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Case report
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he clinical differentiation between simple partial epileptic seizures of temporal lobe origin and

panic attacks is often difficult on clinical grounds alone, because both conditions are character-

ized by common symptomatology which includes the feeling of fear, autonomic system dys-

function, disorientation and alternation of the level of consciousness when these conditions
evolve clinically. The symptoms stem from common pathophysiologic and anatomic substrates of these
two conditions, localized in the limbic system, especially the amygdala. We present the case of a young
woman who had a febrile seizure in childhood and subsequent episodes of fear accompanied by tremor
and possible alteration of consciousness followed by headache. These spells were diagnosed as panic
attacks during her teenage years and she was given Clobazam in order to suppress them. The patient re-
sponded well for several years without attacks but her symptoms reappeared following discontinuation
of her medication in order to conceive. At that time a detailed history was taken from her spouse and
further clinical evaluation raised the suspicion of seizures especially due to the fact that her spells were
characterized by alteration of consciousness; she was therefore referred for additional investigations
which included admission to a monitoring unit for epilepsy. Long-term video-EEG recording revealed
the presence of simple partial seizures with secondary generalization confirming the clinical impression.
She was subsequently treated with antiepileptic medications; however the patient’s condition wors-
ened to the point where she became pharmacoresistant having failed several antiepileptic drug trials
in monotherapy or combination. An MRI scan of the brain revealed the presence of right-sided mesial
temporal sclerosis, a known consequence of febrile seizures. Her seizures were nocturnal tonic-clonic
and gradually worsened to the point of occurring during most nights. She was therefore referred for a
presurgical evaluation which confirmed that the epileptic focus was associated with the area of mesial
temporal sclerosis. The epileptic focus was successfully removed from the right anterior temporal lobe
and since then she remained free of seizures whereas, in addition, the presumed symptoms of panic
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attacks also resolved. This case indicates the occasional difficulty in diagnosing simple partial seizures
and how it may be confused with psychiatric conditions. Therefore, the treating physician, especially the
psychiatrist, should remain vigilant when treating cases of panic attacks, especially when they present
with either atypical symptomatology, such as the case described, or when they do not respond to ap-
propriately chosen treatment; such cases may warrant referral for further investigation.
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Introduction

Partial seizures may present with psychiatric symp-
tomatology, often delaying a correct diagnosis and
appropriate therapy by several years.! On the other
hand, the distinction between simple partial seizures
and anxiety disorders, especially panic attacks, may
be difficult to achieve on clinical grounds alone.?

We present the case of a 33 year old right-handed
woman who was diagnosed with panic disorder and
was so treated for several years prior to establishing
that she had partial-onset epilepsy.

Case report

In elementary school she had paroxysmal episodes
of fear associated with shivering and flushing sensa-
tions lasting 2-3 minutes. There was questionable
alteration of consciousness. Initial frequency of the
episodes was every several months. These events
occurred throughout secondary school and were as-
sociated with a post-event headache. At age 19 she
had an episode of depression treated successfully
with Clomipramine and Clobazam. Since the age of
22 she remained on Clobazam monotherapy for the
presumed diagnosis of panic attacks, as described
above. Attempts to withdraw Clobazam, in order to
conceive, resulted in re-emergence of her symptoms.
A brief trial of Lamotrigine for its mood elevating ef-
fects was ineffective. Detailed description of the pa-
tient’s events, by her spouse, revealed the presence
of orofacial automatisms and decreased responsive-
ness which the patient was unaware of.

Her past medical history was remarkable for one
episode of febrile convulsions at the age of 2 years.

Achnowledgement: We thank Mrs. Elena Polycarpou for her
technical support in preparing this manuscript.

Upon presentation, she was on Clobazam 10 mg bid
and denied drug allergies. Family history was sig-
nificant for a seizure in the patient’s paternal grand-
father during childhood. Also, a cousin had febrile
convulsions. The patient was a civic employee and
denied alcohol or tobacco abuse. Physical and neu-
rological examinations were normal except for mild
left hand atrophy. Routine electroencephalograms
(EEG's) were normal. Brain magnetic resonance imag-
ing (MRI) scan was reported normal.

