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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 It

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.' 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% ofthe
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 of the
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 Iimited.>

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:
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1. There be a ban on the sale and purchase
of human organs. The 'bucket-shop'
operation theatres should not be
allowed to perform such a major
surgery. Only well-recognized public
hospitals and medical college hospitals
should undertake transplantation and
should maintain a transplant registry.

2. The opting-out system should be made
into a law. The system, however, will
only be successful when the deceased's
relatives can trust the physicians and
hospitals and the well-established

. definition of brain death, which has
been adopted by many countries, is
accepted in India.V' Misuse of these
criteria, as recently feared by a section
of the press, is at best speculative." We
have to trust our medical community.
Simple safeguards, such as the trans-
plant team not being allowed to treat
the potential donor or pronounce
death, should remove the misgivings of
the public. In addition, only neuro-
surgeons or physicians trained in
neurosciences be allowed to determine
brain death.

3. A national transplant network should
be created to prepare and maintain a
list of patients needing a transplant. It
should ideally be managed not by the
government but by an independent none
profit organization. When a hospital
receives a potential donor, it will
contact the network for a suitable
recipient. The transplant centres
should not be allowed to maintain a
local waiting list as this may encourage
rich patients to jump the queue by
enlisting themselves in several centres.
If the hospital which procures an
organ, .is not a transplant centre, it
should send the organs to the nearest
centre for transplantation. Transporta-
tion and communication constraints
will limit the recipients to a small
geographical area.

4. A small sum, say Rs 1000 to Rs 2000,
may be paid by the recipient towards
the donor's hospital bill, or funeral
expenses. Though the reward is not
essential, it will make organ retrieval
more bearable for close relatives of the
victim. Even in the USA, policymakers
are now debating similar incentives.

In India, we have the technical know-
how, nephrologists, transplant surgeons
and medical ethicists. We must use our
resources wisely to provide relief to the
suffering patients and curb the cruel trade
in human organs.

26 November 1990 Vinod K. Thukral
Indian Institute of Health

Management Research
Prabhu Dayal Marg

Jaipur, Rajasthan
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Prescription auditing in short fevers:
The JIPMER experience

Sir-Prescription auditing is now recog-
nized to be one of the most important
methods of evaluating drug therapy. 1

Antimicrobial agents constitute the costliest
as well as the most widely prescribed drugs
in hospitals. They are frequently used
inappropriately. To determine the extent
of the irrational use we studied retrospec-
tively the prescription of antimicrobials in
short fevers (lasting less than 14 days).

Sixty-five patients with short fevers,
who were admitted to the JlPMER hospital
in the months of January to March 1989,
were included in this study. They consti-
tuted 0.09% of the total admissions to our
hospital during this period. Their hospital
charts were analysed and antimicrobial
use was judged to be appropriate or
inappropriate according to a modification
of the criteria of Kunin et at. 2

The admitting diagnosis was confirmed
prior to discharge in 48 out of the 65
patients (74%). The remaining 17patients

were discharged after they became afebrile,
but the diagnosis at admission was not
confirmed subsequently. These 17 patients
received empirical treatment based on a
clinical diagnosis. Eight of them did not
receive any antibiotic, the clinician having
adopted a wait-and-watch policy (which
was considered appropriate), and anti-
biotics were used inappropriately in the
other 9 patients. Among the other 48
patients whose diagnosis was confirmed,
18 patients (38%) received antibiotics
inappropriately (Table I). Fifty-eight out
of 65 patients (89%) received at least one
antibiotic during the course of their stay.

Previous studies show that up to 65% of
antimicrobial courses in hospital patients
are inappropriate in some respect.vs
Though our results do not seem to be dis-
couraging, there should be no reason for
complacency. There are good reasons to
believe that the clinician who prescribes
antimicrobials inappropriately is more
likely to prescribe other drugs incorrectly,
and also order unnecessary laboratory tests
thereby increasing the cost of patient care.

