ED Management of Status Epilepticus 

in Infants & Children

Status epilepticus1


Check ABCs, Monitors 

RSI2 & intubate as indicated 

IV/IO access

                                                                                   

D-stik/treat hypoglycemia,3

Abx4 if suspect meningitis 

Anticonvulsant levels5
Lytes (incl. Ca2+/Mg2+)/treat abnormalities6
Ancillary studies (as indicated)7-11

                            

First line anticonvulsant treatment:  Lorazepam12 IV/IO,

 or Diastat13 PR or Midazolam14 IM if no IV/IO


Add long-acting anticonvulsant treatment:  Fosphenytoin15 IV/IO/IM

If seizures persist:  Phenobarbital16 IV/IO


For refractory status epilepticus:

RSI2  & Intubate

Anticonvulsant treatment options17

Continuous EEG monitoring18 

PICU

Notes:

1 Status epilepticus = continuous seizure activity lasting > 30 min, or > 2 seizures 

      without full recovery of consciousness in between

2 RSI:  100% O2; atropine 0.02 mg/kg (< 1 year); thiopental 5 mg/kg (normotensive) vs. etomidate 0.3 mg/kg (hypotensive); rocuronium 1 mg/kg vs. vecuronium 0.1 mg/kg 

3 For blood glucose < 45 gm/dL, give dextrose 0.5-1.0 gm/kg IV (=D25W 2-4 cc/kg or D50W 1-2 cc/kg)

4 Abx = Rocephin 50 mg/kg/dose IV/IO/IM

5 Therapeutic levels:  phenytoin (dilantin) 10-20; phenobarbital (luminol) 15-40; carbamazepine (tegretol) 4-12; valproate (depakene) 50-100; ethosuximide (zarontin) 40-100; primidone (mysoline) 5-12; clonazepam (klonopin) 0.02-0.08; lamotrigine (lamictal) 1-3; gabapentin (neurontin) unknown

6 Treatment of seizure-associated electrolyte abnormalities:

a. Hyponatremia:  3% NaCl 10-12 mL/kg IV over 60 min (raises serum Na+ level by 10 mEq/L) 

b. Hypernatremia:  for hypernatremic dehydration (=most common cause of hypernatremia encountered in ED), treat with 0.9% NS 20 mL/kg boluses (only for shock), then follow calculations for hypernatremic (hypertonic) dehydration in The Harriet Lane Handbook   

c. Hypocalcemia:  

(1) For any cause other than hypomagnesemia:  10% calcium gluconate 1.0 cc/kg IV administered over 5 minutes; then add calcium gluconate to IV solution (100 mg elemental calcium/kg per 24 hours)

(2) For hypomagnesemia:  MgSO4 25-50 mg/kg/dose IV/IM Q4-6H X 3-4 doses (max single dose = 2 gm)   

d. Hypercalcemia:  Lasix 1-2 mg/kg IV followed by   0.9% NS infusion at rate of twice maintenance  

e. Hypomagnesemia:  MgSO4 25-50 mg/kg/dose IV/IM Q4-6H X 3-4 doses (max single dose = 2 gm)  

7. Consider CBC/diff in febrile patients without known cause of fever (Note:  Although many studies have shown the WBC to frequently be abnormal in new-onset as well as recurrent seizure patients, it did not affect management)

8. Indication for LP/CSF studies:  suspected meningitis; suspected subarachnoid hemorrhage; abnormally prolonged post-ictal state; fever; HIV +; other cause of  immunocompromise 

9. Obtain stool cx in patients with suspected shigella  

10. Obtain tox screen to identify drug-related seizures & treat specific toxicity for:  

cocaine; amphetamines; PCP; phenothiazines; tricyclic antidepressants; hypoglycemics; methylxanthines; salicylates; meperidine; propoxyphene; antihistamines; isoniazid; haloperidol; beta blockers; lead; carbon monoxide; narcotic withdrawal; alcohol withdrawal

11. Indications for non-contrast head CT:  partial seizure (esp. if < 33 mos); head trauma; persistent altered mental status; abnormal neuro exam; malignancy; anticoagulation; sickle cell disease; cerebrovascular disease; VP shunt; 

immunocompromise; severe or progressive headache without obvious cause; 

change in seizure pattern without attributable cause; geographic risk of 

cysticercosis (Note:  Patients who are neurologically stable with nonfocal exam 

and no significant risk factors for intracranial abnormality may be discharged 

from ED without emergent neuroimaging study)   

12. Lorazepam 0.05-0.1 mg/kg/dose (max dose 4 mg) IV/IO (at 2 mg/min); may repeat 0.05 mg/kg X 1 in 10-15 min

13. Diastat (diazepam rectal gel) dosing:  0.5 mg/kg/dose (2-5 yr); 0.3 mg/kg/dose (6-11 yr); 0.2 mg/kg/dose (> 12 yr) 

14. Midazolam 0.2 mg/kg IM

15. Fosphenytoin 20 mg PE/kg IV/IO/IM at 3 mg/kg/min (max 1 gm)

16. Phenobarbital 20 mg/kg IV/IO at 100 mg/min, add 5-10 mg/kg until max 40 mg/kg or 1 gm

17. Anticonvulsant treatment options for refractory status epilepticus:

a.  Midazolam 0.15 mg/kg IV load followed by 0.1-0.3 mg/kg/hr IV infusion 

b.  Pentobarbital 5-15 mg/kg IV load at 25 mg/min followed by 1-5 mg/kg/hr 

     IV infusion (adjust to status control or burst suppression on EEG)

c.  Valproic acid 20 mg/kg IV load followed by 4-6 mg/kg/hr IV infusion

d.  Propofol 3 mg/kg IV load followed by 3-6 mg/kg/hr IV infusion

e.  Lidocaine 1-2 mg/kg IV load followed by 3-5 mg/kg/hr IV infusion

f.   Isoflurane up to 1.5 volume % 

18. EEG monitoring:  dosing should be adjusted to produce a burst suppression pattern
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