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The treatment of epilepsy in developing
countries: where do we go from here?
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Epilepsy is the most common serious neurological disorder and is one of the world’s most prevalent noncommunicable
diseases. As the understanding of its physical and social burden has increased it has moved higher up the world health
agenda. Over four-fifths of the 50 million people with epilepsy are thought to be in developing countries; much of this
condition results from preventable causes. Around 90% of people with epilepsy in developing countries are not
receiving appropriate treatment. Consequently, people with epilepsy continue to be stigmatized and have a lower
quality of life than people with other chronic illnesses. However, bridging the treatment gap and reducing the burden
of epilepsy is not straightforward and faces many constraints. Cultural attitudes, a lack of prioritization, poor health
system infrastructure, and inadequate supplies of antiepileptic drugs all conspire to hinder appropriate treatment.
Nevertheless, there have been successful attempts to provide treatment, which have shown the importance of
community-based approaches and also indicate that provision for sustained intervention over the long term is
necessary in any treatment programme. Approaches being adopted in the demonstration projects of the Global
Campaign Against Epilepsy — implemented by the International League Against Epilepsy, the International Bureau
for Epilepsy, and the World Health Organization — may provide further advances. Much remains to be done but it is
hoped that current efforts will lead to better treatment of people with epilepsy in developing countries.
Keywords: Epilepsy/drug therapy/epidemiology; Anticonvulsants/supply and distribution; Phenobarbital/therapeutic use; Cost of illness; Clinical protocols; Sustainability; Developing countries (source: MeSH ).
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Introduction
Epilepsy is the most common serious neurological
disorder and is one of the world’s most prevalent
noncommunicable diseases. It is estimated that the
1

Assistant Scientific Project Leader for the demonstration projects
of the ILAE/IBE/WHO Global Campaign Against Epilepsy; based at
the Institute of Neurology, University College London, England.

2

Clinical Research Fellow for the Epilepsy Research Group at
the Institute of Neurology, University College London, England.

3

National Society for Epilepsy Professor of Neurology and Clinical
Epilepsy at the Institute of Neurology, University College London,
and Honorary Consultant Neurologist at the National Hospital for
Neurology and Neurosurgery, London, and the Chalfont Centre
for Epilepsy, Chalfont St Peter, Buckinghamshire, England.
Correspondence should be sent to this author at the WHO Collaborative
Centre for Research and Training in Neurosciences, Institute of
Neurology, University College London, 33 Queen Square, London
WC1N 3BG, England (tel: + 44 20 7813 0588; fax: + 44 20 7813 0676;
email: Lsander@ion.ac.uk).
Ref. No. 00-0857

344

#

World Health Organization 2001

condition affects approximately 50 million people,
around 40 million of them living in developing
countries (1). The incidence of epilepsy in low-income
countries may be as high as 190 per 100 000 people (2).
Consequently, in the context of the large and rapidly
increasing populations in these countries, epilepsy is a
significant health and socioeconomic burden requiring
urgent attention (3). In this connection it is worth
noting the World Health Organization’s (WHO’s) aim
of easing the burden of mental and neurological
illnesses that affect 400 million people (4).
This burden has been quantified in terms of
disability-adjusted life years (DALYs). As a result of
setting up this measure it has become increasingly
important to recognize the adverse impact and
burden of noncommunicable diseases (3) and to
formulate strategies for combating them (Table 1).
The use of DALYs has been criticized, because, for
example, it is subjective and based on guesstimates
(5), and because the same weight is given to all
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income groups — i.e. the poor are not prioritized
(6, 7). However, even in developing and transitional
countries, noncommunicable diseases account for a
high proportion of the total mortality and disease
burden (8). It has also been argued that a sinister
tactic of some powerful interest groups may be at
work to ensure that DALYs are not used and
noncommunicable diseases are not treated (9).

