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Urban and rural population 
comparison of hepatic 
profile and associated 
etiology among children 
with end‑stage renal 
disease
Sir,
The burden of end-stage renal disease (ESRD) in children 
is different as compared with adults. The burden in 
rural areas is greater than the burden in urban areas. 
It should be highlighted that children on dialysis have 
around hundred times higher mortality rates compared 
with the general children population.[1] These children 
die from infections, malignancy, and cardiovascular 
diseases.[2] Dialysis predisposes to infections such as 
hepatitis B (HBV) and hepatitis C (HCV) virus infections. 
HBV is one of the major causes of mortality in such 
children.[3,4] Furthermore, the duration of dialysis has high 
predictive risk for HCV infections in these population. 
This was consistent with a study in which all patients 
who were anti-HCV positive had been on dialysis for a 
mean of around 100 months.[5]

A Senegalese study showed 5.6% prevalence of HCV 
in ESRD patients while it was shown to be 31% in 
Libya, 20% in Turkey, 50% in Saudi Arabia, and 6.1% 
in Germany.[6-8]

We did a retrospective study at a government hospital 
from January to December 2014 Hepatitis B surface 
antigen (HBsAg) and anti-HCV were tested by in vitro 
immunochromatographic one step assay designed 
for qualitative determination. Out of 357 patients, 
216 belonged to interior Sindh (Rural) while 137 were 
residents from Karachi (Urban) area of Sindh. About 
57.9% (n = 125) were male children from the rural 
population while 53.3% (n = 73) were male children 
from the urban population. Unknown etiology was the 
most frequent observation. Stone formation was the most 
common overall known etiology among all groups leading 
to ESRD in these patients. The proportion of hepatitis B 
positive was not significant in both groups. However, there 
was statistically significant difference among hepatitis C 
positive patients (P = 0.033).

Our study highlights a high prevalence of HBV and 
HCV in pediatric ESRD patients in both urban and 
rural areas of a developing country. At-risk populations 
and endemic areas should be identified and loopholes 
identified which not only will have a big effect on the 
quality of life of patients but will also play a role in 
reducing mortality.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

S. R. Shah, M. T. Alam, S. A. Shah1, A. Altaf, M. Khan
Department of Medicine, Dow University of Health Sciences, 

1Department of Medicine, Ziauddin Medical University Hospital, 
Karachi, Pakistan

Address for correspondence: 
Dr. S. R. Shah, 

Dow University of Health Sciences, Karachi, Pakistan. 
E‑mail: syedraza91shah@live.com

References

1. Mortazavi F, Maleki M. Management and outcome of children 
with end‑stage renal disease in northwest Iran. Indian J Nephrol 
2012;22:94‑7.

2. Groothoff JW. Long‑term outcomes of children with end‑stage 
renal disease. Pediatr Nephrol 2005;20:849‑53.

3. al‑Mugeiren M, al‑Faleh FZ, Ramia S, al‑Rasheed S, Mahmoud MA, 

Nitin
Rectangle



Letters to Editor

474 Nov 2016 / Vol 26 / Issue 6 Indian Journal of Nephrology

al‑Nasser M. Seropositivity to hepatitis C virus (HCV) in Saudi 
children with chronic renal failure maintained on haemodialysis. 
Ann Trop Paediatr 1992;12:217‑9.

4. Sheth RD, Peskin MF, Du XL. The duration of hepatitis B 
vaccine immunity in pediatric dialysis patients. Pediatr Nephrol 
2014;29:2029‑37.

5. Jonas MM, Zilleruelo GE, LaRue SI, Abitbol C, Strauss J, Lu Y. 
Hepatitis C infection in a pediatric dialysis population. Pediatrics 
1992;89(4 Pt 2):707‑9.

6. Seck SM, Dahaba M, Gueye S, Ka EF. Trends in hepatitis C 
infection among hemodialysis patients in Senegal: Results 
of a decade of prevention. Saudi J Kidney Dis Transpl 
2014;25:1341‑5.

7. Alashek WA, McIntyre CW, Taal MW. Hepatitis B and C infection 
in haemodialysis patients in Libya: Prevalence, incidence and risk 
factors. BMC Infect Dis 2012;12:265.

8. Shah SR, Khan MS, Alam MT, Salim A, Hussain M, Altaf A. End 
stage renal disease: Seroprevalence of hepatitises B and C along 
with associated aetiology and risk factors in children. J Trop Med 
2015;2015:936094.

How to cite this article: Shah SR, Alam MT, Shah SA, Altaf A, Khan M. 
Urban and rural population comparison of hepatic profile and associated 
etiology among children with end‑stage renal disease. Indian J Nephrol 
2016;26:473‑4.

This is an open access article distributed under the terms of the Creative 
Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non-commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

Access this article online
Quick Response Code:

Website:
www.indianjnephrol.org

DOI:
10.4103/0971-4065.181885 


