


... You’ d better ask the doctors here about my illness, sir.
Ask them whether my fit was real or not.
The Brothers Karamazov; F. Dostoevsky, 1881




Psychogenic Seizures

Psychogenic seizures (PNES)
PNESIn Veterans
Treatment and Prognosis




Epilepsy

The most common problem faced by
neur ologists worldwide*

~1% of the world burden of disease ( WHO)

_Prevalence (per 100 persons) |

~ US prevalence ~0.85%

Cases per 100 persons

Epilepsy Neuropathy  Cerebrovascular Dementia

*exduding headache’ back pain Singhai; Arch Neurol 1998 Medina; J Neurol Sci 2007
Murray et al; WHO, 1994 Kobau; MMR, August 2008




Disordersthat maP/ mimic epilepsy
(adults

Cardiovascular events (syncope)
» Vasovagal attacks (vasodepressor syncope)
» Arrhythmias (Stokes-Adams attacks)

Movement disorders
» Par oxysmal choreoathetosis

» Myoclonus, tics, habit spasms
Migraine - confusional, basilar
Sleep disorders (parasomnias)
Metabolic disorders (hypoglycemia)

Psychological disorders
» Psychogenic seizures




Non-Epileptic Saeizures (NES)

A transient alteration in behavior
resembling an epileptic seizure but
not due to paroxysmal neuronal
discharges;

—Psychogenic Saizures (PNES)
without other physiologic abnormalities
with probable psychological origin




Non-Epileptic Seizures (NES)

Syncope Conversion
Movement Disorders Somatization

Hypoglycemia Dissociative
Parasomnias... Malingering...

Many have ‘medically refractory’ seizures




Psychogenic Seizures:
Freqguency

from inpatient video-EEG

Author % with PNES
Ramani et a 20
King et al 20
Pierelli et al 50
OHSU/PVAMC 40
Bowman et d 33
Martin et al 32
Benbadis et a 30




Psychogenic Seizures:
Freqguency

from inpatient video-EEG
Author Year % with PNES

Author % with PNES
Scott et d 5%

Sigudadottir ~4%
Benbadis, Hauser <4%

10-20% of pts. with medically refractory seizures




Psychogenic seizures -
Observations that may be helpful

Body movements - origin, migration,
pattern

Responsiveness - ver bal, pain, threat
Duration of attack

Self injury - tongue biting, lacerations (?)
| ncontinence - urine, stool (?)




CLUES TO DIFFERENTIATING BETWEEN EPILEPTIC
AND NONEPILEPTIC SEIZURES AT THE BEDSIDE

Epileptic Nonepileptic

Extremity L
Movements

In-Phase Out-of-Phase
Clonic Activity 1 1 Maovements

; No Pelvic Thrusting Pelvic Thrusting
Pelvic

Thrusting \_3‘ &




‘Arc decercle in patient with ‘ hystero-epilepsy’

From | conographie Photographique de la Salpetriere;
Bourneville and Regnard, 1876 (patients of Char cot)
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AN ACCOUNT V
OF A
DEMONSTRATION ON THLE PHENOMENA
OF HYSTERO-EPILEPSY:

AND ON THE MODIFICATION WHICH THEY UNDERGO UNDER THE

Given by PROFVESSCR CHARCOT af the Salpitritre.

By ARTHUR GAMGEE, M.D., F.R.5,.,
Brackenbury Professor of Physiclogy in Owens College, Manchester,

ON the mornings of Friday and Saturday, August 23rd and 24th,
several physicians and scientific men, amongst whom were Professors
Virchow, Grainger Stewart, Turner, Oscar Liebreich, Ray Lankester,

