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Objectives

it infectious workup
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Case #1

A A 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

cough, fever, chills, night sweats, weight loss or other compla

CXR Is ordered. Quantiferon is ordered and the results are
below:

AMitogen >10.00

ANil 0.02

ATb Agd Nil 7.51

A How do you interpret this result?




Case #1

- 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?




Pretransplant

A Pretransplantistory of utmost
Importance
A Prior exposures, travel, occupations, hobb

A Chronic diseases may be affected b
transplant

A ?reinfection of transplanted organ (HBV,
HCV)

A Diabetes mellitus affecting graft healing

A Preexisting cardiac disease, pulmonary, g
bladder

A Prior exposures/immunity play a role
INn IMmmunosuppressed persons

A Prior colonization/infections
A Reactivation of latent infection

TABLE 311-5 Routine Laboratory Studies before and after
Transplantation

BEFORE TRANSPLANTATION® AFTER TRANSPLANTATION

Cytomegalovirus IgG antibody Viral loéd monitoring for
cytomegalovirus

Epstein-Barr virus IgG antibody Antibody studies (as clinically
indicated)

Herpes simplex (types 1 and 2) antibody
Varicella-zoster IgG antibody

Toxoplasma IgG antibody (heart transplant
recipients)

Hepatitis B screen'
Hepatitis C enzyme immunoassay*
Human immunodeficiency virus antibody

Tuberculin skin test or interferon gamma release
assay for tuberculosis

Stool for ova and parasites; Strongyloides
antibody®

Trypanosoma cruzi antibody!

Mandell: Mandell, Douglas, and Bennett's Principles and Practice of
Infectious Diseases, 8™ ed.; Chapter 311: Risk Factors and Approaches
to Infections in Transplant Recipients. 3414-3424.




Risk factors for infection

A Patients are undergoing major surgery, many will be in ICU
setting post operatively

A Organ was outside the body for hours
Alschemia leading to allograft injury?

A Many patients have been in the ICU setting prior to
transplantation

A ?lmmune suppression making the patient more susceptible to
Infection (BMT)

A SOT infections are most common at the site of transplantation

A Surgical procedure itself
AOR time, blood loss, etc.




CASE #2

A 57 year old female undergoes orthotopic liver transplantation for HCV related
cirrhosis. Due to her medical condition, she has been an inpatient for over one month
and was in the ICU for several weeks prior to her transplant. 13 days after her
transplant, she becomes febrile to 101.1F and her WBC rises to 18.7K. She has been on
an empiric course of  vancomycin and zosyn since the transplant. Blood cultures turn

positive for Gram + cocci in pairs and chains. What is your next course of action?

A A) Repeat blood cultures and remove/exchange any central
lines. Await ID of the isolate.

A B) Repeat blood cultures and order a CT ofabe/pelvis.
Change her antibiotics to include VRE activity.

A C) Repeat blood cultures, continue vancomycincmyd Add
linezolid.

A D) Review donor cultures and information. Repeat blood
cultures. Order MRSA swab of nares. Continue your current
antibiotics.
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Case #2

A Your 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.

AWhat is the most likely diagnosis?
A A) Wound infection
A B) Sepsis of unknown source
A C) Clostridium difficile colitis
A D) Medication toxicity




A 57 year old female undergoes orthotopic liver transplantation for HCV related
cirrhosis at BUMCP. Due to her medical condition, she has been an inpatient for over
one month and was in the ICU for several weeks prior to her transplant. 61 days after
her transplant, she becomes febrile to 100.8F. She is currently being treated for VRE
bacteremia and candida albicans fungemia with daptomycin and micafungin. She 1s not
on any O2 and does not have a cough but you order a CXR, which is shown below. She
takes tacrolimus, MMEFE, prednisone for IS. She takes Bactrim and valganciclovir for

prophylaxis.




You notice she was previously positive for Coccidioides IgG
and has been off fluconazole for one month now due to

starting micafungin.




What is your suspected diagnosis?

A A) Round atelectasis

A B) Aspergillus pneumonia
A C) Pulmonary Coccidioides
A D) Pulmonariocardiosis

A E) MRSA pneumonia




o o Do Do Do

Coccidioides species

Dimorphi® existing as either
mycelium or spherule

Two specied C.immitisand C.
posadasii

A C.imimitifrom California San
Joaquin Valley

A C.posadasi all other endemic
areas

0.5% cases are disseminated
disease

Pulmonary lesions, skin
manifestations

Prophylaxis for SOT 200mg daily
6-12 months

Treatment for life aftetx course
for active disease

AmBfor severe infection
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Aspergillus species

Major cause morbidity/mortality
Grow on most media within 48 hours
Acute angle branching, trgeptatehyphae

Aspergillus\g (Galactomannanused to detect cell
wall for invasiveAspergillosis ;

A Not recommended for S@Tonly BMT
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A Need tissue/ﬂUid fOF CUlturEIpath http://mww.pathologyoutlines.com/topic/liveraspergillus.html
A Causes wide spectrum of clinical syndromes

Treat empirically with voriconazoleposaconazols

if suspected
Interactions with IS meds (raisesolimugevels)
Be aware of azoleesistant species

Pulmonary aspergillosis: a clinical review
M. Kousha, R. Tadi, A.O. Soubani
European Respiratory Review 2011 20: 156-174;
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Cryptococcus neoformas

Common immune compromised pathogen

Encapsulated

Associated with pigeons, woods

Grow on most agar in-3 days

Wide manifestationd most common CNS, pulmonary, cutaneous
Serum/CSleryptococcalfntigen useful in diagnosis

Treat disseminated disease like GNEGmphotericirflucytosinenitially




dmission she has a CT chest show below:




