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CMV management in kidney/pancreas transplantation 

 

CMV Screening, Prophylaxis, Monitoring and Treatment  

In Kidney/Pancreas Transplantation 

 

1. Pre-transplant CMV serology 

 

All potential donors and transplant recipients should be screened for CMV IgG status as 

part of their work up prior to transplantation. The CMV status of the donor and recipient 

must be recorded and checked on a specific form to be filed in the transplant recipients 

notes (Appendix 1). 

 

2. CMV prophylaxis (see Appendix 2) 

 

All kidney and/or pancreas transplant recipients (except CMV Donor negative and 

Recipient negative cases) require CMV prophylaxis with valganciclovir. This should be 

started within one week of transplantation. 

 

In addition all kidney and/or pancreas transplant recipients (except CMV D –ve/R -ve) 

who receive T-cell/B-cell depleting agents for acute rejection (e.g. ATG or alemtuzumab) 

later in their transplant course, or receive another organ (e.g. Pancreas After Kidney 

transplant) will require a further course of valganciclovir prophylaxis.  

 

For selected patients, a course of secondary prophylaxis following treatment of CMV 

disease with iv ganciclovir/oral valganciclovir will be prescribed: 

 Primary infection (D +ve/R –ve) needs prophylaxis following first and subsequent 

episodes. 

 Reactivation (R +ve) needs prophylaxis only following second and subsequent 

episodes (no prophylaxis indicated following first reactivation) 
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In all cases of CMV prophylaxis, a 3 month course of oral valganciclovir is given. Dose 

of valganciclovir depends on the patient’s renal function (see Appendix 3 for details) and 

it is crucial to review dose regimen regularly to ensure effective CMV prophylaxis and 

avoid drug toxicity. Details of CMV prophylaxis including valganciclovir dose will be 

recorded on a CMV prophylaxis proforma (Appendix 4) completed electronically for each 

patient on the nephrology and transplant S-drive.  

 

3.  CMV monitoring 

 

Patients on treatment for CMV disease must be monitored weekly by CMV PCR for the 

duration of the treatment course. Blood forms need to be prepared in advance ready for 

the patient’s next appointment. 

 

Patients who are CMV D +ve/R -ve (i.e. at risk of primary infection) require CMV PCR 

monitoring for 3 months following the course of prophylaxis. EDTA blood should be sent 

to virology for CMV PCR at the time of stopping CMV prophylaxis, and then at 2 weeks, 

4 weeks, 6 weeks, 8 weeks, 10 weeks and 12 weeks post-prophylaxis. As part of the 

ward discharge process new transplant patients will have an information leaflet about 

CMV disease, monitoring and treatment including details of a CMV PCR monitoring 

schedule if indicated (Appendix 5). 

 

Patients who receive secondary prophylaxis following treatment for CMV disease should 

have their CMV virus load checked by PCR on the first two clinic attendances following 

cessation of the 3 month course.  

 

Asymptomatic patients with a positive CMV PCR result (includes <1000 IU/ml) must 

have a repeat test performed 7 days after the positive sample was taken. If antiviral 

treatment is not initiated, these “at risk” patients should be advised to contact the 

transplant unit urgently if they develop any symptoms and otherwise continue to have 
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CMV PCR performed weekly until viral load “not detectable” on two consecutive weeks. 

See also section 6 and Appendix 2. 

 

All patients (including D -ve/R –ve and those receiving valganciclovir prophylaxis) should 

be tested by CMV PCR at any point post-transplant if they have any clinical and/or 

biochemical signs of CMV disease, for example: 

 Fever 

 General malaise 

 Leucopenia or thrombocytopenia 

 Raised LFTs 

 

EBV and/or BK PCR may also be considered depending on the presentation. 

 

4. How to obtain a CMV PCR test (aka CMV DNA, CMV viral load)  

 

CMV PCR is performed in the Public Health Wales Laboratory at UHW.  

 

Please send a minimum of 4mL EDTA blood (lavender topped tube) to Microbiology and 

give contact details for results. 

