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ABSTRACT

Introduction: Chronic inflammatory demyelinating
polyneuropathy (CIDP) is an acquired autoimmune
disorder of the peripheral nervous system, while
membranous nephropathy (MN) is a glomerular disease
that may develop from exogenous risks or autoimmune
conditions. Their coexistence is extremely rare and
poorly understood.

Case Report: We report a 55-year-old male from
Bangladesh presenting with progressive symmetrical
muscle weakness and both motor and sensory impairment
in all four limbs. Nerve conduction studies demonstrated
features consistent with inflammatory demyelinating
polyneuropathy, and cerebrospinal fluid analysis
revealed albuminocytological dissociation. The patient
also developed nephrotic-range proteinuria; renal biopsy
confirmed the diagnosis of membranous nephropathy.
He was treated with pulse methylprednisolone and
intravenous cyclophosphamide, resulting inimprovement
in both muscle strength and proteinuria, though sensory
deficits persisted.

Conclusion: This rare case of concurrent CIDP and MN
suggests a shared autoimmune mechanism involving
nerves and kidneys. Early recognition and treatment are
essential to prevent irreversible neurological and renal
damage, especially in resource-limited settings.
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INTRODUCTION

Chronic inflammatory demyelinating polyneuropathy
(CIDP) is an acquired disorder resulting from immune
dysfunction that affects the peripheral nervous system. It
is a chronic progressive condition that causes symmetrical
nerve involvement resulting in motor weakness and
sensory disturbances. The immune system attacks the
peripheral nerves and causes demyelination of the
peripheral nerves [1]. Membranous nephropathy (MN) is
an important cause of adult-onset nephrotic syndrome,
which is histologically defined as diffuse thickening of the
glomerular basement membrane in absence of cellular
proliferation. Membranous nephropathy may result
from some autoimmune conditions as well as chronic
infections and malignancies [2]. The co-occurrence
of CIDP and MN is rare. There is a hypothesis that
coexistence of such conditions may result from the same
autoimmune mechanism. Witte and Burke first described
this association in 1987 [3]. Some other case reports and
studies have proposed that contactin-1 (CNTN1) and
neurofascin-155 (NF155) may be the common antigenic
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targets and it has a pathogenic role that results in injury to
both peripheral nerves and podocytes [4—6]. The onset of
the CIDP generally precedes the MN. Atypical presentation
and uncommon associations at presentation sometimes
makes the evaluation more critical. The treatment should
be started as early as possible to avoid organ damage. But
all the necessary diagnostic tools may not be available in
some resource constraint countries like Bangladesh. To
the best of our knowledge, this is the first reported case of
CIDP associated with MN from Bangladesh.

CASE REPORT

A 55-year-old male from Bangladesh presented with
gradual, symmetrical weakness in all four limbs over a
period of four months. The weakness started insidiously
and was more pronounced in the lower limbs. Along with

Table 1: Summary of laboratory and special investigations

Parameter Baseline
Hemoglobin (g/dL) 12.5

ESR (mm/h) 44*

CRP (mg/L) 14.2%

Urine protein (R/E) e+

Urine RBC Nil

Urine RBC cast Nil

24 hour UTP (g/day) 5.75%

ANA

Anti-dsDNA (IU/mL) 12 (negative)
C3 0.931
Cq 0.539
c-ANCA 2.8
p-ANCA 3.15
SGOT (IU) 35

SGPT (IU) 24

S. creatinine (umol/L) (Cr. 83 (101.24)
clearance mL/min)

S. albumin (g/L) 2.8*

Sodium (Na*) (meq/L) 142
Potassium (K*) (meq/L) 3.6
Calcium (Ca?*) (mg/dL) 8.5
TSH (micro IU/mL) 4.85
CSF WBC (cells/uL) 3
CSF RBC nil
CSF Protein (mg/dL) 110*
NCS

