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ABBREVIATIONS

GABAAR c-Aminobutyric acid type A

receptor

GABABR c-Aminobutyric acid type B

receptor

GAD Glutamic acid decarboxylase

NMDAR N-methyl-D-aspartate receptor

PERM Progressive encephalomyelitis

with rigidity and myoclonus

VGKC Voltage-gated potassium

channel

There is emerging interest in autoimmune epilepsy, which represents a small but potentially

treatable form of epilepsy. Most insights into autoimmune epilepsy derive from the recent

descriptions of autoimmune encephalitis that takes two general forms: a focal encephalitis

(such as limbic) or a diffuse encephalitis (such as anti-N-methyl-D-aspartate receptor

[NMDAR] encephalitis). The features of autoimmune epilepsy include acute or subacute onset

of seizures, usually in the context of encephalopathy, and inflammation of the central ner-

vous system on testing cerebrospinal fluid or magnetic resonance imaging. Neuronal anti-

bodies associated with autoimmune encephalitis and seizures in children include NMDAR,

voltage-gated potassium channel complex, glycine receptor, c-Aminobutyric acid type A

receptor (GABAAR), c-Aminobutyric acid type B receptor (GABABR), and glutamic acid decar-

boxylase antibodies. These antibodies support the diagnosis of autoimmune epilepsy, but

are not essential for diagnosis. When autoimmune epilepsy is suspected, first-line immune

therapy with corticosteroids in addition to intravenous immunoglobulin or plasma exchange

should be considered. Second-line therapy with rituximab or cyclophosphamide can be con-

sidered if the syndrome is severe. A response to immune therapy supports the diagnosis of

autoimmune epilepsy. Neuronal antibodies are increasingly found in patients with focal epi-

lepsy of unknown cause who do not have ‘encephalitis’. Recent epidemiological studies sup-

port the link between epilepsy and autoimmune diseases. Future studies need to define the

spectrum of autoimmune epilepsy and focus on early identification and treatment.

Activation of the immune system is observed in many disease
processes of the central nervous system (CNS), although dis-
criminating a primary (causal) immune response from a sec-
ondary (reactive) immune response to tissue damage is not
straightforward. There is a large and complex literature
describing the presence of inflammation and immune activa-
tion in seizures and epilepsy.1 For example, inflammation
caused by fever and infections can trigger seizures through
the release of proinflammatory chemokines and cytokines,
which can cause activation of ion channels and neuronal
hyperexcitability. On the other hand, seizures themselves
can lead to activation of cytokine networks, which then cause
inflammation and damage to the blood–brain barrier, allow-
ing extravasation of peripheral immune cells or molecules.
This leads in many cases to potentiation of seizures and
inflammation.1–3 Defining an acquired autoimmune aetiol-
ogy is important because these patients may benefit from
immune suppression. The confident diagnosis of autoim-
mune encephalitis and epilepsy has improved substantially
owing to the discovery of pathogenic autoantibodies that
seem to be discriminating biomarkers of disease. The term
‘autoimmune epilepsy’ is now used in conditions where the
‘specific’ or adaptive immune system is involved in the path-
ogenesis of epilepsy. ‘Autoimmune seizures’ often do not

respond to conventional antiepileptic treatment but might
respond to immunotherapy, and therefore are important to
recognize. In this paper we aim to review autoimmune sei-
zures and epilepsy in children, and to discuss emerging con-
cepts, challenges, and potential future directions.

AUTOIMMUNE ENCEPHALITIS WITH SEIZURES
Seizures are a common feature of autoimmune encephali-
tis, where patients characteristically have other clinical fea-
tures such as encephalopathy, behavioural alteration, and
movement disorders, in addition to seizures.

Recognition of autoimmune encephalitis in patients with
seizures
Neuronal autoantibodies are important diagnostic markers
of autoimmune encephalitis; however, these biomarkers are
only present in a proportion of patients with immune-
therapy-responsive encephalitis. Therefore the suspicion of
autoimmune encephalitis should be predominantly based
upon clinical characteristics and supportive investigations,
rather than solely on biomarkers. We therefore start by
describing the clinical and investigation characteristics of
autoimmune encephalitis, which can be broadly separated
into focal, multifocal, or diffuse processes.
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Focal autoimmune encephalitis: limbic encephalitis
The most clearly described focal autoimmune encephalitis
is autoimmune limbic encephalitis. Limbic encephalitis is
a syndrome that is characterized by inflammation of the
limbic areas of the brain. Patients have memory and cog-
nitive disturbance, temporal lobe seizures, behavioural
and personality changes, as well as sleep disturbance.4–6

The classic radiological features of limbic encephalitis
include high T2 or fluid-attenuated inversion recovery
signals in the medial temporal structures. Classically lim-
bic encephalitis was described in adults as a paraneoplas-
tic syndrome with associated onconeuronal antibodies
(such as anti-Hu antibodies), which are probably markers
of the underlying neoplasm.7 Paraneoplastic limbic
encephalitis associated with onconeuronal antibodies gen-
erally has a poor prognosis and poor response to immu-
notherapy. By contrast, autoimmune limbic encephalitis,
which is often associated with cell-surface neuronal au-
toantibodies, has a better prognosis than paraneoplastic
limbic encephalitis, with good response to immunother-
apy or even spontaneous resolution. Autoimmune limbic
encephalitis can be paraneoplastic or ‘idiopathic’ in
adults, but is rarer in children, although it is probably
under-recognized, and is rarely paraneoplastic.

Other focal or multifocal autoimmune encephalitis
There are probably other focal autoimmune encephalitis
syndromes that are yet to be recognized. Rasmussen
encephalitis is another focal encephalitis syndrome,
although it is not autoantibody associated and therefore
not described further here.8 The best example of multifocal
encephalitis is anti-c-aminobutyric acid type A receptor
(GABAAR) encephalitis, which has been reported in a few
adults and children.9 The clinical and radiological features
of anti-GABAAR encephalitis reveal multifocal enhancing
inflammatory lesions involving the cortical and subcortical
structures.9

Diffuse autoimmune encephalitis
The best example of diffuse autoimmune encephalitis is
anti-N-methyl-D-aspartate receptor (NMDAR) encephali-
tis, which in its fully evolved form shows generalized CNS
dysfunction with features of cortical, subcortical, and
brainstem dysfunction.10–12

Overlapping syndromes
Although the above separation is useful to aid the approach
to a patient with suspected autoimmune encephalitis, many
patients do not fit neatly into a single category, and have
overlapping features.

