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EFFECT OF HIGH ENVIRONMENTAL TEMPERATURE ON THE MANAGEMENT OF FEBRILE INFANTS LESS 
THAN THREE MONTHS 

Abdulkarim S. Al-Makadma

Febrile children comprise a substantial proportion 
of ambulatory pediatric visits. Many of these are 
under three months of age [1, 2]. Both minor and life-
threatening infectious diseases including respiratory 
infections, occult bacteraemia and meningitis are 
common in this age group [1]. There may be considerable 
overlap in the clinical appearance of infants with fever 
without source due to either viral or bacterial infections 
[1, 2]. Strategies to identify infants less than 3 months 
of age with serious bacterial infections lack sufficient 
sensitivity, therefore conservative management with 
hospitalization, complete evaluation for sepsis (blood, 
CSF, urine cultures with CBC) and parental antibiotics 
till cultures prove negative is practiced by many 
institutions [1, 2, 3]. 

Saudi Arabia is a hot country with environmental 
temperature that might exceed 450C during summer 
months; in addition, wrapping small infants is a 
cultural habit. Therefore it was our feeling that high 
temperature in some of these infants could be related 
to these factors. We are not aware of any published 
literature related to fever without focus in infants 
under 3 months from hot countries particularly Saudi 
Arabia. 

In order to find out the magnitude of this problem, 
records of all infants less than 3 months of age who were 
admitted to the pediatric medical ward at our hospital in 
Riyadh with rectal temperature in excess of 380 C were 
reviewed over a period of 2 1/2 years. A total of 154 
infants satisfied the study criteria, about 95 (61.7%) 
of the cases were below one month of age. Infections 
were identified in 50 (32.4%) of the included infants, 
among them bacterial infections were confirmed only in 
16 (10.5%) of the cases. Twenty-five out of 154 infants 
(16.2%) had fever which was documented in the 
emergency room, yet after admission, they remained 
a febrile without using antipyretics or antibiotics. 
Based on initial clinical examination and screening 
investigations, all these cases were categorized as low 

risk group. It is interesting that eight of these patients 
had temperatures between 390C and 400C and in one, it 
was over 400C. Twenty-one (84%) of these cases were 
admitted during the hot months of April to October. 

While it is recommended that all toxic appearing 
infants under 3 months should be admitted and 
subjected to full septic work up and antimicrobial 
therapy started till cultures prove negative, we don’t 
recommend subjecting all low risk babies to full septic 
work up and antibiotic therapy as in some of these 
cases; high fever could be due to hot environmental 
temperature with or without wrapping particularly 
during the hot months of summer where environmental 
temperature in Riyadh can exceed 45 0C and it might 
be wise to observe them for few hours either in the 
emergency room or in the ward before discharge. 
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VITAMIN D, AN ELIXIR OF LIFE 

L G Ramavat

Author examined 858 full term newborns weighting 
more than 2.5 within 24 hours of their birth over 
a period of two years. All the mothers were given 
calcium with vitamin D during antenatal period. Apart 
from the routine examination these newborns were 
specifically examined for rachitic rosary, widened 
anterior/posterior fontanelle, sagittal suture and 
hypotonia. Gestational age and maturity was assessed 
by Dubowitz method. Venous blood was obtained and 
3-5 ml of serum was sent on the same day by air to 
J. S. Pathology PLc, London for the estimation of 25-
hydroxycholecalciferol [25(OH)D] (normal >25nmol/L) 
by Radioimmuno Assay. X-ray of the wrist, calcium, 

phosphorus, and alkaline phosphatase were done in 
our hospital’s laboratory. Seventy five newborns out 
of 858 (8.7%) babies were born with rachitic rosary. 
25(OH)D was lower than normal in 56 (6.5%) newborns 
(mean:12.5nmol/L; range:3-22 nmol/L. which became 
normal in 4-6 weeks after treatment with One Alpha 
drops. Calcium concentration was within the normal 
range in all 56 newborns (2.2-2.62 nmol/L). Plasma 
phosphate concentration was significantly higher in 
all the newborns and Plasma alkaline phosphate was 
higher than normal in twenty six newborns (mean:195 
u/L; Range: 170-220u/L). Fourteen newborns had 
the radiological changes early flaring, widening and 
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cupping seen in their wrist X- ray. 

