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Abstract
Background Carotid intima-media thickness (cIMT) is a measure of atherosclerotic vascular disease and a surrogate 
biomarker for cardiovascular risk in patients with chronic kidney disease (CKD). Mineral and bone disorders (MBD) 
are complications of CKD, contributing to vascular calcification and accelerated atherosclerosis. Increased fibroblast 
growth factor 23 (FGF23)—the earliest detectable serum abnormality associated with CKD-MBD—has been linked 
with cardiovascular disease in patients with CKD. This study aimed to identify factors and analyze the relationship 
associated with high cIMT, high FGF23, and poor MBD control in children with CKD.

Methods A cross-sectional study was conducted in Yogyakarta, Indonesia recruiting children with CKD. The 
correlations and factors between cIMT, FGF23, and MBD were explored.

Results We recruited 42 children aged 2–18 years old with CKD stages 2 to 5D. There were no significant correlations 
between cIMT and factors including advanced CKD, use of dialysis, body mass index, hypertension, anemia, MBD, 
FGF23 levels, and left ventricular mass index (LVMI). Patients with advanced CKD had poorly controlled anemia, 
hypertension, and higher LVMI. In multivariate analysis, CKD stages, hypertension stages, the presence of MBD, and 
LVMI were associated with FGF23 levels (p < 0.05).

Conclusions FGF23 levels increased with CKD progression, and MBD was more prevalent in advanced kidney 
disease. Elevated FGF23 is potentially associated with increased MBD prevalence in late-stage CKD. A larger study is 
needed to confirm the factors affecting cIMT in children with CKD.

Keywords Calcium, Dialysis, End-stage kidney disease, Hypertension, Left ventricular hypertrophy, Parathyroid 
hormone, Phosphorus
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Introduction
The kidneys are key organs for the regulation of bone and 
mineral metabolism [1]. Chronic kidney disease (CKD) 
leads to various metabolic conditions, with mineral and 
bone disorders (MBD) being the most common. CKD-
MBD is characterized by aberrant calcium, phosphate, 
parathyroid hormone (PTH), and vitamin D metabolism, 
dysfunctional bone turnover with disturbances in osteo-
clast/osteoblast balance (renal osteodystrophy), and vas-
cular calcification [2]. CKD-MBD can cause bone pain, 
deformities, and fractures that impact the daily lives and 
well-being of children with advanced CKD. These issues 
persist into adulthood, with up to 18% of affected indi-
viduals experiencing bone disease-related disability [3]. 
CKD-MBD disrupts the mineral and bone axis, leading 
to vascular calcification and accelerated atherosclero-
sis through local inflammation, elastin degradation, and 
osteogenic differentiation of vascular smooth muscle [4]. 
Children with CKD, especially those undergoing dialysis, 
face significantly higher risks of cardiovascular morbidity 
and mortality and vascular calcifications are evident in 
children and young adults with end-stage kidney disease 
(ESKD). Effective CKD-MBD management during child-
hood is essential to optimize bone health and prevent 
cardiovascular disease progression [2].

Carotid intima-media thickness (cIMT) is a non-inva-
sive ultrasound examination measuring the combined 
thickness of the inner carotid artery layers. Thickening 
is an early indicator of potential atherosclerotic vascu-
lar disease since it is apparent even when patients are 
asymptomatic [5]. Consequently, cIMT can be used as a 
biomarker for subclinical and asymptomatic atheroscle-
rotic vascular disease and other cardiovascular disease in 
patients with CKD. Early cIMT measurement helps iden-
tify patients who may benefit from more intensive ther-
apy to minimize disease progression and thus improve 
outcomes [6]. However, studies in children with CKD 
have yielded conflicting results regarding the correlation 
between cIMT and kidney function. Although increased 
cIMT has been noted in pre-dialysis CKD patients, no 
correlations have been found between increased cIMT 
and decreased eGFR or CKD progression [7–9].

Fibroblast growth factor 23 (FGF23) is a hormone pro-
duced by osteocytes and osteoblasts; it plays a crucial 
role in regulating phosphorus and vitamin D levels in 
the kidneys and bones [10]. Our previous study in chil-
dren with CKD stages 2 to 5D showed that FGF23 lev-
els increased as early as CKD stage 2 and were correlated 
with left ventricular hypertrophy and severe cardiac 
impairment [11, 12]. In these children, FGF23 rises with 
worsening kidney function but is preceded by increases 
in parathyroid hormone (PTH) and phosphate levels [11]. 
Reduced renal phosphorus excretion leads to a reduc-
tion in 1,25-dihydroxyvitamin D due to 1-hydroxylase 

inhibition [13]. FGF23 and PTH jointly regulate calcium 
reabsorption in the kidneys. Accordingly, low calcium 
levels and secondary parathyroidism may contribute to 
elevated FGF23 levels [14]. Research has also demon-
strated a connection between uric acid and vascular cal-
cification, which is associated with cIMT. Additionally, 
uric acid suppresses the 1 α-hydroxylase enzyme, result-
ing in reduced 1,25-dihydroxyvitamin D (1,25(OH)2D) 
levels and elevated intact parathyroid hormone (iPTH) 
levels [4].

Recent research suggests that FGF23 may be involved 
in CKD-MBD development [15, 16]. Although the rela-
tionship between high FGF23 levels and CKD-MBD has 
been described in children [17–21], obtaining a better 
understanding of the relationship between cIMT, FGF23, 
and MBD in children with CKD may help improve dis-
ease management. Some studies have yielded contradic-
tory results. Singh et al. (2022) found increased FGF23 
levels with higher CKD grades; however, no significant 
association was present between FGF23 and cardiovas-
cular parameters, including cIMT [22]. Preka et al. (2018) 
found no associations between cardiovascular markers 
indicating early arterial damage, such as cIMT, and pedi-
atric CKD patients’ biochemical or bone data [23]. These 
conflicting findings suggest that the relationship between 
FGF23, cIMT, and MBD is yet to be confirmed. This 
study aimed to (i) identify factors associated with high 
cIMT, high FGF23, and poor MBD control, and (ii) ana-
lyze the relationships between cIMT, FGF23, and MBD in 
children with CKD. Our hypothesis regarding these rela-
tionships is presented in Fig. 1.

Methods
Participants
This cross-sectional study included pediatric patients 
with CKD stages 2 to 5D in Dr. Sardjito General Hospi-
tal, Yogyakarta, Indonesia, a regional referral hospital for 
Yogyakarta and southern Central Java, between Novem-
ber 2018 and March 2019. Inclusion criteria were chil-
dren aged 2 to 18 years diagnosed with CKD stages 2 to 
5D based on the Kidney Disease Improving Global Out-
comes (KDIGO) criteria [24, 25]. Patients with congeni-
tal heart disease, acquired heart disease (e.g., rheumatic 
heart disease, Kawasaki disease, and myocarditis), dia-
betic nephropathy, or kidney malignancy were excluded.

The study was approved by the Dr. Sardjito General 
Hospital Institutional Review Board and the Medical and 
Health Research Ethics Committee Faculty of Medicine, 
Public Health and Nursing Universitas Gadjah Mada 
(KE/FK/1251/EC/2018). It was conducted in accordance 
with the Declaration of Helsinki. All patients’ caregivers 
provided written informed consent. Demographic and 
clinical data were obtained by the doctors and nurses 
during an outpatient visit or hospital admission.
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Blood pressure measurement
Blood pressure was measured by a nurse according to 
the 2017 American Academy of Pediatrics Blood Pres-
sure Clinical Practice Guideline [26]. The average of three 
measurements was used and results were categorized 
accordingly (Table S1) [26].

Plasma FGF23 measurement
Venous blood samples were collected in Ethylene 
Diamine Tetra Acetic (EDTA)-containing vacutainer 
tubes. Plasma FGF23 was measured by quantitative 
sandwich enzyme-linked immunosorbent assay (ELISA). 
A specific FGF23 carboxyl-terminal (C-terminal) kit 

Fig. 1 Hypothesized relationship between MBD, FGF23, and cardiovascular outcomes. Created with BioRender.com. 1,25D: 1,25-dihydroxyvitamin D; 
cIMT: carotid intima-media thickness; CKD: chronic kidney disease; eGFR: estimated glomerular filtration rate (mL/min per 1.73 m2); FGF23: fibroblast 
growth factor 23; Hb: hemoglobin; LVH: left ventricular hypertrophy; LVMI: left ventricular mass index; MBD: mineral bone disorders; PTH: parathyroid 
hormone
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was obtained from Immutopic, Inc. (San Clemente, CA 
92673, USA), and FGF23 levels were determined by 
immunometric enzyme assay using a Biorad 680 Micro-
plate Reader and Microplate Manager software version 
5.2.1 (both from Bio-Rad Laboratories Inc., CA, USA). 
Three milliliters of the venous blood in each EDTA 
tube were taken and centrifuged into plasma within 2 h. 
Results were expressed in RU/mL and calibration stan-
dards ranged from 21 RU/mL to 1509 RU/ml. The normal 
range of FGF23 was based on a previous study [27].