Renal biopsy

Abdominal ultrasound
Chest CT scan
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this, he developed tingling and numbness in the distal
parts of both upper and lower limbs, which progressively
worsened over the same four-month period. After about
two months from the onset of symptoms, he observed
visible wasting of the thenar and hypothenar muscles of
bothhands, whichsignificantlyimpaired his ability tocarry
out daily activities. One month prior to presentation, he
also developed bilateral leg swelling and reported scanty,
frothy micturition. His muscle strength was assessed by
using the Medical Research Council (MRC) scale. Lower
limbs: 3/5 proximally and distally; Upper limbs: 4/5
proximally and distally. Examination of nervous system
revealed impaired pain and temperature sensation up to
the wrists in the upper limbs and up to the knees in the
lower limbs. Vibration and position sense were reduced
up to the anterior superior iliac spine. Laboratory
investigations (Table 1) showed an elevated C-reactive
protein (CRP) level and nephrotic-range proteinuria

At 6th month Normal values
12.7 12-16 g/dL
15 0—20
6* <3
trace Nil
Nil Nil
Nil Nil
0.8% <0.15
negative
<30.0
0.9-1.8
0.1-0.4
<6
<6
30 <37
28 10—40
91(92.34) 61.9-114.9 (>90)
36 35-50
136—145
3.5-5.1
8.5-10.2
0.25-5
0-5
nil
<45

Features of inflammatory demyelinating polyneuropathy*
Membranous nephropathy*

Unremarkable

Unremarkable

*Indicates abnormal. Creatinine clearance is calculated using the Cockcroft—Gault formula.

ESR = Erythrocyte sedimentation rate; CRP = C-reactive protein; RBC = Red blood cell; UTP = Urinary total protein; ANA =
Antinuclear antibody; Anti-dsDNA = Anti-double stranded DNA antibody; C3/C4 = Complement components 3 and 4; c-ANCA =
Cytoplasmic anti-neutrophil cytoplasmic antibody; p-ANCA = Perinuclear anti-neutrophil cytoplasmic antibody; SGOT = Serum
glutamic oxaloacetic transaminase; SGPT = Serum glutamic pyruvic transaminase; S. Creatinine = Serum creatinine; Na* = Sodium;
K* = Potassium; Ca2* = Calcium; TSH = Thyroid stimulating hormone; CSF = Cerebrospinal fluid; WBC = White blood cell; NCS =

Nerve conduction study; CT = Computed tomography.
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(5.75 g/day) without active urinary sediment. Serum
albumin was low at 28 g/L (reference range: 35-55 g/L).
He was not diabetic and his renal and liver functions were
normal. His cerebrospinal fluid (CSF) analysis showed
albuminocytological dissociation and his CSF protein was
110 mg/dL (Normal <45 mg/dL) with a normal cell count.
He was negative for antinuclear antibody, cytoplasmic/
perinuclear anti-neutrophil cytoplasmic antibody,
hepatitis B surface antigen and anti-hepatitis C virus.
Abdominal ultrasonography and computed tomography
(CT) scan of chest were unremarkable.

Nerve conduction studies (Figure 1) demonstrated
a demyelinating polyneuropathy with the following
findings: markedly reduced motor conduction velocities
(right median nerve: 23.6 m/s; right ulnar nerve: 27.8
m/s) with prolonged distal motor latencies, decreased
motor amplitudes across elbow segments suggesting
conduction block, and substantially prolonged F-wave
latencies (right median: 51.99 ms; right ulnar: 50.35
ms; left tibial: 78.6 ms—all above upper normal limits).
Sensory nerve action potentials were absent in the
right median, right ulnar, and left sural nerves. Renal
biopsy revealed features consistent with membranous

MO Median Right

MCS Ulnar Right

2. Ebow: SmV/3ms 26tbow: SV /3ms

MCS Tibial Left MCS Peroncal Left

Popleat 1m /5 ms
F-wave Ulnar Right

Gain:  m, 500 uV; Analysis time: 10 ms

Gain: 5 mV, 500 V; Analysis time: 5 ms

Figure 1: Nerve conduction studies demonstrated prolonged
distal motor latencies (DML), reduced motor conduction
velocities in both the median and ulnar nerves, and evidence
of conduction block in the right median nerve. No compound
muscle action potentials (CMAPs) were recorded from the
tibial and peroneal nerves. F-responses were prolonged,
and sensory nerve action potentials (SNAPs) were absent.
NCS: Nerve Conduction Study; CIDP: Chronic Inflammatory
Demyelinating Polyneuropathy; DML: Distal Motor Latency;
CMAPs: Compound Muscle Action Potentials; SNAPs: Sensory
Nerve Action Potentials.
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nephropathy. Light microscopy with silver stain (Figure
2A) and hematoxylin and eosin stain (Figure 2B) showed
global thickening of the glomerular basement membrane.
Immunofluorescence (Figure 2C) showed granular
deposits of IgG along the glomerularbasement membrane.
A clinical diagnosis of CIDP with concurrent MN was
made. Autoantibody testing could not be performed due
to unavailability in Bangladesh. The patient received
pulse methylprednisolone (1 g daily for three days),
followed by oral prednisolone (1 mg/kg/day for one
month, then gradually tapered), monthly intravenous
cyclophosphamide (1 g/m2) was given. Both the muscle
power and urinary protein excretion were improved
after treatment with 6th cycle cyclophosphamide except
sensory deficit.