Suspecting and diagnosing autoimmune encephalitis in
children
The following clinical characteristics are seen in autoim-
mune encephalitis, and are summarized in Table I.

Clinical and demographic features
Seizure onset and clinical associations. Typically, autoimmune
encephalitis affects previously neurologically normal chil-
dren. Although the seizure onset is variable and can be
insidious, in many patients it is explosive with rapid evolu-
tion into status epilepticus or severe seizure clusters. The
seizures are focal in most cases, with temporal and extra-
temporal seizures described. One of the main suggestive
features of an ‘encephalitic’ process would be the presence
of other CNS dysfunctions, particularly cognitive alter-
ation, encephalopathy (personality or behavioural changes,
or an altered level of consciousness), movement disorders,
and autonomic dysfunction.9,13–18 An emerging theme is
that seizures of autoimmune aetiology are often resistant
to conventional antiepileptic drugs.16,19–21

Predisposing factors including other autoimmune disease. It is
very likely that there is a genetic vulnerability to the devel-
opment of autoimmune encephalitis. There is a clear ethnic
predisposition, and a clear female predisposition (in adoles-
cents but not young children) to anti-NMDAR encephali-
tis.10 There is emerging evidence that patients with one
autoimmune disease are more likely to develop another
autoimmune disease, and patients with one autoantibody
are more likely to produce another autoantibody.22,23

Therefore the presence of a personal history of autoim-
mune disease, or a first-degree family history of autoim-
mune disease, in a patient with seizures is a ‘clinical flag’
that the epilepsy could have an autoimmune aetiology.

Evidence of CNS inflammation: cerebrospinal fluid
Study of cerebrospinal fluid (CSF) is important in provid-
ing evidence of CNS inflammation. CSF pleocytosis is
found in approximately two-thirds of patients with anti-
NMDAR encephalitis; however, pleocytosis is rarely pres-
ent in voltage-gated potassium channel (VGKC)-complex
antibody-associated encephalitis, and the absence of pleo-
cytosis does not exclude an autoimmune aetiology. Like-
wise pleocytosis is not specific to autoimmune encephalitis,
and is obviously seen in infectious syndromes and febrile
infection-related epilepsy syndrome. Elevated CSF protein
is a non-specific but potentially useful marker of CNS
inflammation. More specifically, quantitative assessments of
albumin and immunoglobulin G (IgG) index can be useful
markers of CNS inflammation.24 The presence of oligoclo-
nal bands implies clonal expansion of IgG species in CSF
alone (intrathecal bands), or both CSF and serum (mir-
rored oligoclonal bands). Oligoclonal bands are not specific
to autoimmune aetiologies,25 although they are commonly
seen in anti-NMDAR encephalitis, particularly in estab-
lished disease. CSF neopterin is a sensitive marker of acute
and active CNS inflammation, but is elevated in primary

What this paper adds
• An overview of the clinical syndromes, investigation, and treatment of auto-

immune epilepsy in children.

• It discusses the important challenges in this rapidly evolving area.
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(causal) and secondary (reactive) inflammation, and is a
biomarker that is not broadly available.26 There is an
urgent need for other CSF biomarkers of inflammation.
Different cytokines and chemokines are found in the set-
ting of CNS inflammation and may be potential CSF bio-
markers; however, their role requires further study.27

Evidence of CNS inflammation: neuroimaging
Radiological evidence of limbic encephalitis might be seen
on magnetic resonance imaging (MRI) with signal abnor-
malities in the mesotemporal lobes.18,28,29 In addition, sig-
nal abnormalities in other areas have been reported in
autoimmune encephalitis, including cortical and subcortical
regions, and basal ganglia.9,13 However, in many patients
conventional MRI is normal, particularly in initial studies.
Functional neuroimaging such as positron emission tomog-
raphy (PET) has a significant role in adult neurology and
can show limbic hypermetabolism in limbic encephalitis.
PET is often abnormal in anti-NMDAR encephalitis, and
striatal hypermetabolism and cortical (particularly poster-
ior) hypometabolism is often observed.30,31 Although PET
hypermetabolism suggests inflammation, the hypometabo-
lism observed in anti-NMDAR encephalitis is probably
related to neuronal hypofunction caused by endocytosis of
NMDA receptor.32,33 PET has not been significantly
investigated outside anti-NMDAR encephalitis in children.

Other evidence of CNS inflammation: histopathology
An immunohistopathological study of 17 adult cases
(autopsy or biopsy samples) with encephalitis and antibod-
ies to intracellular or surface antigens showed histopatho-
logical inflammatory changes that varied in the different
antibody-associated syndromes.34 Histopathological reports
are rare in children. One child with limbic encephalitis
with high-titre glutamic acid decarboxylase (GAD) and
low-titre VGKC underwent temporal lobe surgery, and
histopathological studies showed chronic lymphocytic–

microglial infiltrate consistent with inflammation.29

Although autoantibodies have reduced the need for inva-
sive procedures, biopsies still have a role in the context of
inflammatory brain disease, particularly when small-vessel
CNS vasculitis is a diagnostic consideration.

Electroencephalography features in autoimmune
encephalitis
Electroencephalography (EEG) features are usually not
specific, including encephalopathy and epileptic discharges.
Independent bi-temporal epileptic discharges and electrical
seizures have been described in some children with VGKC
encephalitis.18,35 In anti-NMDAR encephalitis, generalized
slowing is often seen and rarely epileptic discharges.
‘Extreme delta brush’ on EEG has been described in adults
with anti-NMDAR encephalitis,36 although this is mostly
observed during the comatose period. Other characteristic
electrographic features have been described in some chil-
dren with anti-NMDAR encephalitis including excess theta
and alpha frequencies in non-rapid eye movement sleep as
well as preservation of background rhythm in the awake
state with focal or unilateral slowing.37 Children with these
EEG findings had better outcomes than those with diffuse
slowing.37

AUTOANTIBODY BIOMARKERS OF AUTOIMMUNE
ENCEPHALITIS WITH SEIZURES
Cell surface antibodies
Autoantibodies to the following neuronal proteins and
receptors have been described in autoimmune encephalitis
associated with seizures in children (Table II).

