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LETTERS TO
THE EDITOR

True lipoma of Glisson's capsule

Descriptions of about 20 examples of fatty
lesions on the surface of the liver designated
as pseudolipoma of the hepatic, or Glisson's,
capsule have been described. They are not
thought to be of neoplastic origin,' 2 and no
true lipomas of Glisson's capsule have been
described."5 True lipomas, however, are said
to occur deeper within the hepatic paren-
chyma.' We describe a lesion, discovered at
necropsy, which we believe to be a true
lipoma of Glisson's capsule.

Case report
A 75 year old diabetic woman presented with
a stroke, and subsequently died with
bronchopneumonia. No previous abdominal
surgery or transcutaneous hepatic biopsy had
been carried out. At necropsy there was a
recent haemorrhage in the right cerebral
hemisphere, with bilateral basal broncho-
pneumonia. On the anterior border of the left
lobe of the liver, incorporated within Glis-
son's capsule, there was a yellow mass
measuring 3 3 x 2 7 x 2 0 cm (fig 1).
Histologically, this had a distinct multi-
lobular pattern consisting throughout of
mature fat cells, showing only slight variation

Figure I Part of the left lobe of the liver, with
the lipoma of Glisson's capsule on the anterior
border.

in size and shape; it was divided by thin
trabeculae of fibrous tissue, and had a clear
vascular network. The adjacent Glisson's
capsule was infiltrated by small clusters of
mature fat cells (fig 2).

Hepatic pseudolipomas are fatty masses
mainly found on the diaphragmatic aspect of
Glisson's capsule'; they are more common in
men than in women, usually asymptomatic,
and so are only seen at necropsy.' It has been
suggested that they are caused by traumatic
inclusion of fat cells within the hepatic cap-
sule during surgical operations, or by trans-
cutaneous biopsy of the liver.6 Another
hypothesis is that they are epiploic appen-
dices which have undergone torsion with
subsequent detachment from the colon, later
becoming attached to the surface of the liver.7
Histologically, they comprise fat and fibrous
tissue, with calcification, necrosis, or inflam-
mation. In our specimen there were none of
these degenerative features, but there were fat
cells in Glisson's capsule adjacent to the
lesion. We therefore believe that this is a true
lipoma of Glisson's capsule, perhaps arising
in fat cells formed by metaplasia from fibro-
blasts within the capsule of the liver.8
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Figure 2 Histological appearances of the lipoma, with a clear vascular network (upper insert).
There arefat cells in the adjacent hepatic capsule (lower) (haematoxylin and eosin).

Benign lymphoepithelial lesion of
salivary gland in a patient with AIDS

Involvement of the parotid and occasionally
other salivary glands, with or without a
Sjogren-like syndrome, in human immuno-
deficiency virus (HIV) seropositive patients
has been well documented, particularly in
North America.' We report a case of benign
lymphoepithelial lesion (BLL) of the salivary
gland in a homosexual patient with persistent
generalised lymphadenopathy syndrome
(PGLS), as to our knowledge this condition,
which can cause diagnostic problems, has not
yet been described in the British literature.
A 35 year old homosexual man presented

with a seven month history ofa swelling in the
right side of the neck. He felt otherwise well
and there was no evidence of xerostomia or
xerophthalmia. On examination there was a
diffuse swelling, about 5 x 3 cm, over the
right mandibular angle, together with bi-
lateral cervical, axillary, and inguinal
lymphadenopathy. The swelling was excised
and three weeks later an inguinal node biopsy
was performed. An HIV antibody test carried
out at this time was positive. He was,
however, not tested for autoantibodies.
The specimen from the neck measured 4 x

2 4 x 1 6 cm, was composed of uniform grey
tissue, and included a cyst 2 cm in diameter
containing clear gelatinous material. Histo-
logically it showed salivary tissue containing a
relatively well circumscribed lymphoid infil-
trate incorporating several irregular epi-
myoepithelial islands (figure). A few cys-
tically dilated large ducts and several small
ducts were present and their lining epithe-
lium was invaded by lymphocytes. The lym-
phoid infiltrate was polymorphic and showed
a mixture of small and large lymphocytes,
plasma cells, and many multinucleated his-
tiocytic giant cells. A small number of
haemosiderin laden macrophages were
present. There were also several reactive
follicles containing tingible body macro-
phages with poorly defined mantle zones.
Immunocytochemically the plasma cells were
polyclonal and no light chain restriction was
shown in the lymphoid cells. The subsequent
lymph node biopsy specimen from the groin
exhibited typical features ofPGLS, but there
was no evidence of lymphoma.
This case illustrates most of the features of

