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INTRODUCTION
There are many options for treating con-
vulsive status epilepticus but one thing is
clear: success is closely associated with
timely intervention and adherence to a
treatment protocol.1 Delayed interven-
tion leads to treatment resistance and
refractory status. There is little evidence
from randomised controlled trials, espe-
cially for agents used after benzodiaze-
pines.2 Therefore, for now, the choices
are mostly based not on Class 1 evidence
but on accumulated and published
experience.
Management protocols are mandatory

if patients with status epilepticus are to
receive prompt and appropriate treat-
ment. Yet many hospitals do not have
these or do not review them regularly.
This protocol is adapted from that of
King’s College Hospital, London, UK,
and is in line with the European consen-
sus workshop.2 We aim to provide suffi-
cient detail to satisfy the treating
physician’s practical requirements, while
keeping the protocol simple and easily
accessible. It should be used with precal-
culated dose/weight charts.
The treatment pathway comprises first

benzodiazepine (first line), then an intra-
venous antiepileptic agent (second line)
followed by, where necessary, general
anaesthesia (third line). The choice of
benzodiazepine and the route used
remains open to discussion. While intra-
venous lorazepam remains the first choice
in hospital, it is not always available and
intravenous access is not always possible.
Furthermore, the choice of benzodiazep-
ine and its route of administration need
revising as new evidence emerges, par-
ticularly given the success of intramuscu-
lar midazolam in the prehospital setting.3

To allow for different circumstances,
drug availability and access, we list
several options for stage 1 treatment with
benzodiazepines.
With regards to choice of intravenous

antiepileptic drug in the second stage, the
limited available evidence prevents us
from categorically choosing one over
another. We have, however, suggested an
order of preference; this is influenced
more by local availability and familiarity
with use in the emergency department
rather than evidence of superiority. The
order should be reviewed as further evi-
dence emerges. Irrespective of the drug
chosen, we stress the importance of
giving adequate loading doses. We have
selected doses in the middle of the usual
ranges, recognising that these may need
to change with time. Where there is a
clear response but not full control of sei-
zures, in a stable patient, it may be appro-
priate to optimise the antiepileptic drug
dose, as well as to consider another
second stage agent. Otherwise, treatment
should promptly move to the general
anaesthesia stage. We have not listed laco-
samide—available intravenously and
occasionally used in status epilepticus—
among the second-stage agents: this
needs reassessing as more evidence
emerges. It is uncertain whether the
doses need capping, depending on
weight. This need probably varies with
different drugs and also depends on the
doses per kg body weight used. There is
limited information using loading doses
above 2500 mg for phenytoin, 4000 mg
for levetiracetam and 3000 mg for val-
proate: we suggest that their doses should
be capped—as is usual clinical practice—
though we acknowledge the lack of clear
evidence.
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This protocol will hopefully fulfil requirements for
most cases of status epilepticus and readers are
welcome to download and adapt it for local use along
with the precalculated dose-weight charts. It does not
address cases where seizures continue despite adequate
and appropriate general anaesthesia (refractory status
epilepticus),4 which need specialised input, with
several other possible treatment options considered,
including other antiepileptic drugs, ketamine, corti-
costeroids, magnesium, intravenous immunoglobulin,
ketogenic diet, neurostimulation and, for lesional
cases, surgery.

See the next 2 pages for the Protocol.
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