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1. Introduction 

 

Epilepsy is one of the most common neurological conditions in pregnancy, with a prevalence of 
0.5-1.0%  

The risk of death is increased ten-fold in pregnant women with epilepsy compared to those 
without the condition. Fourteen maternal deaths that occurred between 2009 and 2012 were 
attributed to epilepsy in the 2014 MBRRACE report.  

The risk of major congenital malformation in the fetus is increased in women with epilepsy taking 
antiepileptic drugs.  

2. Aim and Purpose 
 

To ensure that staff are aware of the management of women with epilepsy in the antenatal, intra-
partum and postnatal period.  

To maintain a multidisciplinary approach to care between the obstetric and neurology team. 

To reduce the complications associated with the pregnant patient with epilepsy.  
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3. Abbreviations 
 

AED  - Anti Epileptic Drug 
ANC  - Antenatal Clinic 
COC  - Combined Oral Contraceptive 
SUDEP - Sudden Unexpected Death in Epilepsy 
 

4. Management of Women with Epilepsy in the Prenatal Period and in Pregnancy   
 

4.1. Prenatal 
Women with epilepsy should ideally have their treatment reviewed before becoming pregnant. 
 

Women can be referred to the consultant with an interest in Epilepsy for preconception 
counselling. This will provide opportunity to give women counselling on contraception, 
pregnancy, breastfeeding.   
 

Having one parent with epilepsy confers a 4% risk in the offspring, this increases to 10% where a 
parent and sibling are affected, 15 – 20% if both parents are affected.  
 

All AEDs should be regarded as potentially teratogenic. However seizure controls in pregnancy is 
important - therefore do not discontinue medication in pregnancy. 
 

Monotherapy is preferred at the lowest therapeutic dose. The risk with newer AEDs is more 
difficult to quantify as limited data. 
 

Major malformations caused by AEDs:  

 Neural Tube defects (NTD) (particularly carbamazepine and valproate) 

 Orofacial clefts (particularly Phenytoin, carbamazepine, Lamotrigine) 

 Congenital heart defects (particularly Phenytoin, Phenobarbital, Valproate) 
 

Minor abnormalities include: 

 Dysmorphic features 

 Hypertelorism 
  

In addition there is a risk of learning difficulties (valproate carries the highest risk).  

All women on AEDs should be offered Folic acid supplementation 5mg/day prior to conception 
– to be continued up to 12 weeks gestation. It can be continued till the end of pregnancy. If 
unplanned, then commence folic acid as soon as pregnancy is diagnosed. 
 

4.2. Pregnancy 
Women with epilepsy should be referred for consultant led care to the ANC as early as possible 
in the pregnancy. (To book under the Consultant with Specialist interest) 

 

Following assessment in the ANC, referral to neurologist for shared care in the Pregnancy 
 

All pregnant women should be encouraged to register with UK epilepsy and pregnancy register 
(www.epilepsyandpregnancy.co.uk) 
 

4.2.1. Drug monitoring 
Currently there is minimal evidence for benefit of routine drug level monitoring over clinically 

monitoring symptoms. However, there may be some benefit in measuring levels in certain 

instances: 

 Increasing seizure activity  

 Suspected non compliance 

 Lamotrigine (sudden decrease in drug levels may indicate increased risk of seizure and 

precipitate dose increase) 

http://www.epilepsyandpregnancy.co.uk/
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Patients on lamotrigine should have documentation of a level ideally pre pregnancy or as soon as 
possible in the antenatal period. 
 

Lamotrigine levels should be then rechecked each trimester or dependant on frequency of 
seizures and levels ** see Appendix C 
 

4.2.2. Scans during pregnancy 
First and second trimester scans are to be offered and carried out as per routine AN care 
pathway. 
 

Routine growth scans are not warranted in all women. Consider growth scans if on multiple AED, 
increased seizures.  
 

4.2.3. Vitamin K 
The evidence does not support the routine use of Vitamin K routinely in women on enzyme 
inducing AED as the risk of haemolytic disease is low. An exception being in the case of preterm 
labouring women. 

 

However all neonates born to women on AEDs should be recommended Vitamin K (Konakion or 
Phytomenadione) intramuscularly (1mg IM at birth). 
 

4.3. Labour 

 All women with epilepsy should be advised to deliver in the obstetric unit 

 Water births not recommended 

 Baths for pain relief also not recommended 

 Vaginal delivery should be encouraged. Epilepsy is not an indication for Caesarean 

section or induction of labour 

 Cannulate in labour, as allows prompt action in case of seizures 

 All AEDs should be continued in labour and post natally  

 Avoid exhaustion and dehydration 

 Most methods of analgesia can be used.  Low threshold for epidural analgesia 

 Avoid pethidine if possible as it can precipitate seizures 

 
4.3.1. Preterm labour 

In the event of preterm labour, patients taking enzyme inducing AEDs should have an  increased 
dose of Betamethasone 24mg, 2 doses, 12 hours apart IM 

 

If steroids are used as above in a perceived risk of preterm labour then consider commencing 
Vitamin K 20mg PO od to women who are on enzyme inducing AEDs due to the risk of 
haemorrhagic diseases in preterm infants.          (See appendix A) 
 

5. Seizure management 
 

A single generalised self-limiting seizure does not require treatment; 

 Place the woman in recovery position 

 Administer oxygen  

 Monitor maternal condition (BP, Pulse, Temp) 

 Monitor fetal condition (FH /CTG) 
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5.1. Status epilepticus 
Tonic clonic seizures lasting ≥ 5 mins or recurrent seizures without full recovery of 

consciousness. 

Action: (management as for epileptic seizures only!) 

