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INTRODUCTION:
 Why This Book Is
 So Important to Me


Soon after I began working in medical research as part of a summer science program in high school, I knew that I loved academic medicine. Clinical research seemed a great way of combining my desire to do something “important” with the joy of learning. I devoted most summers in high school and college to cardiac and cardiovascular research, and I seemed destined for a career as an academic cardiologist. But in my pediatric residency in New York City, I learned that the number one reason children were hospitalized was respiratory disease. For three years I worked more than a hundred hours a week caring for children with difficulty breathing. I was struck by how little we really understood about common childhood illnesses such as allergies and asthma, croup, bronchitis, pneumonia, and cystic fibrosis; and how often our medications proved inadequate. I remember doing everything I could for a child and then sitting with anxious parents, all of us praying their child would get better. 

It’s hard to believe now, but back then there were no specialists for these most common illnesses in pediatrics—there were no pediatric pulmonologists. When I learned that a few of the major children’s hospitals in the country had small training programs, including Harvard’s Children’s Hospital in Boston, a lightbulb went on for me. Here was an opportunity to do something new and special and very important. 

I was fortunate to have excellent pediatricians, who were really good at taking care of children with breathing problems, as role models. With their guidance, I cared for hundreds of children with asthma and watched many patients of all ages die of respiratory failure—from two-pound babies in the neonatal ICU to teenagers and young adults with cystic fibrosis. As a resident I often stayed up all night at the bedside of a child gasping for air. I remember like it was yesterday an eight-year-old with severe croup, a disease that normally affects infants and toddlers. With croup, anxiety and fear significantly worsen respiratory distress, so I spent the night holding this boy’s hand and reassuring him to keep him calm. By the time the sun came up the next morning, the medicines had taken effect. His breathing relaxed at last. I felt exhilarated; we had made it through together. 

Children are so wonderful, so innocent and fresh, so trusting and appreciative. No matter how tired I was after one of those thirty-six-hour shifts, I would saunter home feeling so lucky that these children and their parents allowed me to share these special moments with them. I continue to pursue solutions for these children; and I have made my life’s work caring for youngsters who suffer from all types of breathing difficulties. While much of this information is applicable to adults, my area of expertise is children. If your child with allergies or asthma is older than twenty-one, this is not the book for you. 

I have written this book to empower parents not to settle for less than optimal control of their child’s allergies or asthma. Parents have the right to demand more from their physicians and from the medications they prescribe. I want to convey this message to as many parents as possible so our children grow up living happy, active lives. 

Allen J. Dozor, M.D.
 August 2003



PART ONE
WHAT IS
 HAPPENING
 TO YOUR
 CHILD?




ONE
An Unnecessary Burden:
 Feeling Fair-to-Poor When
 Good-to-Great Is Possible


  Allergies and asthma are two of the fastest growing health problems for children, and their complexity challenges both doctors and parents. What causes a rash or mild wheezing in one youngster may cause another to be hospitalized. Lunchtime, a birthday party, or a school trip can be life-threatening for a child with severe food allergies. Allergies to insects or drugs can be medical emergencies. A child’s allergies or asthma affects everyone around them: parents, teachers, coaches, baby-sitters, and even schoolmates. 

Every day I meet parents desperate for information: What is asthma? What are allergies? What’s the difference between croup, bronchitis, asthma, and pneumonia? Will our child grow out of it? Do we need to keep our children on medications? What are the risks? How can we prevent an attack from occurring? Should we get rid of the cat? Can we get a dog or bird? Should we move to Arizona? What about homeopathic remedies? Would acupuncture help? Should we buy an air purifier?

Some of the most upsetting effects of allergies and asthma are the wounds these chronic conditions may inflict on a child’s self-image and self-esteem: constant concern and protectiveness from parents and teachers; confusing limits and rules to follow; chronic symptoms such as fatigue, headaches, obesity, shortness of breath, itchy eyes, nasal congestion, poor sleep, chest pains, or stomachaches; and the inevitable comparisons children make to the unencumbered lives of siblings and friends. These issues all contribute to a child’s feeling that he is unwell, less able to succeed in life. These symptoms may lead to a vicious cycle of inactivity, poor physical conditioning, poor sleep quality, and the embarrassment of poor athletic and academic performance. All of this is usually unnecessary. 

Not Sick but Not Well Either …

Children with allergies or asthma may not necessarily look sick, but they aren’t well either—you may know the look from your own child. These kids just don’t feel “perfect.” Maybe they are just sluggish, yawning more than they should. Their color may be a bit off; maybe their eyes are puffy or red, not as bright. Maybe they have “raccoon” eyes or look like they didn’t get enough sleep. Maybe they have chapped lips from chronic mouth breathing, or bad breath from chronic nasal or sinus congestion. Children with poorly controlled allergies or asthma may have decreased appetites, abdominal cramps, constipation, or irregularity. 

Few people—even those closest to them—realize how often children with asthma and allergies find their lives significantly altered. While severe illnesses, late-night visits to the emergency room, or hospitalizations are rarely forgotten, less obtrusive illnesses often are. “Malady amnesia” sets in; once the discomfort passes, memory fades. After about six months, many parents forget when their child came home early from school. A parent may remember writing a note to excuse Susie from gym class, but be a bit hazy about what she told them happened during recess. Many parents don’t know if their child coughs frequently while sleeping. If allergies and asthma run in the family, everyone may be coughing, and parents may have become used to it. And of course, if there are two or more children in the house, memories blur. 

Studies show that parents, physicians, and children often underestimate the frequency and severity of children’s symptoms. Consider these one-year statistics from “Asthma in America,” a recent national study conducted by the pharmaceutical company GlaxoSmithKline: 


 

	32% of children with asthma went to the emergency room for asthma.

