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* Only 2-5% of adult referrals are to determine whether nocturnal

paroxysmal events are epileptic or not. BEER 1A N R A TAMNAFEE
0)%%)”:']‘G%é%é(iﬁﬁﬁﬁt)@—l:%ﬂéh‘((éz—5%[:@”?7&“["0j

N

» Most patients with epilepsy referred to us already have the

diagnosis. F 7 DEEER 3 —(KBFEAEDTANAEBREILT TIC
A DLNTULVS,

N |
» Paroxysmal nocturnal events in referred adults are most often NREM

disorders of arousal (DoA).BEEE D FE/EDHF I BRI TSN TS
A DI(FEAEIEZNREM disorders of arousal (DoA)TH B,



Primary Sleep Disorders
Common in People with Epilepsy

TANAVRBAEICI( R o HEEIREEERE

30% of adults with epilepsy had sleep/wake complaints vs. 10% of controls:'
BRATADNABBDI%IIER. REEICEIT H5FRZHY
IEEarA—)LTIE10%

Most often sleep maintenance insomnia (52% with epilepsy vs. 33%
controls);' ZLIFEEREFHERHEDFIR(CAMDAEBETIES52%. IEFIVE
A0—)LTIX33%)

35% of 133 adults with epilepsy (mean age 38):1

133 DA TANAEE CEHEE38R%) D35%TIE.

Complain of excessive daytime sleepiness (EDS):> HHDIR&SZEHFZ -

Symptom of EDS correlated best with moderate-to- severe depression

on the Beck Depression inventory. HH®DIRX IEBeck Depression
inventoryICH ITAHRFENCEEDS> DREEMEENEHLNT-

REFs: 1) Khutami R et al. Seizure 2006, 15.299-306,
2) Jenssen S et al. Epilepsy Behav 2006;Dec 9, 9(4).632-5.



Epileptic Seizures and Epilepsy
TADARIELETADATEEE

Epileptic seizures: TA N AFEELIE

Are paroxysmal behavioral events due to temporary excessive synchronous
electrical discharging activity of groups of brain neurons resulting in stereotyped
clinical and electroencephalographic(EEG) changes; —a—RBYN—RHTEE
[CRIBAL=IREZ T AT EICKY B BZERRIERERR EDEILZE T HFAE
HZEA Nk
They have a beginning and end; usually progress in a stereotyped orderly
sequence;
[REITIRFEYERDYLHY . ERINE (WDOLEC)EIRTERT S
Vary widely in type and severity. FA4TEEEEIEZIKICHT=S

Epilepsy: TAMNAJEIERE &I

A chronic disorder characterized by recurring unprovoked seizures.
BEREDGELD, TADAREZRYRT BIEEKRE

Role of EEG in Epilepsy:fixiiE @ % E|
|dentifying interictal epileptiform activity (IED), seizures (SZ) and specific EEG

patterns that accompany epilepsy syndromes. FE R R B D fixi i & (IED). T
ADAFELIE(SZ). TADATEIREICLETHAIFENLGINKITRZEET 5




Epilepsy + OSA = Older, Male, Sleepier, Heavier, Late-

onset or Worsening Seizures
ThhABE+0SA= ﬁ'* Bt BK. IBE. EHRELLIETANAREDEE

One study found 73% of men and 30% of women with new onset epilepsy
after age 50 had OSA (AHI > 5);' 50 L E TRELF-TADNABEDBIT3% .
ZHE30%IZOSA (AHI > 53 RTET B)MERDH LN T-

Another study found 10% of 283 adults with epilepsy (mean age 33) had OSA:
OSA more likely in those who were male, older, heavier, sleepier (Epworth
sleepiness scale >10), had first SZ at an older age, and/or worsening of
epilepsy.? 283 DA TANAEE (FHFim33m) D10%ICOSANERHLNT-. B
E. Stn. B, IR (ESS>10 ) . EEMFEED TANA, TADAREIEDIEELZEDE
FLOSADEENRHLNT=

