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A 3 1/2 years old girl, born to 2nd degree 
consanguineous marriage was admitted with chief 
complaints of recurrent episodes of projectile non-
bilious vomiting since 6 months of age each lasting for 
3-4 days and recurs every 4 to 5 months and each time 
requires hospital admission. Child used to be normal in 
between episodes. She had a NICU admission on 5th 
day of life for vomiting. A sibling had died on 19th day 
of life with similar complaints. On examination, she 
was drowsy, had tachycardia, tachypnea and moderate 
dehydration. A clinical diagnosis of cyclical vomiting 
was made and child was started on antiepileptic for 
abdominal migraine. Vomitus used to have a peculiar 
odor and this made us suspect other causes for the 
condition of the child. The child was investigated further. 
Urine routine was normal except for ketone bodies. 
Blood gases showed metabolic acidosis with high anion 
gap. Urine screening (thin layer chromatography) 
revealed mild increase in leucine, isoleucine and 
valine, alanine and hydroxyproline. Blood tandem 
mass spectrometry revealed marginally elevated serum 
homocysteine level and acylcarnitine pattern which was 
suggestive of isovaleric acidemia. Patient was started 
on dietetic management, carnitine 100mg/kg/day & 
megavitamin therapy. The child improved subsequently 
and was advised to continue carnitine. 

Isovaleric acidemia is a rare autosomal recessive 
disorder with an incidence of 1 in 2 lakhs (1). It is due to 
deficiency of Isovaleryl-CoA dehydrogenase required for 
the metabolism of the amino acid, leucine. It presents 
within a few days or weeks of life with vomiting and 
ketoacidosis progressing to lethargy, coma and death 
in greater than 50% of the patients (2). We report a 
rare case of isovaleric acidemia presenting as recurrent 
vomiting. Distinctive odor of “sweaty feet” during an 
illness due to accumulation of volatile isovaleric acid is 
classical (3). Diagnosis involves screening for isovaleric 
acidemia using tandem mass spectrometry analysis of 

dried blood spot specimen. Treatment involves reducing 
protein intake, particularly the branched-chain amino 
acid leucine. During an acute episode, aggressive 
use of glucose and electrolytes is necessary. Glycine 
supplementation has proven beneficial because this 
amino acid is conjugated to isovalerate, forming the 
less harmful isovalerylglycine. Carnitine treatment is 
similarly effective (4-6). 
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Infection with helicobacter pylori plays a crucial 
role in the pathogenesis of both chronic active gastritis 
and peptic ulcer disease in children and adults. An 
increasing amount of the evidence also supports the 
hypothesis that H. pylori is an important cofactor 
in the development of gastric cancer (1). H. pylori 
infection is predominantly acquired in early childhood. 
The prevalence of H. pylori infection in the pediatric 
population ranges from less than 10% to more than 
80%. The prevalence in Europe and Japan are low, 
whereas in India, Bangladesh and Africa is high. 
(2) Even though the mechanism of transmission of 
helicobacter pylori is not clearly known, socioeconomic 

class and overcrowding are important risk factors which 
increase the rate of infection by H.pylori (Rosenthal). 
Longer duration of breast feeding has been reported 
to lead to lesser H. pylori infection. (3,4) 

We undertook a study to compare the incidence of 
H.pylori infection between exclusively breast fed and 
exclusively formula fed infants in similar conditions. 
From March 2005 to September 2006, 85 healthy 
infants between 2 to 6 months old were studied. 
Forty three of the infants were formula fed and 42 
were exclusively breast fed. None of the infants were 
receiving baby food. The fresh stool samples were 
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collected from the infants and stored at -700 C. The H. 
pylori antigen was detected by HPAT kit (Diagnostic 
Bioprobes srI company, Italy). Maternal serum also was 
studied for H.pylori IgG antibody by ELISA. The rate of 
H.pylori infection in breast fed infants was 32% and in 
formula fed infants was 60% (p=0.006). The rate of 
H. pylori antibody in mothers of both groups (breast 
milk and formula fed) was similar and 70%. 

We found that the incidence of H.pylori infection is 
significantly lower in the infants who are exclusively 
breast fed. 
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A 3.5kg term female neonate was delivered to 24 
yrs old primigravida by emergency cesarean section 
(for breech with meconiun stained liquor). Baby was 
well till day 4 of life when she developed high grade 
fever, lethargy, poor feeding and swelling over left 
upper third of thigh. She was shifted to neonatal 
intensive care unit (NICU) and detailed examination 
revealed unhealthy umbilicus with marked swelling, 
tenderness and fluctuation of left upper third of thigh 
with marked restriction of movements at left hip joint. 
Investigations revealed hemoglobin of 15gm%, white 
cell count of 34,000/cmm with polymorphs 76% and 
platelets of 2,80,000/cmm. Peripheral smear showed 
toxic granules, CRP was 24 mg/dl, ESR 40 mm at 
end of 1hour. X ray of left femur showed a significant 
periosteal reaction in the proximal humerus, along 
with an irregularity at the proximal metaphysis. The 
umbilical swab and local aspirate grew  kingella kingae. 
She was treated meropenem and vancomycin for 3 
weeks and analgesics along with skin traction for 7 
days. 

Osteoarticular infections, although uncommon, 
represent a severe condition in neonates. Infections in 
newborns are largely of an acute nature, transmitted 
by haematogenous means (1). The osteomyelitic 
focus is usually found in the metaphysis of a long 
bone, although infection may spread to the contiguous 
epiphysis and joint in neonates (1,2). The intracapsular 
metaphysis of proximal femur and humerus, results 

in a high risk of concomitant septic arthritis in these 
joints (3). The most commonly affected joints are the 
hip joints (31%), knee joints (25%), and ankle joints 
(18%) (4). Affected neonates usually survive, but with 
permanent skeletal deformities (5). Etiologically, the 
most common organisms affecting the joints in the 
neonatal period are aerobes. The predominant aerobes 
causing osteomyelitis in children are Staphylococcus 
aureus, Haemophilus influenzae type-b, Gram-negative 
enteric bacteria, beta-haemolytic Streptococci, 
Streptococcus pneumoniae, Bartonella henselae and 
Borrelia burgdorferi. Anaerobes have rarely been 
reported as a cause of these infections in children. 
Many patients with osteomyelitis due to anaerobic 
bacteria have evidence of anaerobic infection elsewhere 
in the body, which is the source of the organisms 
involved in osteomyelitis (6,7). Kingella kingae often 
colonizes the oropharyngeal and respiratory tracts of 
children but infrequently causes invasive disease (7). 
K. kingae is a slow-growing, fastidious, gram-negative 
microorganism that colonizes mucous membranes of 
the upper respiratory tract (8). To our knowledge this 
is the first reported case of Kingella osteomyelitis in 
early neonatal period from India. 
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