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Retroperitoneal fibrosis (RPF) is a rare disease with unclear etiology, which is characterized
by chronic non-specific inflammation of the retroperitoneum. This study was performed to
investigate the clinical characteristics, laboratory findings, radiologic findings, treatment
and outcome in Korean patients with RPF. We retrospectively reviewed medical records of
27 RPF patients who were admitted to Yonsei University Medical Center between 1998 and
2009. Twenty-two patients (81%) were male. The mean age at diagnosis was 56 yr. Nine
patients had identifiable risk factors of RPF and three patients had combined autoimmune
diseases. Acute phase reactants were elevated in most patients. Rheumatoid factor was
positive in 3 of 16 patients (19%) and antinuclear antibody in 4 of 17 (24%). Five of 6
patients who were taken positron-emission tomography showed positive uptake.
Glucocorticoids were used in 16 patients (59%) and four of them received combination
therapy with azathioprine. After immunosuppressive treatment, the levels of acute phase
reactants dropped, and the size of mass also decreased in most patients. In conclusion, the
clinical characteristics of RPF in Korean patients are similar with other series except for
higher proportion of male. Some patients with RPF have autoimmune features. The effect
of immunosuppressive treatment on RPF is good.
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INTRODUCTION
Retroperitoneal fibrosis (RPF) is a rare disorder with unclear
etiology, first described by Ormond in 1948 (1). It is characterized by the presence of retroperitoneal tissue consisting of chronic inflammation and marked fibrosis which usually develops
around the infrarenal portion of the abdominal aorta and the
iliac arteries (2). The hallmark of the disease and its main complication is ureteral entrapment which is often silent and progressive. RPF is divided into primary idiopathic and secondary
disease, and the latter have clearly identifiable causes such as
radiation therapy, drugs, infection, surgery, and cancer (3). However, this distinction is vague, since direct causal relationship between secondary cause and RPF is unclear and some authors
consider these conditions (particularly surgery, radiation, and
drugs) as only predisposing factors.
The pathogenesis of RPF is unclear, but numerous theories
have been discussed in previous reports. Possibilities include
genetic component (4), environmental factor (5), immunologic
process such as IgG4-bearing plasma cell deposition (6), and
local inflammatory complication of advanced atherosclerosis
(7). Several studies have noted an increased incidence of combined autoimmune disease and/or autoantibody positivity in

idiopathic RPF and in chronic periaortitis (8). However, some
series revealed that associated autoimmune diseases and/or autoantibodies in RPF were not frequent (9).
So far, most reports have focused on RPF patients from western countries, and series on Asian populations are rare (10, 11).
Furthermore, clinical data in Korean patients is limited to case
reports or small series. In this study, we investigated the clinical
characteristics, laboratory findings, radiologic findings, treatment and outcomes of Korean patients with RPF.

MATERIALS AND METHODS
Patients
We reviewed medical records of RPF patients who had been diagnosed at Yonsei University Medical Center, Seoul, Korea between January 1998 and December 2009. These patients include
one case previously published as a case report (12).
Diagnosis of RPF was based on the typical clinical feature and
the presence of characteristic findings on computed tomography (CT) or magnetic resonance imaging (MRI). A typical imaging finding of RPF is a well-defined retroperitoneal soft-tissue
attenuation mass, enveloping but not displacing the lower abdominal aorta with caudal extension following the bifurcation
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of the iliac vessels. Retroperitoneal biopsies were performed in
some patients if the imaging findings were atypical or differentiation of malignancy was needed. Patients with concurrent malignancy were excluded.

75th percentile) in case of skewed distribution. Qualitative variables were expressed as a percentage. A P value of < 0.05 was
considered significant. All statistical analyses were performed
with SPSS software (version 13.0; SPSS Inc., Chicago, IL, USA).

