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To paraphrase Tolstoy, all persons with epilepsy are the
same and all teenaged epileptics are different. The
goals of treatment cross all age barriers—“No
seizures, no side effects”—but adolescents are under-
going rapid growth, pharmacokinetics are changing,

hormones are surging and the psychosocial dimensions are often
as important as the seizure semiology and epilepsy syndrome.
Some wise person (not Tolstoy) once quipped that medications
only work in patients who take them, and teenagers are notorious
for non-adherence. Unwillingness to regularly take prescribed
medication as a result of immature thought patterns, limit testing
and experimentation are typical thought patterns of this age
group that neurologists must understand if they are going to help
teens to manage epilepsy.  And other frequent factors in provok-
ing seizures are stress, sleep-deprivation and alcohol—unfortu-
nately, an all too accurate description of many high school and
college students.

1. The power of magical thinking
It is axiomatic that all teens want peer acceptance and to be
viewed as “normal.” It doesn’t matter if it is short stature, need for
glasses or high intelligence.  Any medical condition (including
epilepsy) can be denied because it identifies the individual as dif-
ferent. And since most seizure disorders rarely occur daily even
when untreated, delaying or even missing multiple doses of med-
ication may not lead to recurrent seizures. Any rational person
would understand that seizure freedom after one dose or several
days without medication does not mean that the condition has
disappeared. But many teens believe just that. Add the possibili-
ty of relief from unrecognized medication side effects when drugs

are discontinued or adverse CNS effects when one abruptly
resumes full doses of a centrally acting medication, and anyone
might be convinced that treatment is more of a problem than the
underlying epilepsy. Candid discussion of these issues with
patients, and reinforcement on follow-up visits, can help to fore-
stall complications of noncompliance.

2. Avoiding “the perfect storm”
Seizures often occur in a seemingly random fashion. But there are
many non-specific factors that predispose epileptic individuals to
generate clinical events. In addition to missed doses, sleep depri-
vation, alcohol and other stresses already mentioned, one must
consider other CNS depressant or stimulants (whether prescribed
or abused), metabolic stresses (from true hypoglycemia to skip-
ping meals) and intercurrent illness that can bring on seizures.
Even after long term remission on or off medication, many
epileptics can be provoked into relapse under extraordinary cir-
cumstances when one or more pressures conspire to lower seizure
threshold. 

For example, there was the high school senior whose last
seizure from idiopathic primary generalized epilepsy was in mid-
dle school.  She remained seizure-free for more than five years –
mostly off medication —until she went on a crash diet to fit into
her prom dress, barely slept the previous night from excitement,
danced all night at the senior prom, stayed up all night, con-
sumed several beers, drove to the beach to watch sunrise, climbed
into a sleeping bag with her boyfriend for the first time… and
promptly had a generalized convulsion. Or the college student
with well-controlled partial epilepsy from cortical dysplasia who
studied late into the wee hours, slept late, missed his cafeteria



breakfast, jumped out of bed, forgot his morning medication, ran
over to his physical education class (swimming), jumped into the
pool….and had his first secondarily generalized seizure ever. 

As adolescents transition into their late teen years and begin
adopting some of the responsibilities (and indulgences) associat-
ed with adulthood, their AED regimen should be reassessed and
healthy habits reinforced.

3. Who’s in charge? 
Younger children usually have their seizure medication given to
them by their parents. But with adolescence comes the emergence
of a normal need for independence, the need to take charge of
one’s life as much as possible, and occasional outright rebellion.
Parents who continue to dole out pills to otherwise physically and
cognitively capable high school students run the risk of infantiliz-
ing their teen and creating an “epileptic cripple” on the one hand
or having her refuse treatment or mouthing the pill and discard-
ing it in an act of rebellion. One family couldn’t understand why
their mildly retarded teen was having more seizures and why one
aluminum leg of their glass dining room table was rusting—
dozens of pills had been stuffed down it over months. 

Appeals to common sense may work to get a teen to take his
medication but sometimes one needs more creativity. One may
need to try daily or weekly pill containers, watch alarms or
longer-acting drugs like zonisamide that make once-daily treat-
ment a reasonable option. 

