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Cryptococcal prostatitis and osteomyelitis

Cryptococcus neoformans is an encapsulated yeast which causes
infection in the central nervous system and pulmonary region in
immunocompromised persons. The prostate is a rare site of primary
cryptococcal infection, especially in immunocompetent persons.1

Cryptococcal osteomyelitis usually involves the vertebral system in
immunocompromised persons. Involvement of the tibia and ilium is
uncommon.2 We report a patient who had diabetes and cryptococcal
prostatitis followed by involvement of the ilium and tibia.

A 57-year-old man presented to us with a 15-day history of pain
over the upper part of the left leg. Two months ago he had undergone
a prostatic core biopsy at another institute where he was diagnosed as
having tuberculous prostatitis and put on antituberculous therapy. He
also gave a history of pain over the left hip region for 1 month.
Physical examination showed a tender swelling in the anterior aspect
of the proximal tibia and left ankle, and a tender swelling over the left
iliac crest. X-ray examination revealed osteolytic lesions in the tibia
and ilium (Fig. 1). An open biopsy of the left tibia and an incision and
drainage of the iliac crest abscess was performed. Histopathology of
the biopsy showed fibrosis, as well as an inflammatory infiltrate of
lymphocytes, histiocytes and neutrophils. Microscopic examination
after Gram-stain of the purulent material from the tibia revealed
scanty Gram-positive yeast, which on culture was identified as
Cryptococcus neoformans. Subsequent review of the biopsy
with periodic acid-Schiff (PAS) and mucicarmine stains showed
Cryptococcus.

Serum cryptococcal antigen was found positive by latex
agglutination. During his hospital stay, the patient was detected to
have diabetes (fasting glucose: 105 mg/dl). Serology for HIV was
negative. Serum immunoglobulin levels were normal. The patient
was put on oral fluconazole. After 10 months of follow up, he is
asymptomatic and has also shown radiological improvement. He
continues to be on oral hypoglycaemic agents. A retrospective
review of the biopsy slides and the use of PAS and mucicarmine
stains showed granulomatous prostatitis with irregular-sized yeasts
surrounded by a capsule which stained with mucin stains consistent
with Cryptococcus (Fig. 2).

This case has some noteable features. The patient was recently
diagnosed to have diabetes. He had primary involvement of the
prostate followed by osteomyelitis of the ilium and tibia, which was

earlier misdiagnosed as tuberculosis. Once the correct diagnosis was
made he showed complete clinical and radiological recovery after
treatment with fluconazole. Caballes and Caballes.3 reported a
misdiagnosed case of cryptococcal prostatitis in an immunocompetent
man. A review of skeletal cryptococcosis2 showed that almost 40%
had underlying conditions and almost 75% had involvement of only
one skeletal site. Cryptococcal bone involvement presents as an
osteolytic lesion.4 Lessons learnt from this case reiterate the fact that
all granulomas are not necessarily tubercular.

Cryptococcal infection must be looked for in granulomatous
infections even in immunocompetent persons.
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FIG 1. X-ray of the tibia with lytic lesions

FIG 2. Mucicarmine stain of the prostatic biopsy showing
Cryptococcus
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Attracting generation next to the rural health sector

Both in India and abroad, there has been some concern about the
development of health programmes for rural communities. To achieve
the goal of access to healthcare in rural India, organizational and
institutional problems must be overcome and suitable financing
mechanisms developed. Rural hospitals are a gold mine of clinical
material. They are excellent teaching grounds for undergraduates and
postgraduates, but are underutilized.

I feel that for a doctor to work in a rural set up she/he should have
certain qualities. These are an attitude, aptitude, desire and dedication
to adapt to a set up that is not as sophisticated as that in the cities or
institutes at which they have trained. Health professionals with the
willingness to change or try something new and provide the best
possible care with the available facilities to those living around them
are most suited.

