
A PTFE-wheel catheter for CAPD. K.!. Furman, JR. Botha, W.
Maddison. Departments of Medicine and Surgeiy, University of the
Wit watersrand, Johannesburg. A catheter for maintenance peritoneal
dialysis was fashioned with a 40mm diameter wheel-shaped head milled
out of a solid block of polytetrafluoroethylene (PTFE). Thirty-two 2.5
mm diameter radial channels lead from the circumference to a central
confluence and exit through a stem to which conventional silastic
catheter tubing with dacron felt cuffs is attached. The catheter head is
inserted surgically and positioned on the inner aspect of the parietal
peritoneum below the umbilicus similar to insertion of a column
catheter, thus dispensing with an intraperitoneal pelvic segment. In this
position entanglement with the omentum is obviated. A purse-string
suture can be tightened around the central stem without risk of
occluding the lumen. Dialysate flow in and out of the 32 radial channels
is rapid without causing discomfort of ajet stream as may occur at times
with Tenckhoff-type catheters. The physically inert nature of PTFE
inhibits adherence of biofllm or intraperitoneal structures to the head. If
the catheter has to be removed for any reason, the head can be cleaned
and sterilized for re-use. Animal (dog) and clinical trials have thus far
been very encouraging.

Loss of peritoneal membrane function in continuous ambulatory pen-
toneal dialysis (CAPD). I. Sarvan, S. Naicker, I.?. Naiker, A. Muka-
dam, A.A. Haffejee, D. faa!, Y.K. Seedat, Renal Unit, Addington
Hospital and University of Natal, Durban. Various factors have been
implicated in the failure of the peritoneal membrane to function
adequately in CAPD. This study reviews 24 patients, of a total of 219
treated with CAPD from 1979 to 1987, who were unable to continue
with CAPD because of inadequate dialysis. Their total period on CAPD
was 606 patient months with a range of 6 to 63 months. One hundred
and thirty-six episodes of peritonitis occurred in these 24 patients, of
which 35 (25.7%) were gram negative, 71 episodes (52.2%) gram
positive, 9(6.6%) yeasts, 20(14.7%) culture negative and I patient with
fungal peritonitis. Eleven Out of 24 patients had 4 or fewer episodes of
peritonitis. The final infection (before failure of CAPD) was gram
negative in 9 patients (37.5%), Candidalother yeast in 7 (29.2%), gram
positive in 3 (12.5%), fungal (aspergillus) in 1 patient and culture
negative in 4 (16.7%). All 219 patients were maintained on Dianeal
solution containing lactate and used the same disinfectants. Ten pa-
tients (41.7%) received beta blockers. Laparotomy findings were:
sclerosing peritonitis in 2 patients, "frozen abdomen" in 8, multiple
adhesions in 8 and peritoneal fibrosis in 4 patients. Eight patients died:
4 as a complication of bowel disease and 4 of unrelated causes. Another
5 patients have had episodes of subacute intestinal obstruction. In
conclusion, no patient in our study has had failure of peritoneal function
in the absence of peritonitis. Patients with gram negative, yeast, fungal
and 'repeated infections were more likely to result in poorly functioning
peritoneunis.

Treatment of relapsing and persistent peritonitis in continuous ambu-
latory pentoneal dialysis by removal and simultaneous replacement of
Tenckhoff catheter. Preliminary report. I.P. Naiker, R. Ramsaroop, S.
Naicker, K.B. Parag, A.A. Haffejee, Y.K. Seedat, Departments of

Medicine, Surgery and Pathology, Addington Hospital and University
of Natal, Durban. This study assesses the efficacy of removal and
replacement of Tenckhoff catheter at the same operation in the man-
agement of relapsing and persistent peritonitis. Patients with fungal
peritonitis were excluded from the study. Scanning electron micros-
copy was done to try to demonstrate bacterial adherence to the
catheters and to correlate findings with culture reports on the catheter
and peritoneal dialysate. Four out of 6 patients with relapsing peritonitis
remained peritonitis free for a mean period of 5.6 months. Subsequent
bouts of peritonitis involved different organisms to those responsible for
relapses. The procedure failed in one patient and it remains too early to
comment on the 6th. The procedure failed in 2 patients with persistent
peritonitis. Both required temporary haemodialysis following repeat
catheter removal. Scanning electron microscopy performed on 3 cath-
eters revealed biofilms on both luminal and external surfaces. Multiple
bacterial morphocytes made it difficult to establish the relationship of
the biofllms to the peritonitis. Preliminary results indicate a place for
catheter removal and immediate reinsertion in the management of
relapsing peritonitis, thus avoiding another operation and reducing
demand on hemodialysis facilities. The procedure appears to be con-
traindicated in patients with persistent peritonitis.

Bone and joint disease in primary hyperoxaluria. D. Jacobs, C.
Schnitzler, A. Kok, PD. Thomson, F.J. Milne; J.M. Pettifor, Univer-
sity of the Witwatersrand, Johannesburg. Skeletal involvement in
primary hyperoxaluria has been inadequately studied. We present 4
patients aged 6 yrs, 6 yrs, 7 yrs and 20 yrs who presented in end-stage
renal failure due to primary hyperoxaluria. This was confirmed on renal
histology in three of the four patients and who also had cadaveric renal
transplants which failed. All patients are on chronic dialysis (IHD; 3
CAPD). Two patients have developed clinical bone disease and com-
plain of bone pain but none have suffered fractures. Initial radiographs
showed no evidence of bone disease but subsequent films demonstrated
features of renal osteodystrophy. Bone biopsies in two of the four
patients showed extensive oxalate deposition in the bone marrow and
replacement of the marrow by fibrous tissue. Ther was marked
evidence of hyperparathyroidism, and the 6-year-old child had osteo-
malacia as well; (a bone stain for aluminium was negative). The
20-year-old patient had severe hyperparathyroidism which required
parathyroidectomy and resulted in clinical improvement. A repeat bone
biopsy four months later showed some reduction in the oxalate load and
the fibrosis. All patients showed significant anemia; in two bilateral
nephrectomy could explain this. However, in the light of the extensive
marrow fibrosis, this may be due to bone marrow failure caused by
displacement of the normal marrow tissue.

Cytomegalovirus (CMV) infection in renal transplant patients. S.
Naicker, I. Windsor, J.P. Naiker, A.A. Haffejee, R. Ramsaroop, Y.K.
Seedat, Renal Unit, Addington Hospital and Departments of Virology
and Pathology, University of Natal, Durban. CMV infection is a major
cause of morbidity in renal transplant recipients. The aim of this paper
is to study the incidence of CMV infection and its complications. We
studied 70 renal transplant recipients who have been treated at our unit
from January, 1981 to March, 1988. All patients have been known to be
CMV positive prior to transplantation. Forty-nine patients received
cadaver kidneys and 21 were transplanted from living related donors.
Ten patients (14.2%) have shown no reactivation of their CMV virus
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following transplantation. Sixty patients (85.8%) have had reactivation
(as shown by a rise in the CMV 1gM titers): 23 (38.3%) within 3 months,
another 13 (21.7%) within 6 months and 13 (21.7%) at 1 year. Eighteen
episodes occurred after 5 years. Virus culture techniques in the past
year demonstrated CMV in the urine of 6 patients: I patient suffered
choroido-retinitis and acute irreversible rejection; 1 patient with acute
tubular necrosis; 2 with upper respiratory tract infections and 2 asymp-
tomatic patients. Of the 60 transplant patients who demonstrated
reactivation of CMV, 39 (65%) were asymptomatic; 10 (16.6%) had
documented upper respiratory infections; 10 (16.6%) had renal disease
and I patient had choroido-retinitis. Four patients suffered irreversible
renal failure as a result of rejection, probably precipitated by CMV
infection. One patient presented with gastrointestinal hemorrhage as a
result of ileal ulceration and died of respiratory failure.

