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Abstract: Status epilepticus is a common pediatric neurological emergency. Management includes
prompt administration of appropriately selected anti-seizure medications, identification and
treatment of seizure precipitant(s), as well as identification and management of associated systemic
complications. This review discusses the definitions, classification, epidemiology and management
of status epilepticus and refractory status epilepticus in children.
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1. Introduction

Status epilepticus is characterized by prolonged or recurrent seizures without a return to baseline.
It is a common pediatric neurological emergency with an estimated incidence of 18–23 per 100,000
children per year and a mortality of 2%–7% [1]. Management includes prompt administration
of appropriately selected anti-seizure medications, identification and management of any seizure
precipitant(s), as well as identification and management of associated systemic complications.

2. Definitions and Classification

Historically, status epilepticus has been conceptually defined as “a condition characterized by an
epileptic seizure that is sufficiently prolonged or repeated at sufficiently brief intervals so as to produce
an unvarying and enduring epileptic condition” [2]. This conceptual definition was pragmatically
defined by the International League Against Epilepsy as 30 min of continuous seizure activity, or a
series of epileptic seizures during which function is not regained between ictal events in a longer
than 30 min period [3]. This definition was based on animal studies demonstrating acute changes in
hippocampal neurons after 30–90 min of chemically-induced seizure activity [4] and that prolonged
seizures led to brain injury in paralyzed and mechanically ventilated baboons [5]. However, this
definition was problematic for clinicians who aimed to aggressively treat status epilepticus earlier
before any neuronal injury might occur. This clinical goal was driven by studies demonstrating
that longer seizures predict a longer total duration of status epilepticus and poorer prognosis [6].
Furthermore, it was recognized that these risks of mortality and pathophysiologic changes occurred
at varying seizure durations depending on seizure type and seizure etiology. Thus, more clinically
focused definitions have been developed. The 2015 International League Against Epilepsy defines
status epilepticus as “a condition resulting either from the failure of the mechanisms responsible for
seizure termination or from the initiation of mechanisms which lead to abnormally prolonged seizures
(after time point t1). It is a condition that can have long-term consequences (after time point t2),
including neuronal death, neuronal injury, and alteration of neuronal networks, depending on the type
and duration of seizures”. These time points were variably defined depending on whether the seizure
was generalized tonic-clonic status epilepticus, focal status epilepticus with impaired consciousness, or
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absence status epilepticus (Table 1) [7]. Thus, the definition recognizes the variable urgency in treating
status epilepticus depending on the type of seizure, and it distinguishes between status epilepticus
with motor features and without prominent motor features (i.e., non-convulsive status epilepticus).
However, it does not establish a separate treatment approach for non-convulsive status epilepticus.
A similar management approach was proposed by the 2012 Neurocritical Care Society’s Guideline on
the Evaluation and Management of Status Epilepticus. This guideline defines status epilepticus as five
minutes of continuous clinical or electrographic seizure activity, and it establishes the goal of achieving
definitive control of status epilepticus within 60 min of onset [8]. The 2016 American Epilepsy Society’s
Guideline for Status Epilepticus Management follows the five minute definition without subdividing
based on seizure type [9].

Table 1. International League Against Epilepsy definition of status epilepticus indicates that emergency
treatment of status epilepticus should be started at t1 and long-term consequences may occur at t2.
Adopted from Trinka et al., 2015 [6].

Status Epilepticus Type Time 1 (Treatment Started) Time 2 (Consequences Expected)

Tonic-clonic 5 min 30 min

Focal with impaired consciousness 10 min >60 min

Absence 15 min Unknown

Terminology used to describe different seizure stages/phases reflects the complex and nuanced
definition of status epilepticus. The first five minutes of a seizure have been termed “prodromal” or
“incipient status epilepticus” [10]. Continued seizure activity can be further subdivided into early
status epilepticus (5–30 min), established status epilepticus (>30 min), and refractory status epilepticus
(ongoing status epilepticus despite administration of 2–3 appropriately dosed anti-seizure medications).
Per the Neurocritical Care Society’s guideline, medical interventions to stabilize the patient and identify
any underlying precipitant are categorized as “immediate”, which roughly corresponds to incipient
status epilepticus. Anti-seizure medications are classified as “emergent”, “urgent”, or “refractory”.
Emergent interventions correspond with the temporal definitions of early status epilepticus, and
urgent interventions with established status epilepticus. These semantic changes forsake classifying
the order of medication in favor of emphasizing the importance of rapid sequential medication
administration. The American Epilepsy Society’s guideline provides a hybrid system in which the
medication order is defined but the timeframes for each phase are shorter than provided by some prior
systems. It suggests management be considered as an “initial therapy phase” (5–20 min), a “second
therapy phase” (20–40 min), and a “third therapy phase” (40–60 min) [9].

Less important than the exact time defined as the point of transition from seizure to status
epilepticus is the emphasis placed on prompt and aggressive management. As recognized by the
concept of t1 in the International League Against Epilepsy’s consensus statement, after a certain
period of time, a threshold is crossed where a seizure becomes unlikely to self-terminate. During this
time, pathophysiologic changes occur that promote pharmacoresistance, reducing the likelihood that
status epilepticus will respond to initial anti-seizure medications. In children with new-onset seizures,
after continuously seizing for 5–10 min, a seizure becomes unlikely to stop without pharmacologic
intervention [11]. Several studies have described associations between status epilepticus management
delays and more prolonged seizures [12] and lower anti-seizure medication responsiveness [13–16].
These data underscore the need to initiate management for seizures lasting more than about 5–10 min.

Despite the need for prompt intervention to identify any underlying etiology and terminate
seizures called for by recent guidelines [8,9], substantial variability in care and delays in care are
common in both the pre-hospital and in-hospital settings [17]. Studies of status epilepticus management
in children in emergency departments have described that laboratory parameters were often not
checked and some results were only available after long delays [18], benzodiazepine dosing was
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outside usual dosing guidelines in 23% of children with status epilepticus [18], the median time to
administer a second-line anti-seizure medication to a seizing child was 24 min [19], and substantial
delays in anti-seizure medication administration are common in children with refractory status
epilepticus [17]. To expedite therapeutic decisions, a consensus document recommended that all
units have a written management pathway with a clear structured time frame [20]. Several example
pathways have been published [8–10,21,22], but these may need to be adapted based on local resources
and practices. Additionally, many of the pathways provide management recommendations intended
for generalized convulsive status epilepticus and focal status epilepticus with impaired consciousness
while management of other forms of status epilepticus, such as focal status epilepticus with preserved
consciousness and non-convulsive status in patients with acute encephalopathy, may require more
individualized approaches.

3. Epidemiology, Morbidity, and Mortality

Current estimates of the incidence of status epilepticus in children vary by age. The incidence is
highest in the neonatal period and declines until approximately five years of age [1,23–26]. Estimates
in the neonatal to first year of life are approximately 135–150 incidents per 100,000 people [24,25],
with higher incidence in vulnerable populations with acute or chronic neurologic conditions. This
population also has a much higher incidence of acute symptomatic causes of status epilepticus [1,23].
The incidence of status epilepticus is relatively low between the ages of 5 and 40 years [24]. Across
the pediatric lifespan, the most recent comprehensive prospective estimate of the incidence of status
epilepticus is between 17 and 23 per 100,000 children [1]. A more recent population-based study
estimates the incidence between 5 and 15 per 100,000 people [27]. Epidemiologic features unique to
the pediatric population include a relatively higher rate of recurrence of status epilepticus [24], more
frequent provoking infectious [24] or remote symptomatic causes [24,28], and more likely occurrence
in children without a diagnosis of epilepsy [29]. In over 75% of cases status epilepticus may be the first
seizure of life [23], and children presenting with status epilepticus as their first seizure only have a 30%
risk of a later diagnosis of epilepsy [28].

Despite the higher incidence of status epilepticus in children than adults, the overall mortality
of status epilepticus is lower in children than in adults [27]. In some studies, age is the only factor in
multivariate analysis to predict a better outcome [26]. While mortality was higher in early studies [23],
recent studies with prospective measurement in children approximate mortality at 3% [1]. Mortality
and morbidity directly from status epilepticus is difficult to distinguish from the underlying cause of
the seizure.

4. Medical Management and Stabilization

Status epilepticus is a medical as well as neurologic emergency. Medical stabilization focuses
on providing support of airway, breathing, and circulatory functions while identifying medical
complications and seizure precipitants. Medical management should proceed with subsequent testing
once stabilization of airway, breathing, and circulation occurs. This may require intubation with
mechanical ventilation to support pulmonary function and vasopressors and fluid resuscitation to
support circulation. As hyperthermia [30] and hyperglycemia [31] are associated with unfavorable
outcomes in some types of neurologic injury which may cause status epilepticus, close attention to
these parameters is recommended. Neurologically, seizure management involves providing definitive
treatment of both clinical and electrographic seizure activity while simultaneously performing an
investigation aimed at identifying the cause of the seizure. The Neurocritical Care Society’s guideline
provides a timed treatment outline for this critical time period [8]. Steps to be completed in the
“immediate” (initial five minute) time frame include non-invasive airway positioning, assessment
of adequacy of ventilation and perfusion by checking vital signs, establishing a means of peripheral
intravenous access, checking a finger-stick glucose, and checking a set of baseline triage labs. Once
intravenous access is established, an “emergent” anti-seizure medication (i.e., a benzodiazepine) is
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administered. If intravenous access cannot be rapidly established, other routes of benzodiazepine
administration should be used including intramuscular, rectal, buccal, and nasal.

5. Diagnostics

Multiple studies have investigated pediatric status epilepticus etiologies, and febrile status
epilepticus is the most common diagnosis [32–34]. Precipitant categories include acute symptomatic,
remote symptomatic, acute-on-remote symptomatic, cryptogenic, and idiopathic. Acute symptomatic
and acute-on-remote symptomatic causes, which comprise 17% to 26% of cases of pediatric status
epilepticus, respectively [23,32–34], should be evaluated urgently, as addressing these precipitants may
simultaneously treat seizures. The American Academy of Neurology practice parameter addressing
the diagnostic assessment of a child with convulsive status epilepticus reported that abnormal
results among children who underwent testing included low anti-seizure medication levels (32%),
neuroimaging abnormalities (8%), electrolytes (6%), inborn errors of metabolism (4%), ingestion
(4%), central nervous system infections (3%), and positive blood cultures (3%) [35]. To identify these
precipitants, the Neurocritical Care Society’s guideline recommends a finger-stick glucose in the
initial two minutes as well as a serum glucose, complete blood count, basic metabolic panel, blood
gas, calcium, magnesium, and anti-seizure medication levels drawn in the initial five minutes [8].
Rapidly correctable causes of status epilepticus should be identified and treated as quickly as possible,
including hypoglycemia, hypocalcemia, hyponatremia, and hypomagnesemia. Some patients may
require additional diagnostic testing including lumbar puncture, neuroimaging, and other blood
work (liver function tests, coagulation panel, serum or urine drug screen, inborn errors of metabolism
screen), which are recommended to be performed in the initial hour. Testing for rarer causes of status
epilepticus, including specific antibodies or PCR for viral encephalitides, autoantibody testing, or
metabolic testing, may be considered in some patients [36].

Consideration should also be given to performing continuous electroencephalogram (EEG)
monitoring. The Neurocritical Care Society’s guideline stipulates that EEG monitoring should be
initiated 15–60 min after seizure onset to evaluate for non-convulsive status epilepticus for patients
who are not returning to baseline within 10 min of convulsive seizure cessation or within 60 min
for patients in whom ongoing seizures are suspected. Further, the guideline recommends 48 h of
EEG monitoring in critically ill encephalopathic patients to identify non-convulsive status epilepticus,
including patients who are comatose, have intracerebral hemorrhage of any type, with epileptiform
discharges on a routine EEG, or who have altered mental status with suspected non-convulsive
seizures [8]. A consensus statement from the American Clinical Neurophysiology Society regarding
EEG monitoring in critically ill adults and children recommends written plans for EEG monitoring
(including indications, urgency, and duration), obtaining time-locked video, and EEG monitoring
review at least twice per day. The consensus statement provides EEG monitoring indications which
include: (1) persistently altered mental status after convulsive status epilepticus or seizures terminate;
(2) acute supratentorial brain injury (including intraparenchymal hemorrhage, moderate-severe
traumatic brain injury, central nervous system infections, recent neurosurgical procedures, brain
tumors, acute ischemic stroke, hypoxic-ischemic encephalopathy, sepsis associated encephalopathy,
extracorporeal membrane oxygenation) with altered mental status; (3) fluctuating or unexplained
alteration in mental status; (4) routine EEG with periodic discharges; (5) pharmacologic paralysis
and risk for seizures; or (6) paroxysmal events suspected to be seizures. The consensus statement
recommends EEG monitoring for 24 h, the entire duration of pharmacologic coma induction for seizure
management, and for 24 h after pharmacologic coma drugs weaned [37,38]. Additionally, urgent EEG
may be indicated when non-epileptic seizures are suspected (e.g., psychogenic status epilepticus), as
the appropriate diagnosis may avoid further administration of unnecessary anti-seizure medications.

As the principal management goal is cessation of both clinical and electrographic seizure
activity [8], continuous EEG monitoring should be considered in all children following convulsive
status epilepticus with persisting altered mental status [8,37]. In a multi-center cohort of critically
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ill children, 33% of 98 children who presented with convulsive status epilepticus had electrographic
seizures identified [39]. The overall seizure burden was high, with electrographic status epilepticus
occurring in 47% of patients with seizures identified with EEG monitoring. Further, 34% of children
with seizures had exclusively EEG-only seizures which would not have been identified without EEG
monitoring [40]. Additionally, EEG monitoring performed in encephalopathic critically ill children
with or without prior clinically evident seizures often impacts clinical management [41] through
identification of non-convulsive seizures and non-convulsive status epilepticus persisting after control
of convulsive status epilepticus or clinically evident seizures [42]. Observational studies have reported
that in multivariable analyses aiming to account for encephalopathy etiology and severity, high
electrographic seizure exposures in critically ill children are associated with worse outcomes [42–46].
As a result of these data, continuous EEG monitoring is being used with increasing frequency in
critically ill encephalopathic children to identify non-convulsive seizures and status epilepticus,
including after termination of convulsive status epilepticus [47]. Further study is needed to better
target limited EEG monitoring resources to the patients at highest risk for non-convulsive seizures
and to determine whether efforts to identify and manage these electrographic seizures improve
patient outcomes.

While there is agreement that patients with new-onset status epilepticus require
neuroimaging [48], there is less of a consensus regarding the timing of imaging. The American
Academy of Neurology’s Practice Parameter states that neuroimaging should be performed after
the child is stabilized and the status epilepticus has been controlled [35]. The Neurocritical Care
Society’s guideline considers imaging to be “urgent” and performed within the first 60 min of status
epilepticus onset [8]. Multiple studies have explored the yield of imaging in new-onset epilepsy.
As noted in the International League Against Epilepsy subcommittee recommendations, nearly 50% of
individual imaging studies in children with localization-related new-onset seizure(s) were reported to
be abnormal; 15%–20% of imaging studies provided useful information regarding seizure etiology
and/or seizure focus, and 2%–4% provided information that potentially altered immediate medical
management [49]. Fewer studies have explored the yield of imaging specifically for status epilepticus.
One study determined that 20% of brain CTs and 58% of brain MRIs were abnormal in pediatric status
epilepticus, with neuroimaging altering acute management in 24% of patients [33]. The necessity
and timing of neuroimaging is at the discretion of the treating clinician. In cases where the cause of
status epilepticus is clearly established, it may be appropriate to forego immediate neuroimaging.
In other cases, such as in trauma or oncology patients or when the status epilepticus etiology is
unknown, neuroimaging should be considered more urgently. In some cases, clinicians may need to
decide between neuroimaging and EEG monitoring, although introduction of CT and MRI compatible
electrodes has allowed both to be performed more easily. CT is typically performed first as it is more
widely available than MRI, is less expensive, and is less likely to require sedation for younger children.
If no etiology is revealed with CT, MRI should still be considered. In one series, 12% of children with
status epilepticus and a normal CT had abnormalities on MRI [33].

Central nervous system infections are a common cause of pediatric status epilepticus, accounting
for 1%–12% of subjects in a series from developed countries [50]. Infections include acute bacterial
meningitis; acute viral meningitis or encephalitis; and subacute viral, bacterial, fungal, or parasitic
meningitis. The most common infectious etiologies vary by age, acuity, whether or not the patient is
immunocompromised, use of steroids or other immunosuppression, recent travel, animal exposures,
season, and associated signs and symptoms. Initial evaluation in all status epilepticus patients without
an obvious non-infectious etiology includes lumbar puncture with cell counts, gram stain, culture,
protein, glucose, and herpes simplex virus PCR in appropriate patients. Guidelines from the Infectious
Disease Society of America for adults recommend obtaining screening head imaging prior to lumbar
puncture in patients who are immunocompromised, have a known space-occupying lesion or shunt,
papilledema, or a focal neurological deficit [51]. Infectious etiologies have been reviewed recently [52].
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Status epilepticus secondary to autoimmune etiologies is less common but still well-described.
In a recent prospective cohort study in adults, autoimmune and paraneoplastic etiologies accounted for
2.5% of cases of status epilepticus [53]. Autoimmune encephalitides may be classified as either limbic
or diffuse, and either paraneoplastic or non-paraneoplastic [54]. Presentation is variable depending on
the category and on the specific autoimmune condition. Clinicians should suspect an autoimmune
encephalitis in the presence of an otherwise unexplained cerebrospinal fluid pleocytosis or elevated
protein, evidence of inflammation of limbic structures on MRI, recent-onset systemic symptoms
concerning for malignancy, or when status epilepticus occurs as part of a subacute neurologic
degenerative disorder. Further evaluation should include cerebrospinal fluid oligoclonal bands,
IgG synthesis rate, and an IgG index to assess for intrathecal synthesis of antibodies. Anti-Hu
antibodies are most frequently implicated overall in seizures, status epilepticus, and epilepsia
partialis continua [54], while anti-NMDA receptor antibody encephalitis is the most well-described
autoantibody-associated disease in the pediatric population [55,56]. Specific clinical features
associated with autoantibody-associated conditions include concurrent recent-onset psychiatric
disease, movement disorder, or hemiparesis in anti-NMDA receptor encephalitis; hyponatremia and
facio-brachial-dystonic seizures in anti-LGI1 encephalitis; and stiff-person syndrome and cerebellar
signs with GAD-1 autoantibodies [54]. Targeted antibody testing for anti-NMDAR antibodies and
paraneoplastic autoantibody screens are commercially available. In general, testing cerebrospinal fluid
for autoantibodies is considered more sensitive and specific than serum. Autoantigens associated with
seizures and status epilepticus have been reviewed recently [54].

Genetic testing is not described in the Neurocritical Care Society’s guideline and typically does
not play a role in the acute management of status epilepticus. However, multiple genetic causes of
epilepsy are associated with recurrent status epilepticus and some may present with new-onset status
epilepticus without specific diagnostic features on imaging or EEG. Dravet syndrome is a genetic
form of epilepsy associated with recurrent status epilepticus, particularly after vaccinations, during
febrile illnesses, and upon exposure to warm temperatures [57]. In up to 70% of patients, Dravet
syndrome is associated with mutations in the gene SCN1A, which encodes a voltage-gated sodium
channel. Children with Dravet syndrome are more likely to present with status epilepticus before
the age of 18 months, and they are more likely to have recurrent status epilepticus [58]. Sodium
channel blocking anti-seizure medications may worsen epilepsy in Dravet syndrome, but phenytoin
has been reported as effective in managing status epilepticus in patients with Dravet syndrome [59].
Mutations in POLG1, the gene encoding a subunit of the enzyme polymerase γ, which is involved
in mitochondrial DNA replication, are associated with Alpers’ disease [60]. Alpers’ disease involves
infantile-onset epilepsy (particularly epilepsia partialis continua), ataxia, developmental regression,
cortical blindness, and a slowly progressive liver failure. Previously normal children presenting with
new-onset status epilepticus have been described [60], and it should be considered in new-onset
epilepsia partialis continua if there is concurrent liver failure and if occipital rhythmic high-amplitude
delta with superimposed polyspikes (RHADS) are seen on EEG [60]. Acute liver failure is described
in several children shortly after valproic acid initiation [61] so valproic acid should be avoided in
children with Alpers’ disease or patients suspected of having a POLG1 mutation. There are many other
single gene and contiguous gene disorders associated with epilepsy and status epilepticus. Targeted
Next Generation sequencing of known epilepsy-related genes is readily commercially available and is
high-yield for severe epilepsy phenotypes [62]. While the turnaround time on genetic testing precludes
utility in the early management of status epilepticus, clinicians should consider epilepsy gene panels or
genome-wide analysis as part of the systematic, comprehensive evaluation of the child with epilepsy
or status epilepticus when other etiologies are not identified.



J. Clin. Med. 2016, 5, 47 7 of 19

6. Management of Status Epilepticus

Administration of appropriate anti-seizure medications should occur as the patient is medically
stabilized and diagnostic studies are performed. Table 2 provides a summary of recommended
medications and doses. The Neurocritical Care Society’s guideline states that benzodiazepines remain
the “emergent initial therapy” of choice based both on available evidence and expert consensus.
When possible, intravenous benzodiazepine administration is preferred. However, formulations exist
for buccal, intranasal, intramuscular, and rectal administration, and these should be administered if
intravenous access cannot be rapidly established. The American Epilepsy Society’s guideline concludes
that intravenous lorazepam and diazepam are efficacious at stopping seizures lasting at least five min
(level A evidence) and that rectal diazepam, intramuscular midazolam, intranasal midazolam, and
buccal midazolam are probably effective at terminating seizures lasting at least five minutes (level
B evidence) [9]. It concludes that there are three equivalent first-line options including intravenous
lorazepam (0.1 mg/kg/dose; repeat once if needed), intravenous diazepam (0.15–0.2 mg/kg/dose;
repeat once if needed) and intramuscular midazolam (10 mg for >40 kg; 5 mg for 13–40 kg; single dose)
(level A evidence) [9]. A recent large randomized clinical trial compared lorazepam and diazepam
in children with convulsive status epilepticus. Cessation of status epilepticus for 10 min without
recurrence in 30 min occurred in 72% of the diazepam group and 73% of the lorazepam group. Assisted
ventilation was required in 16% of the diazepam group and 18% of the lorazepam group. The only
difference in secondary outcomes was that patients in the lorazepam group were more likely to be
sedated than those in the diazepam group (67% vs. 50%). The study concluded that the data did not
support preferential use of lorazepam over diazepam [63].

Administration of benzodiazepines may result in respiratory depression and hypotension, so
continued monitoring and stabilization should occur. The American Epilepsy Society’s guideline
concludes that respiratory depression was the most common adverse event associated with anti-seizure
medication treatment (level A evidence) and that there was no difference in respiratory depression
between midazolam, lorazepam, and diazepam by any administration route (level B evidence) [9].
A large randomized clinical trial of pediatric convulsive status epilepticus reported that assisted
ventilation was required in 16% of the diazepam group and 18% of the lorazepam group [63]. If the
seizure does not terminate 5–10 min following initial benzodiazepine administration, then a second
benzodiazepine dose should be administered. However, care should also be taken to assess whether
pre-hospital administration of a benzodiazepine occurred, as excess benzodiazepine dosing increases
the risk of respiratory suppression [64].

Second-line medications are referred to as “urgent” medications by the Neurocritical Care Society
guideline [8] and “second therapy phase” by the American Epilepsy Society guideline [9]. If status
epilepticus is already established, then benzodiazepines alone will obtain seizure control in less than
half of children [19]. Thus, the Neurocritical Care Society’s guideline recommends that following
benzodiazepine administration, another “urgent control medication” should be administered [8]. Only
limited data are available regarding the comparative effectiveness of second-line “urgent” anti-seizure
medications [65]. The American Epilepsy Society’s guideline concludes that there was insufficient
evidence to evaluate phenytoin or levetiracetam as second-line therapy (level U evidence) but that
intravenous valproic acid has similar efficacy but better tolerability than intravenous phenobarbital
(level B evidence) [9]. The NIH funded Established Status Epilepticus Treatment Trial (ESETT) will
compare phenytoin, valproate, and levetiracetam for convulsive status epilepticus in children and
adults, providing important data regarding these “urgent” medications [66].
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Table 2. Dosing recommendations and common side effects for emergent/initial-therapy-phase and urgent/second-therapy-phase anti-seizure medications. Adapted
from the Neurocritical Care Society [7] and American Epilepsy Society [8] guidelines for status epilepticus management.

Medication Recommended Dosing Serious Adverse Effects Other Considerations

Emergent/Initial Phase Therapy Phase Medications

Lorazepam IV: 0.1 mg/kg IV up to 4 mg per dose, may repeat
in 5–10 min

Hypotension
Respiratory depression

Dilute 1:1 with saline.
IV contains propylene glycol.

Diazepam
IV: 0.15–0.2 mg/kg IV up to 10 mg per dose, may
repeat in 5 min
Rectal: 0.2–0.5 mg/kg PR up to 20 mg

Hypotension
Respiratory depression

Short duration, active metabolite.
IV contains propylene glycol.

Midazolam

Adult IM: 0.2 mg/kg up to 10 mg
Ped IM: 5 mg if 13–40 kg, 10 mg if >40 kg.
0.3 mg/kg up to 10 mg
Intranasal: 0.2 mg/kg
Buccal 0.5 mg/kg

Hypotension
Respiratory depression

Active metabolite, renal elimination,
short duration.
For intranasal or buccal, use the IV formulation
(5 mg/mL concentration).

