
ever, caution that doctors may be required to
justify their actions when confidentiality may be
breached.
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Needle exchange programmes
should do more to prevent
transmission ofhepatitis C
virus
EDITOR,-The debate on whether asymptomatic
people at high risk of hepatitis C should be
screened shows that, whether we agree with
screening or not, until more effective treatment
becomes available the most appropriate strategy
is prevention.' The largest group of people who
are at risk of hepatitis C are those who continue
to inject drugs. Needle exchange programmes
may have reduced the risks; however, a project in
Amsterdam found no change in the seropreva-
lence of hepatitis C among drug users over a five
year period when it introduced needle exchanges
to prevent the transmission of HIV.

Hepatitis C virus can probably survive for
much longer in dried blood outside the body
than can hepatitis B virus or HIV. It has been
identified (in the form of viral RNA, because the
virus cannot be cultured) from needles and
injecting paraphernalia for up to three months
after use.2 Evidence from studies of accidental
needlestick injuries suggests that the amount of
virus required for infection to occur is small.3
As the seroprevalence of hepatitis C among

drug users is high, at about 80%, and the rate of
chronic carriage of the virus is high4 a user may
need to use drugs only once before he or she is
exposed to the virus. Many users, when using
drugs for the first time, are indoctrinated by
someone else. Only one episode of sharing is
needed to be potentially exposed to the virus. At
present, most needle exchanges provide only
clean needles and syringes. Water for injection,
filters, or other paraphernalia needed for clean
injecting cannot be supplied.

In the light of the increasing knowledge,
should we look again at what needle exchanges
can provide now that hepatitis C (and perhaps
infections due to as yet unknown viruses) has
become such an enormous threat?
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Testing to check success of
treatment to eradicate Hpylori
EDITOR,-TWO letters' comment on our paper
assessing the use of dyspeptic symptoms as a test
for eradication of Helicobacter pylori2 and cite
work that is supposedly at variance with our
results.3 4 The authors fail, however, to appreci-
ate important differences between these studies
and our paper. Both of the quoted studies inves-

tigated patients with duodenal and gastric
ulceration,3 4 whereas we studied only patients
with uncomplicated duodenal ulceration.
Patients with haemorrhage and perforation were
included in one of the studies,4 while no data on
these patients were provided in the other.3
The study by Reilly et al 3 differs from ours in

several other ways, which makes direct compari-
son of results difficult. Firstly, the patients were
assessed after a variable interval, the lower limit
being 85 days. Thus sufficient time may not have
elapsed for dyspeptic symptoms to resolve after
successful eradication ofH pylori. Secondly, it is
not known how the recurrence of dyspeptic
symptoms correlated with recrudescence or
reinfection with H pylori as the carbon-13
labelled urea breath test was not repeated.
Although Powell et al reported that 12-18% of

patients with peptic ulcer used ulcer healing
treatment in the year after successful eradication
of H pylori,4 they also showed that only three
(3%) patients were using such treatment for a
recurrence of ulcer symptoms. Of 66 patients
with peptic ulcer who were positive for H pylori
and were followed up for 12 months,4 two devel-
oped bleeding and two were admitted to hospital
with abdominal pain. Importantly, a quarter of
these patients had a history of ulcer haemorrhage
and were therefore at high risk of rebleeding. We
specifically excluded such patients in our study.
K Bodger and R V Heatley state that excluding
patients with a history of complications will not
remove the possibility of patients presenting with
severe symptoms or complications.' Even after
eradication is confirmed by conventional tests,
however, this possibility cannot be entirely
excluded.
Most patients with uncomplicated duodenal

ulcer disease in whom H pylori is successfully
eradicated will gain a remission of their ulcer
symptoms, and we maintain that there is little
point in these patients undergoing testing to
confirm eradication. Symptomatic patients
should be allowed to use antacids or H2 receptor
antagonists as required; their wellbeing does not
need to be compromised.' If they remain symp-
tomatic six months after eradication treatment
then their H pylori status can be verified with
conventional tests.
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General practice fundholding
has improved services
EDrrOR,-Sarah Stewart-Brown and colleagues
should have given more thought to their descrip-
tion of the methodology used by the Audit Com-
mission for its report on general practice
fundholding.' Far from visiting "a large number
of fundholding practices, family health services
authorities, district health authorities, and trusts
to collect qualitative data," the commission's
staff visited only 56 of the 2200 practices that

were fundholding practices at the time (there are
now 3600), 15 family health services authorities,
and 12 trusts. This very small sample is a major
criticism that my association has of the report.
Other survey data were collected in 1993-4 and
1994-5. In short, the report reflects the situation
18 months ago and therefore does not include
the latest wave of fundholders. In the meantime,
fundholding has moved on and practices have
broadened the scope of purchasing and manage-
ment of their patients' care.
The National Association of Fundholding