Measurement of estimated glomerular filtration rate
Estimated glomerular filtration rate (eGFR) was calcu-
lated using the revised Schwartz Formula (36.5 x L/Cr, 
where L represents body length in centimeters, and Cr 
represents serum creatinine concentration in µmol/L 
[28]). GFR was expressed as mL/min per 1.73 m2 body 
surface area. CKD stages were based on the KDIGO 2023 
Clinical Practice Guideline for the Evaluation and Man-
agement of Chronic Kidney Disease [24, 25]. We cat-
egorized CKD based on etiology as glomerular disease 
(steroid-resistant nephrotic syndrome, post-infectious 
glomerulonephritis, and lupus nephritis), congenital 
anomalies of kidney and urinary tract (CAKUT; obstruc-
tive uropathy, kidney aplasia/hypoplasia/dysplasia, and 
reflux nephropathy), and others (polycystic kidney dis-
ease [PKD], tubular disorders, and nephrocalcinosis).

Measurement of cIMT
CIMT is the distance between the intima and media lay-
ers of the carotid artery as measured by vascular echo-
cardiography [29]. Measurement was performed using 
a Philips HD15 echocardiogram machine using ultra-
sound mode and vascular Doppler by one examiner 
who was blind to patients’ CKD stage and laboratory 
data. The patient was in a supine position with the neck 
rotated to the left. The probe was positioned horizon-
tally on the lateral right side of the neck, aligned with 
the thyroid cartilage. After the far wall of the carotid 
artery was visualized, 1–2 cm of the proximal side of the 
carotid artery bifurcation was identified to visualize the 
common carotid artery segment. The area was scanned 
using anterior and posterior projections, and then the 
border between the media and adventitia layers to the 
border between the intima layer and the vascular lumen 
was measured manually using calipers [30]. All measure-
ments were recorded in millimeters and stored digitally 
for analysis. The normal range of cIMT differs based on 
gender, age, and body mass index (BMI) [31, 32]. To clas-
sify the measured cIMT, we utilized the percentile table 
proposed by Doyon et al. (2013), categorizing measure-
ments exceeding the 95th percentile as indicative of an 
increased cIMT [32]. We also assessed left ventricular 
mass by echocardiography and calculated left ventricular 

mass index (LVMI) by dividing left ventricle mass by 
body surface area (g/m2) [33].

Blood chemistry
Blood samples were drawn during the study to mea-
sure FGF23 as well as hemoglobin, creatinine, calcium, 
phosphorus, and PTH. Normal hemoglobin was defined 
according to KDIGO and WHO criteria [34, 35]. CKD-
MBD was defined as a systemic disorder of mineral and 
bone metabolism due to CKD manifested by at least one 
of the following: (i) abnormalities of calcium, phospho-
rus, PTH, or vitamin D metabolism; (ii) abnormalities in 
bone turnover, mineralization, volume, linear growth, or 
strength; and (iii) vascular or other soft tissue calcifica-
tion [36, 37]. Normal ranges for parameters associated 
with MBD are presented in Tables S2–S4 [38, 39].

Statistical analysis
Categorical variables were expressed as percentages, and 
medians with interquartile ranges (IQR) were used for 
non-normal data. Laboratory and clinical characteristics 
were compared using the Spearman’s Rank correlation 
test for numeric data. Mann-Whitney U tests were used 
to assess differences between two independent groups, 
while Kruskal-Wallis tests were utilized for comparisons 
involving more than two groups. P values of less than 
0.05 (p < 0.05) were considered to be statistically signifi-
cant. We conducted a multivariate regression analysis, 
selecting four variables for our analysis given their clini-
cal importance and to avoid multicollinearity. All statisti-
cal analyses were performed using Stata/BE 18 software.

Results
Study population
Baseline characteristics of the 42 children with CKD 
stages 2 to 5D included in the study are listed in Table 1. 
Of the 42, 22 (52.38%) were female. The median age was 
12.7 (9.3–15.4) years when FGF23 was tested. Patients 
had a median BMI of 17 (14.51–22.03) kg/m2 and a height 
standard deviation score of -2.35 (-3.65 to -1.53). Most 
patients had a primary CKD diagnosis of glomerular dis-
ease (20/42, 47.62%), while 18/42, 42.86% had CAKUT, 
and 4/42, 9.52% had other disorders. Glomerular diseases 
included nephrotic syndrome (12/42, 28.57%), lupus 
nephritis (2/42, 4.65%), and other glomerulonephritis 
(6/42, 14.29%). CAKUT disorders included obstruc-
tive uropathy (7/42, 16.67%), kidney aplasia/hypoplasia/
dysplasia (10/42, 23.81%), and reflux nephropathy (1/42, 
2.38%). Other disorders included PKD (3/42, 7.14%) and 
bilateral nephrocalcinosis (1/42, 2.38%) (Table S5). Most 
patients (32/42, 76.19%) had MBD (details shown in 
Table 1 and S6). FGF23 levels were highly variable, with 
a median of 723.56 (264.88–1493.2) RU/mL. In contrast, 
cIMT was similar among the patients, with a median 
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of 0.42 (0.4–0.45) mm. Additionally, median of dialysis 
duration was 16.39 (6.48–28.87) months.

Factors associated with cIMT and plasma FGF23 in 
pediatric patients with CKD
We investigated associations between cIMT and MBD 
parameters, cardiovascular measurement, and other 

factors, and between plasma FGF23 and the same factors 
(Table 2, S7). In univariate analysis, we found a significant 
positive correlation between FGF23 and LVMI (r = 0.5, 
p < 0.001). Furthermore, Mann-Whitney tests demon-
strated that FGF23 was significantly correlated with the 
presence of MBD (p < 0.01) as well as kidney replacement 
therapy (KRT) (p < 0.01). Kruskal-Wallis analysis showed 
that FGF23 was significantly correlated with CKD stage 
(p < 0.01) and hypertension (p < 0.02). No variables were 
significantly correlated with cIMT. Further multivari-
ate regression analysis showed that LVMI, CKD stages, 
hypertension stages, and the presence of MBD were asso-
ciated with FGF23 levels and no variables were found to 
be associated with cIMT (Table 3).

Plasma FGF23 and bone mineral status in CKD stage 5 
dialysis recipients
The median plasma FGF23 concentrations in children 
undergoing hemodialysis (HD) and peritoneal dialysis 
(PD) were 3986.47 (518.99–7326.01) RU/mL and 1350.13 
(583.91–5153.06) RU/mL respectively (p = 0.78) (Table 
S8).

Discussion
Our prior research, focusing on FGF23 as a biomarker 
for cardiac impairment, revealed cardiac changes in 
pediatric CKD patients, particularly highlighting left 
ventricular hypertrophy and impaired systolic function 
among those with CKD stage 2 and higher [12]. Mean-
while, our current study addresses aspects of the rela-
tionship between cIMT, FGF23, and MBD that we have 
yet to investigate. In this study, we explored the relation-
ship of cIMT, high FGF23, and poor MBD in 42 children 
with CKD in Yogyakarta, Indonesia. The results of this 
study indicate a positive association of FGF23 levels with 
increased progression of kidney disease. Further, elevated 
FGF23 may be associated with the more prevalent MBD 
in the late stage of CKD.

