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disease. Trials are in progress and the results should resolve
some of these uncertainties.
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Donor pretreatment

Can treatment given to a kidney donor before removal of the
organ improve the chances of transplant survival? Several
transplantation teams believe that it can.
The background to this new approach is the variability in

the distribution of transplantation antigens-the genetically
determined constituents of the cell surface which characterise
the individuality of the organism and which elicit the immune
response. Some cells carry antigens with a wider range of
specificities than others, and the density of antigenic repre-
sentation may also vary from cell to cell. Some leucocytes are
highly immunogenic, and Guttmann et all believe that this
immunogenicity is of major importance in rejection reactions.
In an attempt to destroy the so-called immunogenic passenger
leucocytes that lodge in the graft they have therefore given
kidney graft donors intensive cytotoxic therapy before removal
of the kidneys. Their pretreatment consisted of enormous
doses of cyclophosphamide and prednisone, 4-6 g of each
drug, the cyclophosphamide being given 5-6 hours before
removing the kidneys.

If Guttmann et al are right, a kidney devoid of passenger
leucocytes would be expected to elicit an immune reaction of
lower intensity than a conventionally removed kidney.1 2 They
have claimed better results with kidneys removed from pre-
treated donors, but the numbers were small and the recipients
of kidneys from conventional, non-treated donors were not
part of a controlled study. Nevertheless, Zincke and Woods3
have reported a similar regimen of pretreatment from the
Mayo Clinic and obtained similar results. They chose three
groups of patients in whom donor and recipient tissue typing
and immunosuppressive treatment were thought to be
roughly similar. Group A contained 21 patients who received
pretreated renal grafts removed from donors in the Mayo
Clinic; group B were 23 recipients who received non-treated
grafts taken from donors in the Mayo Clinic; and group C,
16 patients, received kidney grafts taken from non-treated
donors outside the Mayo Clinic. The two-year actuarial graft
survivals were 16 out of 21 in group A, 13 out of 23 in group B,
and 7 out of 16 in group C.
The Mayo team concluded that pretreatment of donors

significantly improved allograft survival, but most workers
would be cautious in accepting these conclusions on so few

cases without strict controls. We need more information about
possible acute damage to kidneys from hypotension during
the pretreatment phase, and these enormous doses of cyclo-
phosphamide and steroids might be expected to harm the
kidneys as well as the passenger leucocytes. There is no
suggestion of kidney damage in the reports to date, but long-
term follow-up of properly controlled series of patients seems
to be essential before a case is made for adopting this practice
as a routine.

Ethical problems also arise. The donors in both series were
patients certified as having brain death, and permission for the
pretreatment was obtained from the relatives. Even so, a sense
of disquiet and unease might be expected in those caring for
the donor if such a procedure were adopted in Britain-unless
it were proved beyond all doubt that pretreatment greatly
improved results. It is difficult to know where to draw the line
in the management of potential donors. Taking blood for
tissue typing and maintaining adequate hydration are unlikely
to be controversial, since these do not interfere with routine
management, but a six-hour pretreatment protocol may be
seen as a change in normal care.
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Government advice
on health
The Ombudsman's report of his inquiry' into vaccination
against whooping cough (p 1230) and the reactions to it in the
national press2 3 have raised again the question of the respon-
sibilities of Government for public health and for individual
clinical decisions.
No one doubts that the Government (acting on expert

advice) has a duty to maintain adequate standards of purity in
water supplies, to control food additives, to protect the public
against health hazards such as excess lead in petrol or the
indiscriminate use of asbestos, and-though here the present
Government has failed-to set safe speed limits and to require
motorists to wear seat belts.
The Government has also taken on itself the responsibility

for controlling the testing of new drugs and is looking at ways
of monitoring their use more closely; and here some might
argue that the recommendations of the Committee on Safety of
Medicines encroached on clinical freedom when they effectively
set an upper limit to the oestrogen content of combined oral
contraceptives. But the Ombudsman has taken this trend a
stage further by suggesting that the Department of Health had
a duty to inform the public of the apparent risks and benefits
of a specific vaccine. Inevitably this advice was then inter-
preted and analysed by a whole range of more (or less) expert
commentators in the press, radio, and TV. What's wrong with
that, many people will ask. Should not the public be better
nformed and should doctors not welcome the trend for patients
to want a greater say in their choice of treatment ? Certainly.
A knowledgeable public is likely to be more health-conscious
and will be more receptive to advice on life style, diet, exercise,
and smoking. Conflicts are likely only because in much of
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Britain the NHS has a monopoly of medical care and many
doctors are individual monopoly providers of it. In an ideal
society the patient and the doctor, both supplied with the latest
knowledge, discuss the possibilities and either agree-in which
case the agreed treatment is given-or disagree, in which case
the patient goes out to find another doctor. Here in Britain,
however, often there is no other doctor, and conflict is in-
evitable. This is seen in the angry protests by women who want
to have their babies at home but cannot find an obstetrician
to go along with their wishes; and in the most extreme
example the conflict between patients' expectations and
doctors' judgments has led to the growth of a private sector to
provide termination of pregnancy outside the NHS.
We are not arguing that every patient must accept his or her

doctor's advice uncritically; but doctors will object to the
DHSS telling their patients what that advice should be. There
is an important difference between patients being encouraged
by the DHSS to be vaccinated or to stop smoking and the
Department's attempting to give more detailed advice on the
treatment or prevention of illness. Doctors are not technicians
paid by the NHS to hand out treatment decided by expert
committees: they are professionals who are trained to make an
assessment in an individual case-advice that the patient
should then be free to accept or reject.
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Vertigo in children

