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Infectious Disease



ÅIdentify important aspects of the pre-transplant infectious workup

ÅIdentify infections associated with transplant recipients 

ÅRecognize the role and timing immunosuppression plays in transplant related 

infections



ÅA 47 year old female presents to your office for evaluation 

prior to renal transplant for diabetic nephropathy.  PMHx is 

significant for HTN, DM.  She was born in Mexico and recalls 

her Aunt having tuberculosis when she was a child.  She has no 

cough, fever, chills, night sweats, weight loss or other complaints.  

CXR is ordered.  Quantiferon is ordered and the results are 

below:

ÅMitogen >10.00

ÅNil 0.02

ÅTb Ag ðNil 7.51

ÅHow do you interpret this result?



Her CXR is back.  Based on this 

information, what is your next step?

A) Send sputum for AFB x3

B) Clear her for transplant at this time

C) Start RIF 600mg daily for 4 months

D) Start RIPE daily for 2 months, 

following by 4 months of 

INH/RIF/B6 and hold transplant until 

complete?



ÅPretransplanthistory of utmost 

importance

ÅPrior exposures, travel, occupations, hobbies

ÅChronic diseases may be affected by 

transplant

Å?re-infection of transplanted organ (HBV, 

HCV)

ÅDiabetes mellitus affecting graft healing

ÅPre-existing cardiac disease, pulmonary, gall 

bladder

ÅPrior exposures/immunity play a role 

in immunosuppressed persons

ÅPrior colonization/infections

ÅReactivation of latent infection

Mandell: Mandell, Douglas, and Bennett's Principles and Practice of 

Infectious Diseases, 8th ed.; Chapter 311: Risk Factors and Approaches 

to Infections in Transplant Recipients.  3414-3424.



ÅPatients are undergoing major surgery, many will be in ICU 

setting post operatively

ÅOrgan was outside the body for hours

ÅIschemia leading to allograft injury?

ÅMany patients have been in the ICU setting prior to 

transplantation

Å?Immune suppression making the patient more susceptible to 

infection (BMT)

ÅSOT infections are most common at the site of transplantation

ÅSurgical procedure itself

ÅOR time, blood loss, etc.



ÅA) Repeat blood cultures and remove/exchange any central 

lines.  Await ID of the isolate.  

ÅB) Repeat blood cultures and order a CT of the abd/pelvis. 

Change her antibiotics to include VRE activity.  

ÅC) Repeat blood cultures, continue vancomycin and zosyn.  Add 

linezolid.  

ÅD) Review donor cultures and information.  Repeat blood 

cultures.  Order MRSA swab of nares.  Continue your current 

antibiotics.  
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ÅYour patient recovers from her VRE bacteremia and wound 

infection.  3 weeks later she is discharged from the hospital.  

One week following this, she is admitted with one day of LLQ 

abdominal pain, fever, diarrhea.  Temp 101.7F, P109, BP 

121/75.  She has left lower abdominal pain on exam.  WBC is 

18.9K.  

ÅWhat is the most likely diagnosis?

ÅA) Wound infection

ÅB) Sepsis of unknown source

ÅC) Clostridium difficile colitis

ÅD) Medication toxicity







ÅA)  Round atelectasis

ÅB)  Aspergillus pneumonia

ÅC)  Pulmonary Coccidioides

ÅD)  Pulmonary Nocardiosis

ÅE)   MRSA pneumonia



ÅDimorphic ðexisting as either 

mycelium or spherule

Å Two species ðC. immitisand C. 

posadasii

ÅC. imimitisfrom California San 

Joaquin Valley

ÅC. posadasiiðall other endemic 

areas

Å 0.5% cases are disseminated 

disease

ÅPulmonary lesions, skin 

manifestations

ÅProphylaxis for SOT 200mg daily 

6-12 months

Å Treatment for life after tx course 

for active disease

ÅAmBfor severe infection

http://phil.cdc.gov/PHIL_Images/11121998/00004/39G

0040_lores.jpg

http://library.med.utah.edu/WebPath/INFEHTML/IN

FEC024.html



ÅMajor cause morbidity/mortality

ÅGrow on most media within 48 hours

ÅAcute angle branching, true septatehyphae

ÅAspergillusAg (Galactomannan) used to detect cell 

wall for invasive Aspergillosis

ÅNot recommended for SOT ðonly BMT

ÅNeed tissue/fluid for culture/path

ÅCauses wide spectrum of clinical syndromes

Å Treat empirically with voriconazole or posaconazole

if suspected

Å Interactions with IS meds (raises tacrolimuslevels)

ÅBe aware of azole-resistant species

http://www.pathologyoutlines.com/topic/liveraspergillus.html

Pulmonary aspergillosis: a clinical review

M. Kousha, R. Tadi, A.O. Soubani

European Respiratory Review 2011 20: 156-174;



Å Common immune compromised pathogen

Å Encapsulated

Å Associated with pigeons, woods

Å Grow on most agar in 2-3 days

ÅWide manifestations ðmost common CNS, pulmonary, cutaneous

Å Serum/CSF cryptococcalAntigen useful in diagnosis

Å Treat disseminated disease like CNS ðAmphotericin/flucytosineinitially




