
Copyright © 2019 Korean College of Helicobacter and Upper Gastrointestinal Research
 The Korean Journal of Helicobacter and Upper Gastrointestinal Research is an Open-Access Journal. All articles are distributed under the terms of the Creative Commons Attribution Non-Commercial 

License (http://creativecommons.org/licenses/by-nc/4.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

CASE REPORT
ISSN 1738-3331, https://doi.org/10.7704/kjhugr.2019.19.1.61

 The Korean Journal of Helicobacter and Upper Gastrointestinal Research, 2019;19(1):61-64

Chest Pain in a Renal Transplant Recipient due to Concomitant 
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Chest pain in kidney transplant patients is usually caused by cardiac or pulmonary problems. However, it may be rarely caused by 
opportunistic esophageal infections. A 66-year-old female kidney transplant recipient was admitted because of chest pain. She had 
been treated with high-dose steroid and immunosuppressants for acute T-cell-mediated rejection. Cardiologic and pulmonary evalu-
ations had normal results. Endoscopic examination revealed three clear ulcerative lesions in the esophagus. Histological and im-
munohistochemical staining of the endoscopic biopsy specimens revealed coinfection of herpes simplex virus and cytomegalovirus. 
The patient was treated with intravenous ganciclovir for 2 weeks. Her symptoms completely resolved, and follow-up endoscopy re-
vealed complete healing of the previous ulcers. Viral esophagitis should be considered in the differential diagnosis in kidney trans-
plant recipients presenting with chest pain. (Korean J Helicobacter Up Gastrointest Res 2019;19:61-64)
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INTRODUCTION

The number of kidney transplantation (KT) has been 

increasing, due to the epidemic increase in underlying 

causes of end-stage renal disease such as diabetes and 

hypertension.1 This has led to an increase in clinicians 

other than nephrologists or transplant surgeons coming 

into contact with KT recipients, necessitating a height-

ened awareness of potential complications and their 

symptoms. Chest pain in KT recipients is usually due to 

cardiac or pulmonary origins, which should be ruled out 

as they may be life threatening.2-6 However, esophageal 

disorders may also cause chest pain.7,8 The most common 

esophageal disorder in KT recipients is esophageal 

candidiasis.9 Other causes of esophagitis include cytome-

galovirus (CMV) or herpes simplex virus (HSV) infection.9 

Because chest pain is an atypical symptom of viral esoph-

agitis, clinicians may not consider it as a differential diagnosis. 

We report a case of KT recipient with esophagitis caused 

by co-infection of CMV and HSV that presented with 

chest pain.

CASE REPORT

A 66-year-old female with underlying diabetes had re-

ceived KT from a cadaver donor one year ago. Basiliximab 

20 mg was administered on the first and fourth day after 

transplantation for desensitization due to human leukocyte 

antigen mismatch. She was diagnosed with acute T-cell 

mediated rejection 9 months after transplantation and had 

been treated with high dose steroids, tacrolimus 2.8 mg 

and mycophenolate 360 mg. After one month of treat-

ment, she was referred with chest and epigastric pain. 

Her vital signs were stable, breath sounds were clear, 

heart beats were regular without murmurs and there was 

no tenderness on palpation. She did not complain of 

dyspnea, heartburn or dysphagia but did complain of 

odynophagia. Cardiopulmonary evaluations were first done 

with the laboratory data, electrocardiogram and chest ra-

diograph being normal. Serum CMV reverse transcription 

polymerase chain reaction (PCR) levels were undetectable. 
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Fig. 2. Pathological findings from an 
esophageal biopsy. (A) Histological 
section showing herpes simplex 
virus-infected cells containing large, 
pink to purple intranuclear inclusions 
and inclusion-bearing multinucleated 
syncytia (H&E, ×400). (B) Immuno-
histochemical staining with cytome-
galovirus antibody shows some posi-
tive cells (×400).

Fig. 1. Initial endoscopic findings. 
(A) A round-shaped ulcer is seen in 
the upper esophagus. (B) A narrow 
band image of the ulcer at the upper 
esophagus. (C, D) Two serpiginous 
ulcers are seen at the lower and mid 
esophagus.

