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INTRODUCTION

Horseshoe kidney is among the most common renal 
fusion anomalies.1 It is a mixture of malrotation, 
ectopia and fusion anomalies.2 Most of patients with 
horseshoe kidney remain asymptomatic, few 
presents with urolithiasis, who necessitate any surgi-
cal intervention.3 1 in 5 patient with horseshoe 
kidney have renal stone 1,3,4 due to the fusion anom-
alies, malrotation and ectopia, Percutaneous 
Nephrolithotomy (PCNL) in horseshoe kidney is tech-

nically demanding and slight alteration in PCNL is 
required 5,6 .The increased incidence of renal stone 
in horseshoe kidney is due to urinary stasis 7. PCNL, 
Extracorporeal Shock Wave Lithotripsy (ESWL) and 
Pyelolithotomy are standard treatment options for 
renal stone 8. Extracorporeal Shock Wave Lithotripsy 
(ESWL) is associated with low stone free rate in 
Horseshoe kidney due to anatomic abnormalities 
because the stone is fragmented but due to 
anatomical changes the stone can’t be able to 
pass 9. Generally the stone clearance rate of Extra-
corporeal Shock Wave Lithotripsy (ESWL) is around 

59%. Retrograde approach is much more difficult 
and not exercised frequently 9-12. PCNL is standard 
surgical treatment for renal stone > 2.0 cm and 
stone resistant to ESWL 7. In our study, 60 patients 
with abnormal kidney underwent PCNL. We are 
sharing our experience with renal anomalies, which 
underwent PCNL and their outcomes.

METHODS

Total number of patients in our study who under-
went PCNL from 2010 to 2017 was 60. Out of which 
35 had horseshoe kidneys and 25 had malrotated 
kidney. The mean age in our population was 
35.7±17.37. Out of 60 patients 44 (73.3%) were male 
and 16 (26.7%) were female. The Stone Size (medi-
an, IQR) was 2.75, 1.2. Before going for PCNL 
patient’s laboratory workup including urine culture, 
urinalysis, renal function profile, complete blood 
count uric acid and calcium levels. Radiological 
evaluations include ultrasound kidney ureter and 
bladder, X-ray KUB and intravenous pylogram. 
Prophylactic antibiotic was given to all patients, 
Patient with a positive urine culture was treated first 
and after having sterile urine the patient was oper-
ated. PCNL was done under standard general 
anesthesia. 5.0 French ureteric catheter placed 
retrogradely and retrograde urethrogram done to 
review the anatomy and stone location, ureteric 
catheter was fixed with foleys catheter. Patient 
position changed to prone position and all pressure 
pads were applied, puncture was done under 
fluoroscopy guidance. Puncture was done by 18 
gauge nephrostomy needle, after urine is aspiration 
contrast was injected to confirm the puncture 
placement into the system and guide wire was 
placed.  Tract was dilated through metallic dilator. 
26 french phroscope was used and 30 french 
Amplatz sheath was used. Stone was fragmented 
with pneumatic lithoclast and stone retrieve by 
forceps. DJ was placed 24 (40.0%) of patients. After 
the end of procedure Percutaneous Nephrostomy 
(PCN) was placed 48 (80.0%) patient which was of 
22 french and secured with prolene suture. Normal 
saline was used as irrigation fluid. Intra operative 
fluoroscopy was done for stone clearance. Post-op-
erative X-Ray KUB was done to verify the clearance 
of stone. 

Statistical Analysis: Data analyses were perform by 
using software IBM SPSS license version 21. Cleaning 
and coding of the data will be done prior to analy-
sis. Descriptive analysis of variables was presented in 
form of frequencies and percentages. Cross tabula-
tion were done for renal anomalies with different 
variables.

      
RESULT

IWe have included total 60 patients in our study in 

which 44 (73.3%) were male and 16 (26.7%) were 
female. Mean age was 36 with standard deviation 
of 17, minimum was 2 years and maximum was 73 
years. 

The clinical parameters of patients with abnormal 
kidneys are described in Table 1, which shows that 
most patients had horseshoe kidney 35 (58.3%) with 
right sided renal stone 35 (58.3%) and majority of 
stones were located in pelvis 37 (61.7%). 48 (80.0%) 
patients needed nephrostomy while only 24 (40%) 
required DJ insertion. In 42 (70%) patients 100% 
clearance was achieved and only 20 (33.3%) 
patients needed secondary procedures (Table 1).

Table 1: The clinical parameters of patients with 
abnormal kidneys

OWe did cross tabulation of renal abnormality with 
different variables and found that most of stones 
were located in pelvis in malrotated kidney 19 (70%) 
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as well as in horseshoe kidney 18 (51.4%). In malro-
tated kidney, lower pole was punctured more 
frequently (14.56%) while in horseshoe kidney, upper 
pole was puncture in majority 24 (65.6%).

In both abnormalities, nephrostomy was done in 
most of the cases.

Almost same numbers of patients need DJ insertion 
in both types of renal abnormality (16 in malrotation 
and 20 in horseshoe). Similarly there was equal rate 
of clearance in the two types (68% in malrotation 
and 71.4% in horseshoe) only 5 (20%) patients with 
malrotated kidneys required ESWL while 10 (28.6%) 
of horseshoe kidneys needed ESWL. Pre and post 
Hemoglobin was not statistically different in both 
malrotated and horseshoe kidneys (p value > 0.05). 
The median drop in hemoglobin in malrotated 
kidneys is 1.7 (IQR 1.25) while in horseshoe it was 1.2 
(IQR 1.7) (Table 2). 

growth of any organisms. Other diagnostic tests 
such as sputum gram staining indicated the 
presence of Gram negative rods and Gram positive 
cocci in 36.6% of all cases. The Acid Fast Bacilli (AFB) 

smear test was positive in 22% of the 41 cases. 
Sputum for routine culture and sensitivity (C/S) was 
done and Pseudomonas Aeruginosa was found to 
be the most common organism (in 29.3% of all 
cases). 

When the presenting symptoms of all the cases 
were taken into consideration, 90.2% of the patients 
presented with productive cough and 82.9% of all 
patients also presented with fever.

A radiological investigation of all the cases 
revealed that bilateral lung involvement was 
common and the most common site of involvement 
of a lung abscess is the lower lobe of the right lung. 
An assessment of predisposing factors showed that 
poor oral hygiene was a possible common cause. 
Some history of smoking (past or current) and a 
history of alcoholism have also been correlated with 
the formation of lung abscess. An investigation of 
chronic diseases revealed that from the 41 patients 
assessed, Diabetes and tuberculosis were common 
while sinusitis, Pneumonia and a history of malignan-
cy were also associated with lung abscess patient.

We observed stone clearance with need of DJ 
insertion in respect of renal abnormalities and found 
that among the malrotated kidneys, 8 patients had 
clearance of < 100% in which 6 needed DJ insertion 
while in patients with horseshoe kidneys total of 10 
patients had < 100% clearance among them 8 
required DJ insertion. 

On the other hand, in case of 100% clearance DJ 
was inserted in 3 (33.3%) patients with malrotation 
while 7 (46.7%) horseshoe kidneys required DJ 
insertion (Table 3).

