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Abstract 

Psychogenic Non-Epileptic seizures (PNES) are classified under Functional Neurological Symptoms Disorders in 

the Diagnostic and Statistical Manual of Mental Disorders, 5th edition. PNES is usually misdiagnosed as a seizure 

disorder in the elderly population. As a result, they keep on taking Anti-Epileptic Drugs (AED) for years before they 

come to know that are suffering from PNES. Apart from clinical history, Video electroencephalography (EEG) 

monitoring, which is the standardised approach for ruling out epilepsy, is rarely performed in every elderly patient. 

Even during monitoring of video-EEG, anxiety, loss of immobility can occur during the 24 hours procedure which 

can interfere with the results. Hence, it is important for all neurologist and psychiatrist to be sensitive enough to 

diagnose the PNES and to identify the psychological stressors. Early identification can prevent the undue intake of 

medicines and also increase the quality of life of the patient. 
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1. Introduction 

Psychogenic Non-Epileptic seizures (PNES) are a form of the functional neurological disorder (FND). FND has 

been described to date back to Hippocrates in 700 B.C. The terminology has been evolved over the centuries. FND 

includes the following hysteria, psychogenic complaints, dissociative states, neurologically unexplained symptoms, 

somatoform disorder and conversion disorder [1]. Conversion disorder is the term which has been used previously 

for PNES. As per the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (American Psychiatric 
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Association, 2013, “conversion disorder” is changed to “Functional neurological symptom disorder” [2]. The 

International Classification of Diseases-10 (ICD-10) classified it under the Dissociative disorder [3]. The 

dissociative disorder is defined as a partial or complete loss of the normal integration between memories of the past, 

awareness of the identity and immediate sensation, and control of bodily movements. Any physical illness does not 

explain the appearance of the symptoms and evidence for underlying psychological factor is required to make a 

diagnosis of Dissociative disorder [2, 3]. In PNES, the symptoms resemble with the seizures but are not related to 

any dysfunction of the brain or physical illness. The event in the PNES is a psychological or emotional response to 

stress or psychological trauma and not due to the consequences of abnormal electric discharges of the brain [4-6]. 

The clinical picture of PNES can vary from motor movements of limbs/body like posturing in the classic “arc en 

circle” position, asynchronous motor movements, eye fluttering or forced eye closure, and pelvic thrusting. 

Vocalization may also occur, including yelling, screaming, or crying. It may also include difficulty breathing or 

hyperventilation, dizziness, headaches, and tachycardia [7]. The prevalence rate varies from 1.4-33 per 100,000 

population; the rate almost reached up to 5-50% people with seizures disorder [8-12]. It is believed that PNES tends 

to occur in young to middle-aged female, with a family history of psychological and psychiatric history, but is 

known that it can occur at any age from 4-90 years of age [13]. In the last decade, with the increasing ageing 

population, the issue of epilepsy in the elderly has received great attention [14]. However, a little data is available at 

the onset of PNES in the elderly, although there have case reports mentioning such an entity [15]. A few 

retrospective data are also available to describe the PNES in the elderly, however the reliability is doubtful [16].  

 

2. Case Report 

A 61-year-old widowed female, mother to 2 children, educated up to 8
th

 standards, belongs to middle socioeconomic 

status hails from an urban background. She was brought to the psychiatric clinic with the complaints of abnormal 

limbs movements, loss of consciousness and shortness of breath. Her initial complaint started around four months 

back of the very first visits to the psychiatric clinic. As stated by patient and relatives that she had an altercation with 

her brother, issues related to the property dispute. She was preoccupied with the same, that her brother would cheat 

her and take away all her property which belongs to her. As stated, the cost of the property was around one crore 

rupees. After a few days of the same, her sister-in-law expired and went to attend the funeral of her’s sister-in-law. 

There again, she had an altercation with her brother. Following which she became unconscious, with closed eyes, 

clenching of teeth, abnormal jerky movements of limbs (upper as well as lower limbs) not associated with frothing 

from the mouth, urine and faecal incontinence, uprolling of eyeballs lasted for about 30 minutes, not responding to 

external stimuli. She became responsive after 30 minutes, oriented to time, place and person. There was no post-ictal 

confusion. Following she was taken to a Government speciality hospital, after monitoring of vitals, she was referred 

to a neurologist for the episode of loss of consciousness. She visited a neurologist, started on Tab. Valproate up to 1 

gm/day. Blood investigation like complete blood count, Liver function test, Renal function test, Thyroid function 

test and EEG were done, all were within normal limit. EEG was also normal. However, She remained preoccupied 
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about the same that her brother would take away all the property. She would think that if she would not get anything, 

how she would be able to take care of herself, what would happen to her children. Whenever, she would be alone, 

would keep on thinking about the same. In addition to the above episodes, also have shortness of breath along with 

Gabhart. Despite good compliance, there was no decrease in the frequency of the episodes of loss of consciousness. 

