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Abstract

Background: Aspergillus spondylodiscitis is increasingly described in immune-compromised patients. Its diagnosis is challenging and
its delay results in high mortality and morbidity in view of its relative infrequency and the non- specific clinical signs and symptoms.
Case report:We report a case of thoracic spondylodiscitis caused by Aspergillus fumigatus in a patient of renal transplantation and with

proven pulmonary tuberculosis.

Conclusion:We reiterate that transplantist and the treating physician should have high grade of suspicion for the invasive Aspergillosis
even when the patient complains of vague non-specific back pain, and aggresively aim to rule out fungal infection. Early surgical deb-
ridement and antifungal therapy to be executedto prevent rapid progression of invasive aspergillosis and neurological damage.
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1. Background

Aspergillus spondylodiscitis is increasingly described in immune-
compromised patients. Invasive aspergillosis infection, particular-
ly, that involving the central nervous system and spinal cord are
accompanied withthe highest mortality rate .Its diagnosis is
challenging and delay results in high mortality and morbidity in
view of its relative infrequency and the non- specific clinical signs
and symptoms. Fungal infections do occur commonly in renal
transplant recipients especially in genitourinary system however
reports describing such a condition are very few. Herein, we report
a case of thoracic spondylodiscitis caused by Aspergillus fumiga-
tus in a patient of renal transplantation, and with proven pulmo-
nary tuberculosis.

2. Case report

We report a 34 year old man, who underwent living mother donor
kidney transplantation two years earlier with persistent mild graft
dysfunction, was admitted with back pain, general ill health and
not able to ambulate. His past medical history revealed onset of
progressive renal failure due to chronic glomerulonephritis since
2010 and was on heamodialysis for 2 years before renal transplan-
tation in 2012. He was also proven positive for tuberculosis with
acid fast staining of sputum in 2011 and had completed the anti-
tubercular course for 18 months with renal dosage adjustment and
was respiratory symptom free till the time of presentation. Post

transplantation he suffered mild delayed graft rejection and was on
immunosuppression with Tacrolimus, mycophenolatemofetil and
prednisolone. He developed secondary hypertension for which he
was managed with prazosin, dilitiazem and clonidine. One year
Post transplantation he developed urosepsis due to E.coli, sensi-
tive to amikacin and meropenem and managed with intravenous
injection. In May 2014, he presented to emergency department
with severe back ache, aggravated at night that could not be re-
lieved by rest over previous 2 months along with tenderness
around 8", 9th and 10" thoracic spinous process and paraspinal
region with intact neurology and added sounds on chest ausculta-
tion. His chest x-ray revealed a right mediastinal mass compared
to his previous x rays which was suggestive of tuberculosis in
view of history of previous pulmonary tuberculosis. His sputum
for acid fast bacilli came negative. Computed and Magnetic reso-
nance imaging of the chest and spine showed a spondylodisci-
tiswith right paravertebral collection tracking along the paraspinal
region to the psoas area on hoth side and extending to the upper
pole of the recipient kidney on right side measuring 10*6*4 cm
(Figure 1). His blood examination revealed a Haemoglobin of 9.4,
creatinine of 5.4 , Sodium 138 , Potassium 4.1 , ESR 45, Total
counts of 7450 .He underwent CT guided aspiration, which did
not disclose any organism. He was planned for retropleural evacu-
ation and biopsy by costotransversectomy at Dorsal 9 vertebra.
Amber coloured caseous material was drained from retropleural
region and spinal instrumentation was not done in view of stable
bone segments. Histopathology of the sample revealed Aspergillus
fumigatus. He was put on Liposomal amphotericin B and itra-
conozole with careful monitoring of the side effects.

Ot

Copyright © 2015Dr Amit Grover et al. This is an open access article distributed under the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.



http://creativecommons.org/licenses/by/3.0/
http://www.sciencepubco.com/index.php/IJM

52

International Journal of Medicine

P 1
Fig. 1:MRI Showing Spondylodiscitis with Paravertebral Collection

On Post op day 14 he developed breathlessness, hypotension and
with metabolic acidosis and was monitored in ICU. Next day he
complained of sudden onset of weakness of upper and lower limbs
predominant in lower limbs with urinary retention and his Mag-
netic resonance imaging of the brain and Spine revealed multiple
lacunar infarcts in the frontal and parietal region with spinal cord
indentation with granulation tissue from the paraspinal abscess.
On post op day 16, he had deteriorating sensorium and hypoten-
sion, inspite of ionotropic support along with and he succumbed to
cardiac arrest which did not respond to best efforts of CPR.

