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ABSTRACT:

The number of patients with epilepsy varies regionally around the world, but it is one of
the most common neurological diseases. The treatment and diagnosis of epilepsy is a
complex condition. The term "resolved" is used in the treatment of epilepsy. When the
epilepsy is resolved, it means that the person no longer has epilepsy, but it does not
guarantee that it will not return. When the disease reaches certain ages, it can improve
without treatment. In patients with epilepsy, pregnancy is possible, but the treatment to be
applied in terms of maternal and child health should be chosen correctly. If reliable drugs
are chosen in terms of teratogenicity in the treatment of epilepsy in pregnancy and
pregnancy is planned, patients can become mothers with confidence. In this review,
information about epilepsy disease, historical prevalence of the disease and drugs that are
safe to use in patients with epilepsy are given.
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1. INTRODUCTION

Epilepsy is one of the oldest diseases with written records dating back to 4000 BC.
It is a chronic disease, also known as “sara” disease among the turkish people.
Epilepsy can be characterized as “the predisposition of the brain to produce
epileptic seizures with neurobiological, cognitive, psychological and social
consequences”. About 50 million people worldwide are thought to have epilepsy,
and this makes it one of the most common neurological diseases worldwide [1].
An estimated five million people are diagnosed with epilepsy each year [1]. In the
study conducted between 1990 and 2016, which calculated the burden of
worldwide, global and regional neurological diseases, it was shown that epilepsy
is the 5th most common disease worldwide, and It is also one of the most common
(2-8) diseases in the regionally. (Figure.1) [2].
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Considering the estimated rates around the world, this number is estimated to be
around 600 thousand in our country, but no official figures have been reached on
this subject. Epilepsy is a disease that affects people of all ages, races, social classes
and geographical locations. The worldwide incidence and prevalence of epilepsy
is slightly higher in men than in women [3]. The reason for this difference can be
shown as hiding the disease of women due to socio-cultural reasons in various
cultures [4]. Patients with epilepsy suffer from social problems such as stigma,
exclusion, restrictions, overprotection and isolation, as well as seizures of epileptic
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Figure 1. Ranking of epilepsy in neurologic diseases according to different regions [2]

Observations made by W. Allen Hauser et al. in the USA between 1935 and 1984
showed that the prevalence of epilepsy was 86 per 100,000 during childhood (first
years of life), while it decreased to 23-31 per 100,000 at the age of 30-60, this rate
increases up to 180 per 100,000 in the advancing age group, that is, in the group
over the age of 85. that is, an increased incidence of epilepsy is observed in the
youngest and older groups [5].

Features that define an epileptic syndrome include family history, age of onset,
presumed etiology, EEG (electroencephalography) and neuroimaging findings [6].
Family history and EEG observations are considered the most important tools in
the evaluation of epilepsy patients [7]. However, due to the stress in the family at
the time of the seizure, the events cannot be accurately conveyed when taking the
family history, problems may arise because the diagnosis is partially based on
remembered family and patient information.

Apart from the difficulties in reaching clinical diagnoses, the physician's lack of
knowledge and training to diagnose specific epilepsy is also an important
problem. The diagnosis and treatment of the patient's epilepsy should be decided
in consultation with the specialist in the management of epileptic seizures. In the
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study by Leach et al. in the United Kingdom, to showed that in addition to
adequate findings in the diagnosis of epilepsy, the importance of the physician
who made the diagnosis is great. In a comparison between neurologists and non-
specialist physicians, the rate of misdiagnosis was found to be 5.6% versus 18.9%,
respectively [8]. It is not possible to avoid misdiagnosis, but with appropriately
trained doctors, the probability of epilepsy being misdiagnosed can be kept lower.

Remission, a medical term for the absence of disease activity, is used to treat
epilepsy. However, due to the difficulty in understanding the word by the public,
experts suggested using the term "resolved" [9]. Epilepsy is not necessarily lifelong
and is considered resolved if a person has not had a seizure for the past 10 years,
has taken a break from seizure medication for at least the past 5 years, or is over
one year old [10]. When the epilepsy is resolved, it means that the person no longer
has epilepsy, but it does not guarantee that it will not return. In addition, when the
patient reaches certain ages, it may improve and may not need treatment. In these
cases, the physician's decision about what to do is important.

The percentage of untreated patients to the total number of patients with active
epilepsy is called the "treatment gap" [11]. The 'treatment gap' ranges from 10
percent in developed countries to 75 percent in low-income countries [12]. This
shows that three out of every four patients in low-income countries do not receive
the necessary treatment, and this rate even goes up to 90% in some countries [1].

Epilepsy treatment should begin with monotherapy. Antiepileptic drug (AED)
monotherapy remains the most appropriate approach for the treatment of most
patients with epilepsy (except when the patient is experiencing more than one type
of epilepsy) [13]. The main reason for recommending monotherapy is that it is
treated with a single drug to reduce side effects and toxicity, as the drugs used
have various side effects, ranging from minor deterioration in the CNS to liver
failure and even suicide [14]. When patients fail monotherapy, initiation of a new
AED monotherapy, initiation of AED polytherapy, or various non-
pharmacological (epilepsy surgery, vagus nerve stimulation, ketogenic diet,
reactive neurostimulation) treatments may also be administered. Apart from these,
complementary and alternative therapies such as acupuncture, traditional Chinese
medicine, cannabinoids, melatonin, vitamin supplement and yoga have been
researched, but there is no evidence for their efficacy in treatment [15].

1.1. Epilepsy and Pregnancy

AED has many teratogenic effects, especially congenital heart defects, neural tube
defects, cleft lip and cleft palate. Treatment reaching toxic levels or undesirable
side effects caused by multi-drug therapy should be avoided. Although it has been
shown that new generation AEDs are partially better in terms of teratogenicity,
they lead to unsuccessful results in terms of seizure control, which leads to
polytherapy or dose increase and an increased risk of teratogenicity [16]. As a
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result of studies on the safety of AEDs used during pregnancy, levetiracetam,
oxcarbazepine and lamotrigine were reported to be the least risky drugs [17-21].
Although it has low risk, drug monitoring and dose adjustment may be required
during pregnancy in pregnant women taking lamotrigine and oxcarbazepine [22].

2.1. CONCLUSION

Although pregnancy is risky in patients with epilepsy, patients who plan to have
children should be informed that they can have an uneventful pregnancy and have
children. The most important condition for this is to plan the pregnancy. In an
epileptic patient who wants to become pregnant, it is recommended to discontinue
the drug or drugs used as the first choice, if possible, and to apply monotherapy,
in which drug levels are carefully controlled, as a second option. In a planned
pregnancy, monotherapy should be applied before fertilization occurs when the
dosage of the drug is high enough to control seizures and low enough not to harm
fetal development. that is, the lowest effective dose should be treated.
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