Figures 2: Kidney biopsy findings of membranous nephropathy.
(A) Silver stain and (B) hematoxylin and eosin stain both show
global thickening of glomerular basement membrane (400x).
(C) Immunofluorescence technique showing granular staining
of IgG along the glomerular basement membrane.
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DISCUSSION

The coexistence of CIDP and MN, although relatively
uncommon, but there are few reports in the literatures.
It is probably the first case report from Bangladesh and
the possibility of an autoimmune mechanism that affects
both nerve and glomerulus need to be addressed during
management. The clinical presentation showed a clear
chronological sequence of neuromuscular and renal
symptoms, with neuropathic features preceding nephrotic
manifestations. This supports previous observations that
CIDP may often precede MN, but it also emphasizes the
need for clinicians to remain alert for renal involvement in
patients with CIDP [3, 7]. Several studies have suggested
that immune dysfunction or molecular mimicry may
explain the coexistence of CIDP and MN. In previous
reports, autoantibodies such as anti-contactin-1 (anti-
CNTN1) and anti-neurofascin-155 (anti-NFi155) have
been implicated as potential pathogenic factors affecting
both peripheral nerves and glomeruli [3—-6].

In our case, antibody testing could not be performed
due to unavailability in our country, which limits the
ability to confirm this mechanism directly. However,
several clinical observations support an immune-
mediated pathogenesis: the temporal association of
neuromuscular and renal symptoms, the presence
of demyelinating features on NCS with CSF
albuminocytological dissociation, and the characteristic
renal biopsy findings of membranous nephropathy.
Moreover, the patient demonstrated a favorable
response to combined immunosuppressive therapy
(corticosteroids plus cyclophosphamide), with significant
motor improvement and reduction of proteinuria, further
reinforcing the role of a shared immune mechanism
even in the absence of antibody confirmation. The
treatment of CIDP includes corticosteroids, intravenous
immunoglobulin (IVIG), or plasma exchange. The rapid
action and safety of IVIG makes it more superior than the
others [8—11]. Membranous nephropathy is also treated
with the Ponticelli regimen or rituximab. When CIDP
and MN occur together, treatment strategies vary. First-
line options usually include IVIG or rituximab, which
have shown good efficacy in several reports [12, 13].
However, in our patient, a combination of corticosteroids
and monthly intravenous cyclophosphamide was chosen.
The patient’s clinical profile and the financial constraints
was the principal determinants in making the choice of
therapies. The unavailability of antibody testing and the
issue of delay in starting treatment may cause permanent
renal and neurological damage made us to consider
starting treatment immediately. Fertility preservation
was not a great concern as he has already completed his
family. This treatment outcome was very satisfactory
and there were significant improvements both in motor
function and reduced proteinuria. This demonstrates
that this approach is effective in settings with limited
resources.
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The motor function was improved significantly after
treatment but sensory symptoms did not. In previous
studies this response pattern has been observed. One
possibility for this outcome is that irreversible axonal
damage may limit full recovery.

Managing chronic conditions require vigilance for
rare but severe complications [14]. The occurrence of MN
in a patient with CIDP highlights an aggressive systemic
autoimmune process, emphasizing the importance of
early recognition and intervention to prevent irreversible
neurological and renal damage.

CONCLUSION

This is a rare case report of CIDP and MN that may
present concomitantly and the same autoimmune
mechanism can simultaneously attack nerves and kidneys.
Early detection and treatment are crucial to prevent
permanent damage. Experience in managing such disease
with rapid diagnosis is essential. Electrophysiological
studies and renal biopsy are the cornerstone in diagnosis.
Antibody test if available is further helpful for establishing
the same pathology.
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