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CASE REPORTS
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ABSTRACT
Introduction: Alice in Wonderland Syndrome (AIWS) is a rare neurological 
condition that affects multisensory perception, characterized by transient 
disturbances in visual and somatosensory domains. Symptoms are typically 
paroxysmal and self-limiting but can recur. Several underlying conditions can 
be associated with this syndrome, including infectious and neuropsychiatric 
disorders. Diagnosis is clinical, after excluding other potential etiologies.
Case report: We report the case of a 9-year-old boy with a 4-year history of 
recurrent episodes of visual distortions accompanied by holocranial headache. 
Physical examination was unremarkable, and complementary investigation 
revealed no abnormalities. Given the absence of another underlying condition, 
a diagnosis of AIWS associated with migraine with aura was established and 
reassurance was given.
Discussion/Conclusion: Recognition of this syndrome is essential for 
timely diagnosis, avoidance of unnecessary investigations, and appropriate 
management. Treatment should address the underlying condition, although in 
most cases, reassuring the benign nature of the symptoms is sufficient for relief.
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Introduction
Alice in Wonderland syndrome (AIWS), first described 
by John Todd in 1955, is a rare perceptual disorder 
characterized by abnormal integration of visual and 
somatosensory stimuli, leading to distortions in 
self-perception, spatial awareness and somesthetic 
sensations. Although it can occur at any age, AIWS is 
more common in childhood and adolescence.1,2

Visual and somesthetic distortions of an individual’s 
body image or surrounding objects and people are the 
hallmark features of AIWS.1,3,4 
Bizarre visual illusions are the most commonly 
reported manifestation in the literature.4,5 They 
may include distortions of size – where objects or 
people are perceived to be smaller (micropsia) or 
larger (macropsia); of distance – where they appear 
to be farther (teleopsia) or nearer (pelopsia); or 
distortions of shape and colour.1 A myriad of other 
symptoms, including depersonalization, derealization, 
chronotaraxis, aschematia or somatopsychic duality 
may also occur.3,5 Unlike hallucinations, these 
phenomena represent distortions of sensory perception, 
and affected individuals, especially children, are often 
frightened or confused and describe them with exquisite 
detail.4,5

Symptoms are typically brief, lasting from minutes 
to days, and usually resolve spontaneously or after 

treatment of the underlying cause, but can recur over 
time.3 
No ICD-10 or DSM-5 diagnostic criteria have been 
established for AIWS and, therefore, diagnosis 
is clinical.4 In suspected cases, particularly when 
there is diagnostic uncertainty, supplementary 
investigation, including blood tests, neuroimaging or 
electroencephalography (EEG), is advised to exclude 
other potential causes. 4,5 
This syndrome is associated with a broad spectrum 
of underlying etiologies. In children, infectious 
diseases, particularly Epstein–Barr virus, are the most 
common cause, followed by migraine.6,7 Intoxications 
and neuropsychiatric conditions, namely, epilepsy, 
anxiety, schizophrenia or delirium have, as well, been 
described.2,3,7 
For AIWS associated with migraine with aura, diagnostic 
criteria are still not consensual, though proposed 
features include typical paroxysmal visual and body 
schema illusions with personal or family history of 
migraine, and normal complementary investigation.7 

Importantly, AIWS episodes often occur close to 
migraine attacks but they can precede, accompany, or 
even replace the typical migraine symptoms.8 Physical 
and mental stress may exacerbate migraine headaches 
and AIWS symptoms, highlighting the overlap between 
physical and psychological pathomechanisms.9 
Migraine preventive treatments usually decrease or 
even resolve AIWS episodes.10

Although episodes can be unsettling, AIWS is generally 
considered a transient and benign condition, with an 
excellent long-term prognosis.3 Treatment should 
address the underlying condition, although in many 



2 PEDIATRIC ONCALL JOURNAL

cases, simply providing reassurance about the benign 
nature of the symptoms is sufficient for relief.9

