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Abstract

Access to paediatric neurology care is complex, resulting in significant wait times and negative patient outcomes. The

goal of the American Academy of Pediatrics National Coordinating Center for Epilepsy’s project, Access Improvement

and Management of Epilepsy with Telehealth (AIM-ET), was to identify access and management challenges in the

deployment of telehealth technology. AIM-ET organised four paediatric neurology teams to partner with primary-

care providers (PCP) and their multidisciplinary teams. Telehealth visits were conducted for paediatric epilepsy patients.

A post-visit survey assessed access and satisfaction with the telehealth visit compared to an in-person visit. Pre/post

surveys completed by PCPs and neurologists captured telehealth visit feasibility, functionality and provider satisfaction. A

provider focus group assessed facilitators and barriers to telehealth. Sixty-one unique patients completed 75 telehealth

visits. Paired t-test analysis demonstrated that telehealth enhanced access to epilepsy care. It reduced self-reported out-

of-pocket costs (p<0.001), missed school hours (p<0.001) and missed work hours (p<0.001), with 94% equal parent/

caregiver satisfaction. Focus groups indicated developing and maintaining partnerships, institutional infrastructure and

education as facilitators and barriers to telehealth. Telehealth shortened travelling distance, reduced expenses and time

missed from school and work. Further, it provides significant opportunity in an era when coronavirus disease 2019 limits

in-person clinics.
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Introduction

Epilepsy, a common chronic neurological condition

characterised by recurrent unprovoked seizures,

impacts children’s health and quality of life, along

with that of their families.1 Children and youth repre-

sent one of the fastest growing populations affected by

epilepsy – the most common childhood neurological

condition in the USA.2 Negative effects on cognition

and physical development, as well as social stigmatisa-

tion and poor quality of life, are commonly observed in

children and youth with epilepsy (CYE). Furthermore,

CYE are at higher risk for developmental, intellectual
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and mental-health co-morbidities, including attention-
deficit/hyperactivity disorder (ADHD), autism, learn-
ing disabilities, depression and anxiety.3–6

Often, the evaluation of a child with seizures starts
with a paediatrician in a primary-care practice or an
emergency room. Children are then referred to a neu-
rologist or epileptologist for further evaluation, family
education and the development of a management plan.
Unfortunately, treatment and referral patterns for CYE
are not uniform or standardised across the country.
While some CYE are treated by a paediatric neurologist
or an epileptologist, many CYE, particularly those in
rural and medically underserved areas, do not have
access to specialty and coordinated care. A national
shortage of paediatric neurologists and a primary-care
workforce lacking in the requisite knowledge base and
skill sets may exacerbate the difficulty in effectively
diagnosing and managing epilepsy.3 In regions where
paediatric neurology care is not available, families
travel for several hours from rural areas or wait weeks
for clinic appointments.7 In 2002, wait times for an
appointment with a paediatric neurologist averaged 53
days for a new patient visit and 44 days for a follow-up
visit, with longer wait times in university settings.7

Diagnostic studies such as an electroencephalogram
and neuroimaging studies, along with ongoing care,
require additional travel, which is an added burden to
the child (missing school) and parents (missing work).
Access to specialty care can be further challenging in
rural parts of the country where travel is especially dif-
ficult during times of inclement weather. Early access,
prompt diagnosis and management has been shown to
decrease seizure frequency and improve clinical out-
comes.1 Access barriers, such as an insufficient
number of trained primary and subspecialty care
health-care providers, may lead to adverse health out-
comes due to lengthy wait times, with delays in diagno-
ses and intervention, increased family and child stress
and anxiety and reliance on emergency room services.8

Telehealth, defined as, ‘use of electronic information
and telecommunications technologies to support and
promote long-distance clinical health care, patient
and professional health-related education, public
health and health administration’, is a digital solution
in health care that can provide quality care, increase
timely access, minimise travel distances and reduce
costs.8 Significant growth over the last two decades
has allowed telehealth to reduce access challenges in
resource-poor specialties such as paediatric neurology
and to garner support by the American Academy of
Neurology (AAN). The AAN telemedicine position
statement supports the integration of telemedicine in
all states, noting benefits in access, cost-efficiency and
clinical effectiveness.9 Studies from Canada and
Argentina evaluating the use of telehealth for adult

epilepsy care have provided insights with regards to
costs and productivity in those countries, and an
adult descriptive study portrayed the benefits of tele-
health for patients at home.10–12

