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Recurrent Haematuria in Childhood
Haematuria is common in children and has many causes. They include
acute glomerulonephritis, Henoch-Schdnlein purpura, acute pyelo-
nephritis (when there will also be pyuria), sulphonamide crystalluria,
some disorders of the blood, renal calculus, and, uncommonly, tumour.
The adjectives " essential " or " idiopathic " have been used to denote

those cases in which the cause of the haematuria has not been determined.
This type of case can be particularly worrying when the haematuria is
recurrent, sometimes on many occasions over a period of years, and when
the long-term prognosis remains uncertain. The more straightforward
causes of recurrent haematuria such as progressive glomerulonephritis,
chronic pyelonephritis, renal calculus, and congenital anomalies of the
urinary tract will have already been excluded by the orthodox investiga-
tions of renal function. It is in this situation that percutaneous renal
biopsy, a safe technique in experienced hands, can resolve doubts in the
realms of both diagnosis and prognosis.
A paper from the late M. Bodian and his colleagues' at the Hospital for

Sick Children, Great Ormond Street, has recently reported on the find-
ings at renal biopsy in 46 cases of recurrent haematuria in childhood.
Cases in which the diagnosis was obvious on other grounds were excluded
from this report, as were cases in which there had been only a single
attack of haematuria. In the largest group in the series (36 cases)
haematuria was persistently recurrent without any specific initial illness.
In half these cases haematuria detectable microscopically persisted
between attacks; in the others the urine returned to normal. Evidence
of streptococcal infection -was found in only a few of the patients.
Histological examination showed focal glomerulonephritis in 31 cases,
generalized glomerulonephritis in two cases, and previously unrecognized
chronic pyelonephritis in three cases.
The second group in the series comprised seven children in whom the

initial illness had been typical Henoch-Schbnlein purpura. All of these
had persistent microscopical haematuria and considerable proteinuria
between attacks. Evidence of streptococcal infection was found in only
one patient. Three showed azotaemia, and one of these was hypertensive.
All seven had advanced glomerular disease, with mesangial fibrosis,
capsular adhesions, crescent formation, and interstitial fibrosis; in four
cases the glomerulonephritis was generalized, in three focal, in
distribution. Progression to a terminal phase seemed inevitable.
The third group comprised only three children in whom the recurrent

haematuria had been preceded by a classical initial attack of acute
glomerulonephritis with haematuria, oedema, hypertension, and evidence
of infection with group A 18-haemolytic streptococci. In each of these
cases renal biopsy showed glomerulonephritis, focal in distribution
throughout the specimen but segmental in distribution within the
glomerulus.
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In this series renal biopsy, as well as permitting greater

diagnostic precision, allowed the prognosis to be more
accurately determined. Thus, recurrent haematuria follow-
ing on an attack of Henoch-Schbnlein purpura reflects a
progressive glomerulitis and confirms the clinical suspicion
that the nephritis in this type of case often has a poor
prognosis. On the other hand, the discovery of an unsus-
pected pyelonephritis gives a clear indication as to future
treatment. In most cases of recurrent haematuria
unconnected with specific preceding illness, and due to focal
glomerulonephritis, a good prognosis was forecast. A similar
opinion has been expressed by E. M. Ayoub and R. L.
Vernier.' In this context it must be recognized that the
term "focal glomerulonephritis" is based entirely on the
histological findings; it cannot be a purely clinical
diagnosis.'
The prognostic value of the findings on renal biopsy will

be greatly enhanced by careful correlation with the clinical
aspects of a case, and they are not to be interpreted in
isolation within the laboratory. This is well illustrated by a
group of cases in which recurrent haematuria unconnected
with obvious preceding illness, and frequently associated with
focal glomerulonephritis, does not have a good prognosis.
These are patients with a family history of renal disease, of
which there were five in the Great Ormond Street series.
This type of hereditary nephritis is characteristically but by
no means consistently associated with perceptive deafness.
Indeed, hereditary nerve deafness can occur without clinical
evidence of renal disease, though the renal disorder can be
transmitted to subsequent generations. The histological
changes in the kidney are variable, but focal glomerulo--
nephritis is commonly found together with lipid-containing
"foam cells." between the renal tubules. In hereditary
nephritis males have a bad prognosis, with death from
uraemia occurring before the age of 40, whereas affected
females seem rarely to die early from renal failure.

