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ABSTRACT 

Background: Vitamin D deficiency has been reported in children using antiepileptic 
drugs. Multiple antiepileptic drugs may conceivably increase the risk of vitamin D 
deficiency. 

Aim of the work: to determinate the vitamin D status and risk factors for vitamin D 
deficiency in children with refractory epilepsy. 

Patient and method: Fifty refractory epileptic patients and fifty matched healthy 
subject participated in the study collected by simple random methods. This study was 
carried out in both General pediatric and Neurology Outpatient Clinics in Bab El-
Sheria Hospital, Cairo, Egypt. In the period from April 2019 to November 
2020.Measurements of serum levels of 25-OH Vitamin D, calcium, phosphorus, 
parathormone, and alkaline phosphatase were done for included subjects. 

Results: Serum 25-OH Vitamin D, calcium and phosphorus were significantly lower, 
whereas serum parathormone and alkaline phosphatase were significantly higher in 
epileptic children compared to control subjects. Epileptic children treated with 
antiepileptic drugs which increase catabolism of vitamin D by inducing CYP 450 had 
significantly lower serum (calcium, phosphorous, and vitamin D) values compared to 
those receiving non enzyme inducing CYP 450. 

Conclusion: The prevalence of vitamin D deficiency is common in children with 
epilepsy treated with antiepileptic drugs which increase catabolism of vitamin D by 
inducing CYP 450 as carbamazepine, Phenytoin or phenobarbital. 

Recommendation: Hence vitamin D status of children treated with these drugs should 
be regularly monitored and vitamin D supplements should be considered on an 
individual basis. 
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INTRODUCTION 

     Epilepsy is a chronic no 
communicable disease of the brain 
that affects around 50 million 
people worldwide. It is 
characterized by recurrent 
seizures, which are brief episodes 
of involuntary movement that may 
involve a part of the body (partial) 
or the entire body (generalized) 
and are sometimes accompanied 
by loss of consciousness and 
control of bowel or bladder 
function.1 
     Epidemiological studies on 
drug-resistant epilepsy have until 
recently been limited by lack of a 
standardized definition. In 2012, a 
taskforce appointed by the 
International League against 
Epilepsy (ILAE) proposed an 
operational definition for drug 
resistant epilepsy as “the failure of 
adequate trials of two tolerated, 
appropriately chosen and used 
antiepileptic drug schedules 
(whether as monotherapies or in 
combination) to achieve sustained 
seizure freedom.2 
     Vitamin D is an essential 
nutrient in humans; it is produced 
by the body through exposure to 
the sun (the primary source of 
vitamin D), or more precisely, to 
mild ultraviolet B (UVB) light. 
Other sources of vitamin D 

include food and dietary 
supplements.3 
     Chemically, vitamin D2 was 
first characterized in 1932, and 
vitamin D3 was characterized in 
1936. Currently, vitamin D is 
known as a hormone that regulates 
calcium-phosphorus homeostasis 
and protects the integrity of the 
skeletal system.4 Vitamin D levels 
are influenced by many factors, 
including the season, period of sun 
exposure, time of the day, latitude, 
and use of sunscreen, clothing, 
skin color, body weight, and 
medical conditions.5 
     The association between 
vitamin D, antiepileptic drugs 
(AEDs) and poor bone health in 
epileptic patients is known6. In 
children this issue is particularly 
important because they use AEDs 
during the time of maximum bone 
mineralization7. Seizures, neuro 
motor dysfunction, long term 
treatment with medications affect 
bone health of epileptic children 
and vitamin D deficiency creates 
additional risk for poor bone 
health8. 
     AEDs increase the catabolism 
of vitamin D via the induction of 
cytochrome P450 system9. Non-
enzyme inducing AEDs (e.g., 
valproic acid) have also been 
associated with poor bone health10. 



