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ABSTRACT
Invasive aspergillosis is a rare complication of renal 
transplantation that carries a high mortality rate. We describe 
the case of a patient with an invasive aspergillus-associated 
postoperative wound infection. Successful treatment was 
achieved with a combination of surgical debridement and a 
novel approach involving the use of topical amphotericin B in 
addition to intravenous anti-fungal therapy.

INTRODUCTION
Aspergillus is a common fungal organism that can cause 
infection in an immunocompromised host. Wound infections 
involving aspergillus are uncommon and can be difficult to 

treat when they occur. This report describes the successful 
outcome of treatment of a postoperative wound infection 
associated with invasive aspergillosis using a novel approach 
incorporating topical anti-fungal therapy.

CLINICAL PRESENTATION
A 38-year-old female was transferred from a regional centre to 
our transplant unit two months following renal transplantation 
with a persistent postoperative wound infection. The surgery 
and immediate postoperative care had been unremarkable. 
Medications included an immunosuppression regimen of 
tacrolimus and mycophenolate. Computerised tomography 
(CT) imaging demonstrated a large fluid collection deep to 
the wound (Figure 1). Placement of a percutaneous pigtail 
catheter failed to drain the collection. Wound exploration and 
debridement revealed a large collection of pus from which a 
sample was taken for culture. Growth of aspergillus sensitive 
to amphotericin B was observed. Repeated operative wound 
debridement approximately every three days, washout and 
intravenous liposomal amphotericin B initially failed to clear 
the infection and persistent growth of invasive aspergillus 
was seen macroscopically (Figure 2) and on histological 
examination. Further patient deterioration necessitated more 
radical debridement including transplant nephrectomy. This 
enabled further debulking of the affected tissues, reduced the 
likelihood of mycotic aneurysm development, and allowed a 
reduction in immunosuppressive therapy. Repeated attempts 
at debridement of macroscopic infection approximately 
every three days in association with negative pressure 
dressings failed to control fungal growth.

To achieve a higher local concentration of amphotericin B, 
topical antifungal therapy was commenced. Amphotericin 
soaked absorbable gelatin sponges (Spongostan®) were 
placed into the wound in addition to the intravenous liposomal 
amphotericin B. A total of 10 ml of sterile 0.3% amphotericin 
B solution was used topically on each application. This was 
applied following debridement approximately every three 
days on five separate occasions over a 16-day period. The 
IV dose was adjusted accordingly to account for systemic 
absorption. Negative pressure wound dressings were used 
between each debridement procedure set at a continuous 
negative pressure of –125 mmHg. After repeated wound 
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debridement approximately every three days and application 
of this topical antifungal therapy following each debridement 
over a one-month period, the wound was suitable for closure 
(Figure 3). The patient was ultimately discharged without 
further wound complication.

DISCUSSION
Renal transplantation is a common treatment option for 
patients with end-stage renal failure. Following transplantation, 
immunosuppressive therapy primarily targets T cell-mediated 
graft rejection. This immunosuppressive state leads to 
increased susceptibility to invasive fungal diseases including 
aspergillus. Incidence of invasive fungal infections in 
kidney transplant patients may range from 1.4% to 9.4%1-

2 according to international publications. Fungal infection 
generally presents within the first six months following 
initiation of immunosuppressive therapy3. Aspergillus is 
a common fungal organism that can cause infection in 
an immunocompromised host. Infections with aspergillus 
may include invasive aspergillus, allergic bronchopulmonary 
aspergillosis (ABPA), chronic necrotising pulmonary 
aspergillosis (CNPA) and aspergilloma4. Diagnosis of an 
invasive fungal infection is made when histological analysis 
or culture from a specimen of tissue taken from a site of 
disease can reveal fungus5. Invasive aspergillosis has a high 
mortality rate (>70%) in solid organ transplant patients5.

Treatment options for invasive aspergillus include antifungal 
agents such as amphotericin B, azoles and candins5. 
Amphotericin B is a polyene with a broad spectrum of activity, 
including most filamentous fungi and yeasts. Liposomal 
amphotericin B is a lipid-associated formulation that has 
been shown to be more effective and less nephrotoxic 
compared with amphotericin B6.

Wound infections involving aspergillus are uncommon; 
however, they have been reported previously in the literature 
in association with pleural empyema7. Invasive fungal 
wound infections pose a difficult situation where intravenous 
antifungal treatment may be unable to penetrate adequately 
into the affected tissues. The use of topical antifungal therapy 
is common in cutaneous fungal infections and previously has 
been used successfully in pleural aspergillosis7-8.

Our patient had a significant wound infection with 
macroscopic growth of aspergillus species that did not 
initially respond to treatment with intravenous liposomal 
amphotericin B and wound debridement. The subsequent 
addition of topical liposomal amphotericin B complemented 
local control of disease and contributed to local clearance 
of aspergillus over a 3-4 week period. Absorbable gelatin 
sponges (Spongostan®) soaked in liposomal amphotericin 
were used as a means of releasing amphotericin into the 
tissues over a more prolonged period between dressing 
changes and avoiding rapid suction of the drug through the 
negative pressure system. The use of gelatin sponge material 
to assist with the sustained delivery of topical antifungal 
therapy was previously described in a case of aspergillus 
empyema8. Throughout management of our patient, advice 
was sought from the local infectious diseases unit. Expertise 
in the management of invasive fungal disease assisted 
with guiding the choice of a suitable antifungal agent, 
consideration of resistance patterns and antifungal therapy 
stewardship.

CONCLUSION
This case report describes the successful treatment of a 
significant invasive aspergillus wound infection using a 
combination of surgical intervention and both topical and 
intravenous liposomal amphotericin B. Although this disease 
carries a high mortality rate, aggressive treatment using 
surgical and non-surgical approaches may alter the course 
of disease.
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