	9% of people with asthma required hospitalization for asthma.

	29% of people with asthma had unscheduled asthma-related visits to their doctor’s office or clinic.

	49% of children with asthma missed school because of their asthma.

	30% of patients with asthma are awakened from sleep with breathing problems at least once a week.

	Only 22% whose symptoms are consistent with severe asthma actually describe their symptoms as severe.



Most patients overestimate how well controlled their asthma actually is. Chronic low-level difficulties such as mild sneezing or coughing frequently go unaddressed, yet over time can be quite debilitating. That stuffed-up congested feeling can make it difficult for a child to function at an optimum level, whether it’s sitting still for story hour in kindergarten or taking an oral French exam in high school. 

Allergies or asthma can significantly interfere with participation in sports, school trips, physical education classes, and play activities. They might not sleep as deeply, or dream adequately. They may not awake fully rested. They may not be as alert or have a normal attention span. Peer relations may suffer. They might not do as well on tests and other school activities. Teachers, counselors, and administrators may notice behavioral problems or that a child’s school performance has slipped. 

Obesity and Asthma

Both obesity and asthma are occurring with increasing frequency, and no one is sure why. Clearly there is a relationship between these two serious problems. Kids with poorly controlled asthma are more likely to be overweight, and it is more difficult to control asthma in kids who are obese. Good asthma control may help kids exercise more and burn more calories, which would help decrease obesity. 

Worrying About Life-Threatening Allergic Reactions

Severe illness is more obvious. Those with more serious forms of asthma may have been recently hospitalized or they may be going through a spell when they cough all night, depriving them of sleep and terrifying anxious parents. 

These problems ripple through a community, affecting life in the classroom and at friends’ homes. Is a classroom rabbit worsening a child’s allergies? What about Grandma’s cat? Can a child safely attend summer camp? I hear these worries every day.

Parents of children with food allergies live with a special burden. Every day they wake up and go to sleep worrying that they will slip up, that their child will eat something cooked in peanut oil, for example, and experience a life-threatening emergency. 

Allergies to insect stings or latex may cause severe reactions, even anaphylactic shock. These parents find they must live a life of hypervigilance. 

I remember Rachel, a teenager whose mother lived in deadly fear that her child would be exposed to peanuts. For fear that the smell from someone’s bag of peanuts would take her daughter’s life, Rachel’s mom never allowed her to fly. And despite the fact that most airlines have responded to these concerns by banning peanuts, Rachel’s parents still have not overcome their fears. My heart goes out to families who must live with these fears. My goal is to do whatever I can to lessen their burden. 

Living with a Chronic Condition

One of the most difficult parts of living with allergies and asthma is coming to grips with their chronic nature—they are an “always” affair. Most childhood illnesses come and go, with an end in sight. Allergies and asthma worries never seem to end—sometimes on the front burner, sometimes on the back, but always there. This is very tiring for children, their parents, their siblings, their friends, and even for their physicians. 

It gets to the point where parents don’t even complain when their children fall asleep in school because of their medications, have nosebleeds from their nose sprays, or seem jittery from their inhalers. Many children and their families are accustomed to living with these chronic discomforts as well as low-level nasal stuffiness, itching, rashes, coughing, and fatigue—they’re just not a “ten.” Maybe they’re a “nine,” or sometimes an “eight.” Not enough families speak up when their child coughs or wheezes after running the mile run in gym. Physicians often don’t ask and parents often don’t tell them that their child wakes up in the middle of the night because they can’t breathe through their nose or need their inhaler. In fact, many children don’t even tell their parents. 

This level of discomfort is unnecessary. With attention and persistence, solutions can be found. I have heard from countless families over the years about the remarkable changes they see in their children when their symptoms are well controlled. Their children simply feel better. They sleep better, eat better, and participate more fully in family life, school, and activities with friends. Parents often notice their children are in a better mood, fighting less with their siblings, complaining less as they head off to school. 

The Problem with the Do-It-Yourself Route

Seeking scheduled professional medical care is difficult, expensive, and time-consuming. Everyone is so busy it is quite understandable when a mother or father decides to run to the nearest drugstore for an over-the-counter (OTC) remedy that might offer some relief. This can be very confusing, since there are literally hundreds of medications for respiratory symptoms. Well-known brand names are often attached to many different products. For instance, let’s say you’re advised to give your child Robitussin, one of the most well-respected and established brands. Should you buy Robitussin expectorant, Robitussin DM, or Robitussin Cough and Cold? Should you choose regular strength or extra strength? When should you choose the “children’s versions” as opposed to the regular ones? And now they all come honey flavored? What would you guess is in Robitussin Honey Flu? (Not the flu, I trust.) 

These products may include any number of ingredients, in a bewildering array of strengths, and are designed to help some or all of the common symptoms: itching, sneezing, nasal congestion, coughing, wheezing, fever, or body pains. OTC remedies are often short-acting, have limited effectiveness, and may cause side effects. A parent would never give a child a sleeping pill before sending him off to school. Yet when administering over-the-counter allergy/cold remedies, parents have often done almost the same thing—the poor kids are lucky to be able to keep their eyes open, let alone focus on the classroom lesson until 3 P.M.

One of the ironies of our American healthcare system is that many of the older over-the-counter medications may actually have more side effects than newer medications available only by prescription. 

One striking example of the complexity of this situation involves the most common allergy remedies, antihistamines. The first generation of antihistamines, now more than twenty years old, was a great advance, and these medications remain important. An old-fashioned first-generation antihistamine is still the best choice during a severe acute allergic reaction. However, because these medications are short-acting and may cause drowsiness, delayed reaction time, and a dry mouth, the pharmaceutical industry has worked hard at improving on them, successfully developing second-, third, and even now fourth-generation antihistamines with fewer side effects and longer durations of action. These advances are great for people with chronic allergies. 

