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Abstract:  

Introduction: Present study has been carried out to correlate the clinical features of various nephritic syndromes with their 

histopathological findings with to classify the different nephritic syndromes by histopathology and to correlate clinical and 

laboratory data with the etiopathogenetic diagnosis in the patient and to assess mortality and systemic morbidity in the 

various nephritic syndromes. and to evaluate positive predictive value of various clinical and laboratory parameters in the 

diagnosis of specific etiologies of nephritic syndrome using histopathology as gold standard  

Material and Methods: All the patients diagnosed as nephritic syndrome on clinical criteria satisfying one or more 

inclusion criteria stated above were included in our study. They underwent a series of investigations including few routine 

and few specific ones; and then biopsy.  

Results: Hematuria was found to be the most common symptom (66.2%) and most common sign was Oedema (70.3%) in all 

the nephritic syndromes in our study. The most common type of nephritic syndrome found in our study was  Membrano 

Proliferative Glomerulonephritis(MPGN)(33.8%); 2nd  and 3rd common being Post-streptococcal glomerulo-

nephritis(PSGN)(25.7%) and Membranous Glomerulonephritis(MGN)(9.5%). 

Conclusions: The patients with PSGN have good Prognosis. Also, presence of fever and URTI may be considered as one of 

the most specific symptoms associated with it. The patients of MGN are not associated with hematuria, oedema and 

hypertension as presenting complaints but most of them present with Oliguria and that can be considered as the cause of 

poorer prognosis. 

 

Introduction 

The underlying cause of most glomerular diseases 

remains an enigma. Infectious agents, 

autoimmunity, drugs, inherited disorders, and 

environmental agents have been implicated as 

causes of certain glomerular diseases. Until the 

precise aetiology and pathogenesis of glomerular 

disorders is unravelled, we continue in the tradition 

of Richard Bright—studying the relationship of 

clinical, pathological, and laboratory signs and 

symptoms of disease, and basing our diagnostic 

categorization on these features rather than on 

etiology.
1
 

Glomerular diseases may be categorized into those 

that primarily involve the kidney (primary 

glomerular diseases), and those in which kidney 

involvement is part of a systemic disorder 

(secondary glomerular diseases). This separation of 

glomerular disease into primary versus secondary is 

somewhat problematic, because in some instances, 
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what are considered primary glomerular diseases 

are similar, if not identical, to secondary 

glomerular diseases. For example, IgA 

nephropathy, pauci-immune necrotizing and 

crescentic glomerulonephritis, anti-GBM 

glomerulonephritis, membranous glomerulopathy, 

and type I membranoproliferative 

glomerulonephritis can occur as primary renal 

diseases or as components of systemic diseases 

(i.e., Henoch-Schönlein purpura, pauci-immune 

small-vessel vasculitis, Good pasture syndrome, 

Systemic Lupus Erythematosus and 

cryoglobulinemic vasculitis respectively).
2 

 

Various forms of glomerular injury can also be 

parsed into several distinct syndromes on clinical 

grounds. These syndromes, however, are not 

always mutually exclusive. There is an acute 

nephritic syndrome producing 1–2 g/24 h of 

proteinuria. If glomerular inflammation develops 

slowly, the serum creatinine will rise gradually 

over many weeks, but if the serum creatinine rises 

quickly, particularly over a few days, acute 

nephritis is sometimes called rapidly progressive 

glomerulonephritis (RPGN). 
3
 This study has been 

carried out to correlate the clinical features of 

various nephritic syndromes with their 

histopathological findings. 

Materials and Methods:  

The present prospective study was carried out at  

Lokmanya Tilak Municipal Medical College and 

General Hospital, Sion, Mumbai.  

A. Patient Inclusions 

1. Age >12 years and <60years 

2. Patient Definition: All Patients 

diagnosed as acute nephritic 

syndrome and  presenting with 

the symptoms of  

a. Hematuria 

(microscopic or 

macroscopic) 

b. Hypertension 

c. Edema 

d. Proteinuria (Low 

grade: <500mg to 

1g; overt 

Nephrotic>3g)
40

 

B. Exclusion criteria 

• Diagnosed cases of  

o Renal/bladder  

stones  

o Renal 

Tuberculosis 

o Renal/ bladder 

malignancy 

o Renal/ bladder 

trauma 

o Known 

Hypertensive 

o Diabetes 

Mellitus 

o Pregnancy 

Methodology 

All the patients diagnosed as nephritic syndrome on 

clinical criteria satisfying one or more inclusion 

criteria stated above were included in our study. 

