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profusion of conditions in which complement is activated by
either pathway might in itself seem to indicate that awareness
of this process tells us little about the aetiology of these
diseases. Nevertheless, there are disorders, such as hypo-
complementaemic mesangiocapillary glomerulonephritis,2 26
sometimes occurring in association with lipodystrophy,27 28
angio-oedema,29 or vasculitis,3 " in which the profound
depletion of complement gives rise to the suspicion that its
abnormal consumption might be the primary disorder and not
merely a secondary event.

Tests for the functional integrity of individual components
of the complement system and their inhibitors need the
facilities of specialised laboratories.3 Nevertheless, finding a
profound impairment of total haemolytic activity is often
sufficient to indicate the existence of such a defect. Isolated
deficiencies of major complement components have been
detected in some patients with repeated infections3 and
connective tissue disorders resembling such diseases as
systemic lupus erythematosus31 32 and dermatomyositis.33
Deficiency of C2 has been reported in patients with Henoch-
Schonlein purpura,34 on one occasion accompanied by electron-
microscopic evidence of persistent mycoplasma infection.35
These abnormalities may prove to be secondary to disease
activity, and no formal proof has been adduced linking them
with the vast majority of patients with connective tissue
diseases. Yet in many instances the deficiency has been
familial,33 strengthening evidence from other sources that
complement activity is linked to HLA genes and is therefore
under genetic control.3 3
Complement is required for the neutralisation and lysis of

some viruses bound to antibody3840 and for the clearance of
such complexes by the reticuloendothelial system.4' It is
therefore entirely plausible that complement deficiencies
could account for various immune complex disorders induced
by virus infections and more particularly for those associated
with glomerulonephritis.42 Complement deficiencies and their
correction43 are justifiably receiving continued attention.
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Effect of exercise alone
on obesity
The medical management of obesity remains difficult and
often impossible. Most studies have concentrated on ways of
restricting food intake, though this is often of very small
benefit. Despite evidence that the physical activity of obese
children and adults is below averagel 2 relatively little attention
has been paid to the effect of increasing caloric expenditure.3 4
A recent study by Gwinup in California5 is therefore of con-
siderable interest, for he examined the influence of exercise
alone on the body weight of obese men and women on an
unrestricted diet.

All the participants in the study had failed to maintain
weight loss on dietary restriction alone; they were asked not
to change from their normal diet and were allowed to choose
their own form of exercise. Of 29 women and five men who
started on the programme, only 11 (all women) persisted with
it for a year or more. They started at 10-60% above ideal
weight; all 11 could increase their exercise to a half-hour
or more per day and maintain this for at least a year. In the
end eight of the 11 subjects were exercising for two hours or
more per day. All 11 lost weight, on average 22 lb (10 kg) and
ranging from 10 lb (4 5 kg) to 30 lb (13-5 kg). No loss ofweight
occurred until at least 30 minutes' exercise was taken each day,
and the degree of weight loss was roughly related to the time
spent exercising.
Not surprisingly, the form of exercise which was best

tolerated was walking. More vigorous forms, such as jogging,
could not be sustained by the obese women for long enough.
In all cases the rate of loss of weight was slow (about 0-25 kilo-
grams per week) and the weight reached a plateau for any given
level of exercise. When the women lengthened their time of
daily exercise further weight loss occurred, and in all but one
of the 11 cases weight was not regained so long as the exercise
was continued. Walking requires an energy expenditure of
about 300 calories per hour, and it is probable from the slow
rate of weight loss that the women lost weight while con-
suming more calories than previously.
From this study it appears that exercise alone can produce

considerable weight loss in a substantial proportion of obese
individuals resistant to conventional dieting. As a bonus, most
of the women felt considerably fitter while on their increased
exercise. Regular but not particularly vigorous exercise,
exceeding half an hour per day, may be worth trying in obese
patients-particularly in those who have plenty of time on
their hands. With increases in costs of petrol, perhaps in any
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case we can soon look forward to the day when our pavements
are congested by obese patients (of reduced size) walking to
and from work.
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Political facts of life
Some harsh political facts of life faced senior and junior
hospital doctors meeting at Tavistock Square last week. On
12 February, to the sounds of a noisy anti-private-practice
demonstration at the gates of BMA House, members of the
Central Committee for Hospital Medical Services studied
consultants' views in the ballot on private practice and the
NHS (p 475). In a disappointingly low poll of 53%/O a clear
majority of respondents were prepared to accept Lord Good-
man's plans' to modify the Government's sweeping proposals
for separating private practice from the NHS.2 Nevertheless, in
line with BMA policy, the committee decided to mount a
"full campaign to resist the passage of any legislation." It also
agreed to suspend sanctions and to open exploratory talks with
Lord Goodman and the Government (p 477). On the same
day the junior staffs' executive subcommittee examined the
Review Body's revised pricing of the training grades' new
contract (p 472) and pronounced its disappointment with the
outcome, agreeing to seek the views of regional committees on
the award before the main committee makes any final recom-
mendations about it on 24 February.
The juniors' spontaneous militant action last year has in

