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Renal transplantation in the 1980s

As chronic renal dialysis becomes safer, but not necessarilymore
widely available, suitable patients on any dialysis programme
must be transplanted if treatment can continue to be offered
to new persons with chronic renal failure. Despite the early
drawbacks of rejection and high doses of immunosuppressive
drugs a third of all patients given a transplant are permanently
rehabilitated from a life of chronic debility. Many more have
a very satisfactory remission allowing return to a full-time
occupation. Recently the case for renal transplantation has
been strengthened by comparisons with results ofmanagement
of other forms of chronic terminal disease.1 2 Even on economic
terms transplantation rates highly, since it often restores a
young person to an independent existence.3 4

Yet many clinicians remain diffident and pessimistic,
believing that the results of renal transplantation have not
changed for many years and that beyond hypothermic
preservation and azathioprine there have been few major
advances. Their lack of enthusiasm may be more important
than public attitudes in explaining why potential donors in
their care are not notified: each year in Britain several thousand
cadaver kidneys are lost by inaction on the part ofthe clinicians
concerned.2 The deficiency in supply will never be made up
by living related donors, though the results probably still
justify the use of such kidneys where possible. Cadaver
transplantation needs to be seen in a better light, and recent
reports are encouraging. Nowadays over 7000 of grafts can be
expected to function one year after transplantation, and patient
survival (apart from exceptional categories such as diabetics)
should exceed 9000.5-7 The current integrated approach to
transplantation, with a prompt return to dialysis and with-
drawal of immunosuppression after the recognition of
irreversible rejection, has substantially lowered mortality.
There can no longer be a place for the "do-or-die" transplant.

Nevertheless, the variation among centres of graft survival
remains unexplained. The effect of HL-A matching is still
controversial for anything less than a full four-antigen match.
Most units and computer-based organ sharing agencies still
regard HL-A typing as a major criterion for graft selection.
Drug regimens for long-term immunosuppression or con-
trolling acute rejection crises are unlikely to vary enough to
affect results. Possibly different policies of pretransplant
recipient blood transfusion might be of some importance.
Nevertheless, one group of factors that should receive more
attention are donor preparation, nephrectomy, and organ
preservation.
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Probably the main cause of non-function-which may
occur in more than 20% of all kidneys-and ofdelayed function
in a further 50%8 9 is failure to observe well-established rules.
Post-transplantation anuria is dangerous since it makes
diagnosis of an early rejection crisis more difficult and so may
delay treatment. There are other arguable drawbacks too:
recovery from tubular necrosis may not always be complete,
and a kidney so damaged may be more susceptible to immuno-
logical injury.'0 The degree of tubular necrosis is related to
the duration of ischaemia, ard in particular to the warm
ischaemic time, to which must be added the period of agonal
vasoconstriction between the initial traumatic incident and
circulatory arrest. Uncertainty about these factors explains
why a patient dying outside hospital from whatever cause is
unsatisfactory as a potential donor-and the operation of
donor nephrectomy has also to be performed with unseemly
haste, often without proper permission of the next-of-kin
nor adequate assessment of the donor to exclude infection,
degenerative vascular disease, or even malignancy.
The effects on the kidney of warm ischaemia measured in

minutes is roughly equivalent to those of cold ischaemia
measured in hours." Since the maximum tolerable period of
notional warm ischaemia is 60 minutes, in any individual case
the available period of cold ischaemia can be calculated.'2
Such rules are empirical, but if warm ischaemia can be limited
to a few minutes it is then probably safe to preserve the
kidney by cold flushing with a hyperosmolar solution and
then to store it in ice for periods well in excess of 24 hours.'3 '4
Brain death can now be diagnosed more objectively than
hitherto,'5 and more surgeons now feel that nephrectomy in
the ventilated heart-beating donor is acceptable. Clearly the
more widespread this practice becomes the greater the
efficiency with which any organ sharing scheme can operate
with more time at its disposal. If a long period of warm
ischaemia is inevitable there may be advantages in continuous
hypothermic machine perfusion after the initial cold flush.'6
Among other techniques that may improve graft viability