One of these newer antihistamines, loratidine (Clariten), is now available without prescription, which is great for many people who only need such a medication once in a while. However, these newer medications are expensive, and as long as they require a prescription, they are covered by most U.S. health insurance plans. Once they become non-prescription, the money to pay for them comes directly out of consumers’ pockets. Not surprisingly, insurance companies have been vocal advocates of this “improved” access to newer medications, but consumer advocates or patients who need these medications for months or years are not so happy with this shift in expense. 

Whether the best medicine for your child is prescription or over-the-counter or some combination of the two, it is still advisable to consult a doctor. 

Looking for Natural Cures

More and more parents come to my office looking for natural cures, and I don’t blame them. We all want to offer our children a cure that will help while causing no harm. Alternative approaches to allergies and asthma appear at a dizzying rate. Homeopathic remedies, herbal medicines, vitamin and mineral therapies, etc. have taken over huge sections of our pharmacies, health food stores, and supermarkets. 

Very few of these approaches have been proven to be either effective or ineffective, because the industries profiting from these approaches are quite happy to remain in the shadows, away from the prying eyes of the FDA and other regulatory agencies. Does this mean these natural remedies don’t help? No. But can you believe the claims on these packages? Sadly, this answer is also no. 

The massive amount being spent on these products is a testament to the sad state of affairs for many children with allergies and asthma. Parents are rightly concerned about side effects of medications and yet they really don’t want their kids to suffer, so they will try anything for their children. 

Prescription medicines are getting better and better, and the side effects are also being reduced. The best approach for any family is to work with a medical professional to find the right combination that helps your child with few, if any, side effects. 

In the Doctor’s Office

My job is to evaluate children referred from other physicians: pediatricians, family physicians, and allergists. These are kids who are not doing well, children who have not responded adequately to their physician’s approach. I see children who are coughing, sneezing, and wheezing despite many visits to many different physicians. 

Every week I meet patients who are suffering needlessly: infants who have already been hospitalized once or twice; kids missing school twenty or more days each year; athletes who have given up sports; teenagers who wake up sneezing and coughing two hours earlier than necessary and are already suffering from a headache. I meet children of all ages used to jitteriness, sleepiness, and stomach pains from their medications. 

Primary care physicians usually refer these children to me because they are concerned something is being missed, that they must suffer from something other than just allergies or asthma. And indeed my first goal is to make sure they don’t suffer from rarer conditions. About 5 to 10 percent of children thought to have difficult-to-control allergies and asthma do turn out to have a complicating or modifying condition. The vast majority of the time, however, there is no underlying rare diagnosis. Most of the time the problem is not the diagnosis, it is the prescribed therapy that has proved inadequate. 

There are many reasons for this failure to adequately control children’s symptoms. It’s not easy. It can be very time-consuming to manage these conditions. There is a lot of “trial and error” involved, and every child ends up requiring a slightly different approach. Then, just when you think you have a child figured out, he changes. 

Pediatricians and family physicians are usually not at fault in these circumstances. The doctor who is seeing your child for a general checkup is rarely able to devote as much time focusing on one issue as a specialist can. And it is difficult for a nonspecialist to keep up with the explosion of new medications, not just for allergies and asthma, but the entire array of health conditions seen in children. Finally, as I’ve explained countless times, if there was one perfect medication for all children, no one would come see me! 

Yet I don’t believe any of these reasons is the primary explanation for why children and their families come to accept sniffling, coughing, and headaches as a way of life. To my mind, the primary difficulty is lowered expectations. Too many families have gotten used to sneezing, itching, coughing, and wheezing. This could be countered if pediatricians had the time to explain that this suffering is unnecessary. Too many patients and physicians assume that hospitalizations are to be expected, that children with asthma miss a lot of school and often require strong medications such as oral steroids. 

This is not good. Allergies and asthma do not need to interfere with your children’s days or their dreams. I believe that somewhere out there is a combination of medications and approaches that will allow every child to grow up feeling that the “world is their oyster.” I want every child with allergies and asthma to believe they can do anything they want with their lives: climb the highest mountain, participate in any sport, aim for the Olympics if so inclined. And to not settle for side effects. I don’t mean to imply that achieving this goal is easy. Temporary setbacks may be unavoidable. But these goals are attainable and well worth the effort. 

I have developed a program that permits children and their parents to successfully manage allergies and asthma and to lead a normal life. My goal is to empower families by providing the information they need. 

The Importance of Family Education and Understanding

Research studies demonstrate that the more parents understand about their children’s health, the better they do. With proper diagnosis (not always easy to come by) and early and aggressive treatment, allergies and asthma can be successfully managed. 

I spend at least half of every appointment on education. Parents need and deserve reliable and medically sound advice. They need clear explanations, details about how allergic reactions and asthma attacks can be prevented, which medications may be helpful, and general information on how best to help their children. 

The key to success is not specific drugs, but identifying goals and urging parents to always consider this question: “Is the approach we are taking meeting my child’s needs?” Throughout this book I will continually ask parents to analyze and refine their goals: 



Goal #1:   Your child’s allergies or asthma do not affect her lifestyle. 

Goal #2:   Your child has no significant side effects from medications. 

Goal #3:   Your child uses the least amount of medications to achieve goals #1 and #2. 

My advice to all parents is don’t settle for less. Find physicians willing to listen to you and work with you in choosing therapies that meet your needs.

Most importantly, identify specific goals of therapy for your child. To play soccer without wheezing? To wake up without a headache? To sleep through the night without coughing? These sound simple but really aren’t. Parents often find it difficult to answer when I ask, “Are you happy? Is the current medical regimen working to your satisfaction?” If you address the specific issues that concern you and watch for possible side effects from any new medications, then you’ll soon find a treatment plan that works. 






