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A Peripancreatic Abscess Containing Aspergillus in a 
Patient with the Acquired Immune Deficiency 
Syndrome

To the Editor: Unusual opportunistic infections may in
volve the pancreas or peripancreatic tissue in association with 
the acquired immune deficiency syndrome (AIDS) (1,2). We 
report the first case of Aspergillus contained within a peripan
creatic abscess in a patient with AIDS.

A 39-yr-old black male intravenous drug abuser and alco
holic with serum antibodies to the human immunodeficiency 
virus (HIV) demonstrated 2 months prior to admission and 
with biopsy-proven cirrhosis, presented with fever, dyspnea, 
and increasing abdominal girth over the prior week. He had 
no known history of prior opportunistic infection, pancreati
tis, pancreatic pseudocyst, steatorrhea, or diabetes mellitus.

Physical examination revealed a rectal temperature of 
38.2°C and a blood pressure of 130/70 mm/Hg. The patient 
had thrush and cervical and axillary lymphadenopathy. The 
abdomen was distended and tense. Shifting dullness was 
present. Bilateral leg edema was present. There were 7,200 
leukocytes/cu mm and 69,000 platelets/cu mm. The pro
thrombin time was 16.4 s (normal 11.5-13.0 s). The serum 
amylase level was 172 IU/m l (normal 40-200 IU/L). The 
serum aspartate aminotransferase (AST, SGOT) level was 105 
Karmen units/ml (normal 8-40), total bilirubin level was 2.2 
mg/dl (normal 0.2-1.2), and alkaline phosphatase level was 
151 IU /L (normal <115). The serum albumin level was 1.5 
g/dl (normal 3.5-5.5). Chest roentgenogram revealed bilateral 
upper lobe alveolar infiltrates. Bacteroidesfragilis was isolated 
from the blood. Peritoneal fluid analysis revealed a transudate; 
bacterial cultures of this fluid were sterile. The patient was 
treated with orally administered nystatin and intravenously 
administered bactrim, cefazol'in, gentamicin, and clindamy
cin. On the 13th hospital day, the patient died from sepsis 
and progressive liver failure.
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Autopsy revealed micronodular cirrhosis and a calcified 
and fibrotic pancreas.- Pathologic examination of peripan
creatic tissue revealed marked lymphoplasmocytic infiltration 
and necrosis. A 2-cm-wide abscess with a thick fibrous wall 
was attached to a peripancreatic lymph node. Pathologic 
examination of the lymph node revealed multiple bifurcating, 
septate, fine hyphae with the morphologic structure of Asper
gillus. Aspergillus was not detected in any other organ. Pneu
mocystis carinii and acid-fast bacteria were present in the 
lung.

Invasive aspergillosis is usually present only in patients who 
are immunosuppressed due to corticosteroid therapy, chronic 
childhood granulomatous diseases, and neutropenia (3, 4). 
Aspergillus infection of lungs, bronchi, the heart, and other 
organs, but not the pancreas, has been described in patients 
with AIDS (4, 5). All the reported cases were diagnosed at 
autopsy, suggesting difficulty in making a clinical premortem 
diagnosis. Circulating phagocytes appear to be the primary 
defense against Aspergillus invasion (6). The low reported 
incidence of Aspergillus infection in AIDS patients (4, 6) may 
be due to the fact that relatively less damage is caused to 
neutrophils than to T lymphocytes, by HIV.
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Helicobacter pylori and Bismuth Subnitrate

To the Editor: There is great interest in the treatment of 
gastric and duodenal infection with the organism Helicobacter 
pylori for the cure and prevention of peptic ulceration. To 
date the most effective regimens for the treatment of this 
infection all include the oral administration of a bismuth-


