
Editorials

Security regulations under which research workers have to ob-
tain the Department's permission before publishing the results
of their work.
Where does this leave our universities? The arbitrary league

tables drawn up by the University Grants Committee in 1986
highlighted the fact that the university system had no reliable
method for appraising institutes of higher education. The
lukewarm response in some quarters to the Jarratt report4
which emphasized the need for universities to develop up-to-
date in-house assessments of performance was a sign of entren-
ched attitudes. In spite of obstacles, the need for formal, ob-
jective and systematic appraisal of people and groups of peo-
ple within higher education is unavoidable.
When challenged by current Government policies it is time

for us to consider how best to define the aims of higher educa-
tion. Universities must not be seen to be running from something
but running towards something. As a member of the universi-
ty community the question I must ask myself is 'am I trying
to justify my existence or am I trying to get something done?'
If general practice is to survive in the increasingly competitive
environment of the university system then its academic base
needs strengthening by the encouragement and completion of
good research. If performance review is a central plank of the
Royal College of General Practitioner's policy,5 then it has to
be matched by a recognition that the lifeblood of an academic
discipline is original work. There is little point in the College
complaining about the small amount given by Government to
research in primary care when the College only allocates 2%
of its annual income to research.
Does it matter that universities and medical schools are now

stretched to the limit? As long ago as 1913 the Royal Commis-
sion on Medical Education stated that 'the main justification
for providing adequately for university education is the public
interest and this is perhaps more apparent in the case of medical
education than in any other discipline'. It is also worth
remembering Harold McMillan's more recent comment that
education was there 'to unlock the storehouse of the future'.
As doctors, we have all had the privilege of a university educa-
tion and we owe it to the next generation to ensure that univer-
sities are protected from further cuts and further erosion of
morale. This is particularly vital in our medical schools which
not only teach students but provide invaluable support to the

National Health Service.
There are signs that the universities can adapt fairly quickly

- the percentage of their income now coming from the Univer-
sity Grants Committee is in the region of 57%, a 20/o reduc-
tion on a decade ago.6 However, the extent to which the
teaching of medical students is now funded indirectly by medical
charities is an indictment of the Government's support (or lack
of it) for teaching staff.

Frequency and rapidity of change will be the hallmark of
university life in the late 1980s and 1990s and pressure from
external forces will continue to increase. In times of trouble there
are no absolutely correct answers to problems, only approx-
imate ones. The outcome for the present and future generations
of students will depend not only on those with the courage to
take new paths, but on those with the wisdom to recognize the
importance of supporting the seedcorn in the university system.
Unfortunately the need to support research, especially in basic
sciences, is often misunderstood and frequently unappreciated,
yet the alternative to the pursuit of knowledge is the maintenance
of ignorance. Success in responding to the more damaging
onslaughts on universities will depend on positive responses to
change and the harnessing of internal strengths in order to adapt
to an ever changing world. If we value the presence of general
practice within institutes of higher education the Royal College
of General Practitioners has to play a part in responding to the
Government's policies about the future role and function of
universities in the UK.

JOHN BAIN
Professor ofPrimary Medical Care, University ofSouthampton
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Use of very low calorie diets in obesity
V, ERY low calorie diets can be defined as liquid diets con-
V taining at least the recommended intake of vitamins and

other essential nutrients but only providing 600 kcal (1.5 MJ)
or less of energy per day. The currently available commercial
preparations should not be confused with the liquid diets
introduced in the early 1970s. These were deficient in protein,
potassium and other nutrients and were associated with cardiac
arrhythmias and a number of sudden deaths in obese but
otherwise healthy individuals. The present formulations appear
to be free of major complications,' and the adverse effects
which do occur are those associated with any regimen producing
rapid weight loss - postural lightheadedness, tiredness,
menstrual irregularities, transient hair loss and acute gout.2
That strict adherence to very low calorie diets will produce

weight loss is indisputable,3 though not necessarily always
desirable. It is important to bear in mind that 1 kg of adipose
tissue provides 7000 kcal of energy. It follows that if a woman
with a daily energy expenditure of 2000 kcal can adhere to a

conventional 1000 kcal diet, she will lose adipose tissue at a
weekly rate of 1 kg. By adhering to a very low calorie diet, the
rate of adipose tissue loss will be increased to about 1.5 kg per
week. It has been suggested that many patients who become
disheartened by the rate of weight loss on a conventional diet
will be encouraged to adhere to a very low calorie diet because
of the increased speed of weight reduction. It is clear that either
the claims of some commercial companies are exaggerated or
that the extra weight loss attributable to these diets is not adipose
tissue.

