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ABSTRACT

Introduction. Patients with epilepsy have been the victims of extreme prejudice throughout history, particularly 
regarding the alleged link between their disease and violence and crime. Dr López Albo and his contemporary Dr 
Lafora were both disciples of Achúcarro and took exile in Mexico following the outbreak of the Spanish Civil War. 

Methods. This study analyses the articles by López Albo and by Lafora on murders committed during crepuscular 
states. 

Results. During his exile, Lafora was asked to write a report on the first serial murderer in Mexican history, 
who killed four women. The case had a huge media, social, and political impact in Mexico, but is little known in 
Spain. In line with the prevailing ideas of the day, Dr Lafora considered the murderer to present psychic epilepsy, 
committing his crimes during an epileptic crepuscular state, and recommended that he be ruled exempt from 
criminal responsibility. During his productive early period in Bilbao, Dr López Albo published a brief article, also 
little-known, on a murder committed by a patient with epilepsy during a psychotic post-ictal crepuscular state. 

Discussion. Both articles are analysed from the perspective of today’ s understanding of the relationship between 
violent or criminal behaviour and epilepsy. 
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Introduction

Patients with epilepsy have suffered all manner of 
prejudice throughout history, with these harmful ideas 
including demonic possession, hereditary degenerative 
defects, and inevitable dementia. One of the most 
negative ideas was the suggestion that epilepsy was 
associated with violence and criminal behaviour.

The line of reasoning by which this idea was reached 
seems to have been as follows. In the first decades of the 
19th century, judges and society in general, facing the 

problem of explaining apparently unmotivated murders 
(ie, lacking the typical motives: hate, profit, revenge, 
etc), turned their gaze toward the nascent discipline of 
psychiatry. They looked to medicine in their search to 
explain gratuitous crime. This gave rise to the concept 
of homicidal monomania, referring to obsessive thought 
that could lead a person to murder without any other 
motive.

However, even this proposal failed to explain some 
murders in which the killer had never previously 
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manifested any homicidal ideation or proposals. These 
murders were committed in acts of great explosive 
violence. This led to the idea that this explosive, 
aggressive behaviour may be of epileptic origin.

It is unanimously agreed that Lombroso was the main 
author who, in the late 19th century, linked epilepsy 
with his genetic determinist theory of the born criminal. 
According to Lombroso, the born criminal was a 
biological by-product, the result of regressive evolution 
of humankind.1,2 Rather than progressive evolution in 
the Darwinian sense, advancing the species, the born 
criminal was produced out of a process of degenerative 
regression, with the accumulation of hereditary defects 
leading to a primitive, atavistic, violent being. This 
personality expressed identifiable physical characteristics. 
Committing severe methodological errors,3 Lombroso 
asserted that these traits were present in the majority 
of patients with epilepsy and explained their aggressive 
and homicidal tendencies. Patients with epilepsy were 
potential murderers due to biological determinism.

The hugely influential author Maudsley4 expresses this 
idea as follows: “When a murder has been committed 
without apparent motive and the reason of it seems 
inexplicable, it may chance that the perpetrator is found 
on inquiry to be afflicted with epilepsy.” To facilitate 
this explanation, it was accepted as a matter of doctrine, 
without scientific foundation, that violent behaviour 
could present as the “sole” manifestation of epilepsy, 
known as “psychic epilepsy” or an “epileptic equivalent.” 
These so-called epileptic equivalents were also considered 
(once more, without scientific evidence) to include such 
disorders as migraine, parasomnias, dysthymia, sobbing 
spasms, and choleric reactions; this made it easy to 
identify history of epileptic predisposition in a patient 
or his/her family members. There was no need for the 
patient to present any other characteristic or recognisable 
manifestation of epilepsy, such as stereotyped aura, 
generalised or focal motor seizures, well-defined 
absences, etc. A violent criminal act, the more furious 
the better, with no apparent motive, which the accused 
claimed not to remember having committed, together 
with personal or family history of appropriate epileptic 
equivalents, was sufficient to consider the accused to 
present epilepsy, resolve the court’ s doubts, rule him/her 
exempt from criminal responsibility, and close the case 
to the satisfaction of (nearly) everyone. The situation 
was made even worse by the fact that this capacity for 
violence was extrapolated to all patients with epilepsy.

