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vobiocin (60 mg/kg) should be given daily.
A combination of ceftazidime (100 mg/kg)
and trimethoprim-sulfamethoxazole is
likely to emerge as the treatment of choice
in the future. In less acute cases, tetracy-
cline with cotrimoxazole has been used
successfully. Prolonged treatment (at least
for 1 month) is important in all cases: 3 to
6 months therapy may te necessary in
some cases (2,6,7).

Melioidosis i best prevented by avoid-
ing undue exposure to soil and surface
water, cspecially after the start of heavy
- rain. No preventive vaccine is available. In
endemic arcas vigorous cleaning of abra-
sions and lacerations is recommended.
Though India is not endemic to melioido-
sis, sporadic cases may occur, especially in
the monsoons in the areas of heavy rainfall.
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Intrauterine Amputation
Associated with Amniotic Band
Syndrome
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The amniotic band syndrome (ABS) is
a rarc collection of fetal malformations
associated with fibrous bands that appear
to entangle or entrap various fetal parts
in-ufero leading to deformation, malforma-
tion or disruption. The segmental amputa-
tion of body parts with this condition is
uncommon(1,2). A case of intrauterine
amputation of right leg and terminal ph-
alanges due to amniotic band is described.
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~ Case Report

A male baby, weighing 1.25 kg at 34
weeks gestation, was born of consangui-
nous marriage (first cousin) to a 27 years
old, 5th gravida mother, by Cesarean sec-
- tion. The mother carlier had one still-birth
and another neonatal death due to prema-
turity. She had attempted abortion by in-
gestion of some indigenous medicine at 3rd
month of pregnancy. Her membranes rup-
tured spontaneously 6 days prior to deliv-
ery, and had draining of blood-stained am-
niotic fluid. There was no family history of
congenital anomalies.

The Cesarean section was performed
following premature rupture of mem-
branes with antepartum hemorrhage. The
baby’s Apgar score was 6/10 and 9/10 at
1 and 5 minutes, respectively. The neonate
had below-knee amputation of right leg
and the well formed distal portion was
lying freely in the lower segment of the
uterus below the presenting part (vertex).
The left hand showed syndactyly of the in-
dex, middle and ring fingers with amputa-
tion of the distal phalanges of the middle
and index fingers with a fibrous amniotic
band coiled around that area. There were
few superficial ring constrictions on the left
leg without any pressure effect on the distal
segment (Fig.). No other malformation was
present. There was Type II posterior pla-
centa previa, but the placenta and cord
were normal.

The X-ray of the right lower limb
showed below knee amputation. Baby
made an uneventful recovery after a course
of antibiotics and was discharged on 10th
day.

Discussion

The amniotic band syndrome is a rare
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anomaly(1-4). It may occur once in 1,200 to
15,000 live births(5). The sex ratio is equal
and there is no racial predisposition. It
is sporadic in distribution without any
recurrence risk in siblings or children of
affected adults(1). The greater frequency
of amniotic band syndrome in monozygotic
twins indicates teratogenic insult as a pos-
sible cause(6,7) but no definite association
has been found. Amniocentesis has been
implicated in a few cases(8). '

The exact ctiology of amniotic band
syndrome remains unclear. According to
Streeter’s theory (dysplasia fetalis), the
cause for all the anomalies of the amniotic
band syndrome is defective local embryol-
ogic development. However, Torpin postu-
lated that the amniotic band syndrome
results from extra-amniotic, intra-chorionic
entanglement of fetal parts with mesoder-
mic strgnds(2). In this case, the presence of
well Tormed amputated distal portion of
right leg and the fibrous bands coiling
around the amputated segment of the fin-
gers supports this hypothesis. Deformation
or disruption results depending upon the
time of the amniotic disruption. Rupture
carly in gestation would lead to the more
severe craniofacial and visceral manifesta-
tions. But interference in later gestation
period, is expressed as constrictions or dis-
ruptions in non-embryologic site(1).

There is a wide spectrum of anomalies
associated with this syndrome. Constriction
ring defects of the extremities are the com-
monest presentation, while amputation of
digits and limb are very rare. Cranio-facial
defects and visceral manifestations are
infrequent(4).

The prenatal diagnosis of this condition
is now possible by sonographic visualiza-
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Fig. Clinical photograph showing below knee amputation of the right lower limb, syndactyly of the left
index, middle and ring finger with amputation of the distal phalanges of the middle and  index

finger, and superficial amniotic bands over the left leg.

tion of either amniotic sheets or bands
associated with fetal deformities in non-
embryologic distribution(9). As soon as the
diagnosis is made, the deep constrictions
should be released by Z-plasty, as severely
compromised circulation may lead to
auto-amputaton: The ultimate prognosis
for the mildly affected infants with digital
or limb defects is good and life expectancy
is normal in such cases(5).
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NOTES AND NEWS

THE INTERNATIONAL ACADEMY
OF
PEDIATRIC TRANSDISCPLINARY EDUCATION (IAPTE)

The 6th International Conference of IAPTE/ICF* is being held in Beijing, China on
Prevention and Treatment of Problems of Children from 28th May to 1st June, 1991. Itis a
multidisciplinary meeting which is not only discussing the problems of health of children
but also preventive aspects and a large number of other colleagues who are concerned with
the total care of children would be attending.

Those interested in participating in the Conference may either make enquiries with the
Organizing Secretary, Dr. Hua Chin Chen in New York or Dr. P.M. Udani, Bombay so as
to get the circular information as well as the abstract proforma. The addresses are:

Dr. Hua - Chin Chen

Kingsbrook Jewish Medical Centre,
585 Schenectady Ave,

Brooklyn,

New York-11203

Dr. P.M. Udani,

69, N. Subash Road,
Bombay-400 020
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