DOI: 10.7860/JCDR/2017/29071.10477

[ Internal Medicine Section ]

ABSTRACT

Introduction: Globally, incidence of Chronic Kidney Disease
(CKD) is rapidly rising with huge burden on the life expectancy
of the patients. Regular haemodialysis improves the quality of
life in these patients. They get treatment at either government
run or private sector hospitals. A difference in disease pattern,
comorbidity, patient management and number of access failures
can be observed in these set ups.

Aim: The present study was carried out to find out selection,
management and disease pattern of CKD patients admitted for
dialysis in government run and private hospital.

Materials and Methods: A cross-sectional study on patients
(18-90 years) admitted and undergoing dialysis at government
run (N=129) and private hospital (N=182) was undertaken
in Karnataka, India. Parameters like comorbidity (diabetes),
number of dialysis per week, number of access failures, and
follow up visits were compared between these patients. Chi-
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INTRODUCTION

CKD is a clinical condition associated with a continuous loss of renal
function over time. CKD damages the kidneys and decreases their
ability of functioning. Globally, chronic kidney disease is spreading
very fast with huge burden on the life expectancy of the patients
[1]. It is classified into five stages based on the level of urinary
protein excretion and estimated glomerular filtration rate from age,
race, sex, and serum creatinine concentration [2]. Diabetes and
hypertension are considered as the two important risk factors for
CKD. Changing lifestyle, uncontrolled hypertension, ischemic heart
diseases, diabetes and lack of proper awareness are resulting in
more prevalence of chronic kidney disorders [3,4]. It is not only
restricted to developed countries, it is also seen in developing
nations, both urban and rural population being affected [5,6].

In the western countries, with rising prevalence of CKD, financial
burden on them has increased drastically. In India, it is estimated
that about 7.85 million people are suffering from end stage kidney
disease [7]. As the criteria used for diagnosis of CKD diagnosis
differs from researcher to researcher, the prevalence of CKD has
been quoted as 0.785% by Agarwal SK et al., 4.2% by Singh NP et
al., and 3.02% by Varma PP et al., [8-10].

Early detection of disease and appropriate treatment can keep
CKD progression to a minimal level. The most common treatment
modality used to manage CKD is haemodialysis which improves
the quality of life and provides a better health status to the patient.
In urban areas with easy availability of advanced medical facilities,
proper care to the CKD patients is available but with varied costs.
The treatment costs vary from place to place and it is indeed a
burden on patients’ finances. In rural scenario, without the above
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squared test was used to compare the data. All tests were two-
tailed and p< 0.05 was considered as significant.

Results: More number of younger patients and associated
comorbidity, were seen in patients admitted in government run
hospital (p<0.001), with no gender bias in selection of patients
for dialysis between the two hospitals. Similarly, follow-ups
with nephrologist, number of dialysis done per week and
erythropoietin supplements administered were significantly more
among private hospital patients (p<0.001). Number of dialysis
sessions and mean haemoglobin level was less in government
run hospital patients, as compared to those in private hospital.
No statistical difference was seen with access failure in both
these setups.

Conclusion: No bias in management of CKD patient was seen
among the two sets of hospitals though available facilities
seemed to vary.

added advantages in screening and treatment modalities of CKD,
the situation gets unreported and often not noticed. Every End
Stage Renal Disease (ESRD) patient cannot get an ideally matched
renal transplantation due to multiple factors. In a study in 2009, it
was estimated that only 10% of the patients with ESRD can secure
a renal transplantation [11].

Added to that, these CKD patients usually have comorbid
complications like hypertension, hypotension, fragile bones, poor
nutritional health, diabetes, aneurysms, infections etc. They are at
increased risk for cardiovascular diseases. Most patients with CKD
die of cardiovascular disease complications rather than progress
of ESRD. Anaemia is commonly seen due to inadequate synthesis
of erythropoietin by the kidneys. This worsens as the disease
progresses. It is also observed that patients with diabetes may
present with anaemia of CKD earlier than people without diabetes
[12,13].

In Indian setting, to treat these CKD patients, government sector
is doing a fair job in managing the patients with haemodialysis and
subsequent management. This setting usually caters to the needs
of the rural and socioeconomically poorer section of the society.
There are also government run private sector hospitals providing
similar services at a reasonably low cost. But major treatment and
management of such cases is occurring at urban superspeciality
private hospitals where patients who are financially sound, get the
treatment facilities.

Hence, different set of patients get treatment at these the two
different sectors; government and private. There might be difference
in disease pattern, duration of illness, duration of comorbid
complications, number of access failures, follow up visits advised
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and practiced, number of dialysis per week, erythropoietin levels
required, based on their haemoglobin levels. Hence, the present
study was carried out to find out the selection, management and
disease pattern of CKD patients on dialysis admitted in government
run and private hospital. Also, to find out the difference in selection
gender wise and age-wise.

