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Encephalopathy 
Associated with Baclofen 
Jacob Abarbanel, MD, Yuval Herishanu, MD, 
and Suzanna Frisher, M D  

In recent years, baclofen has been used widely as an anti- 
spastic drug and for the treatment of trigeminal neuralgia { 1 }. 
The most common side effects are sedation, nausea, vomit- 
ing, vertigo, and depression. Confusion, drowsiness, and 
stupor have been reported rarely in elderly persons with 
cerebrovascular diseases. 

Recently we observed two patients treated with baclofen 
who exhibited an acute encephalopathy with unusual clinical 
and electroencephalographic findings. 

Electroencephalographic tracing showing bursts of triphasic 
wawes. 

A 69-year-old woman was hospitalized because of intracta- 
ble trigeminal neuralgia. Carbamazepine (200 mg four times 
a day) gave no relief. Neurological examination on admission 
revealed onIy a trigger zone on the right inner side of 
the buccal mucosa; general and neurological examination 
findings were otherwise unremarkable. Baclofen (30 mg a 
day) was prescribed. Accidentally she received two doses of 
25 mg each which had an apparently beneficial effect on the 
pain. Six hours after the second dose she became drowsy and 
disoriented as to time, place, and persons. Myoclonic jerks 
appeared in her arms and flapping tremor in her hands and 
feet. 

Laboratory examination revealed a normal complete blood 
cell count and normal blood glucose, urea, electrolyte, cal- 
cium, phosphorus and bilirubin levels; serum glutamic- 
oxaloacetic transaminase (SGOT), serum glutamic-pyruvic 
transaminase, and lactic dehydrogenase (LDH) activities 
were all within the normal limits. The blood ammonia value 
was 63.7 pgldl (normal, 19 to 82). Electroencephalographic 
(EEG) tracings showed bursts of triphasic waves (Figure). 

Twenty-four hours after baclofen discontinuation, she was 
alert and oriented in time, place, and persons, but still had 
asterixis. The EEG contained trains of delta activity. Forty- 
eight hours later the tremor disappeared and the EEG was 
normal. 

The second patient, a 78-year-old man with a history of 
stroke three years previously, was treated with baclofen for 
low back pain. The patient mistakenly took 90 mg a day and 
developed a syndrome identical to the above. Laboratory 
tests showed increased SGOT (242 units) and LDH (720 
units). EEG showed bursts of triphasic waves. The clinical 
and EEG abnormalities disappeared two days after withdraw- 
ing baclofen. 

The clinical and EEG changes in these 2 patients are char- 
acteristic of severe metabolic encephalopathies, especially 
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hepatic encephaiopathy [23. The mild abnormalities in liver 
enzyme activities in the second patient and the normal liver 
functions in the first do not support hepatic failure as the 
cause of the syndrome. A direct toxic cerebral effect of bac- 
lofen may explain the findings. Baclofen should be given to 
elderly patients in low initial doses. A history of previous 
brain damage may contraindicate baclofen use. 

Neurology Department 
Soroka Uniwsi ty  Hospital 
Faculty of Health Sciences 
Ben-Gurion University of the Nrgezi 
Beer-Sheua, Israel 
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CT Evaluation in 
Patients after First Seizure 
Louis S. Russo, Jr, MD,’ and Kenneth H. Goldstein, MDt 

We read with interest the paper of Dr Ramirez-Lassepas and 
colleagues in the June 1984 issue of the Annals. These inves- 
tigators conclude that computed tomography (CT) is of 
significant value in the evaluation of adult patients following 
a first seizure. We had previously reported our findings from 
a similar study [31 and find our data to be similar but our 
conclusions to be different; hence, the following observa- 
tions are made. 

Admission criteria, laboratory, electroencephalographic 
(EEG), and CT evaluation were similar, but not identical, in 

Comparison of Studies 

both studies. Ramirez-Lassepas’s group evaluated only those 
patients presenting with a first seizure who were admitted to 
a neurology service, whereas we evaluated all such patients 
presenting to the emergency room in a large general hospital 
irrespective of the admitting service. This difference in ad- 
mission criteria could significantly alter the conclusions, since 
one would expect those patients admitted to a neurology 
service to have a higher probability of associated structural 
central nervous system disease. Balancing this, however, is 
the fact that we considered a C T  abnormal if it demonstrated 
any type of abnormality, including diffuse atrophy, whereas 
Ramirez-Lassepas and associates included only those with 
focal lesions. 

A comparison of the data is summarized in the Table. To 
facilitate comparison, we have regrouped the patients of 
Ramirez-Lassepas’s group into those with normal and those 
with abnormal (nonfocal or focal) findings on neurological 
examination. We have also shown the analysis of our data if 
diffuse atrophy, demonstrated by CT, was not considered an 
abnormality. The comparison clearly shows the similarity be- 
tween the two studies; yet, Ramirez-Lassepas concludes that 
CT “is a valuable adjuvant in the clinical investigation of 
adults after their first seizure(s).” We conclude that, in the 
presence of normal findings on neurological examination and 
a normal EEG, C T  is unlikely to add information that will 
influence therapeutic decisions. If we combine both studies, 
only one patient of the total population of 210 (0.5%) had a 
CT abnormality while concurrently having normal findings 
on neurological and EEG examination. This patient was 
found to have a subdural hematoma. One may assume that it 
was a chronic lesion of little clinical significance in light of the 
presentation. From a cost-effective standpoint, therefore, we 
cannot agree with Dr Ramirez-Lassepas’s conclusions regard- 
ing the use of CT. He also suggests that, since adults with 
single seizures do not necessarily have seizure disorders, only 
those having a demonstrated primary central nervous system 
lesion should receive long-term anticonvulsants. This might 
lead one to obtain a CT scan on all such patients. While we 
agree that single seizures do not necessarily signify a seizure 
disorder, we disagree with the relevance of C T  findings in 

No. of Patients (%) 

Variables Ramirez-Lassepas et a1 Study Russo and Goldstein Study 

Total number of patients 
Mean age (yr) 
Abnormal NE 
Abnormal EEG 
Abnormal C T  
Patients with normal NE and: 

Normal EEG 
Normal CT 

Normal EEG 
Normal CT 

Patients with abnormal NE and: 

148 
5 1  
70 ( 4 7 )  

115 ( 7 8 )  
5 5  (37 )  
78 ( 5 3 )  

30 (38) 
29 (97)  

3 ( 4 )  
3 (100) 

70 ( 4 7 )  

62 
45 
28 ( 4 5 )  
49 (64)  
16 (26)  
34 ( 5 5 )  

16 (47)  
16 (100) 

6 (21) 
6 (100) 

28 (45)  

NE = neurological examination; EEG = electroencephalogram, CT = computed tomography. 
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