Growth failure is a prevalent complication in children 
with CKD [2]. In this study, 57.14% of children with CKD 
were undernourished, and 69.05% had impaired growth. 
The etiology of growth impairment in children with 
CKD is multifactorial and includes both malnutrition 

Table 2 Correlations of cIMT and FGF23 with MBD, 
cardiovascular parameters, and other CKD variables*

Variables cIMT FGF23
r p r p

Demographic
Age (years)* 0.21 NS 

(0.42)
-0.1 NS 

(0.5)
Sex** 0.26 0.25 0.13 0.56
BMI (kg/m2)* 0.13 NS 

(0.81)
-0.09 NS 

(0.57)
Primary diagnosis of CKD
Primary disease (CAKUT, glo-
merular, and others)***

0.01 0.79 0.01 0.77

CKD complications
Stunted** 0.18 0.52 0.13 0.63
Anemia** 0.23 0.47 0.56 0.08
Hypertension** 0.01 0.98 0.35 0.11
Mineral bone disorders** 0.36 0.26 0.81 < 0.01
Receiving KRT†** 0.32 0.16 0.7 < 0.01
CKD stage*** 0.1 0.51 0.38 < 0.01
Serum biochemistry
Calcium (mg/dL)* -0.002 NS 

(0.99)
0.08 NS 

(0.6)
Phosphate (mg/dL)* 0.06 NS 

(0.69)
0.1 NS 

(0.52)
Ca x P product (mg2/dL2)* 0.05 NS 

(0.73)
0.19 NS 

(0.23)
FGF23 (RU/mL)* 0.05 NS 

(0.73)
NA NA

PTH (pg/mol)‡* 0.19 NS 
(0.46)

0.33 NS 
(0.18)

Echocardiography
LVMI (g/m2)* -0.01 NS 

(0.19)
0.5 < 0.001

Dialysis duration (months) 0.02 NS 
(0.92)

0.26 NS 
(0.27)

BMI: body mass index; CAKUT: congenital anomalies of kidney and urinary tract; 
Ca: Calcium; cIMT: P: phosphate; carotid intima-media thickness; KRT: kidney 
replacement therapy; CKD: chronic kidney disease; eGFR: estimated glomerular 
filtration rate (mL/min per 1.73 m2); FGF23: fibroblast growth factor 23; LVMI: 
left ventricular mass index; MBD: mineral bone disorders; PTH: parathyroid 
hormone; NS: not significant
*Spearman’s rank correlations
**Mann-Whitney tests
***Kruskal-Wallis tests
†KRT refers to hemodialysis and peritoneal dialysis
‡ PTH levels were tested in 18 subjects
†BMI: underweight (BMI-for-age < 5th percentile), normal (BMI-for-age ≥ 5th and 
< 85th percentile), overweight (BMI-for-age ≥ 85th and < 95th percentile), obese 
(BMI-for-age ≥ 95th percentile) [40]
‡categorized based on AAP, Table S1

Table 3 Multivariate analysis of factors associated with increased 
cIMT and FGF23 levels
Variables cIMT FGF23

R2 p value R2 p value
CKD stages 0.05 0.15 0.19 0.004
Hypertension stages 0.01 0.55 0.12 0.03
Mineral bone disorders 0.11 0.04 0.11 0.03
LVMI (g/m2) 0.001 0.46 0.12 0.02
cIMT: carotid intima-media thickness; CKD: chronic kidney disease; FGF23: 
fibroblast growth factor 23; LVMI: left ventricular mass index



Page 7 of 12Palupi-Baroto et al. BMC Nephrology          (2024) 25:369 

and MBD [41]. The primary causes of kidney failure in 
children have been reported to be CAKUT (48–59%), 
glomerulonephritis (5–14%), hypertension (10–19%), 
hemolytic uremic syndrome (2–6%), cystic (5–9%), and 
ischemic nephropathy (2–4%) [2, 42–51]. Previously pub-
lished data from a national referral center for pediatric 
dialysis in Indonesia suggested that 51.7–81.8% of pedi-
atric patients receiving KRT had CAKUT [52, 53]. In this 
study, we found that most KRT was associated with glo-
merulonephritis and CAKUT, rather than other causes 
(45%, 45%, and 10%, respectively). We also observed 
significant increases in MBD and anemia as CKD pro-
gressed (p = 0.04 and 0.035, respectively).

We examined factors influencing cIMT, FGF23, and 
parameters related to MBD and explored their inter-
relationships. Our findings revealed significant asso-
ciations between higher FGF23 levels and MBD, lower 
eGFR, more advanced CKD progression (particularly 
those requiring KRT), hypertension, and greater LVMI. 
The correlation with LVMI is in agreement with previ-
ous studies and increased FGF23 has been reported as a 
biomarker of myocardial hypertrophy in CKD [12, 54]. 
Anemia, hypertension, MBD, and malnutrition were 
prevalent among the study population, and higher FGF23 
levels correlated with CKD severity and cardiovascular 
parameters, such as hypertension and LVMI, consistent 
with our hypothesis (Fig. 1). However, no significant cor-
relation was observed between FGF23 and cIMT. Simi-
lar to earlier studies that failed to establish an association 
between cIMT and GFR or CKD stages [7–9, 55], none of 
the parameters in our study correlated significantly with 
cIMT (Tables 3, 4 and 5). This may have been caused by 
the uniformity of cIMT measurements we found across 
the CKD stages, and may be attributable to a few limi-
tations in our cIMT measurement. Firstly, in our study, 
only one blinded examiner performed single anterior and 
posterior measurement, while several large-scale pediat-
ric cIMT studies used averages from 5 to 6 consecutive 
measurements undertaken by three examiners [29, 31]. 
Although ultrasound-based cIMT measurement is safe, 
challenges include reproducibility and operator depen-
dency [56, 57]. Secondly, to reduce the measurement 
error by a single reader, Peters et al. (2013) recommended 
having a batch reading, and performing the cIMT mea-
surement at one point in time, because operator reading 
behavior may change over time [58]. However, this was 
not applicable in our setting because of geographical and 
financial reasons. Being a regional referral center, we had 
challenges in arranging for patients living remotely from 
our hospital to attend specific schedules for examina-
tions. All of our patients had low socio-economic back-
grounds, and therefore, their carers did not have the 
flexibility to come to our center to follow the planned 
schedule. Another important point to consider is that 

having healthy controls, lacking in our study, could be 
beneficial to better understand the cIMT characteristics 
in our CKD patients compared to the general pediatric 
population in our setting.

Schaefer et al. (2017) found that only 41.6% of children 
with CKD stages 3–5 had elevated cIMT, and 10.8% of 
patients had cIMT below the 50th percentile. Further-
more, no correlation between cIMT and eGFR was evi-
dent (r = − 0.06, p = 0.15) [7]. Results from the Chronic 
Kidney Disease in Children (CKiD) study also demon-
strated that in children with mild to moderate CKD, there 
was only a − 0.002 (–0.01–0.001) mm mean difference in 
the cIMT measurement in every 10 mL/min per 1.73 m2 
decrease in the eGFR, and there was no significant cor-
relation between cIMT and eGFR [52]. In addition, Lopes 
et al. (2019) reported that although 74.5% of children 
with CKD stages 2–5 had elevated cIMT, the prevalence 
of increased cIMT value did not differ significantly across 
the CKD stages (p > 0.05) [9]. However, elevated cIMT 
correlated with hypertension, body fat percentage, and 
pubertal stage. Thus, we consider that cIMT might not 
change in children to the same extent as it does in the 
adult population with CKD [6, 59].

Portale et al. (2014) reported that levels of FGF23 were 
lowest in CKD stage 2, with a median of 93 (73–140) RU/
mL, and increased as CKD progressed [60]. In our study, 
FGF23 levels were higher (Table  2) than those reported 
by Portale et al. at all stages [60], and increased substan-
tially as kidney function declined. As reported in previ-
ous studies [61, 62], we also found that FGF23 levels in 
patients with CKD undergoing KRT were markedly ele-
vated compared with CKD pre-dialysis. Rodello-Haad 
et al. (2018) reported a median FGF23 level of 900.5 
(400.2–1819.7) RU/mL in 150 adult patients undergoing 
HD [61]. In pediatric patients on HD, Seeherunvong et 
al. (2012) reported that FGF23 levels can be extremely 
high, reaching up to 835-fold above the upper limit of 
normal (200 RU/mL) [62]. The poorly controlled MBD 
demonstrated by hyperphosphatemia as well as under-
nutrition in our study subjects may have contributed 
to this. Lower serum calcium, higher serum phosphate, 
decreased 1,25-dihydroxyvitamin D levels, and higher 
PTH levels further increase plasma FGF23 levels, result-
ing in extremely high FGF23 levels [63, 64]. Yamada et al. 
(2014) suggested that phosphate overload can induce sys-
temic inflammation and malnutrition [65], and malnutri-
tion has been reported to induce chronic inflammation, 
which also stimulates FGF23 production [66]. Addition-
ally, late referral and delayed CKD diagnosis have been 
major issues in Indonesia, likely contributing to the nota-
bly elevated levels of FGF23 observed [67].

