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Abstract

Introduction 

Swearing or profanity is offensive language, which can be 
vulgar or curse words or phrases deemed inappropriate 
for formal conversations. It has been deeply rooted in our 
community and seen as a common human act. In fact, 
swearing is described in various neurological conditions, 
such as Tourette syndrome, Lesch–Nyhan syndrome and 
post stroke or encephalitis. Swearing has been reported 
in a few cases as an ictal manifestation, despite this its 
exact pathophysiology remaining elusive.1–3 In this paper, we 
describe a case with swearing as a predominant manifestation 
of epilepsy with a left (dominant) hemisphere origin, in 
contrast to previously reported cases with a nondominant 
hemisphere origin.

Case presentation

A 35-year-old right-handed male presented to our epilepsy 
clinic for a second opinion. He fi rst presented with generalised 
tonic–clonic seizures at 13 years of age, which were gradually 
controlled with antiepileptic drugs (AEDs). After approximately 
3 years of the diagnosis, he was found to start blurting out 
vulgar words. This occurred mostly when he was sleeping 
and occasionally in the daytime. He, however, could not 
recollect himself profaning. The collateral history given by 
his family revealed that the patient would appear dazed briefl y 
preceding the swearing. He usually resumed his conversation 
or regained consciousness quite immediately after he swore. 
He reported no abnormal sensations after the attack. The 

frequency of swearing ranged from two to three times a day to 
a week, with each episode lasting approximately 4–5 s. This 
inappropriate behaviour in public caused him to be dismissed 
from several jobs.

There was no other signifi cant medical or surgical history of 
note. Perinatal history was uneventful and his developmental 
milestones were attained normally. He reported no history of 
febrile convulsions. He was a teetotaler and had never abused 
drugs. There was no family history of epilepsy. Neurological 
examination and other system reviews were unremarkable. 
His blood investigations were essentially within normal limits. 
Handedness questionnaire showed that he was an absolute 
right hander. A 3-T MRI with 1-mm slice thickness revealed 
no appreciable abnormalities on T1 and T2 sequences. 
Positron emission tomography (PET) results were normal. 
Routine scalp electroencephalogram (EEG) disclosed neither 
interictal discharges nor focal slowing. 

From the scalp video EEG monitoring performed at our 
hospital, he had four stereotypical episodes of swearing 
the same utterance, which lasted about 4 s. Two of which 
happened while he was sleeping and appeared confused 
briefl y when approached by the technician. The third episode 
occurred while he was eating a chocolate bar. After swearing, 
he became confused for a brief period but mastication 
somehow continued. We did not detect any ictal changes 
during these very brief three attacks. The fourth attack took 
place when he was watching the television programme. Left 
hand fumbling was seen along with the swearing, followed by 
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Male subject and frontal lobe involvement are the only two 
fi ndings in our report, which are in line with the aforementioned 
case series. Despite the discordance between the interictal 
and ictal EEG lateralisations (with the formal showing left 
frontal lobe and the latter showing left anterior temporal 
lobe involvement), our case clearly demonstrates left-sided 
(dominant) hemisphere involvement when he swears, which 
is a contradictory fi nding to all previous reported cases. 
Swearing is considered a form of emotional or compulsive 
speech. Most authors posit that ictal swearing comes directly 
from the right (nondominant) hemisphere as evidenced by 
intact swearing in severe aphasia due to left hemisphere 
injury or post left hemispherectomy.4 Driver et al.5 proposed 
that ictal speech might due to release of the dominant 
sphere from the inhibition of the nondominant sphere. We 
hypothesised that ictal profanity involves a wide, complex and 
possibly dynamic neuronal network linking different regions in 
both hemispheres instead of a specifi c cortical region. This 
network might differ between each individual. Support for 
this hypothesis would be a case report of ictal singing in left 
(dominant) frontal lobe epilepsy, which is in contrast to most 
reported right-hemispheric involvement.6 This is also why 
different brain lobes have been found to be the epileptogenic 
focus. Furthermore, most patients with ictal profanity are 
pharmacoresistant, supporting the wide variance of involved 
areas. Interestingly, only males are involved in all cases 
of ictal swearing. It could be surmised that men express 
emotions by swearing more often than women.

