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Severe Meningo-Encephalitis and Death in a
Renal Transplant Recipient Resulting from

West Nile Virus Infection

Suresh Antony, MD
El Paso, Texas

The first case of West Nile virus infection occurred in New
York in 1999 and, since then, several cases of meningo-
encephalitis with a variety of clinical syndromes have been
reported. This case report is the first to our knowledge of a
renal fransplant recipient who acquired West Nile virus infec-
tion and presented with meningo-encephalitis and other
unusual neurological sequelae with high serum and cere-
brospinal fluid titers.
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We report what we believe is the first death in a
renal transplant recipient from West Nile virus
infection. A 75-year-old Hispanic male with a histo-
ry of a cadaveric renal transplant and hypertension
was admitted to the hospital with klebsiella bac-
teremia and sepsis syndrome. The source of the bac-
teremia was never determined, and the patient was
treated with antimicrobial therapy and then dis-
charged home feeling well.

However, he was readmitted within 10 days with
fever, headaches, myalgias and abdominal pain. The
vital signs on admission included a temperature of
102.1°F, blood pressure of 110/98 mmHg and pulse
rate of 92/minute. Physical examination revealed an
acutely ill-looking male who was coherent. Sys-
temic examination revealed no abnormalities. Labo-
ratory data included a white blood cell count of 5.4
cells/cu mm, Hb 13.7 gm/dl and platelet count of
93,000 cells/cu mm. The blood urea nitrogen was 20
mg/dl, serum creatinine was 1.4 mg/dl, SGOT
107U/L, SGPT 44 U/L, alkaline phosphatase 48
U/L, and total bilirubin was 0.7 mg/dl.

The patient was started on intravenous cefepime
hydrochloride. Several sets of blood cultures, white
blood cell labeled scan, transesophageal echocardio-
gram, CT scans of the chest and abdomen as well as
MRI of the brain were unremarkable. His clinical sta-
tus deteriorated with persistent fever altered mental
status and respiratory failure that required transfer to
the intensive care unit for mechanical ventilation. A
diagnostic spinal tap revealed white blood cell count
of 38/HPF, red blood cell count of 139 cells/HPF,
lymphocytes 97 and 2 monocytes. Culture of the
spinal fluid yielded no growth. He then developed
weakness of the left upper extremity and right lower
extremity with EMG changes to suggest an early
myelopathy. No nerve involvement was noted.

Despite aggressive supportive care and broad-
spectrum antimicrobial therapy, the patient expired
from adult respiratory distress syndrome and respi-
ratory failure. Because we were in the middle of the
West Nile virus “season,” serology for the West Nile

VOL. 96, NO. 12, DECEMBER 2004



virus and CSF for complement fixation tests were
requested. These came back four days after the
patient’s death and were reported as 1:1280 IgM and
1:1280 IgG, respectively, in the serum and CSE.

DISCUSSION
West Nile virus is a flavivirus related to the St.
Louis encephalitis virus. The first case in the United
States was reported in 1999 and since then it has
spread rapidly to the other parts of the country. El
Paso, TX is situated in west Texas and reported its
first case of West Nile virus in 2003 and since then
has seen several cases of this infection. Patients
present with a variety of neurological symptoms
from meningo-encephalitis, muscle weakness,
diminished reflexes and even paralysis.' The com-
plete blood count may be normal or may present
with lymphopenia. The cerebrospinal spinal usually
has leukocytosis with neutrophilia and increased
levels of protein. CT or MRI scans of the brain are
usually normal or may show enhancement of the
leptomeningeal or periventricular areas.

West Nile virus infection of the immunocompro-
mised patients is a rare phenomenon and the clinical
presentations at this point do not have any character-
istic features.

This case highlights several interest-

MENINGO-ENCEPHALITIS AND WEST NILE VIRUS

REFERENCES

1. Nash D, Mostashari F, et al. The outbreak of West Nile virus infection in the
New York City areain 1999. N Engl J Med. 1999;344:1807-1814.

2. Peterson LR, Marfin AA. West Nile virus: a primer for the clinician. Ann
Intern Med. 2002;137:173-179.

3. Peterson LR, Roehrig JT, Hughes JM. West Nile Encephailitis. N Engl J Med.
2002;347:1225-1226.

4. Iwamoto M, Jernigan DB, Guasch A, et al. Transmission of West Nile virus
from an organ donor to four transplant recipients. N Engl J Med. 2003;
348:2196.

5. Martin DA, Muth DA, Brown T, et al. Standardixation of immunoglobulin M
capture enzyme linked immunosorbent assays for routine diagnosis of
arbovirus infections. J Clin Microbiol. 2000;38:1823-1826. B

We Welcome Your Comments

The Journal of the National Medical Association
welcomes your Letters to the Editor about arti-
cles that appear in the JNMA or issues relevant

to minority healthcare. Address corespondence

o ktaylor@nmanet.org.

ing aspects of West Nile virus infection
in renal transplant recipients:

a) This case appears to be the first
reported case of meningo-
encephalitis secondary to communi-
ty-acquired West Nile virus infec-
tion resulting in death in a renal
transplant patient.

b) The immunocompromised incuba-
tion period appears to be shorter
when compared to the nonimmuno-
compromised patients.>

¢)The clinical presentation in the
immunocompromised host appears
to be unusual and variable and occa-
sionally may result in death.>*

d) A high level of clinical suspicion
with aggressive evaluation utilizing
with appropriate laboratory studies
is of paramount importance in the
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