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The child who has just had a seizure but now
appears well is a common clinical problem in the
emergency department. Most of these children do
well, but the potential for a life-threatening illness
to be present is substantial. The lecturer will
examine the literature to determine the most cost-
effective approach to seizures in children based on
age and clinical presentation.

•  Discuss the differential diagnosis of febrile,
nonfebrile, and neonatal seizures.

•  Describe a cost-effective approach to the
management of seizures in children.
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Course Description:

The child who has just had a seizure but now appears well is a common clinical problem  in the
emergency department. Most of these children do well, but the potential for a life-threatening
ilhless to be present is substantial. The lecturer will examine the literature to determine the most
cost-effective approach to seizures in children based on age and clinical presentation.

l Discuss the differential diagnosis of febrile, nonfebrile, and neonatal seizures.
l Describe a cost-effective approach to the management of seizures in children.



Seizures in Childhood

Brent R. King, M.D.

The University of Texas Houston
Medical School

Objectives

+ Discuss the classifkation of febrile seizures

+ Diagnostic approach to children with non-
febrile seimres

l Approach to the child with status
epilepticus

Neonatal Seizures

l Classification

+ Diagnostic evaluation

. Treatment

+ “The  Bottom Line”



Neonatal Seizures - Classification

. Subtle

. ChK
. Foca,
. Mutifoca,

+ Tonic
. Focal
. Gencrdized

Neonatal Seizures - Subtle

+ Not clearly Clonic. Tonic, Myoclonic
. Subtle movements

. e.g. =yc blinking, tongue  ammts
+ Repetitive motions of hands or feet

l May OI may not have EEG abnormali
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Neonatal Seizures - Clonic

Neonatal Seizures - Clonic

+ Whether the se&u-e is focal or multifocal
the abnomoli~  is usually  focal.

+ BUT focal events in newborns can be
caused by generalized processes (e.g.
metabolic abnomalities)

Neonatal Seizures - Tonic (Focal)

+ Posturing of a limb

l Asymmetric posturing of the head, neck, or
trunk

l Often have associated EEG abnormalities



+ May resemble dcconicatc or dccerebrate

+ EEG abnormalities not consistently seen
. May  be posturiq

Neonatal Seizures - Myoclonic

( F o c a l )  -
l Fle⌧or  muscles of one extremity (usually

UPPer)
l 3 of 4 1 patients s!xdied had an associated

EEG abnormality



Neonatal Seizures Myoclonic
(Multifocal)

+ Asynchronous twitching of several parts of
the body

l none of 5 infants studied had EEG
abnormalities

+ Often associated with abnormal EEG

Benign Myoclonus

+ Associated with sleep

+ Seen in normal newborns

l Rcsolvcs by six months  of age

+ No EEG abnormalities



+ Distinct types of seizures

+ Not like those seen in alder children

l Nat consistently associated with EEO



+ Consider consultation prior to treatment of+ Consider consultation prior to treatment of
patients not is statuspatients not is status



The Bottom Line(s)

+ Babies make a lot of “funny’~  movemenrc

Febrile Seizures

+ Definitions

l Diagnostic evaluation

+ The “Bottom Line”
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Febrile Seizure - Types

Di&nostic  Evaluation
l CBC, lytes, calcium, BUN, creatinine. etc.

* Not  Wamntcd

l Neumimaging

. Nolwarmtsd

l Dextrostick should be routine



Complex Febrile Seizure - LP?

+ Bacterial meningitis is more common

+ Older children usually have suspicious

l Younger patients are often candidates
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l Diwnm work-up is very rarely ,,ceded

+ Cmplex  febnle seizures are more likely to

--,,Jnatremic Seizures

. Confmation and Management

Sodium Will be Done in an
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+ Rapid Serum sodium (“Supergas”)

l If “supergas”  is not available Consider

l Once Dx is known - IOcc/Kg  3% saline
. Caution  should  bc used
. Rapid  e.mcction ia associa(cd  ,.,iti osmotic

demyslination  syndroms

Febrile Seizure
l How much work-up should be done in the

l Lytes, Calcium, Magnesium, etc.
* “ny u”lik.dy  to Lx sibnormal in children  who

arc non-tonic and net in amu

+ Dextrostick  Cheap and simple Do it

+ Consider Causes (e.g. Totins)
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Treatment?
l Definition of epilepsy is at least two non-

febrile seizures without B CBUS~

+ Most neumlogists  do not treat fmt seizures

+ Discharge instructions are important
. swimming
. Bathing
f Other activities
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+ Diagnostic work-up is usual
children who have brief seizures and who
recover completely in the ED with no
persrstent abnormalities

+ Presumptive treatment only ofrer

l Discharge instructions are very important

to go to sleep!“- Pallid Breath
Holding Spells

+ Cm look Like seizures

l Patients are usually young  children
* Moat casea  start  before 18 me&s
* Step by 3 or 4 yeara  of age

+ Minor n”xi”“s stimulus

+ Child becomes quiet
* Pallor and/or  diapherssis may be no,ez,

l Pulse is slow and may appear “weak”

+ An apparent “post-icW phase
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reath Holding Spells -

+ Not pnmary  secures

+ Possibly an exaggerated vagal  discharge

* Brisfp&dr of aysto,e

l Movements are related to cereora ~nox~a

Natural Histoty
l Rarely if ever serious

l Half of affected children have stopped by
age 4

+ Almost all have stopped by school age

+ Differential diagnosis includes Prolonged
QT Syndrome

The Bottom Line(s)
l Probable cawe of many “seizures” related

to minor head trauma

+ Benign condition

l Think of prolonged QT
* Esp in older chit&a
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Status Epilepticus

+ Definition

. Treatment Options

Status Epilepticus - Definition

+ A. Sekure  lasting longer than 30 mins

l B. Intermittent seizures for>30 mins
without a lucid interval

+ C. (Practical) Almost any child who arrives

Status Epilepticus -Types

l Non Conwlsive Status  (e.g. absence)
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Status Epilepticus - hitid
Treatment

. Identify and address treatable causes
. Glvcose
* Trauma
. Etc.

+ ABC’s

Treatment of Status - First Line
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cond
Line Agents Ii

+ Fosphenytain  20 mgPEkg  LV. or1.M.

l Or Phenytoin 20 mgikg  LV
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+ pentobarbital  coma

l midazalam continuous infusion
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Status Epilepticus - The Bottom
Line(s)

. Start with benms

+ Then go to fosphenytain  or phcnytoin

l Consider treatable causes

. Protect the airway

. Newer age”~ (e.g. IV valproate)  may have
a role
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