Subsequent upper gastrointestinal endoscopic examination 

revealed three clear ulcerative lesions in the esophagus. 

The one at the upper esophagus was round, while those 

at the lower and mid esophagus were serpiginous (Fig. 1). 

A biopsy was performed at each ulcer and histology re-

vealed infiltration of inflammatory cells, intranuclear in-

clusions and multinucleated giant cells, suggesting HSV 

infection. Because hematoxylin and eosin stain was suffi-
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Fig. 3. Endoscopic finding after the ganciclovir treatment. The 
endoscopy image shows complete healing of the previous ulcers.

cient to diagnose HSV infection, immunohistochemical 

staining and PCR for HSV were not performed. 

Immunohistochemical staining with CMV antibody showed 

positive results. Therefore, the pathologic results were 

CMV and HSV co-infection (Fig. 2). Ganciclovir was ad-

ministered intravenously for 2 weeks with no side effects. 

Her symptoms completely resolved and follow-up endos-

copy performed 2 weeks after ganciclovir treatment 

showed complete healing of the previous ulcers (Fig. 3).

DISCUSSION

This is a case of chest pain in a KT recipient, which 

was due to co-infection by CMV and HSV. This case is 

clinically important because chest pain in KT recipients is 

usually due to cardiopulmonary problems; causes of chest 

pain are important as they may be life-threatening.2-6 KT 

is associated with increased risk for coronary artery dis-

ease, which is especially high in the first year after 

transplantation.2,3 Pulmonary complications, including pul-

monary embolism, pneumothorax, and pneumonia with 

pleural effusion, can also cause chest pain.4,5 However, as 

in our case, chest pain may also be caused by viral 

esophagitis. Usual symptoms of viral esophagitis are diffi-

cult or painful swallowing (59%), nausea or vomiting 

(42%), abdominal pain (19%), weight loss (25%), fever 

(20%) and diarrhea (20%).7 However, there have been 

several reports of viral esophagitis as a cause of chest 

pain in KT recipients.7,8 Therefore, we suggest that KT 

recipients with chest pain who have negative car-

diopulmonary tests undergo upper gastrointestinal endos-

copy to rule out viral esophagitis as a cause of chest 

pain, even in those with undetectable CMV reverse tran-

scription PCR levels.

Esophageal co-infection in immunocompromised pa-

tients by both CMV and HSV are rare, with only few cas-

es reported in the literature.10-16 In addition, these have 

been mostly reported in immunodeficiency virus in-

fections, and rarely in KT patients.10-17 Clinicians should 

always consider co-infection by CMV and HSV as they 

have a high rate of potentially serious complications such 

as perforation, bleeding and death.10-12 Upper gastro-

intestinal endoscopy with multiple biopsies from both the 

ulcer base and margins are required to confirm both CMV 

and HSV co-infection.18 The diagnosis of HSV infectoin 

and CMV infection can be confirmed by biopsy, tissue 

culture, PCR and immunohistochemical staining. Histologic 

findings of the HSV infectoin are confirmed by the pres-

ence of intranuclear inclusion bodies, typical ground glass 

cells and multinucleated giant cells, while the CMV in-

fection are confirmed by eosinophil intranuclear in-

clusions and a peripheral halo.18 In this case, HSV in-

fection was confirmed by large, pink to purple intra-

nuclear inclusions and inclusion-bearing multinucleated 

syncytia, and CMV infection was confirmed by im-

munohistochemical staining. As a result, diagnosis of co-

infection of CMV and HSV was possible, so PCR and tis-

sue culture were not performed. Treatment with intra-

venous ganciclovir should be promptly started as ganci-

clovir has been reported to be efficacious for both CMV 

and HSV.19,20

In conclusion, viral esophagitis must be considered as a 

differential diagnosis in KT recipients complaining of 

chest pain. Upper gastrointestinal endoscopy with multi-

ple biopsies should be performed to rule out co-infection 

of CMV and HSV due to its potentially serious outcomes. 
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