Digoxin.like factors in renal failure. M.R. Moosa, J.S. Cridland,
Renal Unit Groote Schuur Hospital and Departments of Medicine and
Pharmacology, University of Cape Town. The presence of digoxin-like
factors (DLF) in renal failure is well documented. This study attempted
to establish whether there were differences in acute (ARF) versus
chronic renal failure (CRF) with regard to DLF and whether hemodi-
alysis or continuous ambulatory peritoneal dialysis (CAPD) affected
DLF. A correlation between DLF and various parameters was sought.
The 4 groups of patients studied were 14 with ARF, IS with CRF on
CAPD, 15 with CRF on maintenance haemodialysis (MHD) and 14 with
endstage CRF approaching dialysis. A group of 18 served as normal
controls. The presence of DLF was assayed using the "Amerlex" RIA
(Amersham International). Observations included age, sex, blood pres-
sure, body mass and assessment of renal function. The patients with
ARF had a DLF value of 0.089 0.023 (mean 5EM) compared to a
control of 0.025 0.01, P < 0.005. Neither MHD nor CAPD signifi-
cantly affected DLF levels. There was a significant correlation between
DLF and body mass (r = —0.37, P < 0.01). The level of DLF is
significantly elevated only in ARF and probably represents an adaptive
phenomenon.

The chromium release T cell crossmatch (CRCM)—Is it of value? L.P.
Margolius, A.M. Meyers, J.R. Botha, J. Seggie, P.D. Thomson, J.A.
Smit, P. Nortman, J.A. Myburgh, Departments of Medicine, Surgery
and Paediatrics, JHB Hospital. Doubts exist as to whether, and to what
extent, the CRCM adds to the predictive value of the dye exclusion
method (DECM) in acute graft rejection. To clarify this, the pre-
transplant (Tx) CRCM was retrospectively studied in 294 adult cadav-
eric graft recipients (235 first & 59 multiple) and related to graft outcome
at 3 months. Only the "recent" sera (Ito 3 months) were considered for
analysis. Results with T cells obtained either from donor lymph nodes
or splenic tissue were analyzed separately. Sera obtained from 173
patients was evaluable, and results were correlated with panel presen-
sitization. In all cases, initial DECM (using historic and recent sera) was
negative. The mean CRCM in 139 patients with good graft function at 3
monthswas2.23 2.94%vs. 13.2 21.6%inthe34whorejected(P<
0.0001). When the acceptable CRCM was set at 6%, 9/139 grafts
functioned above this level (6.5%) & 12/34 rejected (35%; P < 0.0001).
When set at 5%, 11/139 above this level functioned (7.9%) and 16/34
rejected (47.1%; P <0.0001). Exclusion of the 11 would have decreased
the 1 year graft survival from 80 to 78% but elimination of the 16 would
have increased survival from 78 to 87.3%. Panel presensitization in 15
of these 16 was minimal. A wide scatter of positive and negative results
using splenic T cells rendered this technique totally unsuitable. Con-
clusions: The CRCM is more sensitive and excluded 16% of "apparent"
negatives by the DECM technique. A 5% cut-off using lymph node T
cells would have improved graft survival by 9%. Spleen T cells should
not be used. Recent" sera showed a good predictive value in the
CRCM and should be used in addition to the routine DECM, which is
mainly of screening value.

Biochemical and serological analysis of children with hepatitis B virus
(HBV) nephrotic syndrome: Correlation with hepatitis e antigen, hepatitis
B DNA and hepatitis D. L.S. Mimer, G. Dusheiko, D. Jacobs, U. Kala,
P.D. Thomson, J. Murray, D. Ninin, Department ofPaediatrics,
Medicine, Johannesburg and Baragwanath Hospitals, School of Pa-
thology, Wits. Univ. and S.A.J.M.R. Fourteen children with membra-
nous nephrosis (MN) due to HBV infection were compared to 45

children with idiopathic nephrotic syndrome (IN) admitted over the
same period. The mean age of MN was 4.9 1.6 years and IN was 4.62

2.6 years. The mean serum albumin in both MN and IN were similar
(15.7 3.5 g/liter vs. 14,7 4.3 g/liter). Serum cholesterol in MN was
significantly lower than IN (10.2 1.8 vs. 2.6 4.6 mmol/liter; P <
0.02) but triglycerides were similar in both groups (3.7 1.4 vs. 4.6
3.3 mmoles-liter). The mean serum C3 in MN was significantly lower
than IN (0.99 0.20 vs. 1.5 0.5 g/liter; P <0.001), but C4 levels were
similar in both groups (0.41 0.3 vs. 0.44 0.2 g/liter). Serum AST in
MN were significantly elevated compared to IN (65.8 33 vs. 26.5
9.5 lU/liter; P <0.02). One hundred percent of MN were surface and E
antigen positive, but Delta antibody negative. Fifty percent of MN had
circulating HBV-DNA as measured by dot blot hybridization. No
biochemical differences were noted between HBV-DNA positive and
negative nephrotics with MN. Glomerular 1gM deposition was signifi-
cantly greater in MN with circulating HBV-DNA compared to those
without (1.8 0.8 vs. 0.38 0.5, P <0.05). This study suggests that the
presence of surface and or E antigens correlate better than HBV DNA
with presence of subepithelial immune complex deposition, but glomer-
ular 1gM deposition is related to the presence of circulating HBV-DNA.
Children with HBV and MV may have subclinical hepatitis limiting the
hyperlipemic response of their nephrotic syndrome.

Acute obstructive urinary schistosomiasis mimicking clinical glomeru-
lonephritis: An unrecognized syndrome. M. Adhikari, H.M. Coovadia,
Department of Paediatrics and Child Health, Faculty of Medicine,
Durban. Urinary schistosomiasis presenting with the clinical signs of
acute glomerulonephritis is described in 20 African children. Nineteen
patients had edema, 10 had circulatory overload, 11 had hypertension,
12 had oligoanuria and all had obstructive uropathy with hydronephro-
sis. None had any casts in freshly voided samples of urine, an
observation which distinguished these children from the 200 cases of
post-streptococcal glomerulonephritis (PSGN) seen at this hospital
annually. Further support that this was not PSGN was the absence in
these patients of a raised antistreptolysin 0 titer and marked reduction
in C3, which are noted in about 93% of those with PSGN. Six of these
patients required peritoneal dialysis. Signs in 17 reverted to normal
within 3 weeks and one child died. Obstructive uropathy cleared in 4 to
12 weeks in all 7 patients who were followed up. Preliminary findings in
a few children suggest a nonglomerular origin for this disease; a tubular
disorder secondary to obstructive uropathy seems the most likely cause
of this clinical problem. The absence of casts in freshly voided urine is
central to differentiation from acute glomerulonephritis, especially
PSGN. This syndrome could, nonetheless, have escaped notice and
may have been interpreted as glomerulonephritis with associated bil-
harzia, and therefore may constitute a previously unrecognized com-
plication of schistosoma hematobium infestation.

Protein restriction in chronic renal failure. C.R. Swanepoel, R. Beck,
L. Isaacs, Departments of Medicine and Dietetics, Groote Schuur
Hospital and U.C.T. Cape Town. The beneficial effects of an artificial
diet (AD) consisting of a 20 g vegetable protein diet supplemented with
essential amino acids (aa) on the progression of renal failure are well
known. The problems of implementing such a diet are less well
described. Sixteen patients with advanced chronic renal failure were
placed on an AD. The effects on renal function were assessed by serum
creatinine (Sr). Compliance was monitored by dietary history, serum
urea and total urea excretion. Blood aa profiles and PTH levels were
recorded in 5 and 8 patients, respectively. Of the 16 patients, 1 was lost
to follow-up, I developed GIT side effects and 2 asked to be changed to
a 40 gram animal protein diet. Ten patients were followed for longer
than 6 months and their results are discussed. Sr improved in 4
patients, while in I patient it stabilized after 24 months on the AD.
Serum and urine urea measurements were good indicators of compli-
ance. Aa profiles were essentially normal while PTH levels were
elevated. Most patients had difficulty in swallowing the tablets and in I
patient they produced extreme nausea. Compliance was the major
problem encountered. The AD is of benefit in a select group of patients.