Practices conducted its own survey among
general practice fundholders between September
and October last year. Altogether 539 responses
were received (60% of the total membership). A
precis of that survey has just been published.2 It
showed, among other things, that 437 respond-
ents had developed new services, 431 consulted
patients over purchasing plans, 426 had
improved quality, 361 were providing more
treatment than originally planned, 334 had
moved a contract away from a traditional
provider, 330 thought that their ability to deliver
general medical services had improved, and 216
complained that changes in providers' prices
were made after their budgets were set.
Our survey shows that general practice

fundholding is improving the number of services
and the quality of care for patients. The aims of
the NHS reforms were to put patients first.
Fundholding is achieving that objective. Indeed,
this is acknowledged by the Audit Commission
in the many positive comments that it makes in
its report.
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Reduction in sudden infant
death syndrome may be due to
parents checking their babies
more often
EDITOR,-Christine M H Hiley and Colin J Mor-
ley show that the continuing fall in the incidence
of the sudden infant death syndrome in
Cambridge in 1993 was strongly associated with
the increased proportion of babies who slept in
the supine position.' In the same issue A S
Douglas and colleagues speculate about why
prone sleeping is a risk factor for the syndrome,
linking it with less exposure of the eyes to light
and interference with the maturation of mecha-
nisms of the photoneuroendocrine system.2 Is
there a simpler explanation for the protection
associated with supine sleeping?
Two years ago, one of us (DPD) suggested

that publicity to place babies to sleep on their
backs could be having another effect on parental
behaviour-that babies were being checked more
often and left alone much less than previously.3
Perhaps these practices would enable signs of ill-
ness to be detected earlier and provide a richer
sensory environment to help the baby through
any difficult transition in the control of
breathing.4 The benefit of these practices, it was
suggested, could even be a proxy for back or side
sleeping.3 (In many populations in which the
syndrome is uncommon not only are babies laid
on their backs but they are also looked after in
rich sensory environments.) Hiley and Morley
found that in 1993 a greater proportion of babies
slept in their parents' bedroom at later ages and
slept in the parental bed, which suggests that
mothers could have been observing their babies
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more closely. A study of awareness ofthe "reduce
the risk" campaign in a socially deprived area in
south Wales in 1994 showed that a third of 250
mothers with children born before the introduc-
tion of the campaign said that they checked their
babies more often than they had done
previously.5
For babies to endure increasingly long periods

of solitude after birth is biologically unreason-
able. In 1991 in Cardiff we included another fac-
tor to lower the risk of the syndrome: we
encouraged mothers to have their babies in their
room at night for the first six to nine months and
to keep the cot in which the babies slept by day
close by. To focus only on posture, heating, and
smoking and not to consider where a baby sleeps
could detract from other factors in the care giv-
ing environment that might be protective. Any
intervention programme aiming to reduce the
incidence of the sudden infant death syndrome
must also consider the broad range of care prac-
tices that could reduce the risk.
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Information about initiatives
that use new technology to
inform patients should be
shared
EDIFOR,-Chris Lock's review on the role of
information technology in health care focuses on
hospital information support systems and
highlights the need for evidence in determining
the value of information technology applications
in health care.' The many potentially useful,
though small scale, systems that are being
designed for use directly by patients are often
overlooked.
At a time when the public is demanding more

information on health care2 these interactive
educational packages are increasingly being
developed in hospitals and academia. Health-
point is a public access system produced by
Glasgow University, which provides patients
with information related to health that is
accessed with a touch screen.3 PharmAssist, a
system being developed at Lewisham Hospital
NHS Trust, informs patients about how to take
their medicines.4 HealthWise has produced a
series of computer games, which educate
children on the dangers of alcohol, smoking, and
drug misuse.

