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basic pay of N.H.S. consultants. This excellent example of
British compromise has undoubtedly kept many consultants
in the Service and helped to maintain the high standards of
specialist skills available to it.
There are other arguments in favour of keeping private

practice in the N.H.S.3 with which doctors are familiar and
which the B.M.A. will be explaining to the public. But there
is one very practical question for Mrs. Castle: Is she entitled to
announce the phase out of N.H.S. private beds without
legislation? No Bill was fore-shadowed in the Queen's
speech, but perhaps the Department of Health's legal advisers
have told her she can. Earlier this year our legal correspondent
argued cogently, citing some impressive legal precedents, that
she could not.7

Mrs. Castle may reasonably maintain that it has long been
the Labour Party's policy to remove private beds from the
N.H.S. What doctors will find revealing, however, is that
the announcement was made peremptorily just after the
profession had put a reasoned case to the Prime Minister for
improving the Health Service. The conclusion can only be that
private beds are being used as a political smokescreen to hide
the Government's refusal to face the realities of the N.H.S.'s
current financial crisis.
I British Medical,Journal, 1974, 2, 513.
2 British Medical Journal, 1974, 3, 128.
3 British Medical Journal, 1974, 3, 71.
4British Medical Journal, 1965, 2, 669.
SBritish Medical J'ournal, 1970, 2, 615.
6 British Medical Journal, 1974, 4, 57.
British Medical Journal, 1974, 3, 183.

Harsh Choices
Few experiences can cause more frustration in a research
team than seeing its discoveries underused for lack of money;
yet this is more and more often the pattern in the N.H.S.
In recent years most new advances have been funded from
"development money"-about 2-5% of the budget in an
average university medical school. Suddenly this year develop-
ment money has disappeared and new procedures have been
able to be introduced only when the cost could be saved by
cancelling something else. This situation was discussed at
length in the second session of the B.M.J. conference on new
alternatives for the N.H.S. (see p. 327). As was the case in
the earlier sessions' no instant answers emerged; but a future
pattern did become discernible.

Until recently whether or not a medical advance became
widely used depended to a large extent on chance. Did the
research team include someone with skills in manipulating
committees-and the press and television? Was there a vocal
pressure group interested in the project? That could be
crucial-cervical cytology (for which the case is still far from
proved) came in on a wave of emotion generated by just
such a small but articulate group; pertussis vaccine may be
on the way out for the same reason; while so far the Depart-
ment of Health has resisted demands for more investment in
screening clinics for breast cancer. Despite their scientific
background, many clinicians are attracted to new techniques
by their appeal to irrational emotions-a recent example
being automated coronary care units, which mushroomed
through the country before anyone really knew which pieces
of equipment were valuable and which were no more than
interesting gadgets. If the N.H.S. is to continue to afford
clinical advances they must first be carefully and objectively
evaluated. Some resources could be found for innovations if

existing practice were examined equally ruthlessly. How much
deadwood is there in the routine clinical practice of an average
district or teaching hospital ? How much could be discarded
if really critically examined?
Even so, cutting out the deadwood will not be enough.

Earlier this year Dr. Rosemary Biggs complained2 that
haemophiliac children who could be restored to near normality
by regular treatment with factor VIII were not getting it-
because the N.H.S. could not find the £2 million a year
needed. In the foreseeable future no region will be able to
find the money to treat all its haemophiliac children and all its
patients needing renal transplants and all its potential recipients
of aorto-coronary bypass grafts and provide adequate geriatric
and mental handicap services. Even Government-backed
projects are suffering in the current financial climate-the
regional oncology centres set up by the Department of Health
on the advice of the Standing Medical Advisory Committee
have not been given the financial support they were promised.3

Throughout the country unpleasant choices will have to be
made and they will probably be more acceptable if the
decisions are taken at a local level rather than by some anony-
mous figure in London. Just as we suggested last week that
if more financial autonomy were given to N.H.S. areas and
districts this might encourage Health Service personnel to try
to save some money, so might the most effective rationing of
clinical services be done at a local level, where community
health councils might have a role. The choice between trans-
planting kidneys and the care ofmentally handicapped children
is invidious: so the community should have a voice in it and
take some of the responsibility for the decision.

