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Abstract:- Seizures is an abnormal electrical discharge
from the brain. It may affect a small focal area of the
brain or the entire brain (generalized). Seizures are
common and the incidence is variable according to
age and maturity of the neonate, weight and the
severity of the underlying condition. The incidence
rate of clinical seizures varies from 1.1 to 8.6 per 1000
live births. Preterm new borns exhibits higher risk for
neonatal seizures than term new born and both lower
birth weight and gestational age congers increased risk.
In term infant the incidence range from 0.7 TO 2.7
per 1000 lives births and form 57.5 to 132 per 1000
live births in preterm infants, while in infants who’s
weight more than 2,500g, the incidence is as low as
2.8 per 1000 live births.
CASE REPORT:Baby ‘’X’’ – a 3 years female child brought to
hospital with complaints of cold since 4 days, with
nasal discharge, history of cough since 3 days, dry
cough insidious in onset, history of fever since 1 day,
insidious in onset, high grade intermittent and not
relieved by oral medication, history of seizures since
2 days multiple episodes each lasting 5-10min,
generalized clonic tonic type with up rolling of
eyeballs, drooling of saliva, posturing of both upper
limb, lower limb, opisthotonus posturing present.
History of excessive cry, history of incontinence of
bladder present, H/O feeding difficulties present in
form of drooling of saliva from mouth, takes around
1 hour for feeding each meal. The child was diagnosed
as Perinatal Ischemic Encephalopathy with Refractory
Seizures with Developmental Delay.
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Diagnosis:- Perinatal Ischemic Encephalopathy
with Refractory Seizures with Developmental
Delay.
Birth history: child ‘’X’’ was born by spontaneous
normal vaginal delivery at < 32 weeks of gestation
and not cried immediately after birth for about 10
min. (resuscitation was done). Poor cry established
after about 10min.
Postnatal History: - In v/o perinatal asphyxia, child
was taken to private pediatrician, where child as
admitted in NICU. History of seizures on 3rd day of
life and was on anticonvulsants. History of neonatal
jaundice and was kept under phototherapy.
Developmental History: - Global Developmental
Delay Present

General physical examination: - Altered Sensorium,
GCS/15, Pitched Frog Posture.
Vital Signs: - Temp-101 0F, Pulse – 106b/Min
Respiration: 60b/min (tachypnea), B.P:-86/34
(52mmHg) in supine on Right upper arm on monitor,
CRT= < 3sec, Spo2 =98% with 6 litres of O2 with
face mask.
Anthropometric Measurements:-

Head to foot examination:Recoiling forehead, low set ears, small mouth, and
lower limb - contractures present.
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Systemic Examination:Central nervous system: - Altered Sensorium,
Pupils- sluggishly reactive to light
Motor system:

Reflexes:Superficial Reflexes: - B/L plantar – extensor
Abdominal reflexes – present

Sensory System: Response to deep pain.
INVESTIGATIONS:CT scan of brain: Prominent subarachnoid spaces in
bilateral frontal lobes.
CSF analysis: Normal
C.R.P (quantitative):- 7mg/l
2DECHO: Normal
MANAGEMENT :Child was on IVF: DNS @25ml/hr in view of feeding
difficulties present in form of drooling of saliva from
mouth. Inj.Valporate 30mg/kg/day in view of history
of seizures.
Nebulization with Levolin ½ Respules + 3C.C. NS @
6th hrly was administered.Treatment was continued
with antibiotics Inj.Meropenem 20mg/Kg/day. Spo2
was 98% with 6 litres of O2 with face mask.
DISCUSSION
SEIZURES:Seizures is an abnormal electrical discharge from
the brain. It may affect a small focal area of the brain
or the entire brain (generalized).
INCIDENCE:• The incidence of new-onset seizures in the general
population is approximately 80 per 100,000 per year;
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approximately 60% of these patients will have
epilepsy, a tendency toward recurrent unprovoked
seizures.
• Estimates of the annual incidence of epilepsy in the
general population range from 30 to 57 per 100,000.
These rates vary with age, being high in infants and
young children, then decreasing throughout adulthood
until approximately age 60, when they again begin to
increase. The overall prevalence of epilepsy is
approximately 6 per 1000.
ETIOLOGY OF SEIZURES:Infancy and childhood
 Prenatal or birth injury
 Inborn error of metabolism
 Congenital malformation
Childhood and adolescence
 Idiopathic/genetic syndrome
 CNS infection
 Trauma
Adolescence and young adult
 Head trauma
 Drug intoxication and withdrawal
Older adult
 Stroke
 Brain tumor
 Acute metabolic disturbances
 Neurodegenerative
PATHOPHYSIOLOGY:
A clinical seizure results from excessive
synchronized depolarization of the neurons within the
central nervous system resulting in excessive
synchronous electrical discharge. The cause for
excessive depolarization of the neurons remains
unknown theories were suggested include the
following.
 Imbalance between excitatory and inhibitory
neurotransmitter like excessive excitatory amino acid
(eg; glutamate) or deficient inhibitory
neurotransmitters (eg; GABA).
 Failure of energy production due to disruption of
ATP dependent resting membrane potentials resulting
in failure of sodium potassium pump which in turn
leading to movement of sodium into the neuron and
potassium out of the neuron.
 Neuronal hyper excitability state in the neonatal
period as evidenced by the extremely low in threshold
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to seizures in general and that this is the period of
highest incidence of seizures across the lifespan.
Among the factors that cause increase excitability are
incomplete myelination and neuropeptides particularly
corticotrophin releasing harmone (CRH)
 Experimental and clinical evidence exists for early
microglial activation and inflammatory cytokine
production in the developing brain in both hypoxia/
ischemia and inflammation
 Genetic predisposition as most of the cases of benign
familial neonatal seizures (BFNS) are due to mutations
in two years KCNQ2 and KCNQ3.
 Idiopathic as in the case of Benign non familial
neonatal seizures (BNFNS) also called fifth day
disease were the pathophysiology remains unknown