Epidemiology of epilepsy in
developing countries
The reported prevalence rates of active epilepsy in
developing countries range from 5 to 10 per
1000 people (10–12). Reliable incidence figures are
harder to establish because prospective studies have to
contend with difficult and often insurmountable
logistical problems concerning accurate case ascertainment. However, the more stringent studies have found
annual incidence rates of up to 190 per 100 000 people
in developing countries and of 50–70 per
100 000 people in industrialized countries (13).
These epidemiological estimates raise an interesting question, as yet unanswered. As prevalence
rates for active epilepsy appear to be similar in both
developing and industrialized countries, and given
that there is a much higher incidence of epilepsy in
developing countries, a significant proportion of the
afflicted population may be dying from the seizure
disorder or its underlying cause. Of course, an
alternative explanation is that many people with
epilepsy in developing countries go into spontaneous
remission. Unfortunately, although many epidemiologists strongly suspect that the former explanation is
the more probable, no comprehensive mortality
studies have been conducted to resolve this issue.
The high incidence figures are, to a significant
degree, attributable to symptomatic epilepsies caused
by a host of parasitic and infectious diseases that are
largely absent in industrialized countries. Neurocysticercosis, for example, is frequently found in people
with epilepsy in developing countries (2, 14, 15), and
a study in Peru concluded that it was one of the major
causes of seizures in Latin America (16). Malaria may
indirectly lead to epilepsy through febrile seizures, as
may malnutrition and underresourced health care at
the pre-, peri-, and postnatal levels. In a study of
infants with epilepsy in Nigeria, for example, 48% of
cases were identified as being caused by birth
asphyxia, infections or hypoglycaemia (17). In South
Africa, it was found that 50% of children with
recurrent seizures had had their first seizure before
the age of two years, and that 32% and 11% of the
patients studied had a history of perinatal complications and meningitis, respectively (18).

The experience of epilepsy:
the treatment gap and social aspects
A large proportion of the 50 million people affected
by epilepsy remains untreated (19). It is estimated, for
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example, that approximately 5 million of the
10 million people with epilepsy in India are untreated
(12). Such a treatment gap was defined by a workshop
of the International League Against Epilepsy (ILAE)
as the difference between the number of people with
active epilepsy (two or more unprovoked seizures on
different days in the previous year) and the number
whose seizures are being appropriately treated in a
given population at a given point in time, expressed as
a percentage (20). It should also be noted that while
four-fifths of the potential market for antiepileptic
drugs is in the developing world, up to 90% of people
with epilepsy in developing countries receive no
treatment at all (21–23). There may be various
reasons for this, some of which are described in the
next section, but poverty may be viewed as the root
cause of the treatment gap.
Various psychosocial issues are also linked to
epilepsy (1). A Canadian study (24) found that people
with epilepsy had more days off work, a lower annual
income and a lower quality of life than people with
other chronic illnesses. Children with epilepsy had a
lower performance at school than other pupils,
including those suffering from other chronic diseases
that affected their attendance at school (25). The
burdens produced by epilepsy go beyond the
individual affected by the condition. In China, for
example, epilepsy has been reported to threaten the
aspirations of the entire family as well as the
opportunities of the individual with epilepsy (26).
The Global Campaign Against Epilepsy was
established by the International League Against
Epilepsy (ILAE), the International Bureau for
Epilepsy (IBE), and WHO in order to tackle the
kinds of problem outlined above (1). The aim is to
bridge the treatment gap and bring epilepsy out of the
shadows so that the physical and socioeconomic
burdens of epilepsy on individuals and society as a
whole are reduced.

Factors responsible for inadequate
treatment of people with epilepsy
Various studies in developing countries have shown
that many constraints and difficulties hinder the
adequate treatment of epilepsy. These factors, outlined below, are not restricted to one particular social
sector but exist in the economic, political, and cultural
frameworks of societies.

Different perceptions and understanding
Cultural beliefs vary from country to country and may
influence individuals’ health-seeking strategies. For
example, people may not seek treatment with
antiepileptic drugs if epilepsy is not seen as a
condition that can be treated by western medicine.
This is equally true of people in both industrialized
and developing countries (27–33). In both settings a
lack of knowledge about the cause and treatment of
epilepsy, possibly dependent on levels of education,
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Table 1. The percentage of total disability-adjusted life years
(DALYs) lost worldwide to selected health problems in 1998
Health problems

DALYs lost %

Infectious and parasitic diseases
23.4
Neuropsychiatric disorders (including unipolar and
11.5
bipolar affective disorders, psychosis, epilepsy,
(23 in high-income countries;
dementia, Parkinson disease, multiple sclerosis) 11 in low-income countries)
Unintentional injuries
11.3
Cardiovascular diseases
10.3
Respiratory infections
6.2
Perinatal infections
5.8
Malignant neoplasms
5.8
Source: ref. 3.

may lead to a degree of stigmatization of people with
epilepsy (34–37). Differences in perception, lack of
knowledge, and illiteracy can also lead directly to
problems of compliance with medication regimens.

