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Abstract 

Background  Nephrotic syndrome occurring as a complication of immune tolerance therapy for inhibitors in hemo-
philia B is well recognized. It is also known to occur in association with factor borne infections, especially hepatitis C. 
This is the first case report of nephrotic syndrome occurring in a child receiving prophylactic factor VIII in the absence 
of inhibitors of hepatitis infection. However, the pathophysiology of this phenomenon is poorly understood.

Case presentation  A 7-year Sri Lankan boy diagnosed with severe hemophilia A on weekly factor VIII prophylaxis 
was diagnosed with three episodes of nephrotic syndrome, a condition in which there is leakage of plasma protein 
into urine. He had three episodes of nephrotic syndrome, all of which responded well to 60 mg/m2 daily dose of oral 
steroids, achieving remission within 2 weeks of starting daily prednisolone. He has not developed inhibitors for factor 
VIII. His hepatitis screening remained negative.

Conclusions  There is a possible link between factor therapy for hemophilia A and nephrotic syndrome, which can be 
a T-cell-mediated immune response. This case also highlights the importance of monitoring for renal involvement in 
patients treated with factor replacement.
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Background
Hemophilia is an X-linked inherited bleeding disorder 
of deficiency of either clotting factors VIII or IX. Hemo-
philia A occurs in 1 out of 5000 males, and is the most 
common type of bleeding disorder [1]. Severity of hemo-
philia is classified according to the plasma factor levels. 
Mild, moderate, and severe hemophilia are denoted by 
factor levels of 5–40%, 1–5%, and less than 1%, respec-
tively [2].

Factor replacement is the mainstay of managing 
patients with hemophilia, though inhibitor development 

may be challenging to manage [1]. A total of 25–30% of 
patients with hemophilia A and 2–5% of patients with 
type B develop inhibitors during factor therapy [3, 4]. 
The treatment strategy in practice is immune tolerance 
induction (ITI) to eradicate inhibitors [1, 3, 5].

Nephrotic syndrome is a glomerular disease character-
ized by proteinuria, hypoalbuminemia, and edema. Pro-
teinuria is defined as urine protein > 40 mg/m2 per hour 
or urine protein:creatinine ratio ≥ 2000 mg/g (≥ 200 mg/
mmol) or > 3+ proteinuria on dipstick. Hypoalbumine-
mia is defined as serum albumin < 25 g/L [6]. Most com-
mon glomerular pathology associated with childhood 
nephrotic syndrome is minimal change disease [6]. The 
pathophysiology of nephrotic syndrome is complex and 
not fully understood. There are multiple genetic, cir-
culatory, and immune-mediated factors implicated in 
its pathogenesis [6]. Nephrotic syndrome is reported 
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to occur in children with hemophilia with inhibitors, 
immune tolerant treatment for inhibitors, and as a com-
plication of viral hepatitis resulting from factor replace-
ment [7–9]. Here we present a case where nephrotic 
syndrome occurred in a child with severe hemophilia A 
who neither had inhibitors nor hepatitis infection.

Case presentation
A Sri Lankan boy, who is a known patient with severe 
hemophilia A on weekly factor VIII prophylaxis,  pre-
sented with two episodes of steroid sensitive nephrotic 
syndrome. He was diagnosed with hemophilia at 
9  months of age, following multiple bruising occurring 
while playing. His initial clotting profile revealed pro-
thrombin time of 10.7 seconds (10–13), activated partial 
thromboplastin time of  45.8  seconds (25–36), thrombin 
time of 16.2  seconds (15–19), and bleeding time using 
ear lobe method 3  minutes (1–4). His factor VIII levels 
were 0.34% (50–100%), which confirmed a diagnosis of 
severe hemophilia A. He started on weekly prophylaxis 
with recombinant human factor VIII at 4  years of age. 
He developed an urticarial rash following the admin-
istration of factor VIII on two occasions; when he was 
5  years and 4  months of age. On the first occasion the 
child developed urticarial rash involving face and trunk 
and generalized body itching a few minutes after admin-
istration of factor VIII concentrate from pooled human 
plasma (Koate-DVI, Grifols Therapeutics Inc, USA). He 
developed a similar urticarial rash a week later when he 
was administered recombinant factor VIII (HEMOFIL 
M, Baxter Inc, USA). In both episodes he received a sin-
gle dose of oral chlorpheniramine, and the symptoms 
resolved within an hour. There were no breathing difficul-
ties or hypotension to indicate anaphylaxis during either 
of the episodes. He continued to receive prophylaxis with 
both these factor VIII preparations without developing 
any subsequent allergic reactions. He did not have any 
other atopic features such as food allergies, allergic rhini-
tis, eczema, or asthma.