In March 2020, a critical new role for telehealth in
the care of paediatric epilepsy became necessary, as the
coronavirus disease 2019 (COVID-19) worldwide pan-
demic limited or halted in-person clinic visits. The use
of telehealth became recommended as a standard of
care in some situations in this setting, for example for
infantile spasms.13 However, a survey of paediatric
caregivers showed that only 15% of paediatricians
had used telehealth.14

The American Academy of Pediatrics (AAP)
National Coordinating Center for Epilepsy has
worked to test and establish a multifaceted system to
ensure that CYE, particularly those in medically under-
served and/or rural areas, have access to the medical,
social and other supports and services required to
achieve optimal health outcomes and improved quality
of life. The Access Improvement and Management of
Epilepsy with Telehealth (AIM-ET) project was
designed by the Center to help alleviate barriers to
health care for CYE. The objective of AIM-ET is to
reduce wait times and improve access for patients/fam-
ilies by connecting them directly with a specialist to
manage CYE and co-morbidities via telehealth.

Methods

In 2017, the AIM-ET project operationalised a small
collaborative partnership with three paediatric neurol-
ogy teams, representing three mutually exclusive under-
served states, all of whom partnered with a local
primary-care team consisting of a health-care provider,
information technology staff and a nurse or medical
assistant. One team included a partnership with the
statewide Department of Public Health instead of a
local primary-care team. Another of the initial partner-
ships’ catchment area embraced two states. The origi-
nal three partnerships collaborated over a 13-month
period to implement and make improvements in their
telehealth program for CYE. A fourth paediatric
neurologist/primary-care provider (PCP) dyad, repre-
senting two more states, joined the pilot 11 months
after the initial launch. These multidisciplinary dyad
teams utilised quality improvement (QI) methodology,
including the Model for Improvement and its Plan, Do,
Study, Act cycles, to develop and implement telehealth
in their states. A hub-and-spoke model of synchronous
telehealth using live two-way videoconferencing was
implemented to provide clinical care for the paediatric
patient with epilepsy. AIM-ET utilised self-reported
measures to operationalise access and visit satisfaction.
Data were collected, analysed and shared with
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individual practices to facilitate access and manage-
ment improvement (Table 1). Institutional Review
Board (IRB) approval was obtained by the AAP and
the individual agencies based on specific institution
requirements.

The AIM-ET project team included a paediatric epi-
leptologist who served as the Medical Director of the
Center, Chair of the AAP Section on Telehealth Care,
a telehealth consultant, a QI adviser and AAP staff.
The expert group members had experience in telehealth
implementation, prior paediatric epilepsy QI projects
and advanced training in QI methodology.

Study design and population

The study design was a QI project implementing tele-
health visits for CYE in ambulatory paediatric epilepsy
clinics, with the aim of enhancing access and manage-
ment. The telehealth visits were compared to in-person
paediatric epilepsy care.

Four paediatric neurologists, all epileptologists and
the primary-care practice collaboratively recruited
CYE. Patient-specific inclusion criteria included:
patients between 2 and 21 years of age, diagnosis of
epilepsy and/or seizure disorder and willingness to
complete a telehealth visit with their paediatric neurol-
ogist and having previously completed at least one in-
person clinic visit. Patients having a first-time seizure or
febrile seizures were excluded. For the purpose of this
study, we defined telehealth visits as synchronous (live)
audio and video sessions using a HIPPA-compliant and
encrypted platform chosen by each neurologist/PCP
dyad at their respective originating sites.

Post-telehealth visit surveys, designed to compare
access measures in the telehealth visit and the in-
person neurology visit, were evaluated for face validity.
All parents/caregivers were asked to complete a survey
electronically either in SurveyMonkey or in print
format. Each dyad, paediatric neurologist/PCP team,
designated a person to enter their monthly project data
for the team using a custom chart review tool.
Microsoft Excel was used to collect and analyse all

data. The QI expert analysed the data and distributed

measure-specific graphs to each practice at an individ-

ual (practice) and aggregate level on a monthly basis.

