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Figure 4: Cellulitis of the left arm following use of the proximal AVF

SHORTAGE OF SKILLED MANPOWER

For acountry of 1.2 hillion, thereareonly about 1000 trained nephrologists.
Thisis obvioudy way short of the numbers actudly needed. Besides,
there isimmense shortage of skilled didyss technicians/ nursesin the
country. Till recently there was no recognized course of for training this
cadre. To overcome this problem, the Gowt of Indiais starting courses
specificdly to train them.

INACCESSIBILITY OFHEMODIALYS S
CENTER

Indiaisavast country. Morethan 70% of the population livesin villages.
Hemodidysiscentresare present only inthecitiesand largetowns. Until
recently severd digtrict heedquartersdid not have HD facilities. Henceit
islogidticaly difficult for the vast mgjority of didysspatientsto undergo
regular mantenance hemodiayss (MHD) on along term bass.

ECONOMICSOFHEMODIALYSIS

The number of patients on rend replacement thergpy (RRT) in generd,
and hemodidyssin particular reflectsthe socioeconomic condition of the
country. 26% of the 1.2 hillion population subsists below the poverty
line, wherethedaily earningis™ 10. Thegovernment spendsbarely * 400
per capitaon hedth. The priorities are on infectious diseases, sanitation
and nutrition. Maintenance hemodiadysisisnot provided in government
hospitas. Insurance covers a tiny fraction of the population. Most
patientsaresdf-paying. Themonthly cost of HD inmost privatehospitas
isabout ™ 12000, added towhichisthecost of medications.” Thisamount
isbeyond the reech of the vast mgority. In caseswherethe patient lives
far away from the didysis centre it entails further expenses of travel and
wages logt for the day. In the NIMS study a the end of the follow-up
period the number of salf-paying patients had dwindled sgnificantly.
Hence underdialyss with dl its attendant complications is the norm.
While the science of hemodiaysis dictates stringent adequacy messures
withmounting evidenceof theadvantagesof daily didysis, many patients
aurvive on the edge by teking dialyss onceaweek. Few yearsback the
concept of stand-alone HD units on public-private partnership was
concelvedtoprovidechegper didyss. Suchunitsaregradually becoming
functiond &l over the country. The involvement of philanthropists and
non-governmenta organizations in the setting up of charitable didysis
units has dso helped in providing affordable didysis to needy patients.”
Theses gand-done didyss units need to be associated with a proper
hospital, so that if needed unstable patients can be shifted for admission.
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MALNUTRITION

Given the economics and logistics of hemodidyss, it is not surprisng
that manutrition is very common in MHD patients. In a study from
South India, 91% of the patients were moderately manourished® The
role of rend digticiansis of great importance to remedy this condition.®
Unfortunately thereisadearth of committed rend dieticiansinthecountry.
It is well known that malnutrition is usualy associated with the
Manutrition-I nflammation-Atheroscleros's Syndrome, which leads to
an overd| poor outcome due to sepsis and cardiovascular mortdlity.

HEPATITISSEROCONVERSION DURING
MHD

Acquiring Hepdtitis B and or C infection while on diayss is another
major problem in the country. Availability of reasonably effective
vaccination againgt hepatitis B has helped to reduce the conversion rate.
However the scenario is disma with regard to hepaitis C. Thereisno
vaccination to prevent hepatitis C, and the soread of the virus is both
blood-borne and nosocomid. The prevaence is widdy varigble, from
<5% to 75%.1°% The prevdence is condstently associated with the
number of transfusions, and more importantly the duration of MHD. A
sudy by Jeslja et d from atertiary care hospital in Delhi showed that
admost haf the patients with duration of diadyss more than 16 months
were HCV RNA postive’?  The CDC guidelines do not recommend
isolation of hepatitis C positive cases during didyss, provided universal
precautions (UP) are meticuloudy adhered to. Implementation of UP
requires knowledge about it, commitment to adhere to it and additional
cogts. A study at our centreshowed that though dl thenurseswereaware
about them, only 70% followed them in day-to-day practice™® Hence it
isour opinion that if aunit isto contain HCV infection, then they must
isolate HCV-pogtive patientsie. the ‘no-isolation’ policy should not be
generdized ¥

CONCLUSION

Hemodidysisin India hasimproved by improved by legps over the last
two decades. However thereisalongway togo. Intensivepublic, patient
and primary carephysician education, government backing andinduction
of more trained personnd will make hemodidyss a successful RRT
moddlity in India
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