During the first episode of nephrotic syndrome that 
occurred at 6 years of age (following 16 months of regular 
factor VIII therapy), he presented with a 2-day history of 
periorbital swelling. The urine dip stick test showed 4+ of 
albuminuria. His serum albumin level was 23.6 g/L (34–
54) and total cholesterol level was 757 mg/dL (< 200). His 
creatinine was 31 µmol/L (26–62) and blood urea was 
2.6 mmol/L (2.1–8.5).

He was started on 60  mg/m2/day of prednisolone per 
KDIGO  (Kidney Disease Improving Global Outcomes) 
guidelines, and he achieved remission (defined as urine 
albumin trace or nil on urine dip test for 3 consecutive 
days) on day 13 of treatment. After a total of 28 days of 
prednisolone at the same dose, it was reduced to 40 mg/

m2 per alternate day and stopped. The child received 
inward care for 21 days during this episode.

He remained in remission for 15  months before pre-
senting with the first relapse of nephrotic syndrome. He 
presented at 7 years of age with periorbital swelling; clini-
cally detected free fluids in the abdomen indicated by 
horseshoe dullness in the  abdomen. He had proteinuria 
detected by urine strip test 3+ or more for 3  consecu-
tive days. His systolic blood pressure was between the 
95th and 99th centiles on presentation, which normal-
ized during the next few days without antihypertensives. 
His serum albumin level was 12.3 g/L (35–520). His renal 
functions were normal with creatinine of 44 µmol/L (26–
62) and blood urea of 3  mmol/L (2.1–8.5). During the 
acute period of the illness, he received an albumin trans-
fusion with 5  mg of intravenous furosemide given  mid-
transfusion. He achieved remission after 12  days of 
60  mg/m2 per day of prednisolone, it was switched to 
40 mg/m2 per alternate day and gradually tapered off by 
5 mg decrements over 18 weeks. He was hospitalized for 
9 days during this episode.

He developed his second relapse of nephrotic syn-
drome at 7 years and 7 months of age. In this relapse he 
presented with periorbital swelling and 3+ or more pro-
teinuria on urine dip sticks for 4  consecutive days. His 
serum albumin was 19.9  g/L (35–52). His renal func-
tions remained within normal limits with creatinine of 
33 µmol/L (26–62) and blood urea of 2.9 mmol/L (2.1–
8.5). Oral prednisolone 60 mg/m2 per day was given for 
8 days until he had trace or nil proteins in urine dip stick 
test for 3  consecutive days. His prednisolone dose was 
then reduced to 40 mg/m2 per alternate day and gradu-
ally tapered off by 5  mg decrements over 18  weeks. He 
received 8 days of inward care during this episode.

His hepatitis virology was negative. Inhibitors screen-
ing via incubated mixing test was negative throughout 
the illness. Renal biopsy or the second-line investigations 
were not performed as he did not fulfill the criteria in the 
Sri Lankan national and KDIGO guidelines.

Discussion
The occurrence of nephrotic syndrome in patients receiv-
ing immune tolerant induction (ITI) for inhibitors in 
hemophilia B is well reported in the literature. These 
patients have received high doses of factor IX. Some of 
them have received other immunomodulatory therapy 
such as cyclophosphamide and mycophenolate mofetil to 
bring about immune tolerance [3, 9–11].

Although ITI is utilized as a treatment modality of 
hemophilia A, there are no reported cases of nephrotic 
syndrome occurring in such patients. Ewenstein et  al. 
postulates that this might be related to factor IX being 
distributed in both intravascular and extravascular 
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compartments, in contrast to factor VIII, which is con-
fined to intravascular compartment. Another hypothesis 
is that it might be related to the fact that a lesser amount 
of protein is administered in ITI for factor VIII compared 
with that of factor IX [3].

Priya Sharma et  al. reported a hemophilia A patient 
with inhibitors developing nephrotic syndrome with-
out ITI [8]. Like our patient, this child also had severe 
hemophilia with factor levels < 1%. He developed inhibi-
tors 6  months after starting factor VIII prophylaxis. He 
developed nephrotic syndrome at 22  months of age, 
10 months since starting prophylaxis. This is in contrast 
to our patient, who had the first episode of nephrotic 
syndrome 3  years after starting factor prophylaxis and 
has not developed inhibitors so far. Similar to our patient, 
this patient also had steroid-sensitive nephrotic syn-
drome, achieving remission after 14  days of predniso-
lone. There was no information about this patient having 
any allergic reactions.

