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Case RepoRt 
A 61-year-old man, with well-controlled Type 2 diabetes mellitus, 
presented with episodes of light-headedness followed by tonic 
clonic movements of the right upper limb and, later, of his entire 
body consistent with secondary seizure generalization. Each event 
culminated with rapid recovery of symptoms and minimal postictal 
confusion. In the three months since the commencement of these 
symptoms, he had suffered at least fifteen to twenty incidents of 
similar nature. He had undergone neurological evaluation elsewhere 
for the aforementioned complaints with investigative modalities 
such as electroencephalogram (EEG) and magnetic resonance 
imaging (MRI) of the brain, all of which failed to demonstrate any 
definite aetiology. In view of multiple ongoing episodes, he had 
been initiated on various antiepileptic drugs (sodium valproate, 
levetiracetam, clobazam), in spite of which these events persisted. 
He was presently admitted for evaluation of refractory seizures. 
His physical examination revealed a regular pulse rate and a 
normal blood pressure with no orthostatic hypotension. His 
baseline electrocardiogram (ECG) showed a left bundle branch 
block (LBBB) with a QRS axis deviation to the left and a normal PR 
interval. The abnormal ECG instigated a review of the chronology 
of symptoms, wherein the patient insisted on a very quick recovery 
after each episode. In view of the ECG abnormality, brief nature of 
the individual episodes and minimal post-ictal confusion, it was 
decided to observe him in the intensive care unit with continuous 
telemetric ECG and holter monitoring, as the likelihood of an 
arrhythmic syncope triggering the seizures was contemplated. 
Providentially, this period of observation comprised a similar event 
wherein the ECG [Table/Fig-1] revealed an episode of complete 
heart block (CHB) with a prolonged continuous episode of 
ventricular asystole lasting no less than twenty three seconds!

A diagnosis of intermittent CHB was arrived at, following which 
he underwent dual chamber permanent pacemaker implantation. 

His formerly scheduled MRI brain and EEG appointments were 
cancelled and antiepileptics were discontinued. He has not 
experienced any further episodes following the pacemaker 
implantation.

DisCussion
Neurologic events as part of syncope are observed in up to 
8% of cases [1], tonic clonic seizure like movements being the 
most frequent. Zaidi et al., studied 74 patients with ages ranging 
from 16 to 77 years, with treatment resistant epilepsy to look for 
possible cardiovascular causes of the seizures [2]. A total of 41.9% 
of these patients on re-evaluation were found to have alternative 
diagnoses. A history of partial seizures should not entirely eliminate 
the possibility of a syncopal episode, especially if the post-ictal 
confusion is unremarkable and the recovery is swift [3]. In such 
patients, an accurate history of the exact sequence of events [4] 
may prove invaluable in guiding appropriate diagnostic evaluation. 
It may not be easy to demonstrate paroxysmal complete heart 
block in patients with bundle branch blocks and it may be even 
more difficult to actually correlate a patient’s symptom with the 
development of high degree atrioventricular block. It is also 
noteworthy that LBBB with left axis deviation in the ECG generally 
denotes severe conduction system disease whereas right axis 
deviation indicates an associated myocardial pathology [5].

A similar case was reported by You et al., where a 62-year-
old gentleman presented to the emergency department with 
generalised tonic seizures with rapid recovery of symptoms [6]. 
The ECG subsequently revealed paroxysmal CHB during one 
such episode. The episodes did not recur after the insertion of a 
temporary pacing wire. Another case was reported by Sidhu et al., 
with prolonged ventricular standstill and a similar presentation [7].

Typically patients with cardiac syncope may present with Stokes-
Adams attacks. A Stokes-Adams attack is defined as sudden 
collapse into unconsciousness due to a disorder of heart rhythm 
in which there is a slow or absent heart rate resulting in syncope 
with or without convulsions. Stokes and Adams first described the 
disorder in the early 19th century (Stokes 1846 and Adams 1827). 
Hence eliciting a history of such attacks could be vital in considering 
an arrhythmia as the diagnosis, as opposed to seizures – and in 
many such cases, missing a diagnosis of a cardiac arrhythmia may 
have adverse consequences.

In our patient the prominence of the neurologic events misled 
clinicians into considering a primary neurologic cause for his 
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aBstRaCt
Neurological manifestations such as seizures although rare are well recognized presentations of cardiac arrhythmias. Almost always, 
such events are primarily generalized in nature leading on to loss of consciousness. Rarely however, cardiac seizures can manifest with 
focal neurological events. We report a case of a sexagenarian who presented with recurrent focal seizures with secondary generalization, 
who was misdiagnosed and treated as seizure disorder; only a careful history and focussed investigations helped in realising a precise 
diagnosis.     

[table/Fig-1]: Image of an ECG which revealed an episode of complete heart block 
(CHB) with a prolonged continuous episode of ventricular asystole.
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symptoms with investigations targeted solely at the central nervous 
system. However, a detailed history uncovered the possibility of 
an arrhythmic disorder. Furthermore, a baseline ECG showing 
a LBBB with a left axis deviation reinforced this premonition. 
Finally, we were fortunate in that we succeeded in documenting 
the development of a high degree atrio-ventricular block both on 
telemetry and Holter and were able to temporally correlate the 
patient’s symptoms to the conduction abnormality.

The serendipitous discovery of paroxysmal CHB in our patient, 
especially at the time of symptoms, emphasises the importance of 
obtaining an electrocardiographic diagnosis correlating temporally 
with the symptoms. In order to achieve that it may be worthwhile 
to persevere with repeated ECGs in such patients where the 
diagnosis is suspect. Holter monitoring, telemetric monitoring and 
loop recorders [8–10] could be used liberally in such patients to 
tie up the electrocardiographic abnormality to the symptoms of 
the patient.

ConClusion
The evaluation of arrhythmic disorders is arduous in view of the 
often intermittent and irregular nature of these abnormalities. 
The yield in such situations, in terms of diagnostic capabilities, is 
consistently greater with an accurate and pertinent history along 
with a keen attention to the electrocardiogram in the hope of 

picking up an abnormality, rather than with progressively intensive 
and sophisticated investigations.
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