BRIEF REPORTS

The mean vitamin D intake in dict of
all these children ranged between 14-30 IU
in different age groups. Breast milk was
not considered for calculations due to diffi-
culty of its measurement. Average intake
of the breast milk is 400-660 ml in infants
past six months ~f age and children up to 3
years of age(9). Human milk contains <40
1U of the vitamin D per litre{10). There-
fore, even after considering the breast milk
for calculation, the mean vitamin D intake
of these children was much below 40 TU
per day.

It is concluded that dictary require-
ments of vitamin D of under five children
in Haryana are very small, i.e,, much below
40 IU per day.
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Screening of Ricketsina . .. . .
Haryana Town
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Osteomalacia and rickets are highly
prevalent amongst Asian immigrants in the
U K. In Rochdale(1), for example, a survey
revealed that 30% of the Asian children
and adults had overt rickets or osteomala-
cia, and*74% of the children and 53% of
the adults showed changes in plasma cal-
cium and alkaline phosphates typical of
vitamin D deficiency.

Osteomalacia has been reported from
Delhi(2), and rickets has been reported
from Delhi(3-4), Bombay(5), Nagpur(6),
Amritsar(7), Vellore, Poona, etc. However,
during examination of children in
‘Anganwadis’ of Rohtak town (Haryana), it
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was observed that none of the children was
suffering from clinical rickets(8). To con-
firm this observation, children attending
the Pediatric OPD of Medical College,
Rohtak were screened for rickets.

Material and Methods

All the children below 5 years age,
drawn from various districts of Haryana,
attending the Pediatric OPD of Medical
College Hospital, Rohtak during six con-
secutive months (January to June, 1987)
were clinically screened for signs of rickets
by one of us (AS). The signs of rickets con-
sidered were: craniotabes; frontoparietal
bossing; enlarged costochondral junctions;
" wide open anterior fontanele; thickening of
" wrists and rachitic defomities.

Children showing any one or more of
the clinical signs of rickets were subjected
to radiological examination of the wrists
and biochemical investigations including
estimation of calcium, inorganic phosphate
and akaline phosphatasec.

Results

A total of 5400 children (3545 boys and
1855 girls) were screened for clinical evi-
dence of rickets. Only 14 children (12 boys
and 2 girls) aged 7 months to 2 years
showed slight thickening of wrists. How-
ever, radiological examination did not sup-
port the diagnosis of rickets in any of them.
Two male babies aged 6 and 8 months and
exclusively breast-fed suffered from hypo-
calcemia (serum calcium 8.8 and 7.3 mg/dl
respectively). However, no abnormality
was detected in serum inorganic phosphate
and serum alkaline phosphatase levels in
any of the 14 babies investigated.

Discussion

The diet of Indian infants and children
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consists primary of cereals and provides
very little vitamin D. Therefore, we in India
rely heavily on sunshine as natural source
of vitamin D. It has bcen claimed that the
entire requircment of vitamin D can be
obtained through cxposure to sun-
light(9,10). Specker et a/.(10) have esti-
mated that serum 25-OHD concentrations
would be within normal limits in infants
who have sunshine exposure 30 minutes
per week wearing only a diaper or 2 hours
a week fully clothed without a hat. This
amount of exposure is not difficult to
achieve in India.

A high incadence of vitamin D defi-
cicney .in the Asian immigrants in Britain
and in some subjects of Dethi and other big
cities may be actually related to the lack of
availability of sunshine. In UK., 1t is due to
the cloudy weather during greater part of
the year, whereas mn industrial towns of
India the smoke prevents the penetration
of ultraviolet rays.

Increased‘u&anization alfects the sun-
shine exposure due to large amount of
smoke and air poliution, and congested
houses situated in narrow lanes. Young
children living in such homes may not have
enough sunlight. Moreover, the babics may
be protected from exposure to sunlight for
various cultural reasons, such as wishing to -
avoid a dark complexion or because of the
risk of the “cvil eye”. In winter the baby
may be kept indoor due to fear of “chilly
wind”. All these factors contribute to .
decrecased endogenous synthesis  of
Vitamin D.

Rohtak is only 70 km away from Delhi.
Dictary and cultural practices are similar in
both places. Still rickets has been reported
from Declhi by many workers(3,4) while
rickets is conspicuous by its absence in
Rohtak. Industries and air pollution are
not present in Rohtak. There are no
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narrow lanes in Rohtak unlike Delhi. The
sunlight penctrates to almost all the
houses. Therefore, children living in
Rohtak with abundant sunshine through-
out the year are free from rickets even with

low vitamin D intake in diet(11). ,
Y
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Platelet Function Tests in Protein
Energy Malnutrition
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Although hemorrhagic manifestations
are well described tn protein energy mal-
nutrition (PEM), its pathogenesis is not
very clear(1). Vascular lestons have been
implicat®d as a causal factor by
Bhattacharya et al.(2) while coagulation
factor abnormalities and presence of dis-
seminated intravascullar coagulation are
described by others(3,4). Abnormalities in
platelet function and thrombocytopenia are
also described(1,3).

In these studies, children with acute in-
fections, mostly severe, have been in-
cluded. Since the presence of infection can
cause hemostatic abnormalities(6), it is dif-
ficult to attribute the observed defects to
PEM. Therefore, we studied platelet func-
tions in children with PEM who did not
have active infection.
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