
Postgraduate education is also a large expense, especially as
paid study leave is not available and child care expenses may
also have to be met. Since April 1991 regional postgraduate
deans have been given funds for postgraduate medical
education for those on the scheme, and the amount allocated
to each doctor varies across the regions but is usually
inadequate to cover the required seven educational sessions.
Since the inception of the postgraduate education allowance
in 1990 for principals the cost of providing courses has risen
rapidly. The need for continuing postgraduate education for a
doctor on the retainer scheme is as great as that for any general
practitioner. A mechanism must exist whereby the cost
barrier can be overcome either by giving a free "pass" for

educational activities, increasing the amounts payable by the
postgraduate deans, or increasing the retainer fee.

Doctors whose domestic commitments make them tem-
porarily unable to devote themselves fully to their medical
careers need an effective and fair deal.
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Paget's disease ofbone

Advance and controversy

For a condition that affects 075 million people in Britain and
causes substantial disability in 5%/o of them Paget's disease of
bone has been sadly neglected."3 While it was regarded
by physicians as an orthopaedic problem, by orthopaedic
surgeons as an operative nuisance, and by general practi-
tioners as an untreatable bone disease of elderly people, this
neglect was understandable. Fortunately, over the past two
decades this has changed.
An important first step in this transformation was the

recognition of the astonishingly high turnover of Pagetic
bone, made possible by biochemical measurements of bone
resorption (by urinary hydroxyproline) and bone formation
(by alkaline phosphatase). This allowed the separate analysis
of the rapid but dissociated effects of anti-Pagetic drugs on
bone cell activity.

Calcitonin4 and the bisphosphonate etidronate5 were shown
swiftly to reduce osteoclast mediated bone resorption. The
effect of injected calcitonin was striking but temporary and
that of oral etidronate was more prolonged. Importantly, both
produced clinical as well as biochemical improvement. Bone
pain was relieved, the rate of resorption shown radiographic-
ally was slowed, and histologically assessed bone turnover
fell. Additionally and unexpectedly, progressive paraparesis
due to cord compression and leontiasis from maxillary Paget's
disease could be halted and possibly reversed.6'
With their selective and prolonged effects on bone resorp-

tion the new bisphosphonates produced by side chain substi-
tution, such as clodronate and pamidronate, have advantages
over calcitonin.8 As none of these new compounds are licensed
specifically for use in Paget's disease, treatment is restricted to
specialised centres. The ideal of permanently suppressing
Paget's disease with pamidronate or an equally powerful
bisphosphonate is now within our grasp.

If Paget's disease can be halted we should rethink its
nature. The condition is most frequently diagnosed in elderly
people but may begin in early adult life. Studies of whole
body isotope scans are compatible with a single, presumed
infective, agent spreading from a primary source through the
bloodstream to a variable number of skeletal sites.9 Local
extension by osteoclastic resorption at each site then occurs,
followed by an associated excessive formation of bone. As
Paget's disease rarely spreads from one bone to another
(except when the disease is very active or when joints have
been fused) and the number of affected bones does not
increase with age2 9 the initial dissemination of a putative agent
seems more likely to determine the bones involved than the
subsequent spread of such an agent.

Such a single episode model has many implications. It
beneficially extends interest in Paget's disease from old to
young people; it emphasises the possibility of prevention; and
it may eventually provide a rational explanation of its
geographical distribution. All this of course depends on
identifying the putative infective agent, and this is where
controversy begins.

Particles resembling viral nucleocapsids are undoubtedly
present in the nuclei and, less often, in the cytoplasm of
Pagetic osteoclasts, but are they specific and what do they
represent? As similar inclusions have been described in
osteopetrosis and in pyknodysostosis they are probably not
specific to the disease. Their identity as paramyxoviruses (a
family of RNA viruses) is based on electron microscopy,
immunofluorescence (for the putative viral protein), and
in situ hybridisation (for viral nucleic acid). Anatomically
the structures would fit for measles or respiratory syncitial
virus.

Immunofluorescence is positive for both in a proportion of
osteoclasts within Pagetic bone tissue (but Pagetic osteoclasts
are difficult to culture and do not contain virus like particles).
In situ hybridisation with probes specific for nucleic acid from
measles or respiratory syncitial virus may be positive-but in
osteoblasts as well as osteoclasts.'° Canine distemper virus has
recently been proposed as a cause of Paget's disease. Clinical
studies, subsequently contested, suggested that more people
with Paget's disease had kept dogs than those without," and
in situ hybridisation has detected nucleic acid from canine
distemper virus in bone cells of Pagetic patients.'2 The whole
virus story, however, remains wide open. Those working with
an established long term effect of measles virus, subacute
sclerosing panencephalitis, have advised caution.'3
For the clinician there are two simple messages. Firstly and

most importantly, Paget's disease is treatable, and patients
with symptoms should invariably have the opportunity of
specialist advice. Secondly, there are strong clues about its
cause. Even if these are wrong the neglect of Paget's disease
should now be a thing of the past. 14

