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because in the King's study5 there were considerable differences
in the rejection rate within the relatively well off metropolitan
regions. The whole difficult area of the management of chronic
renal failure is also discussed in two publications from the
Office of Health Economics.2 6 All we report here is what
happened in the three localities surveyed. In our discussions
with the nephrologists economic pressures were specifically not
blamed and the patients seem to have been assessed purely on
clinical grounds. But doctors differ in their assessment of the
management of many chronic conditions, and different schools
of thought tend to arise in different areas (the King's study5
particularly highlights this).

This paper is only about death, and the brighter side of the
story is that during the two years 108 new patients under 50 in
the Mersey Region and 18 in the Grampian Area were accepted
for dialysis or transplantation, while in the much larger West
Midlands Region 186 transplants were carried out and 170
patients were accepted for dialysis and many of these did well.
Our overall impression is that during the period of analysis

there was no shortage of equipment and the selection of patients
was competent. Our criticisms relate chiefly to the poor harvest-
ing of kidneys, which is discussed in the accompanying paper.

We are greatly indebted to the nephrologists and transplant
surgeons in the three regions for permitting us to study their case
notes and for helping us to compile this paper. We also thank the
many other physicians whose patients have been included in this
survey and Sir Douglas Black, PRCP, who gave such valuable criticisms.

Requests for reprints should be addressed to: Sir Cyril Clarke,
Medical Services Study Group, Kings Fund Centre, 126 Albert
Street, London NWI 7NF.
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Donation of kidneys

Medical Services Study Group of the Royal College of Physicians

Abstract

A survey of deaths from medical causes among hospital
inpatients aged under 50 years in three health regions
provided details of 1168 such deaths not caused by renal
failure. Kidneys for transplantation were obtained from
only 20 of these patients. In another 18 cases permission
was refused or donation was impracticable. Ninety-eight
of the deaths were due to subarachnoid haemorrhage
and 38 to primary cerebral tumour, yet kidneys were
obtained from only 11 and one of these patients re-
spectively. Patients dying from subarachnoid haemor-
rhage are particularly suitable for donating their kidneys,
but there is still a shortage of kidneys for transplantation
because they are not harvested efficiently.
Doctors seem to be reluctant to ask relatives' per-

mission to remove kidneys, and the arrangement of a
donation is time consuming. Because transplant surgery
is recognised as a specialist sphere, surgeons in other
specialties may be reluctant to remove kidneys and come
to rely on one transplant team covering a wide area. In
an area such as Grampian, where a small population is
served by one hospital containing all the major units,
including accident and emergency and renal depart-
ments, it may be easier to arrange prompt donation and
transplantation.

Royal College of Physicians' Medical Services Study Group, King's
Fund Centre, London NW1 7NF

The report was compiled by Sir Cyril Clarke, director of the study group,
and Dr George Whitfield, assistant director, with the help and co-operation
of G M Aber, A D Barnes, G R D Catto, D C Dukes, N Edward, H J
Goldsmith, J B Hawkins, D D Hilton, M MacLeod, and B H B Robinson
and physicians in the Mersey and West Midlands regions and the Grampian
Health Board

Introduction

Previous papers1 2 have described the investigation of medical
deaths in hospital in patients aged under 50 that was carried
out during 1978 and 1979 by the Medical Services Study
Group of the Royal College of Physicians in collaboration with
the physicians in the Mersey and West Midlands regions and
the Grampian Health Board (see also accompanying paper,
p 283). One of the interests arising from the survey was to
consider the number of potentially transplantable kidneys in
relation to those actually transplanted.

Patients studied and results

There were 1168 deaths in our survey which were not due to
renal failure. Although this number represented an ascertainment
rate of only about 50% we think it is likely to be a random sample as
regards kidney donation.

Kidneys were obtained from transplantation from only 20 of the
1168 patients. The relatives of another eight gave consent, but
hypotension, infection, or other factors made donation impracticable.
In 10 cases permission was refused. Only about a third of the par-
ticipating hospitals made successful or unsuccessful attempts to
obtain kidneys, and among this third one intensive care unit provided
five of the successful donations and four of the refusals. Among the
1168 deaths were 98 due to subarachnoid haemorrhage. Only 11 of
these cases provided kidneys, and the mean age of the donors was
36-9 years (range 9-49) compared with a mean age of 30 4 years
(range 22-44) in the other nine donors. There were also 38 patients
who died from primary cerebral tumour, but the kidneys of only
one of these were obtained for transplantation.

