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Abstract

Turner syndrome.

Introduction: Reports on cases of epilepsy in Turner syndrome are rare and most of them have cortical developmental
malformations. We report the case of a Taiwanese patient with mosaic Turner syndrome with generalized tonic—clonic
epilepsy and asymmetrical lateral ventricles but no apparent cortical anomaly.

Case presentation: A 49-year-old Taiwanese woman without family history presented with infrequent generalized
tonic—clonic epilepsy since she was 11 years old. On examination, her short stature, webbed neck, swelling of hands
and feet, retrognathic face, and mild intellectual disability were noted. She had spontaneous menarche and regular
menses. Brain magnetic resonance imaging showed asymmetrical lateral ventricles and diffuse subcortical white
matter T2-weighted hyperintensities. Chromosome studies disclosed low aneuploid (10%) 45,X/46,XX/47 XXX mosaic

Conclusions: There is increasing evidence that epilepsy can be an uncommon presentation of Turner syndrome.
Mosaic Turner syndrome with 47, XXX probably increases the risk of epilepsy but more research is needed to reach a
conclusion. This case also strengthens our knowledge that Turner syndrome can be one of the pathologic bases of
asymmetrical lateral ventricles. When a patient has idiopathic/cryptogenic epilepsy or asymmetrical lateral ventricles
on brain images, the presence of a mild Turner phenotype warrants further chromosome studies.
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Introduction

Turner syndrome (TS) results from the absence of one
X chromosome. About 45% of postnatal patients with
TS are apparently nonmosaic monosomy X, whereas the
remaining have structural chromosome abnormality or
mosaicism [1]. The classic phenotype includes short stat-
ure, webbing of the neck, gonadal dysgenesis, vascular
abnormalities and variable somatic stigmata. Patients with
TS may have a spectrum of neuropsychiatric problems,
including autism, attention-deficit hyperactivity disorder,
schizophrenia, and cognitive difficulties especially visual—
spatial, mathematical, and social skills [2]. There are only
a few case reports of patients with TS who have epilepsy,
and they are frequently associated with malformations
of cortical development [3-12]. We report the case of a
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Taiwanese patient with mosaic TS and generalized tonic—
clonic epilepsy and asymmetrical lateral ventricles (ALV).

Case presentation

A 49-year-old Taiwanese woman presented with infrequent
generalized seizures since childhood. She had her first
generalized tonic—clonic seizure attack when she was
11 years old. The duration was 1 to 3 minutes with short
postictal state. The frequency was about one to two
attacks every decade under carbamazepine 200mg twice
daily and valproic acid 500mg twice daily. She stopped
both antiepileptic drugs against medical advice 4 years
ago and started taking a Chinese herb. However, she
presented with another episode of generalized tonic—
clonic seizure and was transferred to our neurology
out-patient department.

She had been born smoothly without abnormal birth
history. Her family history of epilepsy or hereditary diseases
is unremarkable. She has mild intellectual disability and
completed basic national education only (junior high
school). She had spontaneous pubarche, thelarche, and
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menarche at 13 years old. Her menstrual cycles were
about 28 days and generally regular and she began
menopause at 45 years old. She did not get married and
had no sexual experience. She has a medical history of
hyperlipidemia, thyroid adenomatous goiter, and gastric
polyp. A physical examination showed her height 1.46m
(Ist percentile compared to same age population in
Taiwan; height of her mother was 1.53m), weight 64kg,
swelling of hands and feet, small fingernails (Figure 1),
retrognathic face, webbed neck, and secondary sexual
characteristics Tanner V. Her neurological examination
was essentially normal. Laboratory data revealed normal
thyroid functions. Brain magnetic resonance imaging (MRI)
revealed asymmetrical bilateral ventricular size (right
side smaller), and bilateral periventricular and subcortical
white matter hyperintensity (Figure 2). A pelvic ultrasound
showed anteverted uterus of 4.8 x5.2x4.2cm, right
adnexal cyst of 3.1 x 4.3 x 42cm, and invisible left ovary.
An electroencephalograph (EEG) showed 10 to 20uV beta
rhythm with reactive 20 to 30uV posterior 10 to 11Hz
alpha background activities without recording of epi-
leptiform discharges. A G-band chromosomal analysis
on peripheral blood lymphocytes reported 45,X[2]/47,
XXX[1]/46,XX[27] (Figure 3), consistent with mosaicism
TS. Cardiac echo showed mild mitral and tricuspid regur-
gitations without abnormal aortic valve. An X-ray of her
hand showed normal alignment without shortening of the
fourth metacarpal bone.

