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“The future of childr ‘
with the disease of the

Research project on intractable diseases Intractable diseases in the kidney area

Ll of children
In order to promote measures against intractable

diseases and childhood chronic diseases, the
research team of this project has established a
research system cavering all intractable diseases and
others. The intractable disease medical support
network centered on the intractable disease medical
treatment cooperation base hospital has been put
into operation as a medical care provision system for
intractable diseases. This project is expected to
contribute as a commander for---

% More )

This research group is in cooperation with the
Japanese Society of Pediatric Kidney Diseases and
the Pediatrics Society, Understanding the medical
condition based on national epidemioclogical survey
mainly on intractable diseases of kidney area that
develops in childhood and children’s chronic specific
diseases, establishment and revision of medical
treatment guidelines based on evidence, diagnosis
criteria, severity classification, medical treatment
guidelines Organize and disseminate.
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< Alport syndrome e

Alport
chronic nephritis and often progresses

syndrome is a hereditary
to end-stage renal failure. Patients
with nephritis  do not
experience any symptoms:

chronic

Mare detail (>}

P

e Nail matalla cvindeamaa F

Conservative management of CKD

Chronic kidney disease (CKD) is a new disease
concept established in the 2000s. Irrespective of the
cause of the disease, it refers to a condition in which
there is an abnormality in the urinalysis, a decrease
in the function of the kidney, or an abnormality in the
shape of the kidney which is known by the
examination such as ultrasound. It is known that the
risk of progression fto end-stage renal failure
requiring dialysis and kidney transplantation in the

future is extremely---

=
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%% Galloway Mowat syndrome 2%

Galloway-Mowat syndrome is a
presenting  with
microcephaly,

disorder three

symptoms, heavy
proteinuria, and facial morphological
abnormalities such as malformed ears,
due to developmental dysplasia of two

organs, the head---

More detail 0

a Congenital anomalies of the 4

] Epstein syndrame i

Epstein syndrome is
disease characterized by 3 symptoms:
il macrothrombocytopenia, 2)
progressive renal dysfunction, and 3)
sensorineural hearing loss. As for 1)
giant

a hereditary

macrothrombocytopenia,
platelets---

More detail (> ]

i Congenital nephrotic o
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Nail-patella syndrome is a hereditary
disease characterized by dysplastic
nails (nails with abnormal shape),
absent or hypoplastic patellae (small
or missing knee caps), elbow
dysplasia (elbow deformities), and
iliac horns -+

More detail (> ]

b3 Nephronophthisis i

Nephronophthisis is a progressive
cystic kidney disease characterized by
cysts (round sacs) developing in the
kidneys. Nephronophthisis  is
considered to be caused by structural
and functional-++

More detail (>}

s s
& Lowe syndrome &5

Lowe syndrome is a hereditary
disease characterized by three groups
of symptoms: 1) eye manifestations,
2) central nervous manifestations,
andd 3) kidney manifestations. The

More detail (> ]

HOME

™ kidney and urinary tract ™

Congenital Anomalies of the Kidney
and Urinary Tract (CAKUT) are a
cause of disease in the “kidney” and
“urinary tract,” which is the path urine
travels through (e.g., renal pelvis,
ureter, bladder---

More detail (> ]

b Barter syndrome - ik
. Gittermann syndrome s

These diseases are syndromes where
congenital renal tubular dysfunction
causes hypokalemia and metabolic
alkalosis, as well as their associated
clinical symptoms. Bartter syndrome
usually occurs from---

More detail (>}
i Branchio-oto-renal e
¢ syndrome ¢

Branchio-oto-renal syndrome (BOR) is
a disease characterized by cervical
fistula, aural fistula, and auricular
anomaly, etc. (known as
“branchiogenic anomalies”)
associated with hearing loss and
kidney deformity---

More detail (> ]

C Back to top )
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w syndrome w

It is a disease characterized by
protein, which does not normally leak
from the blood, going out into the
urine in large quantities, leading to a
decrease in serum protein level
(hypoproteinemia). Due to this,
various:-+

More detail ()]

Pediatric idiopathic

nephrotic syndrome
Nephrotic syndrome is a disease
characterized by low levels of protein
(especially albumin) in the blood
(hypoproteinemia/hypoalbuminemia)
due to large amount:--

A%
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What is Diagnostic Symptoms Treatment Living with Relevant Reference
“Galloway- Criteria o o the disease materials materials
Mowat e ) o for this
Syndrome?” disease
o o

1.What is “Galloway-Mowat Syndrome?”

Galloway-Mowat syndrome is a disorder presenting with three symptoms, microcephaly, heavy proteinuria, and facial
morphological abnormalities such as malformed ears, due to developmental dysplasia of two organs, the head (cranial
nerves) and the kidneys. The name of the disease comes from two English pediatricians named Galloway and Mowat who
first described the disease in 1968.

The cause of the disease is believed to be cellular dysfunction, common to renal glomerular epithelial cells and CNS neuron,
disrupting the organogenesis process of the renal glomerulus and brain, but a definitive chromosomal abnormality or genetic
mutation that leads to the disease has not yet been found.

2.Diagnostic Criteria

The Japan Intractable Diseases Information Center defines Galloway-Mowat syndrome as “a syndrome associated with external malformations
(facial/limb malformation) and muscular symptoms (limb hypotonia, esotropia), presenting with two cardinal features, central nervous system
manifestations (intractable epilepsy, psychomotor retardation) and kidney damage (glomerulosclerosis).” Howevet, since these are tentative diagnostic
criteria designed to include a wide range of patients, other diseases associated with kidney damage and central nervous system manifestations are
also included. Over 70 cases have been reported up to 2017, revealing that microcephaly, heavy proteinuria, and facial morphological abnormalities
such as malformed ears occur at high frequencies. Therefore any condition meeting all three of the following diagnostic criteria shall be regarded as
Galloway-Mowat syndrome.

1. Microcephaly

2. Heavy proteinuria resistant or likely to be resistant to treatment (urine protein/creatinine ratio = 1.0 g/gCr or urine
protein = 1.0 g/day)

3. Facial morphological abnormalities such as malformed ears



Obligatory symptoms (3 items)

1) Microcephaly

Head circumference measured around the forehead and the back of the head is 3%
smaller than the standard value corresponding to the age and gender.

2 ) Heavy proteinuria resistant or likely to be resistant to treatment
Urine protein/creatinine ratio = 1.0 g/gCr or urine protein = 1.0 g/day
3) Facial morphological abnormalities such as malformed ears

Malformed ears such as large and soft ears, posteriorly rotated ears, and low-set
ears; other facial dysplasia (narrowed forehead, microgenia, high-arched palate,
hypertelorism), etc.

Differential diagnosis

Congenital disorders of glycosylation, mitochondrial respiratory chain disorders
(mitochondrial cytopathy), peroxisome, disorders of lipid metabolism, disorders of
amino acid metabolism, disorders of glucose metabolism (glycogen storage
diseases, galactosemia), infections (TORCH)

Method of measuring head circumference

Head circumference is measured using a tape measure from
between the eyebrows (on the frontal bone higher than the
root of nose) around to the most prominent part of the
occipital bone on the back of the head. Measurement should
be made to the millimeter.

Head circumference is measured from right above the eyebrows around to the

most prominent point of the back of the head. Note that the most prominent point

of the forehead should not be passed.

3.Symptoms

Microcephaly, heavy proteinuria, and facial morphological abnormalities such as
malformed ears occur at high frequencies. Many patients have concurrent



psychomotor retardation or intractable epilepsy in addition to microcephaly.
Dysplasia of the cerebral cortex (convolutional abnormalities, white matter
dysmyelination) and cerebellar hypoplasia may be found on CT/MRI. Heavy
proteinuria resistant or likely to be resistant to treatment (urine protein/creatinine
ratio = 1.0 g/gCr or urine protein = 1.0 g/day) occurs, causing a large amount of
proteinuria (nephrotic syndrome) by 3 months after birth and in typical and severe
cases. Although kidney damage is progressive and often leads to renal failure, the
age at which end-stage is reached ranges widely, from 3 to 10 years old or even
older. On the other hand, there are patients with mild kidney damage (proteinuria)
and microcephaly (epilepsy, growth retardation) who reach adulthood after a
relatively favorable course of disease. In mild cases, in which nephrosis becomes
apparent from approximately 1 to 3 years old, epileptic symptoms may precede.
There are also cases where kidney function is preserved until adulthood and
proteinuria remains moderate (dip stick method = 2+, urine protein 0.5 g/day).
Renal biopsy often shows focal segmental glomerulosclerosis (FSGS). Galloway-
Mowat syndrome is sometimes associated with facial morphological abnormalities
(narrowed forehead, microgenia, high-arched palate, hypertelorism), especially with
ear abnormalities such as low-set ears, large and soft posteriorly rotated ears, etc.
Muscular hypotonia is common, which may cause respiration disorder/dysphagia,
and concurrent eye squint and esophageal hiatus hernia are observed.

4. Treatment

Treatment is mainly symptomatic. Kidney damage is progressive. Treatment is
conducted as necessary for each period of maintenance, dialysis, and kidney
transplantation. Long-term drug therapy is necessary for epilepsy.

5, Living with the disease

—Symptoms are generally progressive. An early-onset severe type, occurring within 3 months, often leads to death by 1-2 years of age after
progression of psychomotor retardation (caused by status epilepticus) and kidney dysfunction. However, the degree of damage of the kidney and
nerves varies and there are cases in which progression is slow without significantly affecting daily life until adulthood. Close attention should be given
to hypoproteinemia caused by heavy proteinuria and complications associated with renal dysfunction. Drug therapy is prescribed at the onset of
epilepsy and educational intervention is continued for those with psychomotor retardation.

6.Relevant materials



Head circumference growth level (by age, Head circumference growth level (by age,

and gender) Percentile curves of head and gender) Percentile curves of head
circumference in infants (boys) (survey in circumference in infants (girls) (survey in
2010 )(cm) 2010 )(cm)
Boys Guls
Agem Percentile Agem Percentle
days/montheivears | 3 10 25 S0 75 %0 97 daysmonthsvears | 3 10 3 50 75 90 97
Median Median
Atbuth 305 315 325 335 345 350 360 Atbuth 305 312 320 330 340 M5 355
30 days 338 347 357 367 376 383 391 30 days 33.1 341 349 359 367 375 | 82
0 year 0 vear
l-<2months | 351 36.1 370 380 389 396| 404 1-<2months | 343 352 | 361 370 379 387 | 94
23 371 381 390 399 408 418 424 23 362 71 380 ise 397 405 412
34 386 395 404 414 422 430 47 is 375 84 393 402 411 418 425
45 397 06 414 43 432 H“o “7 45 383 94 403 412 420 27 1454
56 404 413 421 430 439 “u7 454 56 393 401 410 419 97 434 “
67 410 419 427 436 “s 452 459 6.7 199 407 416 424 433 “o “u7
78 416 424 433 442 450 458 465 78 404 413 421 430 438 Hs 452
89 421 429 438 “ue 455 463 470 89 409 418 426 435 443 450 457
910 425 434 442 41 460 467 475 9-10 414 422 431 439 48 455 462
10-11 429 487 “us 455 464 472 479 10-11 417 426 435 443 452 459 466
11-12 432 #41 49 455 468 | 475 483 11-12 a1 430 | 438 47 456 | 463 | 470
1year 1year
0-= 1 month 435 —- 453 462 471 479 487 0-< Il month | 424 43 447 451 459 467 474
12 438 a7 456 465 474 482 490 12 27 436 445 454 462 470 407
23 411 450 458 468 497 485 493 23 430 439 47 456 465 473 480
34 443 452 481 470 480| 488| 4956 34 432 | &1 450 459 468 | 476 | 483
4.5 445 454 463 472 482 490 499 4.5 434 “3 452 451 470 478 456
56 447| 456 465 474 484 | 492 501 56 436 | #45 | 454 463 472 | 480 | 488
6.7 449 458 466 476 486 454 503 67 438 “7 455 465 474 482 480
78 450| 453| 468 478 487| 496 505 78 40 | M8 | 457 456 476 | 484 | ®1
89 452 461 469 479 489 438 506 89 “l 450 458 468 47.7 485 493
810 453 462 471 481 450 489 508 910 #3 451 460 469 478 487 495
1011 454 463 472 482 492 500 509 10.11 Ha 452 461 470 480 488 456
1112 455 464 473 483 493 s02 511 11-12 H“s 454 462 472 481 489 447
2 years 2years
0-<6months| 459 L3 477 487 497 306 515 0-< Gmonths | 49 457 466 4975 485 493 502
612 465 474 483 492 502 511 520 612 4535 463 472 482 491 500 508
3years Jyeurs
0- < 6 months 470 479 487 497 507 516 525 0- < 6months | 460 469 477 487 457 505 514
612 474 483 491 50.1 511 520 529 612 465 | 474 | 482 492 502 | 510 | 519
Hyears 4 years
0- = 6 months 478 486 95 505 514 523 532 0- < 6months | 470 478 487 496 506 515 523
612 481 450| 498 508 517 526| 535 612 474 | 482 | 451 500 510 | 519 | 527
5 years 5years
O0-<6months | 484 492| 501 51.0 520 s529| 538 0-< Gmonth: | 477 | 486 [ 494 504 514 | 522 | 531
612 486 45 503 513 523 533 542 12 481 89 497 507 516 525 534
6 years 6 years
0- < 6 months 488 497 506 516 527 537 47 0- < 6months | 483 49.1 500 509 519 528 37

7.Reference materials for this disease

Database on Health and Labour Scientific Research
https://mhlw-grants.niph.go.jp/

Online Mendelian Inheritance in Man® (OMIM®)

http://www.ncbi.nlm.nih.gov/omim

Database summarizing information on genetic diseases and their causal genes, as well as mutations

Genetic and rare diseases information center (GARD)
https://rarediseases.info.nih.gov/diseases/65/galloway-mowat-syndrome
National Institutes of Health (NIH)-based provision of information on rare diseases and genetic diseases

Galloway WH, Mowat AP.
Congenital microcephaly with hiatus hernia and nephrotic syndrome in two sibs. ] Med Genet; 5(4):319-
321, 1968. PMID: 5713646 The world’s first case report of Galloway-Mowat syndrome (brother-sister case)

Keith J, Fabian VA, Walsh P, Sinniah R, Robitaille Y. Neuropathological homology in true Galloway-
Mowat syndrome.

J Child Neurol ;26(4):510-517, 2011.PMID: 21233460 Consideration of nervous symptoms in 40 reported
cases of Galloway-Mowat syndrome

Hiroyasu Tsukaguchi Special issue, Japanese Journal of Clinical Medicine, Renal Syndrome (volume



L
Galloway-Mowat syndrome (brain and glomerular dysplasia) pages 411-419, 2012 Nippon Rinsho
Consideration mainly of kidney damage

Physical growth survey of infants and young children
http://www.mhlw.go.jp/toukei/list/73-22.html

Growth curves (percentile curves) of head circumference in infants were prepared based on the results of
the 2010 physical growth survey of infants and young children, and the survey results are posted on the
Ministry of Health, Labour and Welfare's website.

This leaflet was prepared by funding from the research group on
Establishment of a clinical and research system for rare / intractable
pediatric renal diseases (H29-nanchitou(nan)-ippan-039) supported
by a Health Labour Sciences Research Grant (Research on
Intractable Diseases Palicy). Please note that the information in this
leaflet may be changed or updated. Please also note that we are not
responsible for any information in this document or any problems
arising from the content included in this leaflet.
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TOP > Listof diseases > Congenital anomalies of the kidney and urinary tract
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Kidneys

—— Kidneys
pelvises

Introduction

Congenital Anomalies of the Kidney and Urinary Tract
(CAKUT) are a cause of disease in the “kidney” and
“urinary tract,” which is the path urine travels through
(e.g., renal pelvis, ureter, bladder, and urethra). In many

cases the cause of disease is that the shape and
%Jrin?ry function of the kidney or the urinary tract were not
ras properly formed during the development process of

Bladder each human organ in the mother's womb.

Urethra

What type of disease does your child have?

CAKUT includes various diseases. Here are some examples



Hypoplastic kidney

One kidney is smaller than usual and has poor function.

SRR Dysplastic kidney

Hypoplastic
hypertrophy

/dysplastic kidney
Structures of the kidney do not function well.
If only one kidney is hypoplastic/dysplastic, the kidney on the

other side tends to enlarge (compensatory hypertrophy).

Multicystic dysplastic kidney
Water balloon-like pool of fluid (cysts) is formed in part of or
the entire kidney and the kidney has no function.

Renal scarring

Part of the kidney that had been damaged by bacterial
infections, etc. has recovered with scarring.

Hydronephrosis

Ureteropelvic junction . .
obstruction Congenital hydronephrosis

The part where the renal pelvis is connected to the ureter is
narrowed, resulting in poor urine flow and a swollen renal

pelvis.

Megaureter

The part where the ureter is connected to the bladder is

Megaureter

narrowed, resulting in poor urine flow and an enlarged ureter.

Ureterovesical junction
obstruction



Ureterocele

The portion of the ureter connected to the bladder swells up
like a lump inside the bladder, resulting in poor urine flow.

Classification of vesicoureteral reflux (VUR)

Ectopic ureter opening

A ureter, a tube from the kidney, does not connect properly to
the bladder.

Ureterocele

Vesicoureteral reflux

Urine in the bladder flows backward into the ureters/kidneys.
(Usually such reflux does not occur.)

Reflux is classified into five grades depending on the severity.




Posterior urethral valves

Narrowing of the urethra, which makes it difficult to pass

urine.

Posterior
urethral valve

Functions of the kidney

——

The kidney has What symptoms
various functions. appear when
the kidney is impaired?

Loss of appetite

| 7/ Activate vitamin /nausea

-
Make urine ZEtnimake Protein

» il Bones
e () bones strong feate ints et
wastes Y b become fragile
and toxins)
. Regulate water
Adeguately and salt balance
contrel blood in the blood . Electrolyte
pressure ﬂ MQ@.G pressure Inibatences
increases
€ ?
Release hormones
that help make M} It becomes & :
harder to grow taller R Demia

red blood cells
(prevent anemia) W
7

‘children with hypeplastic/dysplastic kidneys is that they have an inherently high urine output compared to other
children.

*One of the characteristis

Treatment

1. Drug therapy



If hypertension or urine protein persists for a long time, kidney function may be
impaired. The purpose of drug therapy is to delay the progression to end-stage
kidney disease for as long as possible by managing hypertension/urine protein. For
children with CAKUT associated with hypertension, treatment to lower the blood
pressure is performed using mainly inhibitors of the renin-angiotensin system.
These drugs are considered to be able to reduce protein urine and protect the
kidneys, in addition to lowering blood pressure.

a) Blood pressure management

Keeping blood pressure at an appropriate level may also
prevent kidney function from being impaired in children with
hypoplastic/dysplastic kidneys. If blood pressure is high, drug
therapy will be used to lower the blood pressure to the level
of the age/body size of the child. Blood pressure-lowering
drugs include inhibitors of the renin-angiotensin system and

calcium receptor antagonists

b) Effect to reduce urine protein
Effect to protect the kidney

If urine protein is detected, reducing urine protein may
prevent kidney function from being impaired. In a study
conducted in Japanese children with impaired kidneys
(children with CAKUT accounted for 62%), urine protein was

a risk factor for impairment of kidney function.

Both inhibitors of the renin-angiotensin system and calcium
receptor antagonists can rapidly deteriorate kidney function
during dehydration. In the case of children, especially infants,
at risk of dehydration due to unsteady oral intake, it may
become necessary to take measures, such as ceasing the
medicine, when dehydration is likely to occur (e.g. unable to
drink water/vomiting/diarrhea). Please consult your child’s

doctor.

2 Fluid intake/salt (sodium) intake I



Supplementing fluid/salt may slow deterioration of kidney function and promote
growth in children with CAKUT who have a high urine output (especially those with
hypoplastic/dysplastic kidneys). A large amount of fluid/salt is lost through urine in
children with CAKUT with a high urine output. Especially in children with
hypoplastic/dysplastic kidneys, a high urine output may persist after kidney
function is impaired, leading to dehydration. Since keeping an adequate amount of
fluid and salt is necessary for muscle growth, lack of fluid/salt can cause growth

disorder.

A lack of salt is possible even if decreased sodium (hyponatremia) was not
detected in a blood test. Supplementing salt and fluid is therefore needed if there
has been weight loss or a blood test result showing a lack of fluid. Breast milk and
regular milk contain very little salt. Therefore if a lack of salt is found in infants,
Meiji low-potassium/medium-phosphorus formula (standard concentration 15%, Na
27 mEg/L; brand name, Meiji 8806H) may be used as a formula with a high salt
content for the purpose of supplementing salt. This milk is characterized by a high
salt content and a low level of potassium compared to regular milk. As children who
have had chronic renal disease since infancy may have a poor appetite, fluid/salt
replacement using tube feeding, etc. may become necessary.

3. Nutrition therapy

It is important that children with CAKUT have adequate nutrition similar to other

children. Although it depends on the physical body size, etc., the “Dietary Reference

Intakes for Japanese 2015" is recommended as an index.

Estimated Energy
Requirement (kcal/day)
Boys Gitls
0-5 months 550 500
6-8 months 650 600
;’;i;m 700 650
1-2 years 950 900
3.5 years 1300 1250
6-7 years 1550 1450
8-9 years 1850 1700

10-11 years 2250 2100
12-14 years 2600 2400
15-17 years 2850 2300
1829 years 2650 1950

4. Surgical treatment

Common clinical conditions among patients with CAKUT are: an area in the urinary
tract where urine flow is poor; the urinary tract is not connected appropriately; and
urine reflux, which usually does not occur. Surgical treatment is performed to fix
these problems.

Pyeloplasty



a) Pyeloplasty

e e 8 Suture This is the treatment for congenital hydronephrosis. The narrow area where the

renal pelvis joins the ureter is removed and the renal pelvis and ureter are stitched

e together. The ureteral stent catheter is left in place until swelling or edema at

retera
stent

catheter

suture site resolves.

b) Antireflux surgery

This is the treatment for vesicoureteral reflux.

b-1) Ureteroneocystostomy

The ureter and bladder are stitched together anew by creating a submucosal tunnel
so that urine reflux from the bladder to the ureters does not occur. A similar surgical

[ﬁ#fg}mﬁ' procedure of stitching is performed also for megaureter, ectopic ureter opening, and

ureterocele. For megaureter, stitching is done after the narrowed part where the
ureter is connected to the bladder is removed and for ureterocele, after the lump is
removed.