VGKC complex including leucine-rich, glioma inactivated
1 and contactin-associated protein-2
VGKC antibodies were initially described in adults with
limbic encephalitis.4,5,38 The target antigens for VGKC
antibodies were later found to be other proteins tightly

Table I: Clinical and other features suggestive of autoimmune encephalitis in patients with seizures

Clinical features
Focal seizures, particularly focal motor and focal dyscognitive, secondary generalized seizuresa

Seizure clusters: status epilepticus
Seizures and epilepsy of ‘unknown’ cause
Refractory seizures
Associated features: encephalopathy, movement disorders, neuropsychiatric symptoms, cognitive or memory impairment
History of other autoimmune diseases (personal or family)

Imaging and other investigations
Positive CSF findings suggestive of inflammation (pleocytosis, elevated neopterin, oligoclonal bands)
Inflammatory MRI changes of high T2 or FLAIR signal in medial temporal structures, cortical or subcortical areas, as well as cerebellum
and basal ganglia
Focal (or multifocal) electrographic changes including slowing and/or epileptiform activity, particularly involving temporal lobe(s)
Histopathological findings compatible with inflammation (such as lymphocytic infiltrates) on biopsy
Positive cell-surface neuronal autoantibodies (serum or CSF)

Treatment response
Resistance to conventional antiepileptic drugs
Response to immunotherapy (including steroids, immunoglobulin, and immunosuppressive agents)

No other explanation

aGeneralized seizures alone are less likely to be associated with autoimmune encephalitis. CSF, cerebrospinal fluid; FLAIR, fluid-attenuated
inversion recovery.
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complexed with the potassium channel rather than the
channel itself, including leucine-rich, glioma inactivated 1
(LGI1), contactin-associated protein-2 (CASPR2), and
contactin 2.39,40 Most adults who tested positive for
VGKC antibodies were positive for antibodies to one or
more of those antigens39,40 although some cases were neg-
ative.20,40 A specific seizure syndrome called ‘faciobracial
dystonic seizures’ has been described in association with
LGI1 antibodies.41 These characteristic, short-lived,
‘spasm-like’ events are almost pathognomic of LGI1-
antibody-associated encephalitis, and often predate the
limbic encephalitis. Early recognition and steroid treatment
of these patients can prevent the full-blown cognitive phe-
notype associated with limbic encephalitis, and improve
outcome.42 These patients are typically refractory to
conventional antiepileptic drugs, but respond well to
corticosteroids.41–43 There are no reported children with
positive LGI1 antibodies, suggesting this is an adult-
specific antibody syndrome. CASPR2 antibodies are found
in adults with Morvan syndrome and limbic encephalitis,
although CASPR2 antibodies are more typically found in
patients with peripheral disease such as autoimmune neu-
romyotonia.40,44 Limbic encephalitis associated with
VGKC-complex antibodies (acute or remote) may result in
adult-onset temporal lobe epilepsy and mesotemporal
sclerosis.45–47

VGKC complex antibodies have been reported in chil-
dren with limbic encephalitis as well as encephalitis with
status epilepticus.18,29 In these children, temporal lobe sei-
zures were common.

In the early descriptions of VGKC antibodies, a positive
result was more than 100picomolar (pM). Recently a scale
has been developed for use in children. A titre of <100pM
is considered negative; 100 to 150pM is ‘low positive’; 150
to 400pM is ‘positive’; >400pM is ‘high positive’.29 The
‘lower-titre’ antibodies of <400pM are less significant than
antibodies >400pM in adults, and it is likely that a similar
association is true for children. Therefore the significance
of lower titre VGKC-complex antibodies should be inter-
preted with caution. Children with VGKC-complex anti-
bodies are often negative for antibodies against LGI1 and
CASPR2.13,18,48 This suggests that VGKC antibodies in
children might bind other antigenic targets within the
potassium channel complex that are ‘yet to be identified’.
In addition, VGKC-complex antibodies are measured using
radioimmunoassay, rather than a cell-based assay, which is
typically used to detect cell surface autoantibodies. It is
possible that some intracellular antigens are part of the
VGKC complex, and therefore some antibodies that bind
to VGKC complex may not be ‘cell surface antibodies’, so
their clinical importance is less clear.

NMDAR
Encephalitis associated with antibodies to the glutamate
receptor NMDAR is a well characterized syndrome and
was initially described in females with ovarian teratoma,49

but is now described in young children too. The

characteristic features are similar in children and adults
and include psychiatric disorders, movement disorders,
autonomic disturbance, as well as seizures. Children are
more likely to have seizures as the presenting symptom
than adults.12 Seizures in anti-NMDAR encephalitis are
often focal, but can be secondary generalized or general-
ized. Anti-NMDAR encephalitis is rarely associated with
tumours in children (except for ovarian teratoma in adoles-
cent females). Incomplete syndromes can occasionally
occur in which one feature predominates including sei-
zures, movement disorder, or psychosis, although these
incomplete syndromes are uncommon.50

GABAbR
Antibodies against c-Aminobutyric acid type B receptor
(GABABR) have been identified in adults with limbic
encephalitis, many of whom had an associated neo-
plasm.51,52 One patient out of a series of 20 with limbic
encephalitis associated with GABABR was a 16-year-old
female who responded to immunotherapy with complete
recovery.53 A recent report of a 3-year-old child with
encephalitis and high-titre GABABR antibodies17 described
a complex syndrome of lethargy, movement disorder, opso-
clonus, ataxia, and seizures. Seizures were focal with sec-
ondary generalization and were resistant to treatment
including immunotherapy. MRI showed diffuse changes in
cortical and subcortical structures. The patient died of sep-
sis 4 weeks into his illness.

GABAaR
Recently antibodies against GABAAR were identified in 18
out of 140 patients with refractory seizures, status epilepti-
cus, or encephalitis who had antibodies to unknown neuro-
pil antigens, including seven children (three females, age
range 2–16y).9 Seizures were often dominant in these
encephalitic patients, and were often refractory, including
epilepsia partialis continua. Five of the GABAAR-positive
children had antibodies to other neuronal antigens (GAD,
n=2; NMDAR, n=1; GABABR, n=1). MRI showed multifo-
cal cortical and subcortical lesions. Five of these seven chil-
dren received immunotherapy; the outcome was variable,
including full recovery, partial response, and persistent epi-
lepsy and cognitive deficit.

