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Fig.1 Chest X-ray shows the appearance of ground glass

shadows on both lungs. Plain CT shows the appearance of
ground glass shadows, infiltration shadows and reticular
shadows on both lungs.
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Abstract:

We herein report the case of a 78-year—old male, who suffered from fatal sepsis originating from a urinary
tract infection. At the age of 66, he had undergone an ABO-blood type-compatible kidney transplantation
with his wife as living donor, nine years after the commencement of hemodialysis therapy for end-stage
renal disease. He was followed up with maintenance immunosuppressive therapy, which consisted of
cyclosporine, mycophenolate mofetil, and methylprednisolone. He developed new onset diabetes after
the transplantation and this led to insulin therapy. Eleven years after the transplant, he needed clean
intermittent catheterization (CIC) due to the occurrence of urinary dysfunction from neurogenic bladder
caused by the diabetes mellitus. He had difficulty with the intermittent catheterization because of his mental
condition of dementia. Although the immunosuppressive drugs were adjusted, he repeatedly suffered from
bacterial febrile pyelonephritis of the transplanted kidney. Finally, he developed septic shock with acute
respiratory distress syndrome (ARDS) that originated from a severe urinary tract infection and he needed to
be admitted to the intensive care unit (ICU). He received various intensive therapies, consisting of ventilation
management, continuous hemodiafiltration, widespread antibiotics, steroid administration, and endotoxin
adsorption therapy. On the fifth day of hospitalization, the patient recovered from the lethal condition and
was able to leave the ICU. Elderly kidney transplant recipients need to be carefully monitored in order
to avoid the onset and severity of infections due to over-immunosuppression. In addition, there are many
complications caused by immunosuppressive drugs due to the decreasing potential of both the immune
system and drug metabolism. Treatment outcome such as graft survival may be improved by the avoidance
of fatal infection with strict adjustment of immunosuppression. We report a case of acute respiratory distress
syndrome (ARDS) arising from septic shock that was treated by various intensive treatments, followed by
recovery of general condition and stable graft function. (Nishinihon J. Urol. 82 : 601-604, 2021)
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