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Summary

Yakubu AM, Abdurrahman MB, Momoh JT, Ango S$S and Narayana P.
Wilms’ Tumour in Northern Nigeria. Experience at the Ahmadu Bello
University Teacking Hospitals, Zaria and Kaduna. wgerian journal of Paediairics
1983; 10: 39. Forty-four cases of Wilms’ tumour seen at the Ahmadu Bello University
Teaching Hospitals, Zaria and Kaduna, over a period of nine years were reviewed.
Most of the patients presented late with advanced disease. Out of the g4 patients
whose disease could be staged, only five presented with stages I and 11 disease. The
others presented with stages III (11), IV (14) and V (4) discase. The standard
treatment comprised surgery, chemotherapy and supportive measures. It is concluded
that the prognosis is related to the stage of the tumour at presentation and the discon-
tinuation of drug therapy through patients absconding from the hospital or default

during clinic follow-up.

Introduction

NepuroBLASTOMA (Wilms® tumour) is of particu-
lar interest because of certain characteristics.
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First, the tumour is known to occur at birth;1
sccondly, there is a high potential for cure
even when metastasis has occurred,”* and
thirdly, the management illustrates the effective-
ness of combined surgery and chemotherapy in the
management of childhood malignancies. Surgery
is also important for proper staging and histologic
diagnosis. This communication describes the
clinical presentation of Wilms® tumour in
Northern Nigeria as seen at the Ahmadu Bello
University Hospitals, Zaria and Kaduna and
also evaluates the diagnostic methods, treatment
and outcome of the tumour.
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Materials and Methods

Records of children admitted with diagnosis of
Wilms® tumour from June 1973 to July 1982
were reviewed. The diagnosis was based on a
combination of clinical evaluation such as a
swelling in the flank and bulging in the renal
angle extending anteriorly, abnormal intravenous
pyelogram suggesting an intrarenal tumour and
histological examination of a piece of the tumour
mass, either removed at surgery or at postmortem
biopsy. Patients with inconclusive histopathologic
features were excluded. The following information
were noted: age, sex, symptoms, and duration
before presentation, findings on physical exami-
nation, investigations including white blood cell
count (WBQC), liver function tests (LFT), urea and
electrolytes, plain chest and abdominal radio-
graphs and intravenous pyelography (IVP). The
management and the outcome were also noted.

Results

There were 44 cases with a preponderance of
females (27) over males (17). The age distribu-

sot

of polients

No

Age

tion is shown in Fig. 1. It can be seen that the peak
age incidence was between the ages of one and
two and also between four and five years. The
youngest patient in the series was ten months old
and the oldest, ten years (mean age, 3.9 years).
Fifty-six percent of the tumours occurred between
one and four years, while seven percent occurred
in those aged seven years and above.

Clinical Features

The presenting symptoms are summarised in
the Table. Abdominal swelling was the most
frequent complaint occurring in 23 (52.3%) of
the 44 cases. Most patients presented with
advanced disease. The duration of symptoms
ranged from ten days to two years. One patient
presented at a local general hospital with fever
and cough and was diagnosed and treated for
pneumonia, but an abdominal mass was disco-
vered during routine examination. The patient
was subsequently referred to the ABU hospital
because of the abdominal mass. A chest radio-
graph of the patient revealed canon-ball
metastasis (Fig. 2).

1n  years

Fig, 1. Age distribution in 44 Cases of Wilms® tumour
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TABLE

Symptoms in 44 Cases of Wilms' Tumour

No. of % of Total

Sympiom Cases

Abdominal swelling 23 52.3
Abdominal pain 6 13.6
Abdominal swelling and pain 5 1L.5
Abdominal pain and fever 2 4.5
Abdominal pain and haematuria 2 4.5
Abdominal pain and vomiting 2 4.5
Abdominal swelling and loss of

weight 2 4.5
Abdominal swelling and oliguria I 2.5
Cough and fever 1 2.3
Total 44 100.0

Fig. o, Chest X-ray showing ‘camion ball’ melastasis in the
right lung in a child with Wilms® tumour,

Physical Findings

Extensive abdominal masses which at laparo-
tomy, showed metastases to several abdominal
organs such as the liver, inferior vena cava,
paraaortic nodes and peritoneum, were the main
findings. There was nosingle case of hypertension.
The smallest tumour in the series weighed 127gm
and the largest, 10,556gm (mean tumour weight,
379.5gm). Right and left-sided renal tumour
involvement were equal in the series with 20 on
each side, while four (9% patients had bilateral
involvement. Massive tumours crossing the
midline were observed in 6 patients, all of whom
also had severe loss of weight. Staging was carried
out according to the North American Wilms’
tumour criteria’ and was as follows: stage I (2)
stage IT (g) stage III (11)stage IV (14)stage V(4).
In ten patients, the tumours were not staged.