Glycine receptor
Glycine receptor alpha-1 antibodies have been described in
adult patients with progressive encephalomyelitis with
rigidity and myoclonus (PERM) and stiff person syn-
drome.54–56 One paediatric case of PERM associated with
glycine receptor antibodies in serum and CSF has been
reported in a 14-month-old female who developed startle-
induced episodes, generalized rigidity, myoclonus, and axial
hyperextension without impairment of consciousness.57

Brain and spinal MRI was normal and EEG showed fre-
quent generalized myoclonus without electrographic corre-
lates. This individual responded to immunotherapy in the
form of intravenous immunoglobulin and steroids, but had
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multiple relapses. It is likely that these myoclonic episodes
in PERM are spinal rather than cortical in origin and
hence are not strictly epileptic seizures. A 5-year-old
female reported to have explosive-onset epileptic encepha-
lopathy (no rigidity or myoclonus) had positive glycine
receptor antibodies in her serum and CSF.13 The clinical,
electrographic, and imaging data for this individual were
not described further. Glycine receptor antibodies were
found in a 4-year-old male with refractory focal epilepsy,
and speech and behavioural disturbance. His CSF and
brain MRI were normal. He responded to steroids with
complete recovery.58

In summary, glycine receptor antibodies are strongly
associated with PERM, but can be associated with enceph-
alitis and focal seizures.

Autoantibodies to intracellular antigens
Glutamic acid decarboxylase (GAD) antibodies
Although GAD is an enzyme involved in metabolism of
the inhibitory neurotransmitter GABA, it is an intracellular
antigen and not a cell surface antigen. In general, GAD
antibodies are a useful biomarker of autoimmunity, but are
considered unlikely to be pathogenic. It is expected that
patients with these antibodies have other cell surface au-
toantibodies, or the immune process is T-cell mediated.
GAD antibodies at ‘diabetic’ level are considered insignifi-
cant in the context of neurological disease, whereas high-
level GAD antibodies (>100units/ml) are considered more
likely to be significant.59,60

GAD antibodies have been reported in children with
limbic encephalitis and temporal lobe seizures,29,61,62

similar to adults. Some cases responded positively to
immunotherapy including steroids, immunoglobulins,
plasmapheresis, and rituximab with favourable outcome;
however, in general, patients with GAD antibodies are
more resistant to immune therapy than those with cell
surface antibodies.

OTHER ISSUES IN CELL SURFACE ANTIBODY
METHODOLOGY
The issue of whether serum or CSF antibodies are prefera-
ble for assay testing is still under debate.63 Although it is
clear that many patients with anti-NMDAR encephalitis
have intrathecal synthesis of antibodies, this is less true in
other cell surface antibody syndromes, although the timing
of testing is probably relevant, with hyper-acute testing
least likely to demonstrate intrathecal synthesis. In general,
serum testing appears adequate, although it is possible that
a few cases of anti-NMDAR encephalitis could be missed
with this approach. It has been shown that patients without
a defined cell surface antibody who are suspected to have
autoimmune encephalitis are equally likely to respond to
immune therapy.13 This suggests that there are other cell
surface antibodies yet to be discovered, or that there are
other inflammatory processes operating. In addition to the
discovery of novel specific cell surface autoantibodies,
other approaches can be used to demonstrate in principle

that the patient harbours a cell surface antibody. ‘Neuropil
antibodies’ is a term that was given to antibodies that bind
to the synaptically dense regions (neuropil) in the hippo-
campus and cerebellum on immunohistochemistry.64 In
addition, IgG binding in serum or CSF against the cell
surface of cultured live hippocampal neurons provides a
rationale that the patient has a cell surface antibody,
although this technique is labour intensive and only avail-
able in research laboratories.65 One of the challenges in
the area is the use of the commercial kits that use fixed
cells to define ‘cell surface antibodies’. By fixing the cells,
antibody can access intracellular (as well as extracellular)
epitopes; therefore fixed commercial cell lines do not only
measure cell surface antibodies.

PATHOGENIC ROLE OF NEURONAL ANTIBODIES
In general the cell surface antibodies have demonstrated
pathogenic potential, with downregulation of receptor
from the cell surface (internalization) being the dominant
pathogenic mechanism.9,32,52,56,66–68

However, there are some findings that argue against the
pathogenic role of these antibodies. These include the
presence of some of these autoantibodies in a proportion
of controls, such as VGKC and NMDAR antibodies,48 as
well as the non-specificity of clinical syndromes associated
with some of these antibodies, particularly VGKC and
GAD antibodies. The presence of these antibodies might
be a secondary phenomenon in some patients; nevertheless
these autoantibodies are at least markers of immune activa-
tion and possible immune therapy responsiveness. It is also
possible that when autoantibodies are found in neurologi-
cally well controls or patients, rather than representing a
‘false-positive’ result, they could predict the future devel-
opment of clinical disease, as previously described in other
autoantibody-associated diseases.69

TREATMENT OF SUSPECTED AND CONFIRMED
AUTOIMMUNE SEIZURES AND EPILEPSY
There is a consensus that early immune treatment of cases
with suspected and confirmed autoimmune encephalitis
associated with seizures has better outcomes.20,70 A positive
response to immunotherapy is reported in 60 to 80% of
adult patients with suspected autoimmune epilepsy (most
had positive neuronal antibodies),20,70 and in adult patients
with drug-resistant epilepsy who are positive for neuronal
antibodies.21 Limited data and trials of immunotherapy are
available in children.

Currently there are limited guidelines for the choice of
first-line agents, length of treatment, or indications to
switch to a second-line agent. Table III summarizes the
generally accepted therapeutic approach. Many factors
influence the decision making about second-line treatment
and the agent to choose including availability, safety, side-
effect profile, efficacy, as well as the severity of the dis-
ease.71 The choice and combination of agents is often
guided by the severity of disease, initial clinical response,
and clinician familiarity with the therapies.
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Antibody-positive cases are more likely to receive sec-
ond-line immunotherapy; however, seronegative cases may
also respond to immune therapy.13

Although the different syndromes associated with au-
toantibodies share many common clinical and radiological
features, there is emerging evidence that they have differ-
ent responses to immunotherapy, and different risk of
relapse.34,72 This might suggest that the choice of treat-
ment may need to be driven by the specific antibody and
associated syndrome. For example, patients with LGI1-
positive limbic encephalitis seem to respond extremely well
to steroids, but not as well to rituximab.72

In addition to immunotherapy, it is recommended to
screen for neoplasms in children with anti-NMDAR
encephalitis. The association with tumour is otherwise very
rare in children. When tumours are found, they should be
removed. When tumours are not found in anti-NMDAR
encephalitis, it is recommended that tumour screening is
continued every 6 months for some years.

In general there are emerging themes in the treatment
of autoimmune CNS disease:
1 Patients identified early and treated early generally do

better;
2 Symptomatic management of seizures and other disor-

ders in autoimmune encephalitis is difficult and refrac-
tory;

3 In patients who do not respond to a first-line therapy,
an alternative first-line therapy should be considered; or
second-line therapy if the disease severity warrants such
an approach.