\ \ b-2) Endoscopic injection therapy
Ureteral y / s

orifice

While examining inside the bladder with an endoscope, a bulking material called

Bulking material

Deflux is injected into the region near the ureteral orifice so that urine reflux from

Submucosa

the bladder to the ureters does not occur.

©) Transurethral incision of urethral valves (ureterocele)

Urethral valve (ureterecele) Incision

c) Transurethral incision of urethral valves (ureterocele)

This is the treatment for posterior urethral valve and ureterocele. A thin endoscope
is inserted through the urethra and the valve or ureterocele is cut open with a

surgical knife attached to the tip of the endoscope to make urine flow easier.

Incision with the blade of the endoscope After incision

Q&A



with  CAKUT receive

vaccinations?

A.

Children with CAKUT are prone to infections, which may
become serious, and vaccinations are therefore highly
recommended. It is considered desirable to receive
‘vaccinations, with inactivated or live vaccine, following exactly

- the same schedule as healthy children.
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Q.

1. Is it ok to be physically active?

A.

Since it is not clear whether physical restrictions can protect
patients from further impairing their kidney function,
restriction  of physical activities is not recommended.

Q.

How long should medication be taken?

A.

When oral medication is started, it needs to be continued in
principle. However, the required oral medication and duration
will be greatly different depending on how severely the kidney
function is impaired, dietary status, and whether renal
replacement therapy (dialysis, transplantation) has been
started.

Q.
Are there any foods that should not be
eaten?

A.

Since it is net clear whether protein restrictions can protect



However, "ﬁg—term influence of intense sports club
activities on the kidney is not clear and for patients with

y v / D i physical growth. If a
hypertension or cardiac failure as a complication, restriction

; e i s ) of salt may lower th ood D
of physical activities based on their disease conditions is ; B - e 5
function from further impairment. However, salt

necessary. On the other hand, restriction of physical activities
may cause mental stress and lower quality of life, and
excessive restriction of physical activities may lead to serious
side effects such as broken bones. These matters need to be
considered comprehensively under present circumstances.

restric
are
bect necessary depending on how s
function is impaired. When end-stage renal
restriction of electrolytes (potassium
become necessary depending on |

ikely to lose salt. Moreover, diet

Attachment of

provider's written Issuing provider's
opinion written opinion
(medical certificate) (medical certificate)

Enclosed
application

-'

Diagnosis

Acceptance/
nen-acceptance

Application procedures for a medical expenses subsidy for “Specific Chronic Diseases in Children

The application for a medical expenses subsidy for specific chronic diseases in children is shown below

1. Visit a designated medical institution.

2. After being seen at the designated medical institution, ask the
doctor to personally deliver the medical provider's written opinion
regarding specific chronic diseases in children.

ould

ted in children who have a high urine output and who

”n



3. After attaching the personally delivered medical provider's written
opinion described in item 2, submit the medical expenses subsidy
application to your prefecture/designated city/core city. For
information regarding documents (medical care recipient certificate
application form) for application,
prefecture/designated city/core city.

please contact your

4. Your application will be reviewed by the Review Board for the
specific chronic diseases in children.

5. You will receive noftification of acceptance or non-acceptance from

your prefecture/designated city/core city.

#In principle, a medical care recipient certificate is valid for 1 year. Please apply for a certificate every year

if you want to continue receiving benefits.

Glossary

Chronic Kidney Disease (CKD)

CKD can be classified into stages as shown in the Table below depending on how severely the kidney function is
impaired. The ability of the kidneys to filter out waste (estimated GFR rate) can be calculated from the creatinine
level on a blood test and the stages are classified using the calculated values.

End-stage kidney disease

End-stage kidney disease is a condition where kidney function has been impaired and dialysis or kidney

transplantation is necessary. The CKD stage is 5.

Renal replacement therapy means dialysis (hemodialysis, peritoneal

replacement therapy becomes necessary when CKD reaches stage 5.

CKD . ; o Fstimated GFR  Kidney

Stage  Severity deeripion g min1 73w function

&4 R 290 75-100%
Normal or increased GFR

2 Kidney damage 60-89 S0.75%
Shght reduction m GFR

3 Modest reduction in GFR 30-59 25-50%

4 Severe reduction in GFR. 15-29 12.5-25%

5 End-stage kidney disease <15 <12.5%

dialysis) and kidney transplantation

Diagnosis of CKD and start of
treatment

Treatment of complications
Treatment to delay CKD
progression
Assessment of progression of
kidney damage m addition to the
above

Detect and treat renal failure
complications in addition to the
above
Preparation of
dialysis/transplantation in
addiuon to the above
Introduction of dialysis or
transplantation (depending on
symploms)

. Renal
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1. REOEH

O AfaGgnd IRREOPEDRIK & 72 5 mERARICK LT, Bk 72
TNT I BEIOHF AT S FEEBNILL T O ), £727 07 I A
PG E 7 222 R 0.5-1.0 mg/kg ZHFRT 5,

Bl 20%7 V7 X CRIF 1-2 g/kg/2 WA 1 H 1-3 [
20%7 L7 R HIK] 2-4 g/kg/6-8 HER 1 H 1 [A]
2007 VT X A 2-4 g/ke/24 WEHI RIS

Q@ TrIFT Y UEHEERINERE (W7 N7 YL 1-5 mg/kg/day) oA R
AR (1-5 mg/kg/day) TIREHZEDSEDLZENAETHD, Znb
DIEWFE CEPICHR T 258 1B A /M3 5.

@ A TITREME CTHEOEHNAEERZ ERZ W, D%, LiE@OIEY
WEZ BN L THAEICEERT 25613, cHAE 246 i UERRENT 238 A3
Do

@ FIEIHEIFIEIIRILICZ L, B &ETHD,

2. REBWHIE

e Y — (100-130kcal /kg/day) | @& H (3-4g/kg/day) Z HIRIZE 57 5,

3. FH SR
EZID (TAT7HAY R—)L 0.1-0.3 ug/day 72 &) MR AEEZ IV
fEl Z LT~ x> A (50 mg/day) oML 7L (500-1000 mg/day) °H

UL EDOIRTNBMIET D, HARMRA/LE 13 TSH b p IU/nl LUF 2 A AR
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T4 Ty RRERMER T v —BIEGERE (ONF) (3R4& /N S WIS %
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LE D, fETBIRFEZ BIET 7201213, BEET 218 IRT 52 L8 %0,

fRH

CNF iZ, /NIRRT MER 7 v —BIEERE & 1T 572 0 RARR 2 R BIRIE DO 72D DIE
PEDFE LR WERRTH 5, I1BRORK AT, B OB EEGS S, B
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%D 3 BT TERD, X7 —BHTIE, SEEARICHED FER ST
(CHERE O FNE B O L & 7220 | RYER MARIE 72 & DG HHED T8 %
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ITWRN G, WY REFEEZITV, BRIRORERZELZRT, BEreficizs<
DO RBIRITERENT %2 9 1T, &2 BIETH D BB AIHRE & 72 DK % H i
LTWn< (1-4),

1. REOEH

TNT I BBIDOMTE & R

CNF (Z351F % 1000-10000mg/dL & \No 7= @ R FR OYE1E, Ema & 3%
JERR AN, R IEE 2 & ZIRIREIHERLIE TH L5, 2D K5 RIGEIE.
PRERIREN 72 7 V7 X BRI ORI L 70D, I DT DITHLERIRAT 7 —
TOVREZAT 5 AT, WHEEIRZ 58I & T 5, BRI O 729D 12 EEERIR
FRAAL. FERONY ¥ v MERO 7= DIZ8E THR~O B & bt 5 2 &2
BE L, FLEIRS T —T R BRI AE (FZEARIE 72 &) SOH MUE % 5k
L7e@EbHY B), AV - TAY Yy hORT U REZBINEIZEE LHE
DS 2T 2 LR H D,

SMEBEAROEGE, TV7 I MR EZTo ThMET VT I ED A3 —

J

R Ch D72, BIEDOMIET V7 I MEIZED IR, TV T I L FIOESR &
L7ZfiRIdE T 2 _XETHY | ZOMIN T, FHRBKOMEK, HE OHLEIE
WRTFIELS X 2 B OTEBY AR T | BEYE A OF e SMEHRTBIRIEA TR 72 & CTd D,
CNF DJICx 27 V7 I AN, BOROKETIE 6), 20%7 V7 I~
3-4g/kg/day % 1-3 EIT /3T THRE LIk 2 1ICKH 1 BIOKKR (6-8 FFf#) 128
ITT2HENTERH SN TND, KEORE LT VT I BT LR Y
T—TNVHENARAIRTHY , ZOREOHESCBILOREBIZN U TEED )
EPEPRI L 720 . LRIl 2R,

D 20%7 V7 I HIHF| 1-2g/kg/2 FERE] 1 H 1-3 [A]
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@ 20%7 V7 2 BIA| 2-4g/kg/6-8 BEE 1 H 1 [A]

® 20%7 V7 I U HAN 2-4g/ke/ 24 Wi IFFRLS -

JATENCIZ@ D 24 Rl itk G2 BB 5, £27 07 I VB O8R5
FEE 72 R 0.5-1.0 mg/kg ZOFAT 5,

RRIE
CNF DIRIZIBWT, 7o AT v VAR RLES (ACED) oA v KA X v
REAZBDSEDLZENTERLHESINTND (3, 7-10), ACEI (T
=T UXAET YR ERRT D 2 L Tl AIENR & BRI AR R LSRERIA
EdEE FF5Z L CREAZBDSE, KN A FNoOREERLAET S (11D,
CNF DIRBANTIE, 7o 4T o o v IR BREFEREZ AT 5 2 L TEHITR
BAZBAOTHZENTEZEREINTVD (12), BAREZEOTTOOH
—IEPEEL LTH T N7 U 1-5 mg/kg/day 2T %, BEERE 2 BRI
TOHIZENEETHD L LB, BMEICLD R0 mEE THEATE 20
ZENZ, HHRFIOSGEIZIE, A RA X 1-5 mg/kg/day OBEMEZ B
T D, A2 RAZ T T AMENR 2 BRI LR ERRIEREZ T 5 2
EHREZBDSE L2 ENTE 0, BMOBERIZITBEREOFAITZ ., B
WO MFEEEIC L2 BEEMN2 EICHEENLETH D, Finrmajor X Fin-
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RAZ L AZBIRIS LD, BRI > UIEBRZED S5 Z &N AHE
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"B gt 4% H
FEPRIEIZ X DR L OGHEOEHIZIZRALRH D . £ < OFEF] T B
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LW oD, 7 4 T 0 RTIE, 20 X9 72 RITxt L TROWIE (Theg 23 B %)
B — BRI B H 24TV, PD 28 AL, £ D% 10kg 2 HZICEBIHZ1T -
TWD (2), 7236, £#% 6 HRMOMERL TIZ, L=V B REL, HEHRIK
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S PN RRIE
ONF AP RIEBTHY | AT A RRv 7 v AR Y 7 OS2 4
A LT KB 225813 70, ONF & 3 DB RO 7 v —BREGERE (NS) O#H
BIZBWTH, AT A FRVIZ B AR ANZX > CTEMBIZESTIEFIIIF &
Ao ETN(19-22), AT A FIBRTRMICESTZDTI — vy & frani
RKYER 7 v —BIEMERE (CNS) 456 A L ADHTHoT2h, ZOBEIHE RiIT
R (T4 T RRNE S MNFB LN TRW) Thd (23), NPHSI, NPHSZ,
WT1, PLCEI DWEE 7272 RO A REMEIRIE ChEE AT L DRED & D03,
FOAD=ALMIAHATHD (24-27), AT A KRRV 7B AR VBRK K
CEBAERA L, BREREORENMIZHS LTV D AREMERH D, L LG,
CNF Z & 672 CNS DV —MANZIEAR R A M B L OZ OB &R FICHER
BREFT D D%  EMBIFRIEIIISUS LRV, AIORET 77— b
A TIX, ONF O 31 Bl 3 BN AT v A REH LafNER), £7-. 30 filf
3PN HPEMHNEEZ U 1 BINE D TR L TN DA ThHoTz, b XY 5
PHIEE TR Z LSBT 2 R&ETHDH EE X D,
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Tholzh (28), BERTRLF—FRPEO TR+ RLE T4 TRETE
REBEREEZMWERERELZIT O, RERENEELRIGE TP ORIREE
(TPN) Z=&[ET 5, AL, & e U — (100-130 kcal/kg/day) . mEH (3-
4 g/kg/day) &5 (2, 11), BASLCALANETHEH NN, =X LF—%2K
ST T Rl (Kygh) °MCT A /b (10-15 mL/day) 72 & DAEHHELFI OO
LEMTH D,

3. FFRPIE

XD (TIT77 A0y R—b 0.1-0.3 pg/day 72 L) A X I
x| <~ 7% (50 mg/day). BT 7L (500-1000 mg/day) . H Y 7 LR
EDIRXT NI ENTIIR LR, ok, KEEITETN TN OIEREL H
ZIHET D,

o272V, T Rans Iy o ZaRoF UoRREICERT S
TCOEMIZZ2 00T (29), BlCxd oY AR ForofbiE, RPE
K b0l HE OBERAEEE~ORLGELD B RKEICKNEIZ/RD Z &N
2, Flo, i r 7T A I VDORFPAS~DOEIRIZ K D AR BRI & &b
HENTEY (30, 31), ZORTFHME L7 ECHAZBET L20ERD D,
—MKAIIZ ONF b & 7o 7 v —BEMRE (NS) DTk, LIX UIEiiE o Fek
BRI LE L PMEETH D (32-34), (NS D5 AH 4 ATTSHA EFRLTRY, H
R NLE L OFFTISHAME T T2 LffE I TS (35), [MLyE D F R AR
JVE EOEEIZH LT, TSHARINTIEH TH D2 L b DM, A T LA
LT %, Ko THETHNSFREALEZMI L, TSH 54 10/nL L T4 H
EIZZ DR G R&ERET D,

REENTIEH L0 ONF TRIEAREZETL2L08HD, ZOHEITAT 0
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A FOMFIEBLEL 2D, BIERNEOBT L LT, ONF OBE TRIBOAIKILZ
WD ENHDID, BIBMARDOAREMEDNH D EHmEF SN TS (36),

FEIR & 732 2 MLARSE D T B RSEGE D RN MAA T I D, T AL S 1T KFERI 72
RAEPHEDRIKIZ B 7225 (37),

TIAI ) =R T rF b B (AT OJRF~DOIEINZ X7 &
CRESI, ~7urmT7 ) 747V 70 bryRTTAF U GRE
K710, V, VIL X, XIS B35 5 (38) , & D72 @ iiAe o 7o B[ & JFE A CNF %
EWHIZNS DR THESNTND (39, 40), AIOEET > 47— Mfid Tid,
CNF 35 i1 5 il Tl fiE & 5 L Tuie, MARSEIS )T L TAR 4 BN B Hii/)
B (T ALY v 3-5 mg/kg RV E Y FE—)L) LHUREIE (VL7 7 VY
7. (PT-INR T2 RRENB)) 28&59 5, SRR ALE R ML OALE DO FRIE
P/ MR E S A 5-7 AEI LTI L, AT Z EFLT 5720, —ki
(2 ATI 50 Hif7/kg Z Al 7T D,

Hor~ru7 U R0l B K& D RFORPA~DOEERIZIY (41), NS DI
IXHFIC IR ERE 7 & DB A A9 2 M B OGE ISR LT 0, A2
T o — NHATIL, ONF 32 5l 19 B TR IR YYE OBEE R & o 72,
CNF 21 Bl 7 m—EH (FRfE 1. 1 4) ORYE DR & 1% 7RI
ST LT3 5 (42), BUMIEAS 2.5 |/4E, RUMAEREV 28 2.5 BI/4EdH - 72
M, FLEAR D 7 — 7 VOB BIIFRIE R E 5 2 o T, £, TR
MEES T o~ rm7 ) OBRGIIFIERZ O S o Tc, LEX D | TRIEY
RPEESCH v~ 7 a7 U v OEGIXMEE O BRI A O 5 L v 5 T
AU hEBEL, HEELRY, UL, BUJEZ 5> 728613, BN ks
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ERAEEZERURSIEEZ R G T &I, BB L TH Yy~ vT7 Y
VEBRGT S, HRTFERAN =7 a7 Y CBHENOW T, MR RIS T D
DD O (43-45) | BB OFEGIDOERNBEEN D, 2B JRIP~DHERIZ LV |
CRP UKD L 2 D720 EET D, 7o, BRI L0 BUEDIIERZ RS T2 &
MAEETH D,

BRMEZIIAET 7 T OBRMENKEEE L 22 5720 W@E O THiERE T < TT
W, BB U 7 F s o — TNy I RO bR R B, BRI
Z T HURIERG D 72 b O ARG, 16 MR HICHERT 5 720 @ E 72 H RO
JED 72 < I o TN BEFE LU,

5. FHTIRTE

ARIROAET > 47— A TIX, ONF 33 571 26 il PD 23T TR Y,
FAEIX 21 22H (4-90) Toh o7z, ONF LA O/ S WHLL RN EATE A 72
D2 LN MEENT CTIE FIEWVEE L 2> T LE D, (EEIREL BIET
TeOIZiE, ATV TIIPD 2R 5 Z L3, ST T —7 v v
THLEBENT 2 AT 2 BRI, WBRIRZ 55— RN E 3 5, BB O - I AR
IRZRAE L. FERONY v v MERIO =D IZ8E TR ~D R B 28T 5 2 &
WEFE LW, PD FEHOMIC, 2FREOSE, FHREOHEMN, REOX Y vF
Ty TRREINTVD (46-48),

CNF ORIZ LI UIEREBESN =T 260 2720, PD AT =T VaffAT S
BRICIT A TR RN RS L ONAIA1T 5 2 & 24 5. B, BhERITA
BNZ72 5 Z EMBNTZD PD BT — T WIEMNHFREAT 20N EE LUy,
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BBAE

BT 2O AL E LT, HE 75-80cm, KEF 8-10kg (272 - 7K A T
BHAEZET D (49), AMORET v — MAATIL, ONF 35 fiH 19 fi| T
B TON TR Y . PREIL 56 72 (34-96) T o7z, ONF EA~DEBAET
X BYYEIC K DT & MREIC K DB AN L 72 D720, PD kA%
ICEEEARICHEIIRERD - K >~ 2 a7 ) R EEC W E R D & B
L7REETBBIEZIT ) Z B E LW (50, 51), AFICHIT B HEOMKGFT
X, MIET VT 22 >2.5g/dl Lo THLBMEZIToT-Z LICL 0| BRI
FRREDFAEIL 2o To L HE SN TS (52), [KEBIEDZIEZ FHEIIICIT O
LT DT, BRI T T E RV B O RPUTEE LV,

BRMEZIIAET 7 F BN EARNICAR T L D70, @ O THERIT T
RV ALE Y 7 F o= 2 —F/\y 7 RO b RN ICRFT 5, B
RV A 2 7= DU IEAR D72 D DA H 513, 16 BIRHICHERT D720, HERE
FIR-CTFIEDNR I L T B E LU,

Bt O3 7o —ERAEX, ONF IZB 1T BB EEDOIRKDO—>2Th 5,
Fin-major/Fin-major OB 12 H T 5B TIL, BIEO U 27 BRE<, 5444
ERIL T2 TholottEsnTing (63), *7r—BIIxT DIREIE. AT
7 A K. cyclophosphamide, rituximab, MAEZHOHHHENRE STV
(53-59), ZHHIREHREICOWTIEEIZTZ 4 T R THY, Hix7 VU v
PURDOBEE N RENTWD, — . KEOIEFICK T 5% 7V IR0 51X
AHTH D728 rituximab, MBELHOF FPERE SRV ATREME DN S D IEE &
Cag

15



BE IR

1. Hamed RM, Shomaf M. Congenital nephrotic syndrome: a clinico-pathologic study
of thirty children. Journal of nephrology. 2001;14(2):104-9.
2. Holmberg C, Antikainen M, Ronnholm K, Ala Houhala M, Jalanko H.

Management of congenital nephrotic syndrome of the Finnish type. Pediatric nephrology.

1995;9(1):87-93.

3. Kovacevic L, Reid CJ, Rigden SP. Management of congenital nephrotic syndrome.
Pediatric nephrology. 2003;18(5):426-30.
4. Savage JM, Jefferson JA, Maxwell AP, Hughes AE, Shanks JH, Gill D. Improved

prognosis for congenital nephrotic syndrome of the Finnish type in Irish families. Arch Dis
Child. 1999;80(5):466-9.

5. Makonkawkeyoon K, Silvilairat S, Chartapisak W. Successful treatment of
neonatal pulmonary thrombosis in congenital nephrotic syndrome. Cardiology in the young.

2013;23(2):271-3.

6. Ellis D. Avner WEH, Patrick Niaudet, Norishige Yoshikawa, Francesco Emma,
Stuart L. Goldstein. Pediatric Nephrology: Springer; 2016. XXVII, 2730 p.
7. Guez S, Giani M, Melzi ML, Antignac C, Assael BM. Adequate clinical control of

congenital nephrotic syndrome by enalapril. Pediatric nephrology. 1998;12(2):130-2.

8. Heaton PA, Smales O, Wong W. Congenital nephrotic syndrome responsive to
captopril and indometacin. Arch Dis Child. 1999;81(2):174-5.

9. Pomeranz A, Wolach B, Bernheim J, Korzets Z, Bernheim J. Successful treatment
of Finnish congenital nephrotic syndrome with captopril and indomethacin. The Journal of
pediatrics. 1995;126(1):140-2.

10. Sreedharan R, Bockenhauer D. Congenital nephrotic syndrome responsive to
angiotensin-converting enzyme inhibition. Pediatric nephrology. 2005;20(9):1340-2.

11. Copelovitch L, Guttenberg M, Pollak MR, Kaplan BS. Renin-angiotensin axis
blockade reduces proteinuria in presymptomatic patients with familial FSGS. Pediatric
nephrology. 2007;22(10):1779-84.

