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GOBI or SHAPOBI?

Sir-The acronym GOBI has been pro·
posed by UNICEF to improve infant
survival in developing countries. It stands
for Growth monitoring, Oral rehydration
therapy (ORT), Breast feeding and
Immunization. It conveys an important
message to health workers but seems to
offer an over-simplified and short-sighted
solution to a complex problem. It ignores
mothers (the creators and protectors of
children) and the perinatal period wherein
more than 60% of infant deaths take place.

Growth monitoring, though desirable,
has many limitations and does not deserve
the lead importance. The availability of
basic but scientifically sound health care
during common childhood illnesses within
a commune is far more important than the
ritual of weighing. If ORT can save children
from the ravages of diarrhoeal dehydration,
early and appropriate antibiotic therapy is
equally important for acute respiratory
infections which account for as many deaths
as diarrhoeal disorders. There is no doubt
that breast feeding is best for the babies
but the trouble starts after 4 to 6 months
when inadequate, unhygienic and inappro-
priate weaning practices are instituted by
most mothers in the developing countries.
GOBI alone is unlikely to improve the
health status of children and reduce the
appallingly high infant mortality rate in
India.

The alternative mnemonic SHAPOBI
is more comprehensive, identifies the
crucial role of women in the promotion of
the health of their children, and reinforces
the need for the primary health care of
both mothers and children. SHAPOBI
stands for Status of women, Health educa-
tion of the community, Antenatal care
during pregnancy, Primary' health care
(and minimal perinatal care), ORT, Breast
feeding and Immunization (and identifica-
tion of high-risk mothers and children).

The whole 'status' and not only the
health status of women must be uplifted in
third world countries. Women should be
educated and emancipated to recognize
their rights and obligations. They should
assume leadership roles within the family
milieu and prevent discrimination against
female children. Adequate nutrition of
girls from birth through adolescence and
during pregnancy is crucial in improving
their health status. There is a need to
create an awakening among the dormant
clan of fatalistic women in the developing
world. A strong lobby of emancipated
women should take up this movement and
carry it forward.
4 January 1990 Meharban Singh

Department of Paediatrics
AIIMS. New Delhi

Brain death

Sir-Your editorial 'Brain death and
organ transplantation'! was both timely
and opportune. The public outcry on the
national and international scene against
commercial trafficking in human organs
warrants urgent and serious attention.

The malpractices associated with live
donor transplants in India have focused
attention on the need for ethical guidelines
for the determination of death especially
in those potential donors attached to
respirators who are irreversibly ill or in the
process of dying.

The editorial highlights the fact that in
India today the ordinary definitions of
death are imprecise and do not encompass
the concept of brain death which in the
USA represents 'total brain' death as
opposed to the more recent clinical criteria
of 'brainstem death' in the UK. It bears
repeating that no individual declared to be
'brainstem dead' after the application of

the necessary exclusions, preconditions
and criteria has ever regained life even for
a short period. It means that there have
been no mistakes in the pronouncement of
death when the criteria of brainstem death
have been carefully applied.

It also needs to be emphatically said
that whatever be the criteria of brain
death selected for implementation in
India, be it 'total brain' death of the USA
or the 'brainstern death' of the UK, these
need to be adopted and applied in a con-
sistent manner to avoid mistakes such as
the declaration of a live individual to be
dead. The rigid application of brain death
criteria needs to be emphasized as there
are some on record who hold that we in
India need not be so punctilious about the
application of the criteria in view of the
shortage of facilities and experts in the
field on the one hand and the extreme
need for cadaver organ transplants on the
other. A laissez-faire attitude towards
brain death would only open the flood-
gates to more corruption and criminality
in the medical field.

Increasing media attention to the subject
of brain death and organ transplantation
in recent times has given the impression to
many that this concept was introduced
only to facilitate organ transplantation.
This view is incorrect. This concept was
mooted in the late 1950sout of compassion
for those terminally ill who were connected
to respirators because they were uncon-
scious and could not breathe on their own.
The machines were, in a sense, breathing
for the patients. At that time, organ trans-
plantation was in its infancy but, as it so
happens, in medicine or science, progress
in one area leads to advances in another
but related field. This resulted in a greater
and quicker acceptance of the notion that
brain death was synonymous with the
death of the individual.

