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Postnatal sexual problems were com-
mon among the respondents. Nearly one
quarter of all the women (23.3%) reported
pain and/or severe discomfort during sex-
ual intercourse after the birth. This was
most common in women who had under-
gone episiotomies (40.2% of 281 women),
but was also experienced by women who
had had stitched tears (20.5% of 375),
unstitched tears (14.9% of 74), no perineal
damage (10.9% of 156) and caesarean
section (13.1% of 122). Dyspareunia often
persisted a long time after the birth, and
untreated morbidity was common, with
respondents citing for example ‘bad ur-
ethral pain in the first three years’ and
‘sore perineum scar for over two years’.
Other sexual problems identified were
vaginal dryness and loss of libido (usually
associated with breastfeeding) (17.5% of
respondents), and tiredness and exhaus-
tion (36.2%). Consequently, half the
respondents (51.7%) felt that their sex life
was now ‘less good’ than before the birth
of their child.

A total of 757 women (75.0%) reported
talking to someone (either a health profes-
sional or non-health professional) about
postnatal sexual health. Fifty one per cent
of women (515) reported talking to their
general practitioner. Such conversations
were reported as being almost exclusively
concerned with contraception. General
practitioners may perceive talking about
contraception as a clear opening gambit
for women to discuss their sexual difficul-
ties; this was, however, clearly not the
case for the respondents in this survey.

There was some evidence that when
postnatal sexual problems were discussed,
general practitioners did not consider the
problem to be serious. For example, one
woman reported ‘I was sore and in fact
needed my episiotomy scar repaired (it
had formed a ridge which was uncomfort-
able — this wasn’t done until eight months
after the birth). At the six week check the
doctor said it would get better with ‘use’
but it wasn’t until I mentioned it to a lady
doctor that anything was done.’

The women in this survey were mainly
white and middle class and were therefore
more likely to be articulate users of health
care. This raises the question of whether
less advantaged women, as a result of
their social, educational and cultural back-
grounds, may find difficulty in raising the
sensitive subject of postnatal sexual health
and in persisting when their problems are
not taken seriously. General practitioners
can begin to address the problem of post-
natal sexual health problems by asking
women simple direct questions, for ex-
ample ‘Have you had sexual intercourse
and if so is it pain free?” and ‘Have you
had any problems with incontinence?’?
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General practitioners can also help by
informing women that vaginal dryness
and loss of libido may be associated with
breastfeeding and that use of a vaginal
lubricant will help, and by referring
women for further investigation when
dyspareunia or other sexual problems do
not resolve.
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H pylori infection

Sir,

Delaney has presented a timely and con-
sidered review of the impact of
Helicobacter pylori infection on the man-
agement of dyspepsia (September
Journal, p.489). This is a topic of major
importance to general practitioners but
which has caused considerable confusion
in the past, resulting in part from the rapid
rate of advance of knowledge in this field.
We would like to comment on a number
of points which are dealt with in the art-
icle.

First, with regard to choosing a suitable
regimen for eradication of H pylori, stand-
ard triple therapy (bismuth plus tetracy-
cline or amoxycillin plus metronidazole)
for two weeks should no longer be regard-
ed as the first choice of therapy. Although
it has been shown to be capable of achiev-
ing a high eradication rate,' in practice
there is a high incidence of side effects
associated with this therapy,? with a result-
ant poor compliance;? poor compliance
has been shown to reduce considerably
the success of standard triple therapy for
eradicating H pylori.> Although two-week
dual therapies combining omeprazole with
either amoxycillin or clarithromycin can
achieve eradication rates of about 80%,**
these have been superseded by the emer-
gence of a new low-dose one-week triple
therapy. A combination of omeprazole
20 mg twice daily, clarithromycin 250 mg
twice daily and metronidazole 400 mg
twice daily or tinidazole 500 mg twice

daily has been shown in a number of trials
(reviewed by Goddard and Logan®) con-
sistently to achieve eradication rates of
over 95%. This regimen is well tolerated
and has a low incidence of side effects.6 It
should now be regarded as first-line thera-
py for eradicating H pylori.

Our second point concerns the cost-
effectiveness of eradicating H pylori in
patients with peptic ulceration. The the-
oretical financial benefits of such a pol-
icy have been calculated by Bell and col-
leagues.” General practice based studies
from our own group,® as well as from
others,’ have shown that considerable
financial savings result from a reduction
in the use of acid-suppressing drugs fol-
lowing successful H pylori eradication.

