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Atypical presentation of Henoch–Schönlein purpura

An 11-year-old girl presented to our hospital with rashes and joint
pains for 20 days. There was no history of fever, abdominal pain or
bleeding tendencies. On examination, her vital signs were stable with
a blood pressure of 110/60 mmHg. Dermatological examination
revealed palpable purpura all over the lower limbs, buttocks, face and
upper limbs including the palms and fingers. She had an enlarged
liver, palpable 3 cm below the costal margin and an enlarged spleen
palpable 1 cm below the costal margin. Other systems were
unremarkable. Investigations showed haemoglobin 12.6 g/dl, total
leucocyte count 9800/cmm, platelets 374 000/cmm and erythrocyte
sedimentation rate (ESR) 55 mm in the first hour. Results for tests
such as C-reactive protein, blood smear, blood sugar, kidney functions,
liver enzymes, urine microscopy, chest X-ray and abdominal
ultrasound were normal.

Another 10-year-old girl presented with skin rashes and fever for
7 days with abdominal pain and bleeding for 1 day. She was febrile
(100 °F) with a blood pressure of 96/64 mmHg. Examination revealed
palpable purpura over the lower limbs, buttocks and upper limbs
including the palms and fingers. She had an enlarged liver 2 cm below
the costal margin and a just palpable spleen. Investigations showed
haemoglobin 13.6 g/dl, total leucocyte count 5600/cmm, platelet
count 594 000/cmm and ESR 55 mm in the first hour. Results for tests
such as C-reactive protein, blood smear, blood sugar, kidney functions
and abdominal ultrasound were normal. Urine microscopy showed
10–12 red blood cells per high power field.

The skin biopsy and direct immunofluorescence studies in both
patients showed deposits of IgA around small blood vessels suggestive
of Henoch–Schönlein purpura (HSP). Both patients responded to
steroids.

HSP presents with the classic tetrad of abdominal pain, non-
thrombocytopenic purpura, arthritis and nephritis.1 Dermatological
manifestations of HSP are characteristic and palpable purpura in the
lower limbs is the hallmark of the disease.2,3 The lesions are typically
symmetrical and distributed over dependent areas of the body which
are subject to pressure such as the ankles, feet and lower limbs in older
children and adults and the back, buttocks and upper thighs in young
children.3 Classical skin lesions are rare on the face and upper limbs,
except in infants.1–3 Besides classical skin lesions, our patients also had
purpura over the face and upper limbs including the palms. A probable
reason for the low incidence of facial involvement could be that the
lesions depend on gravity, which would cause greater intravascular
pressure in the lower limbs, therefore causing extravasation of plasma.1

The diagnosis of HSP is usually clinical; skin biopsy is rarely
needed, except in young children.5 We did a skin biopsy in view of the
atypical presentation involving the face and the palms. Purpura and
petechiae of the palms can occur in various diseases such as rickettsial
fever, bacterial endocarditis, disseminated meningococcaemia and
hypersensitivity vasculitis due to drugs. However, children with HSP
do not look ill unlike those with infections. To add to the confusion,
most patients with HSP have splenomegaly just like children with
infectious diseases. Our patients appeared well and also had
splenomegaly. We diagnosed HSP according to the Pediatric
Rheumatology Society (PReS) criteria in spite of purpura over the
face and the upper limbs.4

HSP may simulate common infectious diseases and pose a
diagnostic difficulty for the clinician. Although rare, involvement of
the face and the upper limbs can occur in patients with HSP. For the

proper diagnosis of systemic vasculitis there is a need for cooperation
between dermatologists and paediatricians.
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How clean are the hands of medical students?

The hands of healthcare workers (HCWs) have been regarded as a
means of spreading nosocomial infections.1 An increase in compliance
with handwashing has been shown to decrease the incidence of
nosocomial infections by up to 50%,1 as it removes transient flora.
Handwashing is regarded as the most effective measure in preventing
the spread of hospital-acquired infections.1 Though the importance of
handwashing is emphasized, its adherence by medical students is
doubtful.

Following approval by the ethics committee, a cross-sectional
study, using a semi-structured questionnaire, was done among
undergraduate medical students attending clinical postings from July
to September 2011 at Kasturba Medical College, Mangalore,
Karnataka. The study aimed to determine the level of bacterial
contamination on their hands and evaluate their knowledge, attitude
and practices regarding handwashing.

Second to fourth year medical students attending clinical postings
in the departments of obstetrics and gynaecology, general medicine,
preventive and social medicine, and surgery were included in the
study. Students with any evidence of recent skin/nail infections or
allergies were excluded from the study. Participants were asked to
come to the microbiology laboratory immediately after their clinics,
where a sample of their hand flora was obtained using the Broth Rinse
technique2 and bacteriological identification was done by standard
microbiological techniques.

