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Abstract: 

Pseudoseizures also known as "psychogenic non-epileptic seizures" are caused because of stress, emotional disturbances or from 

traumatic psychological experiences of refugees/ victims of torture. There are lot of other physical conditions can produce 

seizures which are not epileptic but it is very important to investigate all possible causes for the seizures. Like epileptic seizures, 

psychogenic seizures can be very disruptive to a person's life as they have their own stigma, caused mostly by ignorance. The 

evaluation and treatment of patients with psychogenic pseudoseizures requires a joint collaborative effort of neurologists and 

psychiatrists. It is important that people, including medical and psychological professionals, learn about psychogenic seizures, 

their causes, and treatment. Daily life for someone with pseudoseizures can be improved dramatically if therapists or treating 

professionals like nurses, and doctors know how to treat the underlying cause effectively. Treatment is most successful when the 

person is encouraged to explore his/her own feelings and assisted in learning to cope with the feelings in new ways. 
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Introduction:  

The term “Pseudoseizures” is used to describe seizu-

res which are “stress related” or “emotional” or from 

traumatic psychological experiences by refugees and 

other victims of torture. Epileptic seizures are caused 

by sudden abnormal electrical discharges in the brain 

Psychogenic (non-epileptic) seizures are attacks that 

look like epileptic seizures, but are not caused by 

abnormal electrical discharges (1). Most people 

assume that these events are purposeful acts designed 

to get attention and in medical literature it is termed 

as “malingering”. The term "psychogenic non-

epileptic seizures" (PNES) is preferred to pseudo-

seizures. Many a time, the individuals suffering from 

PNES are instructed to stop having seizures in 

schools, at home, and even in hospitals. At times 

patients are restrained or even isolated but these 

tactics neither worked nor were pleasant for anyone 

involved.  

There are lot of other physical conditions can 

produce seizures which are not epileptic but it is very 

important to investigate all possible causes for the 

seizures. The fact that a person's seizures are 

psychogenic is never an excuse to abuse a person 

physically. Often people are restrained more during a 

psychogenic seizure than during an epileptic seizure 

because it is assumed that the behavior is purposeful. 

Injuries caused by physical restraint can be serious 

too. During both psychogenic seizures and epileptic 

seizures, the person may appear to resist restraint. 
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This is an unconscious behavior which is often 

mistaken for conscious refusal to comply. The 

evaluation and treatment of patients with 

psychogenic pseudoseizures requires a joint collab-

orative effort of neurologists and psychiatrists (2).  

Hypermotor seizures associated with frontal lobe 

epilepsy commonly display all of the behaviors 

thought to be virtually diagnostic of pseudoseizures, 

while EEG/video of pseudoseizures has revealed that 

urination, injury, and drug responsiveness may be 

part of many non-epileptic episodes (3, 4). As a result, 

EEG/video has become the gold standard for 

discriminating between epileptic and nonepileptic 

attacks. 

Like epileptic seizures, psychogenic seizures can be 

very disruptive to a person's life. They have their own 

stigma, caused mostly by ignorance. People who are 

upset by the events are usually the treating 

professionals who want to provide a quick fix but it 

won’t work that way. The emotional damage from 

these explanations may increase the feelings of 

frustration and inadequacy already existing for the 

person with psychogenic seizures which is ignored by 

the treating professionals and the relatives. 

The following case study (the names of individuals 

are changed to protect the privacy) discusses and 

demonstrates in detail the successful outcome of 

psychogenic seizures by Dr Paula. 

Dr Paula ( from now on will be referred as “I” in this 

case study) had a hint of coming attractions for my 

day in clinic when I skimmed through the Nepali 

refugee camp medical chart for my newly arrived 

patient, Maya N.  Her records displayed a class B 

entry notationrequiring medical attention urgently on 

arrival in the United States for a diagnosis of 

pseudoseizure. Her spells involved falling to the 

floor, foaming at the mouth and eyes rolling sightless 

in her head.  She claimed no memory of the incidents 

that forced her husband and her adult children to look 

on horrified and helpless in their futile attempts to 

snap her back to consciousness. Her family became 

her homebound hostages because they feared that if 

she were left alone, she would either burn the house 

down (or herself) while cooking, or alternately flood 

their dwelling while washing. I groaned to myself. 

