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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.
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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.
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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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