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Nocturnal generalized seizures preceded
by a gastrointestinal aura: a case report

Despite the fact that abdominal pain is a common symptom of various pathological conditions, it can also
be suggestive of a diagnosis of epilepsy. Autonomic epilepsy may present with paroxysmal gastrointestinal symptoms
mimicking abdominal pathology or functional disorders, making diagnosis challenging. In 36 cases reported in the
last 34 years, the most commmon gastrointestinal symptoms included abdominal pain, nausea, vomiting, etc. Although
many mechanisms have been outlined, the cause of autonomic epilepsy with gastrointestinal symptomes still remains
unclear current hypotheses suggest that the Sylvian fissure and the insular cortex may serve as sources of epileptic
activity. Recognition of autonomic epilepsy in such casesis important, as timely identification and antiseizure tfreatment
lead to significant clinical improvement.

Case presentation. A female patient presented with recurrent nocturnal episodes beginning with abrupt
awakening due to painful urges to defecate, followed by loss of consciousness, generalized fonic—clonic seizures and
postictal confusion.

Initially rare, the episodes increased to 4—5 events per year, exclusively during sleep,with normal neurological
status between seizures. Brain MRI revealed bilateral cortical atrophy of the frontal and temporal lobes, asymmetry
of the lateral ventricles, and periventricular leukoaraiosis. Overnight videoEEG revealed interictal sharp waves during
sleep without recorded ictal events. Levetiracetam therapy (600 — 750 mg/day) led to complete seizure control.

Discussion. In this case, the combination of nocturnal onset, with gastrointestinal manifestations, and
subsequent generalized tonic—clonic activity suggests either a focal seizure manifesting as gastrointestinal pain
with secondary generadlization or a generalized seizure preceded by a gastrointestinal aura. VideoEEG monitoring
confirmed the epileptogenic nature and contributed to understanding the pathophysiology of these symptoms.
Levetiracetam proved effective in achieving seizure freedom.

Conclusions. This case highlights a rare epileptic presentation with nocturnal seizures preceded by a painful
gastrointestinal urge. Recognizing such visceral symptoms may aid earlier diagnosis and appropriate freatment.
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Despite the fact that abdominal pain is a common
symptom of various pathological conditions, it
can also be suggestive for a diagnosis of epilepsy. Au-
tonomic epilepsy is an uncommon syndrome in which
paroxysmal gastrointestinal symptoms can result
from seizure activity. It is characterized by otherwise
unexplained, paroxysmal gastrointestinal complaints,
symptoms of a central nervous system disturbance,
an abnormal electroencephalography (EEG) with find-
ings specific for a seizure disorder, and improvement

with antiseizure medication. In 36 cases reported in
the last 34 years the most common gastrointestinal
symptoms include paroxysmal abdominal pain, nau-
sea, and vomiting, sometimes accompanied by bloat-
ing and diarrhoea, while the most common neurologi-
cal symptoms include lethargy and confusion, more
rarely — headache, syncope and transient blindness
[3, 6, 7, 11]. As a type of autonomic epilepsy, such
condition can also be associated with some auto-
nomic phenomena co-relating with the episodes such
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Fig. 1. Brain MRI, FLAIR Fig. 2. Brain MR,
sequence, axial projection T2-weighted sequence,
axial projection

as pallor or cold sweating [10]. Abdominal auras can
also be seen with manual and oral automatisms, that
is, an auto motor seizure [4].

It is known that epileptic auras represent the ini-
tial subjective component of a seizure and provide
valuable information about the localization of the
epileptogenic zone. Visceral or gastrointestinal auras,
although uncommon, are often linked to temporal or
insular lobe epilepsy [2].

Although many mechanisms have been outlined,
the cause of autonomic epilepsy with gastrointestinal
symptoms still remains unclear. There are hypoth-
eses that the Sylvian fissure and insular cortex lying
right beneath it could be the origin of the seizure as
they coincide with the locations of the abdomen on
the Sensory homunculus. Additionally, the M2 por-
tion of the middle cerebral artery courses through the
Sylvian fissure. Recurrent abdominal pain may also
be seen in visceral hyperalgesia, peptic ulcer disease
and abdominal migraine. The most common differen-
tial diagnosis for autonomic epilepsy with abdominal
aura is abdominal migraine as they have many over-
lapping features. Duration of the symptoms may be
used to differentiate the two entities; the duration is
longer in abdominal migraine than in autonomic epi-
lepsy. The EEG is usually abnormal in autonomic epi-
lepsy and may be used to confirm the diagnosis [1].

