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Jonathan Mohanraj Raju MBBS, MD
(18 October 1948-1 October 1993)

Jonathan Raju was born on 18 October
1948 in Pune. He did his MBBS (1974)
and MD in General Medicine (1982)
from the Christian Medical College,
Vel/ore. In between he spent three years
as a Medical Officer at the Seventh-day
Adventist Mission Hospitals in Surat,
Nuzvid and at Ottapalam. After his
MD, he joined the faculty of Christian
Medical College Hospital, Vel/ore and
was a Reader in Medicine when he died
at the early age of 44.1

Johnny, as Jonathan was popularly known, was a friend for
many years. We both joined the Spicer High School in Pune
in 1962 and were roommates in the boarding section from the
eighth standard onwards. Our families were also neighbours
and so we were able to keep each other's company even
during the holidays. We were contemporaries at Vellore and
it was only after graduation in 1974 that our paths diverged.
In the ensuing years, however, we kept in touch with an
occasional letter.

Johnny showed a remarkable sense of discipline in his
studies, personal habits and in his favourite hobby-sport.
He had high moral values and his personal life was an
example to his peers. He was forthright and outspoken, and
would never hesitate to speak out against wrong or to uphold
individual and collective rights to his friends or to the
authorities. In the tenth standard after we played a juvenile
prank, the warden caught and accused another student but
Johnny confessed to being the culprit. Johnny excelled in
track and field sports and also in tennis and soccer. He broke
the college record in the pole vault and represented the
district in football.
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Through high school and in medical college, he was always
a popular and prominent figure. He was appreciated for his
friendliness and loyalty, sports and musical talent and for
his concern and participation in campus matters. He was
elected to several positions of authority in student organiza-
tions, and discharged his duties with great competence. It
came as no surprise that after he completed his MD, he was
offered a faculty position at the Christian Medical College,
Vellore.

As a physician, Dr Jonathan was caring and competent.
He was a strict teacher determined to infuse correct work
habits and a professional demeanour in his students.
Dr Jonathan was an outstanding role model.

Despite undergoing several operations and lengthy treat-
ment for an aortic aneurysm in Vellore and the United
States, unfortunate setbacks seemed to occur at regular
intervals. Towards the end, he developed lymphoma and
other complications. In illness, he showed fortitude and good
humour, and those who visited his bedside were cheered by
his spirit.

He leaves behind his wife, Renu, an Ophthalmologist on
the CMC faculty; his daughters, Priya and Nithya; a sister;
parents; parents-in-law and innumerable friends. A God-
fearing, committed and active Christian, Johnny would have
appreciated these lines from the Poems of Gitanjali:

I shall I hope
Tread the path
Where there are
No tears, no pain, no regrets
Save
The eternal peace
That is all I ask
Of my Creator

G. G. CHRISTO
Department of Paediatrics
Kasturba Medical College

Manipal
Karnataka

Sir-The Supreme Court judgment on capita-
tion fees has generated much interest in India'
and abroad.>' Unfortunately, capitation fee
bashing has become fashionable in the medical
press. The merits of private medical education
and other pertinent issues have been relegated
to the background.

The judgment decrees that all students seek-
ing admission to private institutions have to
pass a common entrance examination. This
step is in the right direction as it will ensure
proper standards in medical education. Further,
the recent ordinance is welcome as it specifies
that no medical college can begin to function
without the approval of the Medical Council of
India. However, the part ofthe judgment which

allots 50% of the seats on a fee which is at par
with that in the government medical colleges
is questionable. It must be borne in mind that
private colleges do not enjoy any state subsidy.
Therefore, the educational expenses of these
students will effectively be met by the other half
who will pay a much higher fee, which is in no
way fair. To add to the woes of the private
medical colleges and of the students, the
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government in states such as Karnataka have
unilaterally fixed an unrealistically low fee,
which has only led to an impasse.

We must question these pseudo-socialist
attitudes to medical education in India. Can a
developing nation subsidize medical education
to the extent that India is doing? The fees in
most government colleges are only a few
thousand rupees, whereas the government
actually spends several hundred times that
amount on each medical graduate only to see
many of them leave our country. Could we not
follow the example of developed nations where
the majority of students have to repay the
university or the government which offer them
long-term low-interest loans? Further, in
restricting the quota for foreign students to a
mere 5% the Court has deprived the nation of
valuable foreign exchange. Why are we so
reluctant to export education when even
developed nations such as Australia do?

