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Abstract: Despite the availability of more than 30 antiseizure medications (ASMs), the proportion of
patients who remain refractory to ASMs remains static. Refractory seizures are almost universal in
patients with epileptic encephalopathies. Since many of these patients are not candidates for curative
surgery, there is always a need for newer ASMs with better efficacy and safety profile. Recently, the
anti-obesity medication fenfluramine (FFA) has been successfully repurposed, and various regulatory
agencies approved it for seizures associated with Dravet and Lennox–Gastaut syndromes. However,
there is a limited in-depth critical review of FFA to facilitate its optimal use in a clinical context. This
narrative review discusses and summarizes the antiseizure mechanism of action of FFA, clinical
pharmacology, and clinical studies related to epilepsy, focusing on efficacy and adverse effects.

Keywords: seizure; epilepsy; refractory; intractable; serotonin; children; pediatrics; AEDs;
antiepileptic drug

1. Introduction

Epilepsy is one of the most common neurological disorders. Approximately 50 million
people globally live with epilepsy. Epilepsy is primarily treated with antiseizure medica-
tions (ASMs), and appropriate treatment can make 60–70% of the patients seizure-free [1].
However, the rest of the individuals develop intractable seizures despite receiving proper
treatment. In addition, these patients have a higher risk of associated comorbidities and
poor health-related quality of life. Unfortunately, the availability of more than 30 ASMs
has not changed the proportion of patients who become seizure-free. Thus, there is always
a search for novel ASMs that can help reduce seizures and other comorbidities while
enhancing the quality of life without causing undue harm. Initial ASMs were developed to
modulate voltage-gated sodium channels or enhance GABAergic neurotransmission. How-
ever, a number of more recent ASMs have made their way into clinical use. These ASMs,
which were either accidentally discovered or developed using animal seizure models,
aim to correct the excitation–inhibition imbalance by modulating other neurotransmitter
systems, such as the serotonergic system.

1.1. The Popularity of Fenfluramine as an Appetite Suppressant

Fenfluramine (FFA), a serotonergic medication, has recently gained popularity as an
ASM. It is an amphetamine derivative and racemic mixture of D- and L-enantiomers [2]. It
was used in France as an antidepressant and then soon after for weight loss in 1963 [3]. In
1973, it was approved in the USA under the brand name Pondimin™ [3]. However, it never
gained widespread acceptance due to side effects, such as nausea, anxiety, and uncomfort-
able feeling. To increase potency and lessen adverse effects, FFA was combined off-label
with another amphetamine derivative, phentermine, in the 1990s [4]. This combination
became widely popular as fen-phen. In 1996, the D-enantiomer of FFA, dexfenfluramine
(D-FFA), was approved in the USA under the brand name Redux™, a more potent appetite
suppressant than FFA [5]. Both FFA and D-FFA, with or without phentermine, became
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extremely popular weight loss agents [6]. Between 1993 and 1996, more than 50 million
prescriptions for these drugs were written in Europe, with 18 million in 1996 alone [7]. Sim-
ilarly, in the first five months after its approval in 1996, D-FFA was prescribed 1.2 million
times in the United States [7].

1.2. Fenfluramine’s Downfall as an Appetite Suppressant

FFA and D-FFA rapidly declined from huge popularity as reports of serious cardio-
vascular adverse effects emerged. In 1981, two cases of pulmonary artery hypertension
(PAH) associated with FFA use were reported [8]. Several other sporadic cases of PAH
were also reported subsequently [9]. In 1996, a case-control study compared 95 patients
with PAH with 355 healthy controls. PAH patients had 23 times higher odds of exposure
to three months of anorexic agents, primarily D-FFA [10]. In 1997, a case series reported
24 females who developed mitral and aortic regurgitation following 11 months (range
1–28 months) of fen-phen exposure; five of these patients required valve replacements [11].
The average dose of FFA was 40–60 mg/day (range 20–220 mg/day). More than 100 cases
of valvulopathy with a mean exposure of 9 months were reported to the CDC soon after [5].
Approximately 98% of the patients were women, 27 required valve replacements, and three
died despite surgery. Based on these severe adverse effects, both FFA and D-FFA were
removed from the US market in September 1997 [3].

1.3. The Reemergence of Fenfluramine as an Antiseizure Medication

Before FFA was withdrawn globally from the market, it was noted to be effective in
pediatric epilepsy in the 1980s and 1990s. Belgian researchers were able to continue using
FFA for epilepsy with the government’s help. A Belgium Royal Decree was issued in March
2002 to make it available for treating seizures as the drug stopped being commercially
available [6]. Subsequently, more case series were published regarding FFA’s efficacy as an
adjunctive treatment option for an orphan indication, namely treating seizures associated
with Dravet syndrome. Increased awareness of the unmet needs related to rare epilepsy and
regulatory incentive to develop drugs for these indications promoted multiple randomized
controlled studies (RCTs) using FFA in Dravet and Lennox–Gastaut syndromes (LGS). In
2020, the FDA and the European Union approved FFA for seizures associated with Dravet
syndrome in >2 years old. Subsequently, in March 2022, the FDA approved it for treating
seizures associated with LGS.

This narrative review discusses and summarizes the antiseizure mechanism of action of
FFA, clinical pharmacology, and clinical studies related to epilepsy, focusing on efficacy and
adverse effects. MEDLINE using PubMed and OvidSP vendors were searched in March and
June 2022 with appropriate keywords (“Fenfluramine” in combination with “seizures” and
“epilepsy”). To find other pertinent publications, the author used a “snowball sampling”
approach to go through each article’s references. After reviewing the titles and abstracts of
all these articles, relevant English language FFA articles (preclinical and clinical studies)
were included in this review. The following standards were used in compiling the final
reference list: innovation, importance, quality, and relevance to the review’s objectives.

2. The Mechanisms of the Antiseizure Effect of Fenfluramine

FFA controls the serotonergic system by increasing extracellular serotonin (5-hydro-
xytryptamine/5-HT), which in turn activates 5-HT receptors. First, FFA interacts with
serotonin transporter to inhibit 5-HT uptake [12]. In addition, FFA prevents 5-HT from
moving to the vesicles from the cytoplasm. Instead, this cytoplasmic 5-HT gets released
outside the cell using 5-HT carriers, causing increased extracellular 5-HT levels.

Increased 5-HT levels in the brain were noted to inhibit seizures in rats since 1957 [13].
In experimental conditions, extracellular 5-HT levels increased after exposure to several
anticonvulsants, including phenytoin and carbamazepine [14]. Increased 5-HT is also noted
with selective serotonin reuptake inhibitors (SSRIs); some of these SSRIs positively affect
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seizure management [15]. Conversely, decreased CSF 5-HT was associated with increased
seizure susceptibility to audiogenic, chemical, and electrical stimulation.

Aside from the indirect effect of increasing extracellular 5-HT levels, FFA’s metabolites,
D- and L-norfenfluramine (norFFA), activate 5-HT receptors directly [16,17]. 5-HT receptors
are present in the neocortex and hippocampus. Fourteen different 5-HT receptors are
classified into seven distinct families (5-HT1-5-HT7). Except for 5-HT3, other 5-HT receptors
are G protein-coupled seven-transmembrane receptors that activate the intracellular second
messenger cascade. 5-HT3 is a ligand-gated Na-K channel responsible for an excitotoxic
effect causing depolarization. Although additional research is needed on which specific 5-
HT receptor subtypes and underlying pathways are engaged, 5-HT1D and 5-HT2c receptors
may be primarily responsible for the antiseizure action of FFA [17]. 5-HT1 receptors
decrease adenyl cyclase and cyclic adenosine monophosphate, causing inhibitory effects,
whereas 5-HT2 receptors activate phospholipase C and increase inositol phosphate and
diacylglycerol, leading to excitation. In general, increased 5-HT enhances GABAergic
neurotransmission in inhibitory interneurons by increasing the frequency and amplitude of
spontaneous inhibitory postsynaptic currents [18]. In addition, stimulation of the 5-HT2A
and 5-HT2c could inhibit rhythmic thalamic burst firing, resulting in possible effectiveness
in absence seizures.

The anticonvulsant effect of FFA is diverse in experimental models. FFA could block
epileptiform activity induced by lowering Mg concentration in rat entorhinal cortical
slices [19]. FFA’s action could be blocked by a 5-HT1A receptor antagonist or 5-HT reuptake
inhibition. In mice, FFA could protect against audiogenic seizures and seizure-induced
respiratory arrest [20]. In a maximal electroshock seizure (MES) model, 10 or 20 mg/kg
intraperitoneal FFA prevented seizures in rats but not in mice [21]. Similarly, FFA did not
prevent chemical (pentylenetetrazole) and electrical stimulation-induced clonic seizures
in different animal models (rats, mice, and zebrafish) [20]. In a Zebrafish model, FFA sup-
pressed epileptiform discharges due to 5-HT1D and 5-HT2C agonist activity [22]. FFA could
block seizure-like hyperactivity and epileptiform discharges in the antisense knockdown
Zebrafish model [23]. In addition, chronic exposure to FFA could reverse the loss of den-
dritic arbors in GABAergic interneurons if instituted early [24]. Limited research has been
done regarding which enantiomer of FFA is most active or essential to prevent seizures.
D-enantiomers (FFA and norFFA) reduced seizure-like behavior in a Dravet Zebrafish
model by 80–84%, while L-enantiomers (FFA and norFFA) only by 41–48%; nonetheless,
both enantiomers lowered epileptiform discharges virtually equally [25].

