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margarine accounted for 29% of the total variation in 25-OHD
concentrations (p <005). Vitamin supplements considered alone
significantly affected the total variation in 25-OHD concentrations,
but margarine did not. Only 22 (18%) Asians (mostly women) took
vitamin supplements and ate margarine. Table IV shows that the
largest group (43%') ate margarine but did not take vitamin supple-
ments and 31%o did not consume either.

TABLE Iv-Consumption of vitamin supplements and margarine by Asian men
and women

Men Women Total (M)
No margarine or supplements 21 16 37 (31)
Margarine but no supplements 32 20 52 (43)
Margarine and supplements 4 18 22 (18)
No margarine but supplements 3 6 9 (8)

Discussion

This is the first report of plasma 25-OHD concentrations in
apparently healthy adult Hindu Asians in Britain, derived from a
community based survey. All other subgroups of Asians were
excluded because of their different dietary habits.5 The pre-
valence of vitamin D deficiency in this community was high,
though two thirds of the subjects were prosperous non-manual
workers. Husbands and wives had remarkably similar 25-OHD
concentrations. We could not substantiate the claim that osteo-
malacia is commoner in women because they are housebound,
have a poor diet, and are exposed to less sunlight than their
husbands."0
Low concentrations of 25-OHD were equally common in

adults of all ages and social states. This confirms previous findings
that the incidence of deficiency remains unchanged in young
adult Asians and reflects their adherence to traditional diets.3 11
Wharton et al showed that the vitamin D content of non-English
foods and recipes commonly used by pregnant Asian women is
very low.5' This suggests that 25-OHD concentrations in those
living in the Asian subcontinent are maintained by synthesis of
the vitamin by the skin.1' Emigration to the United Kingdom
results in a reduction of the vitamin derived from this source,
which eventually precipitates deficiency in those who do not
supplement their diet or visit the tropics regularly.

Suggestions that chapati flour should be fortified have been
rejected because of the potential risk to groups-for example,
Goans-with little vitamin D deficiency."' Health education
programmes have reduced the incidence of rickets in children
by providing supplements but have had little effect on the inci-
dence of osteomalacia in adults.3 i5 Using simple measures of
consumption of phytate and exposure to sunlight we were unable
to detect any contribution of these variables to plasma 25-OHD
concentration. Vitamin supplements, however, which were taken
by 26% of the study population (largely women), resulted in
higher 25-OHD concentrations. The finding of similar concen-
trations in these women's husbands may reflect a greater family
awareness of the need for increased dietary intake of vitamin D.
A recent report from the Department of Health and Social

Security suggested that Asians do not eat margarine,"4 but this
was not true of our study population. Our estimate of margarine
consumption was simple and non-quantitative, and although we

could not show that margarine contributed significantly to
plasma 25-OHD concentrations, it is nevertheless a potentially
important source of vitamin D in the Asian diet. Future studies
might examine its contribution in more detail, and health
education programmes should encourage those Asians at greatest
risk of vitamin D deficiency to include margarine in their diet
either in addition to or in place of butter and ghee (clarified
butter). Long term compliance is likely to be higher with
margarine than vitamin supplements.
Our finding of similar 25-OHD concentrations in Asian

spouses confirms the importance of a shared diet in determining
vitamin D state. It would be good clinical practice to screen the
families of those presenting with osteomalacia.
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Correction

Coffee, tea, and plasma cholesterol: the Jerusalem Lipid Research Clinic
prevalence study

We regret that several errors occurred in this paper by Dr J D Kark and others (14
September, p 699). In the third paragraph of the results the sixth line should have
read: "(p<0001 for a linear trend). Men consuming five or more cups of...." In
the top panel of table III (coffee in men) under the heading Low density
lipoprotein cholestrol, unadjusted, the mean difference for men who drank 5 +
cups of coffee should be 05** (not 0.05**) mmol/l. In table V under the heading
Israel, low density lipoprotein cholesterol, for people who drank 5 + cups of
coffee the SE should be 0 2 (not 0 02).
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