Her family came to my office asking my assistance in 

filing paperwork to provide her with permanent 

disability and financial assistance and do the same for 

one of the children because they felt Maya needed 

continuous supervision in the home.  I felt indignant 

and suspicious when I met her. She was going to try 

to slide through life in America on social security and 

welfare, and prevent her children and husband from 

making a better life for themselves in our city by 

attending to her all day long.  How in the world could 

this beautifully dressed, robust middle aged 

Bhutanese woman who had so little to say on her 

own behalf create such a maelstrom of attentiveness 

by the most dysfunctional means possible? 

Manipulative acting out behavior sometimes 

requiring days of 24 hour video monitoring in a 

hospital to make a diagnosis-- that was the message I 

heard on the topic of pseudoseizure during my 

medical school education.  In my years of practice I 

had counted myself lucky to never have had to 

manage the problem of pseudo seizures.  My luck 

had ended. 

I spent the next several visits with Maya and 

her family arranging neuro consultations and psych 

evaluations. I came to dread these office visits- a 

stalemate of cross cultural misunderstanding.  I 

double checked EEGs which showed nothing but 

normal non epileptic brain waves. The pre 

immigration screening physician in Nepal made note 
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of her normal EEG there and managed her condition 

on a variety of epileptic meds, Ativan, and an 

antidepressant in the SSRI class, that is, if you can 

call it “managing” her “spells” because Maya was 

having as many as eight of them per day.With the 

assistance of psychiatry,I purged her medication list 

of the controlled substances because I wanted to 

prevent her from experiencing an enjoyable buzz 

pursuing or avoiding these pseudoseizures. I spent 

hours in vain trying to convince her family that 

people with pseudo seizures do not die of them, do 

not harm themselves and do not need to be attended 

to all day, every day.   

On Fridays after work, I had a tradition of 

getting together with a professional friend who is a 

psych nurse practitioner, Victoria, to discuss cases, 

share snack foods and drink coffee.  Of course, this 

case became a topic of conversation.  Victoria had 

the wisdom not only to discuss cases with me, but 

also give me the article “Emotional Overdrive” by E. 

Hamilton and J. Edwards from the Advancement for 

NPs website.  The article proposed that pseudo 

seizure was not a willful act so much as it was a 

response to stress, stress that was beyond the coping 

mechanisms of a patient, stress that a patient might 

not even be able to articulate. It gave me a fresh 

perspective. I’ll be the first to argue a refugee’s life is 

stressful and I’ve seen plenty of refugees in my 18 

years of medical practice; many of them recently 

escaped from war, torture and starvation.  Maya 

looked relatively healthy in comparison to most of 

the others I have seen. I had a hard time 

understanding why someone who seemed to be in 

such good physical health would behave so crazily. 

So I dedicated our subsequent sessions to 

finding out what was so bad about her life.  I learned 

Maya had been orphaned at a young age, but raised 

by an uncle in a traditional Hindu home.  Although 

she belonged to the Brahmin caste, the highest caste 

in Hindu society, she had never been afforded the 

opportunity for any formal education at all and was 

illiterate in her primary language (Nepali) and by this 

time, many months into her USA residence—

English. Her illiteracy and basic lack of knowledge 

caused her to fear simply leaving her apartment, one 

in a neighborhood of tightly packed grey triple 

deckers.  Landmarks were unfamiliar to her and she 

feared getting lost or being hit by a car.  She did not 

know how to navigate herself to the grocery store, 

pharmacy, bank, hospital, post office, language class 

at the immigration center, or even to visit any of her 

refugee friends who were settled in the same city.  

Her poverty of speech, even with a trained 

interpreter’s assistance, made it difficult for me to 

fully understand her situation. 

Me: So Maya, how are language classes going? 

Maya: I don’t go. 

Me: Why not? 

Maya: It’s too far. 

Me:  What do you mean?  It’s just across the bridge.  

You can go with your friends. 

Maya:  I only know one house.  I can’t walk so far. 

Me:What’s the matter with your walking? 

Medical Interpreter:  Excuse me Dr Mahon, but I 

heard from some other people that Maya was told she 

doesn’t have to attend class anymore because, you 

know…. She’s too disruptive.  And she scares the 

teacher and the other students with her spells. 