Beyond serotonergic activity, FFA reacts with other receptors, most notably a subtype
of plasma membrane-localized opioid receptor, namely sigma-1 receptors [17,26]. While
the serotonergic activity of FFA at the 5-HT receptors primarily increases GABAergic sig-
naling, its sigma-1 receptor activity decreases glutamatergic excitability [27]. These opioid
receptors are chaperone proteins that mobilize intracellular Ca2+ stores and modulate ion
channels and neurotransmitters. For example, sigma-1 receptors may bind to N-methyl-
D-aspartate (NMDA) and G-protein coupled receptors to control Ca2+ influx. Although
initially FFA was suspected to be an antagonist of sigma-1 receptors, later, it was thought to
induce positive allosteric modulation, which may have additional benefits on behavior and
cognition [28–30]. An earlier study showed that D-FFA might have preferential activity as
a positive allosteric modulator than L-FFA and D-norFFA [31]. Sigma-1 receptors also inter-
act with neuropeptide Y (NPY). The NPY level is likewise impacted by FFA. Importantly,
NPY also has independent anticonvulsant action by decreasing glutamatergic synaptic
transmission [32].

3. Fenfluramine Clinical Pharmacology

Following quick absorption from the gastrointestinal tract, FFA reaches peak plasma
concentration in 3–5 h [33]. Absolute oral bioavailability is 75–83% and is not significantly
affected by food intake [5]. Further, >75% of FFA is metabolized (de-ethylated) in the liver
to norFFA by six cytochrome P 450 enzymes (primary: CYP1A2, CYP2B6, and CYP2D6;
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secondary: CYP2C9, CYP2C19, and CYP 3A4) [34,35]. FFA and norFFA are approximately
50% protein-bound. Subsequently, FFA and its metabolites are renally excreted with an
elimination half-life of 20 h. NorFFA has a longer half-life of 24–48 h.

Stiripentol acts on all six of the CYP450 enzymes that affect FFA metabolism [36].
Concomitant stiripentol treatment causes significantly higher FFA and lower norFFA lev-
els. Other ASMs, namely clobazam and valproate, which inhibit CYP2C9 and CYP26,
respectively, also have an impact on FFA metabolism [37]. Although a higher FFA level is
concerning for various side effects, including cardiac toxicity, the lower norFFA level can
be protective as norFFA may be the primary culprit causing cardiac toxicity via 5-HT2B re-
ceptors. FFA and its active metabolite norFFA weakly inhibit CYP2D6 and induce CYP2B6
and CYP3A4 [38,39]. FFA and norFFA do not induce or inhibit most other cytochrome p450
enzymes, including CYP1A2, CYP2C9, CYP2C19, or CYP3A5, in a clinically meaningful
way at doses used for epilepsy treatment [38,39]. In addition, drug transporters (including
OCT2 and MATE1) were not inhibited by FFA or norFFA [38,39]. In general, FFA may
not affect the metabolism of other ASMs in significant ways. However, further studies
are needed to understand FFA’s interaction with other commonly used ASMs, such as
lamotrigine, rufinamide, and topiramate.

There is significant inter-and intra-patient variability in the plasma concentration of
FFA and its metabolites. The plasma concentration was evaluated in 321 samples obtained
from 61 patients (49 patients with Dravet syndrome and seven with LGS) [40]. Lower
concentration was reported in younger patients when adjusted to weight, suggesting faster
clearance in children. As most recent studies have used a maximum daily dose of 26 mg,
children <37 kg might receive higher mg/kg/dose than adults. However, higher clearance
in children suggests that they may not be exposed to higher plasma concentrations of
FFA or norFFA. Plasma concentration of FFA increases proportionally when the FFA dose
increases in the range of 0.35–0.7 mg/kg/d [5].

A high FFA level has been associated with fatigue and sedation but not anorexia
or seizure control. Patients with good responsiveness to FFA may improve even with
a low plasma concentration of FFA. A plasma level greater than 150–200 µg/L may not
provide additional benefit in seizure control. Previous studies suggested that an FFA
level of 240–850 µg/L is associated with excessive serotonergic adverse effects, including
hyperreflexia, tachycardia, hyperthermia, etc. [41–43]. Death has been reported with a level
>6500 µg/L [44].

4. Clinical Use of FFA in Epilepsy
4.1. Earlier Observational Studies

Since the 1980s, neurologists have reported the use of FFA in treating paroxysmal
episodes. In 1984, Gastaut reported FFA’s efficacy (30–60 mg/d) in children with self-
induced syncope from the Valsalva maneuver [45]. In 1988, Aicardi et al. reported an
11-year-old with absence epilepsy whose self-induced syncope was successfully treated
with FFA [46]. Around the same time, FFA’s effect on photosensitive seizures was reported.
In 1985, Aicardi and Gastaut described three patients with photosensitive seizures treated
with 60 mg/d of FFA [47]. Gastaut and Zifkin, in 1987, used FFA (0.5–1.5 mg/kg/d) in
33 children with intractable epilepsy, and 46% of these patients had ≥50% seizure reduc-
tion [48]. One patient with LGS had >2/3rd seizure reduction. In 1996, Boel and Casaer
reported adjunctive use of FFA (0.5–1 mg/kg/d) in 11 children with intractable epilepsy
and self-induced seizures [49]. Eight of these patients had photo or pattern sensitivity.
Among 11 patients, seven achieved seizure freedom, and the remaining four had >75%
seizure reduction over the median five years (range 3–8.5 years) of exposure. Adverse
effects were mild and transient. The same group reported their experience of using FFA on
22 patients with self-induced seizures in 2002 [50]. Thirteen of these patients had photosen-
sitivity. Ten patients had >90% seizure reduction, and six became completely seizure-free
for 1–12 years. One patient had a transient loss of appetite. In 1988, Clemens reported



Children 2022, 9, 1159 5 of 16

successful treatment of a patient with LGS and self-induced seizure with a combination of
bromide and FFA [51].

4.2. Dravet Syndrome Observational Studies

In 2012, Ceulemans et al. published a retrospective study of 12 Dravet syndrome
patients (five patients were included in Boel and Caesar’s 1996 study) with intractable
epilepsy [52]. Two patients discontinued treatment. With a follow-up period of 11 years,
adjunctive FFA (0.34 mg/kg/d) in the remaining ten patients led to seven being seizure-free
for at least one year. Two patients had asymptomatic cardiac valve thickening, and two
patients exposed to combined treatment with topiramate had appetite suppression. This
study suggested FFA can be effective beyond self-stimulation and photosensitive seizures.
In 2016, 5-year prospective follow-up data (2010–2014) were published [53]. The study
provided a standardized evaluation of 10 original patients. The mean treatment duration
of FFA was 16.1 years with an average daily dose of 16 mg/d (0.27 mg/kg/d). The study
reported that three patients in the cohort remained completely seizure-free throughout the
5-year-study period, and an additional four patients had ≥2-year seizure-free period. In
2011, a prospective study of FFA (maximum dose of 20 mg/d) was started in Belgium. This
study included two new patients other than the ten patients from the previous research.
Both new patients (1 and 10 years old) had >75% seizure reduction and complete freedom
from status epilepticus [6,54]. In 2019, they reported that all original ten patients continued
on average 17.5 mg/d of FFA over 20 years (9–30 years). Mild thickening of valve leaflets
in three patients remained stable over >5 years. In addition, none of the patients developed
dysfunction of heart valves.

4.3. Dravet Syndrome Randomized Controlled Trials RCTs

These initial successful studies led to the arrangement of three randomized con-
trolled trials (RCTs) in Dravet syndrome with intractable convulsive seizures (>six seizures
in 6 weeks baseline period) (Figure 1). In the first study, 119 patients (2–18 years old)
were treated with FFA (0.2 or 0.7 mg/kg/day; maximum dose 26 mg/d) or placebo for
14 weeks [55]. High- and low-dose FFA showed 62.3% (95% CI 47.7–72.8, p < 0.0001) and
32.4% (95% CI 6.2–52.3, p = 0.0209) placebo-adjusted seizure reduction in monthly convul-
sive seizures. Fifty percent seizure-responder was 68% (p < 0.001) and 38% (p < 0.01) in
high-and low dose FFA groups compared to 12% in the placebo. A 75% seizure-responder
rate was 50% (p = 0.0005) and 23% (p = 0.0229) in the high and low-dose FFA groups
compared to 2% in the placebo. Eight percent of patients were completely seizure-free
in both high and low-dose groups compared to none in the placebo group. Additionally,
18% of additional patients in the high dose group had only one seizure over the entire
14 weeks period. Patients exposed to the high dose also required significantly fewer days
of rescue medicines.

In a similar international phase 3 trial, 142 patients with Dravet syndrome had a
statistically significant reduction of monthly convulsive seizures in both high and low
doses of FFA [56]. FFA 0.7 mg/kg/day showed a 64.8% greater reduction in mean monthly
convulsive seizures vs. placebo (p < 0.0001). Compared to patients in the placebo group, a
significantly higher proportion of patients given either dose of FFA experienced a ≥50%
(high dose—73%, [p < 0.0001] low dose—46% [p < 0.001], and placebo—6%) or ≥75%
seizure- reduction (high dose—48%, low dose—28%, and placebo—4%) in monthly convul-
sive seizures. Patients in both FFA groups had significantly longer seizure-free intervals
vs. placebo. In addition, efficacy of 0.7 mg/kg/day exceeded 0.2 mg/kg/day for pri-
mary and secondary endpoints, suggesting a dose–response relationship. More investi-
gators and caregivers judged FFA than placebo-treated patients as much improved/very
much improved.
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Figure 1. Median percent reduction from baseline in monthly convulsive seizure frequency and
≥50% seizure-responder rates as reported in three randomized controlled trials of fenfluramine in
patients with Dravet syndrome (From bottom to up: [36,55,56]) values with statistical comparison
were documented in the text.