Al-Azhar Journal of Ped.               Vol. 24                  Issue 1             Jan. 2021 

 

 1690 

     Poly pharmacotherapy in 
epileptic patients is a risk factor 
for vitamin D deficiency. In 
addition to poly pharmacotherapy, 
children with refractory epilepsy 
might have additional risk factors 
like cognitive impairment and 
psychiatric disturbances due to 
frequent seizures, motor 
dysfunction related immobility 
and frequent respiratory infections 
in which vitamin D may be 
beneficial.11 

PATIENTS AND METHODS 
     This case-control study was 
carried on 100 subjects (50 
Refractory epileptic children 
(group A) and 50 healthy matched 
subjects (group B)) they were 
collected by simple random 
methods. 
Refractory epileptic children 
were subdivided into two 
subgroups: 
● Group (A1) treated with 

AEDs which increase 
catabolism of vitamin D by 
inducing CYP 450 e.g. 
carbamazepine, Phenytoin or 
phenobarbital (N= 29). 

● Group (A2) treated with 
AEDs which non inducing 
CYP 450 e.g. Valproate 
sodium, Levetiracetam, 
Lamotrigine, Topiramate, 
Clonazepam (N=21). 

     This study was carried out in 
both General pediatric and 
Neurology Outpatient Clinics in 
Bab El-Sheria Hospital, Cairo, 
Egypt. In the period from April 
2019 to November 2020.  
Inclusion criteria: 
     The inclusion criteria for the 
children (group A): 
• Age: above one year old till 

sixteen years old. 
• Inadequate seizure control 

despite appropriate therapy 
with at least 2 AEDs in 
maximally tolerated doses for 
1 years. 

Exclusion criteria: 
     The exclusion criteria for the 
children: 
• Patients with age below one 

year or above sixteen years 
old. 

• Children who were already on 
vitamin D supplementation at 
the time of study. 

• Children diagnosed as rickets 
before study. 

• Patients suffering from any 
systemic chronic illness other 
than epilepsy. 

For all included patients, the 
following was done: 
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• Complete history: A complete 
history taking with stress on 
vitamin D supplementation and 
AEDs intake (types&duration). 

• Clinical evaluation: A 
complete clinical evaluation 
includes (Anthropometric 
measurements and a clinical 
examination of the nervous 
system in particular and 
examination of the rest of the 
body's systems in general). 

• Laboratory evaluation: 
1. Serum 25-hydroxy vitamin 

D (25-OHD). 
2. Serum calcium (Ca). 
3. Serum Phosphorus (PO4). 
4. Parathyroid hormone 

(PTH). 
5. Alkaline phosphatase 

(ALP). 
Ethical considerations: 
1. Approval of the ethical 

committees of Al-Azhar 
faculty of medicine & pediatric 
department was obtained 
before the study. 

2. Informed consent was obtained 
from parents of all included 
children. 

3. The aim of the study & all 
investigations as well as the 

risks & benefits of study have 
been explained to parents of 
the patients. 

4. The authors declared no 
potential conflicts of interest 
with respect to the research, 
authorship and/or publication 
of this article. 

5. All data of patients & results of 
study are confidential & 
patients have the right to keep 
it. 

6. The patient has the right to 
withdraw from the study at any 
time. 

Statistical analysis of data: 
     The collected data were 
organized, tabulated and 
statistically analyzed using SPSS 
software statistical computer 
package version 25 (SPSS Inc, 
USA). For quantitative data, the 
mean and standard deviation (SD) 
were calculated. Independent t- 
test was used as a test of 
significance. Qualitative data were 
presented as number and 
percentages, chi square (χ2) was 
used as a test of significance. For 
interpretation of results of tests of 
significance, significance was 
adopted at P ≤ 0.05. 
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RESULTS 

Table (1): Demographic data of both studied groups 

Groups 
 

Variables 

Refractory 
group (A) 

N=50 

Control 
group (B) 

N=50 

Independent 
t-test Significance 

T P-
value 

Age 
(months) 

Mean 
±SD 67.5±41.9 71.5 ± 46.6 0.444 0.657 NS 

Body 
weight (kg) 

Mean 
±SD 22.1± 9 21.1 ± 9.8 1.035 0.303 NS 

Height 
/length (cm) 

Mean 
±SD 107.6±22.4 109.9 ± 21.6 0.526 0.600 NS 

BMI Mean 
±SD 15.5 ± 1.3 16.4 ± 1.12 3.532 0.001 HS 

Sex 
 

Chi- square 
test  

 
NS 

X2 P-
value 

Male 28(56%) 30(60%) 0.164 0.685 Female 22(44%) 20(40%) 

residence Rural 24(48%) 18(36%) 1.478 .224 NS Urban 26(52%) 32(64%) 
+Family 
history 

