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Febrile seizures in children
T. RAVIKUMAR, C. THANGADORAI

INTRODUCTION
Febrile seizures are a common clinical problem faced by
paediatricians in general practice and in hospitals. These
seizures are generalized tonic--clonic fits which affect
children aged between 6 months and 5 years. There is a con-
stant association with fever but no evidence of intracranial
infection or other pathology. In western countries 2% to 5%
of all children experience febrile seizures before the age of
5 but a relatively higher prevalence (up to 8')10) has been
reported in Asian children with a greater frequency in males.

CLINICAL DIAGNOSIS
The diagnosis of febrile seizures rests essentially on the
following clinical criteria:

I. The age of onset of the first attack is between 6 months
and 5 years.

2. They occur within 24 hours of the onset of fever.
3. The duration is usually short (0.5 to 3 minutes) but never
longer than 15 minutes.

4. The number of attacks is usually once in 24 hours.
5. The type of seizure is usually generalized tonic--clonic
without loss of consciousness.

6. There is no neurological deficit before or after the seizure.
7. A family history of simple febrile fits may be present
(this varies from 20% to 70% ).

8. There may be a past history of febrile seizures.

COMPLEX OR ATYPICAL FEBRILE FITS
Compared to the classical clinical features listed earlier,
atypical manifestations arc sometimes observed. These
should be carefully recorded due to their ominous prognostic
significance. These are:

I. Focal seizures
2. Duration more than IS minutes
3. Number of seizures more than once in 24 hours
4. Frequency of seizures more than 4 per year
5. Residual deficit or Todd's palsy (which occurs only in
0.4% of the patients with febrile seizures).

It is important to identify complex or atypical febrile
seizures since only 1% to 5% of children with simple febrile
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fits develop epilepsy later in life, compared to more than
10% of those with complex febrile fits. Further, any focal
seizures in children should be viewed with suspicion and they
should be investigated for space occupying lesions in the
brain such as tuberculomas.

INVESTIGATIONS
Routine investigations such as blood glucose, calcium,
electrolytes and X-rays are not necessary for a child with
simple febrile seizures but the cause of the fever and poten-
tial causes of recurrent fever should be investigated and
treated to prevent further episodes.
Laboratory analysis of the cerebrospinal fluid is not

necessary in all cases. It may be done if there is a clinical
suspicion of central nervous system infection, especially with
the first febrile seizure; otherwise the child may be safely
kept under observation for at least 24 hours.
If there are two or more features suggesting complex

febrile fits, an electroencephalogram should ideally be
performed, preferably two weeks after the seizures.
A routine computerized tomographic scan is not indicated

in a child with febrile fits. However, when there is a focal
seizure or a focal deficit follows the seizure, it should be done
to rule out a space occupying lesion such as a tuberculoma,
cerebral abscess or cerebral cysticercosis.

MANAGEMENT
The management of febrile seizures is simple and can be
performed stepwise in the following manner:

Step I: Antipyretic measures
Immediate administration of the usual antipyretics such as
paracetamol (40 to 60 mg/kg/day) or ibuprofen to bring the
fever down. Tepid sponging with cold water can be done
simultaneously.

Step II: Anticonvulsive measures
During an active seizure it is necessary to give intravenous
diazepam (0.3 mg/kg). When it is difficult to find adequate
venous access, it may be given per rectally using a syringe and
catheter. Phenobarbitone in an intravenous loading dose
of 15 mg/kg followed by an oral maintenance dose of 3 to
5 mg/kg/day is a suitable alternative.

PREVENTION
Measures to prevent febrile seizures are important and
should be known to all physicians. These measures can be
applied intermittently or continuously.

Intermiuent prophylaxis
Treatment is started immediately on recognition of fever.
This consists of:

1. Administration of antipyretics and sponging is started as
soon as the parents notice that the child is febrile.

2. Diazepam 0.3 mg/kg thrice a day for 2 days because
simple febrile seizures are unlikely to occur after 2 days of
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fever and if they do occur, they are due to other causes.
The favoured methods of administration are as rectal
suppositories or rectal administration using a syringe.
Reassure thc parents that thc drug has a sedative effect.

