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Dengue Transmission from
Donor to Recipient After Living
Donor Liver Transplant
Organ transplantation has been associated with a small
but worrying risk of transmission of disease from donor
to recipient. Initially reported for viral and bacterial
infections following renal transplants1, similar reports
are now mushrooming world over following liver
transplantation.2 Whereas the common culprits, namely
HIV, HBV, HCV, etc have been covered by screening
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protocols in the transplant evaluation, certain endemic
infections are increasingly being reported to be transmitted
via this route and maybe an unsuspected risk in specific
geographical areas. Donor-derived infections pose an
avoidable source of mortality and morbidity for the
immune suppressed recipient. We present an interesting
case of donor to recipient transmission of dengue virus
following living donor liver transplant, with the donor
developing hemorrhagic fever, and recipient having acute
febrile illness. We also aim to elucidate the need for
expansion of pre-transplant evaluation to accommodate
screening for such endemic illness in future.

Case Report
The case involves a 64 year old male diagnosed with nonalcoholic steato-hepatitis (NASH) related cirrhosis with
hepatocellular carcinoma (HCC), within Milan criteria
prepped for transplant. He underwent right lobe living
donor liver transplantation (LDLT), the donor being his
healthy 28 year old son. All pre-operative factors for
recipient and donor were optimized prior to transplant.
Routine recipient work up included testing for HIV, HBV,
HCV, CMV and VZV; all these tested negative. Pan
cultures were also found negative. The donor on the other
hand was tested for HIV, HBV, HCV and CMV; all of
which were deemed negative. Neither donor nor recipient
had any episode of fever within two weeks of scheduled
transplant date. The donor was detected to have the rare
Bombay blood group type.
Intra-operatively, a right lobe with subtotal
middle hepatic vein (MHV) graft was harvested from
the donor. With favorable vascular and biliary anatomy,
the donor operation was uneventful, with no transfusion
requirements in the immediate peri-operative period. In
the recipient procedure, cold and warm ischemia times
were restricted to 61 and 52 minutes respectively, and
total procedure was completed within nine hours and
five minutes. An acceptable graft-recipient weight ratio
(GRWR) of 0.86 was obtained. Intra-operative blood
product requirement was six units of packed red cells
(PRBC), each unit having tested negative for routine
bacterial, viral and protozoan infections.
Post-operatively, the donor had a fever spike

(103oF) on second post-operative day (POD), with
associated drop in hemoglobin (Hb) and platelet (PLT)
count. Blood and urine cultures done came back negative.
Serum procalcitonin was elevated at 2.76. By POD 4,
there was afebrile thrombocytopenia, PLT count (28,000).
Dengue profile was sent, which showed NS1 antigen
positivity. Hence under the supervision of Infectious
disease expert, he was started on supportive therapy for
dengue. Platelets persistently fell (14,000) despite therapy.

