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Abstract

Background: The condition of convulsive status epilepticus poses many practical and theoretical difficulties. It
requires precise and rigorous care. First cause of neurological emergencies, the symptomatic resuscitation of the
condition of convulsive status epilepticus is an emergency that aims to maintain vital functions and must be started in
prehospital care. Objectives: to specify the epidemiological and etiological characteristics and the difficulties of
management of convulsive states in the exercise conditions in Senegal. Materials and methods: Retrospective and
descriptive study conducted at the Aristide Le Dantec University Hospital in Dakar between January 1st, 2012 and
December 31st, 2013. Results: Thirty-three cases of convulsive status epilepticus were collected in the intensive care
unit. Etiologies were distributed as follows: 57.5% eclampsia, 39.4% epilepsy and 3.1% hypertensive crisis. Several
therapeutic protocols have been introduced as soon as the patient receives the etiology. Patients with mechanical
ventilation accounted for 45.45%. Death rate was 33.3% and average duration of resuscitation was 6 days.
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INTRODUCTION

The condition of convulsive status epilepticus
is an emergency often poorly supported in developing
countries because of insufficient staff, equipment and
medicines. It is a common cause of neurological
emergencies in intensive care. Mortality is lower in
children than in adults. The high frequency of
secondary etiologies predisposes a number of patients
to present a state of convulsive status epilepticus. It was
the subject of expert's work in 2008 under the auspices
of the French Language Resuscitation Society [1]. The
convulsive status epilepticus remain a major factor of
morbidity and mortality. VVariable mortality rates of 0 to
19% are reported worldwide according to etiology, time
of care and available therapeutic means [2-4].
Symptomatic resuscitation is an emergency that aims to
maintain vital functions and must be started on
prehospital care by a medical team.

In the majority of developing countries, the
therapeutic means are limited to injectable diazepam
and / or phenobarbital, with varying efficiencies [5, 6].
However, thiopental, clonazepam and magnesium
sulphate are being used more and more in our
resuscitation units. The lack of accessibility and / or
availability of the means of assisted ventilation and
intensive resuscitation constitute considerable factors of

morbidity and mortality, but especially of transfer to
referral units of resuscitation. This work aims to specify
the epidemiological and etiological characteristics, and
the difficulties of management of convulsive status
epilepticus in our exercise conditions. This is why a
retrospective study was conducted from the records of
patients received for a state of bad convulsion at the
Aristide Le Dantec University Hospital in Dakar.

PATIENTS AND METHODS

This is a retrospective, descriptive and
analytical study whose recruitment took place from
January 1st, 2012 to December 31st, 2013. Were
included in the treatment all patients hospitalized at the
resuscitation of the hospital Aristide Le Dantec for a
condition of convulsive status epilepticus The diagnosis
was made on the basis of generalized or partial seizures
with or without loss of consciousness, evolving for a
variable time depending on the case, without complete
cessation or cessation not exceeding two minutes. The
parameters analyzed from the files and from the
monitoring and resuscitation treatment sheets were:
epidemiology, etiologies, management and evolution.
Medical information carriers were used in medical
records and resuscitation and structural transfer
treatment records, patient evacuation records, admission
and treatment records for biological and medical
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imaging patients. The word processing was done with
the Microsoft WORD software, the data analysis with
the EPI Info software version 3.5.4 and the tables with
the Microsoft Office EXCEL software.

REsuLTS
From January 1st, 2012 to December 31st
2013, 33 cases of convulsions were collected in the

intensive care unit at Aristide Le Dantec hospital. The
majority of patients were young with an average age of
24 years, a standard deviation of 10.5 and extremes of 3
years and 54 years old. Female sex was predominant
with a ratio of 0.03. The majority of our patients,
75.8%, were married women with mid socioeconomic
status. 78.79% had no history (see Table I).

Table-I: Repartition of patients according to past medical history

Past medical history

Number

Percentage (%)

Absence seizures
Epilepsy
Hypertension
Chronic renal disease
Mental disorders

78,79
9,09
3,03
6,06
3,03

The delay in the care was relatively long for
some patients and short for others ranging from one day
to 3 days. 63.6% of the patients came from Dakar
Suburbs, 24.5% from Dakar Center and 11.9% from
outside Dakar. Transportation was non-medical for
72.7% of patients transferred to intensive care. The
etiologies were dominated by eclampsia (57.5%)
followed by epilepsy (39.4%) and hypertensive

emergencies (3.1%). 97% presented generalized tonic-
clonic seizures. Injectable diazepam was used in all
patients with doses ranging from 5mg to 10mg
intravenously or intramuscularly repeated as needed.
This treatment was associated with magnesium sulfate
in all eclamps. Several organ failures have been noted
in our patients (see Table I1).

Table-11: Repartition by type of organ dysfunction

Organ dysfunction

Neurological

Respiratory

Renal

Hemostasis

Types Percentage (%)
Disorders of consciousness 36,36
Babinski reflex and hemiplegia 6
Motor deficit 3
ALI 39,39
ARDS 12,12
Oliguria 15,15
Anuria 21,21
Thrombocytopenia 15,15

ALLI: Acute Lung Injury

ARDS: Acute Respiratory Distress Syndrom

Management in intensive care consisted of
monitoring (ECG, Sp02, HR, PANI), establishment of
a peripheral venous route or central venous route,
respiratory and hydro-electrolytic resuscitation and
protection of hyperthermia. All patients benefited from
standard assessments: blood glucose, blood ionogram,

blood count. Some have, according to their age,
antecedents and etiology, made a calcemia, an
electrocardiogram, an infectious balance or a
tomodensitometry. Patients with mechanical ventilation
accounted for 45.45%. Several therapeutic protocols
were introduced upon patient arrival (see Table I11).