Lack of prioritization
Despite its importance and the existence of an
often-effective remedy, epilepsy is not generally
recognized as a public health priority (10, 38).
Where there are low budgets for health, resources
are inevitably prioritized for conditions perceived to
be more important than epilepsy, such as infectious
diseases. Data showing the cost-effectiveness of
treating epilepsy rather than other health problems
would be invaluable in convincing health planners
of the need to prioritize epilepsy treatment.
Unfortunately, there appear to be no studies on
this issue: urgent research on the subject is
therefore required.
Lack of infrastructure and structural
adjustment programmes
These issues are linked to and may further accentuate
the lack of prioritization discussed above. China,
Malawi, and Senegal annually spend US$ 15, 5.8 and
13.5 per capita, respectively, on health care (39).
Bearing in mind that a person’s annual treatment with
phenobarbitone costs around US$ 2–3 in China (37),
it is unlikely that antiepileptic drugs could be
provided solely by government-funded schemes in
these countries. Equally, if privately paid for, drug
treatment could cause financial hardship, although
even the more expensive antiepileptic drugs may be
affordable to those who are rich.
Developing countries’ inadequate health systems may be further constrained through the
adoption of stabilization programmes of the International Monetary Fund or structural adjustment
programmes of the World Bank (40–44). This has
been particularly true in sub-Saharan Africa where
incomes, exports, investment, health expenditure,
and education expenditure have fallen while debt,
ecological damage, malnutrition, and morbidity have
risen (45–47).
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Supply of antiepileptic drugs
Ideally, the choice of antiepileptic drug for each patient
should be based on seizure type and/or syndrome as
well as the individual person’s needs. Unfortunately, in
most developing countries both the choice and supply
of drugs are limited. Figures for Europe, Latin
America, and North America have shown their
respective market shares for antiepileptic drugs to be
27.3%, 5.9%, and 54.3% (37). As the population sizes
and the prices of antiepileptic drugs in these regions
are similar, it is clear that relatively small quantities of
these drugs are available in Latin America (37). An
analysis of the market also shows that while older and
cheaper drugs, such as phenobarbitone, have declined
in market share in industrialized regions, their market
share in Latin America and other developing regions is
higher and increasing faster than that of newer
antiepileptic drugs. Furthermore, in inadequate and
poorly-resourced health care systems, whether under
structural adjustment or not, any type of antiepileptic
drug is usually in short supply. In such systems the
normal determinants for drug treatment are the drug’s
cost and availability (4).
The profitability of antiepileptic drugs for
pharmaceutical companies and distributors can be an
additional factor in their supply and use. The profit
margin on a drug such as phenobarbitone may be too
small to make it commercially viable for the companies
producing it or for pharmacies (23, 27). Although the
profit may be too low for producers, paradoxically the
price may be too high for consumers. In India in 1988,
for example, a year’s supply of phenobarbitone cost
US$ 20–30 when average annual incomes were
around US$ 110 (27). In view of such problems
concerning the supply of antiepileptic drugs, it has
been argued that the non-availability of antiepileptic
drugs is the most important obstacle to the care of
people with epilepsy (23, 48, 49).
Choice of drug
Phenobarbitone has become WHO’s front-line
antiepileptic drug in developing countries (50), where
it is the most commonly prescribed antiepileptic drug
(51). This may in part be because phenytoin,
carbamazepine, and valproate are up to 5, 15, and
20 times as expensive, respectively (23, 48, 49).
Questions have, however, been raised about its
suitability with respect to its efficacy and the profile
of adverse events (23). It is of little use in absence
seizures and has several disadvantages in some
childhood epilepsies (37, 51). Indeed, ILAE commissions have argued that the WHO essential drugs’
list needs to be discussed further, as the status of
phenobarbitone seems to be based on economic
factors rather than on efficacy and suitability (48).
However, various studies have shown that this
may not necessarily be true. A study in rural India
(52, 53) found that 65% of patients who received
phenobarbitone were successfully treated, and that
the same proportion responded to phenytoin.
Adverse events were also similar in type and
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frequency in both groups. This confirmed an earlier
study in Indonesia (54) which concluded that, despite
some disadvantages, phenobarbitone should still be
used as the front-line drug in epilepsy treatment in
developing countries. Studies in Ecuador (55) and
Kenya (56, 57) compared phenobarbitone to carbamazepine and found that there were no significant
differences in either efficacy or safety. Therefore,
given the cost advantages, phenobarbitone may still
be deservedly the front-line drug in WHO’s strategy
concerning epilepsy treatment.