DISCUSSION

The horseshoe kidneys are well known and common 
urological anomalies. Morgagni reported first case 
of horseshoe kidneys in 1828. Incidence of horse-
shoe kidneys is 1 to 4 in 1,000 cases with male to 
female ratio 2 to 3: 18. Combination of malrotation, 
ectopia and fusion of the lower pole is seen in horse-
shoe kidneys.2 Due to merging of the lower pole 
metanephricblastema at isthmus prevents migra-
tion of kidney to the normal position and kidney lies 
lower than the normal position.9 Due to combina-
tion of malrotation, ectopia and fusion of lower pole 
results in multiple renal arteries and deviant vessels.8 
Arteries in a horseshoe kidney are of three type 
,distal aorta, bifurcation of aorta and common iliac 
give rise to accessory arteries, other is aberrant that 
arises from the renal artery, aorta, bifurcation of 
aorta, common iliac ,middle sacral artery and 
normal renal arteries The diameter of arteries in 
horseshoe kidney are relatively smaller as compare 
to the normal kidney ,the vessels are found on the 
ventral surface of the kidney with exemption of the 
arteries of the isthmus. In Horseshoe kidney the ante-
rior lying calices are angulated dorsomedially 
whereas the ventral lying calices are angulated 
dorsolaterally kidney which leads to pelvis lying in 
more ventral position 13. Association of high ureter in 
horseshoe kidney leads to urinary stasis, stone 
formation and urinary tract infection.2,10.Horseshoe 
kidney have association with anomalies of other 
organs like cardiovascular system, central nervous 
system, anorectal malformation and skeletal abnor-
malities 13. There are number of treatment option for 
urolithiasis ESWL, Ureteroscopy (URS), PCNL and 
open/laparoscopic pyelolithotomy.8The short 
coming ESWL is due to the location of the kidney 

which leads to difficult to target the stone and lower 
calcies is not a suitable option for Extracorporeal 
shock wave lithotripsy (ESWL) due to overlying of 
bone and difficult stone passage per ureter.11, 12 This 
leads to unsatisfactory outcome of ESWL and need 
for secondary procedure. PCNL is treatment of 
choice for large stone and upper ureteric stone in 
horseshoe kidney requiring minor alteration to 
standard technique.12,13For PCNL the prime feature 
which discriminate from the normal kidney are the 
blood supply and the alignment of the calyceal 
system 14.Upper pole puncture is suitable option for 
PCNL in horseshoe kidney with better access to 
pelvi-calyceal system and decreased chances of 
bleeding due to less torque.1In Case of a vertical 
puncture it is troublesome to visualize the dilatation 
of the tract under fluoroscopy .Due to the abnormal 
position and malrotation sometimes it requires an 
extra-long Amplatz sheath and nephroscope. 
Regardless of the Abnormal anatomy almost all of 
the vascular supplies are situated on the ventral 
aspect of the kidney with an exception from the 
isthmus and the isthmus is protected by the spine 
and is far away from the nephrostomy tract. Upper 
pole puncture allows the excess to the upper 
calices, lower calices, renal pelvis and upper ureter 
13.Incidence of hydrothorax and pneumothorax is 
low due to lower placement of kidney.1

It is suggested to do the CT scan before going for 
the procedure to review the anatomy , stone loca-
tion, radiolucent stone and to see the position of 
colon 13, 15. The stone free rate have increased with 
the introduction of flexible nephroscope. The study 
suggests the stone free rate of around 84% in case 
with flexible nephroscope13, 16.

Mosavi-Bahar et al. describe their experience of 
PCNL in renal anomalies with sample size of 16 
patients (7 horse shoe, 5 malrotated, 3 ectopic and 
1 small kidneys). In contrast our study has a larger 
sample size.

Shokeir et al. have a sample size of 34 patients with 
greater hospital stay as compare to our study we 
didn’t experience any bowel injury as reported by 
different studies. In comparison to previous studies 
11.7% of our patient underwent double puncture 
out of which 17% of the total were in horseshoe 
kidney. No patient undergoes secondary PCNL. 
Secondary procedure was mostly ESWL for the resid-
ual stone done in 25% of the patient. Limitation of 
our study was that we didn’t use CT scan post oper-
atively for the actual visualization of stone as men-
tioned in other studies but x-ray and ultrasound 
combine have the sensitivity of 65-95% as presented 
by other studies. The sample size doesn't represent 
specific renal anomalies specifications. It is retro-
spective study and helps the future prospective 
study which will yield more conclusive result.

CONCLUSION

PCNL in renal anomalies appears to be a safe and 
effective approach of treatment for large renal 
calculi with no increase in complication found and 
revealing good results.  
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Horseshoe kidney is among the most common renal 
fusion anomalies.1 It is a mixture of malrotation, 
ectopia and fusion anomalies.2 Most of patients with 
horseshoe kidney remain asymptomatic, few 
presents with urolithiasis, who necessitate any surgi-
cal intervention.3 1 in 5 patient with horseshoe 
kidney have renal stone 1,3,4 due to the fusion anom-
alies, malrotation and ectopia, Percutaneous 
Nephrolithotomy (PCNL) in horseshoe kidney is tech-

nically demanding and slight alteration in PCNL is 
required 5,6 .The increased incidence of renal stone 
in horseshoe kidney is due to urinary stasis 7. PCNL, 
Extracorporeal Shock Wave Lithotripsy (ESWL) and 
Pyelolithotomy are standard treatment options for 
renal stone 8. Extracorporeal Shock Wave Lithotripsy 
(ESWL) is associated with low stone free rate in 
Horseshoe kidney due to anatomic abnormalities 
because the stone is fragmented but due to 
anatomical changes the stone can’t be able to 
pass 9. Generally the stone clearance rate of Extra-
corporeal Shock Wave Lithotripsy (ESWL) is around 

59%. Retrograde approach is much more difficult 
and not exercised frequently 9-12. PCNL is standard 
surgical treatment for renal stone > 2.0 cm and 
stone resistant to ESWL 7. In our study, 60 patients 
with abnormal kidney underwent PCNL. We are 
sharing our experience with renal anomalies, which 
underwent PCNL and their outcomes.

METHODS

Total number of patients in our study who under-
went PCNL from 2010 to 2017 was 60. Out of which 
35 had horseshoe kidneys and 25 had malrotated 
kidney. The mean age in our population was 
35.7±17.37. Out of 60 patients 44 (73.3%) were male 
and 16 (26.7%) were female. The Stone Size (medi-
an, IQR) was 2.75, 1.2. Before going for PCNL 
patient’s laboratory workup including urine culture, 
urinalysis, renal function profile, complete blood 
count uric acid and calcium levels. Radiological 
evaluations include ultrasound kidney ureter and 
bladder, X-ray KUB and intravenous pylogram. 
Prophylactic antibiotic was given to all patients, 
Patient with a positive urine culture was treated first 
and after having sterile urine the patient was oper-
ated. PCNL was done under standard general 
anesthesia. 5.0 French ureteric catheter placed 
retrogradely and retrograde urethrogram done to 
review the anatomy and stone location, ureteric 
catheter was fixed with foleys catheter. Patient 
position changed to prone position and all pressure 
pads were applied, puncture was done under 
fluoroscopy guidance. Puncture was done by 18 
gauge nephrostomy needle, after urine is aspiration 
contrast was injected to confirm the puncture 
placement into the system and guide wire was 
placed.  Tract was dilated through metallic dilator. 
26 french phroscope was used and 30 french 
Amplatz sheath was used. Stone was fragmented 
with pneumatic lithoclast and stone retrieve by 
forceps. DJ was placed 24 (40.0%) of patients. After 
the end of procedure Percutaneous Nephrostomy 
(PCN) was placed 48 (80.0%) patient which was of 
22 french and secured with prolene suture. Normal 
saline was used as irrigation fluid. Intra operative 
fluoroscopy was done for stone clearance. Post-op-
erative X-Ray KUB was done to verify the clearance 
of stone. 

Statistical Analysis: Data analyses were perform by 
using software IBM SPSS license version 21. Cleaning 
and coding of the data will be done prior to analy-
sis. Descriptive analysis of variables was presented in 
form of frequencies and percentages. Cross tabula-
tion were done for renal anomalies with different 
variables.

      
RESULT

IWe have included total 60 patients in our study in 

which 44 (73.3%) were male and 16 (26.7%) were 
female. Mean age was 36 with standard deviation 
of 17, minimum was 2 years and maximum was 73 
years. 

