
Case Report Mathews Journal of Psychiatry & Mental Health

https://doi.org/10.30654/MJPMH.10035
1

INTRODUCTION

Epilepsy has varied presentations leading to confusion in diagnosis [1]. 
Atypical features like episodic hallucinations, rage attacks, secondary 
enuresis, and episodic nervousness with sensory, autonomic, and 
motor symptoms are already present in the literature [2]. The limited 
understanding regarding clinical presentation leads to epilepsy having 
a huge burden of disease. This case demonstrates the identification of 
seizure disorder on basis of detailed history and electroencephalogram 
findings, despite having an atypical presentation and normal neurological 
examination.
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CASE PRESENTATION

KP, a 7-year-old, male child, studying in class one, belonging to a Hindu 
nuclear family of middle socioeconomic status presented with chief 
complaints of aggression and refusal to go to school for the past 2 months. 
The boy was maintaining well when suddenly he started to appear 
lethargic. In the beginning, he would get ready for school, but appeared 
hesitant in going there, not giving any reason despite repeated questioning 
by family members. A month later he outrightly refused to go to school 
not giving any reason. Family members also noticed that he was more 
irritable than before. As lockdown was instituted, at home his irritability 
became more pronounced. He started beating his younger sister without 
any reason. When family members tried to stop him, he would hit them 
too. At one moment he would behave normally and later he would start 
throwing things at them. It further progressed to him hitting himself, and 
banging his head on the wall without any provocation. Such aggression 
lasted for around one to two hours during which the child would not be 
managed by parents, occurring 3-4 times a day. He would calm down by 
himself. He would appear not to remember these episodes. After it, he 
would usually stay silent and keep to himself. His interaction with family 
members also decreased. He stopped playing with his sister or friends 
with him being mostly confined to his bed. When he would walk, his gait 
was abnormal, walking on his toes, while inverting his feet leading to 
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calluses on his toes. When he was normal, he would roam 
in the house or watch TV and minimally communicate with 
family members. His sleep was also disturbed during this 
duration as he would awaken at night multiple times. As he 
would not communicate at all with his parents, they brought 
the patient to us.

On further exploration of history, it was noted that the 
patient was born preterm at seven and a half months of 
gestation after a normal antenatal period. He was born via 
a Caesarean delivery done due to fetal distress and bleeding 
per vaginum. He did not cry at birth and was kept in an 
incubator for around a month. As a baby, his weight was 
less than normal. He was also not breastfed and had been 
given cow’s milk. Developmental delays were noted, and 
school performance was also below average, though there 
had been no disciplinary complaints before. While growing 
too, his weight gain was below normal and there were also 
hospitalizations in the past twice due to high-grade fever, 
which improved after five days. His family history showed 
that his mother had a daughter before him via Caesarean 
delivery, who died due to unknown reasons three days after 
birth. His premorbid temperament and personal history 
were noncontributory. A detailed neurological and routine 
blood and urine examination revealed no abnormality. The 
psychiatric assessment showed below-normal intelligence. 
On initial assessment, the child has prescribed risperidone 
and advised IQ assessment. No response was noted after a 
week, and he also started to urinate as well as defecate in his 
clothes. The patient was advised of electroencephalography 
which showed generalized epileptiform discharges. On 
neuroimaging, no abnormality was detected. After a 
neurology consultation, the boy was started on syrup 
valproate, 500mg BD after which he showed improvement 
as his interaction improved, aggression decreased, and gait 
improved, and presently, he is maintaining well.

DISCUSSION AND CONCLUSION

India contributes 12 million cases to the global burden 
of epilepsy [3]. Rates of misdiagnosis in epilepsy are high. 
Differentials include non-epileptic staring spells (52.8%), 
psychogenic nonepileptic seizures (10.3%), syncope (3.4%), 
dystonia (3.4%), and parasomnias (3.4%) [4]. Aggressive 
behaviors have been seen in the post-ictal phase. A 
prolonged post-ictal phase can lead to cognitive deficits [5] 
as seen in our patient. Stable gait disorders in the pediatric 
population with epilepsy have also been noted [6]. Change 
in behavior has been noted in the literature as one-half of 
children with behavior problems have an abnormal EEG [7]. 

Gait disturbances are also seen in psychogenic nonepileptic 
seizures [8]. Gait disturbance and seizures have been seen in 
genetic syndromes like Dravet syndrome [9] and Angelman 
syndrome [10].

Detailed descriptions of episodes by patients and witnesses 
can help in accurately making the diagnosis. The evaluation 
should look for core features of epilepsy: unprovoked, 
sudden onset, and paroxysmal. Duration should not rule out 
epilepsy as it may be presenting feature of subclinical status 
epilepticus.
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