Vertigo is not common in childhood, and because it is a
subjective phenomenon and the younger child cannot describe
what he feels it may present difficulties in diagnosis-indeed,
the fact that the child is experiencing vertigo may not be
recognised. Standard textbooks of paediatrics provide little
help: one such, of over 2000 pages, does not include the word
vertigo in the index.
A recent American study of 50 children with vertigo'

indicated that 25 were having "seizures," presumably epilepsy,
mainly arising from the temporal lobe; five each were diagnosed
as having vestibular neuronitis, migraine, or psychological
causes; in four the symptoms were sequelae of trauma and
in three of meningitis; two had benign paroxysmal vertigo;
and one had congenital deafness. Other causes, not found in
this series, include hypoglycaemia, cerebral lesions, multiple
sclerosis, and the effect of drugs. Moreover, vertigo may be
confused with an impending faint.
The first essential towards the diagnosis must be a detailed

history. In a young child a faint would be rare. In an older
child fainting is usually due to prolonged standing, as in school
assembly, or a sudden change in posture. A family history of
fits, or the loss of consciousness with convulsive movements,
may suggest epilepsy. Vestibular neuronitis occurs usually a
few days after an upper respiratory tract infection, with
recurring attacks of vertigo without abnormal neurological
signs, but with abnormal labyrinthine responses to hot and
cold; it may be difficult to distinguish from other causes of
sudden vertigo. Epidemic vertigo is also thought to be due
to a virus: there is a sudden onset with nausea and vomiting,
lasting a few days, often with nystagmus and diplopia, and

the illness may infect others. In the "acute cerebellar syn-
drome," described by Blau and Sheehan2 in children aged
1-4 years, symptoms occur 7 to 10 days after an upper
respiratory tract infection, with acute ataxia and vertigo
reaching a maximum in 24 to 72 hours, and recovery in days
or weeks; the cerebrospinal fluid is usually normal. This too
is thought to be due to a viral infection. Vertigo is a feature
of labyrinthitis when this is a rare complication of mumps.

Benign paroxysmal vertigo3 4 iS important because it may
readily be confused with epilepsy, but a distinguishing feature
is the absence of loss of consciousness. It occurs especially in
children aged 1-3 years; there are multiple brief episodes,
lasting up to 30 seconds, of sudden onset without warning, in
which the child cries for help, is terrified and ataxic or falls
or clings to his mother, may sweat, may vomit, may have
nystagmus, and is normal after the attack. Attacks recur in days
or weeks; there are commonly one to four attacks a month;
they cease in four months to four years. The cerebrospinal
fluid is normal, but there is an abnormal response to the
caloric stimulation test.5

Vertigo may be a symptom of hypoglycaemia or a premoni-
tory symptom of an attack of migraine. It may be an early
symptom of multiple sclerosis in children.6 Numerous drugs
may cause vertigo: the long list includes acetazolamide,
amitriptyline, antihistamines, carbamazepine, clonazepam,
clonidine, colistin, diazepam, dicyclomine, ethosuccimide,
fenfluramine, gentamicin, griseofluvin, imipramine, indo-
methacin, isoniazid, kanamycin, meprobamate, minicycline,
nalidixic acid, paromomycin, pethidine, phenytoin, pheno-
thiazine, phensuccimide, piperazine, polymyxin, primidone,
salicylates, sulphonamides, thiazide diuretics, thiobendazole,
and trimethoprim. Solvent sniffing is yet another cause.

In the absence of abnormal neurological signs (apart from
nystagmus) a careful history usually establishes the diagnosis.
An electroencephalogram may be helpful if epilepsy is sus-
pected, and the results ofthe caloric stimulation test may clinch
a suspicion of labyrinthine disease.
Treatment is often unsatisfactory and must depend on the

cause. There is no good treatment for benign paroxysmal
vertigo, though some authorities (possibly confusing the
attacks with epilepsy) advocate the use of phenytoin. There is
no treatment for epidemic vertigo or vestibular neuronitis.
Fortunately all three conditions are self-limiting.
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Thyroid disease and asthma
From time to time a link has been noticed between thyroid
disease and asthma amounting to more than a chance associa-
tion. The most frequent reports have been of worsening of
established asthma with the onset of hyperthyroidism, with
subsequent improvement of the asthma when the euthyroid
state is restored.14 The development of hypothyroidism may
also result in improvement of coexistent asthma, which again
becomes more resistant to treatment once effective thyroid
replacement treatment has been given.4
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