Data collection
For each patient, the following data were recorded: demographic information, clinical features, laboratory and immunologic
parameters at the time of diagnosis, treatment, outcome, and
duration of follow-up. Demographic information included age,
sex, smoking, associated comorbidities such as hypertension,
diabetes, dyslipidemia, coronary artery disease, cerebrovascular disease, and the presence of autoimmune diseases. Clinical
features included the duration of symptoms, signs and symptoms. Clinical symptoms were divided into two types: localized
and systemic according to a previous study (13). Localized symptoms included pain, edema of lower limbs, scrotal swelling, and
claudication probably caused by mechanical or compressive
effects of RPF. Systemic symptoms included fatigue, weight loss,
anorexia, and fever, reflecting systemic inflammatory responses.
Laboratory parameters included white blood cell (WBC) and
platelet counts, hemoglobin, erythrocyte sedimentation rate
(ESR), C-reactive protein (CRP), blood urea nitrogen (BUN), creatinine, and albumin. Immunologic parameters included the
presence of rheumatoid factor (RF), antinuclear antibody (ANA),
other autoantibodies, or IgG4 level.

Ethics statement
The study protocol was approved by the institutional review
board of the Yonsei University College of Medicine (IRB No.
4-2010-0428). Informed consent was waived by the IRB.

Imaging data
Results of the imaging studies (CT scan or MRI) were reviewed.
Mass localization was recorded for each patient. We noted the
presence or absence of hydronephrosis, atrophic kidneys, and
localized lymphadenopathy. The maximal thickness (mm) of
RPF mass was measured in the transverse view of CT or MRI
scan. Image findings were classified according to a previously
described classification system (14).
Class I, soft-tissue density surrounding the infrarenal aorta
and/or iliac vessels;
Class II, soft-tissue density surrounding the infrarenal vena
cava;
Class III, lateral extension of the inflammation/fibrosis with
compression of one or both ureters;
Class IV, extension of fibrosis which includes the renal hilum
with compression of the renal artery and/or renal vein.
Findings of dynamic nuclear imaging with 67gallium single
photon emission CT (67Ga SPECT) and/or 18F-fluorodeoxyglucose positron emission tomography (18F-FDG-PET) were collected.

Table 1. Demographic and clinical characteristics of the patients

Statistical analysis
Continuous variables were described as mean ± standard deviation (SD), and as median and interquartile range (IQR, 25th-
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RESULTS
Patient characteristics
Data were obtained from 27 patients. Patient characteristics are
described in Table 1. Most patients (n = 21, 78%) were between
the ages of 40 and 70 yr, and the mean age was 56 yr old. Twenty
two patients were male, giving a male to female ratio of 4.4:1.
The symptom duration varied from 1 day to 2 yr with the median of 2 months. Age and symptom duration did not differ between men and women.
Cardiovascular risk factors were present in many patients.
Ten patients (37%) had hypertension, and 2 (7%) had dyslipidemia. Coronary heart disease was diagnosed in 3 patients (11%)
and cerebrovascular disease in 2 patients (7%). Smoking status
was as follows: 7 current smokers, 7 former smokers, and 13 patients who never smoked. Three patients had previous or con-

Characteristics

Number (%)

Number of patients
Age (yr) (mean ± SD)
Sex (M : F)
Duration of symptoms, month (median [25-75 percentile])
Comorbid conditions
Coronary artery disease
Cerebral vascular disease
Hypertension
Dyslipidemia
Smoking
Current smoker
Ever smoker
Autoimmune disease
Hashimoto thyroiditis
Autoimmune pancreatitis
Body mass index (kg/m2 ) (mean ± SD)
Systolic blood pressure (mmHg) (mean ± SD)
Diastolic blood pressure (mmHg) (mean ± SD)

27
55.7 ± 13.3
22: 5
2 (0.5-4)
3 (11)
2 (7)
10 (37)
2 (7)
7 (26)
7 (26)
2 (7)
1 (4)
23.2 ± 2.9
135 ± 19
83 ± 12

SD, standard deviation.
Table 2. Patients with predisposing factors for developing retroperitoneal fibrosis
Risk factors
Prior use of β-blockers
History of tuberculosis
Prior abdominal or pelvic surgery
Occupation with risk of asbestos exposure

