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malignant transformation emphasizes the importance of the diagnosis 
of heterotopic gastric mucosa in the rectum.[5] In cases of malignant 
transformation, fundic type of gastric mucosa is seen adjacent to the 
carcinoma with intervening mucosa showing areas of dysplasia. At 
the same time it is advisable to repeat a thorough gastrointestinal 
endoscopy to look for this lesion at other sites.
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Dual Salmonella typhi 
infection
Sir,
Enteric fever is endemic in our country. There have been reports 
of mixed infections with both Salmonella typhi and Salmonella 
paratyphi A.[1-5] These are usually identified by the biochemical 
reactions or during the disc diffusion susceptibility testing.[2,4] 
We present this uncommon case of S. typhi infection where we 
isolated two strains – a sensitive and a multidrug resistant strain 
from a single blood culture.

Our patient, a 30-year-old male, presented with fever, vomiting, 
and abdominal pain of 10 days duration. The fever was high 
grade, intermittent not associated with chills and rigors. The 
abdominal pain was colicky in nature. There was no history of 
vomiting or diarrhea. There was no significant past history. On 
examination, he was febrile. There was no hepatosplenomegaly. 
Laboratory investigations revealed: Hemoglobin 14.4 gm/dl, total 
leukocyte count of 7660 mm3, (polymorphs 70%, lymphocytes 
20%, and monocytes 05%). Alkaline phosphatase was raised: 
154 IU/ ml, alanine amonotransfarase: 127 IU/ml, and aspartate 
aminotransferase: 26 IU/ml. The blood culture was done by 
the BacT/alert system (BioMerieux, India). The bottle flagged 
positive after 12 h. A Gram stain was done from the bottle that 
revealed gram-negative bacilli. The broth was subcultured on 
5% sheep blood agar and MacConkey agar. Direct disc diffusion 
susceptibility testing and standard biochemical reactions were 
put up from the broth.

After overnight incubation, there were nonlytic colonies on the 
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blood agar and nonlactose fermenting colonies on the MacConkey 
agar. The biochemical tests were read as S. typhi with H2S 
production in the triple sugar iron with no gas production. 
However, on the Mueller Hinton plate of the susceptibility testing, 
double zones were seen for the following antibiotics- ampicillin, 
chloramphenicol, and trimethoprim-sulfamethoxazole. The 
zones for ceftriaxone and ciprofloxacin were in the sensitive 
range and the nalidixic acid disc had no zone (resistant). 
Agglutination with different colonies from the blood agar plate 
was positive for Salmonella poly O, TO and TH antisera and 
negative for AH antisera. All the plates were reincubated and 
observed after 48 and 72 h incubation. There was only one type 
of colony seen in both the MacConkey and blood agar plates. Ten 
colonies were randomly selected and biochemical reactions and 
susceptibility testing was put up from each of the colonies for 
ampicillin, chloramphenicol, trimethoprim-sulfamethoxazole, 
ceftriaxone, ciprofloxacin, and nalidixic acid. Here we found 
that all the colonies had the reactions for S. typhi but there 
were two types of susceptibility test patterns: One which was 
susceptible to the antibiotics tested except nalidixic acid and 
the other which was resistant to ampicillin, chloramphenicol, 
trimethoprimsulfamethoxazole and nalidixic acid. Hence, we 
concluded that there was a dual S. typhi infection – with a 
sensitive strain as well as a multidrug resistant S. typhi strain.

The patient was treated with injectable ceftriaxone and oral 
azithromycin for 10 days and was afebrile after the fifth day of 
treatment. On follow up, he remained asymptomatic.

Mixed infections with Salmonella serotypes are not commonly 
encountered. The author has previously reported two cases of 
mixed infections with S. typhi and S. paratyphi A.[2,4] However, 
mixed infection with two strains of S. typhi in the same person 
has not been reported in the literature to the best of our knowledge 
and search. It would be prudent to be vigilant and look out for 
mixed infections of Salmonella serotypes in suspected cases of 
enteric fever.
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G6PD deficiency in females 
screened at tertiary care 
hospital
Sir,
Females heterozygous for a defective glucose 6 phosphate 
dehydrogenase deficiency (G6PD) variant present a diagnostic 
challenge.[1] Unlike the males who are hemizygous for this gene 
and can be either normal or G6PD deficient, the females, in 
spite of having two G6PD genes, are either normal or deficient 
(homozygous or double heterozygotes), or intermediate 
(heterozygous). Because of X chromosome inactivation (Lyon 
hypothesis), heterozygous females are mosaics and since X 
inactivation is nonrandom, there can be varying phenotypes 
in heterozygotes females, with normal, intermediate or grossly 
deficient G6PD RBC activity, susceptibility to hemolysis 
and malaria and even severe neonatal hyperbilirubinemia. [1] 
Lyonization of the X chromosome has been observed in elderly 
females and is reported to increase with age thus elderly 
women who were biochemically not deficient at birth also 
have a theoretical chance of presenting with biochemical G6PD 
deficiency. [2] Prevalence of G6PD deficiency in women has been 
infrequently studied, no data is available from our country.

In steady-state conditions, a screening test is useful in those   
cases where the normal gene is preferentially inactivated. A 
total of 810 cases were screened for G6PD deficiency over 1 
year duration (January to December 2009). Sixty four percent 
(32/50) were males while 36% (18/50) were females. 50 cases 
were found to be G6PD deficient ( 6.17%),32 were males(3.95%) 
and 18 were females(2.22%). Commonest indication for G6PD 
testing in females was prior to starting dapsone therapy of 
dermatologic disorders and immune thrombocytopenic purpura. 

India has a diverse population and a recent review summarized 
G6PD prevalence across the country as 0–10%. The observed 
prevalence 6.17% in this study is concurrent with the 
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