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Triple functioning renal allograft after repeated liver–kidney
transplantation due to liver failure
Funcionamiento de un triple trasplante renal alogénico tras repetir
un trasplante de hígado-riñón por fallo hepático
A 56-year-old woman who underwent 10 years earlier
simultaneous liver–kidney transplantation due to polycystic

disease (Fig. 1A) showed progressive transaminase elevation secondary to hepatotoxicity due to venlafaxine. The

Fig. 1 – Baseline CT coronal views show policystic kidneys before the first liver–kidney trasnsplantation (A). Follow-up CT
locates the three transplanted kidneys in both sides of the pelvis (B). A renogram study using 99m Tc-MAG3 was performed
identifying different degrees of radiotracer uptake in all three transplanted kidneys (C).
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Fig. 2 – 99m Tc-MAG3 renogram curves were generated after drawing whole-kidney and background regions of interest for
each renal transplant. The results obtained were expressed as the maximum count ratios: 200 cps (A), 117 cps (B) and 1640
cps (C), respectively. The relative differential function showed the following distribution of 16% for the right medial graft (A),
9% for the left graft (B) and 75% for the right lateral graft (C).

patient was diagnosed of liver rejection and retransplant
was required. However, the patient also presented progressive renal failure worsened by liver failure (Cr 4.5 mg/dL), so a
second simultaneous liver–kidney transplant was performed
to prevent subsequent dialysis. Fifteen days later showed a
prominent liver graft dysfunction and again was candidate for
a new liver transplant. At this point, the second kidney graft
was dysfunctional and considered as acute tubular necrosis
by ultrasound. A third simultaneous liver–kidney transplant
was considered and finally performed without remarkable
incidences (Fig. 1B). Renogram has been widely used in the
follow-up of renal transplant function and has proved reliable to define the integrity of the kidney. The current case
shows functional recovery of all three transplanted kidneys
demonstrated by the renogram images (Fig. 1C) and the correspondent generated curves for each renal transplant (Fig. 2).
To our knowledge, this is a rare case not previously reported

which raises the question about the need of systematic kidney
transplantation when a liver transplant is required.1,2
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IgA-dominant infection-related glomerulonephritis
Glomerulonefritis relacionada con la infección por IgA-Dominante

Dear Editor:
Acute post-infectious glomerulonephritis is an immune
complex-mediated glomerulonephritis that classically occurs
in children following streptococcal upper respiratory or skin
infections. However, cases of IgA-dominant infection-related
glomerulonephritis (IgA-IRGN), a diffuse endocapillary proliferative glomerulonephritis associated with intense IgA
deposits following staphylococcus infection, have been
increasingly reported in recent literature. In contrast to typical acute post-infectious glomerulonephritis, the causative
infection is ongoing at the time of diagnosis.1 It often occurs
in diabetic elderly patients and presents with acute kidney
injury and heavy proteinuria. The prognosis is unfavourable.
Here, we report an elderly-male patient with IgA-IGRN who
demonstrated vasculitic skin rash.
An 80-year-old Japanese man with stage G3a chronic
kidney disease due to diabetes mellitus was admitted to
the general medicine service for management of right
haemopneumothorax after a motor vehicle accident and
subsequent empyema caused by methicillin-sensitive Staphylococcus aureus treated with four weeks of intravenous
cefazolin and drainage. The patient was seen in nephrology consultation for a rise in serum creatinine level from
1.4 mg/dl upon admission to 5.3 mg/dl (estimated glomerular filtration rate of 9 ml/min/1.73 m2 ) and purpuric lesions
on the bilateral lower extremities. At the general medicine
service, oral glucocorticoid was initiated for a presumed
diagnosis of IgA vasculitis (Henoch-Schönlein purpura). However, the kidney function continued to worsen, and oliguria
ensued despite infusion of lactated ringer’s solution. Upon
physical examination, he was not in distress. The blood pressure was 110/78 mmHg. There were trace pretibial oedema
and purpuric lesions on the bilateral legs. Urinalysis showed
>100 red blood cells per high-power field (70% dysmorphic) and 5.2 g/24 h of proteinuria. Immunological analysis
showed that increased immunoglobulins (IgG 1427 mg/dl; IgA
1373 mg/dl; IgM 48 mg/dl) and decreased complement levels (C3 77 mg/dl; C4 30 mg/dl; CH50 44 IU/ml). Antinuclear
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antibodies, antimyeloperoxidase antibodies, antiproteinase 3
antibodies, and a glomerular basement membrane antibody
were negative. Renal biopsy showed 10 glomeruli, 4 of them
sclerosed and 2 with endocapillary proliferation (Fig. 1). There
was a mild interstitial infiltrate of polymorphonuclear cells,
and the arteries had no significant lesions. Immunofluorescence microscopy showed diffuse depositions of IgA (Fig. 2)
and C3. Electron microscopy could not be performed because
of insufficient specimens. Based on clinical features and
pathologic findings, IgA-IRGN was diagnosed. Intravenous
cefazolin was administered for another four weeks, and oral
glucocorticoid was tapered and stopped gradually without
relapse of infection. However, the patient progressed to endstage kidney disease even after 20 mg of olmesartan was
initiated.

Fig. 1 – Renal biopsy (haematoxylin and eosin, ×400),
showing endocapillary hypercellularity with immune cell
infiltration (arrow head).

