taBLe 445-6 DiffereNtiaL DiaGNosis of seiZures
Transient ischemic attack (TIA)
Basilar artery TIA
Sleep disorders
Narcolepsy/cataplexy
Benign sleep myoclonus
Movement disorders
Tics
Nonepileptic myoclonus
Paroxysmal choreoathetosis
Special considerations in children
Breath-holding spells
Migraine with recurrent abdominal
pain and cyclic vomiting
Benign paroxysmal vertigo
Apnea
Night terrors
Sleepwalking

treatmeNt

after fainting (e.g., in a dentist’s chair) and therefore has a sustained
decrease in cerebral perfusion. Rarely, a syncopal episode can induce
a full tonic-clonic seizure. In such cases, the evaluation must focus on
both the cause of the syncopal event as well as the possibility that the
patient has a propensity for recurrent seizures.
PSYCHOGENIC SEIZURES
Psychogenic seizures are nonepileptic behaviors that resemble seizures. They are often part of a conversion reaction precipitated by
underlying psychological distress. Certain behaviors such as sideto-side turning of the head, asymmetric and large-amplitude shaking
movements of the limbs, twitching of all four extremities without loss
of consciousness, and pelvic thrusting are more commonly associated
with psychogenic rather than epileptic seizures. Psychogenic seizures
taBLe 445-7 features that DistiNGuish GeNeraLiZeD toNiC-CLoNiC
seiZure from syNCope
Features
Seizure
Immediate precipitating Usually none
factors

a

Premonitory symptoms

None or aura (e.g., odd
odor)

Posture at onset
Transition to
unconsciousness
Duration of
unconsciousness
Duration of tonic or
clonic movements
Facial appearance
during event
Disorientation and
sleepiness after event
Aching of muscles after
event
Biting of tongue
Incontinence
Headache

Variable
Often immediate

Syncope
Emotional stress,
Valsalva, orthostatic
hypotension, cardiac
etiologies
Tiredness, nausea, diaphoresis, tunneling of
vision
Usually erect
Gradual over secondsa

Minutes

Seconds

30–60 s

Never more than 15 s

Cyanosis, frothing at
mouth
Many minutes to hours

Pallor

Often

Sometimes

Sometimes
Sometimes
Sometimes

Rarely
Sometimes
Rarely

May be sudden with certain cardiac arrhythmias.
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Syncope
Vasovagal syncope
Cardiac arrhythmia
Valvular heart disease
Cardiac failure
Orthostatic hypotension
Psychological disorders
Psychogenic seizure
Hyperventilation
Panic attack
Metabolic disturbances
Alcoholic blackouts
Delirium tremens
Hypoglycemia
Hypoxia
Psychoactive drugs
(e.g., hallucinogens)
Migraine
Confusional migraine
Basilar migraine

often last longer than epileptic seizures and may wax and wane over 2551
minutes to hours. However, the distinction is sometimes difficult on
clinical grounds alone, and there are many examples of diagnostic
errors made by experienced epileptologists. This is especially true for
psychogenic seizures that resemble focal seizures with dyscognitive
features, because the behavioral manifestations of focal seizures (especially of frontal lobe origin) can be extremely unusual, and in both
cases, the routine surface EEG may be normal. Video-EEG monitoring
is very useful when historic features are nondiagnostic. Generalized
tonic-clonic seizures always produce marked EEG abnormalities
during and after the seizure. For suspected focal seizures of temporal
lobe origin, the use of additional electrodes beyond the standard scalp
locations (e.g., sphenoidal electrodes) may be required to localize a
seizure focus. Measurement of serum prolactin levels may also help to
distinguish between organic and psychogenic seizures, because most
generalized seizures and some focal seizures are accompanied by rises
in serum prolactin (during the immediate 30-min postictal period),
whereas psychogenic seizures are not. The diagnosis of psychogenic
seizures does not exclude a concurrent diagnosis of epilepsy, because
the two often coexist.
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SeizureS and epilepSy

Therapy for a patient with a seizure disorder is almost always multimodal and includes treatment of underlying conditions that cause
or contribute to the seizures, avoidance of precipitating factors,
suppression of recurrent seizures by prophylactic therapy with
antiepileptic medications or surgery, and addressing a variety of
psychological and social issues. Treatment plans must be individualized, given the many different types and causes of seizures as well as
the differences in efficacy and toxicity of antiepileptic medications
for each patient. In almost all cases, a neurologist with experience in
the treatment of epilepsy should design and oversee implementation of the treatment strategy. Furthermore, patients with refractory
epilepsy or those who require polypharmacy with antiepileptic
drugs should remain under the regular care of a neurologist.
TREATMENT OF UNDERLYING CONDITIONS
If the sole cause of a seizure is a metabolic disturbance such as
an abnormality of serum electrolytes or glucose, then treatment
is aimed at reversing the metabolic problem and preventing its
recurrence. Therapy with antiepileptic drugs is usually unnecessary
unless the metabolic disorder cannot be corrected promptly and the
patient is at risk of having further seizures. If the apparent cause of a
seizure was a medication (e.g., theophylline) or illicit drug use (e.g.,
cocaine), then appropriate therapy is avoidance of the drug; there
is usually no need for antiepileptic medications unless subsequent
seizures occur in the absence of these precipitants.
Seizures caused by a structural CNS lesion such as a brain tumor,
vascular malformation, or brain abscess may not recur after appropriate treatment of the underlying lesion. However, despite removal
of the structural lesion, there is a risk that the seizure focus will
remain in the surrounding tissue or develop de novo as a result of
gliosis and other processes induced by surgery, radiation, or other
therapies. Most patients are therefore maintained on an antiepileptic medication for at least 1 year, and an attempt is made to withdraw medications only if the patient has been completely seizure
free. If seizures are refractory to medication, the patient may benefit
from surgical removal of the epileptic brain region (see below).
AVOIDANCE OF PRECIPITATING FACTORS
Unfortunately, little is known about the specific factors that determine precisely when a seizure will occur in a patient with epilepsy.
Some patients can identify particular situations that appear to
lower their seizure threshold; these situations should be avoided.
For example, a patient who has seizures in the setting of sleep
deprivation should obviously be advised to maintain a normal
sleep schedule. Many patients note an association between alcohol
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