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KEY TO EVIDENCE STATEMENTS AND GRADES OF RECOMMENDATIONS
LEVELS OF EVIDENCE
1++

High quality meta-analyses, systematic reviews of randomised controlled trials (RCTs), or RCTs
with a very low risk of bias

1+

Well conducted meta-analyses, systematic reviews of RCTs, or RCTs with a low risk of bias

1-

Meta-analyses, systematic reviews of RCTs, or RCTs with a high risk of bias

2++

High quality systematic reviews of case control or cohort studies
High quality case control or cohort studies with a very low risk of confounding or bias
and a high probability that the relationship is causal

2+

Well conducted case control or cohort studies with a low risk of confounding or bias
and a moderate probability that the relationship is causal

2-

Case control or cohort studies with a high risk of confounding or bias
and a significant risk that the relationship is not causal

3

Non-analytic studies, e.g. case reports, case series

4

Expert opinion

GRADES OF RECOMMENDATION
Note: The grade of recommendation relates to the strength of the evidence on which the recommendation
is based. It does not reflect the clinical importance of the recommendation.
A

At least one meta-analysis, systematic review of RCTs, or RCT rated as 1++ and directly applicable
to the target population; or
A body of evidence consisting principally of studies rated as 1+, directly applicable to the target
population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target population,
and demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 1++ or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target population and
demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or
Extrapolated evidence from studies rated as 2+

GOOD PRACTICE POINTS
þ

Recommended best practice based on the clinical experience of the guideline development group
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INTRODUCTION

This Quick Reference Guide provides a summary of the main recommendations
in the SIGN guideline on the diagnosis and management of epilepsy in adults.
The aim of this national guideline is to provide guidance about diagnosis,
initial antiepileptic drug (AED) treatment, management of drug-resistant epilepsy,
management of status epilepticus, management of provoked seizures and the
management of people with learning disability and epilepsy. This guideline
also makes recommendations relating to contraception, pregnancy and the
menopause; models of care for epilepsy; audit of epilepsy care and provision
of information for patients and carers.
In Scotland there are 20,000  40,000 people with active epilepsy and there
will be between 2,000 and 3,500 new diagnoses each year. As it is a common
condition, and the number of epilepsy specialists is very small, many people
with epilepsy have been diagnosed and treated by non-specialists in both
primary and secondary care.

MODELS OF CARE
D

A structured management system for epilepsy should be established in primary care. As
with other chronic diseases, an annual review is desirable.

D

The shared care management system adopted should seek to:
§ identify all patients with epilepsy, register/record basic demographic data, validate
the classification of seizures and syndromes
§ make the provisional diagnosis in new patients, provide appropriate information
and refer to a specialist centre
§ monitor seizures, aiming to improve control by adjustment of medication or rereferral to hospital services
§ minimise side effects of medications and their interactions
§ facilitate structured withdrawal from medication where appropriate, and if agreed
by the patient
§ introduce non-clinical interventions, and disseminate information to help improve
quality of life for patients with epilepsy
§ address specific womens issues and needs of patients with learning disabilities.

þ § Services should be provided in acute hospitals to enable probable recent-onset

seizures to be seen within two weeks of onset.
§ Hospitals should provide services to review people with drug-resistant epilepsy.
§ Subspecialty epilepsy clinics should also be available to meet the needs of specific
groups of patients (epilepsy in learning disability, in pregnancy, in adolescence and
in potential surgical candidates).
§ Each epilepsy team should include epilepsy nurse specialists.

1

DIAGNOSIS, CLASSIFICATION AND INVESTIGATION

s

C

In view of high rates of misdiagnosis, a diagnosis of epilepsy should be
made by a neurologist or other epilepsy specialist.

þ

The diagnosis is most appropriately delivered in the setting of a dedicated
first seizure clinic.

Is based mainly on a clear history from the patient and an eye witness.

s

s

s

Diagnosis

12-lead electrocardiogram
þ Should be done in all patients.
s
Classification
C The seizure type(s) and epilepsy syndrome should be identified.
C

The distinction should be made between a focal epilepsy and an idiopathic
generalised epilepsy.