The WCP request test name is ‘Virology – opportunistic infection (blood)’. Select CMV 

PCR and Immunocompromised patient (solid organ transplant) in the pop-up box. 

Testing is usually performed on Mondays, Tuesdays, Thursdays and Fridays. Samples 

must be received in the virology lab by 9.30am on the day of testing. Details of any 

patient requiring an urgent result must be notified to the lab (ext. 42178) prior to sending 

the sample to ensure a rapid turn around. Pharmacy will also need to be notified as 

soon as possible of any strong suspicion of CMV Disease/Urgent Result Request as iv 

ganciclovir may need to be ordered, prepared and commenced (As per consultant led 

decision) 
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5. Reviewing CMV PCR results  

 

Results are normally available by the end of the day on Clinical Portal. CMV DNA PCR 

results are reported as either ‘NOT detected’, detected <1000 IU/ml (with a quantitative 

result), or as CMV detected (giving a quantitative result between 1000 and 10,000,000 

IU/ml). The lower limit of detection is 110 IU/ml. 

 

There is a weekly Transplant Virus MDT held on Thursday afternoons at 3pm in 

nephrology clinic where CMV PCR results and associated plans are discussed: 

 Existing patients on treatment for CMV disease. 

 Existing patients having CMV PCR as part of monitoring regimen for primary or 

secondary prophylaxis. 

 New patients investigated for CMV on clinical grounds (symptoms/biochemistry).  

 

The Transplant Virus MDT can advise on all aspects of CMV treatment, monitoring and 

prophylaxis for individual patients. However it is the responsibility of the requesting 

clinician from the transplant team to review and act upon the CMV PCR result in a timely 

manner. This is particularly important for new patients under investigation for possible 

CMV disease - the requesting clinician should confirm that the MDT are aware of the 

patient and if necessary discuss next stages of treatment and/or monitoring plan.  

 

6. CMV infection/disease and decision to treat  

 

All transplanted patients are susceptible to CMV infection, either as a new primary viral 

infection or secondary to viral reactivation. CMV infection may be asymptomatic or result 

in CMV disease. Systemic features of mild to moderate disease include fever, malaise, 

leucopenia and raised LFTS, while more severe disease can include end-organ damage 

such as pneumonitis, hepatitis, colitis, retinitis, and encephalitis. Patients with CMV 

infection should be routinely evaluated for signs of organ involvement including eyes. 
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There can also be secondary renal transplant dysfunction, especially with CMV colitis.  

In general there is a correlation between the extent of viral load as measured by CMV 

PCR and the risk of developing more severe CMV disease. Rarely, CMV PCR of the 

peripheral blood may be low or not detected despite the presence of end-organ disease. 

However, tissue biopsy (kidney, bowel etc.) may demonstrate inclusion bodies and CMV 

disease can be confirmed by specific immunohistochemistry.  

 

Treatment with antiviral agents is considered for: 

 Patients with detectable CMV virus load plus clinical evidence of CMV infection 

such as fever, diarrhea/vomiting, raised ALT/jaundice, evidence of bone marrow 

suppression.  

 Asymptomatic patients with a CMV viral load of ≥10,000
 
IU/ml, especially where 

the risk is primary infection (D +ve/R –ve).  

 Asymptomatic high risk individuals when levels are below 10,000 IU/ml, when 

serial testing shows that CMV loads are increasing (change of >0.5 log10IU/ml 

between tests is significant). Discuss increasing viral loads with virology.  

 

Patients who are asymptomatic (including normal LFTs and FBC) with a low CMV virus 

load (<10,000
 
IU/ml) which is stable on repeat testing, can generally be observed for 

symptoms and monitored weekly until negative on two consecutive weeks (unless 

treatment becomes indicated).  

