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Questions and Answers

Question: Why is asthmanow more commonin
children?

Dr Valacer: While theories abound, hard data
are lacking. Reasons may include the following:
changes in housing that promote increased expo-
sure and sensitisation to environmental allergens
(dust mites, cockroaches) or irritants (environmen-
tal tobacco smoke, exhaust gases); changes in at-
mospheric air quality; changes in diet; changesin
the frequency and types of childhood infections;
and a heightened awareness of asthma with result-
ing increased identification of milder cases. Of
course, none of these theories are mutually exclu-
sive and varying theories may be true for different
populations at different times.

Question: How important is food allergy in
asthmatic children?

Dr Valacer: Thetrue prevalence of food allergy
in asthmatic children is difficult to determine be-
causedouble-blind food challenges, the gold stand-
ard of diagnosis, areimpossibleto performinlarge
epidemiological studies. Published reports suggest
an overall prevalence of disease-relevant food al-
lergy of 2% in asthmatic adults and between 5 and
10% in asthmatic children. Prevalence appears to
be highest in the youngest patients with asthma.
The mechanism by which ingested food can result
in pulmonary symptoms is unknown, but most of-
ten appears to involve IgE-mediated sensitivity.
The degree to which food allergy affects chronic
asthmahas not been studied, although Sicherer and
Sampson have reported anecdotal evidence of im-
provement in severe, corticosteroid-dependent
asthma in adults after removal of foods to which
they showed a positive response after double-
blind, placebo-controlled food challenge.[!

Question: Will leukotriene modifiers be useful
for controlling asthmain children?

Dr Valacer: Present evidence suggests that

leukotrienes are active inflammatory mediatorsin
airway inflammation in children as well as adults.
Placebo-controlled clinical trialswith montelukast
in children aged 6 to 14 years have produced clear
evidencethat thisleukotriene receptor antagonist
has a significant effect in preventing exercise-
induced bronchoconstriction and improving lung
function, as well as quality of life and symptom
parameters, while reducing rescue [3,-agonist use
and circulating eosinophils. Leukotriene modifiers
have been shown to positively affect parameters of
airway inflammation, including eosinophilia and
nitric oxide exhalation. It has been shown that
montel ukast iswell accepted by parents and paedi-
atric patients, with long term open label efficacy
comparable to that with low dose inhaled
beclomethasone dipropionate, and that it is associ-
ated with better adherence to long term treatment
than inhaled sodium cromoglycate. The safety
profile of montelukast for children and adol escents
with asthmais excellent, with no known drug in-
teractions or serious drug-related adverse effects.

Question: Dr Witzmann and Dr Fink, with re-
spect to the systemic adverse effects of inhaled cor-
ticosteroidsin children, arethere dosage thresholds
below which these effects are insignificant?

Dr Kimberley Witzmann and Dr Robert Fink:
Thisisan important question, but currently data
do not exist to answer it adequately. Differences
exist between inhaled corticosteroids; those exhib-
iting decreased systemic absorption and rapid he-
patic inactivation will demonstrate fewer systemic
effects. A ‘safe threshold’ is difficult to establish,
because both short and long term adverse systemic
effects of inhaled corticosteroids have been docu-
mented. Therefore, inhaled corticosteroidsin chil-
dren should be titrated to the lowest dose that
achieves effective clinical control of symptoms.
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Question: Does uncontrolled asthma suppress
growth in children?

Dr Witzmann and Dr Fink: Historically, some
children with severe asthma have exhibited signif-
icant growth failure. It is difficult to ascertain
whether this was due to poorly controlled inflam-
mation, or to frequent systemic exposure to corti-
costeroids. With the advent of improved controller
agents (including inhaled corticosteroids), clini-
cally significant growth failure has been less fre-
guently observed. Nonetheless, it isimperative that
all children with asthma have their heights plotted
on a standardised growth chart, to identify those
individuals with growth suppression, so that appro-
priate changes in medical management are insti-
tuted.

Question: Professor Helms, the US and British
guidelines recommend inhaled cromones as an
alternative to inhaled corticosteroids in school-
children with mild persistent asthma (step 2). How
do leukotriene modifying agents compare with in-
haled cromones in this group?

Professor Peter J. Helms: Although prospective
clinical trial datain children have not yet been re-
ported in this clinical setting, a recent report on
user acceptability has clearly shown that children
prefer the leukotriene modifying agent, monte-
lukast (Singulair®) over the regular inhaled so-
dium cromoglycate.

Question: In children with moderate to severe
asthma, is there a case to be made for using com-
bination therapy to reduce the required dosage of
inhaled corticosteroids?

