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Introduction :

A student once wrote to his dafear Dad No mon, no sun, no
fun. Send me a cheque so | 611 k
Dad replied, 6How.Tedaywe will endarko a d ,
on a subject that is close to my heart. We may have no sun but |
hope we will have some fum the course of oujourney. The

word fipaediatricei s deri ved from two Gre
which means "boy" and iatrMds (9
nephron is any of the numerous filtering units of the vertebrate
that remove waste matter from the bloo@hus Paediatic
Nephrology is the study othi | dr end s ki dney &
Figure 1 outlines the normal kidney. Most people are endowed
with two.



Renal artery

Renal vein

Ureter

Fig 1

The word G&meapslaoaatedy Unlikeilmye y s 6
better half Professor N. Eke, who in hisdugurallecturein

Juné& Odgdiggested that Urologists be titlgbenior Advocate

f or Me n & gshe Paediatric Kephrologishandles the

youth and little oneand we have our moments of agony and

our moments of ecstasy.

Historical background

The bittersweet demise of Herod the Great

One of the earliest references on kidney diseases was made on
Herod the Greatwho ruledJudeabefore the birth of Christ.

Fl avius Josephus dietsltanigbites He
of the Jewdistemper seized upon his whobody, and

greatly disordered all his wits with various symptoms, for
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there wasa gentle fever upon him, an intolerable itching over

all the surface of his bodgnd continual pains in his colon,

and dropsical tumours about his feet, and inflammation of his
abdomeng Be s i d ehe..cauld hot breathe but when

he sat upright, had convul si on ?dNostlofi s m
these symptoms are attributable to chronic kidney disease and
uraemia resulting from diabetic kidney disease.

Br i ght 0:sSubdeguerdlyg sepal diseases were termed
O0Bright 6s di seas €1d80-158) evwrote, Ri ¢ h
AdVith regard to the affections of the heart, | have occasionally
been able to trace the gradual increase of the hypertrophy
coming on many months after the albumous condition of the

urine has been establish&l.

Figure 2: Richard Bright 1833



Interest in the discipline of Paediatric Nephrology arose after
the second worl d war, foll owi
association of purpura (bleeding into the skin), severe
abdominal pains, metaa (blood int he st ool s) an
by Henochin 1908. Thi s associ ation i s
Schonl ei nd s dicks the skia and Ibitésthie
kidneysin children

Pionees of Paediatric Nephrology in igjeria

The Pioneers of RediatricNephrology (PN)in Nigeriawere
ProfessorsA. Adeniyi, who was made the first Emeritus
Professor of the University of llorim July this yearRalph
Hendrickse Herbert Gillesand GM Edington all of whom
worked in University College Hospitallbadan They
described Quaan malaria nephropathjrom Plasmodium
malariae ® Another author, Kibukamusoke also described
guartan malaria nephropathy in Uganda, but with a different
histological picture’. In all their publications, the malaria
parasite was never isolated in anytoé tissue$ Although
there is no doubt that the rate of deaths from chronic kidney
diseasq CKD) fell after the eradication of malaria in British
Guiana °, and there are distinct entities associateith
malaria infection such as blackwater fever (aa@nal failure
from malaria),® *  recent authors are questioning the

7

existence of o6éMalaria nephrop:

Embrace of Paediatric Nephrology

| first got interested in Paediatric Nephrologhile inserting
cardiac pacemakers and doing cardiatherization at the
University of Nigeria Teaching Hospital, Enugu, following
my initial training at Sefton General Hospital, Liverpool and
Royal Manchester Chil drenobs
TheodoreOkeahialam had drawn my attention to the fact that
therewas no Paediatric Nephrologisin the then East Central
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St ate of Ni geri a. I returned

Hospital, Glasgow and later to East Birmingham Paediatric
NephrologyUnit where | took care of children on Haemo and
peritoneal dialys as well as did a three year research into
childhood bone disease from chronic renal failTitee fruit of
the research was an MD Thesi
childhood renal osteodystrophy and prevention of clinical
disease by low dose one alphg ir o x yc ho e c a
Prior to the Thesjsone alpha hydroxycholecalciferol was
used only to treat clinical evidence of bone disease as it was
found to be associated with deterioration of kidney function in
therapeutic doses. We demonstrated that losed of the drug
could be used to prevent overt bone disease and without a fall
in renal functio®®'®*’ Today the drug is used world wide in
small doses to prevent overt bone disease in all children with
chronic renal failureThis most fruitful yearwas crownedby
another year as a Fellow in Nephrology at the Hospital for
Sick Children, Toronto, Canada 198984. My return to
Nigeria since 1984has been challenging but fruitfdnd
fascinating Port Harcourt was a virgin soil in Paediatric
Nephrology. The discipline entails hard work and
commitment. You cannot put a child on dialysis and leave him
to even your junior colleagu&ou must be physically present
whether itis 2 am or 5am. | keep reminding all my colleagues
and the students that this fsetonly way to ensure that these
desperately sick children surviv&es, indeed we took lots of
risks sometimes in our owears,at other times in rickety old
UPTH ambulances ithe middle of the night, but it was all for

