
Seizures & Syncope : A Case Report

Abstract
Psychogenic non-epileptic seizures are defined as episodes of behaviors that are 
similar to epileptic seizures, but do not have a neurological cause. Instead, they 
are precipitated by psychological stress. Our case is of a 33 yo female who 
initially presented with syncopal events that evolved into progressively 
worsening episodes of seizure-like activity. Over the course of about 6 months, 
the patient had numerous emergency department visits and was evaluated by 
Cardiology and Neurology. Lab work, imaging, an EEG, and a tilt-table test 
were all negative. She was started on an anti-epileptic, but continued to have 
episodes. The patient was referred to the epilepsy center at the University of 
Rochester, and was diagnosed with psychogenic non-epileptic seizures.
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Discussion 
After a long and arduous course the patient was diagnosed with 
psychogenic seizures which are non epileptic seizures. These are mostly 
consistent with dissociative disorders and conversion disorders. As the 
patients work-up did not reveal any other source of epileptic activity. 
In our patients case these were not factitious and not found to be 
voluntary or consciously produced. These are often times triggered by 
psychosocial issues such as: job pressure, financial difficulties, issues 
within the family or being caught up within the bounds of thecourt
system. There were no clear triggers within this case and epileptic 
activity was ruled out. Of course also on the differential is factitious 
and malingering; again with her being seen on multiple occasions and 
her extensive work up did not reveal that there was any conscious 
contribution to her diagnosis. A concern in a patient with seizure of her 
nature also brings up concerns for frontal lobe seizure but University 
of Rochester was able to complete two normal EEG studies both in 
October of 2019 and 2020 that was non-suggestive of this diagnoses. 
There were many indications that this was not compatible with an 
epileptic origin including: progression of events overtime, lack of 
stereotypy, occasional preserved awareness during events, as well as a 
normal lactate and prolactin after having 9 events at home. After 
assimilating a wide set of clues we are confident with her diagnosis. 
Patient was then able to complete continuous EEG monitoring, 
telemetry, and BP monitoring that were within normal limits. We are 
hopeful that she will have a good prognosis but a one of her last 
appointment patient was wanting a second opinion with another 
neurology group. Hope that she will come to accept her diagnosis and 
recover but full seizure recovery only occurs in a small minority of 
those diagnosed with this condition. 
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Introduction
Seizures are transient paroxysmal events that involve alteration of 
consciousness and brain function with motor, sensory, autonomic, and psychic 
manifestations. Pathophysiology of seizure involves abnormal electrical 
discharges, verified by an EEG. Epilepsy is a chronic neurological disorder 
with recurrent seizures. Psychogenic non-epileptic seizures (PNES), which 
mimic epilepsy, are a subtype of a functional neurological disorder. 
Dissociative disorders and conversion disorders are felt to underlie most 
PNES. Historical terms for PNES, including pseudoseizures and hysterical 
seizures, are now discouraged. Patients with PNES will have paroxysmal 
events that appear convulsive and epileptic, but without the expected cortical 
electrical activity. An accurate diagnosis of PNES is obtained by assimilating a 
variety of clues, including a history from the patient and observers, the 
physical exam, capturing an event while the patient has continuous video 
EEG to evaluate cortical activity, and a psychiatric evaluation. It is estimated 
that up to 20% of persons referred to epilepsy clinics are experiencing PNES. 
The mainstay treatment is cognitive behavioral therapy. On average, patients 
with PNES receive a higher total dose burden of antiseizure drugs, utilize 
greater health care resources, and sustain more iatrogenic adverse effects 
than patients with epilepsy.

Case Report
A 33-year-old female patient M.S. presented after experiencing six seizure-like 
episodes, lasting for approximately thirty seconds each, described as tonic-
clonic like activity in the bilateral upper and lower extremities. These episodes 
were not associated with tongue biting, bowel/urinary incontinence, or a 
postictal state. En route to the hospital, she reportedly had two more seizures. 
On arrival to the Emergency Department, she received 5 mg of Versed. And 
another seizure resolved with ammonia salts. She was subsequently loaded 
with Keppra 60 mg/kg for a total dose of 3,000mg. Laboratory testing was 
entirely unremarkable including a prolactin level of 15.5. CT head without IV 
contrast revealed no acute intracranial hemorrhage or large territory infarct. 
She has a complicated past medical history including seizure-like episodes for 
which she has been worked up by her neurologist without any definitive 
diagnosis; A prior EEG was unremarkable and she had been referred to the 
Epilepsy Clinic in Rochester. M.S. has been seen by electrophysiology for 
recurrent syncopal episodes; An echocardiogram was normal, a hotter monitor 
was unremarkable aside from sinus bradycardia and tilt table test was 
negative. She had been diagnosed with fibromyalgia, migraines, bipolar 
disorder, ADD, PTSD, diabetes, obesity, GERD and chronic pain. 
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Image descript Box 1

Pt M.S.- CT Head w/o IV Contrast: showing no acute hemorrhage 
or tentorial infarct. 

Case Report (Continued)
Surgical Hx:  spinal stimulator in 11/2018 and gastric bypass in 
3/2019.  Hospital Course: Admitted with seizure precautions with 
neurological checks every four hours. Teleneurology was 
consulted and recommended obtaining a routine EEG and 
encouraged continued workup in Rochester on an outpatient 
basis.  Medication regimen: Keppra 500 twice daily in addition 
to Ativan 2mg every four hours as needed for seizure like 
activity, however she still had several more events. In most cases, 
these episodes resolved upon use of ammonia salts. She tried to 
refrain from eating as she indicated that eating triggered her 
seizures. Mood during her stay was tearful, depressed and 
worrisome.   Nurse noted a convulsive event and unable to be 
aroused by name and with light shoulder tap. A second 
convulsion was noted again to last a few seconds. Ammonia salts 
and sternal rub were tried without effect. At this point, the 
patient turned her head, and opened her eyes half-way. She still 
remained lethargic, and her eyelids were heavy. She previously 
indicated eating food would precipitate seizures and when asked 
if she had any pain, M.S. indicated pain in her abdomen and 
would no longer answer further questions. Attending Neurologist 
consulted  and believed these seizure-like episodes were likely 
psychogenic. Recommendations included no repeat EEG at this 
time. Vitals remained within normal limits, Lab work was 
unremarkable with the exception of a vitamin B12 level greater 
than 1,500 and her home vitamin B12 supplementation was 
moved from daily dosing to every other day. Patient was 
discharged with Keppra 500 bid. She was instructed to follow up 
at the Epilepsy Clinic in Rochester.
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