After about two months of the above episode, while talking with her relatives about the property, again had the same 

episode of loss of consciousness with similar semiology, lasted for about 1 hrs. Immediately, she was taken to a 

Neurologist. Her vitals including blood pressure, pulse rate, respiratory rate were within normal range. She was 

afebrile to touch. The routine blood examination, urine examination and EEG were assessed that were within normal 

limits. Neuroimaging (MRI Brain with epilepsy protocol) was normal, no pathologic factor was evident. Repeated 

EEGs were normal along with Video EEG was normal. For the same, referred to the Psychiatry Clinic. She did not 

express any sadness, anxiety and kept on talking about the “dispute of property”. The patient diagnosed with 

Dissociative Convulsion Disorder based on ICD-10 diagnostic criteria, a treatment of 10 mg/day Escitalopram and 

Clonazepam 0.25 mg sos was initiated. Tab. Valproate was stopped. Relaxation exercise was taught to the patient. 

Problem-solving technique started and taught how to deal with “stress”. She had only one episode of loss of 

consciousness in the next one month. She became fit after one month, but would keep on talking about her problem 

during the session of psychotherapy.  

 

3. Discussion 

Psychogenic non-epileptic seizures are paroxysmal behaviour change episodes that resemble real seizures, which are 

not accompanied by EEG variations as in our index case. Detailed clinical history, physical and neurological 

examinations and related laboratory tests resulted in the exclusion of all organic factors that could cause loss of 

consciousness. The MRI Brain with epilepsy protocol as taken in our case as a supplement to clinical examination 

demonstrated that the episodes of loss of consciousness were not epileptic. The patient was diagnosed with 

Dissociative convulsion Disorder. It is a well-known fact that dissociation is a way for people to handle the acute 

pain that the trauma has inflicted upon their psyches by offering a kind of emotional release and blunting that 

separates their mind from the pain that their body endured, and experience themselves as separate from their bodies. 

The secondary gains play an important role in the persistence of the disease [17]. As in our index case, the stress was 

related to the occurrence of the episode of loss of consciousness. Previous studies also suggested the same that 

dissociation is associated with antecedents stress. Most of the studies showed that about two-third patients had stress 

as the precipitant factor. Family conflict was the most common one [18-20]. It must be kept in mind that dissociative 

disorder is used to observe in young population between the ages of 15 and 35, could be possible in the elderly 

population at any time. In our patient, the motor activity was predominant, which is similar to previous studies of the 

elderly patients [15, 16]. In our patient, the clinical and EEG ictal features and lack of change when AEDs were 

discontinued strongly favour the diagnosis of psychogenic non-epileptic seizures [21]. 
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A psychotherapeutic approach is required to increase the awareness for the patient’s feelings, thoughts and to avail 

an environment for the expression of these emotions without being criticised and judged was initiated. Our patient 

improved significantly in a period of 2 months with the psychotherapeutic approach, was on follow up regularly 

after that.  

 

4. Conclusion 

This case is a rare occurrence of the dissociative disorder in this age group, as with age certain changes occurs in the 

psychic apparatus, the ego starts to have functioning poorly as compared to young age. Hence, the situation makes it 

difficult to develop an appropriate solution in the presence of stress and use of effective strategies. However, the 

dissociative disorder is a rare entity in this age group. The correct diagnosis of PNES requires careful, detailed 

clinical history, taking with appropriate and adequate witness accounts. In clinical practice, inadequate attention to 

psychosocial stress factors is common due to limited clinician awareness, understanding, or time to spend 

counselling the patient. If PNES are suspected, then recording an event with time-locked VEEG and confirming that 

this event was typical of the patient and witness is the most reliable investigation. Witnesses may demonstrate, for 

example, tremor rather than clonic movements. History taking may reveal significant psychological stresses and a 

history of psychiatric disorder, although it is important to remember that patients with epilepsy and other types of 

non-epileptic events may be anxious, depressed and may have been subject to significant traumatic life events. The 

early diagnosis and treatment of PNES may positively influence the patient’s outcome and also save the healthcare 

cost. It is important to recognise the PNES in elderly peoples as early as possible.  

