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recurrence, against drawbacks of
possible drug side effects, cost,
inconvenience, and psychosocial effects.
A clear discussion about treatment
goals is vital. Although treatment will
have been initiated in an epilepsy clinic,
the GP has an important role in clarifying
expectations on likely outcomes, risk
and logistics of therapy. 

It is important to give clear
instructions when to titrate drug dosage,
and when to seek immediate medical
attention if signs of hypersensitivity or
other idiosyncratic drug reactions
develop. It is important to consider the
accessibility, logistics and likely
adherence to the prescribed ASMs for
each individual patient.

Overall, 60-70% of patients will
respond to monotherapy at the
appropriate maintenance dose. 
The clinician should be aware of 
multiple epilepsy- and patient-specific 
factors influencing choice of ASM 
(see figure 1, p11).

Epilepsy-specific factors
Arguably the most important guidance
on the choice of ASMs comes from two
clinical trials that compared standard
and new antiepileptic drugs (SANAD I
and II) in newly diagnosed patients.9,10,11,12

In generalised and difficult to classify

epilepsy, SANAD I showed that:
valproate is better tolerated than
topiramate, and comparable with
lamotrigine; valproate is more effective
than lamotrigine, and comparable with
topiramate. SANAD II showed that
valproate is more effective than
levetiracetam. 

In focal epilepsy, SANAD I found that:
lamotrigine is better tolerated than
carbamazepine, gabapentin, and
topiramate. Carbamazepine is better
than gabapentin, and lamotrigine is not
inferior to carbamazepine. SANAD II
showed that lamotrigine is more
effective than zonisamide and
levetiracetam.

From the perspective of seizure types,
certain classes of drugs work better for
specific types.13 First-line therapies for
generalised tonic-clonic seizures are
drugs acting on sodium channels
(carbamazepine, phenytoin, lamotrigine)
and valproate. Second-line options are
levetiracetam and topiramate. 

For absence seizures and myoclonus,
sodium channel-targeting drugs
should be avoided, as should drugs
that elevate extracellular GABA levels,
because they can aggravate these
seizure types. Exceptions exist, and
patients can have multiple seizure
types concomitantly.14  

manifestation of an underlying brain
problem, exclusive to the brain or part of
a systemic pathology.8 At the very least,
cognitive impairment and psychiatric
problems should be looked for and may
only emerge over time. 

REMISSION
An individual with epilepsy can be
thought of as having a lower than
normal seizure threshold. Although it is
often a lifelong diagnosis, it can remit. 

The current ILAE definition recognises
that individuals can consider themselves
free from epilepsy if seizure-free and
past the age of an established childhood
epilepsy syndrome. Alternatively,
epilepsy can be considered to have
entered remission if patients have been
seizure-free for at least ten years and off
all antiseizure medications (ASMs) for
the past five years.

MANAGEMENT 
Pharmacological treatment
Treatment should ideally be started and
managed by tertiary care epilepsy
specialists. A detailed discussion of ASM
regimens is beyond the scope of this
article. Treatment should be tailored to
the patient’s requirements - balancing
the physical, psychological, and social
benefits of lower risk of seizure

Table 1

Differentiating between typical absence and focal unaware seizures

Age at onset

Warning/aura

Ictal features

Postictal

Duration

Frequency

Other terms

Aetiology

EEG

Typical absence seizure
Childhood/early adulthood

Not present

Appears to stare blankly or rapid blinking 
Stops moving or talking
Slight tone changes or motor phenomena

Not present
No confusion

Less than 30 seconds

May be several times a day

Petit mal seizures

Genetic or unknown generalised epilepsy

3 Hz generalised spike and wave

Focal unaware seizures
Any age

Common - including epigastric ‘rising’ sensation,
olfactory or gustatory hallucination, autonomic symptoms, 
experiential phenomena e.g. déjà vu, jamais vu and fear
automatisms e.g. lip-smacking, chewing, hand rubbing

Appears to stare blankly
Awareness of self or environment may be partially or fully
impaired
Spectrum of motor phenomena – from simple automatisms
or behavioural arrest to complex behaviour

Confusion, sleepiness, headache, emotional disturbances 
are common

Longer than 30-45 seconds

Usually less frequent than several times per day

Complex partial seizures, focal impaired awareness seizures

Focal pathology (limbic structures, neocortex) 

Wide variety - depends on focal disturbance 