Many private institutions such as the
Kasturba Medical College at Manipal run
excellent teaching hospitals and peripheral
health centres and render service to the rural
population which would otherwise depend on
an inadequate state health care system. These
institutions have also helped improve the local
economy by providing employment to
thousands.

The Manipal experiment has demonstrated
that private education can be as good if not
better than that provided in the best govern-
ment institutions. The deplorable standards
in many government institutions justifies the
pressing need for a pragmatic and productive
approach towards medical education.

28 December 1993 E. S. Krishnamoorthy
C. S. Sanjay

Department of Psychiatry
Kasturba Medical College

Manipal
Karnataka
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prevalence of coronary artery disease between
rural and urban dwellers as well as Indian
immigrants abroad is due more to maladapta-
tion to changes in diet and lifestyle than to the
influence of risk factors. There is convincing
evidence! that the consumption of milk, fats
and oils, fish and flesh foods is three times
higher in urban than in rural Indians and thus
there is an urgent need for epidemiological
studies in this area.

Our own observations (Table 1)4 suggest that
there is an increased consumption of total fat
and cholesterol and refined cabohydrates and a
decreased intake of complex carbohydrates as
well as less physical activity in urban Indians
and Indian immigrants compared to rural
Indians. This may be responsible for their
higher mean body mass index and waist-hip
girth ratio (central obesity); all associated
with a higher prevalence of atherosclerosis and
coronary artery disease. A decreased intake of
omega-3 fatty acids and higher saturated and
unsaturated fat in urban as well as overseas
diets in association with refined foods and
central obesity may also contribute to insulin
resistance.I> The levels of total serum choles-
terol in urban Indians and immigrants are not
as high as those in British natives but this is
perhaps consistent with their lower intake of fat
and cholesterol. It seems that a low energy fruit
and vegetable and omega-3 fatty acid enriched
prudent diet" in association with moderate
physical activity can lead to a decrease in the
incidence of coronary artery disease. One
study' quoted by Gopalan clearly shows that a
higher prevalence of diabetes in city-dwellers
compared to the rural population may be due
to their higher mean body weight (59.5 v.
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44.8 kg) and mean
18.3 kg/m-).

22 December 1993

body mass index (23 I'.

R. B. Singh
Sultan Ahmad

M. A. Niaz
Centre of Nutrition Research

Medical Hospital and Research Centre
Moradabad

Uttar Pradesh
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Diabetes prevalence (%) 2.3 10 20 4.8 8.5
4 Murmu LR. Kant S. Rao KRPR. Positive discrimi-

nation in India's medical schools. 8M] 1993;307:63. Prevalence of coronary artery disease (%) 2.7 10 15 11 17

Energy (kcallday) 2250 2140 2415 2210 2400

Total carbohydrates (%callday) 72 61 49 45 55

Refined (O/ocal/day) 7.2 14- 18' 20 18

Research in nutrition Total proteins (O/ocal/day) 13 13 12 13 14

Total fat (O/ocal/day) 15 26- 39* 42 32

Sir-Gopalan I has made interesting Saturated fat (%cal/day) 5.1 8.5' 14' 19 11
some

Polyunsaturated/saturated fat ratio 0.7 0.6 0.9 0.3 0.9
observations on under-nutrition and related
diseases as well as on diet-related chronic Omega-6/0mega-3 fat ratio 2.4 7.5' 16' 6.1 15

diseases common in Indian city-dwellers and in Cholesterol (mg/day) 60 152* 200' 405 203

immigrants abroad.? However, he has failed to Dietary fibre (g/day) 33 31 29 18 29

comment on the details of their nutrient intake. Fruit, vegetable and legume (g/day) 100 200 150* 100 150

Most of us compare Indian immigrant popula- Body mass index (kg/m2) 20 22* 26' 26 25

tions and Indian city-dwellers with British and Waist-hip girth ratio 0.88 0.92* 0.98* 0.94 0.98

American natives, who have had a particular Serum cholesterol (mg/dl) 163 188- 205- 212 200
diet and lifestyle for several decades. Indians High density lipoprotein cholesterol (rng/dl) 43 47 45 48 41
abroad and many urban Indians have only been Triglycerides (mg/dl) 136 153- 153- 131 154
exposed to these influences for a few years. It is
possible, therefore. that the difference in the • Significant differences in comparison with values in rural Indians
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The Consumer Protection Act

Sir-Dr Gogia's letter raises some disturbing
questions.' He had done a tuboplasty in a
37-year-old woman in May 1991using a micro-
surgical technique. After the operation, the
patency of at least one tube had been estab-
lished on two occasions.