These periodic summaries illustrated the impact of tele-

health integration efforts at each site in addition to

conference calls with the QI expert to discuss project

challenges and best practices.
Each lead PCP and paediatric neurologist completed

a pre/post survey regarding comfort, knowledge and

ease of use and functionality of telehealth in the

office setting. The survey provided a way to identify

changes undertaken to incorporate telehealth success-

fully in the office setting.
The AIM-ET initiative provided services to 61

unique CYE, completing 75 telehealth visits. All of

the patients had an in-person visit with their neurolo-

gist prior to the telehealth visit. Although all geograph-

ic sites were able to integrate telehealth visits, only data

from three sites were used for analysis. IRB approval

for the fourth site was not completed within the project

time frame.

Evaluation

Statistical analyses were performed on all individual

questions from the patient post telehealth survey and

the physician pre/post survey. Demographic data

include counts, percentile and rank. A two-sample

paired t-test with the significance of p< 0.05 was used

for the same group comparisons for all access meas-

ures. A summary of practice characteristics and the

ways in which local environments impacted the integra-

tion of telehealth visits are presented in Table 2. To

capture lessons learned and successes within the

unique health-care systems, an external evaluator con-

ducted post-project focus groups with three of the sites

(Alabama – University of Alabama at Birmingham/

Alabama Department of Public Health (ADPH),

California – Stanford University and Utah/Idaho –

University of Utah/Pocatello, Idaho) in early 2019.

Table 1. AIM-ET measures and projected improvement.

Similar or better satisfaction scores as in-person paediatric epilepsy/seizure disorder visits.

Similar or better provider satisfaction scores with telehealth visits for patients as in-person paediatric epilepsy/seizure disorder visits.

Similar or better paediatric neurologist satisfaction scores with telehealth visits for patients as in-person paediatric epilepsy/seizure

disorder visits.

Reduction in family out-of-pocket costs (i.e. gas, lodging, tolls, parking, meals out, lost work time, childcare costs) with telehealth visits

for epilepsy/seizure disorder visits.

10% reduction in appointment scheduling wait times with telehealth for established patients with epilepsy/seizure disorders.

20% reduction in missed school hours for epilepsy patients using telehealth visits.

20% reduction in missed work hours for parents of paediatric epilepsy/seizure patients using telehealth visits.

20% reduction in transportation mileage of families of paediatric epilepsy/seizure patients using telehealth.

AIM-ET: Access Improvement and Management of Epilepsy with Telehealth.
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Results

The final analysis included a total of 61unique partic-
ipants. Participants ranged from 1.5 to 18 years old and
were predominantly white (76%), with co-morbidities
including developmental disabilities (24%), ADHD
(10%), depression or anxiety (9%) and cerebral palsy
(8%). See Table 3 for patient demographics.

Access measures (i.e. patient missed school hours,
parent missed work hours, out-of-pocket expenses
and miles travelled) all presented statistically significant
improvements with telehealth compared to in-person
visits (Table 4). Patient satisfaction (97%) and physi-
cian satisfaction (100%) with telehealth visits docu-
mented the overall improvement with telehealth.
Measurement of missed school hours was reduced
with telehealth by 49% (p< 0.0001) and missed work
hours by 48% (p< 0.0001). Statistical significance
(p< 0.0001) was also found with miles travelled and
self-reported out-of-pocket expenses: telehealth visit
mileage (32 miles) compared to an in-person visit mile-
age (49 miles) and out-of-pocket expenses for telehealth
(US$35) compared to out-of-pocket expenses for in-
person visits (US$176). Wait times for an appointment
were indirectly analysed using a five-point Likert scale
looking at ‘ease of getting an appointment when
wanted’ (Table 4). Getting a telehealth appointment
was identified by parents/caregivers to be easier, with
95% strongly agreeing/agreeing, compared to 65% of
those receiving in-person appointments strongly agree-
ing/agreeing. Overall, CYE experiencing telehealth
visits were generally satisfied and reported better
access when compared to those receiving in-person epi-
lepsy visits.

Teams provided anecdotal observations regarding
facilitators and barriers to telehealth through individ-
ual focus groups (Table 5). Unique barriers that arose
and impacted integration of telehealth included clarify-
ing whether this was research (and as such required
IRB approval) or quality improvement (IRB exempt),
creating a contract between the paediatric practices and
specialty sites and finding the supporting staff trained
to perform a neurological exam at the paediatric prac-
tice. It has also been critical in building a relationship
between the neurology and PCP teams, opening the
way to more ambitious projects. Pre-project telemedi-
cine certification of all seven epilepsy centre epileptol-
ogists and their willingness to participate in telehealth
shortened the timeline, further supporting access. In
the Utah/Idaho dyad, poor audio quality improved
with the purchase of a separate microphone for the
PCP office. Excess background noise from siblings or
young, active patients improved with tablet distraction
offered at the visit, and wireless Internet connection
problems improved with a dedicated visit room nearT
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a router. Recruitment of patients was an initial chal-

lenge which was primarily attributed to a lack of

awareness and unfamiliarity with this method of

health-care delivery. Recruitment improved after

advertising flyers were placed in clinic and education

was increased about the project for patients, families,

clinicians and schedulers.

