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Bombay's kidney commerce and Arab patients
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Daar AS. (Renal Units of Abu Dhabi and Dubai, UAE
and Muscat, Oman and College of Medicine, Sultan
Qaboos University, Oman.) High mortality among
recipients of bought living-unrelated donor kidneys.
Lancet 1990;336:725-8.

SUMMARY
Over a four-year period (June 1984 to May 1988), 130 patients
with end-stage renal failure (mean age 38 years) voluntarily
travelled from the United Arab Emirates and Oman to Bombay
for kidney transplants. The organs were obtained through
brokers from living unrelated Indian donors. The mean waiting
time for surgery was 2.12 months. One hundred and thirty-one
kidney transplants were performed but only 122 patients
returned to their countries for follow up at the respective renal
units where they had previously undergone free dialysis. The
mean cost of the kidney and medical services for each organ was
Rs 176000 and of this, Rs 40000 to Rs 50000 was said to have
been paid to the organ donor. The costs did not include travel,
living expenses or accommodation and the patients often carried
expensive drugs such as cyclosporin A to Bombay.

Seven patients thought to be unfit for transplantation also
underwent operations. Twenty-five of the 130 kidney recipients
died (8 in Bombay during the perioperative period, 8 within
3 months, 4 between 3 and 6 months, 4 between 6 and 12months
and one after 12 months). Actuarial patient survival at 12 and
45 months was calculated to be 81.5% and 80.7% respectively.
Graft survival at 12 and 45 months was 76.9% and 74.7% respec-
tively. The major cause of death was bacterial and viral infection
(56%) which included two from acute hepatitis and one each
from zoster/varicella, fungaemia and AIDS. The recipient who
died of AIDS was a young woman under investigation for HIV
infection, she disappeared to Bombay, received a transplant
within two weeks, but died within three months of her return
from generalized bacterial and zoster/varicella virus infection.
After completion of the study, four more patients from Oman
became HIV positive and two have since died.

Non-fatal complications were also numerous and included
febrile illnesses due in main to cytomegalovirus infection,
unexplained diarrhoea, herpes simplex and zoster and oral
candidiasis; graft artery stenosis, stroke, major gastrointestinal
haemorrhage, hepatitis B, Kaposi's sarcoma and diabetes
mellitus. Apart from the end-stage renal disease, these patients
were comparatively 'healthy' and mostly young.

The factors contributing to the high mortality rate were
analysed. It was thought unlikely to result from poor tissue
typing per se as lower mortality rates have been reported where
tissue matching was also poor. Inexperience of the parent renal
teams was also considered unlikely as they were experienced in
looking after such patients treated in Oxford, UK, and at their
own centres. During the tenure of the study, the teams treated

50 patients with living related transplants of whom only one died
and the patient and graft survival rates at 12 months were 98%
and 91.8% respectively. The high rate of infections as a cause of
death was attributed to four possible causes:

1. Over-immunosuppression in Bombay because of pressures
generated in transplanting patients from overseas who were
histoincompatible,

2. poor instructions to patients about the need to comply with
self-medication and the dangers of immunosuppression. This
was partly due to inadequate communication and because the
patients had to be sent back to their home countries quickly,

3. poor conditions and facilities in Bombay where some
clinics were located in small nursing homes or converted
apartments, and

4. the use of contaminated blood or blood products and kidneys
which could have been the sources of infections with
cytomegalovirus, hepatitis Band HIV.

The authors concluded: 'We think that underlying the high
mortality rate mentioned above is the fact that commercial
interests were paramount in Bombay, and this is borne out by
the fact that persons who were unfit were given transplants.'

The authors stated that tissue typing data were not made
available; that initial immunosuppressive therapy was known in
110 out of 130 patients and that in the remainder, details of
treatment, medical reports or referral letters were not provided.
'In many insta~ces letters did not bear the names of the units
where the transplants were done', said the authors.

A classification of living donor transplants was presented.
This consisted of programmes involving: living related donors,
emotionally related donors, altruistic donors, rewarded gifting
and rampant commercialism. The use of donor organs from
living related individuals, or those persons who were emotion-
ally involved and altruistic were considered acceptable and
ethical. The authors seemed, however, to favour and accept
rewarded gifting in some cases but declared that rampant
commercialism was ethically, morally and practically unaccept-
able and needed to be condemned.

COMMENT
Such a high mortality would not be considered acceptable
in any living donor transplant programme.' Blood is often
not checked in Bombay (I. S. Gilada, personal communi-
cation) or is collected from HIV positive professional
donors.>' If this carefully documented report on Bombay's
commerce in kidneys for Arab patients is true it is a
serious indictment of Bombay's transplant community. It
needs to be considered carefully and the facts checked so
that standards of functioning in Bombay's kidney trans-
plant units are improved.

