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INTRODUCTION 

The clinical history of systemic lupus erythematosus 

(SLE), a chronic autoimmune illness that affects numerous 

organs, includes periods of exacerbation and remission. 

Loss of immunological tolerance to self-antigens results in 

the development of pathogenic autoantibodies that induce 

tissue damage. This process is influenced by genetic, 

immunological, endocrine, and environmental variables.1,2 

The impact is greater on women, particularly throughout 

the reproductive years. Globally, there are 6.5 to 178 cases 

of SLE for per 100,000 people, however the prevalence in 

India is 3.2 per 100,000 people.3,4 SLE can cause a wide 

range of complications that can affect many organ systems 

in the body. Musculoskeletal, cutaneous, renal, 

neuropsychiatric, pulmonary, cardiac, haematological, and 

gastrointestinal complications are among the prominent 

complications. Lupus nephritis (LN), which is associated 

with considerable morbidity and death, develops in about 

50% of SLE patients.5,6 Many different clinical and 

pathological features of SLE are present in LN. From 

asymptomatic microscopic hematuria to renal failure, 

overt LN (OLN) symptoms might vary. Some persons with 

silent LN (SLN) may have pathological evidence of renal 

involvement proven by a renal biopsy even when there are 

no clinical or laboratory markers of renal impairment.7 

Patients with SLN typically experience mild pathological 

abnormalities. However, certain patients may develop 

diffuse proliferative glomerulonephritis, which is 

unfortunately associated with a 60% mortality rate.8 

Patients with severe histological lesions typically exhibit 

significant renal clinical symptoms, even though the 

severity of clinical renal presentations does not always 

match with the degree of the pathological abnormalities.9 

The gold standard method for identifying and classifying 

renal impairment and assessing disease activity is 

percutaneous renal biopsy. For people with SLN, a renal 

biopsy is crucial to get a precise diagnosis and quickly 

identify renal involvement.10  

CASE REPORT 

A 29 years old female, known case of hypothyroidism for 

3 years (on treatment), parity 5 abortions 3 live issues 2 

strict vegetarian by diet and with no addiction history 

presented with the complaints generalised swelling for 

about 1 month. On examination patient was conscious and 

oriented with only findings being severe pallor and 

bilateral pedal oedema. Examination of all the systems was 

unremarkable. Patient was investigated on the lines of 
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ABSTRACT 

 

Systemic lupus erythematosus (SLE) is a multiorgan acquired autoimmune disease. The clinical picture can vary 

greatly. Lupus nephritis (LN), which affects about 50% of SLE patients, is associated with high morbidity and death. 

While renal histologic alterations are evident in almost all patients with SLE, clinical renal involvement only affects 

40% to 75% of those individuals. Because of this, some patients who have nephritis on their renal biopsy may not 

actually have clinical kidney disease (silent nephritis). In this article, we discuss a case of silent lupus nephritis (SLN) 

with respect to clinical presentation, laboratory findings, diagnosis and outcome.  
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anaemia with hypo-proteinemia and was found to have a 

haemoglobin level of 4.7 gm%, platelet count 91 k/cu.mm. 

Renal function of the patient was assessed with blood urea 

88 mg/dl and serum creatinine 2.19 mg/dl. Patient’s serum 

albumin level was found to be decreased, 2.4 g/dl. 

Transferrin saturation was 18.9%. Hydration status was 

assessed via IVC and was found to be hypovolemic. 

Patient was managed conservatively with fluids and 

packed red cell transfusion. Ultrasound examination of 

abdomen was done which revealed increased cortical 

echogenicity of both kidneys with ill-defined cortico-

medullary differentiation. Urine analysis was done and 

was found to be within normal limits. With conservative 

management, patient’s general status and renal function 

improved however the main complaint of oedema was still 

not improved. On the basis of history of pregnancy loss 

and patient profile with respect to age and sex, a screening 

ANA test and 24-hour total urinary protein (TUP) levels 

were obtained. ANA was found to be positive but 24-hour 

TUP was traces. Patient was further investigated and found 

to have raised anti-dsDna level (307.39 IU/ml) and low 

complement levels (C3 19.6 mg/dl, C4 <8 mg/dl), however 

direct coomb’s test and urine for dysmorphic RBC’s was 

found to be negative. According to SLICC criteria, patient 

was diagnosed as a case of SLE but no renal involvement 

(with respect to microhematuria or proteinuria) was found. 

A percutaneous renal biopsy was obtained which showed: 

endocapillary cellularity with intracapillary 

neutrophil/mononuclear cell margination, diffuse 

thickening and intramembranous mottling of capillaries, 

tubular atrophy and interstitial fibrosis involving about 10-

15% of sampled cortex, and tubules showing focally 

prominent cytoplasmic vacuolar change and patchy acute 

injury.  

These findings were conclusive of co-existing lesions of 

membranous lupus nephritis: ISN/RPS class V and diffuse 

lupus nephritis: ISN/RPS (2018) class IV; and indices 

(modified NIH*) of disease activity 9/24 and chronicity 

4/12. Patient was diagnosed as a case of silent lupus 

nephritis (SLN) and was started on hydroxychloroquine 

and prednisolone 1 mg/kg/day. On a recent 1-month 

follow-up, patient had no complaints and a stable renal 

function. 

 

Figure 1: Renal biopsy of patient, suggestive of LN (4-

5). 

DISCUSSION 

Lupus nephritis (LN), which affects about 50% of SLE 

patients, is associated with high morbidity and mortality. 

Women in reproductive age are typically affected. SLE has 

an impact on pregnancy outcomes even though these 

patients typically have the ability to conceive and the 

women report being fertile. Pregnant women with SLE 

have a substantial association with poor pregnancy 

outcomes, according to a recent Taiwanese study.11 There 

are several risk factors for a poor prognosis. Some of them 

include hypertension, antiphospholipid syndrome (APS), 

lupus activity, the degree of proteinuria, a previous 

miscarriage, hyperprolactinemia, and renal involvement.12 

In terms of histological results, a recent study found that 

the majority of patients in the SLN group showed 

intermediate histological staging (classes II and III) 

compared to the OLN group (classes IV and V).13 

Similarly, another study showed stage II was the 

predominant stage, among patients with SLN, whilst stage 

V was the predominant stage among the OLN patients.14 

Treatment for active lupus nephritis includes intravenous 

steroid pulse followed by an oral steroid taper, extra 

immunosuppressive medications such tacrolimus or 

azathioprine may be used as well. As it is safe to take 

during pregnancy, lowers the risk of congenital heart block 

in offspring of mothers who are anti-Ro positive by at least 

50%, and is linked to superior long-term renal outcomes, 

hydroxychloroquine is the drug of choice for maintaining 

lupus remission.15 

CONCLUSION 

As lupus nephritis carries a significant level of mortality 

and morbidity, the earliest possible diagnosis and initiation 

of management remains the cornerstone of prognosis. This 

has great emphasis especially on females in reproductive 

age group as the management and the maintaining of 

remission of lupus is required for uneventful pregnancy.  
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