It is often junior doctors who decide, possibly without
consciously recognising that they have thereby pre-empted
organ donation. Moreover, even when a patient suitable for
organ donation dies in an intensive care unit, in nearly one
third of cases family representatives are unfortunately not
able to agree that the person who has died had expressed no
objection to organ retrieval after his or her death.’ Thus
kidneys that could have given new life to others are lost with
these patients.

Public opinion is strongly in favour of organ donation. A
majority would approve of a change in legislation to allow
organs to be removed after death unless the patient had
registered an objection beforehand. In one recent survey 28%
of a random sample carried a kidney donor card saying, “I
would like to help someone to live after my death.” (E Ward
for the British Kidney Patient Association, 1993). How many
of them realise that death must occur in an intensive care unit
for their wishes to be fulfilled? Unless, that is, the removal of
organs from non-heart beating donors can be shown to be
both practical and worth while.

Two papers in this week’s BMY address the issues sur-
rounding non-heart beating donors.** A group in Leicester
used in situ perfusion to reduce damage to the organs while
preparations, including obtaining permission for removal,
were made (p 575).* A group from King’s College Hospital
removed the kidneys as soon after death as possible, having
obtained prior permission in two thirds of cases from families
and even from the donors themselves, who were dying of
cerebral tumours in a hospice.’ Death in these cases may be
gradual, resulting in damage to the organs, and the moment of
asystole is not always detected precisely. In both hospitals the
pressure on intensive care beds usually precluded elective
ventilation solely for the purpose of organ retrieval.® The
authors in Leicester were particularly careful to obtain ethical
approval, and publicised their protocol in the local press. No
objections were raised.

Varty et al report that some kidneys were lost because
of difficulties in placing the double balloon triple lumen
catheters, and the number of authors of the paper suggests
that the in vivo cooling technique used demanded a high level
of input from skilled surgeons.* Phillips ez al compared
the results of using non-heart beating donors with those of
using conventional heart beating donors and report a higher
mortality and lower graft survival with non-heart beating
donors.* As Varty et al also found, primary non-function was
the rule, and oliguria could be prolonged even in grafts that
eventually functioned satisfactorily.

The implantation of non-viable kidneys not only results in
graft nephrectomy but also risks sensitising patients to future
grafts. We need a rapidly performed test, perhaps histo-
chemical, to prove tissue viability so as to avoid implanting
kidneys that are never going to work. These and other
published results make it mandatory to obtain informed
consent from patients waiting for a renal transplant who are
to be included in a programme using non-heart beating
donors.

At a recent combined meeting of the Dutch and British
transplantation societies the question of non-heart beating
donors was formally debated, and a clear majority supported
the belief that “non-beating heart donors make an important
contribution to kidney organ donation.” Another paper
presented at the same meeting, however, suggested that there
was still a large stock of potentially usable kidneys from
donors whose hearts were still beating. The authors audited
clinical decisions taken in the case of 163 potential donors out
of 5200 deaths in 1992 in five hospitals in north west
England (J Connolly et al, Joint Meeting of British and
Dutch Transplantation Societies, London, 1993). Only three
quarters of the potential donors were being ventilated at the
time of death, the most common reason for non-ventilation
being a poor prognosis; among those ventilated an inquiry
about donation was recorded in only 64%. The authors
concluded that this large group of potentially usable kidneys
was not used because of the failure of medical staff to
identify potential donors and to facilitate organ donation. The
question was “Are we educating the right people?”
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Homosexuality and mental health services

Homosexuals shouldn’t have to suffer their doctors’ prejudice

By inviting us to “identify the particular needs of lesbians and
gay men” the Health of the Nation Key Areas Handbook on
Mental Illness touches on complex issues.! For ours is a deeply
homophobic society: gay men and lesbian women face
prejudice at home, school, work and even in death.** They are
assaulted by their families? and by strangers.® The dis-
crimination is pervasive: some is derived from statute law,
black youngsters chant death threats at gay men in mimicry of
a popular song,” and in BMA News Review distributed to all
general practitioners and BMA members, a doctor recently
wrote: “Only a society flirting with self-destruction encourages
such perversity and ruination. Under no circumstances ought
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homosexuality be regarded as anything other than a destructive
habit system.”® Similar prejudices were voiced by opponents
of this week’s parliamentary amendment to lower the age of
consent for homosexual men.