It seems probable that the major advantage of a very low
calorie diet over a conventional diet is that some patients will
find it easier to adhere to a liquid only regimen. Unfortunately,
at present, there is no way of selecting suitable patients other
than by trial and error.
The purpose of weight reduction is to lose extra adipose tissue,

not muscle bulk. The propensity for individuals to go into
negative protein balance during weight reduction is variable but
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depends to some extent on the degree of calorie restriction. On
very low calorie diets some patients will require a daily protein
intake of at least 1.2 g per kg body weight to stay in nitrogen
balance, whereas others can make do with much less.4 At pre-
sent, the protein content of available diets ranges from 33 g per
day in the Cambridge diet (Cambridge Nutrition) to almost
70 g per day in Modifast (Wander). The recently published report
of the working party of the Committee on Medical Aspects of
Food Policy recommends that the minimum daily protein intake
from a very low calorie diet should be 40 g for women and
50 g for men and tall women.5 These figures are arbitrary but
if adhered to, they should prevent most subjects from undue
protein loss while adhering to such a diet.

Because of the concern about protein losses, very low calorie
diets are not recommended for infants, children, adolescents or
women who are pregnant or breast feeding. They should also
be avoided in the elderly and those suffering from conditions
such as gout or porphyria, which may be provoked by any form
of severe calorie restriction. They should not be used to treat
patients with major psychological disturbances. Their use in a
variety of other medical conditions is more controversial. Clearly
the risks of obesity are themselves enhanced when there is co-
existent hypertension, diabetes or ischaemic heart disease- In such
circumstances, if a conventional diet fails to produce weight loss,
the potential advantage of weight reduction by a very low calorie
diet may outweigh the theoretical hazards. However, appropriate
medical supervision is required. For example, subjects with
ischaemic heart disease should undergo 24-hour monitoring to
detect the early development of cardiac arrhythmias. In most
other circumstances selection of subjects is more important than
medical supervision provided that the manufacturer's
recommendations for duration of therapy are followed. However,
repetition of treatment, or prolongation of therapy for more than
four weeks requires medical supervision.
Most obese subjects can, and indeed repeatedly do, lose weight

on a variety of diets. The major problem they face is their
inability to maintain weight loss. This demands a permanent
change in eating habit, or lifestyle. The artificial nature of very
low calorie diets does little to promote such a change and sadly
most subjects will regain weight rapidly. It follows that the use
of these diets can be most readily justified if there is a short
term need for weight loss, such as prior to elective surgery. In
other situations, most subjects will probably do as well in the
long run if they persevere with more conventional regimens. The
aggressive advertising practices of some commercial companies
have encouraged the widespread use of very low calorie diets
but although examples of substantial and sustained weight loss
can be quoted, it is important to appreciate that these comprise
only a small minority of the total number of patients treated
with such diets, even when this is only part of a complex
behavioural modification programme.6

Patients who are only mildly obese should avoid very low
calorie diets. Those with a more substantial problem will not
solve their adiposity by a short period on such a diet and if
practitioners recommend the use of a very low calorie diet, it
is important that it is combined with a commitment to long term
follow up during which behavioural modification techniques
should be developed with or without the use of a waist cord.7

Until the twin problems of patient selection and prevention
of weight regain are at least partly solved, one must concur with
the working party's conclusion that 'There is no evidence that
VLCD regimes are more likely to achieve enduring weight loss
than conventional weight-reducing diets, nor that they are more
or less likely to be followed by weight regain than conventional
diets. Claims for the superiority of very low calorie diets over
other diets in these respects are at present unsupported by valid

data and should be resisted until new and satisfactory evidence
is produced.

JANET FLINN
Registrar, Eastern General Hospital, Edinburgh

J.F. MUNRO
Consultant Physician, Eastern General Hospital, Edinburgh
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RESEARCH FUNDING
Scientific Foundation Board

Applications are now being received for grants for research in
or relating to general medical practice. All applications will be
considered at the November 1988 meeting of the Scientific
Foundation Board.

The Scientific Foundation Board's definition of research is
catholic and includes educational research, observational as
well as experimental studies, and accepts the methodologies
of social science as valid. It is not in a position to fund educa-
tional activities.

If the study involves any intervention or raises issues of con-
fidentiality it is wise to obtain advance approval from an ap-
propriate research ethics committee otherwise a decision to
award a grant may be conditional upon such approval.

Studies which do not, in the opinion of the Board, offer a
reasonable chance of answering the question posed will be re-
jected. It may sometimes be useful to seek expert advice on
protocol design before submitting an application.

Care should be taken to ensure that costs are accurately
forecast and that matters such as inflation and salary increases
are included.

The annual sum of money available is not large by absolute
standards and grant applications for sums in excess of £15 000
for any one year are unlikely to be considered.

Application forms are obtainable from the Secretary of the
Board at: The Clinical and Research Division, 14 Princes Gate,
London SW7 1PU. The closing date for receipt of completed
applications is 30 September 1988; any forms received after
that date will, unfortunately, be ineligible for consideration.
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