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Dilemma of Irreversible Renal
Failure

A serious ethical difficulty is facing doctors looking after patients with
irreversible renal failure. In England and Wales some 6,000 to 7,000
patients die every year from uraemia, and about 3,000 of them die between
the ages of 5 and 55. In the last few years two methods of treatment,
chronic intermittent dialysis and renal transplantation, have been intro-
duced which can restore a considerable proportion of patients to a fairly
normal life.

Chronic intermittent dialysis in the best hands can produce excellent
results, and some patients have lived more than five years on it. Though
the overall figures reported to the European Dialysis and Transplant
Association in 19651 showed that only 64% of patients survived more than
a year, undoubtedly improved technique and experience will produce
much better results. But difficulties remain.
Two methods of chronic intermittent dialysis are in use. Firstly,

dialysis is done in hospital, and the patients are admitted two or three
times a week. They are dependent on the hospital and need to arrange

their lives so that they can make frequent regular trips for dialysis.
Secondly, dialysis is carried out by the patient in his own home. This
requires individual equipment for each patient, but for carefully selected
patients' remarkably satisfactory dialysis can be achieved. The patient
is no longer dependent on the hospital, he does not block a hospital bed.
and the dangers of transmitting infectious hepatitis are reduced.

Treatment with renal transplants taken from close blood relatives in
the most experienced centres allows 70-80% of patients to live a year,
and the longest periods of survival are now over six years. With kidneys
taken from unrelated cadaver donors about 50% of patients are surviving
a year or more, the longest period of survival being more than three years.
Considerable improvements in renal transplantation' are to be expected
with the application of tissue-typing techniques for the selection of
compatible donors. In addition new methods of immunosuppression
may increase the safety of the procedure. Many workers hold out hopes
that heterologous antilymphocyte serum may be a valuable additive as
an immunosuppressive agent.3 Not surprisingly, the overall results of
renal transplantation are not so good as those from the most experienced
centres. The results reported to the Transplant Registry4 in 1965 show
that about 50% of blood relatives and under 20% of unrelated donors
survive a year.

Dialysis and transplantation can provide satisfactory therapy for a

reasonable proportion of patients, but there are serious limitations on

the facilities available to provide the treatment. The Ministry of Health
is in the process of setting up 20 regional chronic intermittent dialysis
units, each capable of taking 30 patients, but the 600 patients thus treated
will represent only a small proportion of those who require treatment. Even
with adequate funds there may be difficulty in staffing the units satis-
factorily. On the other hand renal transplantation is a complicated and
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expensive procedure, and in the United Kingdom only a few
centres are suitably equipped for it.
At page 622 of this issue of the B.M.7. four experienced

clinicians give their opinions on the difficulties of selecting
patients for treatment with chronic intermittent dialysis, and
they discuss possible solutions. In one respect there is no

medical solution to this problem: it is one for the community
to face, and considered in this way it may not be so difficult
to find a remedy. It is first of all essential for there to be a

close association between intermittent dialysis and renal
transplantation. The hazards of renal transplantation are not
so great as is sometimes stated. Further, with increasing
use of home dialysis it should be possible to hold 600 patients
on hospital dialysis and have a continual flow of patients to
home dialysis after adequate training in hospital. Perhaps
each centre could train 30 patients a year for home dialysis.
If the renal transplant centres were increased in number to
20 and each performed about 50 transplants a year, that
would provide therapy for another 1,000 patients each year.
Such a combination of dialysis and transplantation would go

a long way to providing therapy for every patient who needed
it. Unfortunately, it is at present impossible for anything like
this number of patients to have renal transplantation owing
to the lack of suitable donors.
The ethical problems of taking a kidney from a healthy

person have been discussed frequently in these columns and
elsewhere in recent years. Perhaps a reliable technique of
tissue typing will increase the chances of success. Cadaveric
renal transplantation presents fewer ethical problems. Few
people would object to organs being removed after death to
help restore the health of someone dying of kidney disease.
But to put this simple proposition into practice is more

