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CLINICAL 
UPDATE

RENAL DISEASE
Over the next five years pressure on renal 
services is set to rise. Public health experts 
predict an increase in renal disease due to 
rising levels of obesity, diabetes and 
hypertension. Professor Alan Maryon-Davis, 
honorary professor of public health at King’s 
College London, said: ‘Chronic kidney disease 
is an issue because of the increase in diabetes 
and [high] blood pressure, so that will mean 
more people will be needing dialysis.’

The government’s futures think tank, 
Foresight, has predicted soaring levels of 
obesity if current trends continue (Foresight, 
2007; Hairon, 2007). The prevalence of obesity 
has more than doubled in the last 25 years in 
the UK; in England nearly a quarter of adults 
and around 10% of children are obese. 

The link between obesity and diabetes is 
well established, and Diabetes UK (2008) has 
reported that the growth in diagnosed cases 
has doubled in just a year. The number of 
people diagnosed with diabetes in the UK 
has risen by more than 167,000 since last 
year, bringing the total to almost 2.5 million 
(Diabetes UK, 2008). This rise is more than 
double the 2006–2007 increase of 83,000. 
While it is partly due to improved screening, 
the rise is mainly due to an alarming increase 
in obesity. Five million people are now 
registered obese in the UK, compared with 
just under 4.8 million last year. 

Helen Noble, senior clinical nurse 
specialist in renal and supportive care  
at Barts and The London NHS Trust, 
highlighted the ageing population as a major 
contributing factor: ‘People will live longer 
with diabetes and living longer predisposes 
them to eventually ending up with CKD.’ 

While Ms Noble said there is increasing 
emphasis on early identification of CKD, there 
may also be an issue in terms of managing 
end-stage renal disease in an ageing 
population with increasing comorbidities. 
‘People are living for longer with these chronic 
diseases, it may not be that dialysis is 
appropriate for them. If you are talking about 

1950s and 1960s. At this time, one PVL-
MSSA strain caused widespread disease 
(most commonly boils and abscesses) in 
previously healthy people in the community, 
as well as hospitalised patients and 
healthcare workers. PVL-positive MSSA 
strains were common worldwide in the 1950s, 
but became rare in later decades (Association 
of Medical Microbiologists, 2007). 

Dr Angela Kearns, head of the 
staphylococcus reference laboratory at  
the HPA, explained that the late 1990s saw 
reports of PVL strains that were resistant  
to meticillin (PVL-MRSA). ‘These reports 
started in the late 1990s and early 2000s, 
coming from North America and Australia,’ 
she said. ‘From first being documented 
round about in 2000, within a period of five 
years we then see an epidemic of PVL-
MRSA in America. If you contrast that with 
the rest of the world, they are seeing PVL-
MRSA but in much more modest numbers – 
nobody understands why this is.’

Guidance by the HPA on diagnosing and 
managing PVL-SA in England (HPA, 2008b) 
said that the escalation in morbidity and 
mortality associated with PVL-MRSA has 
caused public health concern worldwide.  
So far most PVL-SA strains in the UK have 
been MSSA but it pointed out that a major 
problem has emerged with CA-MRSA in the 
US, most of which produce PVL.

The Department of Health is funding some 
systematic research in the UK into PVL-
MRSA, as there is no mandatory system for 
reporting. The HPA’s study has two arms – 
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– from ageing population

 Multi-drug-resistant 

tuberculosis

 Liver disease in the 

young – due to heavy 

alcohol consumption

 Drug-resistant 

malaria

 Sub-fertility – as a  
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 Dementia

 Depression – as a  
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the nuclear family

 Mesothelioma

 Pandemic influenza

OTHER CONTENDERS AS EMERGING DISEASES

people with diabetes living for longer, by the 
time they develop CKD stage 5 they may be 
frailer, older and sicker. They may have 
other comorbidities and may not be suitable 
candidates for a treatment such as dialysis. 
There may be a need for more provision of 
supportive and palliative care services.’

PVL-ASSOCIATED S. AUREUS
Panton-Valentine Leukocidin (PVL) is a toxic 
substance produced by some strains of 
Staphylococcus aureus. Other countries 
have encountered widespread problems 
with PVL-related disease, and while it is as 
yet uncommon in the UK, we have recently 
seen an increase in cases of PVL-SA. This 
has prompted increasing vigilance.

PVL destroys white blood cells and is 
carried by less than 2% of S. aureus, 
including those that are sensitive to the 
antibiotic meticillin (MSSA) and meticillin 
resistant (MRSA). PVL-positive strains of  
S. aureus are more commonly contracted in 
the community and generally affect 
previously healthy children and young adults.

PVL has been seen in the UK since the 

FIG 1.  LEGIONNAIRES’ CASES IN ENGLAND AND WALES ASSOCIATED WITH TRAVEL ABROAD 
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Source: HPA (2008)


