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Typhoid hepatitis with pancytopenia

Sir,
We read with interest the article entitled 'Typhoid
hepatitis' by S.N. Khosla.' We present here a case of
typhoid fever with two rare features, namely hepatitis and
pancytopenia (prior to treatment with chloramphenicol).
The combination ofhepatitis and pancytopenia in a single
case of untreated typhoid has not been reported
previously, to our knowledge.
A 16 year old male was admitted with a history of

continuous fever and jaundice for 15 days. The patient
also complained of pain in the abdomen, vomiting, and
loose motions for 10 days, prior to admission. The patient
did not receive chloramphenicol or any other antibiotic
prior to admission. On examination, the patient was
toxic, febrile, jaundiced, grossly dehydrated and had
altered sensorium. Hepatic flap was present. The
abdomen was mildly distended, and meteorism was
present. The liver was palpable 4 cm below the right
costal margin in mid-clavicular line and was soft and
tender; the spleen was not palpable. His haemogram at
admission revealed a total leucocyte count of 0.9 x 109/l,
(neutrophils 80%, lymphocytes 20%), Hb 58 g/l, packed
red cell volume (PCV) = 0.19, platelets 90 x 109/1. Peri-
pheral smear showed normocytic, mildly hypochromic
anaemia and white cells and platelets were markedly
reduced, all suggesting pancytopenia. Protamine sulphate
paracoagulation test was negative. Widal test was positive
with antibody titres of 1:320 for Salmonella typhi 'O'
antigen and 1:160 for 'H' antigen (Widal test repeated
after 4 weeks during convalescence showed a rising titre of
1:640 for both 'O' and 'H' antigens). Blood culture was
negative. Blood urea, blood glucose, serum sodium,
potassium and chloride were normal. Serum total bili-
rubin was 111 sLmol/l (normal 3.5-20.5 prmol/l). Direct
(conjugated) - 51 ltmol/l (normal 1.7- 5.1 prmol/l). Serum
alanine aminotransferase activity (SGPT) - 23 IU/l (nor-
mal 3-26 IU/1) and serum alkaline phosphatase - 16 KA'
units (normal 5-13 KA' units).
The patient was initially put on ampicillin injection, 1 g

6-hourly (chloramphenicol was not used as the patient
had pancytopenia); but as the fever pattern remained
unchanged with 5 days of treatment with ampicillin, the
patient was switched over to chloramphenicol injection,
500 mg 6-hourly. Forty-eight hours after, the patient
became afebrile.
The haemogram repeated at that time showed total

leucocyte count 5.9 x 109/1, differential leucocyte count
(neutrophil 68%, eosinophil 4%, lymphocyte 23%,
monocyte 5%), Hb 34 g/l, PCV 0.20, platelet count
280 x 109/1. Bleeding time and clotting time were
2 min 40 s and 3 min 10 s respectively. Liver function test
showed total bilirubin 37.6 j.mol/l, direct (conjugated)
18.8 jlmol/l, serum alanine aminotransferase activity
(SGPT) 55 IU/1, serum alkaline phosphatase 15 KA'
units.
The patient's jaundice disappeared totally by the sixth

day of treatment with chloramphenicol and the patient
was discharged from hospital with the advice to complete
a 2-week course of chloramphenicol at home.

His investigations, repeated 2 weeks after discharge,
showed a normal blood count and liver function tests.

Jaundice is known to occur rarely in typhoid fever
when it can have either a hepato-cellular or a cholestatic

pattern.2 However, when present, it is almost always
associated with a rise in serum aminotransferase levels.3
Reduction of single cell component like leucopenia or
thrombocytopenia is not unknown in typhoid fever,3 but
pancytopenia in an untreated case of enteric fever is
perhaps extremely rare. That the pancytopenia was
related to disease was proved by the fact that blood count
improved with recovery of the patient after treatment
with chloramphenicol. Blood culture in this patient was
negative, probably because the patient came to us in the
third week of illness.

Tarun K. Dutta
K. Bharatmoorthy

S. Samal
JIPMER,

Pondicherry 605 006,
India.
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Nasogastric catheter fastening technique

Sir,
Nasogastric catheterization is always an unpleasant pro-
cedure. The complaints of the patients are related to its
prolonged maintenance. Nose, throat and epigastric pain
are the most common complications of this procedure.
The tubes also induce nausea and vomiting.