+ve 10(20%) 3(6%) 4.332 .037 NS -ve 40(80%) 47(94%) 
 
     This table shows that there is 
a highly statistically significant 
deference between group (A) and 
group (B) regarding BMI. While 
no statistically significant 

difference was found between 
the two studied group regarding 
age, sex, weight, height, 
residence and family history. 
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Table (2): Comparison of laboratory results in both studied group 

Group 
 

Serum level 

Refractor
y group 

(A) 
N=50 

Control 
group (B) 

N=50 

Independent t-test 

Significance T P-value 

25 (OH) 
vitamin D 

Mean 
±SD 

23.5 
±8.7 

33.4 
±11.1 4.598 0.000 HS 

Range 27 50 

Ca+ 
(mg/dl) 

Mean 
±SD 8.2±1 8.9 ± 0.9 3.311 0.001 HS 

Range 4 3.7 

Po4 
(mg/dl) 

Mean 
±SD 

3.76 
±0.76 

4.22 
±0.74 2.976 0.004 HS 

Range 3.4 2.7 

ALP 
(mg/l) 

Mean 
±SD 

250.2 
±107.38 

167.46 
±88.92 3.738 0.000 HS 

Range 293 267 

PTH 
(pg/ml) 

Mean 
±SD 

65.21 
±22.54 

44.81 
±20.75 4.221 0.000 HS 

Range 70 74.4 
 
     This table shows that there 
was a statistically highly 
significant difference between 

the two groups as regarding 25 
(OH) vitamin D, Ca+, Po4, ALP 
and PTH. 

Table (3): Comparison between the two studied groups regarding 
25(OH) vitamin D levels 

Group 
 

 
25 (OH) 
vitamin D 

Refractory 
group(A) 

N=50 

Control 
group(B) 

N= 50 

Chi-square 
test Significance 

No. % No. % X2 P-
value 

Deficient 
(<20 ng/mL) 27 54% 10 20% 

18.19 0.000 HS Insufficient 
(20-30 ng/mL) 10 20% 6 12% 

Sufficient 
(>30 ng/mL) 13 26% 34 68% 
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     This table shows that there 
was a statistically highly 
significant difference between 

group (A) and group (B) as 
regarding 25 (OH) vitamin D 
degrees. 

Table (4): Comparison between refractory subgroups regarding 
laboratory finding 

Groups 
 
 

Serum level 

Enzyme 
inducing 

(A1) 
N = 29 

Non-
enzyme 

inducing 
(A2) 

N = 21 

Independent t-
test 

Significance 
T P-

value 

25 (OH) 
vitamin D 

Mean 
± SD 18.78±4.29 30.15± 9.08 4.931 0.000 HS 
Range 20 24.5 

Ca+ 
(mg/dl) 

Mean 
± SD 7.73±.68 8.86 ±1.04 4.309 0.000 HS 
Range 2.6 3.2 

Po4 
(mg/dl) 

Mean 
± SD 3.47±.67 4.16±.71 3.382 0.001 HS 
Range 3.4 2.3 

ALP 
(mg/l) 

Mean 
± SD 

302.55 
±84.3 177.95±94.0 4.039 0.000 HS 

Range 283 248 

PTH 
(pg/ml) 

Mean 
± SD 75.52±17.73 50.98±20.93 3.592 0.001 HS 
Range 62 65 

 
     This table shows that there 
was a statistically highly 
significant difference between 

group (A1) and group (A2) 
regarding 25 (OH) vitamin D, 
Ca+, Po4, ALP and PTH. 

Table (5): Comparison between refractory subgroups and control 
group regarding 25 (OH) vitamin D level 

Groups 
 
 

Serum level 

Refractory group (A) 

Control 
(B) 

N=50 

One Way ANVOA test Enzyme 
inducing 

(A1) 
N=29 

Non 
enzyme 

inducing 
(A2) 
N=21 

F P-
value Significance 

25 (OH) 
vitamin 

D 
(ng/ml) 

Mean 
± SD 23.5±8.7 30.15± 

9.08 33.4±11 
19.3 0.000 HS 

Range 27 24.5 50 

Post Hoc Analysis 
Group(A1) Group (A1) Group (B) 
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vs. 
Group (B) 

vs. 
Group (A2) 

vs. 
Group (A2) 

0.000 .001 0.377 
 
     This table shows that 25(OH) 
vitamin D level have statistically 
significant decrease in group 
(A1). Post Hoc test shows that 25 
(OH) vitamin D level was 
deficient in group (A1) when 

compared to group (B) and in 
group (A2) respectively 
(p<0.05), while no statistically 
significant decrease in  group 
(A2) when compared to group 
(B) (p>0.05). 