Doctors with the above-mentioned qualities still leave because of
lack of appreciation and encouragement, lack of supervision, fear of
lagging behind academically and professionally, and of ‘lack of
support’ lest a complication arise.

How can we attract them?
Current admission procedures select students who have overcome
little hardship to gain admission and our training systems challenge
students even less. Our health policy makes it difficult to care for
patients in the most effective ways. Policy-makers and law-makers
representing the underserved seem to be unwilling to accept as
legitimate these and other reasons that dissuade many young doctors
from settling permanently in needy areas.1

Medical schools and universities need to incorporate into their
training programmes exposure in rural areas with rural doctors. This
will provide rural centres with a sense of belonging and a source of
referral for tertiary care. The ‘value’ of a doctor who can refer or
discuss a case with a referral centre increases in the eyes of the rural
community which does not want to settle for ‘second best’.

Academic designations and opportunities to further one’s
professional skills and stay updated by encouraging attendance at
workshops, conferences and providing study leave should be
encouraged. Dare I say that rural doctors should receive higher
salaries!

Institutions should be encouraged to link up with rural hospitals
on a regular basis for academic sessions and case discussions using
telemedicine.

Personal matters can be pivotal when it comes to a doctor wanting
to continue in a rural setting. Providing employment opportunities
for the spouse, educational subsidies for children, scholarships for
future study, good furnished housing and a vehicle allowance are
some ideas worth a thought.

People in small towns and villages need well trained doctors. The
heads of medical institutions and government programmes think it is
acceptable to send inadequately trained doctors to take care of these
populations. Rural people know better!1

Are we going to leave the rural Indian population behind to
languish? The older and present generation of health professionals
will retire or move on and it is vital that we look at this issue seriously.
A little more input into rural public health in terms of personnel and
finance, and the health status of people residing in our villages and
small towns will improve by leaps and bounds.
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Use of the emblem of the Red Cross Society by
doctors

The emblem of the International Red Cross Society is one of the most
recognized as well as misused symbols in the world. Doctors are
often the main culprits. The misuse of the emblem needs to be
checked to maintain the sanctity of the emblem and the organization
it represents. We assessed the frequency of misuse of the emblem and
ascertained the reasons for doing so in a cross-sectional study among
doctors at the Regional Institute of Medical Sciences (RIMS), Imphal
during June–July 2006.

Two hundred and fifty-one doctors were interviewed. We excluded
interns and house officers. The sample included 177 men and 112
postgraduate trainees. Fifty-six per cent of the doctors (141) were
<35 years of age. Forty-one doctors did not own a vehicle and 71 of
210 doctors (34%) who had a vehicle were using the Red Cross
emblem. The main reasons mentioned for using the Red Cross
emblem were: (i) the bad law and order situation in the region (25);
(ii) public not recognizing them as doctors (20); and (iii) the belief
that the emblem was a symbol of belonging to the medical profession
(13). Older participants (>35 years of age) used the Red Cross
emblem more frequently. Nearly half the vehicles owned by doctors,
which entered the RIMS campus used the Red Cross emblem.

Though there have been campaigns by volunteers of the Red
Cross Society against the use of the Red Cross emblem, many doctors
continue to use it. The reasons ascribed by them included bad law and
order situation in the state and ignorance. The state has witnessed
occasional conflicts between insurgents and the armed forces and
frequent ‘strikes’. In such conditions, doctors believe that displaying
the emblem provides them protection against untoward incidents.
Nearly half the doctors were not aware of the law prohibiting the use
of the Red Cross emblem and very few knew the penalty for its
misuse. In India, doctors, chemist shops, ambulances and quacks use
the Red Cross emblem with impunity and without fear of being
penalized.1   To prevent misuse of the Red Cross emblem it is
necessary to educate the lay public, as well as health professionals,
regarding the Red Cross Movement and its exclusive right to the use
of the red cross.
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Outbreak of diarrhoea in Daman and detection of
group B rotavirus from three adult cases

Group B rotavirus caused a series of widespread epidemics
of severe ‘cholera-like’ diarrhoea among adults in China during
1982–87, involving about 1 million cases.1 The virus was identified
and named as adult diarrhoea rotavirus (ADRV).2 The epidemiology
of group B rotavirus is poorly understood.