The aetiology should be identified.

s

s

s

Electroencephalography (EEG)
C EEG cannot and should not be used to exclude epilepsy.
C

EEG can be used to support the diagnosis in patients in whom the clinical
history indicates a significant probability of an epileptic seizure or epilepsy.

C

EEG should be used to support the classification of epileptic seizures and
epilepsy syndromes when there is clinical doubt.

C EEG should be performed in young people with generalised seizures to
aid classification and to detect a photoparoxysmal response.

Brain imaging
C Indicated unless there is a confident diagnosis of an idiopathic generalised epilepsy
with response to AED treatment.
C Magnetic resonance imaging (MRI) is the modality of choice to identify underlying
structural pathology.
D Computed tomography (CT) has a role in the urgent assessment of seizures, or
when MRI is contraindicated.

C

2

Video EEG and other specialist investigations should be available for patients who present diagnostic
difficulties.

TREATMENT ALGORITHM
Starting antiepileptic drug (AED) treatment
B The decision to start AEDs should be made by the patient and an epilepsy specialist.
AEDs should be offered after a first tonic-clonic seizure if:
B § the patient has had previous myoclonic, absence or partial seizures
B § the EEG shows unequivocal epileptic discharges
B § the patient has a congenital neurological deficit
D § the patient considers the risk of recurrence unacceptable.

s
Choice of AED monotherapy

A

Partial and secondary
generalised seizures

Primary generalised seizures

Uncertain seizure..
types

Carbamazepine
Sodium valproate
Lamotrigine
Oxcarbazepine

Sodium valproate
Lamotrigine

Sodium valproate
Lamotrigine

The side effect and interaction profiles should direct the choice of drug for the
individual patient.

s

Epilepsy resistant to monotherapy
C § Review diagnosis of epilepsy and adherence to medication.
A § Consider combination therapy when:
- treatment with two first line AEDs has failed
- the first well-tolerated drug substantially improves seizure control, but
fails to produce seizure freedom at maximal dosage.
B § The choice of drugs in combination should be matched to the patients seizure
type(s) and should be limited to two or at most three AEDs.

s

Surgical referral

B Consider if epilepsy is drug resistant, failing to respond to at least
two AEDs separately or in combination.

TREATMENT (continued)
Provoked seizures
Metabolic disturbances / drugs

þ Correct / withdraw the provocative factor.

Alcohol withdrawal

B

Give benzodiazepines in the short term.

Acute brain insult / neurosurgery

B
C

Prophylactic AED treatment is not indicated.

D

AED treatment is not indicated.

Concussive convulsions

Withdraw AEDs used to treat provoked seizures
(unless unprovoked seizures occur later).

1
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TREATMENT (continued)
AED blood levels
D

AED side effects

§ Are not routinely indicated.
§ Can be useful for:
- adjustment of phenytoin dose
- assessment of adherence and
toxicity.

AED withdrawl
þ Discuss after at least two years seizure
freedom.

þ Factors to be discussed include:

chances of seizure recurrence (see
tables in the Guideline), driving,
employment, risks and fear of further
seizures and concerns about
prolonged AED treatment.

þ Withdraw drugs slowly, usually over
a few months.

C

Commence AEDs in dose no higher
than recommended by
manufacturers.

C

Warn patient of risks of potential side
effects.

C

Give instructions to seek urgent
medical attention for rash, bruising
or somnolence with vomiting.

D

Give advice to minimise risk of
osteoporosis.

C

No need to routinely monitor liver
function tests and full blood count.

Psychological treatment of epilepsy
B

Psychological treatments are not an
alternative to pharmacological
treatments, but their use can be
considered in patients with poorly
controlled seizures.

LEARNING DISABILITY AND EPILEPSY
D

In the management of people with learning disability and epilepsy:
§ allow adequate time for the consultation
§ ensure the patient is accompanied by a carer familiar with seizure types, frequency,
possible side effects of medication, general health and behaviour
§ provide information in an accessible form
§ liaise with other health professionals involved
§ if rectal diazepam is needed for serial or prolonged seizures:
- give recognised training to carers with retraining every two years
- draw up and regularly review care plan, agreed between GP and specialist service.