REFs. 1) Chihorek AM et al. Neurology 2007; Nov 6,;69(19):1823-7;
2) Manni R et al. Epilepsia 2003;44(6):836-40



Sleep and Epilepsy are Common Bedfellows
E HE&‘C/uh\/ulati?U,%')ﬁE

Many epilepsies occur partlcularly S
or exclusively in sleep;

TL\ HLLIFERRR A (S T—(#EL%)_&
AN XS .
NREM 2 sleep facilitates seizures
and inter-ictal epileptiform
discharges (1EDs);

IR CIL CANARIEL. % |
RS 42 B 0D B S 22 (IED) AS A 409

REM sleep (a desynchronizing Total or partial chronic sleep
sleep state) inhibits IEDs and deprivation provokes seizures in
almost all types of seizures. some people and IEDs in many.

REMBEERR T3 GERIERET4E D HEER/Z D
lead SERZENH DO EIE 7RG EEIRZERIC KL
TV TABARIES, EDBELITAN ) of gL 0T <Y, $<OB
&IEDAEZ B



Interictal Epileptiform Discharges
RIERRFOMNKEES

« Characteristic features of interictal
epileptiform discharges (IEDs):
FEAERR R B D Bix i 2% D 1

* Waveform stands out/breaks from
background in frequency, amplitude
and/or field;

BRadnoEIRE. kg, BEICHL
gi’ﬁ%b(lis BmagzillATLED
D

* Ascent of discharge more rapid than
descent.

FBEDILL EAYF. TYLYERIET
B

* Has an epileptic field (involves more
than one adjacent electrode);
BENFE CSH(EHRDEBTREDL
na)

* Often followed by a slow wave (not
essential but nice).

RN ZDRICHETENSLNWMEAT
[FZEWARIIDORR)




Spikes, Sharps and Complexes
PIES R . Wam

U\/\w B ;f DWWN

Spike-wave Sharp-wave Spike-wave complex  Polyspike-wave complex

Spike (A)R#;B: Pointed transient with steep ascent and more prolonged descent
which lasts 20 to 70 milliseconds; e D & >F-—@B DR TRIRAIILE EAY L4
RO TYZFFLH20H5 570 msecﬁ‘m'é'é

Sharp wave (B)$i/5: similar to a spike but the wave lasts 70-200 msec. g ERELC
O R AN 70515200 msecTH D

Spike-wave complex (O)FRERFEE S spike followed by an after-coming slow
wave and slow wave often of higher amplitude than the spike; #iiR &EZ D HED TR
BNEELEZLD. RIRIEZLDIGERIEA R LY KREL

Polyspike-and-slow wave complex (D)% fRR K &: multiple spikes followed by
an after-coming slow wave, and slow wave often of higher amplitude than the
spike. ZH T HMKICEDHEDRENERLIZL D, RIRIEZLDIGEIRIBHIFRIK LY
REL



Sleep People Can Learn to Identify IEDs

ETCESHEIITES
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Fpz-F4
F4-Cd I
C4-P4 I
P4-02 I
=0 I
G2 I

ot 5 A

lsec
—

* Note frequent right central maximum spike-wave discharges during NREM 2

sleep in a child with benign rolandic epilepsy.
BEAR ER FE2ICHB L\ TCAICTRIR 32805

REA—ZSFTADADIPMNETIE

If temporal channels were recorded the discharges would also involve
the midtemporal scalp regions. {AIZEERD EABA H AL IE . FRIK P HEEERD
BERR BB THEHRIND(RIEO—ZF TADADEE)



Can You Spot the IEDs in this PSG?
CDPSGOHTENMIEDMHLMNYET M ?
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Ictal EEG Patterns
in Sleep-related Seizures

