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Commentary
Since the publication of a Review in 2003, the wheezing phenotypes
discussed have largely persisted in the vernacular and understanding
of the concept of the recurrently wheezing child [1].
Childhood wheeze is a common phenomenon, and has seasonal
prominence, largely focused on a viral respiratory syncytial infection
(RSV). When children wheeze again, or repeatedly, and a RSV
infection was previously documented, a ready explanation is available.
Recent data strongly supports the likelihood of rhinovirus as the agent
for the next sequence wheeze, and with the recurrent wheeze a risk for
asthma development [2]. Without a RSV vaccination this postbronchiolitis wheezer will fit the profile offered in the original review.
There remains however, as mentioned in 2003, a concern these postbronchiolitis wheezers can morph into asthma, and a recent study
suggest a genetic association [3]. This “phenotype” was more recently
discussed, but termed “severe intermittent wheeze” [4]. Atopic features
and eventual asthma, however was not uncommon in the phenotype
discussed. It seems the medical community in 2016 still struggles with
the post-RSV phenotype.
If a recurrently wheezing child has asthma, but is less than 6 years
old, the advancement in proving this fact is still limited. Clearly these
children have asthma symptoms, many are atopic, and many respond
to asthma treatment. Using asthma predictive index type risks defined
at age 6 [5], might, however, prove useful in a new protocol to attempt
to define children at a younger age who then have asthma at age 6,
possibly supported by measure(s) of airway responsiveness. As of yet,
no inhaled corticosteroid-long acting bronchodilator therapy is
approved below age 6, although these conventional asthma
medications are used routinely.
Advancement in measuring airway hyper-responsiveness in
asthmatic infants and young children has no further recent
advancements. Measuring reversibility to inhaled bronchodilators is a
reverse of measuring bronchoconstriction to methacholine. Even this
simple concept is rarely considered until school-age.

J Allergy Ther, an open access journal
ISSN:2155-6121

Smaller airways in smoking associated children as originally shown
by Martinez et al. [6], has been further defined using another airway
measure, Feno. Infants exposed to intrauterine smoke had a decreased
mixed nasal/lung Feno, as compared to never smoked infants or those
only with post-natal smoke exposure [7]. These studies suggest a
different pathway for small airways with potential recurrent wheeze, as
compared to post-RSV wheeze or asthma pathway.
The management of young children with recurrent wheezing was
recently reviewed [8]. No data was provided to “tease” out the different
phenotypes discussed in 2003 [1]. If, the child is managed as an
“asthmatic” key concerns for their care was extrapolated from the
National Heart Lung and Blood Asthma Research Networks [8].
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