Dr. Broadbent, Mr. Ernest Hart, etc., who happened to be in Paris,
met in Professor Charcot’s wards in the great hospital of La Salpé.
tricre, and had the privilege of being present at a demonstration in
which this distinguished physician brought under their notice all the
remarkable features of hystero-epilepsy — that remarkable disease
almost all our knowledge of which is due to the labours of M. Charcot.
In these demonstrations, the remarkable influence of solenoids and
of magnets upon the diseased organism was exhibited, no less than

ovarian region. (By perusing the account afterwards given of the
convulsive attacks of hystero-epilepsy, the reader will understand the
grounds for the diagnosis of the ovarian irritation in these cases.)
Professor Charcot brought this patient before us to demonstrate that
usually it is possible in patients affected with hystero-epilepsy to
induce the mesmeric condition. The patient being seated opposite to
him, at the distance of about two feet, he steadily maintained the
index finger of his right hand at a short distance from the centre of
her forehead ; she was directed to look steadily at the finger, and did
so. Several minutes elapsed (the time was not actually noted), and
the patient did not seem sensibly affected. She declared that *“to
day she had no desire to sleep”.—At 10.4 A.M., the previous attempts,
which may have lasted ten minutes, having failed, Professor Charcot,
placing his head on a level with that of the patient, commenced to stare
fixedly into both her eyes.—At [0.6, the eyelids drooped, and, at the
same time, began to wink in a rapid tremulous manner ; this pheno-
menon continuing throughout the whole duration of the induced sleep,
and being, Professor Charcot remarked, constant ; at the same time, a
tonic contraction of the flexors of both forearms occurred, the fists be-
coming temporarily clenched.—At 10,7, the patient being asleep, Pro-
fessor Charcot told her to rise and take a chair. She did so, her eyes
being closed and her eyelids tremulous. Having seated herself, he
told her to write her name, Pen, ink, and paper being furnished her,
she sleepily wrote her own name, and afterwards, when ordered, Pro-
fessor Charcot’s, her eyes remaining closed the whole time. Whilst
writing, the skin over the right wrist was transfixed by a thick needle,
but the patient appeared quite unconscious of the operation, continuing
to write with the needle 1z sizze. It is to be remarked that, during
the mesmeric state, the patient is anasthetic on both sides of the body;

“Hystero-epilepsy is a nervous disease of women of great rarity,
affecting them especially during the child bearing period of life...
associated with hyperesthesia of one or both ovarian regions....”




Joseph Babinski

AKA Joseph Jules Francois Félix Babinski

Born: 17-Now-1857

Birthplace: Paris. France

Died: 29-Oct-1932

Location of death: Paris, France

Cause of death: Illness

Remains: Buried, Cimetiére des Champeaux, Montmorency,
France

Gender: Male

Religion: Christian

Race or Ethnicity: White
Occupation: Doctor, Scientist

Nationality: France
Executive summary: The Babinskdi sign

Military service: French Military Health Service (1916-20)

Neurologist Joseph Babinskd is best known for his 1896 discovery of what is now called the Babinski sign_ a
reflexive extension of the big toe and fanning of the other toes when the foot is stroked in a particular manner,




&N\ The International Journal
-/ of Psychoanalysis

1945). Intemat yoho-Ana

Dostoevsky and Parricide (1928)

Sigmund Freud

Four facets may be distinguished in the rich personality of Dostoevsky: the creative ar
moralist and the sinner. How is one to find one's way in this bewildering complexity

The creative artist is the least doubtful: Dostoevsky's place is not far behind Shakespe
Karamazov is the most magnificent novel ever written; the episode of the Grand Inquisitor
literature of the world, can hardly be overestimated. Before the problem of the creative artis;
down its arms et

The moralist in Dostoevsky is the most readily assailable. If we seek to rank him high 5=
that only a man who has gone through the depths of sin can reach the highest summit of morality, we are neglecting a
doubt that arises. A moral man is one who reacts to temptation as soon as he feels it in his heart, without yielding to

it. A man who alternately sins and then in his remorse erects high moral standards la

... You’ d better ask the doctors here about my ilIness, sir.
Ask them whether my fit was real or not.

