
consulting and in cross cultural consulting should be available
to all health professionals and differs from that in any other
communication skills only in emphasis. How many of us have
listened to or watched any of our own health education
consultations with anyone, let alone with someone from a
different culture?
The Health Education Authority has a list of useful

resources for those wishing to provide health promotion to
different ethnic groups.8 Providing material in different
languages may be costly: we estimate that printed materials
for any campaign cost £750 for each language (including
English), meaning that the costs of a campaign may have to be
multiplied by 10 or more to reach all the communities targeted
in an inner city. Advice about preparing material in different
languages is available,9 and several commercial companies
provide translation and typesetting in London. (A list is held
by City and Hackney Health Promotion Unit and may
therefore be held by other interested organisations.) Many
inner city local authorities also run interpretation depart-
ments. Despite these facilities, however, of 97 district health
authorities providing a health education leaflet with their
invitation for a cervical smear test, only five provided special
material for women from ethnic minorities.'0

Health authorities should consider employing specialist
health education officers for ethnic minorities. More health

education officers should be drawn from ethnic minorities,
and all health education officers, regardless of ethnic back-
ground, should receive relevant training. More research is
needed into what are appropriate methods of health pro-
motion.
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Treating obesity

Thefirst law ofthermodynamics still holds

For more than a decade obesity has been acknowledged in
developed countries as "one of the most important public
health problems of our time," mainly because obese people
are more liable to heart disease, hypertension, stroke, non-
insulin dependent diabetes, and some cancers sensitive to sex
hormones.' Mortality from these causes increases if Quetelet's
index (weight/height2; kg/m2) exceeds 30. Recently it has been
shown that, although mortality hardly increases in moderate
obesity (Quetelet's index 25-30), the risk of disability, mainly
from musculoskeletal and cardiovascular diseases, is signifi-
cantly increased.2 Experimental obesity in normal young men
causes a decreased sensitivity to insulin, which returns to
normal with return to normal weight.3 Intra-abdominal fat
cells are particularly apt to release high concentrations of free
fatty acids into the portal circulation, which is probably why
people with abdominal obesity (indicated by a high waist to
hip circumference ratio) are particularly liable to the metabolic
complications of obesity.4 Despite growing concern about the
clinical importance of obesity and better understanding of the
mechanism by which it causes ill health the prevalence of
obesity is rapidly increasing in Britain. A survey in 1980
showed that between the ages of 16 and 64 years 6% of men
and 8% of women were obese (Quetelet's index >30), but a
survey using similar methodology in 1987 showed that the
prevalence had increased to S% and 12% for men and women
respectively.5

Treating obesity is, in theory, very simple. The energy
stored in 1 kg ofadipose tissue is 29 MJ. Ifenergy intake is less
than energy expenditure by this amount each week then any
number of kilograms of excess weight can be lost in as many
weeks. Experiments in a metabolic ward confirm that this
theory works in practice.6 Losing 0 5-1 kg of weight a week is
a suitable target for any slimmer.
The difficulty is to attain, and maintain, the energy deficit

for many weeks or months and, after losing weight, to avoid
regaining it. As slimming is big business the public is offered
many solutions to this problem, which are seldom as effective
as their proponents imply. The principles of behaviour
modification are certainly helpful and should be known by
any competent dietitian or slimming group leader.7 Incor-
porating additional dietary fibre into a low energy diet makes a
small contribution towards decreasing hunger and increasing
weight loss,8 and a large trial showed that treatment with
dexfenfluramine was associated with a loss of 9-82 kg after 12
months, compared with 7-15 kg in the placebo group; all this
weight loss occurred in the first six months.9 Moderate
exercise benefits fitness and increases insulin sensitivity but
does not increase the metabolic rate unless more food is given
to compensate for the energy used during exercise.'0 ' Indeed,
the mystery among trained athletes is why they do not lose
more weight in view of their energy intake and output. 2 So far
no drug designed to increase energy expenditure has been
shown to be useful in treating obesity.

