1
Epilepsy Assessment


EPILEPSY ASSESSMENT

	Date of Completion:
	Name of nurse completing: 

	Personal Details
	

	Client’s Name


	                                                                         Male        (
                                                                        Female                                     

	Date of Birth
	

	Address


	

	Post Code
	

	Telephone Number


	

	G.P. 


	

	G.P. Address


	

	G.P. Telephone Number


	

	Name of Consultant


	

	Telephone Number


	

	Referrer’s Name 


	

	Referrer’s Telephone Number
	


	Date of First Contact 
	


	Current Medication
	

	Name of Medication
	Dosage
	Timing

	
	
	Morning
	Midday
	Evening
	Night time

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Are side effects experienced                                                    Yes (            No 

	If Yes, please describe:



	

	PRN Medication
	

	If PRN anti-epileptic medication is prescribed, please complete the following:

	Name of Medications:
	Prescribed route of medication
	Criteria for administration

	
	
	

	
	
	


	History of medication
	

	Please list all anti-epileptic medication, including combinations that have been prescribed in the past (as farback as possible) and state reasons for withdrawal e.g.: side effects, old drug, ineffective.  (continue on separate sheet if necessary)

	Date
	Drug
	Effective
	Ineffective
	Reason withdrawn

	
	
	
	
	

	
	
	
	
	


	Blood Serum Levels
	

	Drug Name
	Date Last Taken
	Result

	
	
	

	
	
	

	
	
	


	Notification of Medication Change
	

	Date of change:
	G.P. Who reviewed:  

Telephone:   

	Drug
	Dose

	
	

	
	


	Height
	Weight
	Known allergies

	
	
	


    Investigations completed.      Please indicate with a tick 

	EEG
	MRI
	CT Scan
	Eye Witness  account
	Video Telemetry

	Date
	Result
	Date
	Result
	Date
	Result
	Date
	Result
	Date
	Result

	
	
	
	
	
	
	
	
	
	


Has the person been referred to a Specialist Epilepsy Clinic             Yes (     No     

If Yes, please give the name of the clinic

GENERAL HISTORY

	Age of onset
	

	Cause, if known


	

	Other


	

	CNS Infection:
	  Yes  (   No  (  Unknown (

	Head Injury:
	  Yes  (   No  ( Unknown (

	Cerebral Tumours:


	Yes  (    No  ( Unknown  (

	Febrile Convulsions:
	Yes  (   No   ( Unknown  (

	Neurological Deficits, or symptom profile suggesting this.
	 Yes  (   No (  Unknown  (

	Psychiatric Difficulties:
	Yes  (   No  (  Unknown  (

	Learning Disabilities:


	Yes  (   No (   Unknown  (

	Family history of epilepsy:


	Yes  (   No (   Unknown  (


INITIAL DIAGNOSIS

	Date of onset
	

	Details of initial symptoms
How  was epilepsy  diagnosed



	

	Number of seizures : Average duration – 
Average recovery 

Time of day more likely:                             Morning                 

                                                                   Midday                  (
                                                                   Afternoon              (
                                                                   Evening                 (
                                                                   Night                      (
                                                                   During sleep          (
                                                                   Meal times             (                           


TRIGGERS AND WARNINGS
Possible Triggers to Seizure Activity

	Sleep deprivation
	Yes  (   No (   Unknown  (

	Excess alcohol
	Yes  (   No (   Unknown  (

	Drugs
	Yes  (   No (   Unknown  (

	Stress
	Yes  (   No (   Unknown  (

	Spontaneous
	Yes  (   No  (  Unknown  (

	Photo-sensitive stimulation 
	Yes  (   No (   Unknown  (


WARNINGS

	Confusional state
	Yes  (   No (   Unknown  (

	Agitation
	Yes  (   No (  Unknown  (

	Jerks or twitching
	Yes  (   No (  Unknown  (

	Sense of déja vu or odd smell or fear or hearing voices
	Yes  (   No (   Unknown  (