MATERIALS AND METHODS

The present cross-sectional study was done on patients admitted
for dialysis in government run and private hospital, in the age
group of 18-90 years. For this study, we included 129 patients
from government run hospital and 182 from a private hospital in
Karnataka, India, during 2015 to 2016. Ethical approval was obtained
for this study from the Institute’s Ethical Review Committee. Written
informed consent was taken from each participant after describing in
full detail the procedure and purpose of the study. General physical
examination, complete systemic examinations were done. Detailed
history which included the work history, diet history, family, drug
history and diabetic history as comorbidity were taken. Previous
dialysis details with reference to number of access failures, follow up
visits practiced, number of dialysis per week were also noted.

Inclusion criteria: Patients of CKD on dialysis were included in the
study.

Exclusion criteria: Age less than 18 year and pregnant ladies were
excluded from the study.

STATISTICAL ANALYSIS

Data were analysed for normal distribution. All these parameters
among patients admitted in two different settings were analysed
statistically by using the statistical software SPSS version 22 and
MS Excel. Chi-squared test was used to compare the data. All tests
were two-tailed and p<0.05 was considered as significant.

RESULTS

[Table/Fig-1] shows the age group of the patients admitted to
government run and private hospitals. More number of younger
patients (20-39-year-old) were seen in government run hospital
which was statistically significant (p<0.001).

[Table/Fig-2] shows that there exists no gender bias in selection of
patients for dialysis between the two hospitals.

CDEi e Private Hospital
Age group Hospital N=182 P p-value
N=129 &
20-39 Years 42 (32.6%) 29(15.9%)
N=71
ﬁi'gg Years 35(27.1%) 24(13.2%)
<0.001

60-69 Years o 0
NI 32(24.8%) 56(30.8%)
L(zggars and above 20(15.5%) 73(40.1%)

[Table/Fig-1]: Age group of patients admitted to different hospitals.

Chi-square test

. No. of patients
Hospital admitted Percent p-value
Male 83 64.3
Government Female 46 35.7
Total 129 100.0
0.622
Male 122 67.0
Private Female 60 33.0
Total 182 100.0

[Table/Fig-2]: Gender-wise selection of patients for dialysis in government and

private hospitals.
Chi-square test

www.jcdr.net
Co- Government Private
Age group mor- Hospital Hospital Total | p-value
bidity N=129 N=182
20-39 Years Yes O(%) 29(1 6%) 29
N=71 <0.001
= No 42 (33%) 0(%) 42
Total 42 (32.6%) 29(15.9%) 7
40-59 Years Yes 05(4%) 24(13%) 29
N=50 <0.001
=5 No 30(23%) 0(%) 30
Total 35(27.1%) 24(13.2%) 59
60-69 Years Yes 17(13%) 56(31%) 73
N_88 <0.001
= No 15(12%) 0(%) 15
Total 32(24.8%) 56(30.8%) 88
70 Years and above | YeS 15(12%) 73(40%) 88
<0.001
N=93 No 05(3%) 0(%) 05
Total 20(15.5%) 73(40.1%) 93

[Table/Fig-3]: Age wise comparison of Comorbidity among patients of government

and private hospitals.
Chi-square test

P Government Hospital Private Hospital s
N=129 N=182 P
Yes 37(28.7%) 182(100%)
Comorbidity <0.001
No 92 (71.3%) 0
0 84(65.1%) 138(75.8%)
0, 0,
No. of 1 30(22.3%) 13(16.5%)
Access 2 13(10.1%) 08(4.4%) 0.068
fail
alures 3 02(1.6%) 03(1.6%)
4 0 03(1.6%)
Hb(%) Mean 10 gm/dL 9.4 gm/dL

[Table/Fig-4]: Disease pattern of patients on dialysis admitted to government and

private hospital.
Chi-square test

Age-wise comparison of diabetes as comorbidity among patients
of government run and private hospital is shown in [Table/Fig-3].
Young patients in the age group of 20-39 years were seen more in
government run hospital whereas patients aged 60 years and above
were taking treatment in private hospital which was statistically
significant for different age groups (p<0.001).

[Table/Fig-4] shows the disease pattern of patients on dialysis
admitted to government run and private hospital. Comorbidity was
seen more among government run hospital patients compared to
private which was statistically significant (p<0.001). No statistically
significant difference was seen in number of access failure between
the two set ups.

Follow-ups  with  nephrologist  [Table/Fig-5], erythropoietin
supplements administered [Table/Fig-6] and number of dialysis
done per week were significantly more among private hospital
patients (p<0.001) [Table/Fig-7]. Number of dialysis sessions in
government run hospital was less compared with those in private. In
private hospitals, it was thrice weekly in contrast with twice weekly
in government run hospital [Table/Fig-7].

Mean haemoglobin levels of patients in government run hospital
was 10 gm/dL compared with 9.4 gm/dL in private hospital.