Discussion

We reported the case of a middle-aged woman with
mosaic 45X/46,XX/47,XXX TS and generalized tonic—
clonic epilepsy. Reports on epilepsy in TS are rare [3-12].
Symptomatic epilepsy with cortical developmental mal-
formations, including pachygyria and lissencephaly [9],
bilateral frontal polymicrogyria [5], bilateral perisylvian
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Figure 1 Hands of the patient. Swelling of both hands and
small fingernails.
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Figure 2 Brain magnetic resonance imaging. Axial T2-weighted
fluid-attenuated inversion recovery image (above) and T1-weighted
image (below) at different level showed prominent smaller right
lateral ventricles. Diffuse periventricular and subcortical white matter

hyperintensities are also noted.

hypoplasia [4], has been reported in patients with TS.
Other cases of TS with epilepsy had no evidence of struc-
ture abnormality [3,7,12]. The chromosome anomalies
included 45,X[4], 45,X/46,XX [5,7], 45,X/47,XXX [9],
deletion of short-stature homeobox gene [3], deletion of
the whole short arm of the X chromosome [10], partial
monosomy Xq (Xq23 — qter) [12], and proposita (45,X/
46,XXp+/47,XXp + Xp +) [8]. Grosso et al. reviewed
seizures and EEGs in 43 patients with polyploidy/aneu-
ploidy of the X chromosome of which 11 patients with
TS (two with mosaic 45,X/46,XX) did not have epilepsy
[11]. However, patients with triple X syndrome or gross
X-autosomal rearrangement were associated with epilepsy.
Most of the patients presented with complex partial
seizures. Similar findings have been reported by other
groups. Approximately 15% of patients with trisomy X
syndrome have seizure disorders [13]. Types of seizure
range from absence, partial to generalized seizures, with
good responses to standard anticonvulsant treatments.
Our patient has both monosomic (6.7%) and trisomic
(3.3%) X chromosomes in peripheral blood cells. Although
the percentage is low, the component of trisomy X
probably increases the incidence of seizure disorder and
contributes partly to her generalized tonic—clonic epilepsy.
There are only case reports discussing seizures in 45,X/46,
XX/47,XXX mosaic TS, probably because this karyotype
comprises only 3% of total patients with TS [14]. More
research is needed to confirm if the prevalence of epilepsy
is higher in patients with TS and triple X cell line.
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Figure 3 G-band chromosomal analysis of 30 peripheral blood lymphocytes revealed 45,X[2]/47,XXX[1]/46,XX[27] mosaic turner genotype. )

The pathophysiology of epilepsy in TS is unclear.
The X chromosome plays an important role in cerebral
development. Significant differences of gray matter volumes
and alterations of neuronal network are observed in
regional areas of the brain including parietal, prefrontal
cortex, and amygdalo-hippocampal structures [2,15]. These
changes are associated with cognitive dysfunction and
possibly explain partly the mechanism of epilepsy. About
10% of patients with TS have clinical intellectual dis-
ability, but most patients with TS experience difficulties of
higher-order visual-spatial functions, arithmetical abilities,
executive function, and specific aspects of language [2,14].
In patients with mosaic 45,X/46,XX/47 XXX, the propor-
tion of intellectual disability ranges from 0 to 13%, which
was considered to be similar to monosomy X [14,16]. Previ-
ous literature found that in trisomy X syndrome, patients
with epilepsy have a higher rate of intellectual disability
than patients without epilepsy [11,17]. The present case
has clinically evident intellectual disability. The relation-
ship between epilepsy and trisomy X chromosome may
probably correlate to her intellectual impairment.

