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Abstract

Background and study aim : Renal complications are frequent 
extraintestinal manifestations in inflammatory bowel disease 
(IBD). We aimed in our study to describe the spectrum of renal 
affection in our IBD patients.
Patients and methods : This study is a retrospective analysis of renal 
biopsies done for IBD patients who developed renal diseases, at 
Cairo University Hospital, from June 2005 to Jan. 2016. 
Results : Among 896 IBD patients, 218 patients (24.3%) developed 
renal affection. The onset of renal disease mandated renal biopsy 
at 5.6 ± 7.4 years after IBD diagnosis. Nephrotic range proteinuria 
was the most common indication for a renal biopsy [81 (37.15%) 
patients]. Amyloidosis was the most common renal pathological 
diagnosis [56 patients (25.7%)] followed by immunoglobulin A 
(IgA) nephropathy [35 patients (16.1%)], focal segmental glome- 
rulosclerosis (FSGS) [32patients (14.7%)], crescentic glomerulo-
nephritis (CGN) [32 patients (14.7%)], membranous nephropathy 
(MN) [18 patients (8.25%)], minimal change disease [17 patients 
(7.7%)], chronic interstitial nephritis (CIN) [10 patients (4.6%)], 
acute tubular necrosis (ATN) [8 patients (3.7%)], thrombotic 
microangiopathy (TMA) [6 patients (2.75%)], and acute interstitial 
nephritis (AIN)[4 patients (1.8%)]. Variable renal histopathology 
diagnoses did not correlate with age, duration of IBD diagnosis, 
or drugs used for IBD treatment. Crescentic GN was significantly 
correlating with ASCA, ANCA-p, and ANCA-c in serum.
Conclusion : Amyloidosis is a common renal pathological diagnosis 
in our patients, and is followed by IgA nephropathy, and FSGS.  
(Acta gastroenterol. belg., 2018, 81, 381-386).
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Introduction

 Extraintestinal manifestations are common complica-
tions of inflammatory bowel disease (IBD) occurring 
with a variable incidence ranging from 6% to 47% of 
IBD patients (1). Various forms of renal and urological 
complications were found to develop in 4 to 23% 
of IBD patients (2). Of these complications; kidney 
stones and enterovesical fistulas are the most common 
manifestations. On the other hand; forms of renal 
parenchymal involvement are not uncommon and their 
spectrum have been described before (2, 3). We have 
tried to describe the patterns of renal affection in a cohort 
of IBD patients with renal dysfunction in our community 
and to analyze them in the context of previous reports.

Patients and methods

 Cairo University Hospital is a major hospital and a 
tertiary referral center serving patients from Cairo and 

also patients referred from all other governorates of 
Egypt. We obtained the hospital records of 896 IBD 
patients for whom a diagnosis of Ulcerative colitis 
(UC), or Crohn’s disease (CD) was confirmed between 
June 2005 and January 2016. Of these IBD patients; 
218 developed renal affection throughout the follow-
up duration. These patients with renal complications 
underwent renal biopsy, and we analyzed the results of 
these renal biopsies.
 The Medical data were obtained from patient files, 
dating to the time of presentation of renal disease and 
biopsy. These data included epidemiological data, and 
laboratory parameters and immunology screening. The 
severity of IBD was recorded based upon the Montreal 
Classification of IBD severity (4).
 The histopathological findings of IBD were recorded 
according to the guidelines of the British Society of 
Gastroenterology; and described as the presence or 
absence of each of the following pathological features: 
cellular infiltrate, focal inflammation, micro-fistulization, 
non caseating granulomas, vascular congestion, crypt 
abscesses, mucin depletion, and malignant change (5).

Kidney Biopsy

 All of the renal biopsies were performed according 
to established indications for renal biopsy: the patient 
suffering from nephritic or nephrotic syndromes, unex-
plained renal failure, sub-nephrotic range proteinuria, or 
glomerular hematuria (6-8). The renal biopsy specimens 
were evaluated by light and immune fluorescence 
microscopes by a specialized nephro-pathology team 
in the pathology department according to standardized 
methods (9).

