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A Kidney from the Family
Since kidney grafting was attempted therapeutically more
than 15 years ago it has been clear that the overall results
of transplants donated from close blood relatives have been
considerably better than those from unrelated donors,
whether live volunteers or cadavers. When the donor is an
identical twin and there can be no immunological rejection,
the two-year functional survival rate of kidneys is 8700, and
the longest a patient has survived is now 15 years. In donors
who are close blood relatives but not identical twins the
two-year survival rate for kidneys is 7500 and the longest
survival period 12 years. In contrast, for kidneys from un-
related cadaver donors the two-year survival rate it 41%
and the longest a functioning kidney has survived is now
seven years. The main reason why family donors are better
than unrelated is because the transplantation antigens are
inherited in a similar way to red-cell antigens, and therefore
the chances of some degree of matching between donor and
recipient are higher than in a random unrelated population.
The results, however, are better than can simply be ex-

plained on inheritance of the major transplantation antigens.
They could be due to a cumulative effect of minor trans-
plantation antigens not at present recognized as important
or to some immunological interaction between parent and
child which tends to lessen the danger of rejection, since
it is in this group particularly that the results are better
than would be expected. An important surgical advantage
with a live donor is that the ischaemic damage suffered by
the kidney is likely to be minimal, and the operation can
be carefully planned without any element of emergency or
rush. Probably many transplants from cadaver donors have
failed from non-immunological causes-in particular ischae-
mic damage and also surgical errors resulting from the
circumstances in which cadavic renal transplantation is
practised.

Despite all these factors in favour of live donors there has
been much concern, especially among surgeons in the
United Kingdom, about using their kidneys, since the pre-
operative assessment and the nephrectomy itself have small
but definite risks for the healthy donor and always entail
discomfort and a certain degree of pain. Even more im-
portant has been the fear that the doctor would unwillingly
let loose much unhappiness and distress on the family
forced to decide which member should or should not be
considered as a donor. Most surgeons in the United King-
dom are prepared to perform transplants from living donors
only if the donor is a very close relative and persuades the
doctor that he will feel deprived if denied this opportunity
to help his loved one. Thus the doctor tends to act as
"Devil's advocate," persuading the donor against offering
his kidney rather than encouraging him.

In several centres in the United States the opposite view
has been taken. This is that, since a live donor gives the
best chances of success, the whole family should, as a duty,
consider who among them should be medically assessed as
a potential donor. In fact, acceptance of recipients in some
transplant centres is dependent on there being a suitable

family donor available, otherwise, owing to shortage of beds
and staff, transplantation cannot be performed. This is widely
understood in the general population, and if somebody is
afflicted with renal disease his family immediately rallies
round to see who could be a donor. Members of the family
may even present themselves as potential donors to the
doctor before the question of transplantation has been
seriously raised. This is certainly not a familiar pattern in
the United Kingdom, where it is unusual for the patient's
family to volunteer to give a kidney.
An important study recently undertaken by R. G. Sim-

mons and colleagues' from the University of Minnesota has
shown that the search for a kidney transplant donor in a
family can cause considerable stress. Tension was noted in
21 of 79 cases studied, and it was concluded that previously
the nature of this crisis had been minimized. Insufficient at-
tention had been paid to the family as an interacting unit or
to those members of the family who could have donated
but did not.

Usually when children were the recipients they did not
generate the same crisis of decision-making as did adult
recipients. Parental sacrifice for a child seems to be accepted.
The decision to donate is not usually difficult for a parent;
in only 5 of 21 cases was family tension noted.
For an adult recipient a sibling is the best donor geneti-

cally. But in 13 of 19 cases considerable family tension in-
volved the potential sibling donor. There was ambivalence
on the part of donors and conflict between the rest of the
family. In eight cases all siblings who were asked to donate
either refused directly or avoided contact with the transplant
service and the patient. Criticism was expressed by some
members of families for the great pressure exerted on in-
dividuals to be donors. In three cases the spouse of the
recipient made tremendous efforts to round up potential
donors within the family. Recipients have expressed
bitterness towards the family. However, when conflicts have
been followed by a successful transplant, they may be
resolved. In several instances the donor's spouse has actively
opposed donation.
The results of this study should serve as a caution to the

overenthusiastic acceptance of a donor within the family. It
is desirable that there should be pressure from the would-be
donor to convince the doctor, who in turn must point out all
the possible dangers.
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Psychogeriatric Care

In future psychiatric care is to be integrated into the body
of general hospital medicine.' Elderly patients with organic
brain disease are to become the province of the geriatrician.2
Yet in the face of a general decline in the psychiatric in-
patient population the proportion of elderly admissions to
psychiatric hospitals is on the increase.3 Some geriatric
physicians have expressed concern at the increased burden
of psychiatric disorder that they already have to bear and
hope that the advent of the psychogeriatric unit may help
to reduce it.4
The collective views of psychiatrists working in psychi-

atric hospitals have recently been expressed in a report
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