Rationing has to be fair if it is to be acceptable, and there
is a real dilemma in apportioning resources betweenthe teaching
centres and the rest of the country. Academic medicine takes
little notice of geographical frontiers, and if the quality of
our universities and research centres declines then ambitious
young graduates will emigrate-as they are already doing.
Unfortunately the economic ice age has arrived so suddenly
that it has frozen the system into a distorted pattern, far too
heavily weighted to London and the south-east. The uneven
distribution of resources is also apparent between specialties,
so that some, such as kidney disease and endocrinology, have
done much better than others, such as psychiatry andgeriatrics.
The best of the established units can probably survive by
getting much of their finance from industry and charitable
trusts (despite the current economic blight) and attracting
overseas fellows on salaries from their own universities, but
there are likely to be serious shortages in many medical schools.
One way to reduce the resentment felt by the hard-worked

district hospitals at the apparent conspicuous consumption of
the teaching units is to give these district hospitals a bigger
role in the teaching of clinical students and in the vocational
training of graduates. A change in this direction could
lead to a more even distribution of British graduates among
the peripheral hospitals: at present most regions have hospitals
which are almost completely staffed by junior doctors from
overseas. However there was no support at the conference
for any attempt to divide medical schools into a first and second
division, with a few concentrating on academic excellence
and the others acting as production lines for new doctors.

This picture of chronic economic difficulties forcing services
to be restricted is depressing, but there are ways in which the
situation could be changed by shifts in emphasis. Firstly,
effective preventive medicine should surely be given far greater
priority by the Department of Health and the Government.
Primary prevention-the identification of and removal of
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environmental causes of disease-could be given an enormous
boost by a commitment by the Government to attack smoking.
This has been started in Sweden, where the real price of
tobacco is to be raised 10% per annum until the cost of 20
cigarettes is £4 at 1974 prices.4 Another real opportunity was
missed when the speed limit for motor vehicles was restored to
its earlier level at the end of the scare about petrol rationing.
Deaths and injuries in motor accidents are the leading health
hazard for young adults in Western Europe. Secondary pre-
vention is in some ways more difficult, since at the moment
medical science is better at presymptomatic diagnosis of
diseases such as diabetes or glaucoma than presymptomatic
treatment. However, this is surely the direction in which re-
search should be moving. The second big change could be a
switch from hospital-based medicine to community care-and
that was the subject of the third session of the conference,
to be published next week.

1 British Medical,Journal, 1974, 4, 247.
2 Biggs, R., Lancet, 1974, 1, 1339.
3Smithers, D., The Times, 25 October 1974.
4 The Times, 17 October 1974.

Splenectomy and Renal
Transplantation
Conclusions drawn from animal experiments and projected to
the human situation are notoriously misleading. Nevertheless,
early in the development of renal transplantation it seemed
logical from observations in the laboratory to destroy or reduce
the total mass of lymphoid tissue in the body in an attempt to
diminish the force of the immunobiological response to foreign
antigens. Whole body radiation was first used to achieve this
end, and though it was remarkably successful in reducing the
risk of rejection of a transplanted kidney it was found to have
too many disadvantages.
The amount of lymphoid tissue in the body can be reduced

by surgery, and thymectomy or splenectomy or both have been
employed. In young patients thymectomy reduces the immuno-
logical response, but in adults the thymus consists mostly of
fibrous tissue and fat, and thymectomy has no immunological
advantage in human renal transplantation and has been
abandoned.'

