
 

  



 

 

 

  



 

 

  



 

 

  



 

 

  



 

 



 

  



Subject title:  

Epilepsy  

What happened?  

An 87 year old gentleman presented from sheltered accommodation with increased falls 

and seizures. He was treated for a urinary tract infection and seemed to be improving 

both clinically and biochemically. Then when I reviewed him one morning he stated he 

did not feel too well, he felt dizzy. On clinical examination there was little to find apart 

from intermittent very mild twitching but I was unconvinced at that time that it was 

significant.  

He was known to have quite generalised seizures. He was already on lamotrigine three 

times a day. 

Later on the day he was aided to the bathroom where the emergency buzzer was called 

as he had a vacant episode. His observations remained stable and the nursing staff did 

not seem concerned. However, prior to leaving I reviewed the patient and noticed he 

was vacant and his upper limbs were shaking more frequently which the nursing staff 

later mentioned they too noticed. The was no obvious focal neurology but I felt he was 

likely having another seizure and wondered if in fact they had been going on for much 

longer and possibly intermittently through the day.  

What, if anything, happened subsequently?  

I immediately called my registrar as it was the end of the day and I knew I needed some 

senior input as something was not right with this patient. 

We both reviewed the patient and he agreed that he seemed to be having a prolonged 

seizure. We performed a full septic screen, ABG (normal lactate) started IV phenytoin and 

intravenous fluids and after looking through the medical notes/letters found that he had 

recently been seen by a neurology consultant and a management regime had been 

advised. Therefore we also started levetericitam twice a day.  

I asked the on call team to review the patient in the evening. 

The following morning he had made some clinical improvement and had normal 

electrolytes and ECG. However, his chest x-ray showed basal consolidation and so was 

started on IV antibiotics. We arranged for an EEG to exclude non-convulsive status and 

weaned down his amitriptyline.  

What did you learn?  

As a GP if one suspects a seizure there are particular questions that can help to clarify 

this and types which can be very useful especially with the timing constraints of a 

consultation. 

Was any warning noted before the spell? If so, what kind of warning occurred? 

What did the patient do during the spell? 

Was the patient able to relate to the environment during the spell and/or does the 

patient have recollection of the spell? 

How did the patient feel after the spell? How long did it take for the patient to get back 

to baseline condition? 

How long did the spell last? 

How frequent do the spells occur? 

Are any precipitants associated with the spells? 

Has the patient shown any response to therapy for the spells? 

The main imaging studies are MRI and EEG (NB. negative findings do not exclude 

seizures). 



History is very important because not all episodes are seizures. Differentials include 

syncope, electrolyte disturbance, migraine, TIA, movement disorders, febrile seizures. 

There are various causes including alcohol, drugs and genetic syndromes. But in many 

cases no cause is found. There is a classification system 1. focal-onset seizures (simple or 

complex-conciousness impaired) and generalized-onset seizures. Focal-onset seizures 

begin in a focal area of the cerebral cortex, whereas generalized-onset seizures have an 

onset recorded simultaneously in both cerebral hemispheres.  

In elderly people presenting with seizures for the first time it is important to exclude a 

space occupying lesion. 

 

Management is mainly pharmacological. For a single unprovoked seizure, no treatment 

is required. There are various anti-convulsants targeted at the type of seizure but it is 

important to note that the threshold for seizure activity may be lowered due to drug 

interactions with ciprofloxacin, anti-psychotics, electrolyte disturbance, infection. 

The FDA has recently approved another oral once-daily extended-release formulation of 

topiramate (Qudexy XR) for initial monotherapy in patients aged 10 years and older with 

focal-onset or primary generalized tonic-clonic seizures,  

What will you do differently in future?  

I feel that I should have assessed the patient earlier and investigated the patient's 

symptoms sooner or at least gained a senior review. I regret to think that the patient 

may have been feeling unwell all day before we managed him. 

It is important to listen to patients. Most of the assessment was by observing the patient 

as he revealed clear abnormal findings. 

I had not previously read through the patients letters until that point, with any new 

patient it should be made a habit to read through their background and understand 

their medical history and the reasons for any current management.  

What further learning needs did you identify?  