TAKE-HOME MESSAGES
 

	Chronic, low-level, mild, partially controlled allergies or asthma are common and may have very significant effects on your child. 

	


	Don’t settle for inadequate control of your child’s symptoms.

	


	Don’t settle for significant side effects from medications.

	


	In your mind, clarify what your goals are and what you hope to achieve.

	


	A medical regimen does exist that can meet your and your child’s needs.

	Expect your child’s symptoms and medical needs to change over time.

	


	Find physicians who will help you determine what works best for your child.










TWO
Allergies and Asthma:
 The Basics


  Isaac was a bright twelve-year-old boy who came to see me after a prolonged illness. When he first became ill, his pediatrician told the family that he had bronchitis. When he returned to the office for a follow-up visit, a different doctor said, “No, this is pneumonia.” Both these diagnoses were actually correct. A week later, at the third visit, a nurse practitioner told his parents that Isaac actually had asthma. This, of course, got to the heart of the matter. Because Isaac’s airways (bronchial tubes) were inflamed from asthma, he couldn’t quite shake the respiratory illness. At this point, Isaac was referred to me, with the goal being to prevent such prolonged illnesses in the future. 

Respiratory conditions such as allergies and asthma can be very confusing, partly because they frequently blend in with other health problems, and it becomes difficult to sort them out. The more you understand about the causes and expected course of these conditions, the more confident you will feel. 

Allergies and asthma have been recognized throughout the ages, and each generation of scientists have viewed these conditions differently. In the last thirty years we have seen dramatic advances in our understanding. But nature does not yield its secrets easily. The complexity of these conditions boggles the mind and has kept thousands of scientists off the streets, deep in laboratories looking for answers. We still have lots to learn, so what appears to be “fact” today will no doubt be altered by a study published tomorrow. Parents should always ask, “What’s new? What other treatments should we be considering?” 

Let’s begin with basics. Incidentally, I have pretty bad hay fever or allergic rhinitis myself, and I frequently “forget” my medications. So I hope you don’t mind if I stop to blow my nose once in a while. 

Allergies: The Basics

An allergic reaction is our body’s immune system on overdrive. When we are exposed to an allergen, signals flow through the body, sounding the alarm Protect Thyself. An allergic reaction is the result of this hypersensitivity. Reactions may range from sneezing or breathing difficulties to eczema and other skin reactions. (Specific allergens will be discussed in Chapter 3.) 

So why does the immune system go haywire over something like a beautiful spring flower or a little cat dander? Before fully explaining this, I want to tip my hat to our immune system—one of the most amazing things about our bodies. 

The immune system is basically the body’s armed forces, complete with such divisions as the army, navy, marines, air force, and coast guard. Each of these specialized forces is designed for special situations, and their functions often overlap. Many battles could be fought by any one of these services; some battles require all of them. We live in a world filled with noxious stuff that could potentially harm us: viruses, bacteria, pollens, mold spores, strange foods, dust, cigarette smoke, pollution, perfume smells, animal dander, insect stings—the list could go on indefinitely. Every minute of every day we are defending ourselves, and when the system is working well, we hardly notice it. When there are irregularities in the system, however, diseases such as cancer, heart disease, and diabetes—to name just a few—may result. 

Key Point:    All allergic reactions start with the production of IgE.

IgE is a nifty little protein produced by white blood cells, and it is responsible for calling up the allergic reaction forces. We all produce this protein, but people with allergies produce more of it, more of the time. IgE then stimulates a whole host of other chemicals and cells floating around in our bloodstream, part of an orchestrated cascade of chemical reactions that result in an allergic reaction—the immune system on overdrive. 

Most people who tend to have allergic reactions are called atopic. This means the allergic reaction force within their immune system is always on alert, ready to attack almost any protein that comes down the pike, even if simpler, less expensive defenses would have done the job. As a result, people are almost never allergic to just one substance; once the system is on alert, it’s ready to go after other substances as well. An allergic reaction always occurs in response to a protein stimulus: no protein, no allergy. To trigger an allergic reaction, a person has to have had prior exposure to this stimulus—you cannot be allergic to something encountered for the first time. That’s why your daughter wasn’t allergic to her friend’s cat on their first or second play date. Only after those first visits did her special forces decide that it never again wanted to be near a cat.

WHAT HAPPENS DURING AN ALLERGIC REACTION


An allergic reaction is a very specific type of intolerance to any foreign protein:

Environmental triggers (foreign protein)

   ↓

   Absorption of these proteins into the body

      ↓

      Production of IgE

         ↓

         Stimulation of a variety of cells (mast cells, eosinophils, lymphocytes)

            ↓

            Production by these cells of a “chemical cascade”

               ↓

               Symptoms of allergies: runny nose, cough, wheeze, mucus production, rash, etc.

REACTIONS VARY WIDELY


If your child is the “allergic type,” then a foreign protein placed on her skin may trigger the immediate production of IgE, which then calls in the rest of the allergic reaction force. Suddenly a rash appears, such as hives or eczema. If a child breathes in dust, IgE may be produced in the nose and wham, she’s sneezing and her nose is running. If her eyes are itching, it’s because something in the air, such as grass pollen or cat dander, landed on her eyes. If she is coughing or wheezing, it’s because she has inhaled a protein that has triggered an IgE-mediated reaction in the bronchial tubes. You can sometimes narrow down the potential offending agents by thinking about where the reaction occurred in your child’s body. Unfortunately, it isn’t always easy. 