The clinical parameters of patients with abnormal 
kidneys are described in Table 1, which shows that 
most patients had horseshoe kidney 35 (58.3%) with 
right sided renal stone 35 (58.3%) and majority of 
stones were located in pelvis 37 (61.7%). 48 (80.0%) 
patients needed nephrostomy while only 24 (40%) 
required DJ insertion. In 42 (70%) patients 100% 
clearance was achieved and only 20 (33.3%) 
patients needed secondary procedures (Table 1).

Table 1: The clinical parameters of patients with 
abnormal kidneys

OWe did cross tabulation of renal abnormality with 
different variables and found that most of stones 
were located in pelvis in malrotated kidney 19 (70%) 
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Demographic and clinical parameters n with (%) 

Gender 
Male 44 (73.3) 

Female 16 (26.7) 
Age (mean±std) 35.7±17.37 

Renal Abnormality 
Malrotation 25 (41.7) 

Horseshoe 35 (58.3) 

Stone Side 
Right 35 (58.3) 

Left 25 (41.7) 
Stone Size (median, IQR) 2.75, 1.2 

Number of Tract 
Single 53 (88.3) 

Double 7 (11.7) 

Stone Location 

Upper Pole 2 (3.3) 
Lower Pole 4 (6.7) 
Pelvis 37 (61.7) 

Pelvis & Upper Pole 6 (10.0) 

Pelvis & Lower Pole 11 (18.3) 

Puncture Type 

Upper Pole 34 (56.7) 
Lower Pole 19 (31.7) 

Upper & Lower Pole 7 (11.7) 

Amplatz Size 

22 5 (8.3) 

26 19 (31.7) 

30 36 (60.0) 

Nephrestomy 
No 12 (20.0) 

Yes 48 (80.0) 

DJ Insertion 
No 36 (60.0) 

Yes 24 (40.0) 

Clearance 
100% 42 (70.0) 

<100% 18 (30.0) 

Post-Operative Complication 

No 48 (80.0) 

Hematuria 7 (11.7) 
Leakage 1 (1.7) 

Pleural Effusion 2 (3.3) 

Sepsis 1 (1.7) 

Fever 1 (1.7) 

Secondary Procedure 

No 40 (66.7) 

ESWL 15 (25.0) 

URS 0 (0.0) 

Chest Intibution 2 (3.3) 
ESWL & URS 3 (5.0) 

IQR:Interquartile Range; DJ: Double J Stent; ESWL: Extracorporeal 
Shock Wave Lithotripsy; URS: Ureteroscopy 

as well as in horseshoe kidney 18 (51.4%). In malro-
tated kidney, lower pole was punctured more 
frequently (14.56%) while in horseshoe kidney, upper 
pole was puncture in majority 24 (65.6%).

In both abnormalities, nephrostomy was done in 
most of the cases.

Almost same numbers of patients need DJ insertion 
in both types of renal abnormality (16 in malrotation 
and 20 in horseshoe). Similarly there was equal rate 
of clearance in the two types (68% in malrotation 
and 71.4% in horseshoe) only 5 (20%) patients with 
malrotated kidneys required ESWL while 10 (28.6%) 
of horseshoe kidneys needed ESWL. Pre and post 
Hemoglobin was not statistically different in both 
malrotated and horseshoe kidneys (p value > 0.05). 
The median drop in hemoglobin in malrotated 
kidneys is 1.7 (IQR 1.25) while in horseshoe it was 1.2 
(IQR 1.7) (Table 2). 

growth of any organisms. Other diagnostic tests 
such as sputum gram staining indicated the 
presence of Gram negative rods and Gram positive 
cocci in 36.6% of all cases. The Acid Fast Bacilli (AFB) 

smear test was positive in 22% of the 41 cases. 
Sputum for routine culture and sensitivity (C/S) was 
done and Pseudomonas Aeruginosa was found to 
be the most common organism (in 29.3% of all 
cases). 

When the presenting symptoms of all the cases 
were taken into consideration, 90.2% of the patients 
presented with productive cough and 82.9% of all 
patients also presented with fever.

A radiological investigation of all the cases 
revealed that bilateral lung involvement was 
common and the most common site of involvement 
of a lung abscess is the lower lobe of the right lung. 
An assessment of predisposing factors showed that 
poor oral hygiene was a possible common cause. 
Some history of smoking (past or current) and a 
history of alcoholism have also been correlated with 
the formation of lung abscess. An investigation of 
chronic diseases revealed that from the 41 patients 
assessed, Diabetes and tuberculosis were common 
while sinusitis, Pneumonia and a history of malignan-
cy were also associated with lung abscess patient.

We observed stone clearance with need of DJ 
insertion in respect of renal abnormalities and found 
that among the malrotated kidneys, 8 patients had 
clearance of < 100% in which 6 needed DJ insertion 
while in patients with horseshoe kidneys total of 10 
patients had < 100% clearance among them 8 
required DJ insertion. 

On the other hand, in case of 100% clearance DJ 
was inserted in 3 (33.3%) patients with malrotation 
while 7 (46.7%) horseshoe kidneys required DJ 
insertion (Table 3).

DISCUSSION

The horseshoe kidneys are well known and common 
urological anomalies. Morgagni reported first case 
of horseshoe kidneys in 1828. Incidence of horse-
shoe kidneys is 1 to 4 in 1,000 cases with male to 
female ratio 2 to 3: 18. Combination of malrotation, 
ectopia and fusion of the lower pole is seen in horse-
shoe kidneys.2 Due to merging of the lower pole 
metanephricblastema at isthmus prevents migra-
tion of kidney to the normal position and kidney lies 
lower than the normal position.9 Due to combina-
tion of malrotation, ectopia and fusion of lower pole 
results in multiple renal arteries and deviant vessels.8 
Arteries in a horseshoe kidney are of three type 
,distal aorta, bifurcation of aorta and common iliac 
give rise to accessory arteries, other is aberrant that 
arises from the renal artery, aorta, bifurcation of 
aorta, common iliac ,middle sacral artery and 
normal renal arteries The diameter of arteries in 
horseshoe kidney are relatively smaller as compare 
to the normal kidney ,the vessels are found on the 
ventral surface of the kidney with exemption of the 
arteries of the isthmus. In Horseshoe kidney the ante-
rior lying calices are angulated dorsomedially 
whereas the ventral lying calices are angulated 
dorsolaterally kidney which leads to pelvis lying in 
more ventral position 13. Association of high ureter in 
horseshoe kidney leads to urinary stasis, stone 
formation and urinary tract infection.2,10.Horseshoe 
kidney have association with anomalies of other 
organs like cardiovascular system, central nervous 
system, anorectal malformation and skeletal abnor-
malities 13. There are number of treatment option for 
urolithiasis ESWL, Ureteroscopy (URS), PCNL and 
open/laparoscopic pyelolithotomy.8The short 
coming ESWL is due to the location of the kidney 

which leads to difficult to target the stone and lower 
calcies is not a suitable option for Extracorporeal 
shock wave lithotripsy (ESWL) due to overlying of 
bone and difficult stone passage per ureter.11, 12 This 
leads to unsatisfactory outcome of ESWL and need 
for secondary procedure. PCNL is treatment of 
choice for large stone and upper ureteric stone in 
horseshoe kidney requiring minor alteration to 
standard technique.12,13For PCNL the prime feature 
which discriminate from the normal kidney are the 
blood supply and the alignment of the calyceal 
system 14.Upper pole puncture is suitable option for 
PCNL in horseshoe kidney with better access to 
pelvi-calyceal system and decreased chances of 
bleeding due to less torque.1In Case of a vertical 
puncture it is troublesome to visualize the dilatation 
of the tract under fluoroscopy .Due to the abnormal 
position and malrotation sometimes it requires an 
extra-long Amplatz sheath and nephroscope. 
Regardless of the Abnormal anatomy almost all of 
the vascular supplies are situated on the ventral 
aspect of the kidney with an exception from the 
isthmus and the isthmus is protected by the spine 
and is far away from the nephrostomy tract. Upper 
pole puncture allows the excess to the upper 
calices, lower calices, renal pelvis and upper ureter 
13.Incidence of hydrothorax and pneumothorax is 
low due to lower placement of kidney.1

It is suggested to do the CT scan before going for 
the procedure to review the anatomy , stone loca-
tion, radiolucent stone and to see the position of 
colon 13, 15. The stone free rate have increased with 
the introduction of flexible nephroscope. The study 
suggests the stone free rate of around 84% in case 
with flexible nephroscope13, 16.