It is already known that patients with autonomic
epilepsy may have normal EEG patterns in the inter-
ictal periods, extra-temporal origins of epileptic foci
and secondary generalisation. There are strong sug-
gestions that EEG conducted after the first 24 hours
after the epileptic episode can detect abnormalities
to a greater extent [1].

We report a case of a woman with nocturnal
episodes of generalized tonic-clonic seizures consis-
tently preceded by a painful defecatory urge — an un-
usual presentation that can broaden the differential
diagnosis of epilepsy.

Clinical case

A female patient presented with a several-year
history of recurrent nocturnal episodes. Each epi-

Fig. 3. Brain MR, T2-weighted
sequence, sagittal projection T1-weighted sequence,

Fig. 4. Brain MR,

coronal projection

sode began with abrupt awakening from sleep due
to intense, painful urges to defecate. Within min-
utes, she lost consciousness and developed gener-
alized tonic — clonic convulsions, followed by post-
ictal confusion and fatigue lasting several minutes.
Initially, these events occurred once every one to
two years and were considered as a gastrointestinal
pathology. The patient was evaluated by the general
practitioner and gastroenterologist, esophagogastro-
duodenoscopy, colonoscopy, a computed tomography
scan for cancer screening and laboratory tests were
performed, with no abnormalities found. In 2024, the
frequency of these episodes increased to four or five
episodes per year. All events took place during sleep;
none were reported during wakefulness. There were
no preceding triggers such as alcohol intake, stress,
or sleep deprivation. Neurological examination be-
tween episodes was normal.

Brain magnetic resonance imaging (MRI) revealed
cortical atrophy in the frontal and temporal lobes,
asymmetry of the lateral ventricles, and periventricu-
lar leukoaraiosis (Fig. 1—4).

Overnight video-EEG monitoring was performed.
No ictal events were recorded during the monitoring
period. Interictal epileptiform discharges were noted
during sleep, predominantly in the form of sharp
waves (Fig. 5).

Treatment with levetiracetam 500 mg daily was
started, resulting in a single breakthrough seizure.
After increasing the dose to 750 mg daily, the patient
has remained seizure-free to date.

Discussion

Visceral auras involving painful abdominal or rec-
tal sensations are rare and may originate from the
insular or mesial temporal regions. Gastrointestinal
complaints, in particular abdominal pain, may be the
only manifestation of epileptic activity.

In 2013 C. Cerminara et al. described a case of an
8-year-old boy with no family history of epilepsy, who
suffered from recurrent episodes of abdominal pain
since about 6 months of age. He described the pain
as «a sword-piercing», localized mainly in the epigas-
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tric region and varied from a few minutes to 1 hour,
with a frequency of 5—8 episodes per day, almost
always associated with pallor and nausea, with sud-
den onset and spontaneous resolution. There was no
impairment of consciousness and he never had con-
vulsions; the paroxysms were followed by increased
sleep. He underwent a negative abdominal investiga-
tion; neurological examinations and brain MRl were
normal. Interictal EEG during wakefulness and sleep
displayed bilateral spikes and diphasic sharp-waves
over the temporal leads with a marked increase in fre-
quency during drowsiness; a 24-hour EEG-monitoring
showed several bilateral synchronous and asynchro-
nous temporal spikes during wakefulness and noc-
turnal sleep. The ictal EEG during severe abdominal
pain in the epigastric region with nausea and pallor
showed rhythmic spikes on the centro-temporal re-
gions. The patient started treatment with Carbamaze-
pine (20 mg/kg/day) with a progressive decrease in
seizure frequency. At the last follow-up, when he was
9-years old, he was seizure free [2].

A. Balabhadra, et al. also described a case of a
20-year-old man with recurrent 8—12 minute epi-
sodes of severe «piercing» epigastric abdominal pain
3—5 times per day for six months associated with
non-projectile vomiting followed by lethargy or loss of
consciousness which lasted for a «few minutes» after
each episode. General and local examinations of the
abdomen and nervous system did not reveal any sig-
nificant findings. He was prescribed analgesics and
proton pump inhibitors without any improvement in
his symptoms. Brain MRI was normal. Psychiatric ex-
aminations didn’t reveal any pathology. A 30-minute
awake EEG revealed repetitive sharp waves in the
right temporal leads which were highly suggestive of
an epileptogenic focus arising from the right tempo-
ral lobe. He was started on oxcarbazepine 450 mg
twice daily, showed a progressive decrease in seizure
frequency over a 12-month period and has been as-
ymptomatic throughout the next 4-month period of
follow-up [1].

