliminating the seizures.

Your neurologist may continue to follow you, but treat-
ment will be provided primarily by a mental health
professional. Treatment may involve psychotherapy,
stress-reduction techniques (such as relaxation and
biofeedback training), and personal support to help you
cope with the seizures during the course of treatment.
Some medications, such as antidepressants, may also
be helpful.

What is the outlook?
With proper treatment, the seizures eventually dis-

appear in 60 to 70 percent of adults, and even higher
percentages for children and adolescents. Keep in
mind that psychiatric treatments are not a quick fix and
take time. A common mistake is to refuse the di-
agnosis and not follow up with the proper treatment.
Unfortunately, patients who make this choice will con-
tinue antiepileptic drugs, which have already failed and
are not likely to work.

An important factor is early diagnosis. The shorter
amount of time patients carry the wrong diagnosis of
epilepsy, the better the chances are for full recovery.

With the supervision of the neurologist, antiepileptic
drugs should be gradually (not abruptly) stopped.

Many people with PNES have stopped driving, since
they have received a diagnosis of epilepsy. There is no
law that regulates driving in patients with PNES and
neurologists vary in what they recommend. The de-
cision as to whether you should be driving has to be
made individually with both your psychiatrist and your
neurologist.

If you have received benefits or been unable to
work because of your seizures, this should not change
based on this new diagnosis. Your seizures are real,
and they may be disabling whether they are epileptic or
psychological in origin. However, if your disability is
now related to PNES (and not epilepsy), decisions are
best made by your psychiatrist or psychologist rather
than your neurologist.

PNES are constantly the subject of new research.

Each year at the Annual Meeting of the American Ep-
ilepsy Society (www.aesnet.org), many presentations
are devoted to this topic. And each year, 50 to 100 arti-
cles on PNES are published in the medical literature.

American Psychiatric Association. Diagnostic and

statistical manual of mental disorders: DSM-IV. 4th ed.
Washington, DC: American Psychiatric Associa- tion,
1994.

American Psychiatric Association. http://www.dsmb5.
org, accessed August 27, 2012.

Fischer RS. Imitators of Epilepsy. New York: Demos
Medical Publishers, 1994.

Gates J, Rowan AJ (eds). Non-epileptic seizures.
2nd edition. Boston: Butterworth-Heinemann, 2000.

Riley TL, Roy A. Pseudoseizures. Baltimore: Wil-
liams & Wilkins, 1982.

Schachter SC, LaFrance Jr WC. Gates and Rowan’s
nonepileptic seizures. Cambridge ; New York: Cam-
bridge University Press, 2010.



Defining

Psychogenic Non-Epileptic Seizures

Selected articles
Arain A, et al. Long term video-EEG prevents unnec-

essary vagus nerve stimulator implantation in patients
with psychogenic nonepileptic seizures. Epilepsy Be-
hav 2011;21:364-366.

Benbadis SR. Differential diagnosis of epilepsy.
Continuum Lifelong Learning Neurol 2007;13(4):48-70
(published by the American Academy of Neurology).

Benbadis SR. Behavioral and psychogenic events.
Continuum (Minneap Minn) 2013 Jun;19(3 Epilep-
sy):715-29. Published by the American Academy of
Neurology.

Benbadis SR. Psychogenic nonepileptic “sei-
zures” or “attacks”: it's not just semantics. Neurology
2010;75:84-86.

Benbadis SR. The tragedy of over-read EEGs and
wrong diagnoses of epilepsy. Expert Rev Neurother
2010;10:343.

Benbadis SR, et al. Interrater reliability of EEG-video
monitoring. Neurology 2009;73;843-846.

Benbadis SR. Provocative techniques should be
used for the diagnosis of psychogenic nonepileptic sei-
zures. Epilepsy Behav 2009;15:106-9;.

Benbadis SR, et al. Induction of psychogen-
ic nonepileptic seizures without placebo. Neurology
2000;55:1904-1905.

Benbadis SR, et al. How many patients with psycho-
genic nonepileptic seizures also have epilepsy? Neu-
rology 2001;57:915-917.

Benbadis SR, et al. Should patients with pseudosei-
zures be allowed to drive? Epilepsia 2000; 41:895-897.

Benbadis SR. Mental heath organizations and the os-
trich policy. Neuropsychiatry 2013;1:5-7.

Benbadis SR. The problem of psychogenic symp-
toms: is the psychiatric community in denial? Epilepsy
Behav 2005;6:9-14.

Carton S, et al. Non-epileptic seizures: patients’ un-
derstanding and reaction to the diagnosis and impact
on outcome. Seizure 2003;12:287-94.

Duncan R, et al. Late onset psychogenic nonepileptic
attacks. Neurology 2006;66:1644-7.

Ettinger AB, et al.A comprehensive profile of clinical,
psychiatric, and psychosocial characteristics of pa-
tients with psychogenic nonepileptic seizures. Epilepsia
1999;40:1292-8.