Light Microscopy

 Briefly, the kidney biopsy specimens were fixed 
in buffered formalin, dehydrated in graded alcohols, 
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patients], followed by subnephrotic range proteinuria [38 
patients (17.4%)]. Persistent isolated hematuria was the 
least common indication for renal biopsy [13 patients 
(5.9%)] after urological causes were excluded (Table 2). 

Kidney biopsy findings

 The most common renal pathological diagnosis in our 
patients was renal amyloidosis [56 patients (25.7%)].The 
second most common renal pathological diagnosis was 
mesangial proliferation with IgA deposits [35 patients 
(16.1%)], followed by FSGS [32 patients (14.7%)], 
crescentic glomerulonephritis (GN) [32 patients (14.7%)], 
membranous nephropathy [18 patients (8.25%)], minimal 
change disease (MCD) [17 patients (7.7% )], chronic 
interstitial nephritis (CIN) [10 patients (4.6%)], acute 
tubular necrosis (ATN) [8 patients (3.7%)], thrombotic 
microangiopathy (TMA) [6 patients (2.75%)], and acute 
interstitial nephritis (AIN) [4 patients (1.8%)] (Figure 1,  
Table 3).
 Analysis of our data revealed that amyloidosis 
developed secondarily to CD rather than UC (P= 0.0015), 

and embedded in paraffin using standard techniques. 
Serial 3-mm-thick sections were cut and treated with 
hematoxylin and eosin, Jones methenamine silver, 
Masson trichrome, or periodic acid-Schiff reagent. Patho-
logical diagnosis of granulomatous interstitial nephritis 
depended upon the detection of interstitial nephritis in 
which the inflammatory infiltrate contained at least 
one aggregate of epithelioid histiocytes admixed with 
lymphocytes with or without multinucleated giant cells. 
To differentiate amyloid from other hyaline deposits, 
Red Congo stain was used.  Amyloid material has a high 
affinity for Congo Red stain; amyloid deposits exhibit a 
characteristic green birefringence when examined with 
polarized light.

Immunofluorescence Microscopy

 The samples were transported in Michel media, 
washed in buffer, and frozen in a cryostat. The samples 
cut in 5 mm sections, were rinsed in buffer and reacted 
with fluorescein-tagged polyclonal rabbit antihuman 
antibodies to IgG, IgA, IgM, C3, C4, C1q, fibrinogen, 
k or l light chains (Dako, Carpenteria, CA; USA; Kent 
Laboratories, Bellingham, WA, USA) for 1 hour and 
rinsed; a cover slip was applied using aqueous mounting 
media.

Statistical Analyses

 We performed all of the statistical calculations using 
the Statistical Package for the Social Sciences (SPSS Inc., 
Chicago, IL, USA) version 15 for Microsoft Windows. 
The data were statistically described in terms of means 
and standard deviations, frequencies and percentages 
when appropriate. We performed a two-sample test 
of proportions (Z-test). A P value less than 0.05 was 
considered to be statistically significant.

Results

Clinical and laboratory data

 The study involved 218 patients with IBD and renal 
affection [143 (65.6%) males, and 75 females (34.4%)]. 
The mean age of the cohort was 37.3±8.9 years. Of these 
patients, 161 (73.85%) had UC, and 57 (26.15%) had CD. 
Their mean serum creatinine of the patients at the time of 
renal biopsy was 1.159±1.027 mg/dl (Table 1). The onset 
of renal disease occurred a mean of 5.6 ± 7.4 years after 
the IBD diagnosis. Forty six patients were affected by 
extra-intestinal disease (24 patients had episcleritis and 
iridocyclitis, 19 patients had ankylosing spondilitis, and 
3 patients had erythema nodosum). 

