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CASE REPORT

A case of membranoproliferative 
glomerulonephritis associated with psoriasis 
vulgaris
Marouane Jabrane*  , Abderrahim Wakrim and Mohammed Arrayhani 

Abstract 

Background: Psoriasis is a chronic inflammatory disorder of the skin; the hallmark of psoriasis is sustained inflamma-
tion that leads to uncontrolled keratinocyte proliferation and dysfunctional differentiation. Psoriasis shows clear auto-
immune-related pathomechanisms, in which autoantigen-specific T cells contribute to the development, chronifica-
tion, and overall course of the disease. Psoriasis is primarily a skin disease, but other internal organs may be involved; 
affliction of the joints is well established, but kidney involvement is yet to be universally agreed upon, although some 
recent studies have linked psoriasis to kidney disease and certain glomerular diseases including secondary renal amy-
loidosis, Ig A nephropathy, and membranous glomerulopathy.

Case presentation and conclusion: In this paper, we report a case of primary membranoproliferative glomerulo-
nephritis (MPGN) with nephrotic impure syndrome in a psoriatic patient. The etiological investigation was negative 
with normal serum complement and ASO titers and were negative for HBV, HCV, HIV, and ANA. The patient improved 
on prednisolone and angiotensin-converting enzyme inhibitors. To our best of knowledge, cases of MPGN associated 
with psoriasis are rare and we would like to shed light on this association.
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Case report
A 23-year-old male patient was referred to our hospital 
for limb swelling, fatigue, and a skin rash evolving for 3 
months. The medical history showed risky sexual behav-
ior, chronic weaned smoking, and occasional alcohol-
ism; he was not diabetic nor had hypertensive history 
and had promiscuity for 8  months in prison. There was 
no other considerable morbidities, with no family history 
of kidney disease. The patient was conscious and hyper-
tensive with a blood pressure reading 150/90 mmHg, 
without signs of dehydration with preserved diuresis. 
Upon examination, the patient presented edema of the 
lower limbs, abdominal distension with ascites, and a 

hydrocele; further inspection showed multiple erythe-
matous, hyperkeratotic plaques (Fig. 1) with silvery squa-
mes on the extensor surfaces of elbows, knees, back, and 
scalp and a scar of chancre on the penis with 2 achromic 
spots (Fig.  2). There were no signs of arthritis on joint 
examination.

Upon admission, serum albumin level was low at 19 
g/l, serum urea at 1.01 g/l, AKI 1 at 23mg/l, and severe 
vitamin D deficiency at 3ng/ml; his hemoglobin level 
was 12.4 g/dL with a mean corpuscular volume of 81.7 
fL. White blood cell count and platelet count were within 
normal range, with a lymphocyte count of 5207. Liver 
enzyme tests, serum bilirubin, and alkaline phosphatase 
levels were within normal range. Electrolyte assessment 
showed normal natremia at 136  mmol/l, kalemia at 
3.8 mmol/l, low calcium level at 1.7 mmol/l, and a slight 
increase in phosphorus at 1.74  mmol/l. Serum albumin 
level was low at 19 g/l, serum urea at 1.01 g/l, serum 
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creatinine at 23 mg/l, and severe vitamin D deficiency at 
3  ng/ml. Urine analysis revealed mild leukocyturia and 
hematuria with sterile cultures. Proteinuria in 24 h urine 
was at 4.4 g/day.

Abdominal ultrasound showed ascites, with well-differ-
entiated kidneys of normal size.

Patient’s immunological assessment was negative 
for antinuclear antibody (ANA), anti DNA, serum 

complement C3 and C4, and CRP were within normal 
range.

Serological markers of hepatitis B and C and syphi-
lis (TPHA-VDRL) were all negative. Given the endemic 
nature of tuberculosis in the country, and promiscu-
ity within the prison, the patient underwent a QuantiF-
ERON test, which came back negative. Serum protein 
electrophoresis and serum free light chain analysis were 
normal as well as electrocardiography.

An ultrasound-guided renal biopsy was performed 
revealing glomerulonephritis with mesangial and endo-
capillary proliferation of inflammatory cells (Fig.  3), 
with interstitial edema and inflammatory infiltrate made 
essentially of mononuclear lymphoplasmacytic cells; 
direct immunofluorescence finds peripheral membrane 
deport of IgA, IgG C3, and C1q, all compatible with 
membranoproliferative glomerulonephritis (Fig. 4).

Before we made the diagnosis of MPGN with psoria-
sis, we excluded other causes such as connective tissue 
diseases, chronic infections including tuberculosis, liver 
diseases, and thrombotic microangiopathy.

Treatment was initiated with ACE inhibitors, diuretics, 
and local corticosteroids; skin lesions have healed; blood 
pressure is back within normal range; there was decrease of 

Fig. 1 Erythematous plaques with silvery squames on extensor surface of the knees and scale

Fig. 2 Scar of chancre and achromatic spots on penis

Fig. 3 Membranoproliferative glomerulonephritis with mesangial and endo-capillary proliferation
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edema; serum creatinine concentration is down to 13 mg/l; 
and urine analysis showed improvement in proteinuria of 
0.37 g/day.

Discussion
This case widens the spectrum of glomerulonephritis in 
association with psoriasis. Renal glomerular diseases has 
already been described in several articles [1–5].

