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and young recipients; however, patient survival and 
death‑uncensored graft survival for 5‑year were 
significantly worse in the aged recipients.[2] We have also 
shown infection as a major cause for mortality and graft 
loss in elderly individuals with RTx, which was consisted 
with current work.[1] Hence preventing and monitoring of 
infections in post‑transplant elderly patients are essential 
to early diagnosis and prompt treatment can be lifesaving 
and increase their graft survival.

It is of interest that Kute et al.,[1] did not match human 
leukocyte antigen (HLA) in their patients with deceased 
donor RTx. The positive role of HLA matching has been 
shown previously.[3] Thus, although results of the present 
study[1] were good, it seems HLA matching could lead to 
better results in deceased donor group.

The effect of donors and recipients gender mismatch 
on graft survival has been shown. Zeier et al., detected 
lower renal graft survival in transplantation from the 
female donor to male recipient rather than other possible 
groups.[4] However, it seems Kute et al. did not consider 
the gender of donor. Maybe this mismatch in deceased 
donors group is one of the causes of lower survival 
reported in this population.

Although, in the present study,[1] chronic glomerulonephritis 
was the main cause of end stage renal disease, we 
showed in a recent study on 6930 HD patient that the 
most common cause of end‑stage renal disease (ESRD) 
was hypertension;[5] however, diabetes mellitus is the 
leading cause of ESRD in most studies. We think various 
geographic areas, life‑styles, genetic patterns and etc., 
can be the reason of these differences.

Finally, it should be accepted that elderly patients can 
benefit from RTx compared with those who are on 
maintenance HD. We can increase patients and graft 
survivals in elderly individuals with careful pre‑transplant 
evaluation, HLA and gender matching.
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Successful renal 
transplantation from a 
deceased donor who died 
of bacterial meningitis
Sir,
An infectious cause of donor death is often considered 
an absolute contraindication to deceased donor 
organ transplantation due to fear of transmitting 
the pathogenic organisms to the immunosuppressed 
recipient. World‑wide shortage of organs has forced 
clinicians to explore the feasibility of outcome using the 
non‑ideal, suboptimal kidney donors.[1‑5] We present two 
successful and uneventful renal transplants and a liver 
transplant from a deceased donor who died from pyogenic 
meningitis and diabetic ketoacidosis.

A 12‑year‑old girl was admitted with pyogenic meningitis 
and diabetic ketoacidosis. On admission, both blood 
and cerebrospinal fluid (CSF) cultures yielded Klebsiella 
pneumoniae. CSF studies and magnetic resonance 
imaging of the brain revealed pyogenic meningitis. 
She was treated with insulin, intravenous fluids and 
antibiotics. However, she rapidly deteriorated and 
became brain dead. The family granted permission for 
organ donation.

Avinash
Rectangle

Avinash
Rectangle



Letters to Editor

335Indian Journal of Nephrology� Sep 2014 / Vol 24 / Issue 5

At the time of assessment, donor was afebrile with normal 
white cell count and a urine output of 6 L/day. The 
serum highly sensitive C‑reactive protein was normal. 
Abdomen ultrasonography, chest radiography, viral 
marker, coagulation parameter, urine examination and 
donor kidney biopsy, were unremarkable, so she was 
accepted as a donor. Laboratory investigations of the 
donor are shown in Table 1.

The recipients were informed that the risk in 
transplantation is more than other non‑infected donors, 
and transplantation carried out after obtaining informed 
consent, At the time of recovery of organs, the lungs, 
liver and kidneys looked grossly normal. The kidneys 
were perfused with histidine‑tryptophan‑ketoglutarate 
solution. The liver and kidneys were used for 
transplantation and other organs were discarded. 
Cultures performed on the day of organ donation were 
negative however the results became available after 
transplantation.

The recipients were given 1.5 mg/kg thymoglobulin 
on first post‑operative day instead of the intra‑operative 
period after preliminary negative results of blood culture 
before recovery of organs was verified. The recipients 
were covered with broad‑spectrum antibiotics for 1 week 
until the active source of infection from donor was ruled 
out. They were initiated on standard prophylaxis against 
infection.

Both kidney and liver recipients had uneventful 
transplantation and stable graft function at 1‑year 

follow‑up without any complications (infection or delayed 
graft function/rejection).

Contaminated donor organs seem to fare as well as 
non‑contaminated donor organs and there is no increase 
in morbidity or mortality.[1‑5] The favorable short term 
outcome of renal transplantation after careful selection/
management of brain‑dead deceased donor who died 
from an infectious cause may have an important role in 
expanding the donor pool, to decrease the number of 
patients on transplantation waiting lists. There should 
be comprehensive evaluation of donor infection and 
pathogens, severity of sepsis, adequacy of antimicrobial 
treatment and the degree of sepsis‑induced organ 
dysfunction.
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Table 1: Laboratory evaluation of donor
Parameter Lab value
Hemoglobin 7.6 g/dl
Total white cell count 3860 μL
Polymorph 88%
Platelet count 11000 μL
Mean corpuscular volume 81 fL
Creatinine 0.9 mg/dl
Blood urea 67 mg/dl
Bilirubin 0.5 mg/dl
Direct 0.4 mg/dl
Indirect 0.1 mg/dl
Serum glutamic pyruvic transaminase 108 U/L
Serum glutamic oxaloacetic transaminase 105 U/L
Sodium 159 mmol/L
Potassium 2.2 mEq/L
Random blood glucose 127 mg/dl
Serum acetone Absent
Highly sensitive C‑reactive 
protein (normal 3‑100 μg/ml)

44 μg/ml

Urine Normal (no puscell/
bacteria and protein)

Kidney size (cm) on ultrasonography 9×4.3 (right) and 
9×4.2 (left)

Blood, CSF culture on admission Klebsiella pneumoniae
CSF: Cerebrospinal fluid
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