BANTAO Journal 2012; 10 (2): 87-89

BJ

BANTAO Journal

Case report

Kidney Transplantation in a HIV Infected Patient: A Case Report

Nikolina Basic—Jukicl, Lea Katalinicl, Ljubica Bubic—Filipil, Petar Kesl, Josip Begovac3, Eva

el . )
Pasini’ and Josip Pasini

'Department of nephrology, arterial hypertension, dialysis and transplantation, “Department of urology,
University hospital centre Zagreb, *University Hospital for Infectious Diseases, Zagreb, Croatia

Abstract

After introducing the highly active antiretroviral therapy
(HAART) into treatment, the life expectancy in patients
infected by the human immunodeficiency virus (HIV) has
increased dramatically. Although the new therapy signifi-
cantly improved survival and reduced the AIDS-related
mortality, complications such as kidney, liver, and cardiac
disease have largely replaced opportunistic infections as
the leading causes of death. There is a broad spectrum
of disorders leading to the end-stage renal disease (ESRD)
in this specific population of patients-from hypertension
and diabetes to different forms of glomerular diseases.
One of the most common causes of ESRD is the HIV-
associated nephropathy (HIVAN). When managing ESRD
we may choose between the three possible therapeutic
modalities: hemodialysis (HD), peritoneal dialysis (PD)
and kidney transplantation. Kidney transplantation has un-
til recently been considered as absolutely contraindicated
in HIV positive patients. However, with introduction of
HAART, it has become a great alternative as renal repla-
cement therapy in carefully selected candidates with con-
trolled HIV infection. We report the case of the first HIV-
infected renal transplant recipient from our Center, being
also the first patient in Croatia.
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Introduction

After introducing the highly active antiretroviral therapy
(HAART) into treatment, the life expectancy in patients
infected by the human immunodeficiency virus (HIV) has
dramatically increased [1]. Even though new therapy sig-
nificantly improved survival and reduced the AIDS-re-
lated mortality, these patients are now dealing with con-
sequences associated with chronic diseases [1,2]. Compli-
cations such as kidney, liver, and cardiac diseases have
largely replaced opportunistic infections as the leading
causes of mortality in the setting of HIV [3].

Correspondence to:

Acute kidney injury (AKI) and chronic kidney disease
(CKD) are both more common in patients with HIV than
in the general population [4-8]. The prevalence and inci-
dence of HIV-related end-stage renal disease (ESRD) are
increasing as the prevalence of HIV infection continues
to rise [9]. There is a broad spectrum of disorders lea-
ding to ESRD in this specific population of patients-
from hypertension and diabetes to all kinds of glomeru-
lar diseases. One of the most common causes of ESRD
is HIV-associated nephropathy (HIVAN) [8]. HIVAN is
a collapsing form of focal sclerosing glomerulosclerosis
(FSGS) with associated tubular microcysts and intersti-
tial inflammation. It presents with significant proteinu-
ria and can rapidly progress towards the ESRD [10,11].
For this reason all HIV-infected persons should be annua-
Ily screened for signs of proteinuria and reduced kidney
function [8,12].

Hemodialysis (HD), peritoneal dialysis (PD) and kidney
transplantation may all be considered as therapeutic op-
tions when managing ESRD. Studies have shown that
the outcomes are similar in HIV-positive ESRD patients
whether they have been treated with HD or PD [12,13].
HAART introduction has also increased life expectancy
in HIV-positive patients undergoing dialysis [13]. From
this point, kidney transplantation, once absolutely contrain-
dicated, has become a great alternative as renal replace-
ment therapy in carefully selected candidates [1].

We report the case of the first HIV-infected renal trans-
plant recipient from our Center.

Case report

We present a case of a 60-year-old HIV-infected male
who was diagnosed with HIV infection in 1990. Arterio-
venous fistula was constructed and he started hemodia-
lysis (HD) treatment in 2004 after developing ESRD resul-
ting from the HIV-associated nephropathy (HIVAN). In
2005 the HAART was introduced into treatment. He has
regularly followed-up in the Zagreb University Hospital
for Infectious Diseases and the laboratory evaluations have
shown less than 50 copies of plasma viral RNA over the
last 7 years (undetectable HIV).

