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HD, and 199 healthy controls (161 adults and 38 children), were examined for mucocutane-

Background We studied the prevalence of mucocutaneous disorders in uremic adults
and children on hemodialysis (HD) vs. controls, in Egypt.
Methods A total of 206 Egyptians with uremia (163 adults and 43 children) undergoing
ous abnormalities.
Results Specific cutaneous diseases associated with renal insufficiency were found in
five adults, including acquired perforating dermatosis and pseudo-porphyria. Non-specific
abnormalities included xerosis (54%), pallor (42.2%), nail changes (34.9%), hair changes
(34%), pruritus (32%), hyper-pigmentation (22.2%), coated tongue (14.1%), ecchymosis
(1.5%), and gingival hypertrophy (1.5%). Disorders found significantly more often in
uremics than controls included pallor, nail changes, hair changes, pruritus, hyperpigmentation and coated tongue in adults (P < 0.05), and nail changes, hair changes, and
hyper-pigmentation in children (P < 0.05). The prevalence of each mucocutaneous abnormality was similar in uremic adults and children except for pallor [more common in adults
(P = 0.001)], and hyper-pigmentation [more common in children (P = 0.003)]. A greater
number of hepatitis C virus-positive than -negative adult uremics had hyper-pigmentation
(P < 0.05), and more diabetic uremics had pruritus than did non-diabetics (P < 0.05).
Conclusion Mucocutaneous disorders occur in adults and children with uremia, some of
which are specific associations with the underlying renal disease. Occurrence of some of
the non-specific abnormalities, such as xerosis, ecchymosis, and gingival hypertrophy, may
be coincidental or associated with factors other than renal insufficiency.

Introduction
The skin is an important diagnostic window to diseases
involving internal organs, including the kidneys.1 In
uremia or chronic renal failure (CRF), most affected
patients undergo hemodialysis (HD) for up to 4 h, two or
three times per week.2
Nearly all patients with uremia have at least one
dermatological disorder that may range from benign to
life-threatening. These disorders may be as a result of the
underlying pathologic process that induced the renal
disease or related to the severity and duration of renal
failure.3 We studied the prevalence of mucocutaneous
disorders in uremic adults and children undergoing HD,
vs. controls, in Egypt.

Hospitals in Cairo, and 199 age- and gender-matched controls
(161 adults and 38 children), were included in the study,
performed during the period May 2008 to January 2009.
Patients were selected according to their pre-dialysis laboratory
results (serum creatinine >4 mg/dl, blood urea >100 mg/dl,
serum potassium >6.5 meq/l, serum bicarbonate <15 meq/l,
and glomerular filtration rate <15 ml/min) and clinical history,
including onset, course, and duration of their renal disease,
history of underlying/associated diseases, previous and current
medications, and duration of HD. Patients were divided into two
groups based on their age: adults and children (£18 years old).
The controls were randomly selected individuals who attended
the Dermatology Outpatient Clinic and healthy hospital staff
members of Ain Shams University Hospitals.
Patients and controls were examined thoroughly for the
presence of mucocutaneous disorders, with emphasis on

Subjects and methods

1024

manifestations of uremia, underlying disease, and disease

A total of 206 Egyptian uremics (163 adults and 43 children)

complications.
Data were analyzed statistically using SPSS statistical

undergoing HD at Ain Shams University and Ahmed Maher

package version 15 (SPSS Inc., Chicago, IL, USA). Chi-square

International Journal of Dermatology 2010, 49, 1024–1030

ª 2010 The International Society of Dermatology

Attia, Hassan and Youssef

Cutaneous disorders in Egyptian uremics

test was used for comparison between two variables.
Probability (P) value was considered statistically not significant
if >0.05, significant if £0.05, and highly significant if £0.001.

Results
A total of 206 uremic patients (110 males and 96
females; 163 adults and 43 children) on HD for a mean
duration of 5.8 years (adults) and 3.4 years (children),
were included in this study. In total 19 patients were diabetic and 187 patients were non-diabetic. A total of 95
patients were hepatitis C virus (HCV)-positive and 111
patients were HCV-negative. Among adult uremics, diabetes mellitus was the most common cause of CRF,
affecting 19 patients (11.6%), followed by hypertension
in 16 patients (9.8%), repeated renal stones [15 patients
(9%)], chronic pyelonephritis [five patients (3%)], systemic lupus erythematosus (SLE) [four patients (2.4%)],
gout [three patients (1.8%)], and congenital polycystic
kidney [three patients (1.8%)]; the cause was unknown in

Figure 1 Acquired perforating dermatosis involving the

elbow

(a)
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98 patients (60.2%). Congenital polycystic kidney was
the cause of renal failure in four children (9%) and SLE
in two (4.6%); the cause of renal insufficiency was
unknown in 37 children (86.4%).
The control group consisted of 199 (161 adults and 38
children) age- and gender- matched, non-uremic apparently healthy persons.
A total of 128 adult uremics (78.5%) had mucocutaneous disorders; five patients (3%) had specific manifestations of CRF, including acquired perforating dermatosis
(APD) (Fig. 1) in four patients (2.5%) and pseudoporphyria (Fig. 2) in one patient (0.6%). In total, 102 patients
(62.5%) had non-specific abnormalities and 21 (13%)
had other manifestations. No member of the adult control
group had specific skin manifestations of uremia
(Table 1).
Non-specific mucocutaneous manifestations of uremia
were reported in 102 (62.5%) adult uremics: xerosis in
89 (54.6%), pallor in 79 (48.5%), pruritus in 58
(35.6%), nail changes in 57 (34.9%) [including absent
lunula in 55 (33.7%), nail striations in 44 (26%), and
half-and-half nails in 40 (24%)], hair changes in 55
(33.7%) [including hair loss in 40 (24.5%) and dry brittle
hair in 20 (12.3%)], hyper-pigmentaion in 29 (17.8%),
coated tongue in 26 (16%), ecchymosis in three (1.8%),
and gingival hypertrophy in three patients (1.8%). In the
control group, the prevalence of xerosis was 47.8%, pallor 10.6%, pruritus 21.7%, nail changes 3.1%, hair
changes 12.4%, hyper-pigmentation 1.9%, coated tongue
2.5%, ecchymosis 0.6%, and for gingival hypertrophy
0.6%. Only pallor, pruritus, nail changes, hair changes,
hyper-pigmentation, and coated tongue were more common among uremics than controls, with a statistically significant difference (P < 0.05) (Table 1).
Prevalence of each abnormality in HCV-positive vs.
-negative adult uremics was as follows: xerosis in 48
patients (55.2%) vs. 41 (53.9%), pruritus in 29 (33.3%)
vs. 29 (38.2%), nail changes in 30 (34.5%) vs. 27

(b)

Figure 2 Pseudoporphyria involving the face (a) and hand (b)
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Table 1 Prevalence of specific and non-specific cutaneous

Table 3 Cutaneous manifestations among diabetic vs.

manifestations of uremia

non-diabetic adult uremics

Adult
uremics
no. (%)

Cutaneous
manifestation
Specific
APD
Bullous Dermatosis
NFD
CUA
Nonspecific
Xerosis
Pallor
Pruritus
Nail changes
Hair changes
Hyper-pigmentation
Coated tongue
Ecchymosis
Gingival enlargement

Controls
no. (%)

4
1
0
0

(2.5)
(0.6)
(0)
(0)

0
0
0
0

89
79
58
56
55
29
26
3
3

(54.6)
(48.5)
(35.6)
(34.4)
(33.7)
(17.8)
(16)
(1.8)
(1.8)

77
17
35
5
20
3
4
1
1

(0)
(0)
(0)
(0)
(47.8)
(10.6)
(21.7)
(3.1)
(12.4)
(1.9)
(2.5)
(0.6)
(0.6)

v2

4.00
0.991
–
–
1.488
55.82
7.585
31.114
44.013
23.086
17.482
0.988
0.988

P

0.063
0.503
–
–
0.134
0.001**
0.004*
0.001**
0.001**
0.001**
0.001**
0.316
0.316

*P £ 0.05 (Significant); **P £ 0.001 (Highly significant).
APD, acquired perforating dermatosis; NFD, nephrogenic
fibrosing dermopathy; CUA, calcific uremic arteriopathy.