DIAGNOSTIC TESTS:1. History
2. Physical eamination
3. Blood tests: CBC, electrolytes, glucose, calcium,
magnesium, phosphate, hepatic and renal function
4. Lumbar puncture :-(only if meningitis or
encephalitis suspected and potential for brain
herniation is excluded)
5. Blood or urine screen for drugs
6. Electroencephalogram (EEG)
7. CT or MR brain scan
MANAGEMENT:
Medical management: Seizures require urgent
treatment to prevent brain injury give anticonvulsant
medication only after adequate ventilation and
perfusion have beenestablished and the blood glucose
concentration has been measured seizures with
hypoglycemia or hypoxia are detrimental to the brain
 Ensure adequate ventilation and perfusion
 Correct metabolic disturbances
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 Hypoglycemia – (10% glucose in water) 2ml/kg

IV (0.2g/kg) as bolus follow with continuous infusion
at upto 8mg/kg/min IV
 Hypocalcemia – (calcium gluconate 10%) 100mg/
kg IV over 1 to 3 min (note monitor cardiac rhythm
for bradycardia) follow with maintainance of 500mg/
kg/24hrs IV or PO
 Hypomagnesemia - (magnesium sulfate) 25-250mg/
kg/dose IV/IM
 Anticonvulsant therapy
 Phenobarbitone – 20mg/kg IV over 10-15min
(loading dose) 2.5-5mg/kg IV (slow push) OD 1224hrs After loading dose Phenytoin – 15-20mg/kg
IV (loading dose) 4-8 mg/kg daily (maintenance dose
Upto 8mg/kg//dose BD/TID after 1 week of age
Lorazepam – 0.05 mg/kg to 0.10 mg/kg IV in 0.05mg/
kg over several min.Midazolam – 0.15 mg/kg 1v over
5 minutes 60-400mg/kg/hours (infusion) Clonazepam
– 100mg/kg 1v over 2 min repeat dose after 24 hours
if necessary
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NURSING MANAGEMENT:
Assessment
Assessment and diagnosis are made through a
combination of clinical assessment including.
 Perinatal history.
 Physical and neurological examinations.
 Clinical observations.
 Cardio respiratory an electro graphic monitoring
 Assess airway, breathing, circulation, disability,
exposure.
 Observe and document seizure activity.
NURSING DIAGNOSES
1. Ineffective airway clearance related to increased
pooling of secretions as evidenced by excessive
salivation
2. Impaired breathing pattern related to apnea as
evidenced by cyanosis
3. Impaired cerebral tissue perfusion related to seizure
attack as evidenced by poor reflex activity
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4. Risk for injury related to uncontrollable seizure
activity
5. Impaired sensory perception related to disturbances
in nerve and sensory organs of perception as
evidenced by poor reflexes
6. Fluid volume deficit related to poor intake of breast
feeding as evidenced by decreased urinary output
7. Impaired growth and development related to
neuromuscular disorder
8. Parental anxiety/ fear related to childs disease
condition and prognosis
9. Knowledge deficit related to home care
management of neonatal seizures
10. Altered family process related to hospitalization
of newborn.
Goals:
 to maintain airway clearance
 to promote effective breathing pattern
 to maintain adequate cerebral perfusion
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PROGNOSIS:
Prognosis is variable and dependent on underlying
cause. The results of neuroimaging and EEG give a
better indicator of prognosis than clinical feature alone.
Normal interictal EEG is associated with good
outcome Normal neurological examination and
normal/ midly abnormal EERG are associated with
favorable outcome especially if neuroimaging is
normal Cerebral malformations and severe hypoxia ischemia are associated with poor outcome.
Child was recovered from altered sensorium to
normal state and maintaining 100% oxygen saturation.
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