
Rates ofpostneonatal cot death (ICD 780-799) and respiratory death (ICD 460-519) combined in districts of Wessex
region, 1986-8 and 1989-91

1986-8 1989-91 % Fall
in

DeathsAive births Rate/I000 Deaths/live births Rate/1000 rate

England and Wales 2-5 1-8 28
Wessex region 286/95 300 3 0 204/107 400 1.9 37
District:

EastDorset 39/14 400 2-7 16/15 000 1.1 59
West Dorset 16/6 800 2-3 13/7 100 1 8 22
Portsmouth 68/22 100 3-1 39/21 500 1 8 42
Southampton 51/16 600 3-1 46/17 200 2 7 13
Winchester 23/7 800 2-9 12/7 800 1 5 48
Basingstoke 15/8 900 1-7 17/9 400 1-8
Salisbury 17/4 500 3-8 13/4 600 2 8 26
Swindon 29/10 400 2-8 25/10 800 2 3 18
Bath 45/14 600 3 1 32/15 800 2 0 35
Isle ofWight 19/4 000 4 7 6/4 100 1 5 68

the other districts in South Western region.
Salisbury's rate was originally high and, despite
falling by 26%, remained the highest in the region
(2-8/1000). Swindon's rate also fell (by 18%) but
not dramatically like that of the Isle of Wight,
which has only 1300 live births each year and may
yield unreliable figures even over three years.

I suggest that the originally high rates in Wessex
were due to the two conurbations plus the presence
of traveller families in and around Swindon5 and
Salisbury. Further falls in Southampton are likely,
but rates may stay higher in the two other districts.

R R GORDON
Halstead, Essex C09 ISE
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AUTHOR'S REPLY-We acknowledge that the
percentages given in our table are inappropriate
but confirm that the numbers are correct.
Although we believe that our findings of an excess
risk of infant deaths in army families are valid for
the Salisbury district, S A St J Miller's letter
highlights the difficulties of doing epidemiological
research where the denominator is not known for
certain. This is why we used the case-control
method. To calculate the death rate, as Miller has
attempted to do, it would be necessary to include
all infants who died in the district.
Our study did not include all the infant deaths

but only those within our stated criteria-that is,
cases who were born and also died in the district
and controls who were born in the-district and who
were still living there at the time of death of their
matched case. It is important to note that all infants
who moved into the district and subsequently died
were excluded. The true number of infant deaths
in army families was likely to have been greater
than the 14 in our study, and Miller's use of this
figure to calculate an infant mortality rate is
therefore not valid.

Because of the mobility of army families the
study may have understated the proportion of
army families in both the infant death group and
the control group, but we have no reason to think
that this would have applied unequally to the two
groups.
We were interested in the figures for infant

mortality in British Forces in Germany, which
extend the findings of Atalla et al. It may be that
the infant mortality rates in army families vary
from place to place (perhaps higher in the United
Kingdom, lower in Germany).

If this is true there are several possible explana-
tions. Families with a sick infant may be less likely

to go to Germany. Babies born in Germany with
health problems requiring special care may be
more likely to be transferred back to the United
Kingdom with their families. Consequently, the
British Forces in Germany may be showing a
"healthy infant" effect comparable to the well
established "healthy worker" effect.
Another possible explanation is that the social

and welfare support in the close knit army com-
munities when based in Germany may be having a
beneficial effect on infant mortality in comparison
to the circumstances the same families experience
in the United Kingdom. This is particularly
interesting as it offers the possibility of interven-
tion to modify the family environment in the
United Kingdom. The letter by Jonathan Reggler
points to some of the issues. We note also the
suggestion in T H Hughes-Davies's letter about
the possible greater mobility ofyoung army wives.
We would like to see further examination of

these points, and we think that an investigation
into infant mortality in the army as a whole is
needed because any one geographical area may not
be representative.
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Practice reports

EDITOR,-David Widgery and Stefan Cem-
browicz's vision of the future, with the practice
annual report developing "idiosyncratically as a
kind of samizdat of late twentieth century primary
care, documenting for future generations the
realities of medical life," is, we believe, the worst
scenario.

General practice annual reports represent a great
opportunity to collect local, accurate, and credible
epidemiological data that can most usefully serve
general practitioners in future planning and
purchasing for their patients. If there is proper
consideration and a decision is made as to what
useful purpose the information will serve before
any data are collected, practice annual reports
could turn out to be vital, particularly for fund-
holding practices.
As Widgery and Cembrowicz point out, this sort

of mini-epidemiology does not come easily to
general practice. Cooperation between many
agencies is required. In this district the public
health department, the health information unit,
the family health services authority, and three
fundholding practices representing around
24 000 patients are working together in piloting the
collection of standardised core preventive and
morbidity data in the form of a practice annual

report. We hope to be able to build up the amount
of data collected each year and put them to good
use.
Only if we cooperate, encourage the develop-

ment of the necessary skills, and use the data
collected will there be any useful future for general
practice annual reports.

TOM SCANLON
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EDITOR,-Though I agree that practice annual
reports represent a missed opportunity,' con-
siderable benefits can accrue from the present
system. In its first year Lothian Health Board
allowed each practice to submit a freestyle report.
These ranged from the basic minimum to extensive
and well thought out descriptions of practices'
activity in clinical, social, and managerial terms.
The most informative often reflected their authors'
interests. The exercise highlighted gross dis-
crepancies between the data on referrals collected
by the practices and those supplied by the hospitals.
The health board used these reports to identify

high quality practices, which were recruited as
paid "spotters." These practices are now collecting
detailed data on referrals to provide quality assur-
ance on the hospitals' figures. This year we intend
to expand their role by asking for detailed data on
morbidity to help with our health needs assessment
programme.
As a separate exercise, early last year we de-

veloped a computer based practice report module,
which was supplied to all computerised practices
on a disk and to the other practices as paper copy.
With matching analysis software we analysed
all the reports received within 17 days of the
deadline for their submission. As well as confirm-
ing discrepancies in hospital referral data the
exercise highlighted some inaccuracies in staffing
records: this has important implications in the
light of current cash limits being applied to
requests for new or replacement general practice
staff.
We also asked all practices voluntarily to give us

anonymised details of all orthopaedic referrals
made during two weeks. This was a problem area,
and we identified several potential improvements
to the service, including a reduction in patients'
waiting time, which are now being implemented.
This year we intend to undertake a similar voluntary
exercise to inform our purchasing team of practices'
needs in terms ofcommunity resources and to tackle
five other problems at the interface of primary care
and hospitals.
We believe that we have already gained con-

siderable benefit from the limited potential of the
statutory report and that further benefits may
accrue this year.
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EDITOR,-I agree with David Widgery and Stefan
Cembrowicz that the national practice report
mixes different sorts of information and, so far, has
not assisted family health services authorities,
health authorities, and general practitioners
in commissioning appropriate secondary and
tertiary care.' Furthermore, family health services
authorities have found the current format difficult
to use in terms of gleaning any helpful information.

Despite the problems, however, Ealing, Ham-
mersmith and Hounslow Family Health Services
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