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Background 
Seizures are common in patients with brain tumours, and seizure management is an important part of 
clinical treatment. Thirty to 50% of primary brain tumour patients present with an epileptic seizure and 
10 to 30% develop seizures throughout the course of their disease1. The incidence of seizures in 
patients with metastatic brain tumours ranges from 20 to 35%1, 2. The frequency of seizures also 
varies by tumour type. Among patients with primary brain tumours, seizures are more common with 
low-grade gliomas and other less common tumour types (e.g., dysembryoplastic neuroepithelial 
tumours and gangliogliomas) compared with high-grade gliomas1, 2. In a series of 1028 patients with 
low- or high-grade intracranial gliomas, the prevalence of epilepsy was 49%, 69%, and 85% for 
patients with glioblastomas, anaplastic gliomas, and low-grade gliomas, respectively3. Meningioma 
patients may also present with seizures both pre- and post-operatively. In a retrospective review of 
626 meningioma patients, 13% presented with pre-operative seizures, and 7% continued to 
experience seizures 48 months post-operatively4. Aside from tumour type, other seizure risk factors 
include tumour location (cortical tumour, frontal, temporal, and parietal lobe tumours)1 and age (> 40 
years)3.   

The precise cause of seizures in brain tumour patients is unclear. Van Breemen et al. explain that 
epileptogenesis in patients with brain tumours is likely multifactorial and caused by different tumour 
types as well as changes in the properties of tumour-cell membranes that generate action potentials, 
thus affecting neuronal excitability1, 2. Seizures in primary or metastatic brain cancer patients may 
also be caused by metabolic encephalopathies, opportunistic infections, or side effects of therapy2.    

Overall, seizures are a significant source of morbidity and mortality in patients with primary and 
metastatic brain tumours and they require aggressive treatment with antiepileptic drugs (AEDs) or 
non-pharmacological therapies.   

Guideline Questions 
1. What is the optimal management of seizures in adult patients with primary or metastatic brain 

tumours? 
2. What are the recommended driving guidelines for adult patients with primary or metastatic brain 

tumours experiencing seizures? 

Search Strategy 
For the 2023 guideline update, PubMed was searched (January 2011 – December 2022) for clinical 
trials, prospective and retrospective studies, systematic reviews, meta-analyses, and clinical practice 
guidelines. The Medical Subject Heading (MeSH) terms “anticonvulsants” OR “anticonvulsant drugs” 
OR “agents, anticonvulsant” AND “brain neoplasm” were used, and results were limited to  
studies in humans 19+ years of age published in English. Studies were also excluded from the final 
review if they did not report outcomes related to the efficacy of treatments or were not specific to 
brain tumour related epilepsy. Reference lists of key publications were also searched for relevant  
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citations. For the detailed literature search strategy, results and a summary of key evidence please  
refer to the accompanying evidence table. 
The ECRI Guidelines Trust, well-known cancer guideline developers and Google were also searched 
for practice guidelines relevant to this topic. A total of five clinical practice guidelines published after 
2014 were identified from the following organizations: Society for Neuro Oncology (SNO) and 
European Association of Neuro-Oncology (EANO), UpToDate, National Comprehensive Cancer 
Network (NCCN), Congress of Neurological Surgeons and the American Association of Neurological 
Surgeons, and BC Cancer.  

Target Population 
The following recommendations apply to adult cancer patients with primary or metastatic brain 
tumours.  

Recommendations 
Key Points: 

• At new seizure onset, clinicians should first consider non-enzyme inducing and non-
myelosuppressive anti-epileptic drugs (AEDs), such as levetiracetam. 

• Primary or metastatic brain tumour patients on AEDs must be monitored closely for severe 
adverse side effects, especially: 

o Stevens-Johnson syndrome, which is a life-threatening skin condition and warrants the 
immediate discontinuation of the AED, and 

o Hepatic toxicity, can result in acute liver failure. 
 

1. The management of seizures caused by brain tumours should be individualized (Level of 
evidence: III, Strength of recommendation: C). 
 

2. Prophylactic AEDs are not recommended in brain tumour patients with no history of seizures. If a 
surgeon chooses to give prophylactic AEDs perioperatively, then the AED should be gradually 
discontinued after 1 week from surgery (Level of evidence: II, Strength of recommendation: B).  

3. Brain tumour patients with a history of seizures should receive AED therapy; monotherapy is 
preferred. The following factors should be taken into consideration when choosing an AED (Level 
of evidence:II , Strength of recommendation: A ): 

• Adverse side effects 
• Drug interactions 
• Speed of titration 
• Cost/drug coverage 
• Medical/psychiatric comorbidities  
• Organ function 
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4. The Alberta Provincial CNS Tumour Team recommends the following non-enzyme inducing 
AEDs as first line therapy (Level of evidence:II , Strength of recommendation:B ): 
 

 Antiepileptic Drug (Brand Name) 

Preferred • Lamotrigine (Lamictal) 
• Levetiracetam (Keppra) 
• Topiramate (Topamax) 

 
 

Other Options • Lacosamide (Vimpat)  
• Perampanel (Fycompa)  
Others as they become available 

*Note that valproic acid and divalproex are also enzyme-inhibitors and may increase the levels of certain drugs. 

Non-enzyme inducing AEDs have been chosen as first line therapy because of the reduced 
effectiveness of some chemotherapeutic agents and other medications while on an enzyme-inducing 
AED.  

5. The Alberta Provincial CNS Tumour Team recommends the following enzyme-inducing AEDs, if 
the non-enzyme inducing AEDs are not a viable option (Level of evidence: III, Strength of 
recommendation: C).: 

• Phenytoin (brand name: Dilantin), or 
• Carbamazepine (brand name: Tegretol) or 

   i.      May be considered if patients don’t respond to other recommended AEDs, taking 
into consideration myelotoxicity if the patient is receiving, or may in the future receive 
chemotherapy. 

• Oxcarbazepine (brand name: Trileptal), 
i. May be considered if patients don’t respond to other recommended AEDs, taking 

into consideration myelotoxicity if the patient is receiving, or may in the future 
receive chemotherapy. 

• Others as they become available. 

6. Brain tumour patients with recurring seizures should be evaluated for all of the following prior to a 
change in AED therapy (Level of evidence: II, Strength of recommendation: B): 

• Patient compliance  
• New drug interactions 
• Tumour escalation and progression 
• Infections 
• Increased edema (consider starting or increasing dexamethasone; see The Use of 

Dexamethasone in Patients with High Grade Gliomas). Although dexamethasone is not a 
treatment for seizures, treating edema may decrease seizure frequency.   

 

https://www.albertahealthservices.ca/assets/info/hp/cancer/if-hp-cancer-guide-cns011-dexamethasone.pdf
https://www.albertahealthservices.ca/assets/info/hp/cancer/if-hp-cancer-guide-cns011-dexamethasone.pdf
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Note: serum levels are available for some AEDs; levels may be checked when clinically indicated 
(see recommendation #7). Consultation with neurology is recommended if seizures cannot be 
controlled. 
 
