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ABSTRACT

Chronic Kidney Disease (CKD) is on the increase
globally. Regional differences exist in its epidemiology,
with non-Caucasians most affected. The prevalence of
CKD in Nigeria is between 1.6% - 12.4%. Ninety percent
of end-stage renal disease (ESRD) patients may die
within 3 months of initiating dialysis. Indices are worse
in resource-poor countries like Nigeria, where financial
constraints often hamper prevention and adequate
intervention. A change in focus, therefore, towards
creating more awareness, appropriate legislation, and
policies geared towards prevention will be more realistic.

ABSTRAIT
Linsuffisance rénale chronique (IRC) est en augmentation
a l'echelle mondiale. Il existe des différences regionales
dans son épidémiologie, les non-Caucasiens étant les plus
touches. La prévalence de I'lRC au Nigéria se situe entre
1,6 % et 12,4 %. Quatre-vingt-dix pour cent des patients
atteints d’insuffisance rénale terminale (IRT) peuvent
mourir dans les 3 mois suivant le début de la dialyse.
Les indices sont plus mauvais dans les pays pauvres en
ressources comme le Nigeria, ou la prévention et une
intervention adequate sont souvent entravées par des
contraintes financieres. Il serait donc plus realiste de
changer d’orientation, de sensibiliser le public, de légiférer
de maniere appropriée et de mettre en place des politiques

INTRODUCTION
Chronic Kidney Disease (CKD) is
on the upward increase worldwide
at a suggested annual growth rate of
8%. Regional differences exist in its
epidemiology, and non-whites are
more affected. The prevalence of
CKD in Nigeria is between 1.6% -
12.4%. Ninety percent of end-stage
renal disease (ESRD) patients are said
to die within 3 months of initiating
dialysis. Indices are worse in resource-
poor countries like Nigeria, where
prevention and adequate intervention
are often hampered by funds. So,
it would be much cheaper in a less
developed country like ours to prevent
CKD than to treat its complications.
It is therefore important to identify
the common etiologies of CKD in

axeées sur la prévention.

Nigeria and promptly address them
before causing irreversible damage to

the kidneys.

The purpose of this review exerciseis to
assess the burden, sociodemographic,
clinical characteristics, and referral
pattern of CKD patients in Nigeria.
This will help determine whether
existing  preventive  nephrology
programs and strategies are achieving
desired results and identify areas

requiring improvement.

The most common causes of CKD
include

in Nigeria hypertension,
diabetes

mellitus. Many of these etiologies

glomerulonephritis, and

are preventable/treatable and should
be regarded as a major way to reduce

the incidence of CKD in this country.
Challenges that we have that tend
to run against the reduction of CKD
include late presentation, inadequate
manpower, diagnostic challenges, and
inadequate equipment and facilities.

The healthy

lifestyle, essential

introduction of a
availability  of
medicaments, government legislation
and policies aimed at curing drug
abuse, health care personnel training,
and subsidizing treatment costs all
contribute to reducing the burden.

A change in focus, therefore,
towards creating more awareness,
appropriate legislation, and policies
geared towards these preventable
causes of CKD will be more realistic
towards achieving desired results. The
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problem of CKD is enormous with the
prevalence of kidney failure rising as a
worldwide public health burden. The
2002 World Health Organization
and Global Burden of Disease Project
report indicates that diseases of the
kidney and urinary tract contribute
to the global burden of diseases, with
about 850,000 deaths every year
15,010.67  disability-adjusted
life years. Globally, they represent
the 12th cause of death and the 17th
cause of disability (1).

and

With this background, it is stressed
that this review is carried out to
highlight the plight of patients with
ESRD in a typical developing country
and to underscore the need for
preventive measures, early detection
and intervention to stem the rising
prevalence and to alleviate the burden
of the disease.

