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Perforation peritonitis due to
gastrointestinal cryptococcosis as an
initial presentation in an AIDS patient

Saha S, Agarwal N, Srivastava A, Kumar A

ABSTRACT

A 30-year-old woman underwent exploratory
laparotomy for perforation peritonitis. Primary
repair of the jejunal perforation was performed.
The ulcer edge biopsy revealed Cryptococcus.
Subsequently ELISA was reactive for HIV-I
antibody. This report describes a rare case of
cryptococcal jejunal perforation, which was the
initial presentation in an AIDS patient.
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INTRODUCTION

Abdominal complaints are frequent manifestations in
acquired immunodeficiency syndrome (AIDS) patients,
though the need for operative intervention is infrequent.
Many pathogens have been implicated in causing
hollow viscus perforation in these patients. We present
arare case of jejunal perforation caused by cryptococcal

infection in a young woman.

CASE REPORT
A 30-year-old married woman, a resident of north-
central India, presented to the emergency department
of our hospital with complaints of abdominal pain and
distension for four days and vomiting for one day. The
pain was moderate in intensity and periumbilical in
location in the initial two days, but became continuous
and generalised subsequently. The vomiting was bilious
in nature. Abdominal distension was progressive, but
not associated with constipation or obstipation. There
was no previous history of abdominal pain or systemic
complaints like fever or fatigue. On examination, she
was febrile, tachypnoeic, and had tachycardia. Pulse
rate was 120/min, blood pressure was 100/60 mmHg,
and temperature was 39°C. On abdominal examination,
abdomen was distended and the lower abdomen was
tender along with guarding. There was no organomegaly
or ascites and bowel sounds were sluggish.

Baseline investigation revealed Hb 9.2 gm/dL,
TLC 5,600/mm?, Urea 98 mg/dL, Na-145 meqL"', K-

4.6 meqL"'. Chest radiograph showed no gas under the
diaphragm. Ultrasonography of the abdomen revealed
free intraperitoneal fluid with debris, suggestive of
infected fluid. With a suspicion of perforation peritonitis,
contrast-enhanced computed tomography (CT) of the
abdomen showed fluid in the peritoneal cavity along with
free air, which confirmed the diagnosis of perforation
peritonitis.

The patient underwent emergency exploratory
laparotomy. At laparotomy, there was 1 L of biliopurulent
fluid in the peritoneal cavity. A single perforation, 0.5
cm in diameter, was seen on the antimesenteric jejunal
border, 36 cm from the ligament of Treitz. Lavage of
the peritoneal cavity was done with warm saline, and
biopsy was taken from the edge of the perforation.
The perforation was repaired in a single layer with
interrupted 3-0 polyglactin (vicryl) sutures, since it
was small in size with healthy surrounding serosa.
Abdominal drain was placed in the pelvic cavity.
Parenteral antibiotics (ceftriaxone and metronidazole)
were given in the perioperative period. Postoperative
period was uneventful and the patient was allowed oral
feeding on the third day. Histological examination of the
specimen revealed Cryptococcus infection. Haematoylin
and eosin stain showed round and oval defects contain
faintly basophilic organisms suggestive of Cryptococcus
(Fig. 1). Confirmation was done by staining with Alcian
blue, mucicarmine and Gomori methenamine silver
stains, which revealed encapsulated yeast cells (Fig. 2).

Because of detection of an opportunistic pathogen
on biopsy, ELISA test for HIV-1 and HIV-2 was done,
after proper counselling. Serological tests showed a
positive ELISA test for HIV-1 antibody. CD4 count was
200 cells mm?. The patient was started on a three-drug
antiretroviral therapy (ART) with lamivudine, stavudine
and nevirapine. These are the drugs currently available
in India under the National AIDS Control Organisation
distribution centres. Amphotericin B infusion was
administered for two weeks from the fifth postoperative
day after which she was started on oral fluconazole
for gastrointestinal cryptococcosis. The patient had no
evidence of ocular or pulmonary cryptococcal infection.
CD4 count after six months was 574 cells mm™. She
tolerated the ART well and did not suffer any new
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Fig. I Photomicrograph of the ulcer edge biopsy shows round
and oval defects which contain faintly basophilic organisms that
vary in size. Organisms tend to marginate at the periphery of
the defects. A mixed infiltrate with pale staining organisms is
seen. Individual organisms are separated from the neighbouring
inflammatory cells by symmetrically rounded clear spaces
(Haematoxylin & eosin, X 400).

opportunistic infection at seven months after treatment.
The spouse also tested positive for the retrovirus and

underwent treatment.

DISCUSSION

Secondary peritonitis is a common surgical emergency
in India. The prevalence of HIV infection is also
rising rapidly, with an estimated 5.21 million people
infected with the virus in our country.®”) Gastrointestinal
symptoms are very common in patients with AIDS.
However, these are mainly chronic symptoms, like
diarrhoea, abdominal pain, jaundice and gastrointestinal
bleeding. The incidence of acute abdomen in AIDS is
less common. This is mainly because the abdominal
catastrophe occurs often as a sequel of the chronic
gastrointestinal symptoms, and manifests with more
subtle signs due to immunosuppression. Fever and
raised counts are less frequently seen.® It has also been
shown that only 2%—-5% of abdominal complaints in
AIDS patients warrant surgical intervention.® Due to
these reasons, diagnosis and treatment are often delayed,
with poor outcomes. In our patient, the diagnosis was
established after 24 hours of admission due to equivocal
signs of peritonitis.

Most opportunistic infections in AIDS are seen
after the CD4 count drops below 200 cells mm?.
Cytomegalovirus (CMV) is the most common virus
implicated in the gastrointestinal tract. Primary infection
is asymptomatic, but reactivation occurs when the
CD4 counts drop below 100 cells mm?>. The colon is
commonly involved, and manifestations are bleeding,
diarrhoea or perforation.® Primary CMV peritonitis
has also been reported.”” Mycobacterial infections of
the gastrointestinal tract are also frequently observed in
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Fig. 2 Photomicrograph of the same specimen using a different
stain to confirm Cryptococcus infection. The cell wall and capsule
appear in contrasting colour, as Alcian blue stains the capsule
(Alcian blue-Periodic acid-Schiff, x 400).

AIDS patients. In developing countries, co-infection with
Mycobacterium tuberculosis is seen in more than 40% of
the cases.® Atypical mycobacteria have been reported
in 10%-15% of patients.® Mycobacterial infections
usually present with diarrhoea and abdominal pain.
Involvement of the ileacaecal region is predominant, as
with immunocompetent patients. They are seen earlier
in the disease, at CD4 counts of around 400 cells mm.
The diagnosis is established by CT and identification of
acid-fast bacilli in the specimens.

Cryptosporidium and microsporidia are important
pathogens in AIDS and are more common in developing
countries. Presentation is often with abdominal pain and
diarrhoea. Perforation of the intestine is rare. Among
the fungal infections of the gastrointestinal tract,
Candida is the most common pathogen, and infection
with this organism is usually oral or oesophageal.
Necrotising candidial enterocolitis can cause perforation.
Histoplasmosis of the colon has also been reported, which
causes mainly diarrhoeal disease. Treatment is with
amphotericin B infusion followed by oral fluconazole.®

Cryptococcal infection in AIDS is considered as a
disease-defining illness, usually seen at CD4 counts of less
than200cellsmm?. Theusualmanifestationsare pulmonary,
but meningitis, septicaemia and ocular manifestations
have also been reported. Meningoencephalitis is the
most frequent manifestation of cryptococcosis in HIV-
infected individuals. Review of literature could identify
only a few reports of gastrointestinal involvement with
Cryptococcus."'¥ Of these, one case has been reported
in an immunocompetent host.!'” Chalsani et al reported
three cases with gastroduodenal involvement, with
endoscopic documentation. The lesions were nodular,

plaque-like, or ulcers.!? In two patients, gastroduodenal



cryptococcosis was the initial clinical manifestation of
dissemminated cryptococcosis.!'¥ Thus gastrointestinal
tractcryptococcal infection may manifest as asymptomatic
or mildly symptomatic lesions, and could be a marker for
disseminated cryptococcosis.

It is also interesting that Cryptococcus has been
commonly seen in patients of liver failure with peritonitis,
and infected ascites. Gastrointestinal involvement with
Cryptococcus in these cases have poorer outcomes.416
One of these patients had coexistent AIDS. While cirrhosis
is an immunosuppressive state, it is surprising that only
a handful of cases of AIDS have been shown to have
gastrointestinal involvement with Cryptococcus.
In our patient, the presence of this organism in the
jejunal perforation edge, and also the diagnosis of
AIDS which was established after this event, were the
unexpected features. Testing for the retrovirus in all
cases of peritonitis is still not routine in our country.
In conclusion, gastrointestinal cryptococcal infection
is one of the causes of the intestinal perforation in the
AIDS patient. This case highlights the importance of
taking the edge biopsy of the perforated ulcer for the
histopathological evaluation.
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