	Aura
	Yes  (   No (  Unknown  (

	Automatism
	Yes  (   No (  Unknown  (

	Appetite Alterations
	Yes  (   No (  Unknown  (

	Alterations in sleep,
	Yes  (   No (  Unknown  (

	Behavioral changes
	Yes  (   No (  Unknown  (

	Lethargy
	Yes  (   No (  Unknown  (

	Elation
	Yes  (   No (  Unknown  (

	Screaming out
	Yes  (   No (  Unknown  (

	Undressing
	Yes  (   No (   Unknown  (

	Vomiting
	Yes  (   No (   Unknown  (


CURRENT SEIZURE PRESENTATION

	Type 1:

Type 2:




THE ATTACK:             Date of last seizure: 

	Presentation during seizure activity:
	Comments: 

	Has Awareness of surroundings


	Yes  (    No (            


	Comment:



	Loss of awareness or altered responsiveness


	Yes  (     No (            
	Comment:



	
	Affected

 whole body
	Affected part of body
	L Arm
	R Arm
	L Leg
	R Let

	Stiffening


	
	
	
	
	
	

	Floppiness


	
	
	
	
	
	

	Purposeful movement


	
	
	
	
	
	

	
	
	
	
	
	

	Odd facial expressions
	Yes  (     No (          


	Comment:

	Eye movement and position.

Glazed, fixed star


	Yes  (      No (            
	Comment:

	Skin tone, colour.  (Cyanosis)


	Yes  (     No (            
	Comment:



	Change in breathing pattern


	Yes  (     No (            
	Comment:



	Urinary/faecal incontinence incontinence


	Yes  (     No (            
	Comment:



	Excess saliva production/teeth grinding
	Yes  (     No (           
	Comment:




POST ICTAL RECOVERY

	
	Comments

	Unresponsive to stimuli 


	Yes  (     No (           
	Comment:



	Change in tone and colour of skin


	Yes  (     No (            
	Comment:

	Confusion


	Yes  (     No (            
	Comment:



	Agitation


	Yes  (     No (           
	Comment:



	Fatigue/Drowsiness


	Yes  (   No (            
	Comment:



	Asleep at onset or awake at onset


	Yes  (     No (            
	Comment:

	Headache
	Yes  (      No (            
	Comment:



	Tearful
	Yes  (     No (            
	Comment:



	Alteration in appetite
	Yes  (     No (            
	Comment:



	Alteration in fluid intake
	Yes  (    No (            
	Comment:



	Hyperactivity
	Yes  (     No (            
	Comment:



	Automatisms
	Yes  (     No (            
	Comment:




INJURY IN EPILEPSY

Please complete questions 1 – 3 for all seizure types.

	1.  Has the person ever sustained an injury as a result of a seizure.
	Yes  (     No (            

	2.  Frequency of occurence
	Seizure type

	
	1
	2
	3
	4

	    Often
	
	
	
	

	    Every seizure
	
	
	
	

	    Rarely
	
	
	
	

	    Never
	
	
	
	

	3.  Please indicate most common sight of injury

	
	Seizure Type

	
	1
	2
	3
	4

	Head
	
	
	
	

	Arms
	
	
	
	

	Legs
	
	
	
	

	Other:  Please state:


	
	
	
	

	4.  Is protective head gear prescribed?
	Yes  (     No (            

	5.  Is it worn at all times?
	Yes  (     No (            

	6.  If head gear is prescribed but not worn at all times, has a risk assessment been completed?
	Yes  (     No (            


MAJOR/MINOR SEIZURE ACTIVITY - SEVERITY Indicate by tick (
	Attack Severity
	Very severe
	Moderately severe
	Mild
	Very mild

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Duration of being unresponsive to stimuli
	Less than 1 minute
	Between 1- 2 min
	Between 2 – 5 min
	More than 5 min

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Smacking lips, fidgety or behaved unusually or confusion
	Always
	Usually
	Sometimes
	Never

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Confusion after recovery
	Very confused
	Moderately confused
	Slightly confused
	No confusion