Table 2 Cutaneous disorders among HCV-positive vs. HCV-

negative adult uremics

Cutaneous
manifestation

HCV +ve
uremics
no (%)

HCV )ve
uremics
no (%)

v2

P

Xerosis
Pruritus
Nail changes
Hyper-pigmentation
Ecchymosis

48
29
30
18
3

41
29
27
8
0

1.55
1.57
0.117
3.93
0.53

>0.05
>0.05
>0.05
<0.05*
>0.05

(55.2)
(33.3)
(34.5)
(20.7)
(3.4)

(53.9)
(38.2)
(35.5)
(10.5)
(0)

*P < 0.05 (Significant).

(35.5%), hyper-pigmentation in 18 (20.7%) vs. eight
(10.5%), and ecchymosis in three (3.4%) vs. 0%, with
statistically significant difference only for hyper-pigmentation (Table 2). Comparing diabetics with non-diabetics,
we found xerosis in 12 (63%) vs. 77 (53.5%), pruritus in
10 (52.6%) vs. 48 (33.3%), and APD in one (5.2%) vs.
three (2%), with statistically significant difference only
for pruritus (Table 3).
Other cutaneous disorders among uremic adults
included contact dermatitis in eight (5%), onychomycosis
in five (3.1%), vitiligo in three (1.8%), primary cutaneous
amyloidosis in three (1.8%), tuberous sclerosis (TS) in
two (1.25%), and SLE in one patient (0.6%). These manifestations were also found in controls with the following
International Journal of Dermatology 2010, 49, 1024–1030

Cutaneous
manifestation

Diabetic
uremics
no (%)

Nondiabetic
uremics
no (%)

v2

P

Xerosis
Pruritus
APD

12 (63)
10 (52.6)
1 (5.2)

77 (53.5)
48 (33.3)
3 (2)

1.61
3.84
0.064

>0.05
<0.05*
>0.05

*P < 0.05 (Significant).
APD, acquired perforating dermatosis.

Table 4 Prevalence of specific and non-specific cutaneous

manifestations of uremia in uremic children vs. controls

Cutaneous
manifestation
Specific
APD
Bullous Dermatosis
NFD
CUA
Nonspecific
Xerosis
Pallor
Pruritus
Nail changes
Hair changes
Hyper-pigmentation
Coated tongue
Ecchymosis
Gingival enlargement

Uremic
children
no. (%)

0
0
0
0
23
8
8
15
15
17
3
0
0

(0)
(0)
(0)
(0)
(53.5)
(18.6)
(18.6)
(34.9)
(34.9)
(39.5)
(7)
(0)
(0)

Controls
no. (%)

v2

1
0
0
0

(2.6)
(0)
(0)
(0)

1.146
–
–
–

20
8
7
0
7
1
0
0
0

(52.6)
(21.1)
(18.4)
(0)
(18.4)
(2.6)
(0)
(0)
(0)

0.006
0.076
0.000
12.449
13.157
15.895
2.753
–
–

P

0.469
–
–
–
0.558
0.500
0.606
0.001**
0.001**
0.001**
0.145
–
–

**P < 0.001 (Highly significant).
APD, acquired perforating dermatosis; NFD, nephrogenic
fibrosing dermopathy; CUA, calcific uremic arteriopathy.

