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A GLIMMER OF HOPE FOR PREVENTION
I have written in earlier Letters from Chennai about the rural
programme of the Kidney Help Trust.1,2 Let me refresh your
memory, and give you some updated figures. Renal transplantation
is the least expensive treatment for end-stage renal disease. It
costs about Rs 3.5 lakh (Rs 350 000) and the patient will then need
immunosuppressive therapy costing at least Rs 10 000 a year,
which could go up to Rs 1 lakh (Rs 100 000) a year depending on
the immunosuppression used. The per capita income in India is
Rs 33 283 a year, and only 3.2% of us earn more than Rs 50 000
a year. How do we bridge the gap? The Government (Centre, State
and Local together) provides Rs 828 per capita per year on health.
It is abundantly clear that India, and most Indians, cannot afford
to treat end-stage renal disease.

The Chennai-based Kidney Help Trust, with which I am
associated, realized this, and set about to do something. Around
30% of renal failure in India is due to diabetes, and around 12%
is due to hypertension, apart from which hypertension aggravates
and accelerates renal failure due to all other causes. If only all
people with diabetes and hypertension could be detected soon
after onset and treated effectively, there should be no complications
from these diseases. A rural population of around 25 000 near
Chennai was selected. Girls from the area, who had done their
schooling to the tenth standard, were not being sent by their
families to university, and were waiting at home to reach the legal
age of matrimony, were selected and trained in recording blood
pressure and examining the urine for sugar and albumin. Every
individual (all ages from birth to death) in the area was screened
at home once in 18 months with a simple questionnaire, and had
his or her blood pressure recorded and the urine examined by these
health workers. Anyone who had symptoms possibly related to
renal disease, or who had hypertension, glycosuria or proteinuria,
was seen by the doctor (the Trust has just one doctor at a time, who
visits each area once in 2 weeks), who verified the findings and
then put the patient on treatment, using just reserpine, hydralazine
and hydrochlorothiazide for hypertension, and metformin and
glibenclamide for diabetes. These are the cheapest available
medicines for these diseases, and also the most effective. The
Trust provides all services, tests and medicines at the patients’
doorstep without charge.

In a nutshell, 90% of the population cooperated with us for the
survey—7.5% of them had renal disease or conditions predisposing
to renal disease. Only 30% of them knew earlier that they had a
problem and the rest (70%) would have remained blissfully
ignorant of their illness and would not have been treated while
their disease continued to ravage their bodies. One-quarter preferred
to go to their own medical advisers for treatment, and we encouraged
them to do so, providing tests at the same frequency as we did for
those who took treatment with us—80% of the patients took their
treatment regularly. Among them, we achieved perfect control of
blood pressure (130/80) in 96%, and perfect control of diabetes
(HbA

1
C <7%) in 52%. Another 25% had a major reduction of

HbA
1
C by >10% from the original reading.

Eight years after the start of the programme, we extended our
services to the adjacent area of approximately the same population,
with similar demographics, occupation and economic status.
Both areas were surveyed simultaneously, and we estimated the
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glomerular filtration rate (eGFR) in all those we detected to have
disease (Table I).

TABLE I. Comparison of eGFR in our population with another
similar population not under our protocol

eGFR in ml/minute Old area covered New area not
for 8 years yet covered

<80 (i.e. all below normal) 10.79 27.51
60–80 6.62 20.55
30–60 3.83 5.03
15–30 0.33 1.06
<15 (end-stage renal disease) 0 0.87

Numbers of patients with different degrees of renal failure expressed per 1000 of the
population

Those with GFR <15 ml/minute will be dead in 1 year if they
do not receive dialysis or transplantation.

While our goal was to prevent chronic renal failure, we were
not unaware of the possibility that we might also prevent other
complications of diabetes and hypertension. We looked for this
effect in our last survey. We asked each family if there had been
any incident of heart attack or stroke in the preceding 10 years.
The results are shown in Table II. There are possible fallacies
since it was a historical recall, and especially the diagnosis of heart
attack could have been incorrect. However, there is no doubt
about the diagnosis of a stroke.

TABLE II. Comparison of vascular complications in our population
with another similar population not under our protocol

Event Old area New area p value

Heart attack 2.8 9.1 <0.00001
Fatal heart attack 2.3 5.1 0.00005
Stroke 1.8 10.0 <0.00001
Fatal stroke 0.9 4.5 <0.00001
Gangrene 0.1 0.4 0.15
Deaths (all causes) 12.62 14.48 0.11

Numbers of patients per 1000 of the population

I hasten to reassure my readers that the newly surveyed area has
been brought into our coverage, and all detected patients are being
treated as in our old area. We therefore now have a population of
42 515 with us and cooperating in our efforts.

And what has all this cost? Table III gives you the details of
our expenses. These enormous benefits to the community cost just
Rs 23.13 per capita per year, well within the health budget of the
government.