Urgent Control Therapy/Second Therapy Phase Medications

Phenytoin OR
Fosphenytoin

20 mg/kg IV, may give additional 5–10 mg/kg
20 mg PE/kg IV, may give additional 5–10 PE/kg

Hypotension
Arrhythmias
Purple glove syndrome

Phenytoin is only compatible in saline and the
IV contains propylene glycol.
Fosphenytoin is compatible in saline, dextrose,
and lactated ringers solutions.

Levetiracetam 20–60 mg/kg IV Aggression Minimal drug interactions, not hepatically
metabolized.

Phenobarbital 15–20 mg/kg IV, may give an additional
5–10 mg/kg

Hypotension
Respiratory depression IV contains propylene glycol.

Valproic acid 20–40 mg/kg IV, may give an additional 20 mg/kg

Hyperammonemia
Pancreatitis
Thrombocytopenia
Hepatotoxicity

May be a preferred agent in patients with
generalized epilepsy.
Avoid if possible hepatic dysfunction, metabolic
disease, <2 years old with unknown etiology,
pancreatitis, or thrombocytopenia.
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In surveys of pediatric emergency providers [67] and neurologists [68], phenytoin or fosphenytoin
remain the most-used anti-seizure medications if status epilepticus persists after administration of
benzodiazepines. However, this historical role is based on few data that these medications are more
effective than other options such as levetiracetam, phenobarbital, or valproate. For example, a recent
meta-analysis of drugs administered for benzodiazepine refractory convulsive status epilepticus
found phenytoin had lower efficacy (50%) than levetiracetam (69%), phenobarbital (74%), and
valproate (76%) [65]. Phenytoin and fosphenytoin, a prodrug rapidly converted to phenytoin, inhibit
voltage-gated sodium channels and thereby reduce excitability [69]. It is effective for focal epilepsy, but
it may be ineffective and worsen seizures in some patients with generalized epilepsy. The Neurocritical
Care Society’s guideline classifies phenytoin and fosphenytoin as appropriate emergent, urgent,
or refractory status epilepticus treatments with an intravenous loading dose at 20 mg/kg (or for
fosphenytoin, 20 phenytoin equivalents/kg) [8]. The American Epilepsy Society’s guideline concludes
that there were insufficient data to compare phenytoin and fosphenytoin for efficacy (level U evidence)
but that fosphenytoin is better tolerated than phenytoin (level B evidence), and that fosphenytoin
is therefore preferred based on tolerability (although phenytoin is acceptable) (level B evidence) [9].
Cardiac arrhythmias and a local severe skin reaction may be seen secondary to phenytoin, and they
are less common with fosphenytoin. Phenytoin is a strong hepatic enzyme inducer and may lower
other drug levels.

Valproic acid is a broad-spectrum anti-seizure medication which modulates sodium channels,
calcium channels, and the metabolism of GABA [69]. It is effective in the treatment of both generalized
and focal epilepsy and may be more effective in treating status epilepticus in children than in
adults [70]. In two recent meta-analyses, valproic acid was found to have the highest relative efficacy
among typical second-line anti-seizure medications [65,70]. For example, one meta-analysis of drugs
administered for benzodiazepine refractory convulsive status epilepticus found that valproate had
higher efficacy (78%) than phenytoin, phenobarbital, and levetiracetam [65]. Valproate may be
administered rapidly intravenously and is classified as an appropriate “emergent”, “urgent”, or
“refractory” status epilepticus medication by the Neurocritical Care Society’s guideline at a typical
intravenous loading dose of 20–40 mg/kg [8]. The American Epilepsy Society’s guideline recommends
valproic acid dosing of 40 mg/kg [9]. Adverse events are infrequent with intravenous administration
but include hypotension, thrombocytopenia, pancytopenia, platelet dysfunction, hypersensitivity
reactions, pancreatitis and hyperammonemia. There is also a Federal Drug Administration black box
warning for hepatotoxicity, which is highest in children who are under the age of two years, receiving
anticonvulsant polypharmacy, and/or suspected of having mitochondrial or metabolic disorders.
Valproate is a strong hepatic enzyme inhibitor and may raise other drug levels.

Phenobarbital is a positive allosteric modulator of GABAA receptors and is indicated by the
Neurocritical Care Society’s guideline as an “emergent”, “urgent”, or “refractory” status epilepticus
medication [8]. The typical intravenous loading dose is 20 mg/kg, with an additional 5–10 mg/kg
if needed. A recent meta-analysis of drugs administered for benzodiazepine refractory convulsive
status epilepticus found that phenobarbital was efficacious in 74% of patients [65]. Phenobarbital is
sedating and may result in respiratory depression or hypotension; if no artificial airway is present,
clinicians should be prepared to intubate prior to initiating infusion. Phenobarbital is a strong liver
enzyme inducer and may lower other drug levels. It has a half-life of up to 72 h and may be longer in
patients with hepatic dysfunction.

Levetiracetam is an additional anti-seizure medication option to be considered for “urgent”
therapy [8]. The mechanism of action is incompletely understood, but is noted to bind to a
presynaptic vesicle glycoprotein and reduce neurotransmitter release [71]. Previously considered
only for super-refractory status epilepticus, it has been used more often early for status epilepticus due
to its ease of dosing and lack of drug interactions. Limited retrospective and observational studies have
reported seizure cessation in some patients with levetiracetam [72–76] at intravenous loading doses of
20–60 mg/kg, with a loading dose of 60 mg/kg recommended by the American Epilepsy Society’s
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guideline [9]. A meta-analysis of drugs administered for benzodiazepine refractory convulsive status
epilepticus found levetiracetam was efficacious in 69% of subjects [65]. Aggression has been described
as an adverse event. Dose adjustment is needed in children with renal dysfunction.

7. Management of Refractory Status Epilepticus

Refractory status epilepticus is characterized by seizures that persist despite treatment with
adequate doses of initial anti-seizure medications. Definitions for refractory status epilepticus have
varied in seizure durations (no time criteria, 30 min, one hour, or two hours) and/or lack of response
to different numbers (two or three) of anti-seizure medications. The Neurocritical Care Society’s
guideline indicates that refractory status epilepticus is diagnosed when clinical or electrographic
seizures persist after adequate doses of an initial benzodiazepine followed by a second appropriate
anti-seizure medication [8]. In contrast to prior definitions of refractory status epilepticus, there is
no specific time that must elapse to define refractory status epilepticus, thereby emphasizing the
importance of rapid sequential treatment. Refractory status epilepticus occurs in about 10%–40% of
children with status epilepticus [14,15,77]. Studies in children have indicated that status epilepticus
lasted more than one hour in 26%–45% of patients [28,78], longer than two hours in 17%–25% of
patients [78,79], and longer than four hours in 10% of patients [78].

In some patients, refractory status epilepticus may last many weeks or months despite treatment
with multiple medications, which has been referred to as malignant refractory status epilepticus [80]
or super-refractory status epilepticus [81,82]. This condition has also been referred to as de-novo
cryptogenic refractory multi-focal status epilepticus [83], new-onset refractory status epilepticus
(NORSE) [84–86], and febrile infection-related epilepsy syndrome (FIRES) [87–89]. Some of these
entities in which refractory status epilepticus occurs in a previously healthy person with no
identified cause except a recent infection may represent overlapping terms describing similar or
identical entities [90]. This extremely refractory form of status epilepticus has been associated with
infectious or inflammatory etiologies, younger age, previous good health, and high morbidity and
mortality [80,83,84].

The management of refractory status epilepticus has been reviewed previously in
children [10,21,91–94]. While there is variability in suggested pathways and reported management
decisions [95], all pathways either administer additional anti-seizure medications, such as phenytoin/
fosphenytoin, phenobarbital, valproate sodium, or levetiracetam, or proceed to pharmacologic
coma induction with intravenous or inhaled medications. The Neurocritical Care Society’s guideline
indicates that appropriate options for refractory status epilepticus management include administering
a bolus of an unused “urgent” control medication and then proceeding to pharmacologic coma
induction if seizures persist, or moving directly to pharmacologic coma induction [8]. Additional
urgent control anti-seizure medications (e.g., phenytoin, valproate, levetiracetam, and phenobarbital)
may be reasonable if they have not yet been tried, if the seizures seem to be fragmenting and
becoming less frequent, or if the patient needs to be transferred or stabilized prior to administration
of continuous infusions. However, preparations should be initiated to achieve definitive seizure
control with continuous infusions. Substantial delays have been described before administration of
pharmacologic coma induction in children with refractory status epilepticus indicating attention to
timing is important [17].

Few data are available regarding management of refractory status epilepticus with midazolam,
pentobarbital, and other anesthetic therapies [96]. Midazolam dosing usually involves an initial
loading dose of 0.2 mg/kg followed by an infusion at 0.05–2 mg/kg/hour titrated as needed to
achieve clinical or electrographic seizure suppression or EEG burst-suppression. Pentobarbital dosing
usually involves an initial loading dose of 5–15 mg/kg (followed by another 5–10 mg/kg if needed)
followed by an infusion at 0.5–5 mg/kg/hour titrated as needed to achieve seizure suppression or
EEG burst-suppression. If seizures persist with midazolam or pentobarbital, then escalating dosing
through additional boluses is needed to rapidly increase levels and terminate seizures. Increasing
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the infusion rate without additional bolus dosing will lead to very slow increase in serum levels,
which is inconsistent with the goal of rapid seizure termination. Anesthetics such as isoflurane are
also effective in inducing a burst-suppression pattern and terminating seizures but often lead to
hypotension, and there are fewer data describing their use. Propofol may rapidly terminate seizures
and induce burst-suppression, but it is rarely used in children due to its Federal Drug Administration
black box warning due to propofol infusion syndrome.

Patients treated with continuous infusions or inhaled anesthetics require intensive monitoring due
to problems including: (1) mechanical ventilation for airway protection and to maintain appropriate
oxygenation and ventilation; (2) central venous access and arterial access due to frequent laboratory
tests and the possibility of developing hypotension requiring vasopressor or inotropic support;
(3) temperature management since high dose sedatives and anesthetics can blunt the shivering
response and endogenous thermoregulation; (4) assessment for development of lactic acidosis, anemia,
thrombocytopenia, and end organ dysfunction (e.g., acute hepatic or renal injury); and (5) the risk of
secondary infections due to indwelling catheters (e.g., central catheters, endotracheal tubes, and foley
catheters), as well as some medications (e.g., pentobarbital).

It remains unclear whether the EEG treatment goal should be termination of seizures or induction
of burst-suppression. The Neurocritical Care Society’s guideline considers either electrographic seizure
cessation of burst-suppression as appropriate goals [8]. It remains unclear how long the patient should
be maintained in pharmacologic coma. A survey of experts in status epilepticus management across
all age groups reported they would continue pharmacologic coma for 24 h [95]. The Neurocritical Care
Society’s guideline recommends 24–48 h of electrographic seizure control prior to slow withdrawal of
continuous infusions [8].

Electrographic or electro-clinical seizures frequently recur during weaning of pharmacologic
coma medications [97–100], indicating that pharmacologic coma should be considered as a window
during which specific therapies can be instituted for some status epilepticus etiologies and
during which other anti-seizure medications can be initiated to provide additional coverage.
Only case reports and series are available to guide management at this stage, and the options
include topiramate [101–107], lacosamide [108–110], phenobarbital [111–114], ketamine [115–119],
pyridoxine [120–125], neurosteroids [126], lidocaine [127–129], the ketogenic diet [90,102,130–136],
therapeutic hypothermia [137–141], immunomodulation [142,143], epilepsy surgery [115,144–154],
vagal nerve stimulation [155], and electroconvulsive therapy [156–158]. These options have been
reviewed recently [21,91,94,159].

8. Conclusions

Status epilepticus is a common neurologic emergency in children. Management requires
simultaneous resuscitation and medical stabilization, diagnosis of the underlying cause, and definitive
rapid treatment of both clinical and electrographic seizures. Prompt treatment with benzodiazepines
is the first-line treatment of status epilepticus, but many patients will need additional treatment with
additional medications including phenytoin, valproic acid, phenobarbital, or levetiracetam. Once an
initial benzodiazepine and an additional anti-seizure medication fail to terminate status epilepticus,
refractory status epilepticus is diagnosed. Pharmacologic coma induction is needed urgently to
terminate status epilepticus, and the period of pharmacologic coma provides an opportunity to
further evaluate for precipitants requiring specific management and administration of additional
anti-seizure medications.

Acknowledgments: Abend receives research support from NIH (K23NS076550).

Conflicts of Interest: The authors declare no conflict of interest.



J. Clin. Med. 2016, 5, 47 12 of 19

References

1. Chin, R.F.; Neville, B.G.; Peckham, C.; Bedford, H.; Wade, A.; Scott, R.C. Incidence, cause, and short-term
outcome of convulsive status epilepticus in childhood: Prospective population-based study. Lancet 2006, 368,
222–229. [CrossRef]

2. Roger, J.; Lob, H.; Tassinari, C.A. Status epilepticus. In Handbook of Clinical Neurology: The Epilepsies;
Magnus, O., de Lorentz Haas, A.M., Eds.; North Holland Publishing Company: Amsterdam, The Netherlands,
1974; Volume 15, pp. 145–188.

