
	
[image: ]
	
NJSC "KAZAKH NATIONAL MEDICAL UNIVERSITY NAMED AFTER S.D. ASFENDIYAROV"

	
	Simulation Center
	Algorithm 
	Edition: 1

	
	
	
	Page1 from 2




«Emergency care for convulsive syndrome»

	No.
	Step
	Algorithm of actions

	1
	Assessment of the situation and initial data collection
	Quickly assess the scene and crew safety. Ask eyewitnesses: time of seizure onset, nature (generalized/focal), presence of prior loss of consciousness, trauma, medication use, alcohol/drug use, pregnancy.

	2
	Protecting the patient from injury; positioning
	Lay the patient on a flat surface, turn them to the side (safety position) if there are no contraindications for spinal injury; place a soft (non-rigid) pad under the head; remove sharp/hard objects; do not insert objects into the mouth; do not forcibly restrict movement; immobilize only if there is a real risk of injury with forceful fixation and soft bandages.

	3
	Quick ABC assessment and monitoring connection
	Assess airway patency, presence of breathing, pulse; connect a pulse oximeter and ECG monitor (if possible); measure blood pressure; if vomiting/secretions are present, suction; immediately begin oxygen therapy if necessary.

	4
	Direct anticonvulsant therapy - benzodiazepine stage
	Indication: seizure activity >5 minutes or recurrent seizures without recovery of consciousness. 
If IV access is available: lorazepam 4 mg IV slowly (administer over 2–4 min); if there is no effect after 5–10 min, one dose may be repeated. 
Alternatives if IV access is not available: midazolam 0.2 mg/kg IM (max ~10 mg). 

Diazepam: 0.15–0.2 mg/kg IV (up to 10 mg) or rectally if IV access is not available. 
Precautions: monitor respiration and oxygen saturation after administration (risk of respiratory depression).

	5
	Supportive therapy - stabilization of vital functions
	Ensure oxygenation (pulse oximetry), if SpO₂ is low - oxygen via mask/nebulizer; 
Hypoglycemia: Determine capillary glucose immediately; in case of hypoglycemia - IV bolus of 50% dextrose 20-50 ml (10-25 g) or equivalent amount of 25-50 ml of 50% solution; repeat and maintain glucose as needed. 
Access: Ensure IV access as soon as possible; 
Infusion therapy: in case of hypotension - crystalloids (500-1000 ml), in case of refractory hypotension - vasopressors as indicated. Antidotes: if opioid intoxication is suspected - naloxone according to protocol; 
Monitoring: Continuous monitoring of vital functions until stabilization.

	6
	Observation and neurological assessment
	Record the time of end of convulsions; when consciousness is restored, move the patient to a lateral position and monitor breathing;
perform a neurological examination (limited Glasgow scale, focal symptoms);

	7
	Observation after the attack has been stopped and documentation
	Document observation data (start/end time, drugs administered – dose/time, response to therapy). Observation should last at least several hours, depending on the cause and drugs administered.

	8
	Call an ambulance
	If benzodiazepine therapy is ineffective and status epilepticus persists, call an ambulance.

	9
	Instrumental and laboratory studies - urgent diagnosis of causes
	In case of a first-ever seizure or if a structural cause is suspected - urgent CT of the head; in case of persistent seizures OR if infection is suspected - lumbar puncture as indicated; mandatory: glucose, electrolytes, Ca, Mg, creatinine, liver function tests, antiepileptic drug levels (if applicable), toxicology, ECG; if NСSE is suspected - call/connect EEG (or express 8-channel recording).

	10
	Transport, transmission and simulation debriefing
	Transport: Call an ambulance if there are signs of status morbidity, respiratory failure, first-ever generalized seizures, injuries, or questionable conditions. Hospitalization should be in the neurology/intensive care unit. Referral: The referral should contain a brief summary - time of onset, medications and dosages, response to therapy, vital signs, and rapid lab results.
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