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Definition of status epilepticus (SE)

 SE is a condition resulting either from

(1) The failure of the mechanisms responsible for seizure termination

(2) The initiation of mechanisms which lead to abnormally prolonged
seizures

* It is a condition that can have long-term consequences.

Epilepsia, 56(10):1515-1523, 2015



Brain atrophy = mm
after SE Fay

JAMA Neurology 1 October 2016



Operational definition of status epilepticus

abnormally prolonged seizures have long-term consequences
(after time point t,). (after time point t,)

Table |. Operational dimensions with t, indicating the time that emergency treatment of SE should be started and t,
indicating the time at which long-term consequences may be expected

Operational dimension 2

Operational dimension | Time (t;), when a seizure may
Time (t;), when a seizure is likely to cause long term consequences
be prolonged leading to continuous (including neuronal injury, neuronal death, alteration
Type of SE seizure activity of neuronal networks and functional deficits)
Tonic-clonic SE 5 min 30 min
Focal SE with impaired consciousness 10 min >60 min
Absence SE 10-15 min Unknown

“Evidence for the time frame is currently limited and future data may lead to modifications.

Epilepsia, 56(10):1515-1523, 2015




Semiology of status epilepticus

With prominent motor symptoms Without prominent motor symptoms
(i.e., nonconvulsive SE, NCSE)

A.1 Convulsive SE (CSE, synonym: tonic—clonic SE)  B.1 NCSE with coma (including so-called “subtle” SE)

A.l.a. Generalized convulsive B.2 NCSE
A.1.b. Focal onset evolving into bilateral B.2.a. Generalized
convulsive SE B.2.a.a Typical absence status
A.1.c. Unknown whether focal or generalized B.2.a.b Atypical absence status
A.2 SE B.2.a.c Myoclonic absence status
A.2.a. With coma B.2.b. Focal
A.2.b. Without coma B.2.b.a Without impairment of consciousness (aura
A.3 continua, with autonomic, sensory, visual, olfactory,
A.3.a. Jacksonian gustatory, emotional/ psychic/experiential, or
A.3.b. Epilepsia partialis continua (EPC) auditory symptoms)
A.3.c. Adversive status B.2.b.b Aphasic status
A.3.d. Oculoclonic status B.2.b.c With impaired consciousness
A.3.e. Ictal paresis (i.e., focal inhibitory SE) B.2.c Unknown whether focal or generalized
A.4 status B.2.c.a Autonomic SE
A.5 SE

Epilepsia, 56(10):1515-1523, 2015



Time is Brain!

* In a study of IV VPA (n=41 ), who failed IV lorazepam,
to treat status epilepticus or serial seizure attacks

5% need anesthesia if treated < 3 hours
28% need anesthesia if treated 3-24 hours
60% need anesthesia if treated > 24 hours

Olsen KB et al. Acta Neurol Scand Suppl 2007;187:51-54



Timeline of management of status epilepticus

0-5 min 5-20 min 20-40 min 40-60 min
Stabilization Initial Second
hase therapy therapy

Seizure continue Seizure continue Seizure continue

Epilepsy Currents, Vol. 16, No. 1 (January/February) 2016 pp. 48-61



Stabilization Phase: 0-5 minutes
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* EKG monitoring

3

* Finger sugar:
* if <60mg/dl, give D50W 50ml IV stat + (100mg thiamine V)

* Get blood for further evaluation

Epilepsy Currents, Vol. 16, No. 1 (January/February) 2016 pp. 48-61
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* CBC/DC

*Na~K~*Ca~ P Mg blood sugar * renal function ~ liver function »
CRP

* Ammonia * CPK * myoglobulin ~ (prolactin)

* Drug level (valproic acid, phenytoin, phenobarbital, carbamazepine)
e U/A, urine drug or toxin screening

* (Brain imaging)

* (CSF study)



Initial Therapy Phase: 5-20 minutes

Early status epilepticus

BE | BIEEE 60kg ¥ (REE)
EEIS

Midazolam IV/IM 10mg (> 40kg), 5mg (13-40kg) 10mg 2 amp

Lorazepam IV/IM 0.1mg/kg, 4mg 2 amp
Max: 4mg/dose
May repeat once after 5-10 minutes

Diazepam  IV/IM 0.2mg/kg, 10mg 1 amp
Max: 10mg/dose
May repeat once after 5-10 minutes