CKD IN NIGERIA, CAUSES

Odubanjo  and  his  co-workers
showed that hypertension and
chronic  glomerulonephritis  are

the common causes of CKD in
Nigeria (2). Similarly, Olanrewaju
et al indicated that hypertension is
the most common cause of CKD
(3). Another study revealed that
the common causes were chronic
glomerulonephritis, hypertension,
diabetes mellitus, and obstructive
nephropathy in  the following
percentages: 34.2%, 23.3%, 18.8%,
and 10.4% respectively (4). Various
research workers have published the

list of CKD etiologies in Nigeria as

follows:
Hypertension, diabetes  mellitus,
sickle  cell nephropathy chronic

glomerulonephritis, obstructive
nephropathy, , autosomal dominant
polycystic kidney disease, chronic
interstitial  nephritis, HIV -
associated nephropathy (HIVAN),

chronic pyelonephritis and chronic
kidney disease of unknown origin

(CKDU) (2-5). Most of the above

causative factors are preventable
and treatable as such, should be
particularly searched for as a major
way of reducing the incidence of

CKD in Nigeria. There is general

agreement  that  hypertension,
chronic  glomerulonephritis,  and
diabetes mellitus are the most

common causes of CKD in Nigeria
(2-5) and this is in keeping with
studies in the industrialized world
(6,7). It is therefore imperative that
most intervention measures towards
preventing CKD should be directed

at preventing these diseases.

An interesting study by Suleiman and
his co-workers in the Northeast of
Nigeria made the point that chronic
kidney disease of unknown origin
(CKDU) comprised a sizable chunk
(20.5%) of the causes of CKD in
the region, raising the possibility of
investigating the environmental and
cultural risk factors at the earliest
opportunity (8). Nigeria has the
highest burden of sickle cell disease
worldwide, with about 4 — 6 million
individuals affected and about 3.5% of
patients with sickle cell nephropathy
in end-stage kidney disease (ESKD),
ready for renal replacement therapy
(9). Akba et al (10) report a general
prevalence of 3.33%, while other
Northern Nigeria
reported a prevalence of just under
40%, age (9.

This represents a heavy challenge

researchers in
increasing  with

because their outcome is lower in
terms of morbidity and mortality in
comparison with the non-sickle cell

population (9).

Regular and careful follow-up clinic
visits and appropriate interventions
like hydroxyurea have been shown to
slow down the progression of CKD
resulting from sickle cell nephropathy.
The prevalence of kidney disease
among HIV patients is reported to

be between 22.9% and 51.8% and is
also associated with significantly high

morbidity and mortality (11). HIV-
associated nephropathy (HIVAN)
has become the most common form
of kidney disease, resulting from
HIV infection (12). Key populations
including workers in the commercial
sex industry and intravenous drug
abusers have been reported as major
groups of drivers of HIV infection
in Nigeria (11,13). Therefore, it is
expected that appropriate policies will
be put in place to curb this malady.

There are yet no known reliable
statistics that describe CKD in
all  African Chronic

glomerulonephritis and hypertension

countries.

are the principal causes of CKD in
Tropical and East Africa in addition
to diabetes mellitus and obstructive

uropathy (14,15).

THE ROLE OF LIFESTYLE

Regional differences in the etiology
and prevalence of CKD do exist,
factors  contributing to  those
regional differences include stress,
physical

activity, race, ethnicity,

genetic  predisposition, increasing
age, competing mortality, obesity,
unhealthy diet, possibly cigarette

smoking and alcohol (16,17).

Epidemiological studies in the US
have shown that Black Americans,
American Indians, and Hispanics, have
a higher CKD prevalence compared
after
adjustments for confounding factors

to whites. Even making
such as hypertension in blacks, a 4.8-
fold greater risk of ESKD still exists in

blacks compared to whites (18).

The

and diabetes mellitus has been on

prevalence of hypertension
the increase and is projected to rise
further despite the various efforts
and initiatives to prevent or manage
hypertension, and this trend s
thought to be due to some barriers
still  limiting  optimal ~ outcomes
(19,20). These barriers can exist at
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patient, staff/health system, and

administrative levels and include;
lack of funding, which affects day to
day-to-day operation of health care
facilities, scarcity of and difficulty
in accessing health care centers
in a community, staff shortages in
health care centers, shortage of
drugs in clinics and dispensaries,
limited availability of equipment and
insufficient maintenance and patient
health education and communication
in clinics.  Most doctors prescribe

lifestyle modifications to treat
hypertension, rather than prevent
hypertension, hence the opportunity

for primary prevention is usually

missed (21).

MANAGEMENT CHALLENGES
AND SOLUTIONS
The Prevalence of hypertension in
Nigeria ranges from 8% to 46.4% but
the percentage of people taking their
medications is around 60% (22). This
is not dissimilar to the non-adherence
global figure of 43% - 65.5%. Regular
health checks are not a constant
feature until people fall sick or develop
to
standing hypertension. This makes

complications  related long-
it imperative that more awareness
and health education of Nigerians
is necessary (23). The advent of
single-pill  combined therapy in
the management of hypertensive
patients has been shown to improve
adherence (22,24). However, they

are much more expensive than the

single pill in our region (25,26).