Discussion

The Minister of Health stated in February 1980 that over
1000 patients in England were awaiting renal transplants3 and
by November 1980 this had risen to 1900, and the Panorama
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programme on brain death has been followed by a further
increase. The nephrologists in our three regions confirmed
this general delay, but, as has been pointed out, our survey of
deaths under 50 shows that there ought not to be a shortage of
kidneys if they were more efficiently harvested, and patients
dying from subarachnoid haemorrhage and cerebral tumour are
particularly suitable. We agree that many potential donors are
unsuitable for various medical reasons and that the number
available is further curtailed by the reluctance of some relatives
to agree to donation.

Again, there are differences of opinion among surgeons
concerning the value of HLA matching, and if a complete
match is insisted on this inevitably increases the wait for a
graft. Nevertheless, we think that more important is the dif-
ficulty that some doctors feel in approaching relatives whose
only interest (as is theirs) is in the survival of the potential
donor. This sensitivity is understandable and may explain why
some units (even those concerned with accidents and emergency)
never produce a donor. It must also be remembered that
arranging a successful donation consumes a considerable
amount of the physician's or surgeon's time. Nurses with
experience of nephrology and transplant units may be of great
help here because of their valuable persuasive influence.

Another point of interest is that in none of the case notes of
the 1168 patients who died from causes other than chronic
renal failure was there any mention of a donor card, the approach
always being verbal from the physician to the relatives. We
appreciate, however, that the donor card may be of much more
importance when carried by the victims of road traffic accidents
(not included in our survey), though in France changing the
law from "opting in" to "opting out" has produced no more
kidneys.'

Deaths from road traffic accidents were, of course, not part
of our survey, and the proportion of the total number of kidneys
donated which comes from such patients varies from one
locality to another.

Other factors which doubtless reduce the number of available

kidneys are, firstly, that there are still many hospitals where the
intensive care facilities and staff are scarcely adequate to provide
a viable kidney and, secondly, that a high proportion of young
patients dying from cerebral tumours are accommodated in
hospices and hospitals for the chronic sick. A further important
influence is that transplant surgery has become a highly
specialised sphere of medicine. As a result surgeons in other
specialties are increasingly reluctant to remove donor kidneys,
and transplant teams commonly have to cover a wide geo-
graphical area.
The problem of harvesting is less in a small population served

by one hospital which contains the accident and emergency,
neurosurgical, renal, and transplant units, such as is found in
the Grampian Area. There it is easier to arrange prompt
transplantation for patients for whom such treatment is ap-
propriate.5 Compared with the West Midlands and Mersey
regions the numbers concerned are, however, small.

We are greatly indebted to the nephrologists and physicians in the
three regions for permitting us to study their case notes and to the
nephrologists and Sir Douglas Black, PRCP, for their help in compiling
this paper.

Requests for reprints should be addressed to: Sir Cyril Clarke,
Medical Services Study Group, King's Fund Centre, 126 Albert
Street, London NW1 7NF.
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Lesson of the Week

Isoniazid-induced pellagra

R H MEYRICK THOMAS, C M E ROWLAND PAYNE, M M BLACK

It is not widely realised that pellagra may develop as a con-
sequence of isoniazid treatment. This assumes special significance
in countries that have a large Indian population.

Case report

A 26-year-old Indian woman, who adhered to a vegetarian
diet, developed tuberculosis in April 1980 when she was six
months pregnant. She was treated with Rimactazid (rifampicin
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M M BLACK, MD, FRCP, consultant

Patients treated with isoniazid may develop
pellagra

300 mg and isoniazid 150 mg) in a dose of two tablets per day.
One month after having given birth at term to a normal baby
she developed atypical postnatal depression that responded only
poorly to treatment with amitriptyline. By November 1980,
while continuing to breast-feed her baby, she had become
apathetic, lost her appetite, and had tingling and shooting pains
in her arms and legs, accompanied by a rash over the extensor
aspects of her hands (fig 1), feet, elbows, and knees, and over
the lateral malleolus of each ankle. The rash started as a
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