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AB STRACT

An 83‑year‑old Japanese woman was admitted to our surgical department for persistent
rectal bleeding on July ll, 1997. The patient had received radiotherapy for uterine cervical cancer
3 years previously. Her performance status was grade 3, due to bilateral femoral fracture.
Sixteen months after radiotherapy, the patient demonstrated slight rectal bleeding. Since her
rectal bleeding was persistent and intractable, she underwent proctectomy with colostomy. The
resected rectum histologically showed severe endoarteritis and she was diagnosed to have a ra‑
diation proctitis. She developed paralytic bowel obstruction on the 6th post operative day
(POD) and renal dysfunction with signs of systemic inflammatory response syndrome on the
loth POD. On the 25th POD, she developed a sudden onset of hematemesis and hypovolemic
shock. An emergency endoscopic examination showed bleeding from multiple shallow ulcers in
the stomach (acute gastric mucosal lesion). Simultaneously the patient presented with clini‑
cal manifestations of sepsis. The patient finally expired due to multiple organ failure. The
autopsy revealed clinically insidiously progressing bilateral renal papillary necrosis, which was

considered to be the primary cause of her death. Microscopically multiple extensive necrosis
areas were observed in the renal papillae. Ryukyu Med. J., 20(2)77‑‑80, 2001
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INTRODUCTION

was almost completely bed‑ridden due to the onset of a bi‑
lateral femoral fracture 2 years earlier. Sixteen months after

The clinical spectrum of renal papillary necrosis (RPN)

radiotherapy, the patient demonstrated rectal bleeding.

is wide and variable". The disease may follow a chronic

At a local hospital, a barium enema study revealed the

smouldering course and behave much like pyelonephritis.

affected rectum to have a lack of distensibihty and

On the other hand, an acute type of the disease may be

haustration. Colonoscopy revealed diffuse oozing in the

characterized by a sudden onset, with fever, chills, pain in

rectum. Based on these findings, she was diagnosed to

the renal areas, leukocytosis, and possibly hematuria.

most probably have radiation proctocolitis. Her rectal

Malaise, prostration, uremia and shock may all ensue,

bleeding gradually worsened and subsequently she devel‑

eventually resulting in death.

oped anemia (Hb 6.0 g/dl). Due to her deteriorating con‑

This paper describes a case of acute renal papillary

dition, she was referred to our department to undergo

necrosis in the post operative course. Characteristically,

surgery. Since the rectal bleeding continued, the patient

the patient was a bed‑ridden aged woman with a history

underwent proctectomy and colostomy. Grossly, the resected

of pelvic radiation for uterine cervical cancer. This re‑

rectum was erosive and histologically revealed severe

port embodies our experience of an interesting RPN case.

endoarteritis. As a result, she was diagnosed to have radia‑
tion proctocohtis.

CASE REPORT

On the sixth post operative day (POD), she devel‑
oped paralytic bowel obstruction with sequential renal

An 83‑year‑old Japanese woman was admitted to our

failure and a clinical manifestations of systemic in‑

surgery department for further examination of an intrac‑

flammatory responce syndrome (SIRS). She had taken

table rectal bleeding in July ll, 1997. Her past history

analgesic including diclofenac sodium (Voltaren) daily

revealed that she had received 56 Gy of radiotherapy for
uterine cervical cancer (stage Illb) 3 years earlier at our

1‑2 tablets for one week. Additional medications at the

hospital. Her performance status was grade 3, and she

retic and sedative. On the 25th POD, she developed a

time of post operative course included antibiotics, diu‑
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Renal papillary necrosis

Fig. 1 Abdominal CT scan showing a low density round
areas in the medullae (arrow).

Fig. 3 Microphotographs of the kidney revealing renal
papillary necrosis (upper) and necrosis with acute in‑
flammatory infiltration (bottom) (HE, × 50).

Fig. 2 Macrophotographs of cut surface of the kidney
showing yellowish brown papillary necrosis at autopsy
(arrow).

An autopsy revealed bilateral RPN (Fig. 2) together
with pneumonia and gastrointestinal bleeding, which
was considered to be a result of the multiple organ failure

(MOF). Microscopically multiple extensive necrosis areas
were observed in the renal papillae (Fig. 3).
sudden onset of hematemesis and subsequently hypovolemic

DISCUSSION

shock. Emergency endoscopy revealed multiple erosion and
trench ulcers in the stomach (acute gastric mucosal le‑

sion: AGML). Two days laterthebleeding stopped, but

RPN results from ischemia of the renal papilla in

the renal function gradually worsened, and serum urea

a variety of diseases including diabetes melhtus and an‑

nitrogen and creatinine levels abnormally increased to

algesic nephropathy. Most cases of RPN described in the

136 mg/dl and 3.34 mg/dl, respectively. Repeated urine

literature are generally associated with diabetes mellitus.

and blood cultures grew Pseudomonas aeruginosa and

Other etiologic factors of this disease include obstructive

she was also diagnosed to have sepsis. The patient was

uropathy, analgesic abuse, chronic alcoholism, pyelonephritis,

treated with antibiotics which proved to be ineffective.
A computed tomography (CT) scan revealed low density

sickle cell hemoglobinopathy, renal allografts, liver disease,
and other causes". This case showed no medical evidence of

areas in the renal medullae (Fig. 1). Unfortunately, we

diabetes mellitus, ureteral obstruction or analgenic abuse.

were not able to correctly diagnose the symptoms to be

She had taken analgesics and other medications in the post

RPN. Moreover, ultrasonography revealed no obvious ab‑

operative course, but their doses were within the normal

normal findings, a repeated urinalysis showed red blood

range. As a result, pyelonephritis alone was considered to be

cells that were too numerous to count. The patient's

the main contributory factor leading to RPN.

condition continued to deteriorate and she developed res‑
piratory failure on the 65th POD and eventually expired.

Although

the

exact

mechanism

of

RPN

development

re一

mains uncertain, the basic pathophysiologic process appears

Takeshima Y. et al.

139

to be lschemic necrosis as shown in various experimental
models3'. In the clinical conditions associated with RPN, a

diagnosis because the clinical picture of RPN varies greatly.

vascular impairment is a prominent feature of the underlying

ment regimen can thus be selected for such patients.

By diagnosing RPN in a timely manner, the optimal treat‑

disease, particularly since RPN tends to occur in o】der pa‑
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