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SUMMARY

Benign childhood epilepsy with centrotemporal spikes
(BECT) is placed in the group of idiopathic partial
epilepsies in the International Classification of
Epilepsies and Epileptic Syndromes. Although the
course of BECT is not always mild, the prognosis is
favorable, therefore, some authors have emphasized
that antiepileptic treatment may be unneccesary in
most cases. However, many children with BECT have
more than 2 seizures in the active period of the
disease and must be treated with antiepileptic drugs
(AEDSs). The crucial problem to solve is when to stop
AED in a patient with BECT. In this study we have
identified the age of normalization of the
electroencephalography (EEG) in 29 BECT patients
and tried to determine whether this parameter can
serve as a reliable criterion to stop AED treatment.
We observed that there was a good correlation
between the normalization of the EEG and the
discontinuation of AED treatment, and suggest the
use of low doses of AED in BECT patients after the
second or third recognized seizure in the active
period of the disease under periodic EEG evaluation.
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INTRODUCTION

Benign childhood epilepsy with centrotemporal spikes
(BECT) is placed in the group of idiopathic partial
epilepsies in the International Classification of
Epilepsies and Epileptic Syndromes (1). Although the
course of BECT is not always mild, the prognosis is
favorable, almost all children recover before
adulthood and relapses in adulthood are extremely
rare (2 - 6).

Some authors have emphasized that antiepileptic
treatment may be unneccesary in most cases (3,7)
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but it is not always easy to explain this to the parents
especially if the seizures occur in clusters. Therefore,
the patients with frequent seizures are treated sooner
or later by a neurologist or a pediatrician. Most cases
respond well to various AED even with low doses (3,
6, 8).

The crucial problem to solve is when to stop AED in a
patient with BECT. In this study we have identified
the age of normalization of the EEG in 29 BECT
patients and tried to determine whether this
parameter can serve as a reliable criterion to stop
AED treatment.

PATIENTS AND METHODS

Patients selected were children with BECT who had
been treated with monotherapy after the second or
third recognized seizure and were without AED for at
least 2.5 years (range 2.5-11 years). There were 20
boys and 9 girls. The age of onset of BECT ranged
from 2to 11 years, with a mean age of 7.2 years.

The diagnosis of BECT was based on the
characteristic features of the seizure and EEG
abnormalities. A typical daytime attack begins with
paresthesis in oral-buccal cavity, speech arrest and
excessive pooling of saliva without loss of
consciousness. Motor phenomena during the daytime
seizures are usually restricted to one side of the face.
The nocturnal seizures are commonly secondarily
generalized. The interictal EEG in all patients showed
biphasic spike usually followed by a slow wave at the
midtemporal and central region on a normal
background activity.

Clinical and EEG follow-up with periodic examination
were conducted every six months. Electrodes were
placed according to the 10-20 system. Bipolar
recordings were made, using longitudinal and
transverse couplings. Hyperventilation and photic
stimulation were performed in all patients.
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RESULTS

Table | summarizes the results obtained in our study.
Seizure frequency was variable before treatment.
Sixteen patients had no seizure after the onset of the
treatment. The duration of active period (the time
between the first and the last seizure) ranged from 6
months to 10 years. All patients had centrotemporal

Table I: Clinical characteristics of patients with BECT

Patient Age of first Age of last Age of EEG Active

no. seizure seizure normalization period

(years) (years) (years) (years)
1/F 6.5 12 13 5.5
2/M 2 12 12.5 10
3/F 5.5 9 9.5 3.5
4/M 6 6.5 9.5 0.5
5/F 9 11 12 2
6/F 7 10 11.5 3
7/IM 9.5 10.5 13 1
8/F 11 11.5 11.5 0.5
9/M 10 10.5 12.5 0.5
10/F 10.5 11 11.5 0.5
11/M 5.5 8 12 2.5
12/M 6 6.5 10 0.5
13/F 9 12 12.5 3
14/F 7 8 10 1
15/M 7 11 12 4
16/M 6 6.5 11.5 0.5
17/M 6 7 9 1
18/M 8 10.5 12 2.5
19/M 6 13 13.5 7
20/M 8 11.5 12.5 3.5
21/M 8 9.5 10.5 1.5
22/M 6.5 8 9.5 1.5
23/M 3 10 12 7
24/M 9 11 12.5 2
25/M 7 11 11 4
26/M 9 11 13 2
27/M 7 10 12 3
28/F 7 9 10 2
29/M 9 11 12 2

' Discontinuation of 1 or 2 doses; # Low doses
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spikes on their awake EEG recordings during the
active period. The age of the last seizure ranged from
6.5 to 13 years with a mean age of 9.9 years.
Paroxysmal EEG discharges definitely disappeared
from & months 5 to years after the last seizure
between 9 and 13.5 years. The follow-up period after
AED discontinuation was 2.5 to 11 years.

No. of seizures

under treatment

5*

>5

3*

1*

2%

4%

2%
1*
3#
3*

2%

AED/Onset of
therapy

(years)

PHT/7
CBZzZ/12
PHT/6
PHT/6.5
CBZz/11
CBZ/9
PB/10.5
CBZ/11.5
PB/10.5
PB/11
CBZ/8
CBZ/6.5
PB/9
PHT/9
CBZ/9
PB/6.5
PB/7
CBZ/8
PB/12
PHT/11.5
CBZ/8
CBZ/8
PHT/3.5
PB/11
PHT/9
PB/9
CBZ/8.5
cBZ/7

PB/10
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DISCUSSION

BECT has the best prognosis among the benign
epilepsies in childhood (2-6). The seizures stop
completely after puberty whether they had been
treated or not. Therefore, in the last years some
authors have suggested no treatment after the first
seizure, because seizures can remain as an isolated
or rare event (3,7).

