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A case of non-Hodgkin’s lymphoma presenting with acute renal failure
diagnosed by renal biopsy

Takaaki YAOMURA, Hiroki HAY ASHI, Toshikazu KANOH, Kei KURATA,
Sawako ISHIHARA, Hideyuki MACHIDA, Daijo INAGUMA, and Shinichi KUMON

Department of Nephrology, Tosei General Hospital, Aichi, Japan

We report a case of non-Hodgkin’s lymphoma (NHL) presenting with acute renal failure.

A-56-year-old male was admitted to our hospital on October, 1997 with fever and renal dysfunction.
Physical examination showed no abnormality except for hepatomegaly. Body surface lymphadenopathy
was not observed. Computed tomography(CT) of the abdomen showed markedly enlarged kidneys
bilaterally and a mass of soft tissue density, which was considered as a swelling lymph node, around the
aortic artery. The renal biopsy revealed parenchymal involvement of the NHL cells without normal
tubulo-interstitial structure, but the glomeruli were almost intact. Our case rapidly fell into oliguria and
acute renal failure, hence needed hemodialysis. After chemotherapy was performed, his renal function
gradually improved and the kidney became smaller on subsequent CT. Unfortunately, the patient
happened to suffer from methicillin-resistant staphylococcus aureus(MRSA) infection in a neutropenic
state and died. Necropsy revealed recovery of the renal interstitium without residual NHL cells.

Renal lymphoma without any other organ or nodal involvement is a rare type of NHL, which
considered primary renal lymphoma(PRL). However, we believe this case to have been a result of
lymphomatous infiltration of the kidneys in disseminated lymphoma.
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Bl & D EMEY o8l & OBWIC T cyclophosphamide,
adriamycin, vincristine, prednisolone (CHOP) iz X % {L2¢ 5%
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129 mg/dl & SO BHHEL AL L MBEFTHA & o
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126.9 mg/d/, Cr 142 mg/dl, K 6.9 mEq//, P 7.1 mg/d/ &
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Laboratory findings on admission

Table.
Blood count Biochemistry
WBC 32,200/mm? T.P
Eo 4% Alb
Neu 30% BUN
Ly 10 % Cr
Mo | % UA
atyL 55 % Na
RBC 437 10*/mm? K
Hb 14.3 g/d! Cl
Ht 41.4 % Ca
Plts 16.1 % 10*/mm? Pi
Urinalysis T-bil
pH 5.0 GOT
protein =300 mg/d/ GPT
1.5 g/day LDH
occult blood (1+) ALP
Sediment AMY
RBC | /HPF CPK
WBC | /HPF

cast

(=)

Immunology

6.7g/d/ 1gG 698 mg/d/
4.1 g/dl IgA 90 mg/d/
46.2 mg/d! lgM 102 mg/d/
7.4 mg/d! C3 83 mg/d/
13.7 mg/d! c4 45 mg/d!
136 mEq// CHS0 41.4U/m!
4.3 mEq/! ANA (=)
100 mEg/! ASO (=)
5.2 mEq/! ASK (=)
5.2 mg/d/ CRP 6.3 mg/d/
0.44 mg/df MPO-ANCA (=)
361071 PR3-ANCA (=)
161U/! IL-2R 3,070 U/m!

1,668 1U//

202 /7

581U/

99 u/i
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Fig. 1.

a : Abdominal computed tomography(CT) scan on admis-
sion ; Bilateral diffuse enlargement of the kidneys.

b : Abdominal computed tomography(CT) scan on admis-
sion | Soft tissue density mass around the aortic artery
(arrow).

C : Follow-up CT scan after 3 cycles of CHOP therapy ; The
size of kidneys obviously become smaller and the mass
around the aortic artery disappeared.
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Fig.3. Light microscopic findings of the
renal biopsy specimen

a : Almost normal glomerulo. (PAS stain, X
400)

b : Diffuse interstitial infiltration of malig-
nant lymphoid cells without normal
tubulo-interstitial structure. (PAS
stain, % 100)

¢ : Malignant lymphoid cells in the inter-
stitium. (HE stain, X 400)

HMER BB L Tz (Fig. Ic), AIEMIL-2 v &7/ —id
1,390 U/ml iz g TWAD Lo 7427 —VERTHRLD
BATIIME T &z, L LRMNSES 7 —VKTH, WE
HIL2 v €77 —527490U/m! Lt B LEEL, BEOE
BEZER) BB AL ORI 233 5 iz Jz iz CHOP
HEZW L, cytarabine, methotrexate, mitoxantrone hydro-
chloride, dexamethasone(MADM) %2 L7, L& L,
LSRRI & B IFERED IR & 2 D, MRSA RILAE
EEHUER 102 A 11 HIKIET Lz, FERICHTHE &
BBE DR 2 BRI L 728, B ARR Tl sRER R I I ZE b as
s, HELBEOMEEERD 2 b, RIEH
BHof&irkoEELTEY, BRAUMERLHEL TV
(Fig. 4)o ¥ 72, FFHEARIC 3BT b /NIERE b IER (R 7
hTsy, REAROREIZA ST,

| .. I
FHEGNE ABE L W) & B DB EE 2 & 72 U T e s,

ABEK9 10 HATotbe DA R L, BHRERIER TH-
el b oBEETR LWL, BEES2OEN DT

Fig. 4. Light microscopic finding of the renal biopsy
specimen

Tubulo-interstitial structure fairly recover from severe damage

and no existence of malignant lymphoid cells. (PAS stain, X

100)
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