 

Figure (1): Comparison between Refractory subgroups and control 
group regarding mean of 25 (OH) vitamin D 
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Table (6): Correlation between 25 (OH) vitamin D levels and 
duration of AEDs treatment in refractory subgroups 

Duration of AEDs 
usage 

25 (OH) vitamin D level 
(ng/ml) 

Kruskall-
Wallis test Significance Mean ± 

SD Range Median 
(IQR) K P-

value 
Enzyme 
inducing 

(A1) 
N=29 

24m  <  26.8± 7.9 18 29 

6.527 0.038 NS 24-48 18.8±3.7 11 181 

48> 17.5±2.5 10 17 

Non 
enzyme 

inducing 
(A2) 

N =21 

24m  <  28.22± 8 19.1 27 

0.101 .951 NS 
24-48 30.33±8.6 22 29.2 

48> 30.8±10.5 24.5 37.3 

 
     This table shows that there is 
no statistically significant 
difference between 25(OH) 
vitamin D level and the duration 

of AEDs usage among the 
refractory subgroups respectively 
(p>0.05). 

 
DISCUSSION 
     Epilepsy is one of the most 
prevalent neurological disorders of 
childhood and most of the children 
with epilepsy require long-term 
therapy with antiepileptic drug12. 
     Refractory epilepsy can be 
defined as inadequate seizure 
control despite appropriate 
medical therapy with at least 2 
AEDs in maximally tolerated 
doses for at least 18 months- 2 
years or adequate seizure control 
with unacceptable drug-related 
side effects13. About 30 % of 
patients suffer from drug-resistant 
epilepsy14. 

     Vitamin D plays several roles 
in modulation of cell proliferation, 
differentiation, neurotransmission 
and immune response in the 
central nervous system, In 
addition, vitamin D plays an 
important role in the regulation of 
calcium homeostasis and nerve 
excitability15. 
     Anti-epileptic drugs may have 
some complications on bone and 
vitamin D metabolism8. 
     Our aim in this study was to 
evaluate vitamin D status and risk 
factors for vitamin D deficiency in 
children with refractory epilepsy. 
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     In our study regarding to 
demographic data we found that: 
In group A (refractory group) the 
mean age (months) was 
(67.5±41.9) vs. (71.5 ± 46.6) in 
group B (control group), (p= 
0.657). And the percent of both 
male and female sex was (56% 
males and 44%females) in group 
A, and (60% males and 
40%females) in group B (p= 
0.685) With no statistical 
significant difference between the 
three studied groups. 
     Our findings are in agreement 
with those of Jaydip et al. (2017) 
who reported that there was no 
statistical difference regarding 
demographic data (age and 
gender) among the studied 
groups16. Also Jung et al. (2014) 
reported that there was no 
significant difference regarding 
age and sex in the studied groups 
of his study17. 
     This study revealed a 
statistically significant difference 
in the serum level of laboratory 
finding between refractory 
patients and control group. Serum 
calcium, phosphorus, and vitamin 
D were significantly lower, 
whereas serum alkaline 
phosphates and parathormone 
were significantly higher in 
patients compared to controls. 
This goes in agreement with most 
previous studies (Oner et al. 
2004; Hamed et al. 2014; Pack, 