Of the 105 students included in the study from different
departments, 27 were from medicine, 28 from surgery, and 25 each
from obstetrics and gynaecology and preventive and social medicine.
There were 52 senior (fourth year) and 53 junior (second and third
year) students; 51 men and 54 women.
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We observed that 57.1% (60) of students were aware of the correct
method of handwashing, 70% (42) claimed that they learnt the
technique of handwashing by reading it somewhere, and only 25%
(15) said that it was taught in class/clinics by professors or postgraduate
students. This indicates the poor emphasis on handwashing in our
curriculum. Although most students reported that they were aware of
the risk of cross-transmission to patients as a result of non-adherence
(98.1% [103]), only 80% (84) claimed adherence to handwashing;
72.6% of the senior students, 86.9% of juniors, and only 66% of
students in medicine.

Pittet et al. hypothesized that since physicians themselves have
poor adherence rates to hand hygiene, they may serve as negative role
models, such that even if students were taught the method in the past,
they abandoned the habit.3 Although 60.9% of students washed their
hands only after all their clinical contacts, 50.5% claimed to spend
less than 10 seconds for their handwash. Studies mention that HCWs
spend 6.6–24 seconds on handwashing.4 Perception towards hand
hygiene between successive patient contacts was much lower (23.8%)
in our study compared to other studies where awareness was up to
three times more.3

The hands of medical students screened had a mean colonization
of 3.1105 to 4.2107 cfu/ml of broth, which was similar to other
studies.5 Additionally, students rotating in the Department of
Preventive and Social Medicine had a significantly (p=0.002) higher
colonization (4.2107 cfu/ml) than students of other departments.

In retrospect, it is possible that inaccessibility to hand hygiene
supplies, forgetfulness on behalf of HCWs, perceiving the patient’s
need as a priority over hand hygiene, and insufficient time for hand
hygiene6 may have been contributing factors influencing this increased
bacterial colonization. Handwashing facilities are often not available
where students are posted to camps or urban health centres.

Twenty-two (20.9%) of the students had Gram-negative bacteria,
98% (102) Gram-positive cocci, and 20.9% (22) both Gram-positive
and Gram-negative bacteria; 42% (44) students were colonized with
Staphylococcus aureus (S. aureus), among whom 15.2% (16) were
methicillin-resistant. S. aureus is a common pathogen harboured on
the hands of HCWs. Ayliffe et al. showed that 29% of nurses in a
general hospital harboured S. aureus and 30% harboured Gram-
negative bacteria.7 Acinetobacter spp. 13.3% (14), a common
nosocomial pathogen, was the most prevalent Gram-negative bacteria
in our study, followed by Klebsiella pneumoniae 1.9% (2), Citrobacter
spp. 1.9% (2), and Pseudomonas aeruginosa 1.9% (2).

In conclusion, a greater emphasis needs to be placed on educating
medical students about effective ways of infection control in hospitals.
Through continuous education and reinforcements, handwashing
should not merely become a norm but a reflex action among the
coming generation of HCWs.
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Assessing long-term motivation of trained volunteers
of a psycho-oncology workshop

Cancer Patients Aid Association (CPAA), a non-governmental
organization (NGO), is based in Mumbai, Maharashtra, India. We
support poor and needy patients with cancer. Our holistic approach
includes medical and financial aid for patients, cancer awareness and
early detection in targeted groups such as students, housewives,
professionals and labourers, as well as rehabilitation of cancer
survivors. CPAA is also active as an advocacy group working
towards tobacco-free work areas, banning sale of tobacco products
near schools/colleges, and affordable pricing of cancer medicines.

An important activity of CPAA is a 3-day psycho-oncology
workshop to train volunteers to support cancer patients. Volunteers
in cancer hospitals and clinics provide guidance and help patients to
access various services in hospitals such as chemotherapy, radiation
therapy and pathology laboratories. Volunteers provide access to
information and spend time with patients which eases their anxiety
and helps them and their family members cope with cancer. Thus, it
is useful to train volunteers for providing such support to cancer
patients.

Since 2007, we have trained 400 volunteers from all walks of life.
The training modules consist of an introduction to cancer and its risk
factors; various treatment modalities and palliative care; mental
adjustment and psychological needs of cancer patients; loss, grief and
coping by the patient and family; introduction to counselling skills;
ethics in volunteering; genetic counselling; and stress and burn-out of
volunteers. The training is provided through interactive lectures, role-
playing and presentations by the faculty, which consist of a psychologist,
oncologist, genetic counsellor and palliative care specialist.

