
EPILEPSY
CHALLENGES IN EVERYDAY PRACTICE: 

From first seizure to long-term care

Dr Md Enayet Hussain
MD (Neurology), FCPS (Medicine), MBBS (DMC)

Fellowship in Epilepsy & EEG (UMMC, Malaysia)

Post-fellowship training in Epilepsy & EEG (Japan)

Associate Professor, Neurology

NINS

Ad- din Medical College Hospital

Magbazar

3rd Feb 2026



Case vignette

A 19-year-old student has been brought to the emergency department with the 
complaints of sudden loss of consciousness with jerky movement of the limbs for 
around 1 minute early in the morning today. This is her first attack.

The family members were frightened watching the event. 

The patient and parents asked several question ?

                     Is it epilpesy ?

                         Is it curable ?

                         Does she need to take medicine ?

                         If yes, how long ?



Outline:

• Definition: Seizure- provoked, unprovoked, true/ pseudo, 

                      Epilepsy

                      Convulsion

• Epidemiology: World and Bangladesh

• Challenges in developing countries: 

                       Myths, superstition, 

                       Diagnostic

                       Management



DEFINITION



SEIZURE

EPILEPSY

CONVULSION

• Sudden

• Uncontrolled

• Paroxysmal

• Hypersynchronous

• Burst of electrical activity

Disturbance of brain function

•  impairment or loss of consciousness, 

•  abnormal motor activity, 

•  behavioral abnormalities, 

•  sensory disturbance or 

•  autonomic dysfunction.  



SEIZURE

EPILEPSY

CONVULSION

Provoked seziure/ Acute 
symptomatic seizure

• Acute neurologic event 
(stroke, head injury)

• Acute metabolic 
disturbance 
(hyponatremia, hypo-, 
hyperglycemia)

• Encephalitis

Unprovoked seizure

• Idiopathic seizure
• Seizures attributed to 

past H/O stroke, brain 
injury



SEIZURE

EPILEPSY

CONVULSION

Unprovoked seizure

• Idiopathic seizure
• Seizures attributed to 

past H/O stroke, brain 
injury

Tendency to have recurrent UNPROVOKED seizure



SEIZURE

EPILEPSY

CONVULSION Motor part of a seziure



Attack feature Psychogenic seizure/ Pseudo seizure Epileptic seizure/ True seizure

Stereotype of attack May be variable Usually stereotypical

Duration Usually prolonged Usually brief unless in status

Awake/ sleep Always awake Awake &/ sleep

Injury Rare Can occur with tonic-clonic seizures

Eyes during ictus Closed Open (eyes generally remain open)

Tongue biting Rare- tip Can occur with tonic-clonic seizures- 

lateral aspect of the tongue

Urinary incontinence Rare Common

Relation to medication changes Unrelated Usually related

Triggers Emotional disturbances No 

Ictal EEG Normal Abnormal

Interictal EEG Normal May be abnormal

Postictal Prolactin Normal Elevated

Pseudo vs True seizure





Seizure

             Epileptic         Non-epileptic (NEAD)

Provoked seizure

           (Symptomatic)

Un-provoked seizure

Two or more seizure (24 

hours apart)

EPILEPSY

Febrile seizure, CNS 

infections, Trauma, 

Metabolic disturbances,



EPIDEMIOLOGY





Scenario in Bangladesh



CHALLENGES



MISCONCEPTIONSMISUNDERSTANDING SUPERSTITION

DISCRIMINATION STIGMA





h.;ph

Differentiating 

seizure from seizure 

mimics  (syncope, 

conversion 

disorder/psychogenic 

seizures, paroxysmal 

dyskinesias etc.)

HISTORY ! 

HISTORY !! 

HISTORY !!! 

NO 

CONFIRMATORY 

TEST

Patient

Eyewitness



CHALLENGES RELATED TO INVESTIGATIONS

EEG MRI



CHALLENGES RELATED TO INVESTIGATIONS

EEG
Problems:   

•    Lack of facilities 

•    Failure to comply with standard recording protocol

•    Wrong Reports  



CHALLENGES RELATED TO INVESTIGATIONS

EEG
SENSITIVITY

28-56%

SPECIFICITY

78-98%



CHALLENGES RELATED TO INVESTIGATIONS

EEG
SENSITIVITY

28-56%

SPECIFICITY

78-98%



➢ 44 years old female 

➢ Recurrent LOC with stiffening of limbs 4 times - 1 month. 

            Each episode = 20 min -30 min.  

                        Eyes remain closed. 

                        She can hear others during the event but can’t speak.

CASE STUDY







• The patient was prescribed Levetiracetam, 500 mg 1-0-1.

• No improvement even after Levetiracetam, 2 gram and Valproate 2 
gram.

• Later patient was referred to Epilepsy clinic NINS.

Don’t treat the report, treat the patient 

with your knowledge and judgement



• Not a routine test.

