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To the Editors:

Prevalence of chronic kidney disease in two tertiary care hospitals: 
high proportion of cases with uncertain aetiology

The prevalence o f  chronic kidney disease (C K D ) is 
rising globally, and is attributed to the epidemic o f  type 2 
diabetes melhtus [1], This trend in developing countries 
appears to be due to chronic glom erulonephritis and 
diabetes, both contributing significantly to increasing end- 
stage renal disease [2], In S n  Lanka, a system atic assess­
ment on C K D  is lacking, although the available literature 
points to a rising trend in hospital admissions and deaths 
due to CK D  [3], This study attempts to document some 
features o f  C K D  and describe cases with an uncertain 
aetiology observed at two teaching hospitals in Kandy 
and Anuradhapura between 200 0  and 2002.

We conducted a retrospective, descriptive study o f 
C K D  patients (n =492), using information collected from 
clinic records (Nephrology Unit, Kandy, NUK =146 , Renal 
Clinic, Anuradhapura, RCA  =  246). W hen further infor­
mation was required, verbal consent was obtained by the 
research officer who administered the questionnaire. The

diagnosis o f  C K D  was based on K D Q O l o f  National 
K idney Foundation o f  U SA  criteria  [4 ], The study 
commenced at N UK and was then extended to RCA , since 
a high number o f  C K D  patients from the North Central 
Province (N CP) was noted (table 1).

The cohort was observed to be in different stages o f  
C K D  varying from mild, moderate, severe to end-stage 
(table 2). The majority (6 1 % ) o f  patients at NUK were in 
late stages (severe and end-stage) o f  the disease whilst 
most (7 9 % ) at RCA  were in early stages. A fair number o f 
patients from RCA (9% ) were from Medawachchiya. The 
key finding in this study was that the cause o f  C K D  was 
not identifiable in the m ajority o f  patients in both clinics 
(NUK =  54% , RCA 82% ). These patients were categorized 
into a separate group as “uncertain aetiology” (U A ). in 
contrast, the world literature shows that the prevalence o f  
UA among C K D  patients less than 65 years old varies 
from 6.2-14.7%  [5]

Table 1 Demographic characteristics of patients at Nephrology Unit, Kandy and Renal Clinic,
Anuradhapura (2000 -  2002)

N ep h ro log y  Unit. 
Kandy (NUK)

%  (n =  146)

R en a l C linic. 
A n u rad h ap u ra  (RCA)

%  (n =  246)

Sex Male 66(97) 79(195)
Female 34(49) 21(51)

Age (yrs) 1 2 -1 8 * 14(21) 10(24)
1 9 -3 9 27(39) 36(88)
4 0 -6 4 44(65) 46(114)
XA 14(21) 8 (20)

Province NP - 34(14)
NCP 21(32) 86(212)
CP 35(51) -

W 17(25) -

SB 11(16) -

others 22(16) -

Occupation Farmer 44(64) 70(173)

NP- Northern Province (Vavuniya); NCP- North Central Province;

CP - Central Province; WP - Wayamba Province; SB - Sabaragamuwa Province 

*The study population was from  adult clinics and  patients were > 1 2  y ears old.
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CKD of UA in our study appeared to affect young 
males, from low socio-economic, paddy farming communities 
(NUK =90%, RCA=94.5%). Patients with mild to moderate 
stages of the disease were typically without uraemia and 
had only vague symptoms of backache and dysuria. Mild 
proteinuria (< 1 gram/24 hours) and bilateral echogenic small 
kidneys were typical findings, and the mean bipolar length 
ofthekidneyswas8.3cm± 1.4(n= 122). The urine full report 
did not show an active deposit and hypertension was not 
a common feature. Those who were in late stages of CKD 
and were hypertensive (NUK = 40% and RCA = 14%) did 
not have ECG evidence of left ventricular hypertrophy, 
indicating that raised blood pressure was probably due to

the disease, rather than being the cause of CKD.

Reports on CKD of UA from other countries are few, 
and this could be because of poor documentation. In the 
Balkan region CKD of UA has been reported among low 
socio-economic groups in well defined geographical 
locations. The prevalence of Balkan endemic nephropathy 
(BEN) varies from 0.5 to 4.4% in the affected regions along 
the river Danube [6], The disease characteristics of BEN 
appears to be different from the CKD of UA prevalent in the 
NCP of Sri Lanka; BEN affects more females and is asso­
ciated with uroepitheleal tumours [6]. A recent study suggests 
a role for environmental factors in CKD of UA here [7].

Table 2. Clinical characteristics and geographical distribution 

of patients with CKD at NUK and RCA

Nephrology’ Unit, 
Kandy (NUK)

% (n =  146)

Renal Clinic, 
Anuradhapura (RCA)

% (n =  246)

Estimated creatinine clearance [8]

ml/min

>60 (mild) 17(25) 21(51)
60-30 (moderate) 22(32) 58(143)
29-15 (severe) 39(57) 17(41)
< 15 (late stage)

22(32) 4(11)
Associations/aetiology

Diabetes 5(8) 2(6)
Hypertension (on treatment) 40(58) 14(34)

Uncertain aetiology 54(79) 82(201)

Other 39(57) 15(37)

Geographical distribution (province)

NP - 11 (22)

NCP 41(32) 89(179)

CP 16(13) -

WP 20(16) -

SB 5(4) -

Others 18(14) "

(Note: CKD is defined by the criteria of Kidney Disease Quality Outcome Initiative (KDQOl) of the National Kidney 
Foundation, USA [4] where a structural and/or functional deterioration (GFR <60 ml/min) of the kidney lasting for >3 
months is/are considered as evidence of CKD. The GFR >60 ml/min category therefore had evidence of structural damage 
(urine protein, ultrasonography changes).
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