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tion with Government and municipal bodies in carrying
out special programmes in villages and slums. It will
support the programme of training of multicompetent
basic specialists for the mofussil areas.

197

personnel in the country, St. John's will soon embark on
various innovative courses to train paramedics in health
care.

Continuing education .
St. John's has been doing quite well in the field of continu-
ing education and will now concentrate on updating its
staff and others with national and international symposia
and workshops and conduct continuing medical education
programmes for young graduates in rural areas.

Paramedical education
Responding to the great need to train paramedical

CONCLUSION
In the short span of 28 years, it can be said with pride that
St. John's has grown into one of the country's premier
institutions in the field of health care, with a reputation
for quality medical care and excellence in its training
programmes and research. One can perceive with a sense
of gratitude that the graduates of this Institution are faith-
ful to the example of Christ in bringing health and healing
to the sick and the poor, thus living the motto of St.
John's-'He shall live because of me'.

Correspondence

Hepatitis B Virus DNA in PCR

Sir-The article 'Detection of hepatitis B
virus DNA in donor blood by the poly-
merase chain reaction'! by Drs J. Nandi
and K. Banerjee contains a number of
inaccuracies.

1. The primer sequences were chosen
from a conserved region of the Sand S-P

. overlap region of the HBV genome. The
primer 1 (30 mer) sequence published in
the paper is different from the original
primer sequence which is

5'- GCG AAG CTT GTT AGG GTT
TAA ATGTAT ACCC-3'

The second primer mentioned in the paper
also differs from the original published
sequence at the crucial 3' end. Are these
typographical errors or are there scientific
reasons for this?
2. The amount of DNA is not mentioned.
10 /-<1 does not mean any thing.
3. One of the controls mentioned is a
negative reagent control without a primer!
This 'cannot be correct.
4. A positive PCR control with ~-globin
primer should have been included.
5. The specificities of the amplified pro-
ducts from different sera were compared
with that of the positive control. A mere
visual comparison will not indicate specifi-
city of the product. Either a Southern blot
or a nested PCR should have been done.
6. The quality of the photographs is very

poor. All the lanes including positive,
negative and samples look much the same.

Although I am not a seroepidemiologist,
the scenario created by the paper in
question with respect to correlation of
anti- HBc and PCR positivity is not accept-
able. The authors should have done IgM
studies. The appearance of anti-HBc in
the serum indicates a good prognosis and
often suggests clearance of the virus .

I would appreciate an explanation on
the points raised. If you still accept that
the inferences drawn by the authors are
genuine, I would expect that you should
advise public health administrators and
policy makers to take appropriate action.
27 April 1992 Aurobindo Roy

National Institute of Virology
20-A,Dr Ambedkar Road

Pune
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J. Nandi Replies

Sir-In response to Dr Aurobindo Roy's
letter, we wish to make the following
clarifications.

1. We stand by the primer sequences that

we have used, based on the published
sequences (stated in the reference). The
first base at the 3' end of the primer was
changed as the original sequence did not
provide good amplification. Similarly,
one change was made at position 10 by
introducing base G to achieve optimal
amplification. The primer sequence is
similar to the sequence given in the refer-
ence except for base 10 and base 31 from
the 5' end. Properly read, there is no
anomaly of the sequences if one is familiar
with the basics of nucleotide sequences.
2. The volume of DNA in the preparation
from serum was 10 ",I as used for the PCR.
It means what it says; since it is impossible
to say how much ofthe DNA in the serum
is virus specific and how much is host
specific, it cannot be stated what quantity
of viral DNA was added as PCR input.
We did take the spectrophotometric
readings at 260 nm and also the ratio
at 260/280 nm to ensure that there was
DNA in the preparation to be amplified.
Fluorometric detection of DNA is consi-
dered to be more sensitive for estimation
of DNA but we do not have that facility.
3. The reagent control is normally a
no-DNA PCR mix which was routinely
used at every run. However, a no-primer
assay mix has also been used as a reagent
control.'
4. It is not imperative to use ~-globin
primers in all PCR analyses even though
in many cases either s-globin primers or
HLA DQ primers are used to ensure that
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there is an adequate quantity of DNA to
be amplified.s-'

. 5. The specificity of the PCR product is
routinely carried out by running a positive
control (plasmid containing the viral
genome) or seropositive samples. Nested
PCR does help to increase the specificity
of PCR further while hybridization studies
help to establish the authenticity of the
virus specific sequence in the PCR product.
The former is for the analysis of the
amplified product based on the fragment
size while the latter is a sequence based
detection,

30 June 1992 J. Nandi
National Institute of Virology

20-A, Dr Ambedkar Road
Pune
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Vaccine Stability in Different Environ-
ments, Not at Different Temperatures