The Brothers Karamazov; F. Dostoevsky, 1881



Psychogenic seizures -
Observations that may be helpful

Body movements - origin, migration,
pattern

Responsiveness - ver bal, pain, threat
Duration of attack

Self injury - tongue biting, lacerations (?)
| ncontinence - urine, stool (?)
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Psychogenic seizures -
Observations that may be helpful

Body movements - origin, migration,
pattern

Responsiveness - verbal, pain, threat
Duration of attack
Self injury - tongue biting, lacerations

| ncontinence - urine, stool
| aboratory

Electroencephalography (EEG)




Psychogenic Seizures
|mportance of | ctal Recordings

A normal interictal EEG does not
rule out epilepsy

» ~30% of epileptic patientswill have no interictal
dischar ges; even with multiple EEGs!

An epileptiform interictal EEG does
not diagnose epilepsy (or rule out
non-epileptic seizures)

» Population survey —most personswith interictal
epileptiform discharges do not have epilepsy
(background rate ~1%)?




Psychogenic Selzures + Epilepsy

L esser et al
PVAMC/OHSU
Walczac et al
Martin et al
Reuber et a
Jones et a

Studiesdiffered in criteria: Some accepted interictal discharges
as evidence for epilepsy, othersdid not




| npatient video-EEG monitoring isthe gold standard
for the diagnosis of psychogenic non-epileptic seizures (PNES)

Neur ology

Video-EEG

Psychiatry Neuropsychology




MMPI-2 VALIDITY AND CLINICAL SCALES PROFILE
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VARIABLE

% CORRECT
CLASSIFICATION

EEG (routine)

4%

MMPI-2
HS scale

[1%

EEG +
MMPI-2

82%

EEG +
MMP1-2 +
# of years

86%




Primary Psychiatric Diagnoses;
Psychogenic%/ei

zur e Patients (pure)

6% NESSIS
8% 9%

B SOMATOFORM/
CONVERSION
DISSOCIATIVE

B MALINGERING

B FACTITIOUS

B OTHER




Psychiatric diagnoses

45 patients (35 women, 10 men)

| npatient Video-EEG confirmed diagnosis
(retrospective)

| Nstruments

Structured clinical interview for DSM 111 R (SCID)
Dissociative experiences scale
Personality diagnostic questionnaire —revised

Hx sexual abuse
80% of women (69% pre-adult); 20% of men

Hx physical abuse

77% of women (63% pre-adult); 30% of men

Substance abuse (lifetime) 42%




Psychiatric diagnosis (n=45)

Somatoform disorders— 89%

Conversion disorder 82%
Other conversion symptoms 42%

Dissociative disorders—91%
Affective disorders— 64%

Major depression 47%

PTSD —49%

Other anxiety disorders—47%
Phobic 33%; panic 20%

Personality disorders— 62%

Paranoid, borderline, histrionic, avoidant (most common)

Mean number of current axis| diagnoses—4.4 (1-10)




Psychiatric diagnosis (n=45)
=0 | Tis to be noted that nearly all. if not
all, cases of hystero-epilepsy have been
connected to fright or anguish.”
Gamgee, BMJ 1878
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PTSD — 49%
Other anxiety disorders—47%
Phobic 33%; panic 20%

Personality disorders— 62%

Paranoid, borderling, histrionic, avoidant (most common)

Mean number of current axis| diagnoses—4.4 (1-10)




Psychogenic seizures -
| mpact of the epilepsy diagnosis

Restrictionson driving
Restrictions on wor k
Restrictions on activities

Social stigma

L ocus of control issues

Cost of assessment and treatment




Psychogenic seizures -
| mpact of the epilepsy diagnosis

Restrictionson driving
Restrictions on wor k
Restrictionson activities

Social stigma

L ocus of control issues

Cost of assessment and treatment

(U.S) 2.3-4.8 Billion dollars per year
(including indirect costs; loss of productivity)




