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What is a seizure and what is epilepsy?
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—> A_seizure: is a single event "Transient disturbance of cerebral
unction" due to abnormal, excessive discharge of neurons in the

brain that usually results in altered perception or behaviour.
——

—>» Single seizure is not epilepsy but indication for investigation. —

* Not all seizures imply epilepsy "for example, seizures during
hypoglycemia, SAH". These seizures are not epilepsy (Acute

symptomatic seizure)

* The recurrence rate during the first year 70%. B
» 7-10% of the population will have a seizure at some point in

their lives. é}"i““"' Iy ,\,4.-;),, vy

Epilepsy: is the condition of recurrent unprovoked

seizures caused by sudden excessive changes in the

electrical function of the brain.
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0.5-1% of the population currently has epilepsy!
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Epilepsy: Epideniiology

v * There is about 50 million epileptic patients in the world.

v * About 1-8 new cases per 1000 population each year in the US.

v~ * Approximately 65 people suffer their first seizure each day in the |

US.

&+ Over two-thirds of all epileptic seizures begin in childhood (most
in the first year of the life).

&+ 0.5-1% of the population affected.

&~ * All ages affected.

-

* The incidences of epilepsy increases again slightly after age 60.
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I1. Partial or Al YEU S SCIZUres peginning i

A~ ) . . » : . .. *
(WY S P 8‘“‘“ I. Simple partial seizures "consciousness is not impaired"; |

= <= 3 * Symptomatic: 30%.,
\ : : . 2V Pt p Rt ' ;
—" a. With motor sings "motor Jaksonian type*.~ [ a»: \ - ¥ Abnormal development of the brain.
5 . R A al T v" Head trauma
Zﬁ"‘é\ > Tamor &b, With sensory signs "sensory Jaksonian type*, 2/ (/)‘.3’;“ v Stroke, , 7 ;
2. Complex partial seizures "with impaired consciousness®. e Y’ (CNS infections.
LD SR ; v Brain tumors.
/ﬂﬂfb)z[ A&l WW/ . ¥ Degenerative disease.
. : ¥ Metabolic.
111, Unclassified seizures: Y, s Y :
L. Un if as ( dbhlb sei—) ( reltur Pl W w o ¥ Hippocampal sclerosis.
Febrile and other seizures of infancy and childhood, reflex — &/ i ¥ Drugs and drugs wilhdrawalM J‘; (R
8 ; ’ > Ve ¥ Alcohol abuse, A ' v
epilepsy. ?’%j A C»" CL—’J‘" or C‘” 4 (/—’u"-'“ ¥ Neurosurgical opeﬁw ot P
Qlprb A =2 . v - ¥ Provoked seizured: photosensitivity, hyperventilation and sleep 7>  °
oo ¢ O Yo, G e 8‘4’ ‘ ?’%"8 s deprivation, flickering light, including TV and computer screens,
- ; ly (musie, reading and hot baths). *
; LQ’& 36 (3 . uncommonly sic, reading and hot . d
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"International League Against Epilepsy (ILAE)-1981

h generalized major convulsions®. \;BW‘ BTN e
( ga ¢e) (L& B. Absence "petit mal'":
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International Classification Of Epileptic Seizures

I*bilaterally symmetrical and
o ——e

without local onset™:;

" [4 . L)
L b
ic ic ' ic-clonic "grand-mal or
A. Tonic, clonic, atonic or tonic-clonic "gra

qfack
Wwithut  Cowwlusion
C. Infantile spasm "West syndrome*.

D. Juvenile myoclonic epilepsy.
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Etiology of Epilepsy

'+ ldiopathie: 70%, —> d\l>-\“ BT WA
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. : Cause of sazie Cerebrovascular Epilepsy
0 /0
8
¢ 601
g 50 | NCpitl o m:: . __19 % after ischemic strokes. L
dups) s : . A |
% m OTrauma . 15=20% after primary intracranial hemorrhage. |
: .
%30 E'Cﬂfecglon * 25-30% after SAH. |
erebrovascular 55T - |
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Incidence of Seizure due to leferent Tumors

« Oligodendroglioma{92%) — s e 92
dlﬂdm&'ﬁ\om
B Astrocytomel70%.\ _
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| d 3 ‘V\EZA Menigioma (67%.) cpilipsy
QD’I?JJ w{ |« Metastasis@7%) —» 022 A bugo @
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Primary Generalized Epilepsy (ldmpatlmltpnepsy)

* Onset is almost always in childhood.
* No structural abnormality is present and there is often a
substantial genetic predisposition.
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Partial Epilepsy

* Partial seizures may arise from any disease of the
brain.
* The presence of partial seizures signifies the

et/ 4

presence of focal cerebral pathology. =»  ‘mgi
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2. Ictal stage (seizure): .
a. Sudden loss of consciousness: not more thanff§ min
' b. Tonic phase {10 sec):
* The body becomes rigid. —» hgperd%oﬂ Y
* Extended limbs.
¢ The patient utters a cry (spasm of vocal cord) and falls.