This concept of psychic epilepsy and the idea that these 
patients were capable of committing serial murders during 
a “crepuscular state” were disseminated worldwide. Dr 
Lafora accepted these ideas without hesitation, applying 
them as late as 1942, in the case of Gregorio Cárdenas, 
Mexico’ s first serial murderer, whom he considered not 
to be criminally responsible as a result.5

Dr López Albo, in turn, was a contemporary of Lafora, 
with both men being followers of Achúcarro and taking 
exile in Mexico as a result of the Spanish Civil War. He 
was a pioneer of neurology during his early years in 
Bilbao between 1915 and 1928.6 He played a central role 
in the creation of the Casa de Salud Valdecilla (1928-
1930), with an extraordinarily modern and ambitious 
plan that was partially unsuccessful, leading to his return 
to Bilbao (between 1930 and 1936). He was called to 
return to Valdecilla in 1936, attempting to bring order in 
the convulsive context of the military uprising and civil 
war; with the fall of Santander, he decided to take exile.
The aim of this article is to analyse how these two Spanish 
neuropsychiatrists, contemporaries trained within the 
same school, could have reached such different views of 
the relationship between epilepsy and criminal violence 
in two of their respective patients. Dr Lafora’ s ideas are 
now obsolete, whereas those presented in López Albo’ s 
case report continue to be accepted.

Material and methods

Dr Lafora’ s report and his ideas regarding the Cárdenas 
case are discussed in detail elsewhere.5 Dr López Albo 
published nearly 50 articles in the official journals of 
the Bilbao Academy of Medical Sciences (initially the 
Gaceta Médica del Norte and subsequently the Revista 
Clínica de Bilbao); these are also discussed in another 
article.6 López Albo’ s scientific output has been almost 
completely overlooked by his biographers.7 One article, 
published in Revista Clínica de Bilbao in 1934 (Figure 
1),8 discusses a murder committed by a patient with 
epilepsy, describing with admirable clarity and precision 
the only situation in which an epileptic patient is truly 
dangerous and capable of targeted criminal aggression: 
during crepuscular states associated with acute post-ictal 
psychosis. 

Results

Dr Lafora’ s report: Gregorio “Goyo” Cárdenas, the 
“strangler” or the “jackal” of Tacuba
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Figure 1. Heading of López Albo’ s 1934 article in Revista Clínica de Bilbao.

On 3 September 1942, a young student was reported 
missing by her parents. The police found her body buried 
alongside those of three other women in the garden at 
the home of her friend “Goyo” Cárdenas. Psychiatric 
reports on Cárdenas reached as many as 25 different 
diagnoses, with serious debate between the authors. 
Lafora identified numerous examples of “epileptic 
equivalents” in the personal and family history of the 
accused. Furthermore, psychological testing confirmed 
an “epileptic personality,” leading him to conclude that 
Cárdenas’ diagnosis was “psychic epilepsy” and that 
his crimes had been committed during “crepuscular 
epileptic states,” recommending that he be ruled exempt 
from criminal responsibility. Cárdenas never received 
a guilty verdict, although he was imprisoned until his 
eventual release in 1976. 

His behaviour at these institutions was exemplary. He 
started small businesses and had relationships with 
several women, consolidating his relationship with 
one of them: they married and had four children, all of 
whom went to university. He also studied law, advising 
other prisoners. In addition to numerous articles and 
letters, he wrote five books recounting his day-to-day 
life, experiences, and general observations on the prison 
system. 

In 1972 he was released due to “lack of verification.” The 
case was exploited by politicians to argue against the death 
penalty and in favour of the prison system, which had 
enabled the rehabilitation of the murderer. Cárdenas was 
invited to the Chamber of Deputies, where he received 
a standing ovation, and again featured on the front 
pages of the newspapers. He gave interviews, assuring 
reporters that everybody who had examined him and 
established different psychiatric diagnoses had been 
mistaken. His behaviour had been deliberately intended 
to imitate disease, to confound the psychiatrists, in order 
for him to be exempted from criminal responsibility. He 
ridiculed psychiatrists, accusing them of “storing away 
the insane,” adding that “I wasn’t honest with any of 
them […] they don’t know what they’re doing.” He was 
especially critical of Quiroz Cuarón, his main accuser, 
considered the father of Mexican criminology; in the 
words of Cárdenas: “He was wrong about everything. I 
am a normal person. I work normally. I have a normal 
family […]. I have never had a disorder. Never […].” It 
also seems, evidently, that Lafora’ s diagnosis of psychic 
epilepsy was incorrect.

