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A case of a 14-year-old boy with chronic tubulointerstitial nephritis first diagnosed
as acute focal bacterial nephritis

Norimasa TADA, Eriko TANAKA, and Yacko MOTOYOSHI

Department of Pediatrics, Tokyo Medical and Dental University, Tokyo, Japan
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A 14-year-old boy was admitted to a general hospital because of prolonged fever of unknown origin. After
Enterococcus feacalis was detected from his urine and abdominal contrast enhanced computed tomography and
99m-Tc dimercaptosuccinic acid scintigram showed multiple focal defects, he was diagnosed as acute focal bacte-
rial nephritis (AFBN). His condition recovered as a result of Ampicillin(ABPC)and Cefotaxime infusion. There
was no specific finding in voiding cystography.

Six months later, his fever recurred and he was diagnosed as refractory AFBN because Enterococcus feacalis
was detected in his urine again. He was treated with ABPC and Meropenem (MEPM) infusion, but the fever per-
sisted and his renal function deteriorated. He was transferred to our hospital for intensive treatment. On admission,
blood examination showed findings of inflammation (WBC 14,400/ L, CRP 3.7 mg/dL, erythrocyte sedimenta-
tion rate : 69 mm/h, IgG : 2,107 mg/dL) and renal impairment (Cr : 1.8 mg/dL, cystatin C : 2.0 mg/L). Although
neither pyuria nor pathogenic bacteria were detected in his urine, Enterococcus feacalis was detected at the hospital
where he had been treated previously, hence we started treatment for AFBN with ABPC, MEPM, Levofloxacin,
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then Linezolid. However, the fever persisted and his renal function deteriorated (Cr 2.0 mg/dL). Kidney-specific
accumulation was found in Ga scintigraphy, which suggested chronic inflammation. Clinical course and laboratory
findings showed no symptoms of bacterial, viral, fungal, or tuberculous infections nor collagen disease. Although
renal biopsy revealed no glomerular abnormality, tubulointerstitial edema, fibrosis and tubulitis were observed.
Rupture of the tubular basal membrane and non-caseating granulomas also existed. Pathological findings did not
match those of renal sarcoidosis. Ophthalmological screening negated the existence of tubulointerstitial nephritis
with uveitis syndrome. After methylprednisolone pulse therapy, the fever recovered immediately and his renal
impairment imroved gradually (Cr 1.49 mg/dL) . He continues to undergo treatment as an outpatient.

Although tubulointerstitial nephritis is rare in children, some patients have a poor renal prognosis. It is impor-

tant to determine the existence of tubulointerstitial nephritis on treating a patient with renal impairment.
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Fig. 1
A ! Contrast enhanced abdominal CT shows
multiple focal wedge-shaped defect.
B : 99mTc-dimercaptosccinic acid (DMSA) scintigram shows multiple focal defect.
C : DMSA scintigram at our institution shows worsened finding of focal defect.
Table 1 Laboratory findings on admission
Blood cell counts Chemistry Urinalysis
WBC 14,400/ uL TP 8.4g/dL SG 1.008
Neut 7% ALB 4.1g/dL pH 5.5
Lym 12 % BUN 18 mg/dL protein (+/-)
Eos 3.0% CRE 1.80 mg/dL glucose (=)
RBC 497 x10*/ L UA 8.0 mg/dL occult blood (=)
Hb 12.9g/dL Na 137 mEg/L RBC <1/HPF
PIt 45.0x10%/uL K 4.0mEq/L WBC 1~4/HPF
Cl 102 mEqg/L Bo-MG 18,264 ug/L
Serology AST 121U/L NAG 6.01U/L
IgG 2,103 mg/dL ALT 71U/L Ca/Cr 0.03 mg/gcre
IgA 112 mg/dL LDH 227 1U/L %TRP 80 %
IgM 311 mg/dL CK 441U/L Ccer 33.6 mL/min
IgE 2,910 ug/dL CRP 3.72 mg/dL
Cystatin C 2.03mg/L
ESR 69 mm/h

ESR ' erythrocyte sedimentation rate
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LVFX:Levofloxacin, ABPC:Ampicillin, MEPM:Meropenem, LZD:Linezolid,

PSL:Prednisolone, mPSL:methylprednisolone

Fig. 2 Clinical course of the patient

Although treatment with antibiotics was not effective, inflammation and renal

insufficiency improved after methylprednisolone pulse therapy.

Table 2 Close examination for fever of unknown origin and renal dysfunc-

tion
Serology Culture test
IgG 2,103 mg/dL Urine negative
K chain 55.9 mg/dL Blood negative
A chain 61.2 mg/dL Sputum negative
K/ A 0.91 Acid-bacteria in sputum  negative
IgG4 71.4 mg/dL Microbiology PCR test
C3 140 mg/dL Urine negative
C4 36 mg/dL Blood negative
CH50 60 U/mL Tuberculosis of sputum negative
ACE 8.8U/L IFN 7 of specific for tuberculosis
RA 61U/L negative
ANA <40 B-D-glucan negative
C-ANCA <1.0U/mL CMV IgG <10
P-ANCA <1.0U/mL EBNA 10
Ferritin 133 ng/mL EBVCA IgG 1,280
sIL2R 1,640 U/mL EBVCA IgM <10
B-MG 6.87 mg/dL EBEA IgG <10
Ophthalmologic examination : Parbo B19 IgM negative
no abnormal findings HSV IgG/IgM +/—
Ultrasound cardiogram : Measles IgG/IgM +/—
no abnormal findings Rubella IgG/IgM +/—

Urine cytology :

no abnormal findings

Tuberculin skin test : weakly positive

sIL2R : soluble IL-2 receptor
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Fig. 3.

A ' Interstitial edema is observed in Masson'’s trichrome staining !

(x100).

B : Granuloma and large numbers of eosinocytes(®)can be :ﬁfwd

observed in hematoxylin-eosin staining (X 200).

bl -
C : Ruptured basal membrane of proximal tubules is observed in '\‘f.ﬁt‘-&

periodic acid methenamine silver staining (X 200).
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