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For nocturnal seizures, this involves
increasing the evening dose and
reducing the morning dose. It may
provide some benefit, although the
evidence is limited.13 

Clonazepam is a broad spectrum
benzodiazepine that may work 
well for parasomnias and the other 
non-epileptic disorders of movement
and behaviour. The typical dose is 
0.5-1 mg at night.2

Surgery
The use of epilepsy surgery in SHE is
rare, as surgery is reserved for drug-
resistant cases with lesional aetiology. 
A recent study demonstrated that in
80% of patients with lesional nocturnal
epilepsy, 76% of patients achieved
freedom from seizures.17 

Trigger management
Several studies have shown that
managing OSA with continuous positive
airway pressure helps reduce seizures
and parasomnias. Insomnias can be
managed with melatonin, although the
effect of melatonin on seizure frequency
is unclear.13

SAFETY
Patients and families should be advised
to take seizure precautions including
moving the mattress onto the floor,
removing obstructing furniture, timing
seizures and learning to use buccal
midazolam or call 999 after 
3-5 minutes during a seizure, and
training in first aid and cardiopulmonary
resuscitation.13

A patient must not drive and must
notify the DVLA following a seizure
during sleep. Relicensing may be
granted if, over the course of at least one
year from the date of the sleep seizure,
the patient establishes a history or
pattern of seizures occurring only ever
while asleep. Alternatively, regardless of

 
   

MANAGEMENT
Nocturnal epilepsy syndromes tend to
respond well to antiepileptic drug
therapy and the avoidance of seizure
triggers. All patients should receive
counselling about seizure precautions,
complications, and driving safety.

Drugs
There is a paucity of evidence on
specific treatments for nocturnal
epilepsies. As a general principle, they
are treated using the same range of
drugs as focal and generalised awake
seizures.13 Lamotrigine and
carbamazepine are usually good
options for focal epilepsy. 

Lamotrigine tends to be better
tolerated, although patients should be
warned that they should stop the drug
immediately if they develop a rash. 
This tends to occur less frequently if
dosing is gradually increased.
Lamotrigine is normally started at a
dose of 25 mg once daily for 14 days,
increased to 50 mg once daily for a
further 14 days, then increased in steps
of up to 100 mg every 7-14 days. The
usual maintenance dose is 100-200 mg
daily, in 1-2 divided doses.14 

Levetiracetam also works well for
focal epilepsies, although there is some
evidence that its efficacy is less than 
that of lamotrigine (when both 
are compared with carbamazepine).15
However, there is a lack of head-to-head
trials. 

Other options include oxcarbazepine
and topiramate.13 There is emerging
evidence that lacosamide may be
effective in nocturnal focal epilepsy, with
up to 65% of patients with drug-
resistant seizures achieving ≥50%
reduction in seizure frequency.16

Chronopharmacology describes the
use of differential drug dosing times to
reduce seizures at peak times, while
keeping the total daily dose the same. »

activity, further investigation is not
required and the patient can commence
treatment. 

If a routine EEG is non-diagnostic,
patients can undergo video telemetry. 
There is likely to be a long waiting list for
this investigation as even large specialist
centres in the UK normally only have a
handful of telemetry beds and there are
only around 30-40 telemetry units.11 

The investigation also involves an
inpatient stay of one to two weeks,
during which the EEG may still fail to
detect epileptiform activity.4

Figure 2, above, shows a diagnostic
algorithm that can be used as an aid in
capturing SHE or parasomnias using
video observation. This is accurate in
94% of cases.4

MRI
An MRI should be ordered because
there is a small chance (14%) that it may
identify a treatable local epileptogenic
abnormality in SHE. However, the
majority of MRI scan results in SHE and
parasomnias will be normal.4

Polysomnography
Polysomnography is the gold standard
investigation, but it is not easily
accessible in the UK. There are fewer than
90 centres offering the investigation,
and long waiting times.12

It combines EEG with various other
investigations including eye movement,
respiratory airflow, electromyography,
and video.2 It is particularly helpful when
trying to identify the co-occurrence of
trigger factors such as OSA. The EEG
may still fail to identify epileptiform
discharges, for the reasons mentioned
earlier. 

Home video
Patients and partners should be
encouraged to try and record events at
home if possible, e.g. using a smart phone. 

Does the patient
clearly arouse fully
(i.e. to normal
wakefulness) at the
end of the episode?

Is there a clear and
discrete offset to the
event (as opposed to
a gradual emergence
of full consciousness)?

Is there versive head
turning ± dystonic
posturing during the
event?

Does the patient remain
prone/supine (i.e. does
not sit, stand or walk
during the episode)?

Yes

Yes

Yes
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No
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FIGURE 2
An algorithm to
identify nocturnal
events using video4
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