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Editors' comments
We now receive consensus statements from
expert panels which cannot be amended in the
light of comments from the referees. These
statements are not cast in stone and on this
occasion our referee drew attention to the
following points.

Referee's comments and responses from
Dr Alan Watson (convenor)

Point 1. There is no clear guideline as to which
patients can be handled by a general paediatrician
and at what stage referral to a paediatric
nephrologist should be considered.
Most children with nephrotic syndrome are
admitted and treated under the care of general
paediatricians. Children between the ages of 1
and 10 years are very likely to have steroid
responsive minimal change disease and so
prednisolone treatment is usually initiated
without a renal biopsy. Children should be
referred to a paediatric nephrology centre at
the outset if they are less than 1 year of age or
older than 12 years, as minimal change
disease is less likely and the pathology will need
to be defined. Patients should also be referred

if the child has atypical features with a
mixed nephritic/nephrotic picture associated
with macroscopic haematuria, and/or renal
insufficiency or hypocomplementaemia or
hypertension.

If, during the course of the initial steroid
treatment complications ensue such as
thrombosis, peritonitis, or acute renal failure
then a paediatric nephrologist's opinion should
be sought. All patients who do not respond to
28 days of daily prednisolone are classified as
early steroid resistant and should be
referred for consideration of renal biopsy
and further management. Steroid resistance
developing in subsequent prednisolone
courses, steroid toxicity, and consideration of
cyclophosphamide treatment also warrant
discussion and possible referral to a paediatric
nephrologist.

Point 2. The definition of congenital, primary,
and secondary nephrotic syndromes are not clearly
made. There is some confusion created between the
clinical and histological categories which should be
clarified.
Definitions of congenital, primary, and
secondary nephrotic syndromes are beyond the
remit of the paper and readers are referred to
standard textbook definitions and further
discussion of clinical and histological
categories.1

Point 3. The use of diuretics in an oedematous
nephrotic should be expanded. It may not be wise to
recommend that a general paediatrician should
prescribe frusemide to a nephrotic, without prior
volume expansion or discussion with a paediatric
nephrologist. Attention should be drawn to the
problems of spironolactone in the presence of
hyperkalaemia.
The question of diuretics in the management
of the oedematous nephrotic child was
discussed at some length by the expert panel. It
was felt that patients could be managed safely
with the doses of frusemide (1-2 mg/kg/body
weight/day) and spironolactone (2 mg/kg/body
weight/day) as specified so long as the children
were carefully assessed for signs of
hypovolaemia. Spironolactone is unlikely to
result in hyperkalaemia when combined with
frusemide at this dosage and when there is
no renal insufficiency. The paediatric
nephrologist should be consulted if the child's
oedematous state becomes more trouble-
some as the combination of metolazone and
frusemide might be suggested but this will
require closer monitoring of the plasma
electrolytes.

Point 4. Clearer guidance should be given on the
dose ofsteroids that would allow live vaccines to be
given safely.
Use of live vaccinations should be avoided
until the child has been off daily steroids for at
least three months but are permissible if the
child is on alternate day steroids (<0 5
mg/kg/body weight/day).

1 Watson AR. Nephrotic syndrome. In: Campbell AGM,
McIntosh N, eds. Forfar and Arneil's textbook ofpaediatrics.
Edinburgh: Churchill Iivingstone, 1992: 1057-61.
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