Kidney biopsy indications 

 Nephrotic range proteinuria was the most common 
indication for renal biopsy in our cohort [81 (37.15%) 

Parameter Mean SD Minimum Maximum
Serum Creatinine 
(mg/dl) 1.159 1.0271 0.400 7.000

Urea (mg/dl) 42.870 30.0356 10.000 190.000
Serum albumin 
(g/dl) 3.174 0.4929 2.100 4.300

Proteinuria (gm/
day) 2.868 1.0313 1.000 6.000

Uric acid (mg/dl) 4.887 1.1059 2.500 8.200

ESR (mm/ 1sthour) 74.913 12.5579 55.000 100.000
Calcium (mg/dl) 8.174 0.6306 6.800 9.000
Phosphorous (mg/
dl) 3.874 0.8181 2.500 5.800

ALT Iu/ml 43.339 25.1384 15.000 96.000

C4 21.264 8.2287 5.600 38.000

C3 121.278 24.4093 78.000 187.000
Hemoglobin (gm/
dl) 10.294 2.7666 3.700 16.200

Platelet (x1000/ml) 249.390 100.1178 11.000 515.000

WBCs (x1000/ml) 7.463 2.6323 2.700 24.800

Table 1. — Laboratory criteria of involved patients at time 
of renal biopsy

ESR erythrocyte sedimentation rate, C3 complement factor 3, C4 complement 
factor 4, ALT alanine transaminase.

Indication for renal biopsy N (%)
Nephrotic range proteinuria 81 (37.15%)
Subnephrotic range proteinuria 38 (17.4%)
Acute nephritis 35 (16.1%)
Recurrent hematuria and persistent proteinuria 33 (15.15%)
Impaired kidney function ( serum creatinine > 
1.5mg/dl) 18 (8.2%)

Isolated hematuria after exclusion of urological 
causes 13 (6%)

Table 2. — Indications for renal biopsy in involved patients
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Antibodies-p (p-ANCA) were detected in 7 patients 
[including 2 of 57 (3.5%) CD patients, and 5 of 161 (3%) 
UC patients]. Anti-Cytoplasmic Antibodies-c (c-ANCA) 
were also detected in 7 patients [including 3 out of 57 
(5.2%) CD patients, and 4 out of 161 (2.5%) UC patients].
The presence of ASCA, ANCA-p, and ANCA-c in 
serum was significantly correlated with the detection of 
crescentic GN in renal biopsies (P= 0.001, 0.013, and 
0.018, respectively).

IBD treatment 

 5-aminosalicylic acid (5-ASA) was the most common 
IBD drug and used by 215 patients, 3 of whom had 
hypersensitivity to this drug. Oral steroid therapy was 
used by 57 patients (CD16, UC 41) and metronidazole 
by 69 patients (CD12, UC 57). Azathioprine was used 
by 79 patients, Cyclosporine was used by 53 patients, 
Etanrecept was by only 29 patients (9 CD, 20 UC), and 
infliximab was prescribed for 28 patients (7 CD, 21 UC). 
Drugs used for IBD had no correlations with any of the 
renal histopathological diagnoses detected.

Complications of renal biopsy

 Of our IBD patients subjected to renal biopsy, 6 
patients (2.8%) developed transient hematuria after 
biopsy, and 1 patient (0.45%) of them had peri-nephric 
hematoma confirmed by computerized tomography (CT) 
imaging with blood hemoglobin drop necessitating blood 
transfusion and percutaneous arterial catheterization 
to stop the bleeding. None of the patients required a 
nephrectomy.

Discussion

 Monitoring of kidney functions and urinary protein 
excretion at least once per year is advised for IBD patients 
(10). Development of nephritic or nephrotic syndromes, 

but with no specific relation to gender (P=0.107), nor with 
IBD location as assessed by the Montreal Classification 
[P=0.063] (Table 3).
 The other variable renal histopathology diagnoses also 
did not correlate with the age of patients, or the duration 
of the IBD diagnosis. Furthermore, no correlation was 
found between the renal histopathology diagnosis and the 
severity of IBD as assessed by the Montreal Classification 
or with any specific pathologic features of IBD.
 In terms of interstitial nephritis, we did not find a 
relation between interstitial nephritis and ASA in our 
IBD patients.