As there are several career opportunities for volunteering work
with cancer patients, NGOs find it a challenge to keep volunteers
interested in working for long. Despite the initial motivation and
commitment of volunteers, their attrition rate in non-profit
organizations is high.1

We aimed to assess the motivation of volunteers who had
participated in the training workshops. We contacted trainees from
2009 to 2011. An initial request was sent by email, followed by an
SMS (short message service) note. The participants trained at our
workshop were requested to complete a questionnaire, with respect
to their current status as volunteers, time spent on active duty, and
suggestions for improvement of the training workshop. A total of 262
volunteers were contacted, of which 32 (12.2%) responded; 15 of
these 32 (46.9%) stated that they had not done any volunteering since
the training, 8 (25%) had used the training sparingly with their friends
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and family; and 9 (28.1%) actively used the training to support and
counsel patients in various hospitals.

A total of 230 volunteers did not respond to the questionnaire and
this may imply apathy of the trained volunteers. The lack of response
may be attributed to lack of sustained motivation, priority conflict
and insufficient time available for cancer patients. The respondents
indicated that they enjoyed the 3-day workshop.1,2 A major factor for
initial participation in the psycho-oncology workshop was family
members being diagnosed with cancer, and/or mortality, recurrence
or relapse of cancer in a close family member or friend. The workshop
trainees said that the training cleared several misconceptions and
myths associated with cancer. The participants indicated that a lacuna
in training was lack of exposure to cancer patients and practical
training as observers in cancer clinics and hospitals. Hence, to help
sustain long-term motivation, we propose to include practical training
under professional guidance for our forthcoming workshop
participants. We also propose an annual refresher course for trained
volunteers, which may keep their motivation level high.
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India’s contribution to folic acid research after Lucy
Willis and Subbarow

We read with interest the historic paper of Lucy Willis on application
of yeast extract in pernicious anaemia and nutritional macrocyte
anaemia. The impact written by Dr M. Chandy is also interesting.1

Lest researchers feel that India stopped contributing to folic acid
research after this seminal work, we provide some information on the
subsequent research on folic acid. Several population-based studies
on folate deficiency across India and by Indians abroad have been
published.2–5 Dr J.B. Chatterjea’s laboratory at the School of Tropical
Medicine, Kolkata, West Bengal; Selwyn Baker’s laboratory at the
Christian Medical College, Vellore, Tamil Nadu; Dr Saraya’s
laboratory at the All India Institute of Medical Sciences, New Delhi;
K.C. Das’s laboratory at the Postgraduate Institute of Medical
Education and Research, Chandigarh; Satoskar’s laboratory at the
K.E.M. Hospital, Mumbai and Noronha’s laboratory at Bhabha
Atomic Research Centre, Mumbai, Maharashtra provided important
data on folic acid deficiency.6

Some highlights of the seminal work from Dr Das’s laboratory
are:

1. Vitamin B12/folate in severe iron deficiency can be associated
with covert folic acid deficiency and is apparent only on neutrophil
lobe count or gets unmasked after iron is given therapeutically.7

2. Developed a modified deoxyuridine suppression test that was
used to discriminate folate and B12 deficiency in a test tube.8

3. Showed that transport of folic acid across cell membranes is
dependent on the presence of adequate amount of vitamin B12 in
the system.9

4. Phytohaemagglutinin-stimulated lymphocytes from patients who
now had normal folic acid balance showed abnormal deoxyuridine
suppression test7 if the patient was deficient in folic acid in the
past. Chromosome breakage in these patients also suggested that
cells may remember past folate deficiency.10,11

5. Experimental folate deficiency in female Rhesus monkeys was
studied by Mohanty and Das using various tools such as
autoradiography, cell kinetics, etc. which were modern at that
time.12 They showed gross morphological dysplasia of vaginal
epithelial cells mimicking cervical intraepithelial neoplasia (CIN)
and hormonal disturbance along with polycystic changes in the
ovary. They also showed G2/M arrest of cell cycle in folate/B12
deficiency in many rapidly dividing organs and tissues by
continuous infusion of tritiated thymidine followed by painstaking
autoradiography.

6. Their laboratory also showed defective in vitro respiratory burst
and phagocytic activity due to experimental folate deficiency.13

Selwyn Baker14 at Christian Medical College, Vellore not only
studied folic acid balance in idiopathic tropical malabsorption
syndrome along with his co-worker V.I. Mathan, he also popularized
the clinical use of sequential low-dose folic acid and vitamin B12 in
clinically determining which micronutrient is deficient in a particular
patient when detailed laboratory investigation is not possible or
feasible.