COMPLEMENTARY THERAPY FOR EPILEPSY
Complementary therapy is increasingly popular with patients, who may use this in addition to
conventional medication. Patients should be asked if they are using any complementary medicines
and warned about the possibility of adverse effects. Problems may arise with the use of some herbal
medicines because of interaction with prescribed medication.
4

STATUS EPILEPTICUS
Prevention
A Carers should treat serial or prolonged seizures in the community with rectal diazepam
according to an agreed protocol (protocol must include advice on when to transfer to hospital).

Patients with generalised tonic-clonic status epilepticus
s
11
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12

D § secure airway
§ give oxygen

1
2
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5

immediate measures

§ assess cardiac and respiratory function
§ secure intravenous (IV) access in large veins
§ collect blood for bedside blood glucose monitoring and full blood
count, urea and electrolytes, liver function tests, calcium, glucose,
clotting, AED levels and storage for later analyses
§ measure blood gases to assess extent of acidosis

s
A give lorazepam 4mg IV (or diazepam 10 mg IV if lorazepam is unavailable)
no response?

delay in IV access in community?

s

s

repeat after maximum of
10 minutes if in hospital

give 10-20mg
diazepam rectally

s

s

D Determine aetiology:

§ any suggestion of hypoglycaemia: give 50ml 50% glucose IV
§ any suggestion of alcohol abuse or impaired nutritional status: give
thiamine IV (as 2 pairs of ampoules Pabrinex)
§ give usual AED treatment orally or by nasogastric tube (or IV if
necessary for phenytoin, sodium valproate and phenobarbital)
if status persists
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within 30 minutes
11
10

12

1
2

9

3

8

4
7

6

5

>30 minutes

B § give fosphenytoin 18mg/kg phenytoin equivalent IV,
up to 150mg/min; or phenytoin 18mg/kg IV, 50mg/
min, both with ECG monitoring; or phenobarbital
15mg/kg IV, 100mg/min
D § call ITU to inform of patient
if status persists

s

12

s

11
10

D § administer general anaesthesia and admit to ITU
§ monitor using EEG to assess seizure control
§ refer for specialist advice
5

INFORMATION FOR PATIENTS AND CARERS
þ Information should be given in an appropriate manner with sufficient time to answer
questions. The type of information given should be recorded in the patient notes.

þ Information should be repeated over time and reinforced to ensure understanding.
D
q

q

q

q

The following checklist should be used to help healthcare professionals to give patients and
carers the information they need in an appropriate format:
q
General epilepsy information
explanation of what epilepsy is*
probable cause
explanation of investigative procedures
classification of seizures*
syndrome
q
epidemiology
prognosis*
genetics
Sudden Unexpected Death in Epilepsy*
Antiepileptic drugs
choice of drug*
efficacy*
side effects*
adherence*
drug interactions*
free prescriptions*
Seizure triggers
lack of sleep*
alcohol and recreational drugs*
stress*
photosensitivity

Issues for women
contraception*
pre-conception*
pregnancy and breastfeeding*
menopause
Lifestyle
driving regulations*
employment
education (eg ES guidelines for teachers)
leisure
relationships
safety in the home*

q

Possible psychosocial consequences
perceived stigma*
memory loss*
depression
anxiety
maintaining mental well being
self esteem*
sexual difficulties

q

Support organisations
addresses and telephone numbers of
national and local epilepsy
organisations*

First Aid
general guidelines*
status epilepticus

* essential information
Epilepsy Scotland helpline: 0808 800 2200 (www.epilepsyscotland.org.uk)

EPILEPSY IN WOMEN
Women with epilepsy, who are of childbearing age, need additional advice about issues such as
contraception and pregnancy.

þ Advice on contraception should be given before young women are sexually active.
D

When the combined oral contraceptive is given with an enzyme-inducing AED, a
minimum of 50micrograms of oestrogen should be used. Women should be warned that
its efficacy is reduced. If breakthrough bleeding occurs the dose should be increased.

þ Information about the risk of epilepsy and AEDs in pregnancy and the need for folate and
vitamin K should be given to all women of childbearing age and repeated at review
appointments.

þ Pregnancies in women with epilepsy should be supervised in an obstetric clinic with
access to a physician specialising in epilepsy.
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