
Treatment of and mortality from diabetic renal failure in patients
identified in the 1985 United Kingdom survey

Joint Working Party on Diabetic Renal Failure ofthe British Diabetic Association, Renal Association,
and the Research Unit of the Royal College of Physicians

Abstract
The aim of the study was to determine the outcome
in 181 diabetic patients with advanced, previously
untreated renal impairment who had been identified
in a survey conducted in six health regions in the
United Kingdom in 1985. Late in 1987 question-
naires were sent to the consultant physicians,
geriatricians, and nephrologists who had reported on
the 181 patients, asking whether the patient had
started receiving dialysis, had received a transplant,
or had died. In all, 176 of the patients were traced,
164 having either died or received renal support
treatment by the end of 1986. Nearly two thirds (107)
of the patients received renal support treatment,
which was renal transplantation in five and dialysis in
102. This is an increase on previous years. A third of
the patients (57) died without having received renal
support treatment. In 15 patients death was unavoid-
able and mainly from acute myocardial infarction (10
patients), but 28 patients (half of those who died
untreated) died from renal failure, sometimes with
fluid retention that was ascribed to heart failure (18
patients).
Most of the patients would have benefited from

renal support treatment. This neglect should no
longer occur.

Introduction
Diabetic patients who develop proteinuria have a

considerably increased mortality when compared with
those who do- not.' 2 Death in patients with diabetic
nephropathy is usually from renal failure or from
coronary artery disease. Renal failure predominates in
younger patients and cardiac disease in older patients.
The outcome in diabetic patients who develop renal
failure and the medical reasons why many of them fail
to receive renal replacement treatment are not well
known, though in many areas shortage of facilities is
an important factor.
A survey conducted in the United Kingdom in 1985

in six health regions identified 181 diabetic patients
with advanced previously untreated renal failure.'
Estimates from this survey suggested that at least 580
diabetic patients in the United Kingdom may develop
renal failure in one year, representing about 10 per
million of the population.

This study was undertaken to discover the outcome
in the 181 diabetic patients with renal failure identified
in 1985 to discover how many died without renal
support treatment and to determine the cause of death.
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Patients and methods
A survey conducted in six health regions in the

United Kingdom (East Anglia, Trent, Yorkshire, and
Northern in England; the six health boards from the
west of Scotland (Argyll and Clyde, Ayrshire and
Arran, Dumfries and Galloway, Forth Valley, Greater
Glasgow, and Lanarkshire); and Northern Ireland)
during the whole of 1985 identified 181 diabetic
patients with advanced renal impairment (serum

creatinine concentration greater than 500 tmol/l or
blood urea concentration greater than 25 mmol/l, or
both). The survey was conducted by sending question-
naires to consultant physicians, geriatricians, and
nephrologists on three occasions during the year of the
survey. Detailed results of the survey have already
been published.'
The physicians who reported the 181 cases were

contacted again by postal questionnaire late in 1987 to
establish whether the patient had started receiving
dialysis, had received a transplant, or had died. If the
patient had died the cause of death was asked for.

Results
Of the 181 diabetic patients with renal failure

reported in the survey, 116 were treated with insulin
and 63 were not; mean serum creatinine concentrations
were 676 Fmol/l (range 223-1591) and 605 [tmol/l
(range 222-1720) respectively, and mean blood urea
concentrations were 35 2 mmol/l (15 8-73-5) and
33.3 mmol/l (15 9-68-8) respectively. In two patients
the type of treatment was not reported. In 10 patients
serum creatinine concentrations were omitted and in
29 patients blood urea concentrations were omitted.
Patients with a serum creatinine concentration less
than 500 itmol/I had a blood urea concentration greater
than 25 mmol/l and those with a blood urea concentra-
tion less than 25 mmol/l had a serum creatinine
concentration greater than 500 tmol/l.
Of the 181 original patients, the outcome was

established in 176 and only five were untraced. By the
end of the 1986, 164 had either died or started renal
replacement treatment. Twelve were still alive and not
receiving renal support treatment, although serum
creatinine concentrations were more than 500 [tmol/l
in nine of them.
One third of the patients died without receiving