GUIDELINES FOR IDENTIFYING AUTOIMMUNE
ENCEPHALITIS AND AUTOIMMUNE EPILEPSY
Diagnostic guidelines have been developed to help clini-
cians deal with patients having suspected autoimmune

encephalitis or epilepsy in adults and children.16,73 These
guidelines are clinically oriented and classify patients into
different categories of probability of an autoimmune aeti-
ology, including definite, probable, possible, and
unknown. The classification is based on many factors
including clinical criteria (as described above), the pres-
ence of autoantibodies to neuronal surface antigens, and
the response to immunotherapy.16,73 An alternative labo-
ratory-based approach is more ‘antibody driven’ and rec-
ommends that patients with positive cell surface
antibodies should have confirmation that these autoanti-
bodies bind to neuronal cell surface (using live cultures
of neurons) and to neuropil (using rat brain immunohis-
tochemistry).74

EPIDEMIOLOGICAL ASSOCIATION BETWEEN
EPILEPSY AND AUTOIMMUNE DISEASE
The association between epilepsy and systemic autoim-
mune diseases is well known. A recent epidemiological
population-based study of 2.5 million people with health
care insurance showed a statistically significant relation
between epilepsy and 12 different autoimmune disorders,
the strongest association being with systemic lupus erythe-
matosis, antiphospholipid syndrome, type 1 diabetes mell-
itus, and myasthenia gravis.75 Overall, children with
autoimmune diseases had a fivefold increased risk of epi-
lepsy.75 Although this association does not prove causation,
the authors considered potential confounders including
medication, and showed that the results were unchanged.
It is possible that patients with organ-specific autoimmune
disease produce neuronal antibodies resulting in epilepsy.
For example, NMDAR antibodies were found in some
cases of encephalopathy attributed to autoimmune thyroid
disease.23 Likewise CASPR2 antibodies were found in asso-
ciation with Hashimoto encephalopathy.76

Table III: Immunotherapy for autoimmune epilepsy in children–recommended regimen

Treatment and suggested regimen Comments

(a) Acute treatment
First line Pulse intravenous methyl prednisolone (30mg/kg/d for 3–

5d, maximum 1g/d)50,70,80
This can be repeated weekly for 4–6wks70,80 and is often
followed by oral prednisolone (given over weeks to
months): see maintenance treatment

Adjunctive IVIG (2g/kg given in two doses over 2d or
0.4g/kg/d for 5d)50,80,81

This treatment (IVIG) can be given as a one-off, or
continued monthly for 3mo or longer depending on the
syndrome and response

Plasma exchange can be used as an alternative for IVIG
(five to seven exchanges of 50ml/kg on alternate days)80,81

Patients who are steroid resistant may instead respond to
IVIG or plasma exchange

Second line Rituximab (375mg/m2 weekly, four doses, or other
regimens)50,71

Reserved for severe refractory cases with partial or no
response to first-line agents

Cyclophosphamide (750mg/m2)50,82 Usually given as monthly pulses for 3–6mo, or until clinical
recovery is achieved. Indications as for rituximab

(b) Maintenance therapy
Oral prednisolone (1–2mg/kg/d tapering over a few weeks–
months)81

Monthly IVIG (0.4–1.0g/kg for 1d)
Mycophenolate mofetil (600mg/m2 orally twice daily;
maximum 2g/d)81 or azathioprine (1–3mg/kg orally once a
day) (steroid sparing agents)50

For steroid dependence, or relapsing course in
steroid-responsive patients

Maintenance rituximab or cyclophosphamide In severe cases with high risk of relapse

IVIG, intravenous immunoglobulin.
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AUTOIMMUNE EPILEPSY WITHOUT ENCEPHALITIS
There are now many reports and accumulating data to
define a group of patients with an autoimmune basis for
their seizures including those without typical ‘autoimmune
encephalitis’ phenotype both in adults and in children.
These patients present primarily with seizures in the
absence of other features of encephalitis such as encepha-
lopathy, although the seizures and electrographic abnor-
malities might be severe enough to produce an ‘epileptic’
encephalopathy.

Neuronal autoantibodies are found in many reports of
adults and children with epilepsy, supporting the hypothe-
sis that the epilepsy is ‘autoimmune’ in these cases. The
emerging theme in these reports suggests that autoantibod-
ies are more likely to be found in patients with focal sei-
zures, particularly those who are refractory to antiepileptic
drugs, and those previously classified as having ‘unknown
cause’.19–21,48,77

In an adult study of two epilepsy cohorts (established,
n=235; new onset, n=181), neuronal autoantibodies were
found in 11% of patients. There were no differences in
antibody prevalence between established and new cohorts,
or patients with focal or generalized epilepsy. The authors
explored the aetiology for patients with focal epilepsy only
and found that antibodies were more common in patients
with unknown cause than those with a known structural or
metabolic cause for their focal epilepsy.19

Another adult study investigated the prevalence of neu-
ronal autoantibody in patients with focal epilepsy of
unknown cause and in patients with mesial temporal lobe
epilepsy with hippocampal sclerosis.77 Neuronal autoanti-
bodies were found in 13 out of 81 of the total cohort
(16%), including 7 out of 55 of the group with focal epi-
lepsy of unknown cause (12.7%) and 6 out of 26 with
mesial temporal lobe epilepsy with hippocampal sclerosis
(23%).

In a paediatric study of children with new-onset epilepsy
(n=114), neuronal autoantibodies were found in 9.7% of
the total cohort.48 Neuronal autoantibodies were found
more commonly in children with an unknown cause (21%)

than in those who had a known structural or metabolic
cause (3%). In the antibody-positive patients with
unknown cause, the seizures were mostly focal (4/7).48

OUTCOME AND PROGNOSIS
The outcome of children with autoimmune seizures has
not been studied extensively. Apart from cases of anti-
NMDAR encephalitis, in many of the available reports so
far, children either received no immunotherapy or therapy
was late or incomplete when given. Variable outcomes are
described; however, ongoing epilepsy and cognitive and
psychiatric impairment are common.13,18,48 Full recovery is
reported, particularly in children who received immuno-
therapy.13,53

CONCLUSION AND FUTURE RESEARCH
Limited research studies are available about autoimmune
epilepsy in children. In particular, clinical trials and
studies assessing immunotherapies are lacking. The prior-
ity should be early identification and early intervention
of children with suspected autoimmune epilepsy. To
achieve this aim, autoimmunity needs to be considered
in the differential diagnosis of new-onset epilepsy, and
has recently been added to the International League
Against Epilepsy aetiological classification of epilepsies.
In addition, clinicians need to perform timely investiga-
tions to assess for the presence of CNS inflammation,
and be ready to intervene with immune therapy.
Although this review has focused on autoantibody-associ-
ated epilepsy, other inflammatory mechanisms are proba-
bly important, and we need improved biomarkers to
identify these patients.