T.G. Phan, et al. reported an unusual case of ictal
abdominal pain occurring in the setting of parietal
lobe haemorrhage and suggested a possible role
of the somatosensory area in pain perception [8].
A supplementary motor area was considered as
another possible location for abdominal pain. Occa-
sionally focal epilepsy with ictal abdominal pain has
been related to brain tumors and brain disorders [9].
Previous reports on ictal abdominal pain have shown
right parieto-occipital encephalomalacia, biparietal
atrophy and bilateral perisylvian polymicrogyria [5].

There is no conflict of interest.

The nocturnal occurrence of such episodes can
complicate differentiation from sleep disorders, syn-
cope, or parasomnias. The main differential diagnosis
of autonomic epilepsy presenting with abdominal
aura is abdominal migraine, as the two conditions
share several overlapping features. EEG and epi-
sode duration may help distinguish between them,
with abdominal migraine typically lasting longer than
epileptic events. Other important differentials include
irritable bowel syndrome, vasovagal syncope and
symptomatic (provoked) seizures. As well, in contrast
to functional gastrointestinal disorders and reflex
syncope, autonomic epileptic seizures are usually
associated with epileptiform abnormalities on EEG,
which may support the diagnosis. Recognition of this
presentation is crucial, as patients may initially pres-
ent to gastroenterologists or general practitioners due
to the misleading visceral symptoms. Unexplained
paroxysmal gastrointestinal complaints, impairment
of consciousness, and focal abnormal EEG are the
main criteria to establish a diagnosis of focal epilepsy
with ictal abdominal pain, but not all the criteria need
to be present in each case. The abrupt onset, the
spontaneous resolution, and the relatively short dura-
tion of episodes may be helpful for a correct and early
diagnosis. We must also be aware of the stigma that
revolves around the diagnosis of a somatoform disor-
der in these scenarios and quickly consider getting an
EEG, preferably a video-EEG if the facilities are avail-
able for such patients so that their symptoms are not
falsely labelled as «psychogenic» or «functional». If the
EEG findings are abnormal, the treatment involves the
initiation of antiepileptic drugs with regular follow-up
[1]. In this case, the combination of nocturnal onset,
gastrointestinal symptoms, and subsequent gener-
alized tonic—clonic activity suggests either a focal
seizure manifesting as gastrointestinal pain with sec-
ondary generalization or generalized seizure preceded
by a gastrointestinal aura. Video-EEG monitoring con-
firmed the epileptogenic nature and contributed to un-
derstanding the pathophysiology of these symptoms.
Levetiracetam proved effective in achieving seizure
freedom, consistent with current recommendations
for focal and generalized epilepsies.

Conclusions

This case illustrates an uncommon epileptic mani-
festation characterized by nocturnal seizures pre-
ceded by a painful gastrointestinal urge. Awareness
of such visceral symptoms can improve diagnostic
accuracy and timely initiation of appropriate antisei-
zure therapy.

Authors’ participation: data collection, data analysis and interpretation, results processing — D.l. Hnatovska, O.P. Lebed,
G.V. Perkova; writing the original draft — D.l. Hnatovska; data collection, conceptualization, methodology, results
processing— Yu.O. Solodovnikova; conceptualization, methodology, results processing — V.V. Dobrovolskyj, A.S. Son.

Acknowledgements. The authors would like to thank Dr. Klidra Stillova for her valuable comments, advice and critical

review of the manuscript.

YKPAIHCbKWUA HEBPOJIOTIYHUM XYPHAN -

2026, N21



KJIHIYHUA BUNMAAOK | CLINICAL CASE

References 6. Mpondo BCT, Mwasada G, Nyundo AA. Abdominal epilepsy, an
uncommon cause of chronic and recurrent abdominal pain: a

1. Balabhadra A, Malipeddi A, Ali N, Balabhadra R. Abdominal Epi- case report. Clin Case Rep. 2016;4:1117-1119. doi: 10.1002/

lepsy: A Rare Cause of Unexplained Abdominal Pain. Cureus. 2020 ccr3.711.