Efforts by pharmaceutical companies,
at local production of these drugs,
at affordable costs without loss
of quality, will go a long way to
improve the problem of management
of hypertension. The control of
hypertension is reported to cut down
cardiovascular mortality by 15%,

consequently impacting the incidence

of CKD (27,28).

Late Presentation - is still the ‘norm’.
Most Nigerian CKD patients still
present very late to nephrologists,
implying that the present preventive
strategies have not yielded the desired
results (4). Opportunity for early
diagnosis is missed because many
patients with kidney disease present
late at the hospital (4). Most of these
would have first visited the traditional
healer who might have prescribed
herbs and or ‘cocktails’ that may have
exacerbated the kidney impairment

(29).

Early referral of CKD patients to
nephrologists is key to retarding
progression to end-stage- kidney
disease, reducing hospitalization, cost
of health care, and improving patients’
survival before and eventually after
commencement of RRT (30-32).
Prevention and early detection of
CKD are the main instruments for
combating CKD in our world today.
To this effect, programs have been
initiated to actualize this goal.

The World Kidney Day Initiative
(WKDJ) is one of such programs.
Established by the ISN and the
International Federation of Kidney
(IFKF), it has

annually worldwide

Foundation been
observed
for the past 18 years with the
of

and enlightening the public on the

primary  objective educating

prevention and early detection
of kidney disease as well as giving
support to kidney disease sufferers.
Nephrologists in Nigeria have been
actively involved in the World Kidney
Day Initiative, and this has resulted
in increased public enlightenment

campaigns on CKD.

CHALLENGES OF DIAGNOSIS
The key to the diagnosis of the
glomerulonephritides  world  over
is renal biopsy. Results from this
procedure contribute in no small way

to further management (33,34).

Researchers in Nigeria have noticed
requests
attributable

factors including a lack of trained

a decline in for renal

biopsies to several
health personnel, poor or non-
existent health insurance schemes,
and general lack of facilities (35).
Being such an essential procedure
in a renal facility, renal biopsy, and
its maintenance cost may have to
be subsidized by the government or
any other allied body so that it can
be affordable to all patients. Financial
and other support aids should be
freely available to physicians and
allied workers in the form of financial
and career development grants to
perform a large number of these
procedures thereby improving skills
with the opportunity to train younger
doctors.

NON STEROIDAL ANTI-
INFLAMMATORY DRUGS
(NSAID)

Abuse of analgesics in general and
NSAIDs in particular is on the
rise, especially among youths in
Nigeria (36). The prevalence of
drug abuse in Nigeria is reportedly
as high as 22% (36), almost as high
as in the industrialized world 24%
(37). ‘Over the counter’ purchase
(without prescription) may be a major

contributor (38).

As indicated earlier in this review,
appropriate legislative policies and
definitive enforcement procedures
may be the answer to the prevention
of easy availability of these potentially
nephrotoxic drugs to the vulnerable,

especially youths (39).

Like

proportion of our patients present

hypertension, a significant
with moderate to severe anemia both
of which are cardiovascular risk factors
that contribute to left ventricular
hypertrophy and subsequent
mortality in CKD patients (40-42).

Anaemia has been reported to be
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associated with increased expenditure
and hospitalization rates in CKD
patients (43,44). Those with severe
anaemia receive blood transfusion
thereby adding to the cost of care.

Most of the patients receive no
vaccination against hepatitis B, which
is usually part of pre-dialysis care
in CKD patients consequent upon
the increased risk of hepatitis B
virus infection during haemodialysis

blood The

recommendation is that hepatitis B

and transfusion.

vaccination be administered early in

CKD for it to be effective (45).

Furthermore, resulting from the late
presentation of our patients, they do
not have the opportunity to benefit
from important interventions. These
interventions are early correction and
treatment of anaemia, hypertension,
proteinuria, calcium, and phosphate
abnormalities with appropriate and
recommended therapeutic agents
found to be cost-effective and also
have indirect effects in reducing
disability in the early stages of CKD
(46,47).

Time spent by these patients on
admission  would have
effects the

nation’s economic activities and their

hospital
adverse on overall
families since they must have been
gainfully employed and contributed
economically to the nation. It is also
evident that hospitalization of CKD
patients has been associated with
increased morbidity and mortality,
making a valid point for early referral
before reaching the advanced stage

of CKD (48).

