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L BILATERAL SEROUS RETINAL DETACHMENT
W1 AS A PRESENTING SIGN OF MEMBRANOUS
NEPHROPATHY - A CASE REPORT
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Case Presentation

A 68-year old man was referred by his
General Practitioner to the Emergency
Department following a 24 hr history of
sudden onset bilateral visual blurring.




Case history

o Sudden decline in visual acuity, with no associated opthalmalgia

o Wore glasses for reading. Last saw his optometrist 2 years prior

o History of mild sicca symptoms

o Noticed prominent bilateral leg, arm, facial and abdominal swelling.
o No subjective change to urine output or haematuria

o No infective symptoms

o Urgently transferred to the Eye Casualty Emergency Clinic at the local tertiary hospital
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Past Medical History

o Hypertension
o No pharmacological management

o Dyslipidaemia
o Self-ceased rosuvastatin 12 months
ago
o Sensorineural hearing loss

o R>L.Noretrocochlear cause
identified

Medications

o Nil

Social History

o Borninthe Philippines. Living in Australia
since 1992

o Jehovah's Witness

o Works as an electrician
o Non-smoker

o No alcohol

o No recreational drugs




Physical Examination Results

BP: 1561/81 mmHg

@ HR: 68 bpm

HSDNM

PEARL

No ophthalmoplegia

@ No visual field defects
Normal upper and lower motor
neuron exam

G0

JVPE

Chest clear

Abdominal wall oedema
Sacral oedema

Bilateral pitting oedema to at least knees

Fundoscopy: Nil silver wiring, haemorrhages or
papilloedema

Visual acuity: Right 6/75; Left 6/50

Optical Coherence Tomography scans revealed
bilateral serous detachment




Nephrotic Syndrome
o PCR:1200g/mol
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Diagnostic o Albumin 16g/L
Work-up

Acute Kidney Injury

S
= o Creatinine 326 umol/L (eGFR 16 mL/min)
o baseline Cr 85 pmol/L (eGFR 81 mL/min)
o K+6.3 mmol/L
o Urea 46.7 mmol/L
Non-obstructive .
calculus o Bic 16 mmol/L
- Autoimmune screen
Al o Positive ANA (1:640 speckled)

o Positive SSA/Ro and SSB/La
o C30.65q/L (low)




Diagnostic
Work-up
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do}

Urine MCS - microscopic haematuria and pyuria

CT Head, Neck, Abdomen, Pelvis +C - No occult
malignancy

US Renal Arteries and Veins - no renal artery
stenosis or renal vein thrombosis

HbAlc 5.8%, PSAand TFTs NAD

Negative results:

Jo}

o HIV, Hep B, Hep C, Syphilis, Strongyloides

o PR3 ANCA, MPO ANCA, Anti GBM, dsDNA,
RF, cryoglobulins, protein electrophoresis,
K/L ratio normal.



Haemodialysis

Refracto fluid overload _ _
(despite 1V frusemide + Hyperkalaemia Uraemia

20% albumin)

Kidney Biopsy
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KIDNEY BIOPSY

33% global glomerulosclerosis

Focal segmental mesangial proliferation and hypercellularity

Paraffin I[F - 1+ kappa and lambda, no IgG reactions

Mild acute tubular injury

5% IFTA




PROGR

ESS

Diagnosis

o Presumed Minimal Change Disease - EM pending

l

Commenced on prednisolone 60mg daily

Il

Clinical improvement (Six weeks later)

o Visual acuity (RE 6/12, LE 6/12)
o Kidney function(Creatinine 159 umol/L - came off HD
o Proteinuria(PCR 174g/mol)




Serum PLA2R
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1 El‘l‘l Indicated magnification: 15kx Microscope: JEM1011 Device name: Orius 832 .
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TWO MONTHS LATE

Reviewed in clinic

o Worsening serous retinal detachment (reviewed by ophthalmologist)
o Visual acuity: RE 6/15-1, LE 6/19 -1

o Worsening Proteinuria
o PCR752g/mol

o Hypertensive
o BP176/100 mmHg

o Oedema
o Weight 15kg
o Mild sacral oedema
o Pitting oedema up to knees

o Repeat kidney biopsy performed, which showed...
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SUMMARY OF FINAL BIOPSY

Secondary membranous Glomerulonephritis, PLAZR negative

Positive IgG1and IgG3 segmental granular staining in capillary loops on IHC
317% Global glomerulosclerosis, 14% segmental sclerosis

40% interstitial fibrosis and tubular atrophy

Moderate arteriosclerosis

Slightly unusual features including:
o Crescents, necrosis
o Double contours
o Segmental endocapillary hypercellularity

Provisional diagnosis was membranous nephropathy secondary to Sjogren's syndrome.
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o Underwent treatment with the modified Ponticelli
regimen (alternating 4 weekly treatment blocks of Creatinine
prednisolone and cyclophosphamide for 3
treatment cycles)

o Progress:

o Remained off dialysis with improved renal
function

o Improved proteinuria

umol /L

. . = Generalized Mormal High
100 . :
o Improved visual acuity “1 | _ : Lo
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MINI LITERATURE REVIEW

NEPHROTIC? PRESENTING COMPLAINT VISUAL DX IMPROVED
WITH
TREATMENT
Membranous Nephropathy Yes 3/12 hx of metamorphopsia and Bilateral CNV and SRD Yes
decreased visual acuity
Membranous Nephropathy Yes Metamorphopsia and decreased R Bilateral SRD Unsure
eye visual acuity
Minimal Change Disease Yes Oedema Bilateral SRD Yes
Minimal Change Disease Yes Oedema + Bilateral blurred vision Bilateral neurosensorial retinal ~ Yes
loss and metamorphopsia detachment and macular
oedema
Minimal Change Disease Yes Oedema Bilateral SRD Yes
Minimal Change Disease Yes 4/7 hx of bilateral visual blurring Bilateral SRD Yes
and oedema
SLE Yes 1/52 hx of Progressive vision loss Bilateral SRD Yes
Bilateral chronic renal Unsure Complete loss of vision Bilateral SRD Yes

parenchymal disease

Kappa AL amyloidosis Yes Visual blurring Bilateral SRD Yes



DISCUSSION & CONCLUSIONS

There are two major factors that lead to oedema in nephrotic syndrome:
o (1) primary sodium retention directly induced by the kidney disease (overfill hypothesis) and
o (2)secondary sodium retention in which hypoalbuminemia reduces the plasma oncotic pressure and the
exudation of fluid from the vascular space to the interstitium = insufficient filling of the vascular system -
activation of RAAS (underfill hypothesis).

Retinal and choroidal thickening can also occur in the above pathophysiological process, resulting in macular oedema
and serous retinal detachment.

Bilateral Serous Retinal detachment is a rare presenting sign for nephrotic syndrome and a potential marker for
response to therapy

Prompt recognition and management of the underlying nephrotic syndrome are essential for restoration of visual
function and prevention of long-term complications

Second case of bilateral retinal detachment as a presenting sign for membranous nephropathy
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