
COMMENTS AND RESPONSES

Rates of Kidney Transplantation in Nations With
Presumed Consent

TO THE EDITOR: We read with great interest Horvat and colleagues’
article (1) on the rates of kidney transplantation in nations with
presumed consent. Although we applaud the initiative to investigate
this much-debated and delicate topic, we have some concerns about
the methodology of the study, the practical implementation of the
consent legislation, and the authors’ conclusions.

Horvat and colleagues report that crude rates of deceased donor
kidney transplantation are higher in countries with presumed con-
sent, whereas rates of living donor kidney transplantation are higher
in nations with explicit consent. However, these compared groups
have different characteristics, such as their mean population and
their gross domestic product. The authors attempt to account for
these differences by making comparisons stratified for each of these
characteristics.

This strategy is insufficient for several reasons. First, each strat-
ification accounts for just 1 characteristic, such as gross domestic
product. If each characteristic accounted for part of the difference in
donation rates between countries with explicit and presumed con-
sent, comparisons stratified for only 1 characteristic would still be
confounded by other characteristics.

Second, some of the strata are very small and contain only 1 or
2 countries. Because the donation rates are so different between
countries (from less than 1 transplantation per million persons to
over 50 transplantation per million persons), the estimated rates
within the strata are very unstable. Therefore, we believe that regres-
sion analysis would have been preferable.

Although we agree with Horvat and colleagues that 44 countries
is too small a setting in which to perform an extensive multivariable
analysis, we believe that they should have attempted to use a multi-
variable model. This model could have included only characteristics
related to donation rates (for example, health care expenditures, gross
domestic product, and physician density) and would still provide a
more comprehensive account for the differences between countries
than does stratification by a single characteristic.

As for the practical implications of the consent legislation, pre-
sumed consent and actual consent are 2 different entities. For in-
stance, Spain has the highest rate of deceased organ donation in the
world and adopted the concept of presumed consent in 1979. In
practice, however, the decision about organ donation rests with the
potential donor’s family, which makes the difference between pre-
sumed and explicit consent small (2).

With these considerations in mind, we believe that the conclu-
sions of this article should have been less firm.
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IN RESPONSE: We appreciate Dr. de Groot and colleagues’ interest
in our article. Multivariable analyses were conducted but then re-
moved from an earlier version of our article to prioritize requested
stratified analyses. Given the interest, the Table shows these multi-
variable analyses.

The results are entirely consistent with our reported findings.
Nations with presumed consent have higher rates of deceased donor
kidney transplantation but lower rates of living donor kidney trans-
plantation than nations with explicit consent. Any nation deciding to
adopt presumed consent should carefully consider and reduce any
negative effect on rates of living kidney donation.

We fully agree that legislation does not equate to practice and
elaborate on this in the Discussion section of our article. Despite
legislative differences, it is probable that, when translated into prac-
tice, the role of the deceased donor’s family in the decision to donate
after death may be more similar than different across the 2 consent
systems. Some experts in the field recommend further study into
personal factors that modify rates of deceased donor transplantation,
such as approaching and discussing donation with a deceased donor’s
next of kin (1). Such research will also guide the debate and decisions
on the best solutions to meet the current organ shortage.
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Table. Association Between Rates of Kidney
Transplantation and Presumed Consent*

Variable Median Rate of Kidney
Transplantation per 1 Million

Persons per Year (IQR)

Rate Ratio (95% CI)

Presumed Explicit Unadjusted Adjusted

Deceased
donor

22.6 (9.3–33.8) 13.9 (3.6–23.1) 2.0 (1.2–3.4) 1.9 (1.3–3.0)

Living
donor

2.4 (1.7–4.3) 5.9 (2.3–12.2) 0.3 (0.2–0.5) 0.3 (0.2–0.6)

IQR � interquartile range.
* The outcomes of deceased and living donor transplantations were adjusted for
gross domestic product, health care expenditures, and mean physician density.
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Residency Training at a Crossroads

TO THE EDITOR: As Volpp and colleagues’ article (1) points out,
physician comfort versus patient care is always a delicate balance.
Giving too much weight to either side can prove to be fatal for the
other. Comparing duty-hours standards of the past with those of the
present is not likely to give accurate results, because medicine is
dynamic, with more litigation and more documentation happening
over the years. Also, distribution of duty hours among the residents
will be unequal during the transition period, which will be a big
concern to the administrative faculty.

There also are concerns about whether the duty-hour restric-
tions might affect the quality of training imparted to the residents
and require additional training before residents begin independent
practice. On the other hand, residents would benefit from having
more time for research and academic activities. The bottom line here
is that the balancing act is a delicate one.
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TO THE EDITOR: It is interesting to see changes mandated by the
Accreditation Council for Graduate Medical Education (ACGME)
every 4 to 5 years, such as those discussed in Volpp and colleagues’
article (1). I was surprised that the most recent change applied only
to interns. Is the ACGME aware that there are second- and third-
year residents who work 24-hour shifts? Won’t their fatigue level and
sleep deprivation affect patient care?

