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Abstract

Introduction: As a rare cause of abdominal pain, abdominal epilepsy is relatively common among children and very rare among
adults. Its manifestations are mainly gastrointestinal. This report aimed to introduce a young girl with flank pain, nausea, and fever
who was diagnosed with abdominal epilepsy.

Case Presentation: The case was a nineteen-year-old girl who referred to hospital with flank pain, nausea, and fever. She was initially
admitted to the infection disease service, diagnosed with pyelonephritis, and received antibiotics. Gastroenterology and neurology
consultations were also requested due to respectively abdominal pain and long-term use of neuroleptics. Because of short-term
abdominal pains which recurred every few days since twelve years ago and were occasionally associated with confusion, the di-
agnosis of abdominal epilepsy was considered in neurologic assessments. Further assessment through electroencephalography
confirmed the diagnosis of abdominal epilepsy. Finally, treatment with anticonvulsants relieved abdominal pain and the patient
was discharged.

Conclusions: Local convulsion may occasionally be manifested by periodical recurrent abdominal pain. Thus, patients with vague

recurrent abdominal pain should be assessed for abdominal epilepsy.
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1. Introduction

There are several reasons for abdominal pain. A rare
pathogenesis is temporal lobe epilepsy, which presents
with abdominal aura and abdominal pain (1). Abdomi-
nal epilepsy is a temporal lobe epilepsy and commonly oc-
curs in children. However, there are multiple reports of
abdominal epilepsy in adolescents and even adults. The
frequently envisaged picture for a patient with abdomi-
nal epilepsy involves chronic and recurrent gastrointesti-
nal tract symptoms including nausea, vomiting, and short-
term repetitive abdominal pain with one or more neuro-
logical complications. Therefore, these patients are likely
to refer to a general practitioner, surgeon, gastroenterolo-
gist, or a psychiatrist, and are less frequently referred to a
neurologist. Abdominal epilepsy with manifest symptoms
of abdominal aura, including episodes of abdominal pain
mainly associated with electroencephalogram disorders,
usually respond to anticonvulsants (2). If physicians are
not aware of abdominal epilepsy, this diagnosis is easily
lost, resulting in inappropriate treatment (3).

We report a case with numerous referrals to gastroen-

terology and psychiatry services but ultimately treated
with the diagnosis of abdominal epilepsy.

2. Case Presentation

A 19-year-old girl referred to a hospital for flank pain
and urinary symptoms and was treated with ceftriaxone
with a pyelonephritis diagnosis. The patient was sub-
jected to neurological consultation given the chronic use
of neurolepticdrugs, including nortriptyline 10 mg every 8
hours, olanzapine 5 mg twice a day, and biperidin 1/2 twice
a day, and daily cabergoline. The patient’s history showed
recurrent chronic abdominal pain once or twice every two
to three days from 12 years ago. The patient reported that,
according to the above symptoms, she was treated with
the diagnosis of irritable bowel syndrome with pantopra-
zole 20 mg on fasting, clinidium-c every 8 hours, and raniti-
dine 50 every12 hours under gastric counseling. According
to the patient’s history, due to the above complaints (i.e.,
repetitive abdominal pain, recurring every 2 to 3 days sev-
eral times a day taking a few minutes each time), she had
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repeatedlyreferred to internal diseases specialists and gen-
eral physicians during the course of about 12 years. Thus,
several diagnostic tests were conducted, which include the
followings according to the available evidence:

Endoscopy, abdominal and pelvic ultrasonography,
amylase and lipase levels, CBC, ALT, and AST were reported
as normal. WBC was high in urine analysis, and E. coli
was observed in the UC test. In the neurological exami-
nations performed at the time of the patient’s pain, she
had complete temporal and spatial orientation; cranial
nerves, reflexes, cerebellar tests, and sensory tests were
normal. The patient had been under psychiatric counsel-
ing for about 10 years, whereby she received nortriptyline,
olanzapine, and biperidin. As the abdominal pain attacks
were not controlled, pantoprazole, clindium C, and raniti-
dine were added to the treatment course, which proved in-
effective on the recovery of abdominal pain. The patient
was diagnosed with galactorrhea from about two years
ago, whereby a prolactin level of 74 was recorded by the
treating physician. A brain MRI was also performed with
a normal report whereby pituitary microadenoma was di-
agnosed, and cabergoline was initiated on a daily basis.