Approaches in Malawi, Kenya, and
West Bengal, India: success and
sustainability
Malawi
A simple treatment model was designed by a doctor
working at Embangweni Hospital in northern Malawi
to address some of the above constraints (34). It
incorporated wide publicity of accessible services;
easily available, free, and simple treatment with
phenytoin or phenobarbitone; adequate supply of
medication; frequent follow-up; and continuity of
follow-up. The need to balance efficacy with cost and
simplicity of use was considered to be very important.
In view of the low ratio of physicians to population,
health workers had to be used. The number of
physicians per 1000 people was less than 0.05 in 1980
and there was no change by 1998; for Kenya the
corresponding values were 0.1 and less than 0.05, and
for the United Kingdom they were 1.6 and 1.6 (39).
The education of the local population and people
with epilepsy was crucial. Those with the condition
were informed in culturally relevant terms that epilepsy
was caused by a dysfunction or a lesion in the brain and
that sufficient time was therefore required for healing
to occur. Consequently, long-term treatment was
probably required, the control of seizures would
probably take some time, and drug doses would have
to be changed. They were also informed that there
could be side-effects and that, although alcohol should
be avoided, there were no dietary restrictions.
After 8 months, 11 individuals were receiving
treatment in hospital. Following a publicity campaign, however, 70 additional people received
antiepileptic drugs over the following 3 months. As
some of these people walked over 20 miles to attend
the hospital clinic, two mobile clinics were set up to
facilitate attendance. After two years, 461 patients
were registered at the hospital and the mobile clinics.
Of the 254 people who began treatment in the
18 months of the programme, 68% were still
attending after 6 months. After 6 months of
treatment, 56% of patients had no seizures, whereas
before treatment, 88% had one seizure per month.
Kenya
WHO has recommended that community health
workers diagnose and treat tonic-clonic seizures
Bulletin of the World Health Organization, 2001, 79 (4)

