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Senile adult with acute
post-infectious
glomerulonephritis
Nefrologia 2012;32(5):689-90
doi:10.3265/Nefrologia.pre2012.Jun.11581

To the Editor:

Acute post-infectious glomeru-

lonephritis (APGN) is primarily a dis-

ease found in infants that occurs fol-

lowing infection of the respiratory tract

or impetigo.1,2

This disease is uncommon in older pa-

tients, but aging has become an impor-

tant risk factor. Four decades ago, only

4%-6% of adults with APGN were old-

er than 65 years of age, compared to

34% in recent reports.3

Comorbidities such as decreased renal

function, diabetes mellitus, arterial hy-

pertension, hyperlipidaemia, cardiovas-

cular disease, and neoplasia contribute

to the modification of the clinical pres-
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entation and natural progression of this

condition. APGN is present in 3%-6%

of biopsies, and is often an unexpected

finding. Renal function is recovered

within 3-4 weeks in 95% of cases, al-

though this rate is much less predictable

in the elderly.1,3,4

The treatment of APGN is based on an-

tibiotics, diuretics, hypotensive drugs,

and occasionally haemodialysis.2,5

We present four cases of patients older

than 55 years with acute renal failure

and nephritic syndrome, three of which

were preceded by a respiratory infec-

tion and substantially elevated creati-

nine levels, and the fourth of which had

nephritic/nephrotic syndrome with no

prior infection and conserved renal

function.

Case A: A 59-year-old male with

chronic kidney disease (CKD) and

rheumatoid arthritis, hospitalised due to

nephritic syndrome in the context of a

cutaneous infection by methicillin-re-

Table 1. Clinical and laboratory values

Age 59 years 64 years 80 years 83 years

Arterial hypertension Yes Yes Yes Yes

Oedema Yes Yes No Yes

Haematuria 250/µl 250/ul Macroscopic 250/µl

Leukocyturia Negative Negative 100/µl 100/µl

Proteinuria 150mg/dl 2.6g/24 h 500mg/dl 13g/24 h

Creatinine 4.3mg/dl 1mg/dl 5.8mg/dl 6.1mg/dl

C3 Normal Normal Normal Normal

ASLO Normal Normal Normal Normal

FR/ANCA/ANA/anti-MBG Negative p-ANCA (+) 1/320 Negative Negative

Infection Respiratory and cutaneous None Respiratory Orchitis/epididymitis and 

respiratory

Treatment Prednisone 1mg/kg None ATB + HD ATB + prednisone 1mg/kg + HD

Evolution of creatinine 2.4mg/dl 1mg/dl 7.8mg/dl HD HD

Evolution of proteinuria 300mg/24 h 1.2g/24 h HD HD

ANA: anti-nuclear antibodies; ANCA: anti-neutrophil cytoplasmic antibodies; HD: haemodialysis
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haemodialysis; one of these patients

still retains residual diuresis after 8

months on haemodialysis.

To conclude, in the presence of nephrit-

ic syndrome, one differential diagnosis

that must not be forgotten is APGN, de-

spite the fact that this pathology is un-

common in the adult-senile population.

We must keep in mind the personal his-

tory of these patients and any predis-

posing factors that would compromise

the immune system, since it has been

reported that these factors affect the

susceptibility of a given patient to de-

veloping this pathology.3,6

Severe renal deterioration is the first

form of presentation of this condition

and is associated with older age, im-

plying poor prognosis and patient evo-

lution. As such, it is of vital impor-

tance to keep this differential

diagnosis in mind when treating senile

patients.
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sistant S. aureus (MRSA) and a respira-

tory infection. Specific antibiotic treat-

ment was administered with no im-

provements in clinical or laboratory

parameters.

Case B: A 64-year-old male with no

prior symptoms, hospitalised due to

nephritic syndrome with normal renal

function. During hospital stay, treat-

ment was administered with diuretics,

which improved the symptoms, al-

though successive consultations re-

vealed persistent microhaematuria and

nephrotic-range proteinuria with p-

ANCA (+).

Case C: An 80-year-old male with

CKD, hospitalised due to macroscopic

haematuria and severe deterioration in

renal function with a very recent histo-

ry of respiratory infection. Antibiotic

treatment was administered with im-

proved respiratory symptoms, but

worsening renal function.

Case D: An 83-year-old male, hospi-

talised due to nephritic/nephrotic syn-

drome in the context of epididymitis

and respiratory infection several days

after a transurethral resection. The pa-

tient progressed poorly under treatment

with antibiotics and diuretics.

All patients underwent complementary

testing to determine the microbiological

aetiology of the infections, with MRSA

found in only one case. Given the per-

sistent deterioration of renal function

despite treatment with antibiotics and

diuretics, a renal biopsy was taken.

All four biopsies led to a diagnosis of

APGN.

In case B, the patient without deteri-

orated renal function, the same diag-

nosis was reached but in the recovery

phase. In the other three cases, corti-

costeroid treatment was started with

a positive response in one patient,

case A.

However, in cases C and D, the patients

failed to recover renal function and re-

mained on a programme of periodical
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Massive
hypercalcaemia in
rhabdomyolysis
associated with acute
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To the Editor:

Rhabdomyolysis (RD) is the process of

cellular necrosis in striated muscle,

with the release of intracellular compo-

nents into the blood stream.1

Acute renal failure (ARF) appears in

15%-50% of cases of RD, and can be

associated with altered calcium meta-

bolism with a biphasic pattern. In the

initial oliguric phase, 60% of patients

with RD can develop hypocalcaemia.2

In the recovery phase of ARF, 20%-

30% can develop hypercalcaemia.3

The cases described in the literature of

RD with hypercalcaemia equal to or

greater than 15mg/dl correspond to pa-

tients that initially suffered severe

hypocalcaemia.3-7

Here we present the case of RD secon-

dary to intense exercise during grape

harvest and associated with ARF, in

which, following a mild initial bout of

hypocalcaemia, the patient developed

severe hypercalcaemia at 15.4mg/dl.

Our patient was a 21-year-old male

with no relevant medical background.

Fifteen days prior to hospitalisation, the