The patient's family history, the brief duration of
her spells, the episode of a febrile seizure, the sug-
gestion of alteration of consciousness, and the sup-
pression of the events by Clobazam, raised the suspi-
cion for simple partial seizures and she was admitted
for long-term video-EEG monitoring. During hyper-
ventilation, she reported an event about to occur and,
thereafter, she engaged in lip smacking, and became
unresponsive for about 3 minutes. Concomitant EEG
revealed diffuse slowing with persistent faster fre-
guency activity and sharply contoured components
over the right frontotemporal derivations. This ac-
tivity was of higher amplitude over the right sphe-
noidal electrode. Interictally rare epileptiform spikes
were seen over the right sphenoidal electrode which
recorded from the right medial temporal lobe area.

Reinterpretation of her MRI scan revealed subtle
right hippocampal asymmetry consistent with me-
sial temporal sclerosis.

She was subsequently treated with antiepileptic
(AED) medications which included Levetiracetam,
Lamotrigine, Carbamazepine and Clobazam in vari-
ous combinations and in monotherapy. Unfortunately
she did not respond to treatment and her events be-
came progressively more frequent and intense to the
point where she would have nocturnal generalised
tonic-clonic seizures.

Readmission to the monitoring unit recorded two
seizures consisting of vocalisation followed by oral
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automatisms, tonic posturing and head deviation to
the left, progressing to a generalised tonic-clonic sei-
zure. EEG was again associated with a build-up of ep-
ileptiform spikes over the right sphenoidal electrode,
followed by gradual involvement of all derivations,
predominantly the right frontotemporal area.

As the patient became pharmaco-resistant, the
possibility of a surgical resection was discussed
and she underwent further investigations which
included neuropsychological assessment reveal-
ing a significant difference between her verbal and
performance intelligence at the p<0.05 level. Short
and long term memory was unimpaired. A Wada
test revealed unilateral localization of memory and
language functions over the left hemisphere. Repeat
MRI scan with improved resolution revealed une-
quivocal right mesial temporal sclerosis.

At the age of 29 years, she underwent a right an-
terior hippocampectomy under intraoperative moni-
toring and resolution of the epileptiform activity on
the EEG during surgery. She remained seizure-free
thereafter on Lamotrigine monotherapy. Her pre-
sumed psychiatric symptoms resolved.

Discussion

This case illustrates the difficulty clinicians often
face in distinguishing panic attacks from simple par-
tial seizures.®> Our patient probably began having
simple partial seizures in elementary school and was
treated subsequently for presumed depression and
panic attacks; the correct diagnosis of partial-onset
epilepsy with secondary generalisation was not con-
firmed until she was 24 years old, about fifteen years
after the onset of epilepsy. Such delay has been re-
ported elsewhere as well. >4

The case also illustrates the value of a detailed his-
tory and physical examination in cases where the
presumptive diagnosis fails to respond to appropri-
ately chosen therapies. Suggestive features in our
case included the presence of febrile convulsions
in childhood, and in family members, a known risk
factor for epilepsy.” Moreover, subtle asymmetries
on physical examination and information provided
by the spouse raised the suspicion of epilepsy which
led to a re-interpretation of the MRI scan and admis-
sion for video-EEG monitoring.

PARTIAL-ONSET EPILEPSY MISDIAGNOSED AS PANIC DISORDER 219

Temporal lobe epilepsy and panic attacks share
clinical and probable pathophysiological mecha-
nisms® including fear sensation, tachycardia, blood
pressure fluctuations and diaphoresis, depersonali-
zation and derealisation, symptoms which may occur
both ictally as well as interictally.> Anatomically the
shared symptomatology stems from the amygdala
where limbic symptomatology is expressed and, in
addition, electrical stimulation of the area, resem-
bling focal epileptic discharges, commonly elicits
panic-like symptoms.'#8-1° Feeling detachment from
the environment, and déja vu phenomena, com-
monly occur among both groups of patients.”'

The diagnosis of both seizures and panic disorder
is often a clinical one based on the constellation of
symptoms.'>"3 When a patient presents with atypical
symptomatology for either disorder, and fails to re-
spond to adequate treatment, a consideration of an
alternative diagnosis is in order.

The reverse situation could also be true as up to
30% of patients considered to have pharmaco-
resistant epilepsy turn out to have psychogenic
seizures upon further investigations. To compli-
cate matters further, there are patients who exhibit
both epileptic as well as non-epileptic seizures." It
is therefore critical to consider alternative diagnoses
when history and response to treatment do not cor-
roborate.

