
reducing demands on local staff. This also helps
to foster good relationships and encourage future
referrals. Additional coordinators are needed in some
regions to provide a more comprehensive service to
donor hospitals. The cost involved should be amply
repaid by an increase in referrals.

Role ofdonor hospitals-Among transplant teams it is
well known that some hospitals are very good at
referring organ donors, whereas others provide almost
none. This partly reflects the efforts of the regional
transplant coordinators to develop close working rela-
tionships with the medical and intensive care unit staff,
but it also reflects the efforts of particular individuals
within the hospitals. There is at present no system to
deal specifically with organ donation within many
peripheral hospitals and this is a powerful disincentive.
There is an argument for encouraging every district

general hospital to appoint an existing member of staff
as a part time "donor monitor." Anaesthetists are
well suited to this role because of their training in
supportive care and because they are not normally
directly responsible for the care of cerebrally injured
patients. Donor monitors would develop a specific
interest in organ donation within their own hospitals
and form working relationships with the regional
transplant team. On those occasions when the donor
monitor is not available to manage a particular donor
the medical and intensive care unit staff would com-
municate directly with the regional coordinator.
The donor monitor could also be responsible for

maintaining an audit of potential donors and for
organising staff education in such matters as the
diagnosis of brain death, counselling of relatives, and
donor management.

Conclusion
I hope this article may stimulate thought on the

problems of identifying and referring organ donors in
peripheral hospitals. Only in this way can we achieve
the aims of maximising the number of brain dead
patients who become organ donors, and the number of
organs which can be successfully harvested from each
donor.

A more formal approach to organ donation is
needed, to eliminate local idiosyncrasies and to opti-
mise the use of what will always be a scarce and
valuable resource. There is evidence that this will
increase donor referral significantly.9 The identifica-
tion of potential organ donors and their subsequent
referral should be regarded as a duty, not an option.

The following people gave valuable advice: Mr R M R
Taylor, director of transplantation, Royal Victoria Infirmary,
Newcastle upon Tyne; and Mrs P E Buckley, transplant
coordinator, Northern region.
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Correction

ABC of Major Trauma
Initial assessment and management-II: secondary survey
A printer's error occurred in this article by Mr Peter Driscoll and
Mr David Skinner (19 May, p 1329). In the box listing indications
of positive diagnostic peritoneal lavage (p 1332) the second
indication in the list is > 500 white blood cells/mm3 and not > 5000
as published.

ANY QUESTIONS
What is the best method of sterilising.water when trekking in India and Nepal?
Is there any evidence that sterilising tablets or iodine solution are effective? As
water boils at less than 100°C at high altitude does this reduce the sterilising
effect ofboiling and ifso is it worth adding salt or sugar to raise the boiling point?

At sea level boiling water for five minutes is an effective way of producing
drinkable water, but by 6000 m the boiling point has fallen to 8 10C. At this
temperature increased boiling time will still ensure the elimination of
pathogens, though times are arbitrary-for example, 10 minutes plus one
minute for every 300 m above sea level. Adding sufficient solute will render
the water unsuitable for most purposes. Sea water boils at only 4°C above
pure water. Time, convenience, and the serious ecological impact of
deforestation in Nepal all make boiling water unsuitable. Use of a pressure
cooker is a partial solution (1 kg/cm2 is equal to one atmosphere).

Halogens are effective and convenient sterilising agents, though they
seem to lose efficacy at low temperatures,' but the water should be
reasonably free of organic debris, which may reduce the agent's efficacy.
Iodine is probably more active, especially against amoebic cysts, and may
be more palatable.' Iodine tablets are available but 2% tincture of iodine is
a good alternative and less prone to decay during storage; 0 4 ml/litre water
for 30 minutes is effective. An alternative is saturated iodine solution,
which is safe, long lasting, and convenient. -P H M McWHINNEY, medical
registrar, Glasgow
1 Jarroll EL, Bingham AK, Meyer EA. Giardia cvst destruction: effectiveness of six small quantity

water disinfection methods. Am3' Trop AledHlvg 1980;29:8-1l1.
2 Wilkerson A, ed. Preventive measures. In: Medicine for mouintaineering. Seattle: The

Mountaineers, 1985:79-92.
3 Khan FH, Visscher BR. Water disinfection in the wilderness: a simple, effective method of

iodination. West_JAfled 1975;122:450-3.

Are the risks of radioisotope scintigraphic scanning greater than the risks of
anticoagulation in an elderly person with a clinical diagnosis of pulmonary
embolism, and what are the current methods of establishing the diagnosis
non-invasively iffeasible in these patients?

Several factors determine the optimal risk management of affected
patients. Firstly, is the likelihood of the diagnosis. Thromboembolism is a
systemic disease and some objective evaluation of the presence of
peripheral thrombosis should form part of the clinical diagnosis. This may
include non-invasive radionuclide phlebography. Secondly, the accuracy
of ventilation-perfusion scans alone in diagnosis has been questioned.' 2

Only 65% of high probability scans have been found to be positive at
angiography.2 This latter invasive procedure remains the definitive tool for
diagnosis with a mortality in experienced centres of 0 3%.' Thirdly,
there are obvious unacceptable risks associated with anticoagulation,
particularly in those patients prone to gastrointestinal bleeding, subject
to repeated falls, and liable not to comply with oral treatment (these last
two are common problems in the elderly). Readily available non-invasive
methods of establishing the diagnosis also include chest radiography and
electrocardiography, but these are neither sufficiently sensitive nor
specific. Other non-invasive techniques include real time femoral vein
compression ultrasonography, detection of deep venous thrombosis with
radiolabelled antibodies, and magnetic resonance imaging. -BRIAN
LIVESLEY, professor, the care ofthe elderly (geriatrics), London

1 McBride K, Wavne W, La Morte WW, Menzoian JO. Can ventilation-perfusion scans accurately
diagnose acute pulmonary embolism? Arch Surg 1986;121:754-7.

2 Caracci BF, Rumbolo PM, Mainini S, Walker HS, Peterson GJ. How accurate are ventilatioll-
perfusion scans for pulmonary embolism? Amj7 Surg 1988 ;156:477-80.

3 Benlotti JR. IPtilmotiarN angiographv in the diagnosis of pulmonary embolism. Herz 1989;14:
115-25.
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