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History
Table 1, above, summarises a series of
clinical features in the patient narrative
that were found to be suggestive of a
seizure as opposed to simple syncope
in one study.5 However, none of the
clinical markers alone is reliable for an
accurate diagnosis, and in case series
15-41% of patients diagnosed with
seizures were actually found to have
syncopal events. Among common
pitfalls are positive motor
manifestations in the form of

Figure 1
Management algorithm for the evaluation of adult first seizures 

consultation, allow the clinician to
contact such a witness by telephone,
or provide a written description of the
paroxysm. The witness should be
advised to try to video the event if 
it recurs.

Further important features to be
established from the history include
the type of seizure experienced
(generalised or partial) and the timing
of the event (early morning or
nocturnal), as this may provide
important clues to the diagnosis. For
instance, early morning myoclonic
jerks followed by a generalised tonic
clonic seizure (GTCS) in a young
person are suggestive of juvenile
myoclonic epilepsy, while violent
nocturnal movements may need
further investigations to distinguish
between a parasomnia and a frontal
lobe seizure. 

The past medical history should be
probed for previous syncopal events
or possible seizures (suggested by a
history of absences, early morning
myoclonus, epigastric aura, olfactory

myoclonic jerks, which can occur in up
to 90% of individuals with syncope.6

Conversely, patients can have
abnormal cardiac events such as
asystole or bradycardia during
seizures,7, 8 while some inherited
arrhythmogenic cardiac syndromes
such as the Brugada syndrome or long
QT syndrome can initially present with
seizures.9 Because an accurate
description of the paroxysmal event is
paramount, the patient should ideally
be asked to bring a witness to the

Adult patient with ? first seizure

Has the patient fully recovered?

Was the event a seizure?

Was the seizure provoked 
or unprovoked?

Physical examination

•Measure blood pressure, heart rate
•Perform ECG
•Measure plasma glucose + electrolytes
including calcium, if necessary

•Refer to first seizure clinic
•Give advice on lifestyle and driving

•Rule out cardiac causes
• Investigate according to
differential diagnosis

Refer to emergency department
or specialist services for further
investigations including brain
imaging and lumbar puncture
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Table 1
Criteria suggestive of seizure or syncope with high specificity 
and sensitivity5

Seizure
•Tongue biting (especially lateral)
•Head turning
•Limb posturing
•Cyanosis noted by bystanders
•Postictal confusion or amnesia
•Prodromal déjà vu, jamais vu

Syncope
•Prodromal light-headedness
•Prodromal sweating and nausea
•Association with prolonged sitting
and standing
•Chest pain before the event
•Presyncope with needle, warm
environments
•Dyspnoea before the event




