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PRETERM AND LOW BIRTH WEIGHT
CARE - EVIDENCE BASED PRACTICES

*Sindhu Sivanandan

Abstract: Preterm and low-birth-weight babies are at
higher risk of neonatal morbidity and mortality,
particularly in low and middle-income countries.
Evidence-based, low-cost, and scalable interventions that
can be implemented across all levels of newborn care
are essential to improve survival and long-term outcomes.
This article shall review evidence-based
recommendations issued by World Health Organization
on kangaroo mother care, feeding practices,
supplementation, probiotics and supportive skin care for
this vulnerable population.

Keywords: Preterm, Kangaroo mother care, Nutrition,
Survival, Feeding practices.

Points to Remember

 Immediate initiation of kangaroo mother care
should be routinely provided to all preterm and
LBW infants, as it significantly improves survival.

 Mother’s own milk is the preferred feed and donor
human milk is recommended as the first-line
alternative if mother’s milk is unavailable.

 Scheduled feeding is appropriate for very preterm
infants in facilities; responsive feeding after
discharge.

 Early initiation and faster advancement of enteral
feeding are safe and beneficial.

 Exclusive breastfeeding until six months is strongly
recommended. Complementary feeds should not be
initiated before 6 months of age in preterm infants.

 Targeted supplementation addresses micronutrient
deficiencies; routine multivitamins are not
recommended.

 Probiotics may be considered for selected very
preterm infants.

 Gentle emollient therapy may support skin integrity
as part of supportive care.
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MANAGEMENT OF CHILDHOOD
OBESITY

*Dhivyalakshmi J

Abstract: Childhood obesity is a chronic, multi-faceted
disease driven by a complex interplay of genetic,
environmental and socio-economic factors. This review
highlights the rising global prevalence and the socio-
economic impact associated with childhood obesity.
Diagnosis of childhood obesity requires use of accurate
anthropometry and age / gender appropriate growth
charts. Obesity triggers  complications almost in every
organ system, especially cardiovascular and metabolic
health. Management necessitates a  multi-disciplinary
approach including lifestyle interventions, advanced
pharmacotherapy like glucagon-like peptide-1 receptor
agonists, and bariatric surgery for severe cases.

Keywords: Childhood obesity, Metabolic complications,
Anti-obesity medications, Multidisciplinary management

Points to Remember

 Defining obesity requires context-specific measures
using standard measurements and age, gender
appropriate charts.

 The prevalence of childhood obesity continues to
rise globally ; most concerning is under five obesity
and the increasing prevalence of obesity among
rural children.

 The etiology of childhood obesity is a complex,
multifactorial web involving genetic, environmental,
behavioral and socio-cultural influences.

 Obesity impacts nearly every organ system -
proactive screening is required to identify
complications / co-morbidities, endocrine and
genetic evaluation is to be reserved only for selected
cases.

 Management requires a multi-tiered approach -
involving multi-disciplinary team focusing on
lifestyle modification, with pharmacological, and
sometimes surgical interventions when indicated.

 Prevention remains the most effective tool, focusing
on the first 1,000 days of life and adherence to the
“5-2-1-0” rule.
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ALLERGIC RHINITIS

*Prasanna R

Abstract: Allergic rhinitis  is an inflammatory disorder
of the nasal mucosa characterized by sneezing, itching,
rhinorrhea, and nasal congestion, resulting from
immunoglobulin E-mediated responses to environmental
allergens. Genetic susceptibility and environmental
exposures contribute to disease pathogenesis through a
T-helper-2-driven inflammatory cascade. Allergic rhinitis
commonly coexists with asthma and other atopic
conditions, supporting the unified “one airway, one
disease” concept. Diagnosis is primarily clinical,
supported by allergy testing when required.
Intranasal corticosteroids remain the most effective
therapy, while antihistamines, leukotriene receptor
antagonists and allergen immunotherapy provide
additional control and long-term disease modification.

Keywords: Allergic rhinitis, Intra nasal corticosteroids,
Allergen immunotherapy.

Points to Remember

 Nasal congestion (cardinal symptom), sneezing,
itching of nose and eyes and rhinorrhea with
postnasal drip are the major symptoms.

  Allergic salute, nasal crease, allergic gape, allergic
shiners, Dennie Morgan lines and pale inferior
turbinates with hypertrophy are the clinical features
to look for.

 Skin prick test (SPT) is the gold standard; specific
serum IgE and component-resolved diagnostics
(CRD) for molecular allergen components are
adjuncts.