Our study found no significant differences in FGF23 
levels between glomerular diseases, CAKUT disorders, 
and other CKD causes. Inconsistent with our findings, 
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previous studies reported higher FGF23 levels in glo-
merular diseases than in non-glomerular diseases [60, 
63]. FGF23 increases in glomerular diseases have been 
associated with corticosteroid use [63]. Prolonged corti-
costeroid administration may elevate FGF23 by inhibiting 
osteoblastic metabolism, followed by osteocyte activation 
and apoptosis. This sequence ultimately increases FGF23 
synthesis, primarily by osteocytes [60]. During our study, 
13.95% of children received corticosteroids for glomeru-
lar diseases; all received minimum dosages equivalent 
to prednisolone 5  mg daily. However, prior corticoste-
roid use and treatment duration were not documented. 
Another study reported contrasting results, showing that 
glucocorticoid treatment downregulated FGF23 and sup-
pressed FGF23 synthesis [68]. Liu et al. (2023) reported 
that FGF23 levels were not associated with corticosteroid 
prescriptions, but were correlated to the degree of pro-
teinuria in CKD due to primary nephrotic syndrome [69]. 
Our findings may have been affected by the uneven dis-
tribution of primary diseases, since 40% of cases related 
to glomerular disorders remained in CKD stages 2–3, 
while CAKUT and other etiologies predominantly con-
tributed to ESKD.

We also analyzed the various parameters in patients 
receiving PD and HD and found no differences between 
the two modalities (Table S8). In our study, 85% of chil-
dren with CKD stage 5 on long-term dialysis had MBD. 
According to the Kidney Disease Outcomes Quality 
Initiative, the target PTH range for children receiving 
dialysis is 150–300 pg/mL [35]. In our study, 41.6% of 
children had PTH > 300 pg/mL. Similar to our study, Bi et 
al. (2017) reported that PTH levels were higher in adults 
receiving HD than in those receiving PD [70]. Hyper-
phosphatemia, hypocalcemia, and low 1,25-dihydroxyvi-
tamin D contribute to the development of secondary 
hyperparathyroidism in patients with CKD [8]. Over-
all, children receiving HD have more MBDs than those 
receiving PD [70]. However, we did not assess 1,25-dihy-
droxyvitamin D levels, use of active vitamin D analogs, 
cinacalcet, oral phosphate binders, and diets that can 
affect bone minerals in patients with CKD. In our setting, 
lack of laboratory testing for vitamin D, limited govern-
ment support for vitamin D analogs, and the absence of 
cinacalcet in government hospital pharmacies make the 
diagnosis and treatment of CKD and related comorbidi-
ties challenging [71].

In our study, FGF23 levels were higher in children 
receiving HD than PD (3986.47 [518.99–7326.01] RU/
mL vs. 1350.13 [583.91–5153.06] RU/mL, respectively). 
A single-center study with a small number of pediatric 
patients on dialysis reported no significant differences 
between patients undergoing HD and PD (p = 0.772) [72]. 
In adult patients, Bi et al. (2017) showed higher FGF23 
levels for patients on HD compared with PD [70, 77]. 

However, our study results did not show the difference in 
the FGF23 levels between dialysis modalities, likely due 
to our small sample size.

The preference for PD over HD is well-established 
[73, 74]. Previous studies have shown that FGF23 is a 
biomarker for effective PD, showing associations with 
serum phosphate levels, residual kidney function (RKF), 
dialysis vintage, and renal phosphate clearance [75, 76]. 
Patients on PD with lower FGF23 levels have improved 
MBD control, sustained RKF, and higher PD adequacy 
measured by kT/v [76]. Due to the unavailability of auto-
mated PD (APD) machines, our PD patients undergo 
continuous ambulatory PD, despite superior outcomes 
with APD. In addition to being preferred for social rea-
sons, APD provides better ultrafiltration, less edema, 
lower mean blood pressure, lower peritonitis rates, and 
fewer hospital admissions [77, 78]. The discrepancy 
in the numbers of patients receiving HD and PD may 
explain the lack of significance in our study, as patients 
may not have been effectively dialyzed. Another impor-
tant point is that the PD adequacy test is not routinely 
performed in our center. Therefore, we could not assess 
whether inadequate dialysis contributed to our results. 
Furthermore, our patients on HD are limited to twice-a-
week dialysis, rather than the recommended 3–4 times a 
week. Therefore, underdialysis may have influenced the 
non-significant results, particularly in the MBD param-
eters observed in our HD group.

Our study reported valuable new data on factors con-
tributing to increased FGF23 and its association with 
CKD-MBD in children. Our study considered the con-
tributions of nutritional status, MBD, CKD progression, 
and dialysis modalities. Understanding the role of FGF23 
in CKD-MBD could help prevent further complications 
in affected individuals. We reported compelling data with 
notably high values, potentially influenced by late diag-
noses and a high proportion of patients with impaired 
growth. This highlights the importance of early diagnosis 
and effective management and is an example of how chal-
lenges can be addressed in a severely uncontrolled pedi-
atric population with CKD.

Limitations of our study include the relatively small 
number of patients, which hindered our ability to rec-
ognize significant clinical characteristics and clarify 
the roles of cIMT and FGF23. Another limitation is the 
potential underdosing of medications, particularly cal-
citriol, as it was not individually tailored according to 
laboratory parameters. Underdosing could have contrib-
uted to the high MBD rates in our study. Importantly, 
in a developing country with limited resources, routine 
laboratory check-ups are not feasible for some relevant 
biomarkers, including vitamin D levels. Government 
funding restricts the supply of calcitriol to 0.25 mcg 
thrice weekly for patients with a body weight of ≤ 30 kg 
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and 0.5 mcg thrice weekly for those > 30 kg, limiting the 
ability to optimize dosing. No patients received other 
vitamin D supplementations during the study period. 
The absence of standard treatments like cinacalcet and 
intravenous calcitriol in Indonesia further constrained 
our exploration of appropriate management strategies 
for CKD-related comorbidities. Additionally, the lack of 
routine alkaline phosphatase (ALP) assessment in our 
study further restricted the comprehensive evaluation of 
CKD-MBD parameters. ALP and PTH are linked to bone 
turnover and mineralization, and ALP is an indirect bio-
marker for CKD [79–81]. These limitations underscore 
the challenges faced in resource-constrained settings, 
impacting the precision of our findings and emphasizing 
the need for cautious interpretation of our results. These 
limitations also prevent us from adhering to the CKD-
MBD management guidelines, including recommended 
laboratory tests, therapeutic choices, and dosages [34]. 
Furthermore, cIMT measurements in our study were 
conducted once by a single examiner for each assess-
ment, which were performed at different times rather 
than utilizing batch readings, as recommended for opti-
mal consistency [57].

Finally, a limitation arises from the nature of our cen-
ter as a regional referral center. For some patients, there 
may have been a relatively short time between first 
admission to our center and inclusion in our study. This 
may not accurately reflect actual CKD progression since 
individuals could have been living with the condition for 
an extended period before diagnosis. This discrepancy 
makes assessing the impact of FGF23 and cIMT levels 
on CKD-MBD challenging, as the full extent of disease 
progression may not have been captured. Furthermore, 
we do not have histopathological data for the glomeru-
lar disorders because kidney biopsies were not done in 
our center until late 2021. Therefore, we could not assess 
the correlations of cIMT, FGF23, and MBD with specific 
morphological changes in the kidneys.

A long-term prospective cohort study is needed in the 
future, particularly to address the hypotheses our cur-
rent study did not support; for example, the association 
between high cIMT, high FGF23, and poor MBD control, 
involving all MBD parameters, as shown in Fig.  1. This 
future study should be conducted on a larger sample size 
with healthy controls and include serial testing of PTH 
and other MBD markers. Additionally, the standardized 
treatment protocol should be implemented to eliminate 
potential confounding factors.

Conclusion
FGF23 levels increased as CKD progressed, and MBD 
was more prevalent in advanced kidney disease. High 
FGF23 levels potentially correlate with a greater MBD 
risk. The hypothesis that increased cIMT is influenced by 

abnormal BMI, hypertension, advanced CKD, presence 
of MBD, high FGF23, and high LVMI was not confirmed 
in this study. A more extensive study involving children 
with CKD is needed to confirm factors influencing cIMT 
and clarify the relationship between these factors, FGF23, 
and MBD.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12882-024-03771-z.

