
PMH: 
No hx 
STI

COVID 3 
months 
ago 

Meds:

Fam Hx:

Soc Hx:
Lives with 4 
children 
asymp. 
Sex active 
with 1 male 
partner.
Days prior 
swim in 
indoor pool 
at local hotel. 

HRB:

Allergies:

CC:  fever for 1 week
 
HPI:  36yo F p/w 1 week 
of fever up to 102F 
checked orally, myalgia, 
cough, sore throat, 
malaise. Recurrent 
generalized body aches 
and fatigue since COVID 3 
months ago. Mild ankle 
edema worsened thru 
day. 

Vitals: T: 101F HR: 112 BP: 119/78 RR: 21 SpO
2
: 98% 2L NC

Notable Labs & Imaging:
Hematology: WBC: 16k Hgb: 8.6 Hct 27% Plt: 200, LDH 235
Iron studies: 9 low, low transferrin 7 and TIBC 1.6(low). elevated ferritin 528. Retic 
index low (0.23), Haptoglobin wnl 
Chemistry: Na: 127 K 4 CO2: 16 BUN: 55 Cr: 3.80 (baseline 1) GFR 15 
Procal: 4.79 AST/ALT: wnl, Anion gap 17, COVID neg 
Imaging: CXR: upper lobe consolidation on R. Started on CTX/doxy for CAP. 
CT: multifocal pulm opacities with dense area on R. Vit b12 and folate: wnl
UA: 3+ protein, 3+ blood. 3-10 RBC. 50% dysmorphic. 11-20 WBC. 11-20 granular 
casts. Urine protein/creatinine 1.7
Blood cultures: neg. Urine Strep antigen: neg. Urine legionella: positive
CTX d/c. Doxy changed to azithromycin. 
Serologies: Positive ANA, speckled pattern: 1:2560, (+)dsDNA. (+)anti-Ro, SSA, SSB
Anti-RNP, smith, gBM: neg, C3: low (49), C4: low (5) 
Kidney rapidly improved with IV fluid and abx. D/C plan for outpatient kidney biopsy. 
Serum Cr 1.1 on discharge. 
Returned 4 days after w/ SOB, elevated JVP, biblasilar rales, 2+ b/l edema to knees. 
COVID pos. CXR interval improvement of RUL consolidation. B/l interstitial and air 
space opacities. BNP 61k. Echo: LV hypertrophy with EF 41%, pericardial effusion 
w/o tamp. Troponin static but elevated. pH 7.17, p02 78, bicarb 16. Serum Cr 1.8
Rapidly progressive hypoxia. Intubation w/ bloody secretions for 2 lavages. 
Worsening anemia 7.2 > 6. CXR: diffuse opacities + consolidation c/f ARDS
72hr kidney fcn declined > Anuric. Resp failure did not improve with abx. Started on 
IV methylprednisolone c/f DAH. Improvement in hypoxemia. Placed on continuous 
renal replacement therapy. Kidney biopsy performed: diffuse increase mesangial 
matrix and increase cellularity. GBM w/ wire loop deposits. Hyaline thrombi with 
crescents. Endocapillary proliferation of glomerular tufts. IF: 1 IgA 1-2 IgG, 1-2IgM. 
2+ kappa, lambda. 2+ C1q, 2+C3. IgG subtype (IgG3) elevated. EM: numerous 
subendothelial deposits. <20% podocyte foot effacement.
Final Dx: Type 4 lupus nephritis. Started on cyclophosphamide. Home with 
outpatient pred. PJP prophylaxis. Intermittent HD. 6months post - back to baseline. 

Teaching Points (Debora):
Acute inflammation → the cause is infection until prove otherwise.
2 kinds of infections: 

-  From commensal bacteria (live in your body) very common. Ej.: Staphylococcus 
Aureus, E. Coli cholangitis. It’s more rare to disseminated. 
- Organisms that should not be in your body, the organs are inflamed and the 
infection goes for the entire body.

In this case the patient presented with: Acute inflammation + pulmonary foccus  + rino/ 
sinus foccus. Pulmonary →  the patient required Oxygen and the chest X ray confirm 
pathology in the lung.
IMADE:  Infection. Pneumonia → Bacterias: Strep. Pneumoniae, Mycoplasma. Rare: 
Legionella, Chlamydia + Virus. 96% we don't know the organism. 
HypoNa + high Creatinine →  acute kidney injury. Kidney it’s sensitive to perturbation.  
What it is causing the AKI? Post renal it's less common in women. There is a component of 
prerenal, the  hypovolemia. And can be intra renal, like and ATN. 
Link lungs to the kidney: Pneumonia →  Sepsis → AKI
Glomerular Pathology: Albumin in the urine or not? Albumin is a protein that should not be 
filtrate in the kidney. Inflammation or not? Inflammation: Systemic inflammation, e.j 
glomerulonephritis. RBC in the urine you have to be concern for glomerulonephritis. And 
proteinuria can be a glomerulopathy. In this case the Legionella cause interstitial nephritis.  
Glomerulonephritis → Look for the Complement Normal: ANCA, IgA/NSP, Fibrillary GN . 
Low: Infection (e.j. endocarditis, post strep.), cancer, Lupus (in young people).   
Covid + myocardial involvement → you need to check if the the covid affected the heart.
Lupus: Can manifest with recurrent infections because the immune system is not working 
well, or can manifest with thrombosis. Diagnosis can be by the criteria or with a biopsy. ANA 
of 2560 has high sensitivity.
→ In this case treat the Legionella after that  give corticoides.
Age + manifestations = 95% of Lupus. 100% is the implication of Lupus in a lifetime that you 
will need to treat. The Legionella infection will be for just a few days. And the pancytopenia 
(is missing for the diagnosis of Lupus.
5%: Can be:  Unusual the glomerulonephritis of IgA. Can be a immunologic type of Lupus? 
Sjogren w/ cryoglobulinemia? 
When everything looks like Lupus → there are different types that change the treatment. 
It is not a single disease. Some people present w/ rash, adenopathy, infections.
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