Nikolina Basic-Jukic, Department of nephrology, arterial hypertension, dialysis and

transplantation, "Kispaticeva" 12, 10000 Zagreb, Croatia; E-mail: nina_basic @net.hr



88

HIV and kidney transplantation

Due to multiple vein thrombosis and no adequate vascu-
lar access he underwent a right-sided hernioplastic opera-
tion followed by the Tenckhoff catheter insertion in August
2012. He immediately started the peritoneal dialysis (PD)
exchanges. Because of his good physical state and satis-
factory regulated HIV viremia kidney transplantation was
considered as the treatment of choice. Extensive evalua-
tion was performed to exclude possible contraindications
for immunosuppressive therapy. His HAART therapy in-
cluded reltegravir, abacavir sulfate and lamivudine.

The patient underwent kidney transplantation from a de-
ceased donor on the 3™ of December 2012. He received
kidney with 3 mismatches. Initial immunosuppressive the-
rapy included prednisolon, tacrolimus and mycophenolate
mofetil with basiliximab induction. Early post-transplant pe-
riod was complicated with profuse bleeding, which deman-
ded triple retroperitoneal hematoma evacuation (on 5",
11" and 27" of December). However, no single site of
bleeding was found. His coagulogram was within the nor-
mal range. Furthermore, 11 days after transplantation his
state was additionally complicated with the development of
non-ST Segment Elevation Myocardial Infarction (NSTEMI)
and Pseudomonas pneumonia which was successfully trea-
ted with piperacillin/tazobactam according to the anti-
biogram. Because of the delayed graft function, during
the first 30 days after transplantation hemodialysis was
performed via the right femoral catheter, but after that
he was switched to peritoneal dialysis. Percutaneous graft
biopsy was performed 24 days after transplantation. Pa-
thohistological evaluation revealed signs of borderline
acute cellular rejection. He received three boluses of 6-
metilprednisolone (500 mg each). He established good
diuresis, and after 44 days was no longer dependant on
dialysis. He also experienced a delayed wound healing
which prolonged his hospitalization.

Two months after the transplantation he was discharged
from the hospital in good condition with creatinine 350
umol/L. His last serum creatinine in the follow-up was
275 umol/L.

During the entire period he was under supervision of in-
fectologists, urologists and nephrologists.

Discussion

In spite of HAART being highly efficient in reducing the
risk of HIVAN, the incidence of ESRD in the United Sta-
tes and Europe steadily increases among the HIV-posi-
tive patients [14]. Kidney transplantation is a method of
choice in treatment of patients with ESRD. As mentioned
previously, it may also be considered as one of the treat-
ment options in carefully selected patients with satisfac-
tory immune function and undetectable viral load [1,14].

In the late 90s great improvements could be seen through
introducing the new modalities of antiretroviral therapy,
opportunistic infection prophylaxis and anti-rejection treat-
ment [1,15]. After introducing the new antiretroviral the-
rapy mortality rates of HIV-infected and HIV-seronega-
tive patients in dialysis program became equal. Moreo-
ver, the survival rate for HIV-infected patients increased
from 56% to 74% in the period of only a decade [1]. All

this led to reconsidering whether kidney transplantation
could play an equally important role as dialysis in patients
suffering from severe form of CKD but with well-con-
trolled HIV infection [16].

In 2010 Stock and colleagues undertook a prospective stu-
dy of 150 transplanted HIV-infected patients who had
CD4+ T-cell counts of at least 200/mm’ and undetecta-
ble plasma HIV type 1 RNA levels while being treated with
a stable antiretroviral regimen. Post-transplantation mana-
gement was provided in accordance with study protocols.
The results showed that successful kidney transplantta-
tion could be a highly achievable goal in HIV-infected
graft recipients. Patient survival rates at 1 year and 3 years
were 94.6+2.0% and 88.2+3.8%. Mean graft survival ra-
tes were 90.4% and 73.7%. These rates were very similar
to those of older kidney transplant recipients (>65 years)
and those reported for all kidney transplant recipients.
The rejection rates in the HIV-infected recipients were
unexpectedly higher when compared with recipients who
did not have HIV infection. Almost half of these episo-
des were glucocorticoid-resistant. Furthermore, no eviden-
ce of accelerated HIV disease progression was found and
immunosuppressive therapy did not lead to an increase in
viral load [14].

