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Background Diagnostic Work-up Conclusions

* Ictal asystole is rare, seen in less than 1% of patients with epilepsy, and typically seen
in patients with temporal or frontal lobe seizures, rarely in occipital lobe seizures, and
has never been described in a patient with PRES .

Imaging  Qur patient had recurrent ictal asystole, likely due to PRES.

* Ictal asystole has possible serious medical consequences, including

* PRES is a clinical-radiologic diagnosis in which there is a breakdown of the blood brain syncope, and may be a potential mechanism for SUDEP.

barrier caused by abrupt changes of blood pressure, or cytokines causing endothelial

damage and this creates brain edema. Figure 1: Brain MRI scan, axial T2 * Parasympathetic functions responsible for bradycardia/asystole are

fluid-attenuated inversion recovery thought to be lateralized primarily to the left hemisphere. Contralateral
(FLAIR) sequences showing seizure spread to the left insular cortex or temporal lobe may have

abnormal T2 signal bilaterally in : : :
the right greater than left occipital caused the bradycardia and asystole in our patient.

lobe, consistent with vasogenic

* The typical neurological symptoms of PRES include encephalopathy (50-80%), seizure
(60-75%), headache (50%), and visual disturbance (35%).

* Brain imaging in PRES usually reveals vasogenic edema in the bilateral parietal-
occipital regions, and may include the frontal, temporal, basal ganglia, brainstem or

cerebellum. e PRES s not frequently associated with epilepsy and the risk for epilepsy
cdema. has b d to be less than 2
* Most patients with PRES have a favorable outcome but mortality can be as high as as been reported to be less than 2 percent.
3-6%, persistent neurological sequela in 10-20% of patients, and recurrent PRES in
5-10%. * In contrast, seizures are very common in PRES. There are no data to
guide how long therapy should be in patients with seizures and PRES
Case Report but short term therapy during the acute stage of PRES is
P recommended.
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