
SYMPOSIUMNEUROLOGY 
EPILEPSY

to clinicians experienced in diagnosing
epilepsy. Based on anecdotal evidence,
SIGN has suggested the use of hand-
held videos such as smart phones to
record attacks. Patient consent must be
obtained before taping attacks.3

Brain imaging
Neuroimaging is an important part of
the evaluation of patients with epilepsy.
Advances in imaging techniques have
resulted in structural lesions being
identified in some people previously
deemed to have epilepsy of unknown
cause.6 Imaging identifies lesions in 
21-37% of patients with epilepsy.3
The sensitivity and specificity of MRI is
much higher than CT, and MRI is the
recommended modality of structural
imaging in epilepsy.1,3
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as a supportive tool in diagnosis and
classification, but one that is not
routinely indicated, and best requested
and interpreted by an epilepsy specialist.  

In difficult cases, ambulatory EEG 
or video telemetry (combined EEG and
video monitoring) can be used with the
aim of obtaining an ictal EEG (i.e. EEG
changes during an attack itself). 

An ictal EEG is far more likely than an
interictal EEG to give definitive
diagnostic information, but is only really
practically possible to obtain in
individuals having frequent attacks.1,3,6

Hand-held video
In difficult cases (for example when
distinguishing epileptic from non-
epileptic attacks), video recording of
attacks can provide useful information

EEG
The EEG has its place in the diagnosis
and classification of epilepsy.1,3,11

However, it has limitations and can
sometimes cloud, rather than clarify, the
diagnostic picture. 

Many patients with epilepsy have a
normal EEG between attacks, and so a
normal test neither confirms nor refutes
the diagnosis. In contrast, non-specific
EEG abnormalities are common in
people without epilepsy (especially the
elderly, patients with migraine and those
on psychotropic medication).3

Epileptiform abnormalities (changes
associated strongly with epilepsy) occur
in approximately 0.5% of healthy young
adults and so, although suggestive, are
not unequivocal evidence of epilepsy.3

The EEG is, therefore, best seen 

Table 3

Distinguishing features between seizure, syncope and dissociative attack1,2,3,6

Predisposing 
factors

Triggers

Aura/prodrome

The attack

Post attack

Seizure
Birth trauma
Febrile convulsion
CNS infection
Head injury
Family history
Stroke

Sleep deprivation
Alcohol 

Positive neurological symptoms:
Déjà vu, altered taste/smell,
sensation, focal jerking

Movements:
Tonic (stiffening)
Rhythmic jerking
Automatic movements
Cyanosis
Eyes open

Slow recovery: Drowsy,
confused, amnesia
Seizure markers:
Lateral tongue biting, muscle
pain, headache

Dissociative 
History of childhood
abuse/psychological trauma
History of other medically
unexplained symptoms

Sometimes in situations
causing psychological distress

Dissociative out of body
sensations
Panic symptoms

Flailing/thrashing
Side to side head movement
Prolonged motionless stare
Eyes closed
Resisting eye opening
Rapid breathing
Prolonged attack (> 5 minutes)
Treatment resistance to
multiple AEDs

Rapid recovery
Sometimes upset, tearful

Syncope
Family history
Medication e.g. antihypertensives
Cardiac disease
Young

Postural trigger
Medical procedures
Neck movement
Heat
Standing
Exercise
Micturition

Palpitations
Lightheadedness
Visual symptoms
Breathlessness
Distal tingling
Sweaty, clammy, hot

Pallor
Stiffening or jerks (brief < 1 min)
Brief loss of consciousness
Rapid orientation
Incontinence

Rapid recovery but sometimes
prolonged fatigue