Supplementary Material 1

Acknowledgements
We would like to thank Debora Roselita Karo Sekali, MD, Sagita Mega 
Sekar Kencana, MD, and Habibah Agianda, MD, for their assistance in data 
recruitment. We were also thankful to Sri Mardilah for her assistance in 
organizing the patients for echocardiography. This study was submitted to be 
presented as a poster with the title “Carotid Intima-Media Thickness, Fibroblast 
Growth Factor 23, and Mineral Bone Disorder in Children with Chronic Kidney 
Disease” in the ‘2024 Asian Pacific Congress of Nephrology (APCN) and 44th 
Korean Society of Nephrology (KSN) Meeting’ on June 13th to 16th, 2024 in 
Seoul, South Korea.

Author contributions
RPB, KH, and CGA conceptualized the study and developed the theoretical 
framework. RPB, KH, IKM, and CGA contributed to the design of the research. 
TN and YP performed the data collection. RPB, IP, and IKM supervised the 
implementation of the research. CGA, CCT, RPB, and KH analyzed the data. 
CGA and CCT handled the literature review. CGA, CCT, and RPB wrote the 
manuscript. CGA and RPB performed the critical review. RPB and KH managed 
references and funding, while materials were curated by IP, TN, and YP. All 
authors contributed to the final version of the manuscript.

Funding
No specific funding was received by the authors for this study.

Data availability
The datasets generated and analyzed during the current study are not publicly 
available but are available from the corresponding author on reasonable 
request.

Declarations

Ethics approval and consent to participate
This study received approval from the Institutional Review Board of Dr. Sardjito 
General Hospital and the Medical and Health Research Ethics Committee 
of the Faculty of Medicine, Public Health, and Nursing at Universitas Gadjah 
Mada (Approval number: (KE/FK/1251/EC/2018)) and adhered to the 
principles of the Declaration of Helsinki. All patients’ caregivers provided 
written informed consent. This study is not a clinical trial study, therefore it 
does not have a Clinical Trial Number.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 15 December 2023 / Accepted: 23 September 2024

References
1. Fukagawa M, Komaba H. Chronic kidney disease-mineral and bone disorder 

in Asia. Kidney Dis (Basel). 2017;3(1):1–7. https://doi.org/10.1159/000470909.

https://doi.org/10.1186/s12882-024-03771-z
https://doi.org/10.1186/s12882-024-03771-z
https://doi.org/10.1159/000470909


Page 10 of 12Palupi-Baroto et al. BMC Nephrology          (2024) 25:369 

2. Becherucci F, Roperto RM, Materassi M, Romagnani P. Chronic kidney disease 
in children. Clin Kidney J. 2016;9(4):583–91. https://doi.org/10.1093/ckj/
sfw047.

3. Shroff R, Wesseling-Perry K, Bacchetta J. Chronic kidney disease – mineral 
and bone disorder (CKD-MBD). In: Emma F, Goldstein SL, Bagga A, Bates CM, 
Shroff R, editors. Pediatric Nephrology. Berlin: Springer; 2002. pp. 1755–83. 
https://doi.org/10.1007/978-3-030-52719-8_129.

4. Andrews ES, Perrenoud L, Nowak KL, You Z, Pasch A, Chonchol M, et al. Exam-
ining the effects of uric acid-lowering on markers vascular of calcification 
and CKD-MBD; a post-hoc analysis of a randomized clinical trial. PLoS ONE. 
2018;13(10):e0205831. https://doi.org/10.1371/journal.pone.0205831.

5. Lalayiannis AD, Crabtree NJ, Ferro CJ, Wheeler DC, Duncan ND, Smith C, et al. 
Bone mineral density and vascular calcification in children and young adults 
with CKD 4 to 5 or on dialysis. Kidney Int Rep. 2022;8(2):265–73. https://doi.
org/10.1016/j.ekir.2022.10.023.

6. Lawal OM, Balogun MO, Akintomide AO, Ayoola OO, Mene-Afejuku TO, Ogun-
lade O, et al. Carotid intima-media thickness: a surrogate marker for cardio-
vascular disease in chronic kidney disease patients. Clin Med Insights Cardiol. 
2019;13:1179546819852941. https://doi.org/10.1177/1179546819852941.

7. Schaefer F, Doyon A, Azukaitis K, Bayazit A, Canpolat N, Duzova A, et al. 
Cardiovascular phenotypes in children with CKD: the 4 C study. Clin J Am Soc 
Nephrol. 2017;12(1):19–28. https://doi.org/10.2215/CJN.01090216.

8. Brady TM, Schneider MF, Flynn JT, Cox C, Samuels J, Saland J, et al. Carotid 
intima-media thickness in children with CKD: results from the CKiD study. Clin 
J Am Soc Nephrol. 2012;7(12):1930–7. https://doi.org/10.2215/CJN.03130312.

9. Lopes R, Morais MB, Oliveira FLC, Brecheret AP, Abreu ALCS, Andrade MC. 
Evaluation of carotid intima-media thickness and factors associated with 
cardiovascular disease in children and adolescents with chronic kidney dis-
ease. J Pediatr (Rio J). 2019 Nov-Dec;95(6):696–704. https://doi.org/10.1016/j.
jped.2018.06.010.

10. Husen M, Fischer A, Lehnhardt A, Klaassen I, Moller K, Muller-Wiefel D, et al. 
Fibroblast growth factor 23 and bone metabolism in children with chronic 
kidney disease. Kidney Int. 2010;78(2):200–6. https://doi.org/10.1038/
ki.2010.107.

11. Isakova T, Wahl P, Vargas GS, Gutiérrez OM, Scialla J, Xie H, et al. Fibroblast 
growth factor 23 is elevated before parathyroid hormone and phosphate 
in chronic kidney disease. Kidney Int. 2011;79(12):1370–8. https://doi.
org/10.1038/ki.2011.47.

12. Palupi-Baroto R, Hermawan K, Murni IK, Nurlitasari T, Prihastuti Y, Sekali DRK, et 
al. High fibroblast growth factor 23 as a biomarker for severe cardiac impair-
ment in children with chronic kidney disease: a single tertiary center study. 
Int J Nephrol Renovasc Dis. 2021;14:165–71. https://doi.org/10.2147/IJNRD.
S304143.

13. Naveh-Many T, Silver J. The pas de trois of vitamin D, FGF23, and PTH. J Am 
Soc Nephrol. 2017;28(2):393–5. https://doi.org/10.1681/ASN.2016090944.

14. Silver J, Naveh-Many T. FGF-23 and secondary hyperparathyroidism in chronic 
kidney disease. Nat Rev Nephrol. 2013;9(11):641–9. https://doi.org/10.1038/
nrneph.2013.147.

15. Albanese L, Caliendo G, D’Elia G, Passariello L, Molinari AM, Napoli C, et al. 
Diagnostic utility of FGF-23 in mineral bone disorder during chronic kidney 
disease. J Circ Biomark. 2022;11:1–4. https://doi.org/10.33393/jcb.2022.2328.

16. Kurpas A, Supeł K, Idzikowska K, Zielińska M. FGF23: a review of its role in 
mineral metabolism and renal and cardiovascular disease. Dis Markers. 
2021;2021:8821292. https://doi.org/10.1155/2021/8821292.

17. Wesseling-Perry K, Pereira RC, Wang H, Elashoff RM, Sahney S, Gales B, et al. 
Relationship between plasma fibroblast growth factor-23 concentration and 
bone mineralization in children with renal failure on peritoneal dialysis. J Clin 
Endocrinol Metab. 2009;94(2):511–7. https://doi.org/10.1210/jc.2008-0326.

18. Leifheit-Nestler M, Haffner D. How FGF23 shapes multiple organs in chronic 
kidney disease. Mol Cell Pediatr. 2021;8(1):12. https://doi.org/10.1186/
s40348-021-00123-x.

19. Hanudel MR, Salusky IB. Treatment of pediatric chronic kidney disease-min-
eral and bone disorder. Curr Osteoporos Rep. 2017;15(3):198–206. https://doi.
org/10.1007/s11914-017-0365-0.

20. Wesseling-Perry K, Pereira RC, Tseng CH, Elashoff R, Zaritsky JJ, Yadin O, et 
al. Early skeletal and biochemical alterations in pediatric chronic kidney 
disease. Clin J Am Soc Nephrol. 2012;7(1):146–52. https://doi.org/10.2215/
CJN.05940611.