About eighty percent of calcium and phosphorus is 
transferred from mother to fetus through the placenta 
in the third trimester. Thus maternal deficiency of 
Vitamin D can lead to Vitamin D deficiency in the 
fetus and rickets in the newborn (1, 2). The seeds of 
osteoporosis are sown early in life. Lack of intake of 
calcium and vitamin D in adequate quantities and an 
insufficient amount of weight bearing exercise (walking 
and running but not swimming) leads to failure in 
achieving peak bone mass in late adolescence and early 
adulthood. Adequate amounts of vitamin D throughout 
life (in conjunction with exercise, proper nutrition, 
calcium, and magnesium) are necessary for preventing 
bone loss. Low levels of vitamin D and insufficient 
sunlight exposure (less than 20 minutes per day) are 
associated with osteoporosis. Vitamin D is needed to 
properly absorb calcium from small intestine, can help 
heal bone fractures, and decrease the risk of future 
bone breaks. Thus, 25 (OH) D should be done routinely 
as a screening test during antenatal period in all the 

mothers and in newborns at birth as it is possible that 
these newborns may suffer from Osteoporosis, silent 
killer disease later in life. 
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SUBCUTANEOUS FAT NECROSIS 

Amar Surjushe, Vinayak Kulkarni*, Ravindranath Chavan, Minal Thakre**

A two month old infant presented with multiple 
swellings on the body. He was full term at birth. 
There was history of obstructed labour at birth for 
which forceps were applied. After that the post natal 
period was uneventful. The swellings were noticed 10 
days after birth, had gradually increased in size and 
were bilaterally in the neck, shoulders and back. They 
ranged from 1.5 to 4cm and were mobile, firm, non-
tender, indurated and not attached to the underlying 
structures. His hemogram, serum calcium levels were 
normal. Parents were not ready for invasive procedures 
like fine needle aspiration cytology or biopsy. The 
patient is under follow up with monitoring of serum 
calcium level monthly. 

Subcutaneous fat necrosis or adiponecrosis is 
a rare, benign, temporary, self-limited pathology 
affecting adipose tissue of full-term or postmature 
neonates, usually occurs in the first weeks following 
a fetal distress [1, 2]. It is characterized by rubbery 
firm, mobile nodules and erythematous violaceous 
plaques. The nodules tend to be symmetrically 
distributed and show a predilection for buttocks, thighs, 
shoulders, back, cheeks and arms. Histopathologically, 
it is a variant of lobular panniculitis characterized 
by focal areas of fat necrosis and a granulomatous 
infiltrate composed of lymphocytes, histiocytes and 
multinucleated giant cells.[3] A variety of insults 
appear to have contributed in individual cases such 

as maternal pre-eclampsia [4], maternal diabetes 
[5], obstetric trauma [6], neonatal hypoxia [1,2] and 
hypothermia [7]. In many cases there is no convincing 
history of theses putative predisposing causes. Though 
most cases of subcutaneous fat necrosis are self-
limiting, a small but significant percentage of cases 
develop hypercalcemia. If detected, hypercalcemia 
must be treated with fluid loading, calcium wasting 
diuretics and low calcium/ vitamin D diet with 
monitoring of serum calcium. The differential diagnosis 
includes erythema nodosum and sclerema neonatorum. 
[8, 9] The diagnosis is mainly made depending upon 
the clinical presentation. When the clinical diagnosis is 
not typical, the histopathological features are helpful 
[2]. Spontaneous resolution without sequelae is the 
norm. The patients should be followed for development 
of late complications, especially hypercalcemia for upto 
6 months. [10]  
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