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Lesson of the week
Misdiagnosis of epilepsy in patients prescribed
anticonvulsant drugs for other reasons
M Oto, A J C Russell, A McGonigal, R Duncan

Up to a fifth of patients referred to neurology clinics
with refractory epilepsy have psychogenic non-
epileptic seizures.1 Sexual abuse has been suggested as
a cause in some patients,2 but in many the aetiology
remains unclear.

Anticonvulsant drugs are now commonly used for
indications such as pain or stabilising mood.3 We
describe two patients who were prescribed anti-
convulsants for reasons other than epilepsy and who
went on to develop blackouts that were misdiagnosed
as epilepsy. Misinterpretation of anticonvulsant treat-
ment as evidence for epilepsy was a crucial factor.

Case reports
The patients were assessed at the Glasgow non-
epileptic seizures clinic between January 2000 and May
2001. Video electroencephalography confirmed the
diagnosis of non-epileptic seizures. Prolonged inter-
ictal electroencephalographic recording and detailed
analysis of eyewitness accounts of attacks showed no
evidence of concomitant epilepsy.

Case 1
A 62 year old man with no predisposing factors for
epilepsy had a history of insulin dependent diabetes.
He was prescribed carbamazepine in January 1998 to

control his severe neuropathic pain. In June 1999, he
developed brief attacks, which consisted of tremor with
occasional loss of responsiveness. Investigations
included brain computed tomography and electro-
encephalography. His computed tomographic appear-
ances were normal. Two attacks occurred during
electroencephalography, and no epileptiform abnor-
mality was seen. Despite this, the patient was referred
to a neurologist with “possible epilepsy.” He was
prescribed sodium valproate because of lack of efficacy
of his previous anticonvulsant, carbamazepine.

The attacks did not respond to anticonvulsants, and
he was referred to a non-epileptic seizures clinic in
August 2000 because of doubts about the cause of his
seizures. A diagnosis of non-epileptic seizures was con-
firmed and anticonvulsant treatment was withdrawn.
The patient was referred to a psychologist and became
attack free. He remained so in May 2002.

Case 2
A 29 year old right handed man presented in 1995 with
pain, spasm, and tremor of the lower right leg. He had
division of the terminal filament for a tethered spinal
cord, which was thought to be the cause of his
symptoms. He improved, but in 1996 he was readmitted
to hospital with paraesthesia and leg spasms and was
prescribed carbamazepine by a neurologist.
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Carbamazepine was continued until 1997, when he
had several emergency admissions to a different hospi-
tal for painful leg spasms. During these admissions he
had episodes of apparent loss of consciousness with
“shaking” of the right leg. Electroencephalography
showed non-epileptiform abnormalities. However, the
report raised the possibility that the changes were due
to epilepsy. A discharge document from one of these
admissions stated that the patient had had generalised
seizures for six months and right sided focal seizures
for many years.

By early 1998, his symptoms of leg spasm and pain
had subsided, but he was reporting episodes of gener-
alised jerking and loss of consciousness. Electroen-
cephalography at this time was reported as showing
abnormalities that sometimes had “an epileptiform
configuration.” After an episode later in 1998, he
attended the accident and emergency department of
another hospital and was treated with intravenous
diazepam for what were referred to in the case record
as “prolonged epileptic seizures.” It was noted in the
discharge letter that “he has had focal seizures for
many years and continuation of his usual car-
bamazepine is recommended.”

In 1999, he was re-referred to a neurologist after
admission to a general hospital, and the referral letter
mentioned the possibility of pseudoseizures. The
interictal electroencephalogram was again reported as
showing non-specific abnormalities. He continued tak-
ing carbamazepine, which was by now referred to in
the notes as anticonvulsant treatment. At review, the
neurologist expressed doubt about the diagnosis, and
in 2000, the patient was referred to an epilepsy special-
ist with the possible diagnosis of non-epileptic seizures.
The diagnosis was confirmed by video electroencepha-
lography. His past electroencephalograms were
reviewed, and it was felt that in fact there had been no
clear epileptiform activity.

Carbamazepine was withdrawn, and the patient
was referred to a psychologist. Apart from a short
relapse, he has remained attack free.

Discussion
Patients with non-epileptic seizures are often pre-
scribed anticonvulsant drugs because of misdiagnosis
of epilepsy, and many have been taking these drugs for
some time.4 The drugs are not normally prescribed
until after development of the attack disorder.
Therefore, although anticonvulsants might have a role
in maintaining or reinforcing non-epileptic seizures in
these patients, they are not usually a credible cause.

In our patients, however, prescription of anticon-
vulsant drugs preceded the development of the attack
disorder by at least a year. It was clear from the case
notes that the anticonvulsants had an important role in
determining doctors’ beliefs about the diagnosis. This
may have been particularly important when patients
presented to accident and emergency departments,
where case records are not readily available and medi-
cal history may be inferred from drug history.

High levels of suggestibility have often been
reported in patients with non-epileptic seizures.5 A
developing medical assumption that anticonvulsant
treatment was being used for epilepsy may also have
influenced our patients’ beliefs. A doctor reading in the

notes that the patient was taking anticonvulsants might
direct initial questioning to episodes of loss of
consciousness, possibly even mentioning epilepsy, thus
suggesting the symptom and the disease to the patient.
This may contribute to the genesis of non-epileptic
seizures.

Although the prescription of anticonvulsants
seemed to be the main factor in the assumption that
these patients had epilepsy, electroencephalography
also contributed. In the first case, no changes were seen
during attacks recorded by electroencephalography.
This finding would normally be regarded as highly
suggestive of non-epileptic seizures, but in this case it
was ignored. In the second case, over-reporting of
non-specific abnormalities clearly reinforced the diag-
nosis of epilepsy once the attack disorder was
established. One study has identified overinterpreta-
tion of such abnormalities as a common reason for
overdiagnosis of epilepsy.6

In both our patients non-epileptic seizures took
over from the original complaint and became the main
health problem. Such seizures are associated with
social and economic disadvantages as well as iatrogenic
risks associated with the emergency treatment of
pseudostatus epilepticus7 and long term anticonvul-
sant treatment. The effect on patients’ lives and the lives
of those around them is profound.

A mistaken assumption that anticonvulsant drugs
are prescribed for epilepsy may contribute to establish-
ing an erroneous diagnosis and may play a part in the
genesis of non-epileptic seizures by influencing
patients’ beliefs. It is important that the prescribing
physician is clear to patients and other doctors that the
anticonvulsant drug is not prescribed for epilepsy.
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