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Experience with 70 Adult Cases of Acute Renal Failure in Dhaka
Medical College Hospital

DOUS
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Summary :

Seventy adult patients with acute renal failure (ARF)
admitted in Nephrology Unit of Dhaka Medical College
Hospital from July 1991 to December 1992 were
studied to determine their clinical presentation,
biochemical status, to identify their possible aetiology
and also to study their prognosis. The mean age of
the patients was 36+ 14 years, 46 cases were male
and 24 cases were female. The cause of ARF was
pre renal in 73%, renal in 24 % and postrenal in 3%
of cases. Amongst prerenal 51% cases developed
ARF following gastroenteritis. 6% were due to blood
loss from obstetrical cause and gastrointestinal
bleeding. 7% due to hepatitis and cirrhosis of liver,
3% due to cardiogenic shock following myocardial
infarction. Renal causes were acute glomerul-
onephritis in 21% and nephrotic syndrome in 3%
cases. Postrenal cause was bilateral ureteric
obstruction by carcinoma of cervixin 1.5% cases and
ureteric calculus in 1.5% cases. Postrenal cause
was bilateral ureteric obstruction by carcinoma of
cervix in 1.5% cases and ureteric calculus in 1.5%
cases. The presentation was anuria in 37% cases
and oliguria in rest63% cases. Clinically 60% patients
were dehydrated and 27% were overhydrated. 26%
patients were hypertensive and most of them had
AGN. Study of renal function revealed mean blood
urea level 26.4+16.5mmol/L and mean serum
creatinine level of 849+451 micromol/L. Peritoneal
dialysis was done in 61% cases and rest 39% cases
were treated conservatively. Complete recovery
occurred in 63% cases, 21% cases improved and
13% patients expired. It can be concluded that ARF
in adults is a common renal problem. Most of the
cases developed ARF following diarrhoea and blood

Joss which can be prevented. A signifigant numperqf
cases are due to AGN the prognosis qf which /.s
worse. The overall prognosis of ARF in adult is

satisfactory.

Introduction :

Acute renal failure is frequently encountered in
hospitalized patients. Anderson et al'! reported 130
cases of severe ARF at 3 general hospitals over a
period of 1 year. It is also a common problem in
Bangladeshi adults as elsewhere in the world as
reportedby different nephrology units of this country.
It was found to be the fifth common renal disorder
encountered in hospitalized patients in Nephrology
Unit of IPGM&R Dhaka and accounts for 9% of
cases.2 InBangladesh majority of the patients present
with anuria and report to the hospital quite late.3
Although ARF results in a wide variety of serious and
potentially lethal complications, it is one of the few
condition in adults where complete recovery is
possible with proper management. In a study carried
out in IPGM&R, cure rate was found to be around
70%* and is comparable of that of other countries.>
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by history, clinical examination and laboratory
Investigation. A detailed history of all the patients
were taken to find out the cause of renal failure. A
?horough physical examination was made
Immediately after hospitalization. Hb% estimation,
total and differential white cell count, urine routine
and microscopic examination, culture, blood urea,
serum creatinine, serum electrolytes, blood sugar,
X-ray Chest, ECG, plain X-ray KUB was done in all
cases. Liver function test was done in selected
cases. Blood urea. serum creatinine and electrolytes
were repeated later as required. Ultrasonogram,
renogram, and IVU was done in selected cases.
Patients were managed either by conservative or by
intermittent peritoneal dialysis (IPD). IPD was done
in those cases who failed to respond to conservative
therapy, those who presented with rapidly
deteriorating renal excretory function and also who
were clinically severely ill.

Results:

70 cases of ARF were analyzed. The mean age of
the patients were 36114 years. The age distribution
of patients are shown in table-1. 60% of the patients

Table—lI
Pre renal causes of ARF (N=51)

Causes No Percent

Gastroenteritis 36 51%

Hepatitis and Cirrhosis of Liver 05 07%
Blood loss (obst. and G.I bleeding) 04 06%
Cardiogenic shock 02 03%
Puerperal sepsis 02 03%
Crush syndrome 01 1.5%
DIC 01 1.5%

DIC due to obstetric complication and two patients
had septic abortion. Another two patients developed
ARF following acute viral hepatitis and 3 cases of
cirrhosis of liver developed ARF due to hepatorenal
syndrome. Table-3 shows the renal and postrenal
causes of ARF. 15 cases presented with acute
nephritic illness. All had oliguria, puffy face,
microscopic haematuria, 8 had RBC cast. Renal
biopsy was performed in 4 cases and showed
proliferation of endothelial and epithelial cells and

