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Unexpected side effect of
Hpylori 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 H2-antagonists for at
least 20 years and when I saw him on
another matter I took the opportunity of
checking his C13-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 Ig 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
ofH 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,2-4 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.5 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,6 evaluation in the form of
randomized controlled trials with longer-
term follow up would be a sound invest-
ment.

TOM FAHEY

Department of Social Medicine
University of Bristol
Canynge Hall
Whiteladies Road
Bristol BS8 2PR

JOHN FLETCHER

Department of Public Health
and Primary Care

University of Oxford
Radcliffe Infirmary
Oxford OX2 6HE
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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 altemative 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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