To begin with, not everyone who is atopic reacts to the same proteins. One allergen may cause different reactions in different people. The family cat may cause allergic rhinitis (hay fever) in one sibling and asthma in another. The allergen (cat dander) can have an additive effect in a third child, whose mild hay fever may be exacerbated because exposure to the cat has increased her reactions to other allergens. 

Another difficulty with diagnosing allergies is that symptoms and their trigger aren’t always clearly connected. While sneezing every fall, wheezing after mowing the lawn, or developing hives in reaction to a perfume may be obvious, some symptoms are more difficult to tie to a specific allergen. Vague abdominal discomfort, sinus headaches, feeling like your ears are clogged, and a scratchy throat may be due to an allergy but could also be due to all sorts of other things. What about such vague constitutional symptoms as sleepiness, fatigue, shortened attention span, or moodiness? They could be due to allergic reactions, they may be from medications used to treat the allergies, they may be from a combination of both, or allergies may have nothing to do with it. 

Allergies to foods or medicines are even trickier. The first part of your body that sees these allergens is your entire gastrointestinal tract, starting from the mouth and throat and all the way down to the lower intestines. You may only have symptoms limited to the GI tract, such as heartburn, abdominal cramps, gas, or diarrhea. If the offending protein, often referred to as an antigen, is absorbed through the intestines and into the bloodstream, then the IgE that is produced travels everywhere and may cause all kinds of problems, including rashes, difficulty breathing, joint pain, etc. The causes of these generalized, or so-called systemic, reactions are often the most difficult to diagnose and the most difficult to deal with, and they may be life-threatening. 

There are still many mysteries about allergies that remain: Why do allergies fluctuate through life? What factors (biological, hormonal, environmental, and emotional) may alter how allergic someone is? How does an allergic reaction to one antigen contribute to worsening reactions to other things? Why do some people react more in their skin (hives or rashes) than in their nose or lungs? For instance, my wife developed hives when she tried Chanel #5 perfume (lucky me), and I’ve never had hives in my life. On the other hand, I have a terrible nose. It’s kind of embarrassing in my profession, but I’m always congested. My nose overreacts to just about anything in the air. And yet, amazingly, I have never wheezed or felt “tight” in my chest. 

Some reactions people think are allergies aren’t really allergies at all; they are “intolerances.” For instance, many people cannot tolerate cow’s milk. There are many reasons for this, but by far the most common is not being able to digest the type of sugar in milk, called lactose. Lactose intolerance is not an allergy. That doesn’t mean the reaction isn’t a problem, but it is important to understand that food intolerance may not be an allergy and so would not be helped by allergy medications. 

Allergists often see patients with a food intolerance that families fear may mean allergy. Frequent bowel movements, abdominal cramps, and gassiness may be signs of another ailment known as gluten intolerance. (Gluten is a very important protein usually derived from wheat, and it is part of most cereals and breads.) Some kids have very dramatic and severe cases of this condition, fail to gain weight, and are eventually diagnosed with this syndrome of gluten-sensitive enteropathy, also known by an old name, celiac disease. While this is food intolerance, not an allergy, it requires treatment because, like allergies, it can have a profound effect on a child’s life. 

Asthma: The Basics

Asthma is a multifaceted chronic disease that occurs when the airway passages become inflamed, making it difficult for a person to breathe. Patients say that when their asthma is untreated, it is like breathing through a straw. Asthma can be triggered by allergens, including flu and other viral infections, exercise, drugs, and many other irritants. If left untreated or poorly treated, asthma can have very significant effects on a child’s long-term health. Asthma attacks sometimes require hospitalization, and deaths due to asthma have been rising steadily in recent years. 

There are two important points about asthma that I will stress throughout the book. Remember them because they can make all the difference to your child: 

Key Points
 

	Early aggressive treatment may lessen the severity of asthma as your child ages.

	


	Asthma should not be addressed just on an attack-by-attack basis. Consistent, long-term prevention and treatment is what promotes good health.
 


WHAT HAPPENS WITH ASTHMA


When asthma occurs, the true problem is almost never in the lungs themselves, but in the bronchial tubes (the airways). When we breathe in, air travels down a huge system of branching tubes, a vast network that divides about twenty-six times before reaching the end. If we took our bronchial tubes and sliced them open and spread them out, they would almost cover a tennis court! This represents a far greater exposure to the outside world than our skin. Every day we breathe in thousands of gallons of air, in and out, every minute, awake or asleep, filled with almost countless numbers of particles of “stuff.” Those particles are constantly bombarding the walls of our bronchial tubes. The largest particles may land in the nose or the back of the throat. If they make it past the upper airway, they might be caught up by one of the branching walls of the large airways, or bronchi. Smaller particles might drift down to the smallest bronchial tubes, bronchioles. 

And the miracle is, if you look down the bronchial tubes of an eighty-year-old man who doesn’t smoke, they look almost as clean and pink as the bronchial tubes of an infant. Where did it all go? Our outer skin is constantly getting scarred through life. I still have a small scar on my finger from whittling in Boy Scout camp. Our inner skin is better protected. We have built into our airways an extraordinarily elegant system of defenses that constantly work to protect our lungs, which, after all, must last a lifetime. 

When your child’s airways or bronchial tubes react to something they have breathed in, you usually can tell because he or she will cough. All humans cough, all the time, every day. An elegant and simple study was conducted in London a few years back, in which tape recorders were attached to the backs of about one hundred school-age kids with no history of respiratory illness. Every child coughed every day. We all do. We don’t even realize we are doing it. But within that group of children, there was a wide range of both the severity and frequency of their coughing. Some coughed an average of only once or twice a day. Some coughed twenty or thirty times a day. Some coughed more than a hundred times each day. Based on this and other studies, we know that there is a wide spectrum of how reactive the airways are. Everyone will react at some point to a smoky room, but those with more sensitive airways will react by coughing sooner and more strongly. 

