
229CID 1998;26 (January) Brief Reports

Despite treatment with amphotericin B, the patient’s condition biliary tree, the acquisition of specimens for microbiological study,
and reduced hepatotoxicity of itraconazole. External biliary drain-did not improve (g-GT level, 2,932 U/L; ALP level, 5,948
age, in conjunction with itraconazole therapy, appears to be a safeU/L), and therapy with amphotericin B was replaced by that with
and effective treatment for this rare form of aspergillosis.itraconazole (400 mg/d) on the day the fungus was isolated. One

month later, the bile cultures were negative for fungi, and 3 months
later clinical and radiographic data were markedly improved
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chyma; infection involving the bile tract is very rare and usually is
associated with disseminated aspergillosis [2], a scenario that was
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not demonstrated in our patient. A prominent feature of the cases
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fungi and viral isolation studies of urine and blood were all nega-Prostatitis and Epididymo-Orchitis Due to Aspergillus
tive. Findings on renal ultrasonography were also normal.fumigatus in a Patient with AIDS

Presumed infective prostatitis was diagnosed, and treatment with
oral ciprofloxacin (500 mg b.i.d.) and iv cefuroxime (750 mg t.i.d.)To our knowledge, we describe the first case of prostatitis and
was administered for 2 weeks without clinical benefit. Followingepididymo-orchitis due to Aspergillus fumigatus in a patient with AIDS.
this empirical therapy, the patient’s condition worsened, with per-A 37-year-old HIV-infected male with no preexisting renal dis-
sistent pyrexia (temperature, £38.47C), weight loss of 6 kg, andease was admitted to the hospital with a 2-week history of dysuria
worsening anemia requiring transfusion. Results of an intravenousand polyuria, which had not responded to therapy with co-amoxi-
urogram and the appearance of the urethra and bladder on cystos-clav. Previous AIDS-defining illnesses in this patient were Myco-
copy were normal. Histological examination of a transurethral nee-bacterium avium complex infection, esophageal candidiasis, and
dle biopsy specimen of the prostate showed inflammatory debrisrecurrent bacterial pneumonia. Physical examination revealed su-
containing small numbers of fungal hyphae suggestive of Aspergil-prapubic tenderness and marked prostatic tenderness. Results of
lus species. The results of stains for mycobacteria were negative.blood tests were as follows: hemoglobin, 9.9 g/dL (mean corpuscu-
After the prostatic biopsy was performed, empirical therapy withlar volume, 127 fL) and WBC count, 3.6 1 109/L (neutrophils,
oral azithromycin (500 mg q.d.) and fluconazole (100 mg b.i.d.)1.27 1 109/L and CD4 lymphocyte count, 21 1 106/L). Results
was instituted, followed by iv piperacillin/tazobactam (4.5 g t.i.d.)of urinalysis revealed a WBC count of ú10 1 106/L and a RBC

count of õ1 1 106/L. Yeast cells were present, but cultures of and gentamicin (100 mg b.i.d.) with limited clinical benefit.
three early morning urine specimens for fastidious bacteria and The fluconazole dose was increased to 200 mg b.i.d., with im-

provement in the patient’s condition; however, 2 weeks later his
dysuria worsened and the patient developed pain on defecation
and tenesmus. Therapy with oral flucytosine (1 g q.i.d.) and iv
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Princeton, NJ) after eight doses and continued for 3 weeks, re-
Clinical Infectious Diseases 1998;26:229–31 sulting in abatement of symptoms. The cumulative doses of con-q 1998 by The University of Chicago. All rights reserved.
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Figure 1. (A) Testis and epididymis from a patient with AIDS showing epididymo-orchitis with abscess formation due to Aspergillus
fumigatus; (B) Center of abscess cavity containing fungal hyphae typical of Aspergillus (original magnification, 1400; Grocott silver stain).

respectively. Four weeks after therapy with amphotericin B was grossly abnormal, with multiple testicular abscesses (figure 1). His-
tological evaluation confirmed the presence of bilateral epididymo-instituted, the patient developed macroscopic hematuria. Upon re-

peated cystoscopy, bladder and prostate biopsy specimens were orchitis due to aspergillus infection (figure 1). In addition, there was
evidence of CMV infection. Culture of material from the right testisobtained. Histologic findings for the bladder biopsy specimen were

unremarkable, and a culture of the specimen was negative. again yielded A. fumigatus. The patient’s symptoms abated follow-
ing orchidectomy, and therapy with itraconazole (600 mg q.d.) wasAnalysis of the prostatic biopsy specimen showed prominent

active chronic inflammation. Some cells showed typical features continued thereafter. The patient received palliative care. He died
5 weeks later; an autopsy was not performed.of cytomegalovirus (CMV) infection. Results of specific staining

for mycobacteria and fungi were negative. Culture of the prostatic Major autopsy series of AIDS patients reveal a prevalence of
aspergillosis of £12%, and the most common site for invasivetissue yielded A. fumigatus. Susceptibility testing was performed

on the isolate [1]; the amphotericin B MIC was 0.25 mg/L and disease is the respiratory tract [2]. Although epididymitis due to
Aspergillus species has occurred in a patient with AIDS [3], weminimum fungicidal concentration (MFC) was 0.5 mg/L; the itra-

conazole MIC and MFC were 1 mg/L and 1 mg/L, respectively. describe the first case of prostatitis and orchitis due to A. fumigatus.
Whether or not urine cultures are positive for Aspergillus speciesAt the patient’s request, treatment with Abelcet was discontinued,

and therapy with itraconazole (200 mg q.d.) was started. Serum is a function of the site of infection in the genitourinary tract;
disease in the renal pelvis gives rise to the passage of fungal balls,itraconazole levels were not measured. The patient remained asymp-

tomatic for 5 weeks until he developed severe pain in both testes. but disease in the renal cortex usually is associated with cultures
negative for Aspergillus species.Clinical examination revealed bilateral hard testicular enlargement

with marked tenderness. The itraconazole dose was increased to In view of the subsequent testicular involvement in our patient,
itraconazole (200 mg q.d.) was probably suboptimal therapy, given600 mg q.d., and ciprofloxacin (750 mg b.i.d.) was commenced;

however, the testicular pain worsened, necessitating opiate analge- that 20%–40% of patients with invasive aspergillosis do not re-
spond to itraconazole treatment [4, 5]. Prostatic and testicular up-sia. Because of the intractable pain, a palliative bilateral orchidec-

tomy was performed at the patient’s request. Both testes were take of amphotericin B with conventional and lipid-associated
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isoniazid, 2.1 mg/mL (therapeutic range: 1–7 mg/mL); pyra-Subcutaneous Abscesses Due to Mycobacterium
zinamide, 42 mg/mL (25–100 mg/mL); ethambutol, 0.83 mg/mLtuberculosis: Paradoxical Expansion of Disease During
(2–5 mg/mL); and rifampin, 0.3 mg/mL (4–32 mg/mL).Therapy for Miliary Tuberculosis

Her fever persisted. Over the next 7 weeks, she complained
of pain over both of her thighs. Physical examination was re-Paradoxical expansion—a transient worsening of infection at
markable only for extensive subcutaneous calcifications overa preexisting site or the development of new lesions during
both of her legs. Over the ensuing 3 weeks, fluctuant swellingsappropriate therapy—is rare but has been reported among pa-
developed over both thighs. Fluid aspirated from the right thightients with tuberculosis (TB) involving the CNS, lymph nodes,
yielded M. tuberculosis that was again susceptible to all fourpleura, and skin. This phenomenon can result from a local in-
drugs. Drains were placed in the fluid collections. The patientflammatory reaction to tuberculoprotein liberated from dead or-
defervesced within 36 hours. She was doing well at a 6-monthganisms [1] or from a rebound immune response that occurs
follow-up examination, at which time she was continuing toafter the disseminated infection has been controlled [2]. We
receive isoniazid and rifampin.describe a patient who developed subcutaneous abscesses during

A striking feature of our patient was the development of subcuta-the fourth month of appropriate antituberculous therapy, and
neous abscesses after 4 months of treatment for tuberculosis, whenwe discuss another potential mechanism for this paradoxical
abatement of her pulmonary and hepatosplenic infection was evi-expansion.
dent. Such paradoxical expansion, although rare, has been reportedDisseminated TB was diagnosed in a 23-year-old woman with
for five patients with cutaneous TB. Three of these five patientsstable dermatomyositis (she was receiving azathioprine and
had received suboptimal antituberculous therapy [3, 4]. The lastprednisone) on the basis of positive cultures of bronchial wash-
two patients, similar to our patient, had received optimal therapyings and blood. Findings on a chest radiograph were compatible
with isoniazid, ethambutol, rifampin, and pyrazinamide, to whichwith miliary TB, and an abdominal CT scan revealed hypodense
the organism was susceptible [5, 6]. They developed subcutaneouslesions in the liver and spleen. Treatment with isoniazid, rifam-
abscesses Ç4 months after therapy was begun. Drug compliancepin, ethambutol, and pyrazinamide was started. The Mycobacte-
was not well documented in the latter two cases. Our case isrium tuberculosis isolate was susceptible to all four drugs.
unique in that the patient’s treatment was undisputedly adequate,After 6 weeks of directly observed therapy, the patient’s fe-
as documented on the basis of directly observed therapy, drugvers, chills, and night sweats recurred. A follow-up chest radio-
concentrations at therapeutic levels, and susceptibility of the organ-graph and abdominal CT scan showed nearly complete resolu-
ism.tion of her previous lesions. The serum drug levels were:

We cannot attribute the paradoxical expansion of our patient’s
infection to a local reaction to dead organisms or to a rebound
immune response, since viable organisms were cultured from
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bacilli in the subcutaneous tissues were somehow protected
Clinical Infectious Diseases 1998;26:231–2 from the action of the antituberculous drugs. Perhaps these drugsq 1998 by The University of Chicago. All rights reserved.
1058–4838/98/2601–0063$03.00 could not penetrate well into those areas because of the presence
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