Seizure control rate: around 70%



Routes of delivery

Intranasal
3-8 min

IM
3-4 min
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Worry about BZD induced respiratory failure?

e Respiratory or circulatory complication rate v EERE SIEHIHA 2 INE
e ~10% in both lorazepam and diazepam group & BN = (K
* 22.5% in placebo group (p=0.08)

e Respiratory and cardiac symptoms are the most common
encountered adverse events in SE. (Level A)

e Respiratory problems are lower in patients treated with BZD,
therefore, consequence of untreated SE. (Level A)

* Respiratory depression are less frequently in children than adult.
(Level B)

Leppik et al. JAMA 1983 249(11):1452-4
Alldredge et al. NEJM 2001 345(9):631-637



How about skip IV BZD and give IV ASM?

* VASEC study (n=384, GCSE)

* 65% controlled by IV lorazepam
* 58% controlled by IV phenobarbital

* 44% controlled by IV phenytoin

* In general, time to application and onset of IV BZD is faster
than IV ASM

v BERREES - RERT - REELTEIRIEY) - R 2%

Treiman DM et al. NEJM 1998;339:792-798



Second Therapy Phase: 20-40 minutes

Established status epilepticus (BZD-refractory SE)

Fosphenytoin

Phenytoin

Valproic acid

Levetiracetam

Phenobarbital

Lacosamide

20 mg PE/kg

15-20 mg/kg

30-40 mg/kg,
Max: 3000mg

30-60 mg/kg,
Max: 4500mg

15 mg/kg; Max: 800mg

200-400mg

iISEIE (FFEIhEEER)

100mg PE/min

50 mg/min

5-10 min
10-15 min

25-100 mg/min

3-5 min

100 mg g8h

400-600 mg g8h
500-1500 mg g12h

1-3 mg/kg/day in 2 divided doses

100-200mg q12h



™ NEW ENGLAND JOURNAL of MEDICINE

Trial of Three Anticonvulsant Medications for Status Epilepticus

MULTICENTER, RANDOMIZED, DOUBLE-BLIND TRIAL

Levetiracetam  Fosphenytoin Valproate
3 8 4 s /60 mglkg 20 mglkg 40 gglkg
Children and adults with - ,-/ (phenytoimequivalents)
benzodiazepine-refractory e [ ™
status epilepticus

Absence of clinically

evident seizures and 470/0 450/0 460/0

lmproved respopsweness (68/145) (53/118) (56/121)
at 60 min

No significant difference in rates of seizure cessation or in safety

J. Kapuretal. 10.1056/NEJMo0al905795



Choose the first IV ASM
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Phenytoin-related local cutaneous reaction

Soft tissue necrosis
Purple glove syndrome

Phlebitis



Third Therapy Phase: 40-60 minutes

Refractory status epilepticus (refractory to one BZD and one ASM)

—

Propofol 2 mg/kg loading, #5488 )E5-10 mg/kg/h
(500mg/50ml) (10cc stat, 20cc/h & I %L 2 &K BSP)

Midazolam 0.1-0.2 mg/kg loading, 3348 & ,£0.1-0.4 mg/kg/h
(150mg/500ml N/S) (10mg stat, 20cc/h £ A% 2 &R BSP, up to 80cc/hr)
Phenobarbital 5-15 mg/kg loading, then 1-3 mg/kg/day in 2-3 divided

doses



Propofol related infusion syndrome (PRIS)

Symptoms:

1. Metabolic acidosis

2. Hepatomegaly = Hepatic failure
3. Rhabdomyolysis = renal failure
4. Bradycardia = cardiac arrest

Lab monitoring:
Lactate acid, CPK, myoglobulin, K,

ALT, Crea, GAS
EKG monitoring

Risk factors:

1. Long-term use

Children > 48 h; Adult>5d
2. High dose (> 5 mg/kg/h)
3. Age (children)
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Status Epilepticus (SE) Convulsive SZ > 5 min

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

Persistent SZ after giving 1 IV BZD and

— Refractory Status Epilepticus (RSE) ~ 11V ASM

SE persisting despite administration of at least 2 appropriately selected and dosed parenteral mediations ‘

anesthetic treatment, or recurs when
SE that continues for = 24 hours despite anesthetic treatment, ¢ Weaning anesthetic regimen
anesthetic regimen |

Prolonged Super Refractory Status Epilepticus Per5|stenjc SZ or need of ongoing
anesthesia > 7 days