close frequencies respectively: three (1.9%), four (2.5%),
four (2.5%), three (1.25%), 0 (0%) and 0 (0%).
Manifestations associated with complications of uremia
and/or HD were one HCV-positive patient with actinic
lichen planus, two patients had recurrent cellulitis, and
three had recurrent macerated toe webs.
Among uremic children, 41 (95.5%) had mucocutaneous disorders; none had specific cutaneous manifestations
of uremia, 36 (83.9%) had non-specific abnormalities
(Table 4), and five (1.2%) had other problems. The most
common non-specific cutaneous disorder among uremic
children was xerosis [in 23 patients (53%], followed by
hyper-pigmentaion in 17 (39.5%), nail changes in 15
(34.9%), hair loss in 15 (34.9%), pruritus in eight
(18.6%), pallor in eight (18.6%), and coated tongue in
ª 2010 The International Society of Dermatology
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Table 5 Cutaneous disorders in adults and children with

uremia

Cutaneous
manifestation
Specific
APD
Bullous dermatosis
NFD
CUA
Nonspecific
Xerosis
Pallor
Pruritus
Nail changes
Hair changes
Hyper-pigmentation
Coated tongue
Ecchymosis
Gingival enlargement

Adult
uremics
no. (%)

Uremic
children
no (%)

4
1
0
0

(2.5)
(0.6)
(0)
(0)

0
0
0
0

89
79
58
56
55
29
26
3
3

(54.6)
(48.5)
(35.6)
(34.4)
(33.7)
(17.8)
(16)
(1.8)
(1.8)

23
8
8
15
15
17
3
0
0

(0)
(0)
(0)
(0)
(53.5)
(18.6)
(18.6)
(34.9)
(34.9)
(39.5)
(7)
(0)
(0)

v2

1.076
0.265
–
–
0.017
12.44
4.504
0.204
0.21
2.265
9.28
1.603
1.603

P

0.389
0.791
–
–
0.515
0.001**
0.023
0.393
0.382
0.099
0.003*
0.246
0.246

*P < 0.05 (Significant); **P < 0.001 (highly significant).
APD, acquired perforating dermatosis; NFD, nephrogenic
fibrosing dermopathy; CUA, calcific uremic arteriopathy.

