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If a patient must limit food/water prior to surgery,
when and how can their seizure medications be given?
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This information should not replace guidance from a health care professional managing the care of your child or loved one. Caregivers should use this guide to
help inform conversations as part of the health care team, working with medical professionals to determine the best course of action given the individual
patient’s medical history and the specific procedure.

Often prior to a surgery or procedure a patient may need to restrict intake of food and water. This may be called “NPO” or “nothing by mouth,” but
also can include food or water administered through enteral feeding tubes. Some procedures allow some flexibility for administration of medications,
while others are very strict and all oral intake must be limited. First, check with their physician to determine if oral medications are allowed prior to
the procedure. If possible, give their anti-seizure medication just before their procedure.

Anti-seizure medications work best when doses are not missed. However, sometimes delays in doses may be unavoidable due to medical procedures
or surgeries. Luckily, there are several options to optimize seizure therapy and reduce the risk of seizures. Each patient and each case are different.
The most appropriate course of action will be individualized on a case-by-case basis by their physician/neurologist. The information provided is for
your reference so a more informed discussion may be had with your medical care team.



If the patient is unable to take anything by mouth, your physician may choose one of the options below:

(1) Skip or delay a dose (dependent on the medication and how long it stays in the body)

(2) Utilize the intravenous formulation, if available
(3) Utilize alternative routes, if available and appropriate

(4) Utilize IV benzodiazepines (i.e., diazepam, lorazepam, midazolam) in the interim

e If a patient has not previously tolerated or is unable to take a specific benzodiazepine, their physician may consider other IV alternatives such

as valproic acid, phenobarbital, or levetiracetam.

e Several medications (e.g., carbamazepine, clobazam, lacosamide, levetiracetam, pregabalin, zonisamide, valproic acid) have information on

alternative routes in animal studies or small case reports. While some of these are promising, human data is lacking and a recommendation for

using an alternative route based on available information is not possible at this time.
e Ininstances where no alternative routes are available or if alternate routes available are inappropriate, use of IV lorazepam is reasonable.

The table below lists common anti-seizure medications and routes of administration that could be utilized if an oral dose must continue to be
delayed, including intravenous (1V), intramuscular (IM), intranasal (IN) and rectal (PR). The table also provides insight on how long a dose could be
delayed before an alternative route needs to be considered based on the medication half-life.

Medication

Acetazolamide (Diamox®)

Baclofen (Gablofen®, Lioresal®, Ozobax")
Brivaracetam (Briviact”®)

Cannabidiol (Epidiolex”)

Cannabidiol (artisanal brands)
Carbamazepine (Carbatrol®, Equetro®, Tegretol®, Tegretol XR®)
Cenobamate (Xcopri®)

Clemizole

Clobazam (Frisium®, Onfi®)

Clonazepam (Klonopin®)

Diazepam (Valium®, Valtoco®, Diastat’)
Eslicarbazepine (Aptiom®)

PR

How long can a dose be delayed before an alternative
route or medication may be needed? *

6 to 12 hours (duration 8 to12)

4 to 8 hours

9 hours

>24 hours

>24 hours

8 to 17 hours (active metabolite efficacious >24 hours)
>24 hours

16 to >24 hours(active metabolite efficacious >24 hours)
17 to >24 hours

>24 hours

10 to 20 hours



Medication
Ethosuximide (Zarontin®)
Felbamate (Felbatol’)

Fenfluramine (Fintelpa®)
Gabapentin (Neurontin®)
Glycopyrrolate (Cuvposa®, Robinul’)
Lacosamide (Vimpat®)

Lamotrigine (Lamictal®, Lamictal XR®, Subvenite”)

Levetiracetam (Keppra®)

Levocarnitine (Carnitor’)

Lorazepam (Ativan®)

Lorcaserin

Methsuximide (Celontin®)

Midazolam (Versed®, Nayzilam®)
Oxcarbazepine (Trileptal®, Oxtellar XR®)
Perampanel (Fycompa®)

Phenobarbital

Phenytoin (Dilantin®, Phenytoin InfaTabs®)
Prednisone/Prednisolone

Pregabalin (Lyrica®)

Primidone (Mysoline®)

Rufinamide (Banzel®)

Soticlestat

Stiripentol (Diacomit®)

Topiramate (Topamax®, Qudexy XR®, Trokendi XR®)

Tiagabine (Gabitril’)

v M
Yes Yes
Yes -
Yes Yes
Yes -
Yes Yes
Yes Yes
Yes Yes
Yes -

Yest VYest

How long can a dose be delayed before an alternative
route or medication may be needed? *

17 to >24 hours

10 to 22 hours (dependent on other concomitant
medications)

20 hours

5to 7 hours

3 to 7 hours

7 to 14 hours

7 to >24 hours (dependent on other concomitant
medications)

5 to 8 hours

17 hours

6 to >24 hours

11 hours

2 to 4 hours (active metabolite efficacious >24 hours)
1 to 12 hours (varies by age and route)

5to 9 hours

>24 hours

>24 hours

14 to 22 hours

4 hours (duration can last >24 hours)

3 to 6 hours

5to 22 hours

6 to 10 hours

5 to 23 hours (dependent on other concomitant
medications)
8 to 21 hours (dependent on other concomitant
medications)
5to 9 hours



How long can a dose be delayed before an alternative

Medication v M IN PR route or medication may be needed? *

Valproic Acid/Divalproex Sodium (Depakote®, Depakote ER®,

. @® @® ® - - 1

Depakote Sprinkles”, Depakene’, Depacon’) Yes Vs | 7% 16 eurs

Vigabatrin (Vigadrone®, Sabril’) -- -- -- -- 6 to 10 hours (duration can last >24 hours)
Zonisamide (Zonegran®) = = = - >24 hours

Abbreviations: intravenous (IV); intramuscular (IM); intranasal (IN); rectal (PR)

*Approximate estimations based on half-life of medication and duration of action of immediate release formulations in adult and pediatric patients with
normal renal and hepatic function

**Use of IV lorazepam reasonable

tUse of IN midazolam reasonable

IUse methylprednisolone

Questions? Email: veronica@dravetfoundation.org
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