
To the editor,

A 57-year-old man was admitted to our nephrology
department with complaints of pitting edema, ano-
rexia, fatigue, and oliguria. Two years ago he had
been diagnosed as squamous cell cancer of the lung
and had been treated with 8 cycles of cisplatin and
paclitaxel, followed by 5-day long radiation the-
rapy. Afterwards he had stable disease and was re-
gularly followed-up by oncology department. After
completion of chemotherapy, his serum creatinine
was within normal range and urinalysis was totally
normal. 

The patient did not describe vasculitic symptoms
such as arthritis, skin lesions, neuropathy, and ot-
hers. He noticed decreased urinary output and mac-
roscopic hematuria for 10 days. In physical exami-
nation there was a mild pretibial edema and blood
pressure was normal, being 130/85 mmHg on ad-
mission. Blood count findings were within normal
limits. On admission, marked renal dysfunction
was noted with blood urea nitrogen: 53 mg/dL and
serum creatinine: 4.87 mg/dL. Serum creatinine le-
vel increased gradually, up to 5.93 mg/dL and 3.4
gr per 24 hour proteinuria was also detected. Uri-
nalysis testing revealed numerous dysmorphic red
blood cells, granular and red blood cell casts. Ultra-
sonography showed two normal-sized kidneys and
normal blood flow in renal arteries and veins. Au-
toantibodies, such as anti-glomerular basement
membrane (GBM) antibody, perinuclear antineut-
rophil cytoplasmic autoantibodies (p-ANCA),

cytoplasmic antineutrophil cytoplasmic autoantibo-
dies (c-ANCA), antinuclear antibodies (ANA), and
anti-double strand DNA (anti-ds DNA) were nega-
tive. Cryoglobulin, and markers of hepatitis B and
C were negative. Complement levels and serum im-
munoglobulin levels were also within normal ran-
ges. 

During follow-up, urine output decreased gradually
and renal functions worsened progressively. A kid-
ney biopsy was performed. Histopathologic fin-
dings of biopsy showed diffuse necrotizing cres-
centic GN. In biopsy specimen, twenty-six glome-
ruli were present; 10 glomeruli were globally scle-
rosed, 6 glomeruli showed cellular crescents, 4 glo-
meruli showed fibrocellular crescents and well-de-
fined chronic tubulo-interstistial scarring. Direct
immunofluorescence studies did not show any line-
ar staining for IgG, IgM, IgA and complements
along the glomerular capillary walls. In differential
diagnosis, ANCA associated vasculitis, acute tubu-
lar necrosis and acute interstitial nephritis were ru-
led out and a diagnosis of crescentic GN was ren-
dered based on the above findings. 

He was not treated with immunosuppressive the-
rapy because he had a tumoral mass in chest X ray
and he was taken under an oncological evaluation
presuming lung cancer activation. 

Additionally, tumor treatment is essential for cor-
recting paraneoplastic syndromes, therefore the pri-
mary treatment should be directed to the cancer in
such cases.1,2 

278 UHOD Number: 4    Volume: 23   Year: 2013

Crescentic Glomerulonephritis During the Course
of Squamous Cell Lung Cancer: an Uncommon

Paraneoplastic Manifestation?
Salih INAL1, Sibel GOKCAY1, Kürşad ONEC1, I. Isık GONUL2,Yasemin ERTEN1

1 Gazi University Faculty of Medicine, Department of Nephrology
2 Gazi University Faculty of Medicine, Department of Pathology, Ankara, TURKEY

ULUSLARARASı HEMATOLOJI-ONKOLOJI DERGISI LETTER TO EDITOR International Journal of Hematology and Oncology

doi: 10.4999/uhod.11068



On following days, the patient’s renal functions de-
teriorated and could not be recovered. He is now on
regular hemodialysis.

In this report, we presented an unusual presentation
of crescentic GN occuring in a 57-year-old man in
the setting of squamous cell cancer of lung that was
treated with chemotherapy and radiotherapy. Ra-
pidly progressive or crescentic is the term used to
describe the clinical course of several forms of glo-
merulonephritis; their common characteristic is the
presence of crescents.3 The stimulus for crescent
formation is the accumulation of fibrin in Bowman
space, as a result of necrosis or disruption of the
glomerular capillary wall with or without immune
deposits. There are reports of crescentic GN occur-
ring in association with carcinomas. These include
gastric carcinoma, renal cell carcinoma, metastatic
adenocarcinoma of the lung, hepatocellular carci-
noma, breast carcinoma and prostatic carcinoma.4-9

Gastric and renal cell carcinomas are more com-
monly associated with crescentic GN and in many
cases of crescentic GN reported  with carcinomas,
ANCA was also found to be positive.9

To our knowledge, there were only four reported
cases of crescentic GN developed after the diagno-
sis of lung cancer. Of these cases, one had small
cell cancer and 3 cases had squamous and bronchi-
al carcinomas and all had ANCA positivity 1. Ho-
wever, in our patient serological markers for GN
including ANCA was negative. We may speculate
that malignancy associated ANCA positive vasculi-
tis might be the etiological factor for those crescen-
tic GN cases. In the absence of another evident ca-
use of the RPGN, the ANCA negative crescentic

GN seen in our patient might be considered as an
uncommon paraneoplastic manifestation of squ-
amous cell lung cancer. We conclude that patients
with cancer and acute renal failure should be care-
fully evaluated with urinary sediment tests and
crescentic GN should be kept in mind in differenti-
al diagnosis.
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Figure 1. Glomerulus with a fibrocellular crescent formation
(PAS stain X400)


