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Abstract

Paroxysmal episodes known as “Psychogenic Nonepileptic Seizures (PNES)” are similar to
epileptic seizures but are not brought on by erroneous electrical activity in the brain. An
overview of the epidemiology, diagnosis, etiology, therapy, and prognosis of PNES is given
in this narrative review.

The prevalence of PNES is higher in women and people with a history of trauma or other
mental illnesses. It is estimated to range between 2 and 33 per 100,000 person-years. To
distinguish PNES from ES, a complete evaluation must be conducted, including video-
electroencephalography monitoring.

PNES has a multifaceted etiology that involves psychological and psychosocial elements
such trauma, stress, and other co-occurring mental disorders. PNES is often treated using a
multidisciplinary strategy that includes psychotherapy, cognitive behavioral therapy, and
medication. The individual patient and the underlying etiology have a significant impact on
the prognosis of PNES.

PNES is a complex condition that necessitates a full assessment and interdisciplinary
management strategy, to sum up. Early detection and successful treatment can enhance
results and reduce the need for unneeded antiepileptic medication.
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Introduction:

The medical disease known as “Psychogenic Nonepileptic Seizures (PNES)” is complicated
and frequently misunderstood. PNES are described as paroxysmal occurrences that resemble
“Epileptic Seizures (ES)” but do not involve aberrant brain electrical activity. Instead, it is
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believed that psychological elements like stress or trauma are to blame. PNES can
significantly lower a person's quality of life, and it's frequently misunderstood as epilepsy,
which results in ineffective management and therapy. This narrative review's objective is to
present a summary of the current state of understanding on PNES, including epidemiology,
diagnosis, etiology, treatment, and prognosis.

According to estimates, PNES make up between 5 and 20 percent of all referrals to epilepsy
centers (1). With a female-to-male ratio of roughly 3:1, they are more common in females
than in males (2). PNES can happen at any age, but young adults are typically the ones who
get the diagnosis (3). Although the causes of this are not fully understood, there is some data
that suggests the incidence of PNES may be rising over time (4).

PNES can be difficult to diagnose because its symptoms can resemble those of ES. Video
“Electroencephalogram (EEG)” monitoring, which can distinguish between epileptic and
nonepileptic seizures, is the gold standard for diagnosis (5). Video EEG monitoring isn't
always possible, though, and in some circumstances, the expense can be too high.
Additionally, patients commonly receive unneeded antiepileptic medication therapy for
prolonged periods of time due to diagnostic delays (6).

PNES is a complicated and poorly known etiology. PNES is hypothesized to occur as a result
of psychological variables such stress, trauma, or emotional discomfort (7). Although it has
not been firmly confirmed, there is evidence to suggest that PNES may have a hereditary
component (8). PNES may also be influenced by additional factors, such as neurobiological
anomalies or co-occurring psychiatric illnesses (9).

PNES is treated with a comprehensive approach that may involve both pharmaceutical and
non-pharmacological therapies. In order to achieve the best results, tailored care plans are
required as there is no one-size-fits-all approach to treatment. As a first-line therapy for
PNES, “Cognitive Behavioral Therapy (CBT)” is frequently advised since it can assist
patients in identifying and managing their seizure triggers (10). In some circumstances,
antidepressants and antianxiety medicines may also be employed (11). It is significant to
emphasize, however, that further study is required in this area because the efficacy of
pharmaceutical therapies for PNES is not well established.

The prognosis for people with PNES might differ significantly based on a number of
variables. While some people may spontaneously recover from their seizures, others might
need continued care and monitoring. The prognosis for those with PNES might also be
affected by concomitant mental illnesses, such as sadness or anxiety (12).

Epidemiology:

Since they share many clinical traits with ES but lack the electrographic signs of epileptiform
activity on EEG monitoring, PNES are difficult to diagnose (3). According to estimates, there
are 2 to 33 cases of PNES for per 100,000 people (13). The pooled prevalence of PNES in
adults was estimated to be 7.3 per 100,000 in a recent systematic review and meta-analysis
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(14), with a higher incidence seen in women and older persons. According to reports, there
are 2-3 cases of PNES for every 100,000 people among children and adolescents (15).