7. Trough serum level measurements are indicated if (Level of evidence: III, Strength of 

recommendation: C): 
• The patient is experiencing frequent seizures, or 
• There are signs of toxicity, or 
• Medication adjustments might affect AED levels (e.g., administration of dexamethasone).  

 
It is preferable to increase the initial agent dose as opposed to adding a new AED. The frequency of 
serum level measurement is dependent on the half-life of the AED. Serum level measurements are 
currently available for the following recommended AEDs: 

• Carbamazepine 
•  Phenytoin  
•  Lamotrigine 
• Valproic acid  

 
To obtain the most current information, including therapeutic ranges, please refer to the Alberta 
Precision Laboratories website. 

8. Other AED treatment options for recurring seizures include (Level of evidence: II, Strength of 
recommendation: B): 

• Optimizing the initial agent dose as tolerated and needed. 
• Prescribing an alternative AED, if the initial agent is not tolerated. 
• Patients who experience focal seizure may be prescribed an AED, such as lamotrigine or 

levetiracetam to abort a seizure before it starts. This may be particularly effective for 
patients who find higher doses of AEDs difficult to tolerate. 

9. Non-pharmacological treatment options for recurring seizures include (Level of evidence: III , 
Strength of recommendation:C ):  

• Resection of the brain tumour or seizure focus  
• Adjuvant treatment, Radiation therapy and or chemotherapy. 

10.  AED therapy should stay the same unless there is a change in clinical status (chemotherapy, 
radiation therapy and other changes like, pregnancy, side effects) (Level of evidence: II, Strength 
of recommendation: B).  

 
  

https://www.albertaprecisionlabs.ca/
https://www.albertaprecisionlabs.ca/
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11. Driving Guidelines  

Intracranial Tumour 
 

Patients with focal aware seizures with no deviation of head or eye are allowed to drive after 12 
months. The patients are eligible to drive even if they continue to have these focal aware seizures 
with no head and neck deviation as long as the seizure semiology has remained unchanged for 
the last 12 months. The Alberta Provincial CNS Tumour Team members extrapolated from the 
CCMTA guidelines for patients driving with epilepsy and recommend that a patient may be eligible 
to drive with a Class 5 license after they have been seizure free for 6 months with the exception 
being the focal aware seizures with no head/eye deviation, as stated above. For brain tumour 
patients, Alberta Transportation also generally requires that the brain tumour be stable. The 
Alberta Transportation guidelines for medical conditions and driving  are based on the National 
Safety Code of the Canadian Council of Motor Transport Administrators (Standard 6: Determining 
Driver Fitness in Canada). Patients must receive approval from Alberta Transportation to drive 
(Level of evidence:II , Strength of recommendation:B ). 

 
All drivers are eligible for a license if  

• movement and strength are sufficient to perform the function necessary for driving. 
• cognitive and visual functions necessary for driving are not impaired.any pain associated with 

the condition, and any treatment for the condition, do not impair driving. 
• Where required, a road test or other functional assessment indicates that driver is able to 

compensate for any loss of functional ability necessary for driving and the condition for 
maintaining a license are met.  

• The conditions for maintaining license are met.  
 

Seizures and epilepsy 

All drivers are eligible for license if  
• They undergone a neurological assessment to determine the cause of seizure, epilepsy is not 

diagnosed. This recommendation would not apply to brain tumour patients as they do have 
epilepsy related to brain. 

• It has been 6 months since the provoking factor stabilized, resolved or was corrected with or 
without treatment and they have not had a seizure during that time.  

• The treating neurologist or neurosurgeon indicated that further seizures are unlikely.  
 
Recommendations for non-commercial drivers 

• If it has been 6 months since the seizures occurred with or without medication. 
• Reassessment in one year if the seizure occurred within the past 12 months. 
• Brain tumour patients who have seizures should be on AED if they wish to drive. 

 

 

 

https://www.ccmta.ca/web/default/files/PDF/National%20Safety%20Code%20Standard%206%20-%20Determining%20Fitness%20to%20Drive%20in%20Canada%20-%20February%202021%20-%20Final.pdf
https://www.ccmta.ca/en/national-safety-code
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Epilepsy with medication change 

• Non-commercial drivers eligible for license if it has been 6 months since the prescribed change 
or withdrawal and they have not had a seizure during that time and conditions for maintaining 
the license are met. Brain tumour patients who have seizures should be on AED if they wish to 
drive. 

12. In Alberta, seizure disorder to physician reporting is discretionary, not mandatory. However, it is 
recommended that patients who hold a professional license (Class 1–4) be reported. Patients 
should also be advised to notify their insurance company of their seizure status (Level of 
evidence: I, Strength of recommendation: A).    

13. If a patient is driving, then it is strongly recommended they continue taking AEDs (Level of 
evidence: I, Strength of recommendation: A).  

• Exception: patients with a surgically curable tumour (e.g., some grade I tumours) who are 
seizure free for > 1 year may be considered for AED withdrawal. 

14. Women of childbearing age or pregnant women should be counseled regarding possible 
teratogenic effects of anti-seizure management. Lamotrigine and levetiracetam are the most 
widely used due to their known safety during pregnancy and valproate is contraindicated in 
pregnancy.  

 
Discussion 

Despite the frequency of seizures in patients with brain tumours, prospective studies on the medical 
treatment of seizures in this population are scarce. Furthermore, existing studies have limitations, 
such as being retrospective with small patient numbers and heterogeneous regarding patient 
characteristics5.  

Seizure management in patients with brain tumours needs a multidisciplinary approach and should be 
individualized, taking into consideration a number of different patient-centred factors. Although the 
use of AEDs is the most common form of seizure management in this patient population, non-
pharmacological therapies, such as surgery or RT, may also be considered.      

AED Therapy 

Brain tumour patients who have experienced a seizure should be treated with a standard first-line 
AED monotherapy. In the last two decades, several new AEDs have been approved for use in 
patients with epilepsy; however, clinicians still commonly prescribe the older AEDs. The most 
common older drugs used in Alberta are: phenytoin, and carbamazepine. The newer drugs used in 
Alberta are: lamotrigine, topiramate, levetiracetam, oxcarbazepine, clobazam, and lacosamide. 
Unfortunately, there is a lack of large prospective studies and randomized trials comparing the 
efficacy of old versus new AEDs, specifically in the brain tumour patient population, and therefore, the 
superiority of one agent over others has not been established.5 In general, findings from the literature 
suggest that newer AEDs are better tolerated than older AEDs. However, newer AEDs are also more 
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expensive than the older drugs. Given the inconclusive state of the evidence, clinicians should take 
into consideration the following factors when choosing an AED: adverse side effects, drug 
interactions, speed of titration, cost/drug coverage, medical/psychiatric comorbidities, and organ 
function.          

