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Bone Marrow Transplant 

 

Toxoplasmosis is a relatively uncommon complication in bone marrow transplants when 

compared to other transplanted tissues and organs.  Where it does occur, it is associated, in the 

vast majority of cases, with reactivation of infection in the recipient rather than infection acquired 

from the donor. This is because toxoplasma tissue cysts do not appear to be associated with 

bone marrow so that a donor-associated infection is only likely to occur where the donor is 

parasitaemic as a result of acute infection.  This is in contrast to renal, cardiac, and cardiac/lung 

transplants, where the toxoplasma infection can also result from transplantation of tissue cysts in 

an infected organ into an uninfected individual. 

 

Prophylaxis for potential reactivation of toxoplasma infection is important, depending upon the 

degree of immunosuppression associated with the transplant procedure and post-transplant 

treatment; the risk of toxoplasma reactivation will be potentially greater with procedures where 

immunosuppression is more profound or prolonged. 

 

Pre-transplant serological screening policies should be informed by local epidemiology. The 

choice of serological assay, particularly for bone marrow transplant recipients where underlying 

pathology may already have resulted in significant immunosuppression, should reflect the 

potential for low levels of antibody to be present compared to levels expected in the 

immunocompetent population. Some commercial screening tests may not be sensitive or specific 

enough to identify immunosuppressed patients who are seropositive for toxoplasma infection.  

 

Where post-transplant active infection is suspected, follow-up serology and investigation by PCR 

for the presence of parasitaemia may be helpful.  Where an apparent seroconversion is identified 

in a previously seronegative recipient, the possibility of passive acquisition of antibody associated 

with administration of any blood products should be considered.  Such apparent seroconversions 

are typically associated with the detection of low levels of IgG only, and no IgM. In such cases the 

PCR testing described above may be particularly helpful in assessing potential risk. 

 

 

 


