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patients with CKD commonly have as
d i a b e t e s m e l l i t u s , hy p e r t e n s i o n a n d
cardiovascular diseases all of which are risk
factors for poor COVID-19 related
outcomes(2). A recent study identified a crude
mortality rate from COVID infections of
44.6% among CKD patients compared to
4.7% among CKD patients without
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The world is currently witnessing the biggest
global pandemic during the last century. The
first outbreak due to severe acute respiratory
syndrome coronavirus 2 (SARS-CoV2) was
initially reported in December 2019 from
Wuhan, Hubei Province China and was
declared a global pandemic on 11th March
2020 by the World Health Organisation
(WHO). Since then, the world has seen
millions of people affected by the disease
which has varying clinical manifestations. Of
these, lung disease is predominant. However,
after more than a year of dealing with this
deadly infection, it is now well established that
COVID19 is a multisystem disease and has the
potential to affect any organ system. Apart
from the lung, the kidney is a major organ
significantly affected during infection. Similarly,
it is recognised that there are adverse
outcomes in individuals with pre-existing
kidney following COVID-19 infection.
The toll of COVID-19 on patients with
chronic kidney disease (CKD) was not clearly
identified early in the course of the
pandemic(1). However, it is now increasingly
recognised and the exact impact is likely to
take more time to fully establish. The impact of
COVID-19 on CKD is many fold. Any episode
of acute kidney injury (AKI) related to
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COVID-19 infection would impact the CKD
p ro g re s s i o n . M o re ove r, o u t c o m e s o f
COVID-19 infection among CKD populations
are different from the normal population.
F u r t h e r m o re , C OV I D - 1 9 h a s d i re c t
implications in the management of patients
with CKD as well.

Effect of CKD on COVID-19
CKD is associated with increased risk of
worsening pneumonia with 14-16 times higher
risk of pneumonia related mortality compared
to the normal person(2). It has been shown
the risks associated with CKD are higher than
diabetes mellitus or chronic heart failure(3).
Furthermore, patients with CKD commonly
have comorbidities such as diabetes mellitus,
hypertension and cardiovascular diseases all of
which are risk factors for poor COVID-19
related outcomes(2). A recent study identified
a crude mortality rate from COVID infections
of 44.6% among CKD patients compared to
4.7%
among CKD patients without
COVID(4). The OpenSAFELY study which is
one of the largest UK based studies which
analysed factors related to COVID-19 death in
17 million patients identified dialysis (aHR
3.69), organ transplantation (aHR 3.53) and
CKD (aHR 2.52 in GFR <30ml/min/1.73m2) as
three of the four comorbidities associated
with the highest COVID-19 related mortality
risk(5).
This highlights the importance of
having focused efforts to improve outcomes as
well as minimise infection risk with COVID-19
among CKD patients(6).
Management challenges and
provision of care for CKD patients
The COVID-19 pandemic has posed major
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challenges to the care of CKD patients. These
challenges have been unique to each region. A
Canadian study identified 11 important areas
affected during this period and highlighted the
important guidance provided by the Canadian
Society of Nephrology for care of CKD
patients (7). These aspects are outlined below.
1.Scheduling clinic visits – The study
identified a majority of programs continuing
its prescheduled clinics visits with a minority
cancelling them. It was suggested to maintain
the usual schedule with adequate prior
information given to patients regarding their
clinic visits and proper scheduling minimising
waiting times and contact with others.
2.Type of clinic visits – Majority of
programs were identified to have converted
to telehealth systems with the most popular
being telephone call visits followed by video
conferencing.
3. Provision of multidisciplinary careMajority of programs continued to provide
multidisciplinary care while taking adequate
precautions. However, it was suggested to use
telehealth systems at all times when possible.
4. Routine investigations – The study
identified difficulties for patients to obtain
routine investigations. Many have reduced the
blood work frequency and at times did not
insist on investigations being available. It was
suggested to create a safe lab space for
obtaining blood and urine samples while
establishing a consistent path for the
nephrologist to obtain results rather than the
patients spending time in laboratories to
obtain the reports.
5. Patient education and support
sessions –
Renal replacement therapy
counselling and diet counselling sessions
should only be done if urgent. It was
encouraged to have these sessions as virtual
sessions. It was encouraged to utilize
educational material, online resources and
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mobile applications rather than being in direct
contact with the patients.
6. Empowering home based monitoring
–Encouraging and training patients to monitor
blood pressure and blood sugar at home
while empowering the patients to modify
their medications as needed was also
highlighted.
7. New referrals to multidisciplinary
care – It was suggested to minimise new
referrals to other specialties unless essential
for patient management. During the
COVID-19 pandemic it was recommended
that the main care team to provide overall
care which would minimise contact for
patients with others.
8. Renal replacement therapy –
Promotion of home therapies such as
peritoneal dialysis over in-centre
haemodialysis was also suggested. These keep
patients safe, reduce the stress of healthcare
institutions and also protect healthcare staff.
9. Medications – These should be
prescribed according to best practice
guidelines without restrictions. RASi should
not be discontinued. Training and information
regarding medication could be done through
telehealth and online resources.
10. Personal protective equipment
(PPE) – Availability of PPE for all staff
according to local policies when caring for
CKD patients is important.
11. COVID-19 risk in CKD – The guidance
for a patient with CKD to refrain from work
should be taken on a case by case basis.

