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Progress of applying long-term video—-EEG monitoring
in epilepsy seizures and non-epileptic seizures
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[ Abstract JEpilepsy is a clinical syndrome induced by abnormal discharge of high synchronization of neurons in the brain. Epilepsy
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seizures have the clinical features of the paroxysmal,transient,
repeatability and consistency. Non-—epileptic seizures disease
also have the characteristics of the paroxysmal and repeatability.
It can be caused by the psychological factors and other diseases,

rather than brain dysfunction. Sometimes epileptic seizures are
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difficult to identify from non—epileptic seizures;long—term video—EEG monitoring is the most reliable auxiliary examination to identify

epileptic seizures and non—epileptic seizures. In this paper,research progress on application of long—term video—EEG monitoring in

epileptic seizures and non-epileptic seizures at home and abroad were summarized
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