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ErAnntikn kplon /emhappavewv/

* OpLopOG:
KAWIKEC ekONAwoeLc Aoyw avwpaAng Ko
£VTOVNC OUYXPOVIOUEVNC EKPOPTLONC OUAOOC
dAOLIKWV VEUPWVWV TOU EYKEPAAOU - pUTtopel
vo eETteKTaOEeL o€ OAO TOV PAOLO.

* Taéwvounon pe Baon tTnv UTTOKELMEVN
noBodpuaolooyia Kat TNV KALVLKN ELKOVAL.



[EVIKEUUEVEC *ATtAn otiakn (xwpic Ekntwon ouveidnong)

ME anwAeLla ocuveidnong 1. HE KWNTIKA OUUTTTWHLOTOL
Me onacpoug/ Xwpic omaocpouc 2. UE owpaTtooOnTka o-Tol
Adatipeon (P mal) 3. ME O-TO ATTO OLUTOVOUO
MuokAoVLKN 4. pe puyka o-ta
KAovikn *30VvOeTN oTLaKN (1E EKTTTWON OUVELISNONG)
Tovikn 1. AmAR eotakn mou akoAouBeital amo
TovikokAovikn (F'TNK) (Gmal) EKTITWON OUVELONONC
ATOVLKN 2. E€Kmtwon ouveldnong amo tnv evapén

3. Eotiakn mou e€eliooetal o€
ScvuteportaBwce ITKK



Mo Zuyva EOTIOKEC KPLOELC

PrimE_er Simple partial,
generalized, 4%

12%




Partial Motor and Somatosensory Seizures

Mator corlex arranged in specific
zones. Body areas involved in seizure
may help localize selzure focus

Seizure initially involves facial
portion of motor cortex
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EEG. Right focal motor seizure

Supplementary motor cortax

Typical
posturing with
contralataral
Head
and eyes
turn to side
opposite
lesion

Simple partial
seizure originates
in supplementary
MOlor cortex

Involvement of supplementary motor
cortex results in versive movements

Seizure spreads o
involve hand portion  E=P
of motor cortex

Simple partial seizure (fecal motor
seizurg with jacksonian spread)

v Tonic-clonic

Seizure spreads to involve
arm portion of motor cortex

Alfected areas may remain paratic
for several hours {Todd paralysis)

Sensory
cortex

Mumbnass
and
tingling
Sensory
symptoms

may spread

in jacksonian
fashion
{jacksonian
sensory march)

Somatosensory cortex also
arranged in anatomic zones

Partial Sensory and Autonomic Seizures

Usually disagreeable
odor, such as burnt
rubber

Formed visual hallucinations
(posterior temporal, parietal.
occeipital, visual association

cortex, temporal limbic cortex)

Simple auditary
illusion or
hallucination:
ringing, buzzing

Formed auditory hallucination:
music, voices

Olfactory seizures
(uncinate gyrus)

Unformed visual hallucination
(occipital lobe)

Abnormal or
disagreeable
taste: metallic,
garlicky

Abdominal

rising : fullness
sensation

Gustatory seizures
(parietal and insular areas)

Autonomic

Visceral

Visceral and autonomic seizures

JOEN A, CRAKE D (insular, cingulate gyrus,
@ Novartls and frontal temporal areas)

Netter F, Ciba collection of medical illustrations



Temporal Lobe Epilepsy

Simple partial seizure Complex partial seizure

Consciousness
preserved. Fear
and déja vu
sensation

Mesial temporal
focus

Gastrointestinal
sensation

<OHNAC A0
® Novartis

< .;Lf;

Secondary generalized

Ipsilateral arm waves
in circular fashion

Contralateral hand

tonic-clonic seizure Secondary generalization in dystonic position
of temporal lobe seizure

Spread to entire cortex,
thalamus, and midbrain
structures results in
secondary generalized
tonic-clonic seizure