Non-enzyme Inducing AEDs: Many AEDs have significant effects on the cytochrome P450 system, 
which may increase the metabolism of numerous chemotherapeutic agents and supportive care 
agents, such as dexamethasone6. As a result, AEDs that induce the P450 system can significantly 
reduce serum levels of antitumour agents. Given these clinically significant drug interactions, the 
National Comprehensive Cancer Network suggest the use of non-enzyme inducing AEDs, where 
possible, over the use of enzyme inducing AEDs6. The Alberta Provincial CNS Tumour Team 
recommends the following non-enzyme inducing AEDs: levetiracetam, or lamotrigine, or topiramate, 
or valproic acid, or clobazam, or lacosamide, or perampanel. 

A prospective observational study of 176 glioma patients evaluated the efficacy and safety of 
levetiracetam in the management of seizures7. Eighty-two patients (47%) received levetiracetam at a 
dose that ranged from 1500 to 3000 mg/day; nine patients required an increase in dosage to 4000 
mg/day to become seizure free. At the last evaluation, 91% were seizure free (two of these patients 
discontinued the drug because of intolerable side effects). The authors of the study concluded that 
levetiracetam is efficacious and safe in patients with seizures due to glioma. Maschio and colleagues 
conducted a prospective observational study to investigate the efficacy and tolerability of topiramate 
in brain tumour patients with seizures (n=47)8. Follow-up ranged from 3 to 48 months (mean 16.5 
months) and at final follow-up 56% were seizure free, 20% had a seizure frequency reduction higher 
than 50%, and 24% were stable. The response rate to topiramate was 76%; three patients 
discontinued the drug due to severe side effects.    

A randomized phase II trial investigated the safety and feasibility of switching from phenytoin (an 
enzyme inducing AED) to levetiracetam monotherapy for postoperative control of glioma-related 
seizures10. Twenty patients were randomized to receive levetiracetam and nine patients were 
randomized to continue receiving phenytoin. At six months follow-up, 87% of patients receiving 
levetiracetam and 75% of patients receiving phenytoin were seizure free. Reported side effects 
included (% levetiracetam/% phenytoin): dizziness (0/14), difficulty with coordination (0/29), 
depression (7/14) lack of energy or strength (20/43), insomnia (40/43), and mood instability (7/0). The 
results of this phase II study suggest that it is safe to switch patients from phenytoin to levetiracetam 
monotherapy following craniotomy for supratentorial glioma.                 

Enzyme Inducing AEDs: Although enzyme inducing AEDs increase the metabolism of concurrent 
chemotherapeutic agents, it is unclear whether this impacts patient outcomes. In particular two 
studies compared the use of enzyme inducing AEDs to non-enzyme inducing AEDs and reported 
conflicting results in the glioblastoma patient population11, 12. Oberndorfer et al. retrospectively 
analyzed survival in 168 glioblastoma patients treated with either no AED (n=88), an enzyme inducing 
AED (n=43), or a non-enzyme inducing AED (n=37)11. Carbamazepine (81%) was the most frequently 
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administered enzyme inducing AED; valproic acid (85%) was the most frequently administered non-
enzyme inducing AED. The authors of the study found a significant difference in survival between the 
two groups; those patients who received a non-enzyme inducing AED survived 13.9 months 
compared to 10.8 months in the enzyme inducing AED group. The authors concluded that it was 
uncertain whether the difference in survival was due to a decrease of efficacy of chemotherapeutic 
agents by the enzyme inducing AED, or due to increased efficacy of chemotherapeutic agents 
caused by the enzyme inhibiting properties of valproic acid. Valproic acid has been shown to prolong 
survival in patients receiving temozolomide and radiotherapy13. Conversely, in a similar study of 620 
newly diagnosed glioblastoma patients Jaeckle et al. found that the median overall survival was 
longer for patients who received an enzyme inducing AED compared with a non-enzyme inducing 
AED (12.3 versus 10.7 months, p=0.0002)12. The study authors suggest that in comparative clinical 
trials that test agents metabolized by the P450 system, treatment arms may need stratification for the 
proportion of patients receiving enzyme inducing AEDs.    

A retrospective observational study of 70 brain tumour patients found that oxcarbazepine showed a 
similar efficacy to valproic acid, a non-enzyme inducing AED, as well as other older enzyme inducing 
AEDs (carbamazepine, phenobarbital, and phenytoin)14. However, the older AEDs had significantly 
more side effects, both serious and non-serious. Similarly, a prospective observational study of 70 
patients with brain metastases found that oxcarbazepine was equally as effective as levetiracetam 
and topiramate, significantly reducing seizure frequency and producing few side effects15. A 
prospective, randomized, single-centre study of 81 patients found that both levetiracetam (n=36) and 
phenytoin (n=38) are well-tolerated perioperatively16.       

Given the inconclusive evidence on the impact of enzyme inducing AEDs on patient outcomes and 
the common prescription of these drugs by clinicians, the Alberta Provincial CNS Tumour Team 
recommends the following enzyme inducing AEDs as an alternative to non-enzyme inducing AEDs: 
phenytoin. Oxcarbazepine and Carbamazepine may be considered if patients don’t respond to other 
recommended AEDs, taking into consideration myelotoxicity if the patient is receiving, or may in the 
future receive chemotherapy. 

Prophylactic AEDs: There is general consensus amongst a number of guideline developers that 
AED therapy in patients without a history of seizures is not recommended because of a lack of 
efficacy and the potential for serious side effects6, 17-21. Despite the recommendations, many clinicians 
still prescribe prophylactic AEDs, and this is particularly true for prophylactic AEDs that are given 
perioperatively. A survey of 386 neurosurgeons found that more than 70% of respondents reported 
routine use of AED prophylaxis for patients with primary or metastatic brain tumours22. Given this 
reality, the Alberta Provincial CNS Tumour Team recommend that if a clinician chooses to give 
prophylactic AEDs perioperatively, then the AED should be discontinued after one week from surgery 
as quickly and safely as possible, which is in agreement with the American Academy of Neurology 
recommendation21.  
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Several observational studies and small randomized trials have shown a lower risk of early 
postoperative seizures in patients treated with prophylactic AEDs perioperatively23-25. Lwu et al. 
present Alberta-specific retrospective data on the use of perioperative AEDs in patients with newly 
diagnosed high-grade glioma24. In their study, 27% of patients were given prophylactic AEDs and of 
these, none experienced perioperative seizures (within one week). Perioperative seizures occurred in 
two patients without prophylactic AEDs. Of those patients taking AED prophylaxis, 18% were 
continued on the drug beyond the first perioperative week, which contradicts the American Academy 
of Neurology guidelines. The authors suggest that increased awareness of practice guidelines may 
help modify AED prescription patterns in brain tumour patients.    

Wu et al. conducted a prospective randomized trial of perioperative seizure prophylaxis in patients 
with primary (n=46) or metastatic (n=77) brain tumours26. Sixty-two patients received seven-day 
phenytoin and 61 patients received no prophylactic AED. The incidence of seizures was 18% versus 
24% (p=0.51), in the observation and prophylaxis group, respectively. The prophylaxis group also 
experienced significantly more adverse events (18% versus 0%, p<0.01). In this trial, the incidence of 
clinically significant seizures was only 3%. As a result of these findings, the study authors conclude 
that the routine use of prophylactic phenytoin in brain tumour patients is concerning. Similarly, a 
retrospective cohort study to assess the effectiveness of perioperative seizure prophylaxis 
(levetiracetam) in high-grade glioma patients found that levetiracetam prophylaxis was not a 
significant predictor of seizure occurrence; younger age, however, was a significant predictor of 
greater seizure occurrence27.  

