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Status epilepticus is a condition resulting either from the mechanism responsible of seizure termination 

or from initiation of mechanisms, which lead abnormal prolonged seizures (Time1).It is a condition 

which can have long-term consequences.(Time2) such as neuronal  death, neuronal injury, alteration of 

neuronal networks depending of the type and duration of seizure.

Every type of status has an specific T1 and T2.

However, there is limited information to define T1 and T2 in focal status. The T1 in focal status with 

impaired consciousness, is 10 minutes, and T 2 is > 60 minutes. 

Focal status, convulsive and non convulsive, is a frequently underdiagnosed condition and enough 

data of clinical research is not yet available about the most frequent focal status, risk factors associated 

to drug resistance and morbimortality. 

INTRODUCTION

METHODOLOGY

CONCLUSION

• Focal status is frequently an underdiagnosed condition. It´s consequence of poor recognition of 

focal seizures.  

• We didn´t find relationship between age or sex and outcome of status. 

• The most frequent etiology was vascular disease.

• The evolution time of symptoms is the most important risk factor for outcome and morbidity. 

• Morbility was closely related with severity of underlying disease

• The prompt recognition of symptoms and an adequate interpretation of electroencephalogram, are 

basic for an early diagnosis and treatment, and also to improve the outcome and to decrease the 

morbimortality associated. 
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This is a retrospective study based on the analysis of medical records from patients admitted in our

hospital in Department of Internal Medicine with focal status between December 2013 and April

2017.

All patients were evaluated with clinical examination, electroencephalogram, and MRI.

We considered T1 at 10 minutes and T2 at 60 minutes for all types of focal status.

We have analyzed demographic characteristics, different types of focal status, morbimortality and

risk factors related to refractory condition.

For qualitative variables we described frequencies and percentage, and for quantitative, average,

standard deviation, minimal and maximum. To compare frequencies we used Chi² test, and for

average, Student Test for independent samples. All tests were two-sided, and a P value of 0.05

was considered to indicate statistical significance.
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RESULTS

We included 27 patients, 15 women and 12 men, with age range between 35 and 83 years old.

(Table 1)

We didn´t find any relationship between age or sex with the outcome of status.

The most frequent etiologies were vascular disease (29,6%), infectious disease (18,5%), and brain

tumors (18,5 %). Other etiologies associated were trauma, history of epilepsy , and autoimmune

disease (33.3).

The 59,3 % of focal status was related with non motor focal crisis (51,9 % with impaired

conciousness, and 7,4 % without impaired consciousness). The 40,7 % had motor focal status, and

the adversive seizure was the most frequent motor crisis.

The outcome was good with monotherapy in 15 patients (55,6 %) while 12 patients required

politherapy .

The mean factor related to refractory condition was evolution time before starting the treatment.

The patients with T1 between 10 minutes to 60 minutes, had good outcome with monotherapy in

85,7 %, while those patients that received treatment after 4 days, required politherapy and had

poor outcome. We found statistical significance with these data which were analyzed with Chi-

square test. (Table 2)

On the other hand, we found the delay to start treatment was closely related to poor recognition of

focal crisis.

In the same way, morbimortality were significantly related to the evolution time of symptoms.

We found associated morbidity in five patients. It were related to hyponatremia, cognitive decline,

and Todd´s paralysis.

When we analyzed morbidity with T1 , we found that patients with a time evolution less 45 hours,

had good outcome without morbidity. (table 3) It´s statistical significance information with Chi-

square test. (Table 3)

Mortality was also associated with the severity of the underlying disease.
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Morbidity
Mean

(Day)
Median

Stándard

Deviation
% of N total N

Yes 245,3 48,0 327,1 18,5% 5

No 45,6 24,0 59,1 81,5% 22

Total 82,5 24,0 159,8 100,0% 27

Table 3: Relationship between morbidity and T1.  Chi square test : p < 0,001

Time of status

Before treatment (T1)

Outcome of Status
Total

Good Poor

10- 60 min
Frequency 6 1 7

% 85,7% 14,3% 100,0%

1 h to 4 days
Frequency 9 6 15

% 60,0% 40,0% 100,0%

More than 4 days
Frequency 0 5 5

% 0,0% 100,0% 100,0%

Total
Frequency 15 12 27

% 55,6% 44,4% 100,0%

Table 2: Relationship between the time of status and the outcome. Chi-square test p = 0.04

Sex Mean

(age)

Median
Standard

Deviation
Mínimum Máximum

% of

N total
N

Male 68,4 71,5 11,9 43 80 44,4% 12

Female 62,1 65,0 15,7 35 83 55,6% 15

Total 64,9 67,0 14,2 35 83 100,0% 27

Table 1: Statistical distribution of sex and age