Immunology parameters

All of our patients were negative in terms of the presence 
of Anti-Nuclear Antibodies (ANA), and Anti-Double 
stranded Antibodies (ADNA). Anti-Saccharomyces 
Cerevisiae Antibodies (ASCA) were positive in only 31 
patients [including 26 out of 57 (45.6%) CD patients, 
and 5 out of 161 (3%) UC patients]. Anti-Cytoplasmic 

Pathological diagnosis (N) % of kidney % of all IBD UC, [CD] P value

affected patients patients
Amyloidosis (56 patients) 25.70% 6.25% 24, [32] 0.0015
IgA nephropathy (35 patients) 16.10% 3.9% 22, [13] 0.49

Crescentic glomerulonephritis (32 patients) 14.70% 3.6% 21, [11] 0.647
Focal segmental 
glomerulosclerosis (32 patients) 14.70% 3.6% 18, [14] 0.325
Membranous glomerulopathy (18 patients) 8.25% 2.0% 17, [1] 0.78

Minimal change disease (17 patients) 7.70% 1.9% 11, [6] 0.794

Chronic interstitial nephritis (10 patients) 4.60% 1.1% 9, [1] 0.877

Acute tubular necrosis (8 patients) 3.70% 0.9% 7, [1] 0.911

Thrombotic microangiopathy (6 patients) 2.75% 0.7% 3, [3] 0.838

Acute interstitial nephritis (4 patients) 1.80% 0.04% 3, [1] 0.995

Table 3. — Spectrum of renal pathological diagnosis of involved patients

Fig. 1. — Distribution of renal pathological diagnosis in involved IBD 
patients.

Iga : Immunoglobulin A. FSGS : Focal segmental glomerulosclerosis. MCD : 
Minimal change disease. ATN : Acute tubular necrosis. AIN : Acute interstitial 
nephritis. CIN : Chronic interstitial nephritis. TMA : Thrombotic micr-angiopathy.
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 Furthermore, both IBD and IgA nephropathy have 
been found to be associated with HLA-DR1 refering to 
another link in the genetic susceptibility form (33). 
 Crescentic GN which is a severe form of proliferative 
inflammation affecting the renal glomeruli has been 
previously reported to be a variant of renal involvement 
in IBD patients (35). 
 In this study; crescentic GN was the next most common 
form of renal involvement after renal amyloidosis, and 
IgA nephropathy. It affected 32 out of 218 patients 
(17.4%). More importantly, the presence of crescentic 
GN was significantly correlated with positive serum 
ASCA that has been found to be associated with highly 
aggressive phenotypes of IBD (36). 
 Additionally, crescentic GN was found to be correlated 
with serum ANCA-p, and ANCA-c. Such a relation has 
been suggested but not confirmed previously in IBD 
patients (37). This finding should again raise the issue of 
whether the ANCA found in IBD patients have the same 
antigenic targets of ANCA found in renal vasculitis (38).
Inflammatory bowel disease-associated interstitial 
nephritis has been frequently described to accompany the 
usage of ASA (2, 39, 40). However, in this study we did 
not find a similar relation between interstitial nephritis 
and ASA in our IBD patients.
 The ultrasound guided-renal biopsy procedure was 
performed according to standard guidelines. Such a 
technique is associated with a low incidence of com-
plications comparable to the incidence reported by 
Camilla et al. (41). It appears to be quite safe as an 
essential diagnostic tool to establish the nature of renal 
involvement and to determine the correct management 
plan.
 As a non invasive alternative, urinary markers such as 
alpha-1-microglobulin [alpha-1-M] and N-acetyl-beta-
D-glucosaminidase [NAG] were evaluated to assess renal 
function in IBD patients (42, 43). These tubular enzymes 
were found to be a sensitive and specific screening 
marker of renal damage in IBD patients, but they are not 
yet available as a screening tool, and could not clearly 
define the exact pattern of renal involvement.