The interesting point is that there is no uniformity in work and
teaching environment among all residency programs. I strongly be-
lieve that this needs to be reviewed. The ACGME should also focus
on the teaching abilities of each and every residency program. Only
teaching residents and creating a passion for medicine rather than
doing math from a distant level can create qualified future physi-
cians.
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The Patient-Centered Medical Home Neighbor

TO THE EDITOR: The comments and suggestions from Sinksy (1)
and Yee (2) reflecting on the American College of Physicians’
(ACP’s) recent policy paper “The Patient-Centered Medical Home
Neighbor: The Interface of the Patient-Centered Medical Home
with Specialty/Subspecialty Practices” (3) reinforce the importance
of integrating the medical neighborhood within the patient-centered
medical health (PCMH) model and further reminds us, in the words
of Robert Frost, that we have “miles to go before [we] sleep” (4). We,
the members of the ACP Council of Subspecialty Societies PCMH
Workgroup that developed the policy paper, agree with their obser-
vations and recommendations.

In essence, the PCMH neighbor concept is about relationships:
professional relationships with patients and between physicians and
other health care providers. The desire for enhanced interaction and
dialogue between caregivers as well as with patients and their families
was the key motivator among the specialists involved in the develop-
ment of the neighbor model. This model is intended to be an infra-
structure for care integration upon which more can and, indeed,
needs to be built.

The development of a more refined and current typology of
interactions centered around patient needs, the creation of a practical
methodology to facilitate the establishment of care coordination
agreements and increased dialogue among the many caregivers in-
volved in a patient’s care, and the “engineering” of tools to allow the
PCMH practice to truly serve as the hub of care communication and
coordination within the neighborhood all need to be further ad-
dressed. Yes, many barriers are yet to be overcome. And to again
borrow from Frost (5) who, in response to his neighbor’s adage of
“[g]ood fences make good neighbors,” notes that “[s]omething there
is that doesn’t love a wall, that wants it down.” We hope that ongo-
ing developments and changes will help remove those barriers for the
benefit of all in the neighborhood, but most certainly for our
patients.
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CORRECTION

Age and Effectiveness of Prophylactic Implantable
Cardioverter-Defibrillators

In their meta-analysis, Santangeli and colleagues (1) incorrectly
excluded some elderly patients from MADIT-II (Multicenter Auto-
matic Defibrillator Implantation Trial II) (2). Corrections that in-
clude the subgroup of patients older than 70 years in MADIT-II are
as follows:

The last 2 sentences of the abstract’s Data Synthesis section
should be replaced with: “A smaller survival benefit was found in
elderly patients (HR, 0.75 [95% CI, 0.61 to 0.91]) that was not
confirmed when MADIT-II patients older than 70 years were ex-
cluded or when data from DINAMIT and IRIS were included.”

The abstract’s Conclusion section should read: “Available data
suggest that prophylactic ICD therapy may be less beneficial for
elderly patients with severe left ventricular dysfunction than for
younger patients.”

In the article’s Results section, the second sentence of the fifth
paragraph (on page 595) should read: “Elderly patients totaled 2414
of the enrolled participants (Table 3).” The first sentence of the
Quantitative Data Synthesis section (on page 595) should read: “In
elderly patients, pooled analyses of trials showed that prophylactic
ICD therapy was associated with a small reduction in all-cause mor-
tality compared with medical therapy (HR, 0.75 [95% CI, 0.61 to
0.91]) that was not confirmed when MADIT-II patients older than

70 years were excluded or when data from DINAMIT and IRIS were
included (Figure 1).”

In Table 3, the number of elderly patients in MADIT-II should
be 862 and the numbers of total and elderly patients in SCD-HeFT
should be 1676 and 578, respectively. Of note, the SCD-HeFT
numbers apply to the placebo and ICD groups and exclude the
amiodarone group of the trial.

Figure 1 has also been corrected. The corrected version is re-
printed here.

The first sentence of the article’s Discussion section should read,
“Our meta-analysis shows that age may have an effect on prophylac-
tic ICD benefit in patients with severe left ventricular dysfunction.”

The third and fourth sentences of the third paragraph of the
Discussion section should read: “Our meta-analysis, which included
only primary prevention ICD studies, suggested a smaller survival
benefit of prophylactic ICD implantation in elderly patients than in
younger patients. The survival benefit in elderly patients was driven
by inclusion of MADIT-II patients older than 70 years who consti-
tuted 18% of the elderly population in the meta-analysis.”

The first sentence of the last paragraph in the article should read:
“Prophylactic ICD therapy in elderly patients with severe left ventricular
dysfunction may be less effective than in younger patients.”

Finally, in the Editors’ Notes on page 593, the last sentence in
the Contribution section should read: “The observed survival benefit
in older patients was smaller though still statistically significant.”

These corrections have been made in the online version.
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Figure 1. Individual and pooled hazard ratios for all-cause mortality with prophylactic ICD implantation versus standard medical
therapy in elderly patients with severe left ventricular dysfunction.

DEFINITE, 2004 (4)

MADIT-II, 2002 (2)

SCD-HeFT, 2005 (5)

Overall (95% CI)

ICD Trials Relevant to the Current Practice 

0.60 (0.31–1.21)

0.69 (0.52–0.92)

0.86 (0.62–1.18)

0.75 (0.61–0.91)

Hazard Ratio (95% CI)

0.004

P Value

DINAMIT, 2004 (3)

IRIS, 2009 (6)

Overall (95% CI)

ICD Trials that Enrolled Early After Acute MI 

1.29 (0.85–1.87)

1.07 (0.81–1.52)

0.89 (0.70–1.15) 0.38

ICD Better Medical Therapy Better

Hazard Ratio (95% CI)

0.5 1 2

ICD � implantable cardioverter-defibrillator; MI � myocardial infarction. Study acronyms are defined in the Results section of the article (1). The size
of each hazard ratio box indicates the weight from random-effect analysis.
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