On the other hand, in some patients seizures can
appear in clusters or occur frequently during the
active period of the disease (5,9). These patients will
be treated sooner or later by an expert neurologist or
pediatrician. Since Gower's concept that in general
seizures predispose further seizures, effective
treatment may also be important in BECT (3,10).

In this study, we defined t-he first normalization age of
the EEG and tried to determine whether this
parameter can serve as a reliable criterion to
discontinue the AED. It is generally accepted that the
presence of focal neurologic signs and/or mental
retardation, the early age of seizure occurrence, a
long duration of the illness and the presence of
paroxysmal EEG activity at the start of
discontinuation of AED treatment are predictors of
relapse (3, 11-14). In our series, only one patient
(Patient 2) was mildly mentally retarded and had a
slight left hemiparesis due to meningitis at the age of
one year. His results did not differ from the others. In
two patients the first seizure occurred before five
years, but the age of the last seizure in these patients
was not different than the last seizure age of the
whole group.

It is generally accepted that the active period of the
disease improves in a short time, although the EEG
abnormality changes more slowly and less frequently
(3,8). This general agreement must be evaluated with
caution, since the active period of the disease will be
influenced by AEDs. Therefore, the age of the last
seizure in children with BECT who used AEDs cannot
reflect the real age of the last seizure.

All children in our series were treated with low doses
of various AEDs. None of them showed side effects
or decline of school performance which would
indicate impairment of cognitive functions. In general
we started AED treatment after the second or third
seizure because the seizures can remain as an
isolated event especially if they appear around
puberty. In many patients there were several years
between the onset of the first seizure and the onset of
the therapy because either the patient did not report
to the physician on time or the proposed therapy was
not appropriate. In 16 patients (55.1%) no seizure
occurred under AED treatment. In ten patients
(Patients 1, 6, 13, 15, 21, 23, 25, 26, 28, 29) seizures
were only observed In periods of discontinuation of 1
or 2 doses. In patients who had seizures under AED
treatment despite appropriate usage the seizures
could be explained with low dosages of the AED
since these patients became seizure free after the
increase of the doses (Patients 18, 27). Only one
patient (Patient 3) had frequent seizures due to
inappropriate usage of AED.

146

Volume 8 No:3 July 1995

On the other hand, the persistence of the paroxysmal
EEG discharge after the last seizure in children with
BECT under AED treatment could indicate that the
focus is still active. For this reason, we tapered the
dosage of the AED as soon as the spike discharge
disappeared from the EEG and stopped the
medication in three or six months thereafter. All
patients were seizure free after discontinuation of the
AED treatment in the follow-up period and in none of
our patients the discharge reappeared after the
normalization of the EEG.

Our results indicate that the normalization of the EEG
is a reliable criterion to stop AED treatment in BECT
patients. Therefore, we suggest the use of low doses
of AED in BECT patients in the active period of the
disease until disappearance of the spike discharge in
the EEG under periodic evaluation and stop the
treatment after normalization of the EEG in three or
six months.

REFERENCES

1. Commission on Classification and Terminology ol
the International League Against Epilepsy. Proposal
for revised classification of epilepsies and
epileptic syndromes. Epilepsia 1989;30:389-399.

2. Lombroso CT. Sylvian seizures and mid-temporal
spike foci in children. Arch Heurol 1967;17:52-59.

3. Ambrosetto Ol, Tassinari CA. Antiepileptic drug
treatment of benign childhood epilepsy with
rolandic spikes: is it necessary? Epilepsia
1990;31:802-805.

4. Blom S, fleijbel J. Benign epilepsy of children
with centro-temporal foci: a follow-up study in
adulthood of patients initially studied as children.
Epilepsia 1982;23:629-631.

5. Loiseau P. Duche B, Cordova S, Dartigues JF,
Cohadon S. Prognosis of benign childhood
epilepsy with centrotemporal spikes: a follow-up
study of 168 patients. Epilepsia 1988:29:229-235.

6. Lerman P, Kivity S. Benign focal epilepsy ol
childhood- a follow-up study of 100 recovered
patients. Arch ITeurol 1975;32:261-264.

7. Ambrosetto G, Giovanardi RP, Tassinari CA.
Predictive factors of seizure frequency and
duration of antiepileptic treatment in rolandic
epilepsy; a retrospective study. Brain Dev
1987;9:300-304.

8. Scarpa P, Carassini B. Partial epilepsy in childhood:
clinical and EEG study of 261 cases. Epilepsia
1982:23:333:341.

9. Lerman P. Benign partial epilepsy with centro-
temporal spikes, In: Roger J, Bureau M, Dravet C
Dreifuss FE, Perret A, Wolf P, eds. Epileptic
syndromes in infancy, childhood and adolescence.
2nd ed., London-.John Libbey, 1992; 189-200.

10. Shorvon SD, Reynolds EH. Early prognosis ol
epilepsy. Br MedJ 1982;285:1699-1701.

11. Holowach - Thurston J, Thurston DL, O Leary J.
Prognosis in childhood epilepsy. Additional follow-
up of 148 children 15 to 23 years after withdrawal
of anticonvulsant therapy. H Engl J Med
1982;306:831-836.

12. Blom S, Heijbel J, Bergfors PG. Incidence ol
epilepsy in children: a follow-up study 3 years after
the first seizure. Epilepsia 1978;19:343-350.

13. Todt H. The late prognosis of epilepsy in
childhood: results of a prospective follow-up
study. Epilepsia 1984,25:137-144.

14. Tennison M, Greenwood R, Lewis D - Thorn M.
Discontinuing antiepileptic drugs in children with
epilepsy. A comparison of a six-week and a nine-
month taper period. H Engl J Med 1994:330:1407-
1410.



