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Background – Childhood Absence Epilepsy (CAE)

• 10 to 17% of epilepsy in children1-2

• Girls > boys
• Age of onset: generally, 4-10 years3

• Typical absence seizures
• On electroencephalogram (EEG): 3 Hz generalized spike and wave 

activity

(1) Killory BD et al. Neuroimage. 2011. 
(2) Boesen MS et al. Eur J Paediatr Neurol. 2023.
(3) Hirsch E et al. Epilepsia. 2022.



Background – Developmental issues in CAE

• Cognitive development typically normal3

o But up to 25% with subtle cognitive deficit6

• Increased risk of psychiatric comorbidities
o ADHD2,3, depression and anxiety3

• Difficulties in academic functioning
o More special needs education2

• Higher risk if no remission of seizures4,5

(2) Boesen MS et al. Eur J Paediatr Neurol. 2023.
(3) Hirsch E et al. Epilepsia. 2022.
(4) Wirrell EC et al. Arch Pediatr Adolesc Med. 1997. 

(5) Abarrategui B et al. Epilepsy Behav. 2018.
(6) Caplan R et al. Epilepsia. 2008.



Research objectives

• Demographics of CAE in tertiary hospitals in Flanders
• Seizure freedom and antiseizure medication use
• Impact of CAE on daily life



Methods – Four university hospitals



Methods – Registry and data sharing 



Results – Demographics 

• Total of 2014 patients in the registry 
• 5.4% diagnosed with CAE

CAE diagnosed - current or past

Childhood Absence Epilepsy
Other

Total=2014



Results – Demographics 

• Median age of onset of seizures: 5 years and 10 months 
• Median age of diagnosis of CAE: 6 years

Sex

N=109

Female
Male
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Results – Antiseizure medication (ASM)

• Guidelines: ethosuximide, valproate 
and lamotrigine7,8 

• 75% in our cohort, Valproate most used • Average of 3 ASM tried

(7) Glauser TA et al. N Engl J Med. 2010.
(8) Glauser TA et al. Epilepsia. 2013.

34.46%

26.35%

13.51%

10.47%

11.82%3.38%



Results – Seizure freedom (≥ 6 months)

• Seizure freedom: 70.6%
• Average of 2.4 ASM

• No seizure freedom: 29.4%
• Average of 3.7 ASM

Seizure freedom

No
3 months
6 months
1 year or more

N=109
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2.75%
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Results intellectual abilities assessment

Average (IQ>80)
Borderline impaired or delayed (IQ 70-80)
Mildly impaired or delayed (IQ 50-69)

N=33

Results – Intellectual disability 

• Test for intellectual level done in 30.3%
• Of those, 48.5% with IQ≤80

51.52%
33.33%

15.15%



Results – Learning problems 

• In 15% formal diagnosis of specific learning problem (N = 109)
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Results – Education

• 40% education with additional support 
• Seizure freedom → less likely to need support in education

Education

Regular education without support
Regular education with support
Special education
Other

N=109
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Results – Neuropsychiatric comorbidities 

• 21 out of 109 tested (19.2%)
• 19 patients with neuropsychiatric comorbidity (17.4%)

o2 patients both ADHD and ASD
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Conclusion and considerations

Conclusion
• Seizure freedom in 70% 
• IQ ≤80 in 48.5% of tested patients → screening needed
• Learning problems in 15%
• Educational support in 40%
• Neuropsychiatric comorbidity in 17.8%

Considerations
• Clinical registry data can help to discover research priorities
• Referral and selection bias: tertiary care centers 



Thank you!
Questions? 
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