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IgA nephropathy associated
with eosinophilic fasciitis:
Report of a case

Sirs,
Several recents reports have described the
a s s o c i ation of eosinophilic fasciitis (EF)
with autoimmune disorders such as throm-
bocytopenic purpura (1), thyroiditis (1) and
Sjögren’s syndrome (2), and with visceral
involvement such as reactive hepatitis (3),
multiple peripheral neuropathy (4), synovi-
tis (5) and pulmonary disease (6). To our
knowledge, there are only four cases of EF
with nephropathy reported in the literature
(7-10),including one case of IgA nephropa-
thy (7). We report one additional case of EF
associated with IgA nephropathy.
A 35-ye a r-old woman with no past medical
h i s t o ry was admitted to our hospital in
M a rch 2000 for progre s s ive mya l gias ove r
the previous two months. Physical ex a m i n a-
tion was normal ex c ept for edema in all
ex t remities. The lab o rat o ry findings we re :
white cell count 16.3 x 1 09 cell/l (eosino-
p h i l s , 32% or 5.000 cell/mm3) , l a c t ate dehy-
d rogenase 248 U/I (norm a l : 9 1 - 1 8 0 ) , a l d o -
lase 17 U/I (normal < 7), c re atin-kinase 27
U/I and serum albumin 30 gr/l. Uri n a n a ly s i s
revealed mild pro t e i nu ria (0.7 gr / d ay ) .
I m mu n o l ogy (antinu cl e a r, a n t i c e n t ro m e re,
a n t i - S cl 7 0 , a n t i - Jo1 and c- and p-ANCA
a n t i b o d i e s , c ryog l o bu l i n s , and complement
l evels) was negat ive ex c ept for high levels of
c i rc u l ating immu n o c o m p l exes (3.5 mcg/ ml;
n o rmal < 1 mcg/ml). High levels of IgA we re
p resent (781 mg/dl; normal < 400 mg/dl).
E x a m i n ation for parasites was negat ive. 
Renal ultra s o n ograp hy and both thora c i c
and abdominal computed tomography (CT)
we re normal. A bone marrow aspirat e
showed the presence of 25% eosinophils
and bone marrow biopsy showed no signs
of mye l o p ro l i fe rat ive syndro m e. Nucl e a r
m agnetic resonance of the lower limbs
detected a hyperintense spot in the fasciae
of the legs. A renal biopsy demonstrated
preserved glomerular structures with mod-
erate mesangial hypercellularity and mes-
angial IgA and C3 deposits. Forearm mus-
cle, fascial and subcutaneous cellular tissue
biopsy specimens showed fibrous thickness
of the subcutaneous fat with laxe collagen
tissue that had spread over the muscular fas-
cia and perimissium, chronic inflamatory
infiltrate with the focal presence of eosin-
ophils, medium vessel wall fibrosis, lymph-
ocytic infiltrates in the small vessel walls,
and proliferation of small lymphatic vessels
in the subcutaneous cellular tissue. Th e
patient was diagnosed as having both EF
and IgA nep h ro p at hy and methy l p re d-
nisolone treatment (60 mg daily) was start-
ed. The clinical response was excellent with

disappearance of the myalgias one month
l at e r. The methy l p rednisolone dose wa s
tapered to 5 mg daily after three months of
t re atment (Fi g. 1) and stopped one ye a r
later, without new clinical exacerbations of
the disease.
To our knowledge, only four cases of renal
disease have been previously described in
association with EF (7-10). Caspi et al. (10)
reported a patient with EF complicated by
multisystem abnormalities, including pro-
teinuria. Kirschstein et al. (8) reported renal
involvement in a 17-year-old boy with EF.
Renal biopsy showed ischemic collapse of
the glomerular capillaries and cortical tubu-
lar atrophy. The third case was described by
Janzen et al. (9). Renal biopsy demonstrat-
ed focal segmental glomerulosclerosis and
subepithelial immune deposits. The fourth
case, reported by Takeda et al. (7), was a
36-year-old Japanese male with a tubuloint-
erstitial nephritis and IgA nephropathy. It is
possible that tubulointerstitial involvement
might be closely linked to EF, and that a
delayed hypersensitivity reaction might be
resposible for the impairment of renal func-
tion. On the contrary IgA nephropathy, the
most common glomerular disease, is some-
times latent. The kidney biopsy of our
patient showed no predominance of eosin-
ophil cells in the inflammatory infiltrate. In
addition, Takeda et al. (7) reported that a
second renal biopsy of his patient, after cor-
ticosteroid treatment, showed no reduction
in mesangial proliferation or IgA deposits
despite a decrease of infiltrating cells in the
i n t e rstitium. Whether this associat i o n
between IgA nephropathy and EF is due to
immunological defect or is a mere coinci-
dence could not be further elucidated from
these findings.
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Fi g. 1 . E volution of eosinophil
and leucocyte count, aldolase and
p ro t e i nu ria levels befo re, d u ri n g
and after treatment with corticos-
teroids (we have transform Interna-
tional System of units to other
units, in order to be able to put all
parameters into the same graphic).
UNITS: Aldolase - U/L; corticos-
t e roids dose - dg/day; eosinophil
count - cell number x108/L; leuco-
cyte count - cell number x109/L;
proteinuria - cg/day.