Table—lll
Renal and postrenal causes of ARF (N=19)

Table —I
Age Distribution of the patients (N=70) Causes No Percent
Age Group No Percent Acute Glomerulo-nephritis 15 21%
Less than 20yrs 04 06% Nephrotic syndrome 02  03%
20-29yrs. 20 31% Carcinoma cervix 01 1.5%
30-39yrs 20 29% Bilateral ureteric calculus 01 1.5%
40-49 yrs 06 08% large number of crescents. Two cases of nephrotic
50-59yrs 12 18% syndrome developed ARF due to vigorous diuretic
60 yrs and above 06 08% therapy. Table-4 shows the clinical presentation of
the patients with ARF. All patients had either oliguria

were between 20-39 years of age. 46 were male and
24 patients were female with a male female ratio of
1.9:1. Outof 70 patients 51(73%) patients developed
ARF due to pre renal cause, 17(24%) had ranal
cause and 02(3%) were due to post renal cause.
Table-2 shows the different pre renal causes of ARF.
Among 36 cases of gastroenteritis, V cholerae was
isolated in six cases. Five cases had shigellosis.
Organism could not be isolated in other cases. Two
patients developed ARF following cardiogenic shock
due to acute myocardial infarction. One patient had
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Table—IV
Clinical Presentation of ARF (N=70)

Causes No  Percent
Anuria 26 37%
Oliguria 44 63%
Dehydration 49 60%
Overhydration 19 279,
Hypertension 18 6%
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or anuria.42 patients were dehydrated, among them
10 patients were severely dehydrated. Hypertension
was found in 18 cases, of them 15 had AGN.
Table-5 shows the biochemical status on admission
in all the 70 patients. The blood urea and serum

Table—V

Biochemical status on admission (N=70)

Blood level Mean+ SD

Blood Urea 26.4+16.5 mmol/L
Serum creatinine 849+45.1n mol/L
Serum Na+ 128 +10.0 mmol/L
Serum K+ 4.8 +1.5 mmol/L
Serum Cl- 97+11 mmol/L
Serum HCO3 13+06 mmol/L

creatinine were raised-in all the patients. The serum
sodium and bicarbonate were low in most of the
patients. Table-6 shows the outcome of treatment in
70 patients suffering from ARF.43 of the 70 patients
required peritoneal dialysis and 27 received
conservative treatment. IPD was done as facilities
for hemodialysis was not available in Dhaka Medical
College Hospital.44 Patients recovered completely,
of which 24 patients belonged to dialysis group and
20 patients belonged to conservative group. 15 cases
recovered partially of which 12 belonged to dialysis
group. 9 cases expired, of them six had AGN. 2
patients were discharged on risk bond.

Table—VI

Outcome of treatment (N=70)

Outcome No Percent
Complete recovery 44 63%
Improved 15 21%
Expired 09 13%
Discharged on risk bond 02 03%
Discussion :

The result of this study shows that ARF in aduts is a
common condition comprising a significant number
of patients in Hospitals and it occurs in a variety of
clinical conditions. Rashid HU et al4 reported that 16%
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of all admissions in Nephrology unit IPGM&R over a
period of 12 months from February, 1985 to March,
1986 had ARF. According to Buschinski et alé four
percent of 2419 prospective admissions in medical
and surgical services develop some degree of ARF.
A review of several recent reports also demonstrates
a high frequency of oliguric and non-oliguric form of
ARF which occurs in diverse clinical settings”.8.9. It
is not possible to give the exact prevalence rate from

this study.

