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Case Report
A 20-year-old woman with no previous medical and/or surgical 

history was admitted to the Obstetrics Department for prenatal 
screening. She was then admitted to the Nephrology Department for 
lower limb edema gradually set in since a month. The patient had a 
mild puffy face in the morning without extra renal signs. Her blood 
pressure was within normal range, and she had left-sided pleural 
effusion with no evidence of heart failure or portal hypertension. 
Urinalysis revealed proteinuria of +++, without hematuria. Further 
testing revealed a pure nephrotic syndrome with proteinuria at 6 
g/24h, protidemia at 45 g/l and hypoalbuminemia at 10 g/l without 
microscopic hematuria or kidney failure and normal range blood 
cell count. Immunoassay was not available. Kidney ultrasonography 
showed a size of 11.2 cm with a common echo structure. The 
echocardiogram test was eventless. The chest x-ray showed signs of 
fluid overload.

Routine obstetric ultrasound was consistent with ongoing 
singleton pregnancy at 35 weeks of gestation without fetal or placental 
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Abstract
Nephrotic syndrome occurs very rarely during pregnancy, involving about 0.012 to 0.025% of all pregnancies. We present a rare case of nephrotic 
syndrome at the 35th week of pregnancy. The patient was referred to the Nephrology Department by her gynecologist for progressive lower extremity 
edema. The initial laboratory assessment revealed proteinuria (6 g/24h), protidemia (45 g/l) and hypo-albuminemia (10 g/l) without hematuria 
or kidney failure. Her blood pressure was within normal range. Obstetrical ultrasound revealed an ongoing singleton pregnancy at 35 weeks of 
gestation without fetal or placental abnormalities. A multidisciplinary team, including a nephrologist and a gynecologist, was necessary to decide the 
set of interventions, considering the risks of teratogenicity, hypotrophy and fetal death. Fetal extraction was decided to be performed at 36 weeks 
and resulted in the delivery of a 2.3kg baby.
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Introduction
Nephrotic syndrome occurs in 0.012 to 0.025% of pregnancies [1]. 

The reasons are multifold and histology is essential for a therapeutic 
intervention, as the condition for the mother and the fetus can 
be life-threatening. Pre-eclampsia, glomerulonephritis, diabetes, 
renal vein thrombosis, amyloidosis and hereditary nephritis are 
the most common causes. Nephrotic syndrome should be treated 
using steroids. During pregnancy, especially in the third trimester, 
corticosteroid treatment causes many impediments to the mother 
and the fetus. Sometimes, nephrotic syndrome does not respond to 
steroids. It is therefore important to perform a renal biopsy before 
starting treatment [2]. A multidisciplinary approach involving a 
nephrologist and a gynecologist is necessary to keep both the mother 
and the fetus safe.

We present a case of nephrotic syndrome occurring in the third 
trimester of pregnancy. The fetus was extracted at 36 weeks of 
gestational age. The patient was on steroids 4 weeks after birth and 
renal biopsy was not required.

https://www.sciforschenonline.org


 
Sci Forschen

O p e n  H U B  f o r  S c i e n t i f i c  R e s e a r c h

Citation: Yaya K, Kane GSM, Mohamadou AC, Wiliam V, Khodia F, et al. (2018) Nephrotic Syndrome in the Third Trimester of Pregnancy: 
A Case in Sub-Saharan Africa and a Review of the Literature. Int J Nephrol Kidney Fail 4(5): dx.doi.org/10.16966/2380-5498.167 2

International Journal of Nephrology and Kidney Failure 
Open Access Journal

abnormalities. The patient received low molecular weight heparin 
(LMWH) for thromboprophylaxis, and iron supplementation.

Fetal extraction was performed at 36 weeks of gestation, delivering 
a live fetus weighing 2.3 kg. Renal biopsy was delayed. Four weeks 
postpartum, no spontaneous remission of nephrotic syndrome was 
observed and oral corticosteroid treatment was initiated (prednisone 
1 mg/kg/day), with complete remission one month later. The patient 
was monitored in the Nephrology Department on a regular basis.