They underwent a series of investigations including 

few routine and few specific tests. Each of the 

patients underwent a renal biopsy (ultrasound 

guided, in prone position). These biopsy samples 

were divided in a proper way so as to study each 

part separately for light microscopy, 

Immunoflorescence and Electron Microscopy. 

Final diagnosis, based on the renal biopsy report, 

was obtained and then was correlated with clinical 

or biochemical tests carried out for the patient. 

Statistical Methods used 

Pearson Chi Square test was used primarily to find 

out the association in present study. In case of high 

error in the table continuity correction was applied. 
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In case of small sample size in the table Fisher’s 

Exact test was used to find out the association. 

Observations and results:  

In Our Study, Nephritic Syndrome was commonly 

(45.9% patients) found in age group 22-31yrs. Our 

Study showed a predominance of males (64.9%) in 

all the nephritic Syndromes. Hematuria was found 

in 66.2% cases of nephritic syndromes in our study. 

Oedema as a symptom was found in 51.4% cases of 

all the nephritic syndromes in our study. Though 

the complaint of edema was found in only 51.4% of 

cases but it was seen in 70.3% when examined. 

Hemoptysis was very uncommon amongst 

nephritic syndromes and was found in only 4.1% of 

the total 74 cases in our study. Pain in abdomen 

was found in only 7 out of 74 (9.5%) of Nephritic 

Syndrome cases. Most of the nephritic syndrome 

cases (66.2%) were not associated with fever.Upper 

Respiratory tract infection was found preceding 3 

cases (4.1%) of Nephritic Syndromes in our study  

Amongst all 74 cases, 9 (12.2%) had other features 

consistent with the diagnosis of Systemic Lupus 

Erythematosus (SLE) as defined by ARA Criteria
8
 

Oliguria was found to be associated with 33.8% of 

the Nephritic Syndromes in our study. 

Hypertension was distributed in only 37.8% cases 

of all 74 Nephritic Syndromes in our study. 
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Table No. 1: Correlation of Hematuria with Specific nephrotic syndromes on renal biopsy 

Type of Nephritis 

 

No. Hematuria p value Significant/ not 

Gross Microscopic Total 

MPGN 25 13 10 23 0.065 No 

52% 40% 92% 

PSGN 19 13 6 19 0.814 No 

68% 32% 100% 

MGN 7 0 7 7 9.91E-05 Significant 

0% 100% 100% 

ATN 5 5 0 5 - - 

100% 0% 100% 

FPGN 4 4 0 4 - - 

100% 0% 100% 

Minimal Mesangial 

GN 

4 4 0 4 - - 

100% 0% 100% 

HSP 3 3 0 3 - - 

100% 0% 100% 

MesangioPGN 3 3 0 3 - - 

100% 0% 100% 

IgAN 2 2 0 2 - - 

100% 0% 100% 

Vasculitis 2 2 0 2 - - 

100% 0% 100%   

Type of Nephritis 

 

Sensitivity Specificity Positive Predictive value Negative Predictive value 

MPGN 52% 26.53% 26.53% 52% 

PSGN 68.42% 34.55% 26.53% 76% 

MGN 0% 26.87% 0% 72% 

 

The above tables show that the Sensitivity of 

Hematuria to detect PSGN is about 68.42% but the 

specificity is very poor being only 34.55% and 

corresponding NPV and PPV are 76% and 26.53%. 

So we can say that if a patient presents with 

Hematuria he can have PSGN but Hematuria can 

be found in many other conditions other than 

PSGN. This also shows that Hematuria and MPGN 

have very poor sensitivity as well as specificity. In 

our study, none of the cases of MGN had hematuria 

associated with it. Hence it was found to have good 

NPV with Hematuria and MGN. 
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Table No. 2 : Correlation of Hypertension with Specific nephrotic syndromes 

Type of Nephritis 

 

No. Of Pt Hypertension p value Significant/ not 

Yes No Total 

MPGN 25 10 15 25 0.784 No 

40% 60% 100% 

PSGN 19 6 12 19 0.514 No 

32% 68% 100% 

MGN 7 0 7 7 0.03 Significant 

0% 100% 100% 

ATN 5 1 4 5 - - 

20% 80% 100% 

FPGN 4 0 4 4 - - 

0% 100% 100% 

Minimal Mesangial GN 4 3 1 4 - - 

75% 25% 100% 

HSP 3 3 0 3 - - 

100% 0% 100% 

MesangioPGN 3 1 2 3 - - 

33.33% 66.67% 100% 

IgAN 2 2 0 2 - - 

100% 0% 100% 

Vasculitis 2 2 0 2 - - 

100% 0% 100%   

 

