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impurity into baboons induced the formation of circulating
IgG antibodies and skin sensitizing antibodies as well as a
maculopapular rash in some animals.'3 A prospective trial in
2000 patients compared the incidence of rashes in patients
prescribed a purified preparation ofampicillin with those given
the then standard non-purified antibiotic. The incidence of
rashes in the group taking the purified drug was significantly
lower, and as a result one manufacturer introduced adsorption
purification of ampicillin in his commercial preparation.13
Nevertheless, purification has not eliminated reactions, and
other mechanisms may be concerned. Ampicillin polymerizes
spontaneously in solution,'4 15 and the possibility that these
macromolecular forms are antigenic has also been investi-
gated.12 The lower incidence of rashes with hetacillin com-
pared with ampicillin was attributed to its decreased poly-
merization,'6 but proof was lacking.'7
More recently in vivo and in vitro reactivity to ampicillin

polymer was investigated in patients with a variety of condi-
tions and in healthy volunteers.'2 An attempt was made to
relate the results to the clinical condition, to the prescription
.of ampicillin, and to the development of a rash. In-vivo skin
testing to ampicillin polymer proved inconclusive, but
lymphocytes cultured in the presence of polymer (but not
monomer) showed blast.formation and increased labelling
with tritiated thymidine compared with control unstimulated
cultures. Though this lymphocyte stimulation was slight when
compared with the effect of other mitogens, it was shown to be
significant and seemed to be a non-specific effectofthepolymer,
independent of the clinical state of the patient, previous
experience of ampicillin, and the presence of a rash. The
polymer even stimulated lymphocytes from new-born infants
of mothers who had not received any penicillin during preg-
nancy. Webster and Thompson concluded that there was
scant evidence that ampicillin rashes were due to a specific
humoral or cell-mediated immune response, but suggested
that this non-specific effect of the polymer, together with a
degree of altered lymphocyte function (as in infectious mono-
nucleosis), could lead to widespread lymphocyte stimulation
in the skin producing a rash. A neat theory, but the case seems
far from closed.
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Reversed Loops in the Short
Gut Syndrome
The short gut syndrome follows massive bowel resection, such
as that needed after mesenteric vascular occlusion, extensive

internal strangulation, or inflammatory bowel disease. Loss
of more than 75% of the small bowel causes rapid intestinal
transit, and this may lead to intractable diarrhoea and mal-
absorption; but there is a considerable variation in the severity
of symptoms from patient to patient. This is probably related
to the individual capacity for functional adaptation and com-
pensatory hypertrophy. Loss of the ileocaecal valve (which is
commonly necessary in resection for mid-gut infarction)
worsens the effect. In those patients in whom the ileocaecal
valve is preserved it may contribute considerably to adaptation
by slowing the transit of small bowel contents into the caecum.

In many patients in whom the colon is intact the diarrhoea
may be mainly choleretic-that is, due to excessive quantities
of bile acids entering the colon-or it may be due to excessive
quantities of fatty acids reaching the colon-fatty diarrhoea.
Some patients, especially those whose resection was done for
inflammatory bowel disease, have no residual colon, and the
short length of small bowel may have to be brought out to the
abdominal wall as a stoma. This produces frequent volumin-
ous dejecta with consequent dehydration and excoriation of
the skin. In other cases massive bowel resection precipitates
gastric hypersecretion sufficient to cause diarrhoea. Complete
relief of symptoms by vagotomy and pyloroplasty has been
reported in at least one such patient.'
Most patients with the short bowel syndrome can be

managed medically with a low fat non-residue diet and added
medium chain triglycerides if necessary. Cholecystyramine
may be used to leach out the bile acids, and drugs such as
codeine phosphate may slow transit time. A minority of
patients show little or no improvement on such regimens,
and some spectacular successes have been achieved surgically
by reversing a segment of small bowel in order to slow the
transit time.23 The length of bowel reversed is critical: a
few centimetres may mean the difference between no effect
and intestinal obstruction. Most ofthe successful cases reported
have had between 7-5 and 14 centimetres of bowel reversed.
The most distal part of the remaining small bowel should be
used, so as to minimize the chance of producing a blind loop
syndrome (the more proximal the stasis the more likely it is to
interfere with micelle formation). Twisting of the bowel in the
mesentery can be avoided by making a small window in the
mesentery through which the proximal cut end of the bowel
is passed before anastomosing it to the cut end of the distal
bowel 4

Reversed small bowel segments have also been used success-
fully in occasional patients with uncontrollable ileostomy
diarrhoea, in whom the small bowel is of normal length.5
However the more recent introduction of the continent
ileostomy is probably a better solution to this problem.6
In some patients who have required massive large and small
bowel resection for extensive Crohn's disease reversal of a
small bowel loop may be life saving;7 in such circumstances
the theoretical objection of possible future recurrence has to
be disregarded.
Most of the published reports on reversed segments are

based on one or two successful cases. How many such opera-
tions have been attempted and failed is unknown. If the
procedure goes wrong or doesn't work the result would be
disastrous; surgery should be reserved for those few patients
untreatable by any other means.
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Adolescent Kidney Donors