Impact of COVID on CKD patients
The impact of the COVID-19 pandemic and
its social implications on CKD patients are yet
unknown. Whether large scale lockdowns,
temporary closure of hospital and healthcare
facilities as well as conversion to COVID
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dedicated units, suspension of non-emergency
procedures and surgeries, difficulty in meeting
healthcare professionals regularly, shortage of
medical supplies have all resulted in increased
mortality and morbidity due to non COVID
related conditions is understudied(8). These
problems are more pronounced among the
CKD population given the higher prevalence
of other non communicable diseases.
Therapeutic options for CKD
patients
A successful treatment regimen for
COVID-19 infection is still not on the
horizon. Vaccination related protection for
COVID-19 infection is currently the global
mantra. All currently used therapies are
available for CKD patients however its
specific efficacies in this subpopulation have
not been separately studied. Dose
adjustments according to GFR is not
recommended for many of these drugs such
as Remdesivir and Tocilizumab, though
pharmacological studies have not specifically
being conducted in patients with GFR <30ml/
min. Different types of vaccines are now made
References
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available globally. All patients with CKD should
be prioritized for vaccination. Rates of
seroconversion, intensity of the immune
response and the duration of protection from
vaccination in CKD patients are currently
understudied. The requirement for a booster
dose in CKD patients is under discussion
however currently lacks evidence based
recommendations.

Conclusion
The current COVID-19 pandemic highlights
the interaction between communicable
diseases and non-communicable diseases such
as CKD. It is evident that kidney disease
whether pre-existing or related to COVID-19
infection has significant adverse outcomes in
COVID-19 infection. Therefore, it is important
that these patients are educated and
encouraged to take extra precautions to
reduce exposure to the infection and maintain
universal precautions at all times. Similarly,
vaccination requires prioritization of this
group of patients to minimize complication
rates.
5. Williamson EJ, Walker AJ, Bhaskaran K, Bacon
S, Bates C, Morton CE, et al. Factors associated
w i t h C OV I D - 1 9 - r e l a t e d d e a t h u s i n g
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s41586-020-2521-4
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7. White CA, Kappel JE, Levin A, Moran SM,
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2020;7:2054358120939354.
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In the news…
Developing Renal services
A peritoneal dialysis (PD) training programme was held on 8th of July at DGH
Vavuniya. It was conducted by Lucenxia Healthacare Private limited collaboraEon
with the ministry of health.Medical oﬃcers and nursing oﬃcers from the ICU,
Surgical and medical wards, haemodilaysis unit and nursing oﬃcers from BH
Padaviya and BH CheMkulum parEcipated. It was 1-day training programme on
CAPD. A PD team was iniEated at DGH Vavuniya with voluntary parEcipants.T his
is the second PD training programme which has been held at DGH Vavuniya.
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SLSON activities
Providing HD during the COVID 19 pandemic
The SLSON has obtained 10 haemodialysis machines and requested 10 portable RO systems
for proving HD to patients with COVID19.
Vaccination of CKD and Kidney transplant recipients
The society is facilitating the COVID vaccination of
CKD patients and patients with kidney transplants

Moving day
The SLSON will be moving into its new office space at the Sri Lanka College of Obstetrics
and Gynaecology, 112, Model Farm Road, Colombo, on 13th August. Members are welcome
to attend with social distancing.