ACKNOWLEDGEMENTS

JS receives funding from the United Arab Emirates University

Program for Advanced Research. RCD has funding from the Star

Scientific Foundation, Petre Foundation, and a National Health

and Medical Research Council Practitioner fellowship. The

authors state that they had no interests that might be perceived as

posing a conflict or bias.

REFERENCES

1. Vezzani A, French J, Bartfai T, Baram TZ. The role of

inflammation in epilepsy. Nat Rev Neurol 2011; 7: 31–

40.

2. Librizzi L, Noe F, Vezzani A, de Curtis M, Ravizza T.

Seizure-induced brain-borne inflammation sustains sei-

zure recurrence and blood–brain barrier damage. Ann

Neurol 2012; 72: 82–90.

3. Vezzani A, Balosso S, Ravizza T. The role of cytokines

in the pathophysiology of epilepsy. Brain Behav Immun

2008; 22: 797–803.

4. Thieben MJ, Lennon VA, Boeve BF, Aksamit AJ, Kee-

gan M, Vernino S. Potentially reversible autoimmune

limbic encephalitis with neuronal potassium channel

antibody. Neurology 2004; 62: 1177–82.

5. Buckley C, Oger J, Clover L, et al. Potassium channel

antibodies in two patients with reversible limbic enceph-

alitis. Ann Neurol 2001; 50: 73–8.

6. Bakheit AMO, Kennedy PGE, Behan PO. Paraneoplas-

tic limbic encephalitis: clinicopathological correlations. J

Neurol Neurosurg Psychiatry 1990; 53: 1084–8.

7. Gultekin SH, Rosenfeld MR, Voltz R, Eichen J, Posner

JB, Dalmau J. Paraneoplastic limbic encephalitis: neuro-

logical symptoms, immunological findings and tumour

association in 50 patients. Brain 2000; 123: 1481–94.

8. Varadkar S, Bien CG, Kruse CA, Jensen FE, Bauer J,

Pardo CA, et al. Rasmussen’s encephalitis: clinical fea-

tures, pathobiology, and treatment advances. Lancet Neu-

rol 2014; 13: 195–205.

9. Petit-Pedrol M, Armangue T, Peng X, et al. Encephali-

tis with refractory seizures, status epilepticus, and anti-

bodies to the GABAA receptor: a case series,

characterisation of the antigen, and analysis of the

effects of antibodies. Lancet Neurol 2014; 13: 276–86.

10. Irani SR, Vincent A. NMDA receptor antibody encepha-

litis. Curr Neurol Neurosci Rep 2011; 11: 298–304.

11. Irani SR, Bera K, Waters P, et al. N-methyl-D-aspartate

antibody encephalitis: temporal progression of clinical

and paraclinical observations in a predominantly non-

paraneoplastic disorder of both sexes. Brain 2010; 133:

1655–67.

12. Titulaer MJ, McCracken L, Gabilondo I, Armangue T,

Glaser C, Iizuka T, et al. Treatment and prognostic

438 Developmental Medicine & Child Neurology 2015, 57: 431–440



factors for long-term outcome in patients with anti-

NMDA receptor encephalitis: an observational cohort

study. Lancet Neurol 2013; 12: 157–65.

13. Hacohen Y, Wright S, Waters P, Agrawal S, Carr L,

Cross H, et al. Paediatric autoimmune encephalopathies:

clinical features, laboratory investigations and outcomes

in patients with or without antibodies to known central

nervous system autoantigens. J Neurol Neurosurg Psychia-

try 2013; 84: 748–55.

14. Florance NR, Davis RL, Lam C, et al. Anti-N-methyl-

D-aspartate receptor (NMDAR) encephalitis in children

and adolescents. Ann Neurol 2009; 66: 11–8.

15. Dale RC, Irani SR, Brilot F, et al. N-methyl-D-aspartate

receptor antibodies in pediatric dyskinetic encephalitis

lethargica. Ann Neurol 2009; 66: 704–9.

16. Suleiman J, Brilot F, Lang B, Vincent A, Dale RC.

Autoimmune epilepsy in children: case series and pro-

posed guidelines for identification. Epilepsia 2013; 54:

1036–45.

17. Kruer MC, Hoeftberger R, Lim KY, et al. Aggressive

course in encephalitis with opsoclonus, ataxia, chorea,

and seizures. JAMA Neurol 2014; 71: 620–3.

18. Suleiman J, Brenner T, Gill D, et al. VGKC antibodies

in pediatric encephalitis presenting with status epilepti-

cus. Neurology 2011; 76: 1252–5.

19. Brenner T, Sills GJ, Hart Y, et al. Prevalence of

neurologic autoantibodies in cohorts of patients with

new and established epilepsy. Epilepsia 2013; 54: 1028–

35.

20. Quek AML, Britton JW, McKeon A, et al. Autoimmune

epilepsy clinical characteristics and response to immuno-

therapy. Arch Neurol 2012; 69: 582–93.

21. Iorio R, Assenza G, Tombini M, et al. The detection of

neural autoantibodies in patients with antiepileptic-drug-

resistant epilepsy predicts response to immunotherapy.

Eur J Neurol 2015; 22: 70–8.

22. Vincent A, Crino PB. Systemic and neurologic autoim-

mune disorders associated with seizures or epilepsy. Epi-

lepsia 2011; 52: 12–7.

23. Tuzun E, Erdag E, Durmus H, et al. Autoantibodies to

neuronal surface antigens in thyroid antibody-positive

and -negative limbic encephalitis. Neurol India 2011; 59:

47–50.

24. Hacohen YM, Singh RM, Forsyth VM, Absoud MMP,

Lim MMP. CSF albumin and immunoglobulin analyses

in childhood neurologic disorders. Neurol Neuroimmunol

Neuroinflamm 2014; 1: e10.

25. Sinclair AJ, Wienholt L, Tantsis E, Brilot F, Dale RC.

Clinical association of intrathecal and mirrored oligoclo-

nal bands in paediatric neurology. Dev Med Child Neurol

2013; 55: 71–5.

26. Dale RC, Brilot F, Fagan E, Earl J. Cerebrospinal fluid

neopterin in paediatric neurology: a marker of active

central nervous system inflammation. Dev Med Child

Neurol 2009; 51: 317–23.