21. Srivaths PR, Goldstein SL, Silverstein DM, Krishnamurthy R, Brewer ED. 
Elevated FGF 23 and phosphorus are associated with coronary calcification 
in hemodialysis patients. Pediatr Nephrol. 2011;26(6):945–51. https://doi.
org/10.1007/s00467-011-1822-0.

22. Singh G, Mishra OP, Abhinay A, Agarwal V, Mishra SP, Dwivedi AD, et al. 
Fibroblast growth factor 23 level and cardiovascular parameters in children 
with chronic kidney disease. Indian J Pediatr. 2022;89(9):865–71. https://doi.
org/10.1007/s12098-021-03927-x.

23. Preka E, Ranchin B, Doyon A, Vierge M, Ginhoux T, Kassai B, et al. The interplay 
between bone and vessels in pediatric CKD: lessons from a single-center 
study. Pediatr Nephrol. 2018;33(9):1565–75. https://doi.org/10.1007/
s00467-018-3978-3.

24. KDIGO CKD Work Group. KDIGO 2012 clinical practice guideline for the evalu-
ation and management of chronic kidney disease. Kidney Int Supplements. 
2013;3:1–150. https://doi.org/10.1038/kisup.2012.77.

25. KDIGO Executive Committee. KDIGO 2023 clinical practice guideline for the 
evaluation and management of chronic kidney disease.

26. Flynn JT, Kaelber DC, Baker-Smith CM, Blowey D, Carroll AE, Daniels SR, et 
al. Clinical practice guideline for screening and management of high blood 
pressure in children and adolescents. Pediatrics. 2017;140(3):e20171904. 
https://doi.org/10.1542/peds.2017-1904.

27. Portale AA, Wolf MS, Messinger S, Perwad F, Jüppner H, Warady BA, et al. 
Fibroblast growth factor 23 and risk of CKD progression in children. Clin J Am 
Soc Nephrol. 2016;11(11):1989–98. https://doi.org/10.2215/CJN.02110216.

28. Jančič SG, Močnik M, Marčun Varda N. Glomerular filtration rate assess-
ment in children. Child (Basel). 2022;9(12):1995. https://doi.org/10.3390/
children9121995.

29. Drole Torkar A, Plesnik E, Groselj U, Battelino T, Kotnik P. Carotid intima-
media thickness in healthy children and adolescents: normative data and 
systematic literature review. Front Cardiovasc Med. 2020;7:597768. https://
doi.org/10.3389/fcvm.2020.597768.

30. Stein JH, Korcarz CE, Hurst RT, Lonn E, Kendall CB, Mohler ER, et al. Use of 
carotid ultrasound to identify subclinical vascular disease and evaluate car-
diovascular disease risk: a consensus statement from the American Society 
of Echocardiography Carotid Intima-Media Thickness Task Force. Endorsed 
by the Society for Vascular Medicine. J Am Soc Echocardiogr. 2008;21(2):93–
quiz111189. https://doi.org/10.1016/j.echo.2007.11.011.

31. Baroncini LA, Sylvestre Lde C, Pecoits Filho R. Assessment of intima-
media thickness in healthy children aged 1 to 15 years. Arq Bras Cardiol. 
2016;106(4):327–32. https://doi.org/10.5935/abc.20160030.

32. Doyon A, Kracht D, Bayazit AK, Deveci M, Duzova A, Krmar RT, et al. Carotid 
artery intima-media thickness and distensibility in children and adolescents: 
reference values and role of body dimensions. Hypertension. 2013;62(3):550–
6. https://doi.org/10.1161/HYPERTENSIONAHA.113.01297.

33. Park MK, Park. Pediatric cardiology for practitioners. 6th ed. Philadelphia: 
Elsevier Saunders; 2016. pp. 210–23.

34. KDIGO Anemia Work Group. KDIGO clinical practice guideline for anemia in 
chronic kidney disease. Kidney Int Supplements. 2012;2(4):279–335. https://
doi.org/10.1038/kisup.2012.33.

35. World Health Organization. Anaemia [Internet], Geneva. WHO; 2023 [cited on 
2023 Nov 17]. https://www.who.int/data/nutrition/nlis/info/anaemia

36. Kidney Disease: Improving Global Outcomes (KDIGO) CKD-MBD Work Group. 
KDIGO clinical practice guideline for the diagnosis, evaluation, prevention, 
and treatment of chronic kidney Disease-Mineral and Bone Disorder (CKD-
MBD). Kidney Int Suppl. 2009;113S1–130. https://doi.org/10.1038/ki.2009.188.

37. Kidney Disease: Improving Global Outcomes (KDIGO) CKD-MBD Work Group. 
Clinical practice guideline update for the diagnosis, evaluation, preven-
tion, and treatment of chronic kidney Disease-Mineral and Bone Disorder 
(CKD-MBD). Kidney Int Suppl. 2017;7(1):1–59. https://doi.org/10.1016/j.
kisu.2017.04.001.

38. National Kidney Foundation. K/DOQI clinical practice guidelines for bone 
metabolism and disease in chronic kidney disease. Am J Kidney Dis. 
2003;42(4 Suppl 3):S1–201. https://doi.org/10.1016/S0272-6386(03)00905-3.

39. Mayo Clinic Laboratories. Pediatric catalog: Uric acid, serum [Internet]. Min-
nesota: Mayo Foundation for Medical Education and Research; 2023 [cited on 
2023 Nov 15]. https://pediatric.testcatalog.org/show/URIC

40. Centers for Disease Control and Prevention. Defining child BMI categories 
[Internet]. Atlanta: CDC. 2023 Mar [cited on 2023 Nov 20]. https://www.cdc.
gov/obesity/basics/childhood-defining.html

41. Drube J, Wan M, Bonthuis M, Wühl E, Bacchetta J, Santos F, et al. Clinical 
practice recommendations for growth hormone treatment in children with 
chronic kidney disease. Nat Rev Nephrol. 2019;15(9):577–89. https://doi.
org/10.1038/s41581-019-0161-4.

42. Ingelfinger JR, Kalantar-Zadeh K, Schaefer F, World Kidney Day Steering Com-
mittee. Averting the legacy of kidney disease–focus on childhood. Kidney Int. 
2016;89(3):512–8. https://doi.org/10.1016/j.kint.2015.10.014.

https://doi.org/10.1093/ckj/sfw047
https://doi.org/10.1093/ckj/sfw047
https://doi.org/10.1007/978-3-030-52719-8_129
https://doi.org/10.1371/journal.pone.0205831
https://doi.org/10.1016/j.ekir.2022.10.023
https://doi.org/10.1016/j.ekir.2022.10.023
https://doi.org/10.1177/1179546819852941
https://doi.org/10.2215/CJN.01090216
https://doi.org/10.2215/CJN.03130312
https://doi.org/10.1016/j.jped.2018.06.010
https://doi.org/10.1016/j.jped.2018.06.010
https://doi.org/10.1038/ki.2010.107
https://doi.org/10.1038/ki.2010.107
https://doi.org/10.1038/ki.2011.47
https://doi.org/10.1038/ki.2011.47
https://doi.org/10.2147/IJNRD.S304143
https://doi.org/10.2147/IJNRD.S304143
https://doi.org/10.1681/ASN.2016090944
https://doi.org/10.1038/nrneph.2013.147
https://doi.org/10.1038/nrneph.2013.147
https://doi.org/10.33393/jcb.2022.2328
https://doi.org/10.1155/2021/8821292
https://doi.org/10.1210/jc.2008-0326
https://doi.org/10.1186/s40348-021-00123-x
https://doi.org/10.1186/s40348-021-00123-x
https://doi.org/10.1007/s11914-017-0365-0
https://doi.org/10.1007/s11914-017-0365-0
https://doi.org/10.2215/CJN.05940611
https://doi.org/10.2215/CJN.05940611
https://doi.org/10.1007/s00467-011-1822-0
https://doi.org/10.1007/s00467-011-1822-0
https://doi.org/10.1007/s12098-021-03927-x
https://doi.org/10.1007/s12098-021-03927-x
https://doi.org/10.1007/s00467-018-3978-3
https://doi.org/10.1007/s00467-018-3978-3
https://doi.org/10.1038/kisup.2012.77
https://doi.org/10.1542/peds.2017-1904
https://doi.org/10.2215/CJN.02110216
https://doi.org/10.3390/children9121995
https://doi.org/10.3390/children9121995
https://doi.org/10.3389/fcvm.2020.597768
https://doi.org/10.3389/fcvm.2020.597768
https://doi.org/10.1016/j.echo.2007.11.011
https://doi.org/10.5935/abc.20160030
https://doi.org/10.1161/HYPERTENSIONAHA.113.01297
https://doi.org/10.1038/kisup.2012.33
https://doi.org/10.1038/kisup.2012.33
https://www.who.int/data/nutrition/nlis/info/anaemia
https://doi.org/10.1038/ki.2009.188
https://doi.org/10.1016/j.kisu.2017.04.001
https://doi.org/10.1016/j.kisu.2017.04.001
https://doi.org/10.1016/S0272-6386(03)00905-3
https://pediatric.testcatalog.org/show/URIC
https://www.cdc.gov/obesity/basics/childhood-defining.html
https://www.cdc.gov/obesity/basics/childhood-defining.html
https://doi.org/10.1038/s41581-019-0161-4
https://doi.org/10.1038/s41581-019-0161-4
https://doi.org/10.1016/j.kint.2015.10.014


Page 11 of 12Palupi-Baroto et al. BMC Nephrology          (2024) 25:369 

43. Baum M. Overview of chronic kidney disease in children. Curr Opin Pediatr. 
2010;22(2):158–60. https://doi.org/10.1097/MOP.0b013e32833695cb.