TABLE III. The cost of our project: Audited expenses for the year
2008–09 (in rupees)

Medicines and consumables 348 098
Travel 147 000
Vehicle maintenance 38 091
Salaries 446 000
Miscellaneous expenses 4364
Total cost for year 2008–09 983 553
Annual expense per capita 23.13
Government spends on health per capita 828
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Note that it costs Rs 3.5 lakh (Rs 350 000) to perform one renal
transplant, and maintenance immunosuppression with the cheapest
medicines costs Rs 10 000 a year.

With such phenomenal benefits at so small a cost, I thought
governments would jump at the chance to provide so much for so
many at so little expense. I was sadly mistaken. Tamil Nadu has
a Varummun Karppom (‘we will protect before it comes’) Scheme,
but this works on the principle of running numerous camps to
which people are expected to come for a check-up. This could
easily be done at a primary health centre (PHC), but it does not
work because no one will sacrifice a day’s wages if he thinks he
is well. People go to a PHC if they are unable to work because of
severe pain or high fever or diarrhoea. Our project has worked
because we go to the doorstep and because we provide continuing
care in the form of tests and medicines on a domiciliary basis.
India has other domiciliary programmes for tuberculosis, malaria
and leprosy, but non-communicable disease still calls for visits to
a PHC or to a camp. Meanwhile, the governments of Andhra
Pradesh and Tamil Nadu have lost faith in their own hospitals, and
are investing hundreds of crores in sending the poor to corporate
hospitals.3

THE GLIMMER OF HOPE
Where then, you might ask, is the hope for prevention? The
present Health Officer of the Corporation of Chennai, Dr
Kuganantham, takes his designation seriously, and is determined
to promote the health of his citizens. He has recently introduced
a screening programme for diabetes—700 employees of the
Corporation went house to house and enquired about various
details including family history, living conditions, dietary habits
and symptoms. Those considered to be at risk were asked to attend
one of the 30 camps being held on Sundays in various parts of the
city, at which blood glucose levels of people suspected to have
diabetes were measured. His initial finding, of 17 000 such people
considered to be at risk, was that 4000 had diabetes, and only half
of them had been aware that they had the disease.

The Corporation is still finding its way in this project. I
presume treatment will be provided lifelong at these camps. I have
several reservations, starting with the fact that apparently the team
that goes to the homes just asks questions and records answers.
Only those considered susceptible are called for testing, and the
tests require people to come somewhere else at a fixed time, which
might not be convenient for them. I believe the success of the
Kidney Help Trust is that everyone is screened for diabetes and
hypertension, irrespective of risk factors or symptoms, and therefore
we pick up far more people with disease. We give treatment in the
home and that ensures compliance, so the benefits are greater.

Diabetologists universally disapprove of urine sugar estimation
as a screening tool. I do not dispute this, just as I do not deny that
a Rolls Royce is a far better car than the jalopy I now drive. Alas,
I cannot afford a Rolls Royce, and India cannot afford the costs of
collecting a blood sample from every Indian and testing it for

glucose. In addition, even if we had the money it would require far
more expertise to collect blood samples and test them, and not
everyone would be as willing to be pricked as he or she would be
to give a sample of urine. In any case, the Kidney Help Trust tests
the blood of everyone with symptoms, so we would not miss any
of those being screened by the Corporation, and we would pick up
quite a few more patients. Also, the Corporation scheme does not
record the blood pressure during home visits, and hypertension is
no less pernicious a disease than diabetes. Besides, it is much
easier to treat, and the benefits from that would be so much
greater.

However, there is still reason to cheer. Even if many people
with diabetes are missed, the fact that some are detected will help
to reduce the burden of much vascular disease in the country in the
decades ahead.

The Corporation also has an interesting add-on. A help number
has been publicized. People who need blood tests and do not have
the time to go to a hospital to get it done, particularly working
women whose every moment away from work is filled with family
responsibilities, can call this number and have someone come to
the house at a specified time to draw blood that will be tested in
Corporation laboratories at rates about 40% cheaper than that in
commercial laboratories.

AND MORE HOPE STILL
The Southern Chapter of the Indian Society of Nephrology held
its annual conference in Puducherry in February. The organizers
wanted to stress preventive nephrology, and had the clout to
persuade 4 political luminaries to attend the special session on
prevention. The Chief Minister and the Health Minister of
Puducherry, and two Central Ministers from the Union Territory,
attended. What is more, they sat through and listened to the
presentations on prevention made by Dr John Feehally, President
Elect of the International Society of Nephrology, and by me, and
then each of them spoke and made a commitment to take up such
a prevention programme in Puducherry. Keep your fingers crossed.

BIRTHDAY PARTIES AND PRESENTS
The Madras Medical College (MMC) is 175 this year. In the week-
long celebration, the Chief Minister spoke of adding new buildings
for the college on the former premises of the Penitentiary, the
erstwhile neighbour of the MMC, which has now moved elsewhere.
I hope the zeal for new construction will not lead to the destruction
of the Red Fort that houses the Department of Anatomy, a true
heritage structure, and one of the last old college buildings
remaining (see Indian Medical Colleges on pp. 121–4).
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