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AIM OF THE WORK

INTRODUCTION

Chronic kidney disease (CKD) is a worldwide public health
problem. According to the World Health Report 2002 and
Global Burden of Disease (GBD) project, diseases of the kidney
and urinary tract contribute to the global burden of diseases,
with approximately 850,000 deaths every year and 15,010,167
disability-adjusted life years.
(http:/lwww3.who.int/whosis/menu.cfm?path=evidence,burde
n&language=english.) They are the 12th cause of death and
the 17th cause of disability, respectively. The global incidence
and prevalence of CKD, however, may be underestimated by

these data for a number of reasons.

Studies examining the link between research evidence and
clinical practice have consistently shown gaps between the
evidence and current practice. Some studies in the United States
suggest that 30%-40% of patients do not receive evidence-
based care, while in 20% of patients care may be not needed or
potentially harmful. However, relatively little information exists
about how to apply evidence in clinical practice, and data on the

effect of evidence-based guidelines on knowledge uptake,
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process of care or patient outcomes is limited (Locatelli et al.,
2004).

Appropriately then, the care of dialysis patients has been
the prime focus of nephrology, particularly after the widespread
availability of maintenance dialysis when it became evident
that mortality of dialyzed patients was high and their quality of
life far from adequate(Eknoyan et al, 2002).

Guidelines practiced on anemia and actual practices are
much different with different places and patients according to
treatment. Moreover, in individual countries and individual units
within countries local circumstances relating to economic
conditions; organization of health care delivery or even legal
constraints may render the immediate implementation of best
practice guidelines difficult or impossible. Nevertheless, they
provide a goal against which progress can be measured (Locatelli
et al., 2004).

Compliance with clinical guidelines is an important
indicator of quality and efficacy of patient care, at the same
time their adaptation in clinical practice may be initiated by
numerous factors including; clinical experts, patient
performance, constrains of public health policies, community
standard, budgetary limitation and methods of feeding back
information concerning current practice (Cameron, 1999).
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End-stage renal disease (ESRD) is one of the main health
problems in Egypt. Currently, hemodialysis represents the main
mode for treatment of chronic kidney disease stage 5 (CKD5),
previously called ESRD or chronic renal failure (Afifi , 1999)

Although hemodialysis is often used for treatment of
ESRD, no practice guidelines are available in Egypt. Healthcare
facilities are seeking nowadays to develop practice guidelines
for the sake of improving healthcare services (Ministry of
Health and Population,1999)
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AIM OF THE WORK

To study the pattern of current clinical practice in
hemodialysis prescription in regular hemodialysis patients
in Egypt and to compare this pattern with standard international
guidelines in hemodialysis prescription, stressing on anemia,
bone disease management and adequacy of dialysis.
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ESRD burden in developing countries

One potential outcome of chronic kidney disease (CKD) is

end-stage renal disease (ESRD), requiring costly renal
replacement therapy in the form of dialysis or transplantation.
Although the incidence of ESRD shows signs of leveling off in
developed countries, perhaps in part because of increased
awareness of CKD, no such trend is seen in developing
countries or minority populations. Over 2 million people now
require renal replacement therapy to sustain life worldwide, but
this likely represents less than 10% of those who need it
(Codreanu, 2006)

Chronic renal failure is a devastating medical, social, and
economic problem for patients and their families. The
availability and quality of dialysis programs largely depend on
the prevailing economic conditions, the political-social
structure, overall health care facilities, and the health care
funding strategies of various countries. Large disparities
separate the socio-economic structures of various countries,
especially the developed and the developing countries. In the
developed world, health care is generally available, whereas the
vast population of people living in developing countries do not
have access to even basic amenities like sanitation and safe
drinking water (REPORT, AD: 2000, in The World Bank, 2000,
New York, Oxford).