27. Maxeiner H-G, Marion Schneider E, Kurfiss S-T, Bret-

tschneider J, Tumani H, Bechter K. Cerebrospinal fluid

and serum cytokine profiling to detect immune control

of infectious and inflammatory neurological and psychi-

atric diseases. Cytokine 2014; 69: 62–7.

28. Dhamija R, Renaud DL, Pittock SJ, et al. Neuronal

voltage-gated potassium channel complex autoimmunity

in children. Pediatr Neurol 2011; 44: 275–81.

29. Haberlandt E, Bast T, Ebner A, et al. Limbic encephali-

tis in children and adolescents. Arch Dis Child 2011; 96:

186–91.

30. Pillai SC, Gill D, Webster R, Howman-Giles R, Dale

RC. Cortical hypometabolism demonstrated by PET in

relapsing NMDA receptor encephalitis. Pediatr Neurol

2010; 43: 217–20.

31. Maeder-Ingvar M, Prior JO, Irani SR, Rey V, Vincent

A, Rossetti AO. FDG-PET hyperactivity in basal ganglia

correlating with clinical course in anti-NDMA-R anti-

bodies encephalitis. J Neurol Neurosurg Psychiatry 2011;

82: 235–6.

32. Hughes EG, Peng XY, Gleichman AJ, et al. Cellular

and synaptic mechanisms of anti-NMDA receptor

encephalitis. J Neurosci 2010; 30: 5866–75.

33. Moscato EH, Peng X, Jain A, Parsons TD, Dalmau J,

Balice-Gordon RJ. Acute mechanisms underlying anti-

body effects in anti-N-methyl-D-aspartate receptor

encephalitis. Ann Neurol 2014; 76: 108–19.

34. Bien CG, Vincent A, Barnett MH, et al. Immunopathol-

ogy of autoantibody-associated encephalitides: clues for

pathogenesis. Brain 2012; 135: 1622–38.

35. Illingworth MA, Hanrahan D, Anderson CE, et al. Ele-

vated VGKC-complex antibodies in a boy with fever-

induced refractory epileptic encephalopathy in school-

age children (FIRES). Dev Med Child Neurol 2011; 53:

1053–7.

36. Schmitt SE, Pargeon K, Frechette ES, Hirsch LJ, Dal-

mau J, Friedman D. Extreme delta brush A unique EEG

pattern in adults with anti-NMDA receptor encephalitis.

Neurology 2012; 79: 1094–100.

37. Gitiaux C, Simonnet H, Eisermann M, et al. Early elec-

tro-clinical features may contribute to diagnosis of the

anti-NMDA receptor encephalitis in children. Clin Neu-

rophysiol 2013; 124: 2354–61.

38. Vincent A, Buckley C, Schott JM, et al. Potassium chan-

nel antibody-associated encephalopathy: a potentially

immunotherapy-responsive form of limbic encephalitis.

Brain 2004; 127: 701–12.

39. Lai M, Huijbers MG, Lancaster E, et al. Investigation

of LGI1 as the antigen in limbic encephalitis previously

attributed to potassium channels: a case series. Lancet

Neurol 2010; 9: 776–85.

40. Irani SR, Alexander S, Waters P, et al. Antibodies to

Kv1 potassium channel-complex proteins leucine-rich,

glioma inactivated 1 protein and contactin-associated

protein-2 in limbic encephalitis. Morvan’s syndrome and

acquired neuromyotonia. Brain 2010; 133: 2734–48.

41. Irani SR, Michell AW, Lang B, et al. Faciobrachial dys-

tonic seizures precede Lgi1 antibody limbic encephalitis.

Ann Neurol 2011; 69: 892–900.

42. Irani SR, Stagg CJ, Schott JM, et al. Faciobrachial dys-

tonic seizures: the influence of immunotherapy on sei-

zure control and prevention of cognitive impairment in

a broadening phenotype. Brain 2013; 136: 3151–62.

43. Irani SR, Buckley C, Vincent A, et al. Immunotherapy-

responsive seizure-like episodes with potassium channel

antibodies. Neurology 2008; 71: 1647–8.

44. Lancaster E, Huijbers MGM, Bar V, et al. Investigations

of Caspr2, an autoantigen of encephalitis and neuromyo-

tonia. Ann Neurol 2011; 69: 303–11.

45. Kroll-Seger J, Bien CG, Huppertz HJ. Non-paraneo-

plastic limbic encephalitis associated with antibodies to

potassium channels leading to bilateral hippocampal

sclerosis in a pre-pubertal girl. Epileptic Disord 2009; 11:

54–9.

46. Bien CG, Urbach H, Schramm J, et al. Limbic encepha-

litis as a precipitating event in adult-onset temporal lobe

epilepsy. Neurology 2007; 69: 1236–44.

47. Bien CG, Elger CE, Bien CG, Elger CE. Limbic

encephalitis: a cause of temporal lobe epilepsy with

onset in adult life. Epilepsy Behav 2007; 10: 529–38.

48. Suleiman J, Wright S, Gill D, et al. Autoantibodies to

neuronal antigens in children with new-onset seizures

classified according to the revised ILAE organization of

seizures and epilepsies. Epilepsia 2013; 54: 2091–100.

49. Dalmau J, Tuzun E, Wu HY, et al. Paraneoplastic anti-

N-methyl-D-aspartate receptor encephalitis associated

with ovarian teratoma. Ann Neurol 2007; 61: 25–36.

50. Dalmau J, Lancaster E, Martinez-Hernandez E, Rosen-

feld MR, Balice-Gordon R. Clinical experience and lab-

oratory investigations in patients with anti-NMDAR

encephalitis. Lancet Neurol 2011; 10: 63–74.

51. Boronat A, Sabater L, Saiz A, Dalmau J, Graus F.

GABAB receptor antibodies in limbic encephalitis and

anti-GAD-associated neurologic disorders. Neurology

2011; 76: 795–800.

52. Lancaster E, Lai MZ, Peng XY, et al. Antibodies to the

GABAB receptor in limbic encephalitis with seizures:

case series and characterisation of the antigen. Lancet

Neurol 2010; 9: 67–76.

53. Hoftberger RMD, Titulaer MJMDP, Sabater LP, et al.

Encephalitis and GABAB receptor antibodies: novel

findings in a new case series of 20 patients. Neurology

2013; 81: 1500–6.

54. McKeon A, Martinez-Hernandez E, Lancaster E, et al.

Glycine receptor autoimmune spectrum with stiff-man

syndrome phenotype. JAMA Neurol 2013; 70: 44–50.

