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Abstract

Seizure is a common symptom in the pediatric age
group. The prevalence of seizure disorder is higher in
children with special needs. Seizures, their etiology,
associated comorbidities, their treatment and the other
management needs do have an impact on these
children’s quality of lives, their educational needs,
provision of other care needs as well as impact on their
caregivers. This review gives, an overall assessment of
seizure disorder in the group of children with special
needs, highlighting the challenge in diagnosis, selection
of therapeutic agents, the impact on education, the need
for comprehensive care plans as well as the combined
effect of seizures and the associated underlying

comorbidities on these children and their families.
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1. Introduction

Seizure is a rather common presenting symptom in
children with 4% of children have one seizure and 1%
have two or more. The overall prevalence of epilepsy in
children has been reported to be around 3 to 5.7/1000 in
different studies. The incidence of learning difficulties
in children is about 0.3-0.8% and 20-30% of them may
have epilepsy [1-3]. Symptomatic seizures were
reported in significant percentage of school children
with epilepsy and focal seizures are the more prevalent
[4, 5]. Children with epilepsy have higher incidence of
learning difficulties (35%). The majority of seizures
start in the first or second year of life [6]. The increased
incidence of epilepsy in cerebral palsy was recognized
from the days of Freud more than 100 years ago. Nearly
50% of CP children develop epileptic seizures. This
depends on the type of CP and the degree of

involvement of the grey matter. The prevalence of
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epilepsy is higher in children with language and

communication

disorders, including the autism

spectrum disorders. A figure ranging from 14-25% is

been quoted [7]. The incidence of seizures in autism

increases during puberty. 20-30% of adolescents with

autism are found to have seizures.

2. Facts and Observations

There is a higher incidence of behavioral
disorders in children with disabilities. These
can mimic seizures and can have an impact in
management [8].

The management of children with disabilities
involve different agencies.

The seizure disorders in these special groups
and the psychosocial impact can be lifelong
[9].

Seizures, including subclinical ones, can affect
the cognitive functions of children with

hemiplegic CP.

3. Etiological Consideration

Most of the seizures are either symptomatic or
remote symptomatic.

Seizures can be part of the underlying
metabolic, genetic or chromosomal
abnormalities.

Positive family history increased the risk of
epilepsy in CP.

Neonatal seizures also increase risk.

Seizures induced by therapeutic interventions
e.g. Baclofen introduction or sudden
withdrawal.

Hypoxia/Anoxia related e.g. reflux, choking.
Trauma.

Munchausen by proxy, NAI or self-inflicted.

Consider pain and other stresses as triggers.
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4. Clinical Presentation

Seizure occurs more in quadriplegic and
hemiplegic CP.

Less frequent in athetoid and diplegic and
usually very less so in ataxic.

Epilepsy is more in right hemiplegia compared
to left.

Generalized tonic-clonic, tonic, atonic (drop),
myoclonic (reflex), complex absences as well
as infantile and epileptic spasms can be seen
[6].

Focal seizures with or without secondary
generalization do occur.

Complex partial seizures are frequently
reported especially in the hemiplegic CP.

Onset at an earlier age in tetraplegic compared
to other forms.
Non-convulsive seizures are important, as
manifestations are not easy to spot. It can
present as behavioral arrest, impairment of
awareness (less interactive or responsive,
lethargic and sleepy), excessive drooling and or
loss of tone e.g. poor head control. Also lack of
interest in feeding and other enjoyments.
Self-stimulating seizures and other induced
activities are common. E.g. in pattern or
photosensitive seizures. Also beware of self-

gratification.

5. Diagnosis and Investigations

History from parents or carers including
teachers.

Video recording is invaluable in this group of
children.

Clinical assessment is helpful in localization
and interpretation of the movements.
Co-morbidities like reflux and other sources of
pain and distress e.g. spasticity, constipation,
UT], dislocations and fractures.
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EEG

convulsive seizures.

is very helpful, especially in non-

Brain imaging, either CT acutely but MRI is
the preferred imaging choice.

Others e.g. Biochemistry, drug levels and PH
study.

6. Approach to Management

6.1 Acute management and special considerations

Management Plan: Prepared, beforehand, for
each child [10, 11].

First Aid: Precautions for the special seating,
head support, plaster casts and jackets. Beware
of seizures occurring during therapy e.g.
frames and hydrotherapy.

Rescue medications: Buccal Midazolam and
Rectal Diazepam. The latter can be used for the
younger age group, but it has a lot of limitation
in children with physical disabilities and

children in wheelchairs [10, 12].

7. Antiepileptic Drugs

Selection of AED depends on the type of the
seizure and occasionally on the underlying
etiology and other comorbidities.

Special attention should be paid to the
formulation considering route of administration
(NG, PEG or rectal) [13].

Drug interactions, as these children can be on
more than one medicine.

Side effects. Sleepiness interfering with
therapy, effects on bones and hygiene e.g.
dental.

focal

For focal or with  generalization,

Carbamazepine, Oxcarbazepine, Topiramate
and Levetiracetam are good options [13].

For generalized seizures, Sodium Valproate,
Levetiracetam, Clobazam and Topiramate are

some of the usual selections with some of the
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children end being tried on other medications
like Rufinamide, Zonisamide etc. [13].
Phenytoin and Phenobarbitone are usually
given initially (in the acute stage) to control
prolonged seizures and status but a lot of
children end on them for longer periods,
despite the concern about some of their long

term side effects.

8. Other Approaches

Ketogenic diet is a useful option especially
when seizures become resistant to polytherapy
and with significant number of those children
are on gastrostomy feeds which makes diet
compliance and acceptance easier.

Epilepsy surgery for selected cases.

Vagus Nerve Stimulator.

No treatment!!

Psychiatric and psychological input. Helpful in
non-epileptic events, like panic attacks.
Consider the impact of seizures on quality of

lives of patients and carers.

9. Factors affecting management outcome

Underlying pathology, e.g. structural or
metabolic. May necessitate prolongation of
treatment courses.

Timing of medication administration. The need
to involve schools or other special institutes.
Cortical, non-vascular, frequent and multiple
types  of  seizures usually predict
phamacoresistance.

There seems to be a strong relation between the
degree of cognitive
epilepsy.

Good communication between all professionals

impairment and the

involved in the care of this group of children.
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