o3 W9« Rolling of eye upwards. £ 300 Gop poduy 4S5 ?
« Cyanotic face. . A st boie U
. Topgu.c is us_ually bitten. aP;SM D el ol
* Urine incontinence.
P A« Frothing. fom mauth
c. Cloni¢ phase (2 min):
« Generalized convulsion with frothing at the mouth.
« Rhythmic jerking of muscles (contract and relax repeatedly
and rapidly). This lasts from a few seconds to several minutes

in status epilepticus™.
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Tonic-Clonic Seizures
(Grand-Mal Seizures Or Generalized Major Convulsigns)

Characterized by 3 stages:
+ Preictal stage (aura).
* Ictal stage (seizure).
» Postictal stage.

1. Preictal stage (aura): ]

« Itis a warning sign for the coming attack.
» May be somatic (fatigue), psychic (depression), ,:::. J‘

autonomic (nausea, vomiting). bluned Vision , ’

abdoynine/ pain |
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3. Postictal stage: ,
|
a. Somatic: generalized fatigue, sleepiness or coma, \

aphasia, Todd's paralysis (paralysis not more 24 \

hrs) G D e Pl e

b. Autonomic: headache, dizziness, vomiting. (due + f

¢. Psychic: confusion.
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Petit Mal Epilepsy (Absence), Epilepsy: Differential Diagnosis

Also ¢ : . ; \ . 3 a ;
called generalized nonconvulsive seizures. - 1. Syncope: cardiac, vasoyagal, micturation, orthostatic

Onset usually in childhood between 4-12 years of age. 4
Family history in 40% of patients.

The seizures consist of multiple brief staring episodes with
behavioral arrest,

hypotension®,
. Transient Ischemic attack.

2

3. Panic attacks. _, L/ % psydholegic Gs3 tl)' =
4. Sleep disorder (Narcolepsy, restless legs syndrome).
5
6
7

a“’ Se¢, M) (€ e Z‘L; Ly ‘G? A;gf
The absence may occur many times a day within duration of

B ; B o %
5-15 seconds. . Non-epileptic "pseudoseizures or hysterical seizures®,

~ w b .
* Attacks may be induced by hyperventilation.":{ =i lb s s - Hypoglycaemia.
* They are associated with generalized 3-hertz spike and slow - Phacochromocytoma. / ( La leolefsy )*
wave discharges on EEG. ) C=5 8. SAH , Slden wowaak ¢ Ghpley W wel
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EEG in Epilepsy . EEG- interictal

qq%fj Gals G 12D gy 5 oL, =05y Uk

e 5 ' Abnormal interictal EEG
1. A normal EEG between attacks (interictal) does not in any B s oo

way exclude epilepsy > Generalized tonic-clonic 60%.

2. Many people with epilepsy have normal interictal EEG. ’ > Complex partial seizure “40%
3. EEG should be performed within 24 hours of the seizure, ;’

2-3% of normal population - have epileptiform

4. If the routine EEG findings are normal, a sleep-deprived ': activity in EEG recording. "
5 I A s 4362
EEG and video-EEG should be performed " * B T ‘L" Laghl el w
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M @ileptic ) =
i Pseudoselzures —5U pog

When to start treatment after the first seizure?
Which patients are at highe

st risk for recurrent seizures?
™ Tha £ Y b . L g $ i <7—_'
The fit usually occurs in the presence of other people to gain v & di Gl Gl LR EVIEDS

their sympathy. —, 6y 28 %
V__), ‘-__S\j h & r } : A . )_’.—’) a‘ )s
ot *  The patient alert with generalized convulsion. — Seizure recurrence is more likely if the patient has:
0 acal | o Eyes often closed during attack_, cea A e
(

: —>**Focal neurologic deficit,
l MLy "~ ~ " J"J
{ never occurs during sleep. id
g

: : —> “*Mental retardation.
The patient never hurts himself (by tongue-biting or body

injury). o B L =be —>*EEG demonstrates severe epileptiform abnormalities.
* Autonomic signs during attack uncommon. | —>¥Structural brain lesion. —  Tamor LY T \_41’-:
i lw ever occur. 1 —> **An initial high density of seizure. oot >
> B and./\l%l)umw@_ M\i‘f"%@ Cﬁi* - Positive family history. — '[i;"" b
. !\‘nrm'til prolactin level after allficls ng =-’ b PR e ¥ o, o A,
Prokcin 5 CPUpy —Sowe /%0 3 |
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v roddii ; = - Pedunorgp S Common Antiepileptic Drugs
Guidelines for Anticonvulsant l'herapy |