REMEMBER OTHER CAUSES OF FITS IN PREGNANCY INCLUDING ECLAMPSIA 
 

 Call for help – senior midwife, senior obstetrician, anaesthetist  

 Assess respiratory and cardiac function (MEOWS) 

 Maintain airways patency 

 Insert venflon – check FBC, Blood glucose, UE, and AED levels 

 Drugs:  

       Lorazepam IV 4mg bolus over 2 minutes, repeated once after 10 – 20 minutes. 

OR 

 Diazepam 10mg IV (repeated after 10 minutes) if Lorazepam is unavailable 

 If there is a delay in gaining IV access: give Diazepam 10 – 20mg rectally 

 Further management in discussion with anaesthetist /acute team  

 
6. Postnatal care 

 

Recommend Vitamin K 1mg IM to all babies delivered to mothers with epilepsy on    enzyme 
inducing AEDs. 

 

Breastfeeding should be encouraged; it is acceptable with all antiepileptic drugs taken in normal 
doses.  Liaise with infant feeding advisors / pharmacy for advice if unsure. 

 

Increase risks of seizures in the post natal period – therefore continue medication 
 

6.1. Contraception 
There are no Contraindications for any hormonal or non-hormonal contraceptive in women 
taking non hepatic enzyme inducing AED 
 

Women on hepatic inducing AEDs: 

 Do not recommend the Progesterone – only pill  (POP) 

 If taking the combined oral contraceptive pill (COC), a minimum dose of 50 micrograms 

oestrogen is recommended.  Recommend tricycling packs. Increase dose to 

75micrograms or 100 micrograms / day if breakthrough bleeding occurs. 

 Depot injections – recommend 10 weekly cycles instead of 12 

 IUCD and IUS recommended 

 Do not recommend progesterone implant 

 Discuss additional barrier methods of contraception 

 Emergency contraception:  - double the dose 

 
7. Contact details 

 

Epilepsy Action: Epilepsy and pregnancy https://www.epilepsysociety.org.uk/pregnancy-and-
epilepsy  
 
 
 
 
 
 
 

https://www.epilepsysociety.org.uk/pregnancy-and-epilepsy
https://www.epilepsysociety.org.uk/pregnancy-and-epilepsy
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8. Monitoring Compliance and Effectiveness 
 
As per Business Unit Audit forward programme 
 
 

9. References (including any links to NICE Guidance etc.) 
 

Epilepsy in pregnancy. Royal College of Obstetrics and Gynaecologists. Green top guideline 
No.68, June 2016 
 

MBRRACE 2014 
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Appendix A 
Commonly used AEDs 

 

AEDs Which induce Hepatic enzymes 

   

Non Enzyme inducing AEDs  

  

Carbamazepine (Tegretol) 

 

Acetazolamide (Diamox) 

Oxcarbazepine (Triepiltal) 

 

Benzodiazepines 

Phenobarbital  

 

Ethosuximide( Zarontin) 

Primidone (Mysoline) 

 

Gabapentin (Neurontin) 

Phenytoin (Epanutin) 

 

Lamotrigine (Lamictal) 

Topiramate (Topamax) 

 

Levetiracetum (Keppra) 

 

 

Tiagabine (Gabitril) 

 

 

Sodium valproate (Epilim) 

 

 

Vigabatrin (Sabril) 
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Appendix B 
 

Simple safety precautions for an epileptic mother to take when caring for baby: 
 

 

 Avoid excessive tiredness 

 Identify a safe environment for baby (e.g.: playpen, cot) in case mother should feel  

unwell  

 Feed sitting on the floor, supported by cushions or against the wall to reduce risk of 

dropping baby  

 Dress and change baby on the floor 

 Maybe safer to use a sling or padded carrycot to carry the baby  

 Bathe the baby only when someone else present for support  - sponge the baby on a 

mat on the floor if no one else is available 
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Appendix C 
 

Algorithm for adjustment of lamotrigine (LTG) during pregnancy and the puerperium 
 
Try to ensure that patient is seizure free (or at least free of any generalised seizures)  
pre-pregnancy (for a minimum period of nine months) on the minimum required dose of LTG 
given twice daily.  
 
Take pre-pregnancy LTG level to be used as reference concentration (RC) –ensure that patient 
is not on the OCP when level is taken (if on the OCP, stop it and repeat test in two weeks’ time). 

 
Ensure subsequent blood tests occur around the same time of the day to avoid variation of LTG 
circulating levels affecting results. 

 
Repeat LTG level at 10 weeks of pregnancy; if <RC, then increase dose by 25mg bd and repeat 
at 14 weeks of pregnancy; if not <RC continue on the same dose and repeat at 14 weeks of 
pregnancy. 

 
Continue repeating blood tests at 4-weekly intervals and increase dose by 25mg bd aiming for 
LTG levels slightly above RC until delivery (if at any stage there is a significant drop in LTG level, 
i.e. >50% from previous test, then increase by 50mg bd and repeat levels in two weeks’ time). 
 
LTG levels increase significantly within 5-7 days after delivery, so LTG level should be taken a 
week after delivery. The immediate postnatal period is also a critical period for recurrence of 
seizures if dose is reduced too quickly (partly contributed to by concurrent sleep deprivation). If 
levels >12mg/L or patient experiencing toxicity reduce dose by 50mg bd and repeat levels in two 
weeks and continue to re-adjust according to symptoms. If patient tolerating slightly higher dose, 
keep on that dose for first 1-2 months and adjust dose then being guided by 4-weekly repeat 
levels until level down to RC levels. 

 
Note: LTG is excreted in breast milk at small amounts, but the benefit of breast feeding (even at 
higher doses of LTG) outweighs the risk of any LTG toxicity of the infant. 
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