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While both studies are to be congratu-
lated on their pragmatic approach, the ill-
defined patient entry data criteria and het-
erogeneity of study groups limits their
interpretation and generalizability. I would
suggest that the results should inform a
future research agenda rather than pur-
chasing policy. '

MICHAEL MOORE

Three Swans Surgery
Rollestone Street
Salisbury
Wilts SPI lDX
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Sir,
Harvey et al (March Journal) undertook a
randomized controlled trial and health
economic evaluation of counselling in pri-
mary care. They found no difference in
functional or mental health outcome at
four months between subjects referred to
counselling or those given usual care by
their GP. They also found no clear differ-
ence in the cost effectiveness of the two
interventions.' However, the emphasis
given by the authors on functional and
mental health outcomes may hide some of
the other benefits of counselling identified
within the study.
Table 6 of the paper identifies that

patients in the counselling group made
substantially lower demands on GP time,
were prescribed fewer drugs, and were
less likely to be referred to specialist men-
tal health services.
These are benefits in themselves, but

are not highlighted in the conclusions of
the report. They are also outcomes that are
directly sought from counselling.2'3 This
trial shows that it is possible to achieve
these benefits, which are improvements in
the quality of care, through counselling,
while maintaining the same outcome as
traditional care and within a broadly simi-
lar cost envelope.

In conclusion, it appears that this trial
should be seen as being broadly support-
ive to counselling, given that it offers
quality improvements with no effect on
outcomes and no significant evidence of
increase in costs.

MAX KAMMERLING

Somerset Health Authority
Wellsprings Road
Taunton
Somerset TA2 7PQ
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Cluster randomization

Sir,
We agree with Underwood et al (March
Journal)' that researchers are often
unaware of the effect of cluster random-
ization on the power of the study. This is
understandable as it is largely ignored in
texts on medical statistics, even including
specialists books on sample size calcula-
tions. The standard work on sample size
for clinical trials2 only included cluster
randomization in the second edition.3 We
have written a series of articles for clini-
cians demonstrating the dangers of an
incorrect analysis4'5 and describing appro-
priate sample size calculations.6'7 We have
used examples from a range of general
practice situations but we have not
encountered a design effect as large as
24.5, as Underwood et al have quoted.
The reported calculations contain an error
either in the design effect or in the intra-
cluster correlation coefficient (ICC).

Applying the formula 1+(ni-l)r, where r
is the ICC, gives an inflation factor of
4.58 where fi is 200 and r is 0.018, not
24.5 as the authors state. This would result
in a total sample size of 6074 patients,
which could be obtained from 36 prac-
tices. Although greater than the original
24 the authors had planned to use, it
would be far more realistic and practicable
to recruit another 12 practices than the 162
required to satisfy the design effect of
24.5.
A design effect of 24.5 could result

from an ICC of 0.118. In our experience,
values of ICC in general practice trials are
likely to be between 0.001 and 0.05. This
is in agreement with the authors' own
report. A value of 0.118 would seem
unusually high, particularly as Hb1AC is
an outcome measured on the patient
directly, and is affected by many patient
factors as well as GP care. High values of

ICC, greater than 0.01, are more likely to
be found for outcomes such as prescrib-
ing, which measure doctor behaviour
directly.6

Cluster randomization may indeed be a
trap for the unwary, but not as deep as the
authors suggest.

SALLY KERRY
MARTIN BLAND

Division of General Practice and Primary
Care

St George's Hospital Medical School
Hunter Wing
Cranmer Terrace
London SW17 ORE
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Urine sample collection

Sir,
The article by Giddens and Morrison
(February Journal)' highlighted the impor-
tance of accurate diagnosis of urinary tract
infection in small'children and the difficul-
ties of accurate urine collection.

In our study (May Journal),2 we dis-
cussed GPs' problems with urine collec-
tion. We found that GPs collected more
satisfactory urine samples from infants
than from older children. This may be the
result of the widespread introduction of
urine collection pads in the geographical
area studied.
The high cost and inpractibility of ad-

hesive urine collection bags (frequently
commented on by GPs) has been resolved
by the introduction of urine collection
pads (UCPs),2-9 which are cheap, easy to
use, and available from National Health
Service (NHS) supplies (order no. CFQ
152), with savings of about £114 000
since their introduction. Cost estimates in
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terms of staff time saved are unquantifi-
able, as are longer-term savings made to
the NHS from prompt diagnosis of urinary
tract infection. Subsequent published
papers have also shown that there is no
significant difference in urine collected by
clean catch versus UCP.8'9
The cost of obtaining a urine sample in

babies can be considerable, not only in
monetary terms, but also in time, quality
of sample, delay in making a diagnosis,
and discomfort for the child and fami-
ly.5 6'8 Clean catch samples of urine
require significant input, both in time and
persistence from parents and staff, and
contamination is not uncommon.8 Pads,
however, can be appropriately sited,
checked every 10 to 20 minutes, are com-
fortable for the baby, and parent compli-
ance is improved.