Pilot study of cyclosporin A in steroid-insensitive nephrotic syndrome.
H.M. Coovadia, M. Adhikari, Department of Paediatrics and Child
Health, Faculty ofMedicine, Durban. The nephrotic syndrome in the
African child has been shown to have unusual features which make the
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nephrotic syndrome in this group of children distinctive. Membranous
nephropathy, 90% HB antigen associated, occurred in 66 (40%) of 180
children biopsied. A further 34 (20%) have minimal change disease
which is steroid insensitive. There is therefore little other than support-
ive treatment in both these groups. Among Indian children focal
glomeruloscierosis poses a therapeutic challenge, Immunologically
these conditions have a disturbance of T cell function. Cyclosporin A
(CsA) has been shown to inhibit the expression of T helper cell
function. A pilot study was therefore designed to establish the useful-
ness of CsA in these conditions to determine appropriate doses and to
detect side effects. Eleven patients, 10 African and I Indian, aged 2 to
14 years, of whom 5 were males, entered the study, 5 had HB,Ag
positive membranous nephropathy, 3 focal glomerulosclerosis, 2 mini-
mal change disease and I was unclassified. Adequate drug levels (250 to
1000 sg/liter) were achieved in 9 patients at dosage of 10 to IS mg/kg!
day and 2 at 7.5 mg/kg/day. Treatment continued for 6 to 9 months.
Clinical and biochemical monitoring indicated transient renal and
hepatic disturbances in 50% of the patients. Of the nine patients 2
remitted spontaneously on inadequate dosages of CsA, I died in severe
relapse 1 year after completing CsA, 6 have remained unchanged. Two
children did not complete the study, 1 was withdrawn by the parents,
the other developed massive hematuria and was withdrawn. CsA did
not appear to be of therapeutic value in this small group of patients.

Effects of repeated courses of daily steroids and of persistent protein-
uria on linear growth in children with nephrotic syndrome. M. Adhikari,
N.E.G. Manikkam, H.M. Coovadia, Department of Paediatrics and
Child Health, Faculty of Medicine, Durban. The growth inhibitory
effects of courses of daily steroid therapy and of persistent proteinuria
were assessed in 125 Indian and African children with nephrotic
syndrome followed up for an average of 3.9 years (range 0.25 to 14 yrs).
The mean SD height standard deviation score (SDS) in 87 children
who had received prednisone for an average of 36 weeks (range 4 to 250
weeks) was compared to that in 38 patients who had been managed
symptomatically. The height SDS for 77 Indian children in the predni-
sone treated group was —1.06 1.44, which was not significantly
different (P = 0.75) from the value —0.92 0.96 among 6 in the
untreated group. In Africans, the height SDS in 10 treated children was
—1.82 0.81 which was similar (P = 0.74) to that —1.77 1.61 in 32
untreated patients. No significant effects were detected in the 87 treated
patients by regression analysis of duration of prednisone therapy
against height SDS for individual children. The findings remained
unchanged when children who had received <12 weeks of prednisone
were excluded or when comparisons were drawn between those treated
for less than and longer than 36 weeks. The heights of untreated African
children who had persistent proteinuna were within the range of normal
for age, race and sex. Among the biopsied patients, 81% of Indians had
minimal change and 49% of the Africans had membranous nephropathy.
It is concluded that courses of daily steroids or persistent proteinuria do
not inhibit linear growth in Indian and African children with nephrotic
syndrome.

ClInical presentation of amyloidosis. F. Hassen, D.P. Naidoo, Depart-
ment of Medicine, University ofNatal, Durban. Echocardiography is a
quick, simple test which may suggest infiltrative disease of the heart and
in the clinical setting of nephrotic syndrome may indicate systemic
amyloidosis. The aim of this study was a) to describe the clinical
presentation of patients with amyloidosis, and b) to evaluate the role of
echocardiography in diagnosis. The clinical records of 13 patients with
proven amyloid were reviewed. Nine patients presented with nephrotic
syndrome, and two of the 9 had in addition intractable right heart
failure. Two patients presented with hepatosplenomegaly, one with
renal failure, hepatomegaly and convulsions, and one with easy bruising
and purpura. Seven patients had monoclonal gammopathy. Eight of the
13 patients had echocardiograms. Six patients had the classical echo-
cardiographic features of an infiltrative myopathy. The classical finding
was of a markedly increased LV mass with small complexes on the
ECG. Four patients had the sparkling granular appearance associated
with amyloid of the heart. Conclusion: Nephrotic syndrome is the most
common mode of presentation in our patients. Echocardiography is a
simple non-invasive pointer to systemic amyloid when increased myo-
cardial mass is associated with a low voltage electrocardiogram.

Urinary tract infection (UTI) in malnourished children at Baragwanath
Hospital. U.K. Kala, D.W.C. Jacobs, Department of Paediatrics,
Baragwanath Hospital. UTI in malnourished children is a well recog-
nized complication. The need to investigate them for underlying renal
pathology has never been clearly defined. Seventy-five malnourished
children assessed according to the Wellcome Trust classification using
National Centre for Health Statistics (NCHS) charts, admitted consec-
utively, were screened for UTI by suprapubic puncture. All patients
had routine full blood count; urea, electrolytes and creatinine (U + E +
Cr) performed; and all patients with UTI had renal sonography,
intravenous pyelography and voiding cystourethrography. The mean
age of all the patients was 15.4 months (range 3 to 60 months) with no
difference between the infected and the non-infected group. The inci-
dence of infection was 34.66% (26 patients) with a male predominance
in the infected group. E. coli was the most common organism cultured
(84.6%). There was difference in the degree of malnutrition in that the
patients with UTI were lighter, i.e. the mean percentage expected
weight was statistically significant (P < 0.005), which is supported by
the lower mean serum urea (P < 0.005) and creatinine (P = 0.02) levels.
The patients with UTI did mount a white cell response (P 0.04). The
patients with edema, i.e. kwashiorkor and marasmic kwashiorkor, had
42% prevalence of UTI (18 out of 43). Special investigations of the renal
tract revealed no abnormalities, especially refiux. Conclusion: UTI in
malnutrition is common and should be actively excluded. In those
patients in whom it is diagnosed a full radiological work up other than
a renal sonar, is not indicated.

Renal and pen-renal abscesses. N.G. Christopher, N. Hargovan,
Department of Urology, Natal University Medical School, Durban.
Noticing the high incidence of renal and pen-renal abscesses in the
Durban Provincial Hospitals we investigated the pattern of the disease,
its possible causes and assessed the outcome of the treatment. Medical
and surgical records of patients treated in the years 1985—1987 were
reviewed. The total treated with the above condition was 76 (renal
abscesses 56, pen-renal 4; both renal and pen-renal 16). Male to female
ratio was 21:55. Forty-three had diabetes mellitus and 32 were non-
insulin dependent. Plain X-ray of the abdomen, ultrasonography and
C.T. scanning were the most useful methods employed in the diagnosis
and treatment. IVP and isotope renograms were only of limited value.
At the time of admission 23 patients had infected urine, in II cases urine
was not infected and in 42 patients results were not available. Positive
blood cultures were obtained in 15 (the most common organism was E.
coli), pus swabs in 19 patients, 12 of which cultured E. coli. Forty-two
patients were treated with antibiotics only, 24 underwent open incision
and drainage, 6 patients had nephrectomy and percutaneous aspiration
was done in 4. Mortality rate was 18.6% and was due to late diagnosis
and treatment as well as poor diabetic control. Gram negative bacilli
were the most common cause of renal abscesses. Diabetes mellitus was
a major predisposing factor. Renal abscesses < 3 cm were successfully
treated with antibiotics only. Aspiration and percutaneous drainage
replaced open surgery in patients with localized abscesses and were
helpful in cases unfit for anaesthesia.