The causes of ARF in this study conforms with the
causes found in other studies in Bangladesh3.4.
Gastroenteritis has been found to be most common
cause of ARF in this series. ARF following
gastroenteritis has disappeared completely from
developed countries whereas the disease is still
predominating in this country. Belslov and
Jorgensen10 reported that only 3.2% of their cases
developed ARF following gastroenteritis. Socio-
economic condition, poor housing condition, lack of
sanitation and non-availability of pure water supply
arethe main factors forthe prevalence of the disease.
The causes of gastroenteritis was identified to be
cholera in 6 cases and shigellosis in 5 cases. But no
cause was identified in 25 cases. Although the
organism could not be identified the possibility of
viral infection could not be excluded as search for
viralinfection was notmade. ARF following diarrhoea
of unknown origin has also been reported to be a
common entity by Rashid HU et al4. Though
falciparum malaria and leptospirosis has been
reportedto be a common cause of ARF in developing
countries.’ We failed to identify any of them in this
series. The next common cause in the series was
due to viral hepatitis and cirrhosis of liver. Two cases
developed ARF following viral hepatitis and 2 cases
due to hepatorenal syndrome from cirrhosis of liver.
The patients with viral hepatitis showed evidence of
transnlent'glomerular involvement as suggested by
er)teanTIa and microscopic haematuria. Acute renal
failure associated with uncomplicated viral hepatitis
hag been reported by Rahman M A etal12. One of our
patient had positive hepatitis B surface antigen.
Glomerulonephritis following virus B hepat'itis have
been feported onmany occasions3.14. |tis not known
whether virus A or non A non B viruses can cause
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Iransient glomerulonephritis 15 1n a study by Wilkinson
etall® 12 patients of viral hepatitis were studied all of
whom presented with acute renal failure, 10 of them
had HBsAg Negative hepatitis. The mechanism of
renal failure in uncomplicated viral hepatitis is
uncertain. In the study of Wilkinson et al fluid and
electrolyte imbalance caused by repeated vomiting
Was responsible for ARF in one of their patients but
the cause of renal falure in the remainng patients
could not be ascertained. One of our patient also had
repeated vomiting. Acute glomerulonephritis causing
ARF comprised 21% of cases in this series. In a
study carried out by Rashid H U at al* AGN causing
ARF comprised 13% of cases. Safiullah M et al17
reported that ARF due to AGN comprised 29% of
patients of their series. Obstetric cause such as
inadvertent abortion by untrained person is the
frequent cause of ARF in Bangladesh. Although 4
patients in this series had ARF following obstetric
bleeding and septic abortion the prevalence rate will
be much higher than this. All of our patients had
either oliguria or anuria. No case of non-oliguric ARF
as found in this series. Overall prognosis of ARF was
good. Among 70 patients 59 cases (84%) either
recovered completely orhad significantimprovement.
This corresponds with the result of other studies in
Bangladesh. Ina study undertaken by Rashid H.U. et
al4 cure rate was found to be around 70% and is
comparable to that of other countries.5 Mortality was
13% in this series. Out of 9 patients who died 6 had
ARF due to AGN. So the prognosis of AGN causing
ARF appears to be worse. Peritoneal dialysis was
found to be very helpful in the management of ARF
in adults. Among 43 patients who were dialyzed 36
patients either made complete recovery orimproved
significantly.

In conclusion it is suggested that as most of the
cases developed ARF following gastroenteritis,
improvement of socio-economic conditions, sanitation
and provision of pure water supply will go a long way
to prevent ARF in our country. Arrangement of
peritoneal dialysis in district hospitals, rational usg of
drugs, training of manpower and trained doctors are
required for proper management and can save life of
those suffering from ARF in Bangladesh.

Bangladesh Renal Journal

References:

1.

10.

1.

Anderson R.J. Lins G1 HBern A%, Hernirics WI
Mille TR, Gabow PA, fichries FIW, Hern-oligurie
acute renal failure, N Engl ) Med 1977, 294
1934.

Rahman M, Roy AC, Chowdhury [, Hossain
M. Clinicopathological spectrurm of renisl
diseases in IPGM&H. An analysis of 2000
cases in 11 years. J of Bangladosah colleye of
Physicians and Surgeons, 1985 111(1): 3-11

Razzaque A, Ahmed S, Hahrnar M. Profile of
acute renal failure in adults, Bangladesh Henal
J, 1983; 2: 5-7.

RashidHU, AzharM A. Rahman A, Khandokar
MA K., Ishaq M Pattern of acute renal failure in
Bangladeshiadults. Bangladesh Renal J 1967
6(1) : 16-20.

Menuth AM., Terrell J B, Subi WN Acute Renzl
Failure. A study of the course and prognosis of
104 patients and of the role of furosemide. Am
J Med Sci 1976; 71: 317,

Bushinshi D A, Wish J B, Hou SH, Cohen J J,
Harrengten JT. Hospital acguired renal
insufficiency (1978-1979). Proceedings of Am
Sic . Neph 1979; 12: 105.

Normen M E., Asadi F K A prospective study of
acute renal failure in the newborn infant.
Paediatrics 1979; 63: 475.

Whelton A, Post traumatic acute renal failure.
Bulletin of New York academy of medicine
1979; 55.

Genin R E, Aminoglycoside nephrotoxicity,
Pathogenesis and prevention. Clinical
Nephrology, 1978; 11: 251.

BalslovJ T and Jorgensen H E A survey of 499
patients with acute anuric renal insufficiency,

cause, treatment, complication and mortality
Am J Med 1963; 34; 753.

Siterija V, acute renal failure in the tropics; In
tropical urology and renal diseases, edited by

Hussain | layden, Churchill and Livingstone
1984, 48,

69




{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }

