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Educational Objectives: At the conclusion of this conference, participants will be able to:

  • Discuss the latest modalities of treatment for bacterial and viral infections

  •   List current recommendations for immunizations of all pediatric ages, including infants and adolescents

  •   Identify best practices for the treatment of such pediatric infectious diseases as acute otitis media, sexually 
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Pediatric Infectious
Diseases in
the Headlines
A Continuing Medical Education Conference

November 2 – 3, 2007
Hotel Marlowe, Cambridge, MA
Topic Highlights
Influenza: Treatment and Prevention
Mycoplasma and Chlamydia: Role in Pediatric Respiratory Illness Revisited
Urinary Tract Infection in Children: Lessons from Clinical Trials
Staphylococcal Infections: Current Treatment and Prevention
Travel Medicine: What’s New for the Primary Care Setting
Universal HIV Testing in Children and Adolescents
Serious Infections of the Head and Neck
Tuberculosis
Acute Otitis Media: Can We Agree?
Indirect Protection From Vaccines: Getting More Efficacy for Each Dose
Pediatric Infectious Diseases in the News
Advances in Pediatric ID: Relevance to the Office Practice
Adolescent