In the third Dravet syndrome trial, the FFA dose was 0.4 mg/kg/d (max 17 mg/d)
as this trial included patients taking concomitant stiripentol (in combination with
clobazam+- valproate), which inhibits the metabolism of FFA [36]. The placebo-adjusted
reduction of monthly convulsive seizures was 54% (p < 0.001). The 50% seizure-responder
rate was also higher in the FFA group (53.5% vs. 4.5%; p ≤ 0.001). A >75% reduction in
monthly convulsive seizure frequency was noted in 35% (p = 0.003) of patients. The longest
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mean seizure-free interval was approximately 30 days, about three times higher than the
placebo. Finally, the open-label extension of the two RCTs showed that a median decrease
in convulsive seizure frequency was maintained (−66.8%) over a longer follow-up (median
analysis of 256 day-period) [57].

In the above mentioned three independent pivotal RCTs, the efficacy of FFA against
convulsive seizures approximated the responder rate at the ≥75% level that was previously
noted at the ≥50% level by other ASMs [58]. Furthermore, the number needed to treat
(NNT) with FFA to achieve either ≥50 or ≥75% seizure reduction was 2–3, which is
much more favorable than other ASMs used in Dravet syndrome (NNT of 4–6) or when
ASMs were evaluated in treating other treatment-resistant epilepsies (NNT 8–20) [58].
Although these RCTs provided population-based metrics of FFA’s effectiveness, its effect
on day-to-day seizure burden is also robust. Post hoc time to event analysis was done
to evaluate how long it takes for patients to experience the same number of seizures
compared to a baseline six-week period. The analysis showed that 58–60% of patients
never reached baseline seizure numbers over the entire trial period [59]. These patients
also experienced significantly more convulsive seizure-free days (22–25 days with high
dose FFA vs. 13 days).

4.4. Sudden Unexpected Death in Epilepsy (SUDEP)

Dravet syndrome patients have a high risk of Sudden Unexpected Death in Epilepsy
(SUDEP) and all-cause mortality. These patients have frequent GTCS and intractable
epilepsy, and both are independent major risk factors for SUDEP [60]. FFA’s effect on
SUDEP was investigated as it was postulated that FFA could decrease the risk of seizure-
induced respiratory arrest. FFA may work through 5-HT4 receptors in the brainstem
to prevent apnea [20,61]. Cross et al. reported a post hoc analysis of the SUDEP rate
in 732 Dravet syndrome patients receiving FFA [62]. These patients were collected from
phase 3 trials, early access programs, and clinical practice in Belgium. Three deaths were
identified: 2 were probable, and one cause of death was determined as definite SUDEP. The
SUDEP and all-cause mortality rates were calculated as 1.7 per 1000 person-years, much
lower than rates reported in a historical study [63]. In that study, the all-cause and SUDEP
mortality rate was estimated at 15.8 and 9.3 per 1000 person-years [63]. However, further
studies are needed to understand FFA’s impact on SUDEP since the study by Cross et al.
included most patients from phase 3 clinical trials with a short duration of exposure to FFA.
In addition, patients receive greater attention during clinical trials, which may decrease the
SUDEP rate.

4.5. Status Epilepticus (SE)

Status epilepticus (SE) is common in Dravet syndrome and one of the most common
causes of death [64]. Although limited research has been conducted to evaluate FFA’s
effect on SE, its effect on seizure frequency can be rapid [65]. However, only sporadic
case reports of FFA exist that report aborting ongoing SE. Specchio et al. reported an
8-year-old boy with nonconvulsive SE who had increased responsiveness after four days
of 26 mg/d of FFA treatment [66]. Later follow-up showed better seizure control. Millett
et al. used FFA in a 20-year-old female with Dravet syndrome, who presented with super-
refractory tonic status epilepticus [67]. She continued to have seizures despite five weeks
of pharmacological coma with pentobarbital and ketamine, and various other ASMs. Then
she was started on 0.4 mg/kg/day of FFA that subsequently increased to 0.7 mg/kg/d
(32.2 mg/d). Within one week of high-dose FFA therapy, she became seizure-free and was
able to successfully weaned from anesthetic agents. As she continued on FFA, long-term
follow-up demonstrated no further episode of SE and marked improvement in seizure
control. She also had improved alertness and language skills.

Aside from Dravet syndrome, FFA has been investigated in patients with LGS in an
open-label study and then in one RCT.
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4.6. LGS Open-Label Study

Lagae et al. reported FFA’s effectiveness in LGS in an open-label prospective phase
2 study [68]. Among 13 patients with LGS (>4 convulsive seizures/month), 10 patients
completed 20 weeks of FFA (0.8 mg/kg/d; max 30 mg/d) treatment. The median reduction
of seizures was 53% (60% seizure reduction among ten patients who completed the study),
and >50% seizure reduction was noted in eight (62%) patients. Long-term efficacy was
evaluated in nine patients, and the median reduction of seizures was 58%. In addition,
≥50% seizure reduction was noted in 67% of patients, and ≥75% reduction was achieved
in 33% of patients. Decreased appetite was noted in one-third of patients.

4.7. LGS RCT

A multicenter, double-blind, placebo-controlled RCT was conducted in 263 LGS pa-
tients (2–35 years old) with ≥2 drop seizures/week [69] (Figure 2). The median percentage
reduction in frequency of drop seizures was 26.5% (p < 0.01) with 0.7-mg/kg/d, 14.2%
(p = 0.09) with 0.2-mg/kg/d, and 7.6% in the placebo group during 14 weeks of the treat-
ment period. The 50% seizure-responder rate (28 and 25% vs. 10%; p = 0.005 and 0.02)
was higher in the 0.2 and 0.7-mg/kg/d FFA groups than the placebo. Among all seizure
types, generalized tonic-clonic seizures (GTCS; reported in 46% of the patients in the cohort)
appeared to be most responsive to FFA. In contrast to an increase of 3.7% in the placebo
group, the frequency of GTCS decreased by 45.7% and 58.2% in the 0.7-mg/kg/d and
0.2-mg/kg/d FFA groups, respectively. More patients in the 0.7-mg/kg/d group than in
the placebo group had ‘much improved’ or ‘very much improved’ ratings on the Clinical
Global Impression of Improvement scale (26% vs. 6%; p =.001). Following completion of the
phase 3 RCT, 247 patients enrolled for the open-label extension study [70]. Interim analysis
at one year showed that 83 patients (33.6%) discontinued taking FFA in the interval. The
primary reason for discontinuation was lack of efficacy (22%). However, other patients had
sustained improvement with a median 51.8% reduction of drop seizures at one year from
the study baseline. Additionally, 51.2% and 25.3% of patients had ≥50% and ≥75% seizure
reduction, respectively, after up to 1-year treatment with FFA.

Figure 2. Cont.
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Figure 2. Median percent reduction from baseline in monthly drop seizure frequency and ≥50%
seizure-responder rates as reported in the randomized controlled trial of fenfluramine in patients with
Lennox–Gastaut syndrome [69]. p values with statistical comparison were documented in the text.

Although FFA is only approved so far for seizures associated with Dravet and LGS,
small-scale studies evaluated its efficacy and safety in other epilepsy syndromes.

4.8. Other Epilepsy Syndromes

FFA use has been reported in rare epilepsy called Sunflower syndrome. In this
syndrome, patients seek a light source, such as the Sun, and wave hands before them with
or without staring and eye fluttering. They also may have GTCS. One of the initial epilepsy
studies of FFA included one patient who likely had Sunflower syndrome [47]. Recently,
FFA was used for three months in an open-label trial in 10 Sunflower syndrome patients
(13 ± 4 years) to study its efficacy further [71]. Dose was 0.7 mg/kg/d; maximum 26 mg/d.
Eight out of nine patients who completed the study had ≥30% seizure reduction. Notably,
hand-waving episodes were reduced ≥ by 70% in six patients. Absence seizures were
decreased in two out of three monitored patients, but the effect on GTC seizures could not
be assessed explicitly due to infrequent occurrence. Several patients had improvement in
EEG abnormalities; spikes/hour decreased from 73.9 to 50.4. Photoparoxysmal response
was noted in three patients compared to five patients before treatment. These patients’
full-scale IQ improved from 97.9 to 106.2 (p = 0.06) but was not statistically significant.
Other cognitive and behavioral scores did not change following treatment. The most
common adverse effects were fatigue and loss of appetite, noted in four patients. Aside
from Sunflower syndrome, FFA was used in six patients (2–26 years) with CDKL5 deficiency
disorder [72]. FFA was administered over 2–9 months at 0.4–0.7 mg/kg/d. Tonic-clonic and
tonic seizures decreased by a median of 90% and 50–60%, respectively. In addition, 67% of
caregivers reported overall clinical improvement, and four patients had improved pediatric
quality of life scores. However, one patient each had lethargy and decreased appetite.

4.9. Early Epileptic Encephalopathy (EE) and Developmental and Epileptic Encephalopathy (DEE)

The use of FFA for early infantile EE and DEE has been reported infrequently. Aeby
et al. reported a case of inherited homozygous SCN1B missense variant (p.Arg85Cys)-
linked to early infantile DEE, who was treated with FFA [73]. As this patient’s seizures
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were refractory to multiple ASMs (valproic acid, topiramate, clobazam, ketogenic diet)
with frequent fever-induced SE, adjunctive FFA was started at 0.6 mg/kg/d at 28 months
of age. She did not have further SE with a significant reduction of seizure severity over
a 2-year follow-up. Her quality of life also improved. However, her motor or cognitive
function did not improve.

