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THE MEDIA AND SUICIDE

Dr Lakshmi Vijayakumar, founder of Sneha, thetrust that aimsto
prevent suicide, organized aworkshop on therole of themediain
suicide. | was keen on attending and giving you a report, but
unfortunately other commitments kept me away. However, she
was kind enough to give me an outline of what she said on the
occasion, and the comments of the media persons, and to permit
me to present it to you in this column.

Goethewroteanovel, Thesorrowsof young Werther, inwhich
adisappointed lover committed suicide. A few young loverswho
read the book were led to follow suit, and this phenomenon is
known asthe Werther effect. Thelargest effect, said Dr Lakshmi,
was after Marilyn Monroe committed suicide in August 1962.
That month the suicide rate was 12% higher than that in August
1961. She listed many other instances of the Werther effect and
offered certain guidelines to the media persons present, such as
avoiding sensational language, not providing prominent placement
for the story or much repetition, never giving themethod in detail,
respecting the privacy of the bereaved family members, and
mentioning ways to seek help.

The media representatives, in turn, made their excuses, and
Dr Lakshmi summarized them for me, and for you. There is
competition among reportersto be thefirst to submit astory, and
hencethey do not havetimeto formulatetheir report. Their career
depends on their target rating points (TRPs), and a sensational
headlineismorelikely toraisetheir scores. Reporting of suicides
isalotted to crimereportersand not to health reporters, and hence
thereports are slanted in their perspective. And finally, they lack
specifictrainingin how to cover thesetopics, andlearn on thejob,
especially in the television industry. They would, in fact, be
grateful for any training that could be offered.

The Hindu, of 5 December 2018, carried areport on a Netflix
serial about a teenager who kills herself. Mass media that deal
with suicidearerequired to mention helplinesfor any viewer who
needspsychological support, and Snehawasoneof thetwo Indian
organizationslisted. Therehasbeen ariseinthecallsto Sneha(by
phone or email) from 30-40 daily a year ago to 50-60 now, and
the number of peoplewho said they were depressed hasincreased
from 50% of the callers to 90%. Dr Lakshmi made an appeal
through newspapersfor morevolunteers. Snehahas45 at present,
but needs twice that number. V olunteers should be above the age
of 20years, and should beready to taketurnsat the night shift too.

| wondered whether, by anal ogy, the epidemic of rapewe seem
to be going through could also be driven by reports in the daily
press, but Dr Lakshmi did not agree. She said more women are
now emboldened to report the crime, and that explains the
apparent increase in these crimes.

THE FIRST AUDIT OF HAEMODIALYSISUNDER A
GOVERNMENT HEALTH INSURANCE SCHEME

A group of nephrologists and public health workers analysed the
use of maintenance haemodialysisin all 23 districts of undivided
Andhra Pradesh from mid-2008 to mid-2012.* | am not aware of
any detailed audit of the outcomes from the health insurance
schemes of any of the other southern states, and am grateful to the
authors for this reality check. They say WHO has classified
maintenance haemodialysis as alow priority service in view of

poor cost-effectiveness. However, the southern states of India,
and even the Central Government, have made thisthe major item
of their health budget, because it captures the attention of the
public and has proved to be an excellent way of gathering votes,
andwinning el ectionsfor many partiesthat offered thisprocedure.
Government hospitals do not have adequate numbers of artificial
kidneys or dialysis staff to cover the demand, so patients are
reimbursed for dialysisin private hospital s, and governmentsend
up paying the private sector, which earns enough without needing
public funds.

Estimates of the annual incidence of end-stage renal disease
vary from 229 to 870 per million Indians per year.? Theintake of
new patients for maintenance haemodialysis in Andhra Pradesh
was 69.8 per million population, so a number of people have
availed of thisfacility. Of the patientswho received dialysisfrom
2008 to 2012, 17.1% died, and 63.5% withdrew from dialysis. |
believeany reasonabledialysisprogrammeshould haveat |east 10
years of healthy survival. The more important finding isthe high
dropout rate. Why should anyoneleaveafreedialysisprogramme,
especially asthealternativeisamiserabledeath?Possibly the cost
of travel to adialysiscentre may betoo highfor areally poor man
tobear. Perhapsthepatientistooill totravel on hisown, andthere
isnorelativewiththe sparetimeto escort himor her tothedialysis
centre. The most likely reason is poor rehabilitation. After a
month, if dialysisissuccessful in restoring well-being, the patient
could travel on hisown.

The costs of the programme are increasing each year, and
dialysisistaking an ever larger proportion of the expenses. Funds
arelimited, and something elsewill haveto yield to makeway for
maintenance haemodialysis. Would it not be better to spend funds
on some treatment modality that would yield long-term results
and restore apatient to health, akinto surgery for cardiac disease,
congenital or valvular? Funds spent on renal transplantation
would bemoreproductive. It would beeasier for aworking person
to go to hospital once a month to receive a supply of
immunosuppressives than go twice a week (all that government
subsidized programmes offer) and spend an unproductive day in
travel and on dialysis.

Tamil Nadu has an active dialysis programme under the chief
minister’ shealthinsurance scheme. Whilethere hasbeen no audit
of the efficacy and outcomes on thelines of that of Shaikh et al.,*
an analysis has been done of the financial claims under this
scheme,® and the results bear out my long-held views.*
Extrapolating from the Global Burden of Disease study and the
SEEK—India study, Selvavinayagam?® estimates an incidence of
end-stage renal disease at around 125 000 in Tamil Nadu. He
finds only 4302 patients per year have benefited from the chief
minister’s programme of renal replacement. Around 3% of the
need has been met.

The Times of India’s Chennai edition of 26 November 2018
saystheexpense of dialysisisnow thelargest item of the scheme,
taking 10% of the total, having overtaken cardiac surgery that
consumed 7%. If we keep patientsalivefor 10 years at least, asa
good dialysis programme ought to, these expenses will keep
rising, and there will soon be no money for any other health-
related activity. Ten per cent of thetotal health budget is spent on
meetingjust 3% of the‘renal’ need. Thisprogrammeissuretofail.
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Itisnot based on realistic plans, but just aimsto make the public
feel that something is being done.

Shaikhetal.* suggest that dialysismust bemademoreaccessible
by opening satellitedialysisunitsor promoting peritoneal dialysis,
and the quality of care must be improved which suggests that the
present funding of dialysisisprobably inadegquate. They mention
an urgent need for ‘development of a programme of care that
includes early detection and prevention of kidney disease...’.

That programme of care has aready been developed and
sustained for almost 25 years, but governments in India have
firmly shut their minds against it, because of the popularity of
dramatic treatments. For a fraction of these costs, we could
prevent 60% of renal failurein the community, and also produce
major declines in the rates of coronary and cerebrovascular
disease.* What is being done by all these State- and Centre-
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sponsored dialysis programmes is to divert precious funds away
from more productive uses, and the recipients are not restored to
health or productive life. This is money wasted. It does not
prolong life, but merely extends the process of dying.
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