3. Commission on epidemiology and prognosis, international league against epilepsy: Guidelines for
epidemiologic studies on epilepsy. Epilepsia 1993, 34, 592–596.

4. Evans, M.; Griffiths, T.; Meldrum, B. Early changes in the rat hippocampus following seizures induced by
bicuculline or L-allylglycine: A light and electron microscope study. Neuropathol. Appl. Neurobiol. 1983, 9,
39–52. [CrossRef] [PubMed]

5. Meldrum, B.S.; Vigouroux, R.A.; Brierley, J.B. Systemic factors and epileptic brain damage. Prolonged
seizures in paralyzed, artificially ventilated baboons. Arch. Neurol. 1973, 29, 82–87. [CrossRef] [PubMed]

6. DeLorenzo, R.J.; Garnett, L.K.; Towne, A.R.; Waterhouse, E.J.; Boggs, J.G.; Morton, L.; Choudhry, M.A.;
Barnes, T.; Ko, D. Comparison of status epilepticus with prolonged seizure episodes lasting from 10 to
29 minutes. Epilepsia 1999, 40, 164–169. [CrossRef] [PubMed]

7. Trinka, E.; Cock, H.; Hesdorffer, D.; Rossetti, A.O.; Scheffer, I.E.; Shinnar, S.; Shorvon, S.; Lowenstein, D.H.
A definition and classification of status epilepticus—Report of the ilae task force on classification of status
epilepticus. Epilepsia 2015, 56, 1515–1523. [CrossRef] [PubMed]

8. Brophy, G.M.; Bell, R.; Claassen, J.; Alldredge, B.; Bleck, T.P.; Glauser, T.; Laroche, S.M.; Riviello, J.J., Jr.;
Shutter, L.; Sperling, M.R.; et al. Guidelines for the evaluation and management of status epilepticus.
Neurocrit. Care 2012, 17, 3–23. [CrossRef] [PubMed]

9. Glauser, T.; Shinnar, S.; Gloss, D.; Alldredge, B.; Arya, R.; Bainbridge, J.; Bare, M.; Bleck, T.; Dodson, W.E.;
Garrity, L.; et al. Evidence-based guideline: Treatment of convulsive status epilepticus in children and adults:
Report of the guideline committee of the American epilepsy society. Epilepsy Curr. 2016, 16, 48–61. [CrossRef]
[PubMed]

10. Alford, E.L.; Wheless, J.W.; Phelps, S.J. Treatment of generalized convulsive status epilepticus in pediatric
patients. J. Pediatr. Pharmacol. Ther. 2015, 20, 260–289. [PubMed]

11. Shinnar, S.; Berg, A.T.; Moshe, S.L.; Shinnar, R. How long do new-onset seizures in children last? Ann. Neurol.
2001, 49, 659–664. [CrossRef] [PubMed]

12. Chin, R.F.; Neville, B.G.; Peckham, C.; Wade, A.; Bedford, H.; Scott, R.C. Treatment of community-onset,
childhood convulsive status epilepticus: A prospective, population-based study. Lancet Neurol. 2008, 7,
696–703. [CrossRef]

13. Lambrechtsen, F.A.; Buchhalter, J.R. Aborted and refractory status epilepticus in children: A comparative
analysis. Epilepsia 2008, 49, 615–625. [CrossRef] [PubMed]

14. Lewena, S.; Young, S. When benzodiazepines fail: How effective is second line therapy for status epilepticus
in children? Emerg. Med. Australas. 2006, 18, 45–50. [CrossRef] [PubMed]

15. Eriksson, K.; Metsaranta, P.; Huhtala, H.; Auvinen, A.; Kuusela, A.L.; Koivikko, M. Treatment delay and the
risk of prolonged status epilepticus. Neurology 2005, 65, 1316–1318. [CrossRef] [PubMed]

16. Hayashi, K.; Osawa, M.; Aihara, M.; Izumi, T.; Ohtsuka, Y.; Haginoya, K.; Kato, I.; Kaneko, K.; Sugai, K.;
Takahashi, T.; et al. Efficacy of intravenous midazolam for status epilepticus in childhood. Pediatr. Neurol.
2007, 36, 366–372. [CrossRef] [PubMed]

17. Sanchez Fernandez, I.; Abend, N.S.; Agadi, S.; An, S.; Arya, R.; Brenton, J.N.; Carpenter, J.L.; Chapman, K.E.;
Gaillard, W.D.; Glauser, T.A.; et al. Time from convulsive status epilepticus onset to anticonvulsant
administration in children. Neurology 2015, 84, 2304–2311. [CrossRef] [PubMed]

18. Tobias, J.D.; Berkenbosch, J.W. Management of status epilepticus in infants and children prior to pediatric
ICU admission: Deviations from the current guidelines. South. Med. J. 2008, 101, 268–272. [CrossRef]
[PubMed]

19. Lewena, S.; Pennington, V.; Acworth, J.; Thornton, S.; Ngo, P.; McIntyre, S.; Krieser, D.; Neutze, J.;
Speldewinde, D. Emergency management of pediatric convulsive status epilepticus: A multicenter study of
542 patients. Pediatr. Emerg. Care 2009, 25, 83–87. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S0140-6736(06)69043-0
http://dx.doi.org/10.1111/j.1365-2990.1983.tb00322.x
http://www.ncbi.nlm.nih.gov/pubmed/6843775
http://dx.doi.org/10.1001/archneur.1973.00490260026003
http://www.ncbi.nlm.nih.gov/pubmed/4197956
http://dx.doi.org/10.1111/j.1528-1157.1999.tb02070.x
http://www.ncbi.nlm.nih.gov/pubmed/9952262
http://dx.doi.org/10.1111/epi.13121
http://www.ncbi.nlm.nih.gov/pubmed/26336950
http://dx.doi.org/10.1007/s12028-012-9695-z
http://www.ncbi.nlm.nih.gov/pubmed/22528274
http://dx.doi.org/10.5698/1535-7597-16.1.48
http://www.ncbi.nlm.nih.gov/pubmed/26900382
http://www.ncbi.nlm.nih.gov/pubmed/26380568
http://dx.doi.org/10.1002/ana.1018
http://www.ncbi.nlm.nih.gov/pubmed/11357957
http://dx.doi.org/10.1016/S1474-4422(08)70141-8
http://dx.doi.org/10.1111/j.1528-1167.2007.01465.x
http://www.ncbi.nlm.nih.gov/pubmed/18093148
http://dx.doi.org/10.1111/j.1742-6723.2006.00807.x
http://www.ncbi.nlm.nih.gov/pubmed/16454774
http://dx.doi.org/10.1212/01.wnl.0000180959.31355.92
http://www.ncbi.nlm.nih.gov/pubmed/16247069
http://dx.doi.org/10.1016/j.pediatrneurol.2007.02.012
http://www.ncbi.nlm.nih.gov/pubmed/17560497
http://dx.doi.org/10.1212/WNL.0000000000001673
http://www.ncbi.nlm.nih.gov/pubmed/25948729
http://dx.doi.org/10.1097/SMJ.0b013e318164e3f0
http://www.ncbi.nlm.nih.gov/pubmed/18364657
http://dx.doi.org/10.1097/PEC.0b013e318196ea6e
http://www.ncbi.nlm.nih.gov/pubmed/19194344


J. Clin. Med. 2016, 5, 47 13 of 19

20. Shorvon, S.; Baulac, M.; Cross, H.; Trinka, E.; Walker, M. The drug treatment of status epilepticus in Europe:
Consensus document from a workshop at the first London colloquium on status epilepticus. Epilepsia 2008,
49, 1277–1286. [PubMed]

21. Abend, N.S.; Bearden, D.; Helbig, I.; McGuire, J.; Narula, S.; Panzer, J.A.; Topjian, A.; Dlugos, D.J. Status
epilepticus and refractory status epilepticus management. Semin. Pediatr. Neurol. 2014, 21, 263–274.
[CrossRef] [PubMed]

22. Abend, N.S.; Loddenkemper, T. Management of pediatric status epilepticus. Curr. Treat. Options Neurol. 2014,
16, 1–16. [CrossRef] [PubMed]

23. Aicardi, J.; Chevrie, J.J. Convulsive status epilepticus in infants and children. A study of 239 cases. Epilepsia
1970, 11, 187–197. [CrossRef] [PubMed]

24. DeLorenzo, R.J.; Hauser, W.A.; Towne, A.R.; Boggs, J.G.; Pellock, J.M.; Penberthy, L.; Garnett, L.; Fortner, C.A.;
Ko, D. A prospective, population-based epidemiologic study of status epilepticus in Richmond, Virginia.
Neurology 1996, 46, 1029–1035. [CrossRef] [PubMed]

25. Hesdorffer, D.C.; Logroscino, G.; Cascino, G.; Annegers, J.F.; Hauser, W.A. Incidence of status epilepticus In
Rochester, Minnesota, 1965–1984. Neurology 1998, 50, 735–741. [CrossRef] [PubMed]

26. Wu, Y.W.; Shek, D.W.; Garcia, P.A.; Zhao, S.; Johnston, S.C. Incidence and mortality of generalized convulsive
status epilepticus in California. Neurology 2002, 58, 1070–1076. [CrossRef] [PubMed]

27. Dham, B.S.; Hunter, K.; Rincon, F. The epidemiology of status epilepticus in the United States. Neurocrit. Care
2014, 20, 476–483. [CrossRef] [PubMed]

28. Maytal, J.; Shinnar, S.; Moshe, S.L.; Alvarez, L.A. Low morbidity and mortality of status epilepticus in
children. Pediatrics 1989, 83, 323–331. [PubMed]

29. Sillanpaa, M.; Shinnar, S. Status epilepticus in a population-based cohort with childhood-onset epilepsy in
Finland. Ann Neurol 2002, 52, 303–310. [CrossRef] [PubMed]

30. Madden, L.K.; DeVon, H.A. A systematic review of the effects of body temperature on outcome after adult
traumatic brain injury. J. Neurosci. Nurs. 2015, 47, 190–203. [CrossRef] [PubMed]

31. Koivunen, R.J.; Haapaniemi, E.; Satopaa, J.; Niemela, M.; Tatlisumak, T.; Putaala, J. Medical acute
complications of intracerebral hemorrhage in young adults. Stroke Res. Treat. 2015, 2015. [CrossRef]
[PubMed]

32. Hussain, N.; Appleton, R.; Thorburn, K. Aetiology, course and outcome of children admitted to paediatric
intensive care with convulsive status epilepticus: A retrospective 5-year review. Seizure 2007, 16, 305–312.
[CrossRef] [PubMed]

33. Singh, R.K.; Stephens, S.; Berl, M.M.; Chang, T.; Brown, K.; Vezina, L.G.; Gaillard, W.D. Prospective study of
new-onset seizures presenting as status epilepticus in childhood. Neurology 2010, 74, 636–642. [CrossRef]
[PubMed]

34. Nishiyama, I.; Ohtsuka, Y.; Tsuda, T.; Inoue, H.; Kunitomi, T.; Shiraga, H.; Kimura, T.; Fujimoto, K. An
epidemiological study of children with status epilepticus in Okayama, Japan. Epilepsia 2007, 48, 1133–1137.
[CrossRef] [PubMed]

35. Riviello, J.J.; Ashwal, S.; Hirtz, D.; Glauser, T.; Ballaban-Gil, K.; Kelley, K.; Morton, L.D.; Phillips, S.; Sloan, E.;
Shinnar, S. Practice parameter: Diagnostic assessment of the child with status epilepticus (an evidence-based
review). Neurology 2006, 67, 1542–1550. [CrossRef] [PubMed]

36. Watemberg, N.; Segal, G. A suggested approach to the etiologic evaluation of status epilepticus in children:
What to seek after the usual causes have been ruled out. J. Child Neurol. 2010, 25, 203–211. [CrossRef]
[PubMed]

37. Herman, S.T.; Abend, N.S.; Bleck, T.P.; Chapman, K.E.; Drislane, F.W.; Emerson, R.G.; Gerard, E.E.;
Hahn, C.D.; Husain, A.M.; Kaplan, P.W.; et al. Consensus statement on continuous EEG in critically
ill adults and children, part I: Indications. J. Clin. Neurophysiol. 2015, 32, 87–95. [CrossRef] [PubMed]

38. Herman, S.T.; Abend, N.S.; Bleck, T.P.; Chapman, K.E.; Drislane, F.W.; Emerson, R.G.; Gerard, E.E.;
Hahn, C.D.; Husain, A.M.; Kaplan, P.W.; et al. Consensus statement on continuous EEG in critically
ill adults and children, part II: Personnel, technical specifications, and clinical practice. J. Clin. Neurophysiol.
2015, 32, 96–108. [CrossRef] [PubMed]

