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stibogluconate developed drug-related pancreatitis suggests that 

hyperamylasemia associated with stibogluconate therapy may 
not be uncommon. The paucity of reports describing this ad- 
verse effect may reflect a lack of monitoring serum amylase lev- 
els on a regular basis rather than a rare complication of therapy. 
We believe that levels of serum amylase should be monitored 
for all patients receiving therapy with stibogluconate. 

Anne E. McCarthy, Jay S. Keystone, and Kevin C. Kain 
Tropical Disease Unit, The Toronto Hospital, Toronto, Ontario, Canada 
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Goiter as a Manifestation of Disseminated Aspergillosis 
in a Patient with AIDS 

SIR-Invasive aspergillosis affects only 0.3%-0.69% of patients 
infected with the human immunodeficiency virus (HIV) [1-5]. 
In the invasive disease, Aspergillus frequently spreads beyond 
the primary site of infection, usually the lung, to others sites, 
especially the CNS [1, 3, 6]. The thyroid gland can also be af- 
fected [7], but most cases of aspergillar thyroiditis have been 

diagnosed only at necropsy. To our knowledge, only a single 
case of aspergillar thyroiditis in a patient with AIDS has been 

previously reported [1]. We describe a case of disseminated 

aspergillosis in a patient with AIDS who presented with goiter, 
pulmonary infiltrates, and a muscular abscess. 

A 24-year-old homosexual man with AIDS was admitted to 
our facility; his history included use of iv drugs, tobacco, and 

marijuana and the chronic occurrence of hepatitis associated 
with seropositivity for hepatitis B surface antigen. He had been 
found to be HIV seropositive in September 1988, when retroperi- 
toneal tuberculous lymphadenitis was diagnosed. He had experi- 
enced Pneumocystis carinii pneumonia in March 1991. Since 
then, his medications had included zidovudine and aerosolized 

pentamidine. 
On 25 June 1991 he consulted us as an outpatient because of 

a 2-month history of malaise, low-grade fever, nonproductive 
cough, and dyspnea with bilateral interstitial pulmonary infil- 
trates. Stains of bronchoalveolar lavage specimens were nega- 
tive. He received treatment with ciprofloxacin and dapsone plus 
pyrimethamine. Two weeks later, an intramuscular abscess that 
was 2.5 cm in diameter appeared in the left calf. Purulent mate- 
rial was obtained by fine-needle aspiration. A chest roentgeno- 
gram revealed a new area of consolidation in the upper right 
lobe. Pulmonary tuberculosis was suspected, and treatment with 

rifampin, isoniazid, and pyrazinamide was started. 
On 26 July 1991 (day 0), the patient was admitted to our 

hospital because neither his symptoms nor the roentgenographic 
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findings improved. On admission the patient appeared cachectic 
and tachypneic but afebrile. A painless goiter that was 5 cm in 
diameter and showed no signs of inflammation was visible. The 
white blood cell count was 3.6 X 109/L, with 69% neutrophils, 
25% band forms, 1% lymphocytes, 4% monocytes, and 1% mye- 
locytes. The CD4 lymphocyte count was 0.002 X 109/L, with a 

CD4/CD8 ratio of 0.02. At the time of admission, the calf ab- 
scess aspirate and bronchoalveolar lavage specimens yielded 
Aspergillus fumigatus. Blood cultures were positive for penicil- 
lin-resistant Streptococcus pneumoniae. Therefore, treatment 
with 15 mg of iv amphotericin B per day (-0.4 mg/[kg * d]) and 
iv ceftriaxone (2g/d) was started. 

Thyroid function was studied. The level in plasma of triio- 

dothyronine was 0.65 nmol/L (normal range, 1.3-2.7 nmol/L), 
and those of thyroxine, thyroid-stimulating hormone, and free 

thyroxine were normal. An ultrasonographic examination 
showed echoheterogeneous enlargement of the left lobe of the 

thyroid gland. A 99mTc scan demonstrated a cold nodule in the 
same locality. Fine-needle aspiration yielded purulent fluid, of 
which a smear contained acutely branching septate hyphae and 
a culture yielded A. fumigatus. Antithyroid antibodies were un- 
detectable. 

The dosage of amphotericin B was increased to 30 mg/d 
(~0.75 mg/[kg d]). However, fever appeared and the dyspnea 
worsened; finally, the patient died on day 14 because of respira- 
tory distress. He had received a total dose of 285 mg of iv am- 

photericin B. An autopsy revealed three fungal abscesses (diame- 
ter, 3 cm) in the right kidney, a fungal abscess (5 cm) in the 

thyroid isthmus, and numerous abscesses with necrotic and fun- 

gal material in both lungs. These findings were consistent with 
characteristics of disseminated aspergillosis. 

