
Weaknesses of the study
Assessment of costs did not include the initial
investment into developing the training intervention.
The ongoing costs of training care givers were also
embedded within the activity returned by the therapists
and difficult to dissect from overall costs of therapy. The
costs suggested by the protocol are likely to be an

underestimate that does not reflect true service costs.
The inclusion of these costs would equalise costs of
therapy but not affect comparisons between groups.

The EQ-5D seemed insensitive to changes in care
givers’ QALYs. Although it has been used successfully
with care givers,12 others have shown it to be less
sensitive.13 14

Strength of the study
We examined costs as well as changes in health
outcomes. In addition, the study takes into considera-
tion the possibility of shifting costs from statutory serv-
ices to informal care and shows that caregiver training
can reduce costs of formal care without shifting costs
on to care givers, while improving clinical outcomes in
care givers and patients.9

Conclusion
Despite care givers being recognised as one of the
building blocks of community care, little is known
about how care givers can be assisted effectively.
Improving the skills of consenting informal care givers
during inpatient rehabilitation reduces stroke care
costs and improves their quality of life without increas-
ing the burden of care to families or transferring costs
to the community.
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What is already known on this topic

In England care givers are increasingly being
recognised as one of the building blocks of
community care

Little is known, however, about the costs of
assisting care givers effectively

What this study adds

Training care givers reduces health and social care
costs in the first year after stroke compared with
not training them

Costs of informal care are similar between trained
and untrained care givers, and therefore no shift
in the burden of care from statutory services
towards carers is becoming apparent

Caregiver training is associated with smaller losses
of quality of life among care givers; this effect is
apparent soon after the patient’s stroke

The EQ-5D questionnaire did not detect changes
in care givers’ quality adjusted life years

Corrections and clarifications

Every breath you take
In this news article about environmental pollution in South Asia by
Sanjay Kumar (3 April, p 787), some words were omitted that explain
further why poor people may be more likely to be exposed to indoor
pollution than more affluent people. In the ninth paragraph, the first
part of the quote from Jai Prakash Narain (coordinator for HIV/AIDS
and tuberculosis for the World Health Organization in Delhi) should
have read: “Exposure to indoor pollution may also lead to a higher risk
for tuberculosis, especially among the poor, who live in overcrowded
and poorly ventilated environments.”

Correction: Interactive case report: Treatment of nausea and vomiting during
pregnancy
The use of “primiparous” in an interactive case report (31 January, p
276) seems to have caused confusion. A subsequent rapid response
advising that we had wrongly used the word primiparous in the report
prompted us to publish a correction (27 March, p 762). It now seems
that perhaps primiparous was correct after all. Dorland’s Illustrated
Medical Dictionary (30th edition) defines primiparous as “bearing or
having borne but one child” (as was the case in our article) and
“primipara” as “a woman who has had one pregnancy that resulted in a
fetus that attained a weight of 500 g or a gestational age of 20 weeks,
regardless of whether the infant was living at birth.”

Clustering of common risk factors does not explain risk of CHD
We inadvertently omitted some vital words from the title of the
summary paragraph in This Week in the BMJ for the paper by Shah
Ebrahim and colleagues (“Clustering of risk factors and social class in
childhood and adulthood in British women’s heart and health study:
cross sectional analysis,” 10 April, pp 861-4). The summary should have
been titled: “Clustering of common risk factors does not explain social
inequalities in the risk of CHD.”
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