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Psychogenic nonepileptic seizure:
A neurologist’s perspective

Physicians

can launch

the patient

on the road

to recovery—
or make
matters worse
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HEN FIRST MEETING A PATIENT with psy-
W chogenic nonepileptic seizure (PNES),
physicians are presented with a tremendous
opportunity to pave the way toward recovery.
Astute primary care and emergency medicine
physicians may suspect the diagnosis and ini-
tiate swift referral to a neurologist, and the
neurologist can then confirm the diagnosis
promptly and definitively with inpatient vid-
eo electroencephalography (EEG). Together,
these teams can shorten the interval between
the onset of PNES and the initiation of psy-
chiatric therapy, maximizing the chance for a
successful outcome.

See related article, page 252

PNES differs from most other functional
disorders in that video EEG provides a defini-
tive diagnostic test result. Ongoing normal
cerebral rhythms during a typical episode
usually “prove” that the events are nonepi-
leptic. Experienced neurologists can make
the diagnosis of PNES with confidence based
on typical features in the history, characteris-
tic patterns of behavior during the episodes,
and normal EEG during the episodes and at
baseline. The diagnosis may be more chal-
lenging in patients who have both epileptic
and nonepileptic seizures, but video EEG is a
powerful tool that can clarify the difference
between episode types.

M A CRUCIAL CONVERSATION

However, confirming the diagnosis with vid-
eo EEG is only the start of the journey. As
Drs. Tilahun and Bautista eloquently point
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out in a well-crafted review in this issue of
the Journal,' the greater challenge and oppor-
tunity lie in how physicians present the diag-
nosis to the patient and family. At this criti-
cal juncture, the neurologist can either help
launch the therapeutic process in a positive
direction or worsen the psychiatric condition
by invoking anger or confusion.

As pointed out by Tilahun and Bautista,’
the key elements for this crucial conversation
are empathy and clarity. Reviewing the pa-
tient’s EEG tracings together and explaining
their positive diagnostic value can allay doubt
and fears that a medical diagnosis is being
missed. Acknowledging the role of emotions
and stress in producing real physical symptoms
can help with acceptance of the PNES diag-
nosis. This in turn can lead to relief that anti-
seizure medication will not be necessary, and
that the episodes can be effectively treated
with the help of a psychiatrist or psychologist.
Accomplishing these goals is important for a
smooth transition of care to the mental health
team.

Developing some personal language for the
discussion can ensure that the results are posi-
tive. The delivery that [ have developed in my
own practice over the years includes the fol-
lowing elements:

Before the video EEG is performed, I set
some expectations. “The episodes you are ex-
periencing could be due to epilepsy, which in-
volves a disturbance in the control system for
the electrical activity of the brain, or it could
be due to a mind-body interaction caused by
stress and tension, even if we don’t know right
now what those stresses might be. As you can
imagine, the treatment of the episodes will be
very different depending on which turns out

2022

Downloaded from www.ccjm.org on May 8, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

WYLLIE

to be the case. Video EEG testing will give
us the answer, and then we will know exactly
how to proceed to solve the problem and help
you get back to your everyday life.”

Once the video EEG is complete and the
diagnosis of PNES is confirmed, we can take
the discussion further. “We are delighted to re-
port that the EEG has given us good news. We
were hoping that it would not show evidence
of epilepsy, and in fact that was the case. Your
EEG showed healthy, normal brain rhythms
during the entire recording time, including
during the episodes that you identified as typi-
cal of what you are experiencing at home. We
are happy that we are not dealing with a new
diagnosis of epilepsy, and that there is no need
for treatment with antiseizure medication.
The next step is for us to consult our expert
colleague in psychiatry, who will help you de-
velop a plan to stop the episodes by quieting
and controlling the mind-body reflex that is
causing the problem.”

My experience is that most patients and
families will accept the diagnosis when it is
so presented and express willingness to meet
with the psychiatrist or psychologist.

I CAN ALSO PRESENT IN CHILDREN

Tilahun and Bautista! focus primarily on ado-

lescents and adults. While most patients pre-
sent between the ages of 15 and 35, PNES
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may also occur in children as young as 6 to 8
years old.>®

Underlying factors include severe environ-
mental stress such as violence or sexual abuse,
or less severe conditions such as anxiety or
school refusal (school avoidance). Mood
disorders are also common in children with
PNES and should be considered in every case.

The prognosis for resolution of PNES with
treatment appears to be better in children
than in adults, perhaps because the causes are
often external to the child and amenable to
prompt intervention.

Il AN EXCITING TIME

This is an exciting time for the management of
PNES. The emergence of evidence-based psy-
chotherapy has been a tremendous advance.!
By confirming PNES with video EEG, present-
ing the diagnosis with clarity and empathy, and
guiding patients toward specialized evidence-
based psychotherapy, neurologists can help
more adults and children than ever before to
experience an improved quality of life. The
review by Tilahun and Bautista! adeptly high-
lights these opportunities. [ |

I DISCLOSURES

The author reports no relevant financial relationships which, in the context
of her contribution, could be perceived as a potential conflict of interest.

lies, treatment, and group outcomes. Clin Child Psychol Psychiatry

2018; 23(1):160-176. doi:10.1177/13591045177301

16

1. Tilahun BBS, Bautista JF. Psychogenic nonepileptic seizure: an em-

pathetic, practical approach. Cleve Clin J Med 2022; 89(5):252-259.
doi:10.3949/ccjm.89a.21109

Operto FF, Coppola G, Mazza R, et al. Psychogenic nonepilep-

tic seizures in pediatric population: a review. Brain Behav 2019;
9(12):e01406. doi:10.1002/brb3.1406

Irwin K, Edwards M, Robinson R. Psychogenic non-epileptic seizures:

management and prognosis. Arch Dis Child 2000; 82(6):474-478.
doi:10.1136/adc.82.6.474

Kozlowska K, Chudleigh C, Cruz C, et al. Psychogenic non-epileptic
seizures in children and adolescents: part ll—explanations to fami-

CLEVELAND CLINIC JOURNAL OF MEDICINE

. Wyllie E, Glazer JP, Benbadis S, Kotagal P, Wolgamuth B. Psychiatric

features of children and adolescents with pseudoseizures. Arch
Pediatr Adolesc Med 1999; 153(3):244-248.
doi:10.1001/archpedi.153.3.244

. Wyllie E, Friedman D, Rothner AD, et al. Psychogenic seizures in

children and adolescents: outcome after diagnosis by ictal video and
electroencephalographic recording. Pediatrics 1990; 85(4):480-484.
pmid:2314960

Address: Elaine Wyllie, MD, Epilepsy Center, S51, Cleveland Clinic, 9500
Euclid Avenue, Cleveland, OH 44195; WYLLIEE@ccf.org

2022 261

VOLUME 89 ¢ NUMBER 5 MAY

Downloaded from www.ccjm.org on May 8, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