Key Point:    People with asthma have “hyperreactive” or more sensitive airways.

The reaction of the bronchial tubes is quite complex and involves hundreds of chemicals and thousands of cells, but it can be simplified as inflammation. People with lifelong asthma almost always have a little bit of inflammation going on in their airways, even when they feel great. The amount of inflammation seems to fluctuate for all sorts of reasons. When the airways are really red and sore, they are very reactive, or “twitchy.” During those times, almost anything will make your child wheeze. Other times, a child’s bronchial tubes will be calm and she may tolerate the exact same trigger that made her so sick last year. Our goal is to do everything possible to calm down your child’s airways. 

Once a child has hyperreactive or hyperresponsive airways, many things can cause irritation. Only some of the time is that reaction truly allergic-that is, a reaction triggered by IgE directed against a foreign protein. Parents hope that there are only one or two specific triggers for their child’s asthma, and that eliminating those irritants will solve the problem. Sorry. Your child’s sensitive airways may be triggered by just about anything. 

IDENTIFYING ASTHMA


Doctors can usually identify which part of the bronchial tree has been attacked based on the signs and symptoms. If something lands on the very largest airway, the trachea, coughing will be quite loud. There are almost no mucus glands in the trachea, so anything that irritates it will trigger a loud, dry, barking, hacking, or seal-like cough. When this suddenly occurs in infants and young children, doctors usually refer to this as croup, meaning the trouble is occurring high in the airways. 

If a foreign substance lands deeper, in the large bronchial tubes, airways react by stimulating lots of mucus. Airways are counted in generations, with the trachea being number 1. This then divides into generations 2, 3, etc., down to 26 or so. There are lots of mucus glands in the large bronchial tubes, generations 2 through 4, so if someone has a chesty productive cough, the irritation is probably in these airways and doctors may call it bronchitis. To a pediatric pulmonologist, the difference between croup and bronchitis is an inch or two. 

When airway generations 3 through 7 or so get irritated, difficulties start to increase. Thanks to the mathematics of branching tubes, these airways cover a very large surface area. There are fewer mucus glands, so coughing tends to be drier. But the swelling, inflammation, and spasm of the smooth muscle in the walls of these tubes can lead to significant distress. If small airways narrow slightly, kids may not even notice it or will complain of vague chest pains or discomfort. If they narrow a bit more, a child may feel short of breath or find it necessary to sigh. If they narrow still a little more, then you may actually hear wheezing as the air goes in and out. When this happens, most physicians will recognize the problem and call it asthma. And if the tubes narrow even more, allowing little or no air through those particularly inflamed small airways, then you may not hear any wheezing at all. So, sometimes a child is having a bad asthma attack and you can’t even tell with a stethoscope. Fortunately, there are usually many other signs to tip everyone off. 

Continuing down into the lungs, generations 7 through 10 of the bronchial tubes may also react to stuff breathed in. These airways are very narrow to start with and you can’t hear the air flowing through them very easily. But if a doctor using a stethoscope listens very carefully as someone breathes, the airflow traveling through strands of mucus in airways that are opening and closing gives a sound known as “crackles,” or what used to be commonly referred to by physicians as “rales.” When crackles are heard, many doctors diagnose pneumonia, when this may just be another form of asthma. I hasten to add that pneumonia may also refer to an actual infection of the lungs themselves, not just in the small airways. But the majority of mild pneumonias are actually due to an asthmatic reaction in very small airways. 

Every doctor and parent can figure out that a child with wheezing probably has asthma. But many are surprised to learn that most children with repeated bouts of croup, bronchitis, and pneumonia also really have asthma. The difference is just which size bronchial tubes are reacting that time. 

How Allergies and Other Irritants Trigger Asthma

Asthma may be triggered by a very long list of irritants, not just allergies. In fact, some children who wheeze and cough a lot really don’t have significant allergies. And many people with allergies don’t have asthma. But essentially all people with lifelong asthma also have allergies. Clear as mud, huh? 
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Respiratory infections, usually viruses, are actually responsible for the majority of severe asthma attacks in children, not allergies. Young kids have an immature immune system, and from September to June—the months when viral illnesses are more prevalent—they often catch many infections. You can eliminate every allergen in your environment and wash their hands hourly, yet your children will still catch colds. As your child’s immune system matures, the number of viral infections will gradually decrease, usually dropping to just one or two each school year by the age of six to eight. 

Everyone reacts to viral respiratory infections differently. Some kids may only have a stuffy nose, hardly noticeable. But then they may spread the infection to your child with asthma, and he or she may start to cough or wheeze. My two kids always caught the same colds but had their own style of suffering. My daughter’s nose would stuff up, but my son would cough since he has hyperreactive airways. 

If your child’s asthma is triggered by both infections and allergies, then the problem may be more chronic and more insidious. Allergies in children rarely cause the severe and dramatic attacks triggered by viral infections. But while asthma symptoms may be milder, they will occur essentially every day that your child is exposed to that specific allergen. So if your child is allergic to dust or dust mites, they will be exposed daily and may wake up coughing or wheezing every night. If your child’s airways are sensitive to grass pollen, he or she may have symptoms for weeks each spring. 

Exercise, particularly in cold, dry air, is also a common trigger. This will be discussed in detail in Chapter 16, but suffice it to say that this tends to occur only when kids are really running hard, huffing and puffing for at least a few minutes, rarely with mild exertion. 