In India, the subject of brain death has
received the attention of some neurologists.
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The flAMe Bio-medical Ethics Centre,
Bombay (FBMEC) published a report of
a consultation workshop convened in 1984
to study 'the determination of death'. The
participants in that workshop included
many experts in medicine, law, psychology,
philosophy and theology. The workshop
advocated the acceptance of the concept
of brainstem death in India, formulated
criteria for the determination of brainstem
death and drafted checklists for the main-
tenance of records for this purpose.
Copies of the report were reviewed in some
medical journals, at some medical meet-
ings and implemented in some hospitals.
The centre was informed some three years
ago that the report influenced legislation
in Portugal and copies of a companion
volume entitled 'Alive' for the education
of the public is apparently being used in
some universities of Germany for the
education of junior medical students. In
India, however, nothing happened.

Copies of the report were sent by regis-
tered post to the ministries of Health, Law
and Home Affairs, the erstwhile Prime
Minister's Office as well as to the secret-
ariat of the Congress (I) party. But no
action was taken; even the letters went
unacknowledged. Copies of the report
were also sent to the Indian Council of
Medical Research and the Indian Medical
Association where they were probably filed
and have not been heard of since. Despite
the interest and work done by the FBMEC
and many other groups in India, it is galling
to read news items such as that carried in
the Indian Post of 12 September 1989
which stated that an America-based non-
resident Indian surgeon, Dr Vijayanagar,
received a letter from a Joint Secretary in
the Ministry of Health and Family Welfare,
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'stating that New Delhi, on the strength of
his. [Vijayanagar's) arguments, was con-
sidering enactment of legislation to
change the definition of death'. How true
is the saying that no prophet is honoured
in his own land. This unfortunately also
partly applies to your editorial as the
reference list does not include the only
Indian publication of importance. Belated
though it is, it is imperative that the concept
of brain death is widely recognized and
accepted through either governmental
legislation or a consensus concluded by
premier medical organizations in the
country as is being currently attempted on
the recommendation of the 'National
Seminar on the Determination of Death'
which was convened jointly by the National
Academy of Medical Sciences and FBMEC
on 5 August 1989at Bombay.

The XIV World Health Assembly of
.May 1989 has appealed to all national
governments to eradicate commercial
trafficking in human organs and to intimate
the World Health Organization of the
steps taken in this regard. What will our
government have to report? That only two
states in the .country have passed incom-
plete legislation facilitating cadaveric
kidney transplants after cardiorespiratory
death of individuals and that the country
is moving actively towards the recognition
of brain death by the year 2000when in the
words of Professor K. H. Chugh 'most of
the poor people of India will be minus one
kidney'.
13 December 1989 C. J. Vas

Bombay
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Doctor's dilemma

Sir-e-Sir, I request you just for one pre-
scription of this product. From your pen,
Sir. Even once a week will do.' This is an
often heard request from representatives
of pharmaceutical companies who visit
doctors in their busy out-patients' clinic
and offices.

The market is flooded with differently
named preparations of the same pharma-
cological agent. As if the beta blockers
themselves were not enough, we now have
different brands of the same selective and
non-selective beta blockers with additional
'advantages' such as intrinsic sympathomi-
metic activity and hydrophilic or lipophilic
properties. Before we could get used to
the different brand names of calcium
channel blockers such as verapamil and
nifedipine, we now have diltiazem which
is accompanied by more than six different
brand names. The story is now being
repeated with angiotensin converting
enzyme (ACE) inhibitors.

Another aspect of this iniquitous sales
hype is the manufacture of antihypertensive
pills which contain drugs in combinations
which have no scientific basis. Some pre-
parations currently on the market include
Unani and Ayurvedic drugs and these are
prescribed by our practitioners of 'modern
medicine'. I often wonder whether our
patients get better because of drugs or in
spite of them?
5 January 1990 H. S. Wasir
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Corrigendum to Advt. No. 5/89-ESn. I,
Published in December 1989

DUE TO PROPOSED REVISION OF RECRUITMENT RULES THE LAST DATE
FOR RECEIPT OF APPLICATIONS FOR THE FACULTY POSTS WHICH HAVE
BEEN ADVERTISED VIDE ADVERTISEMENT NO. 5/89-ESTT. I, IS EXTENDED
TO 30TH MARCH, 1990. REVISED INFORMATION SHEETS WILL BE AVAILABLE
AFTER 5TH FEBRUARY, 1990. THE CANDIDATES ARE REQUIRED TO APPLY
FOR THE FACULTY POSTS ON THE BASIS OF THE REVISED IMFORMATION
SHEETS. THOSE CANDIDATES WHO HAVE ALREADY APPLIED ARE ADVISED
TO APPLY AFRESH AS PER THE REVISED INFORMATION SHEETS.


