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Introduction : 

A student once wrote to his dad, óDear Dad, No mon, no sun, no 

fun. Send me a cheque so Iôll know youôre alright. Your sonô. The 

Dad replied, óHow sad, too bad, your dadô. Today we will embark 

on a subject that is close to my heart. We may have no sun but I 

hope we will have some fun in the course of our journey. The 

word ñpaediatricsò is derived from two Greek words paidi (ˊŬɘŭɑ) 

which means "boy" and iatros (ɘŬŰɟɧɠ) which means "doctor".   A 

nephron is any of the numerous filtering units of the vertebrate 

that remove waste matter from the blood. Thus Paediatric 

Nephrology is the study of childrenôs kidney & its diseases. 

Figure 1 outlines the normal kidney. Most people are endowed 

with two.   
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Fig 1 

 

The word ónephropathyô means ódamaged kidneysô Unlike my 

better half, Professor N. Eke, who in his Inaugural lecture in 

Juneô06 suggested that Urologists be titled  óSenior Advocate 

for Menôs Healthô
1
, the Paediatric Nephrologist  handles the 

youth and little ones and 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 Great, who ruled Judea before the birth of Christ. 

Flavius Josephus describes Herodôs illness, in the óAntiquities 

of the Jewsô-óDistemper seized upon his whole body, and 

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

all the surface of his body, and continual pains in his colon, 

and dropsical tumours about his feet, and inflammation of his 

abdomen, é Besides which he.. could not breathe but when 

he sat upright, had a convulsion of his membersô.
2, 3

 Most of 

these symptoms are attributable to chronic kidney disease and 

uraemia resulting from diabetic kidney disease. 

 

Brightôs disease: Subsequently, renal diseases were termed 

óBrightôs diseaseô after Richard Bright (1789-1858)  wrote , 

óWith regard to the affections of the heart, I have occasionally 

been able to trace the gradual increase of the hypertrophy 

coming on many months after the albuminous condition of the 

urine has been established.ô 
4
 

 

Figure 2: Richard Bright 1833  
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Interest in the discipline of Paediatric Nephrology arose after 

the second world war, following classical descriptions of óan 

association of purpura (bleeding into the skin), severe 

abdominal pains, melaena (blood in the stools) and arthritisô 

by Henoch in 1905 
5
. This association is still called óHenoch 

Schonleinô syndrome which ólicks the skin and bitesô the 

kidneys in children  

 

Pioneers of Paediatric Nephrology in Nigeria 

The Pioneers of Paediatric Nephrology (PN) in Nigeria were 

Professors A. Adeniyi, who was made the first Emeritus 

Professor of the University of Ilorin in July this year, Ralph 

Hendrickse, Herbert Gilles and GM Edington all of whom 

worked in University College Hospital, Ibadan. They 

described Quartan malaria nephropathy from Plasmodium 

malariae. 
6
 Another author, Kibukamusoke also described 

quartan malaria nephropathy in Uganda, but with a different 

histological picture 
7
. In all their publications, the malaria 

parasite was never isolated in any of the tissues
8
. Although, 

there is no doubt that the rate of deaths from chronic kidney 

disease (CKD) fell after the eradication of malaria in British 

Guiana 
9
, and there are distinct entities associated with 

malaria infection such as blackwater fever (acute renal failure 

from malaria), 
10, 11, 12

  recent authors are questioning the 

existence of ómalaria nephropathyô
13

    

 

Embrace of  Paediatric Nephrology 

I first got interested in Paediatric Nephrology while inserting 

cardiac pacemakers and doing cardiac catheterization at the 

University of Nigeria Teaching Hospital, Enugu, following 

my initial training at Sefton General Hospital, Liverpool  and 

Royal Manchester Childrenôs Hospital, UK. Professor 

Theodore Okeahialam had drawn my attention to the fact that 

there was no  Paediatric Nephrologist  in the then East Central  
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State of Nigeria. I returned first to Yorkhill Childrenôs 

Hospital, Glasgow and later to East Birmingham Paediatric 

Nephrology Unit where I took care of children on Haemo and 

peritoneal dialysis as well as did a three year research into 

childhood bone disease from chronic renal failure. The fruit of 

the research was an MD Thesis entitled óEarly detection of 

childhood renal osteodystrophy and prevention of clinical 

disease by low dose one alpha hydroxycholecalciferolô
14

. 