2004; Mintzer 2010 and Verrotti 
et al. 2010).18, 19,20,21,22 
     The present study established 
that the mean 25-hydroxyvitamin 
D levels was significantly lower in 
refractory epileptic children 
(23.5±8.7) ng/ml compared to 
controls (33.4±11.1) ng/ml 
(P<0.0001).Similar to a study of 
Malik et al. (2014) the mean level 
of 25-hydroxyvitamin D was 
lower among cases (28.79 ± 
33.85) in contrast to controls 
(mean 47.62 ± 46.16)23. However, 
some studies have found no 
relationship between deficiency of 
25-hydroxyvitamin D and epilepsy 
(Pack, 2003; Babayigit et al. 
2006 and Razazizan et al. 
2013)24, 25, 26. 
     Voudris et al., (2005) and 
Babayigit et al., (2006) found no 
significant association of calcium 
levels with epilepsy25, 27. 
     This study revealed a 
statistically significant difference 
in the serum level of laboratory 
finding between group A1 and 
group A2. Serum calcium, 
phosphorus, and vitamin D were 
significantly lower, whereas serum 
alkaline phosphates, and 
parathormone were significantly 
higher in group (A1) compared to 
group (A2).This goes in 
agreement with most previous 
studies (Pack et al., 2004; 
Feldkamp et al. 2000; Farhat et 
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al. 2002 and Ecevit et al., 
2004).28,29,30,31 
     Enzyme inducers have several 
mechanisms which affect vitamin 
D, calcium, and phosphorus 
metabolism than enzyme 
inhibitors. They induce CYP 450 
and pregnane X receptor (PXR) 
activation which in turn increases 
catabolism of vit. D, with 
subsequent decrease in serum 
calcium and phosphorus level as 
well as secondary 
hyperparathyroidism. This 
increases bone turnover with 
subsequent increase in alkaline 
phosphatase level as a marker of 
bone resorption.32 
     On the contrary, Kafali et al. 
(1999) failed to find significant 
decrease in serum calcium and 
phosphorus levels with the use of 
enzyme-inducing AEDs in 
comparison to non-enzyme 
inducers33. 
     The present study established 
that mean 25-hydroxyvitamin D 
levels was significantly lower in 
group (A1) (18.78±4.29) 
compared to group (A2) (30.15± 
9.08) (P<0.0001). In similar a 
study, Eptesam et al. (2018) 
found that the mean level of 25-
hydroxyvitamin D was lower 
among cases (18.7 ± 6.1) in 
contrast to controls (27.9 ± 6.2)34. 

     However, some studies have 
found no relationship between 
deficiency of 25-hydroxyvitamin 
D and epilepsy (Pack, 2003; 
Babayigit et al. 2006 and 
Razazizan et al. 2013).24, 25, 26 
     In the current study we 
compare between enzyme 
inducing group (A1) and non-
enzyme inducing group (A2) with 
control group (B), we found there 
was highly significance decrease 
in 25 (OH) vitamin D in group 
(A1) when compared with group 
(A2) and group (B). But there is 
no significant difference when 
comparing group (B) with group 
(A2). These finding agree with 
Eptesam et al., (2018).34 
     However, some studies have 
found no relationship between 
deficiency of 25-hydroxyvitamin 
D and epilepsy (Pack et al. 2003; 
Babayigit et al. 2006 and 
Razazizan et al. 2013).24, 25, 26 
     Also in our study we found no 
correlation between 25-
hydroxyvitamin D deficiency and 
duration of treatment with AEDs. 
These result agree with Pack 
(2003) and Razazizan et al. 
(2013)24, 26. But In another study, 
49% acquired vitamin D3 
insufficiency within 3 months of 
AEDs Nicolaido et al., (2006). 
Farhat et al., (2002) noted that 
exposure to AEDs for more than 



EVALUATION OF VITAMIN D STATUS IN CHILDREN WITH REFRACTORY EPILEPSY  Ahmed Atia Ali, Hatem El-Sayd Mohamed, Ibrahim Metwaly Bayomy, Ahmed Ibrahim Mostafa 

 1699 

six month leads to vitamin D 
deficiency in 35%.30, 35 

CONCLUSION 
     The prevalence of vitamin D 
deficiency is common in children 
with epilepsy treated with 
antiepileptic drugs that increase 
catabolism of vitamin D by 
inducing CYP 450 e.g 
carbamazepine, Phenytoin or 
phenobarbital. 
     We found no correlation 
between 25-hydroxyvitamin D 
deficiency and duration of 
treatment with AEDs. 

RECOMMENDATION 

• Vitamin D supplementation is 
mandatory for epileptic patients 
especially those treated with 
AEDs that inducing CYP 450. 

