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Case# Dec’2022         

72yr/Male/farmer/Anand(Gujarat) – (brought by distant relatives/care taker!)

Presented to Nephrology unit

• Bilateral lower limb swelling 

• Weight gain 12kg                                                           2 months

• Occasional episodes of hematuria 

-no fever/cough/chest pain/orthopnoea, 

-no burning micturition/decreased urine output) 



Past medical history:

• Diabetes mellitus type 2   - 30 yrs (retinopathy and neuropathy)

• Hypertensive – 6 yrs

• Morbid obesity (BMI-39) (?OSA)

• IHD- s/p PTCA -2017

• Retrovirus positive -2017 on ART from Govt sector (TDF/3TC/DTG)

(baseline CD4 count ->250cells/cumm, 

HIV viral-NA)

• Wife – HIV -negative



Examination

• Pallor +

• Bilateral Pitting Pedal edema up to knee

• P- 70/min

• BP – 106/70

• Rest systemic exam – bilateral basal crepts

• No peripheral lymphadenopathy, No rash , No oral or genital ulcers 



• Chest x ray – bilateral minimal pleural effusion

6/12 7/12 23/12 23/01/23

Hb (gm/dl) 9.6 10.2

Tc
(N/L/M/E)(cells/ul)

6670
(53/18/20/06)

6280 
(54/24/14/4.8)

Platelets (cells/ul) 2.11 3.11

Bilirubin 0.43

SGPT (IU/L) 24.9

Pt INR 1.02

Total protein (gm/dl)(6-8) 6.93 7.27

Albumin (3.5-5.5) 3.01 3.13

Globulin 3.92 4.14

Creatinine (mg/dl) 1.48 1.55

PSA 0.004

Sodium (meq/l) 136

Potassium(meq/l) 3.95



• C3 level- 70.2  (90-180),                      

• chest x ray – bilateral 
minimal pleural effusion

• CRP- 30.8 (0-6)



• HBsAg – Neg

• Anti HCV – neg

• Urine albumin creatinine ratio-elevated

• 24hour urinary protein -7gm/dl

• Anti PLA2R <2 (negative)

• Nephrotic syndrome





Pt ref for ID consultation for 

• Change of ART in view of renal involvement 

• Clearance for immunosuppression (rituximab) for membranous nephropathy

• ID diagnosis

1)HIV positive – to check virological and immunological status

2)Membranous nephropathy –switch to Abacavir based regimen

-to rule out OI before clearance for 

immunosuppressant



HIV work up

HLA B*57:01 – detected



Questions

• What is the cause for membranous nephropathy (Idiopathic or secondary)?

• What ART to be considered in view of AKI and risk of Abacavir hypersensitivity?

• Clearance for immune suppression! 

Anything missed?



Causes of renal involvement in HIV

Acute kidney injury

• Drugs (tenofovir, atazanvir, Bactrim, 
acyclovir)

• Infection

• HIVAN (HIV associated nephropathy)

• Alternative ART?

Chronic kidney diseases

• HIVAN

Immune complex kidney disease

• Membranous nephropathy, 

• Membranoproliferative and mesangial 
proliferative  glomerulonephritis, 

• “Lupus-like" proliferative 
glomerulonephritis

• Immunoglobulin A (IgA) nephropathy

Glomerulonephritis due to hepatitis C virus 
coinfection

Predominantly seen among African 
American patients  
-High viral loads and 
-low CD4 counts



• Syphilis antibody – TPHA -positive

• VDRL – 1:8 titre



Membranous 
nephropathy 

HIV infectionSyphilis 

Secondary  Solid malignant tumors,
Medications (eg, penicillamine, gold, NSAIDS)                
Autoimmune diseases (eg, lupus, rheumatoid 

arthritis, mixed connective tissue 
disease) 

Infections (eg, hepatitis B, hepatitis C, syphilis)

Idiopathic

Renal Manifestations of 
Syphilis 

Glomerular
 Minimal change 

disease/focal sclerosis
 Membranous nephropathy
 Crescentic 

glomerulonephritis 
 Postinfectious 

glomerulonephritis 
 Amyloidosis
Tubular
 Acute tubular necrosis
 Interstitial nephritis
Vascular 
 Renal artery stenosis
 Endarteritis 
Mass lesion 
 Renal gumma



• Can syphilis lead to membranous nephropathy? (can we establish 
causal relationship!)