Discussion

Data from this study illustrate the important role of

telehealth in reducing the perceived family burden

and decreasing out-of-pocket expenses related to med-

ical visits, school and work and miles travelled without

diminishing parent/caregiver satisfaction. Participation

in the AIM-ET project supported local practices with

their adoption of telehealth to provide greater access to

high-quality epilepsy care. The AIM-ET model can be

easily replicated to guide other practices to integrate

telehealth, especially in underserved and rural
locations.

In recent weeks, a wide range of telehealth models
have been adopted, including in-home telehealth visits,
which may add convenience and further cost savings.
While this type of remote access is necessitated by the
current environment, the AIM-ET model using a local
clinic as an originating site has some unique advan-
tages. First and foremost, it enables visual assessments
of the patient by a health-care provider, which may be
important in assessing subtle seizures or medication
side effects for example. Unique to the paediatric pop-
ulation is weight-based dosing of anti-seizure medica-
tions. AIM-ET enables procurement of vital signs
which may be needed for paediatric dosage adjustment.

The other advantage of AIM-ET is its inherent
adaptability to suit ‘local’ needs while performing
standardised care and ensuring the safety of patient
health information. It was adapted by three academic
centres in three states across the USA, resulting in

Table 3. Telehealth visit characteristics: aggregate and for specific geographical sites.

Aggregate (%),

N¼ 61

Alabama

(%), n

California

(%), n

Utah/Idaho

(%), n

Age Range 2–18 years 5–13 years 1.5–18 years

Average 10 years 7 months 9 years 0 months

Race African American 9 29 0 0

Hispanic 12 4 100 (white Hispanic) 11

Multiracial 3 8 0 89

White 76 58 0

Co-morbidities Attention-deficit/hyperactivity

disorder

10 21 9

Cerebral palsy 8 8 25 9

Developmental delay 24 37.5 27

Mental health 9 8 25 12

Seizure type Absence 10 8 0 12

Focal 28 29 25 27

Generalised 28 21 50 27

Specific syndrome 31 42 25 27

No response 0 0 6

Seizure control No seizures 45 42 50 47

Daily 17 21 0 17

Weekly 12 8 0 15

Monthly 13 29 25 4

No response 12 0 25 17

Treatment No medication 3 4 0 2

1 medication 49 37.5 50 28

>1 medication 39 58 25 57

Diet (ketogenic) 4 4 0 4

No response 8 0 25 9

Duration of medication <6 months 23 8 0 30

6–12 months 13 8 0 13

12–24 months 8 4 25 6

2–5 years 24 25 25 13

>5 years 17 54 25 19

No response 15 25 0

219Gali et al.



operationalised telehealth practices, each with a dis-
tinct set-up and infrastructure. With its primary-care
partner practice in Idaho, the project in Utah provided
telehealth services across state lines. The project in
Alabama partnered with ADPH which has initiated
the development of a state-wide network of care, with
the goal of equipping each of the 67 counties with the
training and equipment to set up epilepsy follow-up
clinics. The arm in California provided access to tertia-
ry care for a relatively rural community with a predom-
inantly Latino population. Despite these differences in
local populations and the communities served, tele-
health services were successfully deployed, achieving a
common goal of providing easier access to care for
CYE. Each site was able to identify common themes
among lessons learned and future implications: sys-
tems, patient engagement and the provider teams.