Super refractory status epilepticus that persists for at least 7 days, including ongoing need for anesthetics




S

Ketamine
Steroid
Ketogenic diet
Hypothermia
Surgery

Vagus nerve
stimulation

Impending and early SE

(5-30 min) Intravenous benzodiazepine
Lorazepam 0-1 mg/kg, or clonazepam 0015 mg/kg
or midazolam 0-2 mg/kg
'thymfn 20 mglkg, orvalpmate 20-30 mglkg,
or levetiracetam 20-30 mg/kg

Established and early

refractory SE Generalised-convulsive

(30 min-48 h) (or subtle) SE or absence SE

Focal-complex,myoclonic,

‘and/or

Intravenous midazolam
0-2 mg/kg —0-2-0-6 mg/kg/h

lqtravempropofol

Other drugs
Lidocaine, verapamil,
magnesium,
immunomodulation

| smarga mg/kg)—»l-smgfkgm




Ketamine Possible efficacy: 60-70%

Noncompetitive NMDA receptor antagonist

Rapid onset (< 1minute)

Dosage (500mg/10ml, = E&)

* Loading dose: 1-2.5 mg/kg (for 60kg person, 1-3 ml stat)

* |Infusion: 3 mg/kg/h, up to 10 mg/kg/h (for 60kg person, 3-10 ml/h)
Contraindication:

* severe hypertension, 3™ trimester of pregnancy, allergy

Side effects: psychosis, metabolic acidosis

Only case reports, results and methodology were heterogeneous.
Ongoing clinical trials (NCT02431663 and for adults)
 comparing KET, MDZ, and PRO in the treatment of RSE




Steroid or other immunomodulatory tx

Do not forget to survey for autoimmune encephalitis.

 Check anti-TPO Ab, anti-NMDA-R Ab, Anti-LGI1 Ab, anti-GABA-R Ab

 New-onset refractory status epilepticus often starts as focal SE,
evolves into CSE, usually results in SRSE, is mostly unresponsive to
conventional ASMs, is temporarily responsive to |V anesthetic drugs,
and is often treated empirically with steroids, 1VIg, ketogenic diet, and
other immunomodulatory or anti-inflammatory treatment.
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Legend

Ketogenic diet

 Fat
M Protein
W Carbohydrates

Ketogenic Diet Modified AtKins Diet Standard Diet

After 6-7 days of KD, > 70-80% of patients showed resolution of SE.
After SE control, may continue KD for at least 3 months
Contraindication: porphyria, metabolic disorders, pregnancy

Use in caution when concurrent use of propofol

Side effects: dehydration, hypoglycemia, metabolic acidosis, Gl
symptoms



Hypothermia for Neuroprotection in Convulsive Status Epilepticus

Stephane Legriel, M.D., Virginie Lemiale, M.D., Maleka Schenck, M.D., Jonathan Chelly, M.D., Virginie Laurent, M.D., Fabrice Daviaud, M.D., Mohamed Srairi, M.D., Aicha
Hamdi, M.D., Guillaume Geri, M.D., Ph.D., Thomas Rossignol, M.D., Julia Hilly-Ginoux, M.D., Julie Boisramé-Helms, M.D., et al., for the HYBERNATUS Study Group”

N Engl J Med 2016; 375:2457-2467

In this trial, induced hypothermia added to standard care was not
associated with significantly better 90-day outcomes than standard
care alone in patients with convulsive status epilepticus. Adverse events
were more frequent in the hypothermia group than in the control
group.

Endovascular hypothermic cortical irrigation as a novel technique to
abort refractory seizures may be a quicker therapeutic option with
minimal adverse effects.



Surgical treatment

Table |. Surgical procedures used in refractory
status epilepticus

Focal resection

Lobar resection

Multilobar resection
Hemispherectomy—functional/anatomical/modified
Corpus callosotomy

