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CLINICAL PRESENTATION

We present a case of a 19-year-old Caucasian male patient without
a relevant past medical history, medication or family history of kidney
disease. He presented to the emergency department due to rapid
sudden lower limb (godet sign +++) and peri- orbital edema that had
started three days before. He also referred abdominal pain and diar-
rhea for 3 days and noticed enlarged cervical, axillary and inguinal
lymph nodes for 1 month. He reported that he had no fever, recent
infections and neither received new vaccines or took new drugs. No
other organ involvement including arthralgias, dysuria, gross hematuria
or previous gastrointestinal involvement was reported. No past aller-
gies or malignancies were documented. Blood analysis revealed no
alterations in blood counts, kidney, hepatic or electrolyte disfunction
(serum creatinine of 1.01 mg/dL; urea of 36 mg/dL). Severe hypoal-
buminemia of 18.8 g/L (35 — 52 g/L) and hypercholesterolemia with
a total cholesterol of 427 mg/dL (normal range < 190 mg/dL) and LDL
201 mg/dL (normal range < 207 mg/dL) were noticed. Urinalysis
showed middle hematuria (46/UL) without leukocyturia and nephrotic
range proteinuria with 7300 mg 24-hour urine sample was found.
Renal ultrasound showed normal kidneys. He was diagnosed with
new onset nephrotic syndrome and admitted in the nephrology ward.
A kidney biopsy was performed.

QUESTIONS

1. What is the most likely diagnosis given the clinical history and
presentation?

2. What is the diagnosis considering light microscopy and immuno-
fluorescence studies?

3. What is the differential diagnosis?

4. How should this patient be managed?

5. How was the patient treated and how did he evolve?

ANSWERS

1. What is the most likely diagnosis given the clinical history and
presentation?

In young adults, one of the most common causes of rapid onset
nephrotic syndrome (NS) is minimal change disease (MCD). Although
in children idiopathic MCD is the most usual form, in adults there is a
serious concern about secondary forms. As our patient presented lym-
phadenopathies and abdominal complaints, it is mandatory to exclude
hematologic malignancies and infections. Given the age of presentation
and its rapid development, MCD poses as the most likely diagnosis.

Focal and segmental glomerulosclerosis (FGS) is another very com-
mon cause of NS. Viral infections like CMV, HIV, parvovirus B19 and
EBV are common secondary causes of FGS. Although, the patient denied
family history of renal disease, a genetic form should also be considered
if other secondary forms are excluded. When both genetic and second-
ary forms are excluded, FSGS is considered to be idiopathic.

Differential diagnosis also includes membranous nephropathy.
Although its primary form, which is the most common, more com-
monly presents in middle aged, secondary forms due to infections,
malignancies and drugs must be considered.

Other less common etiologies should also be considered: membra-
no-proliferative glomerulonephritis is a viable possibility if there is any
active hematologic or infectious disease. NS as a presentation of IgA
nephropathy is very rare but should not be ignored. Given the young
age and its rarity, amyloidosis poses the less probable diagnose.

A systemic evaluation is mandatory to exclude secondary forms
and in conjunction with a kidney biopsy will give important considera-
tions about the final diagnosis.
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2. What is the diagnosis considering light microscopy and immuno-
fluorescence studies?

The kidney biopsy specimen consisted of two fragments with cap-
sule, cortex, medulla, 28 glomeruli and medium size-artery.

In light microscopy, all glomeruli showed moderate podocyte hyper-
trophy (Fig. 1). Tubular reabsorption droplets in the cytoplasm of
proximal tubular cells are seen (Fig. 2).

Figure 4 (IMF) shows strong and diffuse granular staining deposits
of 1gG along the glomerular capillary walls and in the mesangium.

Figure 5 (IMF) shows the same pattern of distribution, with less inten-
sity, of granular IgM along the GMB and in the mesangium. Both kappa

and lambda light chains also demonstrated a granular staining pattern.

Membranous nephropathy (MN) is the final diagnosis.

MN is the prototype of kidney disease caused by the deposition
of sub-epithelialimmune complexes that are responsible for structural
alterations which result in the typical glomerular pattern of injury of

Figure 1

Periodic acid Shiff coloration shows moderate podocyte hypertrophy.

Figure 2
Jones methamine silver stain showing numerous tubular reabsorption protein
droplets.

GBM thickening.! Once the diagnosis is established, it is necessary to
classify MN etiology. Its primary form occurs in the setting of an idi-
opathic auto-immune disease with in situ glomerularimmune complex
formation directed to glomerular antigens that are routinely found

Figure 3

Trichrome stains shows a global picture of the kidney biopsy with normal tubules
and preserved interstitium.