Simple partial seizure Complex partial seizure Secondary generalized
(fear, epigastric fullness) (altered consciousness, tonic-clonic seizure
hand posturing)
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EEG. Progression of seizures in temporal lobe epilepsy Netter F’ Clba CO||eCtI0n Of med|ca| |||UStrat|0nS



FeVIKEUMEVN
TovikokAovikn
Kpion

W i [ baxiing I Decl and
Prop i 14 B e e W Vbl e Lkl

eves gre Cloma’

Seoond stage of WAk hase It axtension




* 1 otouc 20 Ba €xeL pia kplon otnv {wn Tou

* 0.3% TWwV MEPLOTATIKWY TWV ETELYOVIWV ELVOLL
ETUANTITIKEC KPLOELG

* A/A cuykorn, Yuxoyevn enecodia,
KaPOLOAOYLKA, VEUPOAOYLKA, LETABOALKA
cuppaparta




2 UYKOTIN)

By etiology
(clinical forms)

Reflex (neurally-mediated)
Vasovagal
Situational
Carotid sinus
Atypical forms (tilt-positive)

By mechanism
(ECG/BP documentation)

Orthostatic hypotension
Primary autonomic failure
Secondary autonomic failure
Drug-induced
Volume depletion

Bradycardia
Asystole
Sinus arrest
Sinus bradycardia plus AV block
AV block
Bradycardia (sinus)

Cardiac or Cardiovascular
Arrhythmia as primary cause
Bradycardia
Tachycardia
Drug-induced
Structural cardiac (e.g., aortic
stenosis, atrial mixoma, etc)

Tachycardia
Progressive sinus tachycardia
Atrial fibrillation
Atrial tachycardia (except sinus)
Ventricular tachycardia

No or slight rhythm variations-
{Hypotension)

Classification of Syncope According to Etiology (Modified by ESC Guidelines [1])
Versus Classification According to Mechanism (Modified by ISSUE Classification [7])

AV = atricventricular; BP = bleod pressure; ECG = electrocardiogram; ESC = European Scciety of Cardiology: ISSUE = International Study on Syncope of Uncertain
Eticlogv.



ErttAnmtikn) Kpion

ZuyKomn

Wevdokpion

Trigger Inavio/ pwrtoegvatcbnota/ | Tuxvo (0pBla Béon, JUXVO (stress)
Aotlpwén/ aAkoOA/ otépnon | umavio, atpoAnyia)
Umvou
Npddpopa Inueia Juyva (deja vu, aioBnua Ixedov navta (60Awon Zuxvo (ayxwdn cuumtwpuata)
OTO EMLYACTPLO) cuvNOwG opaong, vautia, aioBnua HEYAANG SLapKeLaG
Bpaxeia Bepuotnrtoag) 2-10 Aemta
Awapkela 2-5 Aenta /6eut o€ Pmal 30 Seut- 2 Aemttd 1-60 Aemta
MuokAovieg Juyva 1-2Asnta Juyva (6eut) Juxva /mopateTapévo, anpoBAento,
TokiAo
OdOaApoi avolktol AVOLKTOL TTpOC Ta AVW KAelotol pe avtiotoon
Xpwpa Qxpo(gotiakn) MoAU wxpo DuoLoloyLko, epuBpo
gepuBpo/kuavwan (IMNK) gviote kavwon
Avanvon Amvola 0TV €KTIVON AmvolLa TNV €KTIVON Yrepaeplopog, Bnxag, anvola otnv
glomvon
AntwAgLa oVPWV ouxvn aouvnolotn aocuvnblotn
Tpavpa Yuxvoc (coBapog) AcuvnBlotog (coBapog Tuxvog (eAadpug)
Afypa yAwooag Zuxvog (rmAayLo) Inavio Meplotaclakd (otnv akpn)

METaKPLTIKN Kotdotoon

JuyxuTkog(Eumva oto
000evodopo)

lprAyopa mpooavatoAlleTal
(umva oto natwpa)

