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COVID-19 is a worldwide pandemic caused by
SARS-CoV-2. Typical findings on chest high res-
olution computed tomography (HRCT) include
appearance of crazy paving and diffuse periph-
eral ground-glass opacities.! The CORADS clas-
sification is a standardized system for the radi-
ologists to describe the level of suspicion of the
infection.? Pneumocystosis is a fungal opportu-
nistic infection caused by Pneumocystis jirove-
ci. Typical findings on computed tomography
are very similar to COVID-19; however, ground-
-glass opacities are characterized by a central
distribution.?

A 47-year-old man after kidney transplanta-
tion in 2009 was hospitalized at a district hospi-
tal due to COVID-19 confirmed by a polymerase
chain reaction test. HRCT showed bilateral dif-
fuse interstitial changes including ground-glass
opacities and crazy paving localized peripher-
ally, corresponding to CORADS 5. Blood tests
showed a stable level of creatinine (1.2 mg/dl;
reference range <1.0 mg/dl) and an elevated C-re-
active protein level (67 mg/l; reference range
<5 mg/l). Dexamethasone and antibiotic thera-
py with clarithromycin and ceftriaxone followed
by meropenem were started. Acute kidney injury
(creatinine level, 3.2 mg/dl), caused by an inter-
action between clarithromycin and ciclosporin,
was observed and the patient was transferred
to a COVID-19 designated ward at a university
hospital for further management.

In the beginning, the clinical course of the pa-
tient after the admission was uneventful. Creat-
inine levels normalized and meropenem was dis-
continued. However, despite a decrease in C-re-
active protein levels, fever and cough persisted.
Additional tests of blood and urine and repeated
HRCT were performed. The test for CMV pp65
antigen was negative, although pneumocystosis
immunoglobulin (Ig) G antibodies were positive
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with a borderline titer of IgM antibodies. Steno-
trophomonas maltophilia growth was found in
urine culture. HRCT showed ground-glass opac-
ities with central distribution typical of pneu-
mocystosis and some located peripherally typ-
ical of COVID-19, which suggested coinfection
of these 2 diseases (FIGURE 1A and 1B). The patient
was treated with trimethoprim / sulfamethoxa-
zole, and both pathogens were sensitive to the
agent. The clinical symptoms subsided and in
follow-up HRCT after 1 month of treatment, in-
terstitial lesions were still present; however, they
had less intensity (residual lesions were pres-
ent in peripheral and central parts of the lung;
FIGURE 1¢ and 1D). The patient was still experienc-
ing weakness and dizziness during physical ex-
ercise at the time of publication; however, fe-
ver did not recur.

Fever is one of the most common symptoms
of COVID-19 which can also last for a long pe-
riod. However, in immunocompromised pa-
tients such as kidney transplant recipients, oth-
er infections may have similar clinical presen-
tation. A meta-analysis by Raja et al* demon-
strated that secondary infection and coinfec-
tion in kidney transplant recipients are found
to be rare and most of them are bacterial uri-
nary tract infections. Nevertheless, infections
caused by other opportunistic microorganisms,
in particular cytomegalovirus, Aspergillus spe-
cies, or Candida species are also possible. Un-
derdiagnosis of these infections explains high
overall mortality in solid organ transplant re-
cipients (almost 20%)." In such cases, pneumo-
cystosis can even be lethal.®

Our patient had COVID-19 followed by pneu-
mocystosis, and the latter was diagnosed early
enough to achieve cure. This underlines the need
to evaluate HRCT thoroughly and consider coin-
fection with other life threatening pathogens.



FIGURE1 A, B —chest
computed tomography
showing localized
peripheral changes typical
for COVID-19 (blue arrow)
and central distribution
changes that are typical
for pneumocystosis (black
arrow); C, D — chest
computed tomography
performed after 1 month
of treatment showing less
intensity of interstitial
lesions in peripheral (blue
arrow) and central (black
arrow) parts of the lung
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