Cárdenas integrated into normal society. He graduated 
with a degree in law in 1985 and worked as a lawyer. He 
lived with his family until his death in 1999.

Dr López Albo’ s report

The patient was a 46-year-old man with distant family 
history (a cousin of his mother’ s) of epilepsy and 
personal history of alcohol abuse, between the ages of 17 
and 22 years. From that age, he began presenting focal 
epileptic seizures during which he presented a fixed gaze 
and could hear people but was unable to respond, as 
well as other generalised motor seizures. He lived in a 
rural setting and was very reclusive. In the two months 
prior, he had stopped taking his medication and had last 
presented a seizure two weeks before committing the 
murder.

The patient, after being imprisoned, told Dr López 
Albo that days before the murder, after his last seizure, 
he felt unwell; a figure of Christ he kept in his room 
began moving, and he started to pray. On the day of the 
murder, he asked his maid, an elderly woman whom 
he had known since childhood, for whom he felt much 
affection and with whom he prayed the rosary every 
evening, not to leave him that night. In the early hours 
of the morning he stepped out onto his balcony and 
saw “divine” landscapes. He also saw a photograph of 
his brother moving. At this moment, he screamed at his 
maid to “take off your disguise” (as he perceived her), 
but she responded that she was wearing none. During 
this argument, the patient took a whetstone and struck 
her over the head, then stabbed her repeatedly, “without 
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Table 1. Violence reported in patients with epilepsy and presenting a 
temporal relationship with seizure (data from Brodie et al.27)

Peri-ictal

Pre-ictal Not reported

Ictal 1/1000 seizures recorded at a monitoring unit 

Postictal Delusion/confusion
Psychosis (22.8% with aggressive behaviour)

Paraictal

Forced normal-
isation

Rarely reported

Interictal Up to 7% explained by psychiatric comor-
bidities

Timing relative to 
seizure

Aggressive symptoms reported

noticing what I was doing, but knowing that I was doing 
it”; “I wasn’t thinking of killing her, I didn’t want to kill 
her, but I did it, against my will.” He himself asked for the 
Civil Guard to be called, and turned himself in. He had 
no clear memory of the guards arriving, and continued 
experiencing visual hallucinations and illusions.

Discussion

The complex relationship between epilepsy and criminal 
violence has been addressed by a considerable body of 
research,9-17 as well as an excellent Spanish monograph.18 

The conclusion in Lafora’ s report was forthright: 
“repeated brutal murders, showing similar characteristics 
and committed during exceptional states of obscured 
consciousness (crepuscular states), are a specific feature 
of epilepsy.” How might Lafora have reached such a 
conclusion? His report was clearly born of the prevailing 
ideas of the time, which were subsequently abandoned, 
not only due to the progression of this particular patient 
(at no point in his long life did Cárdenas present any 
symptom of epilepsy), but also due to extensive general 
experience on such conceptual errors as the epileptic 
personality, epileptic equivalents, and psychic epilepsy. 
We may no longer accept the arguments that Lafora set 
forth in his report, citing (among others) Birnbaum (Die 
psychopathische Verbrecher, 1926, p. 144),5 to support the 
claim that:

The characteristic epileptic traits of pathological 
irritability, explosive inclination to brutal discharges 
and impulsive manifestations, as well as the special 
peculiarities of epilepsy, such as the tendency to 
dysthymia, bouts of fury and crepuscular states, and 
intolerance and pathological reactions to alcohol, 
bring a severe criminal character to a psychopathic 
constitution that is not particularly asocial, and turn 
some psychopathic criminals into the most brutal 
and impulsively violent criminals.

