Status Epilepticus: A Neurological Emergency
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Status epilepticus (SE) is a medical emergency that should be ceased promptly because of the considerable risks of morbidity and
mortality. Therefore, early recognition and intervention is crucial for favorable prognosis. Based on the urgency, recently SE is
redefined by a continuous seizure that lasts 5 minutes or more, compared to ‘classic’ duration of over 30 minutes. This article deals
updated and current management of SE, including choice of anticonvulsants or anesthetic agents on the stage of SE.
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Refractory SE (RSE): first-line &1 benzodiazepines
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* Benzodiazepines: GABAyT=&A] 24| (agonist)

* Phenytoin: Na &2}

« Valporate: Na' Ca” B2 2}¢HA)

* Midazolam: imidazobenzodiazepines

* Barbiturates (PB, pentobarbital, thiopental): GABAsT

| 2-8A
e Propofol: GABA,-&4] ZHg-A|, o2 2g 3¢
* Ketamine: NMDA th &4 (antagonist)
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1. First line of treatment (benzodiazepines)
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2. Second line of treatment (anticonvulsants)
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3. Third and additional lines of treatment (general
anesthetics)
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* Barbiturates (pentobarbital, 10-15 mg/kg, 0.5-1 mg/kg/hr;
thiopental, 3-5 mg/kg, 3-5 mg/kg/hr)
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