Number (%)
2 (7)
1 (4)
5 (19)
1 (4)
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current autoimmune diseases: Hashimoto thyroiditis in 2 patients and autoimmune pancreatitis in one.
Nine patients had identifiable predisposing factors for developing RPF (Table 2). Five patients had a history of abdominal
surgery. Two patients had a history of β-blocker use. One patient
whose occupation was a mine worker had a history of occupational exposure to asbestos. High resolution chest CT scan of
the patient revealed multiple centrilobular, interlobular septal
or fissural nodules predominantly in both upper and posterior
lungs and enlargement of multiple lymph nodes at both hilum
and mediastinum, consistent with pneumoconiosis.
Clinical manifestations
Table 3 shows patients’ clinical manifestations at presentation.
Localized symptoms were present in 24 patients (89%), and systemic symptoms in 15 (56%). Pain was the most common symptom, with 18 patients (67%) complaining of abdominal, back or
flank pain. Fever, weight loss, generalized weakness, and oliguria were common symptoms. Other symptoms were nausea,
vomiting, lower extremity edema, anorexia, and hematuria. In
one asymptomatic patient, RPF was diagnosed due to incidental hydronephrosis detected by abdominal ultrasonography at
routine health checkup.
Laboratory findings
Laboratory findings showed normocytic anemia (48%), leukocytosis (26%), and hypoalbuminemia (22%) (Table 4). The mean
hemoglobin level was 12.5 g/dL (range: 8.8-17.4 g/dL). Elevation in the ESR and CRP was observed in most of patients (90%,
78%, respectively).
Eight patients (30%) presented with impaired renal function,

and all of them had hydronephrosis. Rheumatoid factor was positive in 3/16 patients (19%) and antinuclear antibody was positive in 4/17 patients (24%). One patient had anti-Ro antibody,
one patient lupus anticoagulant, and one patient anti-DNA antibody. High titer of serum IgG4 was observed in 2 patients (about
three times higher than upper normal value).
Radiologic findings
Table 5 shows the result of the radiographic classification of patients with RPF. The most common type was class I + III. Eighteen patients had hydronephrosis requiring ureteral stenting.
Six patients were bilateral, seven were unilateral left-sided, and
five were unilateral right-sided obstructions. Localized lymphadenopathy adjacent to the RPF mass was noted in 9 patients.
Renal atrophy was found in 4 patients. Renal vessel involvement
was noted in 2 patients.
Dynamic nuclear imaging was carried out in seven patients
(67Ga SPECT in 1 patient, 18F-FDG-PET in 6 patients). Nuclear
imaging showed pathologic 67Ga or 18F-FDG uptake at the level
of the retroperitoneal mass in 6 patients (86%).
Histologic findings
In 16 patients final diagnosis was established by histologic examination. In all cases, the ureters were surrounded by dense
fibrotic tissue with chronic inflammation. One patient’s biopsy
tissue was examined with immunohistochemical staining of
IgG4, and the result showed dense IgG4-positve plasma cell infiltration (IgG4-positive plasma cells: 100/high power field).
Table 4. Laboratory findings at presentation
Characteristics
3

Table 3. Clinical manifestations at presentation in 27 patients with RPF
Characteristics
Localized symptoms*
Systemic symptoms†
Pain
Flank
Abdominal
Back
Fever
Weight loss
Generalized weakness
Oliguria
Nausea, vomiting
Lower extremity edema
Anorexia
Hematuria
Constipation
Urinary frequency
Thromboembolism
Anejaculation

Number (%)
24 (89)
15 (56)
18 (67)
10
7
1
7 (26)
7 (26)
7 (26)
7 (26)
6 (22)
6 (22)
5 (19)
4 (15)
3 (11)
2 (7)
1 (4)
1 (4)

*pain, edema of lower limbs, scrotal swelling, claudication; † fatigue, weight loss, anorexia, fever.
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WBC (× 10 /mL) (mean ± SD)
Leukocytosis*
Hb (g/dL) (mean ± SD)
MCV (fL) (mean ± SD)
Anemia†
Platelet (× 103/mL) (mean ± SD)
Albumin (g/L) (mean ± SD)
Hypoalbuminemia‡
ESR (mm/hr) (mean ± SD)
CRP (mg/dL) (mean ± SD)
Increased acute phase reactants
ESR
CRP
Creatinine level (mg/dL)
Overall (mean ± SD)
Patients with hydronephrosis (mean ± SD)
Impaired renal function§
Positive autoantibody
Rheumatoid factor
Antinuclear antibody

