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Key words: cerebral aspergillosis; liposomal amphoter- 1.1 mg/dl ); immunosuppresion was reduced for some
weeks. The patient’s initial therapy with amphotericinicin B; nefrotoxicity; renal transplant
B desoxycholate (20 doses of 1.2 g) was then changed
to liposomal amphotericin B (300 mg QD, then 300 mg
qOD) for adverse effects (fever and chills) and at least

Introduction 2–3 disseminated skin lesions, where Aspergillus was
clearly evident with biopsy. The following MRI showed
no other lesions and a decrease in size of the frontalOpportunistic fungal infections are an important cause
abscess; immunosuppressive therapy was again startedof morbidity and mortality in immunodepressed
at a full dosage. He was discharged from Mount Sinaipatients especially organ transplant recipients [1–3].
Hospital in July 1996 and returned to Italy. In theAspergillus fumigatus is present in the environment
following months he continued liposomal amphotericinworldwide and its invasive cerebral localization is
B (300 mg every other day) and underwent furthercomplicated by a high mortality rate (more than 95%)
cranial MRI. The CNS lesion showed no change inin immunosuppressed hosts [4].
size with sclerotic evolution and the patient was
re-evaluated for a second surgical procedure. In
December 1996 he was submitted to a surgical resectionCase

M.L., a 52-year-old Italian male patient underwent a
cadaveric transplant with a six antigen matched kidney
at Mount Sinai Hospital, New York City, USA, in
October 1995. Early post-operatively the patient was
diagnosed with oesophageal CMV and was treated
with ganciclovir. During the treatment he developed
pneumonia, consistent with CMV and required
mechanical ventilation. He suffered a long course with
several respiratory decompensations and ganciclovir
was continued. In February 1996 the patient had a
subtle mental status change with seizure; positive
sputum and skin lesions for Aspergillus were demon-
strated. Chest X-ray was essentially normal, lumbar
puncture was negative, radiographs of the sinus were
not performed.

A cranial MRI showed two small frontal lesions,
which were worked to rule out infection versus neo-
plasm. He had a Thallium scan which ruled out
neoplasm and the left-sided lesion was biopsied and
proved to be Aspergillus. He was then started on
amphotericin B (60 mg QD) to cover for Aspergillus,
dilantin and phenobarbital (serum creatinine

Fig. 1. Cranial MRI, executed on February 14, 1997, depicts com-
plete absence of the second frontal fungal abscess with glial reactionCorrespondence and offprint requests to: Dr A. Carlini, Department

of Nephrology, Campo di Marte Hospital, I-55100 Lucca, Italy. around the old lesion and meningeal uptake of the contrast medium.
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of the CNS lesion (Figure 1). The post-operative mal amphotericin B was associated with no further
progression of the existing cerebral lesion, no otherbiopsy exhibited fragments of neural tissue with moder-

ate reactive gliosis; the edge of one fragment of pia- development of cerebral abscesses and sclerotic evolu-
tion of the old lesion. No new fungal skin lesions werearachnoid showed thickening with some lymphocytes

and macrophages. Liposomal amphotericin B was described during the treatment with AmBisome. In
addition, no data were reported in literature aboutreduced and then stopped in the first days of January

1997. He had been treated for almost 10 months with patients treated with such a high dose of liposomal
amphotericin B and for such a long period.liposomal amphotericin B with a cumulative dosage of

42.88 g (41.68 g+1.2 g). During the course of anti- Liposomal amphotericin B showed a good safety
and efficancy at high doses with no nephrotoxic orfungal treatment renal graft function was unmodified,

immunosuppressive regimen was continued and other toxic manifestations. Renal graft function was
still unchanged for all the time of treatment with nonephrotoxic manifestations (especially hypokalaemia)

were not seen (serum creatinine 1.1 mg/dl, creatinine increment of serum creatinine from the baseline and
creatinine clearance more than 70 ml/min. A rare lowclearance 74 ml/min at the end of therapy).
back pain was reported during i.v. infusion of the drug.

In conclusion high doses of liposomal amphotericin
Discussion B could represent a new, important advance in the

treatment of invasive aspergillosis in immunodepressed
hosts. Because of its availability and safety, long termCommonly the most clinical pattern of aspergillosis is

the onset of unremitting fever and pulmonary infiltrates administration is possible in renal transplants without
nephrotoxic effects also at high cumulative doses.on chest X-ray.

In addition, aspergillosis of the central nervous
system is a rare, but well-described disease in immuno-
suppressed patients [1]. The predominantly clinical References
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