However, our case demonstrates that the post-transplant
course of HIV-positive patients may be very complicated.
It is hard to say whether our patient had some clotting
abnormality causing profound bleeding after transplanta-
tion, while his coagulogram was normal. He had no signs
of opportunistic infections, but suffered from multiple com-
plications which may occur in all other patients (myo-
cardial infarction, delayed wound healing, delayed graft
function, pneumonia, and acute rejection). Yet, lack of
vascular access and peritoneal dialysis in the setting of
anuria and necessity for hernia operation, demanded kid-
ney transplantation in order to try to prolong his life.

Conclusions

In conclusion, kidney transplantation may be considered
as one of treatment options in carefully selected patients
with satisfactory controlled HIV infection. Further efforts
are needed in order to prevent serious complications such
as severe rejection episodes and numerous interactions
between HAART and immunosuppressive agents.

Conflict of interest statement. None declared.
References

1. Moreno CN, Siqueira RC, Noronha IL. Kidney transplan-
tation in HIV infected patients. Rev Assoc Med Bras 2011;
57:100-106.

2. Grossi PA. Update in HIV infection in organ transplan-
tation. Curr Opin Organ Transplant 2012; 17: 586-593.

3. Selik RM, Byers RH Jr, Dworkin MS. Trends in diseases re-
ported on U.S. death certificates that mentioned HIV infection,
1987-1999. J Acquir Immune Defic Syndr 2002; 29: 378-387.

4. Gardenswartz MH, Lerner CW, Seligson GR, et al. Re-
nal disease in patients with AIDS: a clinicopathologic
study. Clin Nephrol 1984; 21:197-204.



Basic-Jukic N. et al.

89

10.

11.

Pardo V, Aldana M, Colton RM, et al. Glomerular lesions
in the acquired immunodeficiency syndrome. Ann Intern
Med 1984; 101: 429-434.

Rao TK, Filippone EJ, Nicastri AD, et al. Associated focal
and segmental glomerulosclerosis in the acquired immu-
nodeficiency syndrome. N Engl J Med 1984; 310: 669-673.
D'Agati V, Appel GB. Renal pathology of human immuno-
deficiency virus infection. Semin Nephrol 1998; 18: 406-421.
Wyatt CM. The kidney in HIV infection: beyond HIV-asso-
ciated nephropathy. Top Antivir Med 2012; 20(3): 106-110.
Schwartz EJ, Szczech LA, Ross MJ, et al. Highly active
antiretroviral therapy and the epidemic of HIV+ end-sta-
ge renal disease. J Am Soc Nephrol 2005; 16: 2412-2420.
Kimmel PL, Phillips TM, Ferreira-Centeno A, et al. HIV-
associated immune-mediated renal disease. Kidney Int 1993;
44: 1327-1340.

Balow JE. Nephropathy in the context of HIV infection.
Kidney Int 2005; 67: 1632-1633.

12.

13.

14.

15.

16.

Gupta SK, Eustace JA, Winston JA, et al. Guidelines for
the management of chronic kidney disease in HI'V-infec-
ted patients: recommendations of the HIV Medicine Asso-
ciation of the Infectious Diseases Society of America. Clin
Infect Dis 2005; 40: 1559-1585.

Perinbasekar S, Brod-Miller C, Pal S, Mattana J. Predic-
tors of survival in HIV-infected patients in hemodialysis.
Am J Nephrol 1996; 16: 280-286.

Stock PG, Barin B, Murphy B, et al. Outcomes of kidney
transplantation in HIV-infected recipients. N Engl J Med
2010; 363: 2004-2014.

Roland ME. Solid-organ transplantation in HIV-infected
patients in the potent antiretroviral therapy era. Top HIV
Med 2004; 12: 73-76.

Wyatt CM, Murphy B. Kidney transplantation in HIV-in-
fected patients. Semin Dial 2005; 18: 495-498.