Number (%)
8.84 ± 4.04
7 (26)
12.5 ± 2.2
95.2 ± 39.2
13 (48)
297 ± 129
4.0 ± 0.6
6 (22)
70 ± 35
3.2 ± 2.8
19/20 (90)
14/18 (78)
1.97 ± 2.10
2.52 ± 2.41
8 (30)
7/17 (41)
3/16 (19)
4/17 (24)

*WBC > 10.8 × 103/mL; † Hb < 12 g/dL in women and 13 g/dL in men; ‡ albumin < 3.3
g/L; §creatinine > 1.4 mg/dL. WBC, white blood cell; SD, standard deviation; Hb, hemoglobin; MCV, mean corpuscular volume; ESR, erythrocyte sedimentation rate; CRP,
C-reactive protein.
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Table 5. Radiologic findings at diagnosis in patients with RPF
Characteristics
Location of mass
Periaortic, periiliac
Periaortic
Periaortic, pericaval
Presacral
Retrovesical
Paracolic
Classification system*
I
I + II
I + III
I + IV
I, II, III
II + IV
I, II, III, IV
Hydro-ureteronephrosis
Bilateral
Unilateral
Localized lymphadenopathy
Renal atrophy
Renal vessel involvement
Nuclear imaging
67
Ga SPECT
18
FDG-PET
Positive uptake

Number (%)
7 (26)
11 (41)
11 (41)
2 (7)
1 (4)
4 (15)
5 (19)
1 (4)
10 (37)
2 (7)
6 (22)
1 (4)
2 (7)
18 (67)
6 (33)
12 (67)
9 (33)
4 (15)
2 (7)
7
1
6
6

*Classification system. Class I, soft-tissue density surrounding the infrarenal aorta
and/or iliac vessels; Class II, soft-tissue density surrounding the infrarenal vena cava;
Class III, lateral extension of the inflammation/fibrosis with compression of one or
both ureters; Class IV, extension of fibrosis which includes the renal hilum with compression of the renal artery and/or renal vein. SPECT, single photon emission tomography; FDG-PET, fluorodeoxyglucose -positron emission tomography.