Sir-The results of administering live
poliovirus vaccines in the field have been
unsatisfactory since the 1970s, both in the
developed! and developing countries."
During the 1980s, the aim was to provide
live poliovirus vaccines stable at 37°C for
at least three days with a loss in potency of
only 0.5 log titre. 3As this was not sufficient,
recent efforts have been directed at pro-
ducing vaccine-preservative combinations
which would lose less than 0.5 log titre
during a seven day exposure at 45°C. 4

However, apart from varying ambient
temperatures, other factors which vitiate
the potency of otherwise efficient vaccines
in practice' are sunlight, humidity,
drought, sandstorms and snowstorms.
Not only do these affect live attenuated
poliovirus vaccines, they also alter freeze-
dried preparations. The repeated
therapeutic failures of antivenom pre-
parations against the Russell viper (Vipera
russeUi pulchella) in 19 of 20 patients
bitten in Sri Lanka have been alarming. 6

So also has the performance of the freeze-
dried measles vaccine in immunization
centres during the 1990s. The inadvertent
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use of vaccine batches with potency below
1()2 TCIDso was associated with a mere
26% seroconversion rate, and the avail-
ability of vaccine with the optimal potency
of 103 TCIDso appeared to be unlikely in
field practice."

The search for 45°C-stable live polio-
virus vaccines! should be supplemented by
a parallel search for thermo-environmental
stable prophylactic and therapeutic freeze-
dried or liquid biologicals. This might be
achieved by exposing potentially stable
vaccines to artificially created environ-
mental stresses in the laboratory. Retrieval
of carefully treated vaccines assayed for
their residual potency would be the logical
approach to select thermo-environmental
stable biologicals. Testing for stability at
varying temperatures alone is likely to be
inadequate.

30 July 1992 Subhash C. Arya
Centre for Logistical Research

and Innovation
New Delhi
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Continued Use of Fahrenheit System
. in India

Sir-In 1956, the Government of India
introduced legislation to replace the
British System of Weights and Measures
by the Metric system. It took the country
more than a decade to implement this new
system. 'When I was an undergraduate
medical student in the early 1960s, we had
to memorize the conversion formula from
centigrade to Fahrenheit, mainly because
our seniors had difficulty with the new
system. All thermometers in the ward
were of the centigrade type, although the
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records of body temperature were kept in
both systems.

Three decades later, the metric system
has been implemented elsewhere, but
body temperature continues to be
measured in Fahrenheit (at least in the
city of Lucknow). This is a curious case
of selective regression.

Centigrade thermometers are just not
available in the local market. Three years
ago, I wrote to the medical superintendent
of my hospital and the chief of our material
management department complaining
about the non-availability of centigrade
clinical thermometers. They both con-
firmed that local suppliers of hospital
goods did not stock these thermometers
and this situation is largely unchanged.
We continue to use Fahrenheit thermo-
meters 'in our wards and violate the law.
Interestingly, in our laboratories we only
used centigrade thermometers. The
reason for this dichotomy is not clear.
Perhaps, laboratory personnel can be
more easily trained to use new systems,
than doctors and nurses.

I agree if someone says 'The heavens
are not going to fall if we doctors use the
Fahrenheit instead of the centigrade scale.
Why are you fussing so much over trifles!'
However, I believe it does matter. As a
citizen I continue to be concerned about
this blatant disregard for the law by our
medical and paramedical colleagues as
well as by the enforcing authorities.

20 July 1992 S. R. Naik
Department of Gastroenterology

Sanjay Gandhi Postgraduate Institute
of Medical Sciences

Raebare1i Road
Lucknow

The Statistically Insignificant Author

A study in biology
. Requires a knowledge of epidemiology,
Not to mention statistics.
Mere mathematical gymnastics!

Average, median, mode and mean,
Common on the statistical scene.
Jargon to describe one's observations,
Or are they hypothetical revelations?

Statistics supposedly enables
Us to study variables.
Histograms, bar diagrams and pie charts
Gladden statisticians' hearts.

Preparing the article, I ponder the relevance
Of jabberwocky and statistical significance.
I analyse my data, and realize with terror,.
J forgot standard deviation and standard error!

The Student t-test and the Chi-square test,
God alone knows which is best!
Calculating the value of p
All this for my simple study?



CORRESPONDENCE

How hard I try to achieve prominence
In this world of statistical dominance,
Oops, I forgot range, graphs and percentile!
Will all my efforts be futile?

Finally the article is sealed and submitted.
One month has gone and I have waited,
Dreaming of ideas I so carefully projected.
A polite reply, sorry, it's rejected!

The article, I thought, was of acceptable quality,
It's been rejected on the basis offeasibility.
Something wrong with my objectives and setting,
Whatever it was, it's very upsetting.