39. Abend, N.S.; Arndt, D.H.; Carpenter, J.L.; Chapman, K.E.; Cornett, K.M.; Gallentine, W.B.; Giza, C.C.;
Goldstein, J.L.; Hahn, C.D.; Lerner, J.T.; et al. Electrographic seizures in pediatric ICU patients: Cohort study
of risk factors and mortality. Neurology 2013, 81, 383–391. [CrossRef] [PubMed]

http://www.ncbi.nlm.nih.gov/pubmed/18638280
http://dx.doi.org/10.1016/j.spen.2014.12.006
http://www.ncbi.nlm.nih.gov/pubmed/25727508
http://dx.doi.org/10.1007/s11940-014-0301-x
http://www.ncbi.nlm.nih.gov/pubmed/24909106
http://dx.doi.org/10.1111/j.1528-1157.1970.tb03880.x
http://www.ncbi.nlm.nih.gov/pubmed/5270550
http://dx.doi.org/10.1212/WNL.46.4.1029
http://www.ncbi.nlm.nih.gov/pubmed/8780085
http://dx.doi.org/10.1212/WNL.50.3.735
http://www.ncbi.nlm.nih.gov/pubmed/9521266
http://dx.doi.org/10.1212/WNL.58.7.1070
http://www.ncbi.nlm.nih.gov/pubmed/11940695
http://dx.doi.org/10.1007/s12028-013-9935-x
http://www.ncbi.nlm.nih.gov/pubmed/24519080
http://www.ncbi.nlm.nih.gov/pubmed/2919138
http://dx.doi.org/10.1002/ana.10286
http://www.ncbi.nlm.nih.gov/pubmed/12205642
http://dx.doi.org/10.1097/JNN.0000000000000142
http://www.ncbi.nlm.nih.gov/pubmed/25951311
http://dx.doi.org/10.1155/2015/357696
http://www.ncbi.nlm.nih.gov/pubmed/25722917
http://dx.doi.org/10.1016/j.seizure.2007.01.007
http://www.ncbi.nlm.nih.gov/pubmed/17292636
http://dx.doi.org/10.1212/WNL.0b013e3181d0cca2
http://www.ncbi.nlm.nih.gov/pubmed/20089940
http://dx.doi.org/10.1111/j.1528-1167.2007.01106.x
http://www.ncbi.nlm.nih.gov/pubmed/17441990
http://dx.doi.org/10.1212/01.wnl.0000243197.05519.3d
http://www.ncbi.nlm.nih.gov/pubmed/17101884
http://dx.doi.org/10.1177/0883073809337032
http://www.ncbi.nlm.nih.gov/pubmed/19833976
http://dx.doi.org/10.1097/WNP.0000000000000166
http://www.ncbi.nlm.nih.gov/pubmed/25626778
http://dx.doi.org/10.1097/WNP.0000000000000165
http://www.ncbi.nlm.nih.gov/pubmed/25626777
http://dx.doi.org/10.1212/WNL.0b013e31829c5cfe
http://www.ncbi.nlm.nih.gov/pubmed/23794680


J. Clin. Med. 2016, 5, 47 14 of 19

40. Fernandez, I.S.; Abend, N.S.; Arndt, D.H.; Carpenter, J.L.; Chapman, K.E.; Cornett, K.M.; Dlugos, D.J.;
Gallentine, W.B.; Giza, C.C.; Goldstein, J.L.; et al. Electrographic seizures after convulsive status epilepticus
in children and young adults: A retrospective multicenter study. J. Pediatr. 2014, 164, 339–346. [CrossRef]
[PubMed]

41. Abend, N.S.; Topjian, A.A.; Gutierrez-Colina, A.M.; Donnelly, M.; Clancy, R.R.; Dlugos, D.J. Impact of
continuous EEG monitoring on clinical management in critically ill children. Neurocrit. Care 2011, 15, 70–75.
[CrossRef] [PubMed]

42. Abend, N.S.; Gutierrez-Colina, A.M.; Topjian, A.A.; Zhao, H.; Guo, R.; Donnelly, M.; Clancy, R.R.; Dlugos, D.J.
Nonconvulsive seizures are common in critically ill children. Neurology 2011, 76, 1071–1077. [CrossRef]
[PubMed]

43. Kirkham, F.J.; Wade, A.M.; McElduff, F.; Boyd, S.G.; Tasker, R.C.; Edwards, M.; Neville, B.G.; Peshu, N.;
Newton, C.R. Seizures in 204 comatose children: Incidence and outcome. Intensive Care Med. 2012, 38,
853–862. [CrossRef] [PubMed]

44. Topjian, A.A.; Gutierrez-Colina, A.M.; Sanchez, S.M.; Berg, R.A.; Friess, S.H.; Dlugos, D.J.; Abend, N.S.
Electrographic status epilepticus is associated with mortality and worse short-term outcome in critically ill
children. Crit. Care Med. 2013, 41, 215–223. [CrossRef] [PubMed]

45. Wagenman, K.L.; Blake, T.P.; Sanchez, S.M.; Schultheis, M.T.; Radcliffe, J.; Berg, R.A.; Dlugos, D.J.;
Topjian, A.A.; Abend, N.S. Electrographic status epilepticus and long-term outcome in critically ill children.
Neurology 2014, 82, 396–404. [CrossRef] [PubMed]

46. Payne, E.T.; Zhao, X.Y.; Frndova, H.; McBain, K.; Sharma, R.; Hutchison, J.S.; Hahn, C.D. Seizure burden
is independently associated with short term outcome in critically ill children. Brain 2014, 137, 1429–1438.
[CrossRef] [PubMed]

47. Sanchez, S.M.; Arndt, D.H.; Carpenter, J.L.; Chapman, K.E.; Cornett, K.M.; Dlugos, D.J.; Gallentine, W.B.;
Giza, C.C.; Goldstein, J.L.; Hahn, C.D.; et al. Electroencephalography monitoring in critically ill children:
Current practice and implications for future study design. Epilepsia 2013, 54, 1419–1427. [CrossRef] [PubMed]

48. Freilich, E.R.; Zelleke, T.; Gaillard, W.D. Identification and evaluation of the child in status epilepticus.
Semin. Pediatr. Neurol. 2010, 17, 144–149. [CrossRef] [PubMed]

49. Gaillard, W.D.; Chiron, C.; Cross, J.H.; Harvey, A.S.; Kuzniecky, R.; Hertz-Pannier, L.; Vezina, L.G. Guidelines
for imaging infants and children with recent-onset epilepsy. Epilepsia 2009, 50, 2147–2153. [CrossRef]
[PubMed]

50. Neligan, A.; Shorvon, S.D. Frequency and prognosis of convulsive status epilepticus of different causes: A
systematic review. Arch. Neurol. 2010, 67, 931–940. [CrossRef] [PubMed]

51. Beckham, J.D.; Tyler, K.L.; IDSA. Initial management of acute bacterial meningitis in adults: Summary of
IDSA guidelines. Rev. Neurol. Dis. 2006, 3, 57–60. [PubMed]

52. McGuire, J.L.; Greene, A.M. Central nervous system infections. In Pediatric Neurocritical Care; Abend, N.S.,
Helfaer, M., Eds.; Demos: New York, NY, USA, 2013; pp. 267–336.

53. Spatola, M.; Novy, J.; Du Pasquier, R.; Dalmau, J.; Rossetti, A.O. Status epilepticus of inflammatory etiology:
A cohort study. Neurology 2015, 85, 464–470. [CrossRef] [PubMed]

54. Davis, R.; Dalmau, J. Autoimmunity, seizures, and status epilepticus. Epilepsia 2013, 54 (Suppl. 6), 46–49.
[CrossRef] [PubMed]

55. Florance, N.R.; Davis, R.L.; Lam, C.; Szperka, C.; Zhou, L.; Ahmad, S.; Campen, C.J.; Moss, H.; Peter, N.;
Gleichman, A.J.; et al. Anti-N-methyl-D-aspartate receptor (NMDAR) encephalitis in children and adolescents.
Ann. Neurol. 2009, 66, 11–18. [CrossRef] [PubMed]

56. Goldberg, E.M.; Taub, K.S.; Kessler, S.K.; Abend, N.S. Anti-NMDA receptor encephalitis presenting with
focal non-convulsive status epilepticus in a child. Neuropediatrics 2011, 42, 188–190. [CrossRef] [PubMed]

57. Dravet, C.; Oguni, H. Dravet syndrome (severe myoclonic epilepsy in infancy). Handb. Clin. Neurol. 2013,
111, 627–633. [PubMed]

58. Le Gal, F.; Lebon, S.; Ramelli, G.P.; Datta, A.N.; Mercati, D.; Maier, O.; Combescure, C.; Rodriguez, M.I.;
Seeck, M.; Roulet, E.; et al. When is a child with status epilepticus likely to have dravet syndrome? Epilepsy Res.
2014, 108, 740–747. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.jpeds.2013.09.032
http://www.ncbi.nlm.nih.gov/pubmed/24161223
http://dx.doi.org/10.1007/s12028-010-9380-z
http://www.ncbi.nlm.nih.gov/pubmed/20499208
http://dx.doi.org/10.1212/WNL.0b013e318211c19e
http://www.ncbi.nlm.nih.gov/pubmed/21307352
http://dx.doi.org/10.1007/s00134-012-2529-9
http://www.ncbi.nlm.nih.gov/pubmed/22491938
http://dx.doi.org/10.1097/CCM.0b013e3182668035
http://www.ncbi.nlm.nih.gov/pubmed/23164815
http://dx.doi.org/10.1212/WNL.0000000000000082
http://www.ncbi.nlm.nih.gov/pubmed/24384638
http://dx.doi.org/10.1093/brain/awu042
http://www.ncbi.nlm.nih.gov/pubmed/24595203
http://dx.doi.org/10.1111/epi.12261
http://www.ncbi.nlm.nih.gov/pubmed/23848569
http://dx.doi.org/10.1016/j.spen.2010.06.003
http://www.ncbi.nlm.nih.gov/pubmed/20727482
http://dx.doi.org/10.1111/j.1528-1167.2009.02075.x
http://www.ncbi.nlm.nih.gov/pubmed/19389145
http://dx.doi.org/10.1001/archneurol.2010.169
http://www.ncbi.nlm.nih.gov/pubmed/20697043
http://www.ncbi.nlm.nih.gov/pubmed/16819421
http://dx.doi.org/10.1212/WNL.0000000000001717
http://www.ncbi.nlm.nih.gov/pubmed/26092915
http://dx.doi.org/10.1111/epi.12276
http://www.ncbi.nlm.nih.gov/pubmed/24001072
http://dx.doi.org/10.1002/ana.21756
http://www.ncbi.nlm.nih.gov/pubmed/19670433
http://dx.doi.org/10.1055/s-0031-1295408
http://www.ncbi.nlm.nih.gov/pubmed/22109736
http://www.ncbi.nlm.nih.gov/pubmed/23622210
http://dx.doi.org/10.1016/j.eplepsyres.2014.02.019
http://www.ncbi.nlm.nih.gov/pubmed/24679980


J. Clin. Med. 2016, 5, 47 15 of 19

59. Tanabe, T.; Awaya, Y.; Matsuishi, T.; Iyoda, K.; Nagai, T.; Kurihara, M.; Yamamoto, K.; Minagawa, K.;
Maekawa, K. Management of and prophylaxis against status epilepticus in children with severe myoclonic
epilepsy in infancy (SMEI; Dravet syndrome)—A nationwide questionnaire survey in Japan. Brain Dev. 2008,
30, 629–635. [CrossRef] [PubMed]

60. Wolf, N.I.; Rahman, S.; Schmitt, B.; Taanman, J.W.; Duncan, A.J.; Harting, I.; Wohlrab, G.; Ebinger, F.;
Rating, D.; Bast, T. Status epilepticus in children with Alpers’ disease caused by POLG1 mutations: EEG and
MRI features. Epilepsia 2009, 50, 1596–1607. [CrossRef] [PubMed]

61. Gordon, N. Alpers syndrome: Progressive neuronal degeneration of children with liver disease. Dev. Med.
Child Neurol. 2006, 48, 1001–1003. [CrossRef] [PubMed]

62. Lemke, J.R.; Riesch, E.; Scheurenbrand, T.; Schubach, M.; Wilhelm, C.; Steiner, I.; Hansen, J.; Courage, C.;
Gallati, S.; Burki, S.; et al. Targeted next generation sequencing as a diagnostic tool in epileptic disorders.
Epilepsia 2012, 53, 1387–1398. [CrossRef] [PubMed]

63. Chamberlain, J.M.; Okada, P.; Holsti, M.; Mahajan, P.; Brown, K.M.; Vance, C.; Gonzalez, V.; Lichenstein, R.;
Stanley, R.; Brousseau, D.C.; et al. Lorazepam vs. diazepam for pediatric status epilepticus: A randomized
clinical trial. JAMA 2014, 311, 1652–1660. [CrossRef] [PubMed]

64. Chin, R.F.; Verhulst, L.; Neville, B.G.; Peters, M.J.; Scott, R.C. Inappropriate emergency management of
status epilepticus in children contributes to need for intensive care. J. Neurol. Neurosurg. Psychiatry 2004, 75,
1584–1588. [CrossRef] [PubMed]

65. Yasiry, Z.; Shorvon, S.D. The relative effectiveness of five antiepileptic drugs in treatment of
benzodiazepine-resistant convulsive status epilepticus: A meta-analysis of published studies. Seizure
2014, 23, 167–174. [CrossRef] [PubMed]

66. Established Status Epilepticus Treatment Trial (ESETT) (Identifier NCT01960075). Available online:
https://clinicaltrials.gov/ct2/show/NCT01960075 (accessed on 17 February 2016).

