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Nocturnal epilepsy has been described as a clinical syndrome 
since the early 1950s. It has been reported most frequently in 
the European literature and receives scant attention in current 
American pediatric texts. Two cases are described that pre­
sented as behavioral problems in childhood but whose subse­
quent evaluation and response to therapy support the diagnosis 
of nocturnal epilepsy. Clues in the history and the failure of be­
havioral intervention are important in suspecting the syndrome.
Physical examination and waking electroencephalographic find­
ings are normal in most cases. Electroencephalography per­
formed during sleep provides positive evidence of nocturnal 
epilepsy in the majority of cases.

Nocturnal epilepsy, which is also known as 
hypnic, morpheic, or nonphasic epilepsy,1 appears 
to have had little recognition as a clinical diagno­
sis. Textbooks give it brief mention or omit it 
entirely. For example, in the 10th edition of the 
Nelson Textbook o f Pediatrics by Vaughan and 
McKay,2 the following description is found: “ A 
grand mal seizure may occur at night (nocturnal 
epilepsy) without the patient being aware of it. A 
bitten tongue or lip, headache, blood on his pillow 
or a bed wet with urine may be the only clue.” 

Nocturnal epilepsy is an important diagnosis 
that, like many lesser known illnesses, may be de­
tected only through its specific inclusion in the 
differential diagnosis. It may occur as a truly noc­
turnal neurologic disturbance, which may have 
minimal, overt manifestations of the epileptic state
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during the awake hours. This paper will describe 
and discuss two cases of confirmed nocturnal epi­
lepsy that were initially diagnosed and treated as 
behavioral problems. The diagnoses were missed 
in these patients for periods of 18 months and two 
years, respectively. Ultimately, the diagnoses re­
sulted from abnormal findings being detected fol­
lowing an electroencephalogram performed during 
sleep. A dramatic resolution of symptoms fol­
lowed treatment with phenytoin and helped pro­
vide therapeutic confirmation of the diagnosis.

Case 1
A mother brought her nine-year-old daughter to 

the Family Practice Center with “ a behavioral 
problem.” The child was inattentive at school, ir­
ritable and uncooperative with her teachers, and 
frequently fell asleep during classes. The symp­
toms were of 18 months’ duration and began short­
ly after the family had moved from another state. 
The child had also begun to complain, episodical­
ly, of headache on awakening. When she awak­
ened with a headache, she would remain irritable
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and sleepy for the remainder of the day. Two or 
three such episodes were occurring each month.

Six months after the onset of symptoms, the 
patient had been seen by a neurologist. There had 
been no increase in the frequency or severity of 
the problem, but its persistence was alarming the 
parents. A complete neurologic examination fol­
lowed by skull x-ray examination and an awake 
electroencephalogram had revealed no abnormal­
ity. It was suggested that the recent family move 
was the precipitating factor, and the child’s symp­
toms and behavior were attributed to stress result­
ing from difficulty in adjusting to her relocation.

During the year prior to being brought to the 
Family Practice Center, the child’s attacks had 
insidiously increased in frequency. They were oc­
curring two to three times each week. Concurrent­
ly, the child’s schoolwork had deteriorated to the 
point that she was in danger of failing a grade.

Past medical and family history were unre­
markable; physical examination revealed a well- 
nourished, alert child of normal developmental age 
with no detectable abnormalities. On the basis of 
the history, and because previous neurologic stud­
ies had been negative, an electroencephalogram 
during sleep was the only initial investigation per­
formed. Interpretation revealed “ a local disturb­
ance in the left temporal lobe suggesting the 
possibility of an underlying seizure disorder.” Fol­
lowing review of the case with a pediatric neurol­
ogist, a diagnosis of nocturnal epilepsy was made 
and treatment was commenced with phenytoin. 
There was immediate resolution of the problem. 
The headaches and associated behavior did not 
recur. The child became alert and cooperative; 
with extra teaching she has been able to remain in 
her appropriate grade. One year later she remains 
on phenytoin and free of symptoms.

Case 2
A five-year-old boy was brought to the Family 

Practice Center by his grandmother, with a two- 
year history of “ severe behavioral problems.” 
The pattern of abnormal behavior was erratic. On 
a bad day the child was difficult to arouse in the 
morning and would sleep until early afternoon if 
left undisturbed. When forced to get out of bed on 
these occasions, the boy would complain of head­
ache, and he would be subject to temper tantrums.
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At times he would become uncontrollably destruc­
tive; he would break furniture and physically hurt 
his sisters. No system of reward or punishment 
had been found to moderate these violent out­
bursts. This behavior occurred two to three times 
each week and could be predicted from the child’s 
attitude on morning awakening. On other days the 
boy’s behavior would be normal and appropriate 
for a child of his age.