 

7. Antiviral drugs in the treatment of CMV infection and disease  

 

Antiviral drugs are prescribed for the treatment of CMV in transplantation. General 

advice is described below but see Appendix 3 for details on specific aspects such as 

drug dosing, side effects and interactions. The treatment plan for the individual patient 

should be recorded electronically on the patient CMV treatment proforma on the 

nephrology and transplant S-drive (Appendix 6). This document will be updated at the 
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weekly Transplant Virus MDT meeting. The “clinical notes” section and “medication 

screen” on Vitaldata should also be updated as treatment progresses. 

   

Ganciclovir is the intravenous option and valganciclovir is the oral option for treatment. 

Selecting iv vs oral therapy depends on the clinical presentation and severity of disease 

and must be discussed with the patient’s consultant. 

 

7.1  Treatment with intravenous ganciclovir  

 

Ganciclovir is an intravenous agent prescribed to treat severe cases of CMV 

disease, eg where patient is clinically unwell with very high CMV PCRs (eg ≥ 

100,000 IU/ml) and/or tissue invasive disease. Intravenous therapy is also indicated 

if there are significant concerns about absorption of oral drugs (eg persistent 

diarrhoea due to CMV colitis). 

 

Considerations when prescribing iv ganciclovir: 

 Ganciclovir is mutagenic and highly irritant to skin so must not be prepared at 

ward level.  

 Ganciclovir infusions are prepared aseptically by pharmacy for individual 

patients. The manufacturing unit is off site so ganciclovir must be ordered in 

the morning for iv treatment to start the same day. This service is only 

available Monday to Friday during normal working hours – contact nephrology 

and transplant pharmacy team.  

 Waiting for supply of iv ganciclovir must not delay the start of treatment – 

prescribe oral valganciclovir to initiate treatment and switch to iv ganciclovir 

when available. 

 Intravenous ganciclovir is generally for inpatients only. It can be given to 

outpatients at the Renal Day Unit if there are strong clinical reasons to avoid a 

switch to oral valganciclovir. 
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7.2  Treatment with oral valganciclovir 

 

Valganciclovir is an orally active pro-drug of ganciclovir, ie it is converted to 

ganciclovir in vivo so shares the same side effect and drug interaction profile. It is a 

first line treatment option for patients with mild to moderate CMV infection/disease, 

eg where patient is asymptomatic or has general malaise, fever, leucopenia or 

moderately raised LFTs with moderately elevated CMV PCRs (eg ≥ 10,000 IU/ml).  

 

Valganciclovir can also be a step down therapy from iv ganciclovir to complete 

course of treatment once clinical symptoms are resolving and CMV PCR is falling 

consistently with each blood test. 

 

7.3 Duration of treatment 

 

Total treatment course duration should be dictated by the clinical and virological 

response. Patients receiving iv ganciclovir or oral valganciclovir must have their CMV 

virus load monitored weekly during treatment, as described in sections 3-5.  

 

Treatment is normally continued until two consecutive CMV PCR not detected results 

are obtained as part of the weekly monitoring schedule. A minimum of 3 weeks 

treatment is indicated for patients with end-organ disease. 

 

8. Other considerations during CMV treatment  

 

8.1  Review of immunosuppression load 

 

Treatment of either primary or reactivated CMV infection must prompt a consultant 

review of the patient’s anti-rejection drug regimen. CMV reactivation (R +ve), for 

example, is generally considered a consequence of over immunosuppression.  
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The majority of patients will have a reduction in immunosupression load as part of their 

CMV treatment but this must be weighed against the potential to increase risk of graft 

rejection – consider immunological risk factors, date of transplant and acute rejection 

history on a case by case basis. Withholding or reducing the dose of anti-proliferatives 

(mycophenolate mofetil, mycophenolate sodium or azathioprine) is the first line option 

when a change is indicated. Second line is to maintain calcinuerin inhibitor serum levels 

(tacrolimus or ciclosporin) at the lower end of the normal target range. In many cases, 

amendments to the anti-rejection drugs are temporary and the baseline regimen (or 

similar) can be re-established after completing the course of CMV disease treatment. 