HEREETANAFEEIC
& 17 D FEAF B AR

Often obscured by muscle or
movement artifact; FER. HLLITE
DT —FI7IFTRABVDIENS L
Typically rhythmic activity which
evolves in frequency, amplitude,
and field: BIMICITREREK. Rig. BE
AIRRICIE KT DR EDEE
Can be repetitive spikes or sharp
waves, but often repetitive
waves of any frequency; RiEH%
DFEPEIK THAELH AN, Z<IE
EALGRIRBDEFHTHLEIND, RIEM
[CELCLHES
Suppression or depression of EEG
background activity; & sMkiEESIE
Flsndn, LLLIFIET IS
Often followed by post-ictal slowing.
ZLDGERERDRRIENHDND




Clinical onset
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Interictal EEG JE /£ B 5
shows left frontal and bifrontal
sharp wave (red arrow). ZE B8]

i {BIBTERAR IS B (FRREN) A3 D

—de 8
~HB 3

Ictal EEG: #/EBFIN:K Mild flattening of EEG background at electrographic
seizure onset (blue arrow) then rhythmic fast activity over left
frontotemporal region (green arrow). $ 4k B sR B

7Y (FXRE) . DLWTERIEEABICEENME DR IR D EBN L7375 (K ED)

EBORMIEA/NSC




INDY LZTIZETBDETAPSGOE

Atypical, stereotyped or repetitive clinical features;

SEHBIAT, W OLRILEERAT. REMDOERZET H5E

Begin or recur in adulthood; Bl ARJE. TLLITRABAICEELIZGE
Frequent (> 2-3 times per week); &SHE (1:8E(Z2-3EILL L) ICKEILIHEE
Are potentially injurious or caused injury to the patient or others;
RAAPMADNZETEETNLHHN. LLLEZELI-GZE

Disrupt sleep-wake schedules of patients and family;

AN REOERREEORTD1—ILEKITEHGE

Complaints of excessive daytime sleepiness or insomnia;
BREIDBEDEI[CAEDHFANSHSEHE

Symptoms suggestive of sleep apnea or periodic limb movements (PLMs);
HEAR B P IR CR B R EB Z e O B D RD B DT

To confirm REM sleep behavior disorder (RBD); RBD##§:29 5155

Could be seizure-related but the initial clinical evaluation and a standard
EEG inconclusive.

TADNARELERONDA., BRRERCEE DRK TIIERNTENGS



Adult Parasomnia Red Flags

BADINTGY LZFIZHEITBLYE 59T (BIRTGEIR)

Diagnostic feature [ FRAE 1k

Adult onset or late recurrence of “sleepwalking’ or
“sleep terrors”
A FIESLLIEBRFE M ICEF L T-sleep walkingt>sleep

terrors

Episodes are potentially injurious or caused injury to
themselves or others;

ZEDBIRENHLHEE. LLLIEERICRKABLITEA
LIS D25 LT

Spells occur just after sleep onset or during a brief

daytime nap

ABRZICIZELEY, BELWRERICALHFHE
Multiple episodes per night —B:(ZfaI[E£ELC S FHE

Acting out dreams, easy to awake from behaviors,
particularly in second half of night ZDRNZEIZH{E>TIT
L. EELOI BREDZRFIZELD

Spells are stereotyped
EREE (WDERECEIR) 51

Daytime sleepiness, un-refreshing sleep, symptoms
suggestive of sleep apnea, restless legs, panic or
dissociative attacks

BROES. RREOLVEER., LLTERET HER (B
AREF LR, RLS, N RIEOREBEMERE)

Diagnostic consideration ZEJ &2

Other sleep disorder triggering or other parasomnias

fth DRERREAEFR B FIZTHEE L TS, BLLIED /5y
YA g

Mandate for video-PSG
ETAPSGHA LA

Sleep-wake transition parasomnia or sleep-related
epilepsy
EERRERITHICELS/\FYLZTELULLITERED T
D AFELE

REM sleep behavior disorder, sleep-related epilepsy

REMEEIR{ITEIEEE . BIEBO TANARE

REM sleep behavior disorder
REMEEIR1TEN R EIE

Sleep-related epilepsy
HEARBEETAMA

Consider other primary sleep disorders such as sleep
apnea or restless legs precipitating parasomnias.

