












EPIDEMIOLOGY

0.3 casesper 100,000 person-years adult
6 cases per100,000 person-years in children

The renal biopsy incidence of adult IRGN in 
thedeveloped countries ranges from 0.6 to 
4.6%,
lower than that of adult IgA nephropathy, 
focal segmental glomerulosclerosis
membranous glomerulopathy
MPGN

On the basis of a review of 11 population-based studies published 
between 1988 and 2000



ü All reported series of adult IRGN after 1990

ü immunocompromised background is 
present in                        Diabetes

ü The sites of infection in adult IRGN are 
more heterogeneous than in children



Bone
(osteomyelitis)
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two series of adult 
IRGN from Europe



Gross hematuria occurs in 17–56% of patients

Hypocomplementemia is present in 35–80% 



v The most common histological pattern of injury is 
diffuse endocapillary proliferative and exudative GN



C3-dominant or codominant

glomerular staining starry sky pattern garlandpattern
more often there is co-deposition of one or more 
immunereactants (IgG, IgM, IgA, C1q)

IgG is usually the most PSGN.

In shunt nephritis, IgM staining 

infectious endocarditis–associated typically a paucity 
paradoxically, ‘full-house’ staining







ü initial presentation in older age
 
ü acute renal failure

ü intercurrent infection

ü Hypocomplementemia

ü prominent glomerular neutrophil infiltration on light 
microscop

ü stronger staining for C3 than IgA on 
immunofluorescence

















infectious endocarditis should be excluded in 
patients presumed to have ANCA-associated 
glomerulonephritis because of the attendant risks of 
immunosuppression



It is important to note that vasculitic skin rash 
(with or without IgA deposition incutaneous small 
vessels) can be seen in IgA-dominant 
Staphylococcus-related GN, mimicking HSP

underlying staphylococcal infection must 
be excluded in adults with skin rash and 
IgA-dominant IRGN before committing 
the patient to immunosuppressive 
therapy



One small randomized controlled 
study Children enalapril





steroids with or without 
cyclophosphamide in adult
crescentic IRGN is largely anecdota

adult patients with diffuse crescentic and necrotizing IRGN(particularly those 
with positive ANCA titers), a course of pulse steroids with or without 
cyclophosphamide can be offered (based on extrapolation from other etiologies 
of rapidly progressive glomerulonephritis), provided that there is no active 
infection or contraindication related to the immunocompromised state.



underlying immunocompromised state 
such as diabetes





IgA nephropathy,
cryoglobulinemic thrombotic 
microangiopathy







Novel evidence on hepatitis C virus–
associated glomerular disease

occult HCV infection (HCV-RNA in peripheral 
blood mononuclear cells or in serum after 
ultracentrifugation) could be involved in the 
pathogenesis of glomerular nephropathy among 
patients negative for conventional markers 
ofHCV. 



• patients infected with HCV be 
tested at least annually for 
proteinuria, hematuria, and 
estimated glomerular filtration 
rate (eGFR) weak evidevce









ü Cryoglobulinemia without 
systemic disease and MPGN

ü Noncryoglobulinemic MPGN

ü MGN

ü In those with moderate 
proteinuria and slow but 
progressive loss of kidney 
function:

Standard IFN or peyglated
IFN alfa-2a (135 µg week-1 
SQ in those with reduced 
creatinine clearance) OR
Pegylated IFN alpha-2B (1.5 
µg kg-1 per week1 SQ 
plus ribavirin (if GFR is >50)

With or without 
erythropoietin support 
depending on level of 
hemoglobin



Two possible 
regimens should 
be considered for 
the treatment,



Nephrotic-range 
proteinuria and/or 
rapidly progressive 
loss of kidney 
function and an 
acute flare of 
cryoglobulinemia
and MPGN

Consider either plasma 
exchange (3 l of plasma thrice 
weekly for 2–3 weeks),
rituximab (375 mg m-2 week-1 

for 4 weeks),      or 
cyclophosphamide (2 mg 
kg-1 day-1 for 2–4 months) 
plus methylprednisolone 
pulses 0.5–1 g day-1for 3 
days.PLUS
Antiviral therapy as in 
other patients





Approximately one-third of the world’s population has 
serological evidence of past or present infection with HBV,

HBV-associated patterns of GN 
• MN
• MPGN
• FSGS 
• IgAN

MN is the most common form ofHBVmediated GN



lamivudine 

entecavir ,





goal of antiviral therapy 
In patients who are initially HBeAg
seropositive, the therapeutic goal is 
HBeAg seroconversion to anti-HBe





cyclophosphamide or rituximab (the latter must be 
accompanied by antiviral therapy since it may lead to 
increased viral replication




