Conclusions

 Among the renal diseases that affected our IBD 
patients, amyloidosis was the most common renal 
pathological diagnosis. IgA nephropathy was next, and 
FSGS and crescentic GN followed. Crescentic GN was 
significantly correlated with the detection of ASCA, 
ANCA-p, and ANCA-c in the serum of our patients. No 
relations were found between the various forms of GN 
diagnosed and the IBD drugs used in the treatment of 
our patients.

Ethical Committee Approval

 The local ethical committee of the Internal Medicine 
department, School of Medicine, Cairo University, 
approved this work.

unexplained renal failure, sub-nephrotic range proteinu-
ria, or glomerular hematuria mandate a renal biopsy 
according to established general recommendations (6-8) 
to precisely define the histopathological pattern of renal 
affection. 
 Regardless of its cause, amyloidosis is a disease in 
which insoluble fibrillar protein aggregates precipitate 
in the extracellular tissues of various organs, eventually 
affecting their functions (11)
 In secondary amyloidosis (AA), the amyloid fibrils 
are derived from serum amyloid A protein, which is 
an acute-phase reactant protein developing in chronic 
inflammatory or infectious diseases.
After chronic inflammatory arthropathy, chronic infec-
tions, and periodic fever syndromes, CD ranks as the 
fourth most common cause of secondary amyloidosis 
(12).
 Several previous reports have described IBD-associa-
ted amyloidosis (13-18), with a variable incidence 
ranging between 0.5 and 0.9% in the United States (19, 
20), 2% in England (21), and 6 and 8% of patients with 
CD in Northern Europe (22-24).
 Among the various renal diseases that were detected in 
the study cohort, amyloidosis was the most common renal 
pathological diagnosis [56out of 218 patients (25.7%)]. 
 The risk of IBD-associated amyloidosis was reported 
to be 10 - 15 fold higher in CD cases than in UC cases 
(25). It is also more common in male IBD patients (2).
 In this study, amyloidosis developed more frequently 
in CD individuals than UC individuals [P=0.0015]. 
However, no specific preponderance to gender [P=0.107], 
or IBD location as assessed by the Montreal Classification 
was observed [P=0.063]. 
 A diagnosis of amyloidosis in our patients relied 
upon the detection of characteristic green birefringence 
of the amyloid deposits with the Congo Red stain. 
Unfortunately, immunohistochemical examination with 
anti-amyloid AA-specific monoclonal antibodies was 
unavailable in our laboratory for definite confirmation of 
the type of the amyloid fibrils.
 Concerning IBD associated IgA nephropathy, the 
first two cases were reported in 1984 by Hubert (26).
This investigator described the development of IgA 
nephropathy during relapse of IBD. He also demonstrated 
the remission of IgA nephropathy after successful 
treatment of IBD. This remission was proven by repeat 
kidney biopsy. Several subsequent case reports have also 
described IBD-associated IgA nephropathy (27-33).
 Similarly, we found IgA nephropathy in this study to 
be a common IBD-associated renal disease along with 
renal amyloidosis.
I gA is well known to play an important defensive role 
in the gastrointestinal mucosa. The pathogenesis of this 
secondary form of IgA nephropathy may be attributed 
to concomitant factors including mucosal inflammation 
with subsequent chronic immune stimulation together 
with loss of tolerance, and dysregulated IgA production 
and transport (34).

4-Fayed.indd   384 20/09/18   19:07



Patterns of renal involvement in a cohort of patients with inflammatory bowel disease in Egypt 385

Acta Gastro-Enterologica Belgica, Vol. LXXXI, July-September 2018

Human and Animal Rights

 All procedures performed in this study involving 
human participants were in accordance with the ethical 
standards of the institutional and/or national research 
committee and with the 1964 Helsinki declaration and its 
later amendments or comparable ethical standards.

