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® In an experimental regional trauma system in the North West
Midlands region the trauma centre was provided with 24 hour
cover by consultants in accident and emergency and additional
resources for intensive care

® We assessed the effect of the regional trauma system on the survival
of patients with major trauma

® There was little evidence of the development of an integrated
trauma system, and the proportion of patients taken directly to the
trauma centre increased only for those with multiple injuries

® There was no reliable or consistent evidence that these
developments improved patients’ chance of survival from major
trauma in the region

® Possible benefits from regionalising trauma care in shire areas of
England are probably modest compared with claims from the
United States
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Effect of a strict HLA matching policy on distribution of
cadaveric kidney transplants to Indo-Asian and white
European recipients: regional study

R M Higgins, N West, M E Edmunds, D C Dukes, H Kashi, A Jurewicz, F T Lam

Dialysis and The matching of donor and recipient for HLA type is
%ansP}m{ onits, an important factor in determining the survival of kid-
alsgrave Hospital, . . . R N

Coventry ney grafts.’ Our unit participates in national and
CV22DX regional organ sharing schemes and allocates locally
R M Higgins, donated kidneys according to HLA matching. Conse-
consultant physician

N West, qt%ently only 2% of our transplants 'have had two
transplant mismatches for HLA-DR. This policy could put
coordinator patients whose HLA types differ from those in the
continued over donor population at a disadvantage.’

In this study we measured the rates of end stage
renal failure, kidney donation from cadavers, and
kidney transplantation in the white European
and Indo-Asian populations of Coventry and
Warwickshire.

BM]J 1997;315:1354-5
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Patients, methods, and results

Data on the adult population in Coventry and
Warwickshire were obtained from the 1991 national
census. Patient records from 1988 to 1995 inclusive
were examined to determine the patient’s place of resi-
dence. The ethnic group of patients was identified by
surname and by the ethnic group declared at the time
of registration at the hospital. We included only
Indo-Asian and white European patients in the study.
The definition of beneficial HLA matching was that
used by the United Kingdom Transplant Support
Service Authority. Statistical analysis was by the x* test
and Student’s t-test as appropriate.
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Dialysis and transplantation in white European and Indo-Asian
patients in Coventry and Warwickshire, 1988-1995. Values are
proportions (percentages) of patients unless otherwise indicated

European Indo-Asian
(n=597 046)* (n=26 869)* P value
Receiving dialysis
No of patients 395 4l
Ratet 82.6 330.3 <0.001
On waiting list for transplant
Receiving dialysis 254/395 (64) 51/71 (72) NS
Mean (SD) age (years) 48.2 (14.4) 47.5 (14.2) NS
No (%) male 148 (58) 31 (61) NS
Ratet 53.1 237.2 <0.001
Transplantation
Recipients:
On waiting list 176/254 (69) 21/51 (41) <0.025
Beneficial HLA match 39/176 (22) 3/21 (14) NS
Ratet 36.8 97.6 <0.001
Donor kidneys:
No of kidneys 192 2
Ratet 40.1 9.3 <0.025
Outcome:
Graft survival (years):
1 122/157 (78) 16/19 (84) NS
3 99/138 (72) 11/15 (73) NS
Patient survival (years):
1 144/157 (92) 18/19 (95) NS
3 120/138 (87) 13/15 (87) NS
Transplant survival (years):
1 127/144 (88) 17/18 (94) NS
3 102/120 (85) 11/13 (85) NS

*Adult population of Coventry and Warwickshire.
1Per million population per year.

No difference was seen between the proportions or
ages of white European and Indo-Asian patients
receiving dialysis who were placed on a waiting list for
transplant surgery (table). Thirty three per cent (17/51)
of Indo-Asian patients and 19% (48/254) of white
European patients remained on waiting lists for more
than 2 years without receiving a transplant (P <0.025).
The rate of organ donation was considerably lower in
the Indo-Asian population than in the white European
population: 40.1 kidneys donated per million popula-
tion per year among white Europeans compared with
9.3 among Indo-Asians.

As expected, the Indo-Asian patients had a
different distribution of blood groups—a higher
frequency of groups B and AB and a lower frequency
of group A. The proportion of Indo-Asian patients in
each blood group who received transplants was lower

than the proportion of white Europeans; this MEEdmunds,
difference was most obvious for blood group O, in g"g"g“:tl? fysician
which 63 out of 117 (54‘@ white Europeans received cm.sullZn?;hy.vician
transplants compared with 2 out of 14 (14%) g Kashi,

Indo-Asian patients.

consultant surgeon

A Jurewicz,
consultant surgeon

Comment

FT Lam,

consultant surgeon

Our results confirm that proportionately more Indo-
Asian patients than white European patients both start
dialysis and wait for a kidney transplant.” Our policy for
the distribution of grafts resulted in similar proportions
in each ethnic group receiving grafts beneficially
matched for HLA: 22% of white Europeans and 14% of
Indo-Asians. Therefore, our results do not seem to be
caused by bias in the selection of patients for transplan-
tation or in the distribution of grafts.

We believe that Indo-Asian patients should not be
denied access to renal transplantation because there is
a low rate of organ donation from their ethnic group.
The factors that may account for the low rate of dona-
tion among Indo-Asian patients include the age distri-
bution of the Indo-Asian population, the low number
of Indo-Asians admitted to intensive care units, and
religious views about organ donations from cadavers.

So long as organs for transplantation are scarce, a
strong argument can be made for the allocation of kid-
neys solely to achieve the best possible graft survival;
this is the current policy used by the United Kingdom
Transplant Support Services Authority. This is also the
policy that we have used previously.

Since June 1996, after the end of our study, we have
altered our policy for the allocation of kidneys: regard-
less of ethnic origin all patients who have been on the
waiting list for more than 2 years may be offered a
kidney on the basis of a HLA-DRO or HLA-DR1 match
whatever the HLA class 1 matching (as long as the
HLA-A2 and the HLLA-B5 group are not mismatched).
In this way we hope to improve access to transplanta-
tion while maintaining some advantage from HLA
matching.
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A memorable patient
Trip from Africa

As a medical resident my chief always drummed into me that
patients do not just trip and fall downstairs; the “trip” is often
triggered by an underlying condition or event such as a fainting
spell or gait disturbance. Years later, during a period of pathology
training, this dictum acquired special significance.

A middle aged man, in previous good health, was brought to
the emergency department with a history of having tripped on
the stairs and knocked himself unconscious. He was examined,
found to be essentially in good health, had an x ray examination
to rule out a skull fracture, and was discharged home. The
following day, he was readmitted in a coma and died within

hours. A more detailed history revealed that he had worked in
Africa and recently returned from there. A blood film was loaded
with malarial parasites literally from head to toe. A necropsy
identified the cause of death as cerebral malaria.

R M Bannatyne, microbiologist, Riyadh, Saudi Arabia

We welcome articles of up to 600 words on topics such as A
memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied
on a disk.
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