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Abstract Background: Febrile seizures (FS) is one of the common convulsive events in children Aims and Objectives: To study
etiology and characteristics of epilepsy and febrile seizures among children in a tertiary care centre. Methodology: This
was a cross=-sectional study carried out in the department of Pediatric at tertiary health care centre during the one year
period i.e. January 2017 to January 2018 in the patients presented with Febrile seizures at tertiary health care centre, in
the one year duration there were 83 patients diagnosed clinically were included into the study. All details of the patients
like age, sex, etiological factors if any were thoroughly investigated. All data presented in tabular form expressed in
percentages. Result: The majority of the patients were in the age group 1 year-3 years were 42.17%, followed by 4 years-
6 years were 22.89%, 7 years-12 years were 21.69 <1 year. were 9.64 %, >12 years were3.61%. The majority of the
patients were Male i.e. 63.86% and Female were 36.14. The majority of the associated factors were URTI in 38.55%
URTI, followed by LRTI in 27.71%, Malarial fever in 16.87%, AGE in 12.05%, Others in 4.82%. The majority of the
patients were having onset of seizures <24 hours of onset of Fever i.e. 51.81% followed by >24 were 25.30%, >72%
were 22.89%, The majority of the patients were having Generalized seizure in 67.47%, followed by Undetermined-
18.07%, Focal in 14.46%. Conclusion: It can be concluded from our study that the majority of the patients were in the
age group 1 year-3 years, it was common in males, most common etiological factors were URTI

LRTI, Malarial fever, AGE
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Seizures with fever in children who have experienced a
previous non-febrile seizure are excluded®. They are age-
dependent and are uncommon before 6 months and after 5
years of age. It is divided into two types: simple and
complex*. Between 2 to 5% of neurologically healthy
children experience at least 1 FS episode in their
lifetime®. Although earlier Indian studies® suggested that
up to 10% of children experience a FS, recent data
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I- " Accessed Date: indicate that the incidence rate in India is similar to
EF.I' 22 November 2018 western figures’. So we have studied the patients with
febrile seizure at tertiary health care centre.
INTRODUCTION METHODOLOGY
Febrile seizures (FS) is one of the common convulsive ~ This was a cross sectional study carried out in the
events in children. The 1993 International League department of Pediatrics at tertiary health care centre

against Epilepsy defined a FS as “an epileptic seizure
occurring in childhood associated with fever, but without
evidence of intracranial infection or defined cause™?.

during the one year period i.e. January 2017 to January
2018 in the patients presented with Febrile seizures at
tertiary health care centre, in the one year duration there
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were 83 patients diagnosed clinically were included into
the study. All details of the patients like age, sex,
etiological factors if any were thoroughly investigated.
All data presented in tabular form expressed in

percentages.
RESULT
Table 1: Distribution of the patients as per the age
Age No. Percentage (%)
<1Years 8 9.64
1 year-3 years 35 42.17
4 years-6 years 19 22.89
7 years-12 years 18 21.69
>12 years 3 3.61
Total 83 100.00

The majority of the patients were in the age group 1 year-
3 years were 42.17% , followed by 4 years-6 years were
22.89% , 7 years-12 years were 21.69 <1Yr. were 9.64 %,
>12 years were3.61%.

Table 2: Distribution of the patients as per the sex

Sex No. Percentage (%)
Male 53 63.86
Female 30 36.14
Total 83 100.00

The majority of the patients were Male i.e. 63.86% and
Female were 36.14

Table 3: Distribution of the patients as per the associated factors
Associated factors No. Percentage (%)

URTI 32 38.55
LRTI 23 27.71
Malarial fever 14 16.87
AGE 10 12.05
Others 4 482
Total 83 100.00

URTI in 38.55%, followed by LRTI in 27.71%, Malarial
fever in 16.87%, AGE in 12.05%, Others in 4.82%.