Mosavi-Bahar et al. describe their experience of 
PCNL in renal anomalies with sample size of 16 
patients (7 horse shoe, 5 malrotated, 3 ectopic and 
1 small kidneys). In contrast our study has a larger 
sample size.

Shokeir et al. have a sample size of 34 patients with 
greater hospital stay as compare to our study we 
didn’t experience any bowel injury as reported by 
different studies. In comparison to previous studies 
11.7% of our patient underwent double puncture 
out of which 17% of the total were in horseshoe 
kidney. No patient undergoes secondary PCNL. 
Secondary procedure was mostly ESWL for the resid-
ual stone done in 25% of the patient. Limitation of 
our study was that we didn’t use CT scan post oper-
atively for the actual visualization of stone as men-
tioned in other studies but x-ray and ultrasound 
combine have the sensitivity of 65-95% as presented 
by other studies. The sample size doesn't represent 
specific renal anomalies specifications. It is retro-
spective study and helps the future prospective 
study which will yield more conclusive result.

CONCLUSION

PCNL in renal anomalies appears to be a safe and 
effective approach of treatment for large renal 
calculi with no increase in complication found and 
revealing good results.  
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Horseshoe kidney is among the most common renal 
fusion anomalies.1 It is a mixture of malrotation, 
ectopia and fusion anomalies.2 Most of patients with 
horseshoe kidney remain asymptomatic, few 
presents with urolithiasis, who necessitate any surgi-
cal intervention.3 1 in 5 patient with horseshoe 
kidney have renal stone 1,3,4 due to the fusion anom-
alies, malrotation and ectopia, Percutaneous 
Nephrolithotomy (PCNL) in horseshoe kidney is tech-

nically demanding and slight alteration in PCNL is 
required 5,6 .The increased incidence of renal stone 
in horseshoe kidney is due to urinary stasis 7. PCNL, 
Extracorporeal Shock Wave Lithotripsy (ESWL) and 
Pyelolithotomy are standard treatment options for 
renal stone 8. Extracorporeal Shock Wave Lithotripsy 
(ESWL) is associated with low stone free rate in 
Horseshoe kidney due to anatomic abnormalities 
because the stone is fragmented but due to 
anatomical changes the stone can’t be able to 
pass 9. Generally the stone clearance rate of Extra-
corporeal Shock Wave Lithotripsy (ESWL) is around 

OUTCOME OF PERCUTANEOUS NEPHROLITHOTOMY IN RENAL ANOMALIES: SINGLE CENTER EXPERIENCE

59%. Retrograde approach is much more difficult 
and not exercised frequently 9-12. PCNL is standard 
surgical treatment for renal stone > 2.0 cm and 
stone resistant to ESWL 7. In our study, 60 patients 
with abnormal kidney underwent PCNL. We are 
sharing our experience with renal anomalies, which 
underwent PCNL and their outcomes.

METHODS

Total number of patients in our study who under-
went PCNL from 2010 to 2017 was 60. Out of which 
35 had horseshoe kidneys and 25 had malrotated 
kidney. The mean age in our population was 
35.7±17.37. Out of 60 patients 44 (73.3%) were male 
and 16 (26.7%) were female. The Stone Size (medi-
an, IQR) was 2.75, 1.2. Before going for PCNL 
patient’s laboratory workup including urine culture, 
urinalysis, renal function profile, complete blood 
count uric acid and calcium levels. Radiological 
evaluations include ultrasound kidney ureter and 
bladder, X-ray KUB and intravenous pylogram. 
Prophylactic antibiotic was given to all patients, 
Patient with a positive urine culture was treated first 
and after having sterile urine the patient was oper-
ated. PCNL was done under standard general 
anesthesia. 5.0 French ureteric catheter placed 
retrogradely and retrograde urethrogram done to 
review the anatomy and stone location, ureteric 
catheter was fixed with foleys catheter. Patient 
position changed to prone position and all pressure 
pads were applied, puncture was done under 
fluoroscopy guidance. Puncture was done by 18 
gauge nephrostomy needle, after urine is aspiration 
contrast was injected to confirm the puncture 
placement into the system and guide wire was 
placed.  Tract was dilated through metallic dilator. 
26 french phroscope was used and 30 french 
Amplatz sheath was used. Stone was fragmented 
with pneumatic lithoclast and stone retrieve by 
forceps. DJ was placed 24 (40.0%) of patients. After 
the end of procedure Percutaneous Nephrostomy 
(PCN) was placed 48 (80.0%) patient which was of 
22 french and secured with prolene suture. Normal 
saline was used as irrigation fluid. Intra operative 
fluoroscopy was done for stone clearance. Post-op-
erative X-Ray KUB was done to verify the clearance 
of stone. 

Statistical Analysis: Data analyses were perform by 
using software IBM SPSS license version 21. Cleaning 
and coding of the data will be done prior to analy-
sis. Descriptive analysis of variables was presented in 
form of frequencies and percentages. Cross tabula-
tion were done for renal anomalies with different 
variables.

      
RESULT

IWe have included total 60 patients in our study in 

which 44 (73.3%) were male and 16 (26.7%) were 
female. Mean age was 36 with standard deviation 
of 17, minimum was 2 years and maximum was 73 
years. 

The clinical parameters of patients with abnormal 
kidneys are described in Table 1, which shows that 
most patients had horseshoe kidney 35 (58.3%) with 
right sided renal stone 35 (58.3%) and majority of 
stones were located in pelvis 37 (61.7%). 48 (80.0%) 
patients needed nephrostomy while only 24 (40%) 
required DJ insertion. In 42 (70%) patients 100% 
clearance was achieved and only 20 (33.3%) 
patients needed secondary procedures (Table 1).

Table 1: The clinical parameters of patients with 
abnormal kidneys

OWe did cross tabulation of renal abnormality with 
different variables and found that most of stones 
were located in pelvis in malrotated kidney 19 (70%) 

as well as in horseshoe kidney 18 (51.4%). In malro-
tated kidney, lower pole was punctured more 
frequently (14.56%) while in horseshoe kidney, upper 
pole was puncture in majority 24 (65.6%).

In both abnormalities, nephrostomy was done in 
most of the cases.

Almost same numbers of patients need DJ insertion 
in both types of renal abnormality (16 in malrotation 
and 20 in horseshoe). Similarly there was equal rate 
of clearance in the two types (68% in malrotation 
and 71.4% in horseshoe) only 5 (20%) patients with 
malrotated kidneys required ESWL while 10 (28.6%) 
of horseshoe kidneys needed ESWL. Pre and post 
Hemoglobin was not statistically different in both 
malrotated and horseshoe kidneys (p value > 0.05). 
The median drop in hemoglobin in malrotated 
kidneys is 1.7 (IQR 1.25) while in horseshoe it was 1.2 
(IQR 1.7) (Table 2). 

growth of any organisms. Other diagnostic tests 
such as sputum gram staining indicated the 
presence of Gram negative rods and Gram positive 
cocci in 36.6% of all cases. The Acid Fast Bacilli (AFB) 

smear test was positive in 22% of the 41 cases. 
Sputum for routine culture and sensitivity (C/S) was 
done and Pseudomonas Aeruginosa was found to 
be the most common organism (in 29.3% of all 
cases). 

When the presenting symptoms of all the cases 
were taken into consideration, 90.2% of the patients 
presented with productive cough and 82.9% of all 
patients also presented with fever.

