
 



 

 
 
 
 

 



Mr. Jeffrey Bodin is a 23-year-old man with history of medically intractable epilepsy since 09/2008. The patient continues 

to experience frequent daily sensory events/seizures which he describes as auras. In addition to the auras, the patient has 

had longer and more pronounced episodes with alteration of awareness which occur every several months. Last generalized 

tonic-clonic convulsion occurred in 2016. The routine EEG from 09/04/20219 did not capture evidence of epileptiform 

activity, similar to previous EEG studies. MRI of the brain from 10/06/2016 was normal as well. Patient’s quality of life 

has suffered from intractable seizures and side effects of medications. Due to perceived lack of anti-epileptic drugs (AEDs) 

efficacy and their side effect profile which include potential interactions with his other medications, the patient has been 

refusing to be re-challenged with AEDs.  Secondary generalized convulsions pose a direct risk of death from SUDEP 
(sudden unexpected death in epilepsy). The co-morbidities include multiple myeloma treated at MD Anderson and 

narcolepsy objectively verified among others by the multiple sleep latency test (MSLT). The allergies include latex gloves. 

 

 

Diagnosis: G40.919 Medically intractable epilepsy, undetermined if focal or generalized 

     G47.419 Narcolepsy 

 

The patient suffers from medically intractable epilepsy. In order to record representative seizures to allow their precise 

localization and classification, she needs inpatient Video-EEG monitoring with scalp electrodes primarily to guide future 

therapy, be it pharmacological or surgical. If the seizures turn out to be non-epileptic (e.g related to sleep/wake phenomena 

with narcolepsy), the therapy will need to change as well and the patient may not need anti-epileptic medications. The 

patient will be admitted to the Epilepsy Monitoring Unit at the University Medical Center in New Orleans on 10/26/2020. 

Because of the possibility of uncontrolled seizures, the patient will be equipped with an IV access for administration of 

rescue medications if necessary. If no seizures will be captured on the day of admission, the seizure activation protocol will 

be implemented. It includes overnight sleep deprivation followed in the morning by photic stimulation, hyperventilation 

and physical exercise. After recording sufficient number of representative events allowing appropriate diagnosis to guide 

future therapy, the patient, if medically stable, will be discharged home with recommendation to follow with Dr. Olejniczak 
at the LSUHN Epilepsy Clinic in New Orleans 

 

 

Piotr Olejniczak, MD 

Diplomat, ABPN with subspecialty in Epilepsy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