Including these alleged “equivalents” among the 
manifestations of epilepsy is probably one of the most 
flagrant conceptual errors committed in this field, above 
all because it allows for the diagnosis of “disguised” or 
“psychic” epilepsy as an explanation for any behavioural 
disorder, particularly violence, in the absence of any true 
manifestation of epilepsy.

These ideas have two negative consequences. On the 
one hand, all patients with epilepsy suffer prejudice due 
to a perceived abnormal personality. On the other, any 
criminal, as occurred with Cárdenas, may be exempted 
from criminal responsibility if expert examiners are 
able to convince the court that he/she presents “psychic 
epilepsy.” It is well known that EEG was often abused to 
support this diagnosis, although this issue is beyond the 
scope of this article.

While the idea of a general, inherent association between 
epilepsy and violence can be rejected, this does not 
preclude the possibility that selected cases of violence 
may be related with epilepsy. Violent behaviour may, 
theoretically, appear in patients with epilepsy at different 
times, with or without association with a seizure; these 
episodes have been classified in different ways. One 
example, shown in Table 1, associated seizures with the 
frequency of possible violent episodes.

Ictal violence

In the absence of an EEG recording, it is very difficult 
to determine whether violent behaviour, taking place 
while the patient is in a state of partially reduced 
awareness (crepuscular state), occurs in the context of 
a focal-onset seizure with impaired awareness or in the 
immediate postictal period (following either a focal or a 
generalised seizure). This is true both for short and for 
more prolonged seizures, as well as for nonconvulsive 
status epilepticus; during such episodes, patients may be 
able to perform complex, long-duration automatisms. In 
both cases, violent behaviour, whether it occurs during 
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Table 2. Five criteria for associating violence with a seizure (data from 
Treiman9).

1. Previous diagnosis of epilepsy
2. Video EEG confirmation of epileptic automatism
3. Video EEG confirmation of aggressive behaviour
4. The aggressive act must be characteristic of patient’ s usual 
seizures.
5. The violent act must be considered part of a seizure in the 
clinical judgment of a neurologist.

or immediately after a seizure, is usually simple, with 
abrupt but barely directed movements, and short-lived; 
these behaviours usually constitute the patient’ s reaction 
to attempts to restrain them. While nearby people 
may be injured by a punch, kick, or bite, this violence 
lacks the characteristics of a calculated act with truly 
criminal intent. Therefore, contrary to the claims of Dr 
Lafora, violence during an ictal or immediately postictal 
crepuscular period cannot explain such complex 
behaviours as serial rape and murder, showing clear 
premeditation and committed in similar circumstances. 
The current consensus among experts is that elaborate 
violence with a clear risk of death (eg, by strangling) is 
exceptional during seizures, and is estimated to occur 
during one in every thousand monitored seizures.19,20 
Furthermore, this is the case in patients with definitive 
diagnoses of epilepsy due to other unequivocal 
manifestations. The strict criteria proposed by Treiman9 
(Table 2) for the diagnosis of violence in the ictal period 
are broadly accepted by experts.

Postictal violence

As mentioned above, potentially criminal violent 
behaviour is exceptional in the immediate postictal 
period; however, it may occur during episodes of acute 
postictal psychosis,21,22 which generally occur after a 
certain interval.

These episodes of acute postictal psychosis present a 
very stereotyped natural history, as in Dr López Albo’ s 
patient. Patients often will have recently stopped taking 
their medication, and will have presented one or more 
seizures. After an interval of several hours or days 
without seizures or any psychiatric problems, they begin 
to present rapidly progressive psychiatric symptoms: 
illusion, visual or auditory hallucinations, restlessness, 
insomnia, fear, distress, or paranoia, which may last 
days or weeks. All these symptoms were observed in 
López Albo’ s patient. It is in this state of psychosis that 
patients may become truly dangerous,22 and when the 
most cases of aggression and violence are reported. This 
is because violent impulses (homicidal ideation) may be 
very strong when consciousness is mildly or moderately 
impaired (crepuscular state), enabling elaborate, even 
deadly, aggressive behaviour that patients are unable to 
resist. López Albo’ s8 case is a good example, which the 
author summarises as follows: 

The altered awareness, due to dissociation with 
psychic experience, was in this case dominated 

by illusion and hallucination, which led him to the 
impulsive homicidal act, with sufficient awareness 
to know that he was performing it but without the 
inhibitory power necessary to oppose it with his will.