Multiple subpial transaction + focal resection

Vagal nerve stimulator implantation

Low-frequency repetitive cortical electrical stimulation

* 36 cases
e 21 focal resection

* 3 focal resection +
multiple subpial
resection

e 2 focal resection + CC

* 1 multiple subpial
resection + CC

* 8 hemispherectomy

» 27 good control of seizure

Brain 2012: 135; 2314-2328



[1942/10/11 hsiag, ten

Ll Eile Edit Wiew Mavigate Potocol Format Isols Workspace Window Help
B&® o@m 4b 150~ JR I irenoy BO4 eI e B R0 & ratem 3xrr v % (30 mmbec #[15 ¥ [7.0 uhnm «[35 Bz v [1600 19 @
L [ I A

g
[e]
T6-Fple e

RN

oaction matm wozo0 cacso0 cadioo 0500 0006

4
]
5
8
]
B
=2
g
g
]
L]
H
8

e 2 A W SR VA Py

Fp1-Pds..

i

EEEHEEEEEEEE i

P3-TG*,

TB-Pa #—imembomim A tn it i it ] b b e PR PR | PP B S S ROV TS SN N RPN A N7 S

a_f\,x--\-\.w,-——-:\.,r'\.U 2

L e N e N

L o S Y P W Wy b ()

TE-P4 4 e el L e e

DRSS RN RSN PSSP JEN
(==

IO [ [ S N (N S A NN N UG O O N G A N U A I S Dy L N N D Naoe | Tme | Dust. *

PA-TB &t im

oo DHHAZ 0000
Charg.. DLO305 (000

PAF g H Charge 000346 (000
8/t i Cherge DHOIS1 00O

P NS 0ns  mo

» Change DHIEDS 0000

Fp1-F7 il

C2-C4 8/~ —imrrb—if™\ jW«_,Wf\\rJJ\JerJ\JL/“\A»_M)\ NNV N A W e RS VT NOE S VSV N WV

®
@@@@@@
c-m

o o
A

d-Fp i «-«—WA\("\—L_J——»W \/\.“'[\Wd—ui/—gwmf‘/ NP L PRPERAPN Y o S "‘J\_,Hﬁ-__-«—»yl, L e NP (W W et

FF 023823 Paerr

mmisec, 7 ianm, 35 0Hz, 1 600 ¥

-
[F'I
0/11 hsian, teng [sai - 2021/5/28 (Read Only)]
LBl Edin Yiew Navigate mml Fomat Tools Woksace fndow LHelp
B8 @ o 4D 0xw 9 ralda B (B ¥ & 5 ranem2 w |30 e w19 %] 7.0 vimm e 35 He ] 1500 || @
[ ] 1 1 1

oocion ooc200 oogim cogem - nim w1zm wikm w1k oo L=

FP1-F 30t st ot v et et bt i

b A Ao ot i g e

(20| NS BRI N RO SRS A LN P

C3-P3e.~

P3-01 #-mm—re Mot [Faenz 9 M A M e P AAA AN AR A NAN DA )N\ PN
| e
2P o ot b e Tt B A i N, s o P ANl st e s g o | " 0
[T T T S S U P NI S S P WP VP PSRV SERD R T SRPRNEN NP N B SRR S sy 10 3] winn
Y Wanoa B W] He

capag M AV om0 (N s a WS B W VNS

Pa-028\ A e RN SN GEGRY NS

Fpi-F7s: SRS U PN A

NI NP A NE Gy

(75 Y WV I W PV SRS NER AT ) W AL

TI-T5 &~

§ (-] [ N I PP S A G

L o T e R T R R e e oL

(25 T NESNEIS RENPIEAE AP PRI Y Ve RS SE W) e P S S ORI WU SN JEPV RN N TU A N P N

e A ]

TATE®, S\ e

A L A A i
e T B R e e o N A N e s A VAT

L T i A

«1 a
e A 1 R R R e e O S e 2 O

FzCze-

Cz-Pze.
[




Vagus nerve stimulation in refractory and super-refractory status
epilepticus — A systematic review

Maxine Dibué-Adjei * ™ *, Francesco Brigo ¢, Takamichi Yamamoto ¢, Kristl Vonck /,
Eugen Trinka & "

Brain Stimulation 12 (2019) 1101-1110

e 28/38 (74%) after acute implantation

* Median duration:
e pre-op: 18 days (3-1680 days)
* post op: 8 days (3-84 days) until seizure cessation

* Positive outcome: 31/38 (82%), 4 (11%) death
« KAZEN)aE BZEVNS



Key points of management of SE

N . . 45 B 22 ) T 2 i %%
. rRum EiBam | poapes T

5 min 5 min t i 15-20 min nd i
IV BZD . 1V BZD N !V ASM loading + o2 'IV ASM loading +
maintenance maintenance
15-20 min
IV midazolam + 3"V ASM loading 60 min ~ Propofol loading + TPM 400mg or
loading + infusion + maintenance ~infusion PER 8mg
Ketamine loading Survey for Ketogenic diet Evaluate if surgery is