12. Litwin M, Grenda R, Sladowska J, Antoniewicz J. Add-on therapy with
angiotensin II receptor 1 blocker in children with chronic kidney disease already treated

with angiotensin-converting enzyme inhibitors. Pediatric nephrology. 2006;21(11):1716-22.

13. Lemley KV. Neonatal nephrotic presentation of a child with heterozygous NPHS1
mutation. Pediatric nephrology. 2006;21(6):864-6.
14. Patrakka J, Kestila M, Wartiovaara J, Ruotsalainen V, Tissari P, Lenkkeri U, et al.

Congenital nephrotic syndrome (NPHS1): features resulting from different mutations in

16



Finnish patients. Kidney international. 2000;58(3):972-80.

15. Coulthard MG. Management of Finnish congenital nephrotic syndrome by
unilateral nephrectomy. Pediatric nephrology. 1989;3(4):451-3.

16. Mattoo TK, al-Sowailem AM, al-Harbi MS, Mahmood MA, Katawee Y, Hassab MH.
Nephrotic syndrome in 1st year of life and the role of unilateral nephrectomy. Pediatric
nephrology. 1992;6(1):16-8.

17. Jalanko H. Congenital nephrotic syndrome. Pediatric nephrology.
2009:;24(11):2121-8.

18. van Lieburg AF, Monnens LA. Persistent arterial hypotension after bilateral
nephrectomy in a 4-month-old infant. Pediatric nephrology. 2001;16(7):604-5.

19. Buscher AK, Kranz B, Buscher R, Hildebrandt F, Dworniczak B, Pennekamp P, et
al. Immunosuppression and renal outcome in congenital and pediatric steroid-resistant
nephrotic syndrome. Clinical journal of the American Society of Nephrology : CJASN.
2010;5(11):2075-84.

20. Giglio S, Provenzano A, Mazzinghi B, Becherucci F, Giunti L, Sansavini G, et al.
Heterogeneous genetic alterations in sporadic nephrotic syndrome associate with resistance
to immunosuppression. Journal of the American Society of Nephrology : JASN.
2015;26(1):230-6.

21. Ruf RG, Lichtenberger A, Karle SM, Haas JP, Anacleto FE, Schultheiss M, et al.
Patients with mutations in NPHS2 (podocin) do not respond to standard steroid treatment
of nephrotic syndrome. Journal of the American Society of Nephrology : JASN.
2004;15(3):722-32.

22. Buscher AK, Beck BB, Melk A, Hoefele J, Kranz B, Bamborschke D, et al. Rapid
Response to Cyclosporin A and Favorable Renal Outcome in Nongenetic Versus Genetic
Steroid-Resistant Nephrotic Syndrome. Clinical journal of the American Society of
Nephrology : CJASN. 2016;11(2):245-53.

23. Hinkes BG, Mucha B, Vlangos CN, Gbadegesin R, Liu J, Hasselbacher K, et al.
Nephrotic syndrome in the first year of life: two thirds of cases are caused by mutations in 4
genes (NPHS1, NPHS2, WT1, and LAMB2). Pediatrics. 2007;119(4):e907-19.

24. Gellermann J, Stefanidis CJ, Mitsioni A, Querfeld U. Successful treatment of
steroid-resistant nephrotic syndrome associated with WT1 mutations. Pediatric nephrology.
2010;25(7):1285-9.

25. Heeringa SF, Vlangos CN, Chernin G, Hinkes B, Gbadegesin R, Liu J, et al.
Thirteen novel NPHS1 mutations in a large cohort of children with congenital nephrotic
syndrome. Nephrology, dialysis, transplantation : official publication of the European

Dialysis and Transplant Association - European Renal Association. 2008;23(11):3527-33.

17



26. Hinkes B, Wiggins RC, Gbadegesin R, Vlangos CN, Seelow D, Nurnberg G, et al.
Positional cloning uncovers mutations in PLCE1 responsible for a nephrotic syndrome
variant that may be reversible. Nature genetics. 2006;38(12):1397-405.

27. Malina M, Cinek O, Janda J, Seeman T. Partial remission with cyclosporine A in a
patient with nephrotic syndrome due to NPHS2 mutation. Pediatric nephrology.
2009;24(10):2051-3.

28. Karlberg J. On the construction of the infancy-childhood-puberty growth standard.
Acta Paediatr Scand Suppl. 1989;356:26-37.
29. Toubiana J, Schlageter MH, Aoun B, Dunand O, Vitkevic R, Bensman A, et al.

Therapy-resistant anaemia in congenital nephrotic syndrome of the Finnish type--
implication of EPO, transferrin and transcobalamin losses. Nephrology, dialysis,
transplantation : official publication of the European Dialysis and Transplant Association -
European Renal Association. 2009;24(4):1338-40.

30. Ulinski T, Aoun B, Toubiana J, Vitkevic R, Bensman A, Donadieu J. Neutropenia
in congenital nephrotic syndrome of the Finnish type: role of urinary ceruloplasmin loss.
Blood. 2009;113(19):4820-1.

31. Niel O, Thouret MC, Berard E. Anemia in congenital nephrotic syndrome: role of
urinary copper and ceruloplasmin loss. Blood. 2011;117(22):6054-5.

32. Chadha V, Alon US. Bilateral nephrectomy reverses hypothyroidism in congenital
nephrotic syndrome. Pediatric nephrology. 1999;13(3):209-11.

33. Dagan A, Cleper R, Krause I, Blumenthal D, Davidovits M. Hypothyroidism in
children with steroid-resistant nephrotic syndrome. Nephrology, dialysis, transplantation :
official publication of the European Dialysis and Transplant Association - European Renal
Association. 2012;27(6):2171-5.

34. Gavin LA, McMahon FA, Castle JN, Cavalieri RR. Alterations in serum thyroid
hormones and thyroxine-binding globulin in patients with nephrosis. J Clin Endocrinol
Metab. 1978;46(1):125-30.

35. McLean RH, Kennedy TL, Rosoulpour M, Ratzan SK, Siegel NJ, Kauschansky A,
et al. Hypothyroidism in the congenital nephrotic syndrome. The Journal of pediatrics.
1982;101(1):72-5.

36. Pezzuti IL, Silva IN, Albuquerque CT, Duarte MG, Silva JM. Adrenal insufficiency
in association with congenital nephrotic syndrome: a case report. J Pediatr Endocrinol
Metab. 2014;27(5-6):565-7.

37. Antikainen M. Protein and lipid metabolism in nephrotic infants on peritoneal
dialysis after nephrectomy. Pediatric nephrology. 1993;7(4):428-33.

38. Panicucci F, Sagripanti A, Vispi M, Pinori E, Lecchini L, Barsotti G, et al.

18



Comprehensive study of haemostasis in nephrotic syndrome. Nephron. 1983;33(1):9-13.

39. Llach F, Papper S, Massry SG. The clinical spectrum of renal vein thrombosis:
acute and chronic. The American journal of medicine. 1980;69(6):819-27.

40. Horsch S, Schaper J, Roll C. Lesions in congenital nephrotic syndrome. The
Journal of pediatrics. 2007;151(2):221.

41. Mathias R, Stecklein H, Guay-Woodford L, Harmon WE, Harris HW, Jr. Gamma
globulin deficiency in newborns with congenital nephrotic syndrome. The New England
journal of medicine. 1989;320(6):398-9.

42. Ljungberg P, Holmberg C, Jalanko H. Infections in infants with congenital
nephrosis of the Finnish type. Pediatric nephrology. 1997;11(2):148-52.

43. BJIRR, AU G, vH B, TR, KA IR, KE B KA Y= e 7Y VIlER
B L ARERSENEGICN T 2 R N ER A vy~ 7w 7 ) vEFI ORI AE. BANDE
N RMERS. 2018;38:114-7.

44. EROE, SR, K #, I R T, B B, et al. BCTERGE 0 7Y
VB~ DOETERZICKIE L2 IMiE 1gG P 7 7z MR cE Cwa vy ~rm 7 ) VIIED 1
. EAR/NEEESE. 2016;64(1-6):25-8.

45. RVE K, &3 5L, I B, KK 3, BR %, ¥ HE, etal KEZRESv=rmT
Y VIfE 50 Bt 92 P EMASZE 7 v 7Y v BIFRE AL HA/NERIE MRS,
2016;120(12):1772-81.

46. Holtta T, Happonen JM, Ronnholm K, Fyhrquist F, Holmberg C. Hypertension,

A{

cardiac state, and the role of volume overload during peritoneal dialysis. Pediatric
nephrology. 2001;16(4):324-31.

47. Holtta T, Ronnholm K, Jalanko H, Holmberg C. Clinical outcome of pediatric
patients on peritoneal dialysis under adequacy control. Pediatric nephrology. 2000;14(10-
11):889-97.

48. Laakkonen H, Holtta T, Lonnqvist T, Holmberg C, Ronnholm K. Peritoneal
dialysis in children under two years of age. Nephrology, dialysis, transplantation : official
publication of the European Dialysis and Transplant Association - European Renal
Association. 2008;23(5):1747-53.

49. Holmberg C, Jalanko H, Koskimies O, Leijala M, Salmela K, Eklund B, et al.
Renal transplantation in small children with congenital nephrotic syndrome of the Finnish
type. Transplantation proceedings. 1991;23(1 Pt 2):1378-9.

50. Kim MS, Stablein D, Harmon WE. Renal transplantation in children with
congenital nephrotic syndrome: a report of the North American Pediatric Renal Transplant
Cooperative Study (NAPRTCS). Pediatric transplantation. 1998;2(4):305-8.

51. Salvatierra O, Jr., Millan M, Concepcion W. Pediatric renal transplantation with

19



considerations for successful outcomes. Seminars in pediatric surgery. 2006;15(3):208-17.
52. Hamasaki Y, Muramatsu M, Hamada R, Ishikura K, Hataya H, Satou H, et al.
Long-term outcome of congenital nephrotic syndrome after kidney transplantation in
Japan. Clinical and experimental nephrology. 2018;22(3):719-26.

53. Patrakka J, Ruotsalainen V, Reponen P, Qvist E, Laine J, Holmberg C, et al.
Recurrence of nephrotic syndrome in kidney grafts of patients with congenital nephrotic
syndrome of the Finnish type: role of nephrin. Transplantation. 2002;73(3):394-403.

54. Lane PH, Schnaper HW, Vernier RL, Bunchman TE. Steroid-dependent nephrotic
syndrome following renal transplantation for congenital nephrotic syndrome. Pediatric
nephrology. 1991;5(3):300-3.

55. Flynn JT, Schulman SL, deChadarevian JP, Dunn SP, Kaiser BA, Polinsky MS, et
al. Treatment of steroid-resistant post-transplant nephrotic syndrome with
cyclophosphamide in a child with congenital nephrotic syndrome. Pediatric nephrology.
1992:6(6):553-5.

56. Laine J, Jalanko H, Holthofer H, Krogerus L, Rapola J, von Willebrand E, et al.
Post-transplantation nephrosis in congenital nephrotic syndrome of the Finnish type.
Kidney international. 1993;44(4):867-74.

57. Kuusniemi AM, Qvist E, Sun Y, Patrakka J, Ronnholm K, Karikoski R, et al.
Plasma exchange and retransplantation in recurrent nephrosis of patients with congenital
nephrotic syndrome of the Finnish type (NPHS1). Transplantation. 2007;83(10):1316-23.
58. Chaudhuri A, Kambham N, Sutherland S, Grimm P, Alexander S, Concepcion W,
et al. Rituximab treatment for recurrence of nephrotic syndrome in a pediatric patient after
renal transplantation for congenital nephrotic syndrome of Finnish type. Pediatric
transplantation. 2012;16(5):E183-7.

59. Holmberg C, Jalanko H. Congenital nephrotic syndrome and recurrence of

proteinuria after renal transplantation. Pediatric nephrology. 2014;29(12):2309-17.

20



INRFFRER D O—EERE
PR K542 2020

202043 A 30 A

¢

HfrIchizoT

RAA T T4, EAEFEFERT A ) & G TR B ECRIT R 33 DNE S o R4 - #iG
HERER OB - BRI O (e - namndt) ot LT, AARNETHRRE SO
[ ENRNUR (=S I S PV

RIAAFTA 21, 201312 HANSERRS ROREL LTAK - MRS Wzl /NE NS 7
0 — PRSI A KT 4 2 2013 OUETRE 20 377, GETICEEL T, W {oh OB MM
VS

ETF, RHAFTA L, [Minds BHEA A BT 4 AAEROTF] & 20141 REZ B ) 4L L TR
ENFE L RHARTA T EFSR2) ANy 2 AFa v (CQ VTR bEES D
DTHY, YAFRF4 v/ LE2a—TIEFY AHFHES N, 37 L — FHtos sy
AREOHE) ARENTVES,

WIZ, BHA K74 2T, ERAMOER 5, BOBHE (ENED O FuIlig—5
FefEEE Lz SREOHEICL Y, ANEMIE S 70— CIEEREE O 20 ~ 50% 13/NEM i3
FHIAMIGET 2 EDWSPICENTVET. 2070, KAFA FF4 2 Tld, AMEMSRER 70—
VHAERREBH OBATERA A IRE L TV 209 HHO—2 T

RHAFTA 21, 20134054 F T4 2 TRk s e — Sk OURNZmA <,
ELT, RERE - WE, ek THEROMIE, % Tk €L CRIEFOREOTELEILS, &

ZAELH
SRTVWET. WINOHFHL RHOMAA, (i
5 FRAOFEHEFIE, & &1 —HhNER
LHHHTIHAEN LSO LMEFELTEY 5

Sl RAA T A 2O SR G IAFRER O 2 ¥ 5= R RS OFHIC 0 XY s
EARL, FRRCEEHLTET.

2020 44 1]

—RAHEA HAVNEERERY S R

i

SO, [MREREMEA 70— CIEREHBHRA A 174 2 2020)0FFIh ) —F THREP L L
FEF. MRS 70— BIEGERICET 2 BANEHBRSERORAOT A F T4 ik, 2005 4
(ZAERL S AT NBEESEME A 7 0 — CIEMRBEEMIHR A A K74 © LORRITY. 20 84k, [NEH
G 70— CIEBEHBHET A T4 2 2013)E LCERET R, BHATEVALELL SHES
HIRE My 7 2R, JEA @R TR B 6 (e BT e 3038) [N LB S O A
& - HEGRTERBBEOBH - BFREH O L A NEERRESS B0 2, TNEFsEEL 7o -
CHREEMESRA A KT 4 > 2020) & LTHATW/A2 L E

ANRESEME A 7 0 — IR, MBS TR b EEARBO—2 T, ARMIE, DhEE
HLT I T THENE Z EANEEOEEMATHS 2 h->TEFE L REMEREORZICLY
B WRELTHRO Y PO VAL TE LA, WERCEGAIFELEY. ZLTEE
DI AN, FRHEL IR AR, EE, (AR HE7% EHRA RIRED 20, EOEHIIRE
KBPESNTT. FLEMRELTHENNOL CREAKEETH Y, I WM OKELELET

A AN T A 2 IRERE L. RCiA7Z/NERSEME R 7 0 — VAR OB L ORTEIZE L T
DEFOTET Y AL ZHUHES CHIRART I LA BMISMERSNE L. 2L TENRTRONEIZ
BT, 2V =AN7 2 AF 3 v (CQFK LRI TRML F Lz, SMfsci L Tidtks 2
IEFYAbHY, CQEEATMBEMIIHLTY AL 2 MCEABEICLTwES. —HLTLD
CQIERIZZ L E R L) BEFM LT, HHVIRELTET Y AHZ L —HEIC L TidR
§ P aka ey L

SHIGENG, BIEFIRTE, BATER R BRI ICI) L9 E L SAEEI/NRA gL 7
JE ST, EFEONEEROMES, ZE R LS OTT. THHEMEIZNET
Bibd, BIMOAA FT4 L) EHICFMIARRE LE L FANRCbc% PEy 7 21D
BV, SRR L O F S v/ NRRESENE A T O — VHRERRES R OB A WA AN — L, B
BREIET AL ELATELL

RBEYETH, BT T4 VCEELODYFEROIE T Y ADWY) LiFshTwEd. Th
BOE A, BE, HANIHBERERDSIW) MATE LS OOHP LOERZL VAT, 20k
BOINETOBENDPRE L ENTRTA KT A 295, DL THNEERMES 70— P
HOHCERTE2 L a Gl TuET

2020 4 4 7

TR S AT BB 4 (i MR B BRI S5
[NEEFROAD - MR ERE OB - DICRB ORIz
AR

.

I

55
|
HX
HTIEH 72T ii
73 i
ANJERERENE A 7 O — BIERERESIR T A KT 4 2 2020 BH-H i
AIAFTA 2020 DIEBIZDWT ix
CQ - HEHE—EL Xiv
EIE &
1 REER - R 2
2 E B 5
3 BER 7
4 B 2 12
5 F & 15
6 EEHHIRE 17

$IE & &
@/NRUREFEE R 7 1 — R BE ORI L T OB -
1 RS 27
2 & @
A, AT A FESZWA 70— CREFEREO R
1 CQ1 /Mgt + 7 0 — A O M R i
1% 8 ] (ISKDC i) & 12 3 B UL it (R i) o &6 & 9%
TS s
B. HEIESRE - 27 01 MRS 70— BHEEROHHR
1CQ2 NEHEFRER - A5 04 PRI 7 0 — CHERER L CRIED
A S D A
C. HEBMIHEESRE - A7 0 A MRS 7 0 — VRO TR -49
1CQ3 /NEMIBIEE MM SR - A7 01 KA S 70— CHERRC
RLYYF LY TEREERE SN D
D. A7 HA NG 70— VRO RR -5
1CQ4 NEAT A FIRHE R 7 0 — BIEGER LT R e =
nan

39

¢




E. A7 04 FESUPES 7 0 — VRERE 0BG
F. /NEREEZEME A 7 0 — CHEER O RISED HiR

3 R
A THEOEH 70
B. frdifik 78
C. A7uA FEWER : FHLERE 81
D. A7 04 FREIER © BORREE 84
E. A7 04 FEIER @ IBHGHHE 85
F. TRi#eth & &b 91
G. BATEEHE 95
CQ - XHtRERT 101
%5l 108
81 Iy Za—y SA3HE 47
&2 ITVHA4LQ10 64
23 EHRRE 87
24 mieE 89
25 WOE 90
126 EMEMHIE 98

CEEEAT O FE - AFOAF :
- Kidney Disease  Improving Global Outcomes -+ KDIGO :

- International Study of Kidney Disease in Children -+ ISKDC |

| o =

I MEHERR7O-CERESRAINT1 2020 ZE-KE 1

B &=
—RAtEEA A AN &

| i
T 7 R 2T 50 R B 4 (W Mo ORI SR 3)
DNETHHRO A - WA IBEO B - DI 3 (H29- HEAS (3)- — Ak -039) |
WieftEE R
WA Il —, B

A1 RS« VEEZERR G0 SiR)]

OB WAL 2 R R

R OB RSURINER AT Y 5 — R
Fuing— BlRRFEF TR

[H4 BS54 IAERF—L(50 SlE)]

fisE # BEH RSB RAE SR 5~

U RIS & AR

RETA  BEERRSE N

SEHEE KRB N R AL

EHTOH  ETRFERIL > 5 — BRI & — RIS RR SGEE 5
e EORHERIR Y S v —RERERNEHEER - ) v - B
AREM RN

HRiEf  Adk AN

RRENs AR R

L :VN IR R BELE R RE R B2 8

A ARSI R

SR R TR RN R

[UES 5] BB NLR

AL RN Y —

BEROUAER - A 7u—ERIETLH)

v i

[YRFIT 4 v I LE1—F—L(50 SlE)]

TR B SRR R AL Y ¥ —NER
R ST = 2 b AP R

AREHA LRI N

AR SRR
MAEH RSN
SRR AURBEROCRE R MR R
HEA AL P UPR S s
WAHER BRI
WEELS  BENERA R 5 —

B zmza
[BF\RBEFRERFHER] (50 SiE)
AWHFE—RE SORFE LR
R IERE AR R

W SHEBEFE
(BFBRFR]

Eid
5 17 EHaT6 BRI IR LT, RIS (R Z 2 b BiBERRIRE (2R 12 B T )
LAz ez, @A TE#HL LIFET

EEBE

I

4
—— J

KHAF 74 ¥ 2020 DIz 2T

BAHAFTA 22020 1, HA/NRE NS AL A7 2R TN & (R vEre e
SRS VN O D - BEG TS SR OB - B EI O 7 (H29- B i 5 () -
—f-039) Jo—FHF L LT, EL LTHANIHRMRE S XA RN - FEL, AA/NE
BRI ROMWGN L) ER S e

B

ANBEEREME A 7 0 — IR, NEE R IR IS RELRETH L. DA
2013 4E TN ZEERAIC LY, TEMI/NE 10 TN 65 AXTEL, Fok & kL
THIHOHETRIET 5 Z LW NL 2> TwA. 722000 4 LUEOHAETIE, %
1220~ 50% & SBIEIIE A R o 20 F FHMACBATT 5 2 LA ME SN TLEYY. 2
Dizd, NRFFFEMER 70— CREREEERE IOH LT, RIER R E LB L A5l kR
WOIEMBE b I — R A R L, ZOWEOB LICH722 I LHFEETHLEER
Hits

FNHEHBE LT, 2005 4F[NEHFYE S 7 0 — YIEGREDNERT A K742 10
B, 2013 FFIZ/NBEESEME R 7 0 — VIERBESHA A F T4 ¥ 2013 5 ER SN T 5.
BEA91Z1E KDIGO 75 RERES 0723 @ KDIGO #4474 » J5 2012 #1258 8
THBY, ZOLEPTNUESEMES 7 0 — BEERRO BRI SN TS, FRRAFET
B2 U7 2285 A 70— BIERBEBHE T A K74 2 20146t TZ O~ 1 F—ET
MTHBH[TET Y AHD A 70— BIEERBHT 1 F 74 2 201755 ST 5
KHAFTA 1L, 013 ELEOH 20 T €T A% G H, BATFEEIZH L THARHE
KREVMEALLZNEL DXL, [TEF Y AT R 70— CHERENSHT A K71~
2017), [FRBOBITHIER RN A F — IgA B - BUNEILRI A 7 0 — LR - |ofF
BRRL bR L) HHIER L.

