Bilateral focal motor
status epilepticus with
retained consciousness

after stroke

Article abstract—Bilateral motor seizures with retained consciousness are
rare and often mistaken for pseudoseizures. In the few reported cases, the
seizures were brief and the underlying lesion usually was a tumor. Here the
authors describe a patient with bilateral focal motor status epilepticus with
retained consciousness after a stroke. A seizure should be considered as the
possible cause of continuous bilateral limb movements with retained con-

sciousness. Key words: Bilateral seizures—Retained consciousness—Stroke.
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Genuine seizures involving both sides of the body
without loss of consciousness are rare and often mis-
taken for pseudoseizures.!® They have been de-
scribed with frontal lobe foci, particularly in the
supplementary motor area (SMA), usually present-
ing as bilateral tonic limb movements.* Patients with
temporal lobe foci presented as oroalimentary au-
tomatism with preserved consciousness.® The dura-
tion of seizures in the previously reported patients
was short, usually less than 2 minutes. A similar
presentation with seizures lasting for several hours
has not been previously described in adults. Patho-
logically, most cases were associated with tumors or
with developmental abnormalities.

We describe a patient who presented with bilat-
eral focal motor status epilepticus with retained
consciousness 9 months after a left hemispheric
stroke.

Case report. A 67-year-old woman was admitted to the
emergency room because of continuous rhythmic clonic
movements of the legs. The movements had started in the
right leg several hours before admission and later spread
to involve both legs synchronously and continually. Con-
sciousness and sphincteric control were preserved through-
out the event, and there were no abnormal vocalizations.
The patient had experienced a left hemispheric stroke 9
months earlier and was left with severe right hemiparesis
and a motor dysphasia. Her medical history also indicated
hypertension, ischemic heart disease, paroxysmal atrial fi-
brillation, and symptomatic bradycardia, which was
treated by a cardiac pacemaker transplantation. She was
not on anticoagulant therapy.

On examination, her blood pressure was 170/90, her
pulse was 79 and regular, and her temperature was nor-
mal. The patient was completely alert and oriented. There
was a motor dysphasia, but comprehension was intact; she
could obey commands during the event. There was a right
central facial paresis. On the Medical Research Council
Scale, muscle strength was 0/5 in the right hand, 2/5 in the
right leg, and 5/5 on the left side. Pyramidal signs were
elicited on the right. Continuous rhythmic clonic move-
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ments were observed in the legs, more prominently on the
right, and involved both proximal and distal muscles.
Blood electrolyte levels were normal. EEG showed contin-
uous rhythmic sharp-wave activity over the left frontal
parasagittal area (figure 1A). This spread to the corre-
sponding area on the right in accordance with seizure
spread to the left leg (figure 1B). Brain CT showed an old
left middle cerebral artery infarction (figure 2). After intra-
venous administration of diazepam, the seizures stopped
promptly and the epileptiform activity on the EEG dimin-
ished significantly (figure 1C). Phenytoin was subse-
quently given with no recurrent seizures.

Discussion. Bilateral motor seizures without im-
pairment of consciousness are rarely documented in
the literature'? and suggest a diagnosis of pseudo-
seizures.” Several cortical areas have been impli-
cated in the generation of bilateral seizures, one of
which is the SMA.* SMA seizures present most often
with brief tonic posturing of the limbs. Additional
inconsistent features are versive movements to the
contralateral side, speech arrest, or alternatively,
abnormal vocalization and a sensory aura. Clonic
movements were observed in some patients but not
as the dominant manifestation of the seizure. SMA
seizures tend to recur many times per day and are
relatively resistant to medical treatment. The clini-
cal features of this patient’s seizure do not support a
diagnosis of SMA seizures.

A different type of bilateral seizure with retained
consciousness was described in two patients with
brain tumors.! Their seizures lasted less than 2
minutes and manifested as bilateral clonic or tonic-
clonic movements of the limbs, mimicking grand mal
seizures. In one patient, the seizures occasionally
involved only the lower limbs, similar to the presen-
tation in our patient. The seizures seemed to involve
cortical motor areas bilaterally without spreading
more diffusely to areas associated with maintaining
consciousness.

Rarely, temporal lobe epilepsy may manifest as
bilateral motor seizures with preserved conscious-
ness.” The usual presentation in the reported pa-
tients was oroalimentary automatism, sometimes
accompanied by hand and body rocking movements.
Interestingly, all of the documented patients in this
group had a focus in the right hemisphere. Indeed,
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Figure 1. EEG showing focal epileptiform activity over
the left frontal parasagittal area (A), which spreads to the
contralateral side (B) and diminishes after diazepam
administration (C).

preservation of consciousness in patients with au-
tomatism was suggested as a lateralizing sign.® Bi-
lateral bicycling movements also were described in
temporal lobe epilepsy, but in these patients, con-
sciousness was not preserved.”

