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DISCLAIMER

This article/STW, was originally published by Indian Council of Medical Research (ICMR) under
Standard Treatment Workflow. The reprinting of this article in Journal of the Epidemiology Foundation
of India (JEFI) is done with the permission of ICMR. The content of this article is presented as it was
published, with no modifications or alterations. The views and opinions expressed in the article are
those of the authors and do not necessarily reflect the official policy or position of JEFI or its editorial
board. This initiative of JEFI to reprint STW is to disseminate these workflows among Health Care
Professionals for wider adoption and guiding path for Patient Care.
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ACUTE ENCEPHALITIS SYNDROME (AES) IN CHILDREN
ICD-10-G04%
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lethargy. unconsciousness

Acute onset of fever
( </= 5-7 days) with
altered sensorium
and/or new onset of
seizures
(excluding simple
febrile seizures)

Seizures

Abnaormal poasturing

Paucity of limb movements

Fever, headache, vomiting, T

- Rash, vesicles, past history of chicken pox
- Residence of child: rural/urban, endemic for cerebral malaria, any

epidemic of AES in neighborhood

- Animal contact, insect bite, dog bite

« Drug or toxin exposure: enguire for presence of any drugs at home
- Recent travel

- Trauma

- Seizures

- Recent immunizations

- Recurrent episcdes of encephalopathy

- Past or concurrent systemic illness

- Pre-morbid developmental/ neurological status of the child
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ACUTE ENCEPHALITIS SYNDROME (AES) IN CHILDREN
ICD-10-G04&

Acute onset of fever
(</=5-7 days) with
altered sensorium

and/or new onset of

seizures
(excluding simple
febrile seizures)

Seizures

VITAL SIGNS

- Temperature
- Pulse rate

+ Respiratory rate
- Bloed pressure

GENERAL EXAMINATION

testing

*Lumbar puncture is tra-i

Fever, headache, vomiting.
lethargy, unconsciousness

Abnormal posturing

Paucity of limb movements

DESIRABLE

MRI Brain, CSF PCR for Herpes
simplex encephalitis, JE
serology, EEG, Dengue
serology and NSI testing, HIV

ONAL INFORMATION (HISTORY

!

- Rash, vesicles, past history of chicken pox

- Residence of child: ruralfurban, endemic for cerebral malaria, any
epidemic of AES in neighborhood

- Animal contact, insect bite, dog bite

« Drug or toxin exposure: enquire for presence of any drugs at home

- Recent travel

- Trauma

- Seizures

- Recent immunizations

+ Recurrent episodes of encephalopathy

- Past or concurrent systemic iliness

- Pre-morbid developmental/ neurological status of the child
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CSF Neuravfmloggpanel,an i-Ni m.leueptmantlboﬂy
ab,

must be obtained before lumbar puncture

1.Fundus: papilledema 2. Platelet cuunt < 50 000 3. Focal neurological deficits 4. Asymmetric/unreactive pupils 5.Decerebrate/decorticate posturing

All patients need to be admitted.
If any of the following signs are present, the child should be referred to tertiary care facility with PICU and facilities for mechanical ventilation:

- Glasgow Coma Scale <8
- Seizures persisting despite benzodiazepine and phenytoin

+ Abnormal breathing pattern . Shock not responding to fluid bolus . Decerebrate or decorticate posturing

-~
Step |: Rapid assessment and stabilization

- Establish and maintain airway: Intubate if GCS<8,
impaired airway reflexes, abnormal respiratory pattern,
signs of raised intracranial pressure, SpO2 <92% despite
high flow oxygen and fluid refractory shock

- Ventilation, oxygenation

- Circulation: Establish IV access, take samples for
relevant investigations, fluid bolus if in circulatory failure
(20 mL/kg NS). inotropes if required

- Identify signs of cerebral herniation or raised ICP

- Temperature: treat fever and hypothermia

- Treat ongoing sei. - Ber i dine, by
phenytoin loading
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Step Ii: History, Examination and Investigations as given above ]

¥

Step lll: Empirical Treatment (must be started if CSF cannot be
done/ report will take time and patient sick)

- Ceftriaxone: 100 mg/kg/day in 2 divided doses X 10-14 dlays

- Acyclovir (use in all suspected sporadic viral encephalitis):

3 mo to 12 y: 500mg/m2 8 hourly (min 21 days)
>12 y: 10mg/Kg 8 hourly (14-21 days in confirmed cases)**

-+ Artesunate combination therapy (stop if peripheral smear and RDT are

negative): 3mg/kg in child <20 kg. and 2.4mg/kg in child > 20kg IV/IM at 0,12]
and 24 hours, followed by once daily parental/oral X 3-7 days

/ **If therapy was started empirically stop acyclovir. in case an alternative diagnosis is
confirmed, or HSV PCR of CSF is negative on two occasions (24-48 h apart) and MRI
imaging not suggestive of Herpes Simplex Encephalitis

~
Step V: Prevention/treatment of complications and
rehabilitation Step IV: Supportive care and treatment

- Physiotherapy, posture change, prevent bed sores and + Maintain euglycemia, hydration and control fever .

exposure keratitis - Treat raised intracranial pressure#, mild head-end elevation-15-30"
- Complications: aspiration pneumania, nosocomial - Treat seizures##: Give anticonvulsant if: history of seizures / GCS <8/

infections, coagulation disturbances child has features of raised ICP
- Nutrition: early feeding - Steroids: Pulse steroids (methylprednisolone) to be given in children with
« Psychological support to patient and family suspected acute disseminated encephalomyelitis or autcimmune

W, encephalitis

##Treatment of seizures

mv.me.mmms pam 0.1ma/kg or Midazolam 0.2 ma/ka

available: sodium valproate (20 mg/kg) or
mg/kg) or phenobarbitone (20mg/kg)

DISCHARGE CRITERIA

Parents have been explained the
supportive care and physictherapy
to be continued at home

Seizures have
subsided

Has started eating
and drinking orally

Improvement in
consciousnass

Hemodynamically
stable

Afebrile

@ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES
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