the salivary lesions which have been reported
in HIV positive patients or in those at risk for
AIDS. Cysts or dilated ducts lined by cu-
boidal or squamous epithelium are character-
istic; often the epithelium is infiltrated by
lymphocytes. The cysts are usually sur-
rounded by lymphoid tissue showing large
follicles and features similar to those seen in
PGLS. Epimyoepithelial islands are seen in a
proportion ofcases.' 2 4 5 In this particular case
we preferred the term benign lymphoepithe-
lial lesion, as used by Smith et al,' because the
most striking feature was the formation of
numerous epimyoepithelial islands without
any obvious clinical features of Sjogren's
syndome.
The aetiology ofthe condition has been the

subject of debate. A few patients have pre-
sented with features of Sjogren's syndrome
and the sicca complex,2 3 and an autoimmune
basis for the condition had been proposed by
Ulirsch and Jaffe.2 Autoantibody tests, where
performed, have generally been negative."4
Another theory is that the lesion represents
PGLS affecting intraparotid lymph nodes
surrounding salivary tissue, with dilatation of
ducts entrapped in the hyperplastic lymphoid
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Lymphoid infiltrate surrounding several epimyoepithelial islands, themselves infiltrated by
lymphoid cells.

tissue. The changes similar to PGLS seen in
these lesions would support this hypothesis.
It has also been suggested that the changes
might be related to infection with another
agent such as Ebstein-Barr virus.'

Interestingly, this condition occurs almost
exclusively in men, unlike an autoimmune or
idiopathic type of BLL which is mainly seen

in middle aged women. We therefore feel that
if a young man presents with a cystic lesion of
the salivary glands, BLL, or Sjogren's syn-
drome, he should be promptly tested for HIV
infection.
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Acinetobacter spp L-form infection ofa
cemented Charnley total hip replace-
ment

Clinically significant bacterial L-forms have
been much sought for but seldom detected.'2
We know of only one British report which
describes the isolation of L-forms from
osteomyelitic bone tissue (four cases of
Staphlycoccus aureus osteomyelitis)' and of
one report in the world literature of a seem-
ingly clinically significant L-form of Acine-
tobacter spp4 isolated from a case of endocar-
ditis.
The patient, a 29 year old woman had

undergone a left cemented Charnley total hip
replacement when she was 25 years of age for
osteoarthritis secondary to congenital dis-
location of the hip. Primary wound healing
occurred and the joint became painless.
Three years later, she developed an abscess in
the scar. The abscess recurred repeatedly
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over the following six months despite aspira-
tion, surgical drainage, and a prolonged
course of oral cephradine. No organism was
isolated from a number of pus specimens.
When radiographic bony lysis appeared
around the trochanteric wires, the abscess
cavity, affected bone, and wires were excised.

Histological examination showed a pyo-
genic abscess in the subcutaneous tissues
surrounded by fibrous scar tissue. Specimens
of pus, soft tissue, bone and wire were
collected at the time of surgery and processed
within half an hour. Microscopical examina-
tion of Gram stains of these specimens
showed pus cells but no organisms. No bac-
terial growth occurred from specimens
inoculated directly on to solid media and into
cooked meat medium at 24 hours. Contrary to
the routine drill in the laboratory, the cooked
meat cultures were retained for prolonged
culture. At four days, subculture on to
chocolate agar showed pin-point colonies on

Micrograph of a wet preparation of the
organism during the process of reversion. Large
spheroid bodies typical of cell-wall deficient
bacteria are seen as well as normal
coccobacillary organisms typical of
Acinetobacter calcoaceticus.

the plate pertaining to the specimen of wire.
On Gram, Giemsa staining, and wet prepara-
tion, the organisms consisted of large
spherical bodies and had the appearance ofan
L-form (figure). It showed improved growth
on chocolate and 1000 sucrose agar, and three
separately isolated cultures on serial sub-
culture reverted to a Gram negative cocco-
bacillus. Using an API 20 NE this bacterium
was reliably identified as Acinetobacter cal-
coaceticus var. anitratus.

Acinetobacter spp seems to be a most
unusual cause of infection in a cemented hip
replacement, for we know of no previous
report of this organism as a cause of an
orthopaedic prosthetic infection. This organ-
ism has been recognised as causing infections
in association with other implanted devices
where the skin has been supposed to be the
source of infection.5
We speculate that our Acinetobacter cal-

coaceticus L-form was induced at the site of
the prosthesis as a result of prolonged ,B-
lactam producing antibiotics. Isolation of the
organism may have been facilitated on this
occasion by prolonged culture (four days)
which is not the routine in our laboratory for
such specimens. This case emphasises the
need to identify cases caused by fastidious
organisms such as L-forms whose detection
may require extended culture and special
media.
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