In a few families with signs of hereditary nephritis and
perceptive deafness a raised concentration of the amino-acid
proline has been found in the plasma.45 This hyper-
prolinaemia gives an "overflow" type of proline amino-
aciduria and results also in the appearance in the urine of
excess hydroxyproline and glycine despite normal concentra-
tions in the plasma of these amino-acids-that is, a
"renal" type of amino-aciduria. The relationship of
hyperprolinaemia to hereditary nephritis is still obscure. It
affects only a few families, but the urinary amino-acids
should clearly be investigated in all cases of hereditary
nephritis.

Finally, the aetiology of most cases of focal glomerulo-
nephritis presenting as recurrent haematuria requires further
study. Whereas the culpability of the group A f3-haemolytic
streptococcus in classical acute gleraerulonephritis is not in
much doubt, it can rarely be implicated when recurrent
haematuria follows an attack of Henoch-Schdnlein purpura,
or when there is no specific initial illness. Indeed, individual
attacks of haematuria seem often to be provoked by viral
illnesses, and it is a reasonable suspicion that viral infections
can produce some types of glomerulonephritis.

l Bodian, M., Black, J. A., Kobayashi, N., Lake, B. D., and Shuler, S. E.,
Quart. 7. Med., 1965, 34, 359.

a Ayoub, E. M., and Vernier, R. L., Amer. 7. Dis. Child., 1965, 109, 217.
' Payne, W. W., and Illingworth, R. S., Quart. 7. Med., 1940, 9, 37.
' Scriver, C. R., Efron, M. L., and Schafer, I. A., 7. clin. Invest., 1964,

43, 374.
5 Kopelman, H., Asatoor, A. M., and Milne, M. D., Lancet, 1964, 2,

1075.

Training for Medical Administration
Until recently the only formal training for medical admini-
stration was the course for the Diploma in Public Health.
It was introduced to meet the needs of the public health
service in Britain-the qualification is still a statutory require-
ment for a medical officer of health-but most students who
take the course work abroad, usually in developing countries
where environmental health problems are predominant. An
attempt to meet the vastly different needs of such students
by a system of electives has never been wholly successful.
The limitations of this training have been even more

evident since the introduction of the National Health Service.
Although the scope of medical administration has been greatly
extended, the course for the Diploma in Public Health is still
directed primarily towards local health services, and is not
regarded as an appropriate preparation for the work of hospi-
tal and other services. Inevitably new courses have appeared.
Until this year Edinburgh offered a one-year course for a
diploma in medical services administration, but this and a
D.P.H. course are now being replaced by a single course in
social medicine; the London School of Hygiene has a ten-
week course in medical administration; and shorter courses
have been provided at the Ministry of Health, the King
Edward's Fund Hospital Administrative Staff College, and
the Nuffield Centre for Hospital and Health Services Studies
at Leeds.

These courses vary considerably in recruitment, content,
and aims, as well as duration. But the most disturbing
feature of the present trend is that it threatens to establish
separate trainings for administrators concerned with preven-
tive and treatment services, since the D.P.H. is taken by
public health workers and the new courses by candidates from
the hospital and other fields. This danger appears to have
been overlooked by the Committee on Medical Administra-
tion of the Royal College of Physicians. Its report' states
that the present D.P.H. course " is too short and concerned
too exclusively with local health services and environmental
health problems to be an adequate training for those who
will seek a career in other fields of medical administration."
It proposes a new two-year training which " should lead to
a qualification that will come to be rated among the higher
professional qualifications."

There can be no criticism of the intention which lies behind
this proposal: it is to ensure that the medical services are
guided by carefully selected and well-trained people. But
the introduction of yet another course could add to the
fragmentation which already exists. A candidate for train-
ing, and his employing authority asked to second him on full
salary, would be faced with a choice between at least three
major courses: one in social medicine at Edinburgh; the
D.P.H. course; and the new two-year course in medical
administration. If the proposals discussed in the report of
the Royal College of Physicians were implemented, the last
two of these courses would both be available in the London
School of Hygiene and Tropical Medicine. In practice most
candidates expecting to enter the public health field would
probably continue to take the D.P.H., and the division
between trainings for administrators of preventive and treat-
ment services would become even wider than it is now.
The most practical way to unify training for administration

might be to replace the D.P.H. course by a new course with
approximately the same recruitment and duration, but

1 Report of the Committee on Medical Administration, Royal College of
Physicians of London, 1966.
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