A meta-analysis of randomized controlled trials evaluated the efficacy of AED prophylaxis versus no 
treatment or placebo in patients with brain tumours and found no evidence to support the 
administration of prophylactic AEDs (phenobarbital, phenytoin, or valproic acid)28. Similarly, a 
systematic analysis of the efficacy of prophylactic AEDs across 19 studies found that there were no 
significant differences in the extent of resection, perioperative mortality, or recurrence between the 
AED and non-AED cohorts29. The study authors conclude that prophylactic administration of AEDs 
during resection provide no benefit in the prevention of either early or late postoperative seizures. A 
recent Cochrane review of AEDs as prophylaxis for post-craniotomy seizures also concluded that 
there is little evidence to suggest that AED treatment administered prophylactically is effective in 
preventing post-craniotomy seizures30. An older Cochrane review concluded that the decision to start 
an AED for seizure prophylaxis should ultimately be guided by assessment of individual risk factors 
and careful discussion with patients regarding predicted risk of seizure, which tends to be low31, cost, 
and potential side effects32.  

Recurring Seizures: The efficacy of AEDs in neuro-oncology patients is dependent on a number of 
variables; approximately 60% to 70% of patients will experience recurrent seizures33. Wick et al. 
reported that in their study, 70%, 51%, and 44% of patients on carbamazepine, phenytoin, and 
valproic acid, respectively, had recurrent seizures34.  
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It is important to investigate the cause of recurrence prior to a change in AED therapy. The Alberta 
Provincial CNS Tumour Team recommends that clinicians evaluate the following as potential causes 
of recurrence: patient compliance, new drug interactions, tumour progression, recurrence, and 
infections. If possible, serum level concentrations may also be verified before prescribing an 
alternative AED or adding a second agent.  

If a patient is experiencing recurrent seizures, the first treatment option is to optimize the initial agent 
dose as tolerated and needed. Table 1 below provides the minimum and maximum daily doses for 
the old and newer AEDs, although it should be noted that there are many possibilities and variables 
to consider when escalating the initial dose. (see Appendix A) 

If a patient continues to experience recurrent seizures and the initial agent is not tolerated, then the 
clinician should either prescribe an alternative AED or add-on another AED, such as clobazam or any 
other agent at the discretion of the treating clinician. Lorazepam could be used in patients with focal 
seizures, to prevent the evolution to a bilateral tonic clonic seizure.  

Clobazam as an add‐on treatment may reduce seizure frequency and may be most effective in focal‐
onset seizures35. A retrospective analysis was performed on 181 glioblastoma patients with seizures 
to examine the efficacy of valproic acid given either with or without levetiracetam on seizure control 
and survival36. At the end of follow-up (minimum 6 months), 78% of patients on valproic acid and 70% 
of patients on levetiracetam were seizure free with monotherapy. Of those patients with recurrent 
seizures who received polytherapy with valproic acid and levetiracetam, 60% achieved seizure 
freedom. Patients on valproic acid and temozolomide had a median survival of 69 weeks compared to 
61 weeks in the group without valproic acid after adjusting for various factors. The authors of the 
study conclude that polytherapy with valproic acid and levetiracetam more strongly contributes to 
seizure control than does either as monotherapy.        

Another retrospective observational study of 140 brain tumour patients (99 with seizures), of whom 
24% had a low-grade glioma, 54% had a high-grade glioma, and 23% had either ependymoma, 
meningioma, or brain metastasis, found that patients treated with a combination of valproic acid and 
levetiracetam showed the highest percentage of responders (82%) compared to other AED 
monotherapy36. In this group 59% of patients achieved seizure freedom. The authors of the study 
suggest that rather than administering sequential trials of AED monotherapy, add-on levetiracetam 
might be more effective than valproic acid alone or levetiracetam alone.   

Several studies have assessed levetiracetam as an add-on treatment and found that it is well 
tolerated. One prospective study37 and two retrospective studies38, 39 found that the rate of response 
to add-on levetiracetam ranges between 65 and 90% and the percentage of seizure free patients 
ranges from 20 to 59%. A small prospective study of add-on gabapentin found that 100% of patients 
had seizure reduction and 57% achieved seizure freedom40. It should be noted that all of these 
studies are limited by small sample sizes and heterogeneous patient tumour characteristics.   
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Unfortunately, certain brain tumour patients are resistant to AEDs and will continue to experience 
seizures despite the use of AEDs and adequate serum concentrations. Ruda et al. explain that the 
major cause of resistance to AEDs is over-expression of proteins belonging to the ATP-binding 
cassette transporter family, which have been reported in tumour cells of glioma patients, and can lead 
to diminished drug transport into the brain parenchyma41. AEDs may also fail to control seizures 
because of a loss of receptor sensitivity. For these patients, it is important to consider non-
pharmacological treatment therapies to manage recurrent seizures (please see Non-pharmacological 
Treatment section below).        

Adverse Side Effects of AEDs  

AEDs can have serious side effects that may affect a patient’s quality of life. Brain tumour patients 
also experience a higher incidence of adverse effects, ranging from 30 to 40%, than that observed in 
seizure patients without brain tumours42. Of those brain tumour patients that experience adverse 
effects as a result of AEDs, 24% are severe enough to warrant a change or discontinuation of AED 
therapy42.     

Common Side Effects: The most common side effects of AEDs are listed in Table 2 below. 
Cognitive impairment, bone-marrow suppression, liver dysfunction, and dermatological reactions are 
some of the more commonly experienced side effects of AEDs2. Long term therapy with the older 
AEDs can also have an adverse effect on bone metabolism, which is pertinent for low grade glioma 
patients.    

Mild Skin Rashes: Mild skin rashes are frequently observed in patients taking AEDs; brain tumour 
patients compared to those without have a higher likelihood of drug rash with AEDs. A retrospective 
review of 289 patients that received radiotherapy found that 18% experienced mild rashes, compared 
with the expected rate of 5 to 10%43. The study authors noted that mild drug rashes among brain 
tumour patients did not appear to be related to the radiotherapy. Cross-sensitivity rash has also been 
reported between various AEDs, such as phenytoin, phenobarbital, carbamazepine, oxcarbazepine, 
and lamotrigine, especially between carbamazepine and phenytoin44. Arif et al. investigated 
predictors of AED-related rash in 1,890 patients and found that the risk of developing a rash 
increased three- to four-fold if the patient had a rash to one or more AED, or an allergy to another 
medication45.  

Stevens-Johnson Syndrome: Severe skin reactions, such as Stevens-Johnson syndrome, may 
occur in a small percentage of patients during the first four to eight weeks on carbamazepine, 
phenobarbital, phenytoin, or lamotrigine, especially in patients who have received cranial 
radiotherapy46-50. Patients who exhibit signs of Stevens-Johnson syndrome must discontinue the use 
of the AED immediately.  

