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Protocol for Infant Massagein Home
Settings

Traditional infant careand child rearing practicesareknown to be
important determinants of child health. While some practices are
known to bebeneficial or harmful, for somethereislessscientific
knowledge. Infant oil massage is highly prevaent traditional
practicein India[1] and several developing countries[2]. Recent
evidence suggests beneficial effects of topical application of
vegetabledilsin preterminfantsin preventing invasiveinfections
[3]. It is often administered in neonatal intensive care units for
improved growth, hypothermia prevention and reduced hospital
stay. Massage in term infants seems to improve physica and
mental health; however, much remainsto beknown about this[4].
Although considerable variations exist in practice of infant
massage at homes, which may affect potentia for gainfharm,
massage being a cultural practice is ‘normaized’ and seldom
receivesprofessiona attention[1].

We recently conducted an e-Delphi study and developed a
protocol for massagein healthy infantsat homes|[5]. The protocol
provides astep-by-step guide for home care giversof infantsborn
beyond 37 weeks of gestation. It details aspects such as when
should massage be done or not, how to determinethat theinfant is
fit for massage, how to ensure the environment and time is
appropriate for massage, who should perform theinfant massage,
how often should massage be performed, what arethe appropriate
techniques for infant massage, and what are the recommended
substances/appropriate il for infant massage.

The seventeen experts involved in the three round Delphi
study included neonatologists, general pediatricians, develop-
mental pediatricians, pediatric occupational therapist, naturo-
pathy expert, ayurvedic pediatricians and specidists in

Panchakarma (includes massage therapy). The paper not only
reports consensus but aso non-consensus and stable
disagreement that are informative and highlight differences in
perspectives [5]. We fed that it would be a useful guide for
academiciansand cliniciansfor teaching and patient education, and
asastandard protocol for useby researchers.
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First Aid Training to School Students:
Should Younger Children BeTrained?

We read with interest the recent article by Mehreen, et al. [1] on
the effectiveness of an educational school-based intervention
on injury prevention and first aid. The educational intervention
significantly increased the knowledge on the prevention of
unintentional injuries and first aid among students (mean age
15.9 years) [1]. In order for first-aid to be effective, continuous
training, practice and several trainees are required. Research
has demonstrated the ability of childrento providefirst aid after
recelving appropriate education [2]. Specialists or certified
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teachers are capable of teaching first aid and many countries
have introduced first aid training programs in schools [3].
However, most programs including the present study, focus
mainly on children aged 10-18 year, whileyounger agesreceive
much less attention [4]. We systematically reviewed the
literature and found only three studies of first aid programs
being delivered to children at preschool. Results showed that
the interventions improved preschool students' knowledge and
skillsof firstaid.

It isimportant to educate children from an early age. Early
agetraining cultivatesskillsthat areretained for dmost alifetime
and can be easily retrieved from memory. Furthermore, young
children function as multipliers because their knowledge is
disseminated in the family and in their friend-circle. Finally, it
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cultivates social responsibility to the trainees, which is

necessary for the progress of the society. We strongly believe

that first aid training shall beincluded as part of basic education

as a compulsory module, that can be taught by trained school
teachers.
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Safety: APrimary Concernin
ThalidomideUsein Thalassemia

| reed withinterest thearticleby Chandra, eta. [1] publishedinthe
journa recently. Authors have presented their dataon the efficacy
and safety of thalidomide in adolescents with transfusion
dependent thalassemia (TDT). It is an excellent effort and much
awaited publication keepingin view the quantum of thalassemiain
India, the high cost of bone marrow transplant (BMT), and the
scarcedataon useof thalidomidein TDT. However, | wouldliketo
highlight afew issuesin thestudy.

The primary concernwith useof thalidomidein TDT remains
safety rather than efficacy. A study period of six monthsistoo short
for adiseaserequiring long-term therapy with thalidomide. During
astudy of any new drug for adisease, the criteriafor stoppage of
trial are pre-defined for ensuring safety [2]. In their study, 8/37
devel oped infection with one death (dueto unrelated causes), and
10/37 developed neutropenia (one severe grade-111 neutropenia)
and onegrade-1V rend injury. Such ahighincidence of neutropenia
is unexplained by co-administration of deferiprone aone [3].
Considering the small sample size, continuing the tria despite
severeadversereactionsmay warrant moredetails.

Thevery low basglinemean hemoglobin F (HbF) and the steep
rise in the study [1] is not supported by the literature. Mean
baseline HbF levelswere 2.95% and haverisen to 49.2% after six
months of thalidomide therapy. The baseline levels are generally
higher (10-60%) in adolescentsin the studies of HbF inducersin
thalassemia[4]. Alsoinclinical studies, onanaverage, a20%riseis
seeninrespondersof HbF-inducer agentsinthaassemia[5].

Thebaselinemean packed cdll receivedinthe study cohort was
75 mL/kg in last 6 months, which seems quite modest for
adolescent children with thalassemia (12-18 years) as their
requirement is high due to growth and pubertal spurt. Even the
sample size calculation in the study was based on assumption of
220 mL/kg/year. Therefore, wasthere aselection biasasthe cases
wererandomly enrolled?
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Presuming themean hemoglobin (Hb) depictedin comparative
teble Il are mean pretransfuson Hb (not mentioned in
methodology); mean Hb at baseline was 9.45 g/dL and at end of
study was 8.89 g/dL . Were study children under-transfused during
study period of 6 months?Also, meanthaidomidedoseinbasdine
tablel is2.05 mg/kg/day, whichiswell below themean daily dose of
thalidomideinthreeresponsegroupsasdepictedinTablelll.

SANJEEV KHERA

Department of Pediatrics,

Army Hospital Research & Referral, New Delhi.
kherakher akhera@gmail.com

REFERENCES

1. Chandra J, Parakh N, Sidharth, et a. Efficacy and safety of thali-
domide in patients with transfusion-dependent thalassemia. In-
dian Pediatr. 2021;58:611-6.

2. World Health Organization. Clinical Trials. Accessed September
16, 2021. Available from: https://Amwww.who.int/westernpacific/
health-topics/clinical-trials

3. Naithani R, Chandra J, Sharma S. Safety of ora iron chelator
deferiprone in  young thaassaemics. Eur J Haematol.
2005;74:217-20.

4. Ren Q, Zhou Y-L, Wang L, et d. Clinical trial on the effects of
thalidomide on hemoglobin synthesis in patients with moderate
thalassemia intermedia. Ann Hematol. 2018;97:1933-9.

5. Musallam KM, Taher AT, Cappellini MD, Sankaran VG. Clinica
experience with fetal hemoglobin induction therapy in patients
with B-thalassemia. Blood. 2013;121:2199-212;quiz 2372.

REPLY

We are thankful to the reader for appreciating the need for
developing drugsfor thalassemia. Thelearned reader hasreiterated
the same safety issueswhich we had already mentioned inthelast
paragraph of our paper, including the need for larger studies
addressing safety of thalidomide[1]. Werestricted the study for 6
monthson account of financial reasons.

Asregards adverse effects (AES), reader’sattentionisdrawn
to arecent study on another fetal haemoglobin (HbF) inducer—
luspatercept. In this study, 96% patients had one or more AE
with 29% having AE grade 3 or more, 15% having seriousAE with
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