Seizure Management

I. Primary stabilization


A. Airway



1. Positioning, suctioning if necessary; do not induce trauma and bleeding by forcefully inserting 




hard objects (a soft device can be inserted if the child relaxes enough to permit it). At the least, 




assure that the nose is clear.



2. Intubation is usually not needed immediately for seizure management, though it may become 




necessary if multiple anticonvulsants are used or the seizure is prolonged.


B. Oxygenation



1. Always administer oxygen: status epilepticus markedly increases brain oxygen consumption, so 




100% saturation is recommended.



2. Pulse oximetry is mandatory.


C. Assisted ventilation with BVM may be considered if the child's respiratory drive is marginal.


D. Assess cardiac output; support if necessary (usually not a problem).

II. Immediate seizure control


A. Obtain immediate labs (many of these can be done heelstick if the child does not have an IV which will 



permit blood drawing).



1. Blood glucose should be done at bedside; do not wait for this result to come back from the lab!



2. Lytes, calcium, magnesium, and a blood gas should also be done stat. Blood culture and CBC are 




also desirable if fever or other signs of infection are present. Serum for possible tox studies (or blood




co-oximetry for carbon monoxide detection) may also be indicated. In addition, anticonvulsant levels 




should be done if possible if the child is on therapy for a known seizure .


B. Control the seizure.



1. If the seizure appears to be a result of hypoglycemia, place an IV or IO needle and give glucose stat.




(IM glucagon is a second-best option). 



2. If hypoglycemia does not appear to explain the seizure, administer anticonvulsants while the 




remainder of the labs are pending.




a. IV administration of anticonvulsants is always preferred if an IV is already in place.




b. The IM route is probably best if IV access is not immediately available. 





1). Versed can be administered IM in a dose of 0.2 mg/kg up to a maximum of 7 mg. It is rapidly 






absorbed and should control the seizure within 10 minutes or so. Fosphenytoin can also be 






given IM, as can phenobarbital, though the latter two are slower to take effect than Versed. 






Ideally, both Versed and a longer-acting (but slower onset) agent should be used. 





2). Rectal Valium or lorazepam can also be given but are likely to be slower if tubing and 






lubricant are not immediately available. Rectal therapy is also less reliable if the child stools. 






However, parents will continue to prefer this route over IM for home use.





3). Nasal Versed can be used as well, but this route is less certain than IM if the child has 






secretions and requires suctioning.





4). The IO route can be used, but most practitioners are hesitant to place an IO needle if the






child is not in shock and is unlikely to need an IO needle once his seizure has stopped.


C. Further caveats about anticonvulsant therapy



1. Note that Versed is desirable for acute seizure control, since its onset is rapid. However, it is short-acting, 




and a child who receives Versed alone may well have recurrent seizures when its effect has dissipated. 




Repeated Versed doses may result in the need to intubate a child who otherwise would have breathed 




adequately. For these reasons, it is recommended that both a benzodiazepine and an agent such as 




fosphenytoin or phenobarbital be given for immediate seizure control.


2. If the child has already been on the longer-acting agent at home, some practitioners will 




hesitate to re-load the drug until blood levels have been obtained. 




a. Since children tolerate high phenobarbital levels rather well, re-loading a child who turns 





out to have a therapeutic level is not usually a serious risk. 




b. If the child has been on Dilantin and reportedly has been taking it faithfully, loading with 





fosphenytoin may be undesirable. However, barring other contraindications, such a child 





could be safely loaded with phenobarbital.



3. Note that paralytic agents are not anticonvulsants: the child who has been paralyzed for 




intubation may well be in electrical status and is at risk for CNS injury if he is not also given 




anticonvulsant therapy.


D. If the child's respiratory drive becomes inadequate as a result of sustained seizures, primary CNS pathology



which has caused both seizures and failure of respiratory drive, or the effects of anticonvulsant therapy, 



arrange intubation and ongoing ventilation. Consider ICP in choosing rapid sequence meds. 

III. Diagnostics


A. In a child with a known seizure disorder who is receiving chronic anticonvulsant therapy, primary 



focus is often placed on getting anticonvulsant levels in order to assure that they are therapeutic. 



While non-compliance with therapy does explain many of these children's acute break-through 



seizures, other possible causes should also be at least considered: the febrile epileptic may be 



convulsing because fever lowers his seizure threshold, but he could also have meningitis...


B. In a child who presents with his first seizure, care must be taken to rule out other causes of seizures 



before labeling the child as epileptic. 



1. Physical exam




a. Routine cardiopulmonary exam 




b. Head assessment for signs of trauma (including subtle edema or bruising which might be 





obscured by hair)




c. Exam of pupils, gaze, and fundi




d. Assessment for stiff neck




e. Assessment for bruises, petechiae, vesicles




f. Check for unusual breath odor




g. Careful neurological exam with attention to assessment for focal signs



2. Studies which should be considered include:




a. Head CT




b. Spinal tap if fever or other signs of infection are present




c. Viral studies if there is reason to be concerned about herpes or other viral encephalitis




d. Urine tox screen




e. Trial of pyridoxine




f. Metabolic work-up (including blood for LFTs, ammonia, lactate, carnitine, and amino acids as 





well as urine for metabolic screen) if the child's age and presentation suggest a congenital 





metabolic disorder or Reye syndrome is thought possible




g. Accurate blood pressure determination if this has not been done (R/O hypertensive 





encephalopathy)

IV. Additional therapeutic measures


A. Antibiotic and/or acyclovir administration if infection is felt to be likely


B. Fever control (seizure threshold is reduced in the event of fever)


C. Additional anticonvulsants may be required if the initial doses fail to control the seizures. 



Consultation with a pediatric neurologist and transfer to a pediatric facility are usually desirable 



if multiple anticonvulsants are required.

