
History and Exam
If History and Exam are concerning for spasms, consult Neurology

Infantile Spasms Protocol

Long Term vEEG to capture spells and sleep

Known etiology No known etiology Follow up in clinic in 1 week

*Spasms +/- 
hypsarrhythmia present 

No spasms or hypsarrhythmia
but still suspicious

for spasms

 Consider MRI 
 Discuss with neurology
 Go to Infantile Spasms 

Treatment Protocol

Obtain brain MRI – epilepsy 
protocol with and without 
contrast 

MRI demonstrates etiology 
for spasms

 Discuss need for potential 
genetic testing with 
neurology

No etiology for spasms on 
MRI 

Additional Evaluations:

 Epilepsy Gene Panel- To be done inpatient 
 CMA if concern for genetic syndrome- 

coordinate with clinic to do as outpatient

 *If concern for metabolic disease or 
specific genetic syndrome, discuss with 
genetics and/or neurogenetics
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If Concerns, send back to hospital for 24 hr vEEG

*All confirmed infantile spasms patients:

1. Baseline CBC, CMP

2. Consult dietician for nutritional assessment
3. Consult SLP for swallow evaluation

Go to Infantile Spasms 
Treatment Protocol



Infantile Spasms Treatment Protocol

Infantile Spasms Treatment Protocol

*Prednisolone Protocol: 8mg/kg/d (max 60mg/d) DIV 
TID x 14 days, consider dual therapy with Vigabatrin and 
steroids for structural abnormalities: brain lesions.

Other

Unknown

In 10-14 days, follow up with prolonged outpatient routine 
EEG (must capture sleep) OR return to hospital overnight 
for observation/vEEG, for further workup see Workup for 
non responders box.

Resolution of spasms and 
hypsarrhythmia

Consult Ketogenic Diet Team in:

 Glucose transporter type 1 deficiency 
syndrome (GLUTl-DS)

 Pyruvate dehydrogenase complex (PDHc)
deficiency

 Rare cases where the other treatments
discussed are contraindicated or unable
to be prescribed

*Upon discharge refer patient to
designated epileptologist
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*Alert related to hormone therapy

1.  If starting hormone therapy please send patient home
 with a letter about their immunocompromised status to 
 give to PCP

2.  Monitor blood pressure with PCP once after one week of 
 treatment and in neurology clinic at follow up

3.  Start GI prophyalxis -Famotidine 0.5 mg/kg/dose twice
 daily OR Omeprazole 1 mg/kg daily OR Lansoprazole 15 
 mg once daily (if <30 kg)

Prednisolone Taper
(Discharging team should 
prescribe the full course 

including taper)
5mg/kg/d div BID x 1 week 
3mg/kg/d div BID x 1 week 
1mg/kg/d div BID x 1 week

1

Workup for non-responders

Labs: Blood: CBC, CMP, CK, Lactate/Pyruvate, amino acids, 
homocysteine, AASA, pipecolic acid, uric acid, creatine/
guanidinoacetate, males: copper/ceruloplasmin
Check NBS screen (if unavailable resend)
Epilepsy Gene Panel: Can be done inpatient if not done already
Urine: organic acids, AASA, creatine/guanidinoacetate, sulfites 
LP: CSF/blood glucose, protein cell count, lactate, neurotransmitters, 
amino acids, P5P, 5-MTHFR

 1

Significant improvement without complete resolution of 
spasms and hypsarrhythmia

ACTH Protocol
(Neurology team to order)

(Stop Prednisolone)
150 IU/M²/d divided BID x 2 weeks 

30 IU/M²/d in the morning for 3 days 
15 IU/M²/d in the morning for 3 days
10 IU/M²/d in the morning for 3 days 
10 IU/M²/d every other morning for 

6 days

Start Vigabatrin Protocol (see TSC) 
and taper prednisolone (depends on 

if patient is on dual therapy):
Prednisolone Taper

5 mg/kg/d div BID x 1 wk 
3 mg/kg/d div BID x 1 wk 
1 mg/kg/d div BID x 1 wk

Stop

TSC

Known

Vigabatrin Protocol
(Neurology team to order)
50 mg/kg/d div 2 x 3 days

100 mg/kg/d div 2 x 3 days
150 mg/kg/d div 2

Hypsarrhythmia 
or Spasm

Repeat EEG in 14 days 
Consider further titration if 

improved

No Hypsarrhythmia 
or Spasm

Continue 
Vigabatrin

Prednisolone 
Protocol continue 

vigabatrin



Infantile Spasms Treatment Protocol

LEGAL DISCLAIMER:          The information provided by Dell Children’s Medical Center (DCMC), including but not limited to Clinical Pathways and Guidelines, 
protocols and outcome data, (collectively the "Information") is presented for the purpose of educating patients and providers on various medical treatment 
and management. The Information should not be relied upon as complete or accurate; nor should it be relied on to suggest a course of 
treatment for a particular patient. The Clinical Pathways and Guidelines are intended to assist physicians and other health care providers in 
clinical decision-making by describing a range of generally acceptable approaches for the diagnosis, management, or prevention of specific diseases or 
conditions. These guidelines should not be considered inclusive of all proper methods of care or exclusive of other methods of care reasonably directed at 
obtaining the same results. The ultimate judgment regarding care of a particular patient must be made by the physician in light of the individual 
circumstances presented by the patient. DCMC shall not be liable for direct, indirect, special, incidental or consequential damages related to the user's 
decision to use this information contained herein.
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(Work-up)
Supporting use of epilepsy gene panel, CMA and Brain MRI: Article #2 (PMID 31418851)
Combined pick up rate for CMA + gene panel: Article #3 (PMID 25779538)
(Dual treatment)
ICISS Trial: Article #1 (PMID 27838190)
Article #2 (PMID 31418851)
(Treatment dosing)
Prednisolone 8 mg/kg/day Article #4 (PMID 31331669)
ACTH 150 units/m^2 Article #5 (PMID 8604274); Article #6 (PMID 15541450)
Vigabatrin titrate up to 150 mg/kg/day div BID: Article #6 (PMID 15541450); Article #10 (11673582)
(Treatment side effect monitoring/intervention)
Hypertension: Article #7 (PMID 31769329)
Tuberculosis: in sum, extremely rare, very little literature

i. Article #8 Concurrent steroids w/ TB trmt (PMID 18401037)
ii. Red Book (Article #9): Recommendation for children on corticosteroids and screening questions (see below for
?s): “Patients should be questioned for risk factors for M tuberculosis complex infection. In the presence or
absence of tuberculosis risk factors, a TST or IGRA should be performed before the initiation of therapy with
high-dose systemic corticosteroids, antimetabolite agents, and tumor necrosis factor antagonists or blockers (eg,
infliximab and etanercept; see Biologic Response Modifying Drugs Used to Decrease Inflammation, p 85). Some
experts recommend that if the child has at least 1 tuberculosis risk factor, both a TST and an IGRA should be
performed to maximize sensitivity; a positive result of either test should be taken as evidence of M tuberculosis
infection.” Articles
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