Exemption from criminal responsibility, according 
to López Albo, should not be based solely on reduced 
awareness. If we were to take this approach, the medical 
examiner should tell the judge that the reduction 
in awareness was partial, and the accused would be 
found guilty. On the other hand, “greater or lesser 
reduced awareness of the act is not sufficient to make 
this decision; rather, we must take into consideration 
the other concurrent circumstances at the moment the 
crime was committed.” It is not a crepuscular epileptic 
state, but rather the postictal psychotic state, that justifies 
recommending exemption from criminal responsibility 
in these cases. For this reason, witness-reported data 
must be collected to determine whether the patient 
presented the typical psychotic symptoms, illusions, 
hallucinations, delusional ideation, paranoia, etc, in the 
days before and at the time of the crime.

Interictal violence (unrelated to seizures)

1. “Forced normalisation”

It is important to recognise that episodes known as 
“forced normalisation,”25,26 during which the patient 
presents a combination of reduced vigilance, behavioural 
alterations, and potentially psychotic symptoms, are not 
triggered after one or several seizures, as occurs with 
the acute psychotic episodes discussed above. Rather, 
the contrary is the case: the patient, generally due to 
medication, will be seizure-free, with EEG showing 
no paroxysmal activity (“forced normalisation” due to 
medication). It is unclear whether the pathophysiology 
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of this abnormal psychic state may involve a change 
in bioelectric activity in the brain, or whether it is a 
secondary effect of medication. Few cases of true violence 
in these states have been reported. We may rule out the 
possibility of forced normalisation in López Albo’ s case, 
as the patient had stopped taking his medication and had 
presented convulsive seizures.

2. Adverse effect of medication

Aggressiveness may present as a secondary effect 
of antiepileptic drugs, regardless of their effects on 
seizures.27 This aggressiveness has not been reported to 
result in criminal behaviours, although, to a lesser extent, 
it is very common with modern antiepileptic drugs such 
as levetiracetam. Therefore, patients should be closely 
monitored and the drug should be switched immediately 
at the slightest sign of irritability or aggression.

3. Episodic dyscontrol syndrome

Finally, patients with epilepsy may present episodes 
of violent behaviour that are completely unrelated 
to seizures or antiepileptic drugs, but rather are a 
manifestation of brain damage. They may present what 
is known as “episodic dyscontrol syndrome.”28 These 
syndromes, which can appear from childhood, are 
characterised by extremely explosive, aggressive, and 
sometimes criminal behaviour; they are more frequent 
in men and patients with brain lesions (usually post-
traumatic) in frontotemporal areas and low intelligence 
quotient. They are often triggered by drug or alcohol 
abuse, or as a reaction to frustration or minimal conflict 
with people in their setting. 

In summary, establishing a causal relationship between 
epilepsy and violent behaviour is complex. Strict 
diagnostic criteria and good clinical judgement are 
needed to overcome the old prejudices that have been 
so harmful in the past for patients with epilepsy,9 
particularly due to all manner of mental disorders 
having been attributed to them. It should also be noted 
that the World Health Organization classified epilepsy as 
a mental illness until 1960. A highly significant example 
in Spain is Prof. Bañuelos’ Tratado de medicina interna, 
which was one of the most popular texts in the field and 
was studied for decades by thousands of physicians. Even 
in the 1951 edition consulted, the chapter on epilepsy 
was included in the volume on mental illness rather 
than the neurology section, and was drafted by Dr José 

María Villacián,29 director of the Valladolid psychiatric 
hospital. The text defends all the above-mentioned 
concepts of the epileptic personality and dementia, 
epileptic equivalents, and psychic epilepsy. The chapter is 
illustrated with shocking images of unfortunate patients 
with encephalopathy, some with microcephaly, who had 
been institutionalised for many years, with deformed 
faces (and probably also brains) due to repeated postictal 
trauma; these patients are presented as examples of 
“genuine epilepsy.”
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