A radiological investigation of all the cases 
revealed that bilateral lung involvement was 
common and the most common site of involvement 
of a lung abscess is the lower lobe of the right lung. 
An assessment of predisposing factors showed that 
poor oral hygiene was a possible common cause. 
Some history of smoking (past or current) and a 
history of alcoholism have also been correlated with 
the formation of lung abscess. An investigation of 
chronic diseases revealed that from the 41 patients 
assessed, Diabetes and tuberculosis were common 
while sinusitis, Pneumonia and a history of malignan-
cy were also associated with lung abscess patient.

Table: 2. Pre and post Hemoglobin in both malrotated and horseshoe kidneys

Variables 

Renal Abnormality 

Malrotation Horseshoe 

n with (%) n with (%) 

Stone Location 

Upper Pole 2 (8.0) 0 (0.0) 

Lower Pole 3 (12.0) 1 (2.9) 
Pelvis 19 (76.0) 18 (51.4) 

Pelvis & Upper Pole 0 (0.0) 6 (17.1) 

Pelvis & Lower Pole 1 (4.0) 10 (28.6) 

Puncture Type 

Upper Pole 10 (40.0) 24 (68.6) 
Lower Pole 14 (56.0) 5 (14.3) 
Upper & Lower Pole 1 (4.0) 6 (17.1) 

Nephrostomy 
No 7 (28.0) 5 (14.3) 

Yes 18 (72.0) 30 (85.7) 

DJ Insertion 
No 16 (64.0) 20 (57.1) 

Yes 9 (36.0) 15 (42.9) 

Clearance 
100% 17 (68.0) 25 (71.4) 

<100% 8 (32.0) 10 (28.6) 

Secondary Procedure 

No 16 (64.0) 24 (68.6) 

ESWL 5 (20.0) 10 (28.6) 

URS 0 (0.0) 0 (0.0) 

Chest Intibution 2 (8.0) 0 (0.0) 

ESWL & URS 2 (8.0) 1 (2.9) 

Pre and post-operative difference in 
HB(median,IQR) 

 1.7,1.25 1.2,1.7 

IQR: Interquartile range; DJ: Double J Stent; ESWL: Extracorporeal Shock Wave Lithotripsy 
 

We observed stone clearance with need of DJ 
insertion in respect of renal abnormalities and found 
that among the malrotated kidneys, 8 patients had 
clearance of < 100% in which 6 needed DJ insertion 
while in patients with horseshoe kidneys total of 10 
patients had < 100% clearance among them 8 
required DJ insertion. 

On the other hand, in case of 100% clearance DJ 
was inserted in 3 (33.3%) patients with malrotation 
while 7 (46.7%) horseshoe kidneys required DJ 
insertion (Table 3).

DISCUSSION

The horseshoe kidneys are well known and common 
urological anomalies. Morgagni reported first case 
of horseshoe kidneys in 1828. Incidence of horse-
shoe kidneys is 1 to 4 in 1,000 cases with male to 
female ratio 2 to 3: 18. Combination of malrotation, 
ectopia and fusion of the lower pole is seen in horse-
shoe kidneys.2 Due to merging of the lower pole 
metanephricblastema at isthmus prevents migra-
tion of kidney to the normal position and kidney lies 
lower than the normal position.9 Due to combina-
tion of malrotation, ectopia and fusion of lower pole 
results in multiple renal arteries and deviant vessels.8 
Arteries in a horseshoe kidney are of three type 
,distal aorta, bifurcation of aorta and common iliac 
give rise to accessory arteries, other is aberrant that 
arises from the renal artery, aorta, bifurcation of 
aorta, common iliac ,middle sacral artery and 
normal renal arteries The diameter of arteries in 
horseshoe kidney are relatively smaller as compare 
to the normal kidney ,the vessels are found on the 
ventral surface of the kidney with exemption of the 
arteries of the isthmus. In Horseshoe kidney the ante-
rior lying calices are angulated dorsomedially 
whereas the ventral lying calices are angulated 
dorsolaterally kidney which leads to pelvis lying in 
more ventral position 13. Association of high ureter in 
horseshoe kidney leads to urinary stasis, stone 
formation and urinary tract infection.2,10.Horseshoe 
kidney have association with anomalies of other 
organs like cardiovascular system, central nervous 
system, anorectal malformation and skeletal abnor-
malities 13. There are number of treatment option for 
urolithiasis ESWL, Ureteroscopy (URS), PCNL and 
open/laparoscopic pyelolithotomy.8The short 
coming ESWL is due to the location of the kidney 

which leads to difficult to target the stone and lower 
calcies is not a suitable option for Extracorporeal 
shock wave lithotripsy (ESWL) due to overlying of 
bone and difficult stone passage per ureter.11, 12 This 
leads to unsatisfactory outcome of ESWL and need 
for secondary procedure. PCNL is treatment of 
choice for large stone and upper ureteric stone in 
horseshoe kidney requiring minor alteration to 
standard technique.12,13For PCNL the prime feature 
which discriminate from the normal kidney are the 
blood supply and the alignment of the calyceal 
system 14.Upper pole puncture is suitable option for 
PCNL in horseshoe kidney with better access to 
pelvi-calyceal system and decreased chances of 
bleeding due to less torque.1In Case of a vertical 
puncture it is troublesome to visualize the dilatation 
of the tract under fluoroscopy .Due to the abnormal 
position and malrotation sometimes it requires an 
extra-long Amplatz sheath and nephroscope. 
Regardless of the Abnormal anatomy almost all of 
the vascular supplies are situated on the ventral 
aspect of the kidney with an exception from the 
isthmus and the isthmus is protected by the spine 
and is far away from the nephrostomy tract. Upper 
pole puncture allows the excess to the upper 
calices, lower calices, renal pelvis and upper ureter 
13.Incidence of hydrothorax and pneumothorax is 
low due to lower placement of kidney.1

It is suggested to do the CT scan before going for 
the procedure to review the anatomy , stone loca-
tion, radiolucent stone and to see the position of 
colon 13, 15. The stone free rate have increased with 
the introduction of flexible nephroscope. The study 
suggests the stone free rate of around 84% in case 
with flexible nephroscope13, 16.

Mosavi-Bahar et al. describe their experience of 
PCNL in renal anomalies with sample size of 16 
patients (7 horse shoe, 5 malrotated, 3 ectopic and 
1 small kidneys). In contrast our study has a larger 
sample size.

Shokeir et al. have a sample size of 34 patients with 
greater hospital stay as compare to our study we 
didn’t experience any bowel injury as reported by 
different studies. In comparison to previous studies 
11.7% of our patient underwent double puncture 
out of which 17% of the total were in horseshoe 
kidney. No patient undergoes secondary PCNL. 
Secondary procedure was mostly ESWL for the resid-
ual stone done in 25% of the patient. Limitation of 
our study was that we didn’t use CT scan post oper-
atively for the actual visualization of stone as men-
tioned in other studies but x-ray and ultrasound 
combine have the sensitivity of 65-95% as presented 
by other studies. The sample size doesn't represent 
specific renal anomalies specifications. It is retro-
spective study and helps the future prospective 
study which will yield more conclusive result.

CONCLUSION

PCNL in renal anomalies appears to be a safe and 
effective approach of treatment for large renal 
calculi with no increase in complication found and 
revealing good results.  
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Horseshoe kidney is among the most common renal 
fusion anomalies.1 It is a mixture of malrotation, 
ectopia and fusion anomalies.2 Most of patients with 
horseshoe kidney remain asymptomatic, few 
presents with urolithiasis, who necessitate any surgi-
cal intervention.3 1 in 5 patient with horseshoe 
kidney have renal stone 1,3,4 due to the fusion anom-
alies, malrotation and ectopia, Percutaneous 
Nephrolithotomy (PCNL) in horseshoe kidney is tech-

nically demanding and slight alteration in PCNL is 
required 5,6 .The increased incidence of renal stone 
in horseshoe kidney is due to urinary stasis 7. PCNL, 
Extracorporeal Shock Wave Lithotripsy (ESWL) and 
Pyelolithotomy are standard treatment options for 
renal stone 8. Extracorporeal Shock Wave Lithotripsy 
(ESWL) is associated with low stone free rate in 
Horseshoe kidney due to anatomic abnormalities 
because the stone is fragmented but due to 
anatomical changes the stone can’t be able to 
pass 9. Generally the stone clearance rate of Extra-
corporeal Shock Wave Lithotripsy (ESWL) is around 

59%. Retrograde approach is much more difficult 
and not exercised frequently 9-12. PCNL is standard 
surgical treatment for renal stone > 2.0 cm and 
stone resistant to ESWL 7. In our study, 60 patients 
with abnormal kidney underwent PCNL. We are 
sharing our experience with renal anomalies, which 
underwent PCNL and their outcomes.