My data were not adequately ample,
My selection omitted the random sample.
Tell me where else was I deficient,
Should I have used the correlation coefficient?

Confidence levels, predictability and probability,
The cohort, the design, specificityand sensitivity,
Variance ratios and the degrees of freedom,
All royal words in the statistical kingdom!

Shall I seek the help of a statistician
Or, else give my body to the mortician?
One way, I get into a good journal,
The other, perhaps easier, into heaven eternal!

So, ye honoured editors, I beseech thee,
(That goes for you, too, my dear referee),
Here's the revised and corrected article.
I hope the bias was not personal, but statistical.

Why do I, eternally continue all this?
With all the accompanying agony and anguish
Persist in reporting my so-called rubbish?
Simple, in academia, you publish or you perish!

15 July 1992 R. Raman
Department of ENT

Christian Medical College
Vellore

Tamil Nadu

Devaluation of Public Teaching Hospitals

Sir-Dr S. K. Pandya's Letter from
Bombay 'The wilful, progressive devalua-
tion of public teaching hospitals' is very
timely. 1 It provides a clear overview of
what has caused the deterioration in the
quality of our medical graduates and
institutions, and what has debased the
ethics of medical practice.

'Unbending principles' of the adminis-
trators who governed with 'excellence'
and their 'ideals' are things of the past.
Influence, corruption and kickbacks while

disbursing already scarce funds, poor after
sales service of highly sophisticated equip-
ment- by companies anxious to make
quick profits and a general apathy of our
administrators are among the reasons for
the decay of our institutions as well as our
professional honour.

In our public hospitals, administrators
and politicians always get preferential
treatment. Medicines are flown in from
abroad. In spite of the best talent available
in India, politicians go to foreign countries
for operations that are routinely performed
here while the common people are
advised to 'be Indian and buy Indian'.

Many of the numerous medical colleges
opened after Independence have been the
result of vested political interests and they
compromise on equipment, resulting in
low teaching standards and poor patient
care. Rich, ambitious parents and non-
resident Indians send their children to
these ill-staffed and ill-equipped institu-
tions, some not even recognized by the
Medical Council of India, so that they gain
a back-door entry to the UK or USA
where they finally settle. Others even
manage to migrate to an established
medical college. The established insti-
tutions, burdened with an increasing
patient population and reduction of
funds are undergoing gradual neglect and
degradation.

Earlier, the best students were drawn
towards medicine or engineering. Now
students with initiative and drive opt for
the better paid professions of computer
scienbe or management. A rich friend of
mine who had his son admitted to some
obscure private medical college after
paying a high capitation fee, when asked,
'Why not let your son start some business
with this sum of money?' unhesitatingly
replied, 'He is too dull!'

Our representatives in the corridors of
power are afraid to speak lest they spoil
their prospects for foreign assignments.

It is time to restructure the Medical
Council of India, state medical councils,
Boards of Examinations and other
medical authorities governing the medical
education and care in this country. These
should be governed by doctorsof integrity
who are committed to improvirig the stan-
dards of medicine. .

20 July 1992 S. K. Srivastava
C-39, Sarita Vihar

New DeJhi
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Some Round and About Views on Better
Medical Slides

(with apologies to Busybee)

Sir-Here are a couple of observations,
some stray thoughts, and a few points of
view on presenting better slides.

Like honest speakers use slides as pillars
to bridge their ideas, dishonest speakers
use slides as aides-memoire, and fumbl-
ing, stumbling and bumbling speakers use
slides as crutches.

That slides should be readable from the
last row, is stating the obvious; but that
the slides should also be simple and lucid
is reminding the oblivious.

Like the following tips for achieving
lucidity in slides:
1. Not more than 7 lines in a slide and no

more than 7 words per line,
2. 'CAPITAL' letters to be used only in

the title; the remaining text in upper
and lower case letters,

3. All slides should be horizontal: viewers
sitting in the last rows can never see the
bottom of a vertical slide,

4. not more than 4 to 5 vertical and 5 to 7
horizontal bars in a slide,

5. not more than 3 curves in a slide,
6. and not more than 5 wedges in a pie-

chart slide.
Like the imaginative use of simple lines,

arrows, stars and dots can make a text
slide both appealing and revealing.

And this final point: if your aim is to
impress the audience with your slides, the
chances are that the opposite will happen,
but if your aim is to express yourself
lucidly, the audience will be impressed as
well as enlightened.

4 May 1992 Rajeshwar Singh
Medical Copywriter

Bombay

(Busybee is the nom de plume of Mr Behram
Contractor, Editor, Afternoon Despatch &
Courier, published from Bombay.)