55. Hutchinson M, Waters P, McHugh J, et al. Progressive

encephalomyelitis, rigidity, and myoclonus: a novel gly-

cine receptor antibody. Neurology 2008; 71: 1291–2.

56. Carvajal-Gonzalez A, Leite MI, Waters P, et al. Glycine

receptor antibodies in PERM and related syndromes:

characteristics, clinical features and outcomes. Brain

2014; 137: 2178–92.

57. Damasio J, Leite MI, Coutinho E, et al. Progressive

encephalomyelitis with rigidity and myoclonus: the first

pediatric case with glycine receptor antibodies. JAMA

Neurol 2013; 70: 498–501.

58. Wuerfel E, Bien CG, Vincent A, Woodhall M, Brock-

mann K. Glycine receptor antibodies in a boy with focal

epilepsy and episodic behavioral disorder. J Neurol Sci

2014; 343: 180–2.

59. Malter MP, Helmstaedter C, Urbach H, Vincent A,

Bien CG. Antibodies to glutamic acid decarboxylase

define a form of limbic encephalitis. Ann Neurol 2010;

67: 470–8.

60. Saiz A, Blanco Y, Sabater L, et al. Spectrum of

neurological syndromes associated with glutamic acid

Review 439



decarboxylase antibodies: diagnostic clues for this associ-

ation. Brain 2008; 131: 2553–63.

61. Mishra N, Rodan LH, Nita DA, Gresa-Arribas N, Ko-

bayashi J, Benseler SM. Anti-glutamic acid decarboxylase

antibody associated limbic encephalitis in a child

expanding the spectrum of pediatric inflammatory brain

diseases. J Child Neurol 2014; 29: 677–83.

62. Akman CI, Patterson MC, Rubinstein A, Herzog R.

Limbic encephalitis associated with anti-GAD antibody

and common variable immune deficiency. Dev Med Child

Neurol 2009; 51: 563–7.

63. Irani SR, Gelfand JM, Al-Diwani A, Vincent A. Cell-

surface central nervous system autoantibodies: clinical

relevance and emerging paradigms. Ann Neurol 2014;

76: 168–84.

64. Ances BM, Vitaliani R, Taylor RA, et al. Treatment-

responsive limbic encephalitis identified by neuropil anti-

bodies: MRI and PET correlates. Brain 2005; 128: 1764–

77.

65. Pathmanandavel K, Starling J, Merheb V, et al. Anti-

bodies to surface dopamine-2 receptor and N-methyl-D-

aspartate receptor in the first episode of acute psychosis

in children. Biol Psychiatry 2015; 77: 537–47.

66. Manto M, Dalmau J, Didelot A, Rogemond V, Honn-

orat J. In vivo effects of antibodies from patients with

anti-NMDA receptor encephalitis: further evidence of

synaptic glutamatergic dysfunction. Orphanet J Rare Dis

2010; 5: 31.

67. Mikasova L, De Rossi P, Bouchet D, et al. Disrupted

surface cross-talk between NMDA and ephrin-B2 recep-

tors in anti-NMDA encephalitis. Brain 2012; 135: 1606–

21.

68. Lalic T, Pettingill P, Vincent A, Capogna M. Human

limbic encephalitis serum enhances hippocampal mossy

fiber-CA3 pyramidal cell synaptic transmission. Epilepsia

2011; 52: 121–31.

69. Leite MID, Coutinho EM, Lana-Peixoto MP, et al.

Myasthenia gravis and neuromyelitis optica spectrum

disorder: a multicenter study of 16 patients. Neurology

2012; 78: 1601–7.

70. Toledano M, Britton JW, McKeon A, et al. Utility of an

immunotherapy trial in evaluating patients with presumed

autoimmune epilepsy. Neurology 2014; 82: 1578–86.

71. Dale RC, Brilot F, Duffy LV, et al. Utility and safety of

rituximab in pediatric autoimmune and inflammatory

CNS disease. Neurology 2014; 83: 142–50.

72. Irani SR, Gelfand JM, Bettcher BM, Singhal NS, Gesch-

wind MD. Effect of rituximab in patients with leucine-

rich, glioma-inactivated 1 antibody-associated encepha-

lopathy. JAMA Neurol 2014; 71: 896–900.

73. Zuliani L, Graus F, Giometto B, Bien C, Vincent A.

Central nervous system neuronal surface antibody asso-

ciated syndromes: review and guidelines for recognition.

J Neurol Neurosurg Psychiatry 2012; 83: 638–45.

74. Lancaster E, Dalmau J. Neuronal autoantigens-patho-

genesis, associated disorders and antibody testing. Nat

Rev Neurol 2012; 8: 380–90.

75. Ong M-S, Kohane IS, Cai T, Gorman MP, Mandl KD.

Population-level evidence for an autoimmune etiology of

epilepsy. JAMA Neurol 2014; 71: 569–74.

76. Lee CH, Lin JJ, Lin KJ, et al. Caspr2 antibody limbic

encephalitis is associated with Hashimoto thyroiditis and

thymoma. J Neurol Sci 2014; 341: 36–40.

77. Ekizoglu E, Tuzun E, Woodhall M, et al. Investigation

of neuronal autoantibodies in two different focal epi-

lepsy syndromes. Epilepsia 2014; 55: 414–22.

78. Barber PA, Anderson NE, Vincent A. Morvan’s syn-

drome associated with voltage-gated K+ channel anti-

bodies. Neurology 2000; 54: 771–2.

79. Dalmau J, Gleichman AJ, Hughes EG, et al. Anti-

NMDA-receptor encephalitis: case series and analysis of

the effects of antibodies. Lancet Neurol 2008; 7: 1091–8.

80. Wong-Kisiel LC, McKeon A, Wirrell EC. Autoimmune

encephalopathies and epilepsies in children and teenag-

ers. Can J Neurol Sci 2012; 39: 134–44.

81. Wong SH, Saunders MD, Larner AJ, Das K, Hart IK.

An effective immunotherapy regimen for VGKC anti-

body-positive limbic encephalitis. J Neurol Neurosurg

Psychiatry 2010; 81: 1167–9.

82. Kashyape P, Taylor E, Ng J, Krishnakumar D, Kirkham

F, Whitney A. Successful treatment of two paediatric

cases of anti-NMDA receptor encephalitis with cyclo-

phosphamide: the need for early aggressive immunother-

apy in tumour negative paediatric patients. Eur J

Paediatr Neurol 2012; 16: 74–8.

440 Developmental Medicine & Child Neurology 2015, 57: 431–440