After a long gap, during 1997–98, 5 cases of severe adult diarrhoea
due to group B rotavirus were reported from Kolkata.3 Sen et al.
showed that CAL-1 is the prototype or wild-type strain and may be
a commonly occurring human pathogen.4 Following this, group B
rotaviruses similar to CAL-1 strain were detected by PAGE in 3
sporadic cases of diarrhoea among adults in Pune. This was during
screening of group A rotavirus-negative faecal specimens from adult
diarrhoea cases.5

At the National Institute of Virology, Pune, we received 5 faecal
specimens from adults afflicted during an outbreak of diarrhoea in
the Union Territory of Daman. While cholera was ruled out, other
pathogens were not investigated. The specimens were negative by
group A rotavirus ELISA.6 Therefore, the specimens were tested by
RNA PAGE and RT-PCR for group B rotavirus.7,8 The PCR product
was sequenced and the nucleotide sequences were aligned in Clustal
X and a phylogenetic tree was obtained using MEGA 3. Three of the
5 specimens showed typical group B rotavirus RNA electropherotypes
and group B rotavirus was detected in these specimens by PCR using
primers from gene 8 encoding NS2 protein. Nucleotide sequencing
of the nested PCR product confirmed the presence of group B
rotavirus strains, close to the NIV 984679 and CAL-1 strains reported
from Pune and Kolkata, respectively.

A total of 6598 houses from Moti Daman and adjacent areas of
Daman district were surveyed by health workers for cases of diarrhoea,
which occurred in October 2000. The total number of cases was 352
and the most affected age group was >10–40 years (n=173). Sixty-
nine patients were hospitalized. The fact that the outbreak of diarrhoea
occurred in winter among adults supports our findings.

This is perhaps the first report of detection of group B rotavirus in
an outbreak of diarrhoea in India.
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Who cares?—despite RTI Act

‘Let me go rabid if that be. The first person I will go and bite will be
the doctor there!’ These were the words of an old farmer returning
from the district hospital. This time, we had no words with which to
convince him that post-exposure rabies prophylaxis needs 5 doses of
antirabies vaccine (ARV) by the intramuscular (i.m.) route and that
it was his right to get it from the government hospital. Against our
wishes and left without any immediate choice we arranged for the
vaccine from the market.

This story began one morning when this man walked into our
clinic with a large, deep bite on his left hand caused by a dog known
to be rabid. He proudly told us that he had killed the rabid dog and
saved many others from being bitten. Indeed, he had done a courageous
job. He could not believe that we did not store the vaccine and tried
to pressurize us (may be the only way he knew how to get services
from doctors in the non-private sector) to give him the vaccine. We
enquired at nearby primary health centres (PHCs) whether the
vaccine was available. No PHC or rural hospital (RH) nearby had the
vaccine. The only public health outlet which could offer it to him was
the district hospital at Ahmednagar, about 45 km from this village, for
Rs 50 per dose (it is free of charge for only those who have a below
poverty line card). Knowing that the vaccine would cost him about Rs
300 per dose in the private sector besides other expenses (which
meant about Rs 2000 for the complete course), he chose the government
option. ‘I have never been to Ahmednagar. How will I go? Who will
accompany me? I have not even had a cup of tea yet. What about my
food? There is no bus now. How will I reach before 12 o’clock? Do
I have wings?’ he went on. We had no answer.

He returned to us the next evening straight from the district
hospital. Very tired and probably hungry. He had come to find out the
date for his second dose of ARV, as the date he had been given was
a Sunday.