Informed consent

 “Informed consent was obtained from all individual 
participants included in the study”.
Conflict of interest: The authors have declared that no 
conflict of interest exists.

References

1. DANESE S, SEMERARO S, PAPA A, ROBERTO I, SCALDAFERRI F, 
FEDELI G, et al. Extraintestinal manifestations in inflammatory bowel 
disease. World J. Gastroent., 2005, 14 : 227-236.

2. PARDI DS, TREMAINE WJ, SANDBORN WJ, MCCARTHY JT. 
Renal and urologic complications of inflammatory bowel disease. Am. J. 
Gastroenterology, 1998, 93 : 504-514.

3. OIKONOMOU K, KAPSORITAKIS A, ELEFTHERIADIS T, STEFANIDIS 
I, POTAMIANOS S. Renal manifestations and complications of IBD. 
Inflammatory Bowel Dis., 2011, 17 : 1034-1045.

4. SILVERBERG MS, SATSANGI J, AHMAD T, ARNOTT ID, BERNSTEIN 
CN, BRANT SR, et al. Toward an integrated clinical, molecular and 
serological classification of inflammatory bowel disease: report of a Working 
Party of the 2005 Montreal World Congress of Gastroenterology. Can. J. 
Gastroent., 2005, 19 Suppl. A : 5A-36A.

5. D JENKINS, M BALSITIS, S GALLIVAN, M F DIXON, H M GILMOUR, 
N A SHEPHERD, et al. Guidelines for the initial biopsy diagnosis of 
suspected chronic idiopathic inflammatory bowel disease. The British Society 
of Gastroenterology Initiative. J. Clin. Pathol., 1997, 50(2) : 93-105.

6. BANDARI J ,  FULLER TW , TURNER RM ІІ,  D’AGOSTINO LA. Renal 
biopsy for medical renal disease: indications and contraindications. Can. J. 
Urol., 2016, 23 : 8121-8126.

7. RICHARDS NT, DARBY S, HOWIE AJ, ADU D, MICHAEL J. Knowledge 
of renal histology alters patient management in over 40% of cases. Neph. 
Dial. Transplant., 1994, 9 : 1255.

8. FUIANO G, MAZZA G, COMI N, CAGLIOTI A, DE NICOLA L, IODICE 
C, et al. Current indications for renal biopsy: a questionnaire-based survey. 
Am. J. Kidney Dis., 2000, 35 : 448.

9. WALKER PD. The renal biopsy. Arch. Pathol. Lab. Med., 2009, 133 : 181-
188.

10. CORICA D, ROMANO C. Renal Involvement in Inflammatory Bowel 
Diseases. Journal of Crohn’s and Colitis, 2016, 10 : 226-235.

11. MERLINI G, BELLOTTI V. Molecular mechanisms of amyloidosis. N. Engl. 
J. Med., 2003, 349 : 583-96.

12. LACHMANN HJ, GOODMAN HJ, GILBERTSON JA, GALLIMORE JR, 
SABIN CA, GILLMORE JD, et al. Natural history and outcome in systemic 
AA amyloidosis. N. Engl. J. Med., 2007, 356 : 2361-71.

13. ARORA G, SINGH G, VADHAVKAR S, SHAH SB, MANNALITHARA 
A, MITHAL A, et al. Incidence and risk of intestinal and extra-intestinal 
complications in Medicaid patients with IBD: a 5-year population-based 
study. Digestive Diseases Sci., 2010, 55 : 1689-95.

14. SERRA I, OLLER B, MAÑOSA M, NAVES JE, ZABANA Y, CABRÉ E, 
et al. Systemic amyloidosis in IBD: retrospective study on its prevalence, 
clinical presentation, and outcome. J. Crohns Colitis, 2010, 4 : 269-74.