Chemotherapeutic Drug Interactions: In addition to direct adverse side effects, some AEDs also 
have clinically significant interactions with chemotherapeutic agents used to treat brain tumour 
patients. As previously mentioned, the enzyme inducing AEDs, such as phenytoin, carbamazepine, 
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and oxcarbazepine, may significantly reduce serum levels of chemotherapeutic agents, including 
nitrosoureas, cyclophosphamide, ifosfamide, procarbazine, vincristine, paclitaxel, irinotecan, 
topotecan, 9-aminocampthetecin, doxorubicin, teniposide, thiotepa, methotrexate, and busulfan51, 52. 
In addition, certain chemotherapeutic agents, such as methotrexate, doxorubicin, adriamycin, and 
cisplatin have been shown to decrease serum levels of valproic acid, carbamazepine, and phenytoin, 
as well33. Fortunately, the most common chemotherapeutic agent used to treat brain tumour patients, 
temozolomide, has no clinically significant drug interactions with AEDs.  

Other Drug Interactions: AEDs may also interact with the metabolism of various steroids, including 
cortisol, prednisone, and dexamethasone, which is commonly used in brain tumour patients to control 
peritumoral edema. For example, phenytoin induces the hepatic metabolism of dexamethasone, 
reducing its half-life and bioavailability2. Valproic acid, specifically, has distinct enzyme-inhibiting 
properties, which may reduce the metabolism of another drug by raising plasma concentrations. This 
may result in an increase in bone marrow toxic effects of concomitant chemotherapeutic agents5.  

Cognitive Function: Several AEDs also significantly impact the patient’s cognitive function and 
quality of life. Klein et al. compared 156 patients with low-grade gliomas and seizures to healthy 
controls. Compared with the healthy controls, glioma patients had significant reductions in information 
processing speed, psychomotor function, attentional functioning, verbal and working memory, 
executive functioning, and health-related quality of life, most of which were attributed to the use of 
AEDs53.    

Generally speaking, newer AEDs that are non-enzyme inducing have significant advantages over 
older agents when it comes to adverse side effects.             

Non-Pharmacological Treatment 

Some patients are resistant to AED therapy and in these cases, non-pharmacological treatment 
approaches should be considered.  

Surgery: Tumour resection may remove the seizure focus and therefore control seizures. However, 
the seizure focus in brain tumour patients may be located outside the main tumour mass and in this 
situation even a gross total resection will not control the seizures. The percentage of seizure free 
patients after tumour surgery ranges from 65 to 82%; the most significant prognostic factors 
associated with seizure freedom are completeness of tumour resection and short preoperative 
duration of tumour-associated seizures5. Englot et al. conducted a systematic review of seizure 
outcomes after surgical resection of low-grade brain tumours in 910 patients from 39 studies54. The 
study authors found that 80% of patients were seizure free after surgery. Higher rates of seizure 
freedom were achieved in patients with ≤ 1 year duration of seizures compared to patients with > 1 
year of seizures (OR 9.48, 95% CI 2.26–39.66) and in patients with gross-total resection compared to 
subtotal lesionectomy (OR 5.34, 95% CI 3.61–7.89). Similarly, a retrospective study of 269 patients 
with low-grade gliomas who underwent initial surgery found that 89% of patients were seizure free at 
six months following gross total resection versus 57% following subtotal resection55. Van Breemen et 
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al. note that in the majority of series reporting high rates of seizure freedom after surgery, the 
epileptogenic zone was excised together with the tumour, whereas general surgery for brain tumours 
typically resects part or all of the tumour without special attention to the epileptogenic zone2.            

Radiotherapy: There is limited data on the effect of radiotherapy on tumour-related seizures, 
although some studies have found that radiotherapy can result in improved seizure control. A phase 
III trial compared 157 patients receiving adjuvant postoperative radiotherapy (54 Gy in fractions of 1.8 
Gy) versus observation (n=157) in low-grade glioma patients and found that at one year, 25% of 
treated patients had seizures compared to 41% in the observation group56. In a retrospective study of 
43 glioma patients with medically intractable seizures, 76% of patients achieved a significant 
reduction in seizures and 32% were seizure free at 12 months following RT57. The study authors 
observed that seizure reduction occurred more often in patients displaying an objective tumour 
response on MRI; however, patients with no change on MRI also had a significant seizure reduction, 
suggesting that ionizing radiation on seizure control include damage to epileptogenic neurons or 
metabolic changes of the microenvironment5. The study authors also found that timing of 
radiotherapy and duration of seizures prior to radiation was significantly associated with seizure 
reduction57.       

Driving Guidelines  

The Alberta Provincial CNS Tumour Team recommends that patients with focal aware seizures with 
no deviation of head or eye are allowed to drive after 12 months. The patients are eligible to drive 
even if they continue to have these focal aware seizures with no head and neck deviation as long as 
the seizure semiology has remained unchanged for the last 12 months.  Patients with brain tumours 
who have not had a seizure and who are driving should not be placed on prophylactic AEDs. In 
Alberta, drivers are required by law to report any health condition, including seizures, that may affect 
their ability to drive safely; physician reporting to Alberta Transportation is discretionary, not 
mandatory. However, if a patient has been instructed not to drive, it is important to document this in 
their medical record. Patients should be advised of the risk of seizure activity and the potential for 
driving restrictions that may occur while on AEDs. Patients are also required to advise their insurance 
company of their condition to ensure that their policy is valid in the event of an accident.   

In accordance with the Canadian Medical Association (CMA) guidelines for driving with epilepsy, a 
patient may be eligible to drive with a Class 5 license after they have been seizure free for six months 
and with a favourable recommendation from their treating clinician58. However, the CMA suggests 
that each case be evaluated individually by the treating clinician(s)58. Patients may obtain more 
information about the license reinstatement process from Alberta Transportation, Driver Fitness & 
Monitoring Department at (780) 427-8230 or https://www.alberta.ca/driver-fitness-and-suspensions.    
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Follow-up & Surveillance 

The Alberta Provincial CNS Tumour Team recommends that AED therapy stay the same unless there 
is a change in clinical status. The continuation of AEDs is recommended because of the absence of 
data for seizure outcome after withdrawal, and high seizure recurrence in adults2. To add, if a patient 
is driving, then they are strongly recommended to continue taking AEDs due to the high risk of fatal 
outcomes if a seizure were to recur. The exception to AED withdrawal is for patients with a surgically-
curable tumour, such as some grade I tumours, who are seizure free for > 1 year; in this patient 
population, AED withdrawal may be considered. These patients still have a risk of seizures six 
months post-surgery, and there is minimal evidence between the six-month to one-year range; 
therefore, most experts agree that AEDs may be weaned one year post-surgery55.       



 
 

           16  
 

Guideline Resource Unit 
 Last revision: December, 2023 

Treatment Algorithm  

Primary or Metastatic Brain Tumour

Given the inconclusive evidence on seizure management for brain tumour patients, treatment should be individualized.