  Intranasal corticosteroids (INCS) with or without
intranasal antihistamines are the cornerstone of
treatment. Long-term use of oral antihistamines
and leukotriene receptor antagonists (LTRAs)
should be avoided.
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NUTRITIONAL ANEMIA

*Karthik Kumar

Abstract: Anemia is a major global health problem,
affecting approximately one-fourth of the world’s
population. In India, nearly one-third to one-half of the
children are affected by nutritional anemia.
Iron deficiency is the most common cause, followed by
vitamin B and folate deficiencies. Early screening is
crucial for timely diagnosis and intervention, which can
prevent long-term complications, including impaired
growth and neurodevelopment. Prevention through
dietary diversification, iron and micronutrient-rich foods,
and national programs such as iron-plus initiative is
crucial.

Keywords: Anemia, Iron deficiency, Cobalamin
deficiency, Iron, B12, Folate.

Points to Remember

 Screening, early diagnosis and patient-centred
management are essential to prevent complications.

 Choosing the optimal oral or parenteral iron
preparation is critical for effective treatment.

 Megaloblastic anemias are often under recognized;
clinicians should maintain a high index of
suspicion.

 Consider genetic work-up for megaloblastic anemia
if there is a positive family history of B12 deficiency,
recurrent deficiency or early-onset seizures.

 Clinical suspicion of B12 deficiency justifies a
therapeutic trial to confirm diagnosis and initiate
timely treatment.
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SEIZURE MIMICS

*Shivan Kesavan

Abstract: Paroxysmal events in children are common
and often mistaken for epileptic seizures, yet 20-40% of
referrals to epilepsy clinics prove to be non-epileptic.
These seizure mimics, or paroxysmal non-epileptic events,
occur across all pediatric age groups and encompass
physiologic neonatal movements, movement disorders,
syncope, autonomic events, behavioral phenomena, sleep
disorders, oculomotor abnormalities and metabolic
disorders. Accurate recognition depends on detailed
history, age specific patterns and observation of event
semiology; often supplemented by care giver recorded
videos. While many mimics are benign and self-limited,
others such as glucose transporter type 1 deficiency or
opsoclonus-myoclonus syndrome require prompt
evaluation and targeted therapy. Awareness reduces
misdiagnosis, unnecessary investigations, treatment and
parental anxiety.

Keywords: Paroxysmal non-epileptic events, Seizure
mimics, Pediatric paroxysmal disorders.

Points to Remember

 Up to 40% of children referred for suspected seizures
actually have nonepileptic paroxysmal events.

 Mimics vary by age group, ranging from neonatal
jitteriness and benign sleep myoclonus to adolescent
syncope and psychogenic nonepileptic seizures.

 Careful clinical history, recognition of age specific
patterns and care giver recorded videos are more
valuable than routine investigations.

 Many mimics are benign and self limited, requiring
reassurance, while others (e.g., GLUT1 deficiency,
opsoclonus-myoclonus syndrome) demand prompt
targeted therapy.
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RATIONAL FLUID THERAPY IN
PRACTICE

*Poovazhagi V

Abstract: Fluid therapy is the cornerstone of pediatric
care; however, its complexity makes it a frequent source
of adverse events. This article outlines the evolution of
fluid management, emphasizing the shift towards isotonic
balanced salt solutions and away from hypotonic fluids
to mitigate risks such as iatrogenic hyponatremia and
fluid overload. The principles of fluid stewardship are
highlighted using the “4 D’s” (Drug, Dose, Duration,
De-escalation) and the R.O.S.E. (Resuscitation,
Optimization, Stabilization, Evacuation) models, which
guide dynamic management based on the patient’s phase
of illness. Key indications namely resuscitation,
maintenance and replacement are discussed,
incorporating recent guidelines for specific conditions
such as sepsis, dengue, burns, renal dysfunction and
trauma. The importance of frequent clinical assessments
and point-of-care ultrasound monitoring is emphasized,
reinforcing the critical balance; hypovolemia is harmful,
but hypervolemia is often more detrimental.

Keywords: Fluid therapy, Children, Critical care, Sepsis,
Dengue.

Points to Remember

 Crystalloids are the preferred first-line intravenous
fluids over colloids in children.

 Isotonic fluids are the standard of care; balanced
salt solutions may reduce the need for renal
replacement therapy compared to 0.9% saline.

 A goal-directed, phased approach using the
R.O.S.E. model minimizes the risks of both under-
resuscitation and iatrogenic fluid overload.

 Continuous clinical and laboratory monitoring is
essential to ensure patient safety.
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INBORN ERRORS OF IMMUNITY IN
CLINICAL PRACTICE - A PATTERN
BASED PRACTICAL APPROACH
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Abstract: Inborn errors of immunity, formerly known as
primary immunodeficiency disorders, comprise over
550 genetically defined conditions characterized by
immune dysregulation including autoimmunity leading
to susceptibility to infection, autoinflammation,
lymphoproliferation, and malignancy. Early recognition
relies primarily on clinical suspicion and pattern
recognition rather than advanced molecular diagnostics.
Severe, persistent, unusual, or recurrent infections,
early-onset autoimmunity, unexplained cytopenias,
chronic inflammation, and vaccine-related complications
should prompt evaluation. Initial assessment with
complete blood count, differential counts, and peripheral
smear often provides key clues guiding immunoglobulin
assays, lymphocyte subset analysis, neutrophil oxidative
burst testing, complement evaluation, and genetic studies.
A phenotype-driven, cell-based diagnostic approach
facilitates early referral.