(58). This is in broad agreement with the views
expressed at a workshop of the International
Community-based Epilepsy Research Group (ICBERG) held in New Delhi, India, in 1989 (59).
Adopting this key-informant approach, the study in
a rural district of the Rift Valley in South-West
Kenya ensured effective case ascertainment, and
used a simple model of treatment and follow-up
(56, 57). The informants were selected from
families, or were teachers, traditional healers, chiefs,
or community figures who helped to identify people
who had seizure-like symptoms. In this way,
529 people from the population of 850 000 in
Nakuru, south-west Kenya, were identified as
having active seizures and 302 of them were
recruited to the study. A health worker was allocated
to each person with epilepsy and educated them
about the condition and the importance of
compliance. A non-specialist physician conducted
a monthly hospital follow-up of these people on
simple regimens of carbamazepine or phenobarbitone, and easy, urgent access was facilitated for
people experiencing side-effects.
A compliance rate of 82% of the 302 people
occurred in the 12 months of follow-up. Of these,
53% were seizure-free for 6–12 months, 25% of
them being without seizures for 12 months. A further
26% had reductions in seizure frequency. The two
drugs were equally effective and, importantly, the
duration of epilepsy before medication made no
difference to subsequent efficacy.
Community-based approach. The authors
suggested that the reduction in seizures had much
to do with the community-based approach. Community health workers identified appropriate people
with epilepsy. The treatment protocols were suitable
for use by non-physicians and enabled the health
workers to take a leading role in diagnosis, education,
adjustment of drug doses, monitoring treatment, and
ensuring compliance. A psychiatrist confirmed their
diagnoses and reviewed their work. This review
established that community health workers identified
tonic-clonic seizures correctly. As expected, however, there were difficulties in diagnosing rarer forms
of seizure.
This study model established an important
precedent for treatment projects led by community
health workers. It emphasized the feasibility of
delivering appropriate care in developing countries
through the primary health care system.
Sustainability. Although both this model and
that from the study in Malawi efficiently treated
people with epilepsy, were initially successful, and
provided methods which could be adopted elsewhere, an additional constraint has jeopardized their
achievements in the longer term. The programmes
came to a halt after the people who had established
them moved away. Consequently, these examples
have more similarities with failing vertical interventions, such as those associated with malaria or
trypanosomiasis (60), than with the communitybased approach that they were trying to adopt.
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The sustainability of a programme depends on
community participation and therefore needs to be
societal as well as integrated into primary health care
(61–64). Furthermore, WHO has proposed that
dialogue take place between health professionals and
important groups in society, such as traditional
healers, who express fundamental community attitudes and often hold the key to successful community liaison (65). The Malawian and Kenyan
experiences have provided invaluable insights into
field situations, but the knowledge obtained should
be built on by further involvement of communities.
Issues of sustainability are not only essential to
an intervention’s success but also have important
ethical aspects (66). Antiepileptic drugs were provided
in many of the above studies but it is unclear what
happened to the people with epilepsy after the studies
were completed. If drugs were provided free of charge,
did this continue? If not, had patients been warned that
they would have to pay for their treatment? Did drug
costs rise after treatment? Were patients able to access
a similar level of care after a study was completed?
Moreover, if drug supplies cease after the perceived
life-cycle of an intervention, patients who have been
treated may face an increased risk of status epilepticus.
This means that what begins as a study or intervention
model may end up increasing mortality.

West Bengal, India
A study in rural West Bengal (67) provides pointers to
resolving issues of sustainability. Workers in two local
nongovernmental organizations (NGOs) received
training in case ascertainment and informing communities about epilepsy. The NGOs were already
involved in community-based health care and the
epilepsy service was integrated into the rest of their
health care provision. This offered a low-cost
alternative to other forms of intervention and meant
that epilepsy services became part of organizations
already committed to their communities in the long
term. When the study was finished, therefore, the
epilepsy service continued to be provided.

Further approaches to bridging
the treatment gap
A programme in India
An Indian programme, established by the National
Institute of Mental Health and Neurosciences in
Bangalore (12), provides an interesting approach that
attempts to circumvent many of the anticipated
problems of treatment programmes in developing
countries. A national workshop on public health
aspects of epilepsy estimated that around 10 million
people with epilepsy were living in India (a prevalence
rate of 1 in 100 people) (12). For the country’s
population of one billion (1 000 000 000), however,
there are only 500 neurologists, and many health
professionals lack adequate expertise in the diagnosis
and management of epilepsy. The following two-
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pronged approach has therefore been proposed: firstly,
a top-down strategy of strengthening district hospitals,
ensuring an uninterrupted supply of antiepileptic drugs,
and using mobile teams for remote rural areas; and
secondly, a bottom-up strategy of training health professionals in case detection, diagnosis and management
(the concomitant setting up of a national programme
will ensure political and operational support).
In 1999, three workshops for district medical
officers covered training in the diagnosis of epilepsy,
management and psychosocial aspects, and a manual
on epilepsy was provided. The officers’ knowledge of
epilepsy and its treatment was evaluated before and
after training, and further assessment was planned
after a year. Wider-reaching workshops are intended
for 2000–01 with the aim of covering all the country’s
states. The aim is to achieve a state model of epilepsy
treatment.

A Chinese approach
Some 5 million people suffer from epilepsy in China
and there are about 400 000 new cases each year (68).
A demonstration treatment project under the Global
Campaign Against Epilepsy has begun its implementation in seven counties of five provinces in northern
and eastern China; each county has a population of
between 500 000 and 600 000 (68). Some of the key
aspects of the programme are focused on knowledge,
attitudes, and practices. It is intended to bring about a
change in traditional and cultural attitudes so that
stigma of epilepsy is reduced and more people are
prepared to receive treatment. In order to make
treatment more successful, village doctors will be
trained to diagnose and treat epilepsy correctly and a
protocol for the use of phenobarbitone has been
developed (68). The study period for the project is
intended to last five years and if the project is
successful it is hoped that its approach will be
adopted throughout China’s provinces.