• Periodic measurement of 
vitamin D is recommended for 
epilepsy patients even for those 
without skeletal manifestations 
to avoid other morbidities 
associated with vitamin D 
deficiency. 

• Further longitudinal studies 
including large number of 
pediatric epileptic patients to 
assess the prevalence of vitamin 
D deficiency and its potential 
effects on the course and 
complications of the disease. 

Study limitations: 

The current study had the 
following limitations: 

• The results were from a single 
medical Centre. 

• Children whom parents refuse 
to participate in this study. 

• Costs of laboratory studies 
especially 25(OH) vitamin D 
&PTH. 
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 من تقیییم مستوى فیتامین د في الأطفال الذین یعانون

 مرض الصرع المعند
 احمد ،ى بیومى**ابراھیم متول ،ید محمد عبدالعزیز*حاتم الس ،احمد عطیھ على*

 *ابراھیم مصطفى

 جامعة الأزھر ،كلیة الطب ،ل* والباثولوجیا الإكلینیكیة **قسم الأطفا

الص�����رع ھ�����و اض�����طراب عص�����بي ش�����ائع یص�����یب  :مقدم�����ة البح�����ث
ملی���������ون ش���������خص 70جمی���������ع الفئ���������ات العمری���������ة. عالمی���������ا،حوالى 

% م�������ن الع�������بء الع�������المى 0.7اى مایع�������ادل - مص�������ابون بالص�������رع
 .فى البلدان النامیھ -لجمیع الامراض

مرض��������ى الص��������رع ال��������ى ادوی��������ھ طویل��������ة الأم��������د یحت��������اج          
 مض�����اده للص�����رع .ی�����رتبط الاس�����تخدام طوی�����ل الأم�����د لھ�����ذه الادوی�����ھ

ال�����ى تمثی�����ل غ�����ذائى غی�����ر طبیع�����ى لمع�����ادن العظ�����ام مم�����ا ق�����د ی�����ؤدى 
ال���������ى ھشاش���������ة العظ���������ام وزی���������ادة خط���������ورة ح���������دوث كس���������ور 

مین بالعظام.الآلی�����ھ الرئیس�����یھ یب�����دو انھ�����ا ترتك�����ز عل�����ى نق�����ص فیت�����ا
 .یستخدمون ھذه الادویھ(د) لدى الاطفال الذین 

یلع���������ب فیت���������امین (د) دورا حیوی���������ا ف���������ى الحف���������اظ عل���������ى          
الت������وازن ب������ین الفس������فور ومس������تویات الكالس������یوم وك������ذالك التمثی������ل 
الغ�����������ذائى.فیتامین (د) ض�����������رورى ایض�����������ا لأنظم�����������ة الأعض�����������اء 
بخ�����لاف نظ�����ام الھیك�����ل العظم�����ى وق�����د ارت�����بط نقص�����ھ بزی�����ادة خط�����ر 

لذاتی���������ھ والس���������كرى الأص���������ابھ بالع���������دوى وأم���������راض المناع���������ھ ا
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ومتلازم�����������ة التمثی�����������ل الغ�����������ذائى والس�����������منھ والرب�����������و وبع�����������ض 
 .الامراض العصبیھ

یع�������د الع�������لاج ال�������دوائى المتع�������دد ف�������ى مرض�������ى الص�������رع          
 المعن�����د أح�����د عوام�����ل الخط�����ر ل�����نقص فیت�����امین(د) .بالاض�����افھ ال�����ى

الع��������لاج ال��������دوائى المتع��������دد, ق��������د یع��������انى الأطف��������ال المص��������ابون 
اض������افیھ م������ثلا الض������عف  بالص������رع المعن������د م������ن عوام������ل خط������ر

الادراك�������ى والاض��������طرابات النفس�������یھ بس��������بب النوب�������ات المتك��������رره 
والخل�������ل الحرك�������ى الم�������رتبط بع�������دم الحرك�������ھ والتھاب�������ات الجھ�������از 

 .التنفسى المتكرره التى قد یكون فیتامین (د) مفیدا فیھا

وق�����د ك�����ان الھ�����دف م�����ن البح�����ث الح�����الى ھ�����وا  :الھ�����دف م�����ن البح�����ث
 لخط������ر ل������نقص فیت������امین (د)تحدی������د حال������ة فیت������امین (د) وعوام������ل ا