the end brought them an additional £1-5 million for redistribu-
tion. This is less than the C2 3 million that had been expected
as a result of the audit (for reasons given in paragraph 6 of
the report) and much less than some original "guesstimates."
All of this new-found money, the report recommends, should
be used to fund the one unit of medical time between 40 and
44 hours which its previous report3 had proposed should
attract no payment. Despite accepting the principle that all
work after 40 hours should be paid for, the Review Body had
declined to accept the juniors' argument-supported by the
Health Departments (p 474)-that the basic salary should be
paid for a 40-hour week. It is this rejection that has so disturbed
the Executive Subcommittee-along with the implications in
the report's opening paragraph of an annual overall "pool"
for junior doctors' pay. Nevertheless, there may well be
junior doctors who sympathise with the Review Body's
consistent stand in having "reservations in principle about
any pay system which relates the earnings of a salaried
professional group directly to the length of their working
hours." The report spells out the implications of introducing
such a system, including "relatively lower basic salary scales
for all junior doctors...."
The juniors' representatives had agreed with the DHSS that

the new contract should start on 9 February (payments would
be retrospective) and the BMA had advised doctors in the
training grades to press ahead with planning their individual
contracts, taking advice if needed from the regional com-
mittees for hospital junior staff. The executive subcommittee's
decision to consult constituents before accepting the award

will mean further delays before contracts can operate but this is
understandable in view of the recent history of negotiations.
Nevertheless, with the annual April review barely six weeks
off junior staff may well wish to close this chapter of the con-
tract saga and aim for improvements in future reviews.

Certainly, with the passage of time the question of "no
detriment," which figured so prominently in the autumn at the
start of disaffection over the first pricing of the contract, has
become less of a priority-a fact acknowledged by the profes-
sion's negotiators and dealt with in paragraph 10 of the report.
One urgent matter, however, should be tackled quickly: the
joint examination with the DHSS of juniors' excessive hours,
and on this Mrs Castle is in accord with the profession. It is an
aspect of juniors' duties which consultants should treat as a
priority item as well-had the profession as a whole shown
more concern about it over the years then the present imbroglio
might well have been avoided.
The junior doctors also have a common interest with their

seniors in the future of independent practice and the HJS
Committee has recently publicised its unhappiness about the
turn of events (14 February, p 412). General practitioners, too,
have been growing alarmed about the implications for them,
and at its December meeting the General Medical Services
Committee opposed the Goodman proposals.4
These are two good reasons why neither Mrs Castle nor

the hospital unions, who are breathing down her neck, should
conclude that the consultant ballot result gives them carte
blanche to press home regardless their assault on independent
practice. There is a third good reason in the ballot itself: over
70%/o of respondents objected to the separation of private
beds from the NHS and 85% objected to the Government's
plans for licensing private practice. The relatively low response
rate and the lack of support for resignations (not surprisingly
the ballot breakdowns show that part-timers, surgeons, and
anaesthetists proved the most militant) may reflect the hazards
of composing a ballot on a complicated matter and, as an
outspoken letter at p 462 points out, the unpalatable alterna-
tives offered of resignation or support for the Goodman com-
promise.
The day after the ballot result was announced saw the public

opening of the Campaign for Independence in Medicine.
Representing the BMA, the HCSA, the BDA, and the Inde-
pendent Hospital Group, the campaign was launched with
a large advertisement in the national papers. This listed five
reasons why the Government's plans for private practice
"will serve no useful purpose whatsoever." They will fail
to shorten NHS waiting lists; cost the British taxpayer sub-
stantial sums of money; lead to further shortages of medical
staff in the NHS; lower medical standards generally; and
destroy a precious liberty-freedom of choice for the patient.
Few doctors would dispute these well-rehearsed points, but has
the profession as a whole distinguished between the fight to
retain pay beds-an important but limited issue-and the
defence ofindependent practice ? The ballot result suggests that
consultants have had their eyes fixed primarily on the former.
The BMA Council when it meets on 25 February will be
facing the wider implications for the profession. Doctors will
be doing no service to the public if they allow a step back on
the pay-bed sector to become a retreat across the broad front
of independent practice.

I British Medical Journal, 1975, 4, 771.
2 British Medical Journal, 1975, 3, 497.
3 Supplement to Fifth Report of Review Body on Doctors' and Dentists'

Remuneration, Cmnd 6243. London, HMSO, 1975.
4 British Medical_Journal, 1976, 1, 50.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6007.417 on 21 F
ebruary 1976. D

ow
nloaded from

 

http://www.bmj.com/