Differential psychological response between cadaver and live-related
renal transplant recipients.!. Sch!ebusch, Sub-Department of Medically
Applied Psychology, Department of Psychiatry, Faculty of Medicine,
University of Natal, Durban. Many psychological stresses affect post-
renal transplant adjustment. Certain groups are more likely to have
such difficulties than others, e.g. adolescent, male, and live-related
(L-RRR) compared to cadaver (CRR) renal transplant recipients. Fur-
ther, L-RRR and CRR groups each have their own unique stress-
inducing problems. This paper reports on a study which compared
long-term differences in the psychological adjustment of L-RRR and
CRR. The study sample consisted of 57 patients with successful renal
grafts for at least one year. The Caucasian to non-Caucasian ratio was
approximately 2.3: 1. There were 42 (73.7%) CRR and 15 (26.3%)
L-RRR. Of the CRR (x age = 36.0 years), 29(69.0%) were males ( age
= 38.8 years) and 13 (31.0%) were females (x age = 35.8 years). The
L-RRR ( age = 31.3 years) included 12 (80.0%) males ( age = 32.3
years) and 3 (20.0%) females ( age = 23.5 years). Patients were
individually psychologically assessed by means of a mental status
examination, a modified version of the Response to Illness Question-
naire and a Self-Report Questionnaire. Results showed different trends
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in the way both groups viewed their transplant, including: family
conflicts among L-RRR, fantasies about the donor by CRR, and
concern by the L-RRR about the welfare of and by CRR about the
personal characteristics of donors. More patients in both groups indi-
cated a return to increased social, occupational, and sporting rehabili-
tation. This satisfactory adjustment was facilitated externally by ade-
quate psychosocial support systems and internally by a positive
psychological climate which have a bearing on post-transplant patient
management psychologically.

The results of cadavaric (CD) transplantation (Tx) at the Johannesburg
Hospital—A comparative study. A,M. Meyers, J.R. Botha, L.P. Mar-
golius, J.A. Myburgh, J.A. Smit, PD. Thomson, J. Seggie, S. James,
F.J. Mime, Transplantation Division JHB Hospital. This study aims to
compare the results of Tx using azathioprine and prednisone (A + P) vs.
cyclosporine and prednisone (CsA) in adult recipients. Children, living
graft and TLI recipients were excluded. We have compared the
outcome of Tx in Black recipients (B) with the other race groups (WCI).
Patients were grouped as follows: Group I = A + P: Ia = CDI; lb =
CD2 or 3. Group 2 = CsA: 2a = CD1 (all); 2b = CD2 or 3; 2c = WCI;
2d = B. The results are shown in the table representing actuarial graft
and patient survivals.

Graft survival % Group No I yr 5 yrs

* Including 6 B

Ia
lb
2a
2b
2c
2d

369
141
235
59*

190
45

58
47
75
54
75
76

45
37
54
37
60
39

Patient survival % Ia 369 78 62

2a
2b
2c
2d

235
59

190
45

92
93
91
96

89
91
88
91

There was a significant difference in graft and in patient survival
between Ia and 2a (P < 0.01, 0.005, respectively) but none between lb
and 2b. Graft survival was the same at 1 yr in B vs. WCI recipients, but
dropped off thereafter in B (2d) and the differences between the 2 curves
approached significance (P <0.1). Overall mortality was 31% and 11%
in groups 1 and 2 respectively, sepsis accounting for 48% of the deaths
in both while vascular causes accounted for 31% in group 2 and 18% in
group I patients (P < 0.05). Conclusions: CsA recipients have signifi-
cantly better graft survivals than do A + P at year I but thereafter the
graphs parallel each other. Annual and cumulative mortality is far less
in all CsA recipients. There were significantly more thrombotic epi-
sodes in patients on CsA. Late falloff of graft function in Bs can be
accounted for by (a) inability to swop to A + P with considerable graft
loss in the attempt and (b) chronic CsA nephrotoxicity.

End-stage renal disease and dialysis in South Africa. M.D. Pascoe, E.
du Toit, J. Seggie, K. Macgregor, SA Dialysis and Transplant Registry.
The registry data for 1986 and some comparisons with previous years
show that the number of new patients commencing renal replacement
therapy has not greatly altered between 1984 and 1986. A total of 343
new patients commenced treatment in 1986 compared with 346 in 1984
and 301 in 1982. Analysis of primary renal disease shows that, of the
total patients registered, glomerulonephntis (CGN) is the most common
cause, followed in order, by chronic renal failure (CRF) of uncertain
etiology, and hypertension. Of new patients for 1986 hypertension
accounted for 86/343 (25%), CGN 69/343 (20%) and CRF (uncertain
etiology) 45/343 (13%). This change may reflect the greater proportion
of SA Blacks (21% in 1984 to 35.5% in 1986). The number of patients
treated by CAPD increased from 313 in 1984 to 355 in 1986. The
proportion developing peritonitis remained nearly constant. The major-
ity of patients starting CAPD were selected for this modality of
treatment as the therapy of first choice. The most frequent reason for

failure of CAPD remains peritonitis. Of interest was the center effect"
noted for the untransplanted patients with large differences in the
survival curves from unit to unit. These differences must be influenced
by many factors including selection criteria, availability of staff and
facilities.

Renal transplantation in South Africa. E.D. du Toit, K.J. MacGregor,
M.D. Pascoe, J. Seggie, South African Dialysis and Transplantation
Registry. The South African Dialysis and Transplantation Registry
(SADTR) has been recording the data regarding renal dialysis and
transplantation since 1981. The total number of transplants reported to
date is 1701 and of these 842 have functioning grafts. Two hundred and
sixty-six renal grafts were performed in 1986 compared to 154 in 1982
which is a 72% increase over the 5 year period. However, this figure
only represents a renal transplantation figure of 8.8 per million popula-
tion (pmp) compared to the highest figure recorded by the European
Dialysis and Transplantation Registry (EDTA) in 1986 of 44.5 pmp in
Denmark and an intermediate figure of 28.8 pmp in the United King-
dom. The transplantation rate in South Africa is comparable to the 9.9
pmp and 7.5 pmp given for Portugal and Poland, respectively, but
nevertheless several-fold higher than that reported for countries such as
Algeria. Egypt, Turkey and Morocco. Seventy-five percent of all the
grafts performed in 1986 were done at two centers, with each of the
other five centers performing less than 25 grafts per year. In addition,
there is marked variation in the results of dialysis and transplantation
from center to center. The survival of patients who were never
transplanted ranged from 6.8% to 26.5% at six years, depending on the
reporting center. Furthermore, the survival of patients receiving their
first cadaver graft ranged from 45.6% to 74.2% at six years. A variation
was also noted between centers with regard to the cause of death in
patients who had received renal grafts. The majority of deaths for all
centers were accounted for by cardiovascular causes and infections,
and approximate to the EDTA figures of 36% for cardiovascular causes
and 27% for infections. The rate of infection reported by the SADTR
ranged from 23.1% to 43.7%.

Follow up of renal function in maturity onset diabetes (MOD). G.R.
Keeton, S. Bulley, B. Green, A. Bryer, University of Cape Town,
Department ofMedicine, Renal Unit. Sixty-one MOD outpatients with
proteinuria entered for study in 1983 have been followed up from 2 to 5
years. At the initial visit a 4-, 12- or 24-hour urine collection was made
and creatinine clearance (C.) and proteinuria measured. A serum Cr
and protein Cr index was used for follow up evaluation. The presence
of hypertension, peripheral, cerebral and ischemic heart disease (asso-
ciated disease-AD) was documented as well as duration of disease
(DD). There were 15 deaths during the course of the study with 4 due to
renal failure while vascular causes, infection and unknown made up the
rest. Patients were divided into 4 groups. Those with stable renal
function (SRF, N = 26), minor deterioration (MD, N = 10), severe
deterioration (SD, N = 19) and stable severe renal impairment (SSRI, N
= 6). The Table shows details of the total group (TG, N = 61) and
subgroups with mean and standard deviations of data. Abbreviations
for table are: FU = follow up, serum creatinine initial = Cr! and final
CrF, protein Cr index initial = PrCrII and final = PrCrIF.

N Age FU DD AD Cr!