Wait, we’re not done. Asthma may be triggered by more than just viruses, allergens, and exercise. There are lots of other irritants that may trigger a reaction from the bronchial tubes. A big problem, of course, is cigarette smoke, especially from someone else’s cigarette. Many of the pollutants in cigarette smoke are in higher concentration in smoke drifting from the end of a cigarette than in the smoke inhaled directly. Then there’s pollution. There are clear and reproducible increases in emergency room visits for asthma when air pollution is increased. And indoor air may be an even bigger problem than outdoor air. We have tighter windows and better insulation in our homes, our schools, and our workplaces, and our indoor air is not recirculated very often. My office is now in a beautiful new building, and I can’t open the windows! While temperature control within a building is aided by tightness, this airtight system keeps all the chemicals from furniture and pressed wood and carpeting locked into our buildings, and many kids react to these indoor pollutants. 

Scientists are also starting to understand that all of these triggers cannot be viewed as separate problems; there is a synergy among them. Viral infections can increase airway reactivity to allergens, making a merely “under the weather” or sick child seem even more allergic than she really is. And allergic reactions can stimulate an increased reaction to viral infections. Kids with chronic nasal stuffiness due to allergies are much more prone to recurrent ear and sinus infections. These chronic infections are responsible for quite a bit of genuine suffering as well as many lost school days and additional visits to the doctor. If your child has asthma or hyperreactive airways, postnasal drip that often develops as part of these upper respiratory tract infections can cause an impressive amount of severe coughing. And this coughing, incidentally, is generally much more difficult to treat than straightforward asthma. 

Popular Myths About Allergies and Asthma

Since allergies and asthma are common, poorly understood, and frustrating, it’s not surprising that all kinds of theories have arisen to help explain these problems. As a result there are many myths that permeate our culture. And like many popular theories, there may be some hidden kernels of truth. It’s important to get medical advice about the issues that concern you. For example, withholding milk from a child because “milk makes mucus” is a big mistake nutritionally. How many of the following myths have you heard? (Then see below for the truth!) 
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	You don’t have to worry about young children with asthma because they will probably outgrow it.


	You have to wheeze to have asthma, or if you wheeze you must have asthma.

	Asthma is mostly psychological.

	If you have allergies you should move to Arizona.

	Milk makes mucus, so don’t let kids with allergies or asthma drink milk.

	The most common reason for asthma is food allergies.

	The steroids often given for asthma are the same medications illicitly used by athletes to build muscles.

	Any side effect from a medication means you are allergic to that medication.

	Children with asthma can’t play sports.

	Hospitalizations for asthma are inevitable.
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Myth #1:
 You don’t have to worry about young children with
 asthma because they will probably outgrow it.

This myth is dangerous. Young children go from really well to really sick really fast. Ignoring chronic coughing and wheezing in young children is not a good idea. Take your child to your pediatrician and get a professional evaluation—if nothing else comes of it, your doctor can almost certainly make your child more comfortable during a specific respiratory illness. 

And although many kids who cough and wheeze with respiratory infections will have a decreasing number of severe illnesses over time, most adults with asthma start wheezing as young children.

Key Point:    There is increasing evidence that early aggressive treatment of young children with asthma may actually lessen the long-term severity of this condition.

As for allergies, they often worsen over time, and the sooner you get your child’s under control, the more comfortable he or she will be. 

Myth #2:
 You have to wheeze to have asthma,
 or if you wheeze you must have asthma.

Many children and adults with asthma don’t actually wheeze, or they wheeze only rarely. They may just cough a lot. Or they may develop chest congestion or shortness of breath. Some just describe chest pain or vague discomfort. Wheezing results from the narrowing of smaller airways. If your larger bronchial tubes react to a trigger, you may not wheeze at all yet still have asthma. 

Incidentally, most people with hyperreactive airways don’t think of themselves as having a disease or as having asthma. About 30 percent of everyone you know has increased airway reactivity. Here’s a trick question: Next time you are at a party, ask everyone if they ever feel tight in the chest when they catch a cold or run long distances. If they say yes, they have hyperreactive airways. In other words, they have asthma.

Myth #3:
 Asthma is mostly psychological.

Any parent of a child suffering from asthma knows this is not true. Yet kids sometimes aren’t taken seriously, particularly by teachers and athletic coaches who often fear that if they exempt one or two students from an activity they’ll have a lineup of kids claiming to have some condition that means that he shouldn’t have to run the mile or shouldn’t have to take part in the class cleanup project on Earth Day. 

Asthma is undeniably a physical condition. However, psychology does play an important role in asthma. When kids get anxious during an asthma attack they breathe even faster, which in turn may actually trigger more wheezing or coughing. 

The perception of asthma by children certainly varies. Ironically, some kids can have a full 25 percent narrowing of their bronchial tubes and deny even feeling it; others notice as little as a 5 percent drop. But children with asthma are not making it up. 

Myth #4:
 If you have allergies you should move to Arizona.

I love Arizona and who knows, maybe someday I’ll move there, but not because of my allergies. If you were to take your child to a different geographical area, he might initially find relief simply because you’ve left behind the allergens he reacted to at home. Unfortunately, the child—or person—who is atopic will probably develop allergic reactions to the local allergens in the new environment sooner or later. Unless you are prepared to move to a different climate and geography every six months, never returning again, a household move won’t work. I guess you can run, but you can’t hide.

Myth #5:
 Milk makes mucus, so don’t let kids
 with allergies or asthma drink milk.

By and large this is not true. There have been at least five good studies from many countries examining this issue. In the vast majority of children and adults with allergies and asthma, there is no increase in mucus production after drinking milk. Many people get confused because milk can coat your throat, but that’s it. Of course some people are truly allergic to the proteins in cow’s milk, and they may react to milk with all sorts of symptoms, including increased mucus, but this is much less common than most people believe; parents need to check this out with a doctor before assuming the child is allergic to milk. For more information see Chapter 6, “Identifying Food Allergies.” 

Myth #6:
 The most common reason for asthma is food allergies.