STATUS OF DIALYSIS
FACILITIES
almost  all

Virtually

requiring dialysis in this country use

patients

temporary vascular access due to
the patient’s poor clinical state at
presentation. This is a more expensive

process in comparison to the native
arteriovenous fistula (AVF) which
would offer a higher blood flow rate
and better dialysis efficiency.

with
temporary vascular access would
be with
hospitalization, poor patient survival,

Initiation  of haemodialysis

associated infection,
increased cost, and mortality in CKD
patients in comparison with the use of
AV-Fistula (49,50). Haemodialysis
has been available in Nigeriasince 1981
(1) and remains the dominant option
for RRT. Dialysis centers in Nigeria
have increased in number from 27
(2006) to 186 (2021) (51,52). The
dialysis population increased from
300 in 2006 to over 3,000 in 2018
(51,52) showing that the number of
centers in Nigeria compared to the
number of patients requiring dialysis
is undeniably inadequate.

This brings up the question of
public-private (PPP)
in  haemodialysis  delivery  for

[t should be

encouraged as the indication is that

partnership
serious consideration.

this partnership has been shown to
increase the number and sustainability
of haemodialysis centers in Nigeria

(53).

endeavor to encourage drug and

Relevant authorities should

equipment manufacturers related to
the treatment of kidney diseases and
RRT to veer towards local production

affordable,

especially to those with restricted

to make them more

means which translates to a vast
majority of Nigerians. This is the
practice in other countries (54).

THE CASE FOR PERITONEAL
DIALYSIS (PD)
PD has not been a popular choice of
RRT in Nigeria. Very few patients
with end-stage renal disease (ESRD)
receive PD as opposed to 11%
worldwide (55) and 8% in the US (56).
PD may be a more appropriate option

for RRT in a country like Nigeria

because it could be less expensive and
requires less technology to carry out.
The dialysis fluid used in Nigeria is
imported and because the use of PD
is not widespread in the country, the
unit cost of dialysis fluid is rather high.

POTENTIAL FOR A PD

PROGRAM IN NIGERIA
The use of PD as an important
means of RRT in Nigeria needs to
be accorded high priority. Funding
and organization of any large-scale
program must be looked into by the
Federal Government. The creation
of a CKD registry is an important
first step towards a systematized
approach to treatment and could
lead to a guideline for the allocation
of scarce resources. The current
situation where PD costs more than
‘in-clinic’ haemodialysis is largely due
to the cost of imported dialysate, a
correctable problem if arrangements
are effected for the local manufacture
of the dialysate.

STATUS OF TRANSPLANT
CENTERS
Kidney transplant is the preferred
renal replacement therapy for
patients with ESRD, but accessibility
to it is only to a very few; obviously
due to the high cost and non-existent
Most
recipients had their transplants in
India (57,58), the few carried out in

Nigeria are more in the private sector

(59).

infrastructure. transplant

The

transplants in Nigeria is funding;

major limitation to kidney
this is in addition to ‘donor sourcing’
(59). PPP mentioned earlier on in
this review can also be deployed here
with more funds allocated to the
health sector by the government.
that bilateral

relationships be formed with high-

A suggestion s

volume kidney transplant centers to
help develop transplant centers in the
country.
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MANPOWER SHORTAGE
There is a of
nephrology manpower in Nigeria at
the moment amongst others; with

about 240 nephrologists, about 700

registered dialysis nurses, and 120

gross shortage

dialysis technicians/technologists
many of whom are fleeing the country
for ‘greener pastures’. This is hardly
adequate to cater to the large and
increasing population of CKD patients
in the country. The suggestion is that
policies and incentives (most probably
financial) could be put in place as an
encouragement to young, up-and-
coming doctors to make nephrology
their first subspecialty choice. A
healthy working environment should
go ‘hand in hand’ and be strongly

encouraged.

CONCLUSIONS
CKD is more common in males, the
economically productive age group
in Nigeria, with the majority of them
presenting very late to nephrologists
in the ureamic state, commencing
RRT without adequate pre-dialysis

care.

Present strategies for prevention
and early detection of CKD are
inadequate and have not yielded the
desired results. Most of the causes
of CKD in Nigeria are preventable if
‘at-risk’ individuals are identified early
and effectively managed.

Resource-poor settings (such as ours)
should focus on generating more
awareness and making legislation and
policies focusing on these preventable
causes of CKD as this is more realistic
and effective in these settings.
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