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function normalization (creatinine 1 mg/dL). “Amanita 
nephrotoxic syndrome” is characterized by an early onset of 
gastrointestinal symptoms, mild hepatic damage, and severe 
but reversibile acute renal failure.[4,5] A. ovoidea is a common 
fungus with little value. The edibility of A. ovoidea is 
dubious and there are known cases of poisoning that affected 
the gastrointestinal tract after eating this species. Some expert 
mycologists strongly advise against consumption.[6] The 
awareness of nephrotoxic mushrooms of the genus Amanita 
is important for the medical community.[2]

Declaration of patient consent

The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and 
other clinical information to be reported in the journal. The 
patients understand that their names and initials will not 
be published and due efforts will be made to conceal their 
identity, but anonymity cannot be guaranteed.

Financial support and sponsorship

Nil.

Conflicts of interest

There are no conflicts of interest.

Li Cavoli Gioacchino, Bono Luisa, 
Schillaci Onofrio, Servillo Franca, 

Carollo Camillo, Zagarrigo Carmela, 
Amato Antonio, Li Cavoli Tancredi Vincenzo, 

Azzolina Vitalba, Caputo Flavia
Nephrology Dialysis and Renal Transplant Department, Civico and Di 

Cristina Hospital, Palermo, Italy

Address for correspondence: 
Dr. Li Cavoli Gioacchino, 

Via Francesco Cilea 43, Palermo 90144, Italy. 
E‑mail: gioacchinolicavoli@libero.it

References
1. Wessely M, Schönermarck U, Raziorrouh B, Jung MC, 

Samtleben W. Orellanus syndrome: A rare cause of acute renal 
failure. Dtsch Med Wochenschr 2007;132:1880‑2.

2. Kirchmair M, Carrilho P, Pfab R, Haberl B, Felgueiras J, 
Carvalho F. et al. Amanita poisonings resulting in acute, 
reversible renal failure: New cases, new toxic Amanita 
mushrooms. Nephrol Dial Transplant 2012;27:1380‑6.

3. Leray H, Canaud B, Andary C, Klouche K, Béraud JJ, Mion C. 
Amanita proxima poisoning: A new cause of acute renal 
insufficiency. Nephrologie 1994;15:197‑9.

4. Mancini A, Assisi F, Balestreri S, Angelini P, Bozzi M, Cuzzola C, 
et al. A rare case of acute renal failure related to Amanita proxima 
ingestion. G Ital Nefrol 2015;32. pii: gin/32.4.10.

5. Courtin P, Gallardo M, Berrouba A, Drouet G, de Haro L. Renal 
failure after ingestion of Amanita proxima. Clin Toxicol (Phila) 
2009;47:906‑8.

6. Available from: http://www.funghiitaliani.it/topic/7919‑amanita‑
ovoidea‑bull‑fr‑link‑1833/. [Last accessed on 2016 Mar 05].

How to cite this article: Gioacchino LC, Luisa B, Onofrio S, Franca S, 
Camillo C, Carmela Z, et al. Acute renal failure after Amanita ovoidea 
eating. Indian J Nephrol 2019;29:73-4.

© 2018 Indian Journal of Nephrology | Published by Wolters Kluwer - Medknow

Access this article online

Quick Response Code: Website:

www.indianjnephrol.org

DOI:

10.4103/ijn.IJN_33_18

This is an open access journal, and articles are distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to 
remix, tweak, and build upon the work non‑commercially, as long as appropriate credit is 
given and the new creations are licensed under the identical terms.

A Rare Case Report of Emphysematous Cyst Infection in Autosomal 
Dominant Polycystic Kidney Disease

Sir,
A 38‑year‑old non‑diabetic female, a known case of 
autosomal dominant polycystic kidney disease (ADPKD) 
for the past 1 year, presented to our outpatient clinic 
with history of fever and right‑sided flank pain for 
1 month. Family history was significant as her father also 
had ADPKD and expired at the age of 50 years due to 
advanced renal failure. Examination revealed bilateral 
nodular abdominal masses with localized tenderness 
over the right flank. Investigations revealed neutrophilic 
leukocytosis with total leukocyte count of 15,000 (80% 
polymorphs), and urinalysis showed 40–50 pus cells per 
high‑power field with a serum creatinine of 2.7 mg/dL. 

Blood and urine cultures were sterile. Ultrasonography 
of the abdomen revealed bilateral enlarged kidneys 
with multiple cysts. Subsequently, contrast‑enhanced 
computed tomography of the abdomen revealed bilateral 
polycystic kidneys with gas formation in the right polar 
cyst [Figure 1]. The patient was empirically started on 
intravenous antibiotic piperacillin tazobactam on day 
1 of hospitalization. Subsequently, she underwent cyst 
aspiration and percutaneous drainage of the cyst through 
pigtail catheter. Cyst fluid analysis revealed numerous 
pus cells and culture grew Escherichia coli sensitive 
to piperacillin tazobactam. The patient improved 
symptomatically, and pigtail was removed after 5 days 
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when the drainage subsided. The antibiotic was continued 
for 6 weeks, and serum creatinine decreased to 1.5 mg/
dL after 6 weeks of follow‑up.

ADPKD is one of the most common hereditary disorders 
leading to end‑stage renal disease. Approximately 
30%–50% of patients with ADPKD have one or more 
renal infection during their lifetime.[1] However, cyst 
infections with gas‑forming organisms are rare with few 
case reports in literature. Emphysematous polycystic 
cyst infection (EPCI) is life‑threatening and needs to 
be differentiated from emphysematous pyelonephritis 
which is characterized by the presence of gas in the 
collecting system, perirenal tissues, and absence of 
gas in the cysts. To date, antibiotic therapy combined 
with nephrectomy was done for a majority of cases 
in published literature. Fluoroquinolones are usually 
the preferred antibiotics of choice because of their 
lipophilic properties that lead to an increased diffusion 
into infected cysts and their bactericidal activity 
against Gram‑negative enteric pathogens.[2] Intravenous 
antibiotic therapy alone may be insufficient to resolve 
emphysematous cyst infection considering disease 
severity and poor prognosis. A percutaneous cystostomy 
drainage and intracystic antibiotic irrigation may be 
one as the alternative therapeutic options to control 
emphysematous cyst infection instead of nephrectomy in 
patients with ADPKD. Despite all measures, mortality in 
emphysematous cyst infections remains high.

Till now, only seven cases have been described in literature 
of EPCI and only two of these patients improved with 
cyst drainage and antibiotics alone without requiring 
nephrectomy. To conclude, a high index of suspicion is 
required to diagnose this entity early to reduce mortality.
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Figure 1. Contrast enhanced computed tomography of abdomen showing 
multiple cystic lesions in both the kidneys with air foci in right polar cyst