A normal EEG does not exclude the diagnosis of
epilepsy'® and the best method to assess a patient
accurately is by long-term video-EEG monitoring
which may clarify the differential diagnosis.® More-
over, epileptic seizures may be misdiagnosed if they
manifest with psychiatric symptoms,'® or when sei-
zures occur in patients with no psychiatric illness. In
a study of six patients with epilepsy that presented
with prominent psychiatric symptoms, and of which
only two had pre-existing psychiatric illnesses, three
were initially diagnosed with panic attacks, two with
psychosis and one with schizophrenia. Of these, five
patients had temporal lobe epilepsy, whereas a sixth
patient had absence status epilepticus.'® The value
of imaging, especially MR, is also demonstrated in
the above study; patient imaging revealed a dysem-
bryoblastic neuroepithelial tumor in one patient, a
cavernous hemangioma in another, post-traumatic
changes and bilateral mesial temporal sclerosis in
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another, and was normal in two patients with tem-
poral lobe epilepsy. Our case had mesial temporal
sclerosis revealed by MRI scanning.

Video-EEG telemetry is therefore instrumental
in establishing the diagnosis in difficult cases. This
was demonstrated recently in a case of traumatic
epidural hematoma following which episodes char-
acterized by anxiety, fear, whole body tingling and
associated autonomic symptoms lasting up to two
minutes appeared. Consciousness and speech dur-
ing the spells were preserved prompting the diagno-
sis of panic attacks.® An initial EEG was normal and,
even though MRI scan of the brain showed focal en-
cephalomalacia, she was followed for a subsequent
period of 8 years without a definite diagnosis until
video-EEG was performed and a right temporal epi-
leptic discharge was captured.
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Most cases of epilepsy will respond to appropriate-
ly chosen AED medication,'” even though, as in our
case, some patients may prove intractable to treat-
ment and require a surgical intervention.'® The same
is true regarding cases with panic attacks. It is there-
fore imperative for the treating physician, especially
the psychiatrist who will most often follow patients
with panic attacks and other psychopathology, to
remain vigilant regarding the differential diagnosis
in cases where the history, clinical description, or
response to therapy are atypical. The issue assumes
added importance in the case of epilepsy because
these patients run the risk of progressing to convul-
sive seizures and have increased risk for additional
morbidity and mortality including sudden unex-
pected death.'”” On the other hand, prompt recogni-
tion and treatment of a seizure disorder will diminish
adverse outcomes and enhance quality of life.?
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O KAIVIKOG S1aXwPIoHOG TwV KPIoEWwV TTAVIKOU aTd TIG AMAEG E0TIOKEG Kpioelg emAnyiag kabiotatal ov-
Xvd 6uokolog kaBdoov Kkal ot duo mabnoelg xapaktnpifovtal amd Kowvr) CUMTTWUATOAOYIA N omoia