67. Babl, F.E.; Sheriff, N.; Borland, M.; Acworth, J.; Neutze, J.; Krieser, D.; Ngo, P.; Schutz, J.; Thomson, F.;
Cotterell, E.; et al. Emergency management of paediatric status epilepticus in Australia and New Zealand:
Practice patterns in the context of clinical practice guidelines. J. Paediatr. Child Health 2009, 45, 541–546.
[CrossRef] [PubMed]

68. Claassen, J.; Hirsch, L.J.; Mayer, S.A. Treatment of status epilepticus: A survey of neurologists. J. Neurol. Sci.
2003, 211, 37–41. [CrossRef]

69. Rogawski, M.A.; Loscher, W. The neurobiology of antiepileptic drugs. Nat. Rev. Neurosci. 2004, 5, 553–564.
[CrossRef] [PubMed]

70. Trinka, E. The use of valproate and new antiepileptic drugs in status epilepticus. Epilepsia 2007, 48 (Suppl. 8),
49–51. [CrossRef] [PubMed]

71. Crepeau, A.Z.; Treiman, D.M. Levetiracetam: A comprehensive review. Expert Rev. Neurother. 2010, 10,
159–171. [CrossRef] [PubMed]

72. Reiter, P.D.; Huff, A.D.; Knupp, K.G.; Valuck, R.J. Intravenous levetiracetam in the management of acute
seizures in children. Pediatr. Neurol. 2010, 43, 117–121. [CrossRef] [PubMed]

73. McTague, A.; Kneen, R.; Kumar, R.; Spinty, S.; Appleton, R. Intravenous levetiracetam in acute repetitive
seizures and status epilepticus in children: Experience from a children’s hospital. Seizure 2012, 21, 529–534.
[CrossRef] [PubMed]

74. Kirmani, B.F.; Crisp, E.D.; Kayani, S.; Rajab, H. Role of intravenous levetiracetam in acute seizure
management of children. Pediatr. Neurol. 2009, 41, 37–39. [CrossRef] [PubMed]

75. Gallentine, W.B.; Hunnicutt, A.S.; Husain, A.M. Levetiracetam in children with refractory status epilepticus.
Epilepsy Behav. 2009, 14, 215–218. [CrossRef] [PubMed]

76. Abend, N.S.; Monk, H.M.; Licht, D.J.; Dlugos, D.J. Intravenous levetiracetam in critically ill children with
status epilepticus or acute repetitive seizures. Pediatr. Crit. Care Med. 2009, 10, 505–510. [CrossRef] [PubMed]

77. Brevoord, J.C.; Joosten, K.F.; Arts, W.F.; van Rooij, R.W.; de Hoog, M. Status epilepticus: Clinical analysis
of a treatment protocol based on midazolam and phenytoin. J. Child Neurol. 2005, 20, 476–481. [CrossRef]
[PubMed]

78. Dunn, D.W. Status epilepticus in children: Etiology, clinical features, and outcome. J. Child Neurol. 1988, 3,
167–173. [CrossRef] [PubMed]

79. Eriksson, K.J.; Koivikko, M.J. Status epilepticus in children: Aetiology, treatment, and outcome. Dev. Med.
Child Neurol. 1997, 39, 652–658. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.braindev.2008.03.002
http://www.ncbi.nlm.nih.gov/pubmed/18424028
http://dx.doi.org/10.1111/j.1528-1167.2008.01877.x
http://www.ncbi.nlm.nih.gov/pubmed/19054397
http://dx.doi.org/10.1017/S0012162206002209
http://www.ncbi.nlm.nih.gov/pubmed/17109792
http://dx.doi.org/10.1111/j.1528-1167.2012.03516.x
http://www.ncbi.nlm.nih.gov/pubmed/22612257
http://dx.doi.org/10.1001/jama.2014.2625
http://www.ncbi.nlm.nih.gov/pubmed/24756515
http://dx.doi.org/10.1136/jnnp.2003.032797
http://www.ncbi.nlm.nih.gov/pubmed/15489391
http://dx.doi.org/10.1016/j.seizure.2013.12.007
http://www.ncbi.nlm.nih.gov/pubmed/24433665
http://dx.doi.org/10.1111/j.1440-1754.2009.01536.x
http://www.ncbi.nlm.nih.gov/pubmed/19686314
http://dx.doi.org/10.1016/S0022-510X(03)00036-4
http://dx.doi.org/10.1038/nrn1430
http://www.ncbi.nlm.nih.gov/pubmed/15208697
http://dx.doi.org/10.1111/j.1528-1167.2007.01349.x
http://www.ncbi.nlm.nih.gov/pubmed/18329999
http://dx.doi.org/10.1586/ern.10.3
http://www.ncbi.nlm.nih.gov/pubmed/20136375
http://dx.doi.org/10.1016/j.pediatrneurol.2010.03.017
http://www.ncbi.nlm.nih.gov/pubmed/20610122
http://dx.doi.org/10.1016/j.seizure.2012.05.010
http://www.ncbi.nlm.nih.gov/pubmed/22722010
http://dx.doi.org/10.1016/j.pediatrneurol.2009.02.016
http://www.ncbi.nlm.nih.gov/pubmed/19520272
http://dx.doi.org/10.1016/j.yebeh.2008.09.028
http://www.ncbi.nlm.nih.gov/pubmed/18926926
http://dx.doi.org/10.1097/PCC.0b013e3181a0e1cf
http://www.ncbi.nlm.nih.gov/pubmed/19325512
http://dx.doi.org/10.1177/088307380502000602
http://www.ncbi.nlm.nih.gov/pubmed/15996395
http://dx.doi.org/10.1177/088307388800300303
http://www.ncbi.nlm.nih.gov/pubmed/3209842
http://dx.doi.org/10.1111/j.1469-8749.1997.tb07358.x
http://www.ncbi.nlm.nih.gov/pubmed/9352725


J. Clin. Med. 2016, 5, 47 16 of 19

80. Holtkamp, M.; Othman, J.; Buchheim, K.; Masuhr, F.; Schielke, E.; Meierkord, H. A “malignant” variant of
status epilepticus. Arch. Neurol. 2005, 62, 1428–1431. [CrossRef] [PubMed]

81. Shorvon, S.; Ferlisi, M. The treatment of super-refractory status epilepticus: A critical review of available
therapies and a clinical treatment protocol. Brain 2011, 134, 2802–2818. [CrossRef] [PubMed]

82. Shorvon, S. Super-refractory status epilepticus: An approach to therapy in this difficult clinical situation.
Epilepsia 2011, 52 (Suppl. 8), 53–56. [CrossRef] [PubMed]

83. Van Lierde, I.; van Paesschen, W.; Dupont, P.; Maes, A.; Sciot, R. De novo cryptogenic refractory multifocal
febrile status epilepticus in the young adult: A review of six cases. Acta Neurol. Belg. 2003, 103, 88–94.
[PubMed]

84. Wilder-Smith, E.P.; Lim, E.C.; Teoh, H.L.; Sharma, V.K.; Tan, J.J.; Chan, B.P.; Ong, B.K. The NORSE (new-onset
refractory status epilepticus) syndrome: Defining a disease entity. Ann. Acad. Med. Singap. 2005, 34, 417–420.
[PubMed]

85. Rathakrishnan, R.; Wilder-Smith, E.P. New onset refractory status epilepticus (NORSE). J. Neurol. Sci. 2009,
284, 220–221. [CrossRef] [PubMed]

86. Costello, D.J.; Kilbride, R.D.; Cole, A.J. Cryptogenic new onset refractory status epilepticus (NORSE) in
adults-infectious or not? J. Neurol. Sci. 2009, 277, 26–31. [CrossRef] [PubMed]

87. Kramer, U.; Chi, C.S.; Lin, K.L.; Specchio, N.; Sahin, M.; Olson, H.; Nabbout, R.; Kluger, G.; Lin, J.J.; van
Baalen, A. Febrile infection-related epilepsy syndrome (FIRES): Pathogenesis, treatment, and outcome: A
multicenter study on 77 children. Epilepsia 2011, 52, 1956–1965. [CrossRef] [PubMed]

88. Kramer, U.; Shorer, Z.; Ben-Zeev, B.; Lerman-Sagie, T.; Goldberg-Stern, H.; Lahat, E. Severe refractory status
epilepticus owing to presumed encephalitis. J. Child Neurol. 2005, 20, 184–187. [CrossRef] [PubMed]

89. Van Baalen, A.; Hausler, M.; Boor, R.; Rohr, A.; Sperner, J.; Kurlemann, G.; Panzer, A.; Stephani, U.;
Kluger, G. Febrile infection-related epilepsy syndrome (FIRES): A nonencephalitic encephalopathy in
childhood. Epilepsia 2010, 51, 1323–1328. [CrossRef] [PubMed]

90. Ismail, F.Y.; Kossoff, E.H. AERRPS, DESC, NORSE, FIRES: Multi-labeling or distinct epileptic entities?
Epilepsia 2011, 52, e185–e189. [CrossRef] [PubMed]

91. Abend, N.S.; Dlugos, D.J. Treatment of refractory status epilepticus: Literature review and a proposed
protocol. Pediatr. Neurol. 2008, 38, 377–390. [CrossRef] [PubMed]

92. Owens, J. Medical management of refractory status epilepticus. Semin. Pediatr. Neurol. 2010, 17, 176–181.
[CrossRef] [PubMed]

93. Wheless, J.W. Treatment of refractory convulsive status epilepticus in children: Other therapies.
Semin. Pediatr. Neurol. 2010, 17, 190–194. [CrossRef] [PubMed]

94. Wilkes, R.; Tasker, R.C. Pediatric intensive care treatment of uncontrolled status epilepticus. Crit. Care Clin.
2013, 29, 239–257. [CrossRef] [PubMed]

95. Riviello, J.J., Jr.; Claassen, J.; LaRoche, S.M.; Sperling, M.R.; Alldredge, B.; Bleck, T.P.; Glauser, T.; Shutter, L.;
Treiman, D.M.; Vespa, P.M.; et al. Treatment of status epilepticus: An international survey of experts.
Neurocrit. Care 2013, 18, 193–200. [CrossRef] [PubMed]

96. Wilkes, R.; Tasker, R.C. Intensive care treatment of uncontrolled status epilepticus in children: Systematic
literature search of midazolam and anesthetic therapies. Pediatr. Crit. Care Med. 2014, 15, 632–639. [CrossRef]
[PubMed]

97. Kim, S.J.; Lee, D.Y.; Kim, J.S. Neurologic outcomes of pediatric epileptic patients with pentobarbital coma.
Pediatr. Neurol. 2001, 25, 217–220. [CrossRef]

98. Morrison, G.; Gibbons, E.; Whitehouse, W.P. High-dose midazolam therapy for refractory status epilepticus
in children. Intensive Care Med. 2006, 32, 2070–2076. [CrossRef] [PubMed]

99. Singhi, S.; Murthy, A.; Singhi, P.; Jayashree, M. Continuous midazolam versus diazepam infusion for
refractory convulsive status epilepticus. J. Child Neurol. 2002, 17, 106–110. [CrossRef] [PubMed]

100. Koul, R.; Chacko, A.; Javed, H.; Al Riyami, K. Eight-year study of childhood status epilepticus: Midazolam
infusion in management and outcome. J. Child Neurol. 2002, 17, 908–910. [CrossRef] [PubMed]

101. Akyildiz, B.N.; Kumandas, S. Treatment of pediatric refractory status epilepticus with topiramate.
Childs Nerv. Syst. 2011, 27, 1425–1430. [CrossRef] [PubMed]