The prevalence of PNES is higher in girls than in men, with female-to-male ratios varying
from 2:1 to 9:1. PNES can manifest at any age, with documented onset ages ranging from 4
to 85 years old (16,10). In comparison to patients with ES, patients with PNES had a higher
incidence of psychiatric comorbidities as depression, anxiety, and personality disorders (17).

A history of physical or sexual abuse, various types of trauma, and a diagnosis of a mental
illness, notably posttraumatic stress disorder (PTSD), are risk factors for PNES. In
comparison to patients with ES, people with PNES have a worse prognosis following
epilepsy surgery and are more likely to experience new-onset ES (10).

Delays in the diagnosis of PNES might range from a few months to several years (18). The
intricacy of the diagnostic procedure, the challenge of differentiating PNES from ES, and
healthcare personnel’ lack of understanding of the disorder are possible causes of this delay in
diagnosis (18,19). Furthermore, individuals with PNES frequently respond poorly to
conventional antiepileptic medications, thus delaying the accurate diagnosis.

Clinical characteristics, EEG results, and video-electroencephalography (VEEG) monitoring
are used to diagnose PNES. VEEG monitoring, which records both the clinical event and
EEG simultaneously, is the gold standard for diagnosis. Up to 80% of patients with suspected
PNES had their diagnosis confirmed during VEEG monitoring, demonstrating the high
diagnostic yield of this technique (17).

Diagnosis:

PNES diagnosis is difficult and frequently necessitates a multidisciplinary team approach. A
thorough clinical history and physical examination can yield important information. PNES
may typically be distinguished from ES with the use of a thorough history of the
circumstances leading up to the episode. On the other hand, some people might have both
illnesses, making it challenging to distinguish between the two based just on history.

Many professionals advise video-EEG monitoring, which is regarded as the gold standard for
diagnosis (1-3). Video-EEG monitoring has the ability to record occurrences and offer
conclusive proof of the diagnosis. Additionally, it can help distinguish between epileptic and
nonepileptic seizures by identifying concomitant epileptic episodes and offering useful
information regarding the patient's seizure semiology (20,21).

To rule out other illnesses that can mimic PNES, such as syncope, cataplexy, or movement
abnormalities, other diagnostic tests may be required in addition to video-EEG monitoring. In
order to uncover structural abnormalities that can lead to seizures or rule out other illnesses
like tumors or strokes, magnetic resonance imaging (MRI) and other neuroimaging
procedures may be helpful. A critical step in the diagnostic workup is a psychiatric
examination. Comorbid mental illnesses, such as depression, anxiety, and post-traumatic
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stress disorder, are more prevalent in PNES patients than in the general population (20-22).
These comorbidities can be found and treated with the aid of a complete psychiatric
diagnosis, which can enhance the patient's overall prognosis.

It is crucial to remember that PNES diagnosis is frequently delayed, with an average of 7
years passing between the onset of symptoms and diagnosis (10). This delay can negatively
affect the patient's quality of life and result in needless antiepileptic drug (AED) and other
intervention use.

Etiology:

PNES has a complicated and multifaceted etiology. There is no unambiguous agreement on
the risk factors for PNES, and the underlying causes are not fully understood. PNES may be
linked to psychological stress, emotional trauma, and mental comorbidity, according to a
number of studies. The precise mechanisms tying these elements to PNES, meanwhile,
remain unclear.

According to one view, PNES may develop as a result of psychological pressures pushing
people to engage in unhealthy coping methods like conversion disorder. According to a study
by LaFrance et al., patients with PNES had a higher prevalence of psychiatric illnesses than
those with epilepsy, especially depression and anxiety (3). Increased PNES intensity and
frequency were also linked to certain psychiatric illnesses. In addition, a research by Brown
et al. discovered that PNES patients had a higher rate of childhood trauma than epilepsy
patients, notably sexual abuse (24).

A dissociative reaction to psychological stressors may cause PNES, according to a different
explanation that has been put out. According to a research by Bowman et al., PNES patients
were more likely than epilepsy patients to experience dissociative symptoms such
depersonalization and derealisation (25). This dissociative reaction might be a coping
mechanism for people who have experienced trauma or abuse in the past.