Psychogenic seizures -
| mpact of the epilepsy diagnosis

Restrictionson driving
Restrictions on wor k
Restrictions on activities

Social stigma

L ocus of control issues

Cost of assessment and treatment
Medical complications of therapy




Psychogenic Seizures

1994 OHSU series; N=50

# of patients
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Psychogenic Seizures

Psychogenic seizures (PNES)
PNESIn Veterans
Treatment and Prognosis




Epilepsy and TBI

The most common cause of new onset
epilepsy in young adults

30,000 cases/yr in U.S.
Higher risk of epilepsy with military
combat TBI

45% in Vietham Head Injury Study?;
Related to high rates of penetrating head injuries




Psychogenic Seizuresand T Bl

157 patientswith PNES

»24% had seizures attributed to TBI*
78% had ‘mild’ TBI (Annegers classification)

102 patientswith PNES
»32% had seizures attributed to TBI?

91% had ‘minor’ head injury

Per missive event




Psychogenic Seizures
|ncreased Risk in Veterans

Relatively high rates of TBI

19% of OEF/OIF
Increased seizure risk
M ost common putative cause for PNES

Relatively high rates of PTSD

Estimates of 20%
Established risk factor for PNES

Compensation ‘V’

B SOMATOFORM /
CONVERSION
DISSOCIATIVE

B MALINGERING

H FACTITIOUS

B OTHER




Psychogenic Selzures (PNES)
U.S. Veter ans (questions)

Are PNES more common In veter ans

than civilians?
Referred for video-EEG monitoring

Isthere alonger delay to diagnosis of
PNESIn veterans ascompared to
civilians?

Do veteranswith PNES have greater

exposureto antiepileptic drugs
(AEDs) as compared to civilians?




Psychogenic Seizuresin Veterans
Subj ects

Portland VAM C Epilepsy Monitoring
Unit 2000-2010

— Shared by patientsfrom VA and civilians (from
Oregon Health & Science University)

— All patients evaluated by same care team, with
same eguipment and protocols




Veterans Civilians
(N:203 | (N=726)

L] Epilepsy NES Other Nondiagnostic

PNES — Psychogenic non-epileptic seizures
ES— Epileptic seizures

NES other — Syncope, parasomnia, other
Mixed —PNES + ES




Psychogenic seizures
Veterans Compared to Civilians

Number of PNES patients 50 50

Ageat EMU admission 49.0 (24-66) 34.5 (19-74) <0.001 (W)
(median)
Sex (% male) 80 26 <0.001 (F)

% using AEDs at admission 2% 80% ns
#AEDsat admission (median) 1(0-3) 1(0-3) ns

Cumulative AED-years 4.0 (0-50) 1.0 (0-30) <0.01 (W)
(median)

I nterval from onset of spellsto 60.5 (3-408) 12.5 (2-144) <0.001 (W)
diagnostic EMU admission in

months (median)

F—FishersExact test W —Wilcoxon test
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Time Interval From Onset of PNESto Diagnostic EM U
Admission




PNESIn Veterans

Why the delay in diagnosis?

»Availability of EMUswithin VAMC?

—50% of patientsfrom stateswith no VA EMUs

—Recent creation of the VA Epilepsy Centers of
Excellence

»Acceptance of seizuresrelated to TBI?
—Primary provider index of suspicion?




Proposed Etiology of PNES
Veterans

70%

% with proposed TBI etiology

60%

50%

40%

30%

20%

10%

0

Civilian PNES Veteran PNES

For veteranswith PNES >50% of TBIsweremilitary




PNESIn Veterans:
Questions

What arethe psychiatric disorders
leading to PNES?

» Thereationship to TBI?
»ToPTSD?

What therapeutic approaches can
be used?




Psychogenic Seizuresin Veterans
Psychiatric Diagnoses (prior to diagnosis)

Median of 72 months of records
avallablefor review

»Prior to diagnosis of PNES

41/50 veteranswith PNES had prior
mental health evaluations available

»Median of 3 axis| diagnoses/patient




Psychogenic Seizuresin Veterans
Psychiatric Diagnoses (prior to diagnosis)

80%

60% ——

40%

200 —— I I
0 o e 5 B

Depression Substance Personality Prior
Abuse Disorder Psychiatric
Axis| Axis|| Hospitalization

»15 other axis| diagnoses wererepresented.

