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Selected Summaries

Renal failure deaths in India: Crying for
attention

Dare AJ, Fu SH, Patra J, Rodriguez PS, Thakur JS, Jha P; Million
Death Study Collaborators. (Centre for Global Health Research,
St Michael’s Hospital and Dalla Lana School of Public Health,
University of Toronto, Toronto, Ontario, Canada; and School of
Public Health, Post Graduate Institute of Medical Education and
Research, Chandigarh, India.) Renal failure deaths and their risk
factors in India 2001–13: Nationally representative estimates
from the Million Death Study. Lancet Glob Health 2017;5:
E89–E95.

SUMMARY
Few studies have determined the prevalence of chronic kidney
disease (CKD) and death due to CKD in India.1 This large, prospective,
population-based study––Million Death Study––documented cause-
specific mortality in India. This study is conducted by the Registrar
General of India (RGI)’s Sample Registration System (SRS) in
association with Center for Global Health Research at the University
of Toronto, Indian Council of Medical Research and a number of
national and overseas academic institutions.

The office of the RGI conducts a national census every 10 years.
RGI’s SRS, initiated in 1971, partitions India into 1 million small
areas after each census. From these areas, single-stage stratified
simple random sample is drawn for continuous monitoring of
household births and deaths.2 By this approach, 6671 small areas
from the 2001 census and 7597 small areas from the 2011 census are
randomly selected for continuous monitoring. In these selected areas,
a full-time RGI non-medical surveyor visits each house every 6
months to verify information collected by local part-time non-
medical enumerator. The present study trained 800 RGI surveyors to
complete a two-page validated form for ‘verbal autopsy’ after
interviewing family members or associates of every deceased person.
These records were converted into electronic records and set to two
of 400 specially trained physicians. These physicians coded cause of
death using the International Classification of Diseases and Related
Health Problems, tenth version (ICD-10). Differences between the
two were reconciled anonymously by the two or adjudicated by a third
physician. Renal failure deaths were identified using ICD-10 codes
for renal failure (N00-N19). This ‘verbal autopsy’ is used to classify
the cause of death.

The present study focused on death due to renal failure in adults
between 15 and 69 years of age. Age-specific and age-standardized
rates were calculated in two periods––between 2001 and 2003 and
between 2010 and 2013. People who died from injuries served as the
control group. Prevalence of comorbidities such as diabetes,
hypertension, cardiovascular disease and tuberculosis and also
smoking and drinking among men was compared between the two
groups.

The study showed that of all deaths among 15–69-year olds, renal
failure accounted for 2.1% of deaths in 2001–03. This proportion
increased in 2010–13 to 2.9%. Age-standardized death rate for renal
failure was 5/100 000 population in both the periods for the age group
of 15–45 years, but in the age group of 45–69 years, it increased from
30/100 000 in 2001–03 to 40/100 000 in 2010–13. Age-standardized
death rates due to kidney failure were higher in urban areas compared

to rural areas though a total number of renal deaths were more in a
rural area due to higher proportion of population being rural. Men
constituted nearly 65% of renal deaths in both the periods. Using the
estimated cause-specific death rate of 2.9% in 2010–13, the study
estimates that renal failure leads to 136 000 (range 108 000–150 000
based on the two physicians immediately agreeing to the cause of
death or not) deaths in 2015. The study also highlights regional
disparity—the southern and eastern states had higher rates of deaths
due to renal failure that further increased in the later period whereas
western and northern states had lower rates that remained relatively
stable in both the periods. The presence of diabetes was significantly
more common (34% v. 23% in 2010–13) in renal failure deaths
compared to that in the control group. Hypertension (23% v. 16% in
2010–13) and cardiovascular disease (8% v. 6% in 2010–13) also
were modestly associated with renal failure deaths in both the
periods.

COMMENT
Generating complete and accurate health-related data at the national
level is a challenge. This largest nationwide study provides an
estimate of number and rate of kidney failure deaths in India. The
study has many strengths; its sampling frame and strategy are
robust. This makes the sample truly representative of the entire
nation. The study also provides state-wise and regional estimates.
Elaborate procedure was followed to assign the cause of death
using an enhanced verbal autopsy tool and lower bound of the
estimate was provided based on whether the two physicians
immediately agreed regarding the cause of death.

Due to lack of systematic recording of deaths, worldwide, less
than a third of the deaths are assigned a cause.3 Therefore, verbal
autopsy is an invaluable tool to try and understand cause-specific
mortality although it has limitations.4 Numerous factors affect
validity of verbal autopsy that may change from one population to
another and also over time.

The study also did not differentiate between acute kidney
injury and CKD. Regional differences in rates of renal failure
deaths and also differences in change over time remain unexplained
and should be researched. Regional differences could be a result
of real differences in the prevalence of risk factors in different
regions or simply be a reporting bias. This study estimates the
number of persons dying from kidney failure, but not of those
suffering from renal failure who are living with renal replacement
therapy or those who die due to comorbid conditions with coexistent
renal failure.