Figure 4
IMF showing a granular pattern of IgG distribution in GBM.

Figure 5

A glomerular and mesangial pattern of IgM staining in IMF.
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on podocytes — primary membranous nephropathy. Alternatively, it
can occur in association with an underlying disorder such as an auto-
immune disease, systemic infections, malignancy or drug toxicity —
secondary membranous nephropathy.4

Primary MN is the most common, amounting to 70% of cases. The
most common antigen is the M-type phospholipase A2 receptor 1
(PLA2 R) in the podocytes and represents 80% of primary MN.3

Inthe last decade, multiple other antigens were found to be associ-
ated with MN: EXT1/EXT2, NELL1, Sema 3B and PCDH7. All of these
can be, in a minority of patients, associate with a secondary disease:
NELLL1, Sema 3B and PLA2R more associated with malignancy®® and
EXT1/EXT2, THSD7A and PLA2R with autoimmune diseases.®” It is
also likely that each specific antigen-associated MN is distinctive about
pathophysiology, clinical and disease associations, response to treat-
ment and outcomes.

For this reason, some authors defend that, in the future, a clas-
sification based on the antigen detection with or without an associated
disease over “primary versus secondary” would be more suitable.

When no auto antibody could be found and secondary forms were
excluded, the term idiopathic primary MN is used.

3. What is the differential diagnosis?

The main differential diagnosis is to distinguish between primary
and secondary MN. Some histologic features can be of help to ascertain
the correct etiology.

Glomerular thrombi are sometimes associated with malignancies.
In IMF mesangial deposits are more common in secondary forms. The
main subtype in primary MN is IgG4 whereas IgG1 and IgG2 subtypes
are associated with carcinoma and IgG3 is the dominant subclass in
membranous lupus nephritis. Tubular basement membrane Ig deposits
are common in lupus as well 8

Given the histologic diagnosis, etiologic investigation was per-
formed. Immunological investigation showed a positive anti-nuclear
antibody (Ab) with a low title of 1:160 with negative anti double-
stranded DNA, extractable nuclear antigens Ab, anti-Smooth mus-
cle, anti-Sjogren’s syndrome-related antigen A, rheumatoid factor,
anti-Cyclic citrulline peptides and anti-streptolysin O-titer all nega-
tive. C3 and C4 presented in the normal level range. Serum elec-
trophoresis showed polyclonal hypergammaglobulinemia and
serum and urine IMF were negative for a monoclonal component.
Antibodies against PLA2R were negative as well. Thyroid function
was normal.

Serological viral testing including anti-Hepatitis C, anti-HIV 1 and
2, Ag HbS, EBV, CMV and herpes virus simplex were all negative. His
rapid plasma reagin (RPR VDRL) test was found to be strongly positive
with a title 1/8.

A diagnosis of membranous nephropathy secondary to syphilis
was assumed.

m 118 | Port J Nephrol Hypert 2023; 37(2): 116-119

4. How should this patient be managed?

There are two sets of complementary therapeutic arms that should
be implemented for the treatment of MN secondary to syphilis: general
measures to manage nephrotic syndrome complications and disease-
specific therapy directed to the etiology.’

General management:

— Intravenous loop diuretics and dietary sodium intake should be
restricted to 2.0 g/d.

— Angiotensin converting enzyme inhibitor (ACEI) or angiotensin
receptor blocker (ARB) in order to reduce proteinuria.

ACEl and ARB are first line therapy to target systolic blood pres-
sure < 120 mmHg.

Lipid-lowering agents may be indicated in persistent nephrotic
syndrome.

Prophylactic full-dose anticoagulation especially with serum
albumin below 2 g/dL

Lifestyle modifications with a healthy diet, increased physical activ-
ity, weight reduction and smoking cessation are recommended.

Penicillin G benzathine remains the antibiotic of choice in treating
a syphilis owing to remarkable susceptibility of Treponema pallidum
to this drug being intramuscular injection (2.4 million units) the ideal
choice of administration.10

5. How was the patient treated and how did he evolve?

Our patient was treated with penicilin G benzatine 2.4 million units
IM once weekly for three weeks and with the general management
described above. One month after the last dose of penicilin, the patient
showed total resolution of complaints of malaise and lower limb and
peri-orbitary edema. Two months later, blood analysis revealed that
he maintained normal renal function and serum albumin levels had
returned to normal range without dyslipidemia. Urinalysis showed no
alterations and PCR was of 648 mg/g. So, it was assumed that the
patient had been cured.