Become confident in diagnosing and assessing patients with 'episodes'. I have already 

seen a few patients in TIA clinic who have been referred by GPs but on further 

questioning have been sent for EEGs and suubsequent neurology assessment due to 

abnormal features in their history making a vascular cause unlikely. 

On-going out-patient clinic patient reviews. 

  



Date:  

20/02/2014  

Subject title:  

Ambiguous documentation  

What happened?  

An elderly gentleman was being treated for a lower respiratory tract infection. He had 

multiple co-morbidities and his condition deteriorated. During this particular week I had 

to cover the whole ward and was unfamiliar with the patient. I was called to assess him 

due to low oxygen saturations and blood pressure. When I assessed him he was very 

hypotensive, tachypnoeic with no verbal response but eyes open. I was unsure if he was 

cheyne stoke breathing.  

When I consulted the notes it stated he was medically fit for discharge, awaiting 24 hour 

care and not for escalation of care (NB. this does not exclude ward based care). He had 

actually been seen overnight and was started on antibiotics for possible aspiration 

pneumonia due to his worsening condition. I felt that the ceiling of care was not clear at 

all and no anticipatory medication or palliative care input was evident. Hence I contacted 

my registrar, who also did not know the patient. He advised following assessment of the 

patient to give bolus fluids and change of antibiotics until the afternoon. If there was no 

improvement in a few hours time for treatment to be stopped.  

What, if anything, happened subsequently?  

Thereafter the consultant and registrar for the patient came to the ward and made it 

quite clear that they were not happy with the management. The patient had a DNAR in 

place and they did not want further treatment if he deteriorated. However, I informed 

them that I acted as there was no clear plan for the limit of treatment and therefore I had 

contacted the registrar. I did not feel I had done anything extreme and felt that if the 

patient was not for further treatment anticipatory medication and palliative care should 

have been initiated and clear documentation of the management of the patient should 

have taken place. 

I was quite upset by the whole situation as I acted based on the information I had and I 

did seek senior help early on. In some respects I felt I had done a disservice to the 

patient, his family and my team due to poor management.  

The patient actually started to have seizures the next day and passed away. The family 

approached me thereafter and thanked me stating I kept them informed and put them 

at ease and they were very happy with his care. After feeling so despondent this made 

me feel like there was a positive outcome from this case i.e. patient/family satisfaction.  

What did you learn?  

Clear documentation is vital in all aspects of medicine. This helps to ensure the correct 

management of patients and also covers doctors from a legal perspective. There is great 

difficulty in trying to manage unfamiliar patients and lack of direction from the regular 

team/GP makes it al the more difficult. When on-call or working out of hours as a GP this 

is obviously unavoidable to an extent. 

There is a lot of literature and debate surrounding DNAR's and end of life care and 

sometimes recognising exactly what this means creates confusion. Just because a DNAR 

is in place does not mean one should not treat a patient which is why there is need of 

clarity. 



I think it is always important for a more senior doctor to support juniors. We all make 

mistakes but learning from them is so important and helps to shape future actions.  

What will you do differently in future?  

If I am covering any unwell patients I will be sure to inform other healthcare 

professionals of the management plan (both verbally and in documentation) and I would 

expect the same in return. I now generally ask consultants if the patient is to deteriorate 

at what level should treatment stop. Clearly it is not so black and white, patients 

fluctuate and often medical advise may contradict what the family or patient want, hence 

it is vital to come to an agreement/understanding.  

What further learning needs did you identify?  

Be able to recognise and manage palliative patients in regards to the psycho-social 

aspects as well as the medical side (anticipatory medication, symptom control) in a 

timely manner. Liaise with palliative care teams and learn how to manage them in the 

community and how to arrange such care. 

Become confident in recognising when DNAR's are appropriate, the family based 

discussions and the ethical/legal aspects involved. 

Be able to sensitively break bad news (different methods) and also manage difficult 

subsequent situations e.g. anger and my own coping methods in such an emotional 

situation.  

How and when will you address these?  

Mainly in my current rotation where the general cohort of patients are elderly with many 

co-morbidities and often deteriorate requiring end of life care. 

Supervised discussions with relatives on the wards who may want updates or where 

DNAR discussions need to be had. 

Read about the ethical/legal scenarios and cases of DNAR/capacity/futile treatment. 

 

 