The age of the patient and the fact that the
capsule of the ovaries was thickened needing a
wedge excision, would make her chances of
conception small even with a patent tube.

I cannot believe that a doctor would guaran-
tee a hundred per cent chance of success after
any treatment especially under these circum-
stances. Why did the patient not report to the
hospital when she had a complaint? The doctor
could have verified the patency of the tube
again as well as done an endocrine profile of
the patient.

Has it been established by the court that the
husband was potent and that his seminal fluid
was normal?

Will the patient repay the money if she
becomes pregnant later?

I hope Dr Gogia will take the matter up to
a higher court and I have appealed to the
President of the Indian Medical Association to
take up this case.

15December 1993 M. S. Yenkataraman
Ranga Nursing Home

Madras
Tamil Nadu
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Books and peer review

Sir-This refers to the book review-Social
stress and mental health: A social-psychiatric
field study of Calcutta-which appeared in the
recent issue of your journal.' The reviewer is,
of course, entitled to his opinion concerning the
value and quality of the book. I am writing only
in response to the second last paragraph of his
review where he states that we published the
book 'without undergoing the process of peer
review'. I would like to inform him that this is
incorrect and the reviewer could have checked
this with us before making his erroneous state-
ment. We subject virtually all our books to the
peer review process before accepting them for
publication. In this case, the reviewer was a
highly qualified consultant psychiatrist and his
advice to us was that the book was worthy of
publication subject to certain revisions which
the author undertook before submitting the
final typescript.

17 November 1993 Tejeshwar Singh
Sage Publications India

New Delhi
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Dr Suena replies

Sir-I can only wish that the results of a good
review and revision were more obvious in the
published work.

My arguments, regarding the scientific
methodology used and the validity of the con-
clusions arrived at remain unaltered.

5 December 1993 Shekhar Saxena
Department of Psychiatry

All India Institute of Medical Sciences
New Delhi

The 'standby' operation list

Sir-The waiting list has become a regular topic
in British medical journals and the suggestion is
that wherever there is socialized medicine
patients have to wait for treatment. However
with increasing consumer awareness efforts are
being made to reduce these waiting periods
especially for patients who require early treat-
ment. There has been no discussion on the
peculiar Indian phenomenon-the 'standby'
operation list. This refers 10 those patients
listed at the bottom of. or separately from, the
routine operation: list. They are not really
meant to undergo operation on that day but
serve as a ready-made alternative in case some
one from the original list is cancelled. These
patients are subjected to more than their usual
share of preoperative anxiety.

Why does such an unfortunate practice
continue? When operating time is so scarce it
is important that it is not wasted if a case is
cancelled, especially if this is done for vague
reasons given by an anaesthetist anxious to go
home. The standby list is a symptom of the
failure of coordination between those who are
providing good technical medical care but over-
looking its humanitarian aspects. Perhaps this
is why YIPs are rarely placed on them.

2 December 1993 L. R. Murmu
Emergency Services

All India Institute of Medical Sciences
New Delhi

Cryptococcosis at AIIMS

Sir-There has been a recent increase in the
incidence of cryptococcosis at the All India
Institute of Medical Sciences (AIIMS)-an
important opportunistic fungal infection
caused by Cryptococcus neoformans. Reports
from developed countries also reveal an
increased incidence of this infection which now
occurs in 5% to 31% of immunocompromised
patients, !-3 but there have been few reports
from India."

We studied our data retrospectively from
1985 to 1992. The specimens from suspected
cases of cryptococcosis were processed by
standard mycological procedures after appro-
priate modifications in collection, processing,
culture and serological techniques.

We found cryptococcosis in a total of 37
patients with a gradual increase in the annual
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incidence (Table I) over this period with the
largest number (15) confirmed to have the
disease in 1992.

TABLEI. Annual incidence of cryptococcosis

Year Numberofcases

1985-86
1986-87
1987-il8
1988-89
1989--90
1990-91
1991-92

1
2
4
4
5
6

15

The diagnostic criteria were mainly direct
demonstration of the fungus by India ink pre-
paration, Gram-staining and culture. In a small
number of patients who had chronic meningitis,
we detected the circulating antigen by latex
agglutination.

Cryptococcosis presents most often as
chronic meningitis. It may also involve other
sites such as the lung, skin, bone, eye and
urinary tract or cause disseminated infection. S--7

Among opportunistic fungal infections asso-
ciated with AIDS, cryptococcal disease is one
of the most life-threatening. 8

Earlier. only conventional methods were
used for diagnosis in our laboratory. However,
in recent years we have made several modifica-
tions to the standard technique of collection.
transportation and processing of specimens.