4. Skepticism, not cynicism
When asked about drinking, one college freshman insisted that
he only drank socially. After a prolonged seizure during a frater-
nity party, further questioning led to the fact that social drinking
to him meant at least a six-pack of beer. And he was sincere in his
belief that his drinking wasn’t excessive, explaining that he never
passed out or felt out of control. Another high school student was
adamant that he took his medication; his father had to point out
that he was not mentioning all the days that he neglected to take
it on time or take the full amount. One way to get the informa-
tion is through sympathetic understanding, and even acknowl-
edging the reality of occasional missed doses: “We all find it a
challenge to adhere to twice-daily medication; how many times
per month (or week) are you successful?” If that doesn’t work, the
parents usually know how long it takes before the 30-day supply
must be renewed.

5. Questions we forgot to ask
It is the responsibility of the neurologist to pry loose the nuggets
of gold from the routine history. Often, it isn’t ignorance or a con-
scious attempt to avoid telling the facts that will make the diag-
nosis. In some subcultures, one has “spells” or “fits”, but not
seizures. One 15-year-old with Asperger syndrome was referred

for possible absence seizures. Indeed, he was “zoning out”, but he
was fully aware of turning off the outside world rather than expe-
riencing any loss of awareness. He was happy to describe build-
ing cities in his head which to him was infinitely more interesting
than his French class. Another boy with persistent nocturnal
seizures, normal CT scan from the local emergency department
and normal waking EEGs came in with a bite plate covering two
broken teeth. He explained that he had fallen while brushing his
teeth in the morning, much worse than the usual mild jolts that
affected him upon awakening every day. Sudden enlightenment:
the diagnosis of juvenile myoclonic epilepsy. “Why didn’t you
ever tell me about the morning myoclonus?” one might be tempt-
ed to ask the patient, expect the reply “Why didn’t you ever ask?”

6. Don’t leave home without it
Obtaining one’s driving permit is a major teenage rite of passage.
However, driving is more a privilege than a right. The individual
must be old enough to qualify, intellectually prepared enough to
pass the written test, physically able to pass the practical exam and
mature enough to be trusted with two thousand pounds of steel.
Obviously, those with a reasonable likelihood for daytime seizures
should not be driving, but it is hard to always identify who is at
reasonable likelihood under which circumstances (considering all
the difficulties of the treated adolescent including compliance,
risk-taking behavior and general lack of driving experience). 

Various states have a bewildering variety of statutes to decide
when an individual with epilepsy may drive. In states like
Pennsylvania and New Jersey, mandatory reporting further con-
founds the problem because those who need or wish to drive may
have a reason to under-report their seizures.  They will have their
licenses suspended if they honestly tell the neurologist about their
persisting seizures. On the other hand, how can we optimally treat
the patient if we don’t have accurate information?  The good news:
some teens (finally) learn responsibility for consistent medication
adherence and avoidance of drug experimentation when the ben-
efits of driving are balanced against the risk of another seizure.

7. A sound mind in a sound body
It is hard to overemphasize the importance of physical fitness for
individuals of all ages. In teenagers there is also the high social
value of sports and the importance of team building. Adolescents
with epilepsy should be encouraged to participate as much as rea-
sonable with certain precautions. There is even some evidence that
regular physical activity has a favorable impact on reducing seizure
frequency, and only rarely do strenuous sports worsen seizures—
typically in those with symptomatic epilepsy. There is minimal sci-
entific support that contact sports worsen epilepsy, although com-
mon sense would discourage high school and tackle football,
hockey and other similar activities which expose children to high
risk of head trauma or unprotected injury during a seizure. 
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Similarly, even non-contact sports like scuba diving and com-
petitive downhill skiing present unreasonable risks. There are so
many other sports that are equally exciting without raising the
possibility of grave injury if a seizure occurs at 30 feet below sea
level or at 30 miles per hour on the slopes. But it is hard for the
neurologist to think of every possibility. One patient went off to
college with an admonition to avoid freshman football. That did-
n’t prevent the urgent visit for a prolonged seizure incurred when
he was crushed at the bottom of a rugby scrum! 