Our patient presented with bilateral focal motor
status epilepticus, which lasted for several hours.
This presentation alternatively may be defined as
bilateral epilepsia partialis continua. Epilepsia par-
tialis continua is thought to be a manifestation of a
focal epileptic discharge of cortical origin,® and has
been associated with various brain insults. Bilateral
epilepsia partialis continua is rare and has been
described anecdotally in children with chronic
encephalitis.®

The clinical manifestation of bilateral lower limb
movements and the EEG findings suggest a focus in
the left frontal parasagittal cortex. It is probably in
the primary motor area, with spread of activity to
the corresponding contralateral area without diffuse
involvement of the cortex. Epileptic foci, which de-
velop after a stroke, usually are located close to the
infarct margin. In this patient, the focus may have
developed in the medial side of the motor strip and

Figure 2. Brain CT scan showing a left middle cerebral
artery infarction.

lead to lower limb convulsions. It may be speculated
that the large middle cerebral artery infarction
blocked seizure propagation to other parts of the left
hemisphere while not preventing its spread to the
contralateral side.

Although consciousness is a difficult term to de-
fine, especially in the setting of epileptic seizures,'®
we assumed that complete alertness and the ability
to obey commands during the event were indicators
of preserved consciousness in our patient. Conceiv-
ably, the epileptic activity in this patient did not
spread to areas associated with maintaining con-
sciousness, such as the reticular activating system.
It was also limited in its cortical spread so that con-
sciousness was not impaired.

Since a seizure is the possible cause of continuous
bilateral limb movements with retained conscious-
ness, prompt treatment with antiepileptic drugs
should be given once epileptiform activity is docu-
mented on the EEG.
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Amnesic
confabulatory
syndrome after focal
basal forebrain
damage

Article abstract—A 73-year-old woman developed amnesic confabulatory
syndrome after a right focal basal forebrain hemorrhage. The confabulation,
despite persistent antegrade amnesia, gradually subsided with improvement
of the frontal executive function. The lesion appeared to disrupt connections
of the medial and lateral limbic circuits important for memory. Simultaneous
dysfunctioning of the two circuits involving the medial temporal and frontal
lobes may be necessary for the development of this syndrome. Key words:

Basal forebrain—Amnesia—Confabulation—Hemorrhage.
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In basal forebrain amnesics, spontaneous confabula-
tion is frequent, particularly in the acute period.!
The patients reported thus far usually had large le-
sions involving multiple neuroanatomic areas be-
yond the basal forebrain,? leaving it unclear whether
the basal forebrain lesion alone caused the specific
amnesic confabulatory syndrome. We present a pa-
tient who exhibited this syndrome after hemorrhage
restricted to the right basal forebrain.

Case report. A 73-year-old fully right-handed woman
was admitted to our hospital in June 1996 because she had
suddenly become forgetful 2 days earlier.

On admission, the patient was alert and had no focal
neurologic deficit. During superficial conversation she ap-
peared normal, but a clinical mental examination showed
disorientation about the date along with disturbed recent
memory. The patient said herself that she was forgetful
but did not appear to worry about it.

During her 1-month stay at our hospital, the patient
fabricated spontaneously. Much of her confabulation was
closely associated with her previous occupation as a tele-
phone operator. In one interview, the patient suddenly got
embarrassed and told the examiner, “There’s a young
woman waiting in another room whom I should teach how
to work as a telephone operator.” On another occasion, she
was found wandering around a neurosurgical ward, where
she asserted that there should be a telephone office at
which she had worked until the day before as an operator.
A nurse had to explain many times that the place was a
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neurosurgical ward and not a telephone office. Because the
patient could correctly state her age, she recognized that
she was too old to work and had retired 45 years before.
Neuropsychological assessment. On evaluation, the pa-
tient was attentive and cooperative. Her language function
was intact. She could repeat five digits forward and four
digits backward. Her verbal I1Q on the Wechsler Adult
Intelligence Scale-Revised (WAIS-R) was 98, and the per-
formance IQ was 96. Her verbal memory quotient on the
Wechsler Memory Scale-Revised (WMS-R) (Japanese ver-
sion) was 72 and that of visual memory was 76. Although
her general intelligence was preserved, the patient had
antegrade memory disturbance in both verbal and visual
materials as determined by the Auditory Verbal Learning
Test (AVLT) (Japanese version)? and the Rey-Osterreith
Complex Figure Test (R-O CFT). In the AVLT, she could
remember 7 out of 15 presented words in the first trial but
did not show any learning effect in consecutive trials. The
patient made errors in the first trial, and the same errors
frequently appeared in consecutive trials. Immediately af-
ter an interference trial with another set of 15 words, she
was asked to recall words in the first set. Her responses
consisted of some words from the first and second sets of
words mixed with some of the errors that she had made in
the previous trials. The public event test* and autobio-
graphical memory questionnaire, including questions re-
garding marriage, deaths of relatives, and birth dates of
her children, indicated no evidence of significant retro-
grade amnesia. As for the frontal lobe function, the patient
showed deficits in the New Modified Wisconsin Card Sort-
ing Test® and the Trail making test part B (table).
Neuroimaging study. MRI at 10 days after the stroke
showed cerebral hemorrhage confined to the right basal
forebrain (figure). According to a standard atlas,® the le-
sion involved the diagonal band of Broca, septal nuclei,
nucleus basalis of Meynert, nucleus accumbens, and preop-
tic area, and the adjoining white matter. The white matter
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