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Fig. 2. Electron microscope findings (x400). (A, B) Initial biopsy
reveals no definite electron-dense deposits. (C) The second biopsy
shows a small electron-dense deposit at the mesangium with slight
mesangial proliferation.

treatment. The recurrence rate in adults is lower than that in
children, and about 31%—56% of adult patients show recurrence
after complete remission. Cases of recurrence occur mostly
within 1 year of remission, and it is rare to see patients with
recurrence o years after complete remission. It is hypothesized
that T—cells are instrumental in the pathogenesis of minimal
change disease (MCD), as they release a cytokine called perme-
ability factor that injures the glomerular epithelial foot processes
[10]. This damage may lead to albuminuria in MCD patients.
IgA nephropathy patients exhibit electron—dense mesangial de—
posits that stain positive for IgA [11,12]. Recent studies have
found that T-cell deposition in renal tubules in IgA nephropa—
thy may be a marker of progression and severity. However, the
role of T—cell activation and dysfunction in IgA nephropathy
Fig. 3. Immunofluorescence (x400). The IgA immunofluorescemaegns unclear [13]. Some patients with IgA nephropathy have
test reveals diffuse mesangial reactivity with 3+ intensity. acute—onset nephrotic syndrome, in which there is only mild
mesangial proliferation or diffuse fusion of foot processes on
renal biopsy, similar to that seen in MCD. Furthermore, many
of these patients behave as if they have MCD, with remission of
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proteinuria induced by glucocorticoid therapy. Although the ex—
act pathological mechanisms in this patient remain unclear, this
case represents an extremely rare development, and secondary
biopsy did not reveal foot process fusion, so it is separate from
the remission of minimal change nephrotic syndrome. Based on
this case, adults with minimal change nephrotic syndrome re—
quire continuous monitoring even after complete remission, and
there is a need for additional research on the mechanisms of
recurrence after remission.
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