ROGER SMITH
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Opting in or out oforgan donation

The donor card is not dead, but it could benefitfrom some intensive care

Since the beginnings of transplantation the subject of donors
and organ donation has aroused intense debate. Discussion
has been sharpened by a list in Britain of more than 4000
people awaiting kidney transplants and an annual kidney
transplant rate of less than half that. There is a much smaller
waiting list for heart or lung transplants, which under-
estimates the need because up to a quarter of those awaiting
thoracic organs die before transplantation.
The best method of obtaining consent for organ donation

remains controversial. Britain uses an opt in system with the
donor card and relatives' consent. Believing that this system is
outmoded and has failed to meet the demand for organs, some
people advocate changing to an opt out system, as currently
practised in Austria, Belgium, and France. In these countries
it is assumed that people want to donate their organs unless
they have registered a prior objection to donation. Within this
opt out framework the wishes of relatives of the deceased are
taken into account to varying degrees.
At a recent symposium organised by the Kidney Research

Unit Foundation of Wales, Professor Paul Michielsen of
Leuven and Professor Raimund Margreiter of Innsbruck
described how opting out worked in Belgium and Austria and
advocated that Britain should adopt this system, which has a
high level of acceptance in the countries that practise it.
According to recent figures from Euro Transplant, Austria
has achieved 53 and Belgium 40 donor kidneys per million
population using opt out (compared with 30 kidneys per
million population in Britain).

Last year, however, the Northern region in England had a
donor rate of 53 per million, which was the highest ever
achieved in Britain and equalled that in Austria, the most
successful country practising opt out. The fact that a high
donor rate is possible using opt in suggests that there is no
inherent defect in the system, only shortcomings in how it is
practised. If the donor rate in the Northern region was
equalled in the rest of Britain another 1000 kidneys would be
available each year for transplantation.

Recent British surveys of public attitudes towards legis-
lation on opting out have shown gradually increasing support:
this year's survey by the British Kidney Patient Association
found 61% of the population in favour.' This result differs
from that found by the Department of Health-that just
under half the population favoured opting out.2 Of the 540/o
opposed to it, more than half were "very much opposed." A
poll of transplant coordinators in Britain, conducted by the
United Kingdom Transplant Coordinators Association earlier
this year, found that only five were in favour of opting
out, with 34 opposed, many of whom were "very opposed."
(A Crombie, personal communication). Many members of
the Intensive Care Society, who care for most donors,
strongly oppose opting out. A poll of transplant doctors
who are members of the British Transplantation Society
found that 40%/ have a clear preference for opting out, 31%
have a clear preference for opting in, and 29% would work

with either system (D Briggs, personal communication).
These findings suggest only muted enthusiasm among

transplanters themselves for opting out, and no great mandate
exists among the members of the relevant organisation to
press for change. Nor is there a considerable majority in
favour of opting out within the general public. The key people
to make any system of organ donation work-that is, the
transplant coordinators and intensive care specialists-are
mostly strongly opposed to opt out, which would therefore
make it totally unworkable.
How then can opt in be made to work better and reduce the

shortfall between supply and demand for lifesaving organs?
We need to eliminate the 6% of families of potential donors
who are never asked for consent3 and to reduce the 30%/o
refusal rate by families who are asked about organ donation.4
We need to look at the possibility of retrieving kidneys from
victims of road accidents who sustain cardiac arrest after
arrival in hospital. The kidneys of these patients can be cooled
by whole body perfusion after cardiac death while consent for
organ donation is requested. We need to pursue the possi-
bility of elective ventilation in suitable patients for the
purposes only of organ donation.
Above all, we should seek to record within the hospital case

notes the patient's wishes regarding organ donation. There is
a huge popular mandate for this, with a recent survey showing
86% of the general public in favour. Fears that requests for
such information would cause mass panic among the British
public therefore seem unfounded.
For opt in to work, an individual's wishes regarding organ

donation need to be known before death and should be readily
accessible to the medical staff. As all suitable donors die in
hospital where better can this information be recorded than in
the hospital case notes? Most people attend hospital with
minor ailments at some time before their final admission.
Would it not therefore be better to record in the notes that
willingness to donate organs along with other personal
details? This would be more effective than recording patients'
wishes in regional or national computerised registers, which
so far have a dismal track record. In these ways opting in can
be made efficient and organ donation rates can be substan-
tially improved.
Now does not seem the time to change the law to opting

out for organ donation. The kidney donor card is not dead
but may require intensive care to restore it to more robust
health.
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