METHODS

Total number of patients in our study who under-
went PCNL from 2010 to 2017 was 60. Out of which 
35 had horseshoe kidneys and 25 had malrotated 
kidney. The mean age in our population was 
35.7±17.37. Out of 60 patients 44 (73.3%) were male 
and 16 (26.7%) were female. The Stone Size (medi-
an, IQR) was 2.75, 1.2. Before going for PCNL 
patient’s laboratory workup including urine culture, 
urinalysis, renal function profile, complete blood 
count uric acid and calcium levels. Radiological 
evaluations include ultrasound kidney ureter and 
bladder, X-ray KUB and intravenous pylogram. 
Prophylactic antibiotic was given to all patients, 
Patient with a positive urine culture was treated first 
and after having sterile urine the patient was oper-
ated. PCNL was done under standard general 
anesthesia. 5.0 French ureteric catheter placed 
retrogradely and retrograde urethrogram done to 
review the anatomy and stone location, ureteric 
catheter was fixed with foleys catheter. Patient 
position changed to prone position and all pressure 
pads were applied, puncture was done under 
fluoroscopy guidance. Puncture was done by 18 
gauge nephrostomy needle, after urine is aspiration 
contrast was injected to confirm the puncture 
placement into the system and guide wire was 
placed.  Tract was dilated through metallic dilator. 
26 french phroscope was used and 30 french 
Amplatz sheath was used. Stone was fragmented 
with pneumatic lithoclast and stone retrieve by 
forceps. DJ was placed 24 (40.0%) of patients. After 
the end of procedure Percutaneous Nephrostomy 
(PCN) was placed 48 (80.0%) patient which was of 
22 french and secured with prolene suture. Normal 
saline was used as irrigation fluid. Intra operative 
fluoroscopy was done for stone clearance. Post-op-
erative X-Ray KUB was done to verify the clearance 
of stone. 

Statistical Analysis: Data analyses were perform by 
using software IBM SPSS license version 21. Cleaning 
and coding of the data will be done prior to analy-
sis. Descriptive analysis of variables was presented in 
form of frequencies and percentages. Cross tabula-
tion were done for renal anomalies with different 
variables.

      
RESULT

IWe have included total 60 patients in our study in 

which 44 (73.3%) were male and 16 (26.7%) were 
female. Mean age was 36 with standard deviation 
of 17, minimum was 2 years and maximum was 73 
years. 

The clinical parameters of patients with abnormal 
kidneys are described in Table 1, which shows that 
most patients had horseshoe kidney 35 (58.3%) with 
right sided renal stone 35 (58.3%) and majority of 
stones were located in pelvis 37 (61.7%). 48 (80.0%) 
patients needed nephrostomy while only 24 (40%) 
required DJ insertion. In 42 (70%) patients 100% 
clearance was achieved and only 20 (33.3%) 
patients needed secondary procedures (Table 1).

Table 1: The clinical parameters of patients with 
abnormal kidneys

OWe did cross tabulation of renal abnormality with 
different variables and found that most of stones 
were located in pelvis in malrotated kidney 19 (70%) 

as well as in horseshoe kidney 18 (51.4%). In malro-
tated kidney, lower pole was punctured more 
frequently (14.56%) while in horseshoe kidney, upper 
pole was puncture in majority 24 (65.6%).

In both abnormalities, nephrostomy was done in 
most of the cases.

Almost same numbers of patients need DJ insertion 
in both types of renal abnormality (16 in malrotation 
and 20 in horseshoe). Similarly there was equal rate 
of clearance in the two types (68% in malrotation 
and 71.4% in horseshoe) only 5 (20%) patients with 
malrotated kidneys required ESWL while 10 (28.6%) 
of horseshoe kidneys needed ESWL. Pre and post 
Hemoglobin was not statistically different in both 
malrotated and horseshoe kidneys (p value > 0.05). 
The median drop in hemoglobin in malrotated 
kidneys is 1.7 (IQR 1.25) while in horseshoe it was 1.2 
(IQR 1.7) (Table 2). 

growth of any organisms. Other diagnostic tests 
such as sputum gram staining indicated the 
presence of Gram negative rods and Gram positive 
cocci in 36.6% of all cases. The Acid Fast Bacilli (AFB) 

smear test was positive in 22% of the 41 cases. 
Sputum for routine culture and sensitivity (C/S) was 
done and Pseudomonas Aeruginosa was found to 
be the most common organism (in 29.3% of all 
cases). 

When the presenting symptoms of all the cases 
were taken into consideration, 90.2% of the patients 
presented with productive cough and 82.9% of all 
patients also presented with fever.

A radiological investigation of all the cases 
revealed that bilateral lung involvement was 
common and the most common site of involvement 
of a lung abscess is the lower lobe of the right lung. 
An assessment of predisposing factors showed that 
poor oral hygiene was a possible common cause. 
Some history of smoking (past or current) and a 
history of alcoholism have also been correlated with 
the formation of lung abscess. An investigation of 
chronic diseases revealed that from the 41 patients 
assessed, Diabetes and tuberculosis were common 
while sinusitis, Pneumonia and a history of malignan-
cy were also associated with lung abscess patient.
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We observed stone clearance with need of DJ 
insertion in respect of renal abnormalities and found 
that among the malrotated kidneys, 8 patients had 
clearance of < 100% in which 6 needed DJ insertion 
while in patients with horseshoe kidneys total of 10 
patients had < 100% clearance among them 8 
required DJ insertion. 

On the other hand, in case of 100% clearance DJ 
was inserted in 3 (33.3%) patients with malrotation 
while 7 (46.7%) horseshoe kidneys required DJ 
insertion (Table 3).

Table 3: Double J Stent insertions with malrotation and horseshoe kidneys

Table 3: DJ Insertion * Clearance * Renal Abnormality  
Cross Tabulation 

Renal 
Abnormality DJ Insertion 

Clearance 

Total 100%         
n with 
(%) 

<100%       
n with 
(%) 

Malrotation 
DJ Insertion 

No 14 (87.5) 2 (12.5) 16 (100.0) 

Yes 3 (33.3) 6 (66.7) 9 (100.0) 

Total 17 (68.0) 8 (32.0) 25 (100.0) 

Horseshoe 
DJ Insertion 

No 18 (90.0) 2 (10.0) 20 (100.0) 

Yes 7 (46.7) 8 (53.3) 15 (100.0) 

Total 25 (71.4) 10 (28.6) 35 (100.0) 