Seizure 
History?

Prophylactic AEDs are 
NOT recommended

Discontinue after 1 week from 
surgery if patient is medically 
stable and/or experiencing 
severe AED-related side effects

No

AED Therapy

Choice of AED is dependent on:
• Adverse side effects
• Drug interactions
• Speed of titration
• Cost/drug coverage
• Medical/psychiatric comorbidities
• Organ function

Non-pharmacological Therapies 

Other Option Monotherapy First-Line Non-Enzyme Inducing AEDs:
• Topiramate, or
• Valproic acid, or
• Clobazam, or
• Lacosamide, or 
• Perampanel, or
• Others as they become available

Recurrent 
Seizure?

Follow-up & Surveillance

• If a patient is driving, then it is strongly recommended 
they continue taking AEDs

• Exception: Patients with a surgically-curable tumour 
(e.g., some grade I tumours) who are seizure free for > 
1 year may be considered for AED withdrawal

• AED therapy should stay the same unless there is a 
change in clinical status 

• ***Serum levels are available for some AEDs; levels 
can be checked when clinically indicated (please see 
recommendations in text)

Surgery

Resection of brain tumour or 
seizure focus

Enzyme Inducing AEDs**, if the first-line AEDs are not a viable option:
• Phenytoin, or
• Oxcarbazepine, or
• Carbamazepine (note possible myelotoxicity), or 
• Others as they become available

**Enzyme inducing AEDs have clinically significant interactions with other drugs commonly used in brain tumour patients 

*Driving Restrictions

• Patients with uncontrolled seizures must not drive.
• In Alberta, drivers must report a seizure disorder to Alberta 

Transportation; physician reporting is discretionary, not mandatory. 
It is recommended that patients who hold a professional license 
(Class 1–4) be reported. 

• Extrapolating from the CMA guidelines, a patient may be eligible to 
drive with a Class 5 license after they have been seizure free for 6 
months. Patients must receive approval from Alberta 
Transportation. 

Optimize initial agent dose as tolerated and needed

If perioperative 
prophylactic AED 

administered?

Investigate cause of recurrence:
• Patient compliance?
• New drug interactions?
• Tumour escalation?
• Infections?
• Increased edema?

Verify serum concentrations, if possible***

Radiation Therapy

• Radiosurgery, or
• Stereotactic brachytherapy, or
• Teletherapy, or
• Fractionated radiation therapy

Prescribe alternative AED, if initial agent not tolerated, or

Add-on Non-Enzyme Inducing AEDs:
• Clobazam, or
• Other agents at the discretion of the treating clinician, or

Prescribe an AED, such as Lorazepam, for patients with 
auras 

Preferred Monotherapy First-Line Non-Enzyme Inducing AEDs:
• Lamotrigine, or
• Levetiracetam

Yes*

Yes No

 



 
 

           17  
 

Guideline Resource Unit 
 Last revision: December, 2023 

References 
 
1. van der Meer PB, Taphoorn MJB, Koekkoek JAF. Management of epilepsy in brain tumor patients. Curr Opin Oncol. 
Nov 01 2022;34(6):685-690.  
2. van Breemen MS, Wilms EB, Vecht CJ. Epilepsy in patients with brain tumours: epidemiology, mechanisms, and 
management. Lancet Neurol. May 2007;6(5):421-30.  
3. Lote K, Stenwig AE, Skullerud K, Hirschberg H. Prevalence and prognostic significance of epilepsy in patients with 
gliomas. Eur J Cancer. Jan 1998;34(1):98-102.  
4. Chaichana KL, Pendleton C, Zaidi H, Olivi A, Weingart JD, Gallia GL, et al. Seizure control for patients undergoing 
meningioma surgery. World Neurosurg. 2013;79(3-4):515-24.  
5. Englot DJ, Chang EF, Vecht CJ. Epilepsy and brain tumors. Handb Clin Neurol. 2016;134:267-85.  
6. National Comprehensive Cancer Network. Central Nervous System Cancers. 2013;Version 2. 
7. Rosati A, Buttolo L, Stefini R, Todeschini A, Cenzato M, Padovani A. Efficacy and safety of levetiracetam in patients 
with glioma: a clinical prospective study. Arch Neurol. Mar 2010;67(3):343-6.  
8. Maschio M, Dinapoli L, Zarabla A, Pompili A, Carapella CM, Pace A, et al. Outcome and tolerability of topiramate in 
brain tumor associated epilepsy. J Neurooncol. Jan 2008;86(1):61-70.  
9. Guthrie GD, Eljamel S. Impact of particular antiepileptic drugs on the survival of patients with glioblastoma multiforme. J 
Neurosurg. Apr 2013;118(4):859-65.  
10. Lim DA, Tarapore P, Chang E, Burt M, Chakalian L, Barbaro N, et al. Safety and feasibility of switching from phenytoin 
to levetiracetam monotherapy for glioma-related seizure control following craniotomy: a randomized phase II pilot study. J 
Neurooncol. Jul 2009;93(3):349-54.  
11. Oberndorfer S, Piribauer M, Marosi C, Lahrmann H, Hitzenberger P, Grisold W. P450 enzyme inducing and non-
enzyme inducing antiepileptics in glioblastoma patients treated with standard chemotherapy. J Neurooncol. May 
2005;72(3):255-60.  
12. Jaeckle KA, Ballman K, Furth A, Buckner JC. Correlation of enzyme-inducing anticonvulsant use with outcome of 
patients with glioblastoma. Neurology. Oct 13 2009;73(15):1207-13.  
13. Weller M, Gorlia T, Cairncross JG, van den Bent MJ, Mason W, Belanger K, et al. Prolonged survival with valproic 
acid use in the EORTC/NCIC temozolomide trial for glioblastoma. Neurology. Sep 20 2011;77(12):1156-64.  
14. Maschio M, Dinapoli L, Vidiri A, Pace A, Fabi A, Pompili A, et al. The role side effects play in the choice of antiepileptic 
therapy in brain tumor-related epilepsy: a comparative study on traditional antiepileptic drugs versus oxcarbazepine. J Exp 
Clin Cancer Res. May 06 2009;28(1):60.  
15. Maschio M, Dinapoli L, Gomellini S, Ferraresi V, Sperati F, Vidiri A, et al. Antiepileptics in brain metastases: safety, 
efficacy and impact on life expectancy. J Neurooncol. May 2010;98(1):109-16.  
16. Fuller KL, Wang YY, Cook MJ, Murphy MA, D'Souza WJ. Tolerability, safety, and side effects of levetiracetam versus 
phenytoin in intravenous and total prophylactic regimen among craniotomy patients: a prospective randomized study. 
Epilepsia. Jan 2013;54(1):45-57.  
17. BC Cancer Agency. Management: anticonvulsant medications. 2004; Available at:   
http://www.bccancer.bc.ca/HPI/CancerManagementGuidelines/NeuroOncology/ManagementPolicies/default.htm  
Accessed 11/22, 2013. 
18. Chang SM, Messersmith H, Ahluwalia M, Andrews D, Brastianos PK, Gaspar LE, et al. Anticonvulsant prophylaxis 
and steroid use in adults with metastatic brain tumors: summary of SNO and ASCO endorsement of the Congress of 
Neurological Surgeons guidelines. Neuro Oncol. Mar 18 2019;21(4):424-427.  
19. Mikkelsen T, Paleologos NA, Robinson PD, Ammirati M, Andrews DW, Asher AL, et al. The role of prophylactic 
anticonvulsants in the management of brain metastases: a systematic review and evidence-based clinical practice 
guideline. J Neurooncol. Jan 2010;96(1):97-102.  
20. Lo SS, Gore EM, Bradley JD, Buatti JM, Germano I, Ghafoori AP, et al. ACR Appropriateness Criteria® pre-irradiation 
evaluation and management of brain metastases. J Palliat Med. Aug 2014;17(8):880-6.  
21. Walbert T, Harrison RA, Schiff D, Avila EK, Chen M, Kandula P, et al. SNO and EANO practice guideline update: 
Anticonvulsant prophylaxis in patients with newly diagnosed brain tumors. Neuro Oncol. Nov 02 2021;23(11):1835-1844.  
22. Siomin V, Angelov L, Li L, Vogelbaum MA. Results of a survey of neurosurgical practice patterns regarding the 
prophylactic use of anti-epilepsy drugs in patients with brain tumors. J Neurooncol. Sep 2005;74(2):211-5.  
23. Milligan TA, Hurwitz S, Bromfield EB. Efficacy and tolerability of levetiracetam versus phenytoin after supratentorial 
neurosurgery. Neurology. Aug 26 2008;71(9):665-9.  