Conclusion (see Box 1)
Epilepsy, one of the most important noncommunicable neurological illnesses, is particularly underresourced and undertreated in the developing world.
Epidemiological studies have made it clear that the
magnitude of the problem makes it a public health
priority. Large numbers of people are at risk of
morbidity and mortality, mainly because of difficulties with treatment infrastructure and the availability
of suitable drugs. However, people with epilepsy
need more than drug treatment because their local
cultural context adds a social and economic burden to
the physical burden of their seizures. The education
of health workers, patients, and the wider community
is therefore essential.
Projects in Africa have shown that intervention
models are effective if there are adequate resources
and commitment. Any intervention should, however,
be fully integrated into the context of primary health
care delivery. Personnel should be trained and
Bulletin of the World Health Organization, 2001, 79 (4)
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Box 1. Key points relating to epilepsy treatment
in developing countries
.

.

.

.

.

.

.

.

Four-fifths of the 50 million people with epilepsy are in
developing countries.
90% of these people do not receive appropriate
treatment. This is called the treatment gap.
Incidence rates far exceed prevalence figures. This could
be associated with high mortality.
High incidence rates partly result from many preventable
causes that are largely absent in the developed world, e.g.
neurocysticercosis.
People with epilepsy are often socially, educationally and
economically disadvantaged because of their condition.
Epilepsy treatment is constrained by cultural perceptions,
a lack of prioritization, poor infrastructure, and uncertain
supplies of drugs.
Programmes in India, Kenya, and Malawi provide
community-based approaches that offer evidence of
effective treatment strategies.
Demonstration projects of the ILAE/IBE/WHO Global
Campaign Against Epilepsy may provide further approaches
and galvanize public support for people with epilepsy.

committed to epilepsy treatment to the same extent
as required for any other illness or health problem.
Local communities should be brought into the
planning and implementation process so that longterm sustainability is further fostered. In this regard it
may be more appropriate to involve existing local or
national NGOs in epilepsy service provision rather
than establish new epilepsy organizations or work
with governments whose health priorities may be
altered by electoral concerns. Sustainability may also
be improved through the use of support groups (69).
Furthermore, a top-down commitment to
resources and political patronage should be adopted
in order to ensure that epilepsy remains on the agenda
and that drug supplies can be assured. There should
also be a commitment to dealing with the many
preventable causes of epilepsy in developing countries, such as neurocysticercosis. Epilepsy should
therefore be integrated into wider public health
programmes, such as those concerned with sanitation, safe water, nutrition, and mother and child
health. Such commitments are not only required,
however, from public health practitioners but also
from people directly involved in epilepsy treatment
so that prevention becomes part of their activities
as well.