It is said that forbidden fruit is the sweetest of all, and deny-
ing a single minded patient (or parent) can occasionally lead him
to dig in his heels. One patient with refractory epilepsy and obses-
sive-compulsive disorder refused to take his medication unless
allowed to join the football team; eventually the stress mounted
and his psychiatric disorder decompensated to the point of psy-
chiatric hospitalization. One father was absolutely convinced that
his son with incompletely controlled absence epilepsy had such
talent that he had to be on the high school wrestling team, even
if the forced diet to make weight and the incredibly strenuous
exercise regimen imposed by his coach both worsened his spells.

8. It isn’t always as simple as the seizure
Like so many other neurological conditions, the defining symp-
toms of seizures are not always the only manifestation of the dis-
order. Epileptic individuals have a much higher rate of learning
disabilities, ADHD, sleep problems and social difficulties—inde-
pendent of the underlying etiology, seizure control or medication.
Yes, it is true that occasionally the only thing wrong with some-
one with epilepsy is that he or she has a lower threshold for
seizures, but the majority has some other co-morbid condition.
To disregard the challenge of attentional or learning problems is
to miss an important aspect of the chronic neurological disorder
which presented with easily-controlled complex partial seizures. 

Sometimes, it is obvious that the medication makes the stu-
dent lethargic, cognitively slow or agitated. Other times it is more
subtle and overlaps with typically expected teenaged behavior like
anger outbursts, mood swings, irritability, sleep resistance or
excessive daytime drowsiness. Is it the presence of unsuspected
seizures? Adverse effects of medicine? The underlying disturbance
of brain function leading to both seizures and behavior? A good
history of the pattern of behavior even before the onset of epilep-
sy may sometimes help.  Sometimes one needs blood levels, a
change in the medication regimen or prolonged video-EEG
monitoring to capture events in order to answer the question.

9. Handicap is more than golf
Adolescent epilepsy plays out differently in neurologically normal
teens and those with developmental disability. In both, epilepsy
can adversely impact academics, behavior, socialization and
emerging independence. But in the developmentally disabled

teen, uncontrolled epilepsy may make the difference between par-
ticipation in pre-vocational programs or after school activities
without constant supervision or the need for medically-trained
personnel. In the physically challenged adolescent, recurrent
seizures may make the difference whether she would be capable
of independent ambulation or remain wheel-chair bound. 

In either case, the presence of occasional mild seizures would
not make that much of a critical difference, as it would in the nor-
mally developing teen where one seizure could eliminate the pos-
sibility of obtaining or keeping a driver’s license, as previously dis-
cussed. The stakes are high in a society which measures freedom
to drive as one of the major milestones of a successful adoles-
cence. While neurologically handicapped teens often have the
same sense of propriety, rectal administration of diazepam is
almost never acceptable to the normally developing adolescent,
even if it is the best insurance against cluster seizures or status
epilepticus.

10. Final words
When all is said and done, epilepsy is a disorder that has a greater
impact on quality of life than other chronic medical conditions.
Many teenagers with epilepsy do fine, and they succeed brilliant-
ly in school and life. Still, it is hard for most neurologists to accept
the studies which show that even well-controlled epilepsy leads to
more impairment and unhappiness than diabetes, asthma or
juvenile rheumatoid arthritis. The literature also demonstrates
that long-term outcome is much worse for epilepsy than other
chronic diseases in terms of academic achievement, vocational
success, marriage and independent living. 

It is easy to imagine all sorts of limitations when active epilep-
sy persists into adulthood—ongoing seizures conspire with asso-
ciated cognitive and behavior co-morbidities, progressive memo-
ry loss and inability to drive in overlapping ways to limit inde-
pendent living. But even when refractory childhood onset epilep-
sy is eventually brought under control in adulthood by new med-
ications or surgery, success is often limited. Gainful employment,
marriage and independent living are far less than would be
expected. It is impossible to recapture a lost childhood. These
findings should not be interpreted as an unfortunate but expect-
ed outcome but rather a ringing call for more sympathy, extra
services, and additional research to improve the likelihood of all
teens with epilepsy to live a full and productive life to the limits
of their potential. The mantra remains unchanged: No seizures,
no side effects, immediately and always. PN
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