before nephrectomy are treatment of the donor with steroids,
dopamine, adrenergic blockade, and drugs such as allopurinol
and inosine, whose action maintains the supply of adenine
nucleotides within the cell and thereby preserves membrane
function. The results of this work have been clinically in-
conclusive, and little more seems justifiable beyond ensuring
that the donor is well-oxygenated, hydrated, and undergoing
a diuresis at the time of nephrectomy. There are grounds for
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optimism in improved tissue-typing techniques based on DRW
antigens,'7 the introduction of B-cell cross-matching (which
has allowed more patients with positive antibody titres in
their serum to be transplanted'8), specific immunosuppression,
and new pharmacological agents which do not rely on steroid
effect such as cyclosporin A.19 None of these, however, can
be properly assessed without good standards of preservation:
offering inferior kidneys for transplantation must invite
disaster.
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An opportunity for
Channel 4
There is now excellent opportunity of producing more good
television programmes on health. The recently published
Broadcasting Bill1 allows for setting up a fourth television
channel under the auspices of the Independent Broadcasting
Authority (IBA). The IBA already supervises the existing
independent television companies, and its new channel is
likely to be set up in 1982; the Bill requires the IBA "to ensure
that a suitable proportion of the programmes are of an educa-
tional nature" and also "to encourage innovation and experi-
ment in the form and content of programmes." Neither
"suitable proportion" nor "educational nature" is further
defined (and it should not be, for quotas or precise instructions
do not make for good television any more than they would for
good journalism). But this Bill could provide a golden chance
of producing interesting, innovatory, and exciting features on
health.

In return for "inheriting the ether" and being allowed to

put out more advertisements, the IBA might well be expected
to do something for the general good. Making programmes
on health matters is as good as any way to do this, but no
group has lobbied the IBA -to press it into devoting some of
its educational programmes to health matters. We have no
good evidence to show that medical programmes have much
effect in improving health. Nevertheless, this lack is partly
because few careful studies have been done and partly because
too often television has concerned itself with the controversial
and the sensational. Yet entertaining programmes can be made
about the more everyday matters of medicine, and a commit-
ment by the IBA to producing innovatory programmes on
health would encourage intelligent film-makers to turn their
attention to these. Medical programmes consistently attract
viewers, but if there is no regular series they are planned and
produced by people who have neither a long-term commitment
to nor an interest in health; it takes time, knowledge, and
interest to get beyond the superficially exciting.

Traditionally the programme makers are resistant to others
deciding what programmes they should make, but there is
ample scope for them to devise programmes (both docu-
mentary and drama) that would reconcile the individual
viewer's desire for interest with the nation's need for better
health. There is a good case for an increased public awareness
of topics such as the influence of life style on health, the
limitations of what medicine can do, and the need to debate
medical priorities. The Bill requires the IBA to give the
fourth channel "a distinctive character of its own." Medicine
should be part of this and the opportunity should not be
missed.
I Broadcasting Bill. London: HMSO, 1980.

Pain and arthritis in the
African
The patterns of pain in different disorders in different com-
munities are worth much greater and deeper study than they
have been given. Not only do the patterns of chronic disorders
differ in different races in different countries but the expres-
sions of pain also vary. A symposium held in Nairobi in early
February, organised by Merck, Sharp, and Dohme Inter-
national, was attended by physicians and surgeons mostly from
various African countries to discuss pain and arthritis in the
African. Although the local conditions vary considerably in
different parts of Africa, one factor is common to all: in rural
areas most sufferers are large distances from hospitals and
often from doctors, and depend on the local village unqualified
"traditional" practitioner and the nearest pharmacist. Pain
is often something to be borne silently and uncomplainingly,
and stoicism is the rule rather than the exception. Nevertheless,
different features are seen in different tribes and this may affect
taking a history-the Hausas of Northern Nigeria understat-
ing their symptoms, the Efiks in the south tending to dramatise
the severity of the pain, and the Yorubas accepting very con-
siderable pain provided sympathy is shown (they will even
accept lacerations being stitched without anaesthesia provided
that the surgeon apologises before inserting each suture).

In Africa a localising sign of the pain is often scarification
marks made by native village doctors or the patient himself.
Injections are preferred to oral preparations, particularly if
they are initially painful; capsules, especially ifhighly coloured,
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