172

On POD 9, he had sudden drop in Hb with hemorrhagic
discharge from wound. PLT remained to be under 50,000
and he was thus transfused with packed red blood cells
(PRBC) and single donor platelet (SDP) concentrates. He
gradually responded to the above therapy and thereafter
had an uneventful recovery period with no further drop in
Hb or PLT counts. Donor was discharged healthy after a
prolonged stay of 14 days.
The recipient, who was started on routine steroid
and Tacrolimus immune-suppressive regime from POD 1,
had similar incidents during his post-operative period. The
PLT count witnessed a drop on POD 4 with associated rise
in transaminases, without mounting a febrile response.
Over the next two days, PLT count fell to as low as 13,000
with normal white cell counts. Intravenous Ganciclovir
was started suspecting CMV infection. However, with
no signs of clinical or hematological improvement, and
simultaneously noting similar clinical occurrence in the
donor as well, a Dengue profile was sent, which showed
NS1 positivity for the recipient as well. The immunesuppression regime had mitigated the fever response,
and thus made diagnosis difficult.   He was also given
supportive therapy, and required multiple PLT concentrate
transfusions to overcome the acute stage. During the
course of therapy, PLT counts returned to normal and
liver functions stabilized by about POD 12. He overcame
this episode, but later on in the course of hospital stay,
he developed upper gastro-intestinal (GI) bleed requiring
endotracheal intubation and ventilatory support. He then
developed acute respiratory distress syndrome (ARDS),
which soon progressed to multi-organ dysfunction
syndrome (MODS), and he succumbed to illness on
POD 30.
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The transplant recipient, under the influence of
immune-suppression, may not mount a febrile response.
A close follow up of laboratory parameters would
be required to ascertain the diagnosis. The atypical
presentation in our case, of afebrile thrombocytopenia and
elevated transaminases can be mistaken for acute cellular
rejection or CMV infection. Accurate diagnosis of dengue
required a concurrent detection of infection in the donor,
thereby raising suspicion of disease transmission during
organ transplant. Considering the average incubation
period of dengue illness is between two to seven days,
and that the donor is usually admitted one day prior to
day of surgery, it is most likely that initial exposure to
the virus happened in the community. Since it is nearly
impossible to acquire any infection from the nearly sterile
environment maintained within organ transplant intensive
care units (ICU, donor to recipient transmission is the
most plausible explanation.
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Discussion
Donor-derived disease transmission is reported to occur
in less than 1% of transplants.3 Allograft donor-derived
dengue viral transmission has been reported previously in
living related renal transplants4, and is slowly creeping its
way into living donor liver transplants as well, with two
reports so far from North India2,5; a region known to be
hyper-endemic to the disease, with increased frequency
of outbreaks and ever changing circulating serotypes of
the virus.
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Carcinoma Gall Bladder with
Cardiac Metastasis Presenting as
Liver Abscess: An Unusual Case
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our hospital he was febrile, septic but hemodynamically
stable, anicteric with no lymphadenopathy. Abdominal
examination was unremarkable. Blood investigations
revealed a raised total count of 21900 c/mm3, normal
bilirubin and liver enzymes with raised Serum Alkaline
Phosphatase. He was reassessed with CECT which
showed a large partly exophytic relatively well defined
necrotic heterogenously enhancing mass lesion measuring
approx. 9.6 x 10.3 x 9.9 in segment IVA, IVB, V and
VIII of liver with gall bladder embedded within the
mass lesion (Figure 1A and 1B), with heterogenously
hypodense lesion measuring 2.7 x 2.3 cm in right ventricle
(Figure 1C and 1D), suggestive of gall bladder cancer
with intracardiac metastasis. Tumour markers were
evaluated which showed CEA-23.19, CA 19-9 100.5.
ECHO showed a 2.5 x 4.6 mm homogenous mass in the
Right ventricular apex with no free mobility. FNAC from
the gall bladder mass confirmed the diagnosis of gall
bladder cancer. In view of his poor performance status he

Carcinoma Gall Bladder (CaGB) is the most common
biliary tract malignancy with geographic and ethnic
disparities. It is one of the most common malignancies
in north India, particularly in females. It has a vague
presentation and mostly is detected in advanced stage. We
here in report an interesting case which initially presented
as liver abscess and latter diagnosed as gall bladder cancer
with cardiac metastasis.

Case Report
A 55 year old gentleman presented to us with persistent
fever and pain abdomen for the last one and half months.
He was evaluated elsewhere with USG and CECT of the
abdomen. A diagnosis of liver abscess was made and he
was treated with antibiotics and percutaneous catheter
drainage of the abscess cavity. The catheter was removed
after three days. He continued to be symptomatic and
was given a long course of antibiotics. At presentation to

Figure 1(A & B): Thin venous phase image showing
relatively well defined necrotic heterogenously
enhancing mass lesion measuring approx. 9.6 x 10.3
x 9.9 in segment IVA, IVB, V and VIII of liver with
gall bladder embedded within the mass lesion (asterix
mark). (C & D): Thin cut arterial phase imaging
showing heterogenously hypodense lesion measuring
2.7 x 2.3 cm in right ventricle- Intracardiac metastasis
(arrow mark).

