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A rare case of a rectal polyp 
with gastric heterotopia
Sir,
Heterotopic gastric mucosa has been reported all along the 
alimentary tract, including the tongue, oesophagus, small intestine, 
biliary tract, gall bladder, colon, and rectum, the most common site 
being in Meckel’s diverticulum. In addition, heterotopic gastric 
mucosa has been described in the mediastinum, face, spinal cord, 
and umbilicus. However, heterotopic gastric mucosa in the rectum 
is a rare disorder.[1]

A 12-year-old boy presented with a history of painless bleeding 
per rectum for 10 years with a mass descending per rectum for 
a few days. The rectal examination revealed a 1  1 cm sessile 
polyp, 3 cm from the anal verge. The polypectomy specimen 
measured 3.5  2  1 cm and had edematous mucosa and a light 
brown soft cut surface. The microscopic examination showed a  
polyp, composed of a central core of loose connective tissue and 
covered by gastric body and antral type mucosa [Figure 1]. The 
Alcian blue-Periodic acid Schiff stain confirmed the presence 
of neutral mucin in the gastric mucosa [Figure 2]. However, 
there were no Helicobacter pylori organisms seen. There was no 
evidence of any dysplasia or malignancy.

Gastric heterotopia of the rectum is a rare entity with less than 
50 cases reported in the literature.[1] This lesion is more common 
in males with an average age of presentation being 21 years.[2] 
Endoscopically, the gastric heterotopia is frequently seen as a polyp. [3] 
The most common presentation is rectal bleeding with a mass 
descending per rectum, as is in our case. [4] The diagnosis is based on 
microscopic examination. One can find gastric body, pyloric, antral, 
chief, and parietal cells in the lesion. Helicobacter pylori organisms 
can colonize this gastric mucosa and cause ulceration and bleeding. 
However, our case did not show any Helicobacter pylori organisms. 
The definite treatment is complete excision.[4] The fact that gastric 
heterotopia in the esophagus and jejunum is known to undergo 

blood vessels producing thrombosis and tissue necrosis and 
widespread dissemination through blood stream leading to life-
threatening conditions.[4] Depending on where the fungal spores 
are deposited, mucormycosis may affect the nasal sinuses, lungs, 
gastrointestinal tract, brain, or skin. Skin infection usually results 
from traumatic inoculation, for instance with contaminated wooden 
splints or contaminated medical equipment, such as non-sterile 
bandages. Rare cases have occurred at catheter sites or insulin 
injection sites.[4]

Although the administration of appropriate antifungal agents is 
essential in systemic diseases caused by mucor, they are not essential 
in treating localized skin infections caused by this agent occurring in 
immunocompetent individuals infected by trauma, like Fournier’s 
gangrene where prompt and adequate surgical debridement may 
prove sufficient to affect clinical cure. [4,5] In our patient also, only 
surgical debridement and supportive treatment for renal failure 
cured the patient.

This patient’s illness was unique for four reasons:
• First, the etiologic agent, mucormycosis, has to our 

knowledge not yet been reported in world literature as a 
cause of Fournier gangrene.

• Second, contrary to the classical description, this patient had 
testicular gangrene which is most likely due to thrombosis of 
blood vessels of the testis due to involvement of the spermatic 
cord by the fungus. Mucormycosis should be considered 
a potential cause of these devastating perineal infections, 
especially in those with associated testicular gangrene.

• Third, it reinforces the fact that such invasive fungal 
infection can occur in immune-competent patients without 
any underlying predisposing factor.

• And fourth, it highlights the fact that surgical debridement 
alone without systemic antifungal therapy may prove 
sufficient for immunocompetent patients with localized 
forms of angioinvasive fungal infections.
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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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Figure 1: Rectal polyp lined by gatric body and antral type mucosa 
(hematoxylin and eosin, ×50)

Figure 2: Alcian blue-periodic acid Schiff  stain gastric and colonic 
mucosa (A PAS, ×10)
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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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