Ettinger AB, et al. Predictive factors for outcome of
nonepileptic seizures after diagnosis. Journal of Neuro-
psychiatry Clin Neurosci 1999;11:458-63.

Goldstein LH. Cognitive-behavioral therapy for psy-
chogenic nonepileptic seizures: A pilot RCT. Neurology
2010;74,1986-1994.

Gudmundsson O, et al. Outcome of pseudoseizures in
children and adolescents: a 6- year symptom survival
analysis. Developmental Medicine and Child Neurology
2001;43:547-51.

Harden CL, et al. The diagnostic significance of vid-
eo-EEG monitoring findings on pseudoseizure patients
differs between neurologists and psychiatrists. Epilep-
sia 2003;44:453-6.

Kalogjera-Sackellares D, et al. Intellectual and neu-
ropsychological features of patients with psychogenic
pseudoseizures. Psychiatry Research 1999;86:73-84.

Krawetz P, et al. Family functioning in subjects with
pseudoseizures and epilepsy. Journal of Nerve and
Mental Diseases 2001;189:38-43.

LaFrance WC Jr. Psychogenic nonepileptic “sei-
zures” or “attacks”? It's not just semantics: seizures.
Neurology 2010;75:87-8.

LaFrance WC Jr, et al. Impact of family functioning on
quality of life in patients with psychogenic nonepileptic
seizures versus epilepsy. Epilepsia 2011;52:292-300.

Lafrance WC et al. Pilot pharmacologic randomized
controlled trial for psychogenic nonepilepticseizures.
Neurology 2010;75:1166—1173.

LaFrance WC Jr, et al. Depression and symptoms af-
fect quality of life in psychogenic nonepileptic seizures.
Neurology 2009;73:366 —371.

LaFrance WC Jr, et al. Cognitive behavioral therapy
for psychogenic nonepileptic seizures. Epilepsy Behav
2009;14:591-596.

Leeman B. Provocative techniques should not be
used for the diagnosis of psychogenic nonepileptic
seizures. Epilepsy Behav 2009;15:110-114.



of USF Healt

Experts in the

USF Epilepsy Program
provide the most advanced care for
patients with seizures.

Call to make an appointment:

(813) 396-9478

USF Comprehensive
Epilepsy Program

epilepsy.usf.edu

rampe,

HEALTH Hospital

Your experts:

Selim R. Benbadis, MD
Professor of Neurology

Director, Comprehensive Epilepsy
University of South Florida & Tampa
General Hospital

813-259-8577
shenbadi@health.usf.edu

Gina Dunn, RN
Coordinator, Comprehensive Epilepsy
Program

University of South Florida & Tampa
813-259-0922
Fax # 813-259-8822

doctors.usf.edu
Turning Science Into Health™

USE

HEALTH

Defining
Psychogenic Non-Epileptic Seizures

= Lesser RP. Psychogenic seizures. Neurology 1996;46:1499-2507.

= Lobello K, et al. Video/EEG monitoring in the evaluation of par-
oxysmal behavioral events: duration, effectiveness, and limitations.
Epilepsy Behav 2006;8:261-6.

= Reeves AL, et al. Medication use, self-reported drug allergies, and
estimated medication cost in patients with epileptic versus nonepilep-
tic seizures. Journal of Epilepsy 1998;11:191-194.

= Reuber M, Pukrop R, Bauer J, et al. Outcome in psychogenic none-
pileptic seizures: 1 to 10-year follow-up in 164 patients. Ann Neurol
2003;53:305-11.

= Reuber M, et al. Diagnostic delay in psychogenic nonepileptic sei-
zures. Neurology 2002;12;58:493-495.

= Reuber M, et al. Measuring outcome in psychogenic none-
pileptic seizures: how relevant is seizure remission? Epilepsia
2005;46:1788-95.

= Salinsky M, et al. Psychogenic nonepileptic seizures in US veter-
ans. Neurology 2011;77:945-50.

= Selwa LM, et al. Nonepileptic seizure outcome varies by type of
spell and duration of illness. Epilepsia 2000;41:1330-1334.

= Shen W, et al. Presenting the diagnosis of psychogenic seizure.
Neurology 1990; 40; 5: 756-759.

= Silva W, et al. Clinical features and prognosis of nonepileptic sei-
zures in a developing country. Epilepsia 2001;42:398-401.

= Selkirk M, et al. Clinical differences between patients with nonep-
ileptic seizures who report antecedent sexual abuse and those who
do not. Epilepsia 2008;49:1446-50.

= Tojek TM, et al. Stress and other psychosocial characteristics of
patients with psychogenic nonepileptic seizures. Psychosomatics
2000;41:221-6.

= Whyllie E, et al. Outcome of psychogenic seizures in children and
adolescents compared with adults. Neurology 1991;41:742-744.

Published by Doctors of USF Health. This information is intended to inform and educate and is not meant


mailto:sbenbadi@health.usf.edu

to replace medical evaluation, advice, diagnosis
or treatment by a healthcare professional.
06/2013



