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Urinary Tract Abscess in 
Nephrectomized Renal 
Transplant Recipient
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Sir,
We write about an interesting case with unusual 
manifestations of  urinary tract infection which misled 
physicians. A 40-year-old man presented with a 20-day 
history of  severe left flank and low back pain radiating 
to the back of  his left thigh with nausea and vomiting. 
He was a known case of  end-stage renal disease who had 
undergone  successful renal transplantation 12 years ago. 
Because of  recurrent urinary tract infections he had been 
nephrectomized bilaterally six months pre transplant. No 
recent trauma and medical interventions had been reported. 

He consumed 75 mg cyclosporine (in a low dose because of  
chronic allograft nephropathy), one gram mycophenolate 
mofetil, five mg prednisolone, and antihypertensive drugs. 
On physical examination, normal body temperature, pallor, 
left flank tenderness, diminished left side breath sounds 
and normal transplanted kidney were found. Because 
of  low back pain radiating to lower limb associated with 
flank tenderness; absence of  native kidneys, fever and 
urinary symptoms accompanied with normal transplanted 
kidney; the patient had been worked up by a neurologist 
for spinal nerve compression. Plain radiography of  
vertebral column showed extensive degenerative joint 
disease. However, neurologic exams were normal. If  the 
patient had native kidneys, following diagnoses became 
propounded: nephrolithiasis, urinary tract obstruction and 
infection, lumbar disc disease and spondylosis, splenic and 
abdominal abscesses. 

Laboratory investigations revealed elevated serum 

creatinine and erythrocyte sedimentation rate  (ESR),; 
abnormal urine with many granular casts, protein and 
positive colony count for pseudomonas aeroginosa , 
susceptible only to piperacillin;  and negativeblood culture. 
Ultrasonography showed a 75-mm heterogeneous cyst in 
previous left kidney site confirmed by spiral computed 
tomography (CT) scan [Figure 1, arrow]. The presence of  
such cysts in imaging studies is a typical feature of  renal 
abscess. However, the patient had been nephrectomized and 
this abscess was accompanied with positive urine culture 
for P. aeroginosa which indicates left kidney remnant or 
retroperitoneal abscess penetration into native urinary 
tract. Incidence of  infection is significantly higher in renal 
transplant recipients than general population.Although, 
among  solid-organ transplants, kidney transplantation 
is associated with the lowest rates of  infections, in part 
because of  the elective or semielective nature of  kidney 
transplantation These patients have multiple risk factors 
for infection including defect in immune system that 
result in decreased host resistance to infection.[1] Urinary 
tract infection is traditionally the most common bacterial 
infection occurring in the renal transplant recipient, 
particularly in the first few months post transplant;[2,3]. 
After posttransplant month 6, patients generally can be 
categorized as those with successful graft outcome, those 
with poor graft function because of  chronic rejection and 
those chronically infected with immunomodulating viruses 
such as cytomegalovirus. Infections in patients with long-
term successful allografts are typically similar to those 
that develop in persons in the community, while the latter 
two patient groups are at ongoing risk of  opportunistic 
infections.[2-5]  However, bacterial infections are common 
in the late posttransplant period but native urinary tract 
infection occurs rarely, particularly in a nephrectomized 
patient and this may mislead the physician because of  

Figure 1: Spiral CT scan shows abscess
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unavailability of  native kidneys and their little role in urine 
production.[4] The patients’ abscess was drained under CT-
guidance which contained suppuration due to the same 
pathogen and anti-Pseudomonas antibiotic (piperacillin) 
was initiated. The patient responded to this combination 
therapy and subsequently showed relative improvement 
in renal function. It must be remembered that steroid 
administration subsides inflammation presentations in renal 
transplant recipients.Thus, infection may progress disease 
and the clinicians must consider this problem and examine 
their patients thoroughly. 
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Bacterial Vaginosis 
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Sir,
Bacterial vaginosis is the most common vaginal infection. 
Its prevalence varies from 10% to 65% and it is mainly 
associated with  sexually transmitted diseases. Many serious 
obstetric and gynecological complications have been 
associated with bacterial vaginosis. Obstetric complications 
include preterm labor and delivery, premature rupture of  
membranes, chorioamnionitis and endometritis.[1] Urinary 
tract infections are very common, which result in more than 
7 million outpatient visits each year[2]; and two thirds of  the 

patients are women.[3] The most important complications 
of  urinary tract infection are pyelonephritis, sepsis and 
premature delivery. Treatment of  women with urinary tract 
infections also needs treatment of  genital tract infections. 
In 1989 the relationship between bacterial vaginosis and 
urinary tract infections in women using diaphragms was 
reported.[4] In 2000 there was a report that women suffering 
from bacterial vaginosis (BV) are at a greater risk of  urinary 
tract infections than others.[5] In 2002 the same investigators 
reported the association of  urinary tract infections in 
pregnant women with bacterial vaginosis. Considering 
the presence of  only few research studies and lack of  
information about the incidence of  this relationship and 
availability of  fast and cost-effective diagnostic methods, 
we have carried out this study.[5] 

A total of  174 women (82 pregnant and 92 nonpregnant) 
with complaint of  vaginal discharge and attending 
Obstetrics and Gynecology clinics were selected for this 
study. From each patient, informed consent to participate 
in the study was obtained after explaining the study 
protocol. Detailed clinical history and demographical 
features were recorded. Both vaginal swab specimens 
and midstream urine specimens were collected from each 
patient. Women who had any type of  sexually transmitted 
disease and other vaginal infections; and women on 
treatment for vaginal infections, diaphragms, douches 
and spermicides were excluded from the study. Each 
woman had pelvic examination. The pH of  the discharge 
sample from lateral walls of  vagina was assessed, and 
then a saline wet mount and whiff  test (amine) with 
10% potassium hydroxide solution were performed. The 
diagnosis of  bacterial vaginosis was made when 3 of  4  
Amsel’s criteria were present: homogenous white adherent 
vaginal discharge, vaginal pH >4.5, fishy amine odor from 
vaginal fluid when mixed with 10% potassium hydroxide 
and presence of  clue cells in at least 20% of  epithelial 
cells on a saline wet mount. Urinary tract infection was 
diagnosed by growth of  at least 100,000 colony-forming 
units of  a urinary pathogen per milliliter in culture of  
a midstream urine sample. Specimens containing high 
colony counts with more than one species of  bacteria in 
asymptomatic women were considered contamination. All 
infections were then treated accordingly with appropriate 
antibiotics. The association (risk) of  urinary tract infection 
was assessed by calculating the odds ratio with 95% 
confidence interval.

A total of  119 (68.39%) of  the 174 women had bacterial 
vaginosis, whereas 58 women showed presence of  
urinary tract infection.  Out of  the 119 BV-positive 
women, 55 (46.21%) were pregnant and 64 (53.78%) were 
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