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to drive, and sensible advice about
managing lifestyle risk factors (sleep
deprivation, alcohol, recreational and
therapeutic drugs) and avoidance of
hazardous sports activities (solitary
sports, climbing, diving and swimming),
and taking a bath while at home alone.
For sources of further advice
regarding safety at home, see Useful
information box, below.

Patients should be offered a follow-
up appointment to ensure continuity
of epilepsy care. A recent audit
showed that 20% of patients referred
to a first seizure clinic from the
emergency department were lost to
follow-up19 and the national sentinel
audit on epilepsy-related deaths
revealed that only 31% of patients were
seen by a specialist within one month,
54% had to wait between one and six
months and 15% waited for longer
than six months.18

In the meantime, while patients are
waiting for their appointment with the
specialist, GPs should offer them a
follow up consultation, and give
appropriate lifestyle advice as
mentioned above. If seizures recur, the
patient should be reviewed and
reassessed. Helpful telephone advice
and information on how to refer the
patient to a first seizure clinic can
usually be obtained from the on-call
neurology specialist registrar or the
epilepsy specialist nurse at the local
neurology unit.

CONCLUSION
When evaluating a patient with a first
seizure an accurate history is key and
other potentially life-threatening
diagnoses, especially cardiac disease,
must be ruled out. Patients who have
fully recovered should be directly
referred to a first seizure clinic, where
further tests and AEDs may be
considered. Doctors should provide
support and advice to the first seizure
patient and be aware of the medical
and social consequences of a
diagnosis of seizures or epilepsy.

Patients who have not recovered
from their seizure, have an abnormal
examination, or about whom there is
diagnostic doubt, should be referred
to the emergency department or
specialist services for further
investigations including brain imaging
and lumbar puncture. 
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A seizure is defined as the clinical manifestation resulting
from an excessive and abnormal discharge of a population
of neurones. The individual lifetime risk of developing a
non-febrile seizure is about 5% and approximately a third
of patients will go on to experience further seizures and
hence be diagnosed as having epilepsy.

When assessing a possible first seizure, assuming that the 
patient has recovered and is not in an emergency situation,
the first question is whether the paroxysmal event was a
seizure. There are many seizure imitators, some of which
can be fatal if missed. These include cardiac syncope due
to arrhythmias, valvular abnormalities or ischaemia,
hypotension, hypoglycaemia and TIAs. More benign
imitators include hyperventilation, panic attacks, migraine,
parasomnias and non-epileptic (or psychogenic) seizures.

Ultimately, the diagnosis of a seizure is clinical and is best  
established by taking an accurate history. An accurate
description of the paroxysmal event is paramount. So the
patient should ideally be asked to bring a witness to the
consultation, allow the clinician to contact such a witness
via telephone, or provide a written description of the
paroxysm. Further features to be established include type
of seizure experienced (generalised or partial) and timing
of the event (early morning or nocturnal). 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 hallucinations
or feelings of déjà vu). Risk factors for seizure development
should be identified, including: head injury, complex
febrile convulsions in childhood, CNS infections and stroke.

Once a putative diagnosis of a seizure has been established, 
the second question is whether the seizure was provoked
or spontaneous. An acute symptomatic seizure is caused
by an insult to a previously healthy brain. Leading causes
are head injury, ischaemic or haemorrhagic stroke, alcohol
withdrawal, drugs, underlying infection or haemorrhage,
or metabolic derangements such as hypoglycaemia or
hyponatraemia. A spontaneous seizure occurs without an
insult to the brain but is more likely to occur in susceptible
individuals following exposure to alcohol, recreational
drugs, sleep deprivation and photic stimulation.

Examination should include assessment of the level of 
consciousness and orientation, the cardiovascular system
and nervous system. There is no evidence supporting
extensive laboratory testing in the patient who has fully
recovered from a first seizure but NICE recommends
measuring plasma glucose, and electrolytes including
calcium, and a 12-lead ECG.

Referral to an emergency department for urgent 
neuroimaging and lumbar puncture should be considered
if the patient has not fully recovered, and/or if risk factors
are present. If the patient has fully recovered, guidelines
recommend referral to a first seizure clinic, where the
patient should be reviewed by an epilepsy specialist.

Useful information 
For healthcare professionals
NICE CG20. The epilepsies: the
diagnosis and management of the
epilepsies in adults and children in
primary and secondary care
www.nice.org.uk

SIGN Guideline 70. Diagnosis and
management of epilepsy in adults
www.sign.ac.uk

For patients
NICE CG20. Epilepsy in adults and
children: information for the public
www.nice.org.uk

Epilepsy Action 
www.epilepsy.org.uk

Epilepsy Society 
www.epilepsysociety.org.uk