Fungal infections of the thyroid gland are unusual [7, 8]. Al- 

though aspergillar thyroiditis is found in up to 25% of cases of 
disseminated aspergillosis at postmortem examination [6], only 
a few case reports have been published [7, 9]. Among those, 

only one case involved a patient with AIDS [ 1]. The diagnosis of 
invasive aspergillosis can be very difficult to make and is often 
made at necropsy [3]. Frequently, isolation of Aspergillus species 
from the respiratory tract of patients with AIDS represents co- 
lonization only of the airway [10]. Invasive aspergillosis, how- 
ever, is uncommon and occurs most frequently in patients with 
risk factors, especially neutropenia [2]. Therefore, the diagnosis 
of invasive aspergillosis can be confirmed only by the demonstra- 
tion of tissue invasion by aspergillar hyphae or the recovery of 

Aspergillus species from normally sterile sites. Although our pa- 
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tient was not neutropenic, he had several risk factors for the 
development of invasive aspergillosis [3]: prior lung disease and 
broad-spectrum antibiotic and corticosteroid therapy for P. car- 
inii pneumonia. Moreover, his helper T-cell count was ex- 
tremely low. 

The patient we describe presented with fever and pulmonary 
infiltrates that were unresponsive to antibiotics. Important keys 
to the diagnosis were the finding of goiter and a muscular ab- 
scess and the subsequent recovery of A. fumigatus from these 
sites and from bronchoalveolar lavage specimens. When inva- 
sive aspergillosis is suspected in a patient with goiter or thyroid 
nodules, fine-needle aspiration should be performed to obtain 
material for stains and cultures. 

Juan C. Martinez-Ocafia, Joan Romeu, Mariona Llatjos, 
Guillem Sirera, and Bonaventura Clotet 

Departments of Internal Medicine and Pathology, Hospital Universitari 
Germans Trias i Pujol, Badalona, Barcelona, Catalonia, Spain 
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Septic Shock Due to Yersinia enterocolitica After 
Autologous Transfusion 

SIR-We report a case of septic shock due to Yersinia enterocoli- 
tica that occurred after an autologous transfusion of packed red 
blood cells. This rare but dramatic event has been described in 
cases of transfusion of heterologous erythrocytes. Contamina- 
tion of the blood cells results from bacteremia in healthy donors 
who are carriers of Y. enterocolitica, this bacterium can multiply 
and produce large quantities of endotoxin at 4?C, the tempera- 
ture at which units of blood are normally stored [1]. To our 
knowledge no case that occurred after autotransfusion has been 
described in the literature. Although autotransfusion guarantees 
total immunologic safety, microbiological safety is less certain. 
Preventive measures should be taken, especially if the candidate 
for operation has a recent history of diarrhea at the time blood is 
taken. 

A 15-year-old boy underwent surgery on 6 July 1992 for idio- 
pathic thoracic scoliosis. The Cotrel-Dubousset procedure 
lasted 4 hours and required intraoperative administration of 2 of 
the 3 units of packed red blood cells taken from the patient 
during the month preceding the operation (on 11, 18, and 26 
June) for the purpose of autotransfusion. On 7 June the patient 
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was febrile and had gastroenteritis, for which symptomatic treat- 
ment was instituted. No antibiotic was given at that time, and 

bacteriologic examination of the stool was not carried out. On 
the days blood was drawn, diarrhea persisted, but at the time of 

surgery, the patient was free of symptoms. 
In the immediate postoperative period, a blood culture was 

performed because of raised body temperature (39?C) and low 
blood pressure (90/40 mm Hg). Antibiotic treatment with cefa- 
zolin (1 g three times daily) was instituted at this time. Sixteen 
hours later the patient developed shock (drop in blood pressure 
to 70/30 mm Hg, tachycardia [140/min], oliguria, anemia [he- 
moglobin level, 7.9 g/dL], thrombocytopenia [platelet count, 
82,000/mm3], and renal failure [creatinine level, 190 ,mol/L]). 
Nine blood cultures were performed from 6 to 8 July. The two 
earliest blood cultures performed on the day after the procedure 
yielded a gram-negative bacillus identified as Y. enterocolitica on 

day 3. Following receipt of blood-culture results, therapy with 
cefazolin was replaced by that with cefotaxime (1 g, six times a 

day) and gentamicin (90 mg, two times a day). Because of the 

persistence of a poor hemodynamic state, the patient was trans- 
ferred to the intensive care unit. Treatment was changed on day 
9 to that with ceftriaxone (2 g once daily) and ciprofloxacin 
(200 mg twice daily). The course was favorable, and the pa- 
tient's temperature returned to normal on day 14. Antibiotic 
treatment was continued at the same dosage for 1 month; then 

therapy was switched to that with ciprofloxacin alone (500 mg 
twice daily), which the patient received for 2 months as an out- 

patient. 
The strain of Y. enterocolitica was characterized by the Centre 

National des Yersinia (Dr. E. Cariel, Institut Pasteur, Paris). It 

belonged to serotype 0:3, chemotype 4, and lysotype VIII. Serol- 
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