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ABSTRACT: We are reporting a very unusual case of Bilateral upper limb gangrene in postoperative 

period in 3 day old neonate, who was admitted for the correction of congenital intestinal fistula with 

meckel’s diverticulum in exomphalos minor. A negative sepsis screen, absence of evidence of 

hypercoagulable state prompted us to make the diagnosis of IDIOPATHIC BILATERAL UPPER 

LIMBGANGRENE in this newborn. Because of the rarity we are reporting this case with wide review 

of literature. 
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INTRODUCTION: Peripheral limb ischemia and gangrene is uncommon in neonatal period. This 

condition may be precipitated by a wide variety of factors, prenatal and perinatal, leading to vascular 

occlusion.1 Treatment of this condition is supportive with prevention of sepsis. Once gangrene was 

established surgical debridement and amputation of toes was done. 

 

CASE REPORT: A 3 day old neonate, weighing 1.5 kg was admitted due to Congenital intestinal fistula 

with meckel’s diverticulum in exomphalos minor and posted for corrective surgery. On preoperative 

evaluation, it was a full term normal delivery with no complications during prenatal and perinatal 

period.  

There were no predisposing factors like arterial thrombosis, emboli, trauma, congenital heart 

disease, sepsis, coagulopathy, polycythemia, umbilical catheterization and birth trauma. Following 

investigations were done during preoperative evaluation-Hemoglobin- 20.8 g/dl, Hematocrit- 60.4%, 

Platelet count- 313^ 103 lakh/microlt., T.L.C-12.97 ^ 103/microlitre, D.L.C- Neutrophils -59%, 

Lymphocytes-36%, Monocytes-05%, Eosinophil -00%, Basophil -02%, R.B.S- 122 mg%, Blood urea-

35.0, Serum creatinine-0.9, Total Bilirubin-14.8 mg/dl, Serum Sodium-135.2mmol/l, Serum 

Potassium-5.45 mmol/l, Bleeding time- 2.10 min, Clotting time-5.15 min, Ultrasound abdomen- 

Bilateral cryptorchidism, Blood culture-No growth of microorganism, Chest X-Ray – Normal, Protein 

C & S was not done due to unaffordability and no evidence of coagulation abnormality.  

On the morning of surgery baby developed peripheral cyanosis because of which surgery was 

postponed and ECHO was done ECHO-Normal heart, Normal LVEF, No clot/ vegetation’s.  

Next day baby was taken up for surgery under general anaesthesia, during intraoperative 

period to rule out congenital anorectal abnormalities surgeons administered saline through the anus 

leading to development of hypothermia and bradycardia which was treated with Atropine and 

warming the baby with warmer. After 30-45 minutes of warming the baby, bilateral skin changes 

were noticed in the upper limb fingers, which was followed by peeling of skin on POSTOP DAY 1 and 

established dry gangrene BY POSTOP DAY 3. These BILATERAL changes were attributed as warmer 

induced injury by the surgeons.  
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During the post- operative stay child was hemodynamically stable with no evidence of 

infection. After three weeks of hospital stay child was discharged and sent home. 

Intravenous antibiotics amikacin and ceftriaxone was given during hospital stay and dressing 

of the involved areas with silver sulfadiazine ointment was carried out twice daily. 

 

 
 

 

 

 
 

 

 

DISCUSSION: Bilateral upper limb gangrene in neonates is rare event. Etiology is not identified in 

most cases and management is usually conservative2 with debridement and amputation of 

gangrenous part. It results from diminished perfusion of a part of the body, usually the extremities. 

Known etiologies include hypercoagulable state, in uteroarterial thrombosis, polycythemia, maternal 

diabetes, birth trauma, prematurity,2 congenital syphilis,3 umbilical artery cannulation,4 intravenous 

hyperosmolar infusions and sepsis 5, In majority of cases, an etiological factor is not identified. Upper 

limb gangrene is more frequent compared with that of lower limbs.2,4,5 

In our case, sepsis and other causes were ruled out based on investigations. Also as parents 

were worried, this ruled out physical abuse. Blister formation (indicating superficial skin damage) 

and gangrene have been described with frostbite in adults.6  

FIG. 1: SHOWS GANGRENE OF FINGERS OF LEFT HAND 

 

FIG. 2: SHOWS GANGRENE OF FINGER OF RIGHT HAND 
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Management includes systemic antibiotics and dressing with local antibiotics so that first 

infection gets controlled before debridement of gangrenous part.  

Early surgical intervention is indicated in the presence of severe or progressive ischemic 

changes. More often, there has been progression to spontaneous slough or autoamputation5,7 or 

surgery and limited amputation. In our index case blisters were present in upper limb and no effect 

on the lower limb. Infant recovered with debridement and conservative amputation. Kothari et al8 

managed four cases of lower limb gangrene in neonates, all presented with bilateral gangrene and 

required amputation and in two of them no cause was found.  

Also Nagai et al9 described the two cases of intrauterine gangrene of bilateral lower limb 

complicated by twin-to-twin transfusion syndrome requiring below knee amputation. In our index 

case, presentation was bilateral (warmer induced injury should be unilateral), almost symmetrical, 

with clear line of demarcation as in dry gangrene and amputations of digits was required. Sepsis can 

lead to gangrene but as sepsis has been ruled out in the index case and no other etiology found, 

therefore it has prompted us to make the diagnosis of idiopathic bilateral upper limb gangrene in this 

newborn. 
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