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easier if greater attention was paid to the basic epidemio-
logical rules of precise description of what is being studied or
observed and careful definition of the populations covered
by the observations. The difficulties could be reduced still
further if specialists, generalists, and epidemiologists more
often discussed the design of research before it took place
rather than lamenting missed opportunities afterwards.
And how much easier it would be for the clinician looking for
guidance.
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Headaches and coffee
An average cup of coffee contains nearly 200 mg of caffeine,'
but tea, cocoa, and cola drinks also contain substantial amounts.
The usual therapeutic dose of caffeine is 100-300 mg, so that
many of us drink several times this amount each day. Indeed,
the annual consumption of coffee in Britain increased from
2 5 lb (1 I kg) per head in 1965 to 3-6 lb (15 kg) in 1969. Both
tea and coffee contain other substances, including oils and
tannin, which may contribute to their effects.
The clinical effects of caffeine and related xanthines have

been extensively studied, and, though some are still disputed,
workers agree that xanthines stimulate the central nervous
system, increase respiration, affect smooth muscle, and cause
a diuresis. These effects are mediated by inhibition of the
enzyme phosphodiesterase, leading to a raised concentration
of cyclic AMP2.
Too much coffee produces symptoms indistinguishable from

those of anxiety neuroses: recurrent headaches, mental irrit-
ability, cardiac arrhythmias, and gastrointestinal disturbances.3
Nevertheless, we do not know the prevalence of caffeinism
and of coffee allergy,4 or what contribution an average coffee
consumption makes to our normal balance of behaviour and
health. Both regular and decaffeinated coffee stimulate gastric
acid secretion: this effect is greater than that of caffeine alone,
but the constituent responsible has not been isolated, and
patients with active peptic ulcers should avoid drinking too
much coffee even if it has been decaffeinated. Coffee also
raises the pressure at the lower oesophageal sphincter, whereas
caffeine itself is without effect.5

Coffee consumption has been said to be implicated in
causing renal cancer,6-8 but these findings have not been
confirmed in other studies.9-11 Nevertheless, coffee does con-
tain phenolic materials which are readily oxidised and can
catalyse the formation of N-nitrosamine within the digestive
tract, and this could be a causal link.12 Coffee consumption
has also been correlated with the incidence of myocardial
infarction,'3 while in another study 276 patients admitted with
acute myocardial infarction were found to drink more coffee
than matched controls.14 This effect may have arisen15 from
a coffee-induced increase in serum lipids. Alternatively, coffee

might act by releasing catecholamines. More recently, how-
ever, no association was found between coffee consumption
and myocardial infarction in several careful prospective
studies,16-18 and we have insufficient evidence to include
coffee in those factors linked with coronary deaths.
Even so, doubts about the long-term safety of caffeine-

containing beverages may combine with their soaring cost
to encourage a search for alternatives. Abrupt withdrawal of
coffee may have its own problems: sudden discontinuation of
coffee drinking may be associated with headaches, which
respond to caffeine.19 210 The cause of these is unknown, but,
as coffee causes cerebral vasoconstriction (in contrast with its
dilator action on peripheral blood vessels) withdrawal may be
succeeded by dilatation of the cerebral blood vessels. Clearly,
there is much more to coffee than caffeine.
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Little and late
More than two years after publication of the Merrison
Report1 2 on the future of the GMC the Government has given
a guarded acceptance to its recommendations. Mr Ennals's
statement last week3 was disappointing, however, in post-
poning indefinitely any measures for the serious reform of
medical education, graduate clinical training, and specialist
registration. No doubt he was right when he suggested that
the profession was divided on these issues: but there is a limit
to the length of time that consultation can be prolonged
usefully.
Meanwhile there need be no qualifications on our welcome

for the undertaking from the Government to introduce a
simple Bill next session to reform the constitution of the GMC
so that elected members form the majority. The whole weary
saga of the retention fee and the groundswell of discontent
among apolitical doctors showed how deep was the resentment
of the old autocratic structure. A democratically elected GMC
should command the respect of doctors-which it will need if
it is to act firmly in maintaining standards of professional
competence as well as standards of behaviour.
1 Report of the Committee of Inquiry into the Regulation of the Medical

Profession, Chairman Dr A W Merrison, FRS. London, HMSO, 1975,
Cmnd 6018, price £1 75.
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3Hansard, House of Commons, 18 July 1977, col 347.
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