CME activities
Ceylon College of Physicians College Lecture
The college lecture in nephrology was delivered in collaboration with the SLSON. Dr
Chathurika Beligaswatta, Consultant Nephrologist, BH Homagama delivered lecture on
Kidneys in the time of COVID

Monthly journal club for Nephrology trainees
The monthly journal clubs for nephrology trainees were continued. Latest journal clubs
were as follows:
28th May 2021
2nd July 2021
30th July 2021

- “PIVOTAL” Presented by Dr. T.M. Naseef
Facilitator : Dr. Nishantha Nanayakkara
-“PRO2TECT” and “INN2OVATE” Presented by Dr.B.A.Wijayawickrama
Facilitator : Dr. Eranga Wijewickrama
- “AURORA” Presented by Dr MRF Rijyaza
Facilitator Dr Rushika D Lanerolle
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Upcoming CME activities
Asian Paciﬁc Congress of Nephrology

Australian and New Zealand Society of Nephrology online Annual Scien;ﬁc
Mee;ng

ASN Kidney Week
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Annual Academic Sessions
The annual academic sessions of the SLSON will be held on25-27th November November
as a hybrid event. Abstract submission is now open, tHe programme will be available in due
course.
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Scientific contributions of the members
SLSON Survey
The SLSON thanks the membership for participating in an online survey to describe the
status of COVID19 in kidney transplant recipients (KTRs) and patient outcomes.
The objective of this survey was to describe current management practices and patient
outcomes in order to inform future care. This online survey was open during the period
16th to 30th May 2021 and required participants to fill out information regarding all
transplant recipients they had treated for COVID 19, as confirmed by PCR, since the onset
of the pandemic. At the time of survey the practice was to admit nearly all who tested
positive for SARS-CoV2 on PCR for observation or treatment regardless of symptoms.
Data was collected using a google form and included demographic information, alterations
made to immunosuppression, information pertaining to severity of infection and long term
outcomes.
19 nephrologists reported data related to 58 cases of COVID 19 in KTRs. Baseline
demographic data is summarised in Figure 1. 53/58 (91.3%) were on triple
immunosuppression at presentation. Fifty-one (88%) had had at least one
immunosuppressive agent reduced or withheld, most commonly myecophenpolate (89.1%).

FIGURE 1. Baseline characteristics of KTR treated
for COVID19

FIGURE 2. Changes made to immunosuppression
in KTR treated for COVID 19

At the time of survey 10/58 were still receiving on-going treatment. The majority of patients
were managed with ward-based care (37/58, 63.8%) with 17 (29.3%) requiring ICU. 11 (19%)
needed intubation and ventilation and 6/58 (10.3%) needed KRT. Mortality rates were high
with 16 deaths (27.6%). (Figure 3)
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Number of patients (n)

FIGURE 3. Outcomes of KTR treated for COVID19. (N= 58, 10/58 were still receiving treatment at the time of survey)

Guidance statement on vaccination of kidney transplant recipients
against SARS-CoV-2
The scientific committee drafted a guidance statement on vaccination of kidney
transplant recipients against COVID19. Key recommendations are summarised here.
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Publications

Weerasooriya WA, Thalgahagoda S, Rangana D, He6arachci M Asian J
Pediatr Nephrol 2021;4:40-1.
The authors present a case of a newborn presenting with VACTERL deformities including
bilateral renal genesis, oesophageal atresia and imperforate anus.The foetus had had
preserved amniotic fluid volume and no evidence of pulmonary hypoplasia.They
hypothesise that the presence of oesophageal atresia may have prevented the
development Potter sequence.
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We would like to recognise the scientific contributions of the members of the
SLSON by highlighting articles published in peer-reviewed journals. If you would
like to share your research findings, please email us a summary/ abstract of any
papers published within the preceding quarter, for inclusion in our newsletter.
Email: slsonnews@gmail.com.
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Quiz
A 44-year-old woman presented with generalised body swelling for three weeks and low
urine output for 1 week in May 2021. Over the three-week period she had noted her urine
to be frothy without a change in colour. In October 2020 she had been diagnosed with right
sided renal cell carcinoma with invasion into the hepatic vein. She had undergone a radical
nephrectomy following which her kidney function had been normal. Multiple pulmonary
metastasis had been identified on CT chest in December 2020. She had been started on
chemotherapy with sunitinib in January 2021, initially as 4-week cycles (2 weeks on/2 weeks
off), later increased to 3-week cycles (2 weeks on/1 week off).
She gave no history of recent skin or soft-tissue infection, upper respiratory tract infection
or diarrhoea. She had no symptoms suggestive of a connective tissue disease. She had had a
blood transfusion 8 months before in preparation for the nephrectomy.
On examination she was pale, anicteric and afebrile. There was no lymphadenopathy. She had
oedema to mid-thigh level.
Pulse rate was 70/min Blood pressure was 200/110mmHg. JVP was elevated. She had a rightsided nephrectomy scar. She had bilateral pleural effusions and ascites. Skin and joint
examination was normal. There were no fundal haemorrhages or papilloedema on
fundoscopy. Investigation results were as follows:
Haemoglobin (g/dl)
WCC (/cumm)
Platelets (/cumm)
C reacEve protein (mg/l)
UFR
Urine Protein: creaEnine
Urine for dysmorphic red
Serum creaEnine (mg/dl)
Serum sodium (mmol/l)
Serum potassium (mmol/l)
Serum albumin (g/dl)
Serum globulins (g/dl)
AST (IU/L)
ALT (IU/L)
ALP (IU/L)
LDH
Total bilirubin (mg/dl)
Direct bilirubin (mg/dl)
INR
APTT(seconds)
Blood picture
USS abdomen
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D1
D2
D3
10.5
8.8
7.1
8
8
6
70
56
44
<6
Albumin ++, Pus cells 10-15/
hpf, Red cells 5-10/hpf
1.9
Nil
2.02
138
4.8
1.7
1.8
36
16
103
456
1.8
0.3
0.8
27.1
Schistocytes ++,
thrombocytopenia
Empty right renal bed. R/
kidney 11cm. Moderate
ascites, mild pleural eﬀusion