Another case report describes occurrence of nephrotic 
syndrome in a 3-year-old with hemophilia A with inhibi-
tors [7]. This child was also having chronic active hepa-
titis B. In contrast, our patient had neither inhibitors 
nor hepatitis infection. In this child, development of 
nephrotic syndrome coincides with detection of inhibi-
tors. The authors hypothesize that nephrotic syndrome 
might have occurred due to factor VIII immunocom-
plexes, while the reticuloendothelial system is already 
saturated with hepatitis immunocomplexes. Clinical pic-
ture of nephrotic syndrome is well described in associa-
tion with hepatitis B [12], however, it is more commonly 
associated with non-minimal change etiologies that are 
less responsive to steroids [13]. Unfortunately, this case 
report did not mention renal biopsy findings or steroid 
responsiveness.

The only other case report in the literature that 
describes hemophilia associated with nephrotic syn-
drome is in a 74-year-old man from Japan [14]. This 
case report describes acquired hemophilia A follow-
ing a relapse of minimal change nephrotic syndrome. 
Acquired hemophilia, an extremely rare condition, has 
a different pathophysiology to congenital hemophilia. It 
occurs due to the development of antibodies (inhibitors) 
against factor VIII [15]. This case is significantly contrasts 
to our case as this describes an adult who had nephrotic 
syndrome long term and went on to develop antibodies 
against factor VIII.

In our patient, nephrotic syndrome occurred in the 
absence of inhibitors or hepatitis infection. He was suc-
cessfully treated with oral prednisolone during three epi-
sodes, which indicates he most likely had minimal change 
disease.

It is unclear whether the patient having episodes of 
urticaria is related to the occurrence of  nephrotic syn-
drome. Minimal change disease is known to be associ-
ated with allergies and atopies [16, 17]. However, lack 
of any other features of atopy and the significant time 
gap between the urticarial reactions and the onset of 
nephrotic syndrome make it an unlikely association in 
our opinion.

To the best of our knowledge, this is the first case 
report of hemophilia developing nephrotic syndrome 
in the absence of inhibitors or hepatitis infection. It is 
worth noting that both inhibitors and hepatitis causing 
nephrotic syndrome are most likely immune complex 
mediated. Immune-complex-mediated nephrotic syn-
drome tends to manifest as non-minimal change disease, 
whereas minimal change disease is thought to be due to 
a T-cell-mediated immune response [18]. T-cell response 
to factor VIII is identified and postulated as a possible 
reason for development of inhibitors in patients treated 
with factor VIII [19]. A possible explanation for the 
development of nephrotic syndrome in patients treated 
with factor VIII is T-cell-mediated immune response 
triggering a microstructural change in the podocytes. 
This would explain why all described cases of this nature 
occurred in patients receiving factor VIII prophylaxis.

However, with our current knowledge, it is not possible 
to confirm whether occurrence of these two disease enti-
ties is associative or coincidental.

Discussion with the mother revealed that medical fol-
low-up for two chronic conditions caused economic and 
social strain on the family. Furthermore, she expressed 
that she is worried about lack of an explanation as to why 
both conditions affected her son.

Conclusions
There is a possible link between factor therapy for hemo-
philia A and nephrotic syndrome that can be a T-cell-
mediated immune response. This case also highlights 
the importance of monitoring for renal involvement in 
patients treated with factor replacement.

Abbreviation
ITI	� Immune tolerance induction

Acknowledgements
Thank you to the healthcare staff of University Paediatric Unit, Teaching Hospi-
tal Anuradhapura, who looked after this child.

Author contributions
JC and GA were treating physicians of this child. MW drafted the manuscript 
and JC critically revised and modified it. All authors read, discussed, and 
approved the last version of the manuscript. All authors read and approved 
the final manuscript.



Page 4 of 4Chandrakumara et al. Journal of Medical Case Reports          (2023) 17:206 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Author information
JC is a consultant pediatrician and senior lecturer in pediatrics. GA is an acting 
consultant pediatrician and lecturer in pediatrics. MW is a temporary lecturer 
in pediatrics.

Funding
This study did not receive any funding.

Availability of data and materials
Data sharing is not applicable to this manuscript as no datasets were gener-
ated or analyzed.

Declarations

Ethics approval and consent to participate
Informed written consent was obtained from the mother of the child using 
the institutional consent form for publication of case reports.

Consent for publication
Written informed consent was obtained from the patient’s legal guardian for 
publication of this case report and any accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this journal.

Competing interests
All authors declare that they have no competing interests.