He was a second child, who had begun to mis­
behave shortly after the birth of a sister. Both par­
ents had been in their teens at the time of marriage, 
and three children occurring in as many years fol­
lowing their union had been a severe stress. Fam­
ily dysfunction had resulted, and the maternal 
grandmother had assumed care of the children. 
The patient’s behavior had become so unmanage­
able that the grandmother had allowed his place­
ment in a foster home. The parents had supported 
this decision. In the foster home the child had been 
receiving psychiatric counseling at weekly inter­
vals during the two years prior to being seen at the 
Family Practice Center. Further deterioration in 
his behavior had been observed over this two-year 
interval. The boy had recently been allowed a trial 
stay in his grandmother’s home, and it was during 
this period that he was brought to the Family 
Practice Center.

Behavioral and developmental milestones were 
reported as being achieved at appropriate ages.

Physical examination revealed a normal, well- 
behaved child in a good state of nutrition, with 
normal growth and no dysmorphic features. Care­
ful neurologic and physical examination revealed 
no abnormalities. Skull x-ray examination was 
normal. The awake electroencephalogram was re­
ported as normal; the sleep electroencephalo- 
graphic report noted “both an abnormal diffuse 
and local pattern, the disturbances being present 
in the left posterior quadrant strongly suggestive 
of an underlying seizure disorder.” In consultation 
with a pediatric neurologist, the patient began 
a course of phenytoin therapy. An immediate im­
provement in behavior was noted; the temper 
tantrums ceased, and psychiatric counseling was 
discontinued.

The boy returned to his grandmother’s care. 
His mother now has joined her children in her par­
ent’s home and is gradually resuming the care of 
her children. The patient now exhibits normal, 
manageable behavior for a five-year-old child.
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Discussion

The reported prevalence of childhood epilepsy 
has varied from 2 to 8 cases per 1000 population.3 
Nocturnal epilepsy, or epilepsy occurring exclu­
sively during sleep, is uncommon at all ages.4 Sei­
zure discharge on electroencephalogram is much 
more common in sleep than in the waking state.5 
Oswald6 revealed much of the present knowledge 
of sleep, and Janz7 reviewed the information cov­
ering epilepsy and the sleep-waking cycle. Lennox- 
Buchthal,8 in a study of febrile convulsions, found 
3 close relationship between the convulsion and 
the sleep-waking cycle in that over one half of the 
attacks occurred while either going to sleep or on 
awakening. This pattern has also been confirmed 
in primary, generalized grand mal epilepsy9 and in 
benign local epilepsy; 51 percent of the cases had 
their attacks exclusively during sleep.10

Ambrosetto and Gobbi11 were able to show 
spike discharges activated in rapid eye movement 
sleep and slow wave sleep, the actual epileptic at­
tack occurring on awakening while the patient was 
still drowsy. Tassinari et al12 described a very rare 
type of epilepsy occurring during slow wave sleep, 
involving children between the ages of 4 and 10 
years, who exhibit infrequent nocturnal seizures, 
diurnal absences, prepsychotic behavioral disor­
ders, and deterioration in intellectual capacity and 
social performance. Despite treatment, this con­
dition shows slow, but never complete, remission.

The two cases described here fit all the criteria 
of nocturnal epilepsy: no sign of diurnal convul­
sions, intermittent “postictal behavior,” a positive 
sleep electroencephalogram, and prompt improve­
ment with treatment.

Of course, it should not be inferred that all be­
havioral problems of childhood fall into the cate­
gory of an underlying epileptic disorder, nor 
should it be assumed, however, that all behavioral 
problems of childhood result from stress or paren­
tal mismanagement.

As these two cases reveal, if postictal symp­
toms become persistent, and the intensity of ab­
normal behavior occurs at a level that disturbs the 
quality of a child’s life, suspicion should begin. 
The parent’s chronic frustration at “ mobilizing” 
the child on these mornings, the unusual intensity 
of the subsequent temper tantrums, the same-day 
drowsiness and inattention in the classroom, all 
provided grounds for suspicion in these two cases.
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Persistent, recurrent headache in the patient 
and chronic parental frustration in aiding the child 
may be additional clues. Marital dysfunction may 
accompany or result from the child’s illness. In­
ability on the part of parents and teachers to mod­
ify the child’s behavior with reward or punishment 
and the ability of parents to predict the child’s 
response constitute major, presumptive evidence 
compatible with a diagnosis of nocturnal epilepsy.

The electroencephalogram is much more likely 
to support a diagnosis of nocturnal epilepsy when 
conducted during sleep than when performed dur­
ing the awake state.13 One study utilizing the 
awake electroencephalogram had negative find­
ings in 70 percent of the cases that ultimately 
proved to be due to nocturnal epilepsy.14

Whenever doubt exists, a short-term treatment 
with phenytoin may provide the diagnosis through 
rapid, symptomatic improvement. As revealed 
through the cases described here, the potential 
benefits of phenytoin therapy in this disorder far 
exceed its known side effects for such a therapeu­
tic trial.
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