 
 

References 

1. Adams F. The genuine works of Hippocrates. Translated from the Greek. Hippocrates: on the sacred 

disease. Baltimore, MD: Williams and Wilkins (1939).  

2. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. 

Washington DC (2013).  

3. World Health Organization: The ICD-10 Classification of Mental and Behavioral Disorders: Clinical 

Descriptions and Diagnostics Guidelines. World Health Organization, Geneva (2002): 151-161. 

4. Lesser RP. Psychogenic seizures. Neurology 46 (1996): 1499-1507. 

5. Reuber M, Elger CE. Psychogenic nonepileptic seizures: Review and update. Epilepsy Behav 4 (2003): 

205-216.  

6. Krumholz A. Nonepileptic seizures: Diagnosis and management. Neurology 53 (1999): S76-S83. 

7. Carson AJ, Brown R, David AS, et al. Functional (conversion) neurological symptoms: Research since the 

millennium. J Neurol Neurosurg Psychiatry 83 (2012): 842-850. 



 
 
 

 

J Psychiatry Psychiatric Disord 2019; 3 (3): 097-101  101  

 

 

8. Benbadis SR, Agrawal V, Tatum WO. How many patients with psychogenic nonepileptic seizures also 

have epilepsy? Neurology 57 (2001): 915-917. 

9. Martin R, Burneo JG, Prasad A, et al. Frequency of epilepsy in patients with psychogenic seizures 

monitored by video-EEG. Neurology 61 (2003): 1791-1792. 

10. Sigurdardottir KR, Olafsson E. Incidence of Psychogenic Seizures in Adults: A Population-Based Study in 

Iceland. Epilepsia 39 (1998): 749-752. 

11. Benbadis SR, Allen HW. An estimate of the prevalence of psychogenic non-epileptic seizures. Seizure 9 

(2000): 280-281. 

12. Benbadis SR. Psychogenic nonepileptic seizures (2013).  

13. Asadi-Pooya AA, Emami M. Juvenile and adult-onset psychogenic non-epileptic seizures. Clin Neurol 

Neurosurg 115 (2013): 1697-1700. 

14. Fakhoury T, Abou-Khalil B, Newman K. Psychogenic seizures in old age: A case report. Epilepsia 34 

(1993): 1049-1051. 

15. Behrouz R, Heriaud L, Benbadis SR. Brief communication: Late-onset psychogenic nonepileptic seizures. 

Epilepsy Behav 8 (2006): 649-650. 

16. Kellinghaus C, Loddenkemper T, Dinner DS, et al. Non-epileptic seizures of the elderly. J Neurol 251 

(2004): 704-709. 

17. Pehlivantürk B, Unal F. Conversion disorder in children and adolescents. A 4year follow-up study. J 

Psychosom Res 52 (2002): 187-191.  

18. Chand SP, Al-Hussaini AA, Martin R, et al. Dissociative Disorders in the Sultanate of Oman. Acta 

Psychiatr Scand 102 (2000): 185-187. 

19. Gaw A, Ding QZ, Livine R, et al. The clinical characteristics of Possession Disorder among 20 Chinese 

patients in the Hubei Province of China. Psyhiatr Serv 49 (1998): 360-365. 

20. Thapa R, Shyangwa PM. Dissociative disorders: A study of Clinical-demographic Profile and Associated 

Stressors. Delhi Psychiatry Journal 13 (2010): 43-48. 

21. Pierelli F, Chatrian G, Erdly W, et al. Long-term EEG-video audio monitoring: detection of partial epileptic 

seizures and psychogenic episodes by 24-hour EEG record review. Epilepsia 30 (1989): 13-23.  

     

 

 

 

      

 This article is an open access article distributed under the terms and conditions of the  

     Creative Commons Attribution (CC-BY) license 4. 0  

 

Citation: Aseem Mehra, Sandeep Grover, Ayush Sharma. An Unusual Case of Psychogenic Non-Epileptic 

Seizures in the Elderly Female: A Case Report and Review of Literature. Journal of Psychiatry and 

Psychiatric Disorders 3 (2019): 097-101. 
 

http://creativecommons.org/licenses/by/4.0/

	Abstract
	Keywords
	Introduction
	Case Report
	Discussion
	Conclusion
	References
	Citation