In his editorial linked with Lock's review Liam
J Donaldson notes the difficulty in evaluating
computer applications owing to their increasing
diversity and the lack of formal evaluation
criteria.' Despite these difficulties, evaluations

that include assessments of content and
acceptability to patients are feasible.
The King's Fund has set up an initiative, "pro-

moting patient choice," which supports the
development and evaluation of information
packages to help patients choose between differ-
ent treatment options. American interactive vid-
eos known as shared decision making programs
that cover topics such as benign prostatic hyper-
plasia, hormone replacement therapy, and breast
cancer are being evaluated in both primary and
secondary care in Britain. The acceptability of a
video on treatment for menorrhagia and the
accompanying booklet (based on the systematic
review conducted for an Effective Health Care
bulletin) will soon be evaluated in a randomised
controlled trial of 600 patients. Six other sites are
developing and evaluating a variety of media,
from audiocassettes to CD-ROMs, on topics
such as control of postoperative pain and
colorectal cancer. The King's Fund is also
undertaking a review of the various roles that
new electronic media can have in providing
information about health and illness to patients
and the general public.
The locally devolved nature of the NHS has

led to a lack of sharing about such initiatives. We
are trying to collate information about initiatives
that use current and new media technologies to
enable patients to become informed participants
in decisions about their care and would be inter-
ested to hear about similar projects.
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Mortality in second generation
Irish people living in England
and Wales

Possibility ofexcess smoking should be
investigated

EDrTOR,-S Harding and R Balarajan's paper and
John Haskey's accompanying editorial highlight
the important issue of excess mortality among sec-
ond generation Irish people living in England and
Wales.' 2 Somewhat surprisingly, both articles
devote little discussion to the source of the main
causes of the excess deaths, which are lung cancer,
all cancers, and respiratory disease. None of the
figures for the remaining categories of cause
specific mortality are significantly different from
the national averages for England and Wales.
Surely excess smoking among people of Irish
origin, and not ethnicity, is a prime candidate as a
cause ofthe excess deaths. Are these data not avail-
able in the 1% longitudinal sample from the Office
for National Statistics?
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Effects of social deprivation in whole
population should be addressed

EDITOR,-S Harding and R Balarajan's paper on
mortality in second generation Irish people living
in England and Wales concludes that special
consideration should be given to the health
needs of this population group.' We wish to chal-
lenge some of the statements made, because the
data presented do not support the text.
The authors state that there is "a pattern of

higher mortality from most major causes,"
presumably because of the values of the point
estimates of the standardised mortality ratios.
The confidence intervals for these ratios,
however, cross from below to above 100 for most
of the diseases shown, so that the true ratio could
lie anywhere between these values and even indi-
cate a decreased mortality. Though the crude
standardised mortality ratios for men and
women for all causes of death seem to indicate a
higher mortality, the difference between the sec-
ond generation Irish women and all women dis-
appears after adjustment for social class.
The authors do not mention genetics. If, how-

ever, the genetics connected with Irishness were
a cause of increased mortality then it could be
suggested that those people with two Irish
parents would be more at risk than those with
one (a dose-response relation). In fact, there was
no significant difference between these two
groups.
Problems with the health of second generation

Irish people are not comparable with those of
population groups for whom language and
culture may cause difficulties with access to
health care or advice. We believe that it would be
wrong to direct excessive time and effort specifi-
cally to this group but that concerted efforts
should be made to address the health issues con-
nected with social deprivation in the whole
population.
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Authors' reply

ED1TOR,-J K Cruikshank raises the important
issue of the likely contribution of smoking to the
increased mortality from all cancers, and
especially lung cancer. Mortality from respira-
tory disease was also raised in both men
(non-significantly) and women. Unfortunately,
we do not have data on smoking in the Office for
National Statistics' longitudinal study.
We believe that, though testing for significance

is central to the analysis, the observation of pat-
terns that are consistent across sex, age, and time
is equally important in epidemiological studies.
Small numbers are often a major problem, even
in studies such as the Office for National Statis-
tics' longitudinal study, which has around
650 000 members in the cohort. With the period
of follow up extended from 1971-89 to 1971-92,
we are able to test the statement of H M P
Fielder and colleagues that "the difference
between the second generation Irish women and
all women disappears after adjustment for social
class." Table 1 shows that the increased mortality
among women is significant at the 5% level after
adjustment for social class.
We were careful not to speculate on the genetic

component of "Irishness." This is because we
believe that a gradient in mortality across having
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