
324 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 27, NO. 6, 2014

Risk of pre-eclampsia after kidney donation:
Primum non nocere
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SUMMARY
Altruistic donation of a kidney, a paired organ, has been seen as an
acceptable way of giving a new lease of life to patients with end-stage
kidney failure. Living donors must undergo a stringent process of
evaluation and meet several criteria to be labelled as ‘healthy’ before
they can be accepted in a transplant programme. Concerned that the
care of the donor needed to be standardized, the Transplantation
Society organized the Amsterdam Forum on the Care of the Living
Donor,1 which provided guidance on how to work-up living donors.

Thanks to some recent publications based on long-term follow-up
of living donors and comparison with carefully selected healthy non-
donor cohorts, the safety of live kidney donation is being investigated
afresh.

In this publication of the Ontario, Canada-based Donor
Nephrectomy Outcomes Research (DONOR) network, Garg and
colleagues matched 85 women who donated a kidney between 1992
and 2010 with 510 healthy non-donor women from the general
population in a ratio of 1:6. They collected data on 131 and 788
pregnancies in the two groups, respectively, after cohort entry. The
groups were well-matched with respect to age, age at entry into the
cohort, rural/urban residency, income, number of pregnancies before
entry and time to first pregnancy.

They found that in-hospital diagnosis of pre-eclampsia and
gestational hypertension was more common among donors (11% v.
5%, odds ratio 2.5, 95% CI 1.2–5, p=0.01). The difference was
present for both components separately as well (odds ratio, 2.5 for
gestational hypertension and 2.4 for pre-eclampsia). There was no
difference, however, in the rates of low birth-weight (8% and 7%) or
preterm deliveries (6% and 4%). There were no maternal deaths,

stillbirths or neonatal deaths among the donors. Most women had
uncomplicated pregnancies after donation.

As expected, gestational hypertension or pre-eclampsia was
associated with an increased likelihood of caesarean section or low
birth-weight in both donors and non-donors. They also performed
additional analysis that eliminated the health restrictions in the non-
donor group before cohort entry but continued to match eligible non-
donors with donors on the basis of baseline characteristics, and
showed that the increased risk of the primary outcome among donors
persisted (11% v. 4%), with a higher odds ratio, 3.2 (95% CI 1.5–6.8;
p=0.002).

The authors concluded that gestational hypertension or pre-
eclampsia was more likely in kidney donors than in matched non-
donors with similar indicators of baseline health.

COMMENT
The success of organ transplantation as an enterprise depends
primarily on the availability of transplantable organs. Deceased
donors are the commonest source of organs worldwide. However,
shortage of deceased donors forces the use of living donors. In
parts of the world with immature deceased donor transplant
programmes, living donors form the bulk of kidney and even liver
donors.

The DONOR network, funded by the Canadian Institute of
Health Research, has come out with a series of publications
looking at the risk of development of complications following
donor nephrectomy.

The authors have done well to do a careful matching of donors
and non-donors and a total manual review of all charts to get rid
of uncertainties. As the authors note, this study suffers from the
drawbacks of any retrospective study, in particular absence of
some data that could be important, and uncertainty of differential
application of clinical judgement between donors and non-donors
when making a diagnosis.

These data are consistent with previous studies from the USA
and Norway,2,3 and seem to suggest that the recommendations of
the Amsterdam Forum on care of living donors need to be
reviewed. It must be pointed out, however, that the report of the
Forum preceded the appearance of these publications.

Pre-eclampsia is known to independently increase the risk of
development of cardiovascular disease, hypertension and chronic
kidney disease later in life. In the case of kidney donors, the
independent contribution of pre-eclampsia over the risk that
might be conferred by the loss of kidney function secondary to
donation itself is extremely hard to discern.

