LETTER TO THE EDITOR

No recurrence of Kaposi’s sarcoma in a case of renal
retransplantation under a calcineurin inhibitor free
immunosuppressive regimen: first report
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Retransplantation in recipients with a previous history of
post-transplant Kaposi’s sarcoma remains matter of
debate. Even if a recent unique report suggests that
retransplantation without recurrence is possible, the
majority of authors emphasizes the high risk of relapse
and therefore advices this kind of patients against retrans-
plantation. Here we report a case of uneventful kidney
retransplantation in a 31-year-old woman whose first kid-
ney graft failed after reduction of the immunosuppressive
regimen because of the onset of cutaneous and visceral
Kaposi’s sarcoma. In this case, to our knowledge the first
to be reported with this protocol, we adopted as immu-
nosuppressive strategy a triple therapy with Sirolimus,
Mycophenolate mofetil and steroid, with Basiliximab at
induction. After 20 months the kidney function is excel-
lent (creatinine clerance 89.3 ml/min) without evidence
of Kaposi’s sarcoma recurrence.

Kaposi’s sarcoma (KS) is 400-fold more frequent in
kidney graft recipients than in general population with
an incidence ranging from 0.5% of all renal transplants
performed in Western and Northern countries to nearly
5% in the Mediterranean area. Complete remission of
the cutaneous form of KS is generally achievable with
reduction/discontinuation of immunosuppression with
variable risk of graft failure. Indeed, if immunosuppres-
sion is reintroduced or also minimally maintained, KS
generally recurs [1,2] and retransplantation is not
recommended [3]. Here, we report the case of an Italian
patient that lost the first kidney transplant as a conse-
quence of the discontinuation of immunosuppression
because of the onset of visceral and cutaneous KS and
that has been retransplanted in our centre without
recurrence of KS under an immunosuppressive regimen
based on Sirolimus (SRL), Mycophenolate mofetil
(MMF) and low dose of steroid.

On May 1994, a 20-year-old Italian woman received
a living related (father) kidney transplant for end stage
renal disease caused by chronic glomerulonephritis. The
initial immunosuppression consisted of Cyclosporin A
(CsA) and steroid. The graft functioned immediately

and attained normal serum creatinine level within

4 weeks. Thirteen months after transplantation, a biopsy
of a laterocervical lymphoadenomegaly revealed the
presence of KS. Endoscopy showed multiple gastric
lesions as well of KS. Serology for Human Immunodefi-
ciency Virus (HIV) type 1 and 2 and thoraco-abdom-
inal computed tomography scan were negative. We are
lacking information about Human Herpesvirus 8
(HHVS8) state of both the donor and the recipient. CsA
was stopped, Azathioprine was added and steroid was
maintained at a lower dosage. Three months later, the
graft failed for an intractable rejection. KS disappeared
within 2 months from the beginning of dialysis. On
February 2005, she underwent retransplantation in our
centre from a HHVS8 negative and CMV negative
deceased donor. During the pre-transplant period (since
2000), at the moment of the surgery and after trans-
plantation, recipient’s IgG anti-HHV8 were always posit-
ive whereas HHV8 DNA Polymerase Chain Reaction
was negative. Initial immunosuppression consisted of
Basiliximab, SRL 10 mg/day for 3 days tapered off on
the bases of plasma levels (target plasma level 15-20 ng/
ml), MMF 1 g twice a day and prednisone 25 mg/day.
Postoperative course was uneventful and renal function
excellent. In the early follow up a sacral Herpes Zoster
successfully treated with Acyclovir has been observed. At
month 2 prednisone was tapered to 5 mg/day. From
month 7, the SRL target level was 8-12 ng/ml (mean:
11.9 £ 0.5 ng/ml) and MMF was reduced to 1 g/day. At
the end of follow up the regimen is SRL 2 mg/day,
MMF 500 mg twice a day, and prednisone 5 mg/day.
The kidney function is excellent (creatinine clearance
being 89.3 ml/min). No sign of KS recurrence was
observed so far.

To our knowledge, only another observation of a suc-
cessful retransplantation in a recipient with a previous
history of KS is reported [4]. In that case a traditional
triple therapy (CsA, Azathioprine and prednisone) was
used. So far, this is the first report under SRL regimen.
SRL is a relatively new immunosuppressant with a well-
known antitumoral activity both in vitro [5] and in vivo
[6]. Recent experiences have demonstrated that SRL in
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kidney transplant recipients can inhibit the progression
of both cutaneous [7] and visceral [8] KS lesions provi-
ding at the same time effective immunosuppression. In
view of these properties, we postulated that SRL would
also have been beneficial in preventing recurrence of KS
in the case that here we report. In this case, a major
concern could be raised from the follow up of only
20 months. However, the fact that the onset of KS in
the first graft occurred at month 13, the observation
that in 19 KS cases among our transplanted patients
mean post transplant time of KS occurrence was
15.4 £ 12.1 months (data not published), and published
data that suggests early appearance of KS post-transplan-
tation [9], seem to support the effectiveness and the
safety of this regimen that deserves, in our opinion, fur-
ther in depth studies as a first line immunosuppression
for this kind of patients.
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