• Can treatment of syphilis reverse nephropathy? 

• Literature review!!!



Nephrotic syndrome in HIV

• HIV-associated nephropathy (HIVAN) - characterized by collapsing focal 
and segmental glomerulosclerosis and acute interstitial nephritis with 
microcystic tubular dilatation 
-Predominantly seen among African American patients 
-High viral loads and low CD4 counts

• Nephrotic  syndrome in patients with HIV may be caused by any number of 
glomerular pathologies
-Immune complex glomerulonephritis, 
-Minimal change disease, and 
-Immunoglobulin A (IgA) nephropathy



Renal manifestations of syphilis

• Membranous nephropathy is the most common glomerular lesion 

• Circulating immune complexes have been seen among patients with secondary 
syphilis and immune complexes containing antitreponemal antibodies have been 
eluted from renal biopsy specimens. 

• As opposed to idiopathic membranous nephropathy, where IgG and C3 staining 
are typically seen by immunofluorescence studies on renal biopsies, membranous 
nephropathy secondary to syphilis typically has staining not only for IgG and C3, 
but also occasionally with IgA, IgM, and C1q (“full house pattern”)



 Young male
 HIV – virologically and 

immunologically well 
controlled

 Documented exposure
 Clinical features of 

secondary syphilis
 Liver and kidney 

involvement
 Membranous nephropathy 

on kidney biopsy

 Rapid reversal of kidney 
and liver function after 
benzathine penicillin







 Elderly male
 HIV coinfection
 Virologically and 

immunologically 
well controlled

 Maculopapular 
rash over trunk

 Neurosyphilis and 
membranous 
nephropathy

 Complete reversal 
of renal injury with 
penicillin





Prakash J, Ganiger V, Prakash S, Sivasankar M, Sunder S, Singh U. Kidney disease in human immunodeficiency virus-seropositive patients: Absence of 
human immunodeficiency virus-associated nephropathy was a characteristic feature. Indian J Nephrol 2017;27:271-6.



Back to the case! – Christmas cake

• Can syphilis lead to membranous 
nephropathy? (can we establish causal 
relationship!) - YES

• Can treatment of syphilis reverse 
nephropathy? – YES

• Pt was started on weekly Benzathine 
penicillin and showed dramatic 
improvement on follow up 1 week 
(improvement in creatinine and 
proteinuria)

• Patient was started on TAF/FTC/DTG

Last follow up after 4 weeks of initial 
presentation –significant reduction in 
proteinuria and creatinine normalized



• Chest x ray – bilateral minimal pleural effusion

6/12 7/12 23/12 23/01/23

Hb (gm/dl) 9.6 10.2 10.9

Tc
(N/L/M/E)(cells/ul)

6670
(53/18/20/06)

6280 
(54/24/14/4.8)

9855

Platelets (cells/ul) 2.11 3.11 2.5

Bilirubin 0.43

SGPT (IU/L) 24.9

Pt INR 1.02

Total protein (gm/dl)(6-8) 6.93 7.27

Albumin (3.5-5.5) 3.01 3.13

Globulin 3.92 4.14

Creatinine (mg/dl) 1.48 1.55 1.32 1.09

PSA 0.004

Sodium (meq/l) 136

Potassium(meq/l) 3.95



Take home message

• Nephrotic syndrome in a patient with HIV may not necessarily be 
caused by the HIVAN especially in the era of HAART

• Syphilis is a very important and completely reversible cause for 
membranous nephropathy 