Received: 1 November 2021   Accepted: 21 April 2023

References
	1.	 Berntorp E, Fischer K, Hart DP, Mancuso ME, Stephensen D, Shapiro AD, 

Blanchette V. Haemophilia. Nat Rev Dis Primers. 2021;7(1):45.
	2.	 White GCI, Rosendaal F, Aledort LM, Lusher JM, Rothschild C, Ingerslev J. 

Definitions in hemophilia. Thromb Haemost. 2001;85(03):560–560.
	3.	 Maria Elisa Mancuso AC. Immune tolerance induction in hemophilia. Clin 

Investig. 2015;5:321–35.
	4.	 Castaman G, Bonetti E, Messina M, Morfini M, Rocino A, Scaraggi FA, 

Tagariello G, Italian Association of Hemophilia C. Inhibitors in haemo-
philia B: the Italian experience. Haemophilia. 2013;19(5):686–90.

	5.	 Mariani G, Ghirardini A, Bellocco R. Immune tolerance in hemophilia-
principal results from the International Registry. Report of the factor VIII 
and IX Subcommittee. Thromb Haemost. 1994;72(1):155–8.

	6.	 Noone DG, Iijima K, Parekh R. Idiopathic nephrotic syndrome in children. 
The Lancet. 2018;392(10141):61–74.

	7.	 Borzanl M, Migliavacoa O, Longhi R. 1485 nephrotic sindrome in a child 
with hemophilia and persistent hepatitis: a pathogenetic hypothesis. 
Pediatr Res. 1981;15(4):690–690.

	8.	 Sharma P, Madan J, Singh S, Radhakrishnan N. Hemophilia-A with 
inhibitors presenting with nephrotic syndrome: causal or coincidental? 
Pediatric Hematol Oncol J. 2018;3(3):S7–8.

	9.	 Tengborn L, Hansson S, Fasth A, Lübeck P, Berg A, Ljung R. Anaphylactoid 
reactions and nephrotic syndrome–a considerable risk during factor IX 
treatment in patients with haemophilia B and inhibitors: a report on the 
outcome in two brothers. Haemophilia. 1998;4(6):854–9.

	10.	 Ewenstein B, Takemoto C, Warrier I, Lusher J, Saidi P, Eisele J, Ettinger L, 
DiMichele D. Nephrotic syndrome as a complication of immune toler-
ance in hemophilia B. Blood J Am Soc Hematol. 1997;89(3):1115–1115.

	11.	 Warrier I, Ewenstein BM, Koerper MA, Shapiro A, Key N, DiMichele D, Miller 
RT, Pasi J, Rivard GE, Sommer SS. Factor IX inhibitors and anaphylaxis in 
hemophilia B. J Pediatr Hematol Oncol. 1997;19(1):23–7.

	12.	 Bhimma R, Coovadia HM. Hepatitis B virus-associated nephropathy. Am J 
Nephrol. 2004;24(2):198–211.

	13.	 Yoo JJ, Lee JH, Yoon JH, Lee M, Lee DH, Cho Y, Jang ES, Cho EJ, Yu SJ, Kim 
YJ, et al. Hepatitis B virus-related glomerulonephritis: not a predominant 
cause of proteinuria in Korean patients with chronic hepatitis B. Gastro-
enterol Res Pract. 2015;2015: 126532.

	14.	 Shimizu H, Saitoh T, Osaki Y, Yamane A, Gohda F, Irisawa H, Yokohama A, 
Uchiumi H, Handa H, Matsushima T, et al. Acquired hemophilia A devel-
oped at relapse of minimal change nephrotic syndrome. Rinsho Ketsueki. 
2007;48(6):514–7.

	15.	 Franchini M, Gandini G, Di Paolantonio T, Mariani G. Acquired hemophilia 
A: a concise review. Am J Hematol. 2005;80(1):55–63.

	16.	 Abdel-Hafez M, Shimada M, Lee PY, Johnson RJ, Garin EH. Idiopathic 
nephrotic syndrome and atopy: is there a common link? Am J Kidney Dis. 
2009;54(5):945–53.

	17.	 Meadow SR, Sarsfield JK. Steroid-responsive and nephrotic syndrome and 
allergy: clinical studies. Arch Dis Child. 1981;56(7):509–16.

	18.	 Cunard R, Kelly CJ. 18. Immune-mediated renal disease. J Allergy Clin 
Immunol. 2003;111(2):S637–44.

	19.	 Jacquemin M, Saint-Remy JM. T cell response to FVIII. Cell Immunol. 
2016;301:8–11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	A child diagnosed with severe hemophilia A presenting with nephrotic syndrome: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Case presentation
	Discussion
	Conclusions
	Acknowledgements
	References