15. ARÉVALO GA, TORRES AM, MUÑOZ VJ, POYATOS RH, GUTIÉRREZ 
RM, MERLO RR, et al. Amyloidosis and Crohn´s disease. Rev. Esp. Enferm. 
Dig., 2011, 103 : 268-74.

16. DENIS MA, COSYNS JP, PERSU A, DEWIT O, DE GALOCSY C, HOANG 
P, et al. Control of AA amyloidosis complicatingCD : a clinico-pathological 
study. Eur. J. Clin. Invest., 2013, 43 : 292-301.

17. MIYAOKA M, MATSUI T, HISABE T, YANO Y, HIRAI F, TAKAKI Y, et al. 
Clinical and endoscopic features of amyloidosis secondary to CD: diagnostic 
value of duodenal observation and biopsy. Dig. Endoscopy, 2011, 23 : 157-65.

18. SATTIANAYAGAM PT, GILLMORE JD, PINNEY JH, GIBBS SD, 
WECHALEKAR AD, GILBERTSON JA, et al. Inflammatory bowel disease 
and systemic AA amyloidosis. Digestive Diseases Sci., 2013, 58 : 1689-97.

19. GREENSTEIN AJ, JANOWITZ HD, SACHAR DB. The extra-intestinal 
complications of Crohn’s disease and ulcerative colitis: a study of 700 
patients. Medicine (Baltimore), 1976, 55 : 401-412.

20. GREENSTEIN AJ1, SACHAR DB, PANDAY AK, DIKMAN SH, MEYERS 
S, HEIMANN T, et al. Amyloidosis and inflammatory bowel disease. A 50-
year experience with 25 patients. Medicine (Baltimore), 1992, 71 : 261-270.

21. COOKE WT, MALLAS E, PRIOR P, ALLAN RN. Crohn’s disease: course, 
treatment and long term prognosis. Q. J. Med., 1980, 49 : 363-384.

22. FAUSA O, NYGAARD K, ELGJO K. Amyloidosis and Crohn’s disease. 
Scand. J. Gastroenterol., 1977, 12 : 657-662. 

23. LIND E, FAUSA O, GJONE E, MOGENSEN SB. Crohn’s disease. Treatment 
and outcome. Scand. J. Gastroenterol., 1985, 20 : 1014-1018.

24. WETERMAN IT, BIEMOND I, PEÑA AS. Mortality and causes of death 
in Crohn’s disease. Review of 50 years’ experience in Leiden University 
Hospital. Gut, 1990, 31 : 1387-1390.

25. TOSCA CUQUERELLA J, BOSCA-WATTS MM, ANTON AUSEJO 
R, TEJEDOR ALONSO S, MORA DE MIGUEL F, MINGUEZ PEREZ 
M. Amyloidosis in Inflammatory Bowel Disease: A Systematic Review of 
Epidemiology, Clinical Features, and Treatment. J. Crohns Colitis, 2016, 
1245-1253.

26. HUBERTD, BEAUFILS M, MEYRIER A. Immunoglobulin A glomerular 
nephropathy associated with inflammatory colitis. Apropos of 2 cases. Presse 
Med., 1984, 13 : 1083-1085.

27. FORSHAW MJ, GUIRGUIS O, HENNIGAN TW. IgA nephropathy in 
association with Crohn’s disease. Int. J. Colorectal Dis., 2005, 20 : 463-465.

28. PIPILI C, MICHOPOULOS S, SOTIROPOULOU M, MPAKIRTZI T, 
GRAPSA E: Is there any association between IgA nephropathy, Crohn’s 
disease and H. pylori infection? Renal Failure, 2012, 34 : 506-509.

29. KU E, ANANTHAPANYASUT W, CAMPESE VM. IgA nephropathy in a 
patient with ulcerative colitis, Graves’ disease and positive myeloperoxidase 
ANCA. Clin. Nephrol., 2012, 77 : 146-150.