Keywords: Inborn errors of immunity, Primary
immunodeficiency, Pattern recognition, Recurrent
infections, Autoimmunity, Pediatric immunology.

Points to Remember

 Inborn errors of immunity (IEI) are not uncommon
among children admitted with severe, recurrent,
unusual or persistent infections.

 Non-infectious clues like autoimmunity, immune
dysregulation and inflammatory patterns are
increasingly recognized as IEI presentations.

 Pattern recognition remains the cornerstone of
early diagnosis.

 Secondary causes, particularly HIV infection, must
be excluded before labelling IEI.

 A simple complete blood count (CBC) with
differential often provides crucial clues to the
immune cell involved and helps guide targeted
immunological testing.

 Early diagnosis alters outcomes - curative options
such as hematopoietic stem cell transplantation and
disease-modifying therapies including IVIG
replacement and biologics are increasingly
available.

 In IEI, vaccine decisions must be individualized

References

1. Tangye SG, Al-Herz W, Bousfiha A, Cunningham-
Rundles C, Franco JL, et al. Human Inborn Errors of
Immunity: 2022 Update on the Classification from
the International Union of Immunological Societies
Expert Committee. J Clin Immunol. 2022 Oct;
42(7):1473-1507.

2. Bousfiha A, Jeddane L, Picard C, Ailal F, Bobby
Gaspar H, Al-Herz W, et al. The 2017 IUIS Phenotypic
Classification for Primary Immunodeficiencies. J Clin
Immunol. 2018; 38(1):129-143.

3. Modell V, Quinn J, Orange JS, Notarangelo LD,
Modell F. Primary immunodeficiencies worldwide:
an updated overview. J Clin Immunol. 2018;
38(1):129-143.

4. Bonilla FA, Khan DA, Ballas ZK, Chinen J, Frank MM,
Hsu JT,  et al. Practice parameter for the diagnosis and
management of primary immunodeficiency. J Allergy
Clin Immunol. 2015; 136(5):1186-1205.

5. Notarangelo LD. Primary immunodeficiencies. J Allergy
Clin Immunol. 2010; 125 (2 Suppl 2):S182-S194.

* Associate Professor,
Department of Pediatrics,
Chengalpattu Medical College,
Chengalpattu, Tamil Nadu.
email: sarath1731@gmail.com



Indian Journal of Practical Pediatrics 2026; 28(1):15

15

Cite as: Raghu Nandhan S, Kiran Natarajan, Nikhil Kumar P, Mohan Kameswaran. Cochlear implants in children -
Expanding indication and their clinical implications, Indian J Pract Pediatr. 2026; 28(1):49-54.

IAP - IJPP CME 2025

COCHLEAR IMPLANTS IN CHILDREN -
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Abstract: Congenital severe to profound sensorineural
hearing loss is one of the most common sensory
impairments in childhood, significantly affecting speech,
language, cognitive development and quality of life.
Cochlear implantation has emerged as the safest and most
effective option for hearing restoration in such children.
Early identification through universal newborn hearing
screening is vital as it enables timely diagnosis and
intervention. Advances in screening tools have today
expanded eligibility criteria for early implantation.
Recent advances in biomedical engineering have
improved implantation strategies. Further,
comprehensive structured auditory verbal habilitation
program has resulted in optimal speech and language
development, when performed during the critical period
of neural plasticity which is ideally less than 6 years of
age. Thus, early and appropriate intervention remains
the cornerstone for successful establishment of hearing.

Keywords: Cochlear implants, Universal newborn
hearing screening, Early intervention, Auditory verbal
habilitation.

Points to Remember

 Congenital sensorineural hearing loss is a major
yet remediable childhood disability.

 Cochlear implants bypass the damaged cochlear
hair cells and directly stimulate the auditory nerve,
making them the most effective treatment for severe
to profound sensorineural hearing loss.

 Early cochlear implantation during the period of
auditory neural plasticity (preferably between 1 to
6 years of age) results in superior speech and
language outcomes.

 The joint committee on infant hearing, 1-3-6
guideline-screening by 1 month, diagnosis by
3 months and intervention by 6 months-remains
the global standard for optimal intervention and
auditory verbal habilitation.

 Successful outcomes of cochlear implantation
solely depend on a multidisciplinary approach.

