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Abstract . A 67-year-old man was referred to our hospital because of high-grade fever
and acute renal failure on January 11, 1996. Gastroduodenal fiberscopy performed 17 days
before admission revealed advanced gastric cancer in the pylorus. Intravenous hyper-
alimentation was started on December 27, 1995. Because of the fever, the patient had been
treated with 5mg/day of indomethacin and 2 g/day of cefazolin since January 1, 1996.
Serum creatinine was elevated to 8.2 mg/dl. To rule out acute interstitial nephritis caused
by these drugs, a renal biopsy was performed on the second hospital day. The biopsy
specimen demonstrated multiple microabscesses containing yeast-like organisms in the
medulla. Candida tropicalis was isolated from urine cultures, atrial blood and the catheter
tip. The patient was diagnosed as having acute renal failure due to renal candidiasis. Under
hemodialysis treatment, he received 400 mg/day of miconazole. Hemodialysis was stopped
on the 13 th hospital day. On the 41 st hospital day, the patient was afebrile and serum
creatinine had decreased to 1.7 mg/dl. We present a case of acute renal failure due to renal
moniliasis caused by hematogenous infection with Candida tropicalis, and discuss the
related literature.
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Table 1. Laboratory data on admission

Urinalysis Blood chemistry
protein 0.7 g/day GOT 20 IU/1
occult blood B+ GPT 121U/
sediment Scr 9.0 mg/dl

RBC 50~60  /hpf BUN 103 mg/dl
WBC 20~30  /hpf AMY 156  1U/1
Candida tropicalis LDH 412 IU/
5~10  /hpf TC 76 mg/dl

TG 87 mg/dl

Hematology TP 6.2 g/dl

RBC 407X 10* /ul Alb 2.1 g/dl
Ht 29.7 % Na 130 mEq/1
Hb 10.2  g/dl K 4.9 mEq/l
WBC 9,300 /ul Cl 99 mEq/1
Plts 13.8X10* /ul P 3.1 g/dl

ESR 100 mm/hr

Renal function Hemostasis
Cer 10.2 ml/min  bleeding time 2 min
serum £,-MG 3.7 mg/l PT 15.3 sec
urine B,-MG 493 ug/day  APTT 52.2 sec
urine NAG 9.7 U/day TT 9 %
fibrinogen 308 mg/dl
Serology FDP 3.5 ug/ml
CRP 7.8 mg/dl
IgG 1,944 mg/dl Culture
IgA 190 mg/dl Candida tropicalis
IgM 129 mg/dl urine 1~5X%10* /ml
CA19-9 46.9 U/ml arterial blood
AFP 10 ng/ml 1~5X%10* /ml
CEA 4.7 ng/ml IVH catheter

1X10* /ml
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Fig. 1. Light microscopic findings of renal biopsy.
There are multiple microabscesses sur-
rounded by macrophages in renal medulla.
Candida spores are observed in the center
of abscess (Periodic acid Schiff staining,

FVF Y LABREARERETREELEZDIRD bhi
(Fig. 2).
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Fig. 2. Electron microscopy reveals electron dense
deposits in the mesangium (%), and on
subendothelial and subepithelial aspect of
the glomerular basement membrane
(GBM) (arrows). The GBM is markedly

X 150). thickened. The mesangial cell (M)
includes fat droplets and secondary
lysozomes (Uraryl acetate and lead
citrate, X12,000).
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Fig. 3. Clinical course.
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