Conclusion

Ictal swearing is a rare, yet important manifestation of 
epilepsy. Patter recognition as well as detailed history taking 
is required to avoid diagnosis and treatment delay. Further 
studies on ictal swearing or other forms of ictal speech are 
encouraged to yield more robust conclusions. 

Figure 1 (a) Ictal 
electroencephalogram (EEG) 
reveals rhythmic delta and 
theta activities, which are 
followed by 6–8 Hz rhythmic 
spikes at F7 and T1. Arrow 
shows the ictal EEG onset. 
(b) Interictal EEG reveals sharp 
waves at Fp1 and F7

post-ictal nose wiping with his left hand. During this attack, 
EEG showed rhythmic theta and delta activities, which 
were followed by 6–8 Hz rhythmic spikes at the F7 and T1 
electrodes (Figure 1a). This suggested an ictal onset from 
the left anterior temporal region. From the interictal recording, 
there were intermittent sharp waves arising from the left 
frontal region (Fp1 and F7) in keeping with left frontal lobe 
epilepsy (Figure 1b). No convulsive or jerky movements were 
recorded.

The patient declined further tests such as intracranial 
electrography and wished to be treated with medical therapy 
alone. We managed to control his seizures with fi ve AEDs.

Discussion

We present a case with complex automatisms and 
predominant ictal swearing in focal epilepsy. Based on the 
latest searchable case series and review on 10 patients, 
ictal swearing commonly occurs in men and lateralises to the 
nondominant hemisphere. It has, however, a poor localisation 
value, as the mesial temporal, frontal, parietal and parieto-
occipital lobes have been involved.1 From this series, the 
youngest seizure onset was at 2 years of age. It would 
have been more interesting if this case series had detailed 
the age gap between the symptom onset and established 
diagnosis. In our case, it took him almost 19 years to reach 
the diagnosis. This refl ects the complexity and diffi culty in 
diagnosing this rare manifestation; and the social stigmata 
and stress one has to undergo due to this uncontrollably 
impolite act. On a side note, it would be worthwhile noting 
the details of the swearing contents, ethnic or cultural 
background, which might be instrumental in gaining further 
insight into the phenomena of ictal swearing. Our patient 
repeated the same obscene utterance (‘fuck’ in Korean) four 
to fi ve times in each attack in all recorded events. 
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Ictal swearing
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were followed by 6–8 Hz rhythmic spikes at the F7 and T1 
electrodes (Figure 1a). This suggested an ictal onset from 
the left anterior temporal region. From the interictal recording, 
there were intermittent sharp waves arising from the left 
frontal region (Fp1 and F7) in keeping with left frontal lobe 
epilepsy (Figure 1b). No convulsive or jerky movements were 
recorded.

The patient declined further tests such as intracranial 
electrography and wished to be treated with medical therapy 
alone. We managed to control his seizures with fi ve AEDs.

Discussion

We present a case with complex automatisms and 
predominant ictal swearing in focal epilepsy. Based on the 
latest searchable case series and review on 10 patients, 
ictal swearing commonly occurs in men and lateralises to the 
nondominant hemisphere. It has, however, a poor localisation 
value, as the mesial temporal, frontal, parietal and parieto-
occipital lobes have been involved.1 From this series, the 
youngest seizure onset was at 2 years of age. It would 
have been more interesting if this case series had detailed 
the age gap between the symptom onset and established 
diagnosis. In our case, it took him almost 19 years to reach 
the diagnosis. This refl ects the complexity and diffi culty in 
diagnosing this rare manifestation; and the social stigmata 
and stress one has to undergo due to this uncontrollably 
impolite act. On a side note, it would be worthwhile noting 
the details of the swearing contents, ethnic or cultural 
background, which might be instrumental in gaining further 
insight into the phenomena of ictal swearing. Our patient 
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the patient/guardian for publication of this paper, including 
accompanying images.
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Clinical