In the recent visit, given the chronic use of neurolep-
tic drugs and continued abdominal pain, a neurologi-
cal consultation was requested, whereby complete his-
tory was taken upon suspected abdominal epilepsy or mi-
graine. The history showed that, along with abdominal
pain, the patient suffered from occasional dizziness at-
tacks and transient disconnection with the environment,
but there were no signs suggesting migraine headaches.
Upon suspected abdominal epilepsy in the neurologi-
cal examination, electroencephalography was performed,
which showed seizure waves predominantly spike and
sharp waves reflecting the temporal lobe focus, suggest-
ing seizure diagnosis for the patient. Carbamazepine was
started twice daily. After 10 days of follow-up, a large part
of the abdominal pain attacks was controlled. Olanzapine,
nortriptyline, ranitidine, clidinium-c, and pantoprazole C
were discontinued. After two months, prolactin was found
atanormal level and cabergoline was discontinued.

3. Discussion

Abdominal epilepsy is a common syndrome in chil-
dren and a very rare condition in adults, which is charac-
terized by complaints of abdominal pain. Abdominal pain
is due to temporal lobe epilepsy and seizure activity, cen-
tral nervous system dysfunction, and abnormal electroen-
cephalogram and responds to anticonvulsants. According
to the literature, the most frequent symptoms of the diges-
tive system include abdominal pain, nausea, and vomiting,

and the most common neurological symptoms associated
with it are lethargy and dizziness (4).

Symptoms of abdominal pain in children with abdom-
inal epilepsy are very frequent. In a study of 150 children
with chronic and recurrent abdominal pain, it was found
that74% had abdominal epilepsy. In adults, however, these
symptoms are rare. The pathophysiology of this syndrome
is unknown, but a number of mechanisms have been de-
scribed for it, the most important of which is the disorder
of the temporal lobe with amygdala involvement, result-
ing in gastrointestinal involvement. Patients with abdomi-
nal epilepsy have impaired EEG in which the temporal lobe
involvement is evident, although some research has also
reported the parietal lobe involvement (4).

Al-Hail et al. reported that temporal lobe involve-
ment and temporal epilepsy can cause abdominal recur-
rent symptoms, the most common of these symptoms is
abdominal pain (2). Mpondo et al. reported the case of a
38-year-old man presenting with vague and recurrent ab-
dominal pain in the epigastrium, which had initiated grad-
ually from about 2 years before and lasted up to 30 minutes
in each episode. The patient had a history of lethargy. Fi-
nally, electroencephalography depicted temporal lobe in-
volvement, and the patient was treated with a diagnosis of
temporal epilepsy (4).

Sun et al. reported the case of a 60-year-old man who
had a history of repetitive epigastric pain (1 to 3 times to
7 times a day) lasting for about one minute. The patient
underwent a variety of gastrointestinal examinations, but
no definitive diagnosis was made. In the course of neuro-
logic services, electroencephalography showed temporal
lobe involvement, and thus he was diagnosed with tempo-
ral cirrhosis and accordingly treated (5).

Murai et al. reported a 63-year-old woman suffering
from a sudden diarrhea attack with abdominal pain from
about 30 years ago. The attacks lasted about 30 seconds af-
ter the start. The patient had a history of decreased con-
sciousness. After 30 years, the patient was diagnosed with
medetompural lobe involvement in electroencephalogra-
phy, and the patient was treated with the diagnosis of tem-
poral lobe seizure (6).

Oztiirk et al. described a 16-year-old girl who referred
with recurrent abdominal pain, nausea, and episodes of
memory loss. She was initially misdiagnosed with general-
ized anxiety and conversion disorders. After a neurological
examination and electroencephalography, showing tem-
poral lobe involvement, the patient was treated with the
diagnosis of abdominal epilepsy (7).

In our patient, after multiple gastrointestinal, infec-
tious, and psychiatric treatments and drug complications,
a neurologic consultation using electroencephalography
was performed to find the temporal lobe involvement.
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Hence, the patient was treated with carbamazepine with a
diagnosis of abdominal epilepsy and was discharged with
complete relief of abdominal pain. Given the rare risk of
abdominal epilepsy in adults, wrong diagnosis is not un-
common. The reverse is also true where some patients
with gastrointestinal symptoms are mistakenly diagnosed
to have abdominal epilepsy. In their study, Bayram et al.
reported that patients with gastroesophageal reflux who
have gastrointestinal tract symptoms may be treated for
abdominal epilepsy. In these cases, obtaining a complete
medical record can be helpful (8).

3.1. Conclusions

Since abdominal epilepsy syndrome is prone to a mis-
diagnosis, it is recommended to consider the above di-
agnosis in patients with chronic short-term abdominal
pain thatisrecurrent and resistant to gastrointestinal tract
treatments and for which no justifiable cause can be found
in gastrointestinal examinations, especially in cases where
attacks are associated with several degrees of confusion.
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