Type of Nephritis 

 

Sensitivity Specificity Positive Predictive value Negative Predictive value 

MPGN 40% 63.27% 35.71% 67.39% 

PSGN 31.58% 60% 21.43% 71.74% 

MGN 0% 58.21% 0% 84.78% 

 

The tables show that HTN being present can be 

there more commonly with PSGN as compared to 

other diagnoses in the study. But presence of just 

HTN does not predict PSGN. These tables show 

that there is no statistically significant association 

between MPGN and HTN. The above tables also 

show that all the patients of MGN in the present 

study were normotensive which was found to be 

statistically significant as calculated with Fisher’s 

Exact test. This significant association has also 

given a negative predictive value of 84.78% for the 

patients of MGN with Hypertension, validity of 

which should be rechecked on a study with higher 

sample size. 
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Table No.3: Correlation of Oedema with Specific nephrotic syndromes on renal biopsy 

Type of Nephritis 

 

No. Of Pt Oedema p value (oedema as symptom) Significant/ not 

Yes No Total 

MPGN 25 21 4 25 0.120 No 

84% 16% 100% 

PSGN 19 17 2 19 0.508 No 

89% 11% 100% 

MGN 7 0 7 7 0.0043 Significant 

0% 100% 100% 

ATN 5 0 5 5 - - 

0% 100% 100% 

FPGN 4 2 2 4 - - 

50% 50% 100% 

Minimal Mesangial GN 4 2 2 4 - - 

50% 50% 100% 

HSP 3 3 0 3 - - 

100% 0% 100% 

MesangioPGN 3 3 0 3 - - 

100% 0% 100% 

IgAN 2 2 0 2 - - 

100% 0% 100% 

Vasculitis 2 2 0 2 - - 

100% 0% 100%   

 

Type of Nephritis 

 

Sensitivity Specificity Positive Predictive value Negative Predictive value 

MPGN 64% 55.10% 42.11% 75% 

PSGN 57.89% 50.91% 28.95% 77.78% 

MGN 0% 43.28% 0% 80.56% 

 

The above table shows that half of the cases of 

PSGN presented with oedema but the association 

was not found to be statistically significant. The 

above table shows that there is no statistical 

association between oedema and MPGN cases. It 

also shows that presence of oedema can guide us to 

the diagnosis of MPGN since the sensitivity is 64% 

with negative predictive value of 75%. The above 

table shows that none of the cases of MGN showed 

oedema at presentation and it is shown to be 

statistically significant. The validity of this finding 

has to be rechecked with a larger sample size study. 

 

 

 

39 



International J. of Healthcare and Biomedical Research, Volume: 03, Issue: 02, January 2015, Pages 34-45 

 

 

35 

www.ijhbr.com     ISSN: 2319-7072 
 

Table No.4: Correlation of Oliguria with Specific nephrotic syndromes on renal biopsy 

Type of Nephritis 

 

No. Of Pt Oliguria p value Significant/ not 

Yes No Total 

MPGN 25 0 25 25 1.14E-05 Significant 

0% 100% 100% 

PSGN 19 10 9 19 0.083 No 

53% 47% 100% 

MGN 7 6 1 7 0.00227 Significant 

86% 14% 100% 

ATN 5 0 5 5 - - 

0% 100% 100% 

FPGN 4 2 2 4 - - 

50% 50% 100% 

Minimal Mesangial GN 4 0 4 4 - - 

0% 100% 100% 

HSP 3 3 0 3 - - 

100% 0% 100% 

MesangioPGN 3 0 3 3 - - 

0% 100% 100% 

IgAN 2 2 0 2 - - 

100% 0% 100% 

Vasculitis 2 2 0 2 - - 

100% 0% 100%   

 

Type of Nephritis 

 

Sensitivity Specificity Positive Predictive value Negative Predictive value 

MPGN 0% 48.98% 0% 48.98% 

PSGN 52.63% 72.73% 40% 81.63% 

MGN 85.71% 71.64% 24% 97.96% 

 

The above table shows that 52.6% of the cases of 

PSGN had Oliguria on presentation which was 

found significant on Pearson’s Chi-square test. The 

association of Oliguria with PSGN had shown to 

have a specificity of 72.73% with a negative 

predictive value of 81.63% which was significant. 