102. Lin, J.J.; Lin, K.L.; Wang, H.S.; Hsia, S.H.; Wu, C.T. Effect of topiramate, in combination with lidocaine, and
phenobarbital, in acute encephalitis with refractory repetitive partial seizures. Brain Dev. 2009, 31, 605–611.
[CrossRef] [PubMed]

http://dx.doi.org/10.1001/archneur.62.9.1428
http://www.ncbi.nlm.nih.gov/pubmed/16157750
http://dx.doi.org/10.1093/brain/awr215
http://www.ncbi.nlm.nih.gov/pubmed/21914716
http://dx.doi.org/10.1111/j.1528-1167.2011.03238.x
http://www.ncbi.nlm.nih.gov/pubmed/21967364
http://www.ncbi.nlm.nih.gov/pubmed/12892002
http://www.ncbi.nlm.nih.gov/pubmed/16123813
http://dx.doi.org/10.1016/j.jns.2009.03.023
http://www.ncbi.nlm.nih.gov/pubmed/19356770
http://dx.doi.org/10.1016/j.jns.2008.10.007
http://www.ncbi.nlm.nih.gov/pubmed/19013586
http://dx.doi.org/10.1111/j.1528-1167.2011.03250.x
http://www.ncbi.nlm.nih.gov/pubmed/21883180
http://dx.doi.org/10.1177/08830738050200030301
http://www.ncbi.nlm.nih.gov/pubmed/15832606
http://dx.doi.org/10.1111/j.1528-1167.2010.02535.x
http://www.ncbi.nlm.nih.gov/pubmed/20345937
http://dx.doi.org/10.1111/j.1528-1167.2011.03293.x
http://www.ncbi.nlm.nih.gov/pubmed/22004046
http://dx.doi.org/10.1016/j.pediatrneurol.2008.01.001
http://www.ncbi.nlm.nih.gov/pubmed/18486818
http://dx.doi.org/10.1016/j.spen.2010.06.006
http://www.ncbi.nlm.nih.gov/pubmed/20727487
http://dx.doi.org/10.1016/j.spen.2010.06.007
http://www.ncbi.nlm.nih.gov/pubmed/20727489
http://dx.doi.org/10.1016/j.ccc.2012.11.007
http://www.ncbi.nlm.nih.gov/pubmed/23537674
http://dx.doi.org/10.1007/s12028-012-9790-1
http://www.ncbi.nlm.nih.gov/pubmed/23097138
http://dx.doi.org/10.1097/PCC.0000000000000173
http://www.ncbi.nlm.nih.gov/pubmed/24901802
http://dx.doi.org/10.1016/S0887-8994(01)00311-3
http://dx.doi.org/10.1007/s00134-006-0362-8
http://www.ncbi.nlm.nih.gov/pubmed/16977485
http://dx.doi.org/10.1177/088307380201700203
http://www.ncbi.nlm.nih.gov/pubmed/11952069
http://dx.doi.org/10.1177/08830738020170123002
http://www.ncbi.nlm.nih.gov/pubmed/12593465
http://dx.doi.org/10.1007/s00381-011-1432-y
http://www.ncbi.nlm.nih.gov/pubmed/21442269
http://dx.doi.org/10.1016/j.braindev.2008.09.010
http://www.ncbi.nlm.nih.gov/pubmed/18993000


J. Clin. Med. 2016, 5, 47 17 of 19

103. Kahriman, M.; Minecan, D.; Kutluay, E.; Selwa, L.; Beydoun, A. Efficacy of topiramate in children with
refractory status epilepticus. Epilepsia 2003, 44, 1353–1356. [CrossRef] [PubMed]

104. Perry, M.S.; Holt, P.J.; Sladky, J.T. Topiramate loading for refractory status epilepticus in children. Epilepsia
2006, 47, 1070–1071. [CrossRef] [PubMed]

105. Blumkin, L.; Lerman-Sagie, T.; Houri, T.; Gilad, E.; Nissenkorn, A.; Ginsberg, M.; Watemberg, N. Pediatric
refractory partial status epilepticus responsive to topiramate. J. Child Neurol. 2005, 20, 239–241. [CrossRef]
[PubMed]

106. Stojanova, V.; Rossetti, A.O. Oral topiramate as an add-on treatment for refractory status epilepticus.
Acta Neurol. Scand. 2012, 125, e7–e11. [CrossRef] [PubMed]

107. Bragatti, J.A.; Torres, C.M.; Netto, C.B.; Vedolin, L.; Garzon, E.; Rieder, C.R.; Schwartz, I.V.;
Bianchin, M.M. Topiramate is effective for status epilepticus and seizure control in neuraminidase deficiency.
Arq Neuropsiquiatr. 2011, 69, 565–566. [CrossRef] [PubMed]

108. Grosso, S.; Zamponi, N.; Bartocci, A.; Cesaroni, E.; Cappanera, S.; Di Bartolo, R.; Balestri, P. Lacosamide in
children with refractory status epilepticus. A multicenter Italian experience. Eur. J. Paediatr. Neurol. 2014, 18,
604–608. [CrossRef] [PubMed]

109. Jain, V.; Harvey, A.S. Treatment of refractory tonic status epilepticus with intravenous lacosamide. Epilepsia
2012, 53, 761–762. [CrossRef] [PubMed]

110. Shiloh-Malawsky, Y.; Fan, Z.; Greenwood, R.; Tennison, M. Successful treatment of childhood prolonged
refractory status epilepticus with lacosamide. Seizure 2011, 20, 586–588. [CrossRef] [PubMed]

111. Shaner, D.M.; McCurdy, S.A.; Herring, M.O.; Gabor, A.J. Treatment of status epileticus: A prospective
comparison of diazepam and phenytoin versus phenobarbital and optional phenytoin. Neurology 1988, 38,
202–207. [CrossRef] [PubMed]

112. Crawford, T.O.; Mitchell, W.G.; Fishman, L.S.; Snodgrass, S.R. Very-high-dose phenobarbital for refractory
status epilepticus in children. Neurology 1988, 38, 1035–1040. [CrossRef] [PubMed]

113. Lee, W.K.; Liu, K.T.; Young, B.W. Very-high-dose phenobarbital for childhood refractory status epilepticus.
Pediatr. Neurol. 2006, 34, 63–65. [CrossRef] [PubMed]

114. Mirski, M.A.; Williams, M.A.; Hanley, D.F. Prolonged pentobarbital and phenobarbital coma for refractory
generalized status epilepticus. Crit. Care Med. 1995, 23, 400–404. [CrossRef] [PubMed]

115. Ilvento, L.; Rosati, A.; Marini, C.; L'Erario, M.; Mirabile, L.; Guerrini, R. Ketamine in refractory convulsive
status epilepticus in children avoids endotracheal intubation. Epilepsy Behav. 2015, 49, 343–346. [CrossRef]
[PubMed]

116. Rosati, A.; L’Erario, M.; Ilvento, L.; Cecchi, C.; Pisano, T.; Mirabile, L.; Guerrini, R. Efficacy and safety of
ketamine in refractory status epilepticus in children. Neurology 2012, 79, 2355–2358. [CrossRef] [PubMed]

117. Mewasingh, L.D.; Sekhara, T.; Aeby, A.; Christiaens, F.J.; Dan, B. Oral ketamine in paediatric non-convulsive
status epilepticus. Seizure 2003, 12, 483–489. [CrossRef]

118. Gaspard, N.; Foreman, B.; Judd, L.M.; Brenton, J.N.; Nathan, B.R.; McCoy, B.M.; Al-Otaibi, A.; Kilbride, R.;
Fernandez, I.S.; Mendoza, L.; et al. Intravenous ketamine for the treatment of refractory status epilepticus: A
retrospective multicenter study. Epilepsia 2013, 54, 1498–1503. [CrossRef] [PubMed]

119. Sheth, R.D.; Gidal, B.E. Refractory status epilepticus: Response to ketamine. Neurology 1998, 51, 1765–1766.
[CrossRef] [PubMed]

120. Yoshii, A.; Takeoka, M.; Kelly, P.J.; Krishnamoorthy, K.S. Focal status epilepticus as atypical presentation of
pyridoxine-dependent epilepsy. J. Child Neurol. 2005, 20, 696–698. [CrossRef] [PubMed]

121. Goutieres, F.; Aicardi, J. Atypical presentations of pyridoxine-dependent seizures: A treatable cause of
intractable epilepsy in infants. Ann. Neurol. 1985, 17, 117–120. [CrossRef] [PubMed]

122. Chou, M.L.; Wang, H.S.; Hung, P.C.; Sun, P.C.; Huang, S.C. Late-onset pyridoxine-dependent seizures:
Report of two cases. Zhonghua Min Guo Xiao Er Ke Yi Xue Hui Za Zhi 1995, 36, 434–437. [PubMed]

123. Kluger, G.; Blank, R.; Paul, K.; Paschke, E.; Jansen, E.; Jakobs, C.; Worle, H.; Plecko, B. Pyridoxine-dependent
epilepsy: Normal outcome in a patient with late diagnosis after prolonged status epilepticus causing cortical
blindness. Neuropediatrics 2008, 39, 276–279. [CrossRef] [PubMed]

124. Russell, K.E.; Mulligan, S.R.; Mallory, L.A. Diagnosis of pyridoxine-dependent seizures in a nineteen-year-old
patient. Pediatr. Neurol. 2012, 47, 141–143. [CrossRef] [PubMed]

http://dx.doi.org/10.1046/j.1528-1157.2003.11803.x
http://www.ncbi.nlm.nih.gov/pubmed/14510830
http://dx.doi.org/10.1111/j.1528-1167.2006.00564.x
http://www.ncbi.nlm.nih.gov/pubmed/16822255
http://dx.doi.org/10.1177/08830738050200031701
http://www.ncbi.nlm.nih.gov/pubmed/15832617
http://dx.doi.org/10.1111/j.1600-0404.2011.01562.x
http://www.ncbi.nlm.nih.gov/pubmed/21711264
http://dx.doi.org/10.1590/S0004-282X2011000400031
http://www.ncbi.nlm.nih.gov/pubmed/21755142
http://dx.doi.org/10.1016/j.ejpn.2014.04.013
http://www.ncbi.nlm.nih.gov/pubmed/24836405
http://dx.doi.org/10.1111/j.1528-1167.2012.03419.x
http://www.ncbi.nlm.nih.gov/pubmed/22462573
http://dx.doi.org/10.1016/j.seizure.2011.03.005
http://www.ncbi.nlm.nih.gov/pubmed/21474342
http://dx.doi.org/10.1212/WNL.38.2.202
http://www.ncbi.nlm.nih.gov/pubmed/3277082
http://dx.doi.org/10.1212/WNL.38.7.1035
http://www.ncbi.nlm.nih.gov/pubmed/3386819
http://dx.doi.org/10.1016/j.pediatrneurol.2005.06.014
http://www.ncbi.nlm.nih.gov/pubmed/16376283
http://dx.doi.org/10.1097/00003246-199502000-00028
http://www.ncbi.nlm.nih.gov/pubmed/7867365
http://dx.doi.org/10.1016/j.yebeh.2015.06.019
http://www.ncbi.nlm.nih.gov/pubmed/26189786
http://dx.doi.org/10.1212/WNL.0b013e318278b685
http://www.ncbi.nlm.nih.gov/pubmed/23197747
http://dx.doi.org/10.1016/S1059-1311(03)00028-1
http://dx.doi.org/10.1111/epi.12247
http://www.ncbi.nlm.nih.gov/pubmed/23758557
http://dx.doi.org/10.1212/WNL.51.6.1765
http://www.ncbi.nlm.nih.gov/pubmed/9855547
http://dx.doi.org/10.1177/08830738050200081301
http://www.ncbi.nlm.nih.gov/pubmed/16225819
http://dx.doi.org/10.1002/ana.410170203
http://www.ncbi.nlm.nih.gov/pubmed/3977296
http://www.ncbi.nlm.nih.gov/pubmed/8592931
http://dx.doi.org/10.1055/s-0029-1202833
http://www.ncbi.nlm.nih.gov/pubmed/19294602
http://dx.doi.org/10.1016/j.pediatrneurol.2012.04.018
http://www.ncbi.nlm.nih.gov/pubmed/22759694


J. Clin. Med. 2016, 5, 47 18 of 19

125. Valle-Morales, L.; Cortes-Cros, E.; Santana, A.; Barber, M.; Figueras, T.; Garcia-Hernandez, J.A. Epileptic
status refractory to conventional treatment caused by vitamin B6 deficiency. J Perinatol 2009, 29, 252–253.
[CrossRef] [PubMed]

126. Broomall, E.; Natale, J.E.; Grimason, M.; Goldstein, J.; Smith, C.M.; Chang, C.; Kanes, S.; Rogawski, M.A.;
Wainwright, M.S. Pediatric super-refractory status epilepticus treated with allopregnanolone. Ann. Neurol.
2014, 76, 911–915. [CrossRef] [PubMed]

127. Hattori, H.; Yamano, T.; Hayashi, K.; Osawa, M.; Kondo, K.; Aihara, M.; Haginoya, K.; Hamano, S.; Izumi, T.;
Kaneko, K.; et al. Effectiveness of lidocaine infusion for status epilepticus in childhood: A retrospective
multi-institutional study in Japan. Brain Dev. 2008, 30, 504–512. [CrossRef] [PubMed]

128. Hamano, S.; Sugiyama, N.; Yamashita, S.; Tanaka, M.; Hayakawa, M.; Minamitani, M.; Yoshinari, S.; Eto, Y.
Intravenous lidocaine for status epilepticus during childhood. Dev. Med. Child Neurol. 2006, 48, 220–222.
[CrossRef] [PubMed]

129. Zeiler, F.A.; Zeiler, K.J.; Teitelbaum, J.; Gillman, L.M.; West, M.; Kazina, C.J. Lidocaine for status epilepticus
in pediatrics. Can. J. Neurol. Sci. 2015, 42, 414–426. [CrossRef] [PubMed]