He saw us next after having received the antirabies serum (indicated
in severe bites by an animal known to be rabid) and the first 2 doses
of ARV; after these, he was told not to return for any more.
Convincing ourselves that this must be a misunderstanding, we sent
him again for the third dose. He managed to get the third dose but with
an order not to return for any more. By this time this illiterate man was
aware that he needed 5 doses of ARV and was being denied complete
immunization against a fatal disease. When he returned from the
district hospital without receiving the fourth dose, he was upset. We
tried to speak to the concerned medical officer who expressed
helplessness, as it was the chief who ordered the number of doses for
each patient. When we contacted the chief, he said ‘Our doctors will
decide on the number of doses,’ and banged the phone down. We sent
this man again with a detailed letter requesting completion of
immunization. He managed to beg successfully for his fourth dose
but was threatened that if he came back again, he would not get the
vaccine. With great difficulty, we convinced him to go for the last
dose but this time he was refused not only verbally, but sent back with
a case paper duly signed by the chief saying ‘3 injections given. No
need of injection ARV.’ After having borrowed Rs 900, apart from
wages lost, this poor farmer was left unprotected from the risk of a
fatal disease by the public health system.

We therefore filed an application to the district government
hospital under the Right to Information (RTI) Act. We asked for
(i) the guidelines followed for the use of ARV, (ii) the number of
patients who had received 1, 2, 3, 4 and 5 doses of ARV over a period
of 3 months, (iii) the number of patients who had presented with a dog
bite but had not received ARV and the reasons for this (this question
was not answered due to non-availability of data).

The information sought by us was received on payment of Rs 346
to the district hospital. The letter sent to us mentioned that the office
staff had to spend 5 extra hours to gather the required information
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and hence the charges! The information provided for the period
15 October 2005 to 15 January 2006 showed that at the Ahmednagar
district hospital 394 patients had received only 1 dose, 154 had
received 2 doses, 95 had received 3 doses and only 8 and 7 had
received 4 and 5 doses, respectively.

The number of patients who received 5 doses of the vaccine in the
given period is very small compared to the number who received
3 doses and 1 dose. These numbers raise some questions:

1. If the vaccination was stopped after 3 doses in cases where the dog
was not rabid (this is decided by observation of the dog for
symptoms of rabies for 10 days after the bite), why was there a
decrease in the number of patients who had received 3 doses
compared with those who had received 1 dose?

2. Among those who had received only 1 dose, did some of the patients
take the remaining doses from elsewhere? However, knowing the
cost of the vaccine in the market and the poor availability of ARV
in other government outlets, this seems improbable.

3. Were these patients informed of the complete vaccination schedule?
4. Were the patients made aware of the implications of incomplete

vaccination?
5. Why did the patients discontinue vaccination?
6. Who is responsible if any of these patients develops rabies

subsequently?
7. Is non-availibility of free ARV in rural public health facilities

exposing many needy patients to the risk of rabies?

The stated guidelines for ARV are clear. Our patient had a grade
3 dog bite which carries the highest risk of rabies; a dose of antirabies

serum followed by 5 doses of ARV (i.m.) were indicated. The issue
is: Doesn’t this make a clear case of medical negligence by the
government hospital and a violation of the patient’s human rights?

It seems that the shortage of ARV in the public health system in
Maharashtra occurred after a decision by the Union Health Ministry
to exclusively use safer but more expensive tissue culture vaccines
(e.g. Rabipur, Verorab by Ranbaxy). The nerve cell vaccine (used
previously) had severe and even fatal reactions and was thus banned.
While the government showed concern in banning the previous
vaccine and introducing a safer one, it did not make an upward
revision in the budget allocation to ensure an uninterrupted and
adequate supply of the new vaccine in the public health system. The
Maharashtra Government’s plan to introduce the intradermal route of
administration for the newer vaccine will markedly reduce the cost
(up to 80%) and is a welcome move, but will it address the above
issues or will it add newer questions?
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