30. CHOI JY1, YU CH, JUNG HY, JUNG MK, KIM YJ, CHO JH, et al: A case 
of rapidly progressive IgA nephropathy in a patient with exacerbation of 
Crohn’s disease. BMC Nephrol., 2012, 13 : 84.

31. TRIMARCHI HM, IOTTI A, IOTTI R, FREIXAS EA, PETERS R. 
Immunoglobulin A nephropathy and ulcerative colitis. A focus on their 
pathogenesis. Am. J. Nephrol., 2001, 21 : 400-405.

32. ONIME A, AGABA EI, SUN Y, PARSONS RB, SERVILLA KS, MASSIE 
LW, et al. Immunoglobulin A nephropathy complicating UC. Int. Urol. 
Nephrol., 2006, 38 : 349-353. 

33. TAKEMURA T, OKADA M, YAGI K, KUWAJIMA H, YANAGIDA H. 
An adolescent with IgA nephropathy and Crohn disease: Pathogenetic 
implications. Pediatr. Nephrol., 2002, 17 : 863-866.

34. POURIA S, BARRATT J. Secondary IgA nephropathy. Semin. Nephrol., 
2008, 28 : 27-37. 

35. WILCOX GM, ARETZ TH, ROY MA, ROCHE JK. Glomerulonephritis 
associated with inflammatory bowel disease. Gastroenterology, 1990, 98 : 
786-791.

36. GOLOGAN S, IACOB R, PREDA C, VADAN R, COTRUTA B, 
CATUNEANU AM, et al. Higher Titers of Anti–Saccharomyces Cerevisiae 
Antibodies IgA and IgG are Associated with More Aggressive Phenotypes in 
Romanian Patients with Crohn’s Disease. J. Gastrointestin. Liver Dis., 2012, 
21(1) : 39-44.

37. ROSA M1, ESPOSITO C, CAGLIOTI A, MAZZA G, CAPRIA M, COMI 
N, et al. Does the presence of ANCA in patients with ulcerative colitis 
necessarily imply renal involvement?. Nephrol. Dial. Transplant, 1996, 11 : 
2426-2429.

38. SAVIGE JA, CHANG L, WILSON D, BUCHANAN R. Autoantibodies and 
target antigens in antineutrophil cytoplasmic antibody (ANCA) associated 
vasculitides. Rheumatol. Int., 1996, 16 :109-114.

39. GISBERT JP, GONZA´LEZ-LAMA Y, MATE´ J. 5-Aminosalicylates and 
renal function in IBD: A systematic review. Inflamm. Bowel Dis., 2007, 13 : 
629-638. 

40. OIKONOMOU KA, KAPSORITAKIS AN, STEFANIDIS I, POTAMIANOS 
SP. Drug-induced nephrotoxicity in IBD. Nephron. Clin. Pract., 2011, 119 : 
c89-c94.

41. TØNDEL C, VIKSE BE, BOSTAD L, SVARSTAD E. Safety and Com-
plications of Percutaneous Kidney Biopsies in 715 Children and 8573 Adults 
in Norway 1988–2010. Clin. J. Am. Soc. Nephrol., 2012, 7(10) : 1591-1597.

42. HERRLINGER KR, NOFTZ MK, FELLERMANN K, SCHMIDT K, 
STEINHOFF J, STANGE EF. Minimal renal dysfunction in inflammatory 
bowel disease is related to disease activity but not to 5-ASA use. Aliment. 
Pharmacol. Ther., 2001, 15 : 363-9.

43. POULOU AC, GOUMAS KE, DANDAKIS DC, TYRMPAS I, PANAGIO-
TAKI M, GEORGOULI A, et al. Microproteinuria in patients with inflam-
matory bowel disease: is it associated with the disease activity or the treatment 
with 5-aminosalicylic acid?. World J. Gastroenterol., 2006, 12 : 739-46.

4-Fayed.indd   385 20/09/18   19:07