Table-111: Therapeutic protocols

Protocol by etiology

Percentage (%)

Diazepam in association with phenobarbital 33,1%

Bolus of diazepam in association with magnesium sulfate (power syringe) 39,4%
Clonazepam in association with magnesium sulfate (power syringe) 18,1%
Clonazepam with phenobarbital 09,1%

Thiopental (power syringe) in association with phenobarbital and Depakine  03%

The patient who received thiopental presented
a state of refractory convulsion. Other treatments have
been associated with these protocols in particular: anti-
H2, analgesic, basic intakes, feeding by nasogastric
tube, prevention of thromboembolic disease and

postpartum antibiotic therapy. The evolution was
favorable in 66.7% of the patients with transfer in their
service of origin. However, 33.3% of the patients, one-
third, had septic shock complications on mechanically
ventilated pneumonitis in 21.2% and multi-organ failure

| © 2019 Scholars Journal of Applied Medical Sciences | Published by SAS Publishers, India [ 391 |




Barboza D et al., Sch J App Med Sci, January, 2019; 7 (1): 390-393

in 12.1%. All patients who presented complications
died. The average duration of resuscitation was 6 days
with extremes of 1 day and 28 days.

DiscussioN

The condition of convulsive status epilepticus,
by far the most frequent, is usually of easy diagnosis. In
the majority of cases, the incidence is higher in epileptic
patients, young children and the elderly, but almost half
of the cases occur in an epileptic patient [7]. The young
age of the majority of our patients reflects the incidence
of convulsions and is correlated with the youth of the
Senegalese population [8]. In addition, the incidence of
eclampsia at the young age of the parturients [9]
increases, especially since it represents more than 50%
of the etiologies of our study. Epilepsy is the second
etiology with 39.4%. This is found in the works of
Mbodj [8] with a lower percentage. In the work of
Goulon [10], the vast majority of patients, 71.3%, had
no history of epilepsy. The etiologies of the states of
symptomatic pain have been very varied. These results
overlap those of the previous publications; the states of
symptomatic pain are much more frequent than the
states of evil in known epileptics. Most of our patients
had mostly respiratory organ failures.

Engrand in his work described several
complications related to the state of convulsive illness
[11]. We found a predominance of generalized seizures
while most studies showed other types of seizures [12-
14]. The condition of convulsive status epilepticus must
be quickly identified and supported according to pre-
established protocols, developed by the teams to take
care of patients. Close collaboration between
emergency medical specialists, resuscitators,
electrophysiologists and neurologists is essential. All
our patients received anticonvulsant therapy. This
treatment varies according to the etiology. All eclamps
were put on diazepam and magnesium sulphate. In
many studies, clonazepam and lorazepam are the most
commonly used [1, 15, 16]. In our study, rare are the
patients who benefited from it and this is due to the
unavailability of these products. However, the
magnesium sulphate used in our study is the reference
treatment in eclampsia [9, 17]. The other patients
received diazepam and phenobarbital. This association
is found in many works [5, 18]. The epileptic patient
who presented the state of refractory convulsion was the
only one to receive thiopental at power syringe
associated with phenobarbital and depakine [1]. The
electroencephalogram (EEG) indicated in this state of
refractory convulsive illness [19, 20] was not made due
to unavailability of the device in our structure.
However, it should be noted that the precise indications
of EEG monitoring and its impact, in intensive care, on
the therapeutic management remain to be clarified [21].
All patients under mechanical ventilation or 45.45%
had organ failures and / or a state of refractory
convulsion. Several shortcomings are related to the
delay in the care, the unsafe transport of some patients,

the unavailability of therapies and equipment and the
lack of qualified personnel in the centers of origin.
Mbodj noted a long delay between the onset of clinical
manifestations and management in a university-hospital
setting, with an average delay of 16.6 hours [8]. In our
study the average time was 24 hours. "The mortality
goes from 2.7% for a crisis of one hour to 32% beyond
one hour" said Martin Savard. More than a third of
patients, 66.7%, have well evolved. Several
complications noted are related to mechanical
ventilation including pneumopathies acquired under
mechanical ventilation that evolved to a state of septic
shock in 21.2%. This rate is found in the work of
Aranda [22]. The others are constituted by the
multivisceral failures. The mortality varies from 7.6 to
39% and is influenced by the consideration of anoxic
encephalopathies and the quality of the initial care. This
mortality implies a codified therapeutic strategy that
may depend on the definition and classification of the
state of convulsive illness. By definition, a state of
convulsive status epilepticus is an epileptic seizure that
lasts or repeats at short intervals without regaining
consciousness. The time required to talk about it in the
situation of a crisis that does not stop is more debated
[7]. In Nouailhat's work, the 36% mortality corresponds
exclusively to the secondary states of the disease, which
indicates the determining prognostic incidence in the
underlying cerebral lesions [23]. The mortality rate in
our study was 33.3% close to that of Nouailhat and was
related to delayed management and nosocomial
infections. The best prognosis is due to the
simultaneous application of new anti-epileptic drugs
and resuscitation measures associated with etiological
treatments.

CONCLUSION

The convulsive status epilepticus is a real
emergency whose management must be early and the
initial therapeutic strategy must be rapid and rigorous.
Pre-established protocols are essential for better
management. The refractory case and the non-
observance of the therapeutic protocol and the severe
sepsis predict the prognosis [24]. These are all cyclical
factors that must be taken into account, alongside
preventive medical (primary and secondary) and
therapeutic convulsions in general to improve the vital
and functional prognosis still serious.
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