3. Conclusion

Case reports of Aspergillus spondylodiscitis after solid organ and
multivisceral transplants have been reported (Castelli C et al.1990,
Hummel M et al.1993, Park SB et al.2004, Salvalaggio PR et
al.2003, Tang TJ et al. 2000, Wéclawiak H et al.2007). Multiple
factors like renal failure, steroids, immunosuppression, neutro-
penia, defective phagocytes, bacterial and cytomegalovirus infec-
tions, long term use of 1V cannulas and antibiotics, presence of
vascular complications, graft rejection, diabetes, malignancy, par-
enteral nutrition, and dialysis increases the risk of invasive Asper-
gillosis. In our case the patient was predisposed to Aspergillus by
a combination of multiple infections, use of immunosuppressive
agents and previous use of intravenous broad-spectrum antibiotics.
In our case, to facilitate the diagnosis of invasive fungal infection
ion the first setting was masked by the history of proven pulmo-
nary tuberculosis. There are very few cases of Aspergillous spon-
dylodiscitis along with tuberculosis published in the literature
(Ersoy A ET al.2007, Park SB et al.2004). We reiterate that trans-
plantist and the treating physician should have high grade of sus-
picion for the invasive Aspergillosis even when the patient com-
plains of vague non-specific back pain and aggresively aim to rule
out fungal infection using imaging studies, biopsy and non-culture
based diagnostic techniques such as galactomannan or DNA de-
tection in blood and bronchoalveolar lavage sample. Early surgical
debridement and antifungal therapy to be executed to prevent
rapid progression of invasive aspergillosis and neurological dam-
age (Gerlach UA etal.2008. Salvalaggio PR etal.2003).

The most important step in invasive fungal infections is to identify
high-risk patients —which can reduces mortality. Acute mye-
logenous leukaemia,myelodysplastic syndrome, haematopoietic
stem cell transplantation, recipients of solid organ transplants,
severe and prolonged immunosuppression are risk factors for the
invasive fungal infection(Ersoy A et al.2007).

Extensive research has been conducted to facilitate the best possi-
ble treatment strategies for these invasive fungal infections. Tim-
ing and drug of choice is controversial (Riiping MJ et al.2008).
Nonspecific back and neck pain, insidious onset and progressively
worsening over several weeks or months without clinical charac-
teristics is the primary complaint of vertebral osteomyelitis
presentation. Clinically, spondylodicitis is suspected based on the
clinical suspicion and radiological findings of bone destruction,
paradiscal erosion and paravertebral collection along with soft
tissue extension and edema. The definitive diagnosis of Aspergil-
lus infection is revealed by demonstration of characteristic, acute
branching, broad, septate hyphae in biopsy materials, and culture

and also based on non-culture diagnostic techniques like galac-
tomannan or DNA detection in blood or bronchoalveolar lavage
samples

After having reviewed the major clinical trials, Ruping MJ et al
(Riping MJ et al.2008) , recommended some guide lines like, a)
prophylaxis with posaconazole for allogeneic haematopoietic stem
cell transplantation recipients, patients receiving induction chemo-
therapy for Acute myelogenous leukaemia, myelodysplastic syn-
drome, and those undergoing immunosuppressive therapy for
graft-versus-host disease after allogeneic haematopoietic stem cell
transplantation, b) for the empirical treatment of persistently fe-
brile neutropenia, caspofungin is our first- and liposomal ampho-
tericin B deoxycholate as second-line choice, c) Once a diagnosis
of invasive aspergillosis has been established, voriconazole should
be the preferred treatment option, with liposomal amphotericin B
deoxycholate being an alternative. Once a diagnosis has been es-
tablished, the drug of choice for adequate treatment depends large-
ly on neutrophil count and haemodynamic stability. In non-
neutropenic patients, an echinocandin should be considered the
first-line treatment option. In neutropenic patients, caspofungin or
micafungin might be preferred to anidulafungin as first-line treat-
ment. Liposomal amphotericin B deoxycholate is a second-line
treatment option in both settings (Ruping MJET al.2008).

Early cautious treatment initiation in invasive Aspergillosis infec-
tion has impact on mortality rates; however specific diagnostic
measures are lacking (Maschmeyer GET al.2007). This scenario
leads to the parallel use of prophylactic, empirical and pre-emptive
anti-fungal regimen treatment. Also on definite diagnosis of fun-
gal infections targeted treatment is employed (Riping MJet
al.2008).
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