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Tufo et al.8 concluded that low blood pressure during opera-
tion and prolonged time on the cardiopulmonary bypass
machine were both strongly correlated with brain damage and
delirium. Experiments with dogs have shown that the passage
ofblood through a bypass machine alters its physical properties
so that many microemboli are present, causing a fall in the
cerebral circulation and a persisting reduction in cerebral
oxygen usage.10 Microemboli must presumably be a major
cause of impairment of brain function after cardiac surgery, as
they are in the delirium of cerebral malaria.'1 Tufo et al.8
point out, however, that it is difficult thus to account for
localization of lesions found in fatal cases; there are small,
multiple brain lesions but the most common finding is anoxic
damage in the hippocampus.

Happily, the incidence of delirium after cardiac surgery is
diminishing, and this has been attributed to reduction in
bypass time and to improved provision of a calm, structured,
but less disturbing intensive care unit, allowing rest and peace
for the patient.'2 13 The delirium itself is now also being
managed better with phenothiazines-and by staff who under-
stand the special environmental and emotional needs of their
patients.'3
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Catheters and Incontinence
Control ofurinary incontinence presents a problem for medical
practitioners in most branches of practice. Thorough investiga-
tion will identify those patients whose symptoms may be
alleviated by surgery, physiotherapy, or chemotherapy, or by
a mechanical or electronic device. But there remain a substan-
tial number of patients with intractable incontinence for whom
urinary diversion is unacceptable or inappropriate but whose
symptoms are sufficiently severe to warrant such a drastic
measure. No suitable appliance has yet been designed which
adequately controls incontinence of this kind in women-
those, for instance, suffering from multiple sclerosis and elderly
bed-ridden or chair-bound patients. In this group the use of an
indwelling urethral catheter may prove to be of value.

Urethral catheters have some disadvantages. Urethritis is
almost inevitable,1 2 though the modern latex and Neoplex
catheters are far less irritant than the old rubber ones.1
Urinary infection is common, but it often started before the
catheter treatment in those patients who may have moderate
or large residual urines despite their incontinence.3 Closed
urinary drainage,4 5the maintenance of an adequate volume of
urine, bladder irrigation,6 meatal antiseptics and antibiotics,7 8
aseptic techniques, and systemic antibiotics2 all combine to
reduce the incidence and severity of urinary tract infection.
Changing the catheter every six weeks appears to prevent
encrustation with calcium phosphates. The one big drawback
which remains is that some urine may leak round the catheter,

and this cannot be prevented by inserting progressively larger
sizes of catheter. I

Urethral catheters used for the long-term control of incon-
tinence may offer several advantages. They are certainly
the only "appliance" which is at all satisfactory in women. By
preventing a patient lying in a wet bed or sitting in wet clothes
the incidence of bed-sores may be reduced, the problems of
nursing incontinent patients eased, and the patient's comfort
improved. If the correct length of catheter is attached to a leg
urinal, patients who are ambulant can be fully mobile.

Recent reports9 of the use of unsterile, intermittent self-
catheterization provide evidence that urinary infection is no
longer an obstacle to the control of incontinence by urethral
catheterization. The vogue for suprapubic cystostomy has
declined, since fewer problems are now associated with the
newer, more inert urethral catheters. No recent study of the
long-term use of indwelling urethral catheters has been pub-
lished, but the fact that urological wards are not full of patients
with the coniplications of such use is evidence that permanent
sequelae are uncommon. Until a satisfactory appliance is
developed for the control of intractable urinary incontinence
in women the use of an indwelling urethral catheter may
provide the only means of controlling a symptom which causes
much distress to patients and much hard work to people who
look after them.
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Shortage of Kidneys
Professor R. Y. Calne's announcement last week' that kidney
transplantation had ceased at Cambridge because of lack of
donor organs has drawn attention to the difficulties facing
transplant surgeons in Britain. At present almost all cadaver
kidneys come from victims of road accidents. The Department
of Health donor card scheme has not produced many organs,
and live donors are little used.2 At Cambridge the coroner
apparently takes the view that formal consent from the relatives
is needed before kidneys can be removed from someone killed
in an accident, and naturally enough the hospital staff have
been reluctant to seek a confrontation with him. By no means
all legal opinion agrees with the coroner's view, however; our
legal correspondent's interpretation3 of the Human Tissue
Act 1961-supported by cogent evidence-is that "if at the
end of the time available to the hospital the authorities have
performed their best efforts to get in touch with relatives and
have no reason to think there would be objections, then. . . they
ought to be protected under the act if they go ahead with the
removal of the organ."

This difference of opinion among lawyers is not the only
problem for transplant surgeons. There is now abundant
evidence of the benefit to patients of successful kidney trans-
plantation, but at least 3,000 kidneys are needed each year in
Britain if every patient who could be treated is to be offered
the chance. The figures from the National Organ Matching
Service in Bristol4 suggest that disappointing results of trans-
plantation may well be due to the poor quality of the kidneys
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