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Autopsy report of a case of AIDS
D. N. LANJEWAR, U. L. WAGHOLIKAR

ABSTRACT
We describe the autopsy findings in a prostitute, aged 38,
who had recurrent fever, lymphadenopathy, anorexia and
progressiveweight loss. Serology confirmed the presence of
HTLV III antibodies. There was evidence of immunodefi-
ciency with widespread opportunistic infections by candida,
cryptococcus, mycobacteria and the cytomegalovirus.

INTRODUCTION
The acquired immunodeficiency syndrome (AIDS) is a
devastating illness which is transmitted sexually and
parenterally. As a consequence of the disease's seemingly
irreversible ablation of the cell-mediated immune system,
AIDS victims succumb to a variety of infections and/or
unusual neoplasms.
Despite aggressive therapy aimed at the infectious and

neoplastic complications of the syndrome and efforts
directed towards immune reconstitution, the disease has
not yet been successfully reversed. For reasons not yet
known, Asia seems to be the continent least affected by
HIV infection. Autopsies in patients in this region are
rare and we report the findings in one case.

THE CASE
The patient was a 38-year-old female, a known prostitute
who had been in good health until February 1988, when
she noticed the onset of shortness of breath, a non-
productive cough, chills, diarrhoea; fever and a loss
of appetite and weight. Her symptoms progressed over
3 months before she presented to hospital. Examination
revealed that she was emaciated, there was generalized
wasting of her muscles and fat, and oral thrush was present.
The lymph nodes in the cervical, axillary and inguinal
areas were easily palpable. The patient's subsequent clinical
course was marked by respiratory and neurological
deterioration and she died in June 1988.
The investigations performed after admission included

testing for HTL V III antibodies which were detected in
the serum by the Western blot and ELISA tests. The
Mantoux reaction was negative.
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AUTOPSY FINDINGS
External examination revealed no skin nodules or rashes
but there were enlarged lymph nodes in both the axillary
and inguinal regions.

Gross pathology
The results of the examination of the individual organs
revealed:

Lymph nodes-The lymph nodes in the retroperitoneum
were enlarged, firm, 10 to 15 in number, ranged from 1 to
1.5 cm in diameter and were greyish white on cut section.
Those in the axilla, groins and lung hila had the same gross
morphology (Fig. 1).

Spleen-The spleen was enlarged and weighed 400 g.
Its cut section revealed intense congestion of the red pulp,
and the white pulp could not be identified.

Lungs-The right lung at its base showed 2 to 3 greyish
white, well circumscribed nodules 1.5 em in diameter. The
left lung showed patchy areas of consolidation.

Gastrointestinal tract-The stomach, small intestine
and large intestine showed patchy areas of mucosal
atrophy. The liver was slightly enlarged and was pale
yellow in colour (Fig. 4). The pancreas and gall bladder
were normal.

Other organs-The kidneys also appeared normal.
There were no abscesses visible on their surface or on cut
sections. The meninges of the brain showed a glistening
appearance and were slimy to feel. Cut section of the
brain did not show any granular softening of the white
matter. The heart, adrenal, muscles, skeleton and endo-
crine glands were normal.

Histopathology
There was an absence of lymphoid follicles on histological
examination of the lymph nodes with no lymphocytes in
both B- and T-cell zones (Fig. 1). The lymphoid structure
was replaced by small spherical, bluish, fungal bodies with
budding yeast forms with very minimal surrounding reac-
tion. These changes were similar to those seen in the
'burnt out stage' of AIDS (Fig. 2). The hilar lymph nodes
showed a proliferation of macrophages in which abundant
acid-fast bacilli were demonstrated by the Fite stain. The
histomorphology of the spleen was similar to that of the
lymph node. It showed depletion of lymphocytes, fungal
colonization (Fig. 3a) and proliferation of macrophages
loaded with acid-fast bacilli.
The gastrointestinal tract and appendix were also

depleted of lymphoid follicles (Fig. 3c) and candida and
cryptococcus were widely disseminated throughout its
length (Fig. 3b). The liver showed fatty degeneration and
colonization by fungus (Figs. 4a and 4b) and the kidney
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FIG1. Enlarged retroperitoneal lymph nodes (up to 1.5 em)
discrete, non-caseous, similar glands were seen in the
axillary and cervical regions. The inset shows an H&E
stained section of the direct mount of the lymph nodes.
There is almost total depletion of lymphoid tissue, the
white areas turned out to be large fungal colonies.

FIG 3. Histopathological lesions in (a) spleen (PAS, x 200) ,
(b) small intestine (Mucicarmine, x200) and (c) appendix
(H&E, x200). There is depletion of lymphoid follicles in
all the three organs. Fungal colonies are also seen in the
spleen and intestinal mucosa.

FIG 5. Kidney histopathology showed extensive colonization
by fungus. (a) (H&E, x200): No inflammatory reaction
around the fungal colonies. (b) (Mucicarmine, x 800):
Globular fungal elements in the glomeruli and tubules of
varied size, some (arrow) possess very thick, strongly
carminophilic capsules. There are no hyphae or
pseudohyphae. Suggestive of Cryptococcus neoformans
which was confirmed by culture.
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FiG 2. Section of lymph node (H&E, x200). The lymphoid
tissue from the subcapsular zone is totally replaced by
fungal elements: the insert shows the morphology (H&E,
x800). The fungus is in the form of globular bodies and
pseudohyphae. There are very few reactive macrophages,
polymorphs or lymphocytes.

FIG4. Liver-Grossly normal with pale yellow discoloration.
Microscopically showed fatty change and colonization by
fungus. Inset A (PAS, X200): No reaction to the fungus.
Inset B (PAS, x 800): Fungal morphology-globular non-
hyphal fungal elements with a thick PAS positive capsule.
Culture isolated Candida and Cryptococcus neoformanss of

FiG 6. Lung histopathology (H&E, x200). The alveoli are
filled with oedema fluid containing macrophages. Inset A
(H&E, x 800): Some had been converted into large cells
containing intranuclear basophilic inclusions characteristic
of cytomegalovirus. Inset B (X2000): Fite stain revealed
macrophages loaded with acid-fast bacilli. Inset C (GMS,
X800): The lesion was also rich in fungal elements.
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also showed fungi in the glomeruli, tubules and interstitium
(Figs. Sa and Sb).
Cytomegalovirus was identified by the presence of typical

inclusions in the lung (Fig. 6a). A greyish white nodule at
the base of the right lung consisted of proliferating
foamy macrophages, a Fite stain of which revealed a
luxuriant growth of acid-fast mycobacteria (Fig. 6b). The
alveoli and interstitium also contained fungal colonies
(Fig.6c).
Disseminated candida and cryptococci were seen in the

histological sections of the heart, adrenals, pancreas,
thyroid, parathyroids, ovary, uterus, bone marrow and
meninges. There was no evidence of demyelination in the
brain. There were no malignant growths in any organs.

DISCUSSION
Given the range of infections to which AIDS patients are
potentially susceptible, it was surprising to find well known
patterns of infectious disease in our case. These were
cytomegalovirus, I Mycobacterium avium intracellulare ,2

Candida albicans, 2 Cryptococcus neoformans, 3 Pneumo-
cystis carinii.: Toxoplasma gondii and the human polyoma
virus. We attributed the diarrhoea to candida involving
the small and large intestines although in a recent study a
similar severe diarrhoea has been attributed to Crypto-
sporidia.> Diarrhoea may occur and persist in AIDS
patients in the absence of any identifiable pathogens.v
As concomitant opportunistic infections are very fre-

quent, pathologists must not be satisfied with finding a
single infectious agent. Light microscopic examination of
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the tissue in H&E stained sections may give no clue to the
infections present. A battery of special and reliable
histochemical stains is essential and immunoperoxidase
examination may be helpful in the specific identification
of cytomegalovirus, herpes virus, and polyoma virus
infections. Although in our case a neoplasm was not
found the incidence of neoplasia in AIDS patients has
been reported to be 39%.7
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