with the eating attitude test.' This is clearly
incorrect. Furthermore, their criticism of our use of
the paired ¢ test in our analysis is without founda-
tion. The skewness of the distributions for the
scores, which concerned them, is irrelevent because
what matters is the distribution of the differences
between diabetic patients and controls, which was
symmetric. They themselves acknowledge that
their study may well exhibita type 2 statistical error,
whereas this is much less likely for our considerably
larger study.

Finally, the statement that “insulin misuse in
young women is not thought to be common”
is surprising. This type of behaviour is extremely
common in young women, even in the absence of an
eating disorder.’

Whether or not eating disorders fulfilling the
criteria in the Diagnostic and Statistical Manual of
Mental Disorders Third Edition are shown to be
commoner in diabetic women, the Oxford group
agrees that abnormal attitudes to food and body
image are commoner in that group. In our opinion
this is of great clinical importance. These problems
cause much distress and poor control, contributing
to the development of serious diabetic complica-
tions.
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AUTHORS’ REPLY,— The studies of the prevalence
of eating disorders in young women with diabetes
are producing discrepant findings. The studies
that have relied largely or wholly on self report
questionnaires have concluded that the prevalence
of eating disorders is raised in female diabetic
patients. In contrast, four recent studies using a
standardised interview to assess eating disorder
features have found no evidence of an increased
prevalence. Each of these studies—our study of
young women, a similar Oxford study of adoles-
cents with diabetes (R C Peveler er al, un-
published data), and equivalent studies from
the United States (Striegel-Moore from Yale and
Marcus from Pittsburgh, personal communica-
tions)—has included a carefully matched, com-
munity based control group. It therefore seems
that if subjects are assessed by clinical interview,
the preferred method for assessing the features
of eating disorders,' and there are matched com-
munity controls, then the data indicate that the
features (and diagnoses) of eating disorders are just
as common in non-diabetic adolescents and young
adults as in those with diabetes.

Both Dr Iancu and colleagues and Dr Amiel
raise an important issue—namely, whether the
decision of some subjects not to take part in
surveys on eating disorders is a significant source of
bias. It is an interesting question because it is not
obvious in which direction the bias would operate.
People with eating disorders tend to be very
interested in the topic, and this might be expected
to result in an increased willingness to participate
in surveys. Conversely, many are ashamed of their
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behaviour and are secretive about it and might
therefore be reluctant to take part in studies of this
type.

We have some information on the diabetic
subjects who declined to take part in our study. All
four were overweight, but none was thought by the
clinic to have an eating disorder. The finding that
they were overweight is not surprising given the
results of three recent studies which suggest that
eating and weight problems are overrepresented
among subjects who choose not to take part in
survevs on eating disorders.”* As in our study
the non-participation rate was lower among the
diabetic women than the control subjects (7%
(4/48) v 14% (39/285)), the potential bias resulting
from non-participation is unlikely to account for
our findings.
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Prenatal screening for Down’s
syndrome

SIR,—Dr James N Macri and his colleagues say
that they have previously reported data showing
that unconjugated oestriol does not contribute
to detection efficiency in screening for Down’s
syndrome.' Their study was based on 41 cases of
Down’s syndrome and yielded a median MoM
(multiple of median) of 0-99." In a recent review of
the literature 10 other studies of unconjugated
oestriol and Down’s syndrome were identified;
each yielded a median value ranging from 0-52
t0 0-79. The overall median value of all 11 studies
(363 cases of Down’s syndrome) was 0-73 MoM,
the same as our own estimate.* There is therefore
no doubt that concentrations of unconjugated
oestriol are significantly lower in Down’s
syndrome pregnancies than in unaffected preg-
nancies. This point has been made before in
response to earlier discussion on this issue.'

In their letter Dr Macri and his colleagues say
that they have more information showing that
unconjugated oestriol is of no value in screening.
Their table shows a higher false positive rate when
unconjugated oestriol is added to « fetoprotein and
human chorionic gonadotrophin, yielding an extra
86000 false positives in the United States and
17000 in the United Kingdom. These figures are in
themselves meaningless; any change in the false
positive rate can be interpreted only with informa-
tion on the corresponding change in the detection
rate. When the proper analysis is done the
conclusion is the reverse of that given by Dr Macri
and his colleagues. If the false positive rate at
screening is held constant at, say, 5% the detection
rate increases from 55% to 61% if unconjugated
oestriol is considered along with maternal age, «
fetoprotein, and human chorionic gonadotrophin.
Alternatively, if the detection rate is held constant
at, say, 60%, the addition of unconjugated oestriol
reduces the false positive rate from 6:7% to 4:7%, a
30% reduction.” A summary of the reductions
observed in different studies has been published
and overall yields similar results.”

Dr Macri and his colleagues also say that in

screening for Down’s syndrome it is better to

measure free 5 human chorionic gonadotrophin
than intact or total human chorionic gonado-
trophin. There is insufficient evidence to support
this view. Two studies have examined free 3
human chorionic gonadotrophin and Down’s
svndrome and found median values of 2-18 and
2:06 MoM respectively in affected pregnancies. °
These values were similar to the median value of
2:04 based on 17 other studies in which intact
or total human chorionic gonadotrophin was
measured and well within the range of estimates.*
This point was made in an editorial accompanyving
one of the two studies on free [3 human chorionic
gonadotrophin,’ which included a summary of the
results of 13 of these 17 studies.
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SIR,—In highlighting the importance of investi-
gating psychological responses to screening Dr
Jennifer G Wishart states that it will always be
important for the individual woman to decide
whether or not screening is desirable and that the
role of the doctor is to ensure that the decision is
fully informed.' This is the position that many sce
as desirable: a neutral doctor conveving value free
information to a person who is then free to decide.
Though the sentiment behind this vision is under-
standable, it is unduly optimistic as it ignores the
social influences acting on the patient and the
doctor.

A health professional’s personal offer of a free
screening test is rarely refused, particularly if the
test 1s presented as routine and carried out as part
of continuing health care. This is particularly so in
pregnancy, when most women undergo a range of
tests when offered them routinely, including ultra-
sound screening for fetal anomalies, « fetoprotein
screening,” and HIV anubody screening.’ This is
due partly to the power that health professionals
exercise, albeit uhintentionallv, in relation to
patients; partly to the wav in which tests are
presented (for example, as routine, with many
benefits and few costs enumerated’ “); and partly
because the availability of a test suggests that it has
the medical profession’s blessing.

Technological developments, including those
arising out of the human genome project, provide
the ability to test for an ever increasing range of

715