 

Any changes to the immunosuppression regimen must be discussed with the patient’s 

consultant and documented in the inpatient/outpatient notes at the start of treatment. It 

should also be recorded electronically on the Vitaldata “medication screen” and on the 

patient CMV treatment proforma on the nephrology and transplant S-drive (Appendix 6). 

 

8.2 Management of poor response to treatment and suspected drug resistant CMV  

 

If CMV viral load increases or does not fall within 2 weeks of starting treatment and/or 

viral load does not reach undetectable levels within 6 to 8 weeks then consider the 

following: 

 Is the patient on an appropriate dose of ganciclovir/valganciclovir for their current 

level of kidney function? 

 For patients on oral treatment with valganciclovir, check they are taking with food 

(to improve bioavailability) and taking doses regularly as prescribed (encourage 

patient to be open about non-adherance to medication). 

 Also for patients on oral therapy, consider potential for poor absorption (eg 

persistent vomiting/diarrhea or diabetic gastroparesis). 

 Does the patient have a drug resistant strain of CMV? There are various 

mutations conferring either partial or full resistance to ganciclovir/valganciclovir? 
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Cases of poor response to treatment should be discussed with the duty Consultant 

Virologist via extension 42178, the patient’s consultant and referred to the Transplant 

Virus MDT. 

 

If required, both viral drug resistance and serum drug levels can be investigated. The 

latter is not a routine test and a relationship between serum drug levels and efficacy or 

toxicity is not well established but a pre-dose level in particular can support prescribing 

decisions related to drug dosing and route of administration for individual patients. 

  

If ganciclovir resistance testing is advised, send a full tube of EDTA blood (purple top) to 

Microbiology. If ganciclovir levels are required, clotted blood (yellow or red top) must be 

taken both pre-dose and 2 hours post dose. Label clearly and send to Microbiology.  

 

There are various options for changing antiviral therapy which can be discussed with the 

Transplant Virus MDT: 

 Increase dose of ganciclovir/valganciclovir. 

o If patient tolerating “standard dose” then consider switch to higher dose 

with close monitoring for side effects. 

 Change oral to intravenous therapy. 

o Consider switching oral valganciclovir to iv ganciclovir if oral drug 

absorption is compromised. 

 Serum drug levels can support changes to drug dose or route. 

 Prescribe alternative antiviral agents if drug resistant CMV disease suspected 

or proven. 

o There is limited clinical experience with intravenous cidofovir or 

intravenous foscarnet in the management of CMV disease. 

o Depending on the nature of viral resistance, cidofovir or foscarnet can 

be prescribed alone or in combination with ganciclovir/valganciclovir. 
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o A decision should be made at consultant level to await the results of 

resistance testing or empirically switch to (or add on) intravenous 

foscarnet or intravenous cidofovir depending on the viral load and 

clinical condition of the patient.  

 

Patients with ganciclovir/valganciclovir resistant CMV who require secondary 

prophylaxis following treatment with alternative anti-virals must be assessed on a case 

by case basis. 

 

8.3  Other opportunistic infections in patients with CMV disease 

 

CMV disease is associated with an increased risk of PJP pneumonia so local practice is 

to prescribe prophylaxis with cotrimoxazole 480mg OD for 6 months, starting alongside 

treatment with ganciclovir/valganciclovir. 

 

9.  Sharing information about CMV 

 

There are new folders on the S-drive for disseminating CMV related information and 

recording progress for individual patients on CMV treatment or prophylaxis: 

 Nephrology (on  S-drive) 

 CMV 

 CMV guidelines (Contains documents for reference) 

 CMV treatment patients (Contains proformas for patients on 

treatment for CMV infection/disease) 

 CMV prophylaxis patients (Contains proformas for CMV prophylaxis 

patients - valganciclovir or CMV PCR surveillance) 

 

Transplant Virus MDT will send a weekly e-mail to the transplant team working in 

clinic/ward to flag up patients they will see on CMV treatment or surveillance. 
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Appendix 1 