Although intuitively one might expect such prejudice to
have an adverse impact on the mental heaith of lesbians and
gay men, this has proved hard to show.” Historically,
medicine and psychiatry defined homosexuality as a disease or
homosexuals as disturbed. But rigorous research has failed to
differentiate homosexual and heterosexual populations on the
basis of personality or psychopathology.® Ask not why
homosexuals are unstable, but why they are not.
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Most recent research into psychological distress in homo-
sexuals has been performed in the context of HIV and AIDS.
Important though this is, it fails to address the emotional
needs of the gay community in general and of lesbian women
in particular. What these studies have shown, however, is that
distress may be mediated by such factors as life events,! social
support,'? and self esteem.!? These are mainstream concepts
in models describing the social origin of mood disorders.
Additional evidence exists, however, that prejudice and
stigmatisation amplify the effects of adverse events.!

But what if professions delivering health care prove to be
homophobic? In a survey of attitudes in 1989 about one third
of general practitioners felt uncomfortable with male homo-
sexuals, considered them a danger to children, and thought
that they should not be employed in schools. One in nine
believed that homosexuality was an illness.”* In a Canadian
study in 1991, one quarter of respondents from a psychiatric
faculty identified themselves as prejudiced against homo-
sexuals.’” Last year a British survey reported that only one in
two clinical medical students thought that homosexual
activity could form part of an acceptable lifestyle.’* Gay men
and lesbian women may commonly feel that they have dealt
with a prejudiced health professional; one in four respondents
to an American survey in 1980 believed this."”

The perception of prejudice, of course, is not proof of its
existence. But, as shown elsewhere in this issue by Lynn Rose
(p 586), the two tend to coexist, and each is disabling. Rose’s
study of homophobia among doctors is welcome and begs the
question of how a profession that fails to care for its peers can
care for its clients.

A change in attitudes and practice is overdue. Firstly,
the needs of lesbians and gay men should be explored
within undergraduate and postgraduate medical education.
Models for medical undergraduates and mental health
professionals ¥ already exist, and evidence suggests that
specific training is worthwhile.?*

Secondly, points of contact should be established between
service providers and the gay community, using existing
resources within community mental health services and
primary care. Gay or lesbian staff may or may not want to take
on specific responsibilities. The costs of providing a poster,
leaflet, or list of local groups are minimal. Thirdly, the

government must review its own agenda in the light of the
recent Department of Health booklet identifying sexual
orientation as a risk factor for suicide in adolescents.?

Finally, the Royal College of Psychiatrists needs to
formulate a substantive response to the 1993 position state-
ment on homosexuality issued by the American Psychiatric
Association: “Whereas homosexuality per se implies no
impairment in judgment, stability, reliability, or general
social or vocational capabilities, the APA calls on all inter-
national health organizations, psychiatric organizations, and
individual psychiatrists in other countries, to do all that is
possible to decrease the stigma related to homosexuality

wherever and whenever it may occur.”?
PETER McCOLL
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Is their problems and adap

Cutaneous T cell lymphomas

Well designed randomised trials of both topical and systemic treatments are needed

Mycosis fungoides and the Sézary syndrome, together known
as the cutaneous T cell lymphomas,'? are low grade non-
Hodgkin’s lymphomas with a mature helper T cell phenotype
and monoclonal rearrangements of the T cell receptor genes.
They should not be confused with intermediate and high
grade non-Hodgkin’s lymphomas of T cell origin affecting the
skin—which, confusingly, are also sometimes referred to as
cutaneous T cell lymphomas. In the United States there are
between 500 and 1000 new cases a year—compared with
49000 new cases of non-Hodgkin’s lymphoma®*—and their
incidence is increasing.

The aetiology of mycosis fungoides and the Sézary syn-
drome is unknown, though several putative retroviruses and
environmental factors have been implicated.! 2 There are also
many difficulties in determining treatment because many
reviews of published studies do not use a standard staging
classification, although a TNM and blood based staging
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system has been widely adopted in recent years*; many studies
do not use standard response criteria and have too few patients
to draw meaningful conclusions; and there are few randomised
studies comparing different approaches to treatment.

Nearly all patients have symptoms from their skin lesions,
which may itch and cause pain, infection, bleeding, or
disfigurement. Topical treatments, both chemotherapy and
radiotherapy, are therefore the mainstay of treatment.

Radiotherapy was shown to clear the cutaneous lesions in
the early 1900s, and it is still useful palliation for advanced
tumours and ulcers. Electron beam therapy proved a real
advance and could be used to treat the entire skin surface. In
a large series from Stanford University in the 1970s total skin
electron beam therapy led to complete resolution of all skin
lesions in 84% of patients.” Most of these patients who
responded relapsed over the ensuing three years, but a fifth
remained free of lesions for five to 10 years or more. The
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