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The “sacred disease” 

Epilepsy comes from the 
ancient Greek verb 
epilambanein, “to be seized, 
overwhelmed by surprise” 
 
UK laws which permitted 
the annulment of a marriage 
on the grounds of epilepsy 
were not amended until 
1971 (WHO) 
 
Hippocrates: “The alleged 
divine character is only a 
shelter for ignorance and 
fraudulent practices” 
 
 
 
  
 
 
 



Definitions 
• Seizure: “the clinical expression of abnormal, 

excessive, synchronous discharges of neurons 
residing primarily in the cerebral cortex” 

• Convulsion: “a seizure with prominent 
alterations of motor activity” 

• Epilepsy, or seizure disorder: “a condition of 
susceptibility to recurrent seizures” 

 

Textbook of Pediatric Emergency Medicine, 7e 



International League Against Epilepsy, 2014 







Seizures 

• increased oxygen and glucose consumption (a child’s basal 
metabolic rate is double that of an adult’s) 

• increased carbon dioxide and lactic acid production 
 

 
 
 
 

• Unchecked, can lead to hypoxia and respiratory acidosis, while 
prolonged skeletal muscle activity can cause metabolic acidosis, 
rhabdomyolysis, hyperkalaemia 

• The longer untreated, the more difficult to stop (neuronal damage 
after approx 30 mins) 
 



Emergency management 

 

Airway – give oxygen, if no 
trauma, on side to stop 
pooling of secretions 

Breathing - ?aspiration 

Circulation – attempt IV 
access 

DEFG - Check blood sugar, 
check temp and for rashes 

 

Correct hypoglycaemia – can 
try hypostop to buccal 
mucosa if in an area where 
no/difficult IV access 

 

If outside hospital, get help, 
call an ambulance 
 

 

 



If fitting >5mins, or length of seizure unknown, and 1 or no 
previous benzodiazepines, IV Lorazepam 0.1mg/kg (max 4mg) 

Buccal midazolam doses (see training video in resources)  
• Neonate 300 microgram as a single dose Child 1-6 months 300 

micrograms/kg (max 2.5mg), repeated once if necessary  
• Child 6 months–1 year 2.5mg, repeated once if necessary 
• Child 1-5 years 5mg, repeated once if necessary  
• Child 5-10 years 7.5mg, repeated once if necessary  
• Child 10-18 years 10mg, repeated once if necessary  
 
Diazepam rectal doses (squeeze the cheeks!) 
• Neonate 1.25-2.5mg repeated after 5minutes if necessary  
• Child 1 month–2 years 5mg repeated after 5 minutes if necessary 
• Child 2–12 years 5-10mg repeated after 5 minutes if necessary 
• Child 12–18 years 10mg repeated after 5 minutes if necessary  

 
 



Wet flag 

• Weight 

• Energy 

• Tube 

• Fluids 

• Lorazepam 

• Adrenaline 

• Glucose 





EcLiPSE 

Phenytoin an old drug 
(invented 1908, used for 
seizures from 1936) 

Infusions have risk of 
hypotension, arrhythmias, 
extravasation injies, slow 
to give 

Keppra can be given more 
quickly, fewer SEs 

 

Trial is using delayed 
consent to enroll patients 







Assessment - examination 
Ask the parents if they filmed the 
episode with a smartphone (and if 
not, gently suggest they do so if any 
subsequent seizure) 

 

Post ictal child, initial examination 
will be limited – they must wait in 
dept (or be referred on to paeds) to 
ensure they wake up and can be 
fully assessed 

 

Full cardioresp, abdominal exam 
(and ENT, exposure for rashes if 
fever); exposure to look for 
neurocutaneous syndromes 

 

Full neurological exam (upper and 
lower limbs, CN, PERL, fundoscopy 
to ensure no focal lesion -> SOL)  



Child with diagnosis of 
epilepsy 

Get patient’s weight and 
calculate exact dose per/kg 
they’re getting – 
outgrowing dose common 
cause of seizures 
 

Children with complex 
needs – will often have 
complex regimens so 
always discuss with 
paediatrics and have low 
threshold to admit for 
observation (could they 
have aspirated?) 



Minimum investigations 

• ECG, looking for 
arhythymia, prolonged 
QT 

• Electrolytes (Na, K+, Ca, 
Mg) – all but Mg can be 
gained from a blood gas 

 

In well child, with normal 
examination, blood gas, 
ECG, with no focal signs or 
focal seizure, can be 
discharged pending clinic 
f/u and +/- EEG. 

?head scans 







Disposition 
If sending the child home, must 
provide 

 

Education:  

• What is a seizure?  

Approx 10% of the UK population 
will have at least one seizure at 
some point in their life.  

After a first unprovoked epileptic 
seizure, 30-50% will recur.  

First afebrile seizure does not mean 
a diagnosis of epilepsy 

 

o Safety advice 
o First aid for subsequent seizures  

 

“How long should I wait to call an 
ambulance, doc?” 



A febrile seizure (FS) is “an event in infancy or childhood usually occurring between 6 months and 
5 years of age, associated with fever but without evidence of intracranial infection or defined 
cause for seizure.” (National Institute of Health).  

  A simple febrile seizure is characterised by generalised tonic-clonic activity without focal 
features, of less than 10 mins duration, without a recurrence in the subsequent 24 hours and 
resolving spontaneously.  

  Febrile seizures are common and occur in 2 – 5% of healthy children.  
  Febrile status epilepticus (> 30 mins) occurs in 5% of children and accounts for 25% of all  

episodes of status epilepticus in children.  
 







Convulsions with 
Gastroenteritis (CwG) 

• Norovirus and rotavirus 
implicated 

• Can occur with mild illness 
(without dehydration or 
electrolyte anormalities) 

 

• Retrospective study at 
Osaka General Hospital 
showed 18 out of 293 
childrebn admitted for 
gastroenteritis had 
seizures (12 Norovirus, 6 
Rotavirus) 

• 8 of the children did not 
have a fever 





Resources 

• Epilepsy Action https://www.epilepsy.org.uk 
very useful, clear information for patients and 
healthcare professionals 

• Training video for giving buccal midazolam 
https://www.youtube.com/watch?v=mg2S5V_
EjUA  

 

https://www.epilepsy.org.uk
https://www.youtube.com/watch?v=mg2S5V_EjUA
https://www.youtube.com/watch?v=mg2S5V_EjUA
https://www.youtube.com/watch?v=mg2S5V_EjUA
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