renal support treatment (57 patients). Though some of
them died of acute myocardial infarction (10), stroke
(four), or pulmonary embolism (one), in more of them
(28) death was either from renal failure alone (10) or in
association with "cardiac failure" (18). Only seven of
the patients whose death was in association with
cardiac failure were over 75. Respiratory infections
caused four deaths, and in 10 instances the cause of
death was not ascertained. Of the 57 patients who died
without renal support, 10 were over 75. Age influenced
acceptability for renal support treatment, and the table
shows that those who died without starting dialysis or
receiving a transplant were older than those who did.
Of the 107 patients who received renal support, five

were given transplants and 102 were treated by
dialysis, which in 64 was by continuous ambulatory
peritoneal dialysis.

Discussion
Renal transplantation and dialysis are now estab-

lished treatments resulting in a high quality of life with
good survival rates. Indeed, over three quarters of
diabetic patients will be alive two years after trans-
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Percentages ofpatients receiving
or not receiving renal support
treatment by age group

Age group Treated Untreated
(n= 107) (n=57)

25- 5 2
30- 7
35- 13 3
40- 11 2
45- 18 5
50- 10 5
55- 8 18
60- 16 16
65- 6 16
70- 3 16
75- 3 9
80- 3
85- 5

plantation or dialysis, even though the survival rate is
10-15% shorter than that in non-diabetic subjects.
These results represent a considerable advance.4 Until
recently most diabetic patients developing renal failure
were denied renal support treatment, and even as
recently as 1982 only 106 patients in the United
Kingdom started such treatment.5
The survey in 1985 identified 181 diabetic patients

with advanced, previously untreated renal failure in six
of the 18 health regions in the United Kingdom. We
followed the outcome in 176, ofwhom most (93%) had
either died or started renal replacement treatment
before the end of 1986. Nearly two thirds of the
patients (107) received treatment, usually continuous
ambulatory peritoneal dialysis. This is a considerable
advance on the figures in previous years. Extrapolation
of these figures to the whole of the country is obtained
by multiplying by approximately three. There was a
clear age bias in selection for renal support treatment;
those patients who received dialysis or transplantation
were in general younger than those who did not (table).
A third of the patients, however, died without renal

support treatment. Some deaths, notably from acute
myocardial infarction, were probably unavoidable,
and a few patients (10) were over 75 years of age. The
rest died from renal failure alone or renal failure
complicated by "cardiac failure," which presumably
indicated fluid retention. Many of these patients could
probably have been successfully treated and fluid
retention and "cardiac failure" alleviated if renal
support had been given at an appropriately earlier stage
of their disease. This neglect should not occur nowa-
days. In the past many reasons were given for assigning
patients as "unsuitable" for renal support treatment3;
most of these are no longer valid and only dementia,
senility, carcinomatosis, and occasionally multiple

overwhelming disorders should lead to exclusion.
Blindness alone should not preclude patients from
receiving such treatment.

In future diabetic patients with nephropathy should
be attended jointly by diabetic and renal physicians
working together. Considerable attention must be
given at an early stage to the detection and treatment of
major vascular disease to pre-empt as far as possible the
development of problems during renal support treat-
ment.4 All diabetic patients with nephropathy should
now be considered for such treatment, which should be
started either when fluid retention or other uraemic
features develop or when glomerular filtration is
usually less than 20 ml/minute and the serum
creatinine concentration greater than 450 tmol/l.

We thank the many physicians who helped with this survey
and completed two or sometimes three questionnaires.
The working party included Sir Richard Bayliss, Sir Cyril

Clarke, and the late Professor A GW Whitfield, Royal College
of Physicians; Dr C Brown, Royal Hallamshire Hospital,
Sheffield; Professor J S Cameron, Ms Angela Goodwin,
Professor H Keen, and Professor G C Viberti (secretary),
United Medical and Dental Schools of Guy's and St Thomas's
Hospitals, Guy's Hospital; the late Dr J T Ireland, Glasgow;
Professor M McGeown, Belfast City Hospital; and Dr P J
Watkins (chairman), King's College Hospital, London.

