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coxiella prosthetic endocarditis seems to be curable medically;
this indolent infection by cell-dependent organisms was
previously thought to incurable except by surgical excision
combined with tetracycline treatment.

Despite this awesome list of causes of disaster most patients
with artificial valves are tolerably pleased. The long-term
results of aortic valve replacement with a mechanical valve are
usually first class, and the more mixed results of mitral and
multiple valve replacement are now at least better understood.
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Measles eradication policies
The United States is moving steadily towards its declared aim'
of eradicating measles by October 1982. Only 2961 cases were
reported2 in the first 48 weeks of 1981, a reduction of 78%
from the 13 255 cases reported in the same period of 1980.
Canada now has a similar objective.3 In England and Wales,
on the other hand, we are limping along with a vaccination
rate of around 50% and measles running at an average of
nearly 100 000 notified cases a year in a population less than
a quarter that of the United States's. Why is there such a
contrast in attitudes ?

Firstly, is any national policy of measles eradication
warranted at present? Without doubt measles vaccination is
highly cost effective in developed countries. This seems to
apply not only to the United States4 5 but also6 to Finland,
Russia, and Sweden, and the estimated ratio of benefit to cost
is in the order of 10 to one. But it does not necessarily follow
that it is cost effective to eradicate the disease. Beyond a
certain stage the effort required to eliminate the last few cases
is not worth while in terms of cost. Moreover, a form of
unilateral declaration by one country of the intent to eradicate
a disease that is highly communicable and highly prevalent
elsewhere in the world suggests political motivation more than
medical necessity. With the constant high probability of
importing the disease, already a cause of some concern to the
North Americans,7-9 continuous and sustained high vaccina-
tion rates will be necessary if measles is not to return there.
Another reason for questioning the timing is that the World
Health Organisation's commendable expanded programme of
immunisation is still in its infancy. The eradication of measles
is not yet one of its officially stated goals. The programmes in
the United States and Canada will have their value, however,
in showing the world that with energy, efficiency, and high
motivation measles is eradicable.

Nevertheless, even if we do not need to set our sights so
high the British do seem to have a curiously apathetic attitude
towards measles vaccination. However one calculates the cost-
benefit equations it must still make practical sense to raise the
present measles vaccination rate at least to the 80% or so
attained for diphtheria, tetanus, and polio vaccination. The
belief'0 that the public acceptance of all vaccines dropped as a
result of the whooping-cough controversy is, in fact, mistaken
and should not be allowed to excuse our poor vaccination rate
for measles. The national vaccination rates for diphtheria,
tetanus, and polio have not fallen." Moreover, rates only
slightly lower than for diphtheria, tetanus, and polio have
been attained for measles vaccination by one highly efficient
area health authority,'2 even though their rates of pertussis
vaccination fell. The reputation of measles vaccine may still
be suffering from the problems caused by side effects and
efficacy of the early measles vaccines; it has never really
recovered from the loss of impetus that resulted.

Measles vaccination rates can be improved in several ways.
One practical step is the use of computers, which have been
shown" 13 to be valuable as an aid to vaccine administration.
The poor reputation that this excellent vaccine has among
mothers,'4 health visitors, clinics, and family doctors'5 16 (many
of whom also, erroneously,'l7 see measles as an innocuous and
inevitable infection) suggests that some vigorous health
education is required. Selective immunisation'8 is clearly not
the answer.'9 An integral part of the success of the United
States towards eliminating measles has been the enforcement
of laws requiring immunisation against measles before school
entry.20 The Netherlands,2' however, has achieved a measles
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vaccination rate of more than 90% without such laws, and the
present social climate in Britain makes it extremely unlikely
that such laws would be accepted here. Nevertheless, vigorous
encouragement at school entry'9 is a policy worth considering.
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What has happened to
charity?
Though many charitable people within and outside the
profession continue to help, public distrust and medical
indifference are causing a crisis in organ transplantation. Last
year saw 596 renal transplant operations-a 24% fall compared
with the 784 in 1980. Yet results are improving and this
potentially lifesaving treatment for young people with disease
of the kidneys and other vital organs could be made much
more widely available. Dialysis units are overworked and most
have difficulty in accepting new cases. The selection criteria
for treatment have become more restricted, and some patients
with renal failure cannot be admitted. The inadequate number
of transplantations has overstrained the resources devoted to
dialysis by a health service already suffering from impaired
funding.
The new immunosuppressive drug cyclosporin A has

improved the one-year functional survival of kidney grafts
from unrelated cadaver donors from a previous 50-55°/% to over
80% and has permitted transplantation of the heart and both
lungs for the first time.' 2 Kidney grafts can lead to full

rehabilitation and restore activity without the restrictions of
regular dialysis, but none of the 30 transplant centres in
Britain is fully occupied. Most units are performing fewer than
half the operations for which they were designed. The alterna-
tive of kidney transplants from live related donors has never
been popular in Britain; it accounts for about 10% of the
grafts performed, despite the fact that for a well-matched
sibling donor graft the five-year functional survival is around
80%.

In Britain at the end of 1981 the waiting list for renal
transplants was 2273, an increase of 30QO compared with two
years ago, and 1500 new cases are added each year. The current
annual number of operations needs to be doubled to treat the
new patients and begin to reduce the backlog. There could be
more than enough cadaver donors to supply all the transplanta-
tion needs. In theory, 8000 kidneys could come from the 4000
patients with brain death each year. In practice, some of these
patients would not be suitable donors owing to the circum-
stances of death and the associated injuries.3 4
The causes of the shortfall are not difficult to find. The

fragile flower of public support and confidence was flourishing,
nurtured by the medical profession's acceptance of a role in
co-operating in organ donation, and refusal to give consent by
relatives of the deceased was rare; then the growing plant was
viciously uprooted by the BBC. Its first programme on brain
death, on Panorama, was like a trial in a totalitarian country-
a prosecution with no defence and with irrelevant witnesses-
and it undermined the British criteria of brain death. The
television debate that followed some months later was disrupted
at the last moment by one of the opponents of the British
criteria, who claimed to know of two patients satisfying those
criteria who had subsequently recovered fully. These two
powerful exploitations of public fears undermined the integrity
of the profession and the reliability of its methods of diagnosis.
The harm could scarcely be expected to be undone by a letter
in the Lancet5 by the doctor concerned stating that he was
withdrawing unreservedly the statement made on television.
The British criteria of brain death have been fully vindicated,4
and the general care of patients with severe brain damage has
improved throughout the country as a result of their accept-
ance. These criteria have nothing to do with transplantation but
merely indicate when further attempts to resuscitate a dead
person are futile, can only cause distress, and should be
abandoned.

All hospitals in a region send patients with renal failure to the
regional transplant centre, but some shirk the responsibility to
help with organ donation. Some institutions where relatives
previously almost always gave consent now have a high inci-
dence of refusals. Some doctors seldom co-operate in organ
grafting, and their prejudices have been reinforced with the
excuse that the public does not want transplantation. This
enables them to avoid an issue that would otherwise require
extra work and harrowing emotional interviews.
What, then, can be done to improve this sad picture ? Firstly,

the BBC, having caused a grave injury with the misuse of its
immense power, has a moral obligation to put the record
straight. That requires both scientific documentaries and
portrayals of the plight of the many young patients who are at
present being denied treatment. Each month patients are
dying from renal disease because they have not been able to
find spaces on dialysis programmes owing to the lack of
throughput with transplant operations.

Secondly, doctors working in neurosurgical and intensive
care units should accept as an ethical medical obligation the
need to help with organ donation; and those removing kidneys
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