• Indication: 

     1.   Seizures having focal features clinically

      2.   EEG showing focal seizure source

      3.   Control of seizures difficult or    

            deteriorating

      4.   Seizure onset after the age of 20 years

• EEG & MRI /CT- one cannot replace  
the other

NEUROIMAGING



RATIONALE

Recurrence

Better well-being

WHEN TO START ASM



WHEN TO START ASM

EPILEPSY

Epilepsy is a disease of the brain defined by any of the following 

conditions

1. A least two unprovoked (or reflex) seizures occurring >24 h apart

2. One unprovoked (or reflex) seizure and a probability of further 

seizures similar to the general recurrence risk (at least 60%) after 

two unprovoked seizures, occurring over the next 10 years

3. Diagnosis of an epilepsy syndrome



50 year-old-male presented with 
an episode of GTCS in the 

morning. He gave a history of 
stroke with RHP 2 years back.

16-year-old girl presented one 
episode of GTCS.

A 16-year-old boy has presented 
with GTCS. Prior to loss of 

cosnciousness he felt tingling in the 
left U/L for few seconds



WHEN TO START ASM

EPILEPSY

Epilepsy is a disease of the brain defined by any of the following 

conditions

1. A least two unprovoked (or reflex) seizures occurring >24 h apart

2. One unprovoked (or reflex) seizure and a probability of further 

seizures similar to the general recurrence risk (at least 60%) after 

two unprovoked seizures, occurring over the next 10 years

3. Diagnosis of an epilepsy syndromePredictor Approx. Recurrence Risk Comments

Epileptiform discharges on EEG 60–80% Strongest single predictor

Structural brain lesion on MRI (stroke, tumor, cortical dysplasia, etc.) 60-90% Especially when lesion is epileptogenic

Prior significant brain insult (traumatic brain injury, CNS infection, stroke) 60-80% Suggests permanent epileptogenic focus

First seizure occuring during sleep ~60% Indicates underlying   predisposition

Abnormal neurological exam or developmental abnormality >60% Reflects structural or functional brain pathology



1

Focal vs 
Generalized

Specific 
syndrome

Epilepsy type

2

Age, sex, 
comorbidities,  

concurrent 
medications, 
pregnancy, 

financial 
constraints

Patient factor

3

Adverse effects
Tolerabilty
Availability

Medication factor

No proven algorithm, multiple factors considered

CHOOSING THE RIGHT AED



Choice of medications:

• Type of seizure

• Availability

• Cost

• Side effects 

• Drug interactions

• Special situations: Elderly & children, 
women in child bearing age 

• Comorbidities

Seizure type Drug of choice Second line

Focal/ 2⁰GTCS CBZ, OXC, LTG LEV, VPA, TPM, ZNS, PB, PHT, 
CLB

1⁰ GTCS VPA, LVT LTG, TPM

Absence VPA, ESM LTG, CZP

Myoclonic VPA LEV, CZP



Given the risks associated with exposure in utero, valproate should be avoided wherever 

possible as initial treatment of epilepsy in girls and women of childbearing potential

15-45 years female

SODIUM 

VALPROATE





PRINCIPLES OF ASM THERAPY

Start with one first-line drug, start low-go slow, mimimum number of doses 

Failure of 2nd drug- start  2nd line drug

If this combination fails- replace the 2nd line drug with alternative 2nd line

If this combination fails- check adherence, reconsider diagnosis (are events seizure 

?/ occult lesion?)

Consider alternative, non-drug treatments e.g. epilepsy surgery, VNS

Use minimum number of drugs in combination at anyone time 

If seizure persist despite adequate dose and tolerance- switch to second first line 

drug



Important advice & counseling for Epilepsy patient

• Regular intake of AEDs & duration of treatment.

• Orientation about immediate seizure management. 

• Side effects of AEDs.

• Life style modification (Avoidance of precipitating factors if any (e.g- 
sleeplessness, stress-physical/mental, alcohol or other substance abuse).

• Avoidance of activities which might place the patient themselves or others 
at risk, e.g. Driving, Swimming, fishing, boating

• Avoid sleeping alone at night (SUDEP.) 

• Rash alert must be given with documentation. 



Principles of epilepsy management

• Confirm diagnosis of epilepsy.

• Establish seizure type & epilepsy syndrome.

• Evaluate  AED treatment needed or not.

• Select appropriate AED based on type & syndrome.

• Start monotherapy with 1st line drug---“Start low go slow”

• Titrate up till seizure control / maximum tolerated or pharmacological dose 
appears.



Activities of Epilepsy wing of Neurophysiology department 
in NINS & H

• Weekly Epilepsy clinic- Every Sunday (8 AM to 1 PM)

• EEG (routine & prolonged)

• Epilepsy & EEG fellowship programme (6 months- 2 sessions in a 
year, 2 in each session).

• EEG technician training course (3 months- 1 in each session).



THANK YOU



2026

2nd MONDAY of FEBRUARY

Turning stories into action
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