During the 1960s to the 1980s, investigators did exceptional work
on folic acid. Noronha worked with Silverman to develop their
famous15 methyl folate trap hypothesis of vitamin B12 deficiency.
Later, Noronha established a very good laboratory of B12/folate
studies at Bhabha Atomic Research Centre. Dr Khurseed Jeejeebhoy at
the radiation medicine centre of Tata Memorial Hospital, Mumbai was
also active in folic acid and other micronutrient research in the 1960s.6

To summarize, there is a rich heritage of research on folic acid in
India. Unfortunately, the leads provided by previous workers have
not been followed up by present-day haematologists, probably because
folic acid research is not fashionable. As a result, not many in India
remember our research contribution to this important vitamin. The
research agenda on this important vitamin is not yet exhausted as
shown by the association of this vitamin deficiency with hyperhomo-
cysteinaemia,16 coronary artery disease and other thrombotic
tendencies. The National Institute of Nutrition continues to contribute
meaningfully to research on folic acid deficiency in India.17,18
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Rash associated with influenza B virus infection

Rashes associated with acute fever among children pose a challenge
to paediatricians because several bacterial and viral infections present
in this manner.1–3 Among children, up to 20% of rashes are associated
with bacterial infections.1,3,4 Measles and enteroviruses play a major
role in virus-induced rashes.1,5–7 Rash associated with influenza is not
so common.

A medical practitioner from an urban health training centre
(UHTC) in Alappuzha requested the Kerala unit of the National
Institute of Virology (NIV) to investigate an 11-year-old boy who
complained of fever (temperature up to 40°C), maculopapular rash,
cough and rhinorrhoea. The child had been suffering from these
symptoms for 3 days before he came to the hospital. There was no
history of recent travel or contact with sick people. Measles infection
was suspected because of the high fever and maculopapular rash, and

blood, urine and nasal/throat swab specimens were collected. The
specimens were then tested for the measles virus by reverse
transcriptase polymerase chain reaction (RT-PCR), but the result was
negative. In the mean time, the blood and urine culture reports from
the Department of Microbiology of the Medical College Hospital
were also found to be negative. This necessitated further investigation
of the causative agent of the disease. The nasal/throat swab specimen
was then screened for influenza virus by real-time RT-PCR for
influenza A (H1N1) pdm09, seasonal A (H3N2, H1N1) and influenza
B viruses. The result was positive for the influenza B virus. The virus
was isolated and characterized, and was found to be of the B/Victoria/
2/87 lineage.

It is difficult to make a diagnosis of influenza on clinical grounds
because there are no specific signs or symptoms.8,9 The severity of
influenza among children ranges from subclinical illness to severe
disease that affects multiple organs.8 In addition to its characteristic
symptoms, such as fever and respiratory tract illness, influenza can
present in other forms too, including croup, bronchiolitis, pneumonia,
bacterial sepsis, and cardiac, muscle or renal complications.8

There are some reports of influenza A being associated with a
rash, but there is no description of the influenza B virus being
associated with a rash, except in a study carried out by Hope-Simpson
and Higgins in Great Britain.10 In brief, we have described the case of
a child who had an acute illness suggestive of measles infection, but
who was found to be suffering from influenza B virus infection. This
highlights the importance of careful screening of specimens for the
detection of the causative agents which may be associated with the
acute fever and rash. To the best of our knowledge, this is the first case
from India of a child suffering from an acute fever associated with a
rash due to influenza B virus.
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Peripheral gangrene in a patient with
Plasmodium vivax malaria

A 75-year-old woman presented with blackish discolouration of the
fingers and toes for 3 days. She had initially developed high fever
with chills and rigors followed by the sudden onset of burning
sensation over the fingers and toes. There was no history of digital
ulceration, Raynaud phenomenon, oral ulcers, malar rash, joint
pains, chest pain, dyspnoea, convulsions or stroke. On examination,
all peripheral pulses were felt normally and systemic examination
was unremarkable. Examination of the hands and feet revealed
blackish discolouration of all the fingers and toes, which were cold,
shrunken and dry with a definite line of demarcation, without any
local rise of temperature or ulceration (Fig. 1). Routine laboratory
investigations were normal except the peripheral blood film which
showed Plasmodium vivax (P. vivax). A Doppler study of the

FIG 1. Symmetrical peripheral gangrene

extremities was normal. Biopsy from the site of gangrene showed
fibrin deposits almost occluding the lumen of all the dermal vessels
along with perivascular infiltration. A diagnosis of P. vivax malaria-
induced gangrene was made. The patient was treated with quinine and
a third-generation cephalosporin.

Symmetrical peripheral gangrene (SPG) is defined as symmetrical
distal ischaemic damage at two or more sites in the absence of large
vessel obstruction.1 It usually occurs due to bacterial, viral and
rickettsial infections as well as following complications of
paraneoplastic syndrome, ergot poisoning, Raynaud phenomenon,
polymyalgia rheumatica, C-reactive protein deficiency, sickle cell
disease and use of vasopressor drugs.2 Disseminated intravascular
coagulation (DIC) can cause SPG in patients with falciparum malaria.3

Although DIC may occasionally complicate P. vivax malaria,4 both
DIC and SPG are rarely seen in this infection.
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