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Evidence basis:
- ACEP Clinical Policy: Critical issues in evaluation and management of adult patients presenting to ED with seizures. Ann Emerg Med
2014: 63: 437.
- Stone CK. Status epilepticus. Current Diagnosis & Treatment: Pediatric EM, 1st edition 2015 (www.accessem.com, accessed 9/2015)
This EBCA:
- has been endorsed by HMC EM and other consultants for education and assistance with clinical practice in HMC s EDs.
- is intended to complement any related multispecialty Clinical Practice Guideline prepared as per HMC policy.
- is not presented as the binding standard of care but is rather a reference tool to inform clinical judgment.

Algorithm aim & applicability:
This algorithm applies to seizure treatment (not work-up) in adult ED patients presenting with recent or ongoing seizures.
Is there ongoing seizure activity?
Yes
Special cases and treatments




INH toxicity: pyridoxine 4 g IV
Alcoholism: thiamine 100 mg
(plus dextrose 0.5 g/kg)
Eclampsia: MgSO4 4 g IV

Drug selection issues









The presented algorithm is but
one of many correct approaches
Early neurology consult is very
strongly encouraged
Fosphenytoin is preferred as the
#1 anti-epileptic but if this drug
isn t available our epileptologists
prefer valproate over phenytoin
Phenytoin issues are mitigated
with well-positioned and wellsecured IV access and control of
infusion rate (approximately 50
mg/min is best).
Phenytoin issues include:
- extravasation
- EKG/conduction abnormalities
- hypotension
- infusion compatibility problems
(e.g. with benzos and dextrose)

No

Immediate interventions (can be altered depending on
prehospital treatment; goal is to get through initial
stabilization/medication within 1st 10 minutes in ED):
1) Avoid secondary brain injury: provide BP and airway
support (not necessarily ETI; minimize NMB)
2) Rapid assessment (bedside) including rapid glucose
check & as-needed treatment (dextrose 0.5 g/kg IV)
3) Initiate Rx with BZD: Lorazepam
- 0.1 mg/kg IV or IO (max 2 mg) over 1'
- Repeat dose until reach 4 mg total

Be vigilant for nonconvulsive
seizures (including NCSE) if:
1) Persistent altered LOC
2) Post-ictal state lasts >1 h
3) Sz (or post-ictal state) is
not the usual for patient

Proceed with sz workup (see boxes, left/right/below)

If seizures continue after 5 min, stat Neurology consult for EEG and assistance as needed;
Rx can include the following agents. Drugs should be tried in the order listed, with each
subsequent drug used only if seizures continue after the earlier-used drug fails):
1) Fosphenytoin 20 mg/kg PE with further 10 mg/kg PE if still seizing 5 minutes after initial
20 mg/kg PE (if no IV, give IM)
2) Valproate 20 mg/kg IV administered at 6 mg/kg/min
3) Phenytoin (if fosphenytoin not available) 20 mg/kg IV administered 50 mg/min; if fails
give an additional 5 mg/kg
4) Levetiracetam 2 g IV over 10-15 min
Monitor
If still seizing 5 minutes after above infused airway
management is usually necessary (see box at right);
further seizure treatment may include:
1) Midazolam 0.2 mg/kg bolus over 5 min then 0.1 mg/kg/h
2) Propofol 1-2 mg/kg over 5 min then 2-10 mg/kg/h
3) Pentobarbital 5 mg/kg over 10 min then 1-5 mg/kg/h
Disposition planning
Regardless of whether patients are intubated, they should be
prioritized highly for transfer to the MICU as this is the HGH
location that can best assure continuous EEG monitoring.

Airway management issues




ETI drugs are situational
Propofol is often best choice
Neuromuscular blockade (even
short-acting agents) must be
avoided if at all possible

