% University of
Kentucky.

Status Epilepticus (SE) is a neurological emergency
with high mortality and morbidity. Prompt treatment
IS crucial to prevent neuronal damage, treatment
resistance, disability, and the development of

epilepsy.

The University of Kentucky (UK) previously
Implemented an SE alert system, which improved the
time to second-line antiseizure medication (ASM)
administration.’ However, since that study, there has
been no high-quality evidence guiding the effective
management of refractory SE (RSE), particularly
regarding third-line medication dosing.? Additionally,
SE alert activations at UK have declined due to a lack
of awareness about the protocol and how to initiate
an alert.

The current order set in Epic lacks updated and
appropriate dosing guidelines for RSE, leaving
neurology residents and ICU providers to rely on
external knowledge. This may prolong the time
needed to achieve adequate seizure control.
Furthermore, the existing algorithm for neurology
residents does not offer structured guidance or a
stepwise approach to drug administration. This
Increases cognitive burden and reliance on neurology
consults from other services, which could be avoided
In acute settings where rapid seizure control Is
critical.

It Is hypothesized that implementing a standardized
RSE protocol will reduce the time to burst
suppression by at least 2 hours, therefor improving
patient outcomes and reducing ICU length of stay,
morbidity, and mortality.

OBJECTIVES

Our objective is to implement an updated RSE
protocol with pharmacy-approved dosing, distribute
It to neurology residents, and integrate it into the Epic
order set. The goal Is to measure the time to burst
suppression in SE before and after implementation.

1. Logan.eslinger@uky.edu; 2. izad.rasheed@uky.edu

Quality Improvement Initiative to Enhance the

Management of Refractory Status Epilepticus
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REFRACTORY STATUS EPILEPTICUS (RSE) DIAGNOSED >

BACKGROUND C I

If seizures continue, continue giving propofol 1.5 mg/kg (max 9 mg/kg) or
midazolam 0.3 mg/kg (max 2.1 mg/kg) gomin until controlled.

Titrate propofol (maintenance
range 30-200 mcg/kg/min) or

Burst suppression and seizure

suppression achieved? : :
midazolam (maintenance range

0.3-2.9 mg/kg/hr) to effect.

Ves ¢ 4 Sometimes a combination of

both, and/or the addition of
ketamine (bolus 2 mg/kg then
initial maintenance dose 2 mg/

Maintain burst suppression and seizure
suppression for 24-48 hours.

kg/hr; maintenance range 1.5-
7.5 mg/kg/hr) is required.

Do not downtitrate/hold anesthetics for
hypotension or for neuro exams!

Add nonsedating antiseizure drugs. T

Establish & correct underlying cause of RSE.

Expect hypotension. Ensure euvolemia.
Maintain MAP >65 using vasopressors.

Seizure free using infusions
for 24-48 hours?

On day of wean, MICU team should:
Wean propofol and ketamine by reducing dose
by 50% at 6:00am, then stopping at 8:00am.
Wean midazolam by stopping at 6:00am.

Extubate when following commands reliably.

Seizure free for >24 hours Yes Stop EEG.

. S en
off infusions: Do not wean nonsedating

antiseizure drugs in the ICU.

SUPER REFRACTORY STATUS EPILEPTICUS (SRSE) DIAGNOSED

Immediately restart previously effective burst suppression regimen,
then adjust to eliminate propofol if possible.

A formal epilepsy consultation will be provided. Continue EEG monitoring.

Is there an anatomic lesion
responsible for SRSE?

Obtain neurosurgery consult.

Neurology team presents patient
at multidisciplinary refractory
epilepsy conference to
determine surgical options.

Yes

Advanced medical diagnostics and

treatments per epilepsy consultant
Figure 1: Proposed algorithm for management of
RSE at UK.
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METHODS

was developed to standardize the

A protocol
management of RSE at UK, aiming to implement
standardized dosing regimens In a stepwise manner.
The protocol specifications are as follows:

1. Propofol is the preferred initial anesthetic over
midazolam due to its faster weaning period and
short-term use.

2. Higher initial doses of propofol or midazolam
are recommended compared to the 2012
guidelines, which suggest starting with lower
doses and titrating up. Lower Initial dosing is
associated with a threefold increased risk of
recurrent seizures.’

3. Burst suppression is defined as <20% burst and
>80% suppression.

4. Sedation-related hypotension should be
managed with vasopressors, prioritizing seizure
control.

5. Standardized burst suppression duration is set
at 24-48 hours, with a defined weaning protocol.

A 2-sample t-test will be performed comparing time in
hours to burst suppression in patients before and
after implementing the protocol. A confidence level of
95% will be used using a sample size of approximately
34 patients with 17 in each cohort and an estimated
standard deviation of 2 hours in the population.

To encourage the use of SE alerts, a visual pamphlet
for education will be developed and distributed to as
many units around the hospital and as many
residents and attending physicians as possible.
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