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End stage renal disease-the end of the road

Many Indian physicians have to undertake the unpleasant
task of telling a patient that he or she has end stage renal disease
(ESRD) and that death is not far away unless he has a lakh or
more rupees to spend on himself. I am not alone in
experiencing a sense of helplessness when faced with a
patient who cannot afford renal replacement therapy;
neither am I alone in discontinuing dialysis due to 'financial
constraints' and 'discharging at request'. Only a minority of
patients with ESRD can eventually undergo renal replace-
ment therapy and nephrology as a discipline is increasingly
catering to the more privileged members of our society.
There is a growing gap between what treatment the doctor
advises and the resources of the patient and nowhere is this
widening more than in renal replacement therapy.

The cost of haemodialysis works out to about a thousand
rupees per week in the cheapest centres, regardless of who
pays. The prospect of short term dialysis is daunting in itself
and long term maintenance dialysis is possible for only a very
small number of patients. Renal transplantation is often
offered as an alternative. But is it really a viable alternative?
Leaving aside the ethical question of related and unrelated
donors, the financial implications are by no means modest.
The cost of surgery, hospitalization and drugs for a lifetime
are substantial; and the development of complications
increases this cost even further. It takes nearly a year before
the patient is able to return to a productive life. The number
of patients rehabilitated and the quality of their rehabili-
tation are rewarding; it is this aspect of a renal replacement
therapy programme that prompts the nephrologist to
encourage the patient with ESRD to go ahead with renal
transplantation.

This procedure is available in a limited number of centres
in our country and in many of these centres commercializa-
tion has overtaken the tenets of good medical practice. Some
patients go to these places but they form only a small fraction
of all those with ESRD. What happens to the rest?

Our centre, at present a non-transplant nephrology unit,
has patients who are probably representative of the majority
of ESRD patients in the country. This hospital forms the first
referral centre after the primary care physician. Our dialysis
unit serves an area with a radius of about 200 km. Most
patients on dialysis are inpatients. Outpatient dialysis pro-
grammes suffer from non-compliance with schedules and
irregular attendance, except in few of those who live within
5 km of the hospital. Patients who opt for transplantation
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have to travel about 300 km to the nearest transplant centre.
Considering these practical problems, we reviewed all our
patients labelled as having ESRD over a lO-month period.

There were 71 such patients, 53 of whom were below
50 years of age and 80% were males. Table I shows the
aetiology of renal failure. Haemodialysis was initiated in
50 patients (70%) and in the remaining 21 patients it was with-
held for financial reasons (14) and because the patients were
asymptomatic (7) at the time of assessment. Figure 1 shows
the outcome in our patients. There were a total of 27 deaths
(38%),29 patients (41 %) were lost to follow up and only 10
(14%) were alive after 3 to 12months. Figure 2is a represen-
tation of the actuarial survival of these patients. About 56%
survived 3 months and 45% survived 6 months after their
initial hospitalization; these rates are not corrected for the
large numbers (41% ) in whom no follow up information was
available. The longer survivors were likely to be those who
had substantial residual renal function and hence would not,
strictly speaking, qualify to be labelled as having ESRD.

An estimate of the frequency of dialysis in those given
haemodialysis revealed a mean of2.04 (SD 0.65) dialyses per
week. Nineteen patients averaged less than 2 haemodialyses
per week, and 16 averaged 2 per week. A dialysis frequency
of more than 2 per week was reached in only 18 patients and
of them only 4 were on a regular dialysis programme; the
remainder were critically ill, with pressing indications for
intensified dialysis. Money was the major factor limiting
dialysis. Distance from the hospital was the second reason.
Twenty-one patients discontinued dialysis (14 of them within
2 weeks) due to financial constraints; 4 of them died. Of the
27 patients who died, the cause of death was uraemia-related
in 13 (50% of deaths) while sepsis and ischaemic heart

TABLEI. Aetiology of renal failure

Aetiology n(%)

Diabetic nephropathy
Hypertensive renal disease
Calculus disease/chronic pyelonephritis
Reflux nephropathy
Hereditary nephritis
Focal and semental glomerulosclerosis
Polycystic kidney disease
Ischaemic renal disease
Crescentic nephritis
Unknown