Learnings from the AIM-ET model underscore that
building telehealth infrastructure requires administra-
tive support, programme staff, financial resources and
technical support. Working closely with the paediatric
neurologists at the hub/medical centre sites and the
local PCPs at the spoke sites is critical to the successful
implementation of telehealth technology. In particular,
early identification of provider relationships, infra-
structure development and education and programme
promotion can be critical to develop strategies for these
essential elements. Socialising both providers and
patients, as well as identifying a champion in advance,

can help ease adoption. Sharing lessons learned and

ways to facilitate adoption of this new medical delivery

system are also beneficial. Payment, the regulatory

landscape and licensing of physicians and other

health-care providers that are cumbersome to navigate

need to be further addressed to keep up with the rapid

changes in the health-care landscape.
Our project had several limitations. The initial

delays encountered in establishing this project across

sites resulted in a small sample size. The post-

telehealth survey was also limited in scope, validity,

reliability and the one-to-one comparison of telehealth

to in-person visits. Questions to reflect better the extent

of miles travelled/saved by very rural remote patients,

the safety of travel during inclement weather, quality of

life especially for parents who are not working or with

children not in school, and enhanced questions to mea-

sure if a patient is seen sooner through telehealth versus

a traditional clinic visit along with a more robust data

set would provide better assessment. Additional meas-

ures such as standardised epilepsy measures, costs and

technological effectiveness can be used to gauge suc-

cessful delivery of health care. This will help add clarity

and optimise telehealth models to improve access, effi-

ciency, as well as clinical and team effectiveness and

cost. The National Quality Forum has created a frame-

work for measuring telehealth which could further

guide measurement selection.15

Table 4. Patient survey results.

Measure Visit type n M SD df t-stat t-critical, one-tailed p-Value Decision

Missed work hours In person 64 3.82 0.244 126 –6.244 1.657 <0.0001 Significant

Telehealth 64 1.83 0.204

Missed school hours In person 63 3.92 0.226 124 –6.323 1.657 <0.0001 Significant

Telehealth 63 1.95 0.211

Out-of-pocket expenses In person 74 $176 16.998 146 8.235 1.655 <0.0001 Significant

Telehealth 74 $35 4.219

Mileage to visit In person 72 49 0.776 142 –7.408 1.655 <0.0001

SignificantTelehealth 72 32 2.265

a¼ 0.05.

AIM-ET measure Telehealth

Easy to get appointment when wanted?

In person

Easy to get appointment when wanted?

Telehealth

Visit scheduled when wanted n¼ 64 Strongly agree: 24 (38%)

Agree: 17 (27%)

Neutral: 14 (23%)

Disagree: 5 (8%)

Strongly disagree: 2 (3%)

Strongly agree: 40 (63%)

Agree: 20 (32%)

Neutral: 9 (14%)

Disagree: 0 (0%)

Strongly disagree: 0 (0%)

Patient satisfaction n¼ 68 More satisfied with telehealth: 7 (10%)

Equally satisfied with telehealth: 59 (87%)

Less satisfied with telehealth: 2 (3%)

AIM-ET goal equally or more satisfied with telehealth: n¼ 66 (97%)
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Table 5. Focus group–identified facilitators and barriers to telehealth adoption.

Key challenges Verbatim barriers Facilitators

Developing and main-

taining partnerships

Different medical electronic systems make

everything a little challenging. For example,

our group is the only one that can do the

scheduling. The PCP cannot do the sched-

uling. They have to direct patients to call

our scheduling group. The PCP office usu-

ally emails me and they tell me that a patient

wants to be seen via telehealth visits and I

will take it from there.

Another problem is that the PCP side has only

‘reading access’ to our system. I order labs,

but I order them in our system. As long as I

have very good communication with the

MAs at the PCP sites, they are able to do

the labs that I need there, and they are able

to print out education material that I want

to give to patients, such as a visit summary

and a seizure action plan. So, they can do all

that, but they cannot document vital signs.

So, I had to learn how to do that myself and

document them.

Human factors – namely flexibility and tenacity

– particularly when faced with shifting pro-

gramme requirements, were paramount to

progress and achievements.

A lack of institutional

infrastructure to

support telehealth

visits also presented

challenges

. . .there’s no common site or a place where

somebody can come to do telehealth visits

. . . the technology’s only on individual lap-

tops, at least for epilepsy for me. That is

going to be a glitch as this programme

grows, and it goes beyond one provider. We

would need more physical space or at least

a designated space to conduct telehealth

visits.

There are certain sites where the signal goes

off every now and then, so you can’t carry

on a smooth conversation with patient

families.

A lot of hustle on [team member’s] part to be

quite honest. As things would get changed

mid-project or when we had the IRB shut-

down for example, a lot of time was put in,

often with no or very short notice, to do

whatever was needed to get things back up

and running or meet whatever the new

requirement was. That’s the way we did it.