Table 4: Distribution of the patients as per time interval between
fever and onset of febrile seizure
Duration No. Percentage (%)

<24 43 51.81
>24 21 25.30
>72 19 22.89
Total 83 100.00

The majority of the patients were having onset of seizures
<24 hours of onset of Fever i.e. 51.81% followed by >24
were 25.30%, >72% were 22.89%

Table 5: Distribution of the patients as per the type of Seizure

Type No. Percentage (%)
Generalized 56 67.47
Focal 15 18.07
Undetermined 12 14.46
Total 83 100.00

The majority of the patients were having Generalized
seizure in 67.47%, followed by Undetermined-18.07%,
Focal in 14.46%.

DISCUSSION

A febrile seizure, also known as a fever fitor febrile
convulsion, is aseizure associated with a high body
temperature but without any serious underlying health
issue.! They most commonly occur in children between
the ages of 6 months and 5 years.*® Most seizures are less
than five minutes in duration and the child is completely
back to normal within an hour of the event!3!4
Pathophysiology of FS remains unclear®, It is suggested
that FS is an age-dependent response of the immature
brain to fever, as studies in animal models have suggested
that during the brain maturation process, there is an
enhanced neuronal excitability®. This postulation is
supported by the fact that most (65 to 85%) FS occur
between 6 months and 3 years of age, with the peak
incidence at 18 months °1, Febrile seizures may run in
families.L The diagnosis involves verifying that there is
not an infection of the brain, there are no metabolic
problems, and there have not been prior seizures that have
occurred without a fever.!2 There are two types of febrile
seizures: simple febrile seizures and complex febrile
seizures.'? Simple febrile seizures involve an otherwise
healthy child who has at most one tonic-clonic
seizure lasting less than 15 minutes in a 24-hour period.*?
Blood  testing, imaging of the brain or
an electroencephalogram (EEG) is typically not needed
for the diagnosis.'? Examination to determine the source
of the fever is recommended.*? In otherwise healthy-
looking children alumbar puncture is not necessarily
required.’? Neither anti-seizure medication nor anti-fever
medication are recommended in an effort to prevent
further simple febrile seizures.'? In the few cases that last
greater than five minutes abenzodiazepine such
as lorazepam or midazolam may be used.'®'® Outcomes
are generally excellent with similar academic
achievements to other children and no change in the risk
of death for those with simple seizures.’ There is
tentative evidence that children have a slight increased
risk of epilepsy at 2%.12 Febrile seizures affect two to five
percent of children before the age of five.’>? They are
more common in boys than girls.’® After a single febrile
seizure there is a 15 to 70% chance of having an another
one.’? In our study we have seen The majority of the
patients were in the age group 1 year-3 years were
42.17% , followed by 4 years-6 years were 22.89% , 7
years-12 years were 21.69 <1Yr. were 9.64 %, >12 years
were3.61%. The majority of the patients were Male i.e.
63.86% and Female were 36.14. URTI in 38.55%,
followed by LRTI in 27.71%, Malarial fever in 16.87%,
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AGE in 12.05%, Others in 4.82%. The majority of the
patients were having onset of seizures <24 hours of onset
of Fever i.e. 51.81% followed by >24 were 25.30%,
>72% were 22.89%, The majority of the patients were
having Generalized seizure in 67.47%, followed by
Undetermined-18.07%, Focal in 14.46%. This was
similar with Habib G. Pathan'’ they found Total febrile
seizures were 25.46% and overall incidence was around
2.57%. Preponderance of male constituting 62.65% over
female 37.35% was observed. Most of the febrile seizures
were simple type. Fever due to upper respiratory tract
infection was commonest cause. It was not associated
with any complications. Epileptic cases were 38.65% of
total cases and overall incidence was 3.9%. In this group
also, there was male preponderance. It increased with age.
Commonest presentations of epileptic seizures were
generalized in 67.46%. Most common cause of acute
symptomatic seizures was viral encephalitis (28.34%).

CONCLUSION

It can be concluded from our study that the majority of
the patients were in the age group 1 year-3 years, it was
common in males, most common etiological factors were
URTI LRTI, Malarial fever, AGE.
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