130. Nabbout, R.; Mazzuca, M.; Hubert, P.; Peudennier, S.; Allaire, C.; Flurin, V.; Aberastury, M.; Silva, W.;
Dulac, O. Efficacy of ketogenic diet in severe refractory status epilepticus initiating fever induced refractory
epileptic encephalopathy in school age children (FIRES). Epilepsia 2010, 51, 2033–2037. [CrossRef] [PubMed]

131. Francois, L.L.; Manel, V.; Rousselle, C.; David, M. Ketogenic regime as anti-epileptic treatment: Its use in 29
epileptic children. Arch. Pediatr. 2003, 10, 300–306. [PubMed]

132. Cobo, N.H.; Sankar, R.; Murata, K.K.; Sewak, S.L.; Kezele, M.A.; Matsumoto, J.H. The ketogenic diet as
broad-spectrum treatment for super-refractory pediatric status epilepticus: Challenges in implementation in
the pediatric and neonatal intensive care units. J. Child Neurol. 2015, 30, 259–266. [CrossRef] [PubMed]

133. Nam, S.H.; Lee, B.L.; Lee, C.G.; Yu, H.J.; Joo, E.Y.; Lee, J.; Lee, M. The role of ketogenic diet in the treatment
of refractory status epilepticus. Epilepsia 2011, 52, e181–e184. [CrossRef] [PubMed]

134. Fung, E.L.; Chang, S.K.; Yam, K.K.; Yau, P.Y. Ketogenic diet as a therapeutic option in super-refractory status
epilepticus. Pediatr. Neonatol. 2015, 56, 429–431. [CrossRef] [PubMed]

135. Sort, R.; Born, A.P.; Pedersen, K.N.; Fonsmark, L.; Uldall, P. Ketogenic diet in 3 cases of childhood refractory
status epilepticus. Eur. J. Paediatr. Neurol. 2013, 17, 531–536. [CrossRef] [PubMed]

136. Kumada, T.; Miyajima, T.; Kimura, N.; Saito, K.; Shimomura, H.; Oda, N.; Fujii, T. Modified Atkins diet for
the treatment of nonconvulsive status epilepticus in children. J. Child Neurol. 2010, 25, 485–489. [CrossRef]
[PubMed]

137. Guilliams, K.; Rosen, M.; Buttram, S.; Zempel, J.; Pineda, J.; Miller, B.; Shoykhet, M. Hypothermia for
pediatric refractory status epilepticus. Epilepsia 2013, 54, 1586–1594. [CrossRef] [PubMed]

138. Orlowski, J.P.; Erenberg, G.; Lueders, H.; Cruse, R.P. Hypothermia and barbiturate coma for refractory status
epilepticus. Crit. Care Med. 1984, 12, 367–372. [CrossRef] [PubMed]

139. Lin, J.J.; Lin, K.L.; Hsia, S.H.; Wang, H.S. Therapeutic hypothermia for febrile infection-related epilepsy
syndrome in two patients. Pediatr Neurol 2012, 47, 448–450. [CrossRef] [PubMed]

140. Elting, J.W.; Naalt, J.V.; Fock, J.M. Mild hypothermia for refractory focal status epilepticus in an infant with
hemimegalencephaly. Eur. J. Paediatr. Neurol. 2010, 14, 452–455. [CrossRef] [PubMed]

141. Shein, S.L.; Reynolds, T.Q.; Gedela, S.; Kochanek, P.M.; Bell, M.J. Therapeutic hypothermia for refractory
status epilepticus in a child with malignant migrating partial seizures of infancy and mutation: A case report.
Ther. Hypoth. Temp. Manag. 2012, 2, 144–149. [CrossRef] [PubMed]

142. Robakis, T.K.; Hirsch, L.J. Literature review, case report, and expert discussion of prolonged refractory status
epilepticus. Neurocrit. Care 2006, 4, 35–46. [CrossRef]

143. Gedik, A.H.; Demirkol, D.; Tatli, B.; Bayraktar, S.; Alkan, A.; Karabocuoglu, M.; Yuksel, A. Therapeutic
plasma exchange for malignant refractory status epilepticus: A case report. Pediatr. Neurol. 2014, 50, 407–410.
[CrossRef] [PubMed]

144. Ng, Y.T.; Kerrigan, J.F.; Rekate, H.L. Neurosurgical treatment of status epilepticus. J. Neurosurg. 2006, 105,
378–381. [CrossRef] [PubMed]

145. Alexopoulos, A.; Lachhwani, D.K.; Gupta, A.; Kotagal, P.; Harrison, A.M.; Bingaman, W.; Wyllie, E. Resective
surgery to treat refractory status epilepticus in children with focal epileptogenesis. Neurology 2005, 64,
567–570. [CrossRef] [PubMed]

http://dx.doi.org/10.1038/jp.2008.180
http://www.ncbi.nlm.nih.gov/pubmed/19240731
http://dx.doi.org/10.1002/ana.24295
http://www.ncbi.nlm.nih.gov/pubmed/25363147
http://dx.doi.org/10.1016/j.braindev.2007.12.016
http://www.ncbi.nlm.nih.gov/pubmed/18280680
http://dx.doi.org/10.1017/S0012162206000466
http://www.ncbi.nlm.nih.gov/pubmed/16483399
http://dx.doi.org/10.1017/cjn.2015.278
http://www.ncbi.nlm.nih.gov/pubmed/26303341
http://dx.doi.org/10.1111/j.1528-1167.2010.02703.x
http://www.ncbi.nlm.nih.gov/pubmed/20813015
http://www.ncbi.nlm.nih.gov/pubmed/12818749
http://dx.doi.org/10.1177/0883073813516192
http://www.ncbi.nlm.nih.gov/pubmed/24464515
http://dx.doi.org/10.1111/j.1528-1167.2011.03289.x
http://www.ncbi.nlm.nih.gov/pubmed/22003821
http://dx.doi.org/10.1016/j.pedneo.2015.01.010
http://www.ncbi.nlm.nih.gov/pubmed/26051033
http://dx.doi.org/10.1016/j.ejpn.2013.05.001
http://www.ncbi.nlm.nih.gov/pubmed/23751291
http://dx.doi.org/10.1177/0883073809347597
http://www.ncbi.nlm.nih.gov/pubmed/19779207
http://dx.doi.org/10.1111/epi.12331
http://www.ncbi.nlm.nih.gov/pubmed/23906244
http://dx.doi.org/10.1097/00003246-198404000-00006
http://www.ncbi.nlm.nih.gov/pubmed/6705545
http://dx.doi.org/10.1016/j.pediatrneurol.2012.08.013
http://www.ncbi.nlm.nih.gov/pubmed/23127267
http://dx.doi.org/10.1016/j.ejpn.2009.12.001
http://www.ncbi.nlm.nih.gov/pubmed/20060761
http://dx.doi.org/10.1089/ther.2012.0013
http://www.ncbi.nlm.nih.gov/pubmed/23667778
http://dx.doi.org/10.1385/NCC:4:1:035
http://dx.doi.org/10.1016/j.pediatrneurol.2014.01.001
http://www.ncbi.nlm.nih.gov/pubmed/24630284
http://dx.doi.org/10.3171/ped.2006.105.5.378
http://www.ncbi.nlm.nih.gov/pubmed/17328261
http://dx.doi.org/10.1212/01.WNL.0000150580.40019.63
http://www.ncbi.nlm.nih.gov/pubmed/15699401


J. Clin. Med. 2016, 5, 47 19 of 19

146. Mohamed, I.S.; Otsubo, H.; Donner, E.; Ochi, A.; Sharma, R.; Drake, J.; Rutka, J.T.; Chuang, S.H.;
Holowka, S.; Snead Iii, O.C. Magnetoencephalography for surgical treatment of refractory status epilepticus.
Acta Neurol. Scand. 2007, 115, 29–36. [CrossRef] [PubMed]

147. Bhatia, S.; Ahmad, F.; Miller, I.; Ragheb, J.; Morrison, G.; Jayakar, P.; Duchowny, M. Surgical treatment of
refractory status epilepticus in children. J. Neurosurg. Pediatr. 2013, 12, 360–366. [CrossRef] [PubMed]

148. Greiner, H.M.; Tillema, J.M.; Hallinan, B.E.; Holland, K.; Lee, K.H.; Crone, K.R. Corpus callosotomy for
treatment of pediatric refractory status epilepticus. Seizure 2012, 21, 307–309. [CrossRef] [PubMed]

149. Ng, Y.T.; Kim, H.L.; Wheless, J.W. Successful neurosurgical treatment of childhood complex partial status
epilepticus with focal resection. Epilepsia 2003, 44, 468–471. [CrossRef] [PubMed]

150. Ma, X.; Liporace, J.; O’Connor, M.J.; Sperling, M.R. Neurosurgical treatment of medically intractable status
epilepticus. Epilepsy Res. 2001, 46, 33–38. [CrossRef]

151. D’Giano, C.H.; Del, C.G.M.; Pomata, H.; Rabinowicz, A.L. Treatment of refractory partial status epilepticus
with multiple subpial transection: Case report. Seizure 2001, 10, 382–385. [CrossRef] [PubMed]

152. Duane, D.C.; Ng, Y.T.; Rekate, H.L.; Chung, S.; Bodensteiner, J.B.; Kerrigan, J.F. Treatment of refractory status
epilepticus with hemispherectomy. Epilepsia 2004, 45, 1001–1004. [CrossRef] [PubMed]

153. Lupashko, S.; Malik, S.; Donahue, D.; Hernandez, A.; Perry, M.S. Palliative functional hemispherectomy
for treatment of refractory status epilepticus associated with Alpers’ disease. Childs Nerv. Syst. 2011, 27,
1321–1323. [CrossRef] [PubMed]

154. Vossler, D.G.; Lee, J.K.; Ko, T.S. Treatment of seizures in subcortical laminar heterotopia with corpus
callosotomy and lamotrigine. J. Child Neurol. 1999, 14, 282–288. [CrossRef] [PubMed]

155. Winston, K.R.; Levisohn, P.; Miller, B.R.; Freeman, J. Vagal nerve stimulation for status epilepticus.
Pediatr. Neurosurg. 2001, 34, 190–192. [CrossRef] [PubMed]

156. Griesemer, D.A.; Kellner, C.H.; Beale, M.D.; Smith, G.M. Electroconvulsive therapy for treatment of
intractable seizures. Initial findings in two children. Neurology 1997, 49, 1389–1392. [CrossRef] [PubMed]

157. Incecik, F.; Horoz, O.O.; Herguner, O.M.; Yildizdas, D.; Altunbasak, S. Electroconvulsive therapy for
refractory status epilepticus in a child: A case report. Ann. Indian Acad. Neurol. 2015, 18, 364–365. [CrossRef]
[PubMed]

158. Shin, H.W.; O’Donovan, C.A.; Boggs, J.G.; Grefe, A.; Harper, A.; Bell, W.L.; McCall, W.V.; Rosenquist, P.
Successful ECT treatment for medically refractory nonconvulsive status epilepticus in pediatric patient.
Seizure 2011, 20, 433–436. [CrossRef] [PubMed]

159. Tasker, R.C.; Vitali, S.H. Continuous infusion, general anesthesia and other intensive care treatment for
uncontrolled status epilepticus. Curr. Opin. Pediatr. 2014, 26, 682–689. [CrossRef] [PubMed]

© 2016 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC-BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1111/j.1600-0404.2007.00807.x
http://www.ncbi.nlm.nih.gov/pubmed/17362274
http://dx.doi.org/10.3171/2013.7.PEDS1388
http://www.ncbi.nlm.nih.gov/pubmed/23971636
http://dx.doi.org/10.1016/j.seizure.2012.01.010
http://www.ncbi.nlm.nih.gov/pubmed/22326839
http://dx.doi.org/10.1046/j.1528-1157.2003.40302.x
http://www.ncbi.nlm.nih.gov/pubmed/12614407
http://dx.doi.org/10.1016/S0920-1211(01)00252-2
http://dx.doi.org/10.1053/seiz.2001.0521
http://www.ncbi.nlm.nih.gov/pubmed/11488652
http://dx.doi.org/10.1111/j.0013-9580.2004.60303.x
http://www.ncbi.nlm.nih.gov/pubmed/15270771
http://dx.doi.org/10.1007/s00381-011-1495-9
http://www.ncbi.nlm.nih.gov/pubmed/21630043
http://dx.doi.org/10.1177/088307389901400503
http://www.ncbi.nlm.nih.gov/pubmed/10342594
http://dx.doi.org/10.1159/000056018
http://www.ncbi.nlm.nih.gov/pubmed/11359111
http://dx.doi.org/10.1212/WNL.49.5.1389
http://www.ncbi.nlm.nih.gov/pubmed/9371927
http://dx.doi.org/10.4103/0972-2327.157250
http://www.ncbi.nlm.nih.gov/pubmed/26425029
http://dx.doi.org/10.1016/j.seizure.2011.01.009
http://www.ncbi.nlm.nih.gov/pubmed/21333551
http://dx.doi.org/10.1097/MOP.0000000000000149
http://www.ncbi.nlm.nih.gov/pubmed/25313975
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/

	
	
	
	
	
	
	
	

