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/" Tele consult (Day 0)
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General information, detailed history of spasms, etiology, co-morbidities, medications
Assessment of home-video for clinical spasms, relevant focused examination including weight, blood pressure, screening of infections, etc.

Diagnosis clinically consistent with infantile spasms: Initiation of high-dose oral steroids? along with PPI (VGB for TSC)

« Baseline investigations such as blood and urine sugar, electrolytes, complete blood count, liver enzymes, if possible

Advice for caregivers regarding monitoring of spasms, blood pressure®, urine sugar ®, and infections

_+ Outpatient EEG desirable to demonstrate hypsarrhythmia ¢ ¢ ¢ however, treatment should not be delayed

Evaluation for etiology
MRI brain (for structural etiology,
TSC), metabolic work up®, genetic

Tele consult (Day 7)

To assess compliance, response to therapy, and adverse

l

Evaluation and management
of co-morbidities

testing® efiegty l
Tele consult (Day 14)
. To assess compliance, response to therapy, and adverse effects
. EEG desirable for resolution of hypsarrhythmia in children with cessation of ES ¢4
No witnessed ES' with resolution of
ES persisting Therapeutic hypsarrhythmia OR EEG unavailable
Response
No witnessed ESf but
persistent hypsarrhythmia
Both ACTH
and VGB h N
unavailable +Try other first-line options: « Tapering of hormonal therapy * Tapering of horgnonal therapy over
ACTH or VGB over next 2-6 weeks? AND next 2-6 weeks? AND add
« Switch to ACTH2 OR . Add VGBa prophylactic ASM (VPA, TPM, LEV)

) «Try VGB?9 with tapering of
oral steroids over few days

EScd

No witnessed ES' with resolution
of hypsarrhythmia OR EEG not

available
l No

No Whether ACTH and VGB both
have been tried?

l Yes

» EEG confirmation of ESh

« Try second-line therapy
ZNS, NTZ, TPM, LEV

+ Initiate workup for ketogenic
diet/ epilepsy surgery

for a seizure-free period of 2 years (if
not on VGB)
« Continue VGB (if ongoing)

|

Tele consult (Day 14 of initiation of ACTH/ VGB) Tele It (Day 28 of effective first-
« To assess compliance, response to therapy, and adverse effects line therapy)
« EEG desirable for resolution of hypsarrhythmia in children with cessation of [+ To assess for persistent cessation of

ES, compliance, and adverse effects

Yes Tele It (Day 42 of effective first-

line therapy)
—— + To assess for persistent cessation of
ES, compliance, and adverse effects

Relapse

Tele consult (Day 60 and 90 of

—— effective first-line therapy)

« To assess for persistent cessation of
ES, compliance, and adverse effects

3 monthly tele consults

« To assess for persistent cessation
of ES, compliance, and adverse
effects

+ Taper and stop VGB after 6 months
of initiation

* Add prophylactic ASM (VPA, TPM,
LEV) while tapering VGB (if not on
any other ASM) for a seizure-free
period of 2 years

Try the first-line therapy to
which the child initially
responded (for an extended
duration) —

2 Dose and duration depending on regional/institutional protocol; high-dose oral steroids: 4-8 mg/kg/day or absolute dose of 40-60 mg/day; ACTH:150 1U/m?
intramuscularly daily, VGB: 50mg/kg/day with daily escalation of 25 mg/kg to maximum of 100-150 mg/kg/day
bHome monitoring or monitoring by local practitioner (at onset and then twice a week for BP and once a week for urine sugar) depending on feasibility

¢Individualized according to the clinical need and feasibility

JEEG should preferably be done at baseline and within two weeks of cessation of ES

¢ Hypsarrhythmia may be absent and is not required for the diagnosis

fNo witnessed ES for at least 48 hours (as used in UKISS and ICISS trial)
9 Depending on availability

" If EEG not done earlier to confirm the epileptic nature of events

Note: Switch to face-to-face consult based on clinical need and adverse events

Abbreviations: VGB, Vigabatrin; TSC, Tuberous sclerosis; EEG, electroencephalogram; MRI, Magnetic resonance imaging; ES, epileptic spasms; ACTH,
adrenocorticotrophic hormone; ASM, antiseizure medications; VPA, Valproate; TPM, Topiramate; LEV, Levetiracetam; ZNS, Zonisamide; NTZ, Nitrazepam;
UKISS, United Kingdom Infantile spasms; ICISS, International Collaborative Infantile Spasms Study

Fig. 1. Algorithm for teleneurology-based care of children with Infantile spasms in developing countries during the COVID-19 pandemic.

management of IS will also be advantageous. Establishing a linkage
facility for paediatricians to reconfirm their observations and
management decisions with Paediatric neurologists may also be
helpful. Besides, creating awareness among parents through mass
media (screening children with neonatal brain injury during visits
for immunization) will probably reduce the treatment lag.

3.5. Initial treatment advice

The initial choice should be one of the standard first-line med-
ications: ACTH, prednisolone, and vigabatrin. Contraindications for
high-dose hormonal therapy include acute infections, a history of
clinical infection caused by herpes or cytomegalovirus, and
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congestive heart failure. In accord with the CNS recommendations,
high-dose oral prednisolone may be the preferred initial therapy
during the COVID-19 pandemic 3] Preferably syrups/ suspensions
should be prescribed, and printed advice regarding dispensing and
administration of liquid formulation using a syringe and possible
adverse effects of medications and danger signs should be pro-
vided. Caregivers should be advised to record the daily burden of
spasms, change in seizure types, and adverse effects of atniseizure
medications (e.g. irritability, sleep disturbances, any new-onset
symptoms of infections like fever, cough, respiratory distress,
etc.). There is a risk of hypertension with hormonal therapy requir-
ing BP monitoring [3,15]. Availability of appropriate-sized BP cuff
for infants is an issue. Further, BP monitoring at home is challeng-
ing, hence may be done at a nearby healthcare facility. Urine sugar
may be monitored at home. Besides, repeated emphasis should be
given on general precautions such as the use of masks, social dis-
tancing, and hand hygiene.

3.6. Follow-up

The first follow-up should be scheduled after a week (or earlier
depending on clinical need) of treatment initiation for assessing
compliance, tolerability, and response to therapy. The next tele-
consultation should be at two weeks of therapy. EEG is desirable
to demonstrate resolution of hypsarrhythmia at this point, how-
ever, the feasibility and access may be issues. Depending on the
therapeutic response, the initial therapy may be continued or
switched to or supplemented with another first-line drug. Subse-
quent follow-up should be scheduled once in two weeks for assess-
ment of therapeutic response, drug compliance, adverse effects,
and need for modification of therapy. All the available first-line
options need to be exhausted before going to second-line thera-
pies. It is important to reiterate that teleconsultation should be
switched to in-person consultation in the event of a diagnostic or
management uncertainty.

4. Conclusion

Despite the innumerable pros of teleneurology, there are some
limitations such as lack of detailed examination, limited access to
investigations, problems with infrastructure and internet facilities,
confidentiality, and legal implications involved. However, it seems
to be a simple and convenient tool during the COVID-19 pandemic
to provide optimal care while minimizing hospital visits. Although
formal evaluation of the effectiveness of this approach is evolving,
the advantages of early diagnosis and reduction in treatment lag
are presumed to outweigh this limitation. Future studies should
be done to validate this approach and algorithm in developing
countries.
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