An Indian Perspective of the Epilepsies

with epilepsy reside, are least equipped to cope

with the burden of care of these patients because
of an unequal distribution of medical facilities and an
inability of a major segment of the population to afford
them." Nevertheless, during the last one and one-half
decades, considerable progress has been made in the man-
agement of people with epilepsy in India. Investigational
facilities such as electroencephalography (EEG), comput-
ed tomography (CT) and magnetic resonance imaging
(MRI) scans are available in most major cities.
Antiepileptic drugs (AEDs), including several of the new
ones are widely available. Over 1500 surgeries for medical-
ly refractory epilepsy have been performed during the last
10 years, which is several fold more than those undertak-
en during the previous 50 years.

Developing countries, where ~90% of the people

The burden of epilepsy

Recent community-based surveys have shown that epi-
demiological indices of epilepsy in India are comparable
to those from developed countries, with a prevalence rate
of ~5 per 1000** and incidence rate of ~50 per 100,000."
With around 1000 neurologists and ~5 million people
with epilepsy, in India, there would be approximately 1
neurologist to take care of ~5000 persons with epilepsy.
While 70% of the Indian population resides in rural areas,
nearly all neurologists practice at or close to big cities and
towns. A majority of people with epilepsy in India are
therefore managed by primary and secondary care physi-
cians with very little knowledge of the present day man-
agement of the epilepsies. In general, patients in India pay
for medical care from their own resources.
Epidemiological studies from rural parts of India have
found that the medical treatment gap, which is defined as
the proportion of persons with active epilepsy in the pop-
ulation who have never received AED treatment, is
around 70%.** Lack of medical facilities, failure to diag-
nose epilepsy, reluctance on the part of the patient and
family to accept the diagnosis, and non-availability or
non-affordability of AEDs contribute to this enormous
treatment gap among the rural population.

Geographically specific epilepsy syndromes

Two epilepsy syndromes, hot water epilepsy and single
small enhancing CT lesions in patients presenting with
new onset focal seizures, are almost unique to India.

Hot water epilepsy

A reflex epilepsy precipitated by the act of pouring hot water
over the head occurs almost exclusively in certain geograph-
ical regions of the south Indian state of Karnataka.” The
seizures are usually complex partial, characterized by a sense
of fear, dazed look, visual or auditory hallucinations, and
limb automatisms with or without secondary generalisa-
tion. A positive family history is found in one-fifth of
patients.” The role of an aberrant thermoregulatory system

sensitive to rapid increases in temperature, coupled to a
genetic susceptibility for this disorder is currently being
investigated.” The majority of patients remit spontaneously
within few years, but spontaneous non-reflex seizures may
develop in a quarter of patients. Clobazam taken orally 1-2
hours before a hot water bath has been shown to be effective
in preventing the reflex seizures.”

Single small enhancing lesions

Although cerebral cysticercosis is widely prevalent in sev-
eral parts of the world, a single cyst seen as a small ring-
enhancing CT lesion in patients presenting with new
onset focal seizures, occurs almost exclusively in India.’
Whether this is related to low parasite load or enhanced
immune status of the host is uncertain. While the major-
ity of lesions resolve spontaneously within 3 to 6 months
without any specific treatment, some may calcify leading
to chronic partial epilepsy. Treatment with a single stan-
dard AED is recommended for a period of 6 months or till
the lesion disappears. The role of cysticidal drugs is con-
troversial; albendazole was not found to be beneficial in
one double-blind randomized placebo-controlled study.’

Diagnostic facilities

Technical standards of EEG recording and interpretation
are generally poor in India because of the lack of qualified
technicians and adequately trained electroencephalogra-
phers. Widespread availability of MRI in recent years has
resulted in its indiscriminate usage. Many of the MRIs per-
formed outside the selected tertiary epilepsy referral cen-
ters in India do not conform to the required technical stan-
dards and are often performed without proper indication.

Treatment of the epilepsies

Medical treatment

Among the standard AEDs, only phenobarbitone is provid-
ed free of cost to patients through government dispen-
saries. Most new AEDs such as lamotrigine, topiramate,
levitiracetam, and zonisamide are available and widely pro-
moted by pharmaceutical companies among primary and
secondary care physicians, whose knowledge about phar-
macotherapy of epilepsy is limited. This frequently results
in indiscriminate treatment with these expensive AEDs in
patients who cannot afford them. Unnecessary AED
polypharmacy is widely prevalent. In a study conducted at
a tertiary referral center, 58% of the 972 patients referred
from primary and secondary care facilities were receiving
multiple AEDs simultaneously at the time of referral.*
More than 95% of these patients were on inadequate
dosages of the AEDs. Over the next two years, 72% of them
were converted to monotherapy, with better seizure con-
trol, fewer side effects and reduced expenditure.”

Surgical Treatment
Although the majority of patients with epilepsy are
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responsive to presently available AEDs, nearly

prevalent in India as in any other developing
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