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Statistics 

• About 2–5% of children experience a seizure one time or the 

• other in their lifetime.  

 

• This includes both febrile and afebrile seizures.  

 

• After a single unprovoked seizure, risk for another is 40–52%.  

 

• With two unprovoked nonfebrile seizures, the chance by 4 years of 
having another is 73%. 



Definition of Epilepsy 

• At least two unprovoked (or reflex) seizures occurring >24 hours apart. 

• One unprovoked seizure and a probability of further seizures similar to the 
general recurrence risk (at least 60%) after two unprovoked seizures, occurring 
over the next 10 years. 

• Diagnosis of an epilepsy syndrome. 

 

• Epilepsy is considered to be resolved for individuals who had an age-dependent 
epilepsy syndrome but are now past the applicable age or those who have 
remained seizure-free for the last 10 years, with no seizure medicines for the last 
5 years. 
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Non-Epileptic Paroxysmal Phenomena’s  
Seizure Mimickers 

• Benign Neonatal Sleep Myoclonus 

• GERD (Sandifer’s Syndrome) 

• Shuddering Spells (when shown a toy/food) 

• Heperekplexia (tapping nose stimulates, flexing neck terminates it) 

• Tics 

• Migraines 

• Vasovagal Syncope 

• Breath Holding spells (preceeded by crying) 

• Cardiac Disease (long QT) 



Factors provoking seizures and epilepsy 

Acute symptomatic seizures Susceptible to epilepsy 

• Fever • Sleep deprived 

• Head injury • Severe psychological stress 

• Hypoglycemia • Extremes of emotion 

• Electrolyte disturbance • Fatigue 

• Brain infections • Infections 

• Stroke • Family history 

• Hemorrhage • Higher risk of epilepsy (50–70%) 

• Drugs 

• Minor risk of epilepsy (3–10%) 



High Risk Factors Associated with Recurrence after 
First Unprovoked Seizure 

• Pre-existing static brain abnormalities. 

• Focal neurological deficits. 

• Focal seizure semiology (including Todd’s paresis). 

• Focal/generalized epileptiform activity on EEG. 

• Tumours or other progressive lesions. 

• Status epilepticus. 

• Family history of epilepsy. 

• Previous febrile seizures. 







Clinical Evaluation after a 1st Seizure in a Child 

• Is it a seizure or other events which mimic seizures? 

• What is the type of seizure? 

• What is the possible etiology? 

• What investigations are required? 

• Does he or she require therapy? 

• Prognosis in terms of recurrence of seizure or remission of epilepsy? 



History 

• Onset, course, Duration: 
• Pre-Ictal 
• Ictal 
• Post Ictal 
• Trauma 
• Fever 
• Previous similar episode 
• Drug Ingestion 
• Antenatal Hx 
• Family Hx 

 



Management of first unprovoked seizure 



Management of the 1st seizure 

• The first seizure is not designated epilepsy and management approach is to treat 
the seizure and identify its cause. 

 

• The first generalized seizure may not recur in 50–60% cases. Anticonvulsant 
therapy, is therefore, not indicated for the first generalized seizure. 

 

• Predicts high recurrence risk (80%) in symptomatic seizures and in patients with 
abnormal EEG vs. a 40% risk with a normal EEG. 

 



Anticonvulsant therapy is started after the first episode 
in the following situations: 

 

• If first seizure is a partial seizure—it merits anticonvulsant therapy as 
the recurrence risk is high (60–80%) and it may be symptomatic. 

 

• Examples of first seizures which merit treatment are myoclonic 
seizures and absence attacks. 

 

• Acute symptomatic seizures, e.g., ring-enhancing lesions, etc. 

 



Initiating Treatment 

• 1st AED: will make 50% of children seizure free. 

 

• 2nd AED: an additional 15% will become seizure free. 

 

• 3rd AED: an additional 1–3% will become seizure free. 

 

• Thus, after three first-line-AED, a maximum of 66% will be seizure 
free. 



How to start treatment 

• Start low, go slow 

 

• Reach maximum dose/side effects before you discard the drug 

 

• Dosage to ideally once-a-day or twice-a-day 
 

• Adjust to the child’s daily activity 

 

• Add a second (first-line-drug); achieve control; then try and taper off the first AED 

 

• If seizure frequency is decreased but not stopped after the first antiepileptic 



Newly diagnosed Epilepsy 



Dynamic target of seizure control in management of epilepsy is 
achieving balance between factors that influence excitatory 
postsynaptic potential (EPSP) and those that influence inhibitory 
postsynaptic potential (IPSP). 











Common side effects of AED 

• Drowsiness 

• Dizziness 

• Nystagmus 

• Cognitive decline 

• GI dysfunction. 

 



Specific Side effects of AED 

• Carbamazepine: diplopia, counts 

• Sodium valproate: weight gain, hair loss, or liver dysfunction 

• Phenytoin: hirsutism, coarse facies, gingival hyperplasia 

• Phenobarbitone: withdrawal seizures 

• Lamotrigine: Rash with danger of SJS, or hair loss 

• Topiramate: weight loss, incontinence, hypohidrosis leading to pyrexia 

• Vigabatrin: visual field cuts 

• Levetiracetam: mood swings, or drowsiness 

• BZ’s: drowsiness, low tone, or tolerance. 



When to stop treatment? 

• AED is withdrawn after 2 years of seizure free period. 

• 20-29% relapse after the drug is withdrawn. 

• Drug withdrawal is over 3-6months period. 

• And its usually one drug at a time in case of polytherapy. 



When to stop treatment? 

 



Status Epilepticus 

• Seizure prolonged > 5 minutes 

• Repeated seizures without regaining consciousness in between 

 

The seizures can include the following: 

-Convulsive (tonic - clonic) 

-Non Convulsive (absence or complex partial) 

-Partial 

-Subclinical (electrographic status epilepticus) 



Approach to Status Epilepticus 