Aug 29;12(8):10120. doi: 10.7759/cureus.10120. 7. Peppercorn MA, Herzog AG. The spectrum of abdominal epilepsy in
2. Cerminara, Caterina, et al. Focal Epilepsy with Ictal Abdomi- adults. Am J Gastroenterol. 1989;84:1294-1296.

nal Pain: A Case Report. Ital J Pediatr. 2013 Dec 9;39:76. 8. Phan TG, Cascino GD, Fulgham J. Ictal abdominal pain herald-

doi: 10.1186/1824-7288-39-76. ing parietal lobe haemorrhage. Seizure. 2001 Jan;10(1):56-9.
3. Franzon RC, Lopes CF, Schmutzler KM, Morais MI, Guerreiro MM. doi: 10.1053/s€iz.2000.0472.

Recurrent abdominal pain: when should an epileptic seizure be 9. Siegel AM, Williamson PD, Roberts DW: Localized pain associ-

suspected? Arq Neuropsiquiatr. 2002;60:628-630. doi: 10.1590/

ated with seizures originating in the parietal lobe. Epilepsia. 1999

YKPATHCbKUA HEBPOJIOTIYHUMA XYPHAN -

s0004-282x2002000400021. Jul;40(7):845-55. doi: 10.1111/j.1528-1157.1999.tb00790.x.
4. Henkel A, Noachtar S, Pfander M, Luders HO. The localizing value PMID: 10403207.

of the abdominal aura and its evolution: a study in focal epilepsies.  10. Singhi PD, Kaur S. Postgrad Med J. Abdominal epilepsy misdiag-

Neurology. 2002;58:271-276. doi: 10.1212/wnl.58.2.271. nosed as psychogenic pain. 1988;64:281-282. doi: 10.1136/
5. Mitchell WG, Greenwood RS, Messenheimer JA: Abdominal epi- pgm;j.64.750.281.

lepsy. Cyclic vomiting as the major symptom of simple partial  11. Zinkin NT, Peppercorn MA. Abdominal epilepsy. Best Pract Res
seizures. Arch Neurol. 1983 Apr;40(4):251-2. doi: 10.1001/arch- Clin Gastroenterol. 2005 Apr;19(2):263-74. doi: 10.1016/j.
neur.1983.04050040081017. bpg.2004.10.001.

A.l. THATOBCBKA, 10.0. COANOAOBHIKOBA, O.I1. AEBIAb,
[.B. MEPLKOBA, B.B. AOBPOBOALCbBKI, A.C. COH

OAECBKMIN HOLIOHAOABHWIA YHIBEPCUTET

ABTOHOMHOQ eriAencis 3 raCTPOIHTECTUHAABHOIO AYPOIO
TA HIYHUMU reHePAAIZOBAHUMM HONAACOMMU: KAIHIYHMA BUNAAOK

HesBaykatoum Ha Te, WO aBAOMIHOALHUM BiAb € MOLUMPEHNUM CUMMTOMOM PIBHOMOHITHMX NATOAOTYHMX CTOHIB, Y
OKPEMUX BUMAAKAX BiH MOXe BYyTW MPOSIBOM eriAerncii. ABTOHOMHAO eriAenCisi MOXXe MPOSBASITUCS MAPOKCU3IMOABHMM
FTACTPOIHTECTUHOABHVIMU CUMMTOMAMMU, LLLO IMITYIOTb ABAOMIHOABHY MATOAOTIO OG0 GYHKLLIOHAABHI PO3ACAN, YCKACA-
HIOKOUM AIArHOCTUKY. Y 36 BUNOAKOX, OMUCAHMX YNPOAOBXK OCTOHHIX 34 POKIB, HAMYACTILLMMK FTACTPOIHTECTUHOABHMM
CUMOTOMOMM BYyAN ABAOMIHOABHUM GiAb, HYAOTA, GAIOBAHHST TOLLO. HE3BAMKAKOUM HA 3AMPOMOHOBAHI NATODIZIOAO-
MYHi MEXQAHI3MW, EeTIOAOTiS1 OBTOHOMHOI eniAencCii 3 TACTPOIHTECTUHOABHUMK MPOSIBAMK 3AAULLAETECST OCTATOYHO HE
3'SICOBAHOIO; 3riAHO 3 HOSIBHUMM TINOTE3AMM, MOXKXAVBUMM AXKEPEAAMU EMIAENTUYHOT OKTUBHOCTI € AIASHKO CUABBIEBOI
LLJAVHM TG OCTPIBLLEBA KOPA. POHHE PO3Mi3HOBAHHSI TAKMX CTOHIB € KPUTUYHO BAXKAMBMM, OCKIAbKM CBOEYACHE MPU3HO-
YEeHHS1 MPOTVUHANAAOBOI TePanii € KPUTUYHO BODKAMBUM AAST MOKPALLLEHHST CTOHY NALIEHTA.