niepAapBdavel TNV aioBnon eofou, SLIaTapaxEG TOU AUTOVOUOU VEUPIKOU GUOTAHUATOG, ATTOTIPOCAVATO-
Aopo kat aAoiwon tou emimedou ouveidnong, epdoov kal ot SUo mabroelg e§eAixBouv KAVIKA. H oup-
nTwpatoloyia nyadel amod Kovéd maBo@UCIONOYIKO KAl AVATOMIKO UTTOCTPWHA yia TI¢ SU0 TTabnoElc,
To omoio evtomiletal 0To SpeMavoEISéC CUOTNHA, KUPIWE 0TNV apuySaln. MapouacidleTal TEPIOTATIKO
yuvaikag n omoia gixe emMEICOSI0 TUPETIKWY OTIACHWY 0TNV TASIKN NAIKIO KAl LETETTEITA OVEPEPE ETTEL-
0681a eofou ocuvodeudpevou amd Tpouo Kat mbavr alAoiwon Tng ouveidnong, Ta omoia akoAouBou-
oe kepalalyia. Ta emelcodia autd Sleyvwobnoav w¢ KPIoEIg TavIKoU KaTd Tnv e@nfIkn mepiodo Kal
™G XopNYNONKE @APUAKEUTIKA aywyr pe KAoaldun. H acBeving anmdvinoe pe AP EAEYXO XWPIC
TEPAITEPW KPIOEIC AANA Ta ETEICOSIA EMAVEUPAVIOTNKAV PETA TN SIOKOTIN TNG Aywyn¢ PE OKoTo va
gykupovnoel. Katd tnv mepiodo autr Sievepynbnke emavallohdynon tTng KAIVIKAC EIKOVAC KAl TOU
LOTOPIKOU KATA TNV omoia 0 oULLYOG TNG AVEPEPE OTI Ol KPIoelg Xapaktnpilovtav amd cagri alhoiwon
TNC ouveidnonc eysipovtag TNV ummoPia eMANTTIKWY eMelcodiwv. Q¢ ek TOUTOU MAPATTEUPONKE yla
npooBetn Slepelivnon n omoia mepléAafe elcaywyn o€ povdada kataypa@nc Kpicswv. H mapateta-
MEVN OTITIKO-NAEKTPOEYKEPANOYPAPIKH aloAOYNoN avESEIEE TNV TTAPOUGIA ATTAWY ECTIOKWY KPIoEWV
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emAnyiag pe devtepomadnr yevikevon emPBefalwvovtag TNV KAWVIKA EVTUTTWON, Kat xopnyRonkav
AVTIEMANTITIKA @Apuaka. Mapd tn Bepameia n emAnyia emOeVWONKE Kal KATECTN PAPUAKOAVOEKTIKY,
Kal n aoBevri¢ Sev amavtouoe 0Ta AVTIEMANTTIKA GAPUaKA TTOu XopnynOnkav o€ povobepareia Kat
o€ ouvluaopod. AlevepynbnKe PayvnTIKh TOUOYPAQia TOU eyKe@AAoU n omoia avéSelle TnVv mapouaoia
pé€ong KpoTaQIKNG okApuvong otov 6e€16 Ao 6, n omoia amoTeAel avayvwplopévn EMIMAOKH TWV TTU-
PETIKWV OTIACUWV. Ot EMANTITIKEG KPIOELG e€ENIXTNKAV OTASIOKA O€ TOVIKOKAOVIKEG Kal epgavi(ovtav
oxeb0v KABe Bpadu pe amoTEAECUA VA TIPOXWPNOEL OE TIEPAITEPW TIPOEYXEIPNTIKO ENEYXO O OTTOIOG
empPePaiwoe 6T N EMANTITIKA €0Tia evTOmMIOTAV OTNV TEPIOXN TNG HEONG KPOTAPIKAG OKAPUVONG.
AlevepynOnke emopévwe agaipeon tng avayvwplobeioag eotiag amd Tov mpdobio KpoTagikd Aofd Kat
€KTOTE N a00evAC Mapépelve EAeVBePN Kpioewy, Ta € Bewpoupeva cupnmTwpata mavikov e¢€Aemav. To
TIEPIOTATIKO avadelkvUEL Tn SUOKOAID TTOU evioTe MPOKUTTTEL 0TN S1dyvwon TG amAig E0TIAKAG EMIAN-
Yiag, n omoia xapaktrpile TNV acBevr, Kat n omoia xpeldotnke e€eldikeupévn a&loAdynon yia TEAIKN
Sidyvwon kal Bepareia, evw Pmopei apyikd va ekKAn@Osi cav Puxlatpikr vooog. O Bepdmnwy 1atpog,
KUpPiw¢ o YPuxiatpog o omoiog mpwTioTwC XElPileTal TA TIEPIOTATIKA AUTA, S€0V OTTWG EVPIOKETAL OE
€£YPYOPON O€ TIEPIMTTWOELG UTIOTIOEUEVWV KPIOEWV TTAVIKOU TTOU €iTe TapouotdalovTtal e ATuTin CUM-
TITWPATOAOYIq, OTIWG N TTEPIMTTWON TTOU TIEPLYPAPETAL €iTe Sev amavtouV oTnV evOEIKVUOUEVN Bepa-
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nieia. Ta meplotatikd avtd xprilouv mepaitépw afloAdynong.

Né&eig eupetTnpiov: EmAnyia, kpioelg mavikov, Bivteo-HER, pappakoavOekTikn emAnyia.
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