Patients with triple X mosaicism have a phenotype that
differs from the classic 45,X TS, more (about one-quarter)
were diagnosed in adult life, they have an absence of
edema in infancy, a higher percentage of spontaneous
menarche (60% verses 10%), a lower rate of sexual in-
fantilism (90% verses 50%), and lower cardiac and renal
malformations [14,16,18]. The uniform feature in TS with
or without mosaicism is short stature. About 21% of
patients with mosaicism have consistent menses in adult-
hood [18]. This case had normal spontaneous menarche
and regular menses until 45 years old; however, her re-
productive capability is uncertain due to her unmarried
status. Another factor probably related to her mild pheno-
type is only 10% of aneuploid cells. Previous literature
indicates that more than 6% of aneuploidy is responsible
for clinical changes, with body mass index positively and
menarche age inversely correlated with the percentage of
45X cells [19]. The mean age of diagnosis of ovarian

failure is significantly older in patients with low-level X
chromosome mosaicism (6 to 10% of aneuploid cells) than
in those with higher aneuploidy [20]. The low aneuploidy
in the present patient probably contributed to her mild
phenotype and persistent regular menstruation.

Another striking feature in the present case is lateral
ventricular asymmetry. To the best of our knowledge, no
previous report has correlated both conditions. ALV are
not uncommon (it was found in 5 to 12% patients received
head computed tomography due to various indications)
and are associated with headache, seizures and positive
human immunodeficiency virus status [21,22]. One case
with ALV has been found to have trisomy 21; however, no
obvious pathology was found in most patients [23]. ALV
was considered not pathological but probably a normal
variation [23,24]. We report the first case of ALV with
underlying T'S pathology.

White matter hyperintensities have only rarely been
reported in patients with TS. Only one case report, a 52-
year-old 45,X/46,XX Japanese woman, demonstrated the
same findings as our patient [25]. Diffusion tensor imaging
reveals that the microstructures of the white matter of
young patients with TS and normal controls differ [26].
Alterations in the white matter pathway correlated with
the cognitive dysfunction. Both our case and the reported
one are middle-aged women, and it is not surprising
that normal age-related white matter change can occur.
Another explanation could be ischemic lesions because
she has vascular risk factors including hyperlipidemia
and obesity. The relationship between TS and MRI white
matter lesions is still vague.

Conclusions

We reported the case of a 49-year-old woman with low
aneuploid 45,X/46,XX/47,XXX mosaic TS, having short
stature, generalized epilepsy, ALV, and no obvious pre-
mature ovarian failure or cortical malformations. There
is increasing evidence that epilepsy can be an uncommon
presentation of TS. Mosaic TS with 47,XXX probably
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increases the risk of epilepsy but more research is needed
to reach a conclusion. This case also strengthens our
knowledge that TS can be one of the pathologic bases of
ALV. When a patient has idiopathic/cryptogenic epilepsy
or ALV on brain images, the presence of a mild Turner
phenotype warrants further chromosome studies.

Consent

Written informed consent was obtained from the patient
for publication of this case report and any accompanying
images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.

Abbreviations
ALV: Asymmetrical lateral ventricles; EEG: Electroencephalograph;
MRI: Magnetic resonance imaging; TS: Turner syndrome.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

CSL analyzed and interpreted the patient data; KIMJ was a major contributor in
writing the manuscript. TMC provided idea of discussion MC provided the analysis
of the genetic report. All authors read and approved the final manuscript.