»PTSD attributed to civilian trauma in 13 patients, combat trauma in 10,
and military sexual traumain 4.

»Axisl|l; primarily borderlineor NOS




Psychogenic Seizures

Psychogenic seizures (PNES)
PNESIn Veterans
Treatment and Prognosis




Psychogenic Seizures -
Treatment (conventional)

Honest, supportive, conclusive
presentation of the diagnosis

Explain the nature of PNES

Discontinue antiepileptic drugs if
not needed

Mental health referral
» Supportive counseling




WILL NOT FAKE seizoees

WILL NOT FAKE SEIZURES
WILL NOT FAKE SEIZURES
witlL NoT FAKE Seil

g—_—



Psychogenic Selzures -
Treatment

Psychotherapy
Cognitive-Behavior al
M edication

M editation
Biofeedback

EMDR

Relaxation ther apy

No validated treatments or controlled
trials

-Cochrane Review 2005
-NES Treatment Wor kshop 2006




Mean predicted seizure frequency (adjusted for pre-
randomization seizure frequency)

N
o
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Start of Treatment End of Treatment Follow-up

3 month treatment; 6 month follow-up




Mean predicted seizure frequency (adjusted for pre-
randomization seizure frequency)

N
o

No differencein: Number of AEDs =+=Cognitive-behavioral
ER visits, OPC visits therapy

Depression, anxiety Standard medical
*Seizure freedom care (counseling)
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Start of Treatment End of Treatment Follow-up

3 month treatment; 6 month follow-up




Psychogenic Seizures
Outcome (diagnosis matters)

Selwa, 2000 85/67 19-48 40% (?)*
Kanner, 1999 45/100 6-26 29% (6 months)
Walczak, 1995 72/71 12-27 35% (6 months)*
Ettinger, 1999 76/74 18 (10) 52% (?)
Reuber, 2003 210/47 49 (3) 56% (?)*#
McKenzie, 2010  260/72 6-12 38% (2 mo.)

#Shorter duration of illness at diagnosis correlated with better outcome
*Younger age at diagnosis correlated with better outcome




Psychogenic Seizures
Outcome (diagnosis matters)

% spell free > 2 mo.

% >50% reduction in spells
% with ER visits/ hosp.
admissions

% employed

% using AEDs

% drawing social security

No specific treatment given; most patients had little or no treatment
(c/w results of previous studies)
Factor s associated with seizure-free outcomeincluded :

Not drawing social security (2.3x)

Male (2.5x)

No prior dx of anxiety or depression (2.3x)




Psychogenic Selzures —
Outcome predictorsat 6 Months

29% werefreeof all seizures

Poor er outcome associated with history:
Recurrent major depression

Personality disorders

Dissocliative disorders

—New somatic symptoms after diagnosis 3




Whack-A-Mole Syndrome




Epileptic Saizures Mistaken
for Psychogenic Selzures

(also called pseudo-pseudosei zur es)




‘Pseudo-pseudosaizur es

aa

Frontal lobe epilepsies

Complex automatisms

Unusual seizur e semiology
Gelastic selzures o
‘Panic attack’ like symptorfist = s

Temporal lobe seizures




|ctal EEG can be Misleading

Simple Partial Seizures

»21% of 87 episodesrevealed an ictal
EEG pattern

Complex Partial Seizures

»Rarely, no surface EEG correlate
Beware ‘Frontal lobe epilepsy’




Summary:
Psychogenic Seizur es

Common

» 10-20% of patientswith medically
refractory seizures
? Morewithin the VA system

Symptoms of psychiatric disorders
» Clueto early recognition
» OQpportunity for intervention

Treatment remains problematic

» Diagnosis alone often leads to improvement

» Early diagnosis can decrease disability and
may Improve long-term outcome