three patients (7%). In the control group, there was xerosis in 52.6% of children, hyper-pigmentation in 2.6%,
pruritus in 18.4%, hair loss in 18.4%, and pallor in
21.1%. A highly significant difference (P < 0.001) was
found between the patient group of children and controls
only in the prevalence of nail changes, hair changes, and
hyper-pigmentation (Table 4).
Other cutaneous diseases in uremic children included
pityriasis alba in five patients (11.6%) and drug induced
erythroderma in one.
Pallor was more common among adults than children
with uremia (P < 0.001), while hyper-pigmentation was
more common among children (P < 0.05) (Table 5).
Discussion
CRF is one of the most common debilitating diseases
occurring around the world. In Egypt, the incidence of
CRF has been estimated to be 74 per million.4 During the
past few decades, obstructive/reflux nephropathy attributed to urinary schistosomiasis has constituted the major
cause of CRF in young patients in Egypt. However,
because of effective schistosomiasis control programs, this
etiology is gradually giving way5 to interstitial nephropathy, probably related to environmental pollution6 and
drugs.4 The most common specific etiology for end stage
renal disease in older patients is diabetes mellitus type II.7
In our study, 65 adult patients had CRF (39.8%), most
often because of diabetes mellitus, followed by hypertenª 2010 The International Society of Dermatology
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sion, repeated renal stones, chronic pyelonephritis, SLE,
gout, and congenital polycystic kidneys. Congenital polycystic kidneys and SLE were reported in six children
(13.9%), but the cause of renal disease was unknown in
rest of the children.
CRF is known to be responsible for a variety of specific
and non-specific mucocutaneous disorders.8,9 Previous
studies have found one or more cutaneous abnormalities
among 79–100% of uremics.9–12 In our study, the prevalence of cutaneous manifestations was 78.5% in adult uremics, and 95% in the children. We found specific
manifestations in 3% of adults and none of the children.
Specific cutaneous manifestations of uremia include APD,
bullous dermatosis, nephrogenic fibrosing dermopathy
(NFD), and calcific uremic arteriopathy (CUA). APD is a
term used to describe the hyperkeratotic follicular papules
associated with diabetes mellitus, CRF, liver diseases and
internal malignancies,13 in addition to the rare idiopathic
APD.14 In contrast to our population, APD was reported in
eight (11%), and 21 (21%) of uremic patients in previous
studies.9,15
Pseudoporphyria is a vesiculobullous disease similar to
porphyria cutanea tarda, but without biochemical abnormalities in porphyrin metabolism, except when associated
with CRF (plasma levels of porphyrin may be minimally
elevated).16 Pseudoporphyria results from increased oxidative stress, because of reduced levels of glutathione,
and decreased subcutaneous oxygenation during HD that
may facilitate frictional blistering.17 Pseudoporphyria was
found in one adult male patient (0.6%) in our study,
whereas other investigators reported pseudoporphyria in
13% of 66 uremic adults.18 Other specific cutaneous
manifestations of uremia, such as NFD and CUA, were
not found in our study group, possibly because these are
rare disorders.19,20
We detected non-specific cutaneous manifestations of
uremia in 65% of our adult patients and 85% of the children. Xerosis was reported to be the most common cutaneous abnormality in uremics (46–90%),9,21–23 and 54%
of our patients had xerosis (54.6% of adults and 53.3%
of children). However, we also found xerosis in 47.8% of
adult controls and 52.6% of control children, perhaps
because the controls were examined during winter, when
xerosis is common.
Pallor of the skin as a result of anemia has been
reported as a hallmark of CRF and was found in 42.2%
of our uremic patients (48.5% of adults and 18.6% children), vs. 12.6% of controls (10.6% of adults and 21%
of children). Udayakumar et al. reported pallor in 60%
of uremic patients.9 The difference in prevalence of pallor
in our adult patients vs. controls was highly statistically
significant, but not for uremic children. The greater prevalence of pallor in adult vs. uremic children was highly
International Journal of Dermatology 2010, 49, 1024–1030
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significant. The lower prevalence of pallor among uremic
children could be explained by their regular receipt of
erythropoietin, which is supplied free by the Egyptian
Ministry of Health and Population (MOHP); the high
prevalence of pallor among control children might be
explained by the high prevalence of anemia in Egypt
(46.6% of adolescents).24
Nail changes may reflect different systemic diseases.
Absent lunula is an expected finding in elderly, anemic
and/or malnourished patients.25 We found absent lunula
in 33.7% of our adult uremic patients and 37.2% of the
children, nail striations in 26% of adults and 39% of
children, and half-and-half nails in 24.5% of adults and
27.9% of uremic children. Saray et al. reported these
manifestations in 32, 9, and 7.7% of uremic patients
respectively.26 Another study reported half-and-half nails
in 21% of patients on HD.9
Sparse body hair and diffuse alopecia with dry, lusterless hair have been reported among uremic patients.21 In
our study, hair changes were found in 33.7% of adult
uremics and 34.9% of the children, including hair loss
and dry brittle hair. Similarly, Udayakumar et al.
reported that 30/100 uremic patients had sparse body
hair, 11 had diffuse alopecia and 16 had dry, lusterless
hair.9 It has been proposed that dry, lusterless hair is
because of decreased secretion of sebum.27 Singh et al.
reported a 30% prevalence of dry hair in CRF patients
not undergoing dialysis.28 Comparing patients and controls, the difference was found to be significantly higher
in uremics. The role of anemia in induction of hair loss
among uremics should not be neglected.
Pruritus, the most characteristic and annoying cutaneous symptom of CRF,11,29,30 has a prevalence range of 19
to 90% 11 We found pruritus in 35.6% of uremic adults
and 18.6% of uremic children; 68.2% of the combined
population of them also suffered from xerosis. Comparing
adult patients and controls, the difference was found to
be significantly higher in uremics. In addition to xerosis,
pruritus has been associated with hyperparathyroidism;
increased serum levels of magnesium, calcium and phosphate, aluminum, and histamine; proliferation of nonspecific
enolase-positive
cutaneous
sensory
nerves;
hypervitaminosis A; iron deficiency anemia, and erythropoietin deficiency.21,31
In patients with uremia, diffuse hyper-pigmentation of
sun-exposed skin is attributed to increased melanin in the
basal layer and superficial dermis as a result of failure of
the kidneys to excrete beta-melanocyte-stimulating hormone.32 We found hyper-pigmentation in 17.8% of
adults and 39.5% of children; other authors have
reported a prevalence of 20–22%.11,21 However, a study
conducted on Indian patients with uremia found
hyper-pigmentation in 43%.9 The differences in reported
International Journal of Dermatology 2010, 49, 1024–1030
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prevalence could be attributed to differences in the study
populations. Hyperpigmentation may have been more
common in our uremic children than adults because the
children had more sun exposure.
Udayakumar et al. observed coated tongue in 11% of
uremics.9 Coated tongue was found in 16% of our adult
uremics and 7% of children; the difference between the
prevalence in uremics and controls was significantly
higher only for the adult group. A low prevalence of gingival hypertrophy was found in our study (1.5% of adult
uremics), probably because none of our patients received
cyclosporine or calcium channel blockers which are the
main causes of this problem.33,34 This disorder may be
familial in our population.35
Ecchymosis was found in 1.8% of our adult uremics and
none of the uremic children. Other studies have reported
ecchymosis in 9% and 20% of uremic patients respectively.9,27 Defects in primary hemostasis such as increased
vascular fragility, abnormal platelet function, and the use
of heparin during HD are the main causes of ecchymosis.
Several non-specific manifestations of uremia have been
reported in HCV-positive and chronic liver disease
patients including hyper-pigmentation, pruritus, nail
changes, and ecchymosis.23 Hyper-pigmentation was
more common among our HCV-positive than -negative
adult uremics (20.7% and 10.5% respectively). To our
knowledge, there have been no previous studies comparing the prevalence of cutaneous disorders in HCV-positive
and -negative uremics.
Some of the non-specific manifestations of uremia have
been found in diabetics, including xerosis, pruritus, and
APD.23 Pruritus was more common in our group of diabetic than non-diabetic patients (52.6% and 33.3%
respectively). In the study by Udayakumar et al., nearly
all cutaneous manifestations were more common among
their diabetic patients.9
On comparing manifestations in adults and children
with uremia, all were of similar prevalence except pallor
and hyper-pigmentation. Cutaneous manifestations of the
underlying disease included two cases of TS (adult uremics). TS has been reported to be associated with renal
hamartoma, which can precipitate renal failure.36 We also
noted malar rash, photosensitivity, hair loss, and striae
distensae in one adult female patient with CRF because
of SLE. SLE has been reported to cause CRF, related to
focal, membranous, or proliferative glomerulonephritis.23
In summary, most of our patients had at least one cutaneous disorder. However, the prevalence of some of these
manifestations (xerosis, ecchymosis, and gingival hypertrophy) was not significantly different than in the control
populations of otherwise healthy adults and children.
Thus, they should be considered coincidental manifestations rather than non-specific cutaneous manifestations of
ª 2010 The International Society of Dermatology
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uremia. We should note that our patients were not
matched in all reported manifestations. Hyper-pigmentation was significantly more common in HCV-positive
than -negative uremics, and diabetic uremics had more
frequent pruritus than non-diabetics, reflecting the impact
of the specific population studied. The diseases associated
with uremia should be considered in interpreting these
data. Larger randomized studies are needed to determine
the accurate prevalence of cutaneous manifestations in
Egyptian uremic patients. Governmental support to insure
adequate erythropoietin supply to uremics is recommended. Erythropoietin administration not only leads to
improvement of the general condition, but also reduces
the prevalence of pallor, pruritus, hair loss, and nail
changes among uremics.
Acknowledgment
Extended special thanks go to Professor Dr. Ehab El
Hakim, head of Pediatric HD Unit and Professor
Dr. Mahmoud Youssef, head of Internal Medicine HD
Unit of Nephrology Department of Ain Shams University
Hospitals. We would like also to specially thank staff
members of HD unit of Ahmed Maher Hospital in Cairo
for sincere cooperation.

