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Abstract
Background: Aspergillus abscesses of the kidneys are very rare complications
of AIDS which usually have fatal outcome. The 4 patients described in the
literature, 2 of whom had bilateral involvement, died due to this opportunistic
infection. Methods: Case report of a 33-year-old patient with AIDS in stage
C3 and aspergillus abscesses of the kidney. Results: Successful treatment of
bilateral aspergillus abscesses of the kidneys with purely conservative antimy-
cotic measures. This was largely due to stabilization of the immune status by
supplementing antiretroviral treatment with the proteinase inhibitor indina-
vir. Conclusions: The options now available for improving immune status in
AIDS also improve the treatment chances in renal aspergillosis.
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Introduction

Despite the severe immunosuppresion of patients with
AIDS, primary renal aspergillosis is an extremely rare
entity [1–6]. We report one new case of renal aspergillosis
in a patient with AIDS. His disease pattern was multiple
bilateral renal abscesses with a normal excretory path-
way.

Case Presentation

History
The HIV infection of the 33-year-old former intravenous drug

user has been known since 1985. Antiretroviral treatment was used
for the past 3 years, zidovudine and additional lamivudine for the
last 3 months. Retrosternal pain and recurring bouts of fever led to
hospitalization.

Clinical Findings
Patient with clearly reduced general state of health. Weight 61 kg,

height 173 cm. On admission, epigastric tenderness, bilateral renal
pain on percussion, maximum rectal temperature 39.2 °C, whitish

plaques in the vestibule of the mouth. Heart and lungs normal on
percussion and auscultation (BP 120/70 mm Hg, pulse 80 bpm). Liv-
er and spleen not enlarged. Normal neurological status.

Laboratory Data
Leukopenia (3.1 ! 10/l, 80% polymorphs, 8% lymphocytes), ane-

mia (11 g/dl), hypergammaglobulinemia (28.6%), ESR 80 mm/h.
CD4 cells 9/Ìl, virus load HIV 1-RNA 1.1 million copies/ml (gag

gene). Positive hepatitis B and C serology. AST, ALT, creatinine, uric
acid in normal range. Urine status: pH 6.5, leukocytes 100/Ìl, nitrite
negative, U-Erys. negative, several bacteria.

Urine culture. Staphylococcus epidermidis, Corynebacterium sp.,
no fungi detected.

Radiologic Examination
Abscesses demonstrated on ultrasound and CT (fig. 1) in the

parenchyma of both kidneys (right 4 ! 3.5 cm, left 4 ! 3.5 cm).
CT-controlled biopsy of the right kidney gave microbiological and
microscopic evidence of Aspergillus mycelia. Cultures of the kidney
biopsy grew Aspergillus fumigatus. No TBC bacteria, MOTT, Salmo-
nellae, Toxoplasma gondii, Candida albicans or Echinococcus were
seen on histology or cultured.

Gastroscopy showed massive candidial esophagitis (C. albicans).
Chest X-ray, chest CT and transthoracic echocardiography were
normal.
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Fig. 1. CT of the left kidney. Abscess in
the parenchyma (4 ! 3.5 cm).

Fig. 2. CT of the left kidney 6 months
later. Abscess-typical masses could no longer
be demonstrated.

Treatment and Course

The candidial esophagitis, which was the cause of
retrosternal pain, was treated successfully with 200 mg
fluconazole i.v. daily for 7 days, followed by 100 mg flu-
conazole p.o. daily for 6 days.

The mycotic renal abscesses were treated with 0.5 mg/
kg/day amphotericin B i.v. and 100 mg/kg/day flucytosine
i.v. (each for 30 days).

Improvement in general condition seen 2 weeks after
starting treatment. Itraconazole 400 mg/day p.o. was giv-
en as secondary prophylaxis of Aspergillus infection for a
further 8 weeks under control of serum levels. Abscess-
typical masses could no longer be demonstrated on CT
6 months after diagnosis of renal Aspergillus abscesses
(fig. 2).

Ten days after switching to itraconazole, renewed
intercurrent fever up to a maximum of 40°C. Appearance
of reddish, hyperthermic, painful nodules on the extensor
surface of the right wrist and on the left proximal elbow
joint. On presentation of metastatic skin abscesses in bac-
terial superinfection, antibiotic treatment with ciproflox-
acin and clindamycin i.v. for 6 days and then p.o. for
8 days. The patient defervesced and the skin efflores-
cences receded after 5 days. The previous antiretroviral
treatment (zidovudine for the last 3 years and lamivudine
for the last 3 months) in AIDS stage C3 (maximum low-
ered CD4 cell count and very high virus loading) was sup-
plemented with the proteinase inhibitor indinavir (800
mg/day three times). After 2 months or 6 months of treat-
ment, increase in CD4 cells to 89/Ìl (or 85/Ìl, respective-
ly), reduction in virus loading (HIV-PCR) to 11,000
copies/ml (or below the detection limit, respectively).

Discussion

Aspergillus species are moulds which are often present
in the environment [on dead leaves (flower pots), decom-
posing plants, compost heaps] and in building (e.g. in
moist wallpaper). Thus, inhalation of Aspergillus spores is
usual although symptoms are rare. Aspergillus fungi can
be isolated in the oropharynx and gastrointestinal tract of
healthy individuals. Aspergillosis is usually caused by
Aspergillus fumigatus and more rarely by Aspergillus fla-
vus, niger and terreus.

Aspergillus infections mainly occur in patients with
weak resistance and nearly always in the case of low neu-
trophil blood counts (!500 cells/Ìl), steroid and/or cyto-
static treatment [4].

In contrast, Aspergillus infections are rare (0.5–1.5%)
in HIV infections which are known to be based on a T-cell
defect with normal counts of neutrophil granulocytes and
macrophages [3].

The main manifestation sites of Aspergillus are pneu-
monia, sinusitis, and, rarely, skin abscesses, endocarditis,
brain abscesses.

Infection of the kidneys with Aspergillus can be prima-
ry or occur during hematogenic dissemination multiorgan
involvement. In the majority of cases, only one kidney is
infected; demonstration of Aspergillus abscesses in both
kidneys is rare [3]. Typical are filamentous fungus bezoars
in the ureters or in the renal pelvis which cause renal colic.
In contrast, renal abscesses are rare.

In patients who do not have AIDS, renal aspergillosis
usually causes mild symptoms such as renal colic, dysuria
and macrohematuria. Systemic symptoms such as fever
are rare. Laboratory investigations show pyuria and he-
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maturia. Routine urine cultures were mostly negative, the
targeted investigation of urine for fungi almost always
positive.

Bilateral renal abscesses could be diagnosed in our
patient, although no further organ involvement could be
demonstrated. (Exclusion of pulmonary aspergillosis us-
ing chest X-rays and chest CT.) There was high fever
(139°C for a week).

No filamentous fungi could be cultured in the urine.
The diagnosis was made using computer-controlled fine-
needle biopsy.

Surgical measures are recommended in addition to sys-
temic antimycotic treatment. Abscess drainage or ne-
phrectomy was performed in 2 of the 4 patients men-
tioned in the literature and 2 patients were treated purely
with conservative measures.

In the case of the patient presented here, sole antimy-
cotic treatment led to healing of the renal abscesses. Sup-
plementing the antiretroviral treatment with a proteinase
inhibitor probably contributed to this decisively, as it
helped to stabilize the immune system considerably.
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