http://www.bccancer.bc.ca/HPI/CancerManagementGuidelines/NeuroOncology/ManagementPolicies/default.htm


 
 

           18  
 

Guideline Resource Unit 
 Last revision: December, 2023 

24. Lwu S, Hamilton MG, Forsyth PA, Cairncross JG, Parney IF. Use of peri-operative anti-epileptic drugs in patients with 
newly diagnosed high grade malignant glioma: a single center experience. J Neurooncol. Feb 2010;96(3):403-8.  
25. Konrath E, Marhold F, Kindler W, Scheichel F, Popadic B, Blauensteiner K, et al. Perioperative levetiracetam for 
seizure prophylaxis in seizure-naive brain tumor patients with focus on neurocognitive functioning. BMC Neurol. Jul 08 
2022;22(1):250.  
26. Wu AS, Trinh VT, Suki D, Graham S, Forman A, Weinberg JS, et al. A prospective randomized trial of perioperative 
seizure prophylaxis in patients with intraparenchymal brain tumors. J Neurosurg. Apr 2013;118(4):873-883.  
27. Garbossa D, Panciani PP, Angeleri R, Battaglia L, Tartara F, Ajello M, et al. A retrospective two-center study of 
antiepileptic prophylaxis in patients with surgically treated high-grade gliomas. Neurol India. 2013;61(2):131-7.  
28. Kong X, Guan J, Yang Y, Li Y, Ma W, Wang R. A meta-analysis: Do prophylactic antiepileptic drugs in patients with 
brain tumors decrease the incidence of seizures? Clin Neurol Neurosurg. Jul 2015;134:98-103.  
29. Yang M, Cheng YR, Zhou MY, Wang MW, Ye L, Xu ZC, et al. Prophylactic AEDs Treatment for Patients With 
Supratentorial Meningioma Does Not Reduce the Rate of Perioperative Seizures: A Retrospective Single-Center Cohort 
Study. Front Oncol. 2020;10:568369.  
30. Greenhalgh J, Weston J, Dundar Y, Nevitt SJ, Marson AG. Antiepileptic drugs as prophylaxis for postcraniotomy 
seizures. Cochrane Database Syst Rev. May 23 2018;5(5):CD007286.  
31. Sughrue ME, Rutkowski MJ, Chang EF, Shangari G, Kane AJ, McDermott MW, et al. Postoperative seizures following 
the resection of convexity meningiomas: are prophylactic anticonvulsants indicated? Clinical article. J Neurosurg. Mar 
2011;114(3):705-9.  
32. Tremont-Lukats IW, Ratilal BO, Armstrong T, Gilbert MR. Antiepileptic drugs for preventing seizures in people with 
brain tumors. Cochrane Database Syst Rev. Apr 16 2008;2008(2):CD004424.  
33. Vecht CJ, van Breemen M. Optimizing therapy of seizures in patients with brain tumors. Neurology. Dec 26 
2006;67(12 Suppl 4):S10-3.  
34. de Bruin ME, van der Meer PB, Dirven L, Taphoorn MJB, Koekkoek JAF. Efficacy of antiepileptic drugs in glioma 
patients with epilepsy: a systematic review. Neurooncol Pract. Oct 2021;8(5):501-517.  
35. Sahin S, Ozmen I. Covalent immobilization of trypsin on polyvinyl alcohol-coated magnetic nanoparticles activated 
with glutaraldehyde. J Pharm Biomed Anal. May 30 2020;184:113195.  
36. van Breemen MS, Rijsman RM, Taphoorn MJ, Walchenbach R, Zwinkels H, Vecht CJ. Efficacy of anti-epileptic drugs 
in patients with gliomas and seizures. J Neurol. Sep 2009;256(9):1519-26.  
37. Wagner GL, Wilms EB, Van Donselaar CA, Vecht CJ. Levetiracetam: preliminary experience in patients with primary 
brain tumours. Seizure. Dec 2003;12(8):585-6.  
38. Maschio M, Albani F, Baruzzi A, Zarabla A, Dinapoli L, Pace A, et al. Levetiracetam therapy in patients with brain 
tumour and epilepsy. J Neurooncol. Oct 2006;80(1):97-100.  
39. Newton HB, Goldlust SA, Pearl D. Retrospective analysis of the efficacy and tolerability of levetiracetam in brain tumor 
patients. J Neurooncol. May 2006;78(1):99-102.  
40. Perry JR, Sawka C. Add-on gabapentin for refractory seizures in patients with brain tumours. Can J Neurol Sci. May 
1996;23(2):128-31.  
41. Rudà R, Bello L, Duffau H, Soffietti R. Seizures in low-grade gliomas: natural history, pathogenesis, and outcome after 
treatments. Neuro Oncol. Sep 2012;14 Suppl 4(Suppl 4):iv55-64.  
42. Pace A, Bove L, Innocenti P, Pietrangeli A, Carapella CM, Oppido P, et al. Epilepsy and gliomas: incidence and 
treatment in 119 patients. J Exp Clin Cancer Res. Dec 1998;17(4):479-82.  
43. Mamon HJ, Wen PY, Burns AC, Loeffler JS. Allergic skin reactions to anticonvulsant medications in patients receiving 
cranial radiation therapy. Epilepsia. Mar 1999;40(3):341-4.  
44. Hirsch LJ, Arif H, Nahm EA, Buchsbaum R, Resor SR, Bazil CW. Cross-sensitivity of skin rashes with antiepileptic 
drug use. Neurology. Nov 04 2008;71(19):1527-34.  
45. Arif H, Buchsbaum R, Weintraub D, Koyfman S, Salas-Humara C, Bazil CW, et al. Comparison and predictors of rash 
associated with 15 antiepileptic drugs. Neurology. May 15 2007;68(20):1701-9.  
46. UpToDate. Common side effects of antiepileptic drugs. 2014; Available at:   http://www.uptodate.com    
47. Kazanci A, Tekkök İ. Phenytoin Induced Erythema Multiforme after Cranial Radiation Therapy. J Korean Neurosurg 
Soc. Aug 2015;58(2):163-6.  
48. Kandil AO, Dvorak T, Mignano J, Wu JK, Zhu JJ. Multifocal Stevens-Johnson syndrome after concurrent phenytoin 
and cranial and thoracic radiation treatment, a case report. Radiat Oncol. Jun 04 2010;5:49.  
49. Srivastava S, Ramanujam B, Ihtisham K, Tripathi M. Cutaneous Adverse Drug Reactions to Lamotrigine and Human 
Leukocyte Antigen Typing in North Indian Patients: A Case Series. Ann Indian Acad Neurol. 2017;20(4):408-410.  
50. Hoang-Xuan K, Delattre JY, Poisson M. Stevens-Johnson syndrome in a patient receiving cranial irradiation and 
carbamazepine. Neurology. Jul 1990;40(7):1144-5.  