The above table shows that none of the patients of 

MPGN presented with Oliguria which is also found 

to be statistically significant. The above table 

shows that most of the patients (6 of 7) presented 

with Oliguria(85.7%), which was found to be 

statistically significant. The association of Oliguria 

with MGN showed a sensitivity of 85.71% and 

Specificity of 71.64% with very high negative 

predictive value(97.96%). These results should be 

rechecked with a study with larger sample size.  
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Table No. 5: Correlation of Proteinuria with Specific nephrotic syndromes on renal biopsy 

Type of Nephritis 

 

No. Of Pt Proteinuria(g/d) p value Significant/ not 

>0.5 <0.5 Total 

MPGN 25 12 13 25 0.332 No 

48% 52% 100% 

PSGN 19 6 13 19 0.008 Significant 

32% 68% 100% 

MGN 7 0 7 7 0.583 No 

0% 100% 100% 

ATN 5 5 0 5 - - 

100% 0% 100% 

FPGN 4 3 1 4 - - 

75% 25% 100% 

Minimal Mesangial GN 4 4 0 4 - - 

100% 0% 100% 

HSP 3 3 0 3 - - 

100% 0% 100% 

MesangioPGN 3 1 2 3 - - 

33.33% 66.67% 100% 

IgAN 2 0 2 2 - - 

0% 100% 100% 

Vasculitis 2 2 0 2 - - 

100% 0% 100%   

 

Type of Nephritis 

 

Sensitivity Specificity Positive Predictive value Negative Predictive value 

MPGN 8% 83.67% 20% 64.06% 

PSGN 68.42% 34.55% 26.53% 76% 

MGN 0% 85.07% 0% 89.06% 

 

The above table shows that 68.4% cases of PSGN 

had significant proteinuria (>0.5gm/day) which was 

found to be statistically significant. The sensitivity 

of association of Proteinuria and PSGN was found 

to be 68.42%. The above table shows that there is 

no statistically significant association between 

presence of significant proteinuria (>0.5gm/day) 

and MPGN. The specificity of the association was 

found to be 83.67% which is significant. The above 

table shows that there is no statistically significant 

association between presence of significant 

proteinuria (>0.5gm/day) and MPGN.  

The specificity of significant proteinuria with MGN 

was found to be 85.07% but the validity of this 

finding should be rechecked with a study with 

larger sample size. 
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Discussion  

The present study was carried out to classify 

different types of clinically diagnosed Nephritic 

Syndromes and to find out distribution and 

correlation of clinical and laboratory parameters 

with the specific biopsy diagnosis. The commonest 

age group affected by Nephritic syndrome in our 

study was 22 -31 yrs amongst 12 to 60yrs . The 

mean age was around 31.3±8.973yrs, youngest 

patient being of 14 years and eldest being 54 yrs. 

PSGN, MGN, ATN, FPGN, Minimal Mesangial 

GN are most common in age group of 22-31yrs. 

MPGN was found to be most common in the age 

group 32-41yrs. HSP was found more common in 

12-21yrs age group . 

The most common age group affected in Rahman et 

al
45

 study group was 3
rd

 to 4
th

 decade with mean 

age of 34.97±13.01years among 12 to 65 yrs group. 

Other study done by Gohel et al
46

 showed mean age 

of 29.8years. The study done by Naini et al47 had 

average age group of 33.6±15.7yrs. The same study 

also evaluated the age distribution of different 

nephritic syndromes and they found common 

average ages as: MPGN - 28.6±15.9yrs; MGN – 

43.1±14.8yrs; IgAN – 32.8±12.3yrs; SLE-GN – 

24.4±8.0yrs. Another study done by Aggrawal et 

al
48

, had average age group affected as 

38.79±15.15yrs. Rychlik et al
49

 showed that the 

averages of different Nephritic Syndromes were: 

MPGN – 37yrs; MGN – 49yrs; IgAN – 30yrs; 

MesangioPGN – 28yrs; HSP - 19yrs.   

Clinical and Laboratory Parameters 

The distribution of various clinical and laboratory 

parameters was assessed in the study. Hematuria 

was found to be the most common symptom 

(66.2%) and most common sign was Oedema 

(70.3%) in all the nephritic syndromes in our study. 

Other clinical features found were – Hypertension 

(37.8%); Fever (33.8%) ; Oliguria (33.8%); Pain in 

abdomen (9.5%); URTI (4.1%); Hemoptysis 

(4.1%) . There were 9 patients (12.2%) who were 

diagnosed SLE . 

