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glomerulosclerosis, and similar to Reiterova and 
colleagues,11 found no R229Q polymorphism.14 
It would seem that we still need such studies to 
have a better scheme for our practice.
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Urination and defecation are complex functions 
and often misunderstood. They involve the 
coordination of completely different muscle systems. 
Dysfunctional elimination syndrome (DES) refers 
to patients who have problems with both bladder 
and bowel control. The pattern of abnormal voiding 
seen in children can be quite variable. Some children 
hold their urine for extensive periods, overstretching 

their bladders and then urinate with perfectly 
normal coordination. Others have difficulty relaxing 
the sphincter during urination and void against 
the sphincter, straining the bladder extensively 
in the process. Finally, the outcome is inefficient 
voiding. All of these abnormal voiding patterns 
may also be associated with chronic constipation, 
which collectively is referred to as DES. 
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Urinary tract infection occurs commonly with 
voiding dysfunction. Under ordinary circumstances 
the normal bladder is remarkably resistant to 
infection because of its ability to wash out and 
elimination of bacteria. If, however, urine is held 
too long or is incompletely discharged, bacteria 
may increase and may cause urinary tract infection. 
Constipation is one of the most common associated 
problems seen in children with various bladder 
problems, including voiding dysfunction, day and 
nighttime wetting and urinary tract infections. 
With severe constipation, the bowel may presses 
on the bladder and can interfere with normal 
bladder function. There is also an association 
between the muscles that control both urine and 
bowel function. Active bowel dysfunction is seen in 
half of the pediatric patients with a lower urinary 
tract condition. 

Not only constipation but encopresis is more 
common in patients with voiding dysfunction and 
encopresis is significantly increased in those with 
detrusor overactivity which presented with sever 
urgency.1 Bowel symptoms are also significantly 
more prevalent in cases with monosymptomatic 
nocturnal enuresis associated with daytime 
incontinence.2 A clinical diagnosis of constipation 
may not identify all patients and some suffer from 
occult constipation. Abdominal radiography, plain 
radiography of the kidneys, ureters and bladder 
is often used to assess constipation. There are 
some criteria which may be applied to objectively 
assess constipation status in children with urinary 
symptoms without a history of constipation.3 There 
is also some association between constipation and 
the results of uroflowmetry with post-void residual 
urine tests in healthy children.4 Lower urinary 
tract dysfunction symptoms are detected in 21.8% 
of healthy school-aged children. Symptoms are 
most frequent in girls, children aged 6 to 8 years, 
and children attending the school with the poorest 
socioeconomic status. Intestinal constipation is 
the most prevalent finding (30.7%). The most 
common urinary symptoms in healthy school-aged 
children are diurnal urinary incontinence (30.7%), 
holding maneuvers (19.1%), and urinary urgency 
(13.7%). Stress factors are associated in 28.4% of 
children.5 Therefore patients with bladder and 
bowel dysfunction may have associate psychosocial 
difficulties. They would potentially benefit from 
a multidisciplinary treatment approach involving 

urology, gastroenterology and psychology.6

In this issue of the Iranian Journal of Kidney 
Diseases, Dehghani and colleagues7 reported the 
frequency of urinary tract infection and enuresis in 
pediatric patients with chronic constipation. They 
evaluated 120 children with chronic functional 
constipation. Detailed past and present history of 
urinary tract infection and enuresis were gathered 
and urinalysis, urine culture and abdominal 
ultrasonography were performed for study group. 
They detected dysuria, urinary frequency and 
dribbling as the most common urinary symptoms 
in their patients. In this study the frequency of 
nocturnal enuresis and urinary tract infection was 
22.5% and 8.3%, respectively. The results of this 
study show that the urinary symptoms especially 
nocturnal enuresis is found in a significant number 
of children who had chronic functional constipation, 
and the frequency of urinary tract infection is higher 
than healthy children in this group. Fortunately 
the urinary tract infection is not so common in this 
study and all children shoes normal urinary tract 
ultrasonography. Therefore voiding dysfunction 
and enuresis should be questioned in children 
with chronic constipation and management of 
constipation is recommended in all patients with 
dysfunctional elimination syndrome. Sometimes, 
correcting the chronic constipation alone results in 
improvement in urinary function of bladder and a 
reduction in the number of urinary tract infections. 
Combination of standard and biofeedback bladder 
control training improve dysfunctional elimination 
syndrome and decreased urinary tract infection.8

In conclusion voiding dysfunction is common 
in children with chronic functional constipation. 
P a t i e n t s  w i t h  d y s f u n c t i o n a l  e l i m i n a t i o n 
syndrome would potentially benefit from a 
multidisciplinary treatment approach involving 
urology, gastroenterology, and psychology. 
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In this issue of the Iranian journal of Kidney 
Diseases, the case report of “Successful Pregnancy 
in a Kidney Transplant Recipient With Chronic 
Hepatitis B Virus Infection”  by Kashif and 
colleagues1 confronts us to different challenging 
topics in nephrology. First, hepatitis B virus 
(HBV) infection has been discovered after kidney 
transplantation with a negative report of hepatitis 
B surface antigen (HBsAg) before transplantation. 
There is no report of anti-hepatitis B core antigen 
antibody (HBcAb) or hepatitis B viral load (HBV 
DNA) at transplant time in this case. However, 
primary infection after transplant is probable, 
but occult hepatitis B is the best explanation for 
presented case. Occult HBV infection might be 
transmitted via hemodialysis, blood transfusion, 
and organ transplant. It is most frequently seen in 
HBcAb-positive patients.2 However, no HBcAb or 
anti-HBsAg could be detected in some individuals. 
In a study of 289 hemodialysis patients in Iran, there 
were 18 cases with isolated HBcAb. Half of them 
had low titers of HBV DNA.3 In high endemic areas, 
the prevalence of occult HBV infection is higher. 
Before solid organ transplantation, HBcAb test is 
obligatory for donors and recipients. If there is a 

positive HBcAb or a high risk of infection, HBV 
DNA should also be checked.4 

Second, the patient had active HBV in pregnancy 
with a functioning kidney transplant. In a kidney 
transplant with HBV infection, interferon α is 
not recommended due to the increasing rate of 
rejection and low efficacy. Nucleoside analogs 
are treatment of choice. In this group, lamivudine 
has a high risk of resistance or low barrier. In 
transplant recipients, entecavir is often considered 
as a preferable first-line option because of the lower 
risk of nephrotoxicity compared with tenofovir.5 
None of these drugs has been approved by the 
Food and Drug Administration for pregnancy. 
Tenofovir and telbivudine are in category B and 
others in category C. There are no large studies 
for safety of these drugs, but lamivudine has been 
used in human immunodeficiency virus-infected 
pregnancies for a long time. In this case report, due 
to the high resistance to lamivudine, monitoring 
of HBV DNA viral load was essential. 

Third, the patient had chronic kidney disease 
stage 4 with pregnancy. In a study of 50 000 
kidney transplant women in reproductive age in 
the United States, complications of preeclampsia 
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