|

L. Start one first line drug. ' *_ Valproic acid ~ _Depakin
*  Phenytoin ~  Epanutin
2. Start with low dose. f 2 Carbamazenin N ——
3. Gradually increase dose to effective control of seizures or side | *  Phenobarbital »  Luminal
P Lo Rt onel Jew T % ) ‘)':/.i 23\ s *  Topiramate #  Topamax
Gl Jay = (\d}ul “use serum drug level*, ’ : ) S'E" e ) . \'igahulril.l R |
B 4. If first drug failed "seizures continue or side effects", start . (.uha!wnun » \’curunlm
9 S _ / . e - *  Levetiracetam » Keppra
oy g,"_}.yf second-line drug whilst gradually withdrawing first. / N et > Clonex
—IC =y 5. Try three singly drugs before using combination. | m}ginc ‘W
Joo ""\'bf ' - = ; in combinati / *  Diazepam Assival, Valium
Cmbipation 0- Do not use more than three drugs in combina 1on. P P s
7. The goal of therapy should be complete seizures control with al/ *  Miduzolam Dormicum
single drug and without side effects. ’l :rc"':f;llfol ’l\"(l:';'m
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Epilepsy: General Management
1. Moderation of patient's physical activities: swimming,
driving, walking near machines or at highest,
2. Avoid precipitating factors. CT\}' — W3,
3. Diet:

a. Alcohol intake is forbidden. d,g Ene
b. Ketogenic diets are high in fat and low in

'
carbohydrates, with intake of fluids often limited

2J))

(acidosis raises threshold of stimulation of brajn cells,

while alkalosis lower it).
ol L) st
S Al

B. Immediate medical care:

—> .

_—

—9'

Ensure airway is clear.

Give oxygen to avoid cerebral hypoxia.

Most seizures last only minutes and end spontaneously.
A prolonged seizure longer than 3 minutes or repeated
seizures outside hospital, best treated with rectal or
intravenous diazepam 10 mg.

Take blood for routine bloods "include alcohol, Ca, Mg,
anticonvulsant levels and serum prolactin level (if

known case of epilepsy).

Exclude hypoglycaemia and treat if present.

If convulsions are continuous or repeated mange as for

status epilepticus.

-

‘Immediate care of seizures

A. First aid:

|
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* Move person away from danger (fire, water, machinery,
furniture).

* Ensure airway is clear.

* Do not insert anything in mouth.

If convulsions continue more than 3 minute or recur

without person regaining consciousness summon urgent
medical attention.
* Person may be drowsy, confused for some 30-60 minutes

Lo f_‘ sl Y it ¢ and should not left alone until fully recovered.
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Status Epilepticus:
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Status Epilepticus “SE”
Vil e 3.5» Q'J

* SE is a state of continuous seizures “prolonged seizure > 5
min. duration” without return of normal neurologic function

between them, #ie
* Status epilepticus has aﬁortality of lO-iS%\from

<

cardiorespiratory failure, irreversi?‘l)e brain ,dangxge, and
oy WU— (o  ghao b
“abdomyolisis. b i o

Types of status epilepticus:

S B e
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. : nvulsive
1. Major status (generalized tonic-clonic status), = Cgm ‘

2. Minor status (absence status). = VYON- Gonvulsive
3. Partial motor or sensory status.
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% 10-20 min:

sl - * Phenytoin. bagly clese
T 0_5 R b 3 4
g M immediate medical care, - ? OR

% 6-10 min.
Min: * Fosphenytoin.

Management of Status Epilepticus | | i >

Thiamin ang glucose

.\ * Diazepam | $20-30 min: @ 2-Fuo L)
OR pﬁﬁ’y jp\ Zo g« If status persist, give additional phenytoin or
fosphenytoin.
.mm ( * Intubation and mechanical ventilation ‘
R \azepum/ diazepum | * Continues BP and cardiac monitoring. |
* Side effect.r;esLiratory depression, hypotension and cardigc Notes:

dysrhythmias may occur, Phenytoin and fosphenytoin should not be diluted in glucose.
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Refractory Status Epilepticus | When should antiepileptic treatment
| be stopped?
/ 7 FatE . N1 Sia =
>30 min: dep) S aday Wi gL - 2.3 G, P ah (6 b oz 79 81 |
Give one of the following drugs: ! ts Es §2 tp..u * 70-80% will eventually become seizure free, it is common |
| ' - e . . . P
. ) o DA 4t practice to consider drug withdrawal after becoming seizure
“—+ Phenobarbital o~ sy =sr I free for 2-3 years.
Yeturronté &t @~ | * Withdrawal should be undertaken slowly, reducing the drug
Asgis v 51 sE2T dose gradually over 6 months.
<~ * Midazolam | : )
* Recent studies suggest that approximately 33% of adult
{ patients and 25% of children who are seizure free fore 2

* Propofol J years well relapse after termination of AED.
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Surgical Treatment

* . » . .
“* For medical refractory epilepsy. Focal brain resection

is the most common Lype of epilepsy surgery:

v 1. Anterior temporal lobe resection.

v 2. Lesionectomy: epileptogenic structural lesion

resection.

v~ 3. Vagus nerve stimulation.
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