a worthwhile causel recall my hisband once reminded me

6 | atl you do you must raemberthat your own life is as

i mportant as the one you go

S

[
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Renal Disorders

We outlined he spectrum of renal disordens Nigeria in the
Journal of Paediatric Nephrologin 1999 ***° The commonest
disorders were preventable causes such as acute renal failure,
urinary tract infection, nephrotic syndromeand acute
glomerulonephritisWe noted that renal disorders accounted for
1.1% of all admissions of children and that chronic kidney
failure(CKF) occurred in 7.4 children per childhood million
populatio®. Among Nigerian adults, chronic kidney failure
accounts for 10% of all admissions, so it is rare to walk into the
ward without seeing a sufferer. It must be remembered that most
of thecauses of CKF in adults stamtchildhood.

Nephrotic Syndrome

This is a swelling of the body from kidney diseaseislitthe
commonest kidney disorder in the tropics. Our studies here in Port
Harcourt have shown that over 60% are idiopathic (cause
unknown) 2°. Other causes of this disorder include infections such
as malarig’, hepatitis B and C ,umanimmunodeficiency virus
(HIV/AIDS), post streptococcal infectionsschistosomiasis,
typhoid, shigellosisand filarissis The breeding ground for these

is provided by low socigeconanic status, overcrowded housing
and poor sanitation

Earlier studies in Nigeria showed that most children with this
disorder did not respond tocommonly used druigPrednisolone
(Steroidg. However, ourstudies showed that ové0% of them

do respond to prednisolone wheproperly administered.
Following our publications in 1990, studies from various parts of
Nigeria hae made similar observationSigure 3is a 3year old
with Nephrotic syndrome. She is massively swull@almost
beyond recognition. fe left is before treatmenthe right after
treatment. She is now 13years old.



BEFORE AND AFTER

Figure 3

Figure 4shows the numbers and age ranges of the first group of
children that we studied with the nephratimdrome.

NS-Port Harcourt Experience
Eke FU Nig.J.Paeds1990;17:59-63

No. of patients 3 -f W Female|
O Male

13 35 5.7 7.9 9.1 1-13 1315
Age(yrsjrange at onset Ne phrotic Syndrome

Figure 4. Age and sex of patients with Nephrotic Syndrome
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Acute Renal Failure(ARF)

In 2005 w e hi ghl irgistence @¢f ABR anaher p e

prevent ab fZdn develapedrcguees, the commonest
cause ofARF is following cardiac surgery. In our countnyost
causes are preventable, being primarily from poor secawomic
conditions Figure 5is a commorpicture of our young children
aged 515years. Many are in boardingchools butthe poor
sanitation and overcrowdinigad to infection with scabies and
streptococcal organisms. A hypersensitiv(llergic) reaction
occurs in some individuals resulting in ac@mmerulonephritis
(AGN) which may lead to acute or chromkicineyfailure

—

AGN,Scabies + Nephrotic_
Syndrome

10yr. Old
Male

Note skin
lesions

Ascites
Scrotal oedema

Figure 5. Acute Glomerulonephritisvith ascites (fluid in the
abdomen)



Table 1 ouines the commonest causes of ARFastroenteritis
(diarrhoea and vomiting) ithe leading caus&. Out of the 16
causes studied in these 177 children, onlg3eukaemiacancer
of the bone marrow)posterior urethral valvega congenital
abnormality in the urinary system) and reagénesis (absencé
the kidneys at birth), could be said to be fpoaventable.

Table 1
Causes of ARF in UPTH

1986-2000
A CAUSE NO % A TETANUS 3 1.69
A GASTRO 54 30.5 A INTES OBS 3 1.69

A SEPTICAE 25 14.1
A BIRTHASP 25 14.1
A ACUTE GN 24 13.6
A MALARIA 14 7.9

A LEUKAEMIA 3 1.69
A Puv 2 113

A PNEUMONIA 2 1.13
A PERITONITIS1 0.56

A HUS 5 2.82
A TYPHGN 5 2.82
A HEPATITIS 4 2.26

A RENAL AGEN 1 0.56
A UNKNOWN 5 2.82
A TOTAL 177 100%

Gastro=gastroenteritis; septicaepseaemia; birth asp=birth
asphyxia; acute  GN= acute  Glomerulonephritis;
HUS=Haemolytic Uraemic Syndrome; Typh GN = Typhoid
Glomerulonephritis; Intes Obs= Intestinal ObstructiBhiV=
posterior urethrabalves; renal Agen=renal agenesis

We studied the yely distribution of ARF and found that there

has been no significantlfaover a 12 year period, Fig 68he
surge in 1988 was from an Oepi
0 h owatgd with resultantARF and deathsboth in adultsand



children.A histogram of 19861990 is almost identical to that of
19862004, Fig6b. Let us hope thadpure watedwill not replace
doly waterd