Treatment and outcome
The mean duration of follow-up was 36 (range 2-144) months.
Treatment consisted of immunosuppression only (n = 7), surgical intervention (open or laparoscopic biopsy with ureterolysis)
without immunosuppression (n = 8), and a combination of both
(n = 9). Ureteral obstruction was treated by intraureteral stent insertion with a double J catheter. Immunosuppressive agents were
used in 16 patients and the initial regimen consisted of moderate to high-dose glucocorticoids. The average initiation dose of
prednisolone was 50 mg daily (20-60 mg prednisolone/day) and
it was tapered to a low dosage of < 10 mg/day within 3-6 months.
Four patients received combination therapy with azathioprine.
The mean dosage of azathioprine was 100 mg daily. All of them
responded, but one patient discontinued azathioprine due to
drug-induced hepatitis. After treatment of glucocorticoid and/
or azathioprine, ESR or CRP decreased to normal level, and the
size of mass on CT imaging was decreased in most patients (mean
maximal thickness of the RPF: 13.4 → 6.4 mm). There were 2 cases
of recurrence. The lesion recurred after only surgical treatment
in 1 patient and other patient experienced the recurrence 14
months after tapering off glucocorticoid. One patient died of
amyloidosis 8 yr after the diagnosis of RPF.
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DISCUSSION
In this study, we investigated demographic, clinical, and radiologic features of 27 Korean patients with RPF who were diagnosed
at a single referral center. The incidence of RPF is unknown, and
the estimates vary from 1:200,000-1:500,000 per year (15). Although a small number of patients were enrolled in this study,
the number might not be small considering the rarity of the disease.
RPF occurred between the age of 40 and 70 yr in most of our
patients. This result is consistent with studies reported in the U.S.
and European countries (14, 16). Men were more likely to develop RPF than women. In our study, the male to female ratio was
4.4. This result is somewhat higher than that of previous studies
in which the ratio ranged from 1.8 to 3.3 (16-18). It is thought that
male predominance is associated with increased atherosclerotic disease related to pathogenesis of RPF (17).
Recent studies suggested that RPF usually develops in patients
with cardiovascular risk factors (2, 15, 19). Several factors such
as medication (β-blocker, hydralazine or methylsergide), surgery, radiation, infections, and exposure to asbestos have been
described as predisposing factors for developing RPF, despite a
scarcity of data to establish a clear causal relationship (2, 5, 20).
In our study, many patients had cardiovascular risk factor such
as hypertension, dyslipidemia, and tobacco exposure, and 18%
of patients already had a cerebrovascular disease. Our patients
had several predisposing factors for RPF such as previous abdominal surgery, β-blocker use, tuberculosis, and exposure to
asbestos.
The most common symptom in our patients was pain (abdominal, flank or back) which was similar to other reports (14, 16, 17).
Other frequent symptoms were fever, weight loss, generalized
weakness, and oliguria. Lower extremity edema was also common symptoms, reflecting the compression of the ilio-femoral
veins by RPF. Systemic constitutional symptoms are common,
similar to published series (13, 17), although more patients in
our study had fever.
Laboratory data showed signs of an inflammatory disease.
Increased levels of acute-phase reactants such as ESR and CRP
were observed in most patients. Although azotemia was present
in 50% to 70% of patients in several earlier studies (16), it was less
common in recent series (30%) (15). Elevated levels of serum
creatinine were observed in 30% of our patients, consistent with
recent studies (21). These abnormal laboratory findings were
improved after immunosuppressive treatment in most patients.
Several studies have proposed that RPF is a systemic autoimmune disease that is frequently associated with other autoimmune diseases or autoantibody positivity (4, 8, 22), whereas other studies suggested that RPF is less likely to be associated with
autoimmune disease or autoantibody (9, 23). In our study, ANA
was positive in 24% of patients and RF in 19%. Five patients were
DOI: 10.3346/jkms.2011.26.8.985
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associated with autoimmune disease or specific autoantibody
(two Hashimoto thyroiditis, one autoimmune pancreatitis, one
anti-DNA and anti-RNP positivity, one anti-Ro positivity). The
patients with anti-DNA, anti-RNP, or anti-Ro positivity were not
diagnosed with specific connective tissue disease like systemic
lupus erythematosus, mixed connective tissue disease, or Sjogren syndrome due to lack of specific manifestations. Since it is
noted that autoimmune diseases become overt late in the course
of RPF (24), careful follow-up regarding the development of specific autoimmune diseases should be needed in these patients.
Based on these findings, RPF might be a sign of a systemic autoimmune disease in selected cases. Therefore, it is important
to investigate the coexistence of other autoimmune condition
in patients diagnosed with RPF.
A method of Scheel and Feeley (14) was applied to classify radiologic findings of RPF. In their series, class I + II + III, I + II + III+
IV, I, and I + II was common. They suggest the possibility that different classes have different clinical outcomes or complications.
For example, class II (periaortic plus pericaval involvement) could
be associated with increased risk of thromboembolic events. In
our study, the most common type was class I + III.
Five of 6 patients who were taken PET in our study showed
positive uptake. 18F-FDG-PET is an established functional imaging modality in detecting neoplastic and inflammatory diseases (25, 26). Although the pathogenesis of RPF is unclear, one
leading hypothesis is that RPF arises as a result of local reaction
to antigens found in the atherosclerotic plaque, leading to aortic-periaortic inflammation and disproportionate fibrogenic reaction (2, 22). Furthermore, RPF is occasionally accompanied by
malignant diseases (2). Vaglio et al. (27) suggested that 18F-FDGPET might be a useful functional imaging modality in assessing
disease activity. However, another study reported that PET was
not adequate to evaluate the treatment responses (28). We suggest 18F-FDG-PET to be useful tool to detect active RPF as well
as to rule out malignant diseases. Further research is needed to
investigate the role of PET in RPF patients.
The treatment strategy of RPF includes the removal of any
identifiable inciting agent, preservation of renal function and
suppression of the inflammatory process. Although some reports
showed favorable results with surgical treatment only, the rate of
recurrence was high in patients who were treated with surgery
only (15). In recent years, glucocorticoid with or without ureteral decompression is considered as standard treatment. Although
it is difficult to compare effects of each treatment modality, glucocorticoid with ureteral stent insertion is thought as an appropriate treatment for patients with hydronephrosis (29).
Recently, Kamisawa and Okamoto (30) suggested a new disease entity called “IgG4-related sclerosing disease” which includes autoimmune pancreatitis, sclerosing cholangitis, sclerosing sialadenitis, and retroperitoneal fibrosis. This disease entity
is characterized by extensive IgG4-positive plasma cell and TDOI: 10.3346/jkms.2011.26.8.985