+ infusion autoimmune etiology possible



Semiology of status epilepticus

With prominent motor symptoms Without prominent motor symptoms
(i.e., nonconvulsive SE, NCSE)

A.1 Convulsive SE (CSE, synonym: tonic—clonic SE)  B.1 NCSE with coma (including so-called “subtle” SE)

A.l.a. Generalized convulsive B.2 NCSE
A.1.b. Focal onset evolving into bilateral B.2.a. Generalized
convulsive SE B.2.a.a Typical absence status
A.1.c. Unknown whether focal or generalized B.2.a.b Atypical absence status
A.2 SE B.2.a.c Myoclonic absence status
A.2.a. With coma B.2.b. Focal
A.2.b. Without coma B.2.b.a Without impairment of consciousness (aura
A.3 continua, with autonomic, sensory, visual, olfactory,
A.3.a. Jacksonian gustatory, emotional/ psychic/experiential, or
A.3.b. Epilepsia partialis continua (EPC) auditory symptoms)
A.3.c. Adversive status B.2.b.b Aphasic status
A.3.d. Oculoclonic status B.2.b.c With impaired consciousness
A.3.e. Ictal paresis (i.e., focal inhibitory SE) B.2.c Unknown whether focal or generalized
A.4 status B.2.c.a Autonomic SE
A.5 SE

Epilepsia, 56(10):1515-1523, 2015



Continuous EEG: 19% 4 seizure

Table 2 Primary admission diagnoses and frequency of seizures

CEEG findings
Admission diagnoses n Any seizure NCS NCSE
Epilepsy-related seizures 61 17 (33) 16 (31) 10 (20)
CNS infection 35 10 (29) 9 (26) 6 (17)
Brain tumor 43 10 (23) 10 (23) 5(12)
Post neurosurgery 13 3(23) 3 (23) 1(8)
Hypoxic—ischemic encephalopathy 25 5(20) 4(16) 3(12)
Subarachnoid hemorrhage 108 20(19) 19 (18) 14 (13)
Traumatic brain injury 51 9(18) 9(18) 4(8)
Toxie—metabolic encephalopathy 38 7(18) 8(21) 3(8)
Unexplained decrease in LOC* 105 17 (17) 16 (15) 5 (5)
Intracerebral hemorrhage 45 6(13) 6(13) 4(9)
Ischemic stroke 56 6(11) 5(9) 4(7)
Overall 570 110 (19) 105 (18) 59 (10)

Data are given as n (% of patients with this admission diagnosis).

Neurology 2004;62;1743-1748



Time to Detection of the First Seizure in Patients with
NCSE in the Neurological ICU

Seizure rate: 30/200: 15%

14
° . 0

. 30 mins: 63%
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atonset 1-30 min 31-60 1-6hrs 6-12hrs 12-18 18-24 24-30 30-36
of EEG min hrs hrs hrs hrs
Duration of continuous video-EEG monitoring

Figure |. Duration of continuous video-EEG monitoring required to detect the first nonconvulsive seizure.

Clinical EEG and Neuroscience 2019, aug



Time to record first seizure

100 - g8 % 100 %

< - slve seizures (N=9)‘
20 - onconpulsive sejizures (N=101)
| SR (A R

1 1-6 6-12 12-24 | 24-48| 48-168 > 168

Time of cEEG monitoring to record first seizure [h]
Neurology 2004;62;1743-1748




Full montage
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Seizure detection:
Sensitivity 0.758
Specificity 0.958
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Figure 1. The electrodes used in the reduced montage.

