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It is defined as continuous seizure activity or recurrent seizure activity without regaining of consciousness 

lasting for more than 5 min. In the past, the cutoff time was 30 min, but this has been reduced because of 

the risks involved with the longer durations. It may be convulsive or non-convulsive. 

It is a medical emergency, it requires an organized and skillful approach to minimize the associated 

mortality and morbidity. Refractory status epilepticus is status epilepticus that has failed to respond to 

therapy, usually with at least 2 medications.  

 

During status epilepticus there is increased cerebral metabolic rate and a compensatory increase in 

cerebral blood flow that, after a period, is not able to keep up with the increases in cerebral metabolic rate. 

This leads to a transition from adequate to inadequate cerebral oxygen tensions and, together with other 

factors, contributes to neuronal injury. Prolonged status epilepticus has been associated with severe 

damage to the hippocampus in children (hippocampal sclerosis). It may also lead to dysfunction of the 

autonomic nervous system with hypotension and shock, lactic acidosis, myoglobinuria, and acute tubular 

necrosis. 

 

 

ETIOLOGY 

Three major causes: prolonged febrile seizures; idiopathic status epilepticus; and symptomatic status 

epilepticus.  

A febrile seizure is the most common cause of status epilepticus. The idiopathic, in which a seizure 

develops in the absence of an underlying CNS lesion or insult, it may be the initial presentation of 

epilepsy or due to sudden withdrawal of anticonvulsants in epileptic one. Sleep deprivation and an 

intercurrent infection tend to render epileptic patients more susceptible to status epilepticus.  

Symptomatic type: A prolonged convulsion may be the initial manifestation of encephalitis or 

meningitis. Other causes are: congenital malformations of the brain, inborn errors of metabolism, 

electrolyte abnormalities, hypocalcaemia, hypoglycemia, drug intoxication, Reye syndrome, lead 

intoxication, extreme hyperpyrexia, and brain tumors. 

TREATMENT 

Supportive measures: Status epilepticus is a medical emergency that requires initial and continuous 

attention to securing airway, breathing, and circulation. The oral airway is secured and inspected for 

patency, Excessive oral secretions are removed by gentle suction, and a properly fitting face mask 

attached to oxygen is applied. IV line is immediately inserted. The pulse, temperature, respirations, and 

blood pressure are observed. Children should be transferred to ICU. 

Laboratory studies: glucose (by dextrostix, a rapid infusion of 5 mL/kg of 10% dextrose is provided if 

hypoglycemia is detected), sodium, calcium, magnesium, and complete blood count are needed for all 

patients. Blood and spinal fluid cultures, toxic screens, tests for inborn errors of metabolism, MRI, and 
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other laboratory tests are performed depending on clinical suspicion. Anti- epileptic drug (AED) levels 

need to be determined in all patients known already to be taking these drugs.  

Drugs: should always be administered IV in good enough doses; the IM route is unreliable because some 

drugs are sequestered by muscle. Care should be given with regard to how the anticonvulsant is 

administered, e.g. phenytoin forms a precipitate in glucose solutions and is rendered ineffective. 

A benzodiazepine (diazepam, lorazepam, or midazolam) should be used initially. Diazepam should be 

given IV directly into the vein in a dose of 0.15 mg/kg  up to a max total dose of 10 mg, may repeat in 5-

10 min ( it must be given slowly at a rate no greater than 2 mg/min). If IV line cannot be available or at 

home, diazepam can be given rectally (diluted in 3 mL 0.9% NaCl is placed into the rectum by a syringe 

and a flexible tube at a dose of 0.3–0.5 mg/kg). Respiratory depression and hypotension can occur, 

especially if administered with phenobarbital. In some infants, a trial of pyridoxine may be warranted. 

After the emergent therapy of benzodiazepine, if the convulsive activity ceases or persist, the subsequent 

medication is usually fosphenytoin (not available, phenytoin is alternative, it is started by the loading 

dose of 15- 30 mg/kg IV at the rate of 1 mg/kg/min, it is safely added to normal saline. ECG is 

recommended during the loading phase to identify arrhythmias and bradycardia, a rare complication in 

children. Systemic hypotension may also complicate IV phenytoin. If the seizures do not recur, a 

maintenance dose of 3–9 mg/kg divided into two equal doses daily is begun 12–24 hr later.  

The subsequent medication is often phenobarbital, the dose used in neonates is usually 20 mg/kg loading 

dose, but in infants and children the dose is often 5-10 mg/kg (to avoid respiratory depression), with the 

dose repeated if there is not an adequate response. It is given within 10–30 min. With control of the 

seizures, the maintenance dose is 3–5 mg/kg/24 hr divided into two equal doses. 

Other choices for further drug management include valproate, paraldehyde, midazolam continuous, 

diazepam infusion, phenobarbital and levetiracetam and barbiturate coma. 

After the second or third medication is given, and sometimes before that, the patient might need to be 

intubated to given general anesthesia.  

A comprehensive examination: should be undertaken once the seizures are under control; evidence of 

trauma; papilledema, a bulging anterior fontanel, or lateralizing neurologic signs suggesting increased 

ICP; manifestations of sepsis or meningitis; retinal hemorrhages that may indicate a subdural hematoma; 

failure to thrive, a peculiar body odor, or abnormal hair pigmentation suggests an inborn error of 

metabolism; and constriction or dilatation of pupils suggesting a toxin or drugs as the cause of the status 

epilepticus. 

PROGNOSIS.  

     The mortality rate of status epilepticus is ≈ 5%. The greatest numbers of deaths occur in the 

symptomatic group, most of whom have a serious and life-threatening CNS disorder known before the 

onset of status epilepticus.  

 


