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Abstract: Post-infectious glomerulonephritis is the
commonest form of glomerulonephritis in developing
countries, predominantly affecting school going children.
The prototype, post-streptococcal glomerulonephritis
typically presents with acute onset of mild edema,
hematuria and hypertension. The hallmark of post-
infectious glomerulonephritis is activation of the
alternative complement pathway, resulting in decreased
serum C3 levels. Management is primarily supportive,
focusing on controlling edema and hypertension and
correcting associated electrolyte imbalances. A small
proportion of children have progressive oliguria, kidney
dysfunction, refractory hyperkalemia and / or pulmonary
edema unresponsive to diuretics and dialysis may be
required in these severe cases, Prognosis is generally
excellent; most cases resolve completely and only a small
minority progress to chronic kidney disease.
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Points to Remember

 Post infectious glomerulonephritis should be
differentiated from infection associated
glomerulonephritis, as the management is only
supportive in the PIGN.

 An atypical presentation of suspected PIGN should
raise the suspicion for an alternative diagnosis.

 Alternative complement pathway activation leading
to depressed C3 levels is the hallmark of PIGN,
and titres of C3 should be followed up until recovery
to normal levels 3-4 months after the episode.

 Fluid and sodium restriction along with loop
diuretics and close monitoring of intake - output
form the cornerstone in the management of PIGN

 The overall outcome and prognosis of typical cases
of PIGN is excellent.
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