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In 2003, I wrote a commentary in Epilepsy Currents' on a study
by Reuber et al that investigated the outcome of 164 adults with
psychogenic non-epileptic seizures (PNES) 4 years after diag-
nosis.”> Their findings were rather disappointing, as 72% con-
tinued to experience persistent events and more than 50% were
dependent on governmental aid. At that time, we lamented the
disappointing state of treatment of PNES and neurologists’
attitudes toward these events of “diagnose and adios!”

Clearly, neurologists’ attitudes toward PNES are out of synch
with the realities of this condition today. First, PNES are rela-
tively frequent, as they account for 11% of convulsive events
evaluated in emergency departments (ED), 8% to 12% of con-
sultations in “new seizure” clinics and 30% of patients referred
to epilepsy centers with a presumed diagnosis of intractable
epilepsy.® Their annual incidence has been estimated to range
from 1.5 to 6.17/100.000.> Psychogenic non-epileptic seizures
are recognized throughout the world, but their prevalence in
developing countries has yet to be established because of limita-
tions in the access to diagnostic studies.* Yet, even in developed
countries (eg, United Kingdom), there is a significant delay of 5
years between the onset of the disorder and diagnosis.”

There seems to be a growing interest in PNES, as to date,
they have been the source of 1584 PubMed citations and 338
000 Google hits. In this commentary I review, the advances in
our understanding of PNES since the 2003 commentary reas-
sess the role of neurologists in their management.

The recognition of PNES as one of the conversion disorders
(after years of resistance) by the American Psychiatric Associa-
tion in their Diagnostic and Statistical Manual of Mental Disor-
ders Fifth Edition (DSM-5) appears to have been a “major
accomplishment.”® Yet, the inclusion of PNES in the DSM-5 was
more a political gesture and an unavoidable acknowledgment of a
condition that had been known to neurologists and mental health
professional alike since the 19th century.

Studies performed in the last 2 decades have expanded our
appreciation of the pleomorphic nature of PNES not only on the

complex clinical manifestations of the psychiatric profile but
also in their association with comorbid neurologic, cognitive,
medical and sleep disorders.”® For example, a patient’s psy-
chiatric picture may meet diagnostic criteria for a mood and/or
anxiety disorder associated with a post-traumatic stress disor-
der (PTSD) and a dissociative disorder with or without a per-
sonality disorder (particularly, clusters B and C).” Furthermore,
PNES may be one of several conversion disorders affecting the
same patient, as other functional motor and/or sensory symp-
toms can be often identified, concurrently, preceding or after
the remission of PNES.®

Cognitive difficulties are the source of a common complaint
but often they may not be demonstrated in neuropsychological
testing.’ They may be an expression of a comorbid mood disorder
or may reflect iatrogenic effects of anti-seizure drugs (ASDs) and/
or frequently used pain medication (see below), and in some
patients, they may represent a functional cognitive disorder.'®

Chronic pain is very common, reported in more than 80%
of patients,”!'"'? including fibromyalgia, low back, and cer-
vical pain. Furthermore, intractable migraines and/or mixed
headache disorders are very common neurologic comorbid-
ities, having been reported in up to 60% of these patients.
These pain disorders have resulted in a higher risk of opiate
use and abuse, with some authors reporting opiate use in 14%
to 32%.'*"

Sleep disorders are also frequent comorbidities, having
been identified in 30% of PNES patients,'* including obstruc-
tive sleep apnea, periodic limb movement disorders, and sleep
disturbances associated with other comorbid psychiatric dis-
orders such as early night insomnia and/or middle of the night
awakening or nightmares which can be part of a comorbid
mood and anxiety disorder and/or PTSD.!® Finally, epileptic
seizures can occur in 5% to 40% of patients with PNES. The
higher comorbid occurrence is significantly more likely to be
identified in patients with intellectual disability and in
children.
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In the last 15 years, there have been significant advances in
the treatment of PNES, with the establishment of cognitive
behavior therapy (CBT) with or without a selective seroto-
nin-reuptake inhibitor (SSRI) antidepressant.'®' For example,
one randomized trial compared the efficacy of CBT, CBT +
sertraline, sertraline alone, and treatment as usual. Cognitive
behavior therapy with and without sertraline yielded a signif-
icant reduction in events, psychiatric symptoms, and improved
global functioning.'® Yet, complete freedom from events was
achieved in less than 50% of patients.

These data clearly indicate that there is more to PNES than
the actual events. The complexity of the psychiatric clinical
manifestations coupled with the frequent comorbid medical and
neurologic disorders illustrate the challenge that clinicians face.
Ideally, an integrated multidisciplinary team composed of a neu-
rologist, a psychiatrist and a psychologist is necessary to develop
a comprehensive diagnostic evaluation and treatment plan for
PNES. So, neurologists who consider their role to be limited to
“diagnose and adios” must accept that their role just begins with
the establishment and the presentation of the diagnosis. Indeed,
their first aim is to ensure that patients and family members alike
have clearly understood that they do not have epileptic seizures,
that these events do not cause brain damage, and therefore, that
taking the patient to the ED should be avoided. Patients must
know that they have a neurologist taking care of them and whom
they can call when the events recur (and they will recur!). This
will minimize or avoid their visits to the ER, which poses the
higher morbidity and mortality risks, as they may be restarted
with high doses of ASDs and worse, admitted (unnecessarily) to
an intensive care unit (ICU) (reported in 30% to 50% of patients.

The neurologist must oversee the discontinuation of
ASD, unless the psychotropic properties of the drug is yield-
ing a therapeutic effect for comorbid psychiatric or pain
disorders or unless the patient is suspected or known to have
comorbid epileptic seizures, which may be in remission with
the ASDs. The neurologist is also needed for the diagnostic
evaluation of other conversion disorders that may be con-
current or may develop after the diagnosis of PNES and
hence avoid costly workups and hospitalizations. Further-
more, the frequent comorbid headaches and migraines and
sleep disorders will require the neurologist’s intervention.
Finally, since many patients may continue to experience
their events, it is likely that they will be taken to an ER
at one time or another. Having a neurologist that the ER
physician can call and that can explain the nature of the
events will save unnecessary administration of ASDs and
admissions to the hospital or to the ICU.

In summary, 17 years later, we have seen significant
advances in our understanding of the complex and pleomorphic
nature of PNES and of treatment strategies that we can offer
patients. The role of the neurologist in the treatment process is
fundamental so hopefully the attitude of “diagnose and adios”
will become a thing of the past!
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University of Miami Miller School of Medicine, USA
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