complicated than it seems. The great majority of people
dying in hospital are not suitable as kidney donors owing to
the presence of disseminated cancer, infection, associated
renal disease, or extreme old age, when renal function tends
to be reduced. There are more than enough suitable donors
among people who die from accidents, cerebral tumours,
myocardial infarction, and intracranial haemorrhage, particu-
larly if it is possible to transplant both kidneys from one

cadaver, but to make adequate use of the donors would
require three changes in present practice. Firstly, the law
governing the removal of organs from dead~people is unsatis-
factory for the purposes of transplantation, since anoxic
damage may be irreversible an hour after death. At present it
seems necessary to get permission from the next-of-kin in
order to take organs from a dead person. The next-of-kin may
be unobtainable so soon and in any case to discuss kidney
removal at such a time may be a cruel additional hardship to
a bereaved person. An amendment of the Human Tissue
Act proposed by Lord Kilbrandon, which was universally
approved by the participants of a recent Ciba conference on
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medical ethics, was that " In any designated hospital it shall
be lawful to remove from a dead person any organ required
for medical or scientific purposes unless the hospital authori-
ties have reason to believe that the deceased in his lifetime
had forbidden this to be done, provided that such removal
shall not disfigure the dead body."' Thus the question of
permission would be transferred from the next-of-kin to the
person whose organs were to be removed, and presumably
his wishes could be safeguarded by his carrying a card or

having his name registered in a central computer for reference
as well as instructing his relatives.
The second change required is a modification of pro-

cedure in coroners' cases. Though coroners vary, in an

accident case they normally order a necropsy, and there is
seldom any objection from the relatives. It would seem to
be reasonable for the coroner to delegate the examination of
the retroperitoneal tissues and removal of the kidneys to the
surgeon performing renal transplantation, provided he repor-

ted on these to the pathologist acting for the coroner. He
would obviously not use organs if they were in any way

damaged or diseased and biopsy specimens could be taken as

a routine.
The third and perhaps most important change is for the

medical profession to be generally aware of the work that is
possible with organ transplantation and inform their col-
leagues when a suitable patient dies suddenly or is apparently
on the point of death, so that a transplant team can make

arrangements, including tissue typing. This would in no way

interfere with the dying patient, nor would it entail any

change in the diagnosis of death from conventional methods-
namely, cessation of heart beat and respiration in patients who
are normothermic, and irreversibie destruction of the heart
in hypothermic patients undergoing cardiac surgery. Such
collaboration within the profession would not conflict with
any traditional procedure and it would help to save lives.
Indeed it could be argued that failure to co-operate in this
way would indirectly result in needless deaths and so would
not be consistent with medical ethics.

If these suggestions were adopted the selection of patients
for chronic dialysis or renal transplantation would be greatly
eased. Patients with irreversible renal failure could be
dialysed, possibly first in hospital and then in the home.
They would be tissue-typed and told that if a kidney of a

suitable group became available it would be offered to them.
Close relatives of compatible tissue group might still wish
to donate kidneys, since the results would probably be better
than from unrelated donors. However, excellent therapy
would be expected from compatible cadaver donors. A tissue-
typing service would need to be set up, available to all renal-
transplant units, so that the tissue typing could be performed
urgently in the same way as blood grouping.

Thus it may not be too idealistic to foresee a future when
all patients requiring treatment for irreversible renal failure
will receive it. They will have haemodialysis and trans-
plantation, and if the transplant fails there is no reason why
the patient should not be taken back to haemodialysis and a

further transplant performed later. A fair number of second
transplants are now functioning satisfactorily in patients in
whom the first transplants failed, and one patient is surviving
after more than a year on a third transplant.'

582 1 1 March 1967

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5540.581 on 11 M
arch 1967. D

ow
nloaded from

 

http://www.bmj.com/