REE AR B SR L IR AE (R B ORLSHY NSV A= 7 EBALSE TLY
BEREMZZE R T B
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 Events are stereotyped, repetitive,
explosive;

FEENERER. BYRT, BLLEIE

* Frequent (> 2-3 nights per week);

S8 (1:8/I22-3ELLE) IS

* Multiple times a night;
—BRIC{AIEISE S

¢ Just after falling asleep, after awakening
in morning, anytime of night;
ARER. REEER. HLJIIREERD
ECDFRTHETD

¢ Occasionally during a brief nap or when
awake.

FFICITEVWRERCRERICHELD




Sleep Center Realities-2
iRt A—DIIRE—-TD2

Sleep-related hypermotor seizures most
likely to be referred to sleep specialists:

HE R 5P D 13 E B TA DA FE/E (X EEIRE P
ECHBSha I ENZLY

Often misdiagnosed as:
UTDEIGEREBICEREZIND
Sleep terrors; WEAE
Confusional arousal; $SEL14 & EE

Nightmares; B2

=

Panic or dissociative attacks;
INDYDFAE, MR FAE
Paroxysmal nocturnal dystonia;
REFEES AT
Video-EEG, occasional secondary
generalization or seizures awake led to Most hypgrmotor seizures emanate from thg frontal
recognition of this epilepsy syndrome. Iob(_a: a third from temporal lobe, a few from insular
S TR = =0 4 e 4> i region.
1%;2%&§®(QH??%§%$$§§£§22 [FEAEDBES TANARIEITRIEEENSEL D,
AL COESHETADAERED HIBEE CADAIFAIBEETANADIZ D1 (DIEE)
e e b LD o b A T.HEBEEDEELFIEINSGBALLELSEDLH S




Partial Seizures Activated by Sleep Most
Often Frontal Lobe in Origin

R ICE O THERSNDE T RIED ZIREEEHKX THS

Localization of Partial
* Most sleep-related Sleep-related Seizures

seizures from frontal BRI REDBE
lobe and NREM 2

sleep.

[FEAEDERICE>THHES
NAOTANAFREEILHIEEER

=

™ Frontal

M Lateral

X TNREM2[ZXEL S Temporal
* Synchronizing nature " Mesial

of NREM 2 facilitates Temporal

seizures. 522;;%;’;1

HEAR B R 21 &L T (IR AY)
FER9 &MY, TADAFEE
ERXIDEZADNTLD

Herman ST et al. Neurology 2001,56: 1453-9.



Features Suspicious for

Nocturnal Frontal Lobe Seizures-1 L
RREPEAR TADAREZTEOIANSHIE
An abrupt, often explosive, onset awakening the patient from NREM 2
sleep accompanied by: ZBA®D . ZLIFRFEICIRFEY . TD-HICEEF FER
BE2HLREET DANVETUTOIEZED
Sustained asymmetric dystonic or tonic posturing, and/or violent
hypermotor behaviors; JEXFHEDORAR=—TH., LLLITREEHLBEE, F
=B EE D ITE
Thrashing, bicycling, pedaling and/or kicking of legs; frenetic motions of
arms; DI=52K4, BEEFECIOILG RFTIIWEHAEYBALOILTEIE; HL
L\BED ENE
Loud vocalization, eye-opening, look of fear, and sinus tachycardia;
RSVFERE., FHIR. RO XRIE. HIEHEK
Brief, major motor attacks typically last 20-30 sec, <1-2 minutes with little or no
post-ictal confusion or amnesia for the event; ##ElIZEL D, RELESH D RET
HARIZEZLDEEL-257 LT T20-30M B E DFRRE T, FEAERERDE
AL ETEZEFEL
50% arouse seconds before seizure, often conscious during it, unable to control
the movements or vocalization.50%IZHE W T TANAFREEQ B FIICEEEL . FE
REEFEN DD, BB EFZIEDHLNILY,



