
EDITOR,-D D Kerrigan and colleagues report
that giving patients detailed information before
hernia repair did not significantly increase their
anxiety but say that it would help in subsequent
litigation.' Although I accept the philosophy
behind their conclusion, elective hernia repair is
unlikely to give rise to many cases of litigation.
Anxiety may be associated with practically every
operation.

It is doctors' utmost duty to warn of the most
serious and most common complications: the
Sidaway case in the English courts is a precedent.2
Lord Bridge stated that if a complication occurs in
more than 10% of cases the patient must be told. In
the case of specific risks, such as death, paralysis,
and blindness, the patient must also be told even if
the risk is less than 1%. This common law, also
quoted by the NHS Management Executive's
Guide to Consent for Examination or Treatment,3 is
not applicable in Kerrigan and colleagues' study:
complications do not occur in more than 10% of
patients after elective hernia repair, nor are there
specific risks of death, paralysis, or blindness.
Thus the choice of this procedure for examining
consent is not appropriate.
The information sheets given to both groups in

the study were inadequate and did not satisfy the
Department of Health's guidelines3 as they did
not mention possible alternatives to elective hernia
repair.

Doctors should make their own judgment as to
how much information each patient needs. There
is no point in loading patients with all possible
information available. As long as the doctor has
explained the procedure, its alternatives, and
complications in broad terms no legal action will
ensue. I disagree with the authors that unless all
details are given litigation may ensue. The House
of Lords applied the "broad nature" test in the case
of Chatterton v Gerson.4

I accept that at times of stress many patients do
not absorb oral information, and thus a combi-
nation of oral and written information is ideal. The
Department of Health's guidelines suggest that a
relative, friend, or nurse should be present during
the explanation. This gives the patient another
opportunity for obtaining procedural information,
especially when a nurse is present. Most patients
ask questions more freely of nurses than doctors.

Finally, all doctors should remember the land-
mark of the "Bolam test" with regard to the best
interests of the patient.5 The doctor must be honest
and must explain in simple terms, understandable
to the patient, what is best for the patient. If the
patient is unsure, ideally a friend or relative should
be present when consent is obtained.
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ED1TOR,-D D Kerrigan and colleagues report
that patients' anxiety is not increased by detailed
preoperative discussions of possible surgical
complications.' They highlight a potential
deficiency in the way consent may be obtained.
Other imperfections exist, including the legibility
ofconsent forms.
We prospectively investigated the ability of

elderly patients to read the surgical consent form
before they underwent extracapsular cataract
extraction. Patients undergoing urological surgery
served as controls matched for age. In both groups
patients' corrected near acuity was measured with
a near vision chart whose print is graded in
fractions of an inch.2 The smallest print (N5)

comprises letters 5/72 inches high, while the
largest text (N48) has letters 48/72 inches high.
Consent forms from various major teaching
hospitals were obtained for comparison.

Sixty of 102 ophthalmic patients and 18 of 50
urological patients were unable to read the consent
form, which consists of N6 print. Principally
patients over 55 years old found the consent form
illegible. Even the NHS Management Executive's
model consent form,' typeset in N10 print, has
print smaller than the near acuity of 48 of our
ophthalmic patients and 15 of our urological
patients.
Our prospective study shows that small type-

faces limit the legibility of consent forms for
elderly patients. As more than a third of our
control patients were unable to read the form, poor
legibility clearly affects not only ophthalmic
patients but also other elderly surgical patients.
Comparable consent forms are used at other
teaching centres, indicating that poor legibility
may be a nationwide problem for this age group.
Changing to a larger typeface (for example, N24)
would have enabled 89% of our ophthalmic
patients and 96% of our urological patients to read
the form.

It is unreasonable to ask patients to sign docu-
ments that their vision prevents them from reading.
We recommend a rapid transition to the use of
larger print and, specifically, that patients aged
over 55 should be presented with a consent form
with minimum print size N24 (letters 24/72 inches
high).
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EDrTOR,-D D Kerrigan and colleagues measured
preoperative anxiety before and after they gave
either simple or detailed information to two
randomised groups.' They calculated the con-
fidence intervals and significance for the mean
change in anxiety score for each group separately.
In the group given detailed information the con-
fidence interval included zero and the mean change
in anxiety was not significant (p = 0 2), which the
authors interpreted incorrectly as "no change." In
the other group the confidence interval did not
include zero and the reduction in anxiety was
significant (p = 0 01).
The authors concluded incorrectly that there

was a difference between the two groups because
the change was significant in one group but not
in the other. There might, for example, be a
difference in one group which just fails to reach the
(arbitrary) significance level and a difference in the
other which just exceeds it, the differences in the
two groups being similar. Furthermore, anxiety
may change with time, repetition of the question-
naire, or discussions between patient and doctor,
and we cannot conclude that a significant fall in
anxiety was caused by the simple information.
This is one reason for having a control group. The
two groups should be compared directly.
Use of multiple regression or analysis of co-

variance is the best way to adjust the anxiety after
treatment for the anxiety before.2 This analysis
gives an estimate that anxiety in the group given
detailed information will exceed that in the group
given simple information by 3 0 (95% confidence
interval 0-8 to 5-2, p = 0 009), using data digitised
from their graphs. The authors' conclusion that

detailed information does not increase anxiety was
based on an analysis which excluded the control
group. Our analysis shows that giving detailed
information leads to greater anxiety than giving
simple information.

Kerrigan and colleagues concluded that subjects
given simple information had a greater reduction
in anxiety if they had scored highly on the baseline
anxiety assessment. They state that they followed
us in plotting difference against mean and cal-
culating the correlation between these,3 but they
actually plotted change against initial value, which
gives a negative correlation whether change and
initial value are related or not.45 They do, however,
seem to give correlation coefficients between
change and mean, although the correlation co-
efficient for their figure 1 should be r= - 0-27, not
r= 0-27.
Our paper was concerned with comparing two

methods of measurement, not with relating change
to initial value.3 To apply Blomqvist's method for
this'7 we need an estimate of the correlation
between test and retest, denoted by G. Spielberger
et al give several estimates of this value for the scale
used, but the largest for men from the general
population is G= 0.54.8 To estimate the true
relation between change and initial value one
estimates the regression in the usual way then
adjusts for the inevitable downward bias in slope to
get ba4= (bb,, + 1 - G)/G, which has approximate
standard error SE(ba4) = SE(bob,)IG. For the group
given simple information in Kerrigan and col-
leagues' study we get badj= 0-32, SE(bad,) = 0-13,
and for the group given complex information
bad= 0-66, SE(badj) =0-19. The significant positive
slope in each group shows that subjects with high
baseline anxiety are expected to increase their
anxiety more, or decrease it by less, than those with
low baseline anxiety. There is no evidence that this
tendency is different between the groups (p = 0-1).

This calculation depends on the estimate of G.
The test-retest correlation in the present data is
G= 0 79. Analysis with this larger value shows no
relation between change and initial value in either
group and no difference in relation between
groups. Whichever value of G is used, the conclu-
sion is different from that drawn by Kerrigan and
colleagues.
Thus subjects given detailed information had

greater anxiety than those given simple informa-
tion. Having read the detailed information, we are
not surprised.
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ED1TOR,-D D Kerrigan and colleagues' methods
can be questioned on the grounds that all of the
patients had already consented implicitly to the
operation as shown by their turning up on the
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