The first six months, we were very flexible.

We had two clinics per month, and if a

patient wanted to be seen outside of those

clinics, I was open to do that [location] and

offering it in person or the PCP’s office,

occasionally offering it in-person to a family

. . .we’re still struggling, I would argue, with

how to actually let [families] know. We also

printed up an advertisement flyer to put in

all of our clinic offices here so if someone is

sitting in the waiting room they could say,

‘Oh there’s tele-neurology between [loca-

tion] and [location]? That’s cool’.

The amount of educa-

tion and promotion

required to support

office staff and gen-

erate interest in tel-

ehealth visits among

families of children

and youth with

epilepsy

Another issue is recruitment for telehealth

and advertising the service . . . we had to

come up with a flyer to talk to our sched-

ulers about it because they weren’t really

familiar with it . . . If parents asked ques-

tions, [schedulers] didn’t have the details.

We came up with an info sheet for them,

and I think that helped, but it’s still really

more came down to identifying patients

from [location] and offering it in person or

(continued)
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With the worldwide COVID-19 pandemic of 2020,

telehealth has become widely adopted for use. In the

first two months of the COVID-19 pandemic, many

states in the USA temporarily ceased state-specific

licensing requirements for the provision of telehealth.

Our data suggest that for patients and families, this

adoption will provide benefits in saving of time and

cost. However, particularly for patients and families

who receive their care in regions geographically

remote from a specialist, state licensing restrictions as

well as insurance restrictions may pose significant bar-

riers. For example, for a patient and family who might

have to travel several hundred miles to see a paediatric

epileptologist, telehealth would provide significant

potential savings. However, now states are again

requiring state-specific licenses (https://www.healthit.

gov/faq/are-there-state-licensing-issues-related-teleh

ealth), and Medicare and other insurance companies

often have restrictive or limited payments for

telehealth.16

In future studies, it will be interesting to compare

different telehealth platforms, including for ease of use,

satisfaction of providers and patients, reliability and

ultimately patient outcomes. Difference in the plat-

forms could lead to variability in access and user expe-

rience. Interestingly, however, our outcomes were

similar at different sites, despite use of different plat-

forms, suggesting that the software platform is less

important than the overall opportunity for varying

clinical settings and different state regulations.

Conclusions

Our results show that telehealth can be successfully

implemented and adapted by private, public and aca-

demic centres in various combinations for follow-up

paediatric epilepsy care. Future studies of telehealth

will be necessary to delineate short- and long-term

effects on outcomes, and on limitations and solutions

of licensing and payment models. Telehealth technolo-

gies can provide greater access for health-care services,

with potential savings for patients and the health-care

system. The AIM-ET model also provides a significant

opportunity to complement in-person care and supple-

ment ongoing management in an era when COVID-19

further limits in-person visits for this population.
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Table 5. Continued.

Key challenges Verbatim barriers Facilitators

the PCP’s office, occasionally offering it in-

person to a family . . . we’re still struggling, I
would argue, with how to actually let

[families] know. We also printed up an

advertisement flyer to put in all of our clinic

offices here so if someone is sitting in the

waiting room they could say, ‘Oh there’s

tele-neurology between [location] and

[location]? That’s cool’.

We were initially selecting patients and

actively calling to make this opportunity

known. Then we realised that it’s too much

work on our side, but I think it was really

helpful for the beginning. So, we decided to

change the way we do things. The next step

was we just selected all the patients with

seizures seen in our clinic in the last six

months and sent the list to the schedulers

to call all of them.

222 Journal of Telemedicine and Telecare 28(3)

https://www.healthit.gov/faq/are-there-state-licensing-issues-related-telehealth
https://www.healthit.gov/faq/are-there-state-licensing-issues-related-telehealth
https://www.healthit.gov/faq/are-there-state-licensing-issues-related-telehealth


Funding

The authors disclosed receipt of the following financial sup-

port for the research, authorship and/or publication of this

article: This work was supported by the Health Resources

and Services Administration, Maternal Child Health

Bureau Cooperative Agreement number U23MC26252.

ORCID iDs

Kari Gali https://orcid.org/0000-0003-4772-1975

Trisha Calabrese https://orcid.org/0000-0003-4100-2945
Courtney J Wusthoff https://orcid.org/0000-0002-1882-
5567

References

1. Fisher RS, Acevedo C, Arzimanoglou A, et al. A practi-
cal clinical definition of epilepsy. Epilepsia 2014; 55:
475–482.

