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Treatment of Status Epilepticus
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University Hospital, Busan, Korea

Status epilepticus is a severe neurological disease associated with substantial mortality and health-care cost. Treatment of status epilep-
ticus should proceed without delay even in the pre-hospital setting because prolonged generalized convulsive seizures may lead to neu-
ronal injury, pharmacoresistance, and poor prognosis. These concepts have led to the establishment of an updated treatment algorithm
emphasizing a more rapid escalation to third-line therapy for refractory convulsive status epilepticus. This article reviews the guidelines

and current evidence for the management of status epilepticus.
J Neurocrit Care 2016;9(1):1-6
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L MEXSME S| L ™ X X|(Pre—hospital manage—
ment of status epilepticus)
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General management

«ABC (Airway, Breathing, Circulation)
Peripheral IV access
*Finger-stick glucose, Lab test

then Dextrose (50% DW, 50ml IV)

If glucose < 60mg/dl, Thiamine (100mg 1V,

v

First-line therapy
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*Lorazepam 4mg IV push over 2 min

If no IV access,
Midazolam 10mg IM

(Repeat if needed)

Second-line therapy

*Phenytoin 20mg/kg IV (50mg/min)
Fosphenytoin 20mg/kg PE IV (150mg/min)
(Give additional 5-10mg/kg if needed,)
«Valproic acid 20-40mg/kg IV (100mg/min)
*Phenobarbital 20mg/kg 1V (50mg/min)
+Levetiracetam 20-60mg/kg over1l5 min

Consider intubation

Medications may be
combined

Third-line therapy

*Midazolam 0.2mg/kg 1V (0.1mg/kg/h)
(Give additional 0.2-0.4mg/kg if needed)
maintenance 0.05-2.9mg/kg/h

*Propofol 2mg/kg IV (2-5mg/kg/h)

(Give additional 1-2mg/kg if needed)
maintenance 1-15mg/kg/h

*Pentobarbital 5mg/kg IV (50mg/min)
maintenance 0.5-10mg/kg/h

Start within one hour

Begin continuous EEG

Consider
neuroimaging,
lumbar puncture,
antibiotics
hypothermmia

Figure 1. Treatment algorithm for convulsive status epilepticus. EEG, Electroencephalography.
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LRI LM XISAEN(Refractory status epilepticus) (Fig. 1)
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tory status epilepticus)
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Table 1. Treatment of super-refractory status epilepticus

Other anesthetic drug

Ketamine Loading: 1.5 mg/kg IV

Maintenance 1.2-7.5 mg/kg/h
Immune therapies
Methylpredinosolone 1 g/day during 3 days
0.4 g/kg/day for 5 days

1 session every other day for 7 days

IV immunoglobulin

Plasmapheresis
Nonpharmacologic therapies

Electroconvulsive therapy 1 session daily for 3-8 days
Hypothermia 30-35C, 24-60 hrs
Resective surgery

Ketogenic diet

& TolA] 1I10] olek WHE ALl e 7 ol B
] WA W AZALAFR N 200 FEE AT

olelg APl T AAHA|R BFA AL, T 7}
2] o] Aol ALoFAI S §HA AFE-E17] % E1, N-methyl-D-
aspartate 5=-8-7| 0] 2}-8-5]= ketamine2 =715 Foldf &
AUk AA7HA] 713t e e Al @fstal, A Ro| = ﬁﬁ
ZRael 5o WS e & o, ARl A4
294, A 4 9 A7 AR S8 AlEs &
Qlth(Table 1)
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epilepticus)
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