I asked other Bhutanese refugees to educate 

me in the geo-political issues of their displacement 

and exile, and in turn I was invited to events where 

scholars and political leaders in the Bhutanese 

refugee community testified to the hardships they’d 

endured.  I questioned Maya about her life in Nepal 
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where the pseudo seizures started.  Although she was 

not a victim of torture, nor did she lose any family 

members in the violent ethnic cleansing violence 

perpetrated by Bhutan’s monarchy, she lived a life of 

fear in the refugee camp.  The borders of the UN 

camp were porous, a place where a young woman 

could be kidnapped or lured away to be sold by 

human traffickers. Death by burning was a realistic 

fear in a place where cooking and warmth were 

provided by open fires. The crude housing of palm 

wattle and pasted newspaper was highly 

flammable.When fire spread out of control, there was 

nowhere to run in such UN refugee camps.This 

happened frequently and I saw the irony. Thousands 

of displaced persons were made homeless yet again.  

I viewed film footage of one such fire and I could 

understand Maya’s fear.  There was no space 

between the huts, the same as the triple-deckers she 

now inhabited.  In one conflagration Maya lost her 

home, identification papers and all her possessions. 

  One day Maya came in for an urgent post 

ER visit.  During the weekend she had three 

“seizures” in a row.  I asked what happened and she 

told me the police had come to her next door 

neighbor’s home. In fact, the police cordoned off her 

entire block and gun shots were fired. I finally 

understood.  What a fantastic way to block out the 

fear you can’t fathom; have a fit and feign amnesia of 

the episode.  I explained to her what had happened, 

that news reports had detailed a police stand-off with 

a disturbed man.  He would no longer be a problem 

in her neighborhood. I emphasized American police 

by law are prevented from randomly choosing 

citizens to shoot or harass.  As the medical interpreter 

relayed what I said, I could see the lines of concern 

etched in her forehead and around her mouth smooth 

and almost vanish.  How frightening to come to a city 

where you have no understanding of the events 

around you, only to see the events that drove you 

from your home nation replicated within months of 

your arrival in a supposed place of asylum.  I let 

Maya N. know that if she had other things she feared, 

to tell me. Perhaps I could assist her, if not allaying 

her fears, at least in understanding what was 

happening to cause her fear.  I learned she was handy 

with yarn.  I procured bags of it for her to knit and 

weave with.  

And an amazing thing happened. The 

seizures died away.  Slowly they decreased, initially 

to once daily, then to one or two times per week.  

Currently she has one spell per month and she is only 

on citalopram.  Her sons now have employment 

outside the home. Maya looks happy.  Does the credit 

go to the medication, cognitive therapy, a feeling of 

safety, or to the yarn? I honestly don’t know. I can 

see Maya is recovering and I no longer dread seeing 

her on my schedule.  In fact I love having her come 

for a visit.  We greet each other like old friends who 

go back a long way. I think that is the trick to 

managing patients with behaviors we find abhorrent.  

Somehow we must suspend the judgment, work as 

hard as necessary to understand them and then we 

need to love them. 

Discussion:  

The evaluation and treatment of patients with 

psychogenic pseudoseizures requires a joint collab-

orative effort of neurologists and psychiatrists. Such 

is not the case in many instances, however. Once the 

diagnosis of psychogenic pseudoseizures is made, 

neurologists and psychiatrists are often unsure how to 

best proceed. This phenomenon was clearly 

exemplified at a meeting held in New York City in 

March 2001 called Psychogenic Pseudoseizures, 

Dissociative Disorders and Brain Stimulation in 
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Neuropsychiatry: Meeting the Diagnostic and 

Management Challenges. PNES can also occur in 

adolescents and young children. More common 

psychogenic (stress-induced) symptoms in these age 

groups include headaches and stomach aches. Most 

of the points made in this guide apply to children as 

well as to adults. Young patients generally differ 

from adult patients only in that the stresses are 

typically less severe and are often related to the 

stresses experienced by younger patients, such as 

school or dating. Children and adolescents also have 

a higher rate of recovery. 

People who have psychogenic seizures do not always 

have control over their behavior, especially in the 

early stages. The seizure is a response to a feeling or 

event controlled by a part of the mind which may be 

unavailable at first, and until the person learns to 

work with that part of the mind to achieve seizure 

control she will need support and assistance from 

others to keep herself safe and to remain willing to 

make the often painful journey to wellness. 

It is important that people, including medical and 

psychological professionals, learn about psychogenic 

seizures, their causes, and treatment. Daily life for 

someone with pseudoseizures can be improved 

dramatically if therapists or treating professionals 

like nurses, and doctors know how to treat the 

underlying cause effectively. Treatment is most 

successful when the person is encouraged to explore 

his/her own feelings and assisted in learning to cope 

with the feelings in new ways. 
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