Almost every week I meet parents convinced their child’s diet is causing asthma, so they come to me with a full analysis of their child’s food intake, trying to sort out why their child’s asthma seems out of control. While their efforts are well intended and some children do cough and wheeze as part of an allergic reaction to food, this is relatively uncommon. Generally speaking, allergic reactions to food will occur within an hour or so after eating, so the pattern is quite recognizable. 

If allergies play a significant role in your child’s asthma, then it is usually environmental allergens inhaled into their lungs. As you’ll see later in the book, the search for specific allergens is well worth undertaking, though inhaled triggers are also the most difficult to avoid.

Myth #7:
 The steroids often given for asthma are
 the same medications illicitly used by
 athletes to build muscles.

Many parents are afraid of allergy and asthma medications classified as steroids. However, these medications are not the same as the steroids abused by athletes. While steroids used to treat asthma have their own side effects, they are an enormously valuable part of our arsenal of tools against asthma. Have your physician explain all of the real risks and real benefits before you decide. (Also refer to Chapter 13.) The very serious risk of inadequately treated asthma is important to factor in here. 

Myth #8:
 Any side effect from a medication means
 you are allergic to that medication.

If your child has had an allergic reaction to a particular medication, it is important to avoid using it again. Therefore, many children have been labeled allergic to a medication because of a side effect but not a true allergy. The commonly prescribed antibiotic amoxicillin offers a classic example. Young children sometimes develop a fine red rash while taking amoxicillin, especially when they have a viral infection. This is not an allergic reaction and is not dangerous. If your child gets a rash, run them by the doctor’s office. You don’t want to lose the use of an antibiotic simply because of a misunderstanding about a rash. 

Liquid medications for young children cause another complication: Children sometimes develop significant reactions to the artificial coloring or flavoring, not the actual medication. Before assuming your child is allergic to a medication, ask your doctor about this possibility. 

Myth #9:
 Children with asthma can’t play sports.

Dozens of world-class athletes with asthma have been in the public eye, so I hope we are getting close to the end of hearing this myth. However, there is a more insidious twist to this story. Many kids themselves become convinced that they are not athletic or not good at sports because they are limited by unrecognized asthma. Children with inadequately controlled asthma often grow up sedentary without anyone making the connection, and this is a terrible shame. 

Myth #10:
 Hospitalizations for asthma are inevitable.

When I meet parents for the first time at their child’s bedside in the hospital, I am often struck by their lack of surprise that the child has been hospitalized. While asthma can indeed sneak up on you, hospitalization should be the exception, not the rule. I repeatedly emphasize to parents of hospitalized children that the easy part is to get their child better and out of the hospital. The more important job is to analyze what was being done prior to this exacerbation and change the plan! Otherwise the hospital experience may be repeated. 

Learning Disorders and Allergies

A question I am frequently asked concerns the relationship between allergies, hyperactivity, and learning disorders. This is a difficult issue. Certainly many children who have learning disabilities and behavioral difficulties don’t have allergies. However, it is also true that poorly controlled allergies or asthma seem to contribute to the problem or exacerbate these difficulties. If sleep quality is poor, kids may be more restless and have a shortened attention span. Medications can also sometimes contribute to this problem. I learned a long time ago that the children who are very active or have a shortened attention span to begin with are the same kids who tend to develop unacceptable side effects to allergy or asthma medications. For instance, the most common side effect of antihistamines is drowsiness. Yet some children have a paradoxical reaction and become hyperactive or even agitated. This leads us to the idea that there may be some more basic connection to these two conditions, both of which seem to be increasing in frequency throughout the world. If your child has allergies or asthma and also seems to be struggling in school, talk to your child’s pediatrician about possible connections between the two problems. 

Could Allergies and Asthma Be Totally Prevented?

Current international guidelines refer to three categories of preventive strategies:



Primary Prevention   Strategies introduced before exposure to risk factors. The goal is to prevent allergies and asthma from occurring in the first place. 

Secondary Prevention   Strategies introduced for children who are susceptible to developing allergies or asthma but do not yet have full-blown symptoms. 

Tertiary Prevention   Strategies to avoid exposure to allergens and other nonspecific triggers once a child has developed full-blown allergies and asthma.

Primary prevention—stopping the allergies or asthma before a child ever reacts—would be every family’s first choice solution, and indeed, this is where the future of allergy and asthma management lies. Unfortunately, at this point scientists are just beginning to unravel the details of early allergy development, with a lot of investigators focusing on the second trimester of pregnancy. The key question is whether steps taken while pregnant could lessen the likelihood of a child developing allergies or asthma in the first place. 

This is tricky. You might think if a pregnant woman avoided foods known to cause food allergies, perhaps her child might be less prone to future food allergies. In fact, there is early evidence, by no means proven, that exposure to high doses of allergens by a pregnant woman, and perhaps even having immunotherapy (allergy shots) while pregnant, might result in children less likely to be allergic. And just to confuse the issue, one study suggested that low-dose allergen exposure in utero might be more likely to sensitize a baby than high-dose allergen exposure. 

For many reasons, exposure to cigarette smoke during a mother’s pregnancy is bad for a child, particularly those who are genetically predisposed to allergies or asthma. Poor growth of the bronchial tubes is among the side effects of exposure to nicotine. Infants of mothers who smoke are four times as likely to develop wheezing in early childhood. 

Does Exposure During Infancy
 Make the Difference? 

What about after your baby is born? Unfortunately, the jury is still out regarding early exposure to allergens. Many studies over the years have suggested that if you decrease early exposure to allergens in the first few years of life, you may decrease the likelihood of your child eventually having bad allergies or asthma. The most important cause of lifelong allergies and asthma appear to be genetic, and at this point there is nothing you can or should do about that. But working on your infant’s environment may help. 
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