2. Russ SA, Larson K and Halfon N. A national profile of
childhood epilepsy and seizure disorder. Pediatrics 2012;

129: 256–264.
3. Ridel KR and Gilbert DL. Child neurology: past, pre-

sent, and future: part 3: the future. Neurology 2010; 75:
e62–e64.

4. Oostrom KJ, Smeets-Schouten A, Kruitwagen CL, et al.
Not only a matter of epilepsy: early problems of cogni-
tion and behavior in children with ‘epilepsy only’ – a
prospective, longitudinal, controlled study starting at
diagnosis. Pediatrics 2003; 112: 1338–1344.

5. Dunn DW, Austin JK, Harezlak J, et al. ADHD and
epilepsy in childhood. Dev Med Child Neurol 2003; 45:
50–54.

6. Austin JK, Perkins SM, Johnson CS, et al. Behavior
problems in children at time of first recognized seizure
and changes over the following 3 years. Epilepsy Behav

2011; 21: 373–381.

7. Polsky D, Weiner J, Bale JF, et al. Specialty care by child

neurologists. Neurology 2005; 64: 942–948.
8. American Academy of Pediatrics. The use of telemedicine

to address access and physician workforce, http://pediat

rics.aappublications.org/content/early/2015/06/23/peds.

2015-1253.full.pdf+html (accessed 27 January 2016).
9. American Academy of Neurology. Position statement:

telemedicine, https://www.aan.com/siteassets/home-

page/policy-and-guidelines/policy/position-statements/

18_telemedicineps_v304.pdf (accessed 19 December

2019).
10. Ahmed SN, Mann C, Sinclair DB, et al. Feasibility of

epilepsy follow-up care through telemedicine: a pilot

study on the patient’s perspective. Epilepsia 2008; 49:

573–585.
11. Haddad N, Grant I and Eswaran H. Telemedicine for

patients with epilepsy: a pilot experience. Epilepsy

Behav2015; 44: 1–4.
12. Fortini S, Espeche A and Caraballo R. Telemedicine and

epilepsy: a patient satisfaction survey of a pediatric

remote care program. Epilepsy Res 2020; 165: 106370.
13. Grinspan ZM, Mytinger JR, Baumer FM, et al. Crisis

standard of care: management of infantile spasms

during COVID-19. Ann Neurol. Epub ahead of print 22

May 2020. DOI: 10.1002/ana.25792.
14. Sisk B, Alexander J, Bodnar C, et al. Pediatrician atti-

tudes toward and experiences with telehealth use: results

from a national survey. Acad Pediatr 2020; 20: 628–635.
15. National Quality Forum. Telehealth framework to sup-

port measure development, https://www.qualityforum.

org/ProjectDescription.aspx?projectID=83231 (accessed

21 April 2020).
16. Wongworawat MD, Capistrant G and Stephenson JM.

The opportunity awaits to lead orthopaedic telehealth

innovation: AOA critical issues. J Bone Joint Surg Am

2017; 99: e93.

223Gali et al.

https://orcid.org/0000-0003-4772-1975
https://orcid.org/0000-0003-4772-1975
https://orcid.org/0000-0003-4100-2945
https://orcid.org/0000-0003-4100-2945
https://orcid.org/0000-0002-1882-5567
https://orcid.org/0000-0002-1882-5567
https://orcid.org/0000-0002-1882-5567
http://pediatrics.aappublications.org/content/early/2015/06/23/peds.2015-1253.full.pdf+html
http://pediatrics.aappublications.org/content/early/2015/06/23/peds.2015-1253.full.pdf+html
http://pediatrics.aappublications.org/content/early/2015/06/23/peds.2015-1253.full.pdf+html
https://www.aan.com/siteassets/home-page/policy-and-guidelines/policy/position-statements/18_telemedicineps_v304.pdf
https://www.aan.com/siteassets/home-page/policy-and-guidelines/policy/position-statements/18_telemedicineps_v304.pdf
https://www.aan.com/siteassets/home-page/policy-and-guidelines/policy/position-statements/18_telemedicineps_v304.pdf
https://www.qualityforum.org/ProjectDescription.aspx?projectID=83231
https://www.qualityforum.org/ProjectDescription.aspx?projectID=83231

	table-fn1-1357633X20969531
	table-fn2-1357633X20969531