Though transplantation of kidneys from living related donors
to patients suffering from terminal renal failure gives excellent
results, there has been a natural aversion among many surgeons
against removing a kidney from a healthy person for this
purpose, because it is established medical tradition that no
operation should be performed that is not for the benefit of the
subject. The results of living-donor grafts from unrelated
persons are certainly not good enough to justify their use, but
most ofthe world's transplant centres use kidneys from parents
and siblings to save the life of a member of a family group. In
the U.S.A. about halfof all transplants are from related donors,
but the numbers in Britain are much smaller. Where more
satisfactory arrangements for the supply, collection, and
preservation of cadaver kidneys have been made-and
especially in countries where brain death is accepted and
kidneys can be removed while the heart is still beating-the
results oftransplantation approach those in which living donors
are used. In Australia' 98% of renal transplants come from
cadavers, and the results are close to those obtained by home
dialysis and living donor transplants in Europe: 80% patient
survival after two years and 60% patient survival at five years.

Results as good as this put into question the propriety of
using living donors at all, so the publication recently from the
University of Minnesota of a study2 of adolescent donors is all
the more surprising. The paper records the careful investigation
and assessment, both physical and psychological, of 26
teenagers who volunteered to donate a kidney and proceeded
far enough into the routine to be evaluated by a psychiatrist.
In the end 20 were accepted as the most suitable donors
available, the rest being excluded on medical grounds, 3 of
them for psychiatric reasons. Follow-up one year after removal
of their kidneys showed that the donors were in good health
without any important physical or emotional disturbances.
They felt fully rewarded by their altruism, though one 17-year-
old girl was depressed in case she developed kidney disease.
Out of 12 389 transplants registered with the Human

Transplant Registry,3 there were 3 272 from related living
donors, almost equally split between parents and siblings;
very few were under the age of 21, but in an era when the
rights of young people are increasingly recognized and the
age of consent is being reduced throughout the world, there
may be a risk oftrading on the idealism of youth. One wonders
how a schoolchild can understand the procedures involved in
renal transplantation and their consequences, and whether
there was adequate communication between him, other
members of the family, and the transplant team, or whether
there was any family pressure on the donor of which the team
could be unaware. Though the donors studied by the Minnesota
workers were in the later teens they often decided to donate
without much deliberation and grasped the opportunity to
assert their maturity. Perhaps there should be more stringent
legal protection before such an irrevocable step is allowed.

In British centres discussion of the question of transplan-
tation has always been seen as an extremely responsible and
onerous task even with adults fully competent to decide their
actions. Most transplant surgeons would hesitate before
recommending nephrectomy in a healthy minor to obtain a
kidney for transplantation even after the most careful
psychiatric screening.
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Doctor's Rights
Sir Alan Marre's report' of his first full year as Health Service
Commissioner confirms earlier impressions2 that his inquiries
are mainly concerned with administrative oversights, delays,
and failures to let patients know what is being done for them.
His comments on waiting lists, for example, should be taken
to heart when he suggests that "patients who are likely to have
to wait any length of time for admission should be told this
when put on the waiting list; they should be told in writing
what to do if their condition deteriorates as should their
family practitioners; and they should be kept informed of
their progress on the list at regular intervals, preferably not
longer than six months."
One of the 128 investigations reported will, however, pro-

voke strong reactions from many doctors. A woman had com-
plained to the Commissioner that her aunt had been waiting
for a hip replacement operation for nearly three years despite
the consultant's recommendation that she needed urgent
surgery. Sir Alan found that there were serious defects in the
management of the waiting list, but towards the end of his
investigation he was told by the consultant concerned that he
was no longer prepared to treat the patient. "The whole
atmosphere concerning this case has now been poisoned to such
a degree that it would be quite improper that I should under-
take major surgery on this lady," wrote the surgeon. "You will
readily appreciate that in undertaking major surgery one has
to keep one's mind free of any fear of further complaints....
No surgeon can be expected to operate in an atmosphere of
mistrust and apprehension."

Sir Alan found this reaction deplorable and comments that
"the statutory right of a patient to complain to me is seriously
infringed if there is a possibility that, when he draws attention
to administrative failures . .. he may be penalized through the
withdrawal of the consultant looking after him."
On this occasion Sir Alan seems to have missed the crucial

factor in the doctor-patient relationship, which is mutual trust.
No doctor can continue to treat a patient if he believes that the
patient or. the family have lost confidence in him; and that is
so whether or not the belief is soundly based. A doctor's right
to break his relationship with one of his patients is funda-
mental to the practice of good medicine.
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