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Prevalence of asthma in
Melbourne schoolchildren
SIR,-The article by Dr Colin F Robertson and
colleagues highlights the problems that arise when
questions that are used to make population com-
parisons are not standardised.
The authors report that the lifetime prevalence

of asthma in Melbourne is now 46%, an increase of
141% over the past 26 years. The prevalence
reported for 1964 was for "asthma and wheezy
bronchitis." In their paper Dr Robertson and
colleagues use the term asthma to indicate positive
replies to either of the questions "Has your child
ever had wheezing or whistling in the chest at any
time in the past?" and "Has your child ever
suffered from wheezing with bronchitis or a cold?"
We can find no evidence that the question relating
wheeze to bronchitis and colds can be used to
define asthma in populations. The use of the single
term asthma for all wheezing is misleading, and
the combination of information from these two
questions accounts for the high reported preva-
lence of childhood symptoms of 46%.

In recent years reliable reports of the cumulative
prevalence of wheeze have been derived by using
the first question alone. Had Dr Robertson and
colleagues reported this prevalence their com-
parisons with other contemporary studies might
well have been valid. The inclusion of the question
on wheezy bronchitis in the reported comparisons
could only have resulted in the finding of a
"far higher" figure in Melbourne than has been
found in Sydney, New Zealand, and the United
Kingdom.

JENNIFER K PEAT
ANN J WOOLCOCK

Department of Medicine, University of Sydney,
Sydney, New South Wales 2006,
Australia

I Robertson CF, Heycock E, Bishop J, Nolan T, Olinsky A,
Phelan PD. Prevalence ofasthma in Melbourne schoolchildren:
changes over 26 years. BMJ7 1991;302:1116-8. (11 May.)

AUTHOR'S REPLY,-Though we support the need
for standardised questions, for the purposes of our
study the lifetime prevalence of symptoms of
asthma (not asthma) was determined by a positive
response to either of two questions: "Has your
child ever had asthma?" (question 2) and "Has
your child ever suffered from wheezing with
bronchitis or a cold?" (question 14). As mentioned
in the paper, these questions were used to allow
direct comparison with the study by Williams and
McNicol in 1964.'

It may have been our error to compare this figure
with those from other studies as the questions were
not standardised. Had we used the response to the
question "Has your child ever had wheezing or
whistling in the chest?" (question 1) as Ms Peat
and Professor Woolcock suggest, however, the
response would have been 41%, which is little
different from that yielded by the combination of
questions 2 and 14 and far higher than the figure in
earlier studies in Australia, New Zealand, and the
United Kingdom.

COLIN F ROBERTSON
Department of Thoracic Medicine,
Royal Children's Hospital,
Melboume,
Australia 3054
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A methodological quibble about
QALYs
SIR,- In two recent papers data relating to quality
adjusted life years (QALYs) have been used
to make invalid comparisons that may be mis-
leading. 2

Professor A J Culyer presents a table in which
the costs per QALY for the various interventions
listed are acknowledged as being drawn from
different sources.' Professor Culyer is cognisant of
imperfections in the data "and probable methodo-
logical quibbles too." The problem is that the
QALYs in these different sources have not all been
calculated using the same set of valuations for
different health states, which makes the resulting
costs per QALY non-comparable. Reference to
two groups of data in the table illustrates this.
The cost per QALY for the interventions

coronary artery bypass grafting, hip replacement,
renal dialysis, and heart transplantation are taken
from Williams's seminal paper of 1985.' The
valuations that Williams used to "quality adjust"
the life years resulting from these interventions
were based on a valuation matrix for 70 respond-
ents developed by Kind et al.'
The second group of data in the table are drawn

from a study by Pickard et al.' This study gener-
ated data on QALYs for treatment for conditions
such as benign intracranial tumours and sub-
arachnoid haemorrhage. Different valuations,
however, were used to quality adjust the life years
expected to be gained as a result of the treatments.
The quality adjustment factor used was based on a
scale of 0-1, good recovery scoring 1, death or
severe disability scoring 0, and moderate disability
scoring 0 5. This is notably different from the
Rosser index4 in terms of both numerical values
and choice of dimensions of health related quality
of life. In the discussion in Pickard et al's paper
comparisons were made with costs per QALY in
other areas of medicine (which had been calculated
in a different way from theirs); observing that
the cost of neurosurgical care per QALY was
unexpectedly low (on their own basis of calcula-
tion), they stated that this was "the context in
which a neurosurgical budget should be assessed."

