50 years of dialysis in the UK :a clinical and historical perspective
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Exactly when dialysis “began” in the UK is a matter of definition. Haemodialysis had been employed briefly for the treatment of acute renal failure very early in its history by Eric Bywaters and Jo Joekes at the Hammersmith hospital and Michael Darmady in Portsmouth during1947-48, and peritoneal dialysis was used by the urologist Ronnie Reid in Bristol in 1946. However the results did not seem remarkably different from those obtained by conservative regimes, and the then widespread scepticism of dialysis was particularly strong in the UK. Thus dialysis was abandoned until 50 years ago in 1956, when Frank Parsons returned to the Urology department in Leeds from a spell in Boston with John Merrill, and re-started its use. Scepticism remained widespread, but its success with surgical and traumatic cases led rapidly to other units being founded, such as the in the urology department at the Hammersmith (Shackman), the RAF at Halton (Jackson), and Edinburgh (Robson) all of which began dialysis the following year, rapidly followed by Belfast (McGeown) and Newcastle as Dr Hoenich describes, then a number of others units all over the UK. It is notable that in most of these early units there was surgical input, most often urological. After the description of external A-V shunts in 1960 by Scribner and his colleagues, long-term dialysis was begun in most of those units already performing acute dialysis, now with the fear that acute services would be overwhelmed. However a government committee chaired by de Wardener reported in favour of long-term dialysis in 1966, and a national framework of about 50 units was established rapidly. Repeated outbreaks if what turned out to be hepatitis B (then undescribed) blighted further expansion, and in 1970 only 10 p.p.m./y were taken on with heavy passive and active selection processes in place, mainly directed towards identifying patients suitable for self-dialysis in the home (introduced by Shaldon in 1964). Decades of struggle with local and central government for finance achieved a tenfold expansion of intake by 2000, despite no increase in staff or dialysis stations, and not until the past 10 years or less have new, usually satellite, units arisen in any number and more nephrologists been appointed. The rise in patient numbers largely resulted from treatment of older and older cohorts of patients, and increasing numbers of diabetics, and will increase further for another decade. There has been heavier reliance on peritoneal dialysis in the UK than most other countries, driven as much by lack of haemodialysis stations as much as medical opinion.  Now (as in other developed countries) 0.1% of patients who have renal failure consume some 1.5% of an NHS budget rapidly approaching £100 billion p.a.