For direct demonstration of the fungus,
staining with India ink, which demonstrates the
capsule of the yeast, is the recommended
technique but it yields a positivity rate of only
50% to 6O%.YBecause a non-capsulated variety
of Cryptococcus neoformans has recently been
found to be pathogenic." Gram's stain for this
type was introduced in our laboratory as an
additional direct demonstration procedure.

Another modification introduced was in the
culture technique where specimens from blood,
bone marrow, urine and tissue homogenate
were cultured on biphasic blood culture bottles
(SDA slants with SD broth). This improved
isolation, reducing laboratory contamination
during the processing of the sample and also
decreasing the workload of the technicians.

Among various tests which detect circulatory
antigens in body fluids, latex agglutination is
rapid and sensitive. This test was introduced in
our laboratory in 1989. It revealed additional
positive cases in our setting though it was used
in a restricted number of cases due to the cost
of the imported kits.

Why there has been a sudden increase in
crypotococcal infections at AIIMS is uncertain.
We feel that a heightened awareness, a greater
index of suspicion, an improvement in the
collection and transportation of clinical speci-
mens and modified techniques of processing in
the laboratory might have been contributory
factors.

Another possibility which cannot be ruled
out is that AIIMS, being a referral centre, is
being sent an increasing number of immuno-
compromised patients in whom crypotococcal
infections are common.

Cryptococcosis is a serious life-threatening
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infection and the conventional method of
diagnosis is slow. We should try and develop an
indigenous test system to detect its antigen
early so that specific therapy can be started
without unnecessary delay.

25 November 1993 Uma Banerjee
Karuna Gupta

Biswaroop Chatterjee
Sharda Sethi

Department of Microbiology
All India Institute of Medical Sciences

New Delhi
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Measures of clinical agreement

Sir-I have seen the article by Jeyaseelan and

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 7, NO.1, 1994

Rao! on measures of clinical agreement.
The deficiency in correlation coefficient in the
context of agreement studies was realized by
Oldham? nearly 25 years ago. In India,
Indrayan- warned against its misuse. In our own
study' on agreement between pulse oximetry
based readings of systolic blood pressure and
those obtained by conventional methods, we
used the 'limits of agreement' approach of
Bland and Altman." This approach has gained
wide acceptance but Jeyaseelan and Rao' have
not given any details of this. Using this
approach, the limits within which the difference
between the two methods under comparison is
likely to lie is obtained, and a judgement about
tolerability of differences of such magnitude in
a specific situation is left to the clinician. The
authors! have described the intraclass correlation
coefficient (ICC) as a measure of agreement
and have mentioned a test to check its statistical
significance. This could give an erroneous
impression that statistical significance of ICC
has much to do with agreement. We all know
that a very low value can be statistically
significant if 'n' is sufficiently large. Despite
high significance, a low value like 0.2 of ICC
shows a poor agreement.

The formulae of MSM, MSS and MSE as
stated by the authors! are for the sum of squares
and not for mean squares. To calculate mean
squares, the sum of squares are divided by the
respective degrees of freedom.

20 December 1993 R. Chawla
Department of Anaesthesiology

and Critical Care
University College of Medical Sciences

New Delhi
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Dr Jeyaseelan replies

Sir-We are grateful to R. Chawla for correct-
ing the error. Readers are requested to correct
the notation as follows and these sum of squares
have to be divided by appropriate degrees of
freedom to obtain the MSS, MSM and MSE.

I(IXij)' O:IXii)'
(SSM) = J ' _ -'..'"",1 __

n nXm

(SSS)

I(I X)'.. IJ
I J

nXmm

SSE = TSS-SSM-SSS

where SSM is the sum of squares, methods; SSS
is the sum of squares. subjects; SSE is the sum
of squares, error and TSS is the total sum of
squares.

Our article aimed to highlight the misuse of the
correlation coefficient and to make clinicians
aware of the existing statistical methods avail-
able to measure agreement. A thorough review
of the literature on statistical methods of
agreement was done and the most useful refer-
ences were quoted. It was not possible to
reproduce the referred articles in their entirety
and the reader will have to consult them for
more information. We are aware of the number
'n' problem. Statistical significance is necessary
but not sufficient. Therefore, quantitative
(clinical) significance of ICC or Kappa, its
actual magnitude, should be considered.

3 January 1994 L. Jeyaseelan
Department of Biostatistics

Christian Medical College
Vellore

Tamil Nadu