This paper and others that have been published in the past
couple of years provide valuable information, which all potential
donors need to be made aware of before they can make an
informed and potentially life-changing decision of donating a
kidney. Two recent studies4,5 have shown a 10-fold increase in risk
of development of end-stage kidney disease among kidney donors.
The robustness of these conclusions have been challenged on
methodological grounds6 but they do raise concerns that need to
be debated and addressed in carefully designed longitudinal
cohort studies with adequate sample size.

A decision that a physician does not want to make is putting a
perfectly healthy individual (which a donor is, by definition) at an
unnecessary short- or long-term risk. The psychological benefit of
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doing good to a fellow human needs to be weighed against all
potential risks––in this case unique to women, the weaker gender
at least in developing societies.

In the rush to transplant more and more patients with end-stage
kidney failure, the woman donor usually receives the short shrift,
treated only as a source of a kidney. Often she is assured in a casual
manner that donation poses no risk and that she can expect to live
a life she has a right to expect had she not volunteered to be a
donor.

These recent publications are of particular importance to
societies where most donors do not have access to good quality
medical care.7,8 This makes them even more vulnerable to the
potential  ill-effects of organ donation. It is time that all transplant
centres established ‘donor advocates’ who are primarily responsible
for the welfare of the donor and provide them with all the
information they need before deciding to become a live kidney
donor.
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Community health worker-based intervention
for diabetes care: Feasibility and cultural
acceptability in India
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SUMMARY
A randomized controlled trial evaluated whether a community health
worker (CHW)-based intervention could improve clinically relevant
markers of diabetes care in an adult underserved Hispanic community
in Manhattan, New York, USA. The primary outcome was glycosylated
haemoglobin (HbA1c) while the secondary outcomes were systolic
blood pressure (SBP), diastolic blood pressure (DBP) and low-
density lipoprotein (LDL)-cholesterol. Outcomes were measured at
baseline and at the end of one year. The lifestyle intervention was
based on the ‘small steps, big rewards’ programme, which included
dietary modification and increasing physical activity to decrease the
progression of high-risk individuals to diabetes. Participants included
underserved Hispanics receiving care at one of the designated primary
care centres under Columbia University Medical Centre, aged 35–70
years, with poor glycaemic control (HbA1c >8%). The study excluded

those with type 1 diabetes, diabetes with onset before the age of 25
years, diagnosed for less than one year, any extreme medical comorbid
condition, arm circumference >47 cm, planning to move out of the
neighbourhood during the next year or those enrolled in any other
ongoing study.

The participants were remotely randomized within each primary
care-provider using statistical package SAS by an operator who was
blinded to all participant characteristics except being aware of the
provider. The intervention arm provided four one-to-one visits in the
first 2 months, followed by monthly group sessions and follow-up
phone calls in the remaining 10 months, whereas the control arm
provided usual care along with educational material in Spanish and
quarterly phone calls. Analysis was done using SAS software. The
longitudinal mixed effects model was used and intention-to-treat
analysis was done using multiple imputation sensitivity analysis. Of
the 181 participants randomized to intervention and another 179 to
the control arm, 18.8% and 12.3%, respectively were lost to follow-
up. No clinically meaningful differences between the study groups
were found at baseline. In the intervention arm, a median of 3
(interquartile range 4–2) one-on-one meetings, 0 (4–0) group sessions,
and 10 (14–7.5) phone calls were conducted. However, 93 participants
received only a phone-based intervention.

Although the primary outcome, HbA1c, showed a trend towards
reduction, neither primary nor secondary outcomes differed
significantly between the intervention and control arms. The number
of phone calls, however, showed an association with a reduction in
HbA1c levels (p=0.04). With regard to change in HbA1c,

,
 similar

effects of the intervention were seen in those who had optimal
glycaemic control (baseline HbA1c <7%, n=46) versus those who did
not (baseline HbA1c >7%, n=314). The results of sensitivity analyses
that compensated for missing data through different models did not
vary substantially from the intention-to-treat findings.

COMMENT
This well-rationalized study evaluated the interventions led by
CHWs, which is likely to be the fulcrum of many programmes for