The clinical presentations are very polymorphic, rang-
ing from asymptomatic microalbuminuria to massive 
nephrotic syndrome. Generally, the association between 
psoriasis and renal disease is rare, but new studies [6, 7] 
have shown that psoriasis can be accompanied with vari-
ous glomerulopathy, and if left untreated, it can evolve into 
CKD and thus is considered a risk factor for CKD.

This new entity is called psoriatic nephropathy [1], but it 
is a new entity for which a consensus is not yet reached.

Amyloidosis secondary to chronic inflammation is well 
understood, but the glomerular involvement is not yet well 
explained and theories suggest a T cell-mediated immuno-
logical phenomenon.

IgA nephropathies are the most common in psoriasis [1, 
3] or nephropathies secondary to nephrotoxic treatment of 
psoriasis vulgaris or articular psoriasis.

In this article, we describe a case of psoriasis that 
appeared concomitantly with membranoproliferative glo-
merulonephritis; any other cause of MPGN was ruled out, 
and the diagnosis of a form associated with psoriasis was 
retained.

MPGN generally have a poor prognosis if left untreated, 
with a 50% risk of developing into CKD; the therapeutic 
strategy was symptomatic treatment of the nephrotic syn-
drome and topical treatment of the psoriasis, pending the 
results of the etiological investigation.

Conclusion
We cannot say for sure that MPGN shown in this case 
should be considered as psoriatic nephropathy, but it is 
to shed the light on the subject and suggest that more 
studies and research, from clinical to histological find-
ings, is needed to consider a real link between renal 
involvement and psoriasis. And until we have a clear 
definition of psoriatic nephropathy, it is in our modest 
opinion that patients with psoriasis should be subject 
to regular urine analysis and renal function monitoring 
for early diagnosis and treatment of coexisting lesions.
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Fig. 4 Peripheral membrane deposit of IgA and IgG



Page 4 of 4Jabrane et al. The Egyptian Journal of Internal Medicine           (2022) 34:79 

Received: 22 January 2022   Accepted: 12 June 2022

References
 1. Singh NP, Prakash A, Kubba S, Ganguli A, Singh AK, Sikdar S, Agarwal SK, 

Dinda AK, Grover C (2005) Psoriatic nephropathy--does an entity exist? 
Ren Fail 27(1):123–127 PMID: 15717645

 2. Kim M, Ko Y, Yeo UC, Kim Y, Oh H (1998) Psoriasis and glomerulonephritis. 
Clin Exp Dermatol 23(6):295–296. https:// doi. org/ 10. 1046/j. 1365- 2230. 
1998. 00373.x PMID: 10233633

 3. Ahuja TS, Funtanilla M, de Groot JJ, Velasco A, Badalamenti J, Wilson S 
(1998) IgA nephropathy in psoriasis. Am J Nephrol 18(5):425–429. https:// 
doi. org/ 10. 1159/ 00001 3388 PMID: 9730568

 4. Tan HZ, Loh AHL, Choo CJJ, Lim CC (2021) An unusual case of IgA-domi-
nant membranoproliferative glomerulonephritis associated with psoriasis 
vulgaris. Int Urol Nephrol 53(9):1951–1952. https:// doi. org/ 10. 1007/ 
s11255- 020- 02741-2 Epub 2021 Jan 2. PMID: 33387230

 5. Jiao Y, Xu H, Li H, Li X (2008) Mesangial proliferative glomerulonephritis 
with or without IgA deposits: the morphological characters in psoriasis 
vulgaris. Nephron Clin Pract 108(3):c221–c225. https:// doi. org/ 10. 1159/ 
00011 9716 Epub 2008 Mar 7. PMID: 18332636

 6. Chiu HY, Huang HL, Li CH, Yin YJ, Chen HA, Hsu ST, Lin SJ, Tsai TF, Ho SY 
(2015) Increased risk of glomerulonephritis and chronic kidney disease 
in relation to the severity of psoriasis, concomitant medication, and 
comorbidity: a nationwide population-based cohort study. Br J Dermatol 
173(1):146–154. https:// doi. org/ 10. 1111/ bjd. 13599 Epub 2015 May 12. 
PMID: 25511692

 7. Chi CC, Wang J, Chen YF, Wang SH, Chen FL, Tung TH (2015) Risk of inci-
dent chronic kidney disease and end-stage renal disease in patients with 
psoriasis: a nationwide population-based cohort study. J Dermatol Sci 
78(3):232–238. https:// doi. org/ 10. 1016/j. jderm sci. 2015. 03. 012 Epub 2015 
Mar 30. PMID: 25862150

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1046/j.1365-2230.1998.00373.x
https://doi.org/10.1046/j.1365-2230.1998.00373.x
https://doi.org/10.1159/000013388
https://doi.org/10.1159/000013388
https://doi.org/10.1007/s11255-020-02741-2
https://doi.org/10.1007/s11255-020-02741-2
https://doi.org/10.1159/000119716
https://doi.org/10.1159/000119716
https://doi.org/10.1111/bjd.13599
https://doi.org/10.1016/j.jdermsci.2015.03.012

	A case of membranoproliferative glomerulonephritis associated with psoriasis vulgaris
	Abstract 
	Background: 
	Case presentation and conclusion: 

	Case report
	Discussion
	Conclusion
	Acknowledgements
	References