Prior to the Thesis, one 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 low doses of the drug 

could be used to prevent overt bone disease and without a fall 

in renal function
15,16,17

.  Today, the drug is used world wide in 

small doses to prevent overt bone disease in all children with 

chronic renal failure. This most fruitful year was crowned by 

another year as a Fellow in Nephrology at the Hospital for 

Sick Children, Toronto, Canada 1983-1984. My return to 

Nigeria since 1984 has been challenging but fruitful and 

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 colleague. You must be physically present 

whether it is 2 am or 5 am. I keep reminding all my colleagues 

and the students that this is the only way to ensure that these 

desperately sick children survive. Yes, indeed we took lots of 

risks sometimes in our own cars, at other times in rickety old 

UPTH ambulances in the middle of the night, but it was all for 

a worthwhile cause! I recall my husband once reminded me 

óIn all you do you must remember that your own life is as 

important as the one you go out to saveô.   
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Renal Disorders  

We outlined the spectrum of renal disorders in Nigeria in the 

Journal of Paediatric Nephrology in 1999 
18.19

. The commonest 

disorders were preventable causes such as acute renal failure, 

urinary tract infection, nephrotic syndrome, and acute 

glomerulonephritis. We 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 

population
18

. 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 the causes of CKF in adults start in childhood. 

 

Nephrotic Syndrome: 

This is a swelling of the body from kidney disease. It is the 

commonest kidney disorder in the tropics. Our studies here in Port 

Harcourt have shown that over 60% are idiopathic (cause 

unknown) 
20

. Other causes of this disorder include infections such 

as malaria 
21

, hepatitis B and C , human immunodeficiency virus 

(HIV/AIDS), post streptococcal infections, schistosomiasis, 

typhoid, shigellosis and filariasis. The breeding ground for these 

is provided by low socio-economic status, overcrowded housing 

and poor sanitation. 

 

Earlier studies in Nigeria showed that most children with this 

disorder did not respond to a commonly used drug ï Prednisolone 

(Steroids). However, our studies showed that over 60% of them 

do respond to prednisolone when properly administered.  

Following our publications in 1990, studies from various parts of 

Nigeria have made similar observations. Figure 3 is a 3year old 

with Nephrotic syndrome. She is massively swollen, almost 

beyond recognition. The left is before treatment, the right after 

treatment. She is now 13years old.  
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BEFORE    AND   AFTER 
 

 

 

 

 

 

 

 

 

 

 

Figure 3 

 

Figure 4 shows the numbers and age ranges of the first group of 

children that we studied with the nephrotic syndrome.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

In 2005, we highlighted óthe persistence of ARF, another 

preventable scourgeô 
22

. In developed countries, the commonest 

cause of ARF is following cardiac surgery. In our country, most 

causes are preventable, being primarily from poor socio-economic 

conditions. Figure 5 is a common picture of our young children 

aged 5-15years. Many are in boarding schools but the poor 

sanitation and overcrowding lead to infection with scabies and 

streptococcal organisms. A hypersensitivity (allergic) reaction 

occurs in some individuals resulting in acute Glomerulonephritis, 

(AGN) which may lead to acute or chronic kidney failure 

 

 

AGN,Scabies + Nephrotic

Syndrome

Å10yr. Old

ÅMale

ÅNote skin 

lesions

ÅAscites

ÅScrotal oedema

 

Figure 5: Acute Glomerulonephritis with ascites (fluid in the 

abdomen) 
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Causes ARF in UPTH

1986-2000

ÅCAUSE NO %

ÅGASTRO 54 30.5

ÅSEPTICAE 25 14.1

ÅBIRTH ASP 25 14.1

ÅACUTE GN 24 13.6

ÅMALARIA 14 7.9

ÅHUS 5 2.82

ÅTYPH GN 5 2.82

ÅHEPATITIS 4 2.26

ÅTETANUS 3 1.69

ÅINTES OBS 3 1.69

ÅLEUKAEMIA 3 1.69

ÅPUV 2 1.13

ÅPNEUMONIA 2 1.13

ÅPERITONITIS1 0.56

ÅRENAL AGEN 1 0.56

ÅUNKNOWN 5 2.82

ÅTOTAL 177 100%

Causes of ARF in UPTH
1986-2000

 

Table 1 outlines the commonest causes of ARF. Gastroenteritis 

(diarrhoea and vomiting) is the leading cause 
23

. Out of the 16 

causes studied in these 177 children, only 3 i.e. leukaemia (cancer 

of the bone marrow), posterior urethral valves (a congenital 

abnormality in the urinary system) and renal agenesis (absence of 

the kidneys at birth), could be said to be non-preventable. 