MpoocaVaTOALOUEVOC GUXVA UE
Sdakpua




EmiAnyio ota TEN

15% O&a cupupapara pe
UTtOKELMEVN attia —
ovoloTPEY LN TToV anattovv
EMelyovoa OLVILUETWTTLON



AlTLO ETUANTITIKWY KPLOEWV

Causes of Seizures
Partial seizures




AlTLa ETUANTITIKWY KPLOEWV |

MetaBoAkd, evSokpvoloyikd (v I Na, ¥ P Ca,
IMg, {Glu, mopdupia, nratikr eykeparondBeia)
Nolpwén
(unviyyitdo/eykedoAitido/eyk.amootnpota)
KpovioeykepaALKEC KAKWOELC
apeoec/mpwipec/oPpec (emt-umtookAnpidia
OLLULOTW LT, OLLLLOPPAYLEC)

Ayyelaka aitia (AEE LoyoLuLko/alpoppaytko,
UTTEPTAOLKN Kpilon, OpouBwaon pAeBwdwv KOATIWY,
ekAopgia)



AlTLa ETUANTITIKWY KPLOEWV |

Toéwka (katavaiwon/amnocupaon AAKOOA,
PUXOOLEYEPTIKEC OUOLEC, hApOKA)
NeomAaoia (peTaoTAOELG, AsuYaLULa,
Aepdwpa)

Avoooloylka (ayyeLitidec, otela
anopueAivwon)

Ynokeipevo EmtAnmriko Zuvdépopo



I2TOPIKO

DappaKEUTIKA aywyn
2UOTNUATIKA AOLLWEN/eUTTUPETO

lotopko amo KNZ (AEE, veomAaoua,
npoodaTa XELPOUPVYELQ)

Xpnon ovolwv/ KatavaAwon aAKoOoA
Eykupoouvn

Mpoodata taéidla

EoTlakad cupntwpata otnv evapén tne kpilonc



o ZWTIKA onuetla, stick Glu/ l'ev.aipatoc/B/x CPK

* MMaBoAoylKn KATA cUoTHUATA

* Neupoloyikn (opBaApoti, kopec, avtidpaon
oTa emMwduva, KWVNTLKO EAAELUQ, TTEApOTLOLL
QVTOVOKAOQOTLKO, LNVLYYLKA onUELa



OEPATTEVTLKN AVTLULETWTITLON

Acute Management of Tonic-Clonic Seizure A, S

DapHaKEVTIKA
OLVTLUETWTLON:
*>5A\emta
*ErtavaApBavopeveg
KploEeLg
*EnnpeacpéEva {wTLka
onueia




Acute Management of Tonic-Clonic Seizure

OXI
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e ABCs Awatripnon Aepaywyou, 02, Avarnivon, OAeBLkn ypapun

* |V Glu/naloxone/pyridoxine avaAoya kAvikd ogvaplo/S516pBwon
UTTOKELLEVOU altlou

®11860n BNZ Aopalemaun 0.05-0.1mg/kg/IV

K€K

5 . Awolenapn 0.5 mg/kg PR 1 0.15-0.2 mg/kg/IV KAovalemaun 1-2 mg
30-40% . MiSaloAapn 0.2 mg/kg — 10mg(5<50kg) IM/buccal->(1ml Dormicum) )
QVTATIOKPL

e 21 860n BNZ
. . ®awvutoivn 15-20 mg/kg IV A
70% o BaAmpoiko 15-45 mg/kg IV (apxwka bolus 6-10 mg/kg/min pe akdbAouBn cuvexn €yxuon
QVTOTIOKPLO 1-3 mg/kg/h NeBETIPAKETANN )

e QawoBapBitain 20 mg/kg IV AlcowAnvwon

e QawofBapprtain, MdaloAdaun, NMpomodoAn
e [eviki avaloBnoia




KAwiko ogvaplo 1

34 etwv A 2 enewcodia [TNK otouc 2
TEAEUTALOUC MNVEC

Aev  Bupatal Timota - &umvnoe  OTO
acBevodopo, tou elmav OtTL €lye pwa kpion.
Aev Bupatal yupw ota 20 AsmTa mpuv.