Prof. Helms: Any effective corticosteroid-
sparing strategies are to be welcomed, and what
evidence there is in both children and adults sup-
ports the introduction of leukotriene modifying
agents. Experience in clinical practice in paediat-
rics, which is corroborated by a recently reported
placebo-controlled adult study, indicatesarole for
leukotriene modifying agents in reducing the dos-
ages of inhaled corticosteroids while maintaining
satisfactory symptom control.
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Question: Dr Kemp, would physicians do better
to comply with existing asthma guidelines, rather
than treat according to anticipated future changes?

Dr JamesP. Kemp: First of all, we must remem-
ber that asthma treatment guidelines are just that —
guidelines — and not dogma. Not only can they not
account for the great heterogeneity of asthma and
the diversity of patients who have this syndrome,
but they are also often outdated the day they are
published. Each patient with asthma should be
treated as an individual. Any programme of man-
agement should be certain that ‘ the emphasis must
be placed on developing a partnership among the
healthcare professional (s), the patient and the pa-
tient's family’.[2

To have a successful partnership, healthcare
professionals must change their traditional role of
teacher to that of listener. Educate, but then give
choiceswhen they areavailable. Inthisway, no one
should feel locked into a specific treatment or be
concerned about the role of new therapies.

Question: Does use of asthma treatment algo-
rithms preclude individualisation of asthma treat-
ment?

Dr Kemp: Definitely not. Algorithms can never
take into account the many and varied aspects of
this disease and the socioeconomic factors that in-
fluence apatient’swillingnessand ability to adhere
to atreatment plan. | am not afan of algorithmsin
medicine. They are great for computers and for
those who don’t want to think. Biological systems
will always challenge such regimented approaches.
Why select the brightest students to become doc-
torsif it can all be diagrammed on paper? Informa-
tion can be placed thus, wisdom cannot.

Question: What new recommendations regard-
ing leukotriene modifiers are likely to be included
in the next set of asthma guidelines?

Dr Kemp: Since the revisions of the guidelines
will be data based, we would expect the anti-
leukotrienesto have amore established placein the
guidelines in future. In addition, consideration
must be given to the mistaken concept that all but
avery few patients respond to inhaled corticoste-
roids. In the zeal to treat the inflammatory compo-
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nent of asthma with a very potent and effective
medication (inhaled corticosteroids), the limita-
tions of this treatment have been minimised. For
many patients a single agent is adequate. Poly-
pharmacotherapy is necessary in many patients
with moderate asthma and for al patients with se-
vere asthma.

Question: Professor Becker, with the introduc-
tion of leukotriene receptor antagonists, there are
now several classes of agents (i.e. leukotriene an-
tagonists, theophylline, inhaled cromones and in-
hal ed long-acting 3,-agonists) that may be used as
adjuncts to inhaled corticosteroids. How would
you rank these drug classes in terms of their use-
fulness in children with asthma?

Professor Allan Becker: Leukotriene receptor
antagonists, long acting [,-agonists and/or theo-
phylline may be considered as alternatives to in-
creasing from moderate or higher doses of inhaled
corticosteroids to achieve control of persistent
asthma symptoms in children or adults. There are
data in adults supporting the value of al three ad-
junctive therapies. However, in children, only the
leukotriene receptor antagonists have been shown
to provide additional benefit when used as ad-
junctive therapy. These issues are dealt with in
somedetail inthe Canadian AsthmaConsensusRe-
port 1999.13

Question: Dr Price, when choosing treatment
for achild with newly diagnosed asthma, what fac-
tors would you consider in selecting a preventive
therapy?

Dr David Price: Firstly, severity of asthma. In
patients with severe asthma an inhaled corticoste-
roid would be my first-line treatment of choice. In
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mild-to-moderate disease the debate is more open
in terms of treatment choice. Secondly, patient and
parent choice. No treatment that the parent or child
is not prepared to take has any worth. One that is
slightly less efficacious but that is complied with
isgenerally abetter choice. Thirdly, pattern of dis-
ease. If there are features in the asthma history of
significant exercise- or activity-induced symp-
toms, | would then consider an antileukotriene
agent agood choice.

Question: Are there any features that can be
used to differentiate between available anti-
leukotriene agents?

Dr Price: The main consideration at present is
that licences differ according to the age of the user,
with montel ukast generally licensed for those aged
from 6 yearsand zafirlukast for those aged from 12
years.! Also, in some countries the two products
have differing asthmaindications. It is also worth
considering whether a once-daily regimen for
montelukast or atwice-daily one for zafirlukast is
preferred by the parent or child.
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