TG
SRF
MD
SD
SSRI

61
26
10
19
6

62
60
63
61
75

4
4
4
3.5
4.5

14
13
14
14
19

1.4
1.1
1.3
1.7
1.8

123 70
85 26

104 20
155 89
217 44

N Age CrF PrCrII PrCrIF

TG
SRF
MD
SD
SSRI

61
26
10
19
6

62
60
63
61
75

255 332
81 26

137 26
541 472
255 73

2.0 2
1.1 1

1.3 9
3.7 3
1.5 1

3.6 4
2.6 4
3.8 3
5.9 4
2.8 2
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Common to all groups was increasing proteinuria with time. However,
unlike the type I diabetic where heavy proteinuria is associated with
rapid progression of renal disease, the SRF group more than doubled
proteinuria without a rise in CrF. Conversely 2 patients in the SD group
had a low PrCrIF of <1.5 g. The patients in the SSRI group were
significantly older, had higher SCrI and although proteinuria doubled,
they did not show progressive deterioration in function. There was a
significant association of AD with renal impairment. In summary, MOD
does progress significantly to renal failure, and while this is not always
related to heavy proteinuria, there is a significant association with
severity of vascular disease.

hnportance of dietary factors in recurrent stone formers (RCSF). NA.
Laminski, M. Kruger, M.I. Sonnekus, A.M. Meyers, Metabolic Stone
Clinic and Departments of Medicine and Dietetics, Johannesburg
Hospital, Johannesburg. The extent to which dietary factors may alone
play a pivotal role or may influence the various metabolic subgroups
(MSG) in RCSF, as well as the prevalence of inhibitor defects (ID) with
or without dietary factors requires elucidation. The aims of this study
were to determine (i) the nature and extent of diet induced urinary
abnormalities in the whole and various MSG. One hundred and seven
patients underwent full dietary assessments and detailed stone workup
including citrate and pyrophosphate estimations as previously de-
scribed. Where indicated, tests were repeated 1 to 3 times on a diet
containing Ca 400 mg, Na and K 100 mmol daily plus oxalate (Ox)
restriction. In no patient did retesting or dietary manipulation alter
the Ca: creatinine derived MSG or the presence of an ID. The Table
shows the number and percentage of dietary factors in the various
groups. Hypercalciuria was due to either excessive salt or calcium
intake.

Dietfactors
NMC
N=2l

AHC
N=29

RHC
N18

ID
N=33

HOx
N=3

HU
N

r
3

Hyp. calciuria 15 (57) 9 (31) 5 (27) 14 (42) — —

Hyp. oxaluria 4 (19) 3 (10) 1(6) 1(3) — —
Uv/24 hr 4 (19) 2 (7) 1 (6) 2 (6) — —
>10% IBW 4(19) 11(38) 3 (17) 14(42) — 1

Abbreviations are: NMA, no metabolic abnormality; AHC, absorp-
tive hypercalciuria; RHC, renal hypercalciuria; HOx, pure hyperox-
aluria; HUr, pure hyperuricosuria; IBW, ideal body weight.

In 58/107 (54%) of the whole group multiple dietary factors existed. In
18/21 (85.7%) of those patients with NMA, dietary factors existed with
five patients having multiple dietary abnormalities. The urine of 40/47
(81%) with solute excess was normalised by dietary manipulation,
but at no time did the underlying metabolic abnormality resolve
and in 17/33 (51.5%) of those with ID dietary factors existed. This
study merges the 2 major viewpoints in stone pathogenesis viz:
"mainly dietary excesses" vs. "mainly metabolic abnormalities" and
emphasizes the necessity for both dietary and specific treatment strat-
egies.

The effects of reducing dietary sodium intake on urinary cystine levels
in homozygous (HOC) and type II & III heterozygous (HEC) cystinuric
patients. A.M. Meyers, N. Laminski, M. Kruger, M.I. Sonnekus,
Metabolic Stone Clinic, Departments of Nephrology and Dietetics,
Johannesburg Hospital, University of the Witwatersrand. The treat-
ment of HOC remains unsatisfactory. Additionally, some patients with
HEC II or III may form cystine induced mixed Ca oxalate and cystine
stones. We aimed to study the effects of dietary salt restriction on
urinary cystine levels in both groups. Group I = HOC; Group II =
HEC. Twenty-four-hour urines were quantitated for Na, Ca and cystine
on high and low salt diets. All other therapy except for high fluid and
constant protein intake was withheld for the duration of both experi-
ments except that K citrate was substituted for Na bicarbonate in
Group Ito further lower the Na load.

Diet Na
mmol/day
Day

Group I (N = 7)

250
8

100 100 100
18 28" 38

Cystinea 4.2 1.1 2.9 •7c 2.6 l.lc 2.1 l.2c
Sodium 282 71 69 20C 62 31C 106 63C

Calcium 4.8 3.4 2.8 2.c 2.4 l.3c 2.6 1.3c

Diet Na
mmol/day

Group II (N = 9)

Usual 100

Day 0 10

Cystinea .73 .2 .31 .14c
Sodium 227 53 110 61C

Calcium 8.7 1.7 6,1 1.2c

Results expressed as mean SD & mmol/24 hrs; a Normal
0.08—0.43 mmol/day; b K citrate 150 mmol/day added; ' P < 0.05—0.001
from relevant day 8 values.

In Group I patients there was a significant correlation between Na vs.
cystine (r = 0.7, P < .001) and Na vs. Ca excretion (r = 0.7, P <0.001)
on the various Na diets. A strong correlation between Na and cystine
excretion was also found in Group II patients (r = 0.75, P < 0.01).
Similar significances were observed if any of the above results were
expressed as mmol/g creatinine. Thus in both groups Na restriction
resulted in a 50% reduction of urinary cystine. K citrate satisfactorily
alkalinized the urine without increasing the Na and Ca load. Prospec-
tive controlled trials are indicated to assess the long term benefit of Na
restriction on the control of stone formation in these patients.

Chemical composition of urine in the normal population. A comparison
of Blacks (B) and Whites (W). N.A. Laminski, M. Moraes, M. Kruger,
W.J. Zakoiski, D. Mendelsohn, A.M. Meyers, Metabolic Stone Clinic,
Departments of Medicine and SAJMR, Johannesburg Hospital. The
prevalence of nephrolithiasis in W males is 12%, W females is 5% and
in B is <1%. In order to further investigate these striking discrepancies,
we compared the dietary intake, urine solute, inhibitor content and Ca:
Creat ratios pre- and post-l00 mmol/day Na and 400 mg/day Ca diet, in
31(19F & 12M) recently urbanized B and 29(17F & l2M) W age-
matched volunteers. B had higher dietary intake of Na vs. W (3840
3387 vs. 2482 973 mg/day, P < 0.08). There were no apparent
differences in Ca or oxalate (Ox) intakes. The Table shows the urine
results expressed in mmol/24 hrs on a normal diet.

Na Ca Phos Urate Ox Citrate Cystine

B mean 172 1.5 18 1.5 272 1.4 44
SD 63 1.1 5.7 0.8 127 0.9 21
Wmean 112 3.5 27 1.6 236 2.8 72
SD 40 1.6 7 0.9 142 1.2 26
p < 0.005 0.001 0.001 NS NS 0.001 0.025

There was no difference between Uv/24 hr, K and creatinine excretion.
Mean Ca:Cr pre- and post-Ca load in B vs. W were 0.7 0.07 and 0.12

0.07 vs. 0.05 0.02 and 0.15 0.08, respectively (NS). Mean
pyrophosphate: creatinine ratios in B vs. W were 2.86 2.36 vs. 3.92

3.83, respectively (NS). There was a significant con-elation between
Na vs. Ca excretion (r = 0.72, P < 0.002) and Na vs. cystine excretion
(r = 0.6, P < 0.05) in W. These correlations were not found in B. In
conclusion, lower Ca and cystine excretion with the absence of the
usual Na:Ca and Na:cystine relationship may be important factors in
preventing calculi in B. Low urinary citrate in B remains unexplained
and should favor calculus formation. Other major differences must
exist, perhaps nephrocalcin. Urine has been stored to investigate this
possibility. This study substantiates and further extends that of Profes-
sor M. Modlin.
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Rational treatment of peritonitis in CAPO. R. Maharaj, N. Miller, M.
Patton, S. Naicker, I.P. Naiker, Y.K. Seedat, Renal Unit, Addington
Hospital and Department of Microbiology, University of Natal, Dur-
ban. Peritonitis is a major problem in CAPD and every attempt should
be made to streamline investigation and treatment and reduce hospital
stay. Controversial areas remain the choice of initial antibiotic and the
value of the gram stain as a guide to treatment. In a control group of 141
episodes of peritonitis treated as in-patients a cure rate of 69%, relapse
rate of 18.4% and a failure rate of 12% was achieved. Intraperitoneal
Cefamandole was used as the initial antibiotic until culture results were
obtained. Average hospital stay was 6.37 days/episode. A study group
of 80 episodes of peritonitis were treated on an out-patient protocol with
a combination of Vancomycin and/or Tobramycin. The PD fluid gram
stain was used to influence initial antibiotic choice. Average hospital
stay was 1.5 days/episode. Cure rate was 76%, relapse rate 16% and
failed treatment 7.5%. The PD fluid gram stain was only positive in
12.6% (inaccurate in 1/3 of these) and is therefore of no value as a guide
to treatment. With out-patient treatment there was no statistical differ-
ence in the cure or relapse rate, but catheter loss was significantly
decreased probably because of the choice of initial antibiotic. Sensitiv-
ity results indicate that the optimal combination was Vancomycin + an
aminoglycoside (in this study Amikacin). There was no value in blood
culture and PD fluid anaerobic and TB cultures.