Hematuria is one of the most defining criteria of 

Nephritic syndrome. In our study only 66.2%  

patients of nephritic syndrome had gross or clinical 

hematuria. Note that we could not define the types 

of casts found in urine. Urine routine examination 

showed varied combination of findings in different 

Nephritic syndromes, the most common being OB, 

PC, RBC, Casts (18.9% cases) . Commonest 

finding in the urine report was Occult blood 

positivity (90.5% cases) and 2
nd

 commonest was 

Pus cells (71.5%). Significant RBC’s (which 

defines microhematuria) were found in 69 of 74 

cases (93%). Overall only two patients were 

negative for both microscopic and gross hematuria 

(both were cases of MPGN) Hence, the overall 

patients with hematuria were 72 of 74 (97%) . In 

our study, when correlating clinical features with 

specific nephritic syndromes, clinical/gross 

Hematuria was found to be associated with 68.4% 

cases of PSGN which was statistically 

insignificant. [Table No. 20]. This symptom has 

shown sensitivity of 68.42% and negative 

predictive value of 76%. The specificity was found 

to be just 34.55%. So we can say that clinical /gross 

Hematuria can prompt for the search for PSGN at 

the same time absence of it can make diagnosis of 

PSGN unlikely. When clinical/gross hematuria was 

compared with MPGN, it was found to be present 

in almost half (52%)(13 of 25) cases which was 

statistically insignificant [Table No.20]. Sensitivity 

(52%), specificity (26.53%), negative (26.53%) and 

positive predictive value (52%) were poor. MGN 

and clinical/gross Hematuria were found to be 

significantly correlated in the sense that none of the 

cases of MGN had Hematuria [Table No.20]; but 

all of them had microscopic hematuria. Overall 

NPV of clinical hematuria was found to be 72%. 

Among rest of the types found in our study (i.e. 

42 
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ATN, FPGN, Minimal mesangial, HSP, 

MesangioPGN, IgAN and Vasculitis), all had gross 

hematuria. 

Hypertension is one of the most important 

sign associated with nephritic syndrome. In our 

study we have used JNC 7 guidelines to define 

hypertension present or not. We have not divided 

our patients into pre-hypertension, Stage I or stage 

II hypertension. The patients either had BP<140/90 

or >140/90(or either >140SBP and/or >90 DBP). 

Hypertension was found in 37.8% cases in our 

study. Hypertension when correlated with PSGN, 

68% cases had no hypertension as diagnosed per 

JNC7 guidelines. Though the association was not 

statistically significant, it showed specificity of 

60% and NPV of 71.74%. When comparing HTN 

with MPGN, it also has a specificity of 63.27% and 

NPV of 67.39% . While correlating HTN with 

MGN, None of the cases had HTN which was 

found to be statistically significant. Among other 

types of Nephritic syndromes in our study, most 

cases of MesangioPGN (66.67%); ATN (80%) and 

FPGN (100%) had less incidence of Hypertension. 

Minimal mesangial GN (75%); HSP, IgAN, 

Vasculitis (each 100%) had high incidence of 

Hypertension as the presenting complaint.  PSGN 

will have HTN in 60% cases. Also, when HTN is 

not there, the diagnosis of PSGN is likely. 

Oedema was the commonest sign found in 

our study (70.3%). Most of the times the oedema 

started at face then progressed to leg and it was of 

short duration. Few cases showed anasarca. As 

against this, only 51.4% cases had the symptom of 

oedema. Oedema as symptom, was found to be 

associated with 57.9% of the cases of PSGN, and 

as sign it was associated with 89% cases of PSGN. 

Only two patients had no oedema after 

examination.  MPGN had 64% cases with oedema 

as symptom and overall 84% cases with oedema. It 

has shown sensitivity of 64%. In light of NPV of 

77.78% and 75%, we can say that absence of 

oedema can make PSGN and MPGN less likely. 

Oedema was found to be associated significantly 

with MGN in the sense that none of the cases of 

MGN had Oedema as presenting symptom  and 

surprisingly none had oedema even after 

examination. 