BHA T4 ORREEE, DB S 70— CIEERO S BREICHUNELE, Bk
SRR, O AMEAY > 28O/ [E RIS E T (HEE LTHE
17 B8, R 15 G0 Ik & Lrc (BPERHE, IR R IR R 0B £I2 L 2
FTO—CEBEREEE ). AT FICLZMERELEELE T LVRICE
L7z BEOBHICH L CQOEE, BAFRO 70— CREERSHTIA FI4 88101
Twefi&iov, 7, MARREE, DB M L3 5 EMICRESS, Kb
[EO/NERE, TEREMNEFE L 5.

e i




.

{ERFIR

KA A FI4 2 1& [Minds BIEAA KA AEROFF] & 201410 g2 BR Y g L T
fEBLL7z. HA T4 MERERE LT, A N4 VHIEERE, A NI 14 AT —
L, YATRTA 7 VEa—F - AERR LI HA KT A ARRF — A1, DR
AP & B B A A O PTEE, AV A A T2 AT AR R R
THIE L7z, E612, BELZOREOH 4 (BER) I T2 s, THEREWLE
Wiz

YAFRFA v/ LEa— BT, AT—FI2fE, HAESRESEHBEOHNIO b
LA TRy - RIS Z AT, T E T Y AR L 722 RISz 7—
4 ~— A1, PubMed, [% Web, The Cochrane Library T, 5kt G (2 5 HI 2017 4
RAETTHD. 510, BESLTHRIOBMEATY, BEALEEE 2 5N 5 LHkE
SR 7o, AR O & 2 5sCa BIRL, St L AARRE L7z

ANREFFSETE R 7 0 — CIERBENEEREO 2 CHILBIEEO B WRETIE S 2%,
WD A 70— R T 5 L BRI . FNRENRE Lo AREBRD IR
HNTVE. ZOLOIET Y ANFET HERHFERRONAb DL %5, LoTr Y=
A7 LAF 3 (clinical question : CQ) DIERIIE, HWHLEDLEHATLIE TV AL NV E
YETEXZHHOAL L, ZoMoEREGRMERE Lz, cQB Tl L 25 H T,
HEIZAT— F A Y b EHIET L — FHEROBRS (R D L 2 E7 Y ARGOHRS (R2)]°
ERL, BROLHPTZORMAE T E T Y A ER|L A, HREOWMS L Y7V 2H
oS, HAFT A MERBERNTRELTV 0% U Lo —K e M EMHL L7
70% \ZEL Aoz CQIZHLTIE, HESABTERLRET70% O—H %182 TH
BEEAT) HstE LT

2019 4 9 ISR RIZOWT, HFHER 2 4 (HAVNET IR 2324 2 H) & S Bari
(HAB S OFFli % 21 72 25122019 4 11 FIZ AR NEEBEFEROY = 741 b
AR, ATV 7 aA L P EERLE CRLIIOWT, LESLTER - BIEET
WHEE L7z

HROBS

] WIEETD

[2] B<HEETDRRTD)
IEFUR@BHEOHES

AGR) HROBEEICE<HEEHDD

B(#H) HROWEEEICHEEDRENDS
c@®) HHROEEEICH T BRIEIFRELI TDD
D(ETHHEL) | HROBEEDIFELALRIETEEL

.

T

¢

EHEBETHICONT
% [Minds BHEA A KT 14 AEROTH] & 20141284

% CQ & HMAEEO—HIZBUEL, CQ B L bR DUWAET IR L L7z

* SERO T L K =0 VSR T 280k T E T ARG

* HEAYE R 70— VRIS 5 ) V¥ 2 THEBOF 2R TE T Y AR Lk
s /N 7 O — VBRI B 2B RE A O M E DI DV TRl

* BATIRMIZBY L TR & ) CRiil

FIEHAR (CON IKDT
ARAA A Y OIEREEIT T, AL R B & (iR P RO e 5
NS HIROA D - BRI EREO LA - WFFERHI OFE T (H29- B () - —# -039)
2k EHE
TEBUZ A apb o fo A w8 —=1E, HA/NBEIERF S O5ED S A (conflict of interest ©
CODIZHT BB AL, FHHTHML, HEICTAT AL PLTWD,

HA/ N 7 22 D50 5 FIZEAI B B3 5 BRI Y DUF IZBIR T 5.

AEMEF OfL, OfL, OkL, OFL, OL, OULR7 7 —vHtat, /3
NTAR T —HRAR, 0L, ®FEL, OEL

;O ORL, OFL, OkL, Ok, EL, L @OEL GEL, Okl

HH B OEL, OfL, OFL, OFL, GOFL, GORL, OFL, ®EL, OFL

AL — - DRI ) v pRaartt, MBS, KA A
S =AML L, ®7 ARV - —

X 27 A THR&H, O7 A7 7 ARERAEH, TLrIA YT —<E
&t RERERASH, BE ) S HRat, S-=EAatt, KHAR
RS S, REE S TER R, BEEARSH, 77 19— %
Aorth, FRHBERASI, ML 7 7 — RS, oS, %
A7 7 =<tk ath, MSD FA&tt, HMB=SRERASH, N7 28—
K&t G

i B OmL, . DL, . OmL, OFL, @KL, OfL

HEfaE c O&L, @ . @EL, ®OkL, ©KL, (O30

K& DL, . BfEL, Of%L, ( . @EL

SRR DL, . OFL, ©FL, . OEL

el wah  OEL, ®mL, G

i DL, . OmL,

AL -

HH it @

Fms - @

EPEEA .

A L

=iife—fg : OfEL,

¢

© EERLEMEFH L LAFEORE, BRI A 8 2 H (ER 100 THLLE).

@ BRROBRAT L HRRUC & 2 A (R 100 TIILE), & 2 WiFSR kAo 5% MU Lo
A DA

@ WFELEAE B L L2z k2 5 QMBI ER ORI & L TXIDN WM (1 fd 7z
41 100 5 ELE).

@ RREAE I L LD 5, KO MG (G, BS % &)1 L, f L 7zkR -
FEINHE LTI H 2 GhEORE) (—2 063k - Fifkd S O4ER 50 ML)

® RELEMEAGL L s, N7V b, EREIEORIET LT
DNTEHEE (— oM - HifkA S 4R 50 T

© @FELEAE B L LAFED SIS N5 (o0 f% - Btk o hEHEA
FFHEEDIE T 28R GBIE - 55) b2 IR EESRE Lo TW 2 RICE
1) 8T 5 NAABHUER 100 HHLAL).

@ RFELEHFE BIE LA S5 S h 7385 (GEE) F i & (—o o R - Fifkh s
41 100 7 FIELE)

® @FELEAE B & LAFRA RS 2 MM BT L T a4,

© W & BRI SRAT - A LF O (D03 - [k S 4E0 5 HLLE)

FATATIv CONC O L, EEO/NBERM %M LT 2R M > % H % Rk
T5EEDIHAFEFROZRADLS S AV N— I o TV EERENET- 72

SHOTFE
AHAFTA 1, HEEHPRTSATHS VERE BiRlL, AANIFRAZEEOY =7
FAMIAHTATECTH L. F7, LGB A & (G e B EOE R e dg)
[NEEFIROA D - BEGTERBBEO LR - HFF A ORI (H29- #EG S (8) - —#% -039) ]
B LTRHBEORT A F T4 > OBERBISAOEERA G L, KIECETIC K s
HTETHA.

| 6 ESES

FHAFTA4 2, bHENBT 2/ R 7 0 — VIEGRTHERIST 271 F 74
CO2EBOUFTH A, WEOHTAFTA 22013 P55 EAOUTETIZbEEL LT
¥ ADBMRBITERNOHH 4 £ 4 K OLADHAEL 2. KA A BT 4 AEHH O 2018
412 1 31 HBUE b AT OBIRRBAEAES 5 2 L0 b, SHOTET ¥ ADBNIKEL
RHA T4 7 OERBINORZBRI L &2 ZIE U723 ~ 5 £HE B, KEOWET 2
i TETHS.

i

I

6) Minds B4 4 7 4 SAREOF51 5 2014 HFRKSEE
7) Sackett DL, et al. - Evidence based medicine : what it is and what it isnt, BMJ 1996 ; 312 :71-72.

¢

l xiii

Es
* ¥ 242355 B (evidence-based medicine * EBM) (2 HLREHIZ AWK Td % 7%,
[TEF YRS ER =T K1 7 LIRS 2V LICEBFLETHD, 2b%
© EBM (4 best research evidence (- 5> A), clinical expertise (HiRIVELAE), patients’ values
(BEOMEE) OHATHY, TEF Y ADAHPEEL ) 2L TERW. FHEE, in-
formed consent % & & (Z3% 7= shared decision making (SDM), ¥ 7 b & IR HER i & 4 <
ZOREDOT £ HREOLET Y AETE, BHIZL > TREOHHRELBNT 22 LD
WEMAS I O— X7 TERTBENY, 2OV —VO—2L LTHA FF34 Y BEMTHS.

F, HAFTA L ORBANEDPTRTVDY L IET Y AL VOBV ERREICHES
{hITRZL, BERERHEREIRBIES V0L, T4 FI 14 34 DEEE
ORFEGETHDOTERL, HA P4 Y ORBARLWAEASHERL, BHSOR%
BANRL, BOMOBEIZL > TRELEZONLBRY L ENDIRETHS.

LB, BHAFTA Y REFHFRLEBTFRISGT L HETEEELRT 0TI RV,

) Essemicont
FMFBN OV TIRBEIEIMER & % 20 FENT VD, FROMHAIZH > TIHHA
OFFPE, RPERA TR L, EEICHVALESH L. o, BIESMERICH o Tk
AN & BT L 3 B IR & OMHED ) 2T ) LA E L,

— 37 i

1) Kikunaga K, t al. ; Japanese Pediaric Survey Holding Information of NEphrotc syndrome (JP-SHINE) study of the Japanese Study Group of Renal

Disease in Children : High incidence of idiopathic nephroric syndrome in East Asian children : a nationwide survey in Japan (JP-SHINE study). Clin
Exp Nephrol 2017 21+ 651-657.

2) Fakhouri . et al ulthood. Am J Kidney Dis 2003 41 : 550-557.

3) Rith EM, et . : Children age  long J Pediatr 2005 ; 147 : 202207

4) Kyrieleis HA, et al. : Long-term outcome of biopsy-proven, frequently relapsing minimal-change nephrotic syndrome in children. Clin J Am Soc

Nephrol 20094 : 1593-1600.

) Ishikura K, etal. ; Japanese Study Group of Renal Disease in Children : Morbidity in children with requently relapsing nephrosis : 10-year follow-up.

of a randomized controlled rial. Pediatr Nephrol 2015 : 30 : 459-468.

O, RFERE 2014,

8) Stiggelbout AM, et al.: Shared decision making : eally putting patients at the centre of healthcare. BMJ 2012 ; 344 : €256,




Xiv J

CQ- 3%

INREFM S T O— CEREONREIERICHNT,
CQ1 7L E=Jn i3 8 @AM (SKDC %) & 12 @M | 2 | —=z
AR BB DL 5 SIHES NB

NREREE S T O-CREGREONENGRIT, 8 BBER
(ISKDC %) Z BRI D L& BT D

Co2 MRFEBRL . 2704 KEHI IO CERE | #m | g
Q2 U csmmsmiEEsnsn L=k

NRSBEIBHEE - 2704 MREFHER 7 O—EERETIS,
Be2D2704 ROBIEANHRT D8, REMFIEDE 1B | 94%
AEHETD

VORRYVERETDHIEaHETD 1B | 100%

2. SUOORZAT7IRERETHIEHETD 1B | 94%

JIEVERST DI EERET D (BISSMER)

4 AT/ IBEDTIFINERETHIEERET 2
C B (EmSMER)

5. FUN)LRERETEHIEZRET D (BEILIMER) 2C | 88%

.

T

COo3 NRBRERAMBESERER - 2504 REFEST | wm | g
Q3 CToEREICELY VRS v TARIIMES NS | Il

NEIFEEHAMBMBRE - X704 MEEFEERTO—E
ERBICHLT, UYFIYTEBREROLDICRET S 2B | 82%
ZEERRETD

NRZFOA AR T O—CERBICH L TRE | w8 | ..
CQ4 mrimisgmanash AR | —uE

1 NRZTOA MERMEXRTO—BERBIIILTIE, R
’ T NCOORRY VEHRBT DI EEMETD

2 2704 F/NLZBEEE 20O KR Y OHAIFER 2C
C BACEMLHEMADY, BRTDILERRTS

&0 LZFEBRHBEERRESICEY S UORR
3. 2 BRATERNZTOA RERMR T O—BERE

E%;ﬁ?é%ﬁ@@)\(bﬁwﬂit LcREgsEns | 2B | 8%
A7/ —IVBET T FIVIGEMERBEICEY AL
4 STA—ULBERBEBORENHEEEBCEL | b0 | g4q

W27 O MERER T O—CRERBEICH T D2ERE
ADEREBE L TREY D (EISSHER)
SOORRT 7 I ROROKRSIINERTOA REH
5. MATO-—CEEHOBESBIABESLTERLLN | 1B | 100%
TEBERTD

¢

.

101

CQ - XHtRFRN

CQ - kB K

FRAFTTHD. &5
TANAEFE 3 B G S AL,

THFS OB Z T, E
HAGEE L7z

CQT: MRBHRMEZX 70— YERBONEREARMICS VT, 7L F=J/0OV I3 8 ARMER(SKDC
&) & 12 AR EAR (RMFHRE) QLS5 R hah
+ PubMed (2018 95 H 20 F1 i)
#1 "Nephrotic Syndrome” [TW]
#2 child*[TW] OR infant* [ TW] OR boy* [TW] OR girl* [TW] OR pediatric* [ TW] OR pacdiatric* [TW
wowaDe
#4  "Adrenal Cortex Hormones”(MH] OR "Adrenal Cortex Hormones" [PA]
#5 Prednisolone[TW]
#6 Prednisone[TW)
W HOR#SORH6
®BANDH

#9 #8AND (systematic[$B] OR Meta-Analysis(PT])

BRI 4 (Y AT T 4 9 S L

#10 (randomized conrolled tia [pt] O Jled clinical ial[pt] OR randomized tiab] OR placeboliab] OR clnical tias as topic
[meshinoesp] OR randomly [tab] OR ial 1] NOT (animls(mh] NOT humans (1))
#11 #BAND #10
#12 ISKDC[TIAB]
#13 #8AND#I2
ns #ORMI
B 209 (57 ¥ 5 A LRI

+ BECREE Web (2018 %6 /1 2 [0
4 [TH) and (SH

w2 (AITHZEORLE S TH) and HEGTFI)
0B #mdn
#4 (Prednisone/TH o 7L K=/ /AL)

MMHor 7V F=/0 > JAL)

i,
8 (IR TH or IR AL)
#  ISKDC/AL
BI04 or #5 or #6 or #7 or #5 or 49
#I1 #1and 410
M2 worall

#13(#12) and (PT= %,

2 ¢ CK= 2 1)

.

I

¢

102 l CQ - Mg

#14 (413) and (CK= $FAESL, TLI (L~ 23 7 1), 9082 ~ 5) /M (6 ~ 12), #4640 (13 ~ 18)
415 U /TH o /MEJAL)
416 #13and #15

#7 #ldor#I6

W MRS BT 1 K7 4 %)
20 #180r#19
21 (420) and (DT=1900:2017)

e 260

+ The Cochrane Library (2018 1 J] 22 [11%)

#

#2 MeSH descriptor: [N
# nephrotic syndrome
4 lipoid nephrosis

45 #lor#2or#orsd
6 child® or infant* or boy® or irl® or pediatric® or pacdiatric® or adolescen”
41 sandte

# MeSH descriptor: [ Adrenal Cortex Hormones] explode alltrees

# Predniso

b kw

410 Prednisonc:tiab kw

#11ISKDC
H12 B or#9 or 10 or 11
413 #7and#12

14 pubmedian

#14 with Publication year from 1900 10 2017, in Trials
CENTRAL)
1 Jan 1900 to Dec 2017, in Cachrane Reviews and Cochrane Protocols

HrdHE4E 12 4 (The Cochrane Database of Systematic Review * CDSR)

CQ2: MNREEERE - 2704 FEFHR 70— CERBICH L TRENHEEHR SIS
+ PubMed (2018 45 /3 19 1)

41 "Nephrotic Syndrome” [TW]

#2 "steroid dependent
4 frequent® [TIAB] AND relaps* (TIAB]
# SDNS[TIAB] OR FRNS[TIAB]

#S H2OR#3OR #4

#  #IAND#S

w1 “[MH] OR " Agenis” [PA]

ycophenolic Acid” [MH] OR mycophenol*[TW]
#13 ritximab(TW]
414 #TOR#8 OR #9 OR #10 OR #11OR #12 OR #13
#1S HGAND #14

¢




CQ - akgsRat ¢ 103 104 ¢ CQ - ERFRT
#16  child* [TW] OR infant* [TW] OR boy* [TW] OR girl* [TW] OR pediaric* [TW] O pacdiatrict [TW] OR adolescen® [TW] "2 FRNS
M7 #ISAND 16 13 HS 0r#9 or #10.0r H11 or #12
I #17AND (systemaii[SB] OR Meta-Analysis[PT1)) AND 0001 [PDAT! : 2017 [PDAT] #14 MeSH descriptor: [Tmmunosuppressive Agents] explode all rees
B T (S AT T4 9 s L) #15 cyclosporin®
#19 (("Epidemiologic Studies' [MH]) OR "Clinical Trials as Topic" MH]) OR "Clinical Trial" [Publication Type] #16  tacrolimus
90 #17AND 419 17 MeSH descriptor: [Cyclophosphamide] explode all rees
21 #20 AND 0001 [PDAT] : 2017(PDAT] #18 cyclophosphamide
ek 262 1t M9 miorbine
#20 #14or #1S or #16.0r #17 or #18 or 419
+ BB Web (018 %6 /) 2 i ot 7 an 13 an 520
W SRAEBBIAE TH or SERENUBIA TH 2 pubmedian
#2 AT 04 FIEIEIAL #2320 not#22
#3 /AL and (FI5E /TH or 158 IAL) #24  #21 not #22 with Cochrane Libra Jan 1900 and Dec 2017, in C¢ s, Cochrane Protocols
o Ror {25424 16 #F (The Cochrane Database of Systematic Review : CDSR)
#S (R 7T T MTH) and (SH= TG HEEH) #25 421 not 422 with Publication year from 1900 10 2017, in Trials
o Handss 12544 38 P (The Cochrane Controled Trials Register © CCTR)
1 (CiclosporinTH or & 7 552K ¥ AL)
¥ (TucrolimusTHor 7 70 4% /AL
# ("Mycophenolate Mofetil'/TH or £ 7 = / — WFE 7 = )b /AL) CQ3 : MNRMREMAMBEBRY - 2704 FEFEEX 70— EERBICHL U Y F 27 TiER
#10 (Cyclophosphamide/TH or & 2 07 + 27 7 3 ¥ /AL) 3HREhB D
(Mizoribine/TH or 3 /1 1 > -
I (Mizoribine/TH or = /7 122 IAL) + PubMed (2018 175 ] 20 F k)
#12 (Rinwximab/THor )7 % 577 1AL)
#1 "Nephrotic Syndrome” [TW]
#1381 or #7 or #5.0r 49 or 410 0 #11 0r 412 .
92 dependent[TIAB]
Ha #sana#13
#3 frequent* [TIAB] AND relaps* [TIAB]
5 Hoorhia
#4 SSNS[TIAB] OR FRNS[TIAB] OR SDNS(TIAB]
M6 (15) and (PT= SxitidE ) )
107 (415) and (PT= SR € CRe e #5 refractory[TIAB]
#17 (#16) and (CK=#24 , FUR (1 ~ 23 » 1), G0R (2 ~ 5), /MR (6 ~ 12), FHEII(13 ~ 18)) )
#6  sensitive[TIAB]
#18 (/MR /TH or /b /ALY
#1 #20R#3OR 44 OR 45 OR 46
HO #I6ama NS
# HAND#T
0 w7080 .
# Ritoximab [TW] OR rtuxan[TIAB
# (#20) and (PT= BRI, 83
2 200 and (PT= RS f2i #10 #8AND #9
#22 (#20) and (RD= 2 ¥ 7Y ¥ A, 7 ¥ & ALSMGRER, #F > & ALILGASR , JUOR T, S0 1 K74 ) . (- 1 (-
#11 #10 AND (child*[TW] OR infant*[TW] OR boy*[TW] OR girl*[TW] OR pediatric*[TW] OR paediatric* [TW] OR adolescen®
3 #2102 [Tw))
04 (#23) and (DT=19002017) #12 #11 AND 0001 [PDAT] : 2017(PDAT]
AR 286 R 121 4
4 The Cochrane Library (2018 % 8 1 22 1 it + EehEE Web (018 97 6 712 [1H0)
#1 MeSH descriptor: [Nephrotic Syndrome] this term only # (k7 = AERR TH or 4 7 1 — ¥AEREF /AL)
#2 MeSH descriptor: [Nephrosis, Lipoid] this term only #  (Riuximab/TH or ) 7 % <7 IAL)
5 nephrotic syndrome BN TEEY AL
#4 lipoid nephrosis #4 rituxan/AL
¥ #lorRor#orss 5 morwtors
#6. Child* o infant* o boy'* or gl or pediatric* o pacdiatic® or adolescen® w6 #landss
W #samake #1(46) nd (PT= A CK= ¢ 1)
#8  steroid dependent #8  (#7) and (CK= #1208, FLR (1 ~ 23 # H), IR (2 ~ 5), MR (6 ~ 12), W48 (13 ~ 18))
9 requent #9 CIR TH or 1R AL)
O relaps® O #7and 49
#1 SDNS A1 B ora10
CQ - XHtRFR ¢ 105 106 ¢ CQ - XERZER

#12 (#11) and (DT=19002017)
Bk 11 15

4 The Cochrane Library (2018 % & /1 22 115

#1 MeSH descriptor: [Nephrotic Syndrome] this term only
#2 MeSH descriptor: [Nephrosis, Lipoid] this term only
# nephrotic syndrome

#4 lipoid nephrosis

#  Hloror#3ortd

#6. child* o infant or boy" o girl* or pediatrc* or pacdiatric* or adolescen
W #samake

