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Background

Invasive fungal infections (IFl) remain a major cause of morbimortality among solid organ
transplant (SOT) recipients. Their epidemiology varies by organ type, time since
transplantation, and fungal species, yet regional data from South America remain limited.
We aimed to describe the incidence, clinical characteristics, temporal patterns, and
outcomes of IFIl in SOT recipients in transplant centre in Argentina.

Methods

We conducted a single-centre retrospective cohort study of adult SOT recipients with proven
or probable IFI (EORTC/MSGERC criteria) between 2019 and 2023, assessing clinical and
microbiological variables, calculating incidence based on transplants performed, and
analysing survival with Kaplan—Meier curves.

Results

A total of 45 IFI episodes occurred in 41 patients. Proven IFI accounted for 49% and
probable IFl 51%. Median age 54 years; 51% female. The transplant types were kidney
(32%), liver (22%), heart (14%), kidney-pancreas (14%) and lung (10%). The leading
pathogens were Candida spp. (63%), Aspergillus spp. (24%) and Cryptococcus neoformans
(9%). Median time from transplant to IFl was 73 days (IQR 31-380), with Candida spp.
presenting predominantly early (<90 days: 77%), Aspergillus spp. showing a bimodal
distribution, and Cryptococcus and other moulds presenting mainly late (>1 year: 266%).
Incidence varied by organ: liver 4.8% (2.2-9.0), heart 4.9% (1.8-10.4), kidney 5.3% (95%ClI
2.9-8.9), lung 8.3% (2.3—-20.0), and kidney-pancreas 42.8% (17.7-71.1). Candida
predominated across most transplant types, Aspergillus was most common in lung
recipients, and cryptococcosis occurred more frequently in kidney transplant recipients.
Overall mortality was 44% (95%CI 28.3-60.4) and was mainly associated with Candida and
Aspergillus infections; 65% of deaths occurred within 90 days. IFl-attributable mortality was
35%. Median survival was not reached.

Conclusions



IFl in SOT recipients showed organ and species-specific patterns, with early Candida
infections and late Cryptococcus and rare mould infections. Mortality remained high,
particularly in Candida and Aspergillus infections. These findings highlight the need for
tailored surveillance and prevention strategies in high-risk transplant populations.

Table 1. Clinical outcomes and mortality in invasive fungal infection episodes

Qutcome % (n/N) 95% CI
All-cause mortality 44% (20/45) 28.3% —60.4%
90-day mortality 65% (13/20) 40.8% — 84 6%
IFl-attributable mortality 35% (7/20) 15 4% — 59 2%

Key message: Mortality was high and primarily associated with Candida spp. and Aspergillus
spp. infections.

Figure 1. Overall survival after the first invasive fungal infection (Kaplan—Meier
analysis)

Kaplan—Meier survival curve (0—730 days)
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