
with numerous previous reports of similar clinical febrile seizure
studies. Between 1924 and 1965, 51 articles involving approximately
10,000 febrile seizure patients were published in the world literature.
(Millichap JG. Febrile Convulsions. New York, Macmillan, 1968). A male
preponderance was established in 29 series, with a mean sex ratio of 1.4
to 1, a family history of febrile seizures was found in 30%, and the mean
threshold convulsive temperature was 104.0°F. In contrast to the Seattle
findings, otitis media accounted for only 2.9% of associated fevers, and
tonsillitis or pharyngitis was by far the most frequent illness,
occurring in 59% of febrile episodes. Focal seizures were reported in a
mean of 11%, and 14% in one prospective study.The incidence of Todd's
paresis was 3.7% and similar to that observed in Seattle. Of prognostic
importance is the confirmation of age at onset (< 1 year) as a risk factor
for complex febrile seizures in this study.

EPILEPSY WITH MYOCLONIC ABSENCES
Resistance to therapy and learning disabilities are stressed as frequent

complications of the syndrome of "epilepsy with myoclonic absences" reported
in 8 children , ages 6 to 16 years, seen at the University Hospital of Wales in a
10 year period. The mean age at onset was 4.9 years. Febrile seizures had
occurred in siblings of 3 patients. Myoclonic absences were brief, and they
could be precipitated by hyperventilation. Loss of awareness was associated
with bilateral jerking of the head and upper limbs, and the EEG showed
rhythmic 3 c/s spike-wave discharges. The majority had generalized tonic-
clonic or astatic seizures and cerebellar ataxia in addition. All became learning
disabled and 7 had behavioral problems, including restlessness and
impulsiveness. Treatment with lamotrigine and valproate was partially
effective. (Manonmani V, Wallace SJ. Epilepsy with myoclonic absences. Arch
Pis Child April 1994;70:288-290). (Respond: Dr Wallace, Dept Paediatric Neurology,
University Hospital of Wales, Heath Park, Cardiff CF4 4XW, Wales, UK).

COMMENT. The response to lamotrigine (LTG) reported by Wallace in this
and a previous report is in contrast to the experience of Schlumberger E
et al at the Hopital Saint Vincent de Paul, Paris, France. (Epilepsia
March/April 1994;35:359-367). Of 9 patients with myoclonic absence
epilepsy treated with LTG, none was seizure-free at 3 months, 4
improved and 5 were unchanged. Side effects included skin rash,
especially when LTG was added to VPA therapy, ataxia, drowsiness, and
vomiting. The differentiation of this syndrome from typical absence
epilepsy is important because of the poor response to treatment and the
unfavorable long term outcome.

GENETICS OF EARLY CHILDHOOD ABSENCE EPILEPSY
The clinical and EEG family data of 140 cases of early childhood epilepsy

with absences selected from the epilepsy family archive are reported from the
Neuropaediatric Department of the University of Kiel, Germany. Patients with
absences manifesting between the 1st and 5 th year of age were selected for
study. Two groups were formed: 1) GTCS, those presenting with generalized
tonic-clonic seizures (90 cases); and 2) non-GTCS, presenting with absences (50
cases). GTCS at onset were afebrile or febrile. In 43% of probands absence were
combined with myoclonic and/or myoclonic astatic seizures. Parents and their
sibs of group 1 had seizures twice as often as parents and sibs in group 2. The




