Outcomes in pediatric asthma: What are

the important issues?
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Historic characteristicsrelated to children and their parents
remain the primary focus for diagnosis of asthma in the
preschool-aged child. Important questions remain unan-
swered. Physicians must be better able to assess whether asth-
mais present. They also need to better understand the genetics
of asthma and allergy and to have access to simple, quantita-
tive measurements of those environmental exposures that
enhance therisk of allergy and asthma. Physicians must also
balance benefits and risks from any intervention, which is dif-
ficult because existing guidelines do not offer much informa-
tion on the preschool-aged child. Although we are unable to
prevent the development of asthma and allergy, it is possible to
help children and their families control asthma. (J Allergy Clin
Immunol 2001;107:S485-6.)
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What are the important issues in pediatric asthma?
This simple question is not quite as straightforward as it
may appear at first glance; in fact, there are a number of
ways to approach an answer. First, we need to consider
from whose viewpoint the question is asked. Is this a
guestion from a colleague in clinical practice, or is it
posed by a research colleague who is considering a spe-
cific research question? Even more importantly, has this
guestion come from a patient or patient’s family?

The issues will differ depending on who poses the
questions (Tables | and I1). For patients and their fami-
lies, we must often deal first with whether the problem
realy is asthma. In fact, we often need to deal with that
issue ourselves. For the preschool child, the answer is not
always simple; but until we are able to answer that basic
question, all other issues may be irrelevant.

As clinicians, we frequently base the diagnosis of asth-
maon the history. Asthma remains a disease process with a
definition that is predominately descriptive, and the disor-
der is not simple to define at any age.! Definitions of asth-
ma usualy begin with, “Asthmais a disease characterized
by...” and proceed to describe clinicd features, physiolog-
ic abnormdlities, and more recently, pathologic changesin
the airways. The recent Canadian Asthma Consensus
Report isfairly typical2: It defines asthma as “a disorder of
the airways characterized by paroxysmal or recurrent

From the Section of Allergy and Clinical Immunology, Department of Pedi-
atrics and Child Health, University of Manitoba.

Dr. Becker has no significant financial relationship or interest in Merck & Co.
He has prepared this report to present factual, unbiased information and
attests that no commercial association has influenced this report, nor does
this publication constitute a commercial or persona conflict of interest.

Reprint requests: Allan B. Becker, MD, AE101-840 Sherbrook St, Winnipeg,
Manitoba, Canada R3A 1S1.

Copyright © 2001 by Mosby, Inc.

0091-6749/2001 $35.00 + 0  1/0/114951

doi:10.1067/mai.2001.114951

TABLE I. What are the important issues to the patient
and family?

Is this asthma?
What is the best treatment?
Will it be outgrown?

TABLE Il. What are the important issues to the physician?

Is this asthma?
How do we assess it?
What is the best treatment?
Will it be outgrown?
Can we help?
Can we cureit?
How can we identify patients who are “at risk”?
Can we prevent it?

symptoms (cough, wheeze, chest tightness, and dyspnea)
with variable airflow limitation and airway hyperrespon-
sivenessto avariety of stimuli.” The report goes on to state
that airway inflammation (including mast cells and eosin-
ophils) or its consequences are important in asthma’'s
pathogenesis and persistence. We are, however, unable to
measure airflow limitation, airway hyperresponsiveness, or
airway inflammation in the preschool child. The objective
pulmonary function testing often used to help confirm the
diagnosisin older patientsis not easily available for achild
of this age. Measurement of airway inflammation for clin-
ical purposesisnot readily available for patients at any age.
Asyet, there is no specific, sensitive, readily available bio-
marker for the diagnosis of asthma.

Thus, historic characteristics related to children and
their parents remain the primary focus for the diagnosis
of asthma in the preschool child. We need to better
understand these historic factors that increase both the
positive and negative predictive value for the diagnosis of
asthma. Those features that predict persistent asthma as
compared with transient disease must aso be elucidated
better. From an objective viewpoint, it would be helpful
to have an efficient, effective, noninvasive method of
testing the airway’s anatomy and defining physiologic
and biochemical changes in the airways that are charac-
teristic of asthma. Simply put, physicians must be better
able to assess whether asthma is present. Our patients
and their families deserve no less.

Itisgenerally considered that asthmaisaheritable dis-
order influenced by multiple environmental factors.
These heritable factors associated with an increased risk
for the development of persistent asthma are not well
defined as of yet, but the relative risk for the devel opment
of asthma and alergy increases if asthma or alergy is
present in a first-degree relative.3-5 A better understand-
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ing of the genetics of asthma and allergy will help us to
better diagnose patients and to identify the infants “at
risk” for the development of asthma.

We need to better understand and have access to sim-
ple, quantitative measurements of those environmental
exposures that enhance the risk of alergy and asthma
Recent data relating to environmental exposure to aller-
gens and other environmental factors (such as tobacco
smoke) have helped to identify that risk for the subse-
quent development of asthma.6-2 Whether modification
of these exposures will prevent the development of asth-
ma in childhood, however, requires further research.10.11
If we are to improve our ability to diagnose the presence
of asthma and to improve the effectiveness of environ-
mental therapy, we must better identify those factors in
the home and the community.

Oncethediagnosisis accepted, one of thefirst concerns
raised by parents is “Will my child outgrow asthma?’
Clinicians must consider a number of issues related to the
child's personal and family medical history that may pro-
vide an indication of whether this child is likely to have
asthma that persists or whether the problem may be tran-
sient. Whatever the answer, the family needs to know that
the asthma can be controlled. A better understanding of the
disease will alow usto treat it more effectively.

Parents want to know, “What is the best treatment for
my child, and isit safe?’ Physicians must balance bene-
fits and risks from any intervention. Although many
guidelines for the assessment and treatment of asthma
exist, none of the guidelines offer much information on
the preschool child.212-15 A recent revision of the Glob-
a Initiatives for Asthma guidelines does address the
issue of asthmain infants and young children (5 years of
age and younger).16 The efficacy and safety of any inter-
vention are important to the children, their families, and
their physicians.

Although we are not able to prevent the development
of asthma and allergy today, we can help children and
their families control asthma. Unfortunately, there are
few studies of asthma therapy for the preschool child.
Better data on the efficacy and safety of various inter-
ventions are essential if we are to develop any consensus
for asthma management in the preschool child on the
basis of more substantive evidence.

All of the aforementioned issues are important to
patients and their families (Tablel). Physicians also grap-
ple with these issues and try to define better answers to
these questions and others (Table I1): What can we do to
help our patient “ outgrow” asthma? Can we cure asthma?
Can we prevent asthmafrom ever developing, particular-
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ly in high-risk families? The answers to these issues are
critical if we are to control this growing epidemic.

For now, physicians can offer young patients and their
families an assessment based primarily on medica histo-
ry and intervention directed toward environmental and
pharmacologic control. The efficacy and safety of any
intervention are important to the children and their fami-
lies and to their physicians. Although we are unable to
prevent the development of asthma and allergy, we can
help children and their families control asthma. We need
to continue to focus on diagnosis, assessment, and treat-
ment; and we must consider issues of prevention and
cure of thisincreasingly common disease.
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