D4
6.2
7
34
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What is the likely diagnosis?
1.Malignant hypertension
2.Drug induced TMA with nephrotic syndrome
3.Secondary focal segmental glomerulosclerosis
4.Paraneoplastic membranous nephropathy
5.Infection related glomerulonephritis
Answer on Page 17

Nephrology Updates
Can we use SGLT-2 inhibitors in
the treatment of IgA
nephropathy?
A pre-specified analysis from DAPACKD Trial
What is the DAPA-CKD Trial?
DAPA-CKD was a multicenter, doubleblind, placebo-controlled, randomized
trial conducted at 386 study sites in 21
countries. The trial was designed to
assess the effects of dapagliflozin on
kidney and cardiovascular outcomes in
patients with CKD, with or without
type 2 diabetes.
Who were eligible for the study?
Eligible participants had an eGFR
between 25 and 75 ml/min per 1.73 m2
and urinary albumin-to-creatinine ratio
(UACR) between 200 and ≤5000 mg/g
(22.6–≤565.6 mg/mmol) and were
re c e i v i n g a s t a b l e d o s e o f a n
angiotensin-converting enzyme inhibitor
(ACEi) or angiotensin receptor blocker
(ARB) for at least 4 weeks before
enrollment into the trial, unless
contraindicated.
Patients receiving immunotherapy for
primary or secondary kidney disease
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within the previous 6 months before
trial enrollment were excluded.
How were the patients randomized?
Participants were randomly assigned to
dapagliflozin, 10 mg once daily, or
matching placebo, using balanced blocks
to ensure an approximate 1:1 ratio of
the 2 regimens.
How many with IgA nephropathy were
included in the trial?
The trial included 270 participants with
investigator reported IgA nephropathy,
of whom 254 (94%) had a kidney biopsy
to substantiate this diagnosis. Of these
270
participants, 137 were randomized to
dapagliflozin and 133 to placebo.
Participants assigned to dapagliflozin or
placebo had similar baseline
characteristics. In effect this was the
largest randomized controlled trial
done inpatients with IgA nephropathy.
What were the results in patients with IgA
nephropathy?
The primary outcome - a composite
endpoint of sustained ≥50% decline in
eGFR
, onset of end-stage kidney disease
(ESKD; defined as maintenance dialysis
15
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fo r a t l e a s t 2 8 d ay s , k i d n ey
transplantation, or eGFR <15 ml/min
per 1.73 m2 confirmed by a second
measurement after at least 28 days), or
death from a kidney disease–related or
cardiovascular cause – was 4% in the
dapagliflozin group and was 15% in the

placebo group.
Similarly the participants in dapagliflozin
arm did better compared to placebo
arm when considering secondary renal
specific end points.