Acknowledgment
Chromosome analysis was provided by the Center for Medical Genetics of
Changhua Christian Hospital. There are no funds in connection with this paper.

Author details

'Department of Neurology, Changhua Christian Hospital, 135 Nanhsiao
Street, 500 Changhua, Taiwan. “Vascular and Genomic Center, Changhua
Christian Hospital, 135 Nanhsiao Street, 500 Changhua, Taiwan. 3Graduate
Institute of Integrated Medicine, College of Chinese Medicine, China Medical
University, Taichung 404, Taiwan. “Department of Pediatric Neurology,
Changhua Christian Hospital, Changhua, Taiwan. *Department of Genomic
Medicine, and Center for Medical Genetics, Changhua Christian Hospital,
Changhua, Taiwan. ®Department of Obstetrics and Gynecology, National
Taiwan University, Taipei, Taiwan. 'Department of Life Sciences, National
Chung-Hsing University, Taichung, Taiwan. ®Department of Pediatrics, and
Department of Medical Genetics, College of Medicine and Hospital, National
Taiwan University, Taipei, Taiwan. gDepartment of Life Sciences, Tunghai
University, Taichung, Taiwan. '°College of Medicine, Chung-Shan Medical
University, Taichung, Taiwan.

Received: 30 September 2013 Accepted: 13 January 2014
Published: 2 April 2014

References

1. Wolff DJ, Van Dyke DL, Powell CM: Laboratory guideline for Turner
syndrome. Genet Med 2010, 12:52-55.

2. Knickmeyer RC: Turner syndrome: advances in understanding altered
cognition, brain structure and function. Curr Opin Neurol 2012, 25:144-149.

3. Puusepp H, Zordania R, Paal M, Bartsch O, Ounap K: Girl with partial Turner
syndrome and absence epilepsy. Pediatr Neurol 2008, 38:289-292.

4. Striano S, Striano P, Tortora F, Elefante A: Intractable epilepsy in Turner
syndrome associated with bilateral perisylvian hypoplasia: one case
report. Clin Neurol Neurosurg 2005, 108:56-59.

5. Tombini M, Marciani MG, Romigi A, 1zzi F, Sperli F, Bozzao A, Floris R, De
Simone R, Placidi F: Bilateral frontal polymicrogyria and epilepsy in a patient
with Turner mosaicism: a case report. J Neurol Sci 2003, 213:83-86.

6. Trevisol-Bittencourt PC, Sander JW: Epilepsy and Turner's syndrome: report of
a case and review of the literature. Arg Neuropsiquiatr 1990, 48:360-365.

7. Vulliemoz S, Dahoun S, Seeck M: Bilateral temporal lobe epilepsy in a
patient with Turner syndrome mosaicism. Seizure 2007, 16:261-265.

8. Daly RF, Patau K, Therman E, Sarto GE: Structure and Barr body formation
of an Xp + chromosome with two inactivation centers. Am J Hum Genet
1977, 29:83-93.

Page 4 of 4

9. Terao Y, Hashimoto K, Nukina N, Mannen T, Shinohara T: Cortical dysgenesis
in a patient with Turner mosaicism. Dev Med Child Neurol 1996, 38:455-460.

10. Joost K, Tammur P, Teek R, Zilina O, Peters M, Kreile M, Lace B, Zordania R,
Talvik I, Ounap K: Whole Xp Deletion in a Girl with Mental Retardation,
Epilepsy, and Biochemical Features of OTC Deficiency. Molecular
Syndromology 2011, 1:311-315.

11. Grosso S, Farnetani MA, Di Bartolo RM, Berardi R, Pucci L, Mostardini R,
Anichini C, Bartalini G, Galimberti D, Morgese G, Balestri P:
Electroencephalographic and epileptic patterns in X chromosome
anomalies. J Clin Neurophysiol 2004, 21:249-253.