DJ: Double J Stent 

DISCUSSION

The horseshoe kidneys are well known and common 
urological anomalies. Morgagni reported first case 
of horseshoe kidneys in 1828. Incidence of horse-
shoe kidneys is 1 to 4 in 1,000 cases with male to 
female ratio 2 to 3: 18. Combination of malrotation, 
ectopia and fusion of the lower pole is seen in horse-
shoe kidneys.2 Due to merging of the lower pole 
metanephricblastema at isthmus prevents migra-
tion of kidney to the normal position and kidney lies 
lower than the normal position.9 Due to combina-
tion of malrotation, ectopia and fusion of lower pole 
results in multiple renal arteries and deviant vessels.8 
Arteries in a horseshoe kidney are of three type 
,distal aorta, bifurcation of aorta and common iliac 
give rise to accessory arteries, other is aberrant that 
arises from the renal artery, aorta, bifurcation of 
aorta, common iliac ,middle sacral artery and 
normal renal arteries The diameter of arteries in 
horseshoe kidney are relatively smaller as compare 
to the normal kidney ,the vessels are found on the 
ventral surface of the kidney with exemption of the 
arteries of the isthmus. In Horseshoe kidney the ante-
rior lying calices are angulated dorsomedially 
whereas the ventral lying calices are angulated 
dorsolaterally kidney which leads to pelvis lying in 
more ventral position 13. Association of high ureter in 
horseshoe kidney leads to urinary stasis, stone 
formation and urinary tract infection.2,10.Horseshoe 
kidney have association with anomalies of other 
organs like cardiovascular system, central nervous 
system, anorectal malformation and skeletal abnor-
malities 13. There are number of treatment option for 
urolithiasis ESWL, Ureteroscopy (URS), PCNL and 
open/laparoscopic pyelolithotomy.8The short 
coming ESWL is due to the location of the kidney 

which leads to difficult to target the stone and lower 
calcies is not a suitable option for Extracorporeal 
shock wave lithotripsy (ESWL) due to overlying of 
bone and difficult stone passage per ureter.11, 12 This 
leads to unsatisfactory outcome of ESWL and need 
for secondary procedure. PCNL is treatment of 
choice for large stone and upper ureteric stone in 
horseshoe kidney requiring minor alteration to 
standard technique.12,13For PCNL the prime feature 
which discriminate from the normal kidney are the 
blood supply and the alignment of the calyceal 
system 14.Upper pole puncture is suitable option for 
PCNL in horseshoe kidney with better access to 
pelvi-calyceal system and decreased chances of 
bleeding due to less torque.1In Case of a vertical 
puncture it is troublesome to visualize the dilatation 
of the tract under fluoroscopy .Due to the abnormal 
position and malrotation sometimes it requires an 
extra-long Amplatz sheath and nephroscope. 
Regardless of the Abnormal anatomy almost all of 
the vascular supplies are situated on the ventral 
aspect of the kidney with an exception from the 
isthmus and the isthmus is protected by the spine 
and is far away from the nephrostomy tract. Upper 
pole puncture allows the excess to the upper 
calices, lower calices, renal pelvis and upper ureter 
13.Incidence of hydrothorax and pneumothorax is 
low due to lower placement of kidney.1

It is suggested to do the CT scan before going for 
the procedure to review the anatomy , stone loca-
tion, radiolucent stone and to see the position of 
colon 13, 15. The stone free rate have increased with 
the introduction of flexible nephroscope. The study 
suggests the stone free rate of around 84% in case 
with flexible nephroscope13, 16.

Mosavi-Bahar et al. describe their experience of 
PCNL in renal anomalies with sample size of 16 
patients (7 horse shoe, 5 malrotated, 3 ectopic and 
1 small kidneys). In contrast our study has a larger 
sample size.

Shokeir et al. have a sample size of 34 patients with 
greater hospital stay as compare to our study we 
didn’t experience any bowel injury as reported by 
different studies. In comparison to previous studies 
11.7% of our patient underwent double puncture 
out of which 17% of the total were in horseshoe 
kidney. No patient undergoes secondary PCNL. 
Secondary procedure was mostly ESWL for the resid-
ual stone done in 25% of the patient. Limitation of 
our study was that we didn’t use CT scan post oper-
atively for the actual visualization of stone as men-
tioned in other studies but x-ray and ultrasound 
combine have the sensitivity of 65-95% as presented 
by other studies. The sample size doesn't represent 
specific renal anomalies specifications. It is retro-
spective study and helps the future prospective 
study which will yield more conclusive result.

CONCLUSION

PCNL in renal anomalies appears to be a safe and 
effective approach of treatment for large renal 
calculi with no increase in complication found and 
revealing good results.  
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Horseshoe kidney is among the most common renal 
fusion anomalies.1 It is a mixture of malrotation, 
ectopia and fusion anomalies.2 Most of patients with 
horseshoe kidney remain asymptomatic, few 
presents with urolithiasis, who necessitate any surgi-
cal intervention.3 1 in 5 patient with horseshoe 
kidney have renal stone 1,3,4 due to the fusion anom-
alies, malrotation and ectopia, Percutaneous 
Nephrolithotomy (PCNL) in horseshoe kidney is tech-

nically demanding and slight alteration in PCNL is 
required 5,6 .The increased incidence of renal stone 
in horseshoe kidney is due to urinary stasis 7. PCNL, 
Extracorporeal Shock Wave Lithotripsy (ESWL) and 
Pyelolithotomy are standard treatment options for 
renal stone 8. Extracorporeal Shock Wave Lithotripsy 
(ESWL) is associated with low stone free rate in 
Horseshoe kidney due to anatomic abnormalities 
because the stone is fragmented but due to 
anatomical changes the stone can’t be able to 
pass 9. Generally the stone clearance rate of Extra-
corporeal Shock Wave Lithotripsy (ESWL) is around 

59%. Retrograde approach is much more difficult 
and not exercised frequently 9-12. PCNL is standard 
surgical treatment for renal stone > 2.0 cm and 
stone resistant to ESWL 7. In our study, 60 patients 
with abnormal kidney underwent PCNL. We are 
sharing our experience with renal anomalies, which 
underwent PCNL and their outcomes.

METHODS

Total number of patients in our study who under-
went PCNL from 2010 to 2017 was 60. Out of which 
35 had horseshoe kidneys and 25 had malrotated 
kidney. The mean age in our population was 
35.7±17.37. Out of 60 patients 44 (73.3%) were male 
and 16 (26.7%) were female. The Stone Size (medi-
an, IQR) was 2.75, 1.2. Before going for PCNL 
patient’s laboratory workup including urine culture, 
urinalysis, renal function profile, complete blood 
count uric acid and calcium levels. Radiological 
evaluations include ultrasound kidney ureter and 
bladder, X-ray KUB and intravenous pylogram. 
Prophylactic antibiotic was given to all patients, 
Patient with a positive urine culture was treated first 
and after having sterile urine the patient was oper-
ated. PCNL was done under standard general 
anesthesia. 5.0 French ureteric catheter placed 
retrogradely and retrograde urethrogram done to 
review the anatomy and stone location, ureteric 
catheter was fixed with foleys catheter. Patient 
position changed to prone position and all pressure 
pads were applied, puncture was done under 
fluoroscopy guidance. Puncture was done by 18 
gauge nephrostomy needle, after urine is aspiration 
contrast was injected to confirm the puncture 
placement into the system and guide wire was 
placed.  Tract was dilated through metallic dilator. 
26 french phroscope was used and 30 french 
Amplatz sheath was used. Stone was fragmented 
with pneumatic lithoclast and stone retrieve by 
forceps. DJ was placed 24 (40.0%) of patients. After 
the end of procedure Percutaneous Nephrostomy 
(PCN) was placed 48 (80.0%) patient which was of 
22 french and secured with prolene suture. Normal 
saline was used as irrigation fluid. Intra operative 
fluoroscopy was done for stone clearance. Post-op-
erative X-Ray KUB was done to verify the clearance 
of stone. 

Statistical Analysis: Data analyses were perform by 
using software IBM SPSS license version 21. Cleaning 
and coding of the data will be done prior to analy-
sis. Descriptive analysis of variables was presented in 
form of frequencies and percentages. Cross tabula-
tion were done for renal anomalies with different 
variables.

      
RESULT

IWe have included total 60 patients in our study in 

which 44 (73.3%) were male and 16 (26.7%) were 
female. Mean age was 36 with standard deviation 
of 17, minimum was 2 years and maximum was 73 
years. 