#5 dependent

o frequent

#10. relaps*

1 SDNS

w2 FRNS

#13 SSNS

4 refraciory

#15 sensitive

#16 #80r#9 or #10 or #11 or #12 or #13 or #14 or #15
H7 Ritwimab

#18 MeSH descriptor: [Rituximab] explode all trees

#O #1Tor#1s

#7 and #16 and #19
#:

#7 and #16 and #19 with Cochrane Library publication date between Jan 1900 and Dec 2017, in Cochrane Reviews, Cochrane Protocols
RIS S FF(The Cochrane Database of Systematic Review : CDSR)
#2247 and #16 and #19 with Publication year from 1900 to 2017, in Trials

1346 24 P (The Cochrane Contrlled Trials Register : CCTR)

CQ4: MRZFOA NMEREZ 70— EERBICH L TRENHRIHRES LS

+ PubMed (2018 45 11 20 11

#1 “Nephrotc Syndrome [TW]

#2 resistant[TIAB]

# SRNS[TIAB]

#4  refract* [TIAB]

#  #20R#IORH

#HIAND#S

#8 "Glomerulosclerosis, Focal Segmental” [MH]
# FGSITIAB)

#10 FSGS(TIAB]

#11 seamental glomerulosclerosis [TW)

#12 “glomerular discases” [TIAB]

#13 "glomerular disease” [TIAB]

#1645 0R # OR 10 OR #11 OR #12 OR #13
#7 #60RHI6

#s “[MH] OR " o[pa]

#19 cyclosporin® [T

20 tacrolimus [TW]
#21 "Cyclophosphamide” [MH] OR cyclophosphamide [TW]
#22 "Mycophenolic Acid”[MH] OR mycophenol*[TW]
23 #18OR #19 OR #20 OR #21 OR #22

#17AND#23

i
#5 child* [TW] OR infant’

W] OR boy* [TW] OR girl* [TW] OR pediatric* [TW] OR pacdiatric* [TW] OR adolescen* [TW]
#2624 AND #25

#2726 AND (systematic [SB] OR Meta-Analysis [PT])

#28 #27 AND 0001 [PDAT] : 2017 [PDAT]

R8I AFYTF (v 2L Ea—)
431 "Epidemiologic Sudies’ [MH] O "Clincal Trias s Topic” [MH) OR "Clincal Trial [Publicaion Type
3 H6AND I

434 #SOR#9 OR #10 OR #11

#34 AND #23 AND 25

#31 AND 35
#

7 #36 AND 0001 [PDAT] : 2017 (PDAT]
ks 236

+ BESEE Web (2018 76 11 2 F10%)
H1 (b7 TR TH or 47 0 — EAEHE /AL)
02 GRERIKBRALAE - ARSI /TH or Bk L 1AL)

WAL
# SNS/AL
45 #ors

#6 #land#s
1 wors

T HERE - AT 0 RIS R TH

w0 #Torks

#1 #9and #10
412 SRR TH o SAELA TH
#13 #9and 412

"4 and @ 70 A or 2704 K/SL AR IAL)

#15 (Ciclosporin/TH or ¥ 7 11 1) ¥ /AL)

#16  (Cyclophosphamide/TH or ¥ 7 17 4 27 7

#17 (Tacrolimus/TH or % 7 011 A /AL)

#18 (“Angiotensin-Converting Enzyme Inhibitors"/TH or 7 > 474 7> & » ZBEFE

19 (-Angiotnsin Receptor Antagoniss"MTH or 7 ¥ ¥4 7> 3 ¥ SE B 1AL)

420 (Rituximab/TH or ) /% 3

7 IAL)
#21 ("Mycophenolate Mofetil"/TH or 3 37 = / = V% 7 =1 JAL)

422 (IS TH or ISECH /AL)

423 (NG e FTH o MGG IAL)

M4 TTILYAML

#25 CLDL Lipoproteins"/TH or LDLIAL)

#26 #14 0r 15 or #16 or #17 or #18 or #19 or #20 or #21 or #22 ar 23 or #24 or #25
W7 #1and 26

28 #llor#i3ore

#29 (128) and (PT= RS C CK= £ 1)




CQ - R ¢ 107

#30 (429 and (C)

(1~23 7 1), 482

itk e, 7 (6 ~ 12), M (13 ~ 18))
31 U TH or AN /AL)

32 #29and 131

3 #0032

34 (433) and (PT= AW, 23

#35(933) and (RD= X 2 70 ¥ %, 7 > 5 ALIAGRIE, 167 > & AL

ST B A KT A

6 #4ori3s

37 (#36) and (D

9002017

Hrdid R 185 £

‘The Cochrane Library (2018 4 § ] 22 [1zs

#1 MeSH descriptor: [Nephrotic Syndrome] explode sl tres
9 Nephroic Syndrome
#5 MeSH descriptor: [Nephross, Lipoid this term only

4 Tipoid nephrosis

#5 #lor#2or#orss
#6 resistant

W SRNS

" et

" wsor#ores

H10 #5and 49

#11 MeSH descriptor: [

lomerulosclerosis, Focal Segmental] explode all rees
n rGs

413 FSGS

#14. segmental glomerulosclerosis

415 glomenlar discases

#16  glomerular discase

17411 or #12 0r #13 or K14 or #1S or #16

8 #100r 817

#19 MeSH deseriptor: [Immunosuppressive Agents] explode all trees

420 cyelosporin®

921 tcrolimus

#22 MeSH deseriptor: [Cyclophosphamide] explode all trees

#23 Cyclophosphamide

#24 MeSH deseriptor: [Mycophenolic Acid] explode all trees

25 mycophenol®

#2619 0r #20 or #21 or #22 or #23 or #24 o #25

"7 Msand 26

25 pubmedan

#9927 nou2s

#30 #27 not #28 with Cochrane Library publication date between Jan 1900 and Dec 2017, in Cochrane Reviews, Cochrane Protocols

HedEE 4 14 P (The Cochrane Database of Systematic Review © CDSR

#31 #27 not #28 with Publication year from 1900 to 2017, in Trials

R4 82 (The Cochrane Controlled Trials Register * CCTR)




Chapter I: General
1. Disease Concept and Etiology

[Summary]

®  Nephrotic syndrome refers generically to a set of pathologic conditions characterized by severe
proteinuria, hypoalbuminemia, and generalized edema due to glomerular capillary disorder.

®  Approximately 90% of cases of pediatric nephrotic syndrome are classified as idiopathic
nephrotic syndrome (primary nephrotic syndrome).

Nephrotic syndrome refers generically to a set of pathologic conditions characterized by severe
proteinuria and hypoalbuminemia due to glomerular capillary disorder, resulting in generalized
edema. While it was reported to occur at a rate of 2 in 100,000 children per year in Western
countries !, its incidence in Japan was about 3 times higher at an incidence of 6.5 in 100,000
children per year, according to an epidemiological survey in 2013 2! (refer to p. 23, “4.
Epidemiology™).

In addition, as the primary disease, idiopathic nephrotic syndrome of an unknown cause (primary
nephrotic syndrome) accounts for approximately 90% of children with nephrotic syndrome
(approximately 60% of adults at age >20 years) (Figure 1) ¥, and approximately 80% of these cases
are of the minimal-change-disease <! (refer to p. 18 “3. Kldney biopsy”). The diseases covered by
this 2020 guideline will be pediatric idiopathic neph of the |-change-disease,
focal segmental glomerulosclerosis, and diffuse mesangial proliferation, and hereditary focal
segmental glomerulosclerosis, which has recently been reported with increasing detection, will be
described as an important disease to differentiate from the other types.

Although the etiology of glomerular capillary disorder in pediatric idiopathic nephrotic syndrome is
considered to involve I) T cell functional impairment, 11) humoral factors (circulating factors), and
111) genetic abnormalities (in podocyte constituents, mainly slit membrane), no definite factor has
been identified.

1) The discussion about T cell functional impalrment dates back to 1974 when Shalhoub proposed
the “theory of lymphocyte functional impairment” 1. This theory was proposed on the basis of
suggestions from some events, |nc|udmg the followmg 1) Slerolds and calclneunn inhibitors are

effective in patients with the minimal-chang . 2) The I ge-di can remit with
the cnmractlon of measles and malaria, which reduce cellular immunity. 3) Complication of the
|-change-di asatl symptom in patients with malignant lymphoma or

other diseases that can cause T cell functional impairment.

11) Involvement of humoral factors has been assumed from the results of studies in steroid-resistant
nephrotic syndrome. 1. Nephrotic syndrome develops in mice receiving a serum from a patient with
steroid-resistant nephrotic syndrome [*1. 2. Some patients with a relapse of nephrotic syndrome
following kidney transplantation respond to plasma exchange ), and when the graft is immediately
excised from a patient with a relapse of nephrotic syndrome in the transplanted kidney and re-
transplanted to another patient, the nephrotic syndrome remits . Although humoral factor
candidates have been reported, including hemopexin, vascular permeability factor (VPF), vascular
endothelial growth factor (VEGF), active oxygen, soluble urokinase receptor (SUPAR), interleukin-
13 and -8, tumor necrosis factor alpha (TNFa), and cardiotrophin-like cytokine factor 1 (CLC-1) [
18 no reproducible results have so far been obtained and the essential natures of humoral factors and
immunological abnormalities that can express them remain unclear.

111) As for genetic abnormalities, Tryggvason et al. discovered the causal gene for Congenital
nephrotic syndrome - Finnish type in 1998 (1) (NPHS1 gene abnormality), ing research on genes
associated with podocyte constituent proteins. Thereafter, analyses of genes for familial steroid-
resistant nephrotic syndrome and focal segmental glomerulosclerosis have identified more than 50
genetic abnormalities in slit membrane components, podocyte actin backbone constituents,
glomerular basement membrane and podocyte - glomerular basement membrane junction
components, and components involved in the negative charge of the podocyte membrane (refer to p.
30 “6 Genetic testing”). These findings have shown that podocyte disorders are important to the

mechanism of protein leakage in nephrotic syndrome; however, single-gene abnormalities account
for only a small percentage of cases of idiopathic nephrotic syndrome (approximately 30% in
steroid-resistant nephrotic syndrome) and rare in steroid-sensitive idiopathic nephrotic syndrome.
Based on the involvement of immune abnormalities in the etiology and the racial differences in the
incidence of the disease, the HLA gene has so far been suggested to be involved in disease

in steroid iti hrotic syndrome 12021, A recent large-scale genome-wide
association analysis (GWAS) suggesled an association with HLA-DQAL and PLCG2 # in South
Asians and European and American Caucasians, and with HLA-DR/DQ in Japanese 123,

Chapter I: General
2. Definitions

[Summary]
The diagnostic criteria for pediatric idiopathic nephrotic syndrome will be based on the definition by
the International Study of Kidney Disease in Children (ISKDC) [4,

1) Persistent severe proteinuria (nocturnal urine collection >40 mg/hr/m? or early morning urine
protein-creatinine ratio >2.0 g/gCr)

and

1) Hypoalbuminemia (serum albumin <2.5 g/dL)

The condition that concurrently meets the above requirements 1) and 1) in the absence of definite
causal disease is defined as pediatric idiopathic nephrotic syndrome (primary nephrotic syndrome).

The definition of pediatric idiopathic nephrotic syndrome is shown above. The definitions for the
other terms are shown in Table 1 below. For reference, the diagnostic criteria for adults is shown in
Table 2 @,

Table 1 Definitions of terms concerning pediatric idiopathic nephrotic syndrome
Nephrotic syndrome Persistent severe proteinuria (C40 mg/h/m2 in pooled night urine
cr early momlng urine protein creatinine ratio >2.0 g/gCr) and
ia (serum albumin <2.5 g/dL)
Primary nephrotic syndrome Nephrotlc syndrome with primary glomerulonephritis
Idiopathic nephrotic syndrome | Primary nephrotic syndrome of unknown cause

Secondary nephrotic Including nephrotic syndrome from an evident causal disease and
syndrome nephrotic syndrome due to genetic abnormal
Complete remission Negative protein on dipstick testing of early morning urine for 3

consecutive days, or early morning urine protein creatinine ratio <
0.2 g/gCr for 3 consecutive days

Incomplete remission =1+ protein on dipstick testing of early morning urine or early
morning urine protein creatinine ratio >0.2 g/gCr, and serum
albumin >2.5 g/dL

Relapse >3+ proteln on dipstick testing of early morning urine (urine
prots inine ratio >2.0 g/gCr)for 3 consecutive days

Steroid-sensitive nephrotic Disease with complete remission within 4 weeks following the start
syndrome of daily prednisolone therapy
Frequemly relapsing Two or more relapses within 6 months aﬂer initial remission, or 4

phi syndrome or more relapses within any 12 months
Steroid-dependent nephrotic | Two consecutive relapses during prednisolone tapering or within
syndrome 14 days after discontinuation of prednisolone
Steroid-resistant nephrotic Absence of complete remission after at least 4 weeks of daily
syndrome prednisolone therapy
Refractory nephrotic Steroid sensitive nephrotic syndrome with continuing frequent
syndrome™ relapses or steroid-dependent despite of standard

immunosuppressant therapy™?, and, thus requiring continuation of
steroid therapy (refractory frequently-relapsing and steroid-
dependent nephrotic syndrome); or steroid resistant nephrotic
syndrome without complete remission despite of standard
immunosuppressant therapy "?(refractory steroid-resistant nephrotic
syndrome;

*1The Ministry of Health and Welfare Study Group for the Designated Disease Nephrotic Syndrome
defines "refractory nephrotic syndrome” in adults as “cases in which complete remission or
incomplete remission cannot be achieved with various treatments during a 6-month treatment period.”

In this 2020 guideline, which targets children, treatment-resistant frequently-relapsing and steroid-

nephrotic synd and steroid-resistant nephrotic synd are defined together as

“refractory nephrotic syndrome.”

*2While the definition may be changed accordlng to the approval status of i |mmunosuppress|ve agent
indications in the future, “freqy y-relapsing and steroid: and “steroid: tant” are
defined as “refractory” in cases where the condition is difficult to control with the use of
cyclosporine and cyclophc ide, and where ission cannot be induced even with a
combination therapy with cyclosporine and steroid pulse therapy, respectively, as of November 2019.

Table 2 Diagnostic criteria for adult nephrotic syndrome

1. Proteinuria: A level of >3.5 g/day persists.

(the same applies in cases of spot urine check showing a urinary protein/creatinine ratio of >3.5

9/gCr)

2. Hypoalbuminemia: Serum albumin level <3.0 g/dL. A total serum protein content of <6.0 g/dL.
also serves for reference.

3. Edema




4. Dyslipidemia (hyper-LDL: olemia)

Notes: 1) Of note, both the above-described findings of urine protein content and hypoalbuminemia
(hypoproteinemia) are an essential requirements for the diagnosis of this syndrome.

2) Edema is not an essential condition for this syndrome but is an important finding.

3) Dyslipidemia is not an essential condition for this syndrome.

4) Oval fat bodies serve for reference in the diagnosis of this syndrome.

(Source: 1. Disease concept, definition, constituting illness, and pathophysiology. Evidence-based
Clinical Practice Guideline for Nephrotic Syndrome 2017, edited by the Study Group on refractory
Kidney Diseases in the MHLW Grant-in-Aid for Scientific Research Project for Research on
Policies for Refractory Diseases (Refractory Disease Policy Research Project), Tokyo, Tokyo
Igakusha. co.jp., 2017: 1-5.)

India and Japan in 2015 87, and the description in the 2015 Cochrane review was substantially
modified 1,

Including these three new randomized controlled studies, a meta-analysis of high quality was
conducted, demonstrating that there was no difference in the risk of frequent relapses between the
ISKDC regimen and the long-term tapering regimen. The long-term tapering regimen is considered
to have been over-evaluated in the study with a high risk of biasing; it was concluded that there was
no benefit from an extension of the duration of prednisolone treatment to 3 months or longer in the
treatment at the time of first episode 8. Accordingly, this 2020 guideline will recommend that 8-
week treatment (ISKDC regimen) be chosen in the treatment of pediatric idiopathic nephrotic
syndrome at the time of first episode. Strictly speaking, the 8-12 week treatment is recommended
since the analysis in the Cochrane review compared 8-12 weeks and 12 weeks or longer; however,
we recommend the 8-week treatment as in the randomized controlled study conducted in Japan ). It
is necessary to continue to compile evidence, and we would like to monitor the results from similar
randomized controlled studies (e.g., PREDNOS Study 1) and the trends in guidelines available
outside Japan.

+2. Treatments of relapses

For steroid treatment at the time of relapse, no new evidence has been compiled. We propose the
modified ISKDC regimen or the long-term tapering regimen in this 2020 guideline, as in the
previous Guideline 2013.

Examples of treatment

At the time of relapse Modified ISKDC regimen Example of prednisolone therapy

1) 60 mg/m?/day or 2 mg/kg/day (up to 60 mg/day) in 1-3 divided doses, consecutive days, at least
until 3 days after confirmation of the disappearance of urine protein, but not exceeding 4 weeks.

11) 60 mg/m?/day or 2 mg/kg/day (up to 60 mg/day), single dose, morning, alternate days, 2 weeks
111) 30 mg/m?/day or 1 mg/kg/day (up to 30 mg/day), single dose, morning, alternate days, 2 weeks
1V) 15 mg/m?day or 0.5 mg/kg/day (up to 15 mg/day), single dose, morning, alternate days, 2 weeks

*The tapering methods of 1) to 1V) are largely dependent on the attending physician’s discretion,
and the long-term tapering regimen may be chosen as appropriate. Body surface areas and body
weights will be calculated using height-based standard body weights (refer to Tables 1-A and 1-B on
pages 42-45, “1. General description of treatments”).

The KDIGO Guideline proposes the ISKDC regimen (prednisolone administered at 60 mg/m?/day
for consecutive days and +40 mg/m?day for alternate-day administration for 4 weeks until 3 days
after negative urine protein testing) for the non-frequently-relapsing type, and the long-term tapering
regimen for the frequently-relapsing and steroid-dependent type . In Japan, there is no discretion
according to therapeutic responsiveness, and the modified ISKDC regimen with the duration of
alternate-day administration extended to 6 weeks as described above and the long-term tapering
regimen involving longer duration of long-term alternate-day administration are common. We have
decided to propose the same in this 2020 guideline.

In the Cochrane review, a report from Sri Lanka (meeting minutes) was reviewed, concluding that
long-term dose tapering on alternate days for 7 months was more effective than the 2-month ISKDC
regimen [ This is the only available randomized controlled study; a further randomized controlled
study is desired to determine the rationale for the long-term tapering regimen during relapses.

43. Others
For steroid dose tapering, daily dose reduction is recommended in the “Evidence-based Clinical

Practice Guideline for Nephrotic Syndrome 2017 ®); however, in children, dose reductions should
be performed by alternate-day administration to prevent growth disorders caused by steroids. While
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no report is available for nephrotic syndrome patients, two studies have reported that growth
disorders in patients ing kidney ion were i by switching the steroid
regimen from daily administration to alternate-day administration 191, In patients with confirmed
epiphyseal closure (at 17 years of age for boys, 15 years for girls), there is no longer concern about
growth disorder; therefore, daily tapering may be considered with the disease control status or
patient transfer to a medical institution for adults in mind.

For daily administration of steroid, the Japanese Guideline states that the daily dose should be in
three divided doses [, whereas in the KDIGO Guideline, the daily dose should be administered in
one portion [, It has been reported that there was no difference in efficacy of treatment at the time of
relapse between single dose and 3 divided doses, and that the incidence of steroid side effects was
lower with single dose [1). On the other hand, no controlled study has compared treatments at first
episode. Based on the above facts, this 2020 guideline describes daily dosing as one to three divided
doses. To minimize the incidence of steroid side effects after alternate-day dose reduction, it is
desirable that the daily dose be given in a single dose as conventional.

Itis disputable whether steroid doses should be based on body surface area (mg/m?) or body weight
(mg/kg). With regard to the influence of this difference on treatment and prognosis, one study
reported that a better relapse suppression effect was obtained when the dose is determined on the
basis of body surface area to increase exposure 2, and a randomized controlled study reported that
there was no difference in relapse rate %1. As of December 2018, no clinical study was available
with a high accuracy that permits a determination of superiority/inferiority; therefore, this 2020
guideline mentions both cases.

Since considerable intestinal edema poses a concern about poor absorption of oral steroid, the
“Evidence-based Clinical Practice Guideline for Nephrotic Syndrome 2017” states that intravenous
administration may be considered . However, since no studies have compared oral medications and
intravenous drugs, efficacy differences are unclear. If oral medication is difficult due to vomiting and
abdominal pain associated with intestinal edema in children, we consider that intravenous steroid
may be used temporarily at the same dose.

The 2015 Cochrane review newly included a description of daily administration of low-dose steroid
to prevent relapses with common cold in patients with frequently-relapsing nephrotic syndrome at a
high risk of relapse 8. More than one randomized controlled study has been reported, including
studies of remission maintenance by alternate-day administration of prednisolone at 0.1-0.75 mg/kg
to maintain remission in frequently-relapsing and steroid. nephrotic syndrome (14161 and
one study in patients with a history of the frequently-relapsing type who had been withdrawn from
prednisolone for 3 months 1171, The relapse risk was reported to have been decreased significantly by
switching the regimen to daily administration of low-dose prednisolone for 5-7 consecutive days. We
consider that these results deserve noting in clinical practice for pediatric idiopathic nephrotic
syndrome in Japan in the future.

Finally, an investigation by the Japanese Study Group of Kidney Disease in Children (JSKDC)
suggested that in the treatment of first episode of pediatric idiopathic nephrotic syndrome, a length of
time of 9 days or more taken from treatment initiation to remission and first relapse within 6 months
were risk factors for frequently-relapsing nephrotic syndrome 8. To demonstrate the accuracy of
this result, another demonstrative cohort is required, and this is an issue to be investigated in the
future.

Chapter II: Treatments

2. Specifics

B. Treatment of lapsing and steroid ic syndrome

cQ2
Are immunosuppressive agents recommended for children with frequently-relapsing and steroid-
dependent nephrotic syndrome?