Both antipyretics and diazepam should be kept at home or
taken along while travelling to avoid delay in treatment and
parents should be counselled that covering the child with
warm clothing may be harmful.

Continuous prophylaxis
Sodium valproate (15 to 30 rug/kg/day in two divided doses)
or phenobarbitone (3 to 5 mg/kg/day) in a single dose. The
anticonvulsants should be continued for two years after the
last seizure or till five years of age, whichever is earlier. This
treatment should be combined with the use of antipyretics
and sponging during an episode of fever.
Continuous prophylaxis is usually not recommended as its

efficacy in the subsequent development of epilepsy has not
yet been proved. Further, sodium valproate and phenobar-
bitone may cause serious adverse reactions. Hence, it is wise
to limit the continuous use of anticonvulsants to the following
specific clinical situations:

1. Prior brain damage or developmental anomalies such as
cerebral palsy, in which the risk of epilepsy is increased.

Cancer in children
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INTRODUCTION

Cancer is not as common in children as in adults, but next to
infection and malnutrition it is the major cause of death in
Indian children. Since recent efforts are being directed
towards controlling infection and malnutrition, deaths due
to cancer are becoming more apparent and people are
becoming more concerned about this problem. In India
accurate figures for the incidence of cancer in children are
not available due to the absence of population-based cancer
registries. However, I would estimate that approximately
35 000 to 40000 children develop cancer each year and all
would die if left untreated. Because of major advances in
diagnosis, the development of a rational use of combination
chemotherapy and improved supportive care, the cure rate
in childhood cancer has increased substantially and over 50%
of all childhood cancers are now curable. In some such as
Hodgkin's disease and Wilms' tumour, the cure rate has gone
up to 90%.

TYPES OF CHILDHOOD CANCER

Acute leukaemia is the most common childhood malignancy
accounting for about one-third of all childhood cancers. The
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2. Recurrence of seizures more than four times a year in a
child less than 5 years of age.

3. Children of anxious parents, after explaining to them the
risks and benefits of the treatment.

4. Children prone to prolonged seizures.
5. Children living in remote areas where medical help is not
available.

When starting the child on continuous prophylaxis it is
advisable to watch for the common side-effects of the drugs.
These are hyperactivity, aggressiveness and sleep distur-
bances with the use of phenobarbitone and hepatotoxicity (in
children below the age of 2 years) with sodium valproate.

IMMUNIZATION IN A CHILD WITH FEBRILE
SEIZURES
Febrile fits are not a contraindication to immunization. In a
child so prone, diazepam should be started prophylactically
one day before and continued for two days after the day of
vaccination and any febrile episode treated promptly.

CONCLUSION

Using simple principles of prevention and treatment most
febrile seizures can be easily managed without an adverse
outcome.

second commonest are brain tumours (18%), followed by
lymphomas (both Hodgkin's and non-Hodgkin's; 14%),
Wilms' tumour (7%), neuroblastoma (7%), soft tissue
sarcomas (6%), bone tumours (4%), eye tumours (3%) and
other rarer malignancies (8%). Most of these occur below
the age of eight years. The majority of cases of acute
lymphoblastic leukaemia, neuroblastoma, Wilms' tumour,
retinoblastoma and primary liver cancer occur below the age
of 5 years. Hodgkin's disease, non-Hodgkin's lymphoma and
bone tumours occur more frequently in those above 10 years.
In both childhood and adolescence, boys are affected more
often than girls.

WHAT CAUSES CHILDHOOD CANCER?

This is one of the first questions that parents ask when their
child is diagnosed. They want to know whether something
that they have or have not done could have led to the
development of the malignancy. In general, parents can be
reassured that they could not have prevented the cancer. In
the majority of childhood cancers it is not possible to identify
any specific reason which could be considered to be the cause
of cancer. Irradiation received by pregnant women during
the early stages of pregnancy slightly increases the risk
of their offspring developing leukaemia. Although a variety
of possible predisposing or contributing causes have been
implicated, including environmental and genetic factors,
viruses, chemical carcinogens and immunodeficiency states,
there are few definite causative agents.
The second question that parents ask is: What is the chance

of our other children developing cancer? Again, they can be
reassured that for the majority of cancers there is no
increased risk to their other children and regular screening
is not necessary. Cancer is not an infectious disease.