In the developed countries, syphilis infections were reported to be
in decline until the 1990s.11 In recent years, the rise in syphilis cases
have been primarily attributable to the recent increase in the use of
pre-exposure prophylaxis for HIV and consequently reduced use of
barrier protection particularly between men who have sex with men.12

MN secondary to syphilis is more prevalent in man with a mean
age of 22 years old. Most cases reported in the literature suggest that
is readily reversible with penicillin therapy alone.13 Despite its resur-
gence, syphilis is not routinely included in the differential diagnosis
of MN. Our case illustrates the importance of considering syphilis as
a reversible cause of nephrotic syndrome due to its impact in the
therapeutic management and kidney outcome.



Is the Big Imitator Back or Did He Never Leave?

References

1. De Vriese AS, Glassock RJ, Nath KA, Sethi S, Fervenza FC. A Proposal for a Serology-Based Approach
to Membranous Nephropathy. J Am Soc Nephrol. 2017;28:421-30. doi: 10.1681/ASN.2016070776.

+ Ponticelli C, Glassock RJ. Glomerular diseases: membranous nephropathy--a modern view. Clin J

Am Soc Nephrol. 2014;9:609-16. doi: 10.2215/CJN.04160413.

Couser WG. Primary Membranous Nephropathy. Clin J Am Soc Nephrol. 2017;12:983-97. doi:

10.2215/CIN.11761116. Erratum in: Clin J Am Soc Nephrol. 2017;12:1528.

Trujillo H, Praga M. Membranous nephropathy: an update. Port J Nephrol Hypert 2019; 33: 19-27.

* Caza TN, Hassen SI, Dvanajscak Z, Kuperman M, Edmondson R, Herzog C, et al. NELL1 is a target

antigen in malignancy-associated membranous nephropathy. Kidney Int. 2021;99:967-76. doi:

10.1016/j.kint.2020.07.039.

Sethi S. New Antigens’ in Membranous Nephropathy. J Am Soc Nephrol. 2021;32:268-78. doi:

10.1681/ASN.2020071082.

Sethi S, Madden BJ, Debiec H, Charlesworth MC, Gross L, Ravindran A, et al. Exostosin 1/Exosto-

sin 2-Associated Membranous Nephropathy. J Am Soc Nephrol. 2019;30:1123-36. doi: 10.1681/

ASN.2018080852.

Chang A, Farris A, Kambham N, Cornell L, Meehan SM, Liapis H, et al. Diagnostic Pathology: Kidney

Diseases. 2" ed. Amsterdam: Elsevier;2016.

Kidney Disease: Improving Global Outcomes (KDIGO) Glomerular Diseases Work Group. KDIGO

2021 Clinical Practice Guideline for the Management of Glomerular Diseases. Kidney Int.

2021;100:51-S276. doi: 10.1016/j.kint.2021.05.021.

Clement ME, Okeke NL, Hicks CB. Treatment of syphilis: a systematic review. JAMA. 2014;312:1905-

17. doi: 10.1001/jama.2014.13259.

United States Center for Disease Control. Sexually Transmitted Disease Surveillence 2020.

[Accessed Jan 2023] Available at: https://www.cdc.gov/std/statistics/2020/tables/19.htm .

Ghanem KG, Ram S, Rice PA. The Modern Epidemic of Syphilis. N Engl J Med. 2020;382:845-54.

doi: 10.1056/NEJMra1901593.

Inayat F, Almas T, Bokhari SR, Muhammad A, Sharshir MA. Membranous glomerulonephritis as

an uncommon presentation of secondary syphilis: a reminder on therapeutic decision-making in

clinical practice. J Investig Med High Impact Case Rep. 2020;8:2324709620967212. doi:

10.1177/2324709620967212.

w ~

N @ L

1ol

b4

1

e

1

=

1

N

1

w

M Ethical Disclosures

Conflicts of Interest: The authors have no conflicts of interest to declare.
Financing Support: This work has not received any contribution, grant or
scholarship.

Confidentiality of Data: The authors declare that they have followed the
protocols of their work center on the publication of data from patients.
Patient Consent: Consent for publication was obtained.

Provenance and Peer Review: Not commissioned; externally peer reviewed.

Corresponding Author:

Catarina Nazario Marougo

Centro Hospitalar de Lisboa Central EPE
Nephrology Department

Rua da Beneficiéncia 8

Lisboa 1150-099, Portugal

E-mail: catarinamarouco@gmail.com

Port J Nephrol Hypert 2023; 37(2): 116-119 | 119


https://orcid.org/0000-0003-1861-1072
mailto:catarinamarouco%40gmail.com?subject=