References
1 Mazuryk HA, Brodkin RH. Cutaneous clues to renal
disease. Cutis 1991; 47: 241–248.
2 Feest TG, Rajamahesh J, Byrne C, et al. Trends in adult
renal replacement therapy in the UK. Quarterly Journal
of Medicine 2005; 98: 21–28.
3 Nunley JR. Dermatological manifestation of renal
disease. http://emedicine.medscape.com/article/1094846overview (updated in 2009). 2007.
4 Barsoum RS. End-stage renal disease in North Africa. Kid
Int Suppl 2003; 83: 111–114.
5 Barsoum RS. End stage renal disease in the developing
world. Artif Org 2002; 26: 735–736.
6 Essamie MA, Soliman A, Fayed TM, et al. Serious renal
disease in Egypt. Int J Artif Org 1995; 18: 254–260.
7 Mortada WI, Sobh MA, El-Defrawy MM, Farahat SE.
Study of lead exposure from automobile exhaust as a risk
for nephrotoxicity among traffic policemen. Am J
Nephrol 2001; 21: 274–279.
8 Headly CM, Wall B. ESRD-associated cutaneous
manifestation in hemodialysis population. Nephrol Nurs J
2002; 26: 525–527.
9 Udayakumar P, Balasubramanian S, Romalingam KH,
et al. Cutaneous manifestation in patients with chronic
renal failure on hemodialysis. Indian J Dermatol
Venereol Leprol 2006; 72: 119–125.

