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Transient Hyperorality during Automotor Seizure in a Patient with Right
Temporal Lobe Epilepsy. Epileptic Kluver-Bucy Syndrome?

Ki-Young Jung, M.D., Suk-Geun Han, M.D. and Dae Won Seo, M.D.

Department of Neurology,® Korea University Medical Center, Korea University College of Medicine, Seoul,
Department of Neurology,” Haenam General Hospital, Haenam, Department of Neurology,?
Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul

Kliiver-Bucy Syndrome (KBS) is consisting of hyperorality, emo-
tional blunting, hypersexuality, altered dietary habits, visual and
auditory agnosia. It has been reported in variable neurological di-
seases. However, only a few cases reported in epilepsy. We report a
patient with unilateral temporal lobe epilepsy who presents transient
hyperorality during seizure. A 46-year-old man has complex partial
seizures which were abdominal aura followed by hyperorality and
hand automatisms. Hyperorality was characterized by putting patient’s
hand or seizure button into his mouth. Brain MRI demonstrated right
hippocampal sclerosis. The interictal and ictal SPECT suggested
right temporal lobe dysfunction, and PET showed bitemporal hypo-

metabolism. Rhythmic ictal activities were arising from right tem-
poral region when patient presented hyperorality. We speculate that
transient hyperorality in this patient could be a symptom of KBS.
This case suggests that transient KBS can be occurred in a unilateral
temporal lobe epilepsy when ictal discharges cause bitemporal dy-
sfunction during temporal lobe seizure. (J Korean Epilep Soc 2008;
12(1):59-61)

KEY WORDS: Kliver-Bucy Syndrome - Hyperorality - Temporal
lobe epilepsy - Complex partial seizure.
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Transient Hyperorality in TLE
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Figure 1. Video clips shows patie-
nt’s hyperorality during his sendond
seizure at the epilepsy monitoring
unit. A : The patient is putting a sei-
zure button into his mouth at 63 s
after seizure onset out of 74 s, al-
though the technician is restraining
him from putting a button. B : The
hyperorality of the patient persists
for about 10 s.
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Figure 2. A :

Ictal EEG shows sharp contoured rhythmic theta activities in bilateral temporal regions, predominant in right side.

Arrow indicates the beginning of hyperorality. B : SISCOM (Subtraction Ictal SPECT Co-registered to MRI) image clearly shows
hyperperfusion in right temporal lobe, insula and basal ganglia during seizure.
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(Subtra-ction Ictal SPECT Co—registered to MRI)
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