8 (11.3)

2 (2.8)
3 (4.2)
1(1.4)
2 (2.8)
2 (2.8)
1 (1.4)
1(1.4)
1 (1.4)

50(70)

Total 71
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FIG 1. Outcome of 71 patients with end stage renal disease
HD Haemodialysis RRT Renal replacement therapy
TX Transplant

disease accounted for 5 deaths each (20% ). It is pertinent to
note here that the patients with uraemia-related deaths were
often those brought to the hospital 'in extremis' (11 of 13).
This contributed to the in-hospital mortality of 30% (21 of
27 deaths). Only 5 (7%) patients who had the necessary
resources were referred for renal transplantation and of them
only one had a suitable related donor.

Thus the scenario of ESRD in our country is extremely
bleak. Developed countries are at present exploring refine-
ments of renal replacement therapy, these being current
priorities in their established networks of dialysis and trans-
plant centres. The United States Renal Data Systems 1991
annual report! cited that more than 90% of their ESRD
patients are enrolled in the Medicare ESRD programme;
federal sources pay at least 72% of the total medical costs for
the care of these patients. More than 75% of patients live
within a distance of 30 to 35 km of their nearest dialysis centre
and within 125 km of a transplant centre. The cost to the
individual patient or family causes a lowering of income by
approximately 60%. Compare this to the prevailing situation
in India, where the minority pay income tax, where govern-
mental resources need to be channelled to basic health
priorities, where transport and communication is expensive
and inefficient, and where the average monthly income may
not cover the cost of one dialysis.

Discontinuation of dialysis in the West is usually a con-
sequence of major vascular events, such as cerebrovascular
accidents or other catastrophic acute illnesses.i-' Port et at.3
showed that 9.4% of patients died due to discontinuation of
dialysis and it was the older patients (>60 years) who dropped
out of regular dialysis therapy. In our study, however, 21
(30%) of the patients discontinued dialysis and their mean
age was 39.4 years (SD 11.6 years, range 18 to 56 years); only
3 of these did so because of an associated major non-renal ill-
ness (paraplegia, cerebrovascular accident, malignancy) and
the rest did solely because they could not afford it.

So, what are the answers? More important still, have we
defined the questions? Is renal transplantation the answer to
ESRD in India? Yes and no. Today we are perhaps trans-
planting less than 5% of our ESRD patients while the rest die
a uraemic death. Do we resignedly accept this situation or
attempt to change it? Are there avenues to be explored that
may make a difference? Can we expect government funding?
Several government hospitals have transplant programmes
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FIG 2. Actuarial survival curve of 71 patients with end stage
renal disease

at a very low or no cost to the patient, but these are full to
capacity and waiting lists are long. Further, when funds for
even basic health requisites are limited, any more allocation
of public money for renal replacement therapy programmes
might be seen as a luxury the country can ill afford.

Would the institution of a National Kidney Foundation
help? A central body, organized by senior nephrologists to
outline priorities in the field and guide the medical fraternity
in this exercise, might coordinate the care of patients with
renal failure, exercise some control on the malpractice in this
field and advance learning and research. Acquisition of funds
would be easier and a larger percentage of ESRD patients
may benefit from subsidized treatment. Is there any way of
making it cheaper? Today, every piece of equipment in a
dialysis laboratory is imported. Import restrictions, scarce
foreign exchange and recent economic policies of the govern-
ment have increased costs further. The innate Indian sense
of thrift encourages the re-use of disposable equipment,
but this goes a small way in bringing dialysis closer to the
common man. Have we fully explored the potential for
producing the relevant equipment indigenously? Simpler
still, would using the gut as a substitute kidney extend the
inter-dialytic interval decreasing the dialysis requirement of
the individual patient?" Such cheaper alternatives need
further evaluation. Last but not the least, are we not catching
our patients at too late a stage in their illness? Are there not
a large number of ESRD patients in whom this outcome may
have been prevented or delayed? Is there not an absolute
requirement for efforts to identify the high-risk individual
and prevent or delay ESRD in him?