 

 

Table 1 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Gastro=gastroenteritis; septicae=septicaemia; birth asp=birth 

asphyxia; acute GN= acute Glomerulonephritis; 

HUS=Haemolytic Uraemic Syndrome; Typh GN = Typhoid 

Glomerulonephritis; Intes Obs= Intestinal Obstruction; PUV= 

posterior urethral valves; renal Agen=renal agenesis 

 

We studied the yearly distribution of ARF and found that there 

has been no significant fall over a 12 year period, Fig 6a. The 

surge in 1988 was from an óepidemicô following the ingestion of 

óholy  waterô  with  resultant  ARF and  deaths  both in adults  and  
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children. A histogram of 1986-1990 is almost identical to that of 

1986-2004, Fig 6b. Let us hope that ópure waterô will not replace 

óholy water.ô 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6a above; Figure 6b below 
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Table 11 
Pre-Renal ATN Cort.Necrosis Interstitial AGN HUS Obstructive

U 

Dehyd 
Haem 

Dehyd 
Nephr 
NSAID 

Hypox 
Abrupti 
Pla 

Drugs 
Rash 
Fever 

Sore thr 
Skin Inf 

Bloody 
diarrh 

Abd 
Mass 

UrineŹ Ź, N, ¬ Ź N, ¬ Ź,N, ¬ Ź,N N, Ź 

Urinalysis N Granula
r casts 

Haematuria, 
Protein 

Pyuria, Wbc 
casts 

RBC casts, 
protein 

RBC 
casts, 
protein 

N 

Uosm <350  <350 >4-5 Varia Varia 

FEna <1% >2%  >2% <1% Varia Varia 

UNa<10meq >30-40  >30-40 <10 Varia Varia 

Urea¬  PlatŹ Micro Eosinophils C3,C4Ź,ANF PlatŹ,micr
o 

 

US: N E:N, ¬ N, Ź,CM K: ¬ E¬ K: ¬C Ź N;CŹ Dilat 

 

Differentiation of Causes of ARF. Cort=Cortical; AGN=acute 

glomerulonephritis; HUS= haemolytic Uraemic syndrome; 

U=uropathy; N= normal; ¬=increased; Ź=diminished; Wbc= 

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 differentiation; 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 and complications include ARF which sometimes 

results in death unless treated with dialysis. It is not always easy 

to know the cause of acute renal failure. Here, we follow the 

words of the Holy Gospel, óAsk, and it will be given to you; 

search, and you will find; knock, and the door will be opened  to 

you. Everyone who asks receives; everyone who searches finds; 

everyone  who  knocks  will  have  the  door  openedô  (Matthew  
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Chapter 7, verses 7-9). Mr. Vice Chancellor, Sir, if after some 

agonizing moments, we are lucky to ócatchô a drop of urine, after 

a little jubilation, we test it, and find some of the chemistry in 

Table 11, we confidently target some 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 Nigeria 
24

. Most patients 

present late. Some never reach the hospitals and it is a significant 

problem that has not been given the priority it deserves.   We 

recently studied 45 children with CRF and the causes are 

tabulated below
25          

 

 

Table III: Causes of Chronic Renal Failure 

Primary renal disease   No.(%) Mal

es 

Females 

Glomerulopathies    23 (53.3) 9 14 

Obstructive uropathy    13 (28.9) 13 0 

Vascular,PN,Malign,Malaria 

Nephropathy 

     9 (17.8) 5 4 

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 an increasing number of children with 

CRF from HIV/AIDS. Most of these children have had a 

vertical transmission of this virus from their mothers during 

pregnancy and vaginal delivery.  Characteristically, they are 

well grown, well nourished and reach the ages of 2-10years 

before they develop symptoms. Once symptoms develop, they 

nose-dive into end stage renal failure and death 
26

. Figure 7 

illustrates this. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 7 

 

 

We have treated  10 children aged 2 to 15years with HIVAN in 

the  last  4 years,  when  we  became  aware of the  association  of  
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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 fathers. The others were infected in 

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

ultrasound showed the characteristic picture of HIVAN with 

hyperechoic features, Figure 8 

 

US hivan -hyperechoic

 

 

Figure 8: Ultrasound of our patient with HIVAN showing 

hyperechoic features 

 

Renal tissue shows several hallmarks of HIV/AIDS end stage 

renal disease and the following, Figs 9-11 were the 

photomicrographs of a ten year old from our hospital. Fig 12 

compares a normal and abnormal photomicrograph. 
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Figure 9 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 10 
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Figure 11 

 

 

    Normal glomerulus            Collapsing FGS 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 12 

 

 