Urinary collection pads are now widely
used in the United Kingdom and will soon
be available in procedure packs, compris-
ing two pads, syringe, universal container,
and instruction sheet. They are suitable for
use in collecting urine from severely
handicapped children, and may also be
used to collect urine from elderly and con-
fused incontinent patients.7

In conclusion, pads are a simple and
accurate way of collecting urine in babies.

SUE VERNON
CK FoO

ND PLANT

Sir James Spence Institute of Child Health
Paediatric Nephrology Unit
The Royal Victoria Infirmary
Queen Victoria Road
Newcastle upon Tyne NEI 4LP
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Community hospitals

Sir,
The editorial by Ritchie and Robinson
(March Journal)l highlights the pivotal
role of community hospitals in providing
care throughout the UK.

These hospitals provide a high quality
of care, and are usually situated near
patients' homes. The use of community
hospital beds appears to be increasing,
with several hospitals setting up their own
palliative care suite or room.
An evaluation of 72 consecutive patients

cared for in one such palliative care unit2
revealed that the majority were admitted
for terminal care, with only a small num-
ber (n = 6) admitted for procedures; e.g.
treatment of hypercalcaemia. The majority
of admissions were short term (85%) and
were for less than 21 days.
Nearing the time of death, 68% of

patients were commenced on a syringe
driver containing diamorphine, and, in
85% of cases, one other drug was used;
these were mostly antiemetics. Very few
drugs were written up on the 'as required'
chart, and, in the last 12 hours of life, 23
patients required medication (mostly anal-
gesics and sedatives). As there was no
doctor on sight, there was considerable
delay at times in obtaining permission for
medication to be given.

Possibly the use of drug charts with pre-
written 'as required' drugs that the admit-
ting doctor could complete with an appro-
priate dose range, may be a solution. This
system is used in many hospices where
there are no resident medical staff.
The principles of palliative care are

applicable to all patients with end-stage
disease, and the use of community hos-
pital beds in this way may further enhance
palliative care services and make such
care accessible to more patients.

MARI LLOYD-WILLIAMS

Department of Liaison Psychiatry
Leicester General Hospital
Gwendolen Road
Leicester LE4 5PW
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Telling the truth

Sir,
Vassilas and Donaldson (March Journal)l
highlight the dilemma that doctors face in
deciding whether to disclose the diagnosis
of Alzheimer's disease, and dementia in
general, to patients. They found that GPs
were reluctant to tell patients that they had
a dementia, and that the most important
factors influencing their decision were the
degree of certainty of diagnosis, the
patient's wish to be told, and the patient's
emotional stability. In contrast, they found
that the large majority of GPs would tell
patients of a diagnosis of terminal cancer.

In the early 1960s, doctors were also
reluctant to disclose the diagnosis of can-
cer to patients, and the reasons for this
practice mirror many of the reasons cur-
rently given for not telling the patient with
dementia his or her diagnosis - the lack
of effective treatment for many cancers at
the time, and a fear of the patient becom-
ing depressed. By the late 1970s, doctors'
practices with cancer patients had changed
dramatically,2 partly due to improved
treatments and also a growing belief that
the patient had the right to know.
However, we feel that Vassilas and

Donaldson omitted to discuss what is pos-
sibly the greatest barrier to disclosure of
diagnosis to the patient with dementia -
the resistance of family members. In 1996,
from a memory clinic in Dublin, we pub-
lished a study of family members' atti-
tudes toward telling patients with
Alzheimer's disease their diagnosis.3 In 83
out of 100 cases the family member said
that their relative should not be told the
diagnosis. The main reason given was a
fear that the disclosure of the diagnosis
would upset or depress the patient. In con-
trast, 71 of the 100 relatives wished to be
told the diagnosis should they themselves
develop Alzheimer's disease, emphasizing
their 'right to know'. This dramatic incon-
sistency may be puzzling, but is probably
partly explicable in terms of a paternalistic
desire to protect the (usually) older rela-
tive from distress, which, to an extent,
reflects ageist attitudes ('I would be able
to deal with the diagnosis, but my mother
wouldn't').
The recent advent of potential treat-

ments for Alzheimer's disease
(cholinesterase inhibitors, such as
donepezil) and the increasing public
awareness of the disease and other demen-
tias, may help to overcome some of the
fears of both families and doctors, and
herald a move towards informing the
patient with dementia of the diagnosis, as
happened for cancer patients 20 years ago.
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