Hyperoxaluria (HO) in patients with recurrent renal calculi—dietary
and other factors. Kruger, M., Laminski, N.A., Sonnekus, M.I. &
Meyers, AM. Metabolic Stone Clinic, Depts. of Medicine & Dietetics,
Johannesburg Hospital. Other than in intestinal HO or congenital
oxalosis (where the excretion of ox > 2000 mol/day, the quantities and
patterns of oxalate excretion and their relation to dietary or other
metabolic factors have not been clearly defined. This study was
designed to investigate the above factors. Dietary assessments were
calculated using detailed questionnaires and dietary histories obtained
by 2 dieticians. Urine Ox was measured using the Boehringer Mann-
heim enzyme method. Other urinary constituents were measured as
previously described. Definitions are: excessive Ox intake > 220 mg/
day; HO > 350 pg/day. Four groups of HO were defined: GrpL dietary
(N = 9); GrpII idiopathic intermittent (N = 13); GrpIlI idiopathic
persistent (N = 7);GrpIV primary hyperparathyroidism (N = 8). These
were compared with 2 other groups; GrpV other age & sex matched
stone formers (N = 29); and GrpVI normal controls (N = 57). The
results are shown in the Table.

Group
Diet Ox
g/day

Urine Oxa
mol/day NOA

1(9) 191 145 408 104b 4
11(13) 164 132 362 157b 8
III (7) 208 99 511 221b
IV (8) 154 82 372 119" 0
V (29) 152 112 216 81 19
VI (57) 142 105 218 99 —

Group
Hypercalciuria

metab
Inhib.
defect

Hyper
uric

1(9) 1 4 2
11(13) 3 5 2
111(7) 2 3 0
IV(8) 8 2 1

V(29) 6 8 1

VI(57) — — —

Abbreviations are: NOA, no other abnormality (includes dietary
hypercalciuria); Inhib, inhibitor; Metab, metabolic i.e. absorptive or
renal hypercalciuria. a Means of 39, 64, 26, 26, 55 and 114 24-hr urines
in Grp Ito VI. b P < 0.001 compared to Grps V or VI

There were no differences in dietary Ox intake between any of the
groups studied. Urine Ox in Grpl fell to 259 56/day on a low diet.

There were no differences between usual or low Ox diets in GrpII or III
patients. Thus 4 categories of HO have been defined, and within each
group a variety of dietary and metabolic factors exist. As dietary intake
of Ox was normal in Grpl patients, Ox hyperabsorption is suggested.
HO was normalized by dietary restriction only in GrpI. The new entity
of intermittent HO was confirmed and we suggest that primary hyper-
parathyroidism be added to the list of causes of HO. Sophisticated
studies are required to assess the precise mechanism of HO in GrpsII
and III.

The role of mycobacteria in takayasus arteritis (TA). R. Morrison, L.S.
Milner, D. Jacobs, P.D. Thomson, U. Kala, J. Franklin, D. Ninin,
Department of Paediatrics, Baragwanath and Johannesburg Hospitals
and Pathology and Immunology, SAIMR and University of Witwaters-
rand, Johannesburg. The presence of tuberculosis (TB) in patients with
T.A. has been previously noted, but its role in the pathogenesis of the
vasculitis is undetermined. Three Black females and one male with
radiological and histological evidence of T.A. plus T.B. were studied.
All had a grade 4 skin reaction to tuberculin. Two patients had
renovascular hypertension and I had claudication and 1 had aortic
incompetence. In diseased aortic tissue from 3 patients and proximal
renal artery from 1 patient, mycobacterial antigens could be demon-
strated on spindle shaped cells by immunoperoxidase techniques using
biotinylated anti-BCG antibody. Normal aortas (25) and aortas from TB
patients without TA (10) and aortas from patients with non-specific and
syphilytic aortitis (25) as well as 4 pulmonary arteries from tuberculo-
tics without TA did not stain. Known TB lymph nodes exhibited
anti-BCG antibody (positive control) and a known normal gland did not
stain (negative control).

TB
Node TA

Normal
Aortas

Aorta of
TB Patients
(Non TA)

Non
T.A.

Aortitis

Anti-BCG Ab + + — — —

(N) (4) (25) (10) (25)

+ = positive staining, — = negative staining

Absorption of the anti-BCG-antibody abrogated positive staining. Us-
ing anti-la antibody, class II antigens were found to be expressed on the
same spindle cells exhibiting mycobacterial antigens. Negative immu-
nofluorescence occurred for IgG, IgA, 1gM and C3 in diseased aorta,
and no immune deposits were seen by electron microscopy. This study
suggests that in situ vascular deposition of mycobacterial antigen in
these patients may have been the initiating factor of cell mediated
vascular injury, but the source of the Ia positive cell is at yet unknown.

Surgical management of arteritis involving the abdominal aorta and its
branches. J.V. Robbs, A.M. Kadwa, Vascular Service, Department of
Surgery, University of Natal, Durban. An 8-year experience with 24
patients is described. Sixteen had non-specific aorto-arteritis
(N.S.A.A.-Takayasu), 6 tuberculosis and 2 syphilis. In patients with
N.S.A.A. 11 had aneurysms and 5 had stenotic lesions; ten were
hypertensive. Operative management included aneurysm repair (9),
aorto-renal bypass (5). and nephrectomy. One died after the operation
and one other 2 years later. Six of 10 hypertensives were cured and 3
improved. Tuberculosis and syphilis caused mainly aneurysmal dis-
ease. Surgical treatment followed standard lines and there were no
postoperative deaths. Conclusion: N.S.A.A. can be treated operatively
with rewarding short and long-term results; and tuberculosis and
syphilitic aortitis may be managed by standard surgical procedures.

Primary arteritis of the aorta and its branches. Y.K. Seedat, Depart-
ment of Medicine, University of Natal, Durban. Primary arteritis of the
aorta and its branches is a single clinicopathological entity affecting one
or more segments of the aorta resulting in a variety of symptom
complexes. The prevalence is not known, but this entity is an important
cause of renovascular hypertension in the Black population of South
Africa. An immunological cause may be more important than tubercu-
losis. However, tuberculosis may be the trigger for initiating an
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immunological process. The early manifestations of the disease are not
known. Arterial occlusion is usually the clinical presentation. Aware-
ness of the disease in a young female may result in an early diagnosis.
Early detection will result in a better understanding of the causes and
the natural history of the disease. We should evaluate the roles of
medical versus surgical therapy in the vascular occlusive phase of the
disease. The patient with untreated primary arteritis may survive for 20
years and this should be taken into consideration when planning
analysis of therapeutic studies. However, therapy should be individu-
alized and surgery should be considered if the patient is symptomatic or
has an aneurysm of the vessels.

tgA nephropathy in Blacks and Indians of Natal. Y.K. Seedat, B.C.
Nathoo, K.B. Parag, !.P. Naiker, R. Ramsaroop. Department of
Medicine and Department of Anatomical Pathology, University of
Natal, Durban. IgA nephropathy, besides exhibiting a characteristic
geographical distribution, has been noted to have a low incidence in the
Blacks of the U.S.A. There is a paucity of data on IgA nephropathy in
the Blacks of Africa. We report our findings among the Blacks and
compare and contrast this with Indians. An analysis of the primary
glomerular diseases of 252 Blacks and 75 Indians over a 6 year duration
(l98l—l98) was done, Mesangiocapillary glomerulonephritis was the
most common type in the Black (35.7%) whereas mesangial prolifera-
tive was the commonest in Indians (26.7%). IgA nephropathy occurred
in 2 Blacks (1 male, I female) whereas there were 10 Indians (8 male, 2
female). HLA studies done in Blacks with IgA nephropathy did not
reveal the HLAB35 or DR4 antigen. HLAB35 in our Blacks is less
common compared to Indians and Whites of Durban. Thus although
glomerulonephritis is common in Blacks, IgA nephropathy is rare. This
suggests that infection which is common in our Black population may
not be responsible for the etiology of IgA nephropathy. A dietary factor
in the form of a high fiber diet may protect the Black population from
IgA nephropathy. However a genetic factor cannot be excluded.