Methods for the efficient use of
resources for patient management can be
developed only by physicians who are
dedicated. An integral part of the
activities of the medical staff should be the
formation of antibiotic guidelines to suit
our resources, disease spectra and bacterial
sensitivity patterns. We are currently
planning a prospective, therapeutic audit-
ing in many common conditions and hope
that such a clinical exercise will improve
the quality of therapy in the future.
28 November 1990 B. Gitanjali

C. H. Shashindran
G. Seshubabu

S. Chandrasekar
M. V. Vijayaraghavan

Departments of Pharmacology, Medical
Records and Internal Medicine

Jawaharlal Institute of Postgraduate Medical
Education and Research

Pondicherry 605006
India

REFERENCES
1 Vance MA, Millington WR. Principles of

irrational drug therapy. Int 1 Health Serv
1986;16:35-62.

TABLEI. Categories of inappropriateness in the cases where diagnosis
was established

Diagnosis n .Inappropriatedueto

Indication Choice Dose Duration Expenses

Entericfever 13 1 5
Malaria 9 1 2 1
LRI 10 1
UTI 15 4 3 5
Dysentery 1

Total 48 6 6 11
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Vancomycin-induced
'red man syndrome'

Sir-The efficacy of vancomycin in the
treatment of methicillin resistant
Staphylococcus aureus' and antibiotic
associated colitis? has led to a resurgence
of interest in this drug. Rapid infusion of
vancomycin occasionally produces an
adverse reaction described as the 'red man
syndrome? characterized by pruritus,
erythema, flushing, redness of the upper
half of the body, angioedema and hypo-
tension. One such case was recently seen
by us.

A sixteen-year-old boy, diagnosed as
having acute undifferentiated leukaemia,
was administered etoposide (VP-16) and
cytosar for resistant disease. He developed
neutropenia, fever and cellulitis of the
scalp on the fourth day of chemotherapy.
Intravenous vancomycin (500 mg diluted
in 100ml saline and given over 30 minutes)
was administered on the basis of a culture
report showing coagulase negative
Staphylococcus aureus. Midway through
the infusion, the patient developed
erythema over the upper part of his body,
itching, dizziness, vertigo and hypotension.
His condition improved during the next

30 minutes following the intravenous
injection of chlorpheniramine maleate
and hydrocortisone.

Reports indicate a direct correlation
between the rapidity of infusion and the
appearance of the 'red man syndrome'. 41t
may occur during or after the infusion and
subsides over the next few hours.! There
is no direct correlation between peak
vancomycin levels and the incidence or
severity of this reaction. Its pathogenesis
is controversial, but most studies implicate
histamine release from mast cells and
basophils as the primary mechanism+s->
a hypothesis supported by the improve-
ment noticed when antihistamines are
administered.

Infusion of histamine in normal volun-
teers, however, may not duplicate all the
characteristics of 'red man syndrome'. 7 In
animal studies peripheral vasodilatation
and myocardial depression have been
observed.s? which help explain hypo-
tension and cardiovascular collapse when
this drug is administered. The limitation
of the erythema to the upper part of the
body is puzzling and has not been satisfac-
torily explained. This interesting adverse
reaction to vancomycin can be lethal, but
is entirely avoidable if the drug is infused
slowly (over 1 hour) and in limited doses
(500 mg in one infusion).
7 November 1990 Prasoon Jain

Sushma Saxena
Usha Venkatachalam
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Faculty selections

Sir-I fail to understand why faculty selec-
tions at premier medical institutions are
conducted in such a hush-hush manner.
Why can't they be open like any other
competition so that justice is seen to be
done.

I suggest that

- The names and biodata of the eligible
candidates and the names of members
of the Selection Committee should be
made public.

- The interview should be covered live ori
close circuit television so that spectators
can sit and watch in another room how
all the competitors fare.

Many of us have lost confidence in the
selection procedures. This will be one way
of minimizing irregularities.
10 September 1990 V. K. Kapoor
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