
304

link them to educational changes that will be needed.' He
certainly has the good wishes of the profession.
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JOHN BLACK

Wolf-Heidegger's Atlas of Human Anatomy. H. F. Frick,
B. Kumar, R. V. Putz. S. Karger, Basel, 1990. 600pp,
illustrated, US$ 100.

The first edition of this work was published in 1954 and in
the years that have passed Wolf-Heidegger has become
an established atlas of gross human anatomy. My assess-
ment of the fourth edition has been made from the point
of view of its usefulness to the Indian medical student.

While the book is superficially very attractive, a critical
examination reveals a number of features that are likely
to work against its widespread acceptability, Anatomical
illustrations are primarily intended to facilitate our under-
standing of the many complexities of human anatomy and
for this purpose a student turns first to illustrations in
dissection manuals, next to those in textbooks and finally
to an atlas. It follows that unless an atlas substantially
improves upon illustrations in textbooks it is of doubtful
utility and, in my opinion, the illustrations in this atlas
generally fail to do this. A student trying to understand
the numerous twists and turns of the vertebral artery, the
course of the internal carotid artery in relation to the base
of the skull, or the relations of the bile duct is unlikely to
obtain much help.

The study of anatomy by dissection has to follow a
regional approach. A student dissecting the front of the
forearm examines all its structures (bones, muscles,
vessels, nerves, etc.) together. An atlas should logically
follow the same approach. However, for a given region
(such as the upper extremity) the illustrations are grouped

, into those of bones, joints, muscles, and lastly, nerves and
vessels. Such an arrangement might be justified in a
textbook, but I do not regard it to be at all suitable for an
atlas.

The text is in English and German which is an obvious
advantage to the publisher, but can make for confusing
reading. The illustrations are labelled using the terminology
of the nomina anatomica in its untranslated version.
Students in India are accustomed only to the translated
version and are not likely to take easily to terms such as
chiasma opticum (optic chiasma), V. media profunda
cerebri (deep middle cerebral vein), facies articularis
(articular facet) or caput breve (short head).
, I also have some reservations about the artistic features.
Many of the drawings are 'flat', failing to convey the

impression of depth. Some line drawings (39c to 39f for
example) are much below the standard acceptable for an
atlas. Some figures (especially those of bones) have an
unnatural 'graininess' (e.g. 114b, 116a,b).

In fairness, however, it has to be said that some other
aspects of this volume are excellent. The binding is good,
the paper is of high quality and most of the illustrations
are in colour. The inclusion of a large number of skiagrams
and magnetic resonance images is particularly impressive
and adds a modern touch to an otherwise traditional atlas.

Although the price of the book might be considered
reasonable abroad, an Indian student will find it exorbitant.
The book can be recommended as a library purchase but
I would not spend my own money to buy a copy.

INDERBIR SINGH

Parenteral Nutrition in Infants and Children. T. M.
Ramanujam. Password Process Pvt Ltd., Madras, 1989.
185pp, illustrated, Rs 165.

During the 1980s Dr Ramanujam and his medical and
nursing colleagues at the Institute of Child Health in
Madras developed a total parenteral nutrition (TPN)
programme. This primer is a record of their experience.

The introductory chapters discuss briefly but
adequately the general principles of malnutrition and
parenteral nutrition. The technical aspects of venous
access, administration and monitoring ofTPN therapy are
covered in commendable detail. A complete chapter is.
devoted to complications and trouble-shooting hints. The
appendices are invaluable to those planning to set up a
TPN service. They contain information on equipment and
solutions to be used, and details of suppliers and costs.
The text is interspersed with personal anecdotes; even
adverse incidents are reported, which increase the useful-
ness and credibility of the book.

While it is desirable to provide expensive treatment
such as TPN, it is also necessary to relate these advances
to the overall healthcare needs of Indian children. Many
Indian hospitals have sophisticated diagnostic services,
well-equipped operating theatres and intensive care units
and all the latest drugs. Inevitably TPN will'soon be used
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easy reading. However, we felt that the bold print had
been overused and the layout had resulted in overcrowd-
ing. The excessive use of quotations and platitudes was
a distraction.

This book has both substance and style and will be useful
to paediatric units in hospitals and help improve their
nutritional support services.

more commonly.
This slim volume is an example of the rational and

practical approach that must accompany the transfer of
western medical technology to India. It is profusely
illustrated with 135 line diagrams and photographs. There
are 43 tables and algorithms. There are numerous lists and
important phrases are printed in bold type.

