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Beware Being Reflexive With Anti-Refluxives!
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Introduction

Acute Interstitial Nephritis (AIN) is characterized by an inflammatory infiltrate
of kidney interstitium that typically causes a decline in kidney function. AIN is
a common cause of acute kidney injury (AKIl), accounting for 15-20% of all
AKI’s. Possible etiologies of AIN are drugs, infections, autoimmune diseases,
with drug-induced interstitial nephritis as the most common. Common drugs
associated with AIN are antibiotics and proton pump inhibitors (PPIs). A known
adverse effect of PPIs is AIN, with omeprazole showing a prevalence of 6 per
10,000. A definitive diagnosis of AIN is made by kidney biopsy.

Case Presentation

A 59-year-old male s/p laparoscopic robotic sleeve gastrectomy and hiatal
hernia repair presented with fatigue, dizziness/lightheadedness, and
abnormal outpatient labs showing elevated creatinine and anemia. The
patient had gastric surgery 8 weeks prior and started taking Omeprazole 20mg
PO once daily after surgery. The physical exam was unremarkable.

Basic Metabolic Panel
WBC 5

Sodium 138 mmol/L Eosinophil count 0.39 10E3/u
Potassium 3.6 mmol/L C3 level 113 mg/dL. RBC 0
Chloride 107 mmol/L C4 level 38.4 mg/dL Glucose 50 mg/dL
Co2 21.1 mmol/L ANA screen Negative Ketones 0 mg/dL
Glucose 115 mg/dL. ANCA screen Negative Protein 00 mg/dL
BUN 41 mg/dL IgM 381 mg/dL Hyaline casts
Creatinine 4.19 mg/dL Kappa free light chain | 89.9 mg/dL Eosinophils ow
Calcium 9.2 mg/dL Kappa/lamba free 3.76 Urine Sodium 77 mmoliL
[AnionGap | 10mmoll | light chain ratio Urine Osmolality 422 mOSMIK
7.1 10E3/uL
RBC 3.05 10E6/ul
Hemoglobin 9.0 g/dL.
Hematocrit 28.5%
| Platelets 288 10E3/uL
Initial Imaging:

Renal ultrasound and duplex
were unremarkable, demonstrating
non-atrophic kidneys bilaterally.

Figure 1. Computed Tomography of
the abdomen and pelvis revealed no
renal calculi, no hydronephrosis,
and no ureteral calculus.

Clinical Course Discussion

Initial Management

* Initially thought to be a pre-renal AKI due to dehydration and poor oral intake after surgery
e Creatinine improved to 3.91 after administering IV fluids
* Creatinine increased to 4.05 the following day, and a renal biopsy was scheduled

Creatinine Trend
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Figure 2. Creatinine trend during
hospitalization. Day 0 is the value
from outpatient lab work. The
patient was discharged on day 6
(green arrow). Day 7 (black
arrow), marks the completion of
7-day Prednisone course.
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Figure 3 (Top Left), Figure 4 (Top
middle). Glomeruli are normal with
open loops and smooth capillaries.
Background shows diffuse interstitial
edema with inflammatory infiltration.
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Management after biopsy:
The patient received an initial IV dose of Methylprednisone
40mg and completed a 7-day course of Prednisone 40mg PO.

The first case of omeprazole-associated acute interstitial
nephritis was reported by Ruffenanch et al. in 1992.

It is well documented that AIN is an adverse effect of proton
pump inhibitors and should be considered in the differential
diagnosis of an AKI patient on medications known to cause
drug-induced AIN.

AIN can be difficult to diagnose, presenting with nonspecific
symptoms such as oliguria, malaise, nausea, and vomiting.
Physician awareness can increase early recognition of this
hypersensitivity reaction. An accurate and timely diagnosis
can help prevent worsening renal failure.

Consider the diagnosis in a patient with increased creatinine
and a urine analysis showing WBC and eosinophiluria.
Diagnosis is confirmed with biopsy.
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