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Parents of children with epilepsy are un-
derstandably concerned their child may be in-
jured or even die from the disorder. This is not 
helped by ill-advised and ill-founded comments 
from professionals in both health and educa-

tion services which lead to unnecessary restrictions on the child’s 
activities. Such misinformation can also lead to middle-aged “chil-
dren” still living at home with elderly parents because the young 
person has never been allowed to be in any environment which is 
not perceived to be 100 per cent risk free (which is almost impos-
sible to attain in any case).

Although there are some small studies looking at injuries 
caused by epilepsy in children, most accident data will probably 
not include the words “epilepsy”, “fits” or “seizures” as the precipi-
tating cause. For example, a fall caused by a seizure which led to 
dental injuries would probably be recorded as “dental injuries” and 
will not show seizure was a precipitating factor. 

Doctors will often be asked to comment on, or even sign, a form 
taking responsibility for their comments as to whether a child with 
epilepsy can participate in a particular activity.

First, what is the nature of the child’s fits? Are they predict-
able? Do they occur at a particular time of day? Does a child get 
any warning (a simple partial seizure, previously called an aura) 
beforehand? How frequent are the child’s fits? 

Second, what is the nature of the activity? Can the activity be 
adjusted or can the child be made secure so if they do have a fit 
they are not at risk of injury? If the child has a specific trigger for 
their seizures, but this trigger will not be present during the activ-
ity, then the risk will obviously be low. Even if the fits are unpredict-
able, there can be ways to work around any difficulties. 

It is important, therefore, to take a balanced view and use com-
mon sense, something which often seems to be lacking in the cur-
rent risk-aversive climate.

Helmets don’t reduce injuries
The doctor can come under pressure to prescribe a helmet for 

a child. First, there are no good studies to show helmets are effec-
tive in preventing injuries. Second, there is no detailed information 
about the side effects of wearing a helmet. There is often the naive 
belief among parents and professionals that only prescribed medi-
cines have side effects.

A helmet is incredibly stigmatising, both for the person wear-
ing it and for other members of the family. Siblings will be reluctant 
to go out with the family if their brother or sister is wearing a hel-
met. They are ineffective in most cases, as one would really need 
to wear a helmet with a faceguard, such as an ice-hockey helmet or 
cricket helmet, and this would be even more stigmatising. I often 
say to parents and to trainees the only advantage of a helmet is, if 
there is a long queue at the supermarket check-out and you put a 
helmet on and say you are going to have a fit, the queue will part.

The overall standardised mortality ratio for children with epi-
lepsy is greater than for those without epilepsy. However, many of 
these children also have other associated conditions, and one can-
not make a leap of logic to say epilepsy is automatically the cause 
of increased mortality.

Children with severe cerebral palsy and other severe neuro-
logical disorders are at increased risk of aspiration. Should they 
get a chest infection (whether due to aspiration or other causes), 
poor muscle control and posture mean they are at risk of death 
from pneumonia and respiratory failure. 

Status epilepticus is a medical emergency. For the first 30 min-
utes the body compensates with increased glucose and oxygen 
usage. After 60 minutes the body decompensates and there is a 
serious risk of brain damage and/or death. Between 30 and 60 min-
utes is a grey area depending upon the individual’s response. We 
arbitrarily choose that a seizure going on for five minutes should 
be treated as status and the child given treatment to stop the sei-

zure. Increasingly, midazolam via the buccal route is being used 
rather than rectal diazepam. It may be the seizure would have 
stopped after, say, 10 minutes in any case but obviously one does 
not know and it is, therefore, better to stop the seizure earlier. Two 
large longitudinal studies from Canada and the Netherlands show 
morbidity and mortality from status epilepticus is generally low. 

Drowning is an understandable parental fear. People with epi-
lepsy are usually advised to have showers rather than baths in case 
they have a fit in the bath. Drowning due to not being able to swim 
is probably more common than drowning due to having a seizure 
while swimming. All children should be taught to swim. When I first 
started working in this field, children were frequently not allowed 
to go swimming with the school. This policy shifted to allowing 
them to swim provided a family member, such as a grandparent, 
was willing to sit in the spectator area and observe the child. This 
shifted again to allowing the child to swim with a “buddy” who 
would alert the teacher if the child had a seizure.

Dilemma of SUDEP
Sudden unexpected death in epilepsy (SUDEP) is vexing for 

paediatricians. It is difficult to get an accurate estimate of its inci-
dence because of different definitions and the need to determine 
whether epilepsy was the cause or a related factor in the death. If 
someone with epilepsy is found dead, it may be assumed the per-
son died in status. Conversely, it may be assumed the person died 
of SUDEP. The death may have been due to an underlying medical 
problem which may be related or unrelated to the epilepsy. 

Should families be told about SUDEP? There is no easy answer 
to this. It will almost undoubtedly raise anxiety among parents for 
what will ultimately turn out to be a very unlikely event. My prac-
tice is not to discuss SUDEP unless the family has raised the issue. 
Rather I try to achieve the best seizure control I can with the coop-
eration of the family and the resources available.

A recent survey of UK and Irish paediatric neurologists showed 
20 per cent discussed SUDEP with all parents of children with epi-
lepsy while 7 per cent never did. Paediatric neurologists are more 
likely to see children with refractory epilepsy so there probably is 
a slightly increased risk of SUDEP in the patients they see. Here is a 
project for a registrar – since the majority of epilepsy is not treated 
by paediatric neurologists, but rather by paediatricians with an in-
terest in epilepsy, it would be very informative to know what is the 
practice of this latter group in the community.
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Topical treatments better than systemic antibiotics for 
chronically discharging ears 

Clinical question What is the most effective treatment for 
chronic suppurative otitis media (CSOM)?

Bottom line

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Topical quinolone antibiotics are better 
than systemic antibiotics for clearing 
discharge at up to 2 weeks in adults and 
children with CSOM. There is no benefit 
from combining systemic and topical 
treatments. The results are less clear 
for topical non-quinolone antibiotics 
(without steroids) or antiseptic when 
compared with systemic quinolone or 
non-quinolone antibiotics. Compared 
with topical quinolines, topical chloram-
phenicol plus systemic non-quinolones 
increases the risk of ototoxicity and 
hearing loss (NNH* 2–5). 

* NNH = number needed to treat to cause 
harm in one individual.

Caveat 
 
 
 
 

The outcome measured here is  
reduction in ear discharge. Little is known 
about longer term outcomes such as 
persisting dry ear, preventing complica-
tions, healing the eardrum and improved 
hearing.

Context 
 
 
 

CSOM is a common cause of prevent-
able hearing impairment, particularly in 
low and middle-income countries. Aural 
toilet was usually only done once before 
starting treatment.
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Key points

•	T he data suggest increased mortality in epileptic children, but 
epilepsy is not necessarily a precipitating factor per se.

• 	 Parents of epileptic children should be assisted to achieve the 
best seizure control possible with cooperation of the family and 
optimal use of the resources available.

• 	 There is evidence showing morbidity and mortality from status 
epilepticus is generally low.

• 	 Helmets afford limited protection from head injuries.

• 	 Sudden unexpected death in epilepsy is an unlikely event and 
best discussed when parents raise the subject first.
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