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Duration of Confusion
	Less than a minute
	Between 1 – 5 mins
	Between 6 – 60 minutes
	More than 1 hour

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Falling frequently during seizure activity
	Always falling
	Usually falls
	Sometimes falls
	Never falls

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Headache after recovery
	Always has a headache
	Usually has a headache
	Sometimes has a headache
	Never has a headache

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Sleepiness after recovery
	Always feels sleepy
	Usually feels sleepy
	Sometimes feels sleepy
	Never feels sleepy

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Urinary Incontinence or faecal incontinence during attack
	Always urinary  or faecal incontinence
	Usually urinary or faecal incontinence
	Sometimes urinary or faecal incontinence
	Never urinary or faecal incontinence

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Tongue biting during seizure activity
	Always bites tongue
	Usually bites tongue
	Sometimes bites tongue
	Never bites tongue

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Injury during seizure activity
	Always injures self
	Frequently injures self
	Sometimes injures self
	Never injures self

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	

	Duration required to return to usual activities being undertaken prior to seizure activity
	Less than 1 hour
	Between 1 – 5 hours
	Between 6 – 12 hours
	

	Major seizure
	
	
	
	

	Minor seizure
	
	
	
	


IMPACT ON LIFESTYLE

Indicate by a tick ( 

	
	A lot
	Sometimes
	A little
	Not at all
	Unknown

	Affects client’s relationship with close family members or close friends
	
	
	
	
	

	Affects the social life of the client, or prevents social activities being carried out
	
	
	
	
	

	Affects overall general health
	
	
	
	
	

	Affects the development of relationships
	
	
	
	
	

	Affects the way the client feels about himself  or herself
	
	
	
	
	

	Affects plans and schedules within routines
	
	
	
	
	

	Affects standard of living
	
	
	
	
	


RECORD OF SEIZURE ACTIVITY

Name…………………………………………………..D.O.B………………………

	Date
	

	Time of onset of seizure
	                                              Time convulsions/seizure ceased………………….



	Recovery Time
	

	Activity Prior to Seizure


	

	Behaviour following seizure


	

	Description of seizure
	Tick appropriate boxes

     Yes                        No 
	Tick appropriate boxes

      Yes              No 
	Tick appropriate boxes

        Yes                      No 

	Loss of consciousness
	
	
	
	
	
	

	Unresponsive to stimuli
	
	
	
	
	
	

	Loss of awareness
	
	
	
	
	
	

	Sudden jerks
	
	
	
	
	
	

	Loss of muscle tone
	
	
	
	
	
	

	Cyanosis (Blue lips)
	
	
	
	
	
	

	Automatism (An act without memory
	
	
	
	
	
	

	
	Circle appropriately
	Circle appropriately
	Circle appropriately

	Jerking Movements
	Left
	Right
	Left
	Right
	Left
	Right
	Left
	Right
	Left
	Right
	Left
	Right

	
	Arms
	Legs
	Arms
	Legs
	Arms
	Legs

	
	Both
	No
	Both
	No
	Both
	No

	Stiffing Limbs
	

Left
	Right
	Left
	Right
	Left
	Right

	
	Arms
	Legs
	Arms
	Legs
	Arms
	Legs

	
	Both
	No
	Both
	No
	Both
	No

	
	Tick appropriate box
	Tick appropriate box
	Tick appropriate box

	Was PRN Paracetamol/ Aspirin given?
	Yes

         (
	NO

(
	Yes

        (
	No

(  
	Yes

(
	No

(

	Name of person recording
	Signature:
	Signature:
	Signature

	
	Comments
	Comments
	Comments




Lesley Eccott July 2000
INFORMATION SHARING WITH PATIENT AND CARER

	
	Yes
	No
	Comments

	Epileptic seizures explained


	
	
	

	Diagnosis


	
	
	

	Treatment choices


	
	
	

	Lifestyle implications and living with epilepsy


	
	
	

	Advice on monitoring seizures.


	
	
	

	Seizure management and first aid measures and keeping safe.


	
	
	

	Side effects for medication


	
	
	

	Voluntary organizations
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