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Patient age 0-18 years with or without known or previously diagnosed seizure disorder in status epilepticus, 
manifested by either of the following: 
1. Single seizure > 5 minutes 
2. > 3 seizures < 5 minutes occurring within a 30-minute period without return to baseline between seizure events 

For patients < 30 days of age receiving care in the NICU, Nursery (Special Care or Newborn) or during Neonatal 
Transport, please refer to the Neonatal Status Epilepticus Clinical Practice Guideline 

Upon arrival to the ED or 
Acute Care Setting 

• Stabilize airway, breathing, and 
circulation 

• Obtain Vitals (HR, SpO2, BP, RR) 
• Implement continuous 

cardiorespiratory monitoring 
• Obtain IV access 
• Obtain Labs (See Box 1 below) 
• Obtain appropriate history (history of 

seizures, medication adherence/non-
compliance, history of event, time of 
onset, associated symptoms, other 
history as indicated) 

• Initiate 1:1 patient monitoring 
• Inpatient (Cardinal Glennon): Initiate 

Code Seizure (if criteria met), or Code 
Blue (if criteria not met) 

BOX 1: Initial Labs 
• POC glucose 
• CBC 
• BMP 
• Magnesium 
• Phosphorus 
• Urine drug screen 
• Prescribed antiepileptic drug levels 

TIME 0-10 MINUTES 

• Administer benzodiazepine once status 
epilepticus is identified (see box 
above) 

• If seizure activity persists for 5 minutes 
following initial benzodiazepine, 
administer a second dose of 
benzodiazepine (see Box 2 below) 

• Page Neurology (Directly if at Cardinal 
Glennon, call Access Center if at 
external site) 

BOX 2: Benzodiazepine Dosing 
• Lorazepam (IV) 

• 0.1mg/kg (max 4mg/dose) 
• Midazolam (IM or IV) 

• < 13kg: 0.2mg/kg 
• 13kg to 40kg: 5mg 
• > 40kg: 10mg 

• Midazolam (Intranasal) (5mg/mL 

concentration) 

• 0.2 to 0.3mg/kg 

TIME 15 MINUTES 

• If seizures persist, administer first 
antiepileptic drug bolus based on age 

Age < 1 month 
• IV phenobarbital 20mg/kg 

Age > 1 month 
• IV levetiracetam (Keppra) 60mg/kg 

(max 4500mg per dose)
     OR 
• IV fosphenytoin 20mg/kg (max 

1500mg per dose) 

TIME 30 MINUTES 

• If seizures persist, administer second 
antiepileptic drug bolus based on age 

Age < 1 month 
• Repeat IV phenobarbital 20mg/kg 

Age > 1 month 
• If levetiracetam given for initial bolus, 

give IV fosphenytoin 20mg/kg (max 
1500mg per dose)

     OR 
• If fosphenytoin given for initial bolus, 

give IV levetiracetam (Keppra) 
60mg/kg (max 4500mg per dose) 

• Consider PICU consultation 

TIME 45-60 MINUTES 

• Provide additional pharmacotherapy 
based on age for persistent seizures 

Age < 1 month 
• Give IV levetiracetam (Keppra) 

60mg/kg 
• If still seizing at 20 minutes, initiate 

midazolam infusion (dosing below) 

Age > 1 month 
• Initiate midazolam infusion 

• Bolus 0.1mg/kg, start infusion at 
0.1mg/kg/hour 

• Continue to bolus and titrate 
infusion rate up by 0.1mg/kg 
every 15 minutes in consultation 
with neurology 

• Contact PICU for admission 
• Patients are at high risk for respiratory 

depression and may require intubation 
• Initiate video EEG if unable to go 

directly to PICU (unless transfer will be 
required; consultation with PICU and 
Neurology recommended to determine 
transfer timing) 

Other Diagnostic and Treatment Considerations 
Consider additional testing and provide management as appropriate 

or indicated by clinical status and history 
1. Imaging 

• Obtain CT head without contrast once stabilized UNLESS 
patient has known history of epilepsy with no concerns for 
trauma or increased intracranial pressure on history or exam 

2. Clinical Concern for Meningitis or other CNS infection 
• Blood Cultures 
• Neonates: HSV PCR (serum) 
• Urinalysis 
• Lumbar puncture 

• Culture and Gram Stain 
• Meningitis/Encephalitis PCR panel (ME Panel) 
• HSV PCR (if ME panel not available) 
• Cell count, glucose, protein 
• Freeze and store (if enough sample available) 

• Meningitic dosing of IV antibiotics, and consider IV acyclovir 
(neonates or other children with clinical concern for HSV 
infection) 

• Antipyretics 

Regardless of the time point, continue to monitor and provide necessary interventions to 
maintain appropriate airway, breathing, and circulation for age 

Regardless of the time point, evaluate any new results of lab testing and intervene as 
indicated (see Box 3 below) 

After the clonic activity stops, monitor patient for subtle signs of seizure activity, including 
eye deviation, horizontal jerk nystagmus, head deviation, posturing of the extremities, 

subtle clonic activity of isolated extremities or unexplained/unstable vital signs 

BOX 3: Treatment of Electrolyte Derangements Throughout the Guideline 

Condition Treatment threshold Recommended Treatment 

Hypoglycemia 

Age < 1 
month 

< 40mg/dL 4mL/kg IV D10W, start continuous dextrose IVF infusion 

Age > 1 
month < 60mg/dL 

5mL/kg IV D10W (100mg/mL, 0.5g/kg) 
OR 
2mL/kg IV D25W (250mg/mL, 0.5g/kg) 
* For children > age 16 and history of alcohol abuse, give 100mg Thiamine IV 
prior to glucose administration 

Hyponatremia Serum sodium < 130 5mL/kg 3% Sodium Chloride IV 

Hypomagnesemia Serum magnesium < 1.5 mg/dL 25-50mg/kg IV Magnesium sulfate over 20 minutes (maximum 2000mg) 

Hypocalcemia Serum calcium < 7 mg/dL 10% Calcium gluconate 100mg/kg (diluted 1:1 with D5W), given over 10 minutes 

https://www.ssmhealth.com/SSMHealth/media/Documents/cardinal-glennon/health-professionals/clinical-practice-guidelines/clinical-practice-guidelines-status-epilepticus-in-infants.pdf
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GUIDELINE DISCLAIMER 
This guideline was developed by the listed authors using publicly available evidence and expert opinion and is approved for clinician use in the SSM 
Health System by the listed committees. The guideline is intended for use by providers treating pediatric patients and may broadly be applied to 
the majority of patients being treated for the addressed condition(s). The guideline is not meant to replace clinical judgement in individual cases, 
and care must be taken to address the needs of each individual patient and family to ensure appropriate, timely, and quality care is provided in 
each clinical encounter.  As medicine is always changing and evolving, SSM Health, the listed authors and committees, and any other party involved 
in the authorship and distribution of this guideline is not responsible for errors, omissions, or outcomes related to clinician use of the guideline. 
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