I Borch-Johnsen K, Andersen PK, Deckert T. The effect of proteinuria
ton relative mortality in type I (insulin-dependent) diabetes mellitus.
Dsabetologia 1985;28:590-5.

2 Drury PL, Watkins PJ, Viberti GC, Walker JD. Diabetic nephropathy.
BrMed Bull 1989;45:127-47.

3 Joint Working Party. Renal failure in diabetics in the United Kingdom:
deficient provision of care in 1985. Diabetic Med 1988;5:79-84.

4 Goetz FC, Elick B, Fryd D, Sutherland DER. Renal transplantation in
diabetes. Clinics in Endocrinology and Metabolism 1986;14:807-21.

5 Cameron JS, Challah S. Treatment of end-stage renal failure due to diabetes in
the United Kingdom 1975-1984. Lancet 1986;ii:962-6.

(Accepted 15 August 1989)

Joint Academic
Department of General
Practice and Primary Care,
Medical Colleges of
St Bartholomew's and the
London Hospitals, London
Lesley Southgate, FRCGP,
senior lecturer

Sub-Department of
Virology, Institute of
Ophthalmology, London
John Treharne, PHD, reader

Department of Medical
Microbiology, The London
Hospital Medical College,
London
Rosamund Williams, PHD,
senior lecturer

Correspondence to:
Dr Lesley Southgate, Joint
Academic Department of
General Practice and
Primary Care, New Science
Block, Charterhouse
Square, London
ECIM 6BQ.

Br Medj 1989;299:1 136-7

Detection, treatment, and follow
up ofwomen with Chlamydia
trachomatis infection seeking
abortion in inner city general
practices

Lesley Southgate, John Treharne,
Rosamund Williams

Many women who seek an abortion consult their
general practitioner, but specimens are rarely taken to
exclude genital infection. Nor are such tests performed
routinely in clinics that arrange abortions, and
few patients are followed up.' In women who have
gonococcal or chlamydial cervicitis an abortion is
associated with an increased risk of infection of the
upper genital tract and subsequent tubal damage,
infertility, and ectopic pregnancy.2' Prophylactic
antibiotic treatment for women at termination has
been recommended, but optimum care requires the
identification, treatment, and follow up of infection
and treatment of partners to avoid reinfection.4
The aim of this study was to identify, treat, and

follow up all women with chlamydial cervicitis in the
group requesting a termination of pregnancy in four
neighbouring inner city practices during one year.

Patients, methods, and results
Consecutive women requesting an abortion between

1 September 1986 and 1 September 1987 were offered

preabortion screening for infection. Demographic data
and genitourinary symptoms, either volunteered or
elicited, were recorded and each woman examined
according to a standard protocol. Specimens for
bacteriological examination were collected from the
cervical os and the posterior fornix on propax foam
swabs (Smith and Nephew). Specimens for detecting
Chlamydia trachomatis were taken from the endocervix
using dry, cotton tipped swabs and examined using the
Microtrak test (Syva) performed according to the
manufacturer's instructions.' All slides were examined
by JT. Specimens were considered positive if 10 or
more chlamydial elementary bodies were detected per
smear. Women infected with C trachomatis were
treated (see figure), advised that their partners should
seek treatment, and urged to return for follow up.
Of the 8002 women aged 16-45 registered during the

study year, 120 requested referral for abortion. The
age specific rates for women aged 16-24, 25-34, and
35-44 years were 22, 18, and 3 per 1000 respectively.
Altogether, 103 women were recruited to the study,
12 of whom had chlamydia infection but no symptoms
or clinical signs. The figure shows the outcomes for the
women.
A total of 96 women had a termination, of whom

nine consulted within three weeks for serious problems
connected with the abortion. Five of the nine had an
infection of the upper genital tract and four were
readmitted with retained products of conception. All
the women treated for chlamydial cervicitis remained
symptomless. Eight were negative at follow up and
three who were in good health refused follow up
tests. None of the five women with upper genital
tract infection had received antibiotics before the
abortion.
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