Gohel et al
 

 showed most common 

symptom as Facial swelling (92%) followed by 

Anasarca (80%) in their study.
4
 Rahman etal

 5
 

found that the most common clinical presentation 

in that study was whole body swelling with Anuria, 

HTN, renal failure which was found in 27.12% 

cases. Not many other studies have correlated 

oedema with nephritic syndrome. It is more used as 

a comparison in nephrotic syndrome 
6-16 

Oliguria 

was found in 33.8% cases.When compared to 

specific syndromes, Oliguria was found in around 

half of the cases of PSGN (52.6%) with Sensitivity 

of 72.73% and NPV of 81.63% . Interestingly none 

of the cases of MPGN had Oliguria. On the other 

hand, MGN had 85.7% cases with Oliguria at 

presentation, which was found to be statistically 

significant. It also has shown Sensitivity, 

Specificity and NPV of 85.71%, 71.64% and 

97.96%. We can say that Oliguria should prompt 

search for PSGN or MGN and also, at the same 

time its absence can almost rule out PSGN or 

MGN. Absence of Oliguria in MPGN should be 

correlated and confirmed with higher sample size. 

Among others, none of Minimal Mesangial GN and 

MesangioPGN had oliguria. All of the cases of 

IgAN, HSP and vasculitis had oliguria. Most 

importantly, all the cases of ATN that were thought 

to be nephritic syndrome were non-oliguric. This 

might explain their behaviour as 

glomerulonephritis and also that they have 

presented late in the course of the disease and had 

never realised of oliguria. 

43 
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Proteinuria was found in all the cases of 

nephritic syndromes and the mean 24hr urine 

protein was found to be 0.6849± 0.67487gm/day. 

Most of the cases had 24hr proteinuria in the range 

of zero to 0.5gm (51.4%) and very few (8.1%) had 

24hr proteinuria of more than 2 gm/day .  Rest of 

the cases had proteinuria of: 0.5 to 1 gm (35.1%) 

and 1- 1.9 (5.4%). 24hr Proteinuria (>0.5gm) when 

correlated with the three diagnoses, the association 

was found to be statistically significant in the 

patients of PSGN .  There was no patient with 

MGN with Proteinuria (>0.5gm /day). The 

specificity of 24hr Proteinuria in the diagnosis of 

MGN and MPGN was found to be more than 80%. 

PSGN showed sensitivity of 68.42% and NPV of 

76%. So we can say that the presence of proteinuria 

(>0.5gm/day) is common in all three common 

Nephritic Syndrome. Among others, MesangioPGN 

and IgAN (!!) had low grade proteinuria 

(<0.5gm/d) while others (HSP; Minimal Mesangial; 

ATN; FPGN and vasculitis) mostly have shown 

high grade (>0.5) proteinuria.  

The study by Gohel et al4 had all the 

nephritic syndromes with 24hr proteinuria of 

>3gm. In the study by Rahman et al
 5

, The same 

study had mean 24 hr proteinuria: 0.5gm to 1.5gm 

(23.29%), 1.6 to 2.5gm (47.95%) and 2.6 to 3.5 

(28.76%) cases. Rychlik et al
49

 have evaluated a 

low grade (<3.5gm/d) and high grade Proteinuria 

(>3.5gm/d) in renal diseases, including nephritic 

syndromes. They found the incidence as 42.3% and 

42%. Many Immunological parameters were 

studied in the present study. Out of the intended 

ones, none of the patients in our study had ANCA 

or AntiGBM positivity. Amongst others, the most 

common immunological finding associated with 

nephritic syndromes was low levels of C3 and C4, 

combined.  Other parameters studied were – ANA 

+ dsDNA(2.7%); low C4(50%); low C3 (45.9%); 

ANA (20.3%); ASLO(6.8%); CRP(2.7%) [Table 

No.16, 17A-E]. There were no studies found which 

have studied there markers in nephritic syndromes. 

Renal Biopsy Diagnosis 

The most common type of nephritic syndrome 

found in our study was  Membrano Proliferative 

Glomerulonephritis (MPGN) (33.8%); 2
nd 

 and 3
rd

 

common being Post-streptococcal glomerul-

onephritis (PSGN) (25.7%) and Membranous 

Glomerulonephritis (MGN)(9.5%)  

Certain newer techniques like data mining 

techniques etc will be helpful for more accurate and 

predictive analysis. 
17

In healthcare education such 

implications will be better for more accuracy and 

understanding.18 

Conclusions: 

The study of Acute Nephritic Syndromes shows 

Male predominance (M:F=1.8:1); most common 

age group affected being 22-31yrs. Hematuria was 

found to be the most common symptom and most 

common sign was Oedema in all the nephritic 

syndromes. Proteinuria was found in all the cases 

of nephritic syndromes and it was less than 1 

gm/day. This study showed that almost half of the 

patients of acute nephritic syndromes had non-

oliguric renal failure. The most common 

immunological finding associated with nephritic 

syndromes was low levels of C3 and C4, combined. 
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