44. Ambarsari CG, Utami DAP, Tandri CC, Satari HI. Comparison of three spot 
proteinuria measurements for pediatric nephrotic syndrome: based on the 
International Pediatric Nephrology Association 2022 guidelines. Ren Fail. 
2023;45(2):2253324. https://doi.org/10.1080/0886022X.2023.2253324.

45. Ambarsari CG, Cho Y, Milanzi E, Francis A, Koh LJ, Lalji R, et al. Epidemiology 
and outcomes of children with kidney failure receiving kidney replacement 
therapy in Australia and New Zealand. Kidney Int Rep. 2023;8(10):1951–64. 
https://doi.org/10.1016/j.ekir.2023.07.006.

46. Wente-Schulz S, Aksenova M, Awan A, Ambarsari CG, Becherucci F, Emma 
F, et al. Aetiology, course and treatment of acute tubulointerstitial nephritis 
in paediatric patients: a cross-sectional web-based survey. BMJ Open. 
2021;11(5):e047059. https://doi.org/10.1136/bmjopen-2020-047059.

47. Ambarsari CG, Tambunan T, Pardede SO, Fazlur Rahman FH, Kadaristiana 
A. Role of dipstick albuminuria in progression of paediatric chronic kidney 
disease. J Pak Med Assoc. 2021;71(Suppl 2):S103–6.

48. Ambarsari CG, Trihono PP, Kadaristiana A, Rachmadi D, Andriastuti M, 
Puspitasari HA, et al. Low-dose maintenance intravenous iron therapy 
can prevent anemia in children with end-stage renal disease undergo-
ing chronic hemodialysis. Int J Nephrol. 2020;2020:3067453–8. https://doi.
org/10.1155/2020/3067453.

49. Hidayati E, Trihono P. Admission characteristics of pediatric chronic kidney 
disease. Paediatr Indones. 2011;51(4):192–7. https://doi.org/10.14238/
pi51.4.2011.192-7.

50. Ambarsari CG, Saraswati M, Laudza GS. Rituximab, mycophenolic acid, 
and calcineurin inhibitors achieve long-term remission in pediatric focal 
segmental glomerulosclerosis with steroid-resistant and frequently relaps-
ing nephrotic syndrome: a report of two cases. Case Rep Nephrol Dial. 
2022;12:167–77. https://doi.org/10.1159/000525776.

51. Santoso DN, Sinuraya FAG, Ambarsari CG. Distal renal tubular acidosis 
presenting with an acute hypokalemic paralysis in an older child with 
severe vesicoureteral reflux and syringomyelia: a case report. BMC Nephrol. 
2022;23:248. https://doi.org/10.1186/s12882-022-02874-9.

52. Ambarsari CG, Trihono PP, Kadaristiana A, Tambunan T, Mushahar L, Puspi-
tasari HA, et al. Five-year experience of continuous ambulatory peritoneal 
dialysis in children: a single center experience in a developing country. Med J 
Indones. 2019;28:329–37. https://doi.org/10.13181/mji.v28i4.3807.

53. Ambarsari CG, Hidayati EL, Trihono PP, Saraswati M, Rodjani A, Wahyudi I, et 
al. Experience of the first 6 years of pediatric kidney transplantation in Indo-
nesia: a multicenter retrospective study. Pediatr Transpl. 2020;24(8):e13812. 
https://doi.org/10.1111/petr.13812.

54. Gutiérrez OM, Januzzi JL, Isakova T, Laliberte K, Smith K, Collerone G, et 
al. Fibroblast growth factor 23 and left ventricular hypertrophy in chronic 
kidney disease. Circulation. 2009;119(19):2545–52. https://doi.org/10.1161/
CIRCULATIONAHA.108.844506.

55. Voroneanu L, Covic A. Vascular damage in children with chronic kidney 
disease: the fog is dispersing. Hypertension. 2017;69(5):791–4. https://doi.
org/10.1161/HYPERTENSIONAHA.117.08770.

56. Faita F, Gemignani V, Bianchini E, Giannarelli C, Ghiadoni L, Demi M. Real-time 
measurement system for evaluation of the carotid intima-media thickness 
with a robust edge operator. J Ultrasound Med. 2008;27(9):1353–61. https://
doi.org/10.7863/jum.2008.27.9.1353.

57. Yang EY, Nambi V. Ultrasound imaging of carotid intima-media thickness: 
an office-based tool to assist physicians in cardiovascular risk assess-
ment. Curr Atheroscler Rep. 2011;13(5):431–6. https://doi.org/10.1007/
s11883-011-0200-5.

58. Peters SA, Bots ML. Carotid intima-media thickness studies: study design 
and data analysis. J Stroke. 2013;15(1):38–48. https://doi.org/10.5853/
jos.2013.15.1.38.

59. Rizikalo A, Coric S, Matetic A, Vasilj M, Tocilj Z, Bozic J. Association of glomeru-
lar filtration rate and carotid intima-media thickness in non-diabetic chronic 
kidney disease patients over a 4-year follow-up. life (Basel). 2021;11(3):204. 
https://doi.org/10.3390/life11030204.

60. Portale AA, Wolf M, Jüppner H, Messinger S, Kumar J, Wesseling-Perry K, et al. 
Disordered FGF23 and mineral metabolism in children with CKD. Clin J Am 
Soc Nephrol. 2014;9(2):344–53. https://doi.org/10.2215/CJN.05840513.

61. Rodelo-Haad C, Rodriguez-Ortiz ME, Martin-Malo A, Mier MV, Aguera ML, 
Munoz-Castaneda JR, et al. Phosphate control in reducing FGF23 levels 
in hemodialysis patients. PLoS ONE. 2018;13(8):e0201537. https://doi.
org/10.1371/journal.pone.0201537.

62. Seeherunvong W, Abithol CL, Chandar J, Rusconi P, Zilleruelo GE, Freundlich 
M. Fibroblast growth factor 23 and left ventricular hypertrophy in children 
on dialysis. Pediatr Nephrol. 2012;27:2129–36. https://doi.org/10.1007/
s00467-012-2224-7.

63. Bacchetta J, Dubourg L, Harambat J, Ranchin B, Abou-Jaoude P, Arnaud S, et 
al. The influence of glomerular filtration rate and age on fibroblast growth 
factor 23 serum levels in pediatric chronic kidney disease. J Clin Endocrinol 
Metab. 2010;95(4):1741–8. https://doi.org/10.1210/jc.2009-1576.

64. Waziri B, Duarte R, Naicker S. Chronic kidney disease-mineral and bone 
disorder (CKD-MBD): current perspectives. Int J Nephrol Renovasc Dis. 
2019;12:263–76. https://doi.org/10.2147/IJNRD.S191156.

65. Yamada SY, Tokumoto M, Tatsumoto N, Taniguchi M, Noguchi H, Nakano T, et 
al. Phosphate overload directly induces systemic inflammation and malnutri-
tion as well as vascular calcification in uremia. Am J Physiol Ren Physiol. 
2014;306:1418–28. https://doi.org/10.1152/ajprenal.00633.2013.

66. Durlacher-Betzer K, Hassan A, Levi R, Axelrod J, Silver J, Naveh-Many T. Inter-
leukin-6 contributes to the increase in fibroblast growth factor 23 expression 
in acute and chronic kidney disease. Kidney Int. 2018;94(2):315–25. https://
doi.org/10.1016/j.kint.2018.02.026.