 Multi-centric government and NGO collaboratives
to create widespread awareness with screening
programs will pave the way forward.
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NEONATAL JAUNDICE :
NEW THRESHOLDS, NEW TOOLS AND
NEW MODELS OF CARE

*Mangalabharathi Sundaram

Abstract: Neonatal hyperbilirubinemia is a common
problem even today. Bilirubin related brain injury still
occurs, especially when early detection and follow-up
fail. The American Academy of Pediatrics 2022 update
changed routine practice by shifting to a treatment-
threshold model and planning follow-up based on the
distance from the phototherapy threshold (-bilirubin),
with week-specific gestational age curves and a defined
escalation-of-care window. Several advances after 2022
are relevant for India, including updated risk framing
for G6PD deficiency, better recognition of hemolysis
beyond direct antiglobulin test alone, increasing use of
rapid point-of-care confirmation and emerging family-
centered, home-based phototherapy models.
The practical message for Indian settings is that higher
thresholds are safe only when objective screening,
fast confirmation and dependable follow-up systems are
in place.

Keywords: Hyperbilirubinemia, Neonatal jaundice,
Phototherapy, Point-of-Care testing, Transcutaneous
bilirubinometry, Smartphones.

Points to Remember

 The safest prevention strategies are simple:

 Measure bilirubin before discharge,

 Plan follow-up based on -bilirubin,

 Confirm high/near-line values with blood
testing,

 Deliver truly intensive phototherapy when
indicated,

 Treat escalation as an emergency.

 Higher thresholds do not mean relaxed care.

 Smartphone tools to be treated as screening aids
only, not for treatment decisions.

 Home phototherapy: should be treated as a
supervised care model, not just a device (needs
selection, monitoring and escalation plan).
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Abstract: Treatment options for malaria, especially
falciparum malaria, are continuously changing due to
the rapid development of resistance to individual drugs
used as monotherapy. Artemisinin-based combination
therapies are presently considered the drugs of choice
for uncomplicated falciparum malaria; however,
chloroquine remains the standard therapy for chloroquine
sensitive vivax malaria. Artemisinin-based combination
therapies are increasingly being considered for the
treatment of non-falciparum malaria. Artemisinin
resistance has also been increasingly reported in recent
years, and further research is necessary to develop novel
drugs and combination therapies to address these
emerging challenges and to achieve and sustain malaria
control, with the ultimate aim of malaria elimination.

Points to Remember

 Artemisinin-based combination therapy is the
cornerstone of treatment and is the first-line
therapy for P. falciparum malaria, while
monotherapy should be avoided due to rapid
development of resistance.

 Severe malaria is a medical emergency, and
intravenous artesunate should be initiated
immediately to reduce mortality.

 Primaquine is essential for the radical cure of
P. vivax malaria as it targets liver stages, but G6PD
deficiency must be ruled out before use.

 Antimalarial treatment should always be guided by

regional resistance patterns to ensure optimal
efficacy.
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Points to Remember

 The newborn chain of care starts with prenatal care
and extends to recovery and appropriate follow-up
in the postnatal period to ensure optimal short- and
long-term outcomes.

 Anticipate and prepare for resuscitation.
Team briefing, equipment check and antenatal
counseling are important steps.

 Discuss cord management plan before birth.
Delay clamping cord for a minimum of 60 seconds
if the neonate does not require resuscitation at birth

 Effective ventilation of the lungs, indicated by an
increasing heart rate, is the most important step in
resuscitation.

 Ventilation corrective steps, including the use of
an alternative airway (laryngeal mask or endo-
tracheal intubation), may be required if the heart
rate does not rise with assisted ventilation with a
face mask.

 Pulse oximetry is used to guide oxygen therapy and
meet oxygen saturation target ranges.

 Chest compressions are indicated if the heart rate
remains less than 60 beats per minute after
appropriate ventilation corrective steps, including
endo tracheal intubation.

 If the heart rate remains less than 60 beats per
minute after chest compressions, epinephrine is
indicated, preferably via an intravascular route.

 If all steps of resuscitation are effectively completed
and there is no heart rate detected by 20 minutes,
discontinuation of care may be discussed with the
team and family.
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Abstract: Cerebral vasculitis is a serious and potentially
devastating complication of bacterial
meningoencephalitis. Early recognition using advanced
neuroimaging and timely immunomodulatory therapy can
significantly influence neurological outcomes. We report
an infant with pneumococcal meningoencephalitis, who
developed early multifocal cerebral vasculitic infarcts
within the first week of fever. He was managed with
aggressive antimicrobial therapy, anti-seizure
medications and high-dose corticosteroids, resulting in
clinical stabilization and successful outcome without
neurological sequelae. This case highlights the diagnostic
challenges, role of diffusion-weighted magnetic
resonance imaging in early diagnosis and therapeutic
considerations.

Keywords: Pneumococcal meningoencephalitis,
Cerebral vasculitis.
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