The cover design, binding, paper and typesetting are
of a high quality. The typeface and large font make for
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Cadaveric kidney procurement

Sir-In every country thousands of
patients are waiting for kidney transplan-
tation. The developed countries are
attempting to reduce the shortage by
procuring cadaveric organs through
voluntary and altruistic donations. in
India cadaveric donation is still being
debated while the suffering patients are
left with no choice but turn either to rela-
tives or to the illegal, illicit, but open trade
in body organs.

It is common knowledge that in India
anyone requiring a kidney transplant need
only visit a poor neighbourhood where he
can easily find a donor. The prices have
been fixed by the brokers and a kidney is
available for as small a sum as Rs 30000.
In 1985, a Saudi transplant surgeon told
me how his patients who came to India
bought kidneys from live donors. The
brokers would line up the so-called
'donors' in front of a hospital, where
buyers would first physically screen them
as if they were cattle. Once the buyers
were satisfied that their 'merchandise' was
physically fit, the matching was done and
the transplant took place within a few
days.
, Indian patients also adopt similar
methods. They hire selected 'donors' as
their servants and keep them captive at
home while awaiting transplantation. This
practice has earned India the dubious
distinction of performing the world's
largest number of kidney transplants from
non-related living donors.

Undoubtedly, the trade is beneficial not
only to the patients but to the sellers as
well. No one can blame them for trying to
improve their financial conditions. But,
it is uncivilized for a society to allow its
citizens to sell parts of their body. What
will come next? One child's kidney to buy
a television and another child's to buy a
scooter! More needy couples may even

produce a child specifically to sell its
organs.

Cadaver organ procurement
At present, many countries are experienc-
ing severe shortage of transplantable
organs. Even the most developed countries
such as the United States of America,
United Kingdom and France are not able
to meet the ever increasing demands of
their patients. Last year, in the USA over
16000 transplants were performed. In
addition, 18000 patients, who had already
met their stringent medical and financial
criteria, were denied the life-saving treat-
ment for want of an organ. 1 According
to an unofficial estimate, every year
nearly 50000 patients in the USA may be
benefited by a kidney, heart or liver trans-
plant. In spite of this grim situation, the
sale or purchase of these vital organs is
illegal and the laws are strictly enforced.
In most countries, only those live donors
who are very close relatives of the reci-
pients, and can prove their relationship
beyond a shadow of doubt, are allowed to
donate their organs; The remaining.
patients receive organs from cadavers.

Cadaveric organ procurement is based
on two approaches: opting-out and opting-
in. The opting-out system assumes
implied consent and organs can be
theoretically removed without the prior
permission of the next-of-kin. It is pre-
sumed that if the victim or his or her
relatives had any objection to the removal
of organs, they would have opted-out of
the system at an appropriate time. The
opting-in system, on the other hand, does
not assume an implied consent and organs
can be removed only after obtaining an
explicit permission from the next-of-kin.
This system has been adopted in the UK
and USA. Living wills, donor cards or
permission from the next-of-kin provide
the basis for organ retrieval.

The opting-in system, though desirable,
faces several problems. First, in spite of

vigorous promotion, donor cards have not
become popular. Only 15% to 20% of the
US population carry the card. Second,
while the donor card is a legal document,
most surgeons do not extract an organ
without the explicit permission from the
next-of-kin. It has been argued that the
relatives' opinion may not be legal as it
places their desire over that of the
deceased. Seeking permission from the
next-of-kin is the major bottleneck of the
opting-in system." Forty-four States ofthe
USA have now passed a routine referral or
required request law which makes it
imperative for a designated health worker
to seek a donation. But the results have,
so far, been limited. 3-

The opting-out system avoids the
problem of asking the relatives to make
such a painful decision. In this approach
organ retrieval becomes a part of the
funeral preparations. The major objection
to this method comes from the medical
community. The doctors are reluctant to
remove an organ without the explicit per-
mission from the deceased's relatives.
Another weakness lies in the suspicion
that the patient may not receive heroic
measures to save his life if his organs can
provide life to someone else. However,
hospitals enforce strict safeguards. Many
European and some Asian countries have
increased organ donation through the
opting-out system."

In my view, the opting-out system
should be adopted in India. It may be
easier to convince the advantages of
the system to a relatively small medical
community than to convince the advan-
tages of the opting-in system to the entire
population. The opting-out method also
shifts the obligation of action to the
potential donor from the over-worked
health worker and saves the relatives from
a difficult donation decision at such a
crucial time.

To start a successful cadaveric organ
procurement programme I suggest that:


