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SHORT REPORTS

Ultrasound guided core biopsy in AIDS:
experience in six patients
Ultrasound guided biopsy with use of a special Tru-Cut needle fired by a
spring loaded device (Biopty gun) is a safe, quick, and effective way of
obtaining specimens for histological examination. We report using this
technique in six patients with the acquired immune deficiency syndrome
(AIDS) who had various lesions which presented problems in diagnosis and
management.

Patients, methods, and results

The six patients were male homosexuals known to be positive for the human
immunodeficiency virus (HIV) at the time of biopsy. The table gives their clinical
details. Biopsy was performed by using the Biopty gun described by Lindgren
(Radiplast Biopty, Henleys Medical Supplies Ltd, London).' This mechanical
device uses a special Tru-Cut needle which obtains a core biopsy sample (1 mm
diameter, 17 mm long) within a fraction of a second of releasing a trigger
mechanism. It allows for exact guidance ofan 18 gauge needle by a single operator
because it leaves a free hand for holding the ultrasonic probe. Specimens obtained
with this device are better than those obtained manually. '
Two specimens were taken from each patient under local anaesthesia except in

case 5; a single specimen was taken from this man because he was thrombocyto-

Clinical details ofpatients studied (male homosexuals positive for HIV)

No of
Case Age months HIV
No (years) positive Clinical data Ultrasonographic findings Biopsy site(s) Results Subsequent management and outcome

1 34 8 Fevers, anorexia, weight loss, Enlarged small bowel lymph nodes Mesenteric lymph Mycobacterium Quadruple antituberculous treatment
intermittent diarrhoea node laden and prednisolone with reliefof

macrophages; symptoms
Myco avium-
intracellulare
cultured

2 52 3 Diarrhoea and rectal bleeding due to Mild hepatosplenomegaly; diffuse Right iliacus lesion Escherichia coli Antimicrobial treatment; there was
intestinal Kaposi's sarcoma; thickening ofsmall bowel and (fine needle cultured disappearance of lesion on follow up
enlarged peripheral lymph nodes; mesenteric lymphadenopathy; aspiration scans
mass in right iliac fossa hypoechoic lesion within right unsuccessful)

iliacus
3 37 7 Cutaneous and buccal Kaposi's Hepatosplenomegaly and para- Para-aortic lymph Kaposi's sarcoma Chemotherapy; this did not prevent

sarcoma; fever, cough, and aortic lymphadenopathy node disease progression
hepatosplenomegaly

4 27 2 Neurosyphilis and severe anaemia; Severe hepatosplenomegaly and Pelvic lymph node; High gradeT cell Chemotherapy; patient died soon after
sudden severe pain and swelling in pelvic lymphadenopathy; enlarged thigh adductor lymphoblastic
thigh adductor muscle and hypoechoic thigh adductor muscle lymphoma from

muscle both sites
5 41 28 Cutaneous Kaposi's sarconia; fever, Massive splenomegaly and abdominal Para-aortic lymph Lymphocyte Chemotherapy with resolution of fever,

cough, splenomegaly lymphadenopathy node depletion; no splenomegaly, and abnormal nodes
malignant cells or
organisms seen

6 35 0 Herpes zoster, oral candidiasis, Spleniomegaly and abdominal Bone and soft tissue High grade B cell Radiotherapy and chemotherapy
peripheral lymphadenopathy; low lymphadenopathy; soft tissue mass lymphoma recently started
back pain, leg weakness, numbness related to lumbar spine
with lower motor neurone signs

penic. Specimens were subjected to microbiological examination in all cases and
histological examination in all except case 2.

Adequate tissue was obtained in every case. The management was directly
influenced by the biopsy results in all six patients (table). There were no serious
complications. In the man with thrombocytopenia (case 5) a self limiting
retroperitoneal haematoma occurred and was monitored at the time by ultrasono-
graphy. The patient quickly recovered.
The biopsies were performed after other investigations had failed to provide a

definitive diagnosis. Postmortem examination was not performed in the single
patient who died.

Comment

Infection with HIV produces a range of (lisease, AIDS being the most
severe. There are numerous causes for enlargement of lymph nodes in
patients positive for HIV, including Kaposi's sarcoma, lymphoma, and
infections such as tuberculosis. Enlargement of lymph nodes also occurs in
persistent generalised lymphadenopathy, which lies between the asympto-
matic carrier state and AIDS. Persistent generalised lymphadenopathy may
occur alone or may be seen with other clinical and laboratory abnormalities,
when it is known as AIDS related complex.

Other reports have suggested that routine biopsy is usually unhelpful in
HIV positive patients with simple lymphadenopathy and rarely alters
management.2'3 Many patients with lymphadenopathy in AIDS or AIDS
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related complex present diagnostic difficulties. The lymphadenopathy in
this group may result from a treatable infection or neoplasm. To our
knowledge these are the first reported cases in which ultrasound guided
percutaneous biopsy has been done in such patients. We performed Tru-Cut
biopsy rather than fine needle aspiration because this technique is capable of
yielding a tissue specific diagnosis so that lymphomas may be characterised
by their nodal architecture and immunohistological features.
Percutaneous ultrasound guided biopsy is a simple method of obtaining

tissue in patients with symptoms resulting from infection with HIV. It may
remove the need for laparotomy, which has many disadvantages, including
the use of considerable resources to provide appropriate precautions for the
larger number of staff at risk of contact with infected blood. With this
technique a skilled operator can achieve millimetric precision in placing the
biopsy needle. In our experience of over 200 abdominal biopsies it is a safe
technique even when the needle crosses bowel or includes bowel wall in the
biopsy specimen (unpublished data). Furthermore, it is cheap and puts only
the operator at risk of needlestick injury.