Recommendation statements:
®  Since various side effects develop with the use of steroid in children with frequently-relapsing
and steroid-dependent nephrotic syndrome, use of an immunosuppressive agent is

ded. R grade 1B (: ratio 94%)
1. Administration of cyclosporine is Ri mendation grade 1B ratio
100%)
2. Administration of cyclophosphamide is recommended. Recc ion grade 1B
ratio 94%)

3. We propose administration of mizoribine (off-label use). Recommendation grade 2C
(agreement ratio 100%)

4. We propose administration of mycophenolate mofetil (off-label use). Recommendation grade
2C (agreement ratio 100%)

5. We propose administration of tacrolimus (off-label use). Recc ion grade 2C
ratio 88%)

Treatment examples

1. Example of cyclosporine treatment

Reference: Started at 2.5-5 mg/kg/day in two divided doses. Doses will be adjusted to reach the
following blood concentrations:

For management by trough level*: 80-100 ng/mL for 6 months and then 60-80 ng/mL.

For management by C2 value™: 600-700 ng/mL for 6 months and then 450-550 ng/mL.

For long-term administration, a kidney biopsy should be performed, even in the absence of renal
dysfunction, to examine for chronic nephrotoxicity (refer to p. 18 “3. Kidney biopsy™).

2. Example of cyclophosphamide treatment

Reference: Administered at 2-2.5 mg/kg/day (up to 100 mg) in a single portion for 8-12 weeks.
The cumulative dose should not exceed 300 mg/kg, and doses should be administered in one course
only.

3. Example of mizoribine treatment (off-label use)

Reference: Administered at 7-10 mg/kg/day in a single portion (high dose). Doses will be adjusted to
reach the following blood i Peak blood ion (C2 value™ or C3 value™): >3.0
ug/mL.

4. Example of mycophenolate mofetil treatment (off-label use)

Reference: Administered when the standard immunosuppressive agent cannot be used due to side
effects.

1,000-1,200 mg/m?/day (or 24-36 mg/kg/day, up to 2 g/day) in two divided doses.

5. Example of tacrolimus treatment (off-label use)
Reference: Administered when the standard immunosuppressive agent cannot be used due to side
effects.




Started at 0.1 mg/kg/day in two divided doses. Doses will be adjusted to reach the following blood
concentrations: Trough range**: 5-7 ng/mL for 6 months and then 3-5 ng/mL.

Note 1: Body weights will be calculated using height-based standard body weights (refer to Tables
1-A and 1-B on pages 42-45, “1. General description of treatments”) (the same applies for body
surface areas).

Note 2: It is desirable that the above-described treatment be performed in collaboration with a
pediatric nephrologist. In particular, drugs to be used off-label are desirably administered by a
pediatric nephrologist.

“Ipredose blood concentration

*2Blood concentration at 2 hours post dose

*3Blood concentration at 3 hours post dose

Evidence summary

The efficacy of cyclophosphamide for children with frequently-relapsing nephrotic syndrome has
been reported in some randomized controlled studies; however, other studies reported that the effect
was limited. Cyclosporine was shown to be as effective as cyclophosphamide in the only avallable
randomized controlled study in children with freq y-relapsing and steroid:

syndrome with cyclophosphamide as the comparator. Although mizoribine was not shown tobe
effective for children with frequently-relapsing and steroid-dependent nephrotic syndrome in a
randomized controlled study to compare usual doses with placebo, a retrospective study suggested its
efficacy at high doses. Mycophenolate mofetil was shown to produce side effects within the
acceptable range, although its relapse-suppressing effect was slighlly lower than that of cyclosporine,
in a randomized controlled study in children with freq psing and steroid:

nephrotic syndrome with cyclosporine as the comparator. Tacrolimus was studied in a non-
randomized controlled study and retrospective study in children with frequently-relapsing and

steroid-dependent nephrotic synd with my mofetil as the i , and was
shown to be as effective as mycophenolate mofetil in the suppression of relapses.

Commentary

+1. General

In children with freq y-relapsing and steroid: phrotic syndrome, a broad range of

steroid side effects develop, such as growth disorder, obesity, diabetes mellitus, cataract, glaucoma,
hypertension, osteoporosis, and femoral head necrosis; therefore, we recommend that
immunosuppressive agents be used. The Cochrane review shows that cyclophosphamide,
chlorambucil, cyclosporine, and levamisole are significantly effective, and that mycophenolate
mofetil may be effective but there is a limited range of data comparing the aforementioned four
drugs ™. The KDIGO guideline 2 recommends six drugs consisting of the above five and tacrolimus.
According to a nation-wide survey in an MHLW Grant-in-Aid for Scientific Research project,
cyclosporine, mizoribine, and cyclophosphamide are the most commonly used i |mmunosuppress|ve
agents used as first-line drugs for pediatric lapsing and steroid-dependent neph
syndrome in Japan, listed in this descending order, and facilities with cyclosporine as the first-line
drug accounted for more than 50% (1. Of these three drugs, cyclosporine and cyclophosphamide
have strong evidence for efficacy. The Cochrane review reported that cyclosporine and
cyclophosphamide were equally effective ). Mizoribine has been suggested to be effective at a high
dose (off-label use), although evidence is lacking. In addition, this also constitutes off-label use in
Japan,mycophenolate mofetil and tacrolimus may be mentioned as therapeutic options for cases
difficult to treat with standard immunosuppressive agents.

In the presence of nephrotic syndrome relapse, oliguria and hypertension can develop, and the risks

of cyclosporine-induced acute nephrotoxicity, posterior reversible encephalopathy syndrome (PRES),

cyclophosphamide-induced hemorrhagic cystitis, and other events are considered to increase;
therefore, it is safe to newly start any immunosuppressive agent after remission by steroid therapy.
Since of i e agents for children with frequently-relapsing and

steroid-dependent nephrotic syndrome is usually performed in combination with a steroid, the
statement in this section has been prepared on the assumption of combination with a steroid. While
cyclophosphamide is the only drug that has been reported to be effective in a randomized controlled
study comparing a treatment group and a 1t group, we have the efficacy and
recommendation grades by mutual comparisons of individual drugs. Bearing in mind the above-
described frequency of use and recommended grades, cyclosporine, cyclophosphamide, mizoribine,
m mofetil, and i are described in this order. In actual settings, drugs should be
chosen in view of their effects, side effects, and the patient’s condition. In recent years, evidence for
rituximab has been increasing in volume remarkably.

For details, refer to “CQ3" on page 59 “2 Specifics” “C. Treatment of refractory frequently-relapsing
and steroid-dependent nephrotic syndrome”.

+2. Specifics

1. Cyclosporine
Cyclosporine is highly effective against pediatric frequently-relapsing and steroid-dependent
nephrotic syndrome, allowing steroids to be tapered and discontinued in most patients 11, In a
randomized controlled sludy in children with frequently-relapsing and steroid-dependent nephrotic
yndi , the rate at 9 months after the start of intervention was similar

between a group receiving cyclosporine at 6 mg/kg/day for 9 months (thereafter tapered and
discontinued over a period of 3 months) and a group receiving cyclophosphamide at 2.5 mg/kg/day
for 8 weeks [111. The Cochrane review reported that cyclosporine and cyclophosphamide were
equally effective . Based on the fact that the efficacy of cyclophosphamide for children with
frequently-relapsing nephrotic syndrome has been demonstrated in some randomized control studies,
the recommendation grade for cyclosporine has been determined as 1B.
Cyclosporine doses are adjusted while monitoring its blood concentrations. In a Japanese multicenter
prospective randomized controlled study of Sandimmun® in 44 children with frequently-relapsing
nephrotic syndrome, higher remission maintenance effect was shown in the dose-adjustment group
(blood trough level 80-100 ng/mL for 6 months and at 60-80 ng/mL for 18 months) than in the dose-
fixation group (2.5 mg/kg/day for 24 months) (50% vs. 15%, p=0.006) . Thereafter, a multicenter
clinical study of Neoral®, a newly developed microemulsified preparation of cyclosporine 12, in 62
children with frequently-relapsing nephrotic syndrome patients was conducted with dose adjustments
based on the above-described trough levels, showing that the drug was similarly effective and highly
safe (2-year relapse-free rate 58%, incidence of nephrotoxicity 8.6%) (1.
The area under the time-concentration curve (AUC0-4) of cyclosporine in patients with pediatric
idiopathic nephrotic syndrome has been reported to be most strongly correlated with C2 (blood
concentratlon at 2 hours post dose), as in the kidney transplantation patients 1. With this

, prospective, rar , controlled trial was conducted in Japan in 93
children wnh frequently-relapsing nephrotic syndrome to compare two different target C2 levels: a
higher C2 group (target C2 600-700 ng/mL for the first 6 months, followed by 450-550 ng/mL for
the next 18 months) and a lower C2 group (target C2 450-550 ng/mL for the first 6 months, followed
by 300-400 ng/mL for the next 18 months). As a result, no significant difference in the proportion of
remission maintenance at 24 months was found, but the frequent relapse inhibition rate during the
study period was significantly higher in the higher C2 group, and the incidence of nephrosis relapse
was significantly lower. There was also no significant difference in the incidence of adverse events
15

Points to note for use

The greatest concern about cyclosporine side effects is chronic nephrotoxicity, and its risk increased
as administration is continued for 2 years or more [1617], Since it is impossible to diagnose
cyclosporine-induced chronic nephrotoxicity merely by urinalysis and blood tests, a kidney biopsy
should be performed to examine for nephrotoxicity [ in case of long-term administration as
appropriate, and long-term administration should be avoided whenever possible (refer to p. 18 “3.
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Kidney biopsy”).

On the other hand, a problem arises from relapses following treatment discontinuation in many
patients (cyclosporine dependence) 7191, In the above-described randomized controlled study with
cyclophosphamide as the comparator, in which cyclosporine was discontinued at 1 year post dose,
the 2-year remission maintenance rate was significantly higher with cyclophosphamide 4 It has
also been reported that in patients who responded to cyclosporine, sensitivity decreased during the
clinical course and relapses occurred frequently 2%, and that the drug had become ineffective at the
restart of administration following the discontinuation 1. According to a follow-up survey following
the end of the above-described multicenter clinical study of Neoral® 1], 84.7% of the subjects
experienced a relapse, and 59.2% suffered frequent relapses within 2 years after the end of
cyclosporine treatment, and the risk of post-discontinuation relapse was high in the group of subjects
with any relapse during cyclosporine treatment 1291, In addition, a follow-up report at 10 years after
the end of the main study showed that these relapses were also noted in the transition from puberty to
adulthood (211,

Other characteristics include high incidences of cosmetic side effects such as hypertrichosis and
gingival swelling (7219, |n addition, infections, hypertension, and PRES can occur as complications
[+101: syfficient information on side effects should be provided during use. Regarding the timing of
oral medlcanon better absorption has been with prepi ion (15-30 minutes
before meals) than with postprandial medication. Since many drugs influence the metabolism of
macrolide antibiotics, concomitant medications should be used carefully. In addition, grapefruit juice
should be avoided as it inhibits metabolism of cyclosporine and causes increased blood
concentrations of the drug.

2. Cyclophosphamide

Cyclophosphamide has long been demonstrated to be effective against frequently-relapsing nephrotic
syndrome in children by a randomized controlled study 22, and the Cochrane review showed that the
drug significantly lowered the risk of relapse at 6 to 12 months compared with prednisolone
monotherapy (RR 0.47, 95% CI 0.33-0.66; 12=0%) [ In a randomized controlled study in pediatric
frequently-relapsing nephrotic syndrome, cyclophosphamide was shown to be significantly more
effective at a dose of 3 mg/kg/day in an 8-week dosing group than in a 2-week dosing group 23,
However, a German nonrandomized controlled study 4l reported that 12-week administration
(cumulative dose 168 mg/kg) was more effective than 8-week administration (cumulative dose 112
mg/kg) for steroid dependent nephrotic syndrome at a dose of 2 mg/kg/day, whereas a Japanese
randomized controlled study % showed that no difference was found between 8-week administration
at a dose of 2 mg/kg/day and 12-week administration, with the effect being limited in both cases.
Based on a comprehensive evaluation of these reports, the recommendation grade was set at 1B.

Points to note for use

Important side effects of cyclophosphamide include gonadal dysfunction, especially azoospermia in
boys, of which the risk is particularly higher in those of pubertal age (Tanner stage 2 or greater,
corresponding to a testicular weight of 3 mL or more in boys) 251, In addition, a meta-analysis
reported that the risk of azoospermia increases in boys when the cumulative dose of
cyclophosphamide exceeds 300 mg/kg. In men, a cumulative dose of 168 mg/kg is said to be safe,
and the KDIGO guideline describes the cyclophosphamide regimen for pediatric frequently-
relapsing and steroid-dependent nephrotic syndrome as 2 mg/kg for 8-12 weeks (maximum
cumulative dose 168 mg/kg) 2. In this 2020 guideline, the cumulative dose should not exceed 300
mg/kg, and doses should be administered in one course only. The risk of female infertility has been
documented to be lower than the risk of male infertility, and meta-analyses reported that a
cumulative dose up to 200 mg/kg was safe 291 and that female infertility at post-pubertal age
developed at cumulative doses of 300 mg/kg and hlgher [,

Other common side effects include m: on, particularly ia with an incidence of
3291291 It s therefore desirable that blood tests should be performed periodically every 1 to 2 weeks
to monitor white blood cell (WBC) counts, and onset of leukopenia warrants cyclophosphamide dose
reduction or suspension (e.g., dose reduction at a WBC count of <4,000/uL, suspension at a WBC

count of <3,000/uL). Other important side effects to note include infections, alopecia, hemorrhagic
cystitis, hepatic dysfunction, interstitial pneumonia, and inappropriate antidiuretic hormone secretion.
Before use of cyclophosphamide, sufficient information on side effects should be given to patients
and their families in advance.

Cyclophosphamide treatment has been reported to be less effective in young patients 2232, steroid-
dependent patients [25.26.20.33-35] and patients with focal segmental glomerulosclerosis 12637,

3. Mizoribine
Mizoribine is a metabolic antagonist developed in Japan. In Japan, a double-blind placebo-controlled
multicenter randomized controlled study compared mizoribine and placebo administered at a dose of
4 mg/kg/day for 48 weeks in pediatric frequently-relapsing and steroid-dependent nephrotic
syndrome, showing no significant difference in relapse rate between the mizoribine group and
placebo group B8, Therefore, mizoribine therapy for children with frequently-relapsing and steroid-
nephrotic synd is not also in the Cochrane review [
A number of studies of high doses of mizoribine for children with frequently-relapsing and steroid-
dependent nephrotic syndrome were reported one after another (3342, A retrospective cohort study to
compare standard doses and high doses (7-10 mg/kg/day) showed that the high doses were more
effective, with significantly decreased frequency of relapse in patients with a peak blood mizoribine
concentration of 3.0 pg/mL or higher [43]. Thus, mizoribine was suggested to be effective at high
doses of 7-10 mg/kg/day; however, no reports with strong evidence exist, so the recommendation
grade was set at 2C.

Points to note for use

Although attention should be paid to hyperuricemia as a side effect, other side effects are relatively

infrequent, which makes this drug advantageous over other products. Since this drug is excreted

mainly via the kidneys, dose reductions are desired when the patient has renal dysfunction. In

addition, it should be noted that mizoribine is mdlcated for "nephrotlc syndromes that are difficult to

treat with steroid alone ing frequently-relap: and steroid-dependent cases)”, and that the
daily adult dose is specified as 150 mg/day in the package insert.

4. Mycophenolate mofetil

Mycophenolate mofetil is a purine metabolism antagonist with a mechanism of action similar to that
of mizoribine, and has been used for immunosuppressive therapy following organ transplantation.
Mycophenolate mofetil has been shown to be highly tolerable regarding side effects in two
randomized comparative studies for children with frequently-relapsing and steroid-dependent
nephrotic syndrome, although its remission maintenance effect was lower than cyclosporine 1441, In
the Children’s Nephrotic Syndrome Consensus Conference (CNSCC) (USA) [l and the KDIGO
guideline 4, 1-year treatment with mycophenolate mofetil is described as an immunosuppressive
therapy for frequently-relapsing and steroid-dependent nephrotic syndrome. This treatment is
considered to warrant consideration as a treatment for patients with frequently-relapsing and steroid-
dependent nephrotic syndrome who do not permit the use of standard immunosuppressive agents
because of side effects, although it represents off-label use in Japan. Since it is necessary to evaluate
its efficacy and safety by adequate randomized controlled studies etc., 2C was selected as the
recommendation grade in this 2020 guideline. As of December 2018, a randomized controlled study
with cyclophosphamide as a comparator (ClinicalTrials. Gov NCT01092962) has been completed
outside Japan, with results expected to be reported soon.

In many previous studies, mycophenolate mofetil doses were set on the basis of body surface area
(1,200 mg/m?/day)[4752, In the present guideline, the regimens and doses recommended in the
CNSCC 18l and KDIGO guideline 2! have been adopted. Since the absorption of mycophenolate
mofetil is widely variable among individuals, it is desirable that blood concentrations of
mycophenolate be monitored. It has been reported that the tendency to relapse is high when the pre-
dose concentration is less than 2.0 pg/mL (4551,




Points to note for use

Major side effects produced by mycophenolate mofetil consist of gastrointestinal symptoms and
myelost ion. Because of icity, females in and after puberty need to receive
instructions for contraception 153, In addition, the high risk of relapse after discontinuation of
treatment poses a problem 4. The CNSCC ¥ and KDIGO [ guidelines recommend that treatment
be continued 1 year or longer; however, the efficacy or safety of long-term treatment are unclear.

5. Tacrolimus

Tacrolimus is a cyclosporine-like calcineurin inhibitor, being the first-line drug over cyclosporine for
immunosupp in kidney ion as of December 2018. It is advantageous over
cyclosporine with lower incidences of cosmetic side effects such as hypertrichosis and gingival
hypertrophy; in the CNSCC 18 and KDIGO @ guidelines, it is positioned as an immunosuppressive
agent for children with frequently-relapsing and steroid-resistant nephrotic syndrome, like
cyclosporine and mycophenolate mofetil. For tacrolimus, no randomized controlled study has been
reported to compare it with cyclosporine or other i mmunosuppresswe agents. Ina nonrandomued
prospective study in 72 patients with pediatric freqy y-relapsing and steroid-+

syndrome, tacrolimus and mycophenolate mofetil were shown to be similarly effective in remlsslon
maintenance 5%, A retrospective cohort study reported that tacrolimus was more effective than
mycophenolate mofetil in relapse suppression, but produced adverse events such as infections and
pancreatitis 1. Since it is necessary to evaluate its efficacy and safety by adequate randomized
comparative studies etc., 2C was selected as the recommendation grade in this 2020 guideline. As of
December 2018, one multicenter open-label randomized controlled study of tacrolimus and
cyclosporine in patients with pediatric frequently-relapsing and steroid-dependent nephrotic
syndrome was ongoing (JSKDC06, UMIN 1D UMIN000004204); a report of its results is awaited.
Tacrolimus is a drug for which the dose is adjusted while monitoring its blood concentrations. In and
outside Japan, tacrolimus therapy represents off-label use for frequently-relapsing and steroid-
dependent nephrotic syndrome, with no safe and effective regimen established. In many previous
studies, blood trough levels were adjusted to 5-10 ng/mL on the basis of clinical research on kidney
transplantation (5557611, and the efficacy and safety of long-term treatment are unknown. For this
reason, the tacrolimus regimen and doses in this 2020 guideline have been set in the same manner as
with the KDIGO guideline 2 and the protocol of the aforementioned JSKDCO06.

Points to note for use

With regard to tacrolimus side effects, the development of diabetes mellitus is important; special
caution should be exercised when using tacrolimus in patients with a family history of diabetes
mellitus and patients with any glucose tolerance impairment risk factor (e.g., obesity) 7). As
described above, infections and pancreatitis have also been reported.5® In addition, tacrolimus has
been reported to cause renal interstitial fibrosis as with cyclosporine; long-term treatment should be
avoided if possible. With regard to renal interstitial fibrosis, a study reported that there was a
significant correlation with high trough levels of tacrolimus 51,

Chapter II: Treatments

2. Specifics

C. Treatment of refractory frequently-relapsing and steroid nephrotic sy

cQ3

Is rituximab treatment ded for child t refractory frequently-relapsing and steroid-

dependent nephrotic syndrome?

Recommendation statements:

®  We propose that rituximab be ini for remissi i in childhood-onset,
refractory frequently-relapsing and steroid- nephrotic . R i
grade 2B (agreement ratio 82%)

Treatment examples
Rituximab is administered by intravenous drip infusion at a rituximab dose of 375 mg/m?/dose at 1-
week intervals in a total of 1-4 doses. However, the single maximum dose should be up to 500 mg.

Evidence summary

Rituximab is administered for the purpose of remission maintenance in refractory nepl
syndrome characterized by onset of idiopathic nephrotic syndrome with steroid sensitivity in
childhood and the inability to maintain remission with conventional treatment (e.g., steroid,
immunosuppressive agents) and hence the development of frequent relapses or steroid dependence.
Caution should be exercised on side effects both in the acute and chronic phases, indications should
be determined carefully, and treatment should be administered by a physician with adequate
knowledge and experience. No established method of after-treatment is available.

Commentary
Rituximab is a monoclonal antibody against CD20 differentiated antigens expressed on B-cell
surfaces. Some cohort studies >, including a placebo-controlled randomized controlled study in

Japan [, and other randomized studies 1% have suggested that rituximab is effective for
chlldhood onset refractory frequently-relapsing and stemld l-dependent nephrotic syndrome. We
propose using rituximab for the purpose of in refractory frequently-rel g

and steroid-dependent nephrotic syndrome. Since there are many points to note for use, a wamlng
statement is provided in the package insert that treatment should be administered by a physician with
adequate knowledge and experience. In actual settings, it is desirable that the treatment be
administered by a physician specializing in renal disease in children.