 

 

 

 

 

 

 

 

 

 
  

DONOR  

CMV IgG status 

(checked via EOS for 

deceased donors, clinical 

portal or workstation for 

live donors at UHW) 

 Checked by 

Specialist Nurse 

or Doctor 

(sign and date) 

Confirmed by 

Specialist Nurse 

or Doctor 

(sign and date) 

Positive   

Negative   

RECIPIENT  

CMV IgG status 

(checked via clinical portal 

or clinical workstation) 

 

Checked by 

Pharmacist 

(sign and date) 

Confirmed by 

Pharmacist, 

Specialist Nurse 

or Doctor 

(sign and date) 

Positive   

Negative   

Recheck 

donor CMV IgG status 

(on Vitaldata) 

 
Checked by Pharmacist 

(sign and date) 

Positive  

Negative  

Recheck 

recipient CMV IgG status 

(on Vitaldata) 

 
Checked by Pharmacist 

(sign and date) 

Positive  

Negative  

Date of transplant: 

Cardiff and Vale UHB                                                                                                                            
Nephrology and Transplant Directorate and Pharmacy Directorate                                   

December 2015 

Cytomegalovirus (CMV) status of 
recipient and donor in 

transplantation 

Patient addressograph 

Within 72 hours of transplantation 

24 hours before or day of discharge 

Discrepancies in CMV status of donor or recipient identified when checking Vitaldata must be 
followed up, resolved and documented before patient is discharged. 
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Appendix 2 

     
 

New transplant patients 

CMV IgG status of 

Donor (D) and Recipient (R) 

D +ve 

R -ve 

D +ve 

R +ve 

D -ve 

R +ve 

D -ve 

R -ve 

Highest risk                            Lowest Risk 

Induction Agent Maintenance Regimen Prophylaxis? 

Any Any 

Yes Yes Yes No* 

Monitoring after prophylaxis? 

Yes No No No 

Patients treated for acute rejection Prophylaxis? 

With plasma exchange and/or methylprednisolone only No No No No 

With Rituximab, Alemtuzumab, Bortezomib, Eculizumab 

or anti thymocyte globulin (ATG) 
Yes Yes Yes No** 

Patients treated for CMV infection Secondary prophylaxis? 

Primary infection (R negative) Yes N/A N/A Yes 

Reactivated infection (R positive)  (first episode) N/A No No N/A 

Primary or Reactivated infection (subsequent episodes) Yes Yes Yes Yes 

*If patient receives extensive transfusion of blood products they may be at an increased risk of CMV 

infection/disease – discuss need for valganciclovir prophylaxis with senior colleague 

**Recheck CMV serology of recipient – may have seroconverted since transplant 
 

Prophylaxis 

When prophylaxis is indicated, start within a week of transplantation, 
treatment of acute rejection, or cessation of treatment course.  
Ensure patient is prescribed valganciclovir at an appropriate dose (see 
Appendix 3) and continue for 3 months. 

Monitoring 
Send EDTA blood fortnightly for CMV PCR. If positive, move to weekly 

monitoring and review need for treatment with consultant 

Cardiff and Vale UHB 
Nephrology & Transplant and Pharmacy Directorates 

CMV prophylaxis and surveillance 
in kidney/pancreas transplantation 
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Appendix 3 

Pharmacological prophylaxis and treatment for 

CMV post kidney/pancreas transplantation 

 

Dosing advice for valganciclovir and ganciclovir 

 

These drugs undergo very little metabolism and around 90% of each dose is 

excreted in the urine as unchanged drug by a combination of free glomerular 

filtration and active tubular secretion. Renal impairment leads to accumulation of 

drug in the bloodstream, exposing patients to increased risk of side effects. 

Consequently, it is crucial to individualise the dose regimen according to renal 

function for each patient in order to: 

 Reduce risk of adverse drug reactions. 

 Avoid sub-therapeutic dosing for CMV disease treatment and prophylaxis. 