4.10. Non-Seizure Outcomes

Limited research has been done to assess non-seizure outcomes of FFA, including
cognitive function, health-related quality of life, and behavior. Lagae et al. reported
improved executive function with short-term (14 weeks) use of FFA [55]. Bishop et al.
reported improved executive function evaluated by BRIEF2 scoring following one year
of FFA treatment in 58 Dravet syndrome patients [74]. Patients with >50–75% seizure
reduction had marked improvement in executive function, especially as measured with
Cognitive and Emotional regulation indices. It is currently unclear if the positive effect is
due to the direct cognitive-enhancing effect of FFA or due to an improvement in the overall
seizure burden. It is also unknown if earlier treatment with FFA can improve cognitive
outcomes based on FFA’s possible disease-modifying effect on dendritic arborization.

5. Adverse Effects

Short-term adverse effects of FFA were extensively studied in multiple RCTs
(Table 1) [36,55,56,69]. Common adverse effects are decreased appetite, diarrhea, pyrexia,
nasopharyngitis, lethargy, and drowsiness. Serious adverse effects and the need to discon-
tinue FFA for adverse effects were rare in the controlled studies.

Table 1. Reported adverse events of fenfluramine and placebo groups in randomized controlled trials.

Placebo Fenfluramine
0.2 mg/kg/day

Fenfluramine
0.4–0.7 mg/kg/day

Reported adverse events 65–83% 78–95% 95%

Decreased appetite 5–11% 20% 36–44%

Diarrhea 7–8% 31% 18–23%

Nasopharyngitis 12–34% 10% 16–18%

Lethargy 5–9%, 10% 18–26%

Somnolence 8% 15% 10%

>7% weight loss 2–4.5% 2–13% 8–20.9%

Echocardiographic finding with trace
mitral or aortic regurgitation. 7–13% 18% 23–25%

Pulmonary arterial hypertension or
clinically significant signs or symptoms
of cardiovascular disease

0 0 0

Appetite suppression and weight loss should be specially mentioned as FFA was
previously used as an anti-obesity medication. FFA may primarily impact appetite by its
effect on 5-HT2c at the hypothalamus [75,76]. FFA also inhibits the release and action of
neuropeptide Y, which is responsible for food intake [77]. In short-duration controlled
studies, weight loss (>7%) over a few months was noted in up to 20% of patients with
0.7 mg/kg/d of FFA [55]. However, Antonio Gil-Nagel reported that 279 patients exposed
to FFA over one year and 128 patients exposed over two years had minimal impact on
height or weight [78].

Cardiac valvulopathy is a significant concern secondary to FFA exposure [79]. The car-
diac effect is primarily mediated via D-nor FFA’s (10 times more potent than l-enantiomer)
effect on 5-HT2B receptors [80–82]. When FFA was used in high doses for obesity treat-
ment, left-sided heart valves (mitral and aortic) were predominantly affected. This left-
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predominant valvulopathy may be due to FFA’s effect on the decreased pulmonary clear-
ance of 5-HT, resulting in exposure to higher 5-HT levels on the left-sided valves [83]. 5-HT
exposure may cause increased DNA synthesis and progression of cell cycles (activation
of phospholipase C, protein kinase c, extracellular regulated kinase) in valve’s interstitial
cells [81,84]. These changes lead to valve thickening and increased density of endothelial
cells. Besides 5-HT2B stimulation, other contributing factors to cardiac toxicity are 5-HT2A
receptor activation and cytoskeletal protein serotonylation [81].

The prevalence and risk factors of valve dysfunction after exposure to high-dose
FFA have been studied. The estimated prevalence of valvulopathy depends on the study
population and the measurement technique (clinical detection in symptomatic individuals
vs. echocardiographic assessment for mild to moderate dysfunction) [85]. A meta-analysis
reported an approximately 20-fold higher risk of aortic valve disease and approximately
five-fold higher risk of mitral valve disease following exposure to FFA or D-FFA [86].
Later controlled cross-sectional studies reported a much lower prevalence rate, especially
when abnormal baseline echocardiogram results and/or preexisting cardiac disease, such
as rheumatic fever, were considered. Nevertheless, a high dose has been consistently
associated with a higher risk. Although 20–23% of valvulopathy patients were exposed
to ≤40 mg/d FFA, 65–71% used ≥60 mg/d [87]. The cardiac risk increased ninefold
with an increase in the FFA dose from <40 mg/d to ≥60 mg/d [87]. However, there is
no clear understanding of how different plasma levels of FFA and D-FFA affect the risk
of valvulopathy. Furthermore, valvulopathy risk is higher in women, the elderly, and
those exposed to these agents for a more extended period (7.1 per 10,000 for clinically
symptomatic disease with a <4 months exposure vs. 35 per 10,000 with a >4-month
exposure) [88,89].

Another adverse cardiovascular effect reported with high-dose FFA was pulmonary
arterial hypertension (PAH) [10]. FFA via serotonergic overactivity can induce pulmonary
artery smooth muscle cell proliferation, resulting in PAH [90]. The increased serotonergic
activity also can vasoconstrict the pulmonary artery. Several other factors have been
suggested to play some role in developing PAH, including nitric oxide deficiency [91].

Due to these previously reported adverse effects, cardiovascular adverse effects were
monitored extensively in RCTs for Dravet and Lennox-Gastaut syndromes, and no cases
of pulmonary arterial hypertension (PAH) or clinically significant signs or symptoms of
cardiovascular disease were observed [36,55,56,69]. In addition, none of these cardio-
vascular adverse events were also noted during the open-label extension phase (median
exposure of 23.9 months) in 327 Dravet syndrome patients who were evaluated with serial
echocardiography [92].

6. Future Perspectives and Conclusions

Multiple rigorous RCTs have shown that FFA is highly efficacious against Dravet
syndrome-associated convulsive seizures and, to a lesser degree, against LGS-associated
drop seizures. An international consensus on the management of Dravet syndrome noted
FFA as a possible first-line therapy with moderate to strong consensus among physicians
and caregivers [93]. Both physicians and caregivers rated it as an agent with excellent
tolerability. In addition, it was regarded to cause improved alertness and behavior among
patients. Despite its positive perception among physicians and caregivers, one of the
barriers to its widespread acceptance is fear of cardiovascular adverse effects and the
requirement of echocardiography every six months. Although initial data regarding car-
diovascular toxicity are reassuring, the safety program, such as REMS (Risk Evaluation
and Mitigation Strategy), would help accrue further long-term data and potentially lessen
anxiety among caregivers and physicians.

Although FFA’s role in managing Dravet syndrome-associated seizures is receiving
strong support from physicians and caregivers, its real-world impact in treating LGS-
associated seizures is still unknown. Importantly, there is no standard treatment algorithm
for LGS, and there are seven FDA-approved ASMs [94]. In addition, the efficacy of FFA for
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LGS-associated drop seizures, though comparable to some other FDA-approved ASMs, is
less robust than its efficacy against DS-associated convulsive seizures [95]. In the future,
head-to-head comparative studies of FFA and other ASMs can help rational selection of
specific ASM [96]. Although the underlying rationale behind FFA’s better efficacy in DS
is unclear, GTCS associated with LGS also responded better than other seizure types [69].
Future studies should evaluate response rates of various seizure types. In addition, more
studies are necessary to understand the FFA’s effect on learning, behavior, and overall
quality of life. As available treatments are unlikely to lead to seizure remission in most
patients with LGS, greater benefit in cognitive and behavioral outcomes may justify earlier
use of FFA in the disease course. Finally, the role of FFA in the treatment algorithm may
also be guided by its cost-effectiveness. Weston et al. reported higher cost-effectiveness (or
lower incremental cost-effectiveness ratio) of FFA than cannabidiol in patients with Dravet
syndrome [97]. Similar studies are needed in patients with LGS and other epilepsies.

The potential efficacy of FFA in epilepsies other than Dravet syndrome and LGS is
unknown, although a small case series of other epileptic encephalopathy suggested its
potential utility in other epilepsy syndromes [98,99]. A pilot clinical trial is ongoing to
evaluate FFA’s efficacy in different developmental and epileptic encephalopathies (DEEs)
secondary to SYNGAP1 encephalopathy, STXBP1 encephalopathy with epilepsy, inv-dup
(15) encephalopathy, cortical malformation, and encephalopathy associated with continu-
ous spikes and waves during sleep. Besides assessing seizure efficacy over three months,
other secondary outcomes in cognition and behavior will be evaluated in this study over
12 months. In addition, a phase 2 clinical trial of FFA will enroll patients with refractory
infantile spasms (NCT04289467). These patients will be treated with 0.8 mg/kg/day FFA
for 21 days. Patients with favorable responses will have an option to continue treatment
for up to 6 months. Finally, some genetic epilepsy syndromes, such as Pitt–Hopkins and
Bainbridge–Ropers syndrome, are associated with refractory epilepsy and breath-holding
spells [100]. As FFA was reported to have a positive effect on other nonepileptic parox-
ysmal events, the efficacy of FFA in mitigating both types of paroxysmal episodes can be
investigated in these patients.