67. Ambarsari CG, Sindih RM, Saraswati M, Trihono PP. Delayed admission and 
management of pediatric acute kidney injury and multiple organ dysfunc-
tion syndrome in children with multiple wasp stings: a case series. Case Rep 
Nephrol Dial. 2019;9:137–48. https://doi.org/10.1159/000504043.

68. Feger M, Ewendt F, Strotmann J, Schäffler H, Kempe-Teufel D, Glosse P, et 
al. Glucocorticoids dexamethasone and prednisolone suppress fibroblast 
growth factor 23 (FGF23). J Mol Med (Berl). 2021;99(5):699–711. https://doi.
org/10.1007/s00109-021-02036-8.

69. Liu D, Yang F, Zhang S, Guo Z, Peng S. Significance of changes in FGF23 levels 
in childhood primary nephrotic syndrome and children who progress to end-
stage renal disease. Exp Ther Med. 2023;26(2):390. https://doi.org/10.3892/
etm.2023.12089.

70. Bi S, Liang Y, Cheng L, Wang Y, Wang T, Han Q, et al. Hemodialysis is associated 
with higher serum FGF23 level when compared with peritoneal dialysis. Int 
Urol Nephrol. 2017;49(9):1653–9. https://doi.org/10.1007/s11255-017-1605-z.

71. Ambarsari CG, Cahyadi D, Sari L, Satria O, Sahli F, Darmadi TL, et al. Late diag-
nosis of Lesch-Nyhan disease complicated with end-stage renal disease and 
tophi disease and tophi burst. Ren Fail. 2020;42(1):113–21. https://doi.org/10.
1080/0886022X.2020.1713805.

72. Balmukhanova A, Kabulbayev K, Alpay H, Kanatbayeva A, Balmukhanova A. 
FGF-23 and phosphate in children with chronic kidney disease: a cross-
sectional study in Kazakhstan. Med (Kaunas). 2020;57(1):15. https://doi.
org/10.3390/medicina57010015.

73. Guo AH, Meng JZ, Li DD, Liu WY, Wang SX, Gao F, et al. Adsorptive dialysis for 
cleaning uremic middle molecular substances. J Clin Rehabil Tissue Eng Res. 
2011;15(12):2261–4.

74. Ambarsari CG, Hidayati EL, Mushahar L, Kadaristiana A. Dressing versus non-
dressing technique for long-term exit-site care in children on continuous 
ambulatory peritoneal dialysis: a single-center retrospective cohort study. 
Med J Indones. 2020;29(3):290–7. https://doi.org/10.13181/mji.oa.204171.

75. Hacıhamdioğlu DÖ, Düzova A, Alehan D, Oğuz B, Beşbaş N. Circulating fibro-
blast growth factor 23 in children on peritoneal dialysis is associated with 
effective dialysis. Turk J Pediatr. 2015 Jan-Feb;57(1):9–16. PMID : 26613215.

76. Isakova T, Xie H, Barchi-Chung A, Vargas G, Sowden N, Houston J, et al. Fibro-
blast growth factor 23 in patients undergoing peritoneal dialysis. Clin J Am 
Soc Nephrol. 2011;6(11):2688–95. https://doi.org/10.2215/CJN.04290511.

77. Rabindranath KS, Adams J, Ali TZ, MacLeod AM, Vale L, Cody J, et al. 
Continuous ambulatory peritoneal dialysis versus automated perito-
neal dialysis for end-stage renal disease. Cochrane Database Syst Rev. 
2007;2007(2):CD006515. https://doi.org/10.1002/14651858.CD006515.

78. Roumeliotis A, Roumeliotis S, Leivaditis K, Salmas M, Eleftheriadis T, 
Liakopoulos V. APD or CAPD: one glove does not fit all. Int Urol Nephrol. 
2021;53(6):1149–60. https://doi.org/10.1007/s11255-020-02678-6.

79. Haarhaus M, Cianciolo G, Barbuto S, La Manna G, Gasperoni L, Tripepi G, 
et al. Alkaline phosphatase: an old friend as treatment target for cardio-
vascular and mineral bone disorders in chronic kidney disease. Nutrients. 
2022;14(10):2124. https://doi.org/10.3390/nu14102124.

80. Soeiro EMD, Castro L, Menezes R, Elias RM, Dos Reis LM, Jorgetti V, et al. 
Association of parathormone and alkaline phosphatase with bone turnover 
and mineralization in children with CKD on dialysis: effect of age, gender, 
and race. Pediatr Nephrol. 2020;35(7):1297–305. https://doi.org/10.1007/
s00467-020-04499-2.

https://doi.org/10.1097/MOP.0b013e32833695cb
https://doi.org/10.1080/0886022X.2023.2253324
https://doi.org/10.1016/j.ekir.2023.07.006
https://doi.org/10.1136/bmjopen-2020-047059
https://doi.org/10.1155/2020/3067453
https://doi.org/10.1155/2020/3067453
https://doi.org/10.14238/pi51.4.2011.192-7
https://doi.org/10.14238/pi51.4.2011.192-7
https://doi.org/10.1159/000525776
https://doi.org/10.1186/s12882-022-02874-9
https://doi.org/10.13181/mji.v28i4.3807
https://doi.org/10.1111/petr.13812
https://doi.org/10.1161/CIRCULATIONAHA.108.844506
https://doi.org/10.1161/CIRCULATIONAHA.108.844506
https://doi.org/10.1161/HYPERTENSIONAHA.117.08770
https://doi.org/10.1161/HYPERTENSIONAHA.117.08770
https://doi.org/10.7863/jum.2008.27.9.1353
https://doi.org/10.7863/jum.2008.27.9.1353
https://doi.org/10.1007/s11883-011-0200-5
https://doi.org/10.1007/s11883-011-0200-5
https://doi.org/10.5853/jos.2013.15.1.38
https://doi.org/10.5853/jos.2013.15.1.38
https://doi.org/10.3390/life11030204
https://doi.org/10.2215/CJN.05840513
https://doi.org/10.1371/journal.pone.0201537
https://doi.org/10.1371/journal.pone.0201537
https://doi.org/10.1007/s00467-012-2224-7
https://doi.org/10.1007/s00467-012-2224-7
https://doi.org/10.1210/jc.2009-1576
https://doi.org/10.2147/IJNRD.S191156
https://doi.org/10.1152/ajprenal.00633.2013
https://doi.org/10.1016/j.kint.2018.02.026
https://doi.org/10.1016/j.kint.2018.02.026
https://doi.org/10.1159/000504043
https://doi.org/10.1007/s00109-021-02036-8
https://doi.org/10.1007/s00109-021-02036-8
https://doi.org/10.3892/etm.2023.12089
https://doi.org/10.3892/etm.2023.12089
https://doi.org/10.1007/s11255-017-1605-z
https://doi.org/10.1080/0886022X.2020.1713805
https://doi.org/10.1080/0886022X.2020.1713805
https://doi.org/10.3390/medicina57010015
https://doi.org/10.3390/medicina57010015
https://doi.org/10.13181/mji.oa.204171
https://doi.org/10.2215/CJN.04290511
https://doi.org/10.1002/14651858.CD006515
https://doi.org/10.1007/s11255-020-02678-6
https://doi.org/10.3390/nu14102124
https://doi.org/10.1007/s00467-020-04499-2
https://doi.org/10.1007/s00467-020-04499-2


Page 12 of 12Palupi-Baroto et al. BMC Nephrology          (2024) 25:369 

81. Lamb EJ, Delaney MP. Does PTH offer additive value to ALP measurement in 
assessing CKD-MBD? Perit Dial Int. 2014 Nov-Dec;34(7):687–91. https://doi.
org/10.3747/pdi.2014.00246

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.3747/pdi.2014.00246
https://doi.org/10.3747/pdi.2014.00246

	Carotid intima-media thickness, fibroblast growth factor 23, and mineral bone disorder in children with chronic kidney disease
	Abstract
	Introduction
	Methods
	Participants
	Blood pressure measurement
	Plasma FGF23 measurement
	Measurement of estimated glomerular filtration rate
	Measurement of cIMT
	Blood chemistry
	Statistical analysis

	Results
	Study population
	Factors associated with cIMT and plasma FGF23 in pediatric patients with CKD
	Plasma FGF23 and bone mineral status in CKD stage 5 dialysis recipients

	Discussion
	Conclusion
	References


