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Current Practice

MEDICINE TODAY

One or Two Fits

" Medicine Today " is the television series for doctors produced
by the B.B.C. Advice in the preparation of the programme is
given by the Association for the Study of Medical Education.
The programme on B.B.C. 2 on 12 September was on the

subject of fits. Printed below is an article prepared with the
help of expert contributors to complement the television pro-
gramme, which will be repeated on B.B.C. 1 on 19 September
at about 11.20 p.m.

In " Medicine Today " the crucial importance of a carefully
taken detailed history in the diagnosis of true epilepsy was
stressed, and this remains true despite the many impressive
advances that have been made in investigative and diagnostic
techniques. The distinction of fits from faints, the recognition
of major, minor, and focal epilepsy, and the appreciation of
possible provocative factors such as fever, television flicker,
and intoxication with alcohol or lead are almost entirely
dependent on traditional clinical methods. Analysis of the
events prior to an attack of loss of consciousness may point to
micturition or cough syncope; prodromal symptoms may
establish the diagnosis of basilar artery migraine or temporal
epilepsy; cryptic injuries, incontinence of urine, stiff muscles,
and dull headaches on getting up in the morning may suggest
unrecognized nocturnal major fits. Few of these obiter dicta
will ring new to the experienced general practitioner. He is
more likely to have witnessed the circumstances of an attack
than is a remote consultant; he knows who may have been
drinking excessively ; as for possible precipitating factors he is
only too familiar with the plethora of tortuous explanations and
bizarre theories often advanced by puzzled patients or anxious
relatives to account for a catastrophic and unheralded fit.

When to Investigate

However, all too often the facts are unequivocal. The patient
has suffered one or two definite fits. There are no abnormal
physical signs or evidence of systemic disease and the doctor
is placed in the exacting position of having to decide when to
investigate, when to refer, and how to treat. There is no
simple answer. The possible variables influencing clinical
judgement include age of patient, type of fit, number of attacks,
interseizure period, recognizable provocative factors, occupa-
tional hazards, and local facilities for investigation; and the
doctor must take all of these into account when deciding what
advice to give to his patient.
To be helpful, advice to doctors facing this problem must

be dogmatic. One or two febrile convulsions in an infant do
not merit investigation nor do they require long-term anti-
convulsants; the post-seizure electroencephalogram is usually
normal and cannot distinguish the unfortunate 5% of infants
who will develop recurrent attacks. In an otherwise healthy
child a solitary fit usually means idiopathic epilepsy and detailed
investigation is unrewarding, unjustifiable, and usually imprac-
ticable. At all ages anticonvulsant drugs should be given in
effective doses or not at all; homoeopathic drug regimens
usually reflect the prescriber's anxiety and indecision. In this

particular context-a child with one fit-anticonvulsant drugs
should be withheld until further attacks occur.

Focal fits are usually symptomatic of cerebral disease and
prompt investigation may reveal a local and perhaps
treatable lesion. It is pertinent to recall that in patients pre-
senting with focal epilepsy the most sensitive investigation may
remain normal for long periods before a cerebral tumour can
be identified. Gliomas have been suspected but unproved for
ten years or more. Investigations should include x-rays of
skull and chest, an E.E.G., serological tests for syphilis, and
examination of cerebrospinal fluid. Brain scanning is a pain-
less procedure and can be done as an outpatient investigation.
Detailed neuroradiological tests may be required: in skilful
hands cerebral arteriography can be practised without great
distress to the patient but air-encephalography, admittedly often
a valuable procedure, may be followed by severe headache for
several days.

Fits in Adults

The older the patient, the more probable is the fit to be
symptomatic and the more taxing is the task of management
anO treatment. When employment or driving licence may be
in jeopardy knowledge of previous fits may be withheld or
repressed and remote attacks are easily overlooked. When
physical signs are absent there is no clinical guide other than
the laws of chance to distinguish the patient who may have
only one or two attacks of idiopathic epilepsy during a lifetime
from the patient who may be harbouring a cerebral tumour.
If a healthy adult appears to have had only one recent fit and
x-rays of skull and chest and an E.E.G. are normal, many

neurologists would prefer to leave the patient observed, un-

diagnosed and untreated. However, the patient's occupation-
lorry driver, pilot, or steeplejack-or a second fit shortly after
the first will enforce drug treatment and more stringent investi-
gations. When the interval between the two fits is long, say a

year or so, and the patient still appears to enjoy good health
there is no uniformity of opinion concerning long-term drug
treatment. An anxious professional man would probably
require drugs while an elderly stoic benevolently contemplating
a long and untreated remission might prefer to "wait and
see." Assuming that the fits are not focal and that an adult
patient who has had only one or two fits is otherwise well,
detailed investigation is unlikely to be therapeutically rewarding.
It is true that the possible symptomatic causes of epilepsy are

legion, from uncommon cerebral tumours to intriguing but
improbable biochemical disturbances such as hypocalcaemia, but
it is manifestly unrealistic and unreasonable to investigate
every patient intensively. Even the most erudite and obsessional
of neurologists defers consideration of rare polyeponymous (and
usually untreatable) systemic degenerations of the central nervous
system until more than a couple of fits have occurred. X-rays
of skull and chest should be done; if available an electro-
encephalograph might serve towards excluding a focal cerebral
lesion. Most decisions in clinical medicine are still determined
by common sense and probability and it is important to recall
that idiopathic epilepsy is a much commoner cause of fits than,
is cerebral tumour, even when the first fit occurs after the age.

of 25 years.
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