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immunity might develop to the resulting break-down products
of myelin.24 A hypothesis of this nature has some advantages,
since it brings together and gives credence to the results of
many different workers in different fields. However, almost
every month some new discovery is made, and our theories of
today may need to be changed tomorrow to adapt to proved
scientific fact.
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Kidneys from Living Donors
Kidney transplant centres in Britain mostly use kidneys
obtained from cadavers. Kidneys from living donors are used
only occasionally, except in the Newcastle unit, where 51
transplanted kidneys have been obtained from volunteer blood
relatives, constituting about 25% ofthe transplants performed.
The same trend is apparent in European countries, and

recent figures published by the European Dialysis and Trans-
plant Association show that in recent years about 90% of all
transplants recorded in Europe and Britain have been from
cadaveric donors.1 In Australasia recent figures show that 98%
of renal transplants were cadaveric, but in contrast only
52:6% of all grafts came from this source in the U.S.A., the
rest being kidneys taken from living donors.2

Reluctance to use kidneys from living donors is under-
standable, but can be justified on two counts: firstly, the
success rate of transplants from living donors is significantly
better than in those taken from cadaveric donors; and secondly
the immediate and long-term effects of removal of a kidney
from an otherwise healthy person are negligible.

Grafts from unrelated living donors are probably unjustifi-
able, and the results are variable, but when kidneys are
transplanted from related donors who are carefully assessed
preoperatively both for histocompatibility and anatomical and
physiological suitability there is no doubt that the results are
excellent. Patients receiving transplants from sibling sources
have at one year a patient survival of 90% and functional
grafts in 75%; at three years there is a slight fall to 82% patient
survival and 73% functioning grafts. Kidneys from parent

sources give a similar one year survival, but at three years
patient survival is 70% and graft survival 63%.

In contrast, cadaveric kidneys give a 70% patient survival
in the best centres at one year and a graft survival of about
50%, while at three years 60% of patients survive but only
42% of the grafts. With all groups, patient and graft survival
continue to fall slowly at much the same rate after three years.
At present, therefore, the results of living donor transplants

are better than cadaveric and in the present scarcity of cada-
veric donors there seems a good case for using living donors.
Few reports of the effects of nephrectomy on living donors

have been published, but a recent review by Farrell et al.3 has
given the immediate and long-term results, both physical and
psychological, in 135 cases. There is nothing special about the
operative technique of donor nephrectomy, except that
adequate exposure of the renal pedicle is essential to avoid
damage to the renal vessels. Excision of the 11th rib usually
gives sufficient exposure, but incision of the diaphragm and
opening of the pleura may be necessary in some cases. In the
series described mannitol and heparin were both given to the
donor before dividing the pedicle, but blood transfusion was
avoided because ofthe risk of hepatitis. There was no operative
mortality, and the average time in hospital was 10 days. The
most frequent postoperative complications were anaemia and
retroperitoneal haematoma. Minor chest complications occur-
red in 30 cases, and psychoneurotic reactions in four.

Seventy-four patients were followed for periods ranging
from three months to five years. Fourteen had some rise in the
serum creatinine during the first three months after operation
but it persisted in only six; the rest had normal renal function.
One patient developed hypertension and two showed micro-
scopic haematuria. One patient died of hepatitis three months
postoperatively but had not received blood transfusion. One
developed a melanoma and one breast cancer, and two had
incisional herniae. None had regrets about the operation and
all would accept the risks again.
These results are in agreement with those reported by

Penn and colleagues,4 Leary and Deweerd,5 and with a
series of 51 living donors followed up in Britain,6 but in none
of these series was retroperitoneal haematoma a noteworthy
complication, as it was with Farrell et al. This may be because
heparin was not given to donors before division of the pedicle
in the other series; and it does not seem necessary. In the
British series 14% had minor chest complications and one had
wound infection. In the long term all but five were completely
well: two of these had nervous stress and three complained of
discomfort in the scar. None had hypertension, and renal
function was normal in 25 in whom it was studied. Only two
regretted the donation of a kidney, one because of her hus-
band's anxiety and one because of family friction, but there
were no major psychological upsets.
The risk to the donor of giving a kidney to a relative in

terminal renal failure is, therefore, slight, and in the context of
the desperate situation in which a patient in terminal renal
failure finds himself is fully justified, especially if the chance
of receiving a compatible cadaveric kidney seems remote.
It should not be undertaken, however, without full explanation
of the risks and morbidity involved.
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