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causing the same is still unravelled. Various mechanisms
like increased Vitamin D sensitivity [2] and defective
calcitonin synthesis and release [3] have been proposed.
Recently, TRPC 3 channel was found to be overexpressed
in intestine and kidneys of these patients, implying that
over-absorption from these tissues as the cause of
hypercalcemia [4]. Pamidronate acts by inhibiting
osteoclast activity, thus reducing bone absorption and
turnover. In our patient, similar to a previous report [5],
hypercalcemia was well controlled with pamidronate
therapy, speculating that increased bone metabolism
might be the likely cause. Though pamidronate has not
been approved for use in children, phase III trials are
underway for its use in children with osteogenesis
imperfecta.
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Branding – A Harmful Practice

‘Branding’ refers to a traditional practice whereby third
degree burns are inflicted on the skin with a hot iron rod
or metallic object, burning ropes and metal rings, to treat
various conditions [1,2]. In several Asian and African
societies where traditional medicine is still widely
prevalent, branding is used. These ancient methods are
crude and inhuman, causing the treatment to be more
unbearable than the original complaint, and carry the risk
of complications [1].

Recently, we witnessed two children with an unusual
site, shape, indications and methods used for branding. A
9-year-old child was admitted with diagnosis of post
traumatic neuropathy of right lower limb (due to
intramuscular injection given in gluteal region). This
patient had a circumferential deep branding mark in
middle of the right leg (Fig. 1a). This branding was
done by applying a thick thread (Known as laccha, a
‘sacred’ thread) immersed previously in boiling oil,
circumferentially over the middle of affected leg.

Another child (6-year-old) residing at nearby village,
admitted with hepatitis A, had a circular and deep
branding mark on the dorsal aspect of distal part of upper
arm (Fig. 1b). It was done by grandfather of the child
despite unwillingness of both parents (both educated up

to higher secondary). It was said to be done by circular
coil made of copper wire kept in burning coal. According
to father of the patient,  many patients suffering from
jaundice come to his father for branding every day.

In spite of great advances in medicine, crude and
harmful methods of heeling like Branding are still
prevalent all over, especially among illiterate and poor
people.  It can cause acute infection, allergic reactions
and sequelae arising from third-degree burns. Indian
constitution provides immunity to our children by any
‘Hurt’ under the Juvenile Justice ‘Care and Protection of
Children’ Act [3].

Stringent action must be taken to prevent these
hazardous practices  to protect our children.
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FIG. 1 Circumferential (a) and circular (b) branding marks.
(See color image at website)
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Severe Anaphylaxis to Egg at Two
Months of Age

Egg allergy accounts for 7% of anaphylaxis in children
[1]. We report the case of an infant with egg anaphylaxis
at 2 months of age, who recovered by age of one year.

During the first month, this infant vomited
immediately after a teaspoon of scrambled egg on two
occasions. The third time, at two months of age, he
rapidly developed anaphylaxis after an egg-based feed:
urticaria, edema of the ears, dyspnoea, wheezing,
grunting, laryngeal edema, and delayed refill time.
Intramuscular epinephrine and hydrocortisone, inhaled
oxygen, and intra-osseous fluids were provided.
Symptoms rapidly improved with therapy.

At that time, the serum level of tryptase was 1 ng/mL;
total and specific serum IgE (KUA/L) to ovalbumin were
9 and 1.08, respectively. One month after he was tested
for egg allergy at our unit: total and specific IgE to
ovoalbumin were 7 and 0.19, respectively. He was again
evaluated at 12 months: specific IgE to egg were 17 and
egg recombinants were 0.16, 0.01, 0.18 and 0.01 for
Gald1, Gald2, Gald3, Gald4, respectively. At 14 months
of age, the child tolerated a whole raw egg during an open
challenge [2].

General advice for complementary food introduction
is based on the possible existence of a window of
immunological opportunity for natural tolerance. In this

infant, egg was introduced very early  in comparison to
other cases reported so far (two fatalities to egg at 3
months and 2 years) [3]. This is the youngest patient with
anaphylaxis to egg reported so far.

The immune system is able to react to allergens
through an IgE mediated mechanism at a very early age.
Consequently, a premature intake of egg can be
dangerous. According to the current recommendations
[4,5], egg proteins should not be introduced at a very
early age nor should their introduction be postponed for
too long.
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