Despite these limitations, this study is an invaluable tool both
for policy-makers and clinicians. It provides estimates of current
as well as future demand of renal replacement therapy. According
to one estimate,5 in 2009, around 20 000 patients were receiving
dialysis in the whole of India. Clearly, there is a large gap between
the actual demand and supply of dialysis in India since this study
estimates that renal failure deaths as high as nearly 150 000 in the
year 2015. Thus, facilities to provide renal replacement therapy
should be urgently expanded. In addition, increased coverage by
insurance companies or government agencies is necessary to
improve access to dialysis. This study establishes that diabetes is
the strongest risk factor for renal disease as was reported by the
national CKD registry.6 Diabetes was prevalent in 34% of patients
with renal failure deaths in 2010–13. Thus, focusing of diabetes
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along with hypertension and cardiovascular disease is necessary
but not sufficient for preventing renal failure in India.
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Physician burnout: Can we prevent or reduce it?

West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. (Division of
General Internal Medicine and Division of Biomedical Statistics
and Informatics, Division of Primary Care Internal Medicine,
Medical Library, and Division of Hematology, Mayo Clinic,
Rochester, Minnesota, USA.) Interventions to prevent and reduce
physician burnout: A systematic review and meta-analysis. Lancet
2016;388:2272–81.

SUMMARY
This is a systematic review of interventions to reduce physician
burnout (defined by the authors as ‘a work-related syndrome involving
emotional exhaustion, depersonalization and a sense of reduced
personal accomplishment’). From a systematic search of multiple
databases (MEDLINE, Embase, PsycINFO, Scopus, Web of Science
and Education Resources Information Centre [ERIC]) and cross-
references, the authors identified 15 randomized controlled trials
(RCTs) involving 716 subjects and 37 cohort studies involving 2914
subjects, which assessed the efficacy of interventions to prevent or
reduce burnout among residents and practising physicians. Only
those studies were included which collected comparative data at an
individual level using standardized instruments. Meta-analysis was
conducted to estimate the effect of intervention on the overall burnout
score, emotional exhaustion and depersonalization. Interventions at
the individual level or those that modified structural elements of the
practice were analysed separately.

Structural interventions included shortened rotation lengths or
shift lengths (3 RCTs; 17 cohort studies), while other interventions
included educational, stress-management, self-care, communication
skills training, ‘belongingness intervention’ or mindfulness-based
approaches (12 RCTs; 20 cohort studies), which aimed at improving
individual’s emotional states directly. Studies included residents or
practising physicians, either in a single medical or surgical discipline,
or in a mixed population. Apart from immediate post-intervention
effectiveness, some studies also reported outcomes over a period
varying between 19 weeks and 4 years (although these were not
included in qualitative or quantitative analysis).

On meta-analysis, significant reductions were seen in the overall
burnout score (54% to 44%; 5 RCTs and 9 cohort studies), emotional
exhaustion (12 RCTs, 28 cohort studies) and depersonalization
scores. For overall burnout scores and emotional exhaustion scores,
structural institutional changes (including duty hour restrictions)
were more effective than individual-level interventions. The specific

individual-level interventions that were studied (mindfulness-based
approaches, stress-management and small group discussions) were
effective, and the authors suggest that these might be considered for
implementation. The potential benefits of such an intervention, as
reported by the authors, could be a reduction in burnout levels of
>30% at a national level for the USA.

COMMENT
Workplace stress and its effects on the mental well-being and
work performance of medical personnel have been discussed
extensively.1–3 In the current report, this issue is approached
through a meta-analysis, comparing a variety of interventions that
have been studied in the western world, for physicians from
diverse backgrounds. The major finding of this report is that a
number of interventions are effective, with a slight edge to those
that aim to alter the working environment. The authors suggest
that interventions could provide a 30% to 40% change in the
current levels of burnout.

This finding is intuitively appealing. There is a huge variance
in burnout rates of between 20% and 75% in studies from across
the world. Such variability is unlikely to be explained fully by
personal or interpersonal factors. Even in India, studies among
private practitioners have shown much lower rates than those in
the West,4 whereas those conducted among interns and trainees at
teaching hospitals showed rates that were equivalent.5–7 Previous
studies have suggested workplace factors as reasons for burnout,
such as being unable to balance aspirations and workplace realities,
the organization of care, working hour norms, responsibilities,
fear of litigation, the nature of hierarchies and work culture.8

Considering these findings together, it appears that there is no
single cause or mechanism for burnout. The best interventions are
probably those that consider specific factors in a particular setting
and population, and are based on a theory that connects individual,
interpersonal and organizational factors. A failure to do so would
lead to interventions that do not fit well with the existing
organizational framework. As an example, reductions in rotation
lengths or shift lengths may have unpredictable effects on the
quality of care and the quality of training (in fact, some of the
studies included in this review have referred to failure to achieve
pre-defined competencies as an adverse effect of burnout
intervention). Such effects would require consideration before
more widespread implementation of workplace alteration
programmes.

However, there can be little argument that interventions to
tackle burnout must be actively considered. As discussed by

Avinash.Kakade
Rectangle