Large weight losses require large energy deficits, which are
usually achieved either by very low energy diets or by
preventing normal food intake surgically. The rapid weight
loss caused by semistarvation indicates a loss of lean tissue,
which presents dangers to many types of patient,'3 and similar
criticisms may be made of surgical procedures that drastically
reduce food intake. ' The Food and Drug Administration
licensed an intragastric balloon to reduce food intake in 1985,
but subsequent experience has been disappointing.I 16

Vertical banded gastroplasty is now the preferred surgical
treatment for obesity, and the physical and psychological
results are usually good.'7 Weight loss is maximal about one
year after the operation, and thereafter some weight may be
regained. Wiring the jaw is cheaper and safer than gastroplasty
and causes similar weight loss, but fitting a waist cord to
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prevent weight gain when the wires are removed is necessary. 14

Probably the main obstacle to successfully treating obesity
is the social attitudes of obese patients and their doctors.
Severely obese people often have low self esteem and
excessively optimistic expectations of each new treatment.
This attitude sets traps for the doctor, who may say that the
problem is trivial or easily solved or incurable, none of which
is true. Virtually all obese patients can be restored to normal
body composition by a normal reducing diet, but this takes
time, patience, and an intelligent application of the laws of
thermodynamics.
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Coffee, cholesterol, and coronary heart disease

The secret is in the brewing

Much has happened in the past decade of "coffee studies,"
and a new consensus has emerged. It is that drinking coffee
brewed by mixing coffee grounds with hot or boiling water
raises the serum cholesterol concentration, an effect that is
substantially reduced by filtering. On the basis of a review of
24 cross sectional studies Bak has estimated that for every
daily cup of filtered coffee consumed the total cholesterol
concentration increases by 0 008mmol/I (hardly of clinical
significance). The corresponding figure for boiled, unfiltered
coffee is 0-038 mmol/l.'
Fewer studies have been made of the cholesterol raising

effects of coffee, and only the most recent have taken the
method of brewing into account. Once again, drinking
filtered coffee hardly raised the serum cholesterol concen-
tration,2-4 whereas drinking four to six cups of unfiltered
coffee a day was associated with an increase of total cholesterol
of 0 50 mmol/l (higher than would have been predicted from
the cross sectional studies).45

Extending the idea that coffee contains a lipid raising factor
was the work of Zock et al.6 They heated 1350 1 of water to
boiling point in 150 1 aliquots with 15 kg of coarsely ground
coffee in each aliquot. (This may be the largest amount of
coffee ever brewed on one occasion.) After centrifugation a
lipid rich supernatant was collected and given to 10 volunteers,
mixed with their meals, for six weeks. They consumed the
equivalent lipid content of 6-7 cups of boiled coffee each day.
During the study the volunteers' low density lipoprotein
cholesterol concentration increased by 0 85 mmol/l, consistent
with the findings of studies of people drinking boiled,
unfiltered coffee.
Whatever substance is responsible for this lipid raising

effect it seems reasonable to conclude that filtering removes it.
Regional and national differences in the effects of coffee on
cholesterol concentration may therefore be explained by the
brewing method. None of the more recent studies has
incriminated caffeine.
But this is not the end of the story. A recent Norwegian

study showed that coffee consumption strongly predicts

coronary death, beyond what could be explained by its
cholesterol raising effect.7 Coffee may therefore have other
adverse effects on the cardiovascular system as yet unknown.
Two recent studies from the United States further compli-

cate the matter. In the Kaiser Permanente study an increase in
coronary risk was seen after prolonged follow up8 whereas in
the health professional follow up study an increase was seen
only for decaffeinated coffee.9 Different study designs may
explain some of this discrepancy. The Kaiser Permanente
study was completed before the health professionals follow up
study, when more people were probably drinking unfiltered
coffee. In the health professionals study consumers of
decaffeinated coffee were older and may therefore have
consumed more unfiltered coffee than the rest of the cohort.
In this study the follow up was only two years. Before we can
decide whether decaffeinated coffee increases the risk of heart
disease longer studies with multiple assessments of exposure
to decaffeinated and caffeinated coffee are needed.
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