The antiseizure activity of FFA has been established in some rodent and Zebrafish
models. However, further research should evaluate FFA’s impact in standard animal
models (amygdala kindling model, absence epilepsy model, post-traumatic model). These
animal studies may lead to a better understanding of which epilepsy syndromes FFA
would be most effective. Similarly, further studies may focus on FFA and its enantiomers’
effect on specific 5-HT receptors. These studies may be helpful if the enantiomer-specific
antiseizure effect of FFA becomes evident. D-enantiomers of either FFA or norFFA are
primarily responsible for adverse effects, such as anorexia and cardiac valvulopathy. If
l-FFA is found to have a significant independent antiseizure impact, a chiral switch with
developing this single enantiomer can be a safer treatment option.

Funding: This research received no external funding.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: Debopam Samanta has performed consulting for Jazz and Zogenix Pharmaceuticals.

References
1. Kwan, P.; Arzimanoglou, A.; Berg, A.T.; Brodie, M.J.; Allen Hauser, W.; Mathern, G.; Moshé, S.L.; Perucca, E.; Wiebe, S.; French, J.

Definition of Drug Resistant Epilepsy: Consensus Proposal by the Ad Hoc Task Force of the ILAE Commission on Therapeutic
Strategies. Epilepsia 2010, 51, 1069–1077. [CrossRef]

2. Munro, J.F.; Seaton, D.A.; Duncan, L.J. Treatment of Refractory Obesity with Fenfluramine. Br. Med. J. 1966, 2, 624–625. [CrossRef]
3. Barceloux, D.G.; Palmer, R.B. (Eds.) Serotoninergic and Mixed Agents. In Medical Toxicology of Drug Abuse: Synthesized Chemicals

and Psychactive Plants; John Wiley and Sons: Hoboken, NJ, USA, 2012; pp. 255–274.
4. Weintraub, M.; Hasday, J.D.; Mushlin, A.I.; Lockwood, D.H. A Double-Blind Clinical Trial in Weight Control. Use of Fenfluramine

and Phentermine Alone and in Combination. Arch. Intern. Med. 1984, 144, 1143–1148. [CrossRef]

http://doi.org/10.1111/j.1528-1167.2009.02397.x
http://doi.org/10.1136/bmj.2.5514.624
http://doi.org/10.1001/archinte.1984.00350180055008


Children 2022, 9, 1159 13 of 16

5. Odi, R.; Invernizzi, R.W.; Gallily, T.; Bialer, M.; Perucca, E. Fenfluramine Repurposing from Weight Loss to Epilepsy: What We Do
and Do Not Know. Pharmacol. Ther. 2021, 226, 107866. [CrossRef]

6. Schoonjans, A.-S.; Lagae, L.; Ceulemans, B. Low-Dose Fenfluramine in the Treatment of Neurologic Disorders: Experience in
Dravet Syndrome. Ther. Adv. Neurol. Disord. 2015, 8, 328–338. [CrossRef] [PubMed]

7. Fishman, A.P. Aminorex to Fen/Phen: An Epidemic Foretold. Circulation 1999, 99, 156–161. [CrossRef] [PubMed]
8. Douglas, J.G.; Munro, J.F.; Kitchin, A.H.; Muir, A.L.; Proudfoot, A.T. Pulmonary Hypertension and Fenfluramine. Br. Med. J. 1981,

283, 881–883. [CrossRef] [PubMed]
9. Brenot, F.; Herve, P.; Petitpretz, P.; Parent, F.; Duroux, P.; Simonneau, G. Primary Pulmonary Hypertension and Fenfluramine Use.

Br. Heart J. 1993, 70, 537–541. [CrossRef] [PubMed]
10. Abenhaim, L.; Moride, Y.; Brenot, F.; Rich, S.; Benichou, J.; Kurz, X.; Higenbottam, T.; Oakley, C.; Wouters, E.; Aubier, M.; et al.

Appetite-Suppressant Drugs and the Risk of Primary Pulmonary Hypertension. International Primary Pulmonary Hypertension
Study Group. N. Engl. J. Med. 1996, 335, 609–616. [CrossRef] [PubMed]

11. Connolly, H.M.; Crary, J.L.; McGoon, M.D.; Hensrud, D.D.; Edwards, B.S.; Edwards, W.D.; Schaff, H.V. Valvular Heart Disease
Associated with Fenfluramine-Phentermine. N. Engl. J. Med. 1997, 337, 581–588. [CrossRef] [PubMed]

12. Fuller, R.W.; Snoddy, H.D.; Robertson, D.W. Mechanisms of Effects of D-Fenfluramine on Brain Serotonin Metabolism in Rats:
Uptake Inhibition versus Release. Pharmacol. Biochem. Behav. 1988, 30, 715–721. [CrossRef]

13. Bonnycastle, D.D.; Giarman, N.J.; Paasonen, M.K. Anticonvulsant Compounds and 5-Hydroxy-Tryptamine in Rat Brain. Br. J.
Pharmacol. Chemother. 1957, 12, 228–231. [CrossRef] [PubMed]

14. Jobe, P.C.; Browning, R.A. The Serotonergic and Noradrenergic Effects of Antidepressant Drugs Are Anticonvulsant, Not
Proconvulsant. Epilepsy Behav. 2005, 7, 602–619. [CrossRef] [PubMed]

15. Hamid, H.; Kanner, A.M. Should Antidepressant Drugs of the Selective Serotonin Reuptake Inhibitor Family Be Tested as
Antiepileptic Drugs? Epilepsy Behav. 2013, 26, 261–265. [CrossRef]

16. Sourbron, J.; Lagae, L. Serotonin Receptors in Epilepsy: Novel Treatment Targets? Epilepsia Open 2022, 7, 231–246. [CrossRef]
17. Sourbron, J.; Smolders, I.; de Witte, P.; Lagae, L. Pharmacological Analysis of the Anti-Epileptic Mechanisms of Fenfluramine in

Scn1a Mutant Zebrafish. Front. Pharmacol. 2017, 8, 191. [CrossRef]
18. Shen, R.-Y.; Andrade, R. 5-Hydroxytryptamine2 Receptor Facilitates GABAergic Neurotransmission in Rat Hippocampus.

J. Pharmacol. Exp. Ther. 1998, 285, 805–812.
19. Gentsch, K.; Heinemann, U.; Schmitz, B.; Behr, J. Fenfluramine Blocks Low-Mg2+-Induced Epileptiform Activity in Rat Entorhinal

Cortex. Epilepsia 2000, 41, 925–928. [CrossRef]
20. Tupal, S.; Faingold, C.L. Fenfluramine, a Serotonin-Releasing Drug, Prevents Seizure-Induced Respiratory Arrest and Is Anticon-

vulsant in the DBA/1 Mouse Model of SUDEP. Epilepsia 2019, 60, 485–494. [CrossRef]
21. Silenieks, L.B.; Carroll, N.K.; Van Niekerk, A.; Van Niekerk, E.; Taylor, C.; Upton, N.; Higgins, G.A. Evaluation of Selective

5-HT(2C) Agonists in Acute Seizure Models. ACS Chem. Neurosci. 2019, 10, 3284–3295. [CrossRef]
22. Dinday, M.T.; Baraban, S.C. Large-Scale Phenotype-Based Antiepileptic Drug Screening in a Zebrafish Model of Dravet Syndrome.

ENeuro 2015, 2. [CrossRef]
23. Zhang, Y.; Kecskés, A.; Copmans, D.; Langlois, M.; Crawford, A.D.; Ceulemans, B.; Lagae, L.; de Witte, P.A.M.; Esguerra, C.V.

Pharmacological Characterization of an Antisense Knockdown Zebrafish Model of Dravet Syndrome: Inhibition of Epileptic
Seizures by the Serotonin Agonist Fenfluramine. PLoS ONE 2015, 10, e0125898. [CrossRef]

24. Tiraboschi, E.; Martina, S.; van der Ent, W.; Grzyb, K.; Gawel, K.; Cordero-Maldonado, M.L.; Poovathingal, S.K.; Heintz, S.;
Satheesh, S.V.; Brattespe, J.; et al. New Insights into the Early Mechanisms of Epileptogenesis in a Zebrafish Model of Dravet
Syndrome. Epilepsia 2020, 61, 549–560. [CrossRef]

25. Li, J.; Copmans, D.; Lagae, L.; de Witte, P.A. Antiepileptic Effect of the Enantiomers of Fenfluramine and Norfenfluramine in
a Dravet Zebrafish Model. In Proceedings of the American Epilepsy Society 2018 Annual Meeting, New Orleans, LA, USA,
30 November–4 December 2018.