12. Bartocci A, Striano P, Mancardi MM, Fichera M, Castiglia L, Galesi O,
Michelucci R, Elia M: Partial monosomy Xq(Xq23 — qter) and trisomy 4p
(4p15.33 — pter) in a woman with intractable focal epilepsy, borderline
intellectual functioning, and dysmorphic features. Brain and Development
2008, 30:425-429.

13. Tartaglia NR, Howell S, Sutherland A, Wilson R, Wilson L: A review of
trisomy X (47, XXX). Orphanet J Rare Dis 2010, 5:8.

14.  Sybert VP, McCauley E: Turner's syndrome. N Engl J Med 2004, 351:1227-1238.

15. Cutter WJ, Daly EM, Robertson DM, Chitnis XA, van Amelsvoort TA,
Simmons A, Ng VW, Williams BS, Shaw P, Conway GS, Skuse DH, Collier DA,
Craig M, Murphy DG: Influence of X chromosome and hormones on
human brain development: a magnetic resonance imaging and proton
magnetic resonance spectroscopy study of Turner syndrome. Bio/
Psychiatry 2006, 59:273-283.

16. Sybert VP: Phenotypic effects of mosaicism for a 47, XXX cell line in
Turner syndrome. J Med Genet 2002, 39:217-220.

17. Roubertie A, Humbertclaude V, Leydet J, Lefort G, Echenne B: Partial epilepsy
and 47, XXX karyotype: report of four cases. Pediatr Neurol 2006, 35:69-74.

18. Zhong Q, Layman LC: Genetic considerations in the patient with Turner
syndrome-45, X with or without mosaicism. Fertil Steril 2012, 98:775-779.

19. Homer L, Le Martelot MT, Morel F, Amice V, Kerlan V, Collet M, De
Braekeleer M: 45, X/46, XX mosaicism below 30% of aneuploidy: clinical
implications in adult women from a reproductive medicine unit. Fur J
Endocrinol 2010, 162:617-623.

20. Gersak K, Veble A: Low-level X chromosome mosaicism in women with
sporadic premature ovarian failure. Reprod Biomed Online 2011, 22:399-403.

21, Grosman H, Stein M, Perrin RC, Gray R, St Louis EL: Computed tomography
and lateral ventricular asymmetry: clinical and brain structural correlates.
Can Assoc Radiol J 1990, 41:342-346.

22. Kiroglu Y, Karabulut N, Oncel C, Yagci B, Sabir N, Ozdemir B: Cerebral lateral
ventricular asymmetry on CT: how much asymmetry is representing
pathology? Surg Radiol Anat 2008, 30:249-255.

23. Achiron R, Yagel S, Rotstein Z, Inbar O, Mashiach S, Lipitz S: Cerebral lateral
ventricular asymmetry: is this a normal ultrasonographic finding in the
fetal brain? Obstet Gynecol 1997, 89:233-237.

24, Ichihashi K, lino M, Eguchi Y, Uchida A, Honma Y, Momoi M: Difference
between left and right lateral ventricular sizes in neonates. Early Hum
Dev 2002, 68:55-64.

25. Tanji H, Nakajima K, Wada M, Kato T: Alterations of the cerebral white
matter in a middle-aged patient with turner syndrome: an MRI study.
Case Reports in Neurology 2012, 4:144-148.

26. Holzapfel M, Barnea-Goraly N, Eckert MA, Kesler SR, Reiss AL: Selective
alterations of white matter associated with visuospatial and sensorimotor
dysfunction in turner syndrome. J Neurosci 2006, 26:7007-7013.

doi:10.1186/1752-1947-8-109

Cite this article as: Jhang et al: Generalized epilepsy in a patient with
mosaic Turner syndrome: a case report. Journal of Medical Case Reports
2014 8:109.




	Abstract
	Introduction
	Case presentation
	Conclusions

	Introduction
	Case presentation
	Discussion
	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgment
	Author details
	References