 

Dosing recommendations are according to the patient’s estimated Glomerular 

Filtration Rate (eGFR). There are various formulae for calculating an eGFR, 

including the MDRD equation eGFR reported on Vitaldata and Biochemistry screens. 

However, for prescribing valganciclovir and ganciclovir dose regimens, the Cockroft 

and Gault Creatinine Clearance equation (C&G) is used to quantify the patient’s 

eGFR. 

 

C&G eGFR (ml/min)  =  [(140 – age) x weight]     (x 1.23 for males or x 1.04 for females)          

          Serum creatinine 

Weight in Kg, Ideal Body Weight if possible 

Serum creatinine in micromoles/litre 

 

Calculating the C&G eGFR may produce a significantly different ml/min figure from 

the MDRD eGFR displayed on Vitaldata. The MDRD eGFR is normalised to a body 

surface area of 1.73m2 so, for example, a large, young, male patient will usually 

have a higher eGFR when C&G equation is used which may direct prescription of a 

higher ganciclovir/valganciclovir dose than expected from the MDRD eGFR. 
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Valganciclovir dosing table 

 

 

Cockroft and Gault eGFR 

(ml/min) 

CMV PROPHYLAXIS 

(3 month course) 

CMV TREATMENT 

(Variable course length 

according to CMV PCR 

results) 

Oral valganciclovir dose 

 

Oral valganciclovir dose 

Less than 24 

(including patients on 

dialysis) 

450mg twice a week 450mg alternate days 

25 to 39 

 

450mg alternate days 450mg OD 

40 to 59 

 

450mg OD 450mg BD 

Over 60 

 

900mg OD 900mg BD 

 

Review valganciclovir dose regimen regularly  

(once a week or at each clinic appointment)  

alongside renal function and adjust dose appropriately to ensure effective  

CMV prophylaxis/treatment and prevent drug toxicity 
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Ganciclovir dosing table 

 

 

 

Cockroft and Gault eGFR  

(ml/min) 

CMV TREATMENT 

(Variable course length according to clinical 

symptoms and CMV PCR results) 

Intravenous ganciclovir dose 

(Infuse in 100ml sodium chloride 0.9%  

over 1 hour) 

 

Less than 24 

 (including patients on dialysis) 

1.25mg/kg OD 

25 to 39 

 

2.5mg/kg OD 

40 to 59 

 

2.5mg/kg BD 

Over 60 

 

5mg/kg BD 

 

Review ganciclovir dose regimen regularly  

(at least once a week) alongside renal function  

and adjust dose appropriately to ensure effective CMV treatment and  

prevent drug toxicity 

 

 

 The eGFR is not used in isolation to decide on a dose regimen for individual 

patients. 

o For example, if eGFR falls on the border between different doses, the 

patient’s clinical symptoms and CMV PCR levels should direct 

prescribing of the higher or lower dose option when initiating treatment 

for CMV disease. 

 Oral valganciclovir is well absorbed from the gut (oral bioavailability 

approximately 60%), particularly when taken with food, demonstrating 
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bioequivalence with intravenous ganciclovir (for example 5mg/kg BD iv 

equivalent to 900mg BD po). 

 Please note that dose regimes outlined above do not exactly match those in 

the manufacturers drug monographs. 

 

Side effects 

 

Examples of ganciclovir/valganciclovir side effects described as very common 

(≥1/10) or common (≥1/100 to ≤1/10): 

 Neutropenia, leucopenia, anaemia, thrombocytopenia, pancytopenia. 

 Abnormal liver function tests. 

 Diarrhoea and other gastrointestinal disturbances. 

 Nervous system disorders including paraesthesia, peripheral neuropathy, 

dizziness, confusion. 

 

Many of these complications (particularly bone marrow suppression) can also be 

caused by CMV disease or anti-rejection drugs (especially anti-proliferatives such as 

mycophenolate mofetil/sodium and azathioprine). This is important to consider 

before any decisions on withholding or stopping antiviral therapy are made. 