CASE REPORT
We report the case of a 9-year-old boy who presented 
to the Emergency Department (ED) with paroxysmal 
episodes of visual distortions consistently followed by 
holocranial headache. Symptoms had been recurring 
for over four years, with increased frequency over the 
past week.
He described paroxysmal visual distortions, in which 
surrounding people and objects varied in size, at 
times appearing smaller (micropsia) and farther 
(teleopsia), and at other times larger (macropsia). 
Episodes resolved spontaneously within 15 minutes 
and were consistently followed by an intense, pulsatile, 
holocranial headache lasting about one hour. He 
reported increasing anxiety and distress related to the 
unpredictability of these episodes.
Consciousness impairment, focal weakness, abnormal 
limb movements or other concomitant symptoms 
were denied. Past medical history was unremarkable, 
with normal neurodevelopment. There was no history 
of drug use, central nervous system infection, fever 
or trauma. Family history was notable only for 
migraine. Physical examination, including complete 
neurological and ophthalmological assessment with 
funduscopic examination was unremarkable. Laboratory 
investigation, including complete blood test panel, 
Cytomegalovirus and Epstein-Barr virus serologies, and 
urine toxicology screening were all within normal limits. 
Neuroimaging by computed tomography scan revealed 
no abnormal findings. The patient was discharged 
from the ED with arrangements for an outpatient EEG 
to exclude an underlying epileptic condition. Lifestyle 
modifications, relaxation techniques and migraine 
management strategies were recommended, and he 
was instructed to maintain a headache diary.
A routine awake and sleep EEG was subsequently 
performed, with recurrence of visual symptoms 
during the recording, yie lded no abnormal 
electroencephalographic findings. Given the lack of 
significant findings, a diagnosis of AIWS associated 
with migraine with aura was established. Anticipatory 
guidance regarding the association with migraine was 
provided, and both the patient and the family were 
reassured about the benign and transient nature of 
the symptoms. 
Follow-up appointment within three months to monitor 
symptom recurrence and discuss migraine prophylaxis 
showed that no further episodes occurred. One year 
after the initial presentation, the patient remained 
symptom-free, with complete spontaneous resolution 
of both perceptual disturbances and migraine episodes.

DISCUSSION/CONCLUSION
AIWS remains a poorly known and frequently 
misdiagnosed condition, largely due to the absence 
of standardized diagnostic criteria. The nonspecific 
and transient nature of its symptoms often poses 
diagnostic challenges, particularly when perceptual 
illusions precede or occur independently of typical 
migraine headaches. Therefore, maintaining a high 
index of suspicion is essential for a timely and accurate 
diagnosis.

In this case, the coexistence of characteristic 
perceptual distortions with normal neurological 
and ophthalmological examinations, unremarkable 
complementary investigation, and a family history of 
migraine supported the diagnosis of AIWS associated 
with migraine with aura. Recognition of this association 
is crucial to avoid unnecessary investigations and 
ensure appropriate management.
Although AIWS episodes can be frightening, they are 
typically transient and self-limiting, recurring during 
migraine attacks. Given the influence of physical and 
psychological stressors on migraine pathophysiology, 
anxiety reduction may help decrease the frequency 
and intensity of episodes. For children presenting with 
migraine and perceptual disturbances, early recognition 
of AIWS is crucial not only for clinical orientation but 
also for family reassurance. In many cases, providing 
clear explanations about the benign nature of the 
symptoms is sufficient to alleviate stress and improve 
outcomes. Patient and family education, together with 
lifestyle modification and adequate analgesia during 
migraine episodes, remains the cornerstone of care.
This case highlights the importance of considering 
AIWS in the differential diagnosis of children presenting 
with visual or somesthetic illusions. Early recognition 
allows accurate diagnosis, prevents misinterpretation 
of symptoms as epileptic or psychogenic phenomena, 
and improves clinical guidance and family reassurance. 
Increased clinician awareness of this entity is essential 
to improve identification of this unusual but distinctive 
syndrome.
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