Further data points to the possibility that genetic factors may contribute to the emergence of
PNES. In comparison to controls, patients with PNES had a greater proportion of first-degree
relatives who had epilepsy or PNES, according to a study by Gupta et al. (26). This implies
that PNES might have a genetic propensity.

Treatment:

PNES therapy is difficult and necessitates a multidisciplinary strategy. Reducing the
incidence and severity of PNES while also enhancing the patient's quality of life are the
objectives of treatment. The method to treatment should be individualized to the needs of
each patient and may include psychotherapy, pharmacology, and/or education.

Psychotherapy: One of the most important aspects of treating PNES is psychotherapy. The
most widely utilized psychotherapy modalities are psychodynamic therapy and CBT. The
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goal of CBT is to recognize and change unhelpful attitudes and actions that might be a factor
in PNES. CBT was beneficial in lowering the frequency and severity of PNES in individuals
with concomitant depression, according to a research by Goldstein et al. (27). Exploring the
underlying emotional conflicts and stressors that can be causing PNES is the goal of
psychodynamic therapy. Psychodynamic therapy was beneficial in lowering the incidence
and severity of PNES in individuals with a history of sexual abuse, according to a study by
Irwin et al. (28).

Pharmacotherapy: To treat concomitant mental disorders, such as depression and anxiety,
which may be causing PNES, pharmacotherapy may be used in conjunction with
psychotherapy. Patients with PNES who suffer from comorbid depression and anxiety can
benefit from antidepressants such “tricyclic antidepressants (TCAs)” and “selective serotonin
reuptake inhibitors (SSRIs)”. PNES may potentially be treated with antiepileptic medications
(AEDSs). The effectiveness of AEDs in lowering the incidence and severity of PNES is not
well established, and there is little evidence to support their use in the treatment of PNES (29-
31).

Education: A crucial part of the PNES treatment is patient education. Patients should be
informed about PNES's characteristics and how it differs from epilepsy. Additionally, it's
important to advise patients to keep seizure diaries in order to spot PNES triggers and
patterns. Patient education was successful in lowering the frequency and severity of PNES,
according to a research by LaFrance et al. (3).

Additional therapies: Hypnosis, biofeedback, and relaxation methods are among additional
therapies that have been utilized to treat PNES. The effectiveness of these medications in the
management of PNES, however, is not well established, and there is little evidence to support
their usage (25-31).

Overall, PNES therapy is difficult and necessitates a multidisciplinary strategy. A crucial
aspect of treatment is psychotherapy, and concomitant mental problems may be managed
with medicines. Another crucial element of treatment is patient education. The use of AEDs,
hypnosis, biofeedback, and relaxation methods in the treatment of PNES is not fully
supported by the available research.

Prognosis:

Depending on the underlying etiology and chosen therapy approach, the prognosis for PNES
varies substantially. Untreated PNES can lead to poor results, including increased seizure
frequency, increased morbidity, and lower quality of life. To enhance the prognosis of PNES,
early detection and efficient treatment are essential.

According to one study, PNES patients who underwent psychotherapy reported significantly
fewer seizures and improved overall functioning as compared to those who did not get any
treatment (27). Another study discovered that combining medication and cognitive behavioral
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treatment was successful in lowering seizure frequency and enhancing quality of life in PNES
patients (10).

It's vital to remember that PNES and epilepsy can coexist, and having both can complicate
the prognosis. However, PNES can be diagnosed and treated early to enhance results and
reduce the need for unneeded antiepileptic drug use.

Additionally, according to some research, the prognosis of PNES may be impacted by the
existence of concomitant psychiatric illnesses such depression or anxiety (32). To attain the
best results, patients with concomitant psychiatric problems might need more extensive care
and follow-up.

Conclusion:

In summary, PNES are a challenging and frequently misdiagnosed medical illness that can
significantly disrupt the lives of affected people and their family. It can be difficult to
diagnose, and more research is required to increase the precision and effectiveness of
diagnostic techniques. PNES treatment is multidisciplinary and customized, and additional
study is required to determine the efficacy of various approaches. Last but not least, the long-
term prognosis for people with PNES might differ significantly based on a number of
variables, emphasizing the significance of continued management and support for afflicted
people. Overall, our current understanding of PNES indicates that much more research is
needed to deepen our knowledge of this disorder and create more efficient diagnostic and
therapeutic approaches.
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