Acute Renal failure

Figure 6aabove;Figure 6b below

E—-




Table 11

PreRenal ATN Cort.Necrosis| Interstitial | AGN HUS Obstructive
U
Dehyd Dehyd | Hypox Drugs Sore thr Bloody Abd
Haem Nephr | Abrupti Rash Skin Inf diarrh Mass
NSAID | Pla Fever
UrineZZz, =N2Z N,- Z, N, Z, N N, Z
Urinalysis N | Granula| Haematuria, | Pyuria, Wb{ RBC casts RBC N
r casts | Protein casts protein casts,
protein
Uosm <350 <350 >45 Varia Varia
FEna<l1% | >2% >2% <1% Varia Varia
UNa<10meq| >3040 >3040 <10 Varia Varia
Urean Pl at Z | Eosinophild C3, C4Z2 Pl at Z
0
US: N EN- |N, Z, C/K-E K:~=C Zz |N; CZ | Dilat
Differentiation of Causes oARF. Cort=Cortical; AGN=acute

glomerulonephritis HUS= haemolytic Uraemic syndrome;
U=uropathy; N= normal;-=increased;Z=di mi ni shed;
white blood cells; RBC red blood cells; Uosm= urine
osmolality; Varia= variable; FEna= fractional excretion of
sodium; UNa= urine sodium; Plat= platelet;
micro=microalbuminuria; E= enlarged; CM= lack of cortico
medullary differentiatin; Dilat = dilatation

When children are exposed to these preventable diseases, either
through ignorance, negligence or lack of commitment, they are
automatically exposed to more severe consequences. These
consequences armbmplicationsinclude ARF whichsometimes

results in death unless treated with dialysis. It is not always easy
to know the cause of acute renal failukéere, we follow the
words of the Holy Gospel, 0As Kk
search, and you will find; knock, and the door wil bpened to

you. Everyone who asks receives; everyone who searches finds;
everyonewho knocks will have the door opened (Matthew

11



Chapter 7, verses-9). Mr. Vice Chancellor, Sir, if after some
agoni zing moments, we arinegafttrucky
a little jubilaion, we test it, and find some of the chemistry in
Table 11, we confidentltargetsome possible causes of the renal
failure. Diagnosing renal failure demands meticulous attention to
details but when we search, we find!

Chronic Renal Failure

There is likely underreporting of an increasing number of children
with chronic renal failure (CRF) in Nigeri&'. Most patients
present lateSome never reach the hospitafed it is asignificant
problem that has not been given th@opty it deserves We
recently studied 45 children with CRF and the cauaes
tabulated belo®

Table Ill: Causes of Chronic Renal Failure

Primary renal disase No.(%) Mal Female
es

Glomerulopathies 23 (53.3) 9 14

Obstructive uropath 13 (28.9) 13 0

Vascular,PN,Malign,Malaria 9 (17.8) 5 4

Nephropatly

Total 45(100%) 27 18

PN=Pyelonephritis; Malign= malignancy
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The commonest cause is Glomerulonephritis.

HIV/AIDS Associated Nephropathy (HIVAN)

Recently there has been iagreasing number of children with
CRF from HIV/AIDS. Most of these children have had a
vertical transmission of this virus from their mothers during
pregrancy and vaginal deliveryCharacteristically, they are
well grown, well nourished and reach the aagd 210years
before they develop symptoms. Once symptoms develop, they
nosedive into end stage mal failure and deatf’. Figure 7
illustrates this

HIVAN & ESRD in chdn in US

T.Ahuja et aL PN 2004;19:808-11
Figure 7

We have treated 10 children aged 2 to 15years with HIVAN in
the last 4 years,when we becameaware of theassociationof
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chronic renal failure with HIV/AIDS. Two of the children

developed renal failure secondary to HIV/AIDS following blood
transfusion donated by their fathel$he others were infected in

the womb by tkir HIV positive but clinically well mothers. Renal

ultrasound showed the characteristic picture of HIVAN hwit

hyperechoic features, Figure 8

“ S Q\ W

/
|
)

US hivan -hyperechoic %// Q

’ -

UNIVERSITY OF PORTHARCOURT TEACHING HOSP 20/Feb/B6 14:35:11

GENERIC

o1 9.41 cn
o2 8.79 cn

Figure 8: Ultrasound of our patient with HIVAN showing
hyperechoic features

Reral tissue show severalhallmarks of HIV/AIDS end stage
renal disease andthe following, Figs 911 were the
photomicrographof a ten year old from our hospitdfig 12

compares a normal and abnormal photomicrograph
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inflammatory infiirate

Figure 10
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HIVAN

» Hyaline casts in
tubules - cause of

bright appearance in
U/s

> Precipitate of
plasma proteins

Figure 11

Figure 12
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