Seizure detection:
Sensitivity 0.653 (-10%)
Specificity 0.968

March 2022 Scientific Reports 12(1):4621



Diagnosis of NCSE

* NCSE may be diagnosed on the basis of either electrographic or
electroclinical seizures

* Electrographic seizures (or electrographic status epilepticus) refers to
patients who are having unequivocal electrographic seizures on their

EEG

* Electroclinical seizures (or electroclinical status epilepticus) refers to
patients who show a combination of EEG abnormalities plus clinical

manifestations


https://emcrit.org/ibcc/eeg/#seizures

Salzburg Consensus Criteria

Electrographic seizure (Esz)

Epileptiform discharges averaging >2.5 Hz for 210 s (>25 discharges in 10 s)

Example: 26 EDs per 10 s
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Electroclinical seizure (ECsz)

Any EEG pattern with either:

Definite clinical correlate time-locked to the pattern (of any duration)

MVV‘“’V”"V‘“’ W\

time- time- time- time- time-
locked locked locked locked locked tme- ::::a time-
clinical clinical clinical clinical clinical m dinical loctedd nical
correlate, correlate, correlate, correlate, correlate,
e.g., jerk e.g. jerk e.g., jerk e.g. jerk e.g. jerk correlate,  correlate,  correlate,
eg. jerk eg. jerk eg. jerk
OR

EEG AND clinical improvement with a parenteral (typically IV) anti-seizure
medication

anti-seizure
medication

' clinical improvement
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| VNN MNAMNAANN

EEG-improvement
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Electrographic and electroclinical
status epilepticus

e Status epilepticus is defined as one of the following abnormalities.

e (1) >10 minutes of electrographic or electroclinical seizure

» (2) electrographic or electroclinical seizure occurring >20% of the time over
the space of an hour.

* In the absence of a prominent motor correlate, these EEG
abnormalities would be classified as electrographic or electroclinical
nonconvulsive status epilepticus.




Epileptiform discharges €4— Clinical suspicion of NCSE — No epileptiform discharges

v

i ¢ Continuous (quasi-) rhythmic

Frequency >2-5 cycles per s* Frequency <2.5 cycles pers e e
l frequency >0-5 cycles per s*
Typical Subtle clinical ictal IV AED Fluctuation
spatiotemporal phenomenon during the EEG without
evolution*® EEG patterns mentioned above* definitive
evolution*
v v Y
EEG and clinical EEG without clinical »| No
improvement improvement
after [V AED* after [V AED*
v v
No other secondary criteria
are fulfilled

: L 4 _ h 4

Figure 1: Salzburg EEG criteria for the diagnosis of NCSE

To qualify for a diagnosis of NCSE, the whole EEG recording should be abnormal, and EEG criteria have to be
continuously present for at least 10 s. If criteria are not fulfilled at any stage, EEG recording will not qualify for a
diagnosis of NCSE or possible NCSE. NCSE=non-convulsive status epilepticus. IV AED=intravenous antiepileptic
drug. *Patients with known epileptic encephalopathy should fulfil one of the additional secondary criteria: increase
in prominence or frequency of the features above when compared to baseline, and observable change in clinical
state; or improvement of clinical and EEG features with IV AEDs (panel).
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2H: Frequency exceeding 2 Hz 2B: Brief ictal rhythmic discharges (not

reaching the 10-second threshold for
E: Independent sporadic epileptiform definitive electrographic seizure)
discharges
L: Lateralized rhythmic or periodic 2HELPS2B Predicted Actual
patterns, including lateralized periodic Screening EEG  Seizure Seizure
discharges, bilateral independent Risk Score Risk Risk®
discharges, or lateralized rhythmic delta
activity 0 <5% 3-4%

1 12% 12-15%

P: Plus features, including superimposed 2 27% 34%
rhythmic, fast, or sharp activity 3 50% 52-55%

$: Prior geizure history, epilepsy, or —

suspicion for acute clinical seizure
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B Post Hoc Analysis: GPDs vs. Non-GPD Patterns

Antiseizure
Treatment

no. of patients with good

Subgroup Control

outcome ftotal no. (%6)

Overall 7/83 (8)
Type of rhythmic and periodic activity
GPDs, 0.5-2.5 Hz 7/67 (10)
Non-GPD patterns 0/16

Type of rhythmic and periodic activity

GPDs, 0.5-2.5 Hz 7/67 (10)
Electrographic seizures, =2.5 Hz 0/8
Evolving patterns, 0.5-2.5 Hz 0/3
Other, 0.5-2.5 Hz 0/5

9/88 (10)

3/68 (4)
6/20 (30)

3/68 (4)
2/9 (22)
1/2 (50)
3/9 (33)

Difference (95% Cl)
percentage points

2 (-7 to 10)

-6 (-15 to 3)
30 (10 to 50)
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Control Better Antiseizure Treatment Better

-6 (~15 to 3)
22 (-5 to 49)

= 50 (-19to 119)

> 33 (2to 64)



The end