ª 2010 The International Society of Dermatology

Cutaneous disorders in Egyptian uremics

Report

10 Bencini PL, Montagnino G, Citterio A, et al. Cutaneous
abnormalities in uremic patients. Nephron 1985; 40:
316–321.
11 Pico MR, Lugo-Somolinos A. Cutaneous alterations in
patients with chronic renal failure. Int J Dermatol 1992;
31: 860–863.
12 Hajheydari Z, Makhlough A. Cutaneous and mucosal
manifestations in patients on maintenance hemodialysis.
Iran J Kid Dis 2008; 2: 86–90.
13 Kurban MS, Boueiz A, Kibbi AG. Cutaneous
manifestations of chronic kidney disease. Clin Dermatol
2008; 26: 255–264.
14 Henrzinger T, Schirren CG, Sander CA, et al. Reactive
perforating collagenosis – transepidermal elimination of
type IV collagen. Clinical and Exp Dermatol 2006; 21:
279–282.
15 Morton CA, Henderson IS, Jones MC, Lowe JG.
Acquired perforating dermatosis in a British dialysis
population. Br J Dermatol 1996; 135: 671–677.
16 Glynne P, Deacon A, Goldsmith D, et al. Bullous
dermatoses in end-stage renal failure: Porphyria or
pseudoporphyria. Am J Kidney Dis 1999; 34: 155–160.
17 Vadoud-Seyedi J, de Dobbeleer G, Simonart T.
Treatment of haemodialysis-associated pseudoporphyria
with N-acetylcysteine: report of two cases. Br J Dermatol
2000; 142: 580–581.
18 Chazot C, Chazot I, Charra B, et al. Functional study of
hands among patients dialyzed for more than 10 years.
Nephrol Dial Transplant 1993; 8: 347–351.
19 Deng AC, Bilu DM, Sina B, Gaspari A. Localized
nephrogenic fibrosing dermopathy: aberrant
dermal repairing? J Am Acad Dermatol 2008; 58: 336–
339.
20 Bazari H, Jaff M, Mannstadt M, Yan S. A 59 years
woman with diabetic renal disease and non healing skin
ulcers. N Engl J Med 2007; 356: 1049–1057.
21 Morton CA, Lafferty M, Hau C, et al. Pruritus and skin
hydration during dialysis. Nephron Dial Transplant
1996; 11: 2031–2036.
22 Tawade N, Gokhale BB. Dermatologic manifestation of
chronic renal failure. Indian J Dermatol Venereol Leprol
1996; 62: 155–156.
23 Siddappa K, Nair BK, Ravindra K, Siddesh ER. Skin in
systemic disease. In: Valia RG, Valia AR, eds. IADVL
Textbook and Atlas of Dermatology, 2nd edn. Mumbai:
Bhalani Publishing House; 2000: 938–984.
24 El-Sahn F, Sallam S, Mandil A, Galal O. Anaemia among
Egyptian adolescents: prevalence and determinants. East
Mediter Healt J 2000; 6: 1017–1025.
25 Piraccini BM, Tosti A. Treatment of common nail
disorders. Derm Clinics 2000; 18: 339–348.
26 Saray Y, Seckin D, Gulec AT, et al. Nail disorders in
hemodialysis patients and renal transplant recipients:
a case-control study. J Am Acad Dermatol 2004; 50:
197–202.
27 Brenner BM, Lazarus JM Chronic renal failure. In:
Isselbacher KJ, Braunwald E, Wilson JD, Martin JB,

