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Status Epilepticus in Srinagarind Hospital

Somsak Tiamkao, Suthipun Jitpimolmard, Verajit Chotmongkol.
Division of Neurology, Department of Medicine, Khon Kaen University, Khon Kaen, 40002.
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Background: Status epilepticus (SE) is an emergency
condition and contributes to high mortality rate if patients
were misdiagnosed and improperly managed
Objective: To describe characteristics and manage-
ment of patients with SE in Srinagarind Hospital.
Setting: Medical ward, Srinagarind Hospital, Faculty of
Medicine, Khon Kaen University.

Patients: Patients diagnosed as SE, between 1990-
1996.

Design: Descriptive study.

Results: Thirty cases were diagnosed as SE, 18 male,
and 12 female. Types of seizures were generalized
tonic-clonic seizure (GTC) in 25 cases and epilepsia
partialis continua in 5 cases. Seven cases were diagnosed
as having epilepsy in the past. Causes of SE (GTC) were
CNS infection in 7 cases, antiepileptic drug withdrawal in
6 cases, post arrest in 3 cases, stroke in 2 cases, uremia
in 2 cases, sepsis in 2 cases, hyperglycemia in 1 case,
hypertensive encep-halopathy in 1 case and unknown in
4 cases. Eighteen GTC patients were improperly managed
(72.00%) ,the common causes were too low phenytoin
for loading dose and incorrect diagnosis. Mortality rate
was 56.00%, cause of death were sepsis and brain
herniation.

Conclusion: SE is an emergency condition, common
causes were CNS infection and antiepiieptic drug
withdrawal and contributed to high mortality rate of
56.00%. Eighteen patients (72.00%) were improperly
managed.
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Cause % (N=7§8) % (N=25)
Percent Percent
Anticonvulsant withdrawal 25.50 24.00
Alcohol related 14.00 -
Drug toxicity 5.00 -
CNS infection 3.50 28.00
Cerebral tumor 4.75 -
Trauma 3.25 -
Refractory epilepsy 16.00 -
Stroke 13.50 8.00
Metabolic disorders 7.25 12.00
Cardiac arrest 6.25 12.00
Sepsis - 8.00
Hypertension - 4.00
Unknown 11.50 16.00

66 AURSUNTIYANS 2540; 12(2)  Srinagarind Med J 1997; 12(2)



AuFnA (e uazame o Somsak Tiamkao et al

o o om o .
AN 4 LLquNﬂ{]um’Lumaﬁinmqu Status Epilepticus

Time from initial observation and Procedure

treatment (minutes)

0 Assess cardiorespiratory function.If unsure diagnosis, observe 1 tonic-clonic
seizure and verify the persistence of unconsciousness after the seizure.
Insert oral airway and administer O, if necessary.

Insert an indwelling 1V catheter. Draw venous blood “stat” levels of
anticonvulsant, glucose,electrolytes,and urea.

Draw arterial blood for “stat” pH,Pa0,,HCO,. Monitor respiration,blood pressure,
and ECG.If possible,monitor EEG.

5 Start IV infusion through indwelling venous catheter or normal saline containing
thiamine 100 mg. Infuse 50 cc of 50% glucose to rule out hypoglycemia
seizure. In children, the dosage of glucose is 2 ml/kg of 25% glucose.

10-20 Administer either lorazepam 0.1 mg/kg at 2 mg/min or diazepam 0.2 mg/kg at
2 mg/min V.

If diazepam is given, it can be repeated if seizure do not stop after 5 minutes.

21-60 If status persists,administer phenytoin 15-20 mg/kg no faster than 50 mg/min
in adults and 1 mg/kg /min in children IV. Monitor ECG and blood pressure
during the infusion. Phenytoin is incompatible with glucose- containing
solutions; the 1V line shoud be purged with normal saline before the
phenytoin infusion.

60+ If status does not stop after 20 mg/kg of phenytoin, give additional doses of
5 mg/kg to a maximal dose of 30 mg/kg.

If status persists, intubation via endotracheal tube is mandatory. Give
phenobarbital IV 20 mg/kg at 100 mg /min.When phenobarbital is given after
a benzodiazepine, the risk of apnea or hypopnea is great,and assisted
ventilation usually is required.

If status persists, give anesthetic doses of drug such as phenobarbital or
pentobarbital. Ventilatory assistance and vasopressors are aimost always
necessary.

Options for Drug-Resistant Convulsive Status
If seizures continue, general anesthesia can be instituted with either:

1.

IV pentobarbital, loading dose of 15 mg/kg over 1 hour is followed by maintenance infusion of 1-2 mg/kg/h until
seizures stop or EEG burst suppression.

. IV phenobarbital, additional 5-10 mg until seizures stop or EEG burst suppression.
. Thiopentone may be given at 2 mg/min in normal saline by a microdrip set for 30-60 minutes. Reduce dosage to

0.5 mg/min when controlled. Dose can be increased to anesthetic levels if necessary to achieve control. EEG
monitoring to ascertain a “burst-suppression” pattern and seizure control is required. Alternatively, other anesthetizing
barbiturates can be used.

. Once control is achieved, EEG monitoring is recommended continuously or as frequently as is technically possible in

the obtunded patient, to ensure that electrographic status has not recurred.
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