Patients with chronic renal failure being treated by dialysis
often develop splenomegaly, the cause of which is not entirely
clear-it is not related to hypersplenism, which occurs in about
10% ofthese cases. Many British centres and others throughout
the world adopted a policy of splenectomy before renal
transplantation in the belief that removal of a large number of
lymphocytes would reduce the immunological response to the
transplanted kidney. But Starzl,' Hume,2 Veith, Luck and
Murray,3 and Bennett et al.,4 all failed to show any significant
difference in the outcome of renal transplantation between
patients who had and those who had not had splenectomy.
This view appeared to be confirmed by Opelz and Terasaki,5
who analysed results from 51 transplant centres. They
reported on 522 patients who underwent splenectomy and 1,131
who did not and were unable to show any beneficial effect of
this procedure. Most centres, therefore, have now abandoned
this operation, which is not without complications especially
in patients suffering from uraemia.
The controversy has been reopened recently by the publi-

cation ofa study of94 patients by Kauffman and his colleagues.6

These patients were divided into three groups for evaluation;
those undergoing pretransplant splenectomy, those who did
not have splenectomy at all, and those whose spleens were
removed after their transplants. Rejection was defined as total
loss of graft function from obvious immunological causes, and
rejection episodes without loss of function were not counted.
Three out of 40 kidneys were rejected in this first group-
significantly better results than those in the group who did not
have splenectomy, where six kidneys out of 31 were rejected,
and in those whose splenectomy was done after transplantation,
of whom 11 out of 23 rejected their grafts totally.
Among the variables to be considered in drawing conclusions

from this work are the tendency for better risk patients to have
splenectomy performed before the renal transplant, while poor
risk patients were not subjected to it; and the high proportion
of transplants from living donors in the splenectomy group,
who inevitably had better histocompatibility matching than
those given cadaveric kidneys. However, while there is no
proof that splenectomy is of benefit for immunological
reasons, it is possible that the increased numbers of circulating
white cells after splenectomy allows the recipient to tolerate
higher doses of the immunosuppressive drug azathioprine
without developing dangerous leucopenia.
When patients on dialysis showevidenceofhypersplenismwith

persistent leucopenia and a white cell count below 5,000/mm3
splenectomy is usually a valuable procedure in correcting it.
After transplantation some patients who have shown no
previous evidence of hypersplenism rapidly develop severe
leucopenia a few days after starting immunosuppressive
therapy, which may then have to be stopped. Steroid therapy
does not modify this response. When this dangerous situation
arises urgent splenectomy may rapidly correct the leucopenia
and routine azathioprine dosage can be restarted and if
necessary even increased without further leucopenia occurring.
Indeed any benefit that splenectomy may have for transplant
patients may be due to its effect in reducing the risk of over-
reaction to immunosuppressive drugs.

Starzl, T. E., Experience in Renal Transplantation. Philadelphia, Saunders,
1964.

2 Hume, D. M., in Human Transplantation, ed. F. T. Rapaport, and J.
Dausset, New York, Grune and Stratton, 1968.

3 Veith, F. J., Luck, R. J., and Murray, J. E., Surgery, Gynecology and
Obstetrics, 1965, 121, 229.

4 Bennett, W. M., Boileau, M., and Barry, J. M., Urology, 1973, 2, 542.
5 Opelz, G., and Terasaki, P. I., Transplantation, 1973, 15, 605.
6 Kauffman, H. M., et at., Surgery, Gynecology, and Obstetrics, 1974, 193, 33.

Who Needs Potassium?
A one-day symposium on potassium metabolism in health and
disease was held earlier this year at the Royal College of
Physicians and Surgeons of Glasgow, and abstracts of the
papers and of the discussion have recently been published in
the Scottish Medical Journal.' They make interesting reading.
Alterations in potassium metabolism are of major importance
because of the critical role played by potassium in cellular
function. Since virtually all of the potassium in the body is
intracellular, and therefore not readily accessible for measure-
ment, it is from alterations in the plasma potassium, which
forms less than 1% of the total body potassium, that we are
usually alerted to potassium abnormalities.
The finding of hyperkalaemia (in a blood sample recently

withdrawn and free from haemolysis) is most likely to be seen
in acute renal failure, the terminal stages of chronic renal
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