Profile of crescentic glomerulonephritis in Natal—A clinicopathological
assessment. K.B. Farag, A.D. Naran, Y.K. Seedat, B.C. Nathoo, I.P.
Naiker, S. Naicker, Department of Medicine and Anatomical Pathol-
ogy, University of Natal, Durban. Crescentic glomerulonephritis (ON)
is invariably associated with a fulminant syndrome of rapidly progres-
sive renal failure which generally progresses to end-stage renal failure
within weeks or months of onset. A widely differing etiological back-
ground has been reported from Western countries. Work from the
African continent is sparse. In a study done in the province of Natal in
South Africa between 1981 and 1987, 27 cases of crescentic nephritis
were identified from a total of 458 patients who underwent renal biopsy
at King Edward VIII and Addington Hospitals. Post-streptococcal
nephritis was the commonest etiology (N = 8). There were 6 blacks in
this group. Nine patients were classified as idiopathic and of these 5
were Blacks. Four patients (one black) had anti-glomerular basement
membrane disease. Of the 24 patients subjected to variable combina-
tions of immunosuppression, antiplatelet agents, dialysis and plasma-
pheresis 11 improved, with a follow-up period of 4 months to 4 years.
Oliguria and severe renal failure at presentation signified a poor
prognosis.

Systemic lupus erythematosis and renal involvement. K.B. Parag, R.
Ramsaroop, B.C. Nathoo, A. Y.D. Moosa, Y.K. Seedat, Renal Unit,
Department of Medicine and Anatomical Pathology, University of
Natal, Durban. Renal involvement in systemic lupus erythematosis
(SLE) often signifies a poor prognosis. Between 1984 and 1987 43
patients, 23 blacks and 20 Asians, with SLE (ARA criteria) and
nephritis were analyzed. The main presenting symptoms were muscu-
loskeletal (36), rash (36), neurological (26), edema (24). There was
serosal involvement in 17 patients, 10 with pleural effusions, 5 pericar-
dial effusions and 2 with ascites. The presenting serum creatinine was
202 (± 243) mol/liter, 24 hr protein excretion 3.5 (± 5) g, globulin 44
(± 15) g/liter, albumin 23 (± 7.6) g/liter, hemoglobin 8.8 (± 1.9) g/dl,
WCC 6.8 (± 3.7) x l09/liter, platelets 253 (± 131) X l09/liter, ESR 90
(± 36) mm/hr. The histological types (WHO classification) were mainly
class 11(15) and class IV (17). The ratio of Black to Asian was 26:42%
in class II and 43:42% in class IV. Immunofluorescence showed a

predominantly granular pattern of IgG, Cl and C3. Treatment was with
combinations of prednisone (35), cyclophosphamide (14), pulse meth-
ylprednisolone (6), and azathioprine (8). Twelve patients (28%) died.
The most common causes were renal failure, CNS involvement and
infection. Death or renal death was high in Asians, 53% vs. 28% in
Blacks. The worse prognosis in Asians may have been due to the
greater incidence of severe hypertension with encephalopathy and
seizures. There was no difference between the cyclophosphamide (14)
and prednisone azathiOprine (21) treatment groups. However the
follow-up period was up to 4 years only.

Coagulation abnormalities in Black patients with nephrotic syndrome.
KB. Parag, S. Byrne, G. Kenoyer, F.J.T.D. Fernandes Costa, S. Smit,
Y.K. Seedat, Renal Unit, Department of Medicine and Haematology,
University of Natal, Durban. The nephrotic syndrome is characterized
by profound changes in the turnover and concentration of most plasma
proteins. Abnormalities of coagulation factors are well known and
thrombotic complications have been widely reported. Twenty Black
patients admitted with nephrotic syndrome and normal renal function at
the King Edward VIII Hospital were studied. There were 7 males and
13 females with an age range of 15 to 40 years (mean 28). The
histological types were mesangiocapillary (6), membranous (4), minimal
change (3), poststreptococcal (2), mesangial proliferative (2) and focal
proliferative (2). Two patients had thrombotic complications. The
serum albumin was 21.2 (± 8.3) g, globulin 30.8 (± 4.5) g, 24-hr urine
protein 9.5 (± 7.7) g, cholesterol 13.2 (± 11.21), triglicerides 4.9 (± 5.8)
mmol/liter and plasma viscosity 2.4 (± 1.4). Four patients had platelet
counts > 400 X 109/liter. The fibrinogen titer and factors II, V. VII, IX,
X, Xl, XII were within the upper limits of normal. Factor VIII level was
elevated 213 (± l08.6)%. Platelet function showed spontaneous aggre-
gation in 5 patients. There was a significant negative crrelation
between serum albumin and 24-hr urine protein and between factor VIII
and protein C. There was a positive correlation between prothrombin
and protein C. Other correlations were not significant. Black nephrotics
appear to have increased platelet aggregability and factor VIII levels
but yet do not have increased incidence of thrombotic complications.

Minimal change disease in the African nephrotic child. H.M. Coova-
dia, M. Adhikari, Department of Paediatrics and Child Health, Faculty
of Medicine, Durban. Minimal change disease (MCD) is a classical
clinical, histopathological and therapeutic disease entity described for
the majority of Caucasian nephrotic children. However, in the African
nephrotic child MCD accounts for only 20%, that is, 34 of 180
biopsy-confirmed nephrotics. The clinical features, therapeutic re-
sponse and outcome in these 34 children is described. Eighteen (53%) of
the children were male with an age range of 1 V2 to 11 years, 20 (58%)
being over 6 years of age. All were confirmed biochemical nephrotics,
3 had hypertension, only I of whom required antihypertensive therapy,
2 were initially uremic and II had transient hematuria. Of 26 tested 25
were HBAg negative and 1 was positive. On light microscopy all had
MCD, electron microscopy showed fusion of foot processes and 28 had
no immune deposits on the glomerular basement membrane (0MB). Of
the 7 with immune deposits 3 had light 1gM deposits, 2 had light and 2
heavy deposits of IgG, 1gM and C3. Eleven patients were treated with
steroids, 10 did not respond and I defaulted, 2 were given cyclophos-
phamide with no effect. Eight (24%) children remitted spontaneously
within Ito 30 months, 3 had multiple episodes, 13 (38%) had persistent
proteinuria and 10 were seen only at the initial consultation. One child
subsequently treated with cyclosporin A (CsA) did not respond, later
developed rickets and had renal biopsy changes attributable to CsA.
None of the children thus far have gone into renal failure.