Features Suspicious for

Nocturnal Frontal Lobe Seizures-2
EERIEEE TCADARELZREINETHIE2

Motor behaviors vary, but fairly
stereotyped for the individual
patient;

EEDERITERREZMN. BRDEEIC
BSWTIHEREERNMTHS (RLERE
£935)

Often occur in a cluster, several
per night, > 30 per month;

wiREAEL T, AIC30EIL LEES

Onset typically 5-7 years, 90%
before age 20;

ZLIE5-TRHEFRIET. 90%D EHE H 205
LHIDRETHS




Sleep-related Hypermotor Seizure
AR EMES TADAFKE

Note explosive onset from sleep, flinging movements of
legs, fairly stereotyped motor behaviors, and abrupt end
with no post-ictal confusion.

BREMICIREY . HERITH DL EIE., FXERMN (EDFH
ELRIL) BhE . BADKRE . BIERDEBIEAGEWNEITTH



Nocturnal Frontal Lobe Seizure with Asymmetric

Tonic Posturing
R E LR BEE A SEETORBEE CANARE

Note head and shoulder elevation, tonic eye deviation, downward pull of her mouth,
sustained posture and rotation, abrupt end with bicycling of legs and rapid recovery

of consciousness.

B, A LEL. RRER. TAOOORE. SHEEOEDEEL, @i, HOBEEEC
ESHBENH>THLERICKEL, TCITBERNEET HEHITER



Supplementary Sensorimotor Seizures with
Asymmetric Dystonic Posturin

CAH-84

Most often this seizure starts somewhere in the frontal lobe and spreads into
the supplementary sensorimotor cortex. ZLDIFZE D TANAFEIEITHIEESE

DEHMIRFEY. iR (BRE) EFFICLA>TCDIIGEREET B,



NFLE Characterized by
Seizures of Increasing Severity

FAEDRENHIBEI DEEREETAIA

= = =

abrupt stereotyped
arousals accompanied by trunk and head
elevation often with vocalization and

stereotyped limb, axial
musculature and/head movements which
last 2-4 seconds.

. A = frightened expression last 5-10 seconds.
INELY AR NGEE D)) _ . .
it RV R BRAOR wimmon LEELERREL, REL
DD RIFEERBICS-107FF#R T 5



Major NFLE Motor Seizure
CAGEIEEES EEJJTEE'C&#&%WUJ?:%L\%{’E

Stereotyped asymmetric tonic or dystonic posturing or bizarre hyperkinetic
behaviors which last 20-30 seconds. FERIZIERFAEREELLIIID AR
THREFFEELLE., T EEEFREMN20-30/FiRd 5,



Paroxysmal Nocturnal Wandering
FFERMGME (REx: mREETELGR)

~ oy -

w

* Paroxysmal walking accompanied by fear and bizarre behaviors last >1
minute (many of these are right temporal lobe in origin) F{EM4IZE
EFWLRITHEF - TIRD U LSBT HAERAEXTHD)



Autosomal Dominant Nocturnal Frontal Lobe
Epilepsy (ADNFLE) ##&#@HEMAEETADA

NFLE is inherited (autosomal dominant with 70%
penetrance) in 30-40% of patients; R fERIZEZE TA/
M AD30-40%ILEEETERBABIEEER K
T LY RBEIXT0%

Seizures usually begin 5-7 years, 90% before age 20
years;

FIE(E5-7TR T. 90%I% 20k LLHI D FAE TH S

Higher incidence of febrile seizures and NREM
arousal disorders in patients and relatives with

NFLE; NFLED BE PRIEICES LN TRETADNA
FEIEONREMEEEZOEERNFL

Clinical features and video-EEG findings similar to
sporadic cases; PIF I LEEERAEIR XPE T A4 i 50
#x £ DT R IXZELL

Lifelong, but SZs often less frequent and milder by
middle age; AEFF#ET DH. REICHELHETIC
HEE. BERHETS

Usually normal neurological exam, intellect and
brain MRI. f#EFTR . X8E. BERIMRIIEER

a One subunitof nAChR

b Cross-section of five assembled
subunits {2x a + 3x B) of NAChR

Change in intracellular ion concentration

Structure of a neuronal nicotinic acetylcholine receptor (nAChR)
Expert Reviews in Molecular Medicine © 1989 Cambridge University Press

ADNFLE most often due to gene mutations in
subunits of neuronal nicotinic acetylcholine
receptor located on chromosomes 8, 15 or 20 and
results in a gain of function; defect selectively
inhibited by carbamazepine.

