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man (p. 135).
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ment of conduction defects complicating myo-
cardial infarction is not always successful or
necessary, the selection of the minority that will
benefit cannot be made in advance. All patients
with second degree atrioventricular block or
more serious defects should have transvenous
electrodes inserted (p. 142).

Aphthous Ulceration: Steroid treatment does
not appear to alter incidence or duration, and
the risks of its use are not justified by the
results (p. 147). Leader at p. 131.

Training and Breathing: Graduated programme
of physical exercise improved tolerance in nine
out of ten patients with obstructive airways
disease (p. 150).
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surgery (p. 152).

Cortisol Levels and Lung Cancer: While plasma
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the range was not of the order to constitute a
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exercise occurs in patients with proximal venous
obstruction but not in those with post-thrombotic
incompetence of the peripheral deep veins
alone (p. 156).
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of oestriol injected into liquor amnii is recovered
in the mothers urine within a short period if
placental function normal (p. 158).

Malabsorption Syndrome: Clinical features and
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(p. 164).

Mentally Ill: General practitioners' attitude to
psychiatric problems, and participation in com-
munity psychiatry service (p. 168).

Personal View: Mr. Patrick Trevor-Roper
(p. 172).

Ethics and Abortion: Letters from Sir Dugald
Baird and others (p. 173). See also p. 185.

Blood for Sale: Dangers and difficulties in
paying donors discussed in leader at p. 129.
Letter at p. 175.

Annual Report of Council: Review of B.M.A.
activities for 1967-68 (Supplement, p. 49).

Blood for Sale
In many countries blood donors are paid for their blood. This is the
practice in parts of the U.S.A., in Russia and eastern Europe, and in
many less industrialized countries. Whether donors in Great Britain
should likewise receive a fee for their services has often been discussed,
and is again in a booklet recently published by the Institute of Economic
Affairs.'
The authors, M. H. Cooper and A. J. Culyer, are two young economists

at the University of Exeter. Their inquiry springs from an unfortunate
personal experience of a member of the Institute and is preceded by an
editorial preface which in its lack of balance does not do justice to their
own study. But the reader going straight to the report proper will find
a stimulating discussion of the issues. A questionary sent to 319 con-
sultant surgeons elicited a reply from 158. Of these, who possibly had
more cause to complain than those who did not reply, 57 (36%) reported
they " sometimes " postponed operations for want of blood, two " often "
did so, and the remaining 63% " never." Altogether this does not seem
to be a bad record in view of the large and sudden demands sometimes
made.

Analysing the concept of waste as applied to blood, the authors consider
that high-cost hospitals which used too much blood would tend to lose
" trade " to hospitals which used the right amount as reflected in the fees
charged for the same quality of service. The conclusion they reach, after
agreeing that no adequate cost analysis for blood has yet been made, is
that more blood would become available and there would be less waste
if there were two sources of supply-one the National Blood Transfusion
Service as at present, the other a privately owned system depending on
the market, even though the donors in this system might be rewarded
otherwise than by direct money payments.

There is no good reason to regard the donation of blood for material
reward as immoral, but equally there is no need to deprecate the sense of
satisfaction obtained by the voluntary donor. The problem is essentially
one of supply: would payment increase supply or reduce wastage ? This
question could be solved only by experiment. But some disadvantages to
buying blood are known. One is that the donor's judgement may be upset
by a strong desire for payment. For example, in India cases are known of
donations repeated so frequently that death was the consequence. Even
with our voluntary system donors in Britain occasionally try to give blood
every few days. Moreover, we depend on the good faith of the donor
to tell us whether he has suffered from hepatitis or malaria, or lived in a

malarious region; the paid donor has an inducement to conceal such facts.
" Waste " and " adequacy of supply " are subjective categories. In a

small maternity unit 50 miles (80 km.) from the main blood bank and 20
miles (30 km.) from any large hospital, is it waste to keep several bottles
of group 0 Rh-negative blood available to cover emergencies until a local
donor can be called in--even if most of that blood is never used ? It is
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for reasons such as this that waste from non-use may be
25% in a country district and only 5% in a city. " Waste "
from excessive demand is nowadays uncommon, because
teaching of undergraduates is better, and pathologists are
quicker to criticize unnecessary requests. The examples
quoted in the booklet all date from some years ago when
attention was being drawn to the matter'-: they do not
represent current practice.