lymphocyte infiltration of various organs. In our patients, measurement of serum IgG4 was performed just in two patients, and
immunohistochemical staining of IgG4 in tissue biopsy of one
patient. The former two patients showed high levels of serum
IgG4, and the latter one patient showed the infiltration of IgG4
positive cells in retroperitoneal tissue. To confirm the association between IgG4-related sclerosing disease and RPF, further
research is needed.
In conclusion, RPF in Korean patients shows similar clinical
features found in other series, with the exception of higher proportion of male. Some patients with RPF have autoimmune features, and the immunosuppressive treatment is effective.

REFERENCES
1. Ormond JK. Bilateral ureteral obstruction due to envelopment and compression by an inflammatory retroperitoneal process. J Urol 1948; 59:
1072-9.
2. Vaglio A, Salvarani C, Buzio C. Retroperitoneal fibrosis. Lancet 2006; 367:
241-51.
3. Vaglio A, Palmisano A, Corradi D, Salvarani C, Buzio C. Retroperitoneal
fibrosis: evolving concepts. Rheum Dis Clin North Am 2007; 33: 803-17.
4. Martorana D, Vaglio A, Greco P, Zanetti A, Moroni G, Salvarani C, Savi
M, Buzio C, Neri TM. Chronic periaortitis and HLA-DRB1* 03: another
clue to an autoimmune origin. Arthritis Rheum 2006; 55: 126-30.
5. Uibu T, Oksa P, Auvinen A, Honkanen E, Metsärinne K, Saha H, Uitti J,
Roto P. Asbestos exposure as a risk factor for retroperitoneal fibrosis. Lancet 2004; 363: 1422-6.
6. Hamano H, Kawa S, Ochi Y, Unno H, Shiba N, Wajiki M, Nakazawa K,
Shimojo H, Kiyosawa K. Hydronephrosis associated with retroperitoneal
fibrosis and sclerosing pancreatitis. Lancet 2002; 359: 1403-4.
7. Mitchinson MJ. Chronic periaortitis and periarteritis. Histopathology
1984; 8: 589-600.
8. Vaglio A, Corradi D, Manenti L, Ferretti S, Garini G, Buzio C. Evidence
of autoimmunity in chronic periaortitis: a prospective study. Am J Med
2003; 114: 454-62.
9. Magrey MN, Husni ME, Kushner I, Calabrese LH. Do acute-phase reactants predict response to glucocorticoid therapy in retroperitoneal fibrosis? Arthritis Rheum 2009; 61: 674-9.
10. Bani-Hani KE, Bani-Hani IH, Al-Heiss HA, Omari HZ. Retroperitoneal
fibrosis. Demographic, clinical and pathological findings. Saudi Med J
2002; 23: 711-5.
11. Li KP, Zhu J, Zhang JL, Huang F. Idiopathic retroperitoneal fibrosis (RPF):
clinical features of 61 cases and literature review. Clin Rheumatol 2011;
30: 601-5.
12. Lee JE, Han SH, Kim DK, Moon SJ, Choi KH, Lee HY, Han DS, Cho NH,
Oh YT, Kim BS. Idiopathic retroperitoneal fibrosis associated with Hashimoto's thyroiditis in an old-aged man. Yonsei Med J 2008; 49: 1032-5.
13. Vaglio A. Retroperitoneal fibrosis: new insights into clinical presentation
and diagnosis. Medicine (Baltimore) 2009; 88: 208-10.
14. Scheel PJ Jr, Feeley N. Retroperitoneal fibrosis: the clinical, laboratory,
and radiographic presentation. Medicine (Baltimore) 2009; 88: 202-7.
15. van Bommel EF. Retroperitoneal fibrosis. Neth J Med 2002; 60: 231-42.
16. Baker LR, Mallinson WJ, Gregory MC, Menzies EA, Cattell WR, Whitfield

http://jkms.org   989

Ha YJ, et al. • Retroperitoneal Fibrosis in Korean
HN, Hendry WF, Wickham JE, Joekes AM. Idiopathic retroperitoneal fi-