Summary 

In the Colchicine Cardiovascular Outcomes Trial (COLCOT), 
Tardif and colleagues evaluated the effects of colchicine 
on cardiovascular outcomes as well as its long-term safety 
profi le in patients who recently had a myocardial infarction.1 
Colchicine is an inexpensive, oral anti-inflammatory 
medication that acts by inhibiting tubulin polymerisation 
and microtubule generation and, possibly, has effects on 
cellular adhesion molecules, infl ammatory chemokines and 
the infl ammasome. It is very commonly used for treating gout, 
familial Mediterranean fever and pericarditis. It has a distinct 
advantage of having a very well understood safety profi le.

COLCOT was a randomised, double-blind, placebo-controlled, 
investigator-initiated trial, where patients were assigned in a 
1:1 ratio to receive either colchicine (at a dose of 0.5 mg once 
daily) or placebo. This multicentre trial had 167 sites from 12 
different countries. Patients who had a myocardial infarction 
within 30 days and underwent treatment according to standard 
guidelines were enrolled. Patients with severe heart failure, 
stroke within the previous 3 months, coronary-bypass surgery 
either within the previous 3 years or planned, infl ammatory 
bowel disease or chronic diarrhoea, neuromuscular disease 
or a persistent creatine kinase level elevation with greater 
than three times the upper limit of the normal range, 
haematologic abnormalities, severe renal disease, severe 
hepatic disease, drug or alcohol abuse, current or planned 
long-term glucocorticoid usage and those with history of known 
colchicine hypersensitivity were excluded.

The primary effi cacy endpoint was a composite of death from 
cardiovascular causes, resuscitated cardiac arrest, myocardial 
infarction, stroke or urgent hospitalisation for angina leading to 
coronary revascularisation. The secondary endpoints consisted 
of the components of the primary effi cacy endpoints. 

A total of 4,745 patients underwent randomisation (with 
2,366 being assigned to the colchicine group and 2,379 
to the placebo group) and were followed for a median of 
22.6 months. In the colchicine group 2,226 completed the 
trial and in the placebo group, 2,232. The mean duration of 
enrollment was 13.5 days after myocardial infarction. The 
mean age was 60.6 years, 19.2% were women. Most patients 
(93.0%) underwent percutaneous coronary intervention for 
their index myocardial infarction. Aspirin was being used by 
98.8%, 97.9% were on a different antiplatelet agent and 99% 
were using a statin.

A primary endpoint event occurred in 5.5% of the patients 
in the colchicine group, as compared with 7.1% of those 
in the placebo group [hazard ratio 0.77; 95% confi dence 
interval (CI) 0.61–0.96; p = 0.02 by the log-rank test). 
Among components of primary endpoints, death from 
cardiovascular causes (hazard ratio 0.84; 95% CI 0.46–
1.52), resuscitated cardiac arrest (hazard ratio 0.83; 95% 
CI 0.25–2.73), myocardial infarction (hazard ratio 0.91; 
95% CI 0.68–1.21), stroke (hazard ratio 0.26; 95% CI 
0.10–0.70) and urgent hospitalisation for angina leading 
to coronary revascularisation (hazard ratio 0.50; 95% CI 
0.31–0.81) all had shown better response in colchicine 
group. The total number of primary endpoint events (fi rst 
and recurrent) was 154 in the colchicine group and 223 
in the placebo group. 

The incidence of adverse events that were related 
to the active drug or placebo was 16.0% vs 15.8%. 
Gastrointestinal adverse events, such as like diarrhoea 
(9.7% vs 8.9%) and nausea (1.8% vs 1.0%), were more 
common in colchicine group. Pneumonia was reported as 
a serious adverse event in 0.9% of the patients in the 
colchicine group, compared with 0.4% in the placebo group 
(p = 0.03).
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