Clearly, such comparisons are not only invalid
but may be seriously misleading when used in the
political context of budget assessment or resource
allocation. Once such data have been amalgamated
into league tables and printed in reputable journals,
however, they gain a life of their own, the error
being all too easily propagated. My concern is not
with the studies themselves in their generation of
data on QALYs or with methods of ascribing
values to health states but with ensuring that the
methodology used is such that like is compared
with like.

LESLEY McTURK
Department of Philosophy,
University of Glasgow,
Glasgow G12 8QQ
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Randomised controlled trials of
surgical procedures
SIR,-Two juxtaposed leading articles, on clinical
trials and adjuvant therapy for cancer of the
colon,' 2 raise issues relevant on both sides of the
Atlantic. Some randomised controlled trials are
difficult to conduct, particularly those of complex

surgical procedures such as those used to treat
colorectal cancer. Four issues need careful but
direct attack.

(1) Design and conduct of trials. A group to
review surgical trials should devise strategies to
accommodate certain problems peculiar to surgical
randomised controlled trials-for example, the
heterogeneity of patients, variability related to the
surgeon, selection and other biases intrinsic in
open studies, the volume of documentation, etc.

(2) Education of the general public. The
observation that patients included in trials seem to
fare better than those not in trials is difficult to
explain. It might, however, be used to encourage
patients to ask for, or perhaps even to demand,
access to randomised controlled trials.

(3) Registries specific to particular cancers. In a
randomised controlled trial the influence of the
surgeon on outcome cannot be controlled as a
variable. It seems essential, therefore, to regard
the results of even a well conducted surgical
randomised controlled trial as the starting point for
subsequent observation to confirm that the new
treatment when used as routine management does,
in fact, improve outcome. The vehicle for these
observations should be national registries specific
to particular cancers.

(4) Funding of studies. It should be recognised
that in addition to the usual costs of central
organisation there is a financial cost to the contri-
buting surgeon for coordination and documenta-
tion. A contribution to these expenditures must be
provided as part of the funding of the trial to
increase the recruitment of surgeons and patients.
We have no doubt that this list could be

lengthened, but some resolution on these four
subjects would go a long way to recognising the
major differences in the conduct of trials of surgical
procedures compared with trials of medical
treatments. In addition, we believe that improving
attitudes to randomised controlled trials among
society at large could make a substantial difference
to recruitment of patients. We should take the
general public into our confidence, be prepared to
express our ignorance and uncertainties, and then
encourage, by education and advertising, their
participation in such studies. Perhaps the National
Cancer Institute in the United States and the
United Kingdom Cancer Coordinating Committee
might be persuaded to take action and sponsor a
review of methods in'surgical trials.

L PETER FIELDING
Yale University School of Medicine,
St Marv's Hospital,
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Hormone replacement therapy
in general practice
SIR,-The beneficial effects of oestrogen replace-
ment therapy on symptoms of the menopause,
osteoporosis, and coronary artery disease have
been shown in many trials on thousands of patients
on both sides of the Atlantic." Other studies
(including one conducted by the Medical Research
Council4) have shown lower mortality from all
causes in women using oestrogen replacement
therapy than those not. The randomised controlled
trials of opposed versus unopposed oestrogen
therapy in women who have had a hysterectomy
and in those without menopausal symptoms
advocated by Mr H C Wilkes and Dr T W Meade'
do not address the crucial issues: Why were only
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