We thank Dr S G Semple for referring patients to us.

1 Lindgren PG. Percutaneous needle biopsy. A new technique. Acta Radiol (Diagn) 1982;23:653-6.
2 Abrams DI. AIDS-related lymphadenopathy: the role of biopsy. J Clin Oncol 1986;4:126-7.
3 Godley MJ. AIDS and lymphadenopathy. BrJ Surg 1986;73:170-1.
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Effect of stanozolol on itching in primary
biliary cirrhosis
In primary biliary cirrhosis itching can be debilitating and sometimes
responds poorly to treatment. Norethandrolone, which controls itching
associated with cholestasis, though it worsens jaundice, is no longer available
in Great Britain. Stanozolol, a C17 substituted derivative of testosterone,
causes cholestasis' and is not recommended in patients with pre-existing
liver disease. We nevertheless gave stanozolol to five patients with primary
biliary cirrhosis to see whether it could be used to control itching.

Case reports

Case 1-A 57 year old woman had generalised itching that did not respond to
chlorpheniramine and cholestyramine. Her liver disease was stable, but the
pruritus had made her depressed. Treatment with stanozolol 5 mg daily was
started, and within the first week the itching resolved completely. It returned
nine days after stanozolol was stopped because the bilirubin concentration was
high but then resolved when she resumed stanozolol. After two years the bilirubin
concentrations had fallen to 60 ,umol/l. Itching remained completely controlled.
The peak concentration of bilirubin during treatment was 103 imol/l (normal
range 0-17 [tmol/1).

Case 2-A 53 year old woman presented with itching, malaise, and pigmenta-
tion of her skin. Results of tests of hepatic function remained stable, but itching
did not respond to cholestyramine. Desperate for relief, she started stanozolol
5 mg daily. Symptoms improved dramatically, but results of biochemical tests
deteriorated: bilirubin concentration rose from 25 to 122 tmol/l. Stanozolol was
given on alternate days, but this was inadequate to control the pruritus. She
restarted daily treatment and although jaundiced was free from itching.

Case 3-A 52 year old woman had pruritus that was uncontrolled by
cholestyramine and started taking stanozolol 5 mg daily. Itching improved, but
six weeks later she had pain in the right hypochondrium and rapidly increasing
jaundice (bilirubin concentration 300 pmol/l). An endoscopic retrograde
cholangiogram showed a normal biliary system. Stanozolol was stopped. The
bilirubin concentration fell to values seen before she started taking stanozolol, but
after 18 months' gradual deterioration she died of hepatic decompensation.

Case 4-This 78 year old woman, whose pruritus caused insomnia, developed
diarrhoea while taking cholestyramine. She started stanozolol 5 mg daily with
dramatic effect, but her jaundice worsened (bilirubin concentration rose from 39
to 150 psmol/l) and the drug was stopped. Two months later, when the bilirubin
concentration had fallen to 68 smol/l, her itching was again unbearable.
Stanozolol on alternate days was insufficient, and the dose was increased to 5 mg
daily despite the probability that her jaundice would worsen.

Case 5-A 47 year old woman suffered severe skin and vaginal itching despite
treatment with antihistamines, cholestyramine, ultraviolet irradiation, and

antifungal agents. Her general health and results of biochemical tests were stable.
Close to suicide, she agreed to try stanozolol 5 mg daily. Her pruritus resolved
completely within one week. Treatment on alternate days subsequently con-
trolled her itching. The serum bilirubin concentration had risen to 46 pmol/l
(from 19 ,tmol/l) after one year.
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Serum bilirubin concentration and alanine transaminase activity before, during,
and after treatment with stanozolol in a patient with primary biliary cirrhosis
(case 1).

Comment

In most patients with primary biliary cirrhosis itching is mild and
tolerable, occasionally requiring antihistamines or cholestyramine. In some
patients, however, it can be severely debilitating both physically and
psychologically: we treated only these patients with stanozolol. All showed
dramatic resolution of pruritus within days of starting stanozolol, but one
stopped the drug because of increasing jaundice.

Stanozolol increased serum bilirubin concentrations about threefold
(figure), and there was a parallel rise of alanine transaminase activity. As
liver biopsies were not repeated we do not know whether these increases
represented histological deterioration. There was, however, no associated
clinical deterioration, and serum albumin concentrations remained stable,
suggesting that hepatic synthesis of albumin was unimpaired. Androgenic
side effects were not noted. We commend the use of stanozolol in patients
with debilitating itching associated with cholestasis for whom norethandro-
lone would previously have been prescribed. Before it is recommended for
more general use, however, controlled study is required.

1 Everly RS, Triger DR, Milnes JP, Low-Beer TS, Williams R. Severe cholestasis associated with
stanozolol. BrMedJ 1987;294:612-3.
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Zinc deficiency in children with dyslexia:
concentrations of zinc and other
minerals in sweat and hair
Developmental dyslexia is estimated to affect about 10% of 10 year olds.
Studies of mineral concentrations in hair have found that children with
impaired learning and those with behaviour disorders tend to have higher
concentrations of toxic metals, especially copper, lead, and cadmium.
Although animal studies have shown that zinc is essential for brain
development and function,' controversy has arisen about the extent and
severity of zinc deficiency in clinical practice because a simple, reliable, and
sensitive test is not yet in routine use. Sweat zinc concentrations are
decreased in zinc deficient states. They may be a more useful guide to clinical
zinc deficiency than either hair or serum concentrations.2 Therefore we
compared concentrations of minerals in sweat and hair in children with
dyslexia and a control group.
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