Correspondence

Overweight: No association with asthma or
bronchial reactivity in children

To the Editor:

Scholtens et al' published their interesting results on the asso-
ciation between overweight status and asthma symptoms and
bronchial hyperresponsiveness (BHR) at school age in a birth co-
hort of 3756 children. A body mass index (BMI) of greater than
the 85th percentile of the Dutch age-related, sex-specific refer-
ences was defined as high. A high BMI at 6 to 7 years increased
the risk of dyspnea (9.6%) at 8 years of age (odds ratio [OR],
1.68; 95% CI, 1.18-2.39) but not the likelihood of wheezing
(7.3%) or the prescription of inhaled corticosteroids (7.1%).
BHR was studied by means of methacholine inhalation challenge,
and a high BMI at 6 to 7 years increased the risk of BHR at 8 years
of age (OR, 1.66; 95% CI, 1.10-2.52). A high BMI at an earlier
age was not associated with dyspnea, wheezing, or BHR at school
age if the child had become normal weight until 6 to 7 years of
age.
We evaluated the association between childhood asthma and
overweight status as a part of a prospective, long-term follow-up
of initially 92 children hospitalized for wheezing at less than 24
months of age. The overweight status was assessed by using 2
different methods at 3 control visits at the mean ages of 4.0, 7.3,
and 12.3 years. Weight for height was calculated by using Finnish
age-related, sex-specific growth charts, and greater than 110%
was defined to mean overweight. In addition, BMI was calculated,
and greater than 1.3 SD was defined to mean overweight.” The cri-
teria of doctor-diagnosed asthma based on clinical studies during
the follow-up visits have been published previously.*> Doctor-
diagnosed asthma was present in 45 (51.1%) of 88 subjects at
4.0 years, 33 (40.7%) of 81 subjects at 7.3 years, and 32
(39.5%) of 81 subjects at 12.3 years of age, and 12 (13.5%), 23
(28%), and 18 (22.5%) subjects used continuous inhaled cortico-
steroids. There were no significant associations between current
or earlier overweight status and asthma or asthma medication at
any time point.

At 7.3 and 12.3 years of age, BHR was studied by means of
exercise challenge consisting of a free 8-minute running period
outdoors at a heart rate of greater than 80% of the predicted
maximum. By a 10% decrease in FEV,, BHR was present at 7.3
years of age in 6 (26%) of 23 overweight children defined by
weight for height of greater than 110% (OR, 2.12; 95% CI,

0.64-6.99) and in 4 (33.3%) of 18 children defined by a BMI of
greater than 1.3 SD (OR, 1.46;95% CI, 0.40-5.36). The respective
figures at 12.3 years were 11 (25%) of 44 by weight for height of
greater than 110% (OR, 0.80; 95% CI, 0.29-2.19) and 9 (34.6%)
of 26 by a BMI of greater than 1.3 SD (OR, 1.76; 95% CI, 0.63-
4.96). The results remained negative when BHR was analyzed in
relation to earlier overweight status. Likewise, the results did not
change when supplementary analyses were done based on 12%,
15%, and 20% decreases of FEV.

Our long-term postbronchiolitis follow-up did not confirm the
result of Scholtens et al' that overweight schoolchildren are at in-
creased risk for BHR. Although Scholtens et al found an associ-
ation between overweight status and dyspnea, a nonspecific
symptom,6 they did not find any association between overweight
status and wheezing or prescription of inhaled corticosteroids,
which is in accordance with our results on doctor-diagnosed
asthma.
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