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ABSTRACT

Aim: Aim of the article was to present a case of post transplantation invasive aspergillosis,
successfully treated with conservative and surgical treatment. Case report: Patient, male, 44
years old, with second kidney transplant, required special preparation therapy, because he
was sensitized, with concentration of Panel Reactive Antibody (PRA) class | 11% and PRA
class 1l 76%. On the day of transplantation, induction was done with anti-thymocyte globu-
lin (ATG) and glucocorticosteroids. After transplantation, plasmapheresis with ATG was per-
formed. On the fourth day patient was anuric. Fine-needle biopsy of the graft was performed
and showed positive CD4 antibodies for peritubular capillaries and humoral rejection. 14 plas-
maphereses through 14 days, were negative and ATG treatment was suspended completely.
Full therapeutic dosage of tacrolimus and mycophenolate mofetil were given during treat-
ment. Four days after treatment patient was stable, but next day clinical status had worsened
with dyspnea and fever. In sputum, spores of Aspergillus species were microscopically found,
and radiologically by computerised tomography. Caspofungin was administered for seven
days. Voriconazole therapy was given for first ten days by intravenous route and after then
orally. Even with this treatment, there was no improvement in clinical picture, while CT scan
of the lungs showed abscess collection in right lung. Lobectomy was performed and pus col-
lection was found. After graft-nephroctomy, patient was treated with continous veno-venous
hemodiafiltration (CV-VHDF) dialyses, with constant voriconazole therapy for the next three
months (200mg two times per day). After one month of diagnosis, Galactomannan (GM) test
was negative. Conclusion: Although highly sensitized patients, those who are on hemodialy-
sis, in preparation for transplantation, receive intensive immunosuppressive therapy that sup-
press the immune system. Occurrence of secondary fungal infections especially infection by
aspergillosis, is cause of high mortality of infected. Application GM test that detects existence
of antibodies against Aspergillus antigens and usage of different type of immunosuppressive
preparation can increase longevity of graft and patients in solid organ transplantation pro-
gram. Aspergillosis is treated with voriconazole and surgery, and sometimes graft-nephrecto-
my if needed. Recommendation is that in all immunocompromised hosts and organ transplant
recipient should have been tested with GM test.
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1. INTRODUCTION

zla with second kidney transplant,

Aim of the article was to present a
case of post transplantation invasive
aspergillosis (IA), successfully treat-
ed with conservative and surgical
treatment, in a 44 year old male sec-
ond kidney allograft recipient. IA is
present in 0.7% and in up to 4% of the
renal transplant recipients (although
incidence is smaller in comparison
to other organ transplant recipients)
with mortality rate from 65% to 92%
(1-8). Renal transplant-specific risk
factors have not been defined (1).

2. CASE REPORT

Patient R.S., 44 years old was ad-
mitted to Intensive Care Unit, Clinic
for Anesthesiology and reanimation,
Clinical Centre, University of Tu-

required special preparation thera-
py, because he was sensitized, with
concentration of Panel Reactive An-
tibody (PRA) class I 11% and PRA
class II 76%. In human leukocyte
antigen (HLA) profile donor spe-
cific antibody (DSA ) was in traces.
First cross-match was positive, after
which special desensitizing treat-
ment was performed. After admis-
sion of rituximab, four plasmaphere-
ses were performed. On the day of
transplantation, induction was done
with anti-thymocyte globulin (ATG)
and  glucocorticosteroids.  After
transplantation, plasmapheresis with
ATG was performed. Furthermore,
plasmapheresis were performed on
the first and second day after trans-
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Figure 1. Diagnostic findings in patient a) fine needle biopsy showed
positive CD4 antibodies (humoral rejection), b) CT showed cavernous
finding, c) pyogenic macroscopic finding after lobectomy d)
pathognomonic microscopic Aspergillus finding.

plantation. Patient had diuresis on the first day after
transplantation, which gradually declined on second and
third day. On the fourth day patient was anuric. Fine-nee-
dle biopsy of the graft was performed and showed pos-
itive CD4 antibodies for peritubular capillaries and hu-
moral rejection (Figure la). Treatment was continued
with plasmapheresis, ATG, half standard dosage of tac-
rolimus and mycophenolate mofetil. After the fifth ad-
mission of ATG, lymphocytes decreased while thrombo-
cytes remained stable. After 14 plasmaphereses through
14 days, were negative and ATG treatment was suspend-
ed completely. Full therapeutic dosage of tacrolimus and
mycophenolate mofetil were given during treatment.
Four days after treatment patient was stable, but next day
clinical status had worsened with dyspnea and fever. In
sputum, spores of Aspergillus species were microscopi-
cally found, and computed tomography (CT) of the chest
showed typical finding of cavernous space in basal part
of the right lung (Figure 1b). Caspofungin was adminis-
tered for seven days (70 mg/day). Voriconazole therapy
was given for first ten days by intravenous route (6 mg/
kg once every 12 hours on day 1, then 4 mg/kg once ev-
ery 12 hours) and after then orally 200mg two times per
day. Even with this treatment, there was no improvement
in clinical picture, while CT scan of the lungs showed
abscess collection in right lung. Surgical treatment was
indicated. Lobectomy was performed and pus collection
was found (Figure 1c). Microscopic findings identified
Aspergillus (Figure 1d). Besides aspergillosis, patient
had Cytomegalovirus (CMV) infection (confirmed by
PCR). He was treated with recommended gancyclovir
for ten days (5 mg/kg/day). Therapy did not provide re-
sults, number of lymphocytes were reduced and graft
nephroctomy had to be performed. After graft-nephroc-
tomy, patient was treated with continous veno-venous
hemodiafiltration (CV-VHDF) dialyses, with constant
voriconazole therapy for the next three months (200mg
two times per day). After one month of diagnosis, Ga-
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lactomannan (GM) test was negative. Despite negative
results, voriconazole therapy was continued for next two
months. Dialysis treatment was performed three times
per week with continuous patient monitoring who was
clinically stable with adequate laboratory values.

3. DISCUSSION

Prolonged corticosteroid therapy, graft failure requir-
ing hemodialysis, duration of dyalisis, leukopenia and
potent immunosuppressive therapy present risk factors
for IA after kidney transplantation (8-11). At the time
of transplantation, there was no guideline for kidney
transplantation which recommended usage of GM test,
that detects antibodies for Aspergillus. Previously it was
well documented that diagnosis of invasive aspergilosis
can only be confirmed by identification of the fungus in
biopsy samples. GM test is not highly sensitive (9, 10),
but it provides a positive leverage in suspected patients.
There is no universal strategy in treatment of IA in this
type of patients. In prevention and treatment of Asper-
gillosis, voriconazole is more effective, less nephrotoxic
and has lower mortality rate compared to amphotericin
B (13). Duration of therapy with voriconazole should last
two weeks after disappearance of all signs and symp-
toms of Aspergillosis, even some authors recommend
6 months duration of treatment with voriconazole after
surgical treatment and some suggested all life prevention
plan and yearly GM test control (9-12).

4. CONCLUSION

In highly sensibilized kidney allograft recipients who
are treated with ATG it would be useful to do GM before
the transplantation because of possible fungal and espe-
cially Aspergillus infections and the impact on patient
outcome.
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