CORRESPONDENCE

Going Solar isGood but Caution
Needed!

We read with interest the recent article exploring
augmentation of vitamin D levels in predominantly
breastfed infants the natural way — that is exposure to
sunlight [1]. In the accompanying editorial in the same
issue, cost of medicinal way of augmentation is put forth
as a justification for exploring the solar option [2]. We
havefollowing comments:

1. How neutrality was maintained while requiring the
mothersto maintain sun exposure charts. At the study
end point, only 10% of infants were vitamin D
sufficient. Were 90% of the infants with insufficient
vitamin D status given vitamin D supplementation at
theend of study periodtill 1year?

2. Aapart from sun exposure, maternal vitamin D level
at enrolment was a significant predictor of infant
vitamin D statusin this study. Antenatal calcium
supplements, which 93% of these mothers received,
obviously did not have any effect, and thus it is
vitamin D supplementation that matters.

3. The sun exposure details of the study group mothers
isnot given. It will beinteresting to find why 90% of
them were vitamin D deficient (whether it is despite
reasonable sun exposure).

Why not treat the mother-infant dyad, rather than
infant alone, asachieving vitamin D sufficiency isequally
important for the mothers. Compliance with daily oral
vitamin D supplementation of infantsis documented to be
very poor even in the West [4,5]. Exposing infants to
sunlight may be a more difficult proposition than
medicinal supplements. While the natural way of
augmenting the vitamin D levels can be studied, the
logistics and safety of such an approach has to be
established firmly before disbanding the currently
recommended regimen of daily 400lU Vitamin D to
infants of predominantly breastfed infants.
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1. Themotherswereinstructed to chart the sun exposure
on the given performa. No additional instructions or
information was provided, which could have limited
or promoted sun exposure. We did not find any
positive influence of this exercise on their sun-
exposure behavior as serially collected data did not
show any mean increase in sun exposure with study
duration. The children who were found vitamin D
deficient were supplemented with vitamin D at 400
IU per day to begiventill 12 monthsof age.

2. Theantenatal calcium supplementsbeing received by
the mothers contained only calcium salt without
vitamin D. The global consensus for prevention of
nutritional rickets recommends daily supplemental
maternal intake of 600 IU vitamin D [2]. It may be
worthwhile to evaluate maternal vitamin D
supplementation strategies to prevent rickets in
infantsand improve maternal bone health.

3. Thematernal sun exposure detailswerenot collected,
and hence cannot be commented upon. The factors
associated with high rate of vitamin D deficiency ina
sunlight rich country like India definitely require
further evaluation.

We agree with the authors that treatment or
supplementation of mother would be a more practical,
feasible and healthier solution as it would improve the
vitamin D status of both mother and child [2]. Routine
vitamin D supplementation of infants till 12 months is
seldom practiced in Indian settings, and therefore may
not be a practical solution, as highlighted by the authors.
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However, morerobust experimental studiesare neededto
support the early findings obtained from our study before
we recommend replacing supplemental vitamin D with
sunlight exposureduring infancy.

Additional comment: There has been a misinterpretation
of our study in the accompanying editorial [3]. Authors
have commented “ The authors advised mothersto expose
their newborns to sunshine for a duration of six months,
when the association between duration and timing of the
sunshine exposure and serum 25(OH)D was analyzed.”
[3]. Our study was purely an observational study, and no
advice regarding sun exposure was given during the
study.
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Congenital Junctional Ectopic
Tachycardiain aNeonate

Congenital Junctional ectopic tachycardia (JET) isarare
and usually incessant tachyarrhythmiathat presentsinthe
first few months of life. In the past, treatment of
congenital JET was difficult, and the condition was
associated with a high mortality [1]. However, with the
evolution of amiodarone as the first line of
pharmacological management, the outlook for infants
with this disorder hasimproved [2]. We report aneonate
with congenital JET who had an incessant arrhythmia,
and was managed on a combination of amiadarone and
propranolol.

A late pre-term (34 weeks 6 days) baby was delivered
via emergency cesarean section. A routine antenatal scan
had documented a heart rate of 210/minute and fetal
ascites. The liquor volume was normal. Clinica
examination of theinfant showed apulserate of 210/min
with good peripheral pulses and normal peripheral
perfusion. The respiratory system examination, cardiac
examination and abdomen were normal . Echocardiogram
revealed a structurally norma heart except for a
persistent small atrial communication shunting left to
right. The ventricular contractility was preserved on
subjective assessment.

The electrocardiogram (ECG) showed a narrow
complex regular tachycardia with a heart rate of 200/
minute (Fig. 1). There was evidence of atrio-ventricular
(A-V) disassociation with an atrial rate of 150/minute. A
diagnosis of congenital JET was made and the baby was
started on propranolol at a dose of 1 mg/kg/dose four
timesaday. Therewas no suppression of tachycardiain
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48 hours athough the baby remained hemodynamically
stable. Hence amiodarone was added at a dose of 10 mg/
kg/day followed by a maintenance dose of 5 mg/kg/day.
After 4 days of treatment, a satisfactory rate control with
reduction of the junctional rate to approximately 120/
minute was achieved and the child was discharged on the
combination of amiodaroneand propranolol.

Congenital JET isarare neonatal arrhythmiathat was
first reported by Coumel, et al. [3]. It is caused by
abnormal automaticity of the A-V node. The ECG
typically manifestsasanarrow-complex tachycardiawith
evidence of A-V disassociation or 1:1 retrograde V-A
condition. JET with onset in the first few weeks of lifeis
more likely to be incessant or sustained (>50% of QRS
complexes) with ahigh risk of congestive cardiac failure
[1,2,4]. Most children require a combination of anti-
arrhythmic medications, with amiodarone the most
commonly used [2]. Complete or partia control of

s, )]

R P o WAL
A ] ] (1
LU B! L..|,J|'J| [ | |J[L' ﬂ"*""l Y Iﬂ‘ |M ‘ | |
| L P
_]J_-jl AL | 1L
N 63 T Ak L

LL L *
Rt | LA L|

Fic. 1 ECG showing a regular narrow complex tachycardia
with a heart rate of 200/minute and evidence of A-V
dissociation. The arrows denote p waves which do not have a
consistent relationship with the QRS compl exes.
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