Since catheters are usually necessary in medical prac-
tice, and sometimes for a long period of time, the
troublesome nature of nasogastric tubes should be
decreased to be better tolerated. The way of fastening the
tubes should be able to lessen the inconvenience. Not only
must the catheters be firmly attached to be kept in place
during the necessary time, but also they have to be
accepted by the patients.

Since 1979, we have fastened nasogastric tubes to the
upper lip with two adhesive tapes.' The first tape is
attached directly to the lip. The second tape surrounds the
catheter completely, and after an attachment to itself for
1 cm, this tape is attached to the first tape (Figure 1).

If the patient has a moustache, an inverted adhesive
tape can be used on the opposite side of the first tape, to
protect the moustache. In this case, the first tape must be
attached to the face. This fastening also centralizes the
tube in the nasal hole, far from the septum or walls. Even
if the patient moves the head to any side, the catheter does
not touch the nasal walls.
The technique presented in this communication avoids

trauma to the nose. Consequently, the patients do not
exhibit nasal pain, haemorrhage, ulceration or necrosis.
Secondary infections, perforations and sinusitis are
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Figure 1 Upper lip nasogastric catheter fastening.

prevented as well. A comparative study of this procedure
with other methods demonstrates its good tolerance and
maintenance of the tubes safely during the necessary
time.?
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Colonic tuberculosis with colonic carcinoma - a rare
association

Sir,
We read with interest the two articles on intestinal
tuberculosis describing the pathogenesis of the associa-
tion between ileal tuberculosis and carcinoma and the
rarity of isolated distal colonic tuberculosis.",2 We
recently had a patient with intestinal tuberculosis con-
fined to the sigmoid colon associated with adenocar-
cinoma at the same site.
A 60 year old Chinese man presented with bleeding per
rectum and altered bowel habits for 2 months and
pneumaturia for 2 weeks. He was on treatment for
diabetes mellitus for the past 3 years. A non-tender firm
mass of 10 cm x 5 cm was palpable low down in the left
iliac fossa. Sigmoidoscopy showed a large ulcer in the
lower sigmoid. Chest X-ray showed patchy opacities in
the right upper zone. Smears and cultures of sputum and
urine for acid-fast bacilli were negative. Barium enema

revealed irregular narrowing of the lower sigmoid with
colovesical fistula. Cystoscopy confirmed the vesical
fistula but there were no features of tuberculous cystitis.
Multiple biopsies from the bladder wall at the site of
fistula and the sigmoid ulcer showed non-specific inflam-
mation. Despite the negative biopsies, the diagnosis of
carcinoma of the colon with colovesical fistula was made
because of localized involvement of the sigmoid colon
and rarity of regional enteritis and diverticulitis of the
colon in Malaysia.
Laparotomy revealed a large mass in the lower sigmoid

which was adherent to the bladder. Other viscera were
normal. Resection of the sigmoid and upper rectum along
with partial cystectomy was done. Histology revealed
adenocarcinoma of the sigmoid along with caseating
granulomas containing epithelioid cells and Langhan's
giant cells. The paracolic nodes also showed large
confluent granulomas with Langhan's giant cells. Acid-
fast bacilli could not be demonstrated in the sections.
When the patient was reviewed 3 months following
anti-tuberculous therapy, the pulmonary lesion had
regressed.

In the case report on ileal carcinoma with tuberculous
ileitis, it was suggested that tuberculosis was premalig-
nant.' In our case, we believe that tubercle bacilli from the
lung secondarily involved the site of colonic carcinoma,
based on the following reasons: (a) tuberculosis of the
distal colon without ileocaecal involvement is rare;2 (b)
the short duration of colonic symptoms does not favour
tuberculosis being premalignant and (c) the reduced
immunity resulting from diabetes and local factors in a
malignant ulcer favour the establishment of tuberculous
infection.

Presence of caseous granulomas in the resected bowel
and regional lymph nodes are accepted as sufficient
criteria for diagnosis of tuberculosis.3 Both criteria were
present in our patient. Demonstration of acid-fast bacilli
in histological sections or on culture is not always
possible.4 The occurrence of colonic tuberculosis and
adenocarcinoma at the same site may lead to histological
misdiagnosis of either lesion and deserves to be remem-
bered.
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