Thirdly, in the management guidelines
presented by Delaney it is suggested that
the absence of dyspeptic symptoms
should be taken as a sign of successful H
pylori eradication although he states that
evidence to support this policy is lacking.
We have recently presented the results of
a study which showed that monitoring of
dyspeptic symptoms can indeed be a use-
ful and inexpensive alternative to conven-
tional tests for confirming H pylori erad-
ication in patients with uncomplicated
duodenal ulcer disease. '

Certainly more research needs to be
performed but there is now good evidence
to suggest that general practitioners, in
consultation with their local gastroenterol-
ogists, should play an active part in the
management of patients with H pylori
infection. We entirely agree with Delaney
that there are substantial clinical and
financial benefits to be gained from taking
advantage of the revolution in the man-
agement of dyspepsia related to infection
with H pylori.
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Unexpected side effect of
H pylori infection cure

Sir,

Ever since we have had the means at our
disposal to cure Helicobacter pylori
induced duodenal ulcer, I have been as-
siduously looking for patients whom I can
attempt to persuade to take the unpalatable
triple therapy or antibiotic/omeprazole
treatment. One such patient had been
using antacids and H»-antagonists for at
least 20 years and when I saw him on
another matter I took the opportunity of
checking his C!3-urea breath test. This was
reported as showing an excess of exhaled
labelled carbon dioxide (28 units ml-!
compared with a normal value of less than
5 units ml').

After a four-week course of omeprazole
20 mg at night and amoxycillin 1g twice
daily his chronic indigestion was cured.
The patient attacked his garden with
vigour and was able to put in a seven-hour
day instead of having to stop every 15
minutes to chew antacids. The result is the
most intractable case of plantar fasciitis
(sprain of longitudinal plantar fascia in the
foot) that I can remember seeing. I wonder
if other general practitioner colleagues
have noted unusual late onset side effects
of H pylori infection cure?

RICHARD HARDING

89 East Parade
Heworth
York YO3 7YD

Counselling and psychotropic
drug prescribing

Sir,

We welcome the interest from Jenkins and
Hemmings (letter, December Journal,
p-691) in our paper (September Journal,
p.467) that explored the relationship
between counselling and psychotropic
drug prescribing. There are some points
that we would like to make in response.

Their assertion ‘many studies have
shown reductions in the prescribing of
psychotropic drugs after counselling inter-
ventions with individual patients’ refers to
one randomized controlled trial! in which
only 54% of patients who were random-
ized to counselling were followed up and
accounted for in the analysis at six weeks.
As referenced in our paper,?* there is a
paucity of evidence from randomized con-
trolled trials about the effectiveness and
cost-effectiveness of counselling in gen-
eral practice. The trials that have been per-
formed show a transient, but not sus-
tained, reduction in prescribing costs in
patients randomized to counselling.

The main impetus to our study was to
examine the commonly cited assertion that
provision of counselling in general prac-
tice reduces prescribing costs.’ The results
clearly show that this cannot be assumed.
What is needed is an unbiased evaluation
of the effectiveness and cost-effectiveness
of counselling in general practice in the
United Kingdom. Considering the huge
growth in this intervention since the intro-
duction of the 1990 contract for general
practitioners,® evaluation in the form of
randomized controlled trials with longer-
term follow up would be a sound invest-
ment.
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Warfarin for elderly patients

Sir,

I read with interest the results of
Seamark’s audit (letter, October Journal,
p.563) stimulated by Sweeney and col-
leagues’ review of the use of warfarin in
patients with non-rheumatic atrial fibrilla-
tion.! The identification of at risk patients
can be made in several ways and Seamark
has illustrated the time-consuming nature
of identifying such patients by audit (up to
20 hours of doctor time).

However, an alternative strategy might
exist. Although systematic screening of all
patients would be time consuming and
unlikely to be cost-effective, screening of
patients aged 75 years and over would
conceivably be straightforward. This has
the obvious advantage of existing infra-
structure (the statutory annual health
assessment for patients in this age group)
and the further justification that atrial fib-
rillation is more prevalent in this age
group, the corresponding opportunity for
therapeutic benefit thus being greater than
in younger age groups.

To assess the potential value of such a
strategy, I performed a computer search
for patients who were receiving repeat
prescriptions for digoxin or whose records
were coded with the diagnosis of atrial
fibrillation, in my former training practice
(five partners, list size approximately
12 000 patients). A total of 93 patients
were identified, 52 (56%) of whom were
aged 75 years and over. Of the 93 patients,
30 (32%) were found to be not receiving
anti-thrombotic therapy (aspirin or war-
farin) and of these 30 patients, 18 (60%)
were aged 75 years and over. After allow-
ing for treatment contra-indications, it was
found that nine of the 18 patients could be
considered as potentially suitable to
receive warfarin.

A suggestion for this strategy is that
those patients aged 75 years and over not
receiving any anti-thrombotic treatment
for their atrial fibrillation, and who should
be considered for treatment, could be
identified by assessment of patients’ pulse
rates and rhythms at screening sessions for
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