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Febrile Seizures (FS)1 

 Related to febrile illness (URTI or GI most common), 
not CNS infection 

 Usually occurs after 6 months of age & before 5 years  

 Average age of onset is around 18 months 

 Unknown cause, more prevalent with family hx of FS 

 Most common neurological condition for children (4%) 

 Temperature usually over 38.8°C (101.8°F) 

 Occurs with temp rise rather than from prolonged      
elevation of temp 

 Most short in duration & stop before child reaches ED 

 Antipyretics offer symptom relief, but ineffective in 
preventing FS 

 Tepid sponge baths not recommended to ↓temp: 
cause shivering which ↑metabolic output, ↑FiO2 
needs & ↑discomfort 

 FS are benign: several large studies show no difference 
in intelligence, behaviour or academic performance 

Convulsive Status Epilepticus (CSE)2,3 

 Continuous seizure activity with loss of conscious-
ness lasting >30 mins or 2+ discrete seizures   
without return to baseline neurological status 

 After 30-60 mins: clinical signs of seizures can         
disappear, but brain still seizing. This can cause           
neuronal damage & for every minute seizure is not   
treated, 5% ↑seizure will last 1 hour or more 

Acute CSE Management2 

a) ABC’s  

b) Stopping seizure & prevent recurrence 

c) Diagnosis & initial therapy of life-threatening   
causes of CSE (i.e.) hypoglycemia, meningitis 

d) Arrangement of referrals 

e) Managing refractory seizures  

Refractory Seizures2 

 CSE unresponsive to 2 different medications (i.e.) benzo 
& phenytoin, considered to be refractory 

 26-45% of children with CSE will seize over 1H & are 
unlikely to respond to other 2nd line anticonvulsants 

 Escalation in therapy will be needed for refractory      
seizures & initiation of Midazolam infusion should be 
considered within 20 min to 30 min of starting CSE    
algorithm 

 

CPS Algorithm2,3 

                              1st Line Medications                                                          
Benzodiazepines 

 IV Lorezapam more effective than Diazepam or 
Phenytoin (Dilantin) 

 Lorezapam causes less respiratory depression 

 If used within first 20 min of seizure, termination 
rate can be as high as 70-85% 

 Repeat doses much less effective than first dose
(17% versus 85%) 

 If child has no IV, second dose of a benzo should 
be given via buccal, intranasal, rectal, IO or IM      

**Note: 2+ benzos can cause resp. depression** 

                            2nd Line Medications                                                   
Anti-Convulsants & Barbiturates  

 Usually give Phenytoin over Phenobarbital as it 
causes less respiratory depression or altered LOC 

 Phenytoin shown to control 60-80% of seizures 
with 20 mg/kg/dose 

 Phenytoin must be given in NS as it precipitates 
with glucose; monitor IV site closely as it can 
cause ++ tissue damage if it goes interstitial 
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Postictal Period1 

 Postictal is period of time after seizure & is often varied 

 Children may be: drowsy, uncoordinated, have transi-

ent aphasia or confusion, sensory or motor impairment 

 Nurses should document neurological changes            

describing areas of weakness, hypotonia or inactivity as 

this can help pinpoint epileptogenic focus in cortical  

region  

Drug & Route Dose Repeat Dose Risks 

Lorazepam 
IM, IV, PR, Buccal 

0.1 mg/kg, Max: 4 mg Every 5 min x 2  Hypotension, respiratory depression, 
sedation 

Midazolam 
IM, IV, Buccal, Intra-Nasal 

0.5 mg/kg Buccal 
0.2 mg/kg Intra-nasal 

0.2 mg/kg IM 
0.1 mg/kg IV 

Every 5 min x 2 Hypotension, respiratory depression, 
sedation 

Diazepam 
IM, IV, PR 

0.3 mg/kg IV  
(Max: 5 mg IV (<5 years): 10 mg IV  (>5 years) 

0.5 mg/kg PR (Max: 20 mg) 

Every 5 min x 2 Hypotension, respiratory depression, 
sedation 

Phenytoin 
IV only 

20 mg/kg (Max: 1000 mg) 
Give in NS only!! 

Infuse over 20mins 
in NS 

Hypotension, bradycardia, arrhythmia 

Phenobarbital 
SC, IM, IV 

20 mg/kg (Max: 1000 mg) Infuse over 20 mins 
in NS or D5W 

Respiratory depression, hypotension, 
sedation 
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