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Introduction 

End stage renal diseases (ESRD) is increasing 

worldwide. This condition is particularly serious in 

developing countries where health resources are inadequate 

(Stengel, 2003). 

The prevalence of dialysis therapy for kidney failure is 

increasing much faster than population growth in most parts 

of the world, there has been a 165% increase in dialysis 

treatments for ESRD over the past two decades (Hampton, 

2014)  . Worldwide, the number of patients receiving renal 

replacement therapy (RRT) is estimated at more than (1.4) 

million, with an annual incident rate growing to 8% 

(Chieppati and Remuzzi, 2005). The global prevalence of 

ESRD treated with dialysis for countries with universal 

dialysis access increased by 134% after adjusting for 

population growth and aging (Hampton, 2014). 

The findings indicate that the significant growth in 

dialysis therapy is strikingly out of proportion to population 

growth for a majority of regions in the world (Hampton, 

2014). 

Various chronic diseases have detrimental effects on 

the kidneys. Rapidly rising global rates of chronic diseases 

portend a consequent rise in kidney failure or end stage renal 

disease (ESRD) (Tomson and Bailey, 2011). 

Diabetes and hypertension remain the most commonly 

reported cause of ESRD (Foley and Collins, 2007). 

Glomerulonephritis is the third leading cause of ESRD, 

Overuse of over-the-counter pain medication or abuse of 

illegal drugs increases the risk of ESRD. Other diseases can 

lead to ESRD as kidney stones, polycystic kidney disease, 

http://jasn.asnjournals.org/search?author1=Robert+N.+Foley&sortspec=date&submit=Submit
http://jasn.asnjournals.org/search?author1=Allan+J.+Collins&sortspec=date&submit=Submit
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systemic lupus erythematosus, congenital nephrotic 

syndrome and atherosclerosis (Feest, 2007). 

Diabetes is the largest single cause of ESRD in the 

United Kingdom; accounting for 30- 40% of all cases 

(Sandra, 2005). 

Study conducted in Egypt showed that hypertension 

was responsible for (28%) of the cases of renal failure in 

Egypt. Other significant causes were: chronic 

Glomerulonephritis (16.6%), ESRD of unknown etiology 

(16.2%), obstructive uropathy (9.3%) and diabetic 

nephropathy (8.9%) (Afifi and Kareem, 1999). 

Another cross sectional study in Egypt showed that the 

prevalence of diabetic nephropathy increased gradually from 

(8.9%) in 1996, to (14.5%) in 2001. average age of patients 

with diabetic nephropathy was significantly higher than other 

causes of patients with ESRD. Mortality was also 

significantly higher in diabetic patients with ESRD (Afifi et 

al., 2004). 
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Aim of the work 
 

 To identify the prevalence of diabetic kidney disease 

as a cause of starting dialysis in Ain Shams university 

hospital and to compare change of prevalence over past 10 

years from (2004 to 2013). 
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Risk Factors of End-Stage Renal 

Disease 

Chronic Kidney Disease (CKD): 

 

The Glomerular filtration rate (GFR) 
 

The Glomerular filtration rate (GFR) is considered the 

best measure to assess the kidney function. Normal GFR 

varies according to patient’s age, sex, and body size. In 

young adults, the normal GFR is approximately 120ml per 

minute per 1.73 m2 to 130 ml per minute per 1.73 m2 and 

declines slightly with age (Parera  et al., 2005). 

ESRD has many causes that varies from one patient to 

another. The key risk factors for chronic kidney disease are 

the increasing age of the population, diabetes mellitus and 

hypertension. The most common causes include the 

following (Myrray et al., 2007). 

 Diabetes mellitus. 

 Uncontrolled hypertension can damage the kidneys 

over time. 

 Glomerulonephritis 

 Polycystic kidney disease is an example of a 

hereditary cause of chronic kidney disease. 

 Medications such as the use of some analgesics 

regularly over long durations of time can cause 

analgesic nephropathy and kidney damage. 

 Atherosclerosis leading to ischemic nephropathy, 

can cause kidney damage. 

 Obstruction of the urinary tract by stones or cancer 

or enlargement of the prostate may cause kidney 

damage. 
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 Obese American people have up to a seven times 

greater risk of kidney failure than non obese 

people, suggesting that obesity should be 

considered a risk factor for ESRD (Hyman, 2006). 

 

Risk Factors of ESRD: 

Diabetes Mellitus: 

A study was conducted in UK showed that ESRD is 

common. The main risk factor for impaired kidney function 

is diabetes mellitus. About (30%) of patients with diabetes 

develop some degree of diabetic nephropathy. In addition, a 

follow-up study conducted in South Africa showed that 

diabetes mellitus is a major risk factor of ESRD (Keeton et 

al., 2004). 

A study demonstrated that the high prevalence (13%) 

of ESRD among adult American population is due to the rise 

in the number of people with diabetes and hypertension 

(Moeller et al., 2002). A Case control study conducted in 

USA confirmed that kidney stones increased the risk of 

chronic kidney disease especially interstitial nephritis, 

diabetic nephropathy, and hypertension. Chronic kidney 

disease is frequently seen among patients with kidney stones, 

an estimated percent of (10% - 15%) of patients eventually 

develop chronic kidney failure (Vupputuri et al., 2004). Both 

hypertension and diabetes mellitus were main risk factors for 

increasing incidence of ESRD in black men in USA. Studies 

showed that (30- 40%) of all patients with diabetes develop 

nephropathy, ESRD, and necessitating dialysis or kidney 

transplantation (Chi-yuan et al., 2009). 

A study conducted in Egypt showed that hypertension 

was responsible for (28%) of the cases of renal failure in 
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Egypt. Other significant causes were: chronic 

Glomerulonephritis (16.6%), ESRD of unknown etiology 

(16.2%), obstructive uropathy (9.3%), and diabetic 

nephropathy (8.9%) (Afifi et al., 1999).  Another cross 

sectional study conducted in Egypt in order to determine the 

prevalence of diabetic nephropathy as a cause of ESRD 

showed that the prevalence of diabetic nephropathy increased 

gradually from (8.9%) in 1996 to (14.5%) in 2001. average 

age of patients with diabetic nephropathy was significantly 

higher than other causes of patients with ESRD. Mortality 

was also significantly higher in diabetic patients with ESRD 

(Afifi  et al., 2004). 
In Saudi Arabia, (KSA) diabetes mellitus is becoming a 

major medical problem. This has been more evident over the 

last decade or so as a result of dramatic changes in life-style 

of the Saudi population. A study done at the King Fahd 

Hospital of the University, Al-Khobar, diabetic nephropathy 

accounted for 27.9% of cases of ESRD (Al-Jiffri  et al., 

2003).  Also Cross sectional study conducted in Saudi Arabia 

to determine epidemiology and causes of ESRD showed that 

dialysis patients increase in the (KSA). Patients' average age 

was (55) years. Main causes of (ESRD) include diabetic 

nephropathy(28%), hypertension(24%), unknown (23%) and 

obstructive uropathy (8%) (Shaheen and Al-Khader, 2005). 

In Jordan, a study about epidemiology of dialysis 

patient showed that prevalence of hemodialysis was (312) 

person per million population. ESRD incidence in 2002 was 

(111) person per million population. Diabetes mellitus was 

leading cause of hemodialysis (33.4 %) (Batieha  et al., 

2007). Another study conducted in Jordan confirmed that 

diabetes mellitus was the major leading cause of ESRD 

(29.2% of cases), followed by hypertension (18.4%) and 

glomerulonephritis (12.3%), obstructive uropathy (4.1%) 