 .لدى الاطفال المصابین بالصرع المعند

وق�������د أجری�������ت ھ�������ذه الدراس�������ة بالعی�������اده  :م�������واد وط�������رق البح�������ث
الخارجی��������ھ لقس��������م ط��������ب الاطف��������ال ببمستش��������فى ب��������اب الش��������عریة 

ل الج�����امعى التابع�����ھ لجامع�����ة الازھ�����ر بن�����ین ف�����ى الفت�����ره م�����ن ابری�����
 طف��������ل 50طف��������ل م��������نھم  100عل��������ى 2020حت��������ى ن��������وفمبر 2019

بن����������ت) مرض����������ى بالص����������رع المعن����������د تت����������راوح 22وول����������د 28(
طف���������ل 50عام���������ا كمجموع���������ھ (أ) و 16أعم���������ارھم ب���������ین ع���������ام و 

بن������ت) م������ن الأطف������ال الأص������حاء یمثل������ون مجموع������ة 20ول������د و30(
 ).ضابطة كمجموعھ(ب
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وق�������د ت�������م تقس�������یم المجموع�������ة الاول�������ى (مرض�������ى الص�������رع          
 :المعند) إلى مجموعتین

بن��������ت)  13ول��������د و 16طف��������ل ( 29) وتش��������مل 1أ( المجموع��������ة •
یع�������انون م�������ن الص�������رع المعن�������د ویع�������الجون بادوی�������ھ متع�������دد 

 .450للصرع تعمل على تحفیز انزیم السیتوكروم ب 

بن���������ات)  9ول���������د و 12طف���������ل ( 21) وتش���������مل 2المجموع���������ة (أ •
وال�����ذین یع�����انون م�����ن م�����ن الص�����رع المعن�����د ویع�����الجون بادوی�����ھ 

لس�����یتوكروم ب متع�����دد للص�����رع لا تعم�����ل عل�����ى تحفی�����ز ان�����زیم ا
450. 

 :معاییر الاشتمال

 .عام 16عام حتي  1السن من  •

ع����دم كفای����ة الس����یطره عل����ى النوب����ات عل����ى ال����رغم م����ن الع����لاج  •
المناس�����ب ال�����ذى یحت�����وى عل�����ى ن�����وعین م�����ن الادوی�����ھ المض�����اده 
للص�����رع (عل�����ى الاق�����ل) بجرع�����ات عالی�����ھ یمك�����ن تحملھ�����ا لم�����ده 

 .عام 1

ف������ل بالمش������اركھ موافق������ھ كتابی������ة م������ن الق������ائم عل������ى رعای������ة الط •
 .فى ھذه الدراسھ

 :معاییر الاستبعاد
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 .عام في العمر 16الأطفال أقل من عام او اكبر من  •

الاطف�����ال ال�����ذین ك�����انوا بالفع�����ل عل�����ى مكم�����لات فیت�����امین د وق�����ت  •
 .الدراسھ

الاطف��������ال ال��������ذین ت��������م تش��������خیص اص��������ابتھم بالكس��������اح قب��������ل  •
 .الدراسھ

ى المرض������ى ال������ذین یع������انون م������ن اى ام������راض مزمن������ھ اخ������ر •
 .غیر الصرع

الاطف��������ال ال��������ذین ی��������رفض اب��������اؤھم المش��������اركھ ف��������ى ھ��������ذه  •
 .الدراسھ

 :تم إجراء الآتى لكل طفل من ھؤلاء الأطفال

 .أخذ تاریخ مرضى كامل •

التقی��������یم الإكلینیك��������ى الكام��������ل یش��������مل ك��������ل م��������ن (العلام��������ات  •
الحیوی�������ة والط�������ول وال�������وزن ,والفح�������ص الاكلینیك�������ى للجھ�������از 

 ).الجسم عامھالعصبى خاصة  وفحص باقى أجھزة 

 .أخذ عینة دم •

 .لقیاس مستوى فیتامین (د) الذائب فى مصل الدم .1

 .قیاس نسبة الكالسیوم والفسفور بالدم .2

 .قیاس نسبة ھرمون الغده الجار درقیھ .3
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 .الفوسفاتیز القلوى قیاس نسبة انزیم .4