In general, as the authors' figures show, supplies seem to
be adequate except in special circumstances. Hospitals far
from a National Blood Transfusion Service depot will suffer
unless they have a local panel of donors. Rare blood groups
will remain rare under a price system as well as a free one.
Holidays and sickness will affect paid donors in much the
same way as unpaid. Large private hospitals will continue to
have adequate supplies of blood, while small nursing-homes
will always have difficulty unless some formal arrangement
is made with the local district hospital. All hospitals will,
if their pathologist is wise, keep on record the names and
addresses of a few of their staff whose blood groups are
known.
On balance there seems to be little advantage in a parallel

commercial system, while the division of resources might
impair the efficiency of the National Blood Transfusion
Service. But there might be some benefit in charging hos-
pitals an appreciable sum-even though it would be no more
than a book-keeping entry-for the blood and blood products
supplied by the N.B.T.S., for it would perhaps encourage
more careful study of the requirements of the bleeding
patient.
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Osteomalacia in Britain
Osteomalacia, a crippling disease of bone produced by
deficiency of vitamin D in adults, is generally thought to be
rare except as a complication of malabsorption. Nevertheless,
osteomalacia from a simple lack of vitamin D in the diet is
not rare in elderly women,' and it can be cured.

Vitamin D may be synthesized in the skin or it may be
ingested in the diet in foods such as margarine, fish, and
eggs. The synthesis in the skin depends on irradiation by
ultraviolet light, the radiant energy converting the pro-
vitamin 7-dehydrocholesterol to vitamin D,. In northern
latitudes, and in cities generally, very little energy of the right
wavelength penetrates the atmosphere, and the inhabitants
must rely on their dietary intake for their needs. These are
small, less than 100 i.u. or 0.25 jug. daily, yet even this small
amount is not easily obtained except through foods fortified
with vitamin D. Butter contains only 0.04 i.u./g. and milk
1 i~u./100 ml. The content in eggs varies greatly between
5 and 850 i.u. (average 40) according to the method by which
the laying hens were fed. Some fish and particularly their
livers contain large amounts. Margarine, which contains
80-100 i.u. per ounce, is a reliable source. The percentage
of the normal intake provided by these different foods2 is
margarine 42%, dairy products 11%, butter 7%, fish 20%,
and eggs 13%.

Since the sources are so restricted deficiencies can easily
arise, particularly in the elderly.3'4 The fall in the consump-
tion of margarine might well lead to more widespread
deficiencies. J. Chalmers and his colleagues' found 20
patients with osteomalacia from a dietary deficiency of
vitamin D and 17 other patients with osteomalacia who had
had a gastrectomy. It is impossible from the data available
to give any precise figure for the incidence of osteomalacia
in elderly women, but certainly the condition is not very
rare in them.5 Most of the patients described by Chalmers
and his colleagues presented with orthopaedic conditions.
Only in a small proportion of old women with, say, fracture
of the neck of femur will osteomalacia be a contributory
cause, but the condition should be kept in mind.
Not all patients with osteomalacia have fractures. Other

presentations are more common, and the patients are to be
sought in departments of psychiatry, rheumatology, and
neurology, as well as those of orthopaedics and medicine. In
some of these departments the true diagnosis would hardly
be entertained. Because of the misleading overemphasis in
the last eight years on the importance of " osteoporosis " in
the elderly (which if it exists as a disease is difficult or
impossible to treat6) the likelihood of osteomalacia has been
overlooked. With few exceptions the criteria for diagnosis
are simple clinically, pains and muscular weakness;
chemically, a rise in the plasma alkaline phosphatase and
sometimes a fall in the plasma phosphate; and in a biopsy
specimen prepared without decalcification an increase in the
amount of osteoid tissue. Radiology may provide additional
help if there are " pseudofractures." Finally, all these features
should respond to a small amount of vitamin D.

Difficulties in diagnosis do arise. Pains and muscular
weakness are vague and common symptoms. A rise in the
plasma alkaline phosphatase is not easily defined. The normal
values for old people are not well established and are
commonly higher than in the young. Paget's disease is a
cause of confusion, since it too may be painful, the plasma
alkaline phosphatase activity is increased and sometimes the
plasma phosphate is reduced, and in the biopsy specimen the
amount of osteoid tissue may be increased. But there is no
response to vitamin D.

These difficulties in diagnosis are illustrated by a recent
controversy over the incidence of osteomalacia after gastrec-
tomy. On the basis of small changes in the alkaline phos-
phatase some authors held that the incidence of 'osteomalacia
after gastrectomy was as high as 15%,710 though apparently
they did not investigate the effect of vitamin D. It now
appears that the incidence is probably far less, only 1% in
men and 3% in women with a Polya gastrectomy, but still
much more than in the general population.1' 12 As in nutri-
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