Laboratory and Radiologic Findings

Haematologic abnormalities were haemoglobin
SS in two patients, anaemia (haemoglobin,
7gm/dl or less) in five patients. Deranged liver
function tests (elevated aminotransferases and
serum bilirubin) were recorded in three patients
with metastasis to the liver. The common
radiographic abnormalities ranged from non-
excretion of contrast material in the affec-
ted kidney to distortion and displacement of
ureters to one side. These were present in all
the patients except two who did not have IVP
because they were too sick. Characteristic
curvelinear calcification of Wilms® tumour was
found in only one patient.

Treatment and Outcome

Two patients with terminal disease received
no treatment before death. Both died within a
few days of admission and the diagnosis was
established at necropsy. The standard treat-
ment included nephrectomy followed by cyclic
courses of actinomycin D either alone or in
combination with vincristine and cyclophos-
phamide. Supportive therapy included blood
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transfusion and antibiotics when indicated.

On admission, all the patients received curative
doses of antimalarials.

Outcome

There were 16 deaths, a mortality of 96.49,.
Fourpatients with advanced disease died within
24 hours alter surgery; one of these four patients
died of cardiac arrest on the operation table.
Of the remaining twelve patients who died,
one who presented initially with stage T tumour,
died ofre-occurrence and metastasis, three vears
after the diagnosis. One other patient with
stage II tumour died at home two years after
the diagnosis, but the immediate cause of death
was unknown. Eight patients, most of them
with stage IIT or IV disease, died within two
months of presentation.

Two patients with stage I disease survived
up to g years; one died of reoccurrence and
metastasis, while the other was lost to follow-up.
Two patients with stage II disease survived
for two years; one died and the other was lost
to follow-up. More than two-thirds of the
patients were lost to follow-up by 6 months.

Discussion

The true frequency of Wilms’ tumour in the
developing countries is unknown; however,
the disease is increasingly becoming recognised.
According to Edington and Gilles,® it is the
third most common tumour of childhood. In
other serics, the tumour forms 5-109; of
childhood tumours under the age of 15 years.’ 8
Bankole, Familusi and Ngu® at Ibadan, over a
ten-year period have reported 85 cases of the
tumour, a finding which is comparable to the
present series. In Zaria, nephroblastoma is the
second most common solid tumour of child-
hood, the most common being Burkitt’s
lymphoma. In the present series, there was a
slight excess of females over males which is
similar to the findings in Europe and North
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America, but different from the findings from
Ibadan® and Kenya!l® where there was no
difference in the sex ratio. In the present series,
there was no difference between left and right-
sided presentation in contrast to the findings
by Bankole, Familusi and Ngu,® who observed
more right-sided than left-sided involvement.
Elsewhere, leftsided involvement has been
reported to be about 55%.11 12 Bilateral renal
involvement occurred in 9% in the present
series and this is similar to the findings
of others.!3 14

A proper diagnostic work-up was often not
possible either because of lack of facilities, or
because the patients presented very late in the
course of the disease. An IVP was a very usetul
investigation in indicating intrarenal tumour
especially in patients with massive disease.
Calcification occurred in only one patient,
while radiological evidence of metastasis was
seen in two patients. Surgery was therefore,
the major tool for staging and establishing the
diagnosis as well asfor effective treatment.

Although the prognosis in nephroblastoma
has been related to a number of factors, such
as histologic type,’> 1 the age at presen-
tation,!” and extent of the disease,'® in the
present series, the prognosis appeared to be
related to the stage of the disease at presenta-
tion and discontinuation of drug therapy.