 :وبالتحلیل الإحصائى للنتائج وجد أن

(د)  ت وج�������د ان نس�������بة فیت�������امینبمقارن�������ة نت�������ائج المجموع�������ا         
 ونس�������بة الكالس�������یوم والفس�������فور منخفض�������ھ عالترتی�������ب فالمجموع�������ھ

بینم��������ا وج��������د ارتف��������اع  (أ) مقارن��������ة بالمجموع��������ھ الض��������ابطھ (ب)
وى فنس�����بة ھرم������ون الغ������ده الج������ار درقی������ھ وان������زیم الفوس������فاتیز القل������

عالترتی����������ب فالمجموع����������ھ (أ) مقارن����������ة بالمجموع����������ھ الض����������ابطھ 
 ).(ب

احص������ائى ملح������وظ ف������ي مس������توى فیت������امین ھن������اك انخف������اض          
ونس��������بة الكالس��������یوم والفس��������فور عالترتی��������ب ف��������ى المجموع��������ھ  (د)

الت�����ى تحت�����وى ادوی�����ة ع�����لاج الص�����رع المعن�����د عل�����ى ان�����زیم محف�����ز 
) الت����������ى لا 2) مقارن����������ة بالمجموع����������ھ (أ1(أ 450للس����������یتوكروم ب 

تحت�������وى ادوی�������ة ع�������لاج الص�������رع المعن�������د عل�������ى ان�������زیم محف�������ز 
 .450للسیتوكروم ب 

ا وج������د أیض������ا أن ھن������اك ارتف������اع ف������ى نس������بة ھرم������ون كم������         
ى ف������الغ������ده الج������ار درقی������ھ وان������زیم الفوس������فاتیز القل������وى عالترتی������ب 

 ).2مقارنة بالمجموعھ(أ )1المجموعھ (أ

كم�������ا كش�������فت دراس�������تنا ع�������ن ع�������دم وج�������ود ت�������أثیر لن�������وع          
ام النوب��������ة، أو ب��������دایتھا، أو تكرارھ��������ا، أو م��������دة الع��������لاج باس��������تخد

 .ن دالصرع على حالة فیتامی
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م�����ن ھ�����ذا البح�����ث م�����ا یلى:الأطف�����ال ال�����ذین یع�����انون م�����ن  نس�����تخلص:
الص�����رع المعن�����د ویت�����داوون ب�����اكثر م�����ن دواء م�����ن ادوی�����ة الص�����رع 
یع�������انون م�������ن نق�������ص ف�������ى فیت�������امین (د) والكالس�������یوم والفس�������فور 
وارتف��������اع ف��������ى نس��������بة ھرم��������ون الغ��������ده الج��������ار درقی��������ھ وان��������زیم 
الفوس������فاتیز القل������وى عالترتی������ب خصوص������ا اذا كان������ت تحت������وى ھ������ذه 

مم��������ا ق��������د  450الادوی��������ھ عل��������ى ان��������زیم محف��������ز للس��������یتوكروم ب 
یع������رض ھ������ؤلاء الاطف������ال عل������ى الم������دى الطوی������ل ال������ى ھشاش������ة 

 .العظام وتكرار تكسر العظام نتیجة لھشاشتھا

 :توصیـات البـحث

إض������افة فیت������امین (د) كمكم������ل بمثاب������ة الع������لاج المس������اعد ف������ي  •
 .الأطفال الذین یعانون من الصرع المعند

ل��������دوري لفیت��������امین د لمرض��������ى الص��������رع یوص��������ى بالقی��������اس ا •
حت�����ى لم�����ن ل�����یس ل�����دیھم علام�����ات مرض�����یة مرتبط�����ة ب�����نقص 

 .فیتامین د

مزی�����د م�����ن الدراس�����ات تش�����مل ع�����دداكبر م�����ن الأطف�����ال مرض�����ى  •
ل�����ة الص�����رع لتقی�����یم انتش�����ار نق�����ص فیت�����امین د وتأثیرات�����ھ المحتم

 على مسار المرض ومضاعفاتھ.


	INTRODUCTION

