
Nephropathology deals with the diagnosis, 
management and prognostication of 

medical renal diseases. 
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The kidney biopsy is an essential tool for diagnosis 
of many kidney diseases. Obtaining an adequate 

biopsy sample with appropriate allocation for 
various studies is essential. 
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Correlation with immunofluorescence, 
and clinical findings are emphasized to 
reach a differential diagnosis and the 

final diagnosis.
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• The minimum sample size for diagnosis varies greatly with the specific 
diagnosis; for instance, membranous nephropathy can be diagnosed 
from a single glomerulus although even this disorder requires a 
greater number of glomeruli to fully characterize the lesion and the 
extent of chronicity or scarring that may be present. 
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Subcapsular cortical samples have overrepresentation of global 
sclerosis related to aging/hypertension and nonspecific scarring. 

Juxtamedullary glomeruli are the earliest to be involved with 
segmental sclerosis in focal segmental glomerulosclerosis (FSGS).

This region should be included in the sample for optimal detection. 
Some processes are better represented in the corticomedullary or 
medullary regions (eg, polyomavirus nephropathy).
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An adequate assessment of native renal biopsies includes 
light microscopy (LM) and immunofluorescence microscopy 

(IF), 
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Minimal change versus membranous
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Minimal change versus FSGS
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For focal lesions involving a small number of glomeruli, 25 glomeruli 
may be needed for light microscopy (LM) examination to have a 
greater than 95% chance of detecting those lesions. For lesions that 
are segmental, preparing serial sections and levels is critical to 
increase the likelihood that any such lesions represented in the 
biopsy core will be identified in the histologic sections, especially 
when the number of available glomeruli is limited. 
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FSGS versus IgA nephropathy
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IgA nephropathy versus  lupus nephritis
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Crescentic glomerulonephritis 
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The anti-phospholipid syndrome (APS)

-Presence of APA and Thrombosis of large arteries/veins or 

small vessels

-Pregnancy morbidity: recurrent miscarriages (before the 10th 

week of gestation)

-Closely associated to SLE Slight majority of patients with APS 

have no evidence of other AI disease: Primary APS (PAPS)
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Lupus anticoagulant present in plasma on two or more 

occasions at least 12 weeks apart

Medium or high of IgG or IgM anticardiolipin antibody in serum 

or plasma on two or more occasions, at least 12 weeks apart

Medium or high titre  of IgG or IgM anti-β2 glycoprotein I 

antibody in serum or plasma on two or more occasions, at least 

12 weeks apart

Testing for anti-phospholipid antibodies



Renal involvement in APS

• Large series have a broad range of patients with APS and renal involvement: 2.7 to 

78% of cases

• Clinically, renal involvement is probably underestimated:

• Extra-renal symptoms dominate the clinical presentation

• Patients do not undergo renal biopsy because of frequent presence of 

thrombocytopenia and/or anticoagulant treatment

























Arteriosclerosis (From Nochy, 1999)



Cystic formation of glomeruli (From Nochy, Fig 3)



Focal cortical atrophy(From Nochy, 1999)



Thrombotic microangiopathy (From Nochy, 1999)



In some glomeruli, simple ischaemic collapse and basement membrane wrinkling occur, 

presumably due to occlusion of a more proximal vessel.

Griffiths M et al. QJM 2000;93:457-467



At higher power the basement membranes have double contours, the outer basement 

membrane being longer and slightly wrinkled (arrow).

Griffiths M et al. QJM 2000;93:457-467



Classification of lupus nephritis and APA



SLE, anti-phospholipid antibodies, TMA

TMA in lupus nephritis became a hallmark for the presence of 

antiphospholipid antibodies

TMA can occur in any class of lupus nephritis

TMA in lupus nephritis should not be confused with intracapillary 

coagula of immunoglobulines

TMA in lupus nephritis is associated with ESRD

The incidence of TMA in patients with SLE and APA is much lower 

than in PAPS