Four weeks after starting corticosteroid therapy, she was examined 
in the Nephrology Department. Her 24h-urine protein excretion was 
reduced to 1.5 g/day and her blood pressure was 120/80 mmHg. Seven 
weeks later, proteinuria was 0.28 g/day with normal blood pressure. 
At the end of the corticosteroid treatment, she was examined again in 
the Nephrology Department. All parameters were normal and her off 
spring had a good psychomotor development.

Discussion
Nephrotic syndrome during pregnancy is very rare. It is easily 

manageable, if there is no arterial hypertension or renal insufficiency 
[3]. During pregnancy, urine protein excretion elevates up to 0.39 g/
day and serum albumin is reduced by 5 to 10 g/l [3]. Such physiological 
hypoalbuminemia during pregnancy is aggravated in cases of 
superadded nephrotic syndrome that may lead to fluid retention. The 
decrease in serum albumin can cause fetal (low birth weight and death 
of the fetus) and maternal complications (thromboembolic events). 
Our patient received anticoagulant treatment with low molecular 
weight heparin to prevent thromboembolic complications. The 
dilemma was whether to obtain a renal biopsy and start an appropriate 
treatment or to straightly perform emergency cesarean fetal delivery, 
considering the risks of using steroids or immunosuppressive drugs. 
Finally, after consultation with the obstetricians, the patient did not 
undergo a biopsy; however, fetal extraction was performed at 36 
weeks of gestation delivering a child with a good birth weight. This 
is consistent with the data from many studies where most patients 
with nephrotic syndrome during pregnancy did not have routine 
renal biopsy. Lindheimer and Davison [4] and Lindheimer and Katz 
[5] concluded that biopsy should be performed infrequently during 
pregnancy. The biopsy revealed an alteration of renal function, a major 
nephrotic syndrome of unknown cause. On the other hand, a pure 
nephrotic syndrome should be closely monitored and biopsy should 
be put off until after birth.

In our case, a steroid treatment was started postpartum and the 
evolution was favorable with total remission. Criscuolo et al. [2] 
examined 23 patients with nephrotic syndrome during the third 
trimester of pregnancy, they started corticosteroid therapy after 
delivery and all signs were resolved and healing was achieved after 6 
months. Iris de Castro in 2017 [6] found, on a retrospective analysis of 
26 pregnancies with nephrotic syndrome, preeclampsia-like maternal 
complications in seven cases, premature rupture of the membranes in 
two cases and cellulitis in three cases. A renal biopsy was performed 
during pregnancy in eight patients (the median gestational age at the 
time of the biopsy was 21 weeks of gestation). Fetal complications 
included low birth weight in fourteen cases, intrauterine growth 

retardation in three patients, and neonatal intensive care unit admission 
in eight cases. Sebestyen et al. [7] reported in 2008a case of successful 
management of a pregnancy with severe nephrotic syndrome due 
to biopsy-proven membranous glomerulonephritis. This patient 
became pregnant during a period of non-compliance; she stopped the 
nephrology follow-up program and her kidney disease evolved with 
decompensation. From the 22nd week of gestation, the patient was 
treated with bolus methylprednisolone (intravenous administration 
of 250 mg) and a maintenance dose, plus a dose of azathioprine of 
100 mg/day. During the 33rd week of gestation, caesarean section 
was performed due to decreased clearance of creatinine, low total 
serum protein, increased edema, and increased intrauterine growth 
retardation of the fetus. Three months postpartum, the patient’s 
nephrotic syndrome was in complete remission. Thus, pregnant 
women with nephrotic syndrome are at high risk of developing both 
maternal and fetal complications, even in the absence of significant 
renal insufficiency or uncontrolled hypertension at the time of 
presentation of the nephrotic syndrome.

Conclusion
The management of nephrotic syndrome during pregnancy must 

be multidisciplinary, involving a nephrologist, a gynecologist and 
a radiologist. Fetal or placental abnormalities should be treated 
accordingly before renal biopsy. If this is confirmed, the main focus 
should be on whether to continue the pregnancy or not, which 
facilitates the cure of the renal disease. This can save patients from 
unnecessary kidney biopsies or steroid treatment, the effects of which 
are most often teratogenic.
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