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Case Presentation:
A 71-year-old Caucasian male with long-standing, uncontrolled RA with multiple joint deformities failing multiple therapies, rheumatoid lung disease who presented to the hospital with worsening bilateral lower extremity. Admission labs showed a creatinine of 2.3 mg/dl (normal 0.7-1.3 mg/dl) with a GFR of 28 (normal ≥60) up from a baseline creatinine of 1.1 a few months prior. Inflammatory markers were elevated. The protein to creatinine ratio showed 11 grams of protein. Patient had active synovitis in bilateral hands, contractures and lower extremity edema. Patient was then started on low dose prednisone. ANCA screen and cryoglobulin were negative. Due to persistent peripheral edema in association with proteinuria, the decision was made to perform a renal biopsy to detect the cause. The biopsy showed AA and AL amyloidosis with glomerular and vascular deposition. ( Figures 2+3)

Due to the new intriguing finding of amyloidosis, a serum immunofixation electrophoresis was done which showed faint and light bands against a polyclonal background. This prompted a bone marrow biopsy to investigate for any underlying plasma cell dyscrasia which was negative for neoplasm. During his admission, patient began to have a large amount of hematuria. Urology was consulted who performed a bladder biopsy to which amyloidosis AA was found. (Figure 1) The patient was initially offered Rituximab but will be prescribed Bortezomib.


Discussion: 
This is a unique educational case in the sense that both primary and secondary renal amyloid along with secondary amyloidosis of the bladder was found in a patient with severe, uncontrollable RA. The prevalence of AA amyloidosis in RA patients varies from 4-26% with vesical amyloidosis being an infrequent entity (1,4). 

 To our knowledge, there has been no documented cases of AA and AL amyloidosis within the same organ. Treatment with cyclophosphamide has shown effectiveness for AA amyloid in RA patients. (1,3,5) 
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Figure 1: Bladder-Homogenous material- vascular and interstitial wall deposits of amyloid AA
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Figure 2: Renal-Congo red staining for amyloid
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Figure 3: Renal-Deposited material in glomeruli and vessel walls.
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