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report recommends seria repetition of TFT in ELBW neonates,
particularly those having initid stormy course during
hospitalisation.
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Adenomyomatosisof Gallbladder ina
Neonate

Adenomyomatosis of gallbladder is defined as hypertrophy of
gdlbladder mucosa epithelium that invaginate into thickened
muscularispropria, leading to formation of intramurd diverti-cula
It is mainly seen in adults and the incidences increases with
increasing age, asmost of thedocumented casesareabove 50 years
of age, and many were detected in cholecystectomy specimens.
Adenomyomatosis of gallbladder is very rare in the paediatric
population. We herein report a case of adenomyo-matosis of
gdlbladder inanewborninfant.

A term infant was delivered to a primigravida mother at 37
weeks of gestation at our hospital. Post-natal transition of the
baby was smooth. We noted that one of the antenatal ultrasono-
graphic scan of themother was suggestive of umbilical varicesin
thefetus. To detect any associated abnormality inthe neonate due
totheumbilical arices, apostnatal ultrasound wasdone. Thescan
showed a partidly distended gallbladder with diffuse wall
thickening and multipletiny echogenic foci in anterior and poste-
rior wallsinvolving entire gal|bladder showing comet tail artefacts
(Fig.1). The imaging findings were consistent with the adeno-
myomatosis of gallbladder. The baby continued to dowell clini-
cally and discharged with the adviceto repeat the abdominal USG
later.

The exact pathophysiology of adenomyomatosis of gall-
bladder isnot clearly known. Onetheory suggeststhat changein
intra-cystic pressure because of disruption of gallbladder func-
tion may lead to proliferation of cellsin the gallbladder mucosa
and hyperplasiaof themusclelayer. Theepithelial layer canthen
invaginate into the muscular layer, leading to the formation of
Rokitensky Ashoff Sinuses (RAS) [1]. Thisisalso seen on histo-
pathol ogy, which generally shows hyperplasiaof the epithelium
and mucosal out pouching through themuscular layer [2].
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Fig. 1 Ultrasonography of abdomen showing adenomyomatosis
of gall bladder.

Most of the cases in adults were diagnosed when they
developed cholelithiasis or any other gall bladder condition.
Although, thereare somereports suggesting an association between
adenomyomatosis and gallbladder cancer, there is no concrete
evidenceto provethisassociation[3].

A review of theliterature showed only ninereported cases of
paediatric gallbladder adenomyomeatosis, with agesrangingfrom1
day to 14 years. The most common symptom was abdominal pain,
which was seen in 7 of the patients. Cholecystectomy was
performed in seven paediatric cases [4]. One patient was a 1-day
old newborn baby with suspected heterotaxy syndrome and
complete atrioventricular canal. Patients generally did not have
other significant comorbid conditions[5].

In children, adenomyomatosis of gall bladder remains an
incidentd finding on USG scanfor someother reason asthereareno
specific clinical symptoms. Computed tomography and magnetic
resonance imaging have also been used in the diagnosis of this
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condition [1]. Usually, no treatment is recommended.
cholecystectomy isrequired in patient who are symptomatic with
right upper quadrant pain.
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Thiamine-ResponsiveAcute Pulmonary
Hypertension in an Exclusively Breastfed
I nfant

Thiamine deficiency presenting as acute severe pulmonary
hypertension (PAH) in exclusively breastfed babies has been
reported from various parts of India recently [1-3]. Here we
report a male infant who presented with acute pulmonary
hypertension and responded to thiamine.

A 4-month-old maleinfant, first born to non-consanguineous
parents, belonging to the Chetty community from Mysuru
district of Karnatakawasreferred to our hospital inview of acute
onset of cough and respiratory distress. There was a history of
approximately ten recent deathsin their community in babies of
the same age group, one of them being this baby’s first cousin.
Most of them presented with bronchialitis like symptoms,
rapidly progressing to acute respiratory distress syndrome
(ARDS). This baby was referred to our hospital with the
possihility of inborn errors of metabolism.

Baby was delivered at term, was on exclusive breast feeds,
thriving well (birth weight 3 kg, present weight 6.5 kg) and had
normal development. At presentation, the baby had tachypnea,
tachycardia, hypoxia (SpO2 92% in room air) and respiratory
distress. Liver was palpable 3 cm below costal margin. Second
heart sound was loud and wide split. There was hypotonia and
deep tendon reflexeswere absent. The arterial blood gas showed
mixed disorder with metabolic acidosisand respiratory akalosis.
Tandem mass spectroscopy was normal. Electrocardiogram
showed evidence of right atrial (RA) dilatation and right
ventricular  (RV) hypertrophy (RVH). Echocardiography
showed features of severe PAH (RA, RV dilated, moderate
tricuspid regurgitation, inter-atrial septum bulging into left
atrium) without any evidence of structural heart disease. Contrast
enhanced computed tomography (CECT) of lung showed
pulmonary plethorawith features of PAH without any intrinsic
pulmonary pathology.

A detailed dietary history revealed that mother’sdiet mainly
consisted of polished white rice and Rasam (a sour soup made
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withtomato and lentil). Therewastraditional avoidance of other
foods like pulses, vegetables, and non-vegetarian foods during
postpartum period. Considering the probability of thiamine
deficiency, thiaminewas started in adose of 10 mg/kg, orally. The
baby showed clinical improvement, could beweaned off oxygen
by 12 hours, and respiratory distress subsided by 48 hours. A
repeat echocardiography a 48 hours showed marked
improvement with only mild PAH, and subsequently showed
complete resolution of PAH a 96 hours. No pulmonary
vasodilators other than oxygen weregiven.

Thewholeblood thiaminelevel estimated by HPL C of both
baby and mother were low (25 pgm/L and 27.25 pgnL,
respectively, normal range being 28 to 85 pgm/L). Therewasno
history of aphonia, encephalopathy, seizures, or oedema. Serum
25-hydroxy vitamin D3 level was normal. The history,
geographic background, clinical features, investigations, and
dramatic response to thiamine confirmed the diagnosis of
Thiamine responsive acute pulmonary hypertension of early
infancy (TRAPHEI). Family was counselled about the dietary
modification and both mother and baby were put on thiamine
supplementation at 2 mg/kg/day. A repeat echocardiography at
one month follow-up visit showed complete recovery. ECG
normalized by two months. Muscle tone and deep tendon
reflexes normalised after two months of thiamine therapy,
suggestive of coexistent neuropathic form of thiaminedeficiency.
Neuroimaging was not done, asthe baby had improved.

Thiamine has an important role in the metabolism of
carbohydrates and synthesis of nucleic acid, myelin, and
neurotransmitters. A regular dietary supply is must for
preventing deficiency because of high turnover rateand low body
storesof thiamine. Thiamine causes preferential injury totissues
with heavy metabolic turnover like neurons and cardiac
myocytes. The clinical spectrum of thiamine deficiency in
children can be acute cardiac form, aphonic form, pseudo
meningiticform or neuropathic form[4]. Thiaminedeficiency has
been documented in those consuming polished cerealsand with
other dietary restrictions. Infants are at highest risk dueto rapid
growth rate and high energy needs. In exclusively breastfed
babies of thiamine deficient mothers, thiamine levels rapidly
decline in the third month of life. Asin our case, culturaly
determined food restrictions during the postpartum period are
prevalentinvariouspartsof India[5].
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