Anyua yAwooog, OxL omnmwAsll  oUpwv.
EktiunOnke wc emAndila YeVIKELUEVN Kol
gylve evapén BaAmpoikou.



Video HEl




* OAeBokopPikn Bpadukapdio pe KoLALaKN
nouon Kol EKTOTIo puBUO

Eudputevtnke Bnuatodotnc Ko o aacBevnc oto
6UNVO NTAV XWPLC Kaveva EMELOOBLO.

Emelo0610 Adams -Stokes
ZUMITWHOTIKN EMAnmTiki

Kplwon
Adyw umoéioc




KAwikO ogvaplo 2

60 etwv A ovepepe Ml AtpoodLOPLOTN
adloBeolo mnRye pla BOAta kAl plon wpa HETA,
OUYXUTLKOC, ETTOVAANTITIKEC OLOLEC EPWTINOCELC YLO
TOV TIPOOoAVATOALOUO Tou. Elxe odalpikn apvnoia
ue mpodpoun apvnoio 1 pnvoc mou olya owya
BpaxuvOnke otLc 2-3 WPEC.

|oTOPLKO e\evBepo- urtepxoAnotepvatpio/
OLKOYEVELOKO LoToplkOo Mpe 2N. Epyaotnplakog
e\eyyoc, HKI, MRI k.



Video HET
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* Onset of ictal electrical discharge



EoTtlakeg eMANTITIKEC KPLOELC arto tov AE
KpotadpLKn TtEpLOXN.

2TNV TIlo oofapn HE aviov aiocOnua armo To EnyacTpLo,
akoAouBn navon ewc 26 deut. Qxpotnta, anmwAsLd
ouVELONONC Kal LUOKAOVLIEC akpwV. EmavAABE YwpLc
kapd.avalwyovnon. EudutevBnke Bnpatodotnc Ko
EYLWVE EvVapEN AVTILETILANTITLKAGC AYWYNC.

2uunAokn Eotiakn Kplon

Mov npokaAei avakomnn




KAwiLKO ogvaplo 3

27 eTwv A ue xpovia Puxwotkn ocuvdpoun.

‘Htov KaAd PEXPL TTOU OPYLOE VA KAVEL

" TNK.

4-5 LUOKAOVLIKEC Ywpic cadn evtomion.

2ta TEM tou yopnynOnkav 10 mg dialemaun.
AapBavel YAwponpopadivn Kat LULTTpopLivn.



KAwvikn e€€taon

Z>: 10000, 6-36.8,AN 108/83 mmHg, Glu- 105mg/dL

Hulkwpotwdne pe dnypo YAwooocg ,omovid o€
emwduva epebiocpata. DuoloAoylkog¢ KopOLAKOC
puBuog, ouotoAlkd Puonua. Kolktad  poAakn
EUTILEOTN, €&viEPLKOL nNxoL GUOLOAOYLKOL, YWPLC
PnAadntec palec. Xwpic odbnuata, Kuavwaon.

Aev €xeL evdeltn KEK, ywplc avyxevikn duckouygia,
OTA napovta, xwpic Babinski, tetpakwvntikoc.



[evikn atlpatoc, TKE kd
No 116 mEqg/L

K4 mEq/L

Glu- 105mg/dL

Urea- 9mg/dL

Crea -1 mg/dL

Wuyxoyevng MoAvdwpia =

YroNaatpio =
EriAnmtikeg Kploeig




Proposed Algorithm for Convulsive Status Epilepticus

From *“Treatment of Convulsive Status Epilepticus in Children and Adults,” Epifepsy Currents 16.1 - Jan/Feb 2016
Ti Interventions for emergency department, in-patient setting,
s or prehospital setting with trained paramedics

