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to the time for onset of CRF. In practical sense, we 
usually do not have serial values to determine the 
exact onset of CRF (CKD) in a majority of patients.

9.	 In the ROC curve, it is better to say at what duration 
of dialysis, patients will be HCV positive and with 
what probability. For example, after 20 months of 
dialysis, 50% chance is that a patient will be HCV 
positive. The findings presented by the authors seem 
odd. According to their criteria, additional dialysis 
from the 15th to 16th month, that is, for 1 month will 
change the prevalence of HCV from 7.4% to 45.2%. 
This, I think, is not possible. Authors themselves 
later conclude that increase in dialysis for one month 
increased the odds of HCV positivity by 1.06 times. 
This means that representation by the ROC criteria 
is not appropriate and can mislead the reader.

10.	Authors have not mentioned other causes of increased 
liver enzyme, such as antitubercular drugs, while 
correlating the enzyme values with HCV positivity. 
About 12%-15% patients in any dialysis program in 
India have tuberculosis and they are on drugs. This 
issue has not been mentioned at all in the results or 
discussion.

11.	In discussion, the authors are mentioning higher 
ALT as a risk factor for HCV infection, which is never 
a case. A higher ALT is in fact is the result of HCV 
infection.

12.	The author describes that they do not isolate HCV 
patients and their HCV prevalence is 27.8%, which 
by any standard is not low. They should mention the 
new cases of HCV in their unit and only then they can 
explain that whether their not isolating HCV-positive 
patient is justified.
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Prevalence and association 
of hepatitis C viremia in 
hemodialysis patients at a 
tertiary care hospital

Sir,
I have read with interest the article by Jasuja et  al., 
published in the recent issue of your esteemed journal. [1] 
I have some observation to make.

1.	 Indian references are conspicuously absent. Author 
has quoted references from France, Moldova and 
Syria and not from our own country. There is not 
a single reference from India, though there are 13 
articles published in indexed journals alone.[2-14]

2.	 The author has stated in the introduction that 
duration of end-stage renal disease is one of the risk 
factors for prevalence of HCV in dialysis. I think this 
is not supported with the literature. 

3.	 I fail to understand the basis of exclusion of patients 
with HCV who were receiving treatment. After all, 
they also create pool of patients contributing to 
overall prevalence.

4.	 Some centers are reusing dialyzer of HCV patients but 
in a different area. It is more important to specify that 
the reuse variable included in this study has taken this 
issue or not, and, if yes, then what was percentage of 
reuse being done in a separate area.

5.	 I would like to know the period of study; from the 
year of beginning to year of completion. 119 patients 
are from how many patients being dialysed during 
the period of study.

6.	 The hepatitis vaccination in hemodialysis patients 
is a 4-dose schedule. Hence, authors write that 
twice or more vaccination in 10 patients (8.4%) 
does not make any sense. Because it may still be 
inadequate vaccination. The author should mention 
full vaccination vs. inadequate vaccination. I am also 
not sure how HBV vaccination, which the author has 
analyzed, will affect HCV prevalence.

7.	 As the author performed the HCV test at the time of 
accepting patients on dialysis, they should mention 
the number of patients who already had HCV when 
they were accepted in their unit, and how many were 
actually new infection.

8.	 I am unable to understand how the author reached 
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Authors’ reply

Sir,
We appreciate the critical comments made by  
Dr. Agarwal.[1] The highlight of our article is that 
approximately 30% of patients in dialysis will not be 
diagnosed HCV+ve with the currently available 3rd 
generation Elisa.[2]

We will try to clarify the points raised as they appear in 
the letter to the editor.
1.	 We agree that there is significant literature available 

on HCV from Indian centers. However, most of these 
do not utilize HCV RNA for diagnosis. We related 
our observations to studies using similar techniques 
based on PCR. Majority of the references quoted are 
out of context because of methodology,[5,6,8,9,10,11,12,14] 
non-relevant group studies[7,15,16,17] or review 
article.[13]

2.	 Duration of ESKD/ESRD, whether on HD or renal 
transplant, is a risk factor for HCV.[3,4,18]

3.	 On treatment, HCV patients are excluded because 

this may affect results of HCV PCR. In fact, some 
positive patients on treatment were HCV RNA 
negative at the time of our study. (These were not 
part of the study)

4.	 We do not separate HCV patients but follow universal 
precautions, while HCV dialyzers are reprocessed in 
a separate area. However, this has not been the focus 
of our article.

5.	 This study looks at point prevalence of HCV and was 
neither prospective nor retrospective. This was done 
in 2005 over a two-week period.

6.	 The numbers in the table I reflect not the doses 
but the number of courses taken by the patients. 
Twice or more vaccination implies repeating the 
entire vaccination schedule comprising of four 
doses, each time twice or more. We agree that 
hepatitis B vaccination does not in any way affect 
HCV prevalence. We purely mentioned it as another 
variable associated with population under study. 

7.	 Refer to point 5.
8.	 Duration of CKD was estimated by the history recall 

and patient records. 
9.	 Since our study was neither longitudinal 

nor cohort, it is not possible to calculate the 
probability of an individual that the reader 
suggested from this data. The prevalence of HCV 
positivity was 7.4% in patients who had duration 
of dialysis less than or equal to 16 months and 
prevalence of HCV positive is 45.2% for those 
who had more than 16 months of duration of 
dialysis. The change in prevalence from 7.4% to 
45.2% was not in just one month. ROC curve is 
appropriate here, because duration of dialysis 
can be used as diagnostic tool for HCV. The sum 
of sensitivity and specificity at cut-off more than 
16 months was higher; sensitivity (87.5%) and 
specificity (60%) seems appropriate.

10.	 The multivariable logistic regression was used to 
find the potential risk factors for HCV positivity 
and duration of dialysis was one of the potential 
risk factor. The results showed one month increase 
in duration of dialysis, increased odds 1.06 times 
to have HCV RNA positivity after adjusted for other 
potential risk factors.

11.	 Anti tubercular drugs and their effects were not 
looked into.

12.	 ALT has been used as a surrogate marker for HCV 
infection though its correlation has been poor. In our 
study, low serum albumin, high ALT were significant 
correlates for HCV RNA positivity. In fact, the normal 
cut offs for ALT in dialysis patients is much lower 
than that amongst non-dialysis patients. It only 
suggests that those with higher ALT had higher 
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