ADNFLEIZ#{K8, 15, 2012/BELTLS=
AFUMT7EFILA) UZBRS T IR0
BIZHZRIZEDEDTHY ., HeEESED
EENELEIN. HILATEEL THIEIEN S



NFLE and DOA Thought to Represent Release or Expression of
Central Pattern Generators

EHAEETCANALEEREE (L\HPSNREM parasomnia) HH /2 —
VRER (BHEI—EDITHEIT HA=OICTEONTLSHIBEOMBRD_L) T
BEOTREHSNDAEREZ AN TLS

o W i

Standing #23iL
‘Walking %17
Vocalization &=
Eating {EE
-Aggression IE
Sexual behavior Z£JE1T

. ocomotion




Emergence of Central Pattern Generators (CPGs) in Parasomnias
and NFLE /\SYLZFENFLEIZEITEHE/ I — REZROHKE

Central Pattern
Generator Type

HIRNF—VREBRDZ(T

Alimentary {EE&

Defensive/predatory
FriE - &

Emotional B[F

Locomotory 1T

Copulatory “AFE{TE)

Range of motor behaviors
EFDLVANA

Bruxism, chewing, swallowing, lipsmacking &l FEIS.
BT, 45

Biting, teeth chattering, facio-mandibular myoclonus
WHIL WEATFAFI/OY , EHE FEEIAIVA—XX

Universal facial expression (fear) and encoded
vocalizations #EHIAEEERIE ) . BRROBNFES

Pedaling (supine), tetrapod progression (prone), fugue
(wandering), cyclic leg movements, bimanual pedal
activity RAIILEBEOEE (FEAGL . ME ST (BEENGD) L BRE (555
59 5) . AEAEDEEGES), MFTONFILEBTEE

Repetitive pelvic thrusting X&MD& #fi%ES

Both sleep and epilepsy facilitated by AROUSAL can lead to a temporary loss of
control of the neomammalian cortex provoking emergence of motor behaviors which
are CPGs. IRt CTANALREEICI > TEREINYLT LY, TDEIEFTEE D HlfEHH—

FFRIICRINL . PR/ANF—FHARICKOERTEIZEFHKT D,




Sleep Center Realities-3
gﬁEtDQ—@ﬁ%—%ODCB

NFLE patients often have no interictal (or ictal) scalp EEG activity:

NFLETIEEE D RREICTERERMREFIC(ESITIERERICD) REER DT T
EMZLY
20% of NFLE adults have no surface EEG ictal activity during their seizures;
NFLED20% TIFFEERHLREMK TIEIEENR DAL
80% have no interictal activity (normal EEG backgrounds awake and asleep).
80N TIEEERMREFICEENR DMLV (EnbEAREE., BIRFELIER)
827% NFLE children have normal interictal EEGs but all had ictal EEG activity
during seizures; 82%MNFLE®D /MR TIEFE/ER REFICIFIEERIRIZAS . FAER
[CIFEBLGFHNEETEROHLNT:
NFLE diagnosis based on stereotyped nature and clinical semiology of repetitive
events. NFLE®D 2 (X% F#4 (stereotyped) ELND &R Y RSN D FHIEDRIZEET
AMAIZELR BN BNNF—0THSHD (Semiology=4EIx=) T T 5
Good news: if scalp EEG often normal, sleep specialists have fighting chance
to diagnose NFLE based on a cluster of events occurring in one night of
video-PSG.LMNZa—R L LRAMKNEE THofzEL6., BREMEIZF—
BRDE TAPSCTHIBILFEENEZTLIENZ LD TR G (FRAIZ) IELLIEZE
ZDFBF VY ANEZON TSR TH S,