 

Drug Interactions 

 

Clinically important interactions with ganciclovir/valganciclovir include: 

 Increased risk of bone marrow suppression with other myelosuppressive 

agents. 

 Concomitant treatment with mycophenolate mofetil/sodium can lead to 

increased plasma levels of both drugs (due to competition at active secretion 

sites in renal tubules). 

 Other antiviral agents (eg for HIV/HBV/HCV/HEV) – seek advice from 

pharmacy on potential interactions. 
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Other considerations when prescribing valganciclovir or ganciclovir 

 

In animal studies, ganciclovir/valganciclovir are mutagenic, teratogenic, 

aspermatogenic, carcinogenic and supressors of female fertility so patients must be 

given clear guidance: 

 Women of child bearing age must be advised to use effective contraception 

during treatment or prophylaxis. 

 Males must be advised to practice barrier contraception during and for at least 

90 days following course of treatment or prophylaxis. 

 The drugs should not be used in pregnancy or breast feeding (seek further 

advice if needed). 
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Appendix 4 

 

CMV Prophylaxis patient proforma  
      

Patient Details   Transplant Details 
 

     Date and organ type: 
  

Induction treatment:  Simulect   Campath   ATG    
 

      
     D/R CMV status:  +/+ +/- -/+ -/- 
      
     Weight: 
 
Indication for CMV prophylaxis 
Primary prophylaxis post transplant 
 

 

Prophylaxis following acute rejection treatment with  
T-cell or B-cell depleting agents 

 

Secondary prophylaxis following course of treatment for  
CMV infection/disease 

 

 
Start date for prophylaxis: 
Stop date for prophylaxis: 
 

Valganciclovir dose adjustment 

Week Date Creat  eGFR 
(CrCl) 

Current dose  Revised dose Notes 

Start        
Day of 

discharge  
      

1       
2       
3       
4       
5       
6       
7       
8       
9       

10       
11       
12       
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CMV PCR surveillance following primary prophylaxis 

Only required for CMV Donor +ve/Recipient –ve transplants  

CMV PCR 
monitoring from 

month 3 to month 6 
post transplant 

Date of test CMV PCR result Action required? 

1st CMV PCR at 
point valganciclovir 
stops then... 

   

2 weeks later    

4 weeks later    

6 weeks later    

8 weeks later    

10 weeks later    

12 weeks later    

 

Comments 
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Appendix 5 

Patient Information Leaflet 
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Appendix 6 

 

CMV Treatment patient proforma 
 

Patient Details    Transplant Details 
 

     Date and organ type: 
  
     Induction treatment: Simulect   Campath   ATG    
 
      
     D/R CMV status:  +/+ +/- -/+ -/- 
       
     Valganciclovir prophylaxis given?    Y/N 
 
Weight:       Date prophylaxis stopped: 
 
Current anti-rejection drug regimen: 
 
Presentation 
CMV PCR positive  
Constitutional symptoms  
Leucopenia  
Invasive disease (state organs affected)  
 
Treatment summary 
 Date Started Date Completed 
IV ganciclovir   
Oral valganciclovir   
Secondary CMV prophylaxis with 
valganciclovir if indicated 

  

Restart or extend PJP prophylaxis to 
complete 6 months from start of CMV 
treatment (eg cotrimioxazole 480mg 
OD) 

  

 
Adjustments to Baseline Immunosuppression 

Changes to anti-rejection drugs must 
be agreed with patient’s consultant 

Revised dose Date 

None   
Antiproliferative (change 1)   
Antiproliferative (change 2)   
Antiproliferative stopped   
CNI (include target levels)   
Sirolimus (include target levels)   
Prednisolone    
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Monitoring 
Date CMV PCR Creat eGFR 

(CrCl) 
Dose of Gan/Valgan Next apt 

      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      

 

Immunosuppression plans once course of CMV treatment complete 
Leave on current regimen?  
Revert to baseline regimen?  
Other plan (please state drugs and doses)? 
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Comments 

 