26. Vavers, E.; Zvejniece, L.; Maurice, T.; Dambrova, M. Allosteric Modulators of Sigma-1 Receptor: A Review. Front. Pharmacol. 2019,
10, 223. [CrossRef]

27. Rodríguez-Muñoz, M.; Sánchez-Blázquez, P.; Garzón, J. Fenfluramine Diminishes NMDA Receptor-Mediated Seizures via Its
Mixed Activity at Serotonin 5HT2A and Type 1 Sigma Receptors. Oncotarget 2018, 9, 23373–23389. [CrossRef]

28. Martin, P.; de Witte, P.A.M.; Maurice, T.; Gammaitoni, A.; Farfel, G.; Galer, B. Fenfluramine Acts as a Positive Modulator of
Sigma-1 Receptors. Epilepsy Behav. 2020, 105, 106989. [CrossRef]

29. Martin, P.; Reeder, T.; Sourbron, J.; de Witte, P.A.M.; Gammaitoni, A.R.; Galer, B.S. An Emerging Role for Sigma-1 Receptors in the
Treatment of Developmental and Epileptic Encephalopathies. Int. J. Mol. Sci. 2021, 22, 8416. [CrossRef]

30. Martin, P.; Maurice, T.; Gammaitoni, A.; Farfel, G.; Boyd, B.; Galer, B. Fenfluramine Modulates the Anti-Amnesic Effects Induced
by Sigma-1 Receptor Agonists and Neuro(Active)Steroids in Vivo. Epilepsy Behav. 2022, 127, 108526. [CrossRef]

31. Cagnotto, A.; Bastone, A.; Mennini, T. [3H](+)-Pentazocine Binding to Rat Brain Sigma 1 Receptors. Eur. J. Pharmacol. 1994,
266, 131–138. [CrossRef]

32. Cattaneo, S.; Verlengia, G.; Marino, P.; Simonato, M.; Bettegazzi, B. NPY and Gene Therapy for Epilepsy: How, When, . . . and Y.
Front. Mol. Neurosci. 2021, 13, 608001. [CrossRef]

http://doi.org/10.1016/j.pharmthera.2021.107866
http://doi.org/10.1177/1756285615607726
http://www.ncbi.nlm.nih.gov/pubmed/26600876
http://doi.org/10.1161/01.CIR.99.1.156
http://www.ncbi.nlm.nih.gov/pubmed/9884392
http://doi.org/10.1136/bmj.283.6296.881
http://www.ncbi.nlm.nih.gov/pubmed/6793158
http://doi.org/10.1136/hrt.70.6.537
http://www.ncbi.nlm.nih.gov/pubmed/8280518
http://doi.org/10.1056/NEJM199608293350901
http://www.ncbi.nlm.nih.gov/pubmed/8692238
http://doi.org/10.1056/NEJM199708283370901
http://www.ncbi.nlm.nih.gov/pubmed/9271479
http://doi.org/10.1016/0091-3057(88)90089-5
http://doi.org/10.1111/j.1476-5381.1957.tb00125.x
http://www.ncbi.nlm.nih.gov/pubmed/13446378
http://doi.org/10.1016/j.yebeh.2005.07.014
http://www.ncbi.nlm.nih.gov/pubmed/16169281
http://doi.org/10.1016/j.yebeh.2012.10.009
http://doi.org/10.1002/epi4.12580
http://doi.org/10.3389/fphar.2017.00191
http://doi.org/10.1111/j.1528-1157.2000.tb00273.x
http://doi.org/10.1111/epi.14658
http://doi.org/10.1021/acschemneuro.8b00739
http://doi.org/10.1523/ENEURO.0068-15.2015
http://doi.org/10.1371/journal.pone.0125898
http://doi.org/10.1111/epi.16456
http://doi.org/10.3389/fphar.2019.00223
http://doi.org/10.18632/oncotarget.25169
http://doi.org/10.1016/j.yebeh.2020.106989
http://doi.org/10.3390/ijms22168416
http://doi.org/10.1016/j.yebeh.2021.108526
http://doi.org/10.1016/0922-4106(94)90102-3
http://doi.org/10.3389/fnmol.2020.608001


Children 2022, 9, 1159 14 of 16

33. Gammaitoni, A.; Smith, S.; Boyd, B. The Lack of Effect of Food on the Pharmacokinetics of ZX008 (Fenfluramine Oral Solution):
Results of a Single-Dose, Two-Period Crossover Study. Clin. Ther. 2018, 40, 1338–1346. [CrossRef]

34. Haritos, V.S.; Ching, M.S.; Ghabrial, H.; Gross, A.S.; Taavitsainen, P.; Pelkonen, O.; Battaglia, S.E.; Smallwood, R.A.; Ahokas, J.T.
Metabolism of Dexfenfluramine in Human Liver Microsomes and by Recombinant Enzymes: Role of CYP2D6 and 1A2. Pharmaco-
genetics 1998, 8, 423–432. [CrossRef]

35. Boyd, B.; Smith, S.; Gammaitoni, A.; Galer, B.S.; Farfel, G.M. A Phase I, Randomized, Open-Label, Single-Dose, 3-Period Crossover
Study to Evaluate the Drug-Drug Interaction between ZX008 (Fenfluramine HCl Oral Solution) and a Regimen of Stiripentol,
Clobazam, and Valproate in Healthy Subjects. Int. J. Clin. Pharmacol. Ther. 2019, 57, 11–19. [CrossRef]

36. Nabbout, R.; Mistry, A.; Zuberi, S.; Villeneuve, N.; Gil-Nagel, A.; Sanchez-Carpintero, R.; Stephani, U.; Laux, L.; Wirrell, E.;
Knupp, K.; et al. Fenfluramine for Treatment-Resistant Seizures in Patients With Dravet Syndrome Receiving Stiripentol-Inclusive
Regimens: A Randomized Clinical Trial. JAMA Neurol. 2020, 77, 300–308. [CrossRef] [PubMed]

37. Humayun, M.J.; Samanta, D.; Carson, R.P. Clobazam. In StatPearls; StatPearls Publishing: Treasure Island, FL, USA, 2022.
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39. Martin, P.; Czerwiński, M.; Limaye, P.B.; Muranjan, S.; Ogilvie, B.W.; Smith, S.; Boyd, B. In Vitro Evaluation of Fenfluramine and

Norfenfluramine as Victims of Drug Interactions. Pharmacol. Res. Perspect. 2022, 10, e00958. [CrossRef]
40. Schoonjans, A.-S.; Roosens, L.; Dewals, W.; Paelinck, B.P.; Ceulemans, B. Therapeutic Drug Monitoring of Fenfluramine in Clinical

Practice: Pharmacokinetic Variability and Impact of Concomitant Antiseizure Medications. Epilepsia 2022, 63, 686–696. [CrossRef]
41. Von Mühlendahl, K.E.; Krienke, E.G. Fenfluramine Poisoning. Clin. Toxicol. 1979, 14, 97–106. [CrossRef]
42. Campbell, D.B.; Moore, B.W. Fenfluramine Overdosage. Lancet 1969, 2, 1307. [PubMed]
43. White, A.G.; Beckett, A.H.; Brookes, L.G. Fenfluramine Overdosage. Br. Med. J. 1967, 1, 740. [CrossRef]
44. Kintz, P.; Mangin, P. Toxicological Findings after Fatal Fenfluramine Self-Poisoning. Hum. Exp. Toxicol. 1992, 11, 51–52. [CrossRef]

[PubMed]
45. Gastaut, H. Efficacy of fenfluramine for the treatment of compulsive behavior disorders in psychotic children. Presse Med. 1984,

13, 2024–2025. [PubMed]
46. Aicardi, J.; Gastaut, H.; Misès, J. Syncopal Attacks Compulsively Self-Induced by Valsalva’s Maneuver Associated with Typical

Absence Seizures. A Case Report. Arch. Neurol. 1988, 45, 923–925. [CrossRef] [PubMed]
47. Aicardi, J.; Gastaut, H. Treatment of Self-Induced Photosensitive Epilepsy with Fenfluramine. N. Engl. J. Med. 1985, 313, 1419.

[CrossRef]
48. Gastaut, H.; Zifkin, B.G. Antiepileptic Effects of Fenfluramine-Pilot-Study. In Proceedings of the Annals of Neurology, Boston,

MA, USA, 1 October 1987; Volume 22, pp. 414–415.
49. Boel, M.; Casaer, P. Add-on Therapy of Fenfluramine in Intractable Self-Induced Epilepsy. Neuropediatrics 1996, 27, 171–173.

[CrossRef]
50. Casaer, P.; Boel, M. Fenfluramine as a Potential Antiepileptic Drug. Epilepsia 2002, 43, 205–206. [CrossRef]
51. Clemens, B. Dopamine Agonist Treatment of Self-Induced Pattern-Sensitive Epilepsy. A Case Report. Epilepsy Res. 1988,

2, 340–343. [CrossRef]
52. Ceulemans, B.; Boel, M.; Leyssens, K.; Van Rossem, C.; Neels, P.; Jorens, P.G.; Lagae, L. Successful Use of Fenfluramine as an

Add-on Treatment for Dravet Syndrome. Epilepsia 2012, 53, 1131–1139. [CrossRef]
53. Ceulemans, B.; Schoonjans, A.-S.; Marchau, F.; Paelinck, B.P.; Lagae, L. Five-Year Extended Follow-up Status of 10 Patients with

Dravet Syndrome Treated with Fenfluramine. Epilepsia 2016, 57, e129–e134. [CrossRef]
54. Schoonjans, A.; Paelinck, B.P.; Marchau, F.; Gunning, B.; Gammaitoni, A.; Galer, B.S.; Lagae, L.; Ceulemans, B. Low-Dose

Fenfluramine Significantly Reduces Seizure Frequency in Dravet Syndrome: A Prospective Study of a New Cohort of Patients.
Eur. J. Neurol. 2017, 24, 309–314. [CrossRef]

55. Lagae, L.; Sullivan, J.; Knupp, K.; Laux, L.; Polster, T.; Nikanorova, M.; Devinsky, O.; Cross, J.H.; Guerrini, R.; Talwar, D.; et al.
Fenfluramine Hydrochloride for the Treatment of Seizures in Dravet Syndrome: A Randomised, Double-Blind, Placebo-Controlled
Trial. Lancet 2019, 394, 2243–2254. [CrossRef]

56. Sullivan, J.; Lagae, L.; Cross, J.H.; Devinsky, O.; Guerrini, R.; Knupp, K.G.; Laux, L.; Miller, I.; Nikanorova, M.; Polster, T.
Fenfluramine (FINTEPLA) in Dravet Syndrome: Results of a Third Randomized, Placebo-Controlled Clinical Trial (Study 3). Proc.
Am. Epilepsy Soc. 2020.