The clinical parameters of patients with abnormal 
kidneys are described in Table 1, which shows that 
most patients had horseshoe kidney 35 (58.3%) with 
right sided renal stone 35 (58.3%) and majority of 
stones were located in pelvis 37 (61.7%). 48 (80.0%) 
patients needed nephrostomy while only 24 (40%) 
required DJ insertion. In 42 (70%) patients 100% 
clearance was achieved and only 20 (33.3%) 
patients needed secondary procedures (Table 1).

Table 1: The clinical parameters of patients with 
abnormal kidneys

OWe did cross tabulation of renal abnormality with 
different variables and found that most of stones 
were located in pelvis in malrotated kidney 19 (70%) 

as well as in horseshoe kidney 18 (51.4%). In malro-
tated kidney, lower pole was punctured more 
frequently (14.56%) while in horseshoe kidney, upper 
pole was puncture in majority 24 (65.6%).

In both abnormalities, nephrostomy was done in 
most of the cases.

Almost same numbers of patients need DJ insertion 
in both types of renal abnormality (16 in malrotation 
and 20 in horseshoe). Similarly there was equal rate 
of clearance in the two types (68% in malrotation 
and 71.4% in horseshoe) only 5 (20%) patients with 
malrotated kidneys required ESWL while 10 (28.6%) 
of horseshoe kidneys needed ESWL. Pre and post 
Hemoglobin was not statistically different in both 
malrotated and horseshoe kidneys (p value > 0.05). 
The median drop in hemoglobin in malrotated 
kidneys is 1.7 (IQR 1.25) while in horseshoe it was 1.2 
(IQR 1.7) (Table 2). 

growth of any organisms. Other diagnostic tests 
such as sputum gram staining indicated the 
presence of Gram negative rods and Gram positive 
cocci in 36.6% of all cases. The Acid Fast Bacilli (AFB) 

smear test was positive in 22% of the 41 cases. 
Sputum for routine culture and sensitivity (C/S) was 
done and Pseudomonas Aeruginosa was found to 
be the most common organism (in 29.3% of all 
cases). 

When the presenting symptoms of all the cases 
were taken into consideration, 90.2% of the patients 
presented with productive cough and 82.9% of all 
patients also presented with fever.

A radiological investigation of all the cases 
revealed that bilateral lung involvement was 
common and the most common site of involvement 
of a lung abscess is the lower lobe of the right lung. 
An assessment of predisposing factors showed that 
poor oral hygiene was a possible common cause. 
Some history of smoking (past or current) and a 
history of alcoholism have also been correlated with 
the formation of lung abscess. An investigation of 
chronic diseases revealed that from the 41 patients 
assessed, Diabetes and tuberculosis were common 
while sinusitis, Pneumonia and a history of malignan-
cy were also associated with lung abscess patient.

OUTCOME OF PERCUTANEOUS NEPHROLITHOTOMY IN RENAL ANOMALIES: SINGLE CENTER EXPERIENCE

We observed stone clearance with need of DJ 
insertion in respect of renal abnormalities and found 
that among the malrotated kidneys, 8 patients had 
clearance of < 100% in which 6 needed DJ insertion 
while in patients with horseshoe kidneys total of 10 
patients had < 100% clearance among them 8 
required DJ insertion. 

On the other hand, in case of 100% clearance DJ 
was inserted in 3 (33.3%) patients with malrotation 
while 7 (46.7%) horseshoe kidneys required DJ 
insertion (Table 3).

DISCUSSION

The horseshoe kidneys are well known and common 
urological anomalies. Morgagni reported first case 
of horseshoe kidneys in 1828. Incidence of horse-
shoe kidneys is 1 to 4 in 1,000 cases with male to 
female ratio 2 to 3: 18. Combination of malrotation, 
ectopia and fusion of the lower pole is seen in horse-
shoe kidneys.2 Due to merging of the lower pole 
metanephricblastema at isthmus prevents migra-
tion of kidney to the normal position and kidney lies 
lower than the normal position.9 Due to combina-
tion of malrotation, ectopia and fusion of lower pole 
results in multiple renal arteries and deviant vessels.8 
Arteries in a horseshoe kidney are of three type 
,distal aorta, bifurcation of aorta and common iliac 
give rise to accessory arteries, other is aberrant that 
arises from the renal artery, aorta, bifurcation of 
aorta, common iliac ,middle sacral artery and 
normal renal arteries The diameter of arteries in 
horseshoe kidney are relatively smaller as compare 
to the normal kidney ,the vessels are found on the 
ventral surface of the kidney with exemption of the 
arteries of the isthmus. In Horseshoe kidney the ante-
rior lying calices are angulated dorsomedially 
whereas the ventral lying calices are angulated 
dorsolaterally kidney which leads to pelvis lying in 
more ventral position 13. Association of high ureter in 
horseshoe kidney leads to urinary stasis, stone 
formation and urinary tract infection.2,10.Horseshoe 
kidney have association with anomalies of other 
organs like cardiovascular system, central nervous 
system, anorectal malformation and skeletal abnor-
malities 13. There are number of treatment option for 
urolithiasis ESWL, Ureteroscopy (URS), PCNL and 
open/laparoscopic pyelolithotomy.8The short 
coming ESWL is due to the location of the kidney 

which leads to difficult to target the stone and lower 
calcies is not a suitable option for Extracorporeal 
shock wave lithotripsy (ESWL) due to overlying of 
bone and difficult stone passage per ureter.11, 12 This 
leads to unsatisfactory outcome of ESWL and need 
for secondary procedure. PCNL is treatment of 
choice for large stone and upper ureteric stone in 
horseshoe kidney requiring minor alteration to 
standard technique.12,13For PCNL the prime feature 
which discriminate from the normal kidney are the 
blood supply and the alignment of the calyceal 
system 14.Upper pole puncture is suitable option for 
PCNL in horseshoe kidney with better access to 
pelvi-calyceal system and decreased chances of 
bleeding due to less torque.1In Case of a vertical 
puncture it is troublesome to visualize the dilatation 
of the tract under fluoroscopy .Due to the abnormal 
position and malrotation sometimes it requires an 
extra-long Amplatz sheath and nephroscope. 
Regardless of the Abnormal anatomy almost all of 
the vascular supplies are situated on the ventral 
aspect of the kidney with an exception from the 
isthmus and the isthmus is protected by the spine 
and is far away from the nephrostomy tract. Upper 
pole puncture allows the excess to the upper 
calices, lower calices, renal pelvis and upper ureter 
13.Incidence of hydrothorax and pneumothorax is 
low due to lower placement of kidney.1

It is suggested to do the CT scan before going for 
the procedure to review the anatomy , stone loca-
tion, radiolucent stone and to see the position of 
colon 13, 15. The stone free rate have increased with 
the introduction of flexible nephroscope. The study 
suggests the stone free rate of around 84% in case 
with flexible nephroscope13, 16.

Mosavi-Bahar et al. describe their experience of 
PCNL in renal anomalies with sample size of 16 
patients (7 horse shoe, 5 malrotated, 3 ectopic and 
1 small kidneys). In contrast our study has a larger 
sample size.

Shokeir et al. have a sample size of 34 patients with 
greater hospital stay as compare to our study we 
didn’t experience any bowel injury as reported by 
different studies. In comparison to previous studies 
11.7% of our patient underwent double puncture 
out of which 17% of the total were in horseshoe 
kidney. No patient undergoes secondary PCNL. 
Secondary procedure was mostly ESWL for the resid-
ual stone done in 25% of the patient. Limitation of 
our study was that we didn’t use CT scan post oper-
atively for the actual visualization of stone as men-
tioned in other studies but x-ray and ultrasound 
combine have the sensitivity of 65-95% as presented 
by other studies. The sample size doesn't represent 
specific renal anomalies specifications. It is retro-
spective study and helps the future prospective 
study which will yield more conclusive result.

CONCLUSION

PCNL in renal anomalies appears to be a safe and 
effective approach of treatment for large renal 
calculi with no increase in complication found and 
revealing good results.  
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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