1. Stabilize patient (alrway, breathing, circulation, disability - neurologic exam)
2. Time seizure from its onset, monitor vital signs
0-5 Minutes i nr‘::SeEdSeSdO xygenation, give oxygen via nasal cannula/mask, consider intubation if respiratory assistance
suh'“‘:g;‘;: 4, Initiate ECG monitoring
5. Collect finger stick blood glucose, If glucose < 60 mg/dl then
Adults: 100 mg thiamine IV then 50 ml D50W IV
Children = 2 years: 2 mi/kg D25W IV Children < 2 years: 4 mi/kg D12.5W IV
6. Attempt IV access and collect electrolytes, hematology, toxicology screen, (if appropriate) anticonvulsant
drug levels

Does Seizure

Continue?

WWW. e p i I e p Syd i a g n O S i S . O rg A benzodiazepine is the initial therapy of choice (Level A): If patient at baseline,

Choose gne of the following 3 equivalent first line options with dosing and frequency: then symptomatic

. + Intramuscular midazolam (10 mg for > 40 kg, 5 mg for 13-40 kg, single dose, medical care
www.ilae.org e
= . 5-20 Minutes + Intravenous lorazepam (0.1 mg/kg/dose, max: 4 mg/dose, may repeat dose
Initial Therapy once, Level A) OR
Phase + Intravenous diazepam (0.15-0.2 mg/kg/dose, max: 10 mg/dose, may repeat dose

once, Level A)
If none of the 3 options above are available, choose one of the following:
+ Intravenous phenobarbital (15 mg/kg/dose, single dose, Level A) OR
+ Rectal diazepam (0.2-0.5 mg/kg, max: 20 mg/dose, single dose, Level B) OR
+ Intranasal midazolam {Level B), buccal midazolam (Level B)

Trinka et al Drugs 2015

Does Seizure
Continue?

H here i id based preferred d th f choi | U): If patient at baseline,
Betjeman JP Lancet Neurol 2015 T e o e iaa © I

* Intravenous fosphenytoin (20 mg PE/kg, max: 1500 mg PE/dose, single dose, medical care
20-40 Minutes Level U) OR
Second Therapy + Intravenous valproic acid (40 mg/kg, max: 3000 mg/dose, single dose,
Phase Level B) OR

+ Intravenous levetiracetam (60 mg/kg, max: 4300 mg/dose, single dose, Level U)
If none of the options above are available, choose one of the following (if not given
already)

+ Intravenous phenobarbital (15 mg/kg, single dose, Level B)

Does Seizure
Continue?

40-60 Minutes There is no clear evidence to guide therapy in this phase (Level U): If patient at baseline,
Third Therapy Choices include: repeat second line therapy or anesthetic doses of either thiopental, then symptomatic
Phase midazolam, pentobarbital, or propofaol (all with continuous EEG monitoring) medical care

/\Ml I { I( ¥ ;\ N Disclaimer: This clinical algorithm/guideline is designed to assist clinicians by providing an anaytic framework for evaluoting and treating
b e patients with status epilepticus. It is nat intended to establish a community standard of care, reploce o diinician’s medical judgment, or
]__P |l FP_HY establish a protocol for olf patients. The dlinicol conditions by this alg guideline will not fit or work with olf potients.
% S Approaches not covered in this algorithm/guideline may be appropriate.
B E
SL’ CIETY 2016 © Epilepsy Currents



http://www.epilepsydiagnosis.org/
http://www.ilae.org/
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EuxaplLotw

ErmiAnyia IviakoU AoBou vs Huwkpaviki avpa






Features that distinguish these events from true seizures
include side-to side head, arm or leg movements with eyes
closed. If the eyes are open, the eye movements are
normal as opposed to deviated. A bicycling movement of
the legs is highly suggestive of pseudo-seizure.

Lateralized tongue-biting (high specificity)

Flickering eye-lids

Dilated pupils with blank stare

Lip smacking

Increased heart rate and blood pressure during event
Post-ictal phase