However, I have the following concerns:
1. As the patients were already receiving regular

dialysis in their own countries, they would presumably
have had medical dossiers which could have been perused
in Bombay. The Bombay nephrologists would then have
had access to the views of the patients' doctors in the
United Arab Emirates and Oman. It would be interesting
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to know whether these dossiers were made available.
Some nephrologists in Bombay have told me that Arab
patients occasionally deny having medical records from
their home countries or deliberately conceal them.
Although I am not involved in the management of renal
disorders, some Arab patients have presented themselves
to me in Bombay without relevant medical data. It would
seem good sense for a patient to supply his medical data.

2. The report points to serious lapses in some of
Bombay's medical institutions, i.e. the provision of
inadequate information to patients on discharge from
hospitals or nursing homes. This needs to be speedily
remedied. We read that some 16% of the patients that
returned home neither knew what treatment they should
take nor, presumably, what treatment had been given. In
some instances the names of the transplant units were not
known. The known refusal of staff to provide medical
data if the patient insists on leaving an institution against
medical advice may be a possible, albeit unacceptable,
explanation. This could have happened in some cases
where the patients or their relatives wanted to return
home in a hurry.

3. It was sad to learn that during the study one patient,
who was probably HIV positive in her home country,
received a transplant in Bombay. We are told that sub-
sequent to the study 4 patients acquired an HIV infection
in Bombay. Such experiences have also been recorded
from other centres in the Middle East> (G. M. Abouna,
personal communication) and cannot be ignored or
explained away in facetious terms even though many
males from the Middle East seen in Bombay are reported
in the immediate postoperative period to enquire when
and where they may find prostitutes. Some Bombay
hospitals specifically advise patients to resume sexual
activity only after they return to their homes. Many
patients are discharged only in time for them to board
their flights. Let us hope, nevertheless, that all blood and
blood products as well as donors of organs and tissues will
be tested for HIV infection and this testing will be
extended to other non-medical sources of HIV such as
prostitutes. It may also be recorded that although exami-
nation of blood and blood products for HIV infection .
was made compulsory from 1 January 1990, there are
some who doubt the effective implementation of these
instructions."

4. It is well known that infection control procedures in
some Indian health institutions, especially nursing homes,
are sadly inadequate. This has been frequently pointed
out in relation to the containment of the threatened HIV
epidemic. This being so, we must accept the fact that the
major cause of the high mortality rate in the transplanted
Arab patients was due to a high incidence of bacterial,
viral and fungal infections. What are we going to do about
it? And when? This is a matter to which the Ministry of
Health and Family Welfare of the Government of India
and the Departments of Health of the various State
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governments need to address themselves seriously, and
soon!

5. The authors rightly declared that transplants involv-
ing the related living, the emotionally involved and the
altruistically inclined were ethical but rightly condemned
the transplants where rampant commercialism prevailed
through brokers. Unfortunately, they seemed to favour
the acceptance of 'rewarded gifting', a euphemism for
'regulated commercial transplants' where the buying and
selling of organs is still practised. This veiled form of
commerce is still considered to be unethical in the West.
However, some in the western transplant community, as
well as the (International) Transplantation Society, are
prepared to consider this 'rewarded gifting' as ethical
in developing countries such as India (J. B. Dossetor,
personal communication). A double standard of ethics! It
should be placed on record that only a small percentage of
Indian transplant experts are in favour of it. The member-
ship of the Indian Society for Organ Transplantation has
overwhelmingly rejected it. The acceptance of rewarded
gifting is the thin end of the wedge and will lead to the
perpetuation of rampant commercialism in India. Given
the Indian experience and expertise in finding loopholes
in the law, rewarded gifting cannot and will not be
statutorily controlled.

6. There is an international consensus that uncontrolled
transplantation using organs from living non-related
donors has a negative influence on cadaveric organ trans-
plantation programmes. This is as true for the Middle
East countries as it will be for India in the future. For this
reason as well, rewarded gifting should not be permitted.

7. This report of the commerce in kidneys among Arab
patients needs to be investigated jointly in Bombay and in
the UAE and Oman. If the report is accurate-and there
is no reason to doubt its veracity-it is a serious allegation
of unethical practice and, indeed, malpractice which the
Medical Council of India and the Maharashtra Medical
Council should study and investigate on the same basis as
the High Courts have done in matters of public interest
litigation. Will these institutions rise to the occasion?
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