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report of cost-benefit analysis of inhaled
steroids in the prophylaxis of moderate to
severe childhood asthma.
The patients studied were from the higher

social classes and they were able to afford
private medical attention. The excellent
comppliance rate of the patients in this study
probably reflects the higher levels of education
and intelligence of this particular social class
among the general population. The very high
literacy rate of around 88% that is found in
Sri Lanka is likely to be another factor that
contributed to this level of compliance. This
study was not originally designed to look at the
undesirable effects of inhaled steroids and as
such, no comment could be made on this
aspect of treatment. However, the mean
starting doses and the mean maintenance
doses of both beclomethasone dipropionate
and budesonide were well below the levels at
which side effects are known to occur.22 23

Conclusion
This study clearly demonstrates the clinically
efficacy and cost effectiveness of inhaled
steroid prophylaxis in moderate to severe
childhood asthma. The findings would be of
significance not only to developing countries
with their own financial problems but also to
the more developed nations that are showing a
reawakening of interest in medical audit and
cost-benefit ratios of different treatment
methods.
The author wishes to thank with gratitude the assistance
provided by Dr D R Weerasekera, senior lecturer, Department
of Statistics and Computer Science, University of Colombo, Sri
Lanka, in the statistical analysis of this paper. Detailed calcula-
tions are available from the author.
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Commentary
In any society the connection between value and
costs must be made with regard to all forms of
health care. To determine whether the value of
a health activity is worth its costs should be
made not only by professionals but also by
the people who will actually receive the value
(experience the benefits and harms) and pay
the costs.1 Perera's paper examines the efficacy
and cost effectiveness of inhaled steroids in
asthma in Sri Lanka; a developing country with
severe resource constraints. Relatively high cost
treatment may be justified in this setting if the
cost-utility value to the patient is reduced by the
treatment. Perera has shown this effect in the
population of patients he studied, but one
cannot conclude that inhaled steroid treatment
for prophylaxis of asthma is a cost effective
treatment in all developing country settings
without considering some of the limitations of
the study.
The sample studied was small (n=86) even

though the results showed strong cost-utility
improvements. Of potentially greater impor-
tance is the unrepresentativeness of the
patients studied. As noted at the end of the
paper, the subjects were mostly from the upper
income groups (being self selecting because of
fee paying). By the same token, the application
of the results to the public sector would apply
disproportionately to members of lower
income groups. The potential significance of
differences in education/literacy is acknow-
ledged. It seems possible, however, that the
effectiveness of treatment and the extent of the
benefits could be affected quite substantially
by other income related factors such as
nutrition, home environment, and morbidity
from other causes. This may also limit the
extent to which the results could be applied to
other developing countries.

Similarly, the fact that the subjects were
users of the private health sector may well
mean that their previous treatment is unrepre-
sentative of public sector patients. All but two
of the subjects were on oral , agonists, all but
14 on oral theophyllines, and all but five had
had repeated courses of intravenous and oral
steroids. This suggests that at least 75%/ had
all three forms of treatment during the control
period. Essentially, the analysis is a com-
parison of the proposed treatment with this
alternative regimen, which is almost certainly
different from the pattern of treatment in
the public sector in Sri Lanka or elsewhere in

 on M
ay 15, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.72.4.315 on 1 A

pril 1995. D
ow

nloaded from
 

http://adc.bmj.com/


316 Perera

the developing world. The treatment protocol
used seems more intensive than might
normally be expected in a public sector
hospital in a developing country (two days
initial hospitalisation, and constant supervision
thereafter). This might again affect the applica-
tion of the results to the public sector.

In any cost analysis it is important to specify
which costs have been measured. At the very
least the costs to the health sector should be
stated separately from the costs to the patients -
this is a critical issue in resource constrained
public health services. It should also be made
clear whether the costs used are the fees charged
in the private sector, the cost to the private
hospital of providing the service, or estimated
unit costs in the public sector. It is also helpful if
there is some breakdown of costs before and
after treatment. The costs of treatment will
decline substantially over time as training

occurs only at the beginning of the process, the
need for supervision should decline over time,
and some patients are able to stop the treat-
ment. Not all these points have been considered
in Perera's study in which the reported cost per
patient seems remarkably low at about £6.

Overall this is a valuable study of relevance
both to clinicians and to health planners in
developing countries where cost effectiveness
must be a crucial factor in any planning
decision.2
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