Focal glomerulosclerosis (FSGS) in southern African children: Johan-
nesburg experience. U.K. Kala, L.S. Mimer, D. Jucobs, P.D. Thomson,
Paediatric Department, University of Witwatersrand, Johannesburg.
Clinical and biochemical features of 48 children with idiopathic ne-
phrotic syndrome due to FSGS were evaluated. The mean age was 5.16
years (I to 14.5 years) of whom 34 were Black with a mean age of 4.78
and 14 White children with a mean age of 6.37 years at presentation.
Hypertension on presentation occurred in 27.1% and hematuria in
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83.3%. A strongly positive skin reaction to tuberculin (PPD) was noted
in 38.2% of Black and 7.1% of White children. 6.3% presented with
renal insufficiency on admission, and in 27% progressive renal dysfunc-
tion manifested after a mean follow-up of 4.38 years. 67% of Black
children with renal insufficiency had a positive PPD. 87% of children
with renal dysfunction and glycosuria. The mean initial serum albumin
of the Black children was significantly lower than Whites (12.92 5.23
vs. 24.36 9.5 g/liter: p < 0.05) but there were no differences in serum
cholesterol, aminotransferase levels between the two race groups.
Initial responders to steroids alone compromised 14.3%, no response in
78.6%, and steroid dependence in 7.1% of the treated group. A similar
response to steroids was noted in both groups of children. Two out of
4 black and 1 out 8 White children treated with cyclophosphamide
responded. Eleven kidney transplants were performed on 9 patients; 5
Black and 4 White. Recurrent FSGS and graft failure occurred in one
patient who had 3 grafts. This study suggests that 3 1.3% of children
with FSGS develop renal impairment associated with glycosuria; there
is a strong association between tuberculosis and FSGS in Black
children.

Acute post-streptococcal glomerulonephritis (APSGN) with dispropor-
tionate circulatory volume overload. G. Chita, F.J. Mime, Department
of Medicine, Coronation Hospital, University of the Witwatersrand,
Johannesburg. Circulatory volume overload in APSGN is usually
associated with acute oliguric renal failure and severe hypertension.
APSGN is a common condition which affects children more frequently
than adults. Circulatory congestion is well documented in the pediatric
literature. We studied 4 adult male subjects ( age = 37.5 years) with
clinical and radiographic evidence of fluid overload; 3 of the 4 cases
demonstrated moderate to severe pulmonary edema. APSGN was
diagnosed on the basis of positive serology ( anti-DNase B = 1:835),
but the mean serum complement level was normal ( C3 = 84 mg%).
The volume overload at presentation could not be explained on the ba-
sis of: 1.) hypertension; the mean blood pressure was 169/102 mmHg;
2.) low plasma oncotic pressure; the mean serum albumin was 35 g/liter;
3.) myocarditis: this was excluded as a causative factor because, firstly,
all 4 patients had a normal ECG, and secondly 2 of the 4 cases that had
echocardiography demonstrated normal left ventricular function;
thirdly, a normal cardiothoracic ratio on chest X-ray of 47.2% which
decreased to 42.2% 9 days later; and 4.) acute renal failure, the mean
serum creatinine was 138.5 mol/liter. The volume overload and
hypertension was rapidly corrected by furosemide (1 patient hemo-
dialyzed) and all patients recovered from the volume overload within 7
to 10 days. The mechanism for the circulatory congestion is probably
related to an acute reduction in glomerulofiltration rate. It is likely that
at presentation there is a markedly depressed GFR, possibly close to
zero, which is not reflected by the initial serum creatinine. The rapid
healing of the glomerulonephritis and the administration of diuretics
results in swift correction of the volume overload.

Microscopic polyarteritis (MPAN): Review of the Johannesburg expe-
rience. J. Seggie, A.M. Meyers, L. Margolius, J.F. Mi/ne, A. Kark, S.
James. In the period of 1978 to 1988 Johannesburg's major referral
hospitals dealt with 25 patients in whom the diagnosis of rapidly
progressive giomerulonephritis due to microscopic polyarteritis was
confirmed by renal biopsy. Patients ranged in age from 15 to 66 (median
44) years, the majority (60%) being >40 years. Males predominately
over females 3:2. Twenty-one were White, 2 Black and 2 were Indian.
Objective clinical constitutional signs such as fever were lacking; rather
patients reported vague symptoms of malaise and arthralgialmyalgia.
Vasculitic skin rash was present in 6; frank hemoptysis was a feature in
4 and GIT hemorrhage occurred in 3 consequent upon vasculitic bowel
ulceration. Hypertension was noteably absent in the majority at pre-
sentation, emerging only as renal glomerular and interstitial sclerosis
evolved. All patients presented with hematuria (H) and proteinuria (P)
(nephrotic in 5). Renal functional disturbance varied from nil in 2 to
moderate in 11 to oliguric renal failure (RF) in 12. Renal outcome
following therapy is detailed in the Table:

Renal
functional
disturbance

Oliguric
RF

Moderate impairment
creatinine > 150

p.mol/liter
Nil

impairment

Died 3 1b
Persistent RF 7 — —
Evolution to ia 2

ESRF
Improvement 1 8 2

Total 12 11 2

Autoimmune serological markers (RF, ANF & complement) were not
of diagnostic significance. Anemia (Hb < 12 g/liter) occurred in 66% and
thrombocystosis (> 400 x 10 9/liter) in 50%. Our experience with
combination cyclophosphamide and corticosteroid (CC) therapy sug-
gests that disease activity canbe rapidly arrested with consequent
preservation of renal function in those in whom disease has not reached
the stage of oliguric RF. Renal biopsy is therefore urgently indicated
particularly in patients > 40 years with H and P with a view to
immediate treatment with CC. Etiology of MPAM is unknown but
infection/sepsis present prior to onset in 42% in this series deserves
consideration as a trigger to pathogenesis.

Malignant hypertension (MH) and renal failure (RF) requiring dialysis
(Di): A not so hopeless prognosis. S. James, AM. Meyers, Department
of Medicine, Hi//brow Hospital. Functional recovery from RF due to
MH is well recognized. The aims of this study were to assess whether
this occurs in Black patients with MH requiring Di and, if so, to
determine the outcome of these patients vs. those remaining of Di.
Patients admitted for Di to the Hillbrow Hospital since January 1984
were studied. They had RF due to 10 MH. Blood pressure (BP) was
controlled using oral agents while on peritoneal dialysis 54 patients
were divided into 2 groups. GI = recovery of function sufficient to stop
Di (N = 12). G2 = no recovery of function (N = 42). The 2 groups were
compared for any significant differences of the following presenting
variables: age, sex, BP, fundal changes, presence of acute oliguria,
serum creatinine, kidney size and presence of micro-angiopathic hemo-
lytic anemia (MHA). Outcome was assessed by the time spent on Di
prior to recovery, transplantation or death. Actuarial survival was ana-
lyzed. There was no statistical significance for age, sex, fundal changes,
MHA and kidney size. Factors which were significant in predicting renal
function recovery were acute oliguria (P < 0.006). Mean arterial pressure
(MAP) was higher in the recovery group 180 vs. 166mm Hg (P = 0.02), Se,.
of < 1000 smol/liter are more likely to recover, P = 0.08. The mean
duration on dialysis pre-recovery was 1.6 moD 0.80, vs. 7 moD 0.32,
P = 0.0001. Twenty-two percent of patients regained acceptable renal
function. Significant difference in long-term survival was found, P = 0.03.
Therefore all Black patients presenting with RF due to MH should be
dialyzed for at least 3 months while on antihypertensive medication before
deciding that RF requires permanent Di or transplantation.

Response to treatment of minimal change glomerular lesions in adult
nephrotics at Baragwanath Hospital. D. V.A. Mzamane, C.D. Potgieter,
M. Kenyon, L. Sofianou, C. Stavrou, Department of Medicine, Renal
Unit, Baragwanath Hospital. Steroid induced remission occurs fre-
quently in children with minimal change nephropathy. The aim of this
study was to determine the response in adults with the same histologic
picture. Seventeen patients, 9 males and 8 females, Who developed a
nephrotic syndrome after the age of 15 years were classified on the basis
of biopsy specimens into minimal change nephropathy. Their ages ranged
from 15 to 59 years with a mean of 30.35 years. Exclusion criteria included:
sclerosing lesions affecting part of the glomerulus, scarring of the intersti-
tium, history of drug ingestion, evidence of collagen disease and malig-
nancy. Five of these patients had hypertension, 8 had hematuria. Twelve
responded to steroids, 3 were lost to follow-up. Eighteen relapses in 8
patients occurred during treatment. The results show that response to
steroid therapy is good in the adult type minimal change nephropathy.
Hematuna is more common in the adult type and so is hypertension.
Contrary to popular belief no secondary causes for the nephrotic syn-
drome were found in this adult population. It constituted 17% of the
nephrotic syndrome cases that had been biopsied.
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0 Following initial improvement; b Myocardial infarct




