
126 BRITISH MEDICAL JOURNAL 8 JULY 1978

labour the point that we should try harder to
teach "organised neglect."

A H G MURLEY
Addenbrooke's Hospital,
Cambridge

Diet and weight reduction

SIR,-Your expert (10 June, p 1529) supports
the views of the questioner that there are some
individuals (presumably adults) who fail to
lose weight on a daily intake of around 1000
kcal (418 MJ).

Certainly there are obese people who do not
lose weight with an intake as low as 1500 kcal
(6-27 MJ) a day, as has been demonstrated by
Miller and Parsonage.' But an equally well-
supervised study in which the diet supplied
1000 kcal a day resulted in weight loss in every
one of the 49 subjects we studied.2 They had
all claimed that they did not lose weight when
keeping strictly to low-calorie diets, and 12 of
the subjects maintained that they had used
diets of 1000 kcal a day or even lower and
still failed to lose weight.
One reason for the discrepancy between

what people say and what can be demonstrated
if conditions are sufficiently well supervised
is that, unless every item of food and drink is
measured accurately, people are not at all good
at assessing their own consumption, whether
or not they are overweight. Nor is it good
enough to assume that individuals really keep
to a diet while in hospital. We have measured, '

for several days, the calorie intake in 14
hospital patients who had been prescribed
low-calorie diets. In 10 of these the actual
intake was substantially more than that
prescribed and in six instances at least 500,
more.
We cannot therefore subscribe to the

common belief that there are obese individuals
who will not lose weight when their intake is
restricted to 1000 kcal a day.

JOHN YUDKIN
London NW3
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Home or hospital care for coronary
thrombosis?

SIR,-It is always interesting to read the
arguments of consultants and general prac-
titioners for and against the hospital treatment
of myocardial infarction. In your recent
"Medical Controversies" article (13 May,
p 1254) Dr Peter Carson argues that patients
with acute infarction are best managed in
hospital because physicians and cardiologists
are more experienced in rehabilitating coronary
patients and getting them back to work. There
is no evidence that this is true, and there is
reason to believe that general practitioners are
better acquainted with the problems of guiding
postinfarction patients back to full activity.
The vast majority of hospitals spend infinitely
more interest and money on the equipping and
running of coronary care units than on the
rehabilitation of the patient when he is
recovering from the acute episode. Having
been taken through the elaborate ritual of
coronary care, most patients are dropped back
into the community with very little or no
hospital follow-up or help with the convalescent
phase. It is the GP who has to cope with the

day-to-day problems of lack of confidence,
with odd chest pains, faintness, fatigue, and
other symptoms, or of denial of illness with
over-eager return to the old way of life which
helped create the illness in the first place.

I run a course of graduated physical exer-
cises for patients recovering from myocardial
infarction, using the facilities of a local sports
centre. I believe that it is most appropriate
that coronary rehabilitation be conducted by
GPs in the community for the following
reasons:

(1) Hospitals are mainly involved with acute
problems and are much less concerned with the
long-term care of patients. They have little com-
mitment to following up the patient once he is over
the acute illness and tend not to release personnel
to such mundane tasks.

(2) General practice rehabilitation is cheap,
employing an inexpensive permanent form of
labour and using equipment provided by the com-
munity. My course, when fully established and
properly funded, will have cost a capital outlay of
about I600 with a running cost of about C20 per
patient, which compares very favourably with the
cost of keeping him in hospital for one day.

(3) The course, being away from the hospital
environment, does not seem so like treatment and
encourages the customer to regard himself as a
normal person and not a patient. He is more likely
to see training as fun and more likely to keep it up.

(4) Many patients who suffer infarction are kept
at home and would not be able to benefit from a
hospital-based programme.

It is now recognised by most cardiologists
and general physicians that supervised exercise
training is of great value to the majority of
patients after myocardial infarction, and such
programmes are widely available in some parts
of the world. Hospitals in Britain, however,
have failed to provide adequate coronary
rehabilitation facilities, and I believe that the
time is ripe for GPs, using community sports
equipment, to fill this gap. If we fail to meet
this need it will be right for coronary patients
to band together to demand that such a vital,
but neglected, part of their treatment be pro-
vided by the Health Service for which they
pay.

H J N BETHELL
Alton, Hants

Correlation between cytomegalovirus
infection and HLA-BW15

SIR,-In the course ofscreening several "panels"
of volunteer, HLA-matched, but otherwise
unrelated donors in connection with a marrow
transplant programme it was noted that two
panels, both sharing the tissue type HLA-
BW15, had higher than average numbers of
individuals (9/10 and 3/4) with antibodies
(complement-fixing and IgG-immuno-
fluorescent) to cytomegalovirus (CMV). On
further testing of donors possessing this
tissue type CMV antibodies were found in 16
out of 22 (73%"). The donor population was
drawn from healthy adults in the Greater
London area and the frequency of CMV
antibody for all the donors so far tested (mean
age 34 4, range 21-59 years) was 49°O (40/82),
which is comparable to the 540) reported for
an age-matched population examined in
London in an earlier survey.1 The 22 donors
(mean age 35-3 years) with the tissue type
HLA-BW15 (16 of whom were CMV-
antibody-positive) were compared with the 60
donors (mean age 341 years) possessing other
tissue types (24 of whom were CMV-antibody-
positive) in a Fisher exact probability test, one-

tailed since the direction of the difference was
predicted in advance. The analysis indicated a
low probability (P=O0009) that the different
frequencies of CMV antibody were due to
chance alone.
The findings suggest that normal donors

with tissue type HLA-BW15 either have
greater susceptibility to CMV infection or
respond more readily with antibody production
than does the general population. A similar
association in the mouse between CMV
susceptibility and the murine major histo-
compatibility complex has recently been
reported.2 The same donors were also
examined for antibodies to other viruses
(herpes simplex, varicella-zoster, EB virus,
measles, mumps, parainfluenza type 1,
influenza type A, rubella, adenovirus, and
Mycoplasma pneumoniae), but the results
failed to demonstrate any obvious relationship
between these infections and tissue type
HLA-BW15. Since CMV is a double-stranded
DNA virus, the other reported association3 of
HLA-BW15, with systemic lupus erythemato-
sus, is particularly interesting in this context.
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Diabetic complications in childhood

SIR,-I wish to comment on your leading
article on this subject (15 April, p 941).

Concerning the late prognosis of juvenile
diabetes the two more recent and important
works on this subject published in French are
often forgotten. Firstly, Francois et a1l studied
204 patients with onset of diabetes before the
age of 16 and duration longer than 10 years.
The diabetics were treated with a normal diet
and daily adjustments of insulin dosage. At
regular ophthalmoscopy retinopathy was
present in 14",O of patients after a duration of
diabetes of 10 years, in 380( after 15 years, and
in 4300 after 20 years. There was a correlation
with the degree of control, retinopathy being
present in 17%, of patients with good control,
350J( of those with fair control, and 470 of
those with poor control. Secondly, Lestradet
et a12 studied the degenerative complications
in a group of 114 subjects diabetic before the
age of 15 years and followed up for 20 to 25
years. Retinopathy was present in 550° of the
patients and proteinuria in 1700. In these two
studies, the frequency of retinopathy is
reduced when compared with that in children
on a strict regimen.3

Concerning the early diagnosis of infantile
diabetic retinopathy by fluorescein angiogra-
phy, only a few such studies on retinopathy are
available in the literature: those of Barta et a14
and of Malone et al,5 the latter being mentioned
in your article. These authors consider the
presence of microaneurysms to be the earliest
finding. In 1974 we published a preliminary


