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O titer on repeated occasion was low and C3 was 
55.3 mg/dl (normal: 90–180 mg/dl), antinuclear factor 
was negative, partial thromboplastin, activated partial 
thromboplastin time was normal. Hepatitis B surface 
antigen, human immunodeficiency virus  (HIV)‑1, 
and HIV‑2 were nonreactive. Ultrasonography whole 
abdomen revealed normal study. Electroencephalography 
revealed normal sleep records. Renal biopsy revealed an 
increase in mesangial cellularity and matrix along with 
fibrous crescents, patent capillary loops and no spikes 
or duplication in the basement membrane  [Figure 2]. 
Biopsy from the skin lesion established the diagnosis of 
circumscribed juvenile type of PRP (type 4). His renal 
disease was treated with oral prednisolone and remission 
achieved after 2 weeks. The patient is on regular follow‑up 
for last 2 years with no relapse of proteinuria until date. 
He is now under treatment of dermatologist for PRP.

PRP is an uncommon inflammatory and hyperproliferative 
dermatosis with no sex predilection. Both familial and 
acquired forms of PRP have been reported. It had a 
varied clinical progression and showed the varied rate 
of improvement with treatment. The etiology remains 
unknown. Emotional stress, microbial pathogens, 
trauma, Vitamin A deficiency, and light exposure may 
trigger PRP. Coexistence of PRP with other autoimmune 
disorders might be due to an abnormal immune response 
to antigenic triggers or microbial pathogens. Association 
of PRP with T‑helper cell dysfunction has also been 
reported.[2] Association of renal disorders in case of PRP 
is extremely rare. An extensive search of literature could 
reveal only two case reports.[4,5] Both had membranous 
nephropathy. Mesangial proliferative glomerulonephritis 
co‑existing with the specific subtype of circumscribed 
juvenile onset PRP (type 4) is hitherto unreported. It is 

Pityriasis rubra pilaris and 
mesangial proliferative 
glomerulonephritis in 
a child: Association or 
coincidence?
Sir,
Pityriasis rubra pilaris (PRP) is a group of uncommon, 
chronic dermatosis of juvenile or adult onset. It presents 
with scaling (pityriasis), reddish‑orange patches (rubra), 
hyperkeratosis around hair follicle  (pilus), and 
palmoplantar keratoderma. PRP may co‑exist with various 
autoimmune disorders including dermatomyositis, 
vitiligo, and hypoparathyroidism.[1‑3] Its association with 
the renal disorder is rare.

A 10‑year‑old boy presented with hematuria, oliguria, 
and anasarca for 4 weeks and few episodes of generalized 
tonic‑clonic seizure for 2–3 days. There was no history of 
sore throat or skin infections prior to this illness. Other 
past medical history was noncontributory. His weight 
was 41  kg and height was 138  cm  (50th  percentile). 
His blood pressure was 126/80  mmHg. A  few scaly, 
bilateral symmetrical, and nonitchy skin lesions were 
noted on elbows, knees, hands, and feet [Figure 1]. The 
investigation revealed 4+ urinary albumin and  18–20 
red blood cells/hpf. The 24  h urine albumin was 
2114 mg. His serum albumin was 1.8 g/dl and cholesterol 
was 302  mg/dl. Serum urea and creatinine were 
39 mg/dl and 0.6 mg/dl, respectively. Antistreptolysin 
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Figure 1: Typical skin lesions of circumscribed juvenile type of pityriasis 
rubra pilaris (type 4) on hands, knees, and feet Figure 2: Features of mesangial proliferative glomerulonephritis
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not known whether there is underlying genetic cause 
for association of these two disorders or it is just a 
coincidence. Reporting of more such cases could stimulate 
future research to find out any association.
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Nephrotic syndrome 
and acute renal failure 
as a presenting symptom 
of acute lymphoblastic 
leukemia
Sir,
A 15‑year‑old boy presented with low‑grade fever, 
generalized body swelling and decreased urine output. 
On examination, he had pallor, pitting edema, and 
facial puffiness with no lymphadenopathy. His blood 
pressure, pulse rate, and respiratory rate were within 
normal limit. Hemoglobin was 7.6 g/dl, platelets 57,000/
mm3, leukocytes 22,300/mm3 with 19.2% neutrophils 
and 64.5% lymphocytes, with blasts cells. Biochemistry 
revealed serum creatinine 3.16 mg/dl, uric acid 5.4 mg/dl, 
bilirubin 0.98 mg/dl, total protein 4.2 g/dl with albumin 
1.90 g/dl, aspartate aminotransferase 198 IU/L, alanine 
aminotransferase 154  IU/L, lactate dehydrogenase 
564 IU/L, serum cholesterol 325 mg/dl, and triglyceride 
365 mg/dl. The electrolytes were within normal limits. 
Urinanalysis showed proteinuria of 3+ without hematuria 
and 24 urinary protein was 3 g. Bone marrow examination 
showed hypercellular marrow, 34% blast cells, 10% 
myelocytes and metamyelocytes, 20% lymphocytes, and 
10% neutrophils. Immune‑phenotyping study showed 
blast cells positive for CD‑3, CD‑5, CD‑7, cCD‑3, CD‑45, 
and TdT markers which were suggestive of mature T‑cell 
acute lymphoblastic leukemia (ALL). He tested negative 
for HIV‑1 and ‑2, hepatitis B surface antigen, hepatitis C 
virus, and malaria. Ultrasound of abdomen showed mildly 
enlarged kidneys and increased cortical echogenicity 
with the loss of cortico‑medullary differentiation 
without evidence of obstruction in the urinary tract. 
Hepatosplenomegaly was present. Hemodialysis was 
done thrice. Dexamethasone, allopurinol, renal safe 
antibiotics, and blood products were given. He did not 
respond to treatment and expired 10 days after because 
of multiorgan dysfunction.

Nephrotic syndrome is commonly reported in Hodgkin 
and non‑Hodgkin lymphomas, chronic lymphoblastic 
leukemia, and acute myeloid leukemia.[1] Acute renal 
failure  (ARF) is a rare presenting symptom of ALL.[2] 
The patients with male sex, advanced age, history of 
previous kidney disease, refractory leukemia, and 
hyper‑leukocytosis are at higher risk for developing 
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