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A 40-year-old female patient with lupus-related end-stage 

renal disease received a preemptive living donor kidney 

transplant from her sister. Although graft function was well 

maintained under tacrolimus, prednisolone, and myco-

phenolate mofetil (MMF) maintenance therapy, the patient 

experienced an asymptomatic urinary tract infection. Esch-

erichia coli was detected in urine culture. Oral third-gen-

eration cephalosporins were administered to the patient 

until discharge. Fourteen weeks after transplantation, the 

patient came to the emergency department complaining 

of right flank pain and fever. Laboratory tests showed he-

maturia, pyuria, bacteriuria, and leukocytosis, indicating a 

urinary tract infection. The patient was treated with antibi-

otics and discharged from the emergency department. 

The patient revisited the emergency room with the same 

symptoms eighteen weeks after transplantation. At this 

time, there was no bacteriuria or pyuria on urinalysis. 

Computed tomography scan was performed to identify fe-

ver focus, and a huge infiltrative mass lesion was observed 

in the upper portion of the right native kidney, extending 

into the perinephric space and right psoas muscle (Fig. 1). 

For diagnosis and treatment, ultrasound-guided gun bi-

opsy was performed and percutaneous catheter drainage 

(PCD) was inserted. E. coli was identified on PCD culture, 
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but there was no bacteria growth on urine culture. On 

microscopy, cellular infiltrates were predominantly com-

posed of large macrophages with foamy granular eosin-

ophilic cytoplasm, prominent eccentric, hyperchromatic 

and round nuclei, indicating von Hansemann cells. In von 

Kossa staining, the cells contained some intracytoplasmic, 

concentrically laminated, round-ovoid, basophilic inclu-

sions called Michaelis-Gutmann bodies. In addition, CD68 

was positive on immunohistochemical staining (Fig. 2). 

These morphological and immunohistochemical charac-

teristics were consistent with malakoplakia, not malignan-

cy. Oral third-generation cephalosporin was administered 

to the patient for 4 months, and MMF was discontinued for 

7 months. The patient recovered from malakoplakia with-

out graft dysfunction or other complications. 

Malakoplakia is an uncommon granulomatous inflam-

matory disorder that typically occurs in immunocompro-

mised individuals. Malakoplakia affects mainly the geni-

tourinary tract, although it involves naearly every organ. 

Malakoplakia of the graft kidney is more frequent in wom-

en with a history of bacterial urinary infection; E. coli is the 

most common pathogen. Almost all cases of kidney-relat-

ed malakoplakia appear in transplanted kidneys and are 

associated with graft dysfunction. First-line treatment of 
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Figure 1. Malakoplakia in the right native kidney on computed tomography scan. (A) Axial and (B) coronal plane. A huge mass le-
sion extends into the perinephric space and the right psoas muscle.

Figure 2. Pathologic findings on native kidney gun biopsy. (A) Renal parenchyma was densely infiltrated by histiocytic cells (H&E 
stain, ×100). (B) Von Hansemann cells (red arrows) containing foamy granular eosinophilic cytoplasm and prominent eccentric and hy-
perchromatic nuclei (H&E stain, ×400). (C) Calcium deposits within Michaelis-Gutmann bodies (black arrows) stained positive for Von 
Kossa stain (×400). (D) CD68-positive cells of the monocyte/macrophage lineage (white arrow) on CD68 staining (×400).
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malakoplakia involves long courses of antibiotics and a 

reduction in immunosuppression. 

This is a rare case of post-transplantation malakoplakia 

that developed in the native kidney and not in the graft. 

We suggest that conventional treatment methods can ef-

fectively treat native renal malakoplakia without graft dys-

function. 
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