As a result of an investigator-initiated trial in Japan [, the indication of rituximab for refractory
frequently-relapsing and steroid nephrotic syndrome was approved for the first time in the
world. The median relapse-free time, the primary efficacy endpoint, was significantly longer in the
rituximab group (24 subjects, age at registration 11.5 years, mean duration of illness 7.9 years) than
in the placebo group (24 subjects, age at registration 13.6 years, mean duration of illness 8.0 years)
(rituximab group 267.0 days, placebo group 101.0 days; hazard ratio [HR] 0.27, 95% CI 0.14-0.53,
p<0.0001). Time to treatment failure was significantly longer in the rituximab group (HR 0.27, 95%
C10.14-0.53, p=0.0005), and time to a frequently-relapsing and steroid-dependent state also
lengthened significantly in the rituximab group (HR 0.17, 95% CI 0.06-0.46, p=0.0001). The relapse
rate was significantly lower in the rituximab group than in the placebo group (HR 0.37, 95% CI
0.23-0.59, p<0.0001), and the mean steroid dose was found to be significantly lower at 9.12
mg/m?/day in the rituximab group than in the placebo group at 20.85 mg/m?/day (p<0.0001). There
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was no significant difference in the frequency of adverse events between the two groups. Based on
the above results, rituximab was concluded to be effective and safe for childhood-onset refractory
frequently-relapsing and steroid-dependent nephrotic syndrome. Outside Japan, a placebo-controlled
randomized controlled study in patients (2-18 years) with cyclosp:
frequently-relapsing and steroid-dependent nephrotic syndrome (C
and a randomized controlled study to compare the efficacies and safeties of rituximab and tacrolimus
in patients (3-16 years) with steroid-dependent nephrotic syndrome (ClinicalTrials.gov NCT
02438982) were conducted; although both studies have completed patient registration, study results
have not been published. In an open-label randomized controlled study of rituximab (administered at
375 mg/m?/dose in 1-2 doses) compared with the standard treatment (steroid + calcineurin inhibitor)
in 54 patients with refractory frequently-relapsing and steroid-dependent nephrotic syndrome
(dependent on steroid and calcineurin inhibitors) [, the 3-month relapse rate was significantly lower
in the rituximab group (18.5%) than in the standard treatment group (48%) (p=0.029), and the 3-
month steroid and calcineurin inhibitor discontinuation rate was significantly higher in the rituximab
group (62.95%) than in the standard treatment group (3.7%) (p<0.001).
According to the package insert, rituximab is administered by intravenous drip infusion at a
rituximab dose of 375 mg/m?/dose at 1-week intervals in a total of 1-4 doses. However, no study of
high quality is available to compare dosing frequencies, effects, and safety results. Since previous
studies were conducted with rituximab administered at 375 mg/m?dose in 1-4 doses (at 1-week
intervals) 3], this 2020 guideline describes the dosing frequency as 1-4 doses. In an observational
study to examine long-term prognosis in 37 patients receiving 1 to 4 doses of rituximab, relapse-free
time at 12 months after initial dosing was significantly shorter in the group of patients receiving 1-2
initial doses than in the group of patients receiving 3-4 initial doses (p<0.05) (1. Although no
association was reported between remission for 2 years or longer and the number of initial doses, this
study involved repeated doses of rituximab in 19 of the 37 subjects, in which 20 (69%) of the 29
subjects followed for 2 years or longer maintained remission for 2 years, and 14 (48%) of the 29
subjects discontinued immunosuppressive therapy 1.
Side-effect characteristics of rituximab include infusion reactions typically occurring within 24 hours
after intravenous infusion (with manifestations including fever, vomiting, chills, nausea, headache,
pain, itching, rash, br cough, and angi ). Infusion reactions have been
reported also in patients with refractory frequently-relapsing and steroid-dependent nephrotic
syndrome [%6-12], The package insert states that pretreatment with antipyretic sedatives, antihistamine
drugs, and steroids should be administered to prevent infusion reactions 112, Neutropenia and
agranulocytosis, among other side effects of rituximab, are known to occur not only with early onset
but also with late onset. Of 114 patients with childhood-onset refractory nephrotic syndrome
receiving rituximab (213 doses), 11 experienced agranulocytosis 54-161 days (median 66 days) after
administration of rituximab, of whom 9 were treated for infections [*3]. After administration of
rituximab, blood tests, including CD19 measurement, should be performed periodically and the
patient’s condition should be closely monitored. Also, depletion, or a decrease, of peripheral B cells
can lead to onset of bacterial or viral infections, for which caution is required, particularly in children.
In Japan, onset of atypical Pneumocystis jirovecii pneumonia after rituximab therapy was reported in
a patient with refractory steroid-resistant nephrotic syndrome [14l. Attempts have been made to

the use of a st ethoprim (ST) mixture during the period of peripheral
B-cell depletion for prophylaxis of pneumocystis infection 811:12); however, there are distinct
opinions about its necessity. Another adverse event is hypogammaglobulinemia. It is desirable that
IgG values and peripheral lymphocyte subsets be checked to confirm the absence of an
asymptomatic immunodeficient state prior to administration of rituximab. Following administration,
19G values should also be checked periodically, with globulin replacement and other treatments
performed as required.
Known side effects (including dea\h) of rituximab |nclude progressive multifocal

alopathy 1 and hepatitis with hepatitis B carrier reactivation (5,
Patients with generalized erythematosus who have manifested progressive multifocal
leukoencephalopathy have markedly decreased immune function due to concomitant use of an
immunosuppressive agent, and a risk from long-term depletion of B cells is suggested. Responding

to this situation, the FDA issued a strict warning against the off-label use of rituximab [, Fatal
fulminant hepatitis, after hepatitis B virus reactivation in carriers, has also been reported in some
patients with malignant lymphoma; hepatitis B virus antibody and liver function should be assessed
before initiation of rituximab therapy 191, Since serious adverse events, such as pulmonary fibrosis
(fatal) (51, immune ulcerative colitis 7], and fulminant viral myocarditis [*°], have been reported in
patients wnh refractory freq lapsing and steroid-dep 1t nephrotic syndrome, indications
should be determined carefully, and anemlon should also be paid to Iong term side effects.
There is no established standard treatment to be administered after rituximab. Long-term results
(media length of observation period 59 months) for 51 patients with refractory frequently-relapsing
and steroid-dependent nephrotic syndrome receiving rituximab in four doses weekly showed that 48
patients (94%) experienced a relapse, with a 50% relapse-free time of 261 days. The remaining three
did not experience a relapse during the observation period (1%, In an observational study in 30
patients with refractory steroid-dependent nephrotic syndrome to evaluate prognosis after repeated
doses of rituximab following 1-4 doses of rituximab and depletion of CD19 for 15 months,
approximately two-thirds of patients maintained long-term remission without oral
immunosuppressive agents even after a recovery of CD19, and cotrimazole (20 mg/kg, 3 doses a
week, off-label use) was administered to prevent pneumocystis infection, with no serious adverse
events, during the CD19 depletion period 12, Given serious adverse events like those described
above, it should be noted, however, that still more careful investigation is needed to determine the

ility of repeated ion of rituximab.
According to a pilot study aiming to reduce the total number of rituximab doses with administration
of mycophenolate mofetil (MMF) as an after-treatment following rituximab, and to extend relapse-
free time 2%, the mean number of relapses following rituximab administration was significantly
smaller in a group receiving a combination of single rituximab dose and mycophenolate mofetil than
in a group receiving a single dose of rituximab (without mycophenolate mofetil). With no serious
adverse events noted, mycophenolate mofetil was considered to be useful as an after-treatment
following rituximab. Based on this pilot study, a multicenter double-blind placebo-controlled
randomized controlled study is ongoing in Japan to assess the efficacy and safety of mycophenolate
mofetil as a remission maintenance therapy following rituximab treatment in children with refractory
frequently-relapsing and steroid-t nephrotic syndrome, and its results are awaited
(JSKDCO07, UMIN ID UMIN000014347). With regard to immunosuppressive agents for after-
treatment, a prospective nonrandomized study to compare cyclosporine and mycophenolate mofetil
in a few cases (1 is available, but evidence is insufficient to allow their comparison.
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Chapter II: Treatments
2. Specifics
D. Treatment of steroid-resistant nephrotic syndrome

CQ4
Arei ive agents recc for pediatric steroid-resistant nephrotic syndrome?

Recommendation statements:
1. Acombination of steroid with cyclosporine for pediatric steroid-resistant nephrotic syndrome is
recommended. Recommendation grade 1B (agreement ratio 100%)

2. We propose using a combination of steroid pulse therapy and cyclosporine, since it is likely to
be effective for remission induction. Recommendation grade 2C (agreement ratio 94%)

3. We propose i asath ic option for remission induction for steroid-resistant
nephrotic syndrome where cyclosporine cannot be used because of aesthetic side effects and for
other reasons. (Off-label use) R ion grade 2B (ag ratio 88%)

4. We propose mycophenolate mofetil as a therapeutic option for remission induction for steroid-
resistant nephrotic syndrome where other immunosuppressive agents such as calcineurin
inhibitors cannot be used because of side effects and for other reasons. (off-label use)
Recommendation grade 2C (agreement ratio 94%)

5. Wer that oral cyclc ide is not used for remission induction therapy for
pediatric steroid-resistant nephrotic syndrome. Recommendation grade 1B (agreement ratio
100%)

Treatment examples
Example of cyclosporine treatment

The dose should be started at 2.5-5 mg/kg/day in two divided doses and adjusted to reach the
following trough levels:
Trough range 100-150 ng/mL (to Month 3)
Trough range 80-100 ng/mL (Month 4 to Month 12)
Trough range 60-80 ng/mL (Month 13 and thereafter)
If incomplete remission or higher outcome is not obtained in 4-6 months after cyclosporine
administration, the treatment policy should be reconsidered.
If incomplete/complete remission is achieved in 4-6 months after cyclosporine administration,
treatment should be continued for 1-2 years.
Since a combination therapy with low-dose steroid (prednisolone 0.5-1.0 mg/kg alternate-day
administration) raises the remission rate, a combination with low-dose steroid should be
considered.

2. Example of steroid pulse therapy

+ Steroid pulse therapy will be performed with methylprednisolone administered intravenously at
20-30 mg/kg/dose (up to 1 g) once daily for 3 consecutive days in one cycle.
Steroid pulse therapy can elevate blood cyclosporine concentrations; during steroid pulse
therapy, cyclosporine cessation should be considered.

3. Example of tacrolimus treatment (off-label use)
Tacrolimus is started at 0.1 mg/kg/day in two divided doses, and the dose is adjusted while
monitoring its blood concentrations.

4. Example of mycophenolate mofetil treatment (off-label use)
Mycophenolate mofetil is administered at 1,000-1,200 mg/m?/day (or 24-36 mg/kg/day, up to 2
g/day) in two divided doses.

Note 1: Body weights will be calculated using height-based standard body weights (refer to Tables
1-A and 1-B on pages 42-45, “1. General description of treatments™) (the same applies for body
surface areas).

Note 2: Immunosuppressive therapy performed in a nephrotic condition necessitates adequate
caution against serious complications and side effects, such as infections and hypertension; it is
desirable that steroid-resistant nephrotic syndrome be treated by physicians specializing in pediatric
renal disease.

Evidence summary

In a meta-analysis to assess the effects of coadministered immunosuppressive agents in patients with
steroid-resistant nephrotic syndrome in children, coadministered cyclosporine and tacrolimus was
shown to be significantly superior to other immunosuppressive agents such as mycophenolate
mofetil and cyclophosphamide in terms of induction of complete remission. However, these meta-
analyses included many reports with small sample sizes, and all reports evaluated short-term
prognosis only. Six randomized controlled studies of cyclosporine are available, including one
controlled study to compare it with placebo and oral cyclophosphamide, which showed a significant
remission induction effect; we considered that this finding provided strong evidence for short-term
remission induction effect. In a randomized controlled study, tacrolimus has been reported to be as
effective as cyclosporine, to produce a significantly lower incidence of cosmetic side effects, and to
be more effective than cyclophosphamide pulse therapy. For steroid pulse therapy, no randomized
controlled study has been conducted in children with steroid-resistant nephrotic syndrome patients,
with only a few observational studies published. In a non-randomized controlled study, a
combination of steroid pulse therapy and cyclosporine has been reported to produce high remission
rates for focal segmental glomerulosclerosis. Although three randomized controlled studies
investigated oral administration of cyclophosphamide, none of them demonstrated a remission
induction effect. One randomized controlled study is available in which mycophenolate mofetil and
cyclosporine were compared in terms of remission induction effect in patients, including adults, with
steroid-resistant focal segmental glomerulosclerosis (dexamethasone coadministered in the
mycophenolate mofetil group), and showed no difference in remission induction. However, that
study included adult patients and was judged to have insufficient evidence; we have decided to
propose mycophenolate mofetil as an optional treatment in cases where calcineurin inhibitors cannot
be used.

Commentary
As of December 2018, three immunosuppressive agents were covered by health insurance for the
treatment of sterold resistant nephrotic syndrome in Japan: cyclosporine, mizoribine, and

In 2017, two met: | studies were reported assessing the effect of
concomitant immunosuppressive agents in children with steroid-resistant nephrotic syndrome 2. In
a meta-analysis of 18 randomized controlled studies in steroid-resistant nephrotic syndrome [l and a
meta-analysis of seven randomized controlled studies in 373 patients with steroid-resistant focal
segmental glomerulosclerosis 2, calcineurin inhibitors (cyclosporine, tacrolimus) were shown to be
significantly superior to other immunosuppressive agents such as mycophenolate mofetil and
cyclophosphamide in terms of induction of complete remission. While these meta-analyses included
many reports with small sample sizes, and all reports evaluated short-term prognosis only, we
recommend cyclosporine, which has good evidence for its efficacy for first-line treatment of steroid-
resistant nephrotic syndrome.

1. Calcineurin inhibitors (cyclosporine, tacrolimus [off-label use])
A combination of steroid with cyclosporine for steroid-resistant nephrotic syndrome is recommended.
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Tacrolimus is considered to be a therapeutic option for cases of steroid-resistant nephrotic syndrome
where cyclosporine cannot be used because of cosmetic side effects such as hypertrichosis and
gingival hypertrophy Bl

Randomized controlled studies of cyclosporine in children with pediatric steroid-resistant nephrotic
syndrome reported that the incomplete/complete remission rate at 12 months after treatment
initiation was 60% in 1993 [, 100% at 6 months in 1996 ], and 80% at 6 months in 2009; high
remission induction rates were noted in all these studies[®l. In a Japanese non-randomized controlled
study in 35 patients with pediatric steroid-resistant nephrotic syndrome, the regimen was changed
due to hlstopathologlcal flndlngs in the kidney as follows: Twenty-eight patients with minimal-
change-d received cyclosporine (trough level at 120-150 ng/mL for
3 momhs at 80- 100 ng/mL for 9 months, followed by recommended treatment at 60-80 ng/mL for
12 months) + prednisolone (1 mg/kg/day in three divided doses on consecutive days for 4 weeks, 1
mg/kg/dose alternate-day administration Week 5 to Month 12), whereas 7 patients with focal
segmental glomerulosclerosis received the two drugs described above in combination with steroid
pulse therapy in five courses (Weeks 1, 2, 5,9, and 13); as a result, high remission rates of 82.1%
and 85.7%, respectively, were obtained [°.

Although no timing has been established for determining the effect of cyclosporine on steroid-
resistant nephrotic syndrome, the incidence of proteinuria decreased at 4.4+1.8 weeks ¥, and a
randomized controlled study conducted in 2009 reported that the time to incomplete or complete
remission was 8-12 weeks [']. In an observational study conducted in 2005, the mean time to
incomplete/complete remission was 9.9+3.4 weeks (range 2-16 weeks) [8]. A Japanese prospective
study of 5-year prognosis in 35 patients with steroid-resistant nephrotic syndrome reported that 5-
year prognosis can be roughly predicted by therapeutic responsiveness at 4 months after treatment
initiation 1. In other randomized controlled studies, cyclosporine efficacy was often evaluated at 6
months after treatment initiation; if incomplete remission or higher remission is not observed within
4 to 6 months of treatment, it seems necessary to reconsider the treatment policy concerning the
timing of determination of cyclosporine efficacy.

Cyclosporine doses are adjusted while monitoring its blood concentrations. Some papers have
reported a target trough level of 100-200 ng/mL 19431, When cyclosporine is administered at a trough
level of 100 ng/mL for 2 years, approximately 50% of the recipients experience nephrotoxicity [14;
therefore, in view of the initial dose in kidney transplantation, this 2020 guideline has set a trough
level at 100-150 ng/mL for 3 months until remission and at 60-80 ng/mL for the 2nd year and
beyond in case of treatment for 1 year or longer. While management of pediatric steroid-resistant
nephrotic syndrome by C2 (blood concentration at 2 hours post dose) has not yet been established,
the AUCo.4 (area under the concentration curve) of cyclosporine was reporled to be correlated with
C2 151, A study of C2 controls was conducted in pediatric frequently-relapsing and steroid-
nephrotic syndrome and adult steroid-resistant nephrotic syndrome (a randomized controlled study
of cyclosporine C2 dose adjustments, UMIN Study 1D: C000000008) [1517; it is hoped that evidence
will be compiled for C2 controls in pediatric steroid-resistant nephrotic syndrome.

Many side effects are known to be associated with cyclosporine, including nephrotoxicity,
hypertension, susceptibility to infection, gingival hypertrophy, and hypertrichosis. In the
development of posterior reversible encephalopathy syndrome (PRES), in particular, edema (or
nephrotic state) has been suggested as a risk factor, and steroid resistance was reported in 5 of 7
patients with nephrotic syndrome who suffered PRES [19], thereby warranting careful observation and
appropriate actions.

While some studies have reported tacrolimus efficacy in a few cases 1924, there is no randomized
controlled study in a large number of cases. In a small-scale randomized controlled study in 41
children with steroid-resistant nephrotlc syndrome, tacrolimus was compared with cyclosporine,
showing that the remission rate (remi: and il ission) was similar between the
cyclosporine group (86%) and the tacrolimus group (75%) (9. In that study, no significant difference
in the incidence of nephrotoxicity, hypertension, or diabetes mellitus was found, with hypertrichosis
and gingival hypertrophy noted at significantly lower incidences in the tacrolimus group . In a
randomized controlled study in 131 patients with steroid-resistant nephrotic syndrome, the complete
remission and partial remission (urine protein reduction of 50% or more) rate with

cyclophosphamide pulse therapy was significantly higher in the tacrolimus group (82.5%) than in the
cyclophosphamide pulse therapy group (45.9%) 2%, In a study in 60 patients with steroid-resistant
nephrotic syndrome patients at 1 year or older and 18 years or younger who achieved remission with
the use of tacrolimus, a tacrolimus group and a group with a switch from tacrolimus to
mycophenolate mofetil for remission maintenance therapy were compared. At 12 months, the
complete remission / incomplete remission maintenance rate did not differ significantly between the
two groups (54.8% vs. 41.1%); however, the complete remission / incomplete remission rate
including the steroid-sensitive, non-frequent relapse state at 12 months, was significantly higher in
the tacrolimus group (90.3% vs. 44.8%) [25].

The regimen recommended by the KDIGO guideline [ is 0.05-0.1 mg/kg/day (in two divided doses)
with a target trough level of 5-10 ng/mL. However, this regimen is based on a clinical study in
kidney transplantation; the efficacy and safety of long-term use in steroid-resistant nephrotic
syndrome are unclear.

The optimum length of dosing of calcineurin inhibitors is unknown. In steroid-resistant nephrotic
syndrome, relapses have been found to occur at high ratios of 10% to 76% after discontinuation of
cyclosporine and tacrolimus [91527], Two randomized controlled studies in children have reported
that relapses frequently occurred after discontinuation of treatment for 6 or 12 months 1571, Therefore,
it is a common practice to continue the treatment for more than 12 months to suppress relapses;
however, since nephrotoxicity poses a concern, investigation of long-term remission maintenance
ratios and renal prognosis need to be investigated in the future.

Necessity of steroid medication is unknown because of the absence of a study comparing calcineurin
inhibitor monotherapy and a combination of calcineurin inhibitor with low-dose steroid. However,
coadministration of steroid has been performed in the majority of clinical studies, and is proposed in
the KDIGO guideline [; therefore, we consider coadministration at the lowest dose for maintaining
remission.

2. Steroid pulse therapy

We propose using a combination of steroid pulse therapy and cyclosporine for steroid-resistant
nephrotic syndrome, since it is likely to be effective in remission induction. Evidence is lacking to
determine whether steroid pulse monotherapy is effective in remission induction, and no definite
conclusion can be reached. During methylprednisolone treatment, cyclosporine discontinuation
should be considered.

Although no randomized controlled study has been reported to compare steroid pulse therapy +
cyclosporine and cyclosporine in pediatric steroid-resistant nephrotic syndrome, it has been reported
that 8 of 10 patients with focal segmental glomerulosclerosis receiving a combination of steroid
pulse therapy + cyclosporine + prednisolone achieved remission within 8 weeks after treatment
initiation (271, Observational studies reported from Japan include a study in which 10 children with
cyclophosphamide- and cyclosporine-resistant, pediatric steroid-resistant nephrotic syndrome (focal
segmental glomerulosclerosis) were treated by steroid pulse therapy (methylprednisolone 30
mg/kg/dose, up to 1 g/dose, 3 days of each cycle) in 14 cycles. One of the 10 patients discontinued
the treatment because of peritonitis. Of the remaining 9 patients, 4 achieved complete remission, 3
achieved incomplete remission, and 2 did not achieve remission; steroid pulse therapy was shown to
allow remission to be induced in pediatric patients with cyclophosphamide- or cyclosporine-resistant
pediatric steroid-resistant nephrotic syndrome 281, Judging from the above, a treatment consisting of
cyclosporine medication and steroid pulse therapy is likely to produce high remission rates. As of
December 2018, a randomized controlled study to compare a cyclosporine + prednisolone + steroid
pulse therapy combination and cyclosporine + prednisolone combination was ongoing in Japan
(UMIN Study 1D C000000007).

A randomized controlled study has not been conducted on steroid pulse monotherapy for steroid-
resistant nephrotic syndrome in children, with only a few observational studies available. According
to Yorgin et al., 11 children with pediatric steroid-resistant nephrotic syndrome (mean age 3.6+1.5
years) received a steroid pulse therapy (methylprednisolone 30 mg/kg/dose, up to 1 g/dose) in a
mean total of 24.8+10.5 doses, and 9 of the 11 patients achieved complete remission 291, In addition,
since adverse events were observed with moderate severity and infrequently, they reported that the
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steroid pulse therapy was safe and effective in inducing remission in young children with pediatric
steroid-resistant nephrotic syndrome 29, Furthermore, a study in 16 children with pediatric steroid-
resistant nephrotic syndrome (median age 3.8 years) reported that 10 of the 16 subjects receiving
methylprednisolone at 15 mg/kg/day for 3 or 5 days achieved remission %\. The 6 non-responders
later achieved clinical remission with the use of an immunosuppressive agent (cyclophosphamide for
3 subjects, cyclosporine for 2 subjects, tacrolimus for 1 subject) 2.