C. Peripheral inflammatory arthritis in patients with chronic periaortitis:

brosis. A retrospective analysis of 60 cases. Br J Urol 1987; 60: 497-503.

report of five cases and review of the literature. Rheumatology (Oxford)

17. van Bommel EF, Jansen I, Hendriksz TR, Aarnoudse AL. Idiopathic retroperitoneal fibrosis: prospective evaluation of incidence and clinicoradiologic presentation. Medicine (Baltimore) 2009; 88: 193-201.
18. Koep L, Zuidema GD. The clinical significance of retroperitoneal fibrosis.
Surgery 1977; 81: 250-7.
19. Jois RN, Gaffney K, Marshall T, Scott DG. Chronic periaortitis. Rheumatology (Oxford) 2004; 43: 1441-6.

2008; 47: 315-8.
25. Nabi HA, Zubeldia JM. Clinical applications of (18)F-FDG in oncology.
J Nucl Med Technol 2002; 30: 3-9.
26. Ishimori T, Saga T, Mamede M, Kobayashi H, Higashi T, Nakamoto Y,
Sato N, Konishi J. Increased (18)F-FDG uptake in a model of inflammation: concanavalin A-mediated lymphocyte activation. J Nucl Med 2002;
43: 658-63.

20. Cottin V, Brillet PY, Combarnous F, Duperron F, Nunes H, Cordier JF. Syn-

27. Vaglio A, Versari A, Fraternali A, Ferrozzi F, Salvarani C, Buzio C. (18)F-

drome of pleural and retrosternal "bridging" fibrosis and retroperitoneal

fluorodeoxyglucose positron emission tomography in the diagnosis and

fibrosis in patients with asbestos exposure. Thorax 2008; 63: 177-9.

followup of idiopathic retroperitoneal fibrosis. Arthritis Rheum 2005; 53:

21. Warnatz K, Keskin AG, Uhl M, Scholz C, Katzenwadel A, Vaith P, Peter

122-5.

HH, Walker UA. Immunosuppressive treatment of chronic periaortitis: a

28. Jansen I, Hendriksz TR, Han SH, Huiskes AW, van Bommel EF. (18)F-

retrospective study of 20 patients with chronic periaortitis and a review

fluorodeoxyglucose position emission tomography (FDG-PET) for moni-

of the literature. Ann Rheum Dis 2005; 64: 828-33.

toring disease activity and treatment response in idiopathic retroperito-

22. Vaglio A, Greco P, Corradi D, Palmisano A, Martorana D, Ronda N, Buzio
C. Autoimmune aspects of chronic periaortitis. Autoimmun Rev 2006; 5:
458-64.
23. van Bommel EF, Siemes C, Hak LE, van der Veer SJ, Hendriksz TR. Longterm renal and patient outcome in idiopathic retroperitoneal fibrosis
treated with prednisone. Am J Kidney Dis 2007; 49: 615-25.
24. Vaglio A, Palmisano A, Ferretti S, Alberici F, Casazza I, Salvarani C, Buzio

neal fibrosis. Eur J Intern Med 2010; 21: 216-21.
29. Fry AC, Singh S, Gunda SS, Boustead GB, Hanbury DC, McNicholas TA,
Farrington K. Successful use of steroids and ureteric stents in 24 patients
with idiopathic retroperitoneal fibrosis: a retrospective study. Nephron
Clin Pract 2008; 108: c213-20.
30. Kamisawa T, Okamoto A. IgG4-related sclerosing disease. World J Gastroenterol 2008; 14: 3948-55.

AUTHOR SUMMARY

Retroperitoneal Fibrosis in 27 Korean Patients: Single Center Experience
You Jung Ha, Se Jin Jung, Kwang Hoon Lee, Sang-Won Lee, Soo-Kon Lee and Yong-Beom Park

We investigated the clinical characteristics and outcome in 27 Korean patients with retroperitoneal fibrosis (RPF). Nine patients
had identifiable risk factors of RPF. Parameters indicating autoimmune tendency were often identified, acute phase reactants were
elevated in most patients. Sixteen patients was treated with immunosuppressive drugs and the effect of immunosuppressive
treatment was good. The clinical characteristics of RPF in Korean are similar with other studies except for higher proportion of male.
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