Many of our patients as shown earlier, either
absconded from the hospital or after discharge,
did not return for the cyclic courses of drug
treatment. The surgical mortality in four cases
reported in this series was in patients with
either stage IV or V of the disease. There were
two patients with terminal disease who were
considered unfit for surgery; they died within
a few days after admission and histological
diagnosis was established using postmortem
biopsy of the tumour. In two patients with
stage I disease and good follow-up, treatment
was received faithfully up to three years when
one was subsequently lost to follow-up and
presumed dead, while the other was known to
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have died. From our experience, it is concluded
that the late presentation and the high default
rate make evaluation of treatment and assess-
ment of prognosis difficult in this environment.

5

References

Gangiacoma J and Kissane JM. Congenital Wilms’
fumour. In: Pochedly C and Miller D, eds,
Wilms’ tumeur. New York: John Wiley and
Sons Inc; 1976: 150-65.

Ortega JA, Higgina GR, Williams KO, Wald BR,
Isaac H and Siegel SE. Vineristine,
dactinomyscil and cyclophosphamide (VAC)
chemotherapy for recurrent metastatic Wilms’
tumour in previously ireated children. F Pediatl
1980; g6: 502-4.

Breslow NE, Palmer NF and Hill LR, Wilms’
tumour: Prognostic factors for patients with-
out metastasis at diagnosis, Cancer 1978;  41:

1577-89-

Beckwith JB and Palmer NT. Histopathology and
prognosis of Wilms' tumour. Cancer 1978; 41!
1937-48. )

D’ Ango GJ, Evans AE, Breslow NF, Beckwith JB,
Bishop H, Feigi P, Goodwin W, Leape LL,
Sinks LF, Sutow W, Tefft M and Wolf J. The
treatment of Wilms’ tumour. Results of the
National Wilms’ tumour study. Camcer 1976;

_ 38: 633-46. ) .

Edington GM and Gilles HM. Malignant disease

in children in the tropics, In: Edington GM
and Gilles HM, eds. Pathology in the tropics, 2nd
Edition. Lendon: Edward Arnold (Publishers)
Ltd. 1976: %0g-10,

Owor R and Olweny C. Malignant neoplasms, In:
Jelliffe DB and 'Stanfield JB, eds. Diseases of
children in the subtropics and tropics. London:
Edward Arnold (Publishers) Ltd, 1979: 605-23.

8,

10.

1L,

i2.

13.

14.

15

16,

17.
18,

43

Williams AQ. Childhood Tumours in Ibadan,
Nigeria. An analysis of g37 cases, Dokita 1972;
4: 17-18.

Bankole MA, Familusi JB and Ngu VA. Nephro-
blastoma in Ibadan, Afr 7 Med Sci 1971; =@
65-75.

Kasili EG, Onyango JN, Owori NW, Bwibo NO
and Oduori ML, The management of some
childhcod solid tumours in Kenya: preliminary
results. E Afr Med F 1978; 55: 548-57.

Sullivan MP, Hussey DII and Ayala AG. Wilms®
tumour. In: Sutow WW, Vielli TJ and
Fernbach, DJ. eds. Clinical Pediatric Oncology.
St Loius: GV Mosbey Publishers Co. 19737
359-83.

Ledlie EM, Mynors LS, Draper GJ and Gorback
PD. Natural histery and treatment of Wilms’
tumour: an anzlysis of 935 cases occurring
in England and Wales, 1962-66. Br Med J
1G70; 4! 195-200.

Jagosia KH, Thurman WC, Pickett E and Grabstal
H. Bilateral Wilms’ tumour in children. ¥
Pediat 1964; 65: 371-6.

Bishop HC and Hope JW. Bilateral Wilms’ tumour.
F Pediat Swg 1966; 1 476-87.

Lowler W, Marseen HB and Palmer MK, Wilms’
tumour-Histclogic variation and prognosis.
Cancer 1975; 36: 1122-6.

Lemerle J, Tournade M, Marchant R, Flamant R,
Sarazin D, Flamat F, Lemerle M, Jundts S,
Zucker J and Schweisguth O. Wilms’ tumour:
natural history and prognostic factors. Cancer
1976; 37: 2527-66.

Aron BS. Wilms® tumour—A. clinical study of 81
patients, Gancer 1974; 33: 637-46.

Perez CA, Kaiman HA, Kerth JM, Vitti T] and
Powers WE. Treatment of Wilms’ tumour and
factors affecting prognosis. Cancer 1973; 32:

6og—17.

Accepted 18 March 1983.



