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~ Pediatric Seizures
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Learning Objectives Overview
* Review the key concepts of pediatric seizures. " :saiur}?(te?il/congenital ‘ m;’a’&’g&nt and balance

» Appreciate how to evaluate a child with spells geurolog;\;disgrdlers . graindinjuryfand
& . - Genetic, Metabolic isorders o
cerplng for seizure. i cﬁrtaneous ’ consciousness
' ifferent types o o

e Hydr

3 4
5-year-old male with “seizure” Definitions
* What do we want to know about: * Seizure: clinical expression of abnormal,
— Spell and immediate history? 4 excessive, synchronous discharges of neurons .

ast medical history?

iding primarily in the cerebral cortex.

two un




Epidemiology

* 0.5-1% kids will experience at least one
afebrile seizure by adolescence

% kids at least one febrile seizure

Pediatric Etiology

* Genetic
- * Structural: injury, neurodevelopment
\ olic: fever, hypocalcemia, hypon

Metabolic Disturbances

* Hypoglycemia and hyperglycemia
— Diabetic patients
Hyponatremia: AMS, high risk of mortality
ia: rare, more common in neon
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Seizure Semiology

* Generalized seizures
— Tonic/Tonic-Clonic
~ — Absence

Adult Etiology

* Ischemic or hemorrhagic stroke
* Traumatic head injury and bleeds
Brai tumors and vascular malformatio
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Substances

* Withdrawal
— Alcohol and benzodiazepines

intoxication, poisoning, overdosfe,
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Medications

Category Examples

Analgesics Opioids (eg, meperidine, tramadol)

Anticancer drugs Busulfan, chlorambucil,cytarabine,
doxorubicin, etoposide, fluorouracil,
interferon alfa, methotrexate,

i rone, nelarabine, plati -based

drux (eg, cisplatin), vinblastine, vincristine

Antimicrobials

Carbapenems (eg, imipenem),
cephalosporins (4 gen), flouroquinolones
(eg, ciprofloxacin), isoniazid, penicillins

Hypoglycemic agents

Any antidiabetic Tx that can cause
hypoglycemia

Evaluating Pediatric Seizures
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History

* Past medical history
— Pregnancy, labor and delivery, neonatal period
owth and development
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Medications

Category Examples
Immunosuppressants Azathioprine, cyclosporine,

mycophenolate, tacrolimus

Psychiatric medications Antipsychotics (clozapine), atomoxetine,
bupropion, buspirone, lithium, MAO
inhibitors, SSRIs, SNRIs, serotonin

modulators, TCAs

Pulmonary medications Aminophylline, theophylline

Stimulants Amphetamines, methylphenidate

Sympathomimetics and decongestants

Anorexients (including nonprescription
diet aids), phenylephrine, pseudoephrine

History

* Events prior to spell
— lliness or injury?
bstance or Medication?
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Physical Exam

* Observation

* Mental status
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Diagnostics Treatment

* Physical exam * Daily preventative medications
— Spell during exam

* Rescue medications
perventilation —Di

Daily Preventative Medications Levetiracetam (Keppra)
* Levetiracetam * MOA: Binds SV2A
LB inide (absence seizures) p * Dosing: 10 mg/kg divided BID x 1 week, then

carbazepine (focal seizures)

g/kg divided BID 7 ,
te illness?) 7
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Ethosuximide (Zarontin) Pediatric Seizure Disorders

* MOA: Blocks T-type calcium channels
- Dosing: Start 10 mg/kg/day divided BID
—20-40 mg/kg/day
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18 mo F with febrile seizures

* Hx global developmental delay since birth

* 3 seizures with fever requiring multiple seizure
rescue medications, 2 of them lasting hours

TCS, may have focal jerking o
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Absence Epilepsy

* Most common in school-aged kids

* Behavioral arrest and blank stare

* Duration: 10-15 seconds
: es going upward, eyeli
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Behavioral Staring Spells

* “Extreme form of daydreaming”
* Blank staring, may have random movements
« Distractibility
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Simple vs. Complex Febrile Seizures

Simple Complex
* 6 months to 6 years * 6 months to 6 years
¢ GTCS, atonic, tonic ¢ Focal seizures

. 15 minutes, self-resolves > 15 minutes, requires

in 24 hrs Recurrence w;

Temporal Lobe Epilepsy

* Most common in adolescence
* Preceded by auras

* Behavioral arrest, eye deviation, oral automatisms,
osturing of arms

-60 seconds

Infantile Spasms

* Onset 3-7 months, after
18 months rare

* Developmental plateau
and regression
ly hythmia



10/21/2019

Nonepileptic Paroxysmal Disorders Nonepileptic Paroxysmal Disorders
* Psychogenic * Inattention/staring
nonepileptic spells spells

Sleep-wake disorders * GERD/Sandifer
e, S syndrome
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Psychogenic Nonepileptic Spells Epileptic events
* Stress response * Stereotyped, rhythmic, synchronous
- * No EEG correlate * Not distractible or suppressible

,under the control of the chi!d ol
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Non-epileptic behavioral event Syncope

* Arrhythmic, asynchronous shaking of limbs

* Neurocardiogenic (aka vasovagal)
- * No-no head shaking : _ Positional

vic thrusting (“hips-arrhythmia”) - —Often triggered by stimulus (heat, blood, etc) 7
i — isual blurriness, “blacks o




Orthostatic Hypotension and POTS

* Orthostatic hypotension (OH): drop in BP upon
standing
¢ Postural (orthostatic) tachycardia syndrome (POTS):
increase in HR upon standing )
ightheadednes
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Benign Paroxysmal Vertigo

* Recurrent episodes of brief disequilibrium

* Frightened, off balance, reaching out for
jects or people or laying flat on floor

horesis, nau
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Breath-Holding Spells

* 6 months to 6 years

* Pathogenesis unclear
- — Autonomic nervous system dysfunction?

iency anemia more prevale

Resources

* Epilepsy Foundation. https://epilepsy.com
* Kotagal S. Parasomnias in childhood. Sleep Medicine Reviews.
20009; 13: 157-168.
o Clinic. https://mayoclinic.org.
sional Photography and Vi

Questions?