The treatment gap can only be properly closed
if poverty and inequalities of income are dealt with at
the local, national, and global levels. At the local level
this may mean ensuring that primary health care
operates within a community development framework where, for example, there are literacy and
income-generating programmes.
The methods and results of the Malawian and
Kenyan projects have been encouraging and it is
hoped that the proposed Indian and Chinese
approaches will lead to further progress. The interventions to be established in Argentina, China,
Senegal, and Zimbabwe under the Global Campaign
Against Epilepsy should also permit long-term
models to be established and evaluated. These
interventions were publicly announced at the launch
of the Second Phase of the Global Campaign at WHO
in Geneva, Switzerland, in February 2001, and it is
hoped that it will be possible to use these approaches
across the world in bridging the epilepsy treatment gap
and reducing the burden of the condition.
These approaches may also prove to be of
value in the treatment of other noncommunicable
diseases. However, in contrast to other chronic
noncommunicable diseases, such as diabetes and
heart disease, there is a high social burden and stigma
attached to epilepsy. These psychosocial issues
would not, therefore, have to be included in
programmes for other diseases.
Although mortality among people with epilepsy is high (70), the chances of remission are also
high (71) and therefore the probability such people
being young, fully contributing members of society is
higher than with heart disease, where the afflicted
population is more often elderly and non-contributing. Unfortunately, it is difficult to provide more
concrete proposals at present. However, after the
Global Campaign Against Epilepsy has been operating for some years its relevance to other noncommunicable diseases should be re-examined, to
discover what lessons have been learnt and which
approaches may be appropriate. n
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Résumé
Traitement de l’épilepsie dans les pays en développement : où allons-nous ?
L’épilepsie est la plus courante des affections neurologiques graves et l’une des maladies non transmissibles les
plus répandues dans le monde. Avec l’évolution des
connaissances concernant son poids médical et social,
l’épilepsie est maintenant mieux placée sur l’agenda
mondial de la santé. On estime que plus des 4/5 des
50 millions de personnes touchées par l’épilepsie, une
affection due en grande partie à des causes évitables,
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vivent dans les pays en développement ; dans ces pays,
plus de 90 % des personnes atteintes ne reçoivent pas un
traitement approprié. Elles continuent donc à être
stigmatisées et ont une moins bonne qualité de vie que
les malades atteints d’autres affections chroniques.
Cependant, réduire les écarts en matière de traitement
et la charge que représente l’épilepsie n’est pas une tâche
aisée et se heurte à de nombreux obstacles. Les attitudes
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culturelles, l’absence de priorités, les carences de
l’infrastructure sanitaire et l’insuffisance de l’approvisionnement en médicaments antiépileptiques concourent à empêcher les malades de recevoir un traitement
approprié. Plusieurs tentatives ont néanmoins été couronnées de succès ; elles ont montré l’importance des
approches à base communautaire et indiquent également
que tout programme de traitement nécessite une
intervention de longue durée. Les approches adoptées

par les projets de démonstration de la Campagne mondiale
contre l’épilepsie, et mises en œuvre par la Ligue
internationale contre l’épilepsie, le Bureau international
de l’épilepsie et l’Organisation mondiale de la Santé,
pourraient offrir de nouvelles avancées. Il reste beaucoup à
faire mais on peut espérer que les efforts actuels
conduiront à améliorer le traitement des personnes
atteintes d’épilepsie dans les pays en développement.

Resumen
Tratamiento de la epilepsia en los paı́ses en desarrollo: ¿qué camino seguir?
La epilepsia es el más común de los trastornos
neurológicos graves, y una de las enfermedades no
transmisibles de mayor prevalencia en el mundo.
Conforme se ha progresado en el conocimiento de la
carga fı́sica y social que representa, la enfermedad ha ido
cobrando también importancia entre las prioridades
sanitarias mundiales. Se estima que más de las cuatro
quintas partes de los 50 millones de personas que sufren
epilepsia viven en paı́ses en desarrollo, y que una gran
parte de esos casos se deben a causas prevenibles.
Aproximadamente un 90% de las personas con epilepsia
de los paı́ses en desarrollo no están siendo tratadas
correctamente. El resultado es que esas personas siguen
siendo estigmatizadas y tienen una menor calidad de
vida que otros enfermos crónicos. Sin embargo, reducir la
carga de epilepsia y las diferencias en cuanto a su
tratamiento no resulta fácil, pues hay que afrontar

muchos problemas. Las actitudes culturales, la falta de
prioridades, una deficiente infraestructura sanitaria y un
suministro inadecuado de medicamentos antiepilépticos
son todos ellos factores que se confabulan para impedir
un tratamiento idóneo. Ası́ y todo, han tenido éxito
algunos intentos en ese sentido, que han demostrado la
importancia de los enfoques comunitarios, ası́ como la
necesidad, en todo programa de tratamiento, de una
intervención sostenida a largo plazo. Los enfoques que
se están adoptando en los proyectos de demostración de
la Campaña Mundial contra la Epilepsia — aplicados por
la Liga Internacional contra la Epilepsia, la Oficina
Internacional para la Epilepsia y la Organización Mundial
de la Salud — pueden posibilitar nuevos avances. Queda
mucho por hacer, pero cabe esperar que los esfuerzos
actuales conduzcan a un mejor tratamiento de las
personas con epilepsia en los paı́ses en desarrollo.
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