All training programmes in nephrology have renal trans-
plantaion as a prerequisite for university or board recognition.
None emphasizes the preventive aspects of nephrology in a
wider or more practical perspective. This approach would
probably be the most cost-effective. It needs only marginal
additions to the existing public health network system, a little
more awareness on the part of the primary care physicians
and paramedical personnel, a definite outreach effort by
qualified nephrologists who are at present housed in their
'citadels of learning' and a more coordinated programme of
follow-up care.

While still a young and inexperienced physician, Kolff
watched a 22-year-old die a uraemic death. The frustration
and helplessness he felt that day led him to develop one of
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the first artificial kidneys.' Today, 60 years later, with all the
refinements of dialysis therapy, in an era of 'multi-organ
transplants', we in India still watch helplessly as patients
die of uraemia.
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MEDICAL COLLEGES CHARGING CAPITATION
FEES
These infamous establishments are frequently being discussed
both in medical gatherings and in the print media. Apologists
for these colleges claim, they fill a void left by the central and
state governments, municipal corporations and other public
sector bodies. Demand for medical education far outstrips
the capacity of existing medical colleges and the public sector
does not have the resources to augment their number. Those
setting up private medical colleges are thus performing a
public service.

This argument presupposes that we need more doctors
than are created by our existing medical colleges-a debatable
issue. The fierce competition between doctors in our large
cities and consequent rampant malpractice suggests that
what is needed is not more doctors but a better distribution
of the existing ones so that the imbalance between cities,
semi-urban areas and villages is corrected.

Let us, however, for a moment accept that we need more
doctors and hence more medical colleges. These new medical
colleges should be at least as good, if not better, than existing
medical colleges since they are being established in the 1990s
and have access to all that is offered by modern technology.
Even a cursory glance at modem medical colleges in other
countries such as McMaster in Canada and the Nottingham
and Southampton schools in the UK shows how they incor-
porate advanced techniques for teaching, experimentation,
research and the diagnosis and treatment of ailments. They
have been planned by acknowledged experts in education,
architecture and technology. Invariably, they incorporate
mechanisms for periodic upgradation of facilities. They raise
standards of medical education and patient care in the country
and are the envy of all those in older, established institutions.

In contrast, private medical colleges in India that have
come up in the past decade have been set up by politicians
and knaves lacking even a preliminary understanding of the
needs of academia. Whilst their boards of directors include
individuals who are past masters in the fine art of manipulat-
ing those in power, they lack any insight into what it takes

to produce a good doctor or even what constitutes a good
doctor. Their end is the amassing of filthy lucre and power
and no means are too low for achieving them. We thus have
the disgusting phenomenon of medical colleges housed in a
handful of rooms, where the students claim never to have laid
hands on a body for anatomical dissection, where public
hospitals are hijacked to serve their needs and where a
mockery is made of all standards for teaching the medical
sciences and treating patients.

This awful situation is compounded by the fact that rich
and powerful medical doctors are willing accessories and the
body instituted by an Act of Parliament to maintain
standards 'helps out' by waiving fundamental requirements
and 'recognizes' what should be condemned and dismantled.

Should you need further convincing, you could study the
careers of the offspring of senior doctors in Bombay who
were sent to capitation-fee colleges, lacking the merit to
enter the public sector colleges of their choice. A surprising
number seek transfer to the colleges in Bombay as soon as
possible, often after the first MBBS examination. (The
means used to ensure such transfers is another fascinating
story!) The minority, unable to manage such a change of
scene, does everything possible to move away from the alma
mater on graduation. None ever refers to the college that
nursed them with a sense of belonging or pride.

I started out by saying that there is considerable discussion
on these infamous establishments. There is almost no action
to correct the situation. The peril may not be faced by those
of us on the wrong side of 50-it will hit the cream of our
youth and those unborn. Students who have paid several
lakhs of rupees to obtain the sheet of paper proclaiming a
medical qualification will pay further fortunes to set them-
selves up in practice. The welfare ofthe sick turning trustfully
to them will be far from their minds. All efforts will be
directed towards recovering what has been spent as well as
on personal enrichment. The present sorry state of medical
practice can only worsen as the numbers of those graduating
from tried and trusted medical colleges are diluted by
graduates from capitation-fee factories.


