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SYMPOSIUMNEUROLOGY 
NOCTURNAL EPILEPSY IN ADULTS
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2-3 minutes, and stereotyped. These
principles hold true for nocturnal
seizures. Certain seizures will be easier to
recognise from sleep.
2 Safety:Does the patient pose a risk to
self or others as a result of the sleep-
related motor or behaviouralcomplaint? 
3 Triggers: Are there modifiable trigger
factors? Is the presentation indicative of
serious or treatable underlying pathology?

DIFFERENTIAL DIAGNOSES
Generalised epilepsies
Patients can have generalised tonic-
clonic seizures (GTCS) while awake or
asleep. In GTCS normally the muscles in
the arms and legs become stiff, the
patient becomes cyanosed, and there
is rhythmic jerking and twitching. There
may also be associated seizure markers
including lateral biting of the tongue,
incontinence, and myalgia. Juvenile
myoclonic epilepsy is a genetic
generalised epilepsy characterised by
frequent myoclonic jerks in the
morning, usually within the first hour of
waking up, and GTCS. It generally
begins in early adolescence3,5 and is a
lifelong condition.8

Temporal lobe epilepsy
Temporal lobe epilepsy (TLE) is common
and patients may experience these
seizures during both wakefulness and
sleep. The characteristics of temporal
lobe seizures are a rising epigastric
feeling, déjà vu or jamais vu, olfactory
hallucinations (e.g. metallic taste),
auditory hallucinations, and automatisms
(e.g. hand fidgeting, chewing, or lip
smacking).2 The presence of events
while the patient is awake usually
enables accurate clinical diagnosis of
the sleep-related attacks in TLE.4 

waking. SHE seizures follow these
timelines, meaning that patients present
with seizures throughout the night, but
particularly within 30 minutes of going
to sleep (even during daytime naps),
and shortly before waking.4

Seizures in SHE are simple partial
seizures, and therefore they involve no
loss of consciousness. They may be
preceded by an aura. As they occur at an
N2 depth of sleep, they wake the patient
up. Patients usually recall the seizures,
describing auras of somatic sensations
or feeling unable to breathe.4

The estimated prevalence of SHE is 
1.8 per 100,000.7 The exact prevalence of
SHE is difficult to determine because
there are few epidemiological studies
and the condition presents diagnostic
difficulty.4 However, there is a consensus
among specialists that SHE is probably
not that rare, but often underestimated
as a result of misdiagnosis.4,5

Although the median age of onset is 
14 years, SHE can occur at any age. 
It is often idiopathic, although there can
be a positive family history in up to 40%
of cases, and the genetic form shows 
an autosomal dominant inheritance
pattern.4

CLINICAL HISTORY
When faced with a patient presenting with
sleep-related motor and behavioural
complaints, it is important to take a
detailed history from the patient and
also from a witness (normally a partner
or family member). Assessment should
address the following key questions:
1 Diagnosis: Is this epilepsy? If it is not
epilepsy, are the movements and
behaviour abnormal? As a general
principle, epileptic seizures are brief,
generally lasting no more than 

Sleep-related hypermotor epilepsy 
The semiology of frontal lobe seizures in
SHE is extremely variable between
patients, although stereotyped for the
individual. Common features are a rapid
onset and offset, a short duration for
each seizure (usually < 2 minutes), a high
frequency of attacks throughout the
night (3-8), and occurrence in clusters
(e.g. several nights of seizures followed
by weeks of remission). We have already
described the aura and preserved
consciousness. 

Additionally, several semi-purposeful
hyperkinetic movements may be seen,
including bipedal or bimanual
movements (running, cycling, or
kicking), and axial movements (rocking,
sitting or twisting). There can be
prominent repetitive vocalisations that
include unintelligible shouting or
swearing. Tonic posturing is seen and
includes head turning to the side of the
seizure activity and fencing postures
(contralateral shoulder abduction,
external rotation, and elbow flexion).
Additionally, patients tend to experience
brief fragments of epileptic events that
look like periods of arousal without
dramatic motor features throughout
NREM sleep.4 This is not an exhaustive
list of the possible movements and
behaviour seen in SHE. These events are
often so bizarre and dramatic that they
are frequently misdiagnosed as
parasomnias or as non-epileptic attacks. 

Parasomnias
In parasomnias complex motor or
behavioural events occur during sleep in
association with abnormal intrusions of
one stage of sleep or wakefulness into
another.6 They are divided into NREM
parasomnias and REM parasomnias. 

Table 1, opposite, summarises the
NREM parasomnias, of which 
sleepwalking, confusional arousals, and
sleep terrors are the most common.
However, these conditions present as a
spectrum and they often result in
patients injuring themselves. They arise
from a failure to make the transition
between wakefulness and N3 of NREM
sleep appropriately, meaning that certain
partsof the brain are ‘awake’ while other
parts are ‘asleep’.4 This may help explain
the profound complexity of the
behaviours seen, and the patient’s ability
to interact strongly with the environment
while retaining a near total lack of recall. 

The association with N3 NREM sleep
means that parasomnias tend to occur
during the first third of sleep, normally
around one to two hours after falling
asleep. While they are very common in
children, they occur in only 4% of adults.6

Table 1

NREM parasomnia subtypes

Somnambulism (sleepwalking) 

Confusional arousal

Sleep terror 

Sexsomnia (sleep sex)

Sleep-related eating disorder
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Behaviour ranging from sitting on the edge of the bed to walking
around the bed, leaving the bedroom, dressing, cooking, escape
attempts (e.g. trying to leave the house), and driving

Awaking from sleep with disorientation and slow to respond

More abrupt arousal from sleep with expressions of intense fear
and panic

Engagement in sexual activities while asleep (including
penetrative intercourse on rare occasions)

Getting up and consuming food while asleep, often quickly and
excessively. This may include things that the patient would not
normally eat, such as cigarettes. Injury can occur during careless
food preparation