http://www.uptodate.com/


 
 

           19  
 

Guideline Resource Unit 
 Last revision: December, 2023 

51. Bénit CP, Vecht CJ. Seizures and cancer: drug interactions of anticonvulsants with chemotherapeutic agents, tyrosine 
kinase inhibitors and glucocorticoids. Neurooncol Pract. Dec 2016;3(4):245-260.  
52. Vecht CJ, Wagner GL, Wilms EB. Interactions between antiepileptic and chemotherapeutic drugs. Lancet Neurol. Jul 
2003;2(7):404-9.  
53. Klein M, Engelberts NH, van der Ploeg HM, Kasteleijn-Nolst Trenité DG, Aaronson NK, Taphoorn MJ, et al. Epilepsy 
in low-grade gliomas: the impact on cognitive function and quality of life. Ann Neurol. Oct 2003;54(4):514-20.  
54. Englot DJ, Berger MS, Barbaro NM, Chang EF. Factors associated with seizure freedom in the surgical resection of 
glioneuronal tumors. Epilepsia 2012 Jan;53(1):51-57.  
55. Chang EF, Potts MB, Keles GE, Lamborn KR, Chang SM, Barbaro NM, et al. Seizure characteristics and control 
following resection in 332 patients with low-grade gliomas. J Neurosurg. Feb 2008;108(2):227-35.  
56. van den Bent MJ, Afra D, de Witte O, Ben Hassel M, Schraub S, Hoang-Xuan K, et al. Long-term efficacy of early 
versus delayed radiotherapy for low-grade astrocytoma and oligodendroglioma in adults: the EORTC 22845 randomised 
trial. Lancet. 2005 Sep 17-23 2005;366(9490):985-90.  
57. Rudà R, Magliola U, Bertero L, Trevisan E, Bosa C, Mantovani C, et al. Seizure control following radiotherapy in 
patients with diffuse gliomas: a retrospective study. Neuro Oncol. Dec 2013;15(12):1739-49.  
58. Canadian Medical Association. CMA driver's guide: determining medical fitness to operate motor vehicles - 9th edition. 
2019.  

  



 
 

           20  
 

Guideline Resource Unit 
 Last revision: December, 2023 

Appendix A:  
Table 1. Minimum and maximum daily doses for AEDs* 

AED (Brand Name) Daily Dose Range (mg)** Notes 

Phenytoin (Dilantin) 200–600  Either at bedtime or split twice a day, 
enzyme inducing 

Levetiracetam (Keppra) 500–3000 Twice a day, non-enzyme inducing, 
can be used during pregnancy 

Lamotrigine (Lamictal) 100–500 Twice a day; strict titration guidelines, 
non-enzyme inducing, can be used 
during pregnancy 

Clobazam (Frisium) 10–40 Either at bedtime or split twice a day 

Carbamazepine (Tegretol) 400–1600 Twice a day; controlled release tablets, 
enzyme inducing 

Lacosamide (Vimpat) 100–400 Twice a day, non-enzyme inducing 

Valproic acid/Divalproex Depakene/Epival) 500–2000  Twice a day, non-enzyme inducing 

Topiramate (Topamax) 100–400  Twice a day, non-enzyme inducing 

Oxcarbazepine (Trileptal) 300–2400  Twice a day 
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Development and Revision History 
This guideline was reviewed and endorsed by the Alberta 
Provincial CNS Tumour Team. Members include 
neurosurgeons, radiation oncologists, medical oncologists, 
nurses, pathologists, and pharmacists. Evidence was selected 
and reviewed by a working group comprised of members from 
the Alberta Provincial CNS Tumour Team, external participants 
identified by the Working Group Lead, and a methodologist 
from the Guideline Resource Unit. A detailed description of the 
methodology followed during the guideline development 
process can be found in the Guideline Resource Unit 
Handbook.  
 
This guideline was originally developed in 2014 and updated in 
2023.  
 
Levels of Evidence  

I Evidence from at least one large randomized, 
controlled trial of good methodological quality (low 
potential for bias) or meta-analyses of well-conducted 
randomized trials without heterogeneity 

II Small randomized trials or large randomized trials with 
a suspicion of bias (lower methodological quality) or 
meta-analyses of such trials or of trials with 
demonstrated heterogeneity 

III Prospective cohort studies 
IV Retrospective cohort studies or case-control studies 
V Studies without control group, case reports, expert 

opinion 
 
Strength of Recommendations 

A Strong evidence for efficacy with a substantial clinical 
benefit; strongly recommended 

B Strong or moderate evidence for efficacy but with a 
limited clinical benefit; generally recommended 

C Insufficient evidence for efficacy or benefit does not 
outweigh the risk or the disadvantages (adverse 
events, costs, etc.); optional 

D Moderate evidence against efficacy or for adverse 
outcome; generally not recommended 

E Strong evidence against efficacy or for adverse 
outcome; never recommended 

 
Maintenance 
A formal review of the guideline will be conducted in 2025. If 
critical new evidence is brought forward before that time, 
however, the guideline working group members will revise and 
update the document accordingly.  

Abbreviations 
AED, antiepileptic drug; CBC complete blood count; CI, 
confidence interval, CMA, Canadian Medical Association, CNS, 
central nervous system, LFT, liver function test; OR, odds ratio 
 
 
 
 
 
 
 

Disclaimer  
The recommendations contained in this guideline are a 
consensus of the Alberta Provincial CNS Tumour Team and 
are a synthesis of currently accepted approaches to 
management, derived from a review of relevant scientific 
literature. Clinicians applying these guidelines should, in 
consultation with the patient, use independent medical 
judgment in the context of individual clinical circumstances to 
direct care.  
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