DISCUSSION

Chronic kidney disease is a life threatening medical, social and
economic problem for patients and their families, in developing
countries. Late diagnosis and failure of treatment initiation at
the earliest to slow the progression of renal failure result in a
predominantly young ESRD population. Financial considerations
play a significant role for an appropriate treatment in such patients. In
our study, we observed that relative age of patients getting admitted
to government run hospital for dialysis is lesser when compared
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[Table/Fig-6]: EPO supplement of patients of government and private hospital.
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[Table/Fig-7]: Number of dialysis/week of patients of government and private

hospital.

with that in private hospital. This shows that young patients are
given preference in government run hospital and no such disparity
existed with respect to private hospital. This is in accordance with
a study conducted in government run hospitals of Africa and in
most sub-Saharan countries. This also can be due to young overall
population demographics in these countries [14,15]. A retrospective
study of kidney disease patients who required haemodialysis done
in 2013-2015 in Ethiopia showed that younger patients were treated
in government run hospitals with a mean age of 36.7 years with very
less pre morbid conditions [16]. In a study conducted in Australia
and New Zealand by Gray NA et al., to assess dialysis modality
at government and private hospitals observed that, patients were
aged in private hospitals compared with government run public
hospitals [17]. There exists no bias with the age group of patients
getting treated in private hospitals.

Similarly, there is no bias observed in selection of patients admitted
for dialysis to government run and private hospital based on their
gender. Number of male patients admitted was more in both hospital
set up. This is in accordance with a study conducted in Japan
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which mentions that differences in the socioeconomic conditions
and lifestyles between genders might be due to the difference in
incidence of ESRD and dialysis [18].

We found that comorbid complications were seen more among
patients treated in government run hospital when compared with
private hospital. A prospective randomised clinical trial in Brazilian
University Hospital conducted in 2012-2013 revealed that patients
admitted had comorbid complications like hypertension, diabetes,
heart diseases and multi organ failures [19].

There was no statistically significant difference seen in access
failure among the patients of both these hospitals i.e., 65% in
government run hospital and 75% in private hospital which reveals
that irrespective of the type of hospital in which patients are getting
treated, nephrologists role in treating them remain the same.

Number of dialysis per week was seen more in private than the
government run hospital. In private sector hospitals, decision on
number of dialysis per week is based on medical conditions which
are not so observed in government run hospitals [20].

Regular follow up of patients on dialysis, was observed in our study
among patients of private hospital. It is oblivious that those who
could afford to pay more money and those who are financially well
off would be taking treatment by a nephrologist with periodic follow
up in private sector hospitals when compared with government run
hospitals. It is a clear fact that early referral of chronic renal failure
patients to the nephrologists results in better patient management
and outcome [20,21]. Patient improvement increases with the longer
duration of pre-dialysis follow up by a nephrologist periodically [22,23].
It is a proven fact that specialist follow up after hospitalization for all
acute conditions improves quality of life. Another study showed that
regular follow up with a nephrologist within 90 days of discharge
is associated with a decrease in mortality within two years of the
index date, and a decrease in the need for chronic dialysis. Regular
follow up with nephrologist is associated with decreased mortality,
re hospitalization, and emergency room visits [24,25]. It has been
observed that the number of fistula failures were low in patients
followed for more than three months.

A study was conducted by Harel Z et al., in Ontario, on hospitalized
adult patients with acute kidney injury who received temporary
dialysis and post discharge survival of 90 days. The mortality rate
was only 8.4% in those patients with regular nephrology follow
up compared to 10.6% in those without follow up [26]. A total of
51% patients of government run hospital underwent dialysis thrice
weekly compared with 75% in private hospitals which showed a
statistical significance which could be due to patient overload and
affordability.

Erythropoietin is used to treat anaemia in patients with CKD
that can improve the quality of life and decrease morbidity and
mortality. Erythropoietin stimulating agents are a standard feature of
management for patients with ESRD. With medicare reimbursement
of erythropoietin, its use has increased more so in private hospitals
[27]. As per 2009 statistics, the cost of each haemodialysis in India
ranged from 150 INR in government hospitals to 2000 INR in private
hospitals. The monthly cost in private hospitals average 12000 INR
and the yearly cost of dialysis is 1, 40000 INR. The average cost of
erythropoietin per month 4000 INR to 10000 INR [28]. In 2012, total
monthly cost of dialysis was 30,000 INR with cost of erythropoietin
7160 INR [29].

LIMITATION

This study sample was limited to only one government run and
private hospital. Comorbidity details were not studied in detail.
Larger sample size at different setting forms the future scope of
this study.
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CONCLUSION

In a developing country like India where a very small percentage
of GDP is allocated for health, government run organizations fill up
large lacunae in providing healthcare for the poor. To add up it's the
lower socioeconomically weak sections who do not have insurance
coverage, nor they have sufficient information in selection of the
hospital. Both private and government run hospitals provide optimum
health care benefits to the patients of CKD. There exists no gender
bias in the management of such patients in different set of hospitals.
Infrequent follow ups among patients attending government run
hospital show that they are less aware of the disease and available
facility. They need to be educated towards the complications of the
disease and appropriate management techniques that are provided
even at government hospitals.
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