As described above, steroid pulse therapy may be effective in remission induction in pediatric
steroid-resistant nephrotic syndrome; however, the evidence level is not high because of the low
sample size and the absence of randomized controlled study. The results from the randomized
controlled study completed at the end of 2018 in Japan (JSKDCO2 Study) are awaited.

During steroid pulse therapy, side effects such as hypertension, hyperglycemia, bradycardia,
thrombosis, and PRES can occur; monitoring of the patient’s condition is required.

3. Cyclophosphamide

‘We recommend that oral cyclophosphamide is not used for remission induction therapy for pediatric
steroid-resistant nephrotic syndrome. With regard to cyclophosphamide pulse therapy, evidence is so
scanty that no definite conclusion can be reached.

The following three randomized controlled studies of cyclophosphamide treatment for pediatric
steroid-resistant nephrotic syndrome are available (331, First, in two randomized controlled studies
comparing a combination of cyclophosphamide and steroid with steroid monotherapy, no significant
differences in remission rate or adverse events were found 3132, Thereafter, a randomized study to
compare oral cyclosporine medication and cyclophosphamide pulse therapy was conducted in
children with first-onset pediatric steroid-resistant nephrotic syndrome (histologically classified as
the minimal-change-disease, focal segmental glc osis, diffuse pro 3],
The proportion of complete and incomplete remission at 12 weeks after treatment initiation was
significantly higher in the cyclosporine group (60%) than in the cyclophosphamide pulse therapy
group (17%) (p<0.05). In that study, the proportion of complete remission at Week 24 did not differ
significantly between the cyclosporine group (13%) and the cyclophosphamide pulse therapy group
(5%); however, the proportion of incomplete remission was significantly higher in the cyclosporine
group (46%) than in the cyclophosphamide pulse therapy group (11%); the incidence of adverse
events was similar between the two groups 3. In a randomized controlled study in 131 patients with
steroid-resistant nephrotic syndrome to compare cyclophosphamide pulse therapy and oral
tacrolimus therapy the complete remission and partial remission (urine protein reduction of 50% or
more) rate was significantly higher in the tacrolimus group (82.5%) than in the cyclophosphamide
pulse therapy group (45.9%) 1261, Based on the above facts, it can be concluded that oral
cyclophosphamide administration is ineffective for steroid-resistant nephrotic syndrome.

4. Mycophenolate mofetil (off-label use)

'We propose mycophenolate mofetil as a therapeutic option for steroid-resistant nephrotic syndrome
where other immunosuppressive agents such as calcineurin inhibitors cannot be used because of side
effects and for other reasons.

A series of case studies of mycophenolate mofetil for steroid-resistant nephrotic syndrome (off-label
use) reported a few cases, with the reported remission rates not always being high 3, In the
KDIGO guideline &, mycophenolate mofetil is recommended for patients who are resistant to
calcineurin inhibitors and steroids. This is rationalized as follows: In a controlled study in 138
patients with steroid-resistant nephrotic syndrome (focal segmental glomerulosclerosis) at 2 to 40
years of age (including 93 patients younger than 18 years and 33 patients with urinary protein <2
g/day), urinary protein reductions were compared between the cyclosporine (5-6 mg/kg/day) group
and the mycophenolate mofetil (25-36 mg/kg/day, up to 2 g/day) + dexamethasone [0.9 mg/kg/day, 2
days after the start of the week (every week, Weeks 1-8, Weeks 10-26 at 2-week intervals, Weeks
30-50 at 4-week intervals)] group, and the remission rate at 12 months after study initiation was 46%
in the cyclosporine combination group and 33% in the mycophenolate mofetil + dexamethasone
combination group; although the remission rates were low, there was no significant difference

between the two groups 7). In addition, no significant difference in the frequency of complications
of infections, gastrointestinal symptoms, neurological complications, or hypertension was noted
between the two groups 7). As for prognosis, 14% of the subjects in the cyclosporine combination
group and 11% of the subjects in the mycophenolate mofetil + dexamethasone combination group,
respectively, at Week 78 were dead or suffering renal failure; a combination of steroid and
mycophenolate mofetil was less effective than cyclosporine in suppressing renal function
impairment.

5. Treatment of post-remission relapse of nephrotic syndrome

Nephrotic syndrome often relapses after remission (complete remission or incomplete remission) in
pediatric steroid-resistant nephrotic syndrome. Patients who have once achieved remission induction
are likely to be steroid-sensitive; therefore, it is considered appropriate to administer prednisolone to
treat nephrotic syndrome relapses (refer to p. 47 “2. Specifics” “A. Treatments of steroid-sensitive
nephrotic syndrome”, “2. Treatments of relapses”).

Chapter II: Treatments
2. Specifics

E. tary treatment of steroid-resistant nephrotic syndrome

[Summary]
For supplementary treatment of steroid-resistant nephrotic syndrome, renin-angiotensin system
inhibitors are effective in reducing the incidence of proteinuria but do not improve renal
prognosis. Caution should be exercised on acute kidney injury when using such inhibitors in the
presence of endovascular dehydration.

®  Plasma exchange and LDL apheresis (LDL-A) are effective when performed early after onset of
the disease.

®  Although it constitutes an off-label use, rituximab may be used more effectively in combination
with steroid pulse therapy or cyclosporine rather than monotherapy. (An investigator-initiated
clinical trial of steroid pulse therapy and rituximab in refractory steroid-resistant nephrotic
syndrome is ongoing [JSKDC11 Study]).

+Commentary
Steroid-resistant nephrotic syndrome accounts for 10% to 20% of cases of pediatric idiopathic

nephrotic syndrome. Steroid pulse therapy and immunosuppressive agent medication are
administered for steroid-resistant nephrotic syndrome excluding nephrosis due to genetic

abnormalities and secondary nephrosis (the minimal-change-di: and focal
glomerulosclerosis are targeted in this 2020 guideline), and various supplementary treatments are
administered for cases of refractory steroid-resistant nephrotic synd . Their are

described below. First, some renin-angiotensin system inhibitors, plasma exchange, and LDL
adsorption therapy (up to 12 times in 3 months for focal segmental glomerulosclerosis that does not
respond to conventional drugs, and the serum cholesterol level does not decrease under 250 mg/dL)
are described, with mention of rituximab in off-label use as of December 2018, when this 2020
guideline was in preparation.

1. Renin-angiotensin system inhibitors

Intrarenal angiotensin I1 constricts the efferent and afferent arterioles via angiotensin type 1 receptor
to raise intraglomerular pressure. Therefore, renin-angiotensin system inhibitors suppress
vasoconstriction and lower glomerular filtration pressure to reduce the incidence of proteinuria. In
chronic nephritis, podocyte apoptosis is known to be induced by increased expression of angiotensin
1 receptor in podocytes and increased production of angiotensin Il by podocytes, and renin-
angiotensin system inhibitors are said to protect podocytes.

One study reported that proteinuria was suppressed, and renal function was improved in IgA
nephropathy and other conditions [, There are two studies of the efficacy or renin-angiotensin
system il in pediatric steroid t nephrotic syndrome in children: a study of enalapril by
Bagga et al. in 2004 [ and a study of fosmopnl by Yi etal. in 2006 B1. Although both drugs are
effective in reducing proteinuria, they do not improve renal prognosis. In the use in adult focal
segmental glomerulosclerosis, it is effective in reducing proteinuria, but it is difficult to induce
complete remission; one study reported that the proportion of cases with progression to renal failure
did not decrease ™. In adult nephrotic syndrome without hypertension, evidence for utility is lacking.
Based on the above facts, it can be considered that it is better not to use a renin-angiotensin system
inhibitor alone, but to use in combination with other treatments. When using a renin-angiotensin
system inhibitor for nephrotic syndrome, it should always be kept in mind that use of such drugs in
this situation to dilate the efferent arteriole can induce acute kidney injury, since circulating blood
volume may have decreased and hence renal blood flow may have lowered in the acute phase of

nephrosis, and the afferent arterioles have been constricted by cyclosporine already in use.

2. Plasma exchange (PE)

Plasma exchange (PE) began to be used to remove humoral factors, which are considered to be the
etiology of focal segmental glomerulosclerosis, a common primary disease in steroid-resistant
nephrotic syndrome 8], Remission induction rates have been variably reported at 25%, 57%, and
72% [58), One report has suggested that PE would be more useful when applied early in the course of
the disease with any pathological changes [®l; however, PE commencement is unavoidably after
kidney biopsy because of the for focal gle The priming volume
required is lower than in low-density lipoprotein apheresis (LDL-A) as described below, PE can be
used in low-weight children. Although an albumin preparation is often used as the displacing liquid,
it has been suggested that humoral factor activity inhibitors are also removed when removing
humoral factors; some authors consider that fresh frozen plasma should be used as the displacing
liquid.

3. LDL apheresis (LDL-A)

LDL-A is a treatment of Japanese origin that has been used since 1988 to induce early remission of
the nephrotic state in focal segmental glomerulosclerosis by rapidly removing low-density
lipoprotein (LDL) 1. It has been reported to lipid-induced nephrop caused by LDL,
oxidized LDL and lipid-induced excessive stimulation of macrophages, and to improve steroid
sensitivity after adsorption and removal of humoral factors and LDL 19, It was reported that when
the proteinuria selectivity index (SI) was 0.05+0.02, complete remission occurred, the
responsiveness was low at 0.25+0.04, and that very mild urinary tubular interstitial lesions were an
efficacy marker, suggesting that early intervention is effective (111, In the investigation of efficacy
(short-term results) during a 2-year observation period in a prospective observational survey on the
long-term effects of LDL apheresis on drug-resistant nephrotic syndrome started in Japan in 2007
(POLARIS Study), daily urinary protein contents were evaluated in 53 patients [age 18-87 years:
mean 55.8+18.1 (SD)] out of 58 patients LDL-A for steroid-resistant nephrotic syndrome
[cyclosporine (CYA) +/—, 24 patients / 27 patients; steroid pulse therapy +/—, 4 patients / 47 patients].
Of the 44 followable patients, 25% achieved complete remission, 22.7% achieved incomplete
remission | (urinary protein <1 g/day), 25.0% achieved incomplete remission 11 (<3.5 g /day), and
27.3% failed to respond (>3.5g/day) 12

For precautions for clinical use, because of the priming volume issue, a body weight of 30 kg or
more is suggested to ensure safe LDL-A in children. During oral medication of angiotensin
converting enzyme inhibitor (ACE-1), blood bradykinin levels increased to the extent that causes
anaphylactoid reactions; therefore, caution should be exercised on the timing of implementation and
the control of hypotension and blood coagulation.

A regimen in accordance with the above-described indication criteria is available in which LDL-A is
not used alone, but used in combination with steroid or cyclosporine; for example, the drug may be
administered twice weekly for 3 weeks, and then once weekly for 6 weeks (according to the clinical
course), to have a total of 12 doses 14,

4. Rituximab

Although a clinical study has been reported on rituximab for refractory steroid-resistant nephrotic
syndrome, it constitutes off-label use as of December 2018, when this 2020 guideline was in
preparation. An investigator-initiated clinical trial seeking approval for additional indications is
ongoing in Japan (JSKDC11 Study), and its results are awaited. It is desirable that when using
rituximab, it should be carefully administered after ruling out secondary nephrotic syndrome by a
kidney biopsy, and confirming the absence of genetic abnormalities. For research into rituximab for
refractory steroid-resistant nephrotic syndrome, evidence is available from 11 case series and one
open-label randomized controlled study as of December 2018. Regarding comparison of remission
rates, Kamei et al. reported used rituximab for 10 patients with refractory steroid-resistant nephrotic
syndrome at his facility, reporting that complete remission was achieved in 70% of the subjects,




incomplete remission in 10%, and the treatment was ineffective in 20% [*3. Fujinaga et al. reported
that 6 patients receiving rituximab treatment for refractory steroid-resistant nephrotic syndrome all
achieved complete remission with regard to 5-year long-term prognosis (mean 158 days), followed
by atotal of 17 relapses in 5 patients [*4]. It is likely that the effect may be variable depending on
whether rituximab is used early after onset of the disease, timing of post-dose assessments, and
choice of combination therapy; it is difficult to simply compare their results with the data on the
proportion of complete remission reported from outside Japan. In fact, a randomized controlled study
by Maganasco et al. determined efficacy 3 months after administration of rituximab and reported that
the remission rate in the rituximab group was 18.8%, a level distinct from the rate reported in Japan
17, In a questionnaire-based survey on the use of rituximab at 141 facilities in Japan conducted by
Ito et al. in 2010, 19 patients received rituximab for refractory steroid-resistant nephrotic syndrome,
of whom 9 patients achieved complete remission, 6 others achieved incomplete remission, and the
remaining 7 did not respond (51,

A systematic review showed that the remission rate was 46.4% (], The review included the above-
described open-label randomized controlled study reporting a remission rate of 18.8% (7], hence
necessitating special caution in interpreting its results. Unlike steroid-sensitive nephrotic syndrome,
refractory steroid-resistant nephrotic syndrome may include hereditary nephrotic syndrome, and past
studies may have failed to strictly exclude such cases. Therefore, efficacy higher than that reported
previously can be expected in patients for whom hereditary nephrotic syndrome is ruled out.

Remark 1

Remarks

Coenzyme Q10

Coenzyme Q10 deficiency is a mitochondrial disease that can progress to secondary nephrotic
syndrome due to genetic abnormalities. Possible drug therapies for secondary nephrotic syndrome
are described below. Progression of nephrotic syndrome can be suppressed by administering
coenzyme Q10 at a high dose of 5-50 mg/kg/day for primary coenzyme Q10 deficiency 121,
Although the evidence level is not high, early administration will be useful. To this end, early
diagnosis is important. While the timing of onset and symptoms are variable, treatment should be
administered with attention paid to the existence of extrarenal symptoms and the timing of onset of
steroid-resistant nephrotic syndrome.

For details of differences in symptoms and time of onset due to genetic abnormalities, please refer to
the review by Otsuka .

Chapter II: Treatments
2. Specifics
F. Long-term drug treatment for pediatric idiopathic nephrotic syndrome

[Summary]
1 It is acceptable to shift the method of remission induction from the international method
(ISKDC regimen) to the same regimen used with adults after reaching the adult transition
period or final height.

2. Although long-term administration of cyclosporine is unavoidable, attention should be
paid to duration of use and blood concentrations, and the patient should be monitored for
nephrotoxicity by performing a kidney biopsy as appropriate (refer to p. 18 “3. Kidney
biopsy™).

3 Cyclophosphamide should only be used in 1 course, with the cumulative dose (should not
exceed 300 mg/kg) in mind (refer to p. 50 “2. Specifics” “B. Treatment of frequently-
relapsing and steroid-dependent nephrotic syndrome”).

4. When combining a steroid and more than one immunosuppressive agent, they should be
used with a good understanding of their natures and side effects, and it is desirable that
relapses during the growth period be minimized.

+Commentary

In patients with chil -onset idi ic nephrotic synd who experience frequent relapses
and steroid dependence, relapses are seen, not infrequently, during adulthood as well; long-term use
of an immunosuppressive agent is often required (-2,

Because of these features of the disease, caution should be exercised not to be too fearful about
relapses from a short-term viewpoint, and to prevent life-long side effects from developing due to
excessive treatment to avoid relapses. It is important that the long-term period of suffering is
navigated safely; not only the attending physician, but also the patient’s family should understand
the long-term treatment.

For long-term management of nephrotic syndrome, there is no high-quality evidence, such as
randomized controlled studies. For example, clinical studies are conducted to investigate the short-
term efficacy of each drug. Even if a long-term follow-up study is performed as part of such a
clinical study, no more than long-term results under extremely limited conditions are obtained, and it
is often difficult to apply the results to actual patients. When the disease is managed over a long
period of time, the attending physician should understand the nature of each drug well in view of the
clinical course and other circumstances of each patient and administer the treatment, while taking
into account concomitant use of more than one drug, at his/her discretion -2,

Such management aims to minimize limitations from nephrotic syndrome and allow the patient to
live a life similar to that of other healthy children, so as to reach adulthood with no physical, mental,
or social disabilities. Specific goals will be to reduce hospitalizations and excessive limitations and
to minimize the long-term use of steroids.

Upon first remission, the patient should be instructed that periodical testing for qualitative urinalysis
at home is important to the early detection of relapses of nephrotic syndrome. If a relapse is noted
after the development of edema, the likelihood of hospitalization required until remission will
increase. At many facilities, ambulatory steroid treatment is administered upon relapse, which
necessitates special caution against epidemic infections, i.e., chicken pox and measles. If contracted
during i ive therapy, such can be fatal; therefore, history of vaccination and
history of such infections should be checked, and in the absence of history of either, vaccination
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should be administered as soon as possible. Under appropriate conditions, live vaccination can be
performed safely during immunosuppressive therapy, which is to be investigated in the future (1.
It seems that if steroid medication is discontinued, with no relapses, after the start of an
immunosuppressive agent, the immunosuppressive agent will be tapered and discontinued in 1 to 2
years at many facilities, and continuing the same immunosuppressive agent, in view of safety, until
the final height is reached during the growth period will be considered. If a relapse occurs after

i inuation of the immunosuppressive agent, frequent relapse and steroid dependence can
develop; repeated use of steroid during the growth period significantly influences the final height 461,
Therapeutic outcomes for steroid-resistant nephrotic syndrome have been improved by combining
various immunosuppressive agents [7); if such approach fails to achieve remission for a long time,
renal failure is likely to occur eventually. If the therapeutic response is weak even with potent
immunosuppressive therapy, it is important that the i ive therapy be di: i and
shifted to a kidney replacement therapy, so as to prevent the development of side effects only with
no desired effect. The off-label use of immunosuppressive agents and biological products can induce
unforeseeable adverse events, and can also interfere with clinical studies to seek an approval for
additional indications; therefore, their use should be considered carefully. When off-label use is
applied after taking specified procedures, it can be useful as it provides basic data for future clinical
studies and additional indications.

1. Steroids

It seems acceptable to shift the method of remission induction from the international method
(ISKDC regimen) to the same regimen as with adult use as appropriate after reaching the adult
transition period or final height 1. In a questionnaire-based survey of the board members of the
Japanese Society for Pediatric Nephrology in 2010, opinions were variable: 1) at post-pubertal age;
change to the same regimen as the adult regimen (15 members, 30%), I1) at post-pubertal age; daily
administration at 40 mg or lower, followed by alternate-day administration (23 members, 46%), and
111) post-pubertal age; same as the ISKDC regimen (14 members, 28%) (1. No evidence exists
showing respective advantages and disadvantages. Provided that remission can be induced by steroid
administration and is shown to have no influence on subsequent relapses, the maximum dose of the
steroid used to induce remission seems to be variable as appropriate. Not only for long-term
management, but also in cases where a relapse occurs in a patient with femoral head necrosis,
treatment is quite difficult because no drugs, other than steroid, are available for actual use to induce
remission. It is necessary to minimize the steroid dose and treatment duration, and then to prevent
relapses by immunosuppressive agent treatment, and risks should also be taken into account. Use of
steroid during the long-term clinical course often requires a difficult choice for each patient; its
acceptability should be determined after assessing what should be given the first priority according
to the status of occurrence of side effects and other factors.

2. Cyclosporine

While many reports stated that long-term use is acceptable, it is necessary to pay special attention to
the duration of use and blood concentrations, and to check for nephrotoxicity by kidney biopsy as
appropriate 1251 Although some experts suggest that the course of nephrotic syndrome tends to be
prolonged after introduction of cyclosporine, investigation is to be conducted to determine whether
this is true. If cyclosporine is unavoidably administered for a long time, it is advisable that its blood
concentration be kept lower than the target blood concentration recommended for initial treatment,
as far as a reasonable effect is expected. Regarding the timing of blood sampling, blood
concentrations show a higher correlation with AUC in terms of the value obtained 2 hours after oral
medication just before a meal than the trough level 2°; however, caution should be exerted on the
method of measurement. The trend is changing from enzyme immunoassay (EIA) to

chemiluminescence immunoassay (CLIA), with data available to show lower values with CLIA [27-29),

Since EIA has been the mainstream method reported previously, adjusting the blood concentration
using CLIA may pose a concern regarding increased nephrotoxicity; it is desirable that the method of
measurement and conversion formula be confirmed at each facility.

3. Cyclophosphamide

Gonadal dysfunction has been shown to present a concern [331; cyclophosphamide should only be
used for 1 course during the clinical course, with the cumulative dose (should not exceed 300 mg/kg)
in mind.

4. Mizoribine

Although it is not highly effective against frequently-relapsing and steroid- pl
syndrome, mizoribine is expected to be somewhat effective against less severe nephrotic syndrome.
Therefore, it is necessary to raise the blood concentration to about 3 pg/mL during 2 or 3 hours post
dose 12; a dose higher than the doses specified in the package insert (off-label use) is often required.
Further assessments, including evidence for safety and long-term use, are awaited.

5. Rituximab

Although rituximab is effective for remission maintenance in childhood-onset refractory nephrotic
syndrome (cases where frequent relapse or steroid dependence develops as remission cannot be
maintained with conventional treatment), evidence for its long-term use is insufficient. Some rare but
life-threatening side effects have been reported; indications should be determined carefully, and it is
desirable that treatment be administered at a specialized facility.

6. Mycophenolate mofetil

Efficacy has been suggested in patients with frequently-relapsing and steroid-dependent nephrotic
syndrome, including refractory cases [3334; in Western countries, mycophenolate mofetil is used for
immunosuppressive therapy for the disease. In Japan, however, this represents off-label use, and
hence may be considered only when standard immunosuppressive agents cannot be used for any
reason.

7. Tacrolimus

A potential surrogate for cyclosporine to be discontinued due to cosmetic adverse reactions and for
other reasons. In Japan, however, it represents off-label use, and no evidence is available of a safe
and effective regimen for long-term use.
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