KAIHISHW BUMQAOK. [NALEHTKA 3BEPHYAAQCH 3i CKAPIaMM HA MOBTOPROBAHI HiYHI €Mi30AM MPOTSIFOM KIABKOX POKIB,
WO MOYMHAAMCH 3 PAMTOBOrO NMPOBYAYKEHHS Yepes3 BOAICHI NO3VBY A0 AePeKaLlii, 3 MOAQABLLOKO BTPATOKO CBIAOMOCTI,
PO3BUTKOM reHEepPAAIZOBAHOTO TOHIKO-KAOHIYHOrO HAMAAY TA MOCTIKTAABHOI CMIAYTOHOCTI CBIAOMOCTI. HOCTOTA eni3oAiB 3
4ACOM 3POCAA AO 4—5 HA PIK, BOHW BUHUKOAM BUKAKOYHO MiA, HOC CHY, 3MiH Y HEBPOAOTYHOMY CTATYCI MiXK HONAACQMU HE
CnocTepiraAnoCh. MArHiTHO-PEe30HAHCHA TOMOTPAdIsSI FOAOBHOTO MO3KY BUSIBUAC BIAQTERAABHY KOPTUKAABHY ATPOdIO
AOBOHMX TO CKPOHEBUX HYOCTOK, ACUMETRIIO BIYHMX LLAYHOUYKIB TQ MEPUBEHTPUKYASDHUA AEMKOAPEO3. [Mia 4aC HIYHOTO
BiA€O-EEM-MOHITOPUHIY BUSIBAEHO IHTEPIKTAABHI TOCTRI XBUAI Y $Q3i CHY 6e3 peecTpaLi iIKTAAbHUX NOAiX. Ha TAI Tepanii
Aesetmparetramom (500 — 750 mMr/A00Y) AOCSITHYTO MOBHOMO KOHTPOAKD HAMOAIB.

O6roBopeHHs. [MOEAHAHHS HIYHOTO AEBIOTY, TACTPOIHTECTMHOABHMX CUMMTOMIB | HACTYMHUX rEHEPAAIZOBAHNX
TOHIKO-KAOHIYHMX HAMOAIB Y LbOMY BUMNAAKY CBIAYUTD HA KOPUCTb GOKAABHOTO HAMOAY 3 FOCTPOIHTECTUHOABHMM
MPOSIBAMM TO BTOPVHHOK FTEHEPOAI3ALEt0 aB0 reHepPaAI3OBAHOIO HAMAAY 3 FACTPOIHTECTUHAABHOKD AYPOIO. Biaeo-
EEM-MOHITOPWHI NIATBEPAVB €MIASMTOreHHy MPUPOAY €Ni30AIB | AO3BOAMB YTOYHUTU iXHI NATOQIZIOAOTYHI MEXAHI3MU.
MPU3HOYEHHS1 ASBETUPALLETAMY 306€3MEYNAO NMOBHUM KOHTPOAL HOMGAIB.

BucHOBKMW. Liel BUNaAOK INKOCTPYE PIAKICHWM BAPIAHT eniAenCii 3 HIYHUMKW HONMOAQMU, SIKUM NePEAYIOTb FaCTPO-
IHTECTUHOABHI CUMMTOMU. PO3Mi3HABAHHST MOAIBGHMX BICLLEPOAABHUX CUMMTOMIB MOXE CMPUSIT PAHHIM AIQrHOCTULL TA
CBOEYACHOMY MPU3HAYEHHIO OAEKBATHOI Tepanii.

Keywords: 0BTOHOMHQ eniAencisl, BICLLEPOAbHA Aypa, FACTPOIHTECTUHAALHI CUMMTOMM.
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