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IgM nephropathy is an ill-defined type of

glomerulonephritis characterized by pre-

dominant, if not exclusive, deposition of

IgM in the

glomerulus and

is considered a

variant of the

nephrotic syn-

drome. We

report a case of

recurrent IgM

nephropathy

associated with

seasonal allergic rhinoconjunctivitis in an

adult.

A 36-year-old woman, with a history

of seasonal allergic rhinoconjunctivitis

due to type-1 allergic hypersensitivity to

tree and grass pollen, presented with

recurrent attacks of ankle swelling and

frothy urine during the grass pollen

season. She was found to have nephrotic

range proteinuria and elevated choles-

terol levels. She had a total of three

attacks of nephrotic syndrome during

three consecutive grass pollen seasons.

Her recurrent nephrotic syndrome was

associated with symptoms of rhinocon-

junctivitis. Two years prior to her first

presentation of nephrotic syndrome, she

received desensitization therapy with

Pollinex preseasonal tree, grass, and

ragweed pollen vaccine. One year later,

she only received Pollinex-T tree pollen

vaccine. Immunotherapy reduced but did

not eliminate her rhinoconjunctivitis

symptoms. She had no immunotherapy

during the years she presented with the

nephrotic syndrome.

Skin prick testing was positive to tree

(8 mm wheal diameter), grass (8 mm

wheal diameter), and ragweed

(6 mm wheal diameter), and histamine

(6 mm wheal diameter). A 24-hour urine

collection showed 7.7 g of protein. Her

serum immunoglobulin levels, including

IgE, were measured during the first two

presentations of the nephrotic syndrome

and were normal. Pollen specific IgE was

not quantitated. A kidney biopsy per-

formed during the first episode of neph-

rotic syndrome revealed �minimal

changes� on light microscopy. Immuno-

fluorescenc identified IgM deposits and

electron microscopy detected dense me-

sangial deposits.

The first two episodes of nephrotic

syndrome were treated successfully with

prednisone 50 mg/day for 1 month with

a tapering course and her proteinuria

resolved within 4 days of treatment.

During her third relapse, addition of

azathioprine 75 mg/day was required as

she relapsed when treated only with

prednisone. She responded well to this

therapy with complete resolution of her

proteinuria.

The etiology and pathogenesis of the

steroid-sensitive nephrotic syndrome

remains obscure. It is associated with

�minimal� histological changes in the

glomeruli and although relapses often

follow infections, the nature of the trig-

gering process is unknown. Only a few

publications have reported a role for

allergy in the development and mainten-

ance of this disease, particularly in

childhood (1, 2). Reports of an associ-

ation between recurrent nephrotic syn-

drome and inhaled allergens are very

uncommon and are absent from the

recent literature (3, 4). IgM nephropathy

has been considered a variant of the

nephrotic syndrome. However, patients

with this disorder are less responsive to

steroid therapy than those with minimal

change nephrotic syndrome (5), which

may have accounted for this patient’s

need for azathioprine during her third

relapse.

The beneficial effects of desensitization

therapy on the course of nephrotic syn-

drome have been uncertain. Some have

reported a positive outcome with specific

allergy therapy (6). It is not clear in our

case if the previous specific allergy ther-

apy had delayed presentation of neph-

rotic syndrome or precipitated it. The

recurrent IgM nephropathy as described

in this patient suggests that the potential

absorption and renal deposition of pollen

may result in glomerular inflammation

manifesting as nephrotic syndrome.

Recurrent nephrotic syndrome with

minimal change disease has been repor-

ted in association with seasonal allergic

rhinitis (4), however, IgM nephropathy

associated with seasonal allergic rhinitis

has not previously been described in an

adult patient. Allergists should be aware

of this association in patients with a

history of recurrent nephrotic syndrome

as it may impact on their decision to

institute immunotherapy. Furthermore,

prophylactic immunosuppresion may be

warranted during the relevant pollen

season in patients with the nephrotic

syndrome.
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