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= Abstract=
Abdominal Epilepsy Misdiagnosed as Acute Surgical Condition in Childhood

Ooh Shin Shim, M.D., Poong Man Jung, M.D.

Department of General Surgery, College of Medicine, Hanyang University
Seoul, Korea

Abdominal epilepsy is accepted as unusual cause of abdominal pain in children and
young adolescents. Although its abdominal symptoms may be similar to those of the
irritable bowel syndrome, it may be distinguished from the latter condition by the
presence of the altered consciousness during some of attacks, EEG abnormalities,
and a good response to anticonvulsant medication. The diagnosis of abdominal epi-
lepsy came into vogue in the 1950s and 1960s as an explanation for childhood abdom-
inal complaints. More recently, it has been recognized that isolated vomiting without
loss of consciousness or other more common paroxysmal symtoms is rarely attribut-
able to abdominal epilepsy.

We report 4 cases of abdominal epilepsy, whose ages ranged from 8 to 11 years, with
paroxysmal abdominal pain or vomitng consistent with a diagnosis of abdominal epilepsy.

Index Words: Abdominal epilepsy, Acute abdomen

MNoB HHQ 22Y BF F4E dYsterE A
I Qlop

B4 A e Lolst AAdA 2= BE Az 718U BF &L FEE Fra |
ZE Y2 gEA Ao o] YL H‘EEJ LE o} T B4 722 D HoR 44 &
F4 5%l FU4 AFFZ(Irritable bowel ZAgsA71 2dnEy 7 Huse Hielt
syndrome) @} H|=37]& 3y, FAF TEAq) (R 1).
ool Wt 5 F5 AAAY o4, Hute o
A, 283 FFEA ] 2 B3 S0 ¢ ey S
T Ao I8 o

By zbde 1950dth ¢} 1960d el AA & 2l 1) : 949 Golr} oAle] AL Fubs
ol AoM HAJAe & F Y& BE FHL 3 AFYE 5 F2z WLddn. AA=E3
4% o AdHFeH, JZd= 949 24 Solg 24 glden, 543 /IE5YE gl



— A$A 2 ol FA 2

Table 1. Clinical Features of Patients

22 A9 4 9

rlr

24 74 —

Case  Age at onset Age at diagnosis  Sex

Chief complaint  Associated symptom Treatment

il 8yr 9m 8yrllm M Abdominal pain Loss of consciousness Dilantin

2 7yr 6m 8yr 6m M Abdominal pain  Vomiting Diarrhea  Dilantin

3 7yrl0m 8 yr F Vomiting = Tegretol Valproic
acid

4 9yr 8m 11yr 8m M Vomiting Sleep after attack Dilantin
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Fig. 1. The EEG tracing from case 3 shows a short burst of rhythmic 3 Hz spike and waves (arrows), more

prominent on anterior than posterior half.
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Fig. 2. The esophagogram from case 3 shows the
stricture in the mid and lower esophagus with mod-
erate disturbance of passage.
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Fig. 3. The EEG tracing from case 4 shows intermittent ill-defined sharp wave or spikes (arrow) at right
frontocentral region.
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