International Journal of Dermatology 2010, 49, 1024–1030

1029

1030

Report

28

29

30

31

32

Cutaneous disorders in Egyptian uremics

Fauci AS, Kasper DL, eds. Harrison’s Principles
of Internal Medicine, 13th edn. New York, NY:
McGraw-Hill, 1994: 1274–1281.
Singh G, Singh SJ, Chakrabarthy N, et al. Cutaneous
manifestations of chronic renal failure. Indian J Dermatol
Venereol Leprol 1989; 55: 167–169.
Guptha AK, Guptha MA, Cardella CJ, Haberman HF.
Cutaneous associations of chronic renal failure and
dialysis. Int J Dermatol 1986; 25: 498–504.
Ponticelli C, Bencini PL The skin in uremia. In: Massry
SG, Glassock RJ, eds. Massry’s and Glassock’s Textbook
of Nephrology, 2nd edn. Baltimore: Williams and
Wilkins, 1989: 1422–1426.
Etter L, Myers SA. Pruritus in systemic disease:
mechanisms and management. Dermatol Clin 2002; 20:
459–472.
Smith AG, Shuster S, Thody AJ, et al. Role of the
kidney in regulating plasma immunoreactive

International Journal of Dermatology 2010, 49, 1024–1030

Attia, Hassan and Youssef

33

34

35

36

beta-melanocyte stimulating hormone. Br Med J 1976; 1:
874–876.
Somacarrera ML, Hernandez G, Acero J, Moskow BS.
Factors related to the incidence and severity of
ciclosporin-induced gingival overgrowth in transplant
patients. A longitudinal study. J Periodontol 1994; 65:
671–675.
Kennedy DS, Linden GJ. Resolution of gingival
overgrowth following change from ciclosporin to
tacrolimus therapy in a renal transplant patient. J Ir Dent
Assoc 2000; 46: 3–4.
Pihlstrom BL, Michalowicz BS, Johnson NW.
The Periodontal diseases. Lancet 2005; 366:
1809–1820.
Henske EP, Scheithauer BW, Short MP, et al. Allelic
loss is frequent in tuberous sclerosis kidney lesions but
rare in brain lesions. Am J Hum Genet 1996; 59:
400–406.

ª 2010 The International Society of Dermatology