Were there significant side effects in the
study population?
None were observed. Specifically there
was no major hypoglycemia or diabetic
ketoacidosis observed in the study
participants.
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What are the main limitations of this prespecified analysis?
• The study was not originally designed
to test SGLT-2 inhibitors in IgA
nephropathy.
• Small sample size
• In some (6%) the diagnosis of IgA
nephropathy had been made without
a renal biopsy – based on the clinical
acumen of the investigator
• It is not known whether this group of
patients with IgA nephropathy was
receiving optimized supportive care
before initiating SGLT2 inhibitors
What were conclusions of the authors
about the results of the analysis?
“This prespecified analysis of the DAPACKD study demonstrates that in
patients
with IgA nephropathy, when added to
AC E i / A R B t h e r apy, d ap a g l i fl o z i n
significantly and substantially reduces
the risk of CKD progression with a
favourable safety profile.”

So, should we give SGLT2 inhibitors on top
of RASi to all high-risk patients with IgA
nephropathy from now on?
May be not yet. Given the concerns that
inexpensive standard therapy, in
particular
established supportive measures, may
not have been optimized in the IgAN
16
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cohort studied, it may be too early
adopt SGLT2 inhibitors in the treatment
of IgA nephropathy. Rather, we could
wait for the outcome of the Study of
Heart and
Kidney Protection With Empagliflozin
(EMPA-KIDNEY) trial (ClinicalTrials.

gov Identifier: NCT03594110) or even
better, the outcome of a future,
dedicated
trial in IgAN where SGLT2 inhibition is
given on top of optimized supportive
care.

Prepared by Prof. Eranga Wijewickrama
Reference
A pre-specified analysis of the DAPA-CKD trial demonstrates the effects of dapagliflozin on
major adverse kidney events in patients with IgA nephropathy. Wheeler et al, KI, 2021, Vol
100 (1)

Answer to Quiz (page 15)
2. Drug induced-TMA with nephrotic syndrome
This patient presented with acute onset proteinuria, oedema, hypertension and impaired
kidney function, with evidence of a thrombotic microangiopathy on peripheral blood smear.
A clinical diagnosis of sunitinib-induced TMA was suspected in this patient, and the drug was
withheld. Biopsy was not done as she had only one functioning kidney with a probable cause
for presentation evident.
Sunitinib is an inhibitor of multiple receptor tyrosine kinases, especially those involved in
angiogenesis, such as, the vascular endothelial growth factor (VEGF) receptor and plateletderived growth factor receptor.VEGF plays a role in maintaining the healthy fenestrated
endothelial phenotype of the glomerulus.VEGF-dependent podoctye-endothelial crosstalk
contributes to preservation of the glomerular filtration barrier. Reduction in VEGF activity in
the glomerulus may predispose to microvascular injury and TMA. Nephrotic range
proteinuria is not common and is likely to be a result of podocyte injury or loss due to
disruption of these pathways. Glomerular pathologies that have been described with
sunitinib therapy include those with minimal change, membranoproliferative, and focally
sclerotic morphologies.
The first step in managing these patients is to withhold the offending drug. Anecdotally,
plasma exchange or steroids have been offered to patients with similar presentations, but
the evidence is weak. Our patient was started on antihypertensives and diuretics. She had
resolution of schistocytes on peripheral blood smear over one week of observation, with no
worsening of renal function. One month later, oedema had resolved, and diuretics had been
fully withdrawn. Serum creatinine had improved to 1.08 mg/dl and serum albumin had risen
to 2.8 g/dl. Urine dipstick showed persistent ++ albuminuria. Antihypertensives were
continued for blood pressure control.
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In the absence of a biopsy the diagnosis is circumstantial. At present sunitinib has not been
restarted. The patient is awaiting re-assessment for metastasis. There are reports of sunitinib
having been successfully reintroduced at a lower dose following an episode of TMA. The
decision to do so is best made on an individual basis and close monitoring for recurrence
will be needed.
Prepared by
Dr Apirami Muraleetharan (Senior Registrar in Nephrology) and Dr Dilushi WIjayaratne (Consultant
Nephrologist)
University Medical Unit, Colombo

Do you have an interesting case or image from nephrology that you would would like
to share? We would be happy to consider your submissions for publication in the
newsletter. Email us at slsonnews@gmail.com

The SLSON newsletter welcomes opinion pieces, perspectives, commentaries
or articles on personal experiences from its membership. Please email us
your articles at slsonnews@gmail.com for consideration for publication in
the newsletter

Prepared by Editorial Committee
Editor- Eranga Wijewickrama
Associate Editors- Rajitha Abeysekera
Dilushi Wijayaratne
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