57. Sullivan, J.; Scheffer, I.E.; Lagae, L.; Nabbout, R.; Pringsheim, M.; Talwar, D.; Polster, T.; Galer, B.; Lock, M.; Agarwal, A.;
et al. Fenfluramine HCl (Fintepla®) Provides Long-Term Clinically Meaningful Reduction in Seizure Frequency: Analysis of an
Ongoing Open-Label Extension Study. Epilepsia 2020, 61, 2396–2404. [CrossRef]

58. Sullivan, J.; Helen Cross, J. Raising the Bar: Fenfluramine Sets New Treatment Standards for Dravet Syndrome. Epilepsy Behav.
2021, 121, 108061. [CrossRef]

59. Sullivan, J.; Specchio, N.; Devinsky, O.; Auvin, S.; Perry, M.S.; Strzelczyk, A.; Gil-Nagel, A.; Dai, D.; Galer, B.S.; Gammaitoni, A.R.
Fenfluramine Significantly Reduces Day-to-Day Seizure Burden by Increasing Number of Seizure-Free Days and Time between
Seizures in Patients with Dravet Syndrome: A Time-to-Event Analysis. Epilepsia 2022, 63, 130–138. [CrossRef]

60. Kodankandath, T.V.; Theodore, D.; Samanta, D. Generalized Tonic-Clonic Seizure. In StatPearls; StatPearls Publishing: Treasure
Island, FL, USA, 2022.

http://doi.org/10.1016/j.clinthera.2018.05.013
http://doi.org/10.1097/00008571-199810000-00007
http://doi.org/10.5414/CP203276
http://doi.org/10.1001/jamaneurol.2019.4113
http://www.ncbi.nlm.nih.gov/pubmed/31790543
http://doi.org/10.1002/prp2.959
http://doi.org/10.1002/prp2.958
http://doi.org/10.1111/epi.17162
http://doi.org/10.3109/15563657909030119
http://www.ncbi.nlm.nih.gov/pubmed/4188016
http://doi.org/10.1136/bmj.1.5542.740
http://doi.org/10.1177/096032719201100108
http://www.ncbi.nlm.nih.gov/pubmed/1354461
http://www.ncbi.nlm.nih.gov/pubmed/6238310
http://doi.org/10.1001/archneur.1988.00520320125029
http://www.ncbi.nlm.nih.gov/pubmed/3134879
http://doi.org/10.1056/NEJM198511283132218
http://doi.org/10.1055/s-2007-973781
http://doi.org/10.1046/j.1528-1157.2002.casa432.x
http://doi.org/10.1016/0920-1211(88)90044-7
http://doi.org/10.1111/j.1528-1167.2012.03495.x
http://doi.org/10.1111/epi.13407
http://doi.org/10.1111/ene.13195
http://doi.org/10.1016/S0140-6736(19)32500-0
http://doi.org/10.1111/epi.16722
http://doi.org/10.1016/j.yebeh.2021.108061
http://doi.org/10.1111/epi.17106


Children 2022, 9, 1159 15 of 16

61. Tupal, S.; Faingold, C.L. Serotonin 5-HT4 Receptors Play a Critical Role in the Action of Fenfluramine to Block Seizure-Induced
Sudden Death in a Mouse Model of SUDEP. Epilepsy Res. 2021, 177, 106777. [CrossRef]

62. Cross, J.H.; Galer, B.S.; Gil-Nagel, A.; Devinsky, O.; Ceulemans, B.; Lagae, L.; Schoonjans, A.-S.; Donner, E.; Wirrell, E.; Kothare, S.;
et al. Impact of Fenfluramine on the Expected SUDEP Mortality Rates in Patients with Dravet Syndrome. Seizure 2021, 93, 154–159.
[CrossRef]

63. Cooper, M.S.; Mcintosh, A.; Crompton, D.E.; McMahon, J.M.; Schneider, A.; Farrell, K.; Ganesan, V.; Gill, D.; Kivity, S.;
Lerman-Sagie, T. Mortality in Dravet Syndrome. Epilepsy Res. 2016, 128, 43–47. [CrossRef]

64. Samanta, D.; Garrity, L.; Arya, R. Refractory and Super-Refractory Status Epilepticus. Indian Pediatrics 2020, 57, 239–253.
[CrossRef]

65. Schoonjans, A.-S.; Ceulemans, B. An Old Drug for a New Indication: Repurposing Fenfluramine From an Anorexigen to an
Antiepileptic Drug. Clin. Pharmacol. Ther. 2019, 106, 929–932. [CrossRef]

66. Specchio, N.; Pietrafusa, N.; Ferretti, A.; Trivisano, M.; Vigevano, F. Successful Use of Fenfluramine in Nonconvulsive Status
Epilepticus of Dravet Syndrome. Epilepsia 2020, 61, 831–833. [CrossRef]

67. Millett, D.; Pach, S. Fenfluramine in the Successful Treatment of Super-Refractory Status Epilepticus in a Patient with Dravet
Syndrome. Epilepsy Behav. Rep. 2021, 16, 100461. [CrossRef]

68. Lagae, L.; Schoonjans, A.-S.; Gammaitoni, A.R.; Galer, B.S.; Ceulemans, B. A Pilot, Open-Label Study of the Effectiveness and
Tolerability of Low-Dose ZX008 (Fenfluramine HCl) in Lennox-Gastaut Syndrome. Epilepsia 2018, 59, 1881–1888. [CrossRef]

69. Knupp, K.G.; Scheffer, I.E.; Ceulemans, B.; Sullivan, J.E.; Nickels, K.C.; Lagae, L.; Guerrini, R.; Zuberi, S.M.; Nabbout, R.;
Riney, K.; et al. Efficacy and Safety of Fenfluramine for the Treatment of Seizures Associated With Lennox-Gastaut Syndrome: A
Randomized Clinical Trial. JAMA Neurol. 2022, 79, 554–564. [CrossRef]

70. Knupp, K.; Scheffer, I.; Ceulemans, B.; Sullivan, J.; Nickels, K.; Lagae, L.; Guerrini, R.; Zuberi, S.M.; Nabbout, R.; Riney, K. Interim
Analysis of Long-Term Safety and Efficacy of FINTEPLA (Fenfluramine) in Patients with Lennox-Gastaut Syndrome (S13. 010); AAN
Enterprises: Minneapolis, MI, USA, 2022; ISBN 0028-3878.

71. Geenen, K.R.; Doshi, S.P.; Patel, S.; Sourbron, J.; Falk, A.; Morgan, A.; Vu, U.; Bruno, P.L.; Thiele, E.A. Fenfluramine for Seizures
Associated with Sunflower Syndrome. Dev. Med. Child. Neurol. 2021, 63, 1427–1432. [CrossRef] [PubMed]

72. Devinsky, O.; King, L.; Schwartz, D.; Conway, E.; Price, D. Effect of Fenfluramine on Convulsive Seizures in CDKL5 Deficiency
Disorder. Epilepsia 2021, 62, e98–e102. [CrossRef]

73. Aeby, A.; Sculier, C.; Bouza, A.A.; Askar, B.; Lederer, D.; Schoonjans, A.-S.; Vander Ghinst, M.; Ceulemans, B.; Offord, J.;
Lopez-Santiago, L.F.; et al. SCN1B-Linked Early Infantile Developmental and Epileptic Encephalopathy. Ann. Clin. Transl. Neurol.
2019, 6, 2354–2367. [CrossRef]

74. Bishop, K.I.; Isquith, P.K.; Gioia, G.A.; Gammaitoni, A.R.; Farfel, G.; Galer, B.S.; Nabbout, R.; Wirrell, E.C.; Polster, T.; Sullivan, J.
Improved Everyday Executive Functioning Following Profound Reduction in Seizure Frequency with Fenfluramine: Analysis
from a Phase 3 Long-Term Extension Study in Children/Young Adults with Dravet Syndrome. Epilepsy Behav. 2021, 121, 108024.
[CrossRef]

75. Rothman, R.B.; Baumann, M.H. Appetite Suppressants, Cardiac Valve Disease and Combination Pharmacotherapy. Am. J. Ther.
2009, 16, 354–364. [CrossRef]

76. Vickers, S.P.; Dourish, C.T.; Kennett, G.A. Evidence That Hypophagia Induced by D-Fenfluramine and d-Norfenfluramine in the
Rat Is Mediated by 5-HT2C Receptors. Neuropharmacology 2001, 41, 200–209. [CrossRef]

77. Grignaschi, G.; Sironi, F.; Samanin, R. The 5-HT1B Receptor Mediates the Effect of d-Fenfluramine on Eating Caused by
Intra-Hypothalamic Injection of Neuropeptide Y. Eur. J. Pharmacol. 1995, 274, 221–224. [CrossRef]

78. Gil-Nagel, A.; Sullivan, J.; Ceulemans, B.; Wirrell, E.; Devinsky, O.; Nabbout, R.; Knupp, K.G.; Scott Perry, M.; Polster, T.; Davis, R.;
et al. Treatment with Fenfluramine in Patients with Dravet Syndrome Has No Long-Term Effects on Weight and Growth. Epilepsy
Behav 2021, 122, 108212. [CrossRef] [PubMed]

79. Rajamani, S.; Studenik, C.; Lemmens-Gruber, R.; Heistracher, P. Cardiotoxic Effects of Fenfluramine Hydrochloride on Isolated
Cardiac Preparations and Ventricular Myocytes of Guinea-Pigs. Br. J. Pharmacol. 2000, 129, 843–852. [CrossRef] [PubMed]

80. Goldberg, E.; Grau, J.B.; Fortier, J.H.; Salvati, E.; Levy, R.J.; Ferrari, G. Serotonin and Catecholamines in the Development and
Progression of Heart Valve Diseases. Cardiovasc. Res. 2017, 113, 849–857. [CrossRef]

81. Ayme-Dietrich, E.; Lawson, R.; Da-Silva, S.; Mazzucotelli, J.P.; Monassier, L. Serotonin Contribution to Cardiac Valve Degeneration:
New Insights for Novel Therapies? Pharmacol. Res. 2019, 140, 33–42. [CrossRef]

82. Fitzgerald, L.W.; Burn, T.C.; Brown, B.S.; Patterson, J.P.; Corjay, M.H.; Valentine, P.A.; Sun, J.H.; Link, J.R.; Abbaszade, I.;
Hollis, J.M.; et al. Possible Role of Valvular Serotonin 5-HT2B Receptors in the Cardiopathy Associated with Fenfluramine. Mol.
Pharmacol. 2000, 57, 75–81.

83. Valodia, P.; Syce, J.A. The Effect of Fenfluramine on the Pulmonary Disposition of 5-Hydroxytryptamine in the Isolated Perfused
Rat Lung: A Comparison with Chlorphentermine. J. Pharm. Pharmacol. 2000, 52, 53–58. [CrossRef]

84. Rajamannan, N.M. Fenfluramine-Phentermine Is Associated with an Increase in Cellular Proliferation Ex Vivo and In Vitro.
J. Heart Valve Dis. 2017, 26, 467–471.

85. Kimmel, S.E.; Keane, M.G.; Crary, J.L.; Jones, J.; Kinman, J.L.; Beare, J.; Sammel, M.; Sutton, M.S.; Strom, B.L. Detailed Examination
of Fenfluramine-Phentermine Users with Valve Abnormalities Identified in Fargo, North Dakota. Am. J. Cardiol. 1999, 84, 304–308.
[CrossRef]

http://doi.org/10.1016/j.eplepsyres.2021.106777
http://doi.org/10.1016/j.seizure.2021.10.024
http://doi.org/10.1016/j.eplepsyres.2016.10.006
http://doi.org/10.1007/s13312-020-1759-0
http://doi.org/10.1002/cpt.1469
http://doi.org/10.1111/epi.16474
http://doi.org/10.1016/j.ebr.2021.100461
http://doi.org/10.1111/epi.14540
http://doi.org/10.1001/jamaneurol.2022.0829
http://doi.org/10.1111/dmcn.14965
http://www.ncbi.nlm.nih.gov/pubmed/34216017
http://doi.org/10.1111/epi.16923
http://doi.org/10.1002/acn3.50921
http://doi.org/10.1016/j.yebeh.2021.108024
http://doi.org/10.1097/MJT.0b013e31817fde95
http://doi.org/10.1016/S0028-3908(01)00063-6
http://doi.org/10.1016/0014-2999(94)00766-Z
http://doi.org/10.1016/j.yebeh.2021.108212
http://www.ncbi.nlm.nih.gov/pubmed/34352670
http://doi.org/10.1038/sj.bjp.0703118
http://www.ncbi.nlm.nih.gov/pubmed/10696080
http://doi.org/10.1093/cvr/cvx092
http://doi.org/10.1016/j.phrs.2018.09.009
http://doi.org/10.1211/0022357001773689
http://doi.org/10.1016/S0002-9149(99)00281-7


Children 2022, 9, 1159 16 of 16

86. Hopkins, P.N.; Polukoff, G.I. Risk of Valvular Heart Disease Associated with Use of Fenfluramine. BMC Cardiovasc. Disord. 2003,
3, 5. [CrossRef]

87. Li, R.; Serdula, M.K.; Williamson, D.F.; Bowman, B.A.; Graham, D.J.; Green, L. Dose-Effect of Fenfluramine Use on the Severity
of Valvular Heart Disease among Fen-Phen Patients with Valvulopathy. Int. J. Obes. Relat. Metab. Disord. 1999, 23, 926–928.
[CrossRef]

88. Dahl, C.F.; Allen, M.R.; Urie, P.M.; Hopkins, P.N. Valvular Regurgitation and Surgery Associated with Fenfluramine Use: An
Analysis of 5743 Individuals. BMC Med. 2008, 6, 34. [CrossRef]

89. Jick, H.; Vasilakis, C.; Weinrauch, L.A.; Meier, C.R.; Jick, S.S.; Derby, L.E. A Population-Based Study of Appetite-Suppressant
Drugs and the Risk of Cardiac-Valve Regurgitation. N. Engl. J. Med. 1998, 339, 719–724. [CrossRef]

90. Adnot, S.; Houssaini, A.; Abid, S.; Marcos, E.; Amsellem, V. Serotonin Transporter and Serotonin Receptors. Handb. Exp. Pharmacol.
2013, 218, 365–380. [CrossRef]

91. Archer, S.L.; Djaballah, K.; Humbert, M.; Weir, K.E.; Fartoukh, M.; Dall’ava-Santucci, J.; Mercier, J.C.; Simonneau, G.; Dinh-Xuan,
A.T. Nitric Oxide Deficiency in Fenfluramine-and Dexfenfluramine-Induced Pulmonary Hypertension. Am. J. Respir. Crit. Care
Med. 1998, 158, 1061–1067. [CrossRef]

92. Agarwal, A.; Farfel, G.M.; Gammaitoni, A.R.; Wong, P.C.; Pinto, F.J.; Galer, B.S. Long-Term Cardiovascular Safety of Fenfluramine
in Patients with Dravet Syndrome Treated for up to 3 Years: Findings from Serial Echocardiographic Assessments. Eur. J. Paediatr.
Neurol. 2022, 39, 35–39. [CrossRef]

93. Wirrell, E.C.; Hood, V.; Knupp, K.G.; Meskis, M.A.; Nabbout, R.; Scheffer, I.E.; Wilmshurst, J.; Sullivan, J. International Consensus
on Diagnosis and Management of Dravet Syndrome. Epilepsia 2022, 63, 1761–1777. [CrossRef]

94. Samanta, D. Management of Lennox-Gastaut Syndrome beyond Childhood: A Comprehensive Review. Epilepsy Behav. 2021,
114, 107612. [CrossRef]

95. Samanta, D. Changing Landscape of Dravet Syndrome Management: An Overview. Neuropediatrics 2020, 51, 135–145. [CrossRef]
96. Samanta, D. Cannabidiol: A Review of Clinical Efficacy and Safety in Epilepsy. Pediatric Neurol. 2019, 96, 24–29. [CrossRef]
97. Weston, G. Add-on Fenfluramine Cost Effective in Patients with Dravet Syndrome in the UK. Pharm. Outcomes News 2021,

880, 2–12.
98. Samanta, D. Epilepsy in Angelman Syndrome: A Scoping Review. Brain Dev. 2021, 43, 32–44. [CrossRef] [PubMed]
99. Sharp, G.B.; Samanta, D.; Willis, E. Options for Pharmacoresistant Epilepsy in Children: When Medications Don’t Work. Pediatric

Ann. 2015, 44, e43–e48. [CrossRef] [PubMed]
100. Khan, T.R.; Dolce, A.; Goodspeed, K. A Case of Bainbridge-Ropers Syndrome with Breath Holding Spells and Intractable Epilepsy:

Challenges in Diagnosis and Management. BMC Neurol. 2022, 22, 60. [CrossRef]

http://doi.org/10.1186/1471-2261-3-5
http://doi.org/10.1038/sj.ijo.0801020
http://doi.org/10.1186/1741-7015-6-34
http://doi.org/10.1056/NEJM199809103391102
http://doi.org/10.1007/978-3-642-38664-0_15
http://doi.org/10.1164/ajrccm.158.4.9802113
http://doi.org/10.1016/j.ejpn.2022.05.006
http://doi.org/10.1111/epi.17274
http://doi.org/10.1016/j.yebeh.2020.107612
http://doi.org/10.1055/s-0040-1701694
http://doi.org/10.1016/j.pediatrneurol.2019.03.014
http://doi.org/10.1016/j.braindev.2020.08.014
http://www.ncbi.nlm.nih.gov/pubmed/32893075
http://doi.org/10.3928/00904481-20150203-11
http://www.ncbi.nlm.nih.gov/pubmed/25658218
http://doi.org/10.1186/s12883-022-02573-w

	Introduction 
	The Popularity of Fenfluramine as an Appetite Suppressant 
	Fenfluramine’s Downfall as an Appetite Suppressant 
	The Reemergence of Fenfluramine as an Antiseizure Medication 

	The Mechanisms of the Antiseizure Effect of Fenfluramine 
	Fenfluramine Clinical Pharmacology 
	Clinical Use of FFA in Epilepsy 
	Earlier Observational Studies 
	Dravet Syndrome Observational Studies 
	Dravet Syndrome Randomized Controlled Trials RCTs 
	Sudden Unexpected Death in Epilepsy (SUDEP) 
	Status Epilepticus (SE) 
	LGS Open-Label Study 
	LGS RCT 
	Other Epilepsy Syndromes 
	Early Epileptic Encephalopathy (EE) and Developmental and Epileptic Encephalopathy (DEE) 
	Non-Seizure Outcomes 

	Adverse Effects 
	Future Perspectives and Conclusions 
	References