=



Typical EEG of a Nocturnal Hypermotor SZ: Abrupt onset

obscured by muscle activity.
REEEENFEMED BB MK RADHERBIFHER TRALGLGHOTLS
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Muscle Artifact Continues: Impossible to See Anything

Underneath This.
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NFLE seizure ends with bifrontal slowing.
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How Many Channels of EEG Should Be Recorded to Recognize

Seizures in a Video-PSG?
TADNAREEZERDITAE=OICETAPSGTRIEF Yo RILEENEITRRFRTAIRNEN?

Recording 7 or 18 channels and being able to
reformat the EEG into different montages
improved detection only for temporal lobe seizures;
R F v R ILET HBI8F v 4~ )LITHE L TLY
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7 EEG channels were as useful as 18 channels in

recognizing temporal lobe seizures during

sleep;

BEER AP X7 F v RILIEL8TF o RILERTRE
[CTADNAREZRFTED
Ability to recognize frontal lobe seizures by EEG
alone was not helped by either more EEG channels,
slower paper speed, or midline electrodes.
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Why No Scalp-recorded Ictal EEG Activity in NFLE?
FENFLETIERERARERK TRZFSNELDH, ?

] SSMA AREA
(Symptomatogenic zone)

[ MESIAL FRONTAL
LOBE EPILEPSY
EPILEPTOGENIC
[_] BASAL FRONTAL ZONES (SEIZURE
LOBE EPILEPSY ONSET ZONES)
(] CINGULATE EPILEPSY
I PARIETAL LOBE EPILEPSY

Scalp-EEG often false negative because SZs emanate
from orbital-frontal, mesial-frontal or anterior cingulate
regions of frontal lobe.
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Muscle and movement artifact obscure the EEG/PSG;
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A NFLE Seizure with an Obvious EEG Ictal Correlate = Hooray!!!!
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Ictal EEG pattern here is left fronto-temporal maximal fast activity typical of “neocortical” epilepsies;
seizure emerges from NREM sleep (sleep spindles). F{ER ;K CAERIEERIZEEE ICHEAIRIEZHD.
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EEG seizure ends
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NFLE Electrographic Seizure Ends




Note the PSG Appearance of an Electrographic Nocturnal

Frontal Lobe Seizure
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Be aware: central apnea often accompanies the tonic seizure
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Algorithm Correctly Identified 947% of

Paroxysmal Nocturnal Events (n = 120)
UTFO7LTYZXLTREDREESRU DA% DLW TE S (n=120)

NFLE
Explosive
onset Does not walk or stand
: NFLE
LAt : during event
Full arousal at it 2\%%'?] — -
: FAERFICHUVZY, AL
the end of LF=Y LAY DOA
event?
Dystonic posturing or
FEIEOEDYIC _ _ NFLE
=& EHEELT versive head turning
LS h during event
RS ISU AP THE DOA
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Derry CP et al. Sleep 2009,;32(12):1637-44.



Frequency is less than nightly/every
other night;

SEN—BRIC—EBMN_BRIC1 BT OGS
Failure to respond to appropriate
medical therapy;
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Primary sleep disorders (OSA) are
unlikely;

OSA7Z & D HEHR B E R B DRI REE N D70
History of postictal agitation or
wandering;
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Cooperation of the patient
questionable.
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Summary &8

Most undiagnosed sleep-related seizures are brief stereotyped hypermotor
seizures which emerge from NREM 2 sleep;
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An abrupt explosive arousal from sleep accompanied by asymmetric dystonic

posturing or hypermotor activity with no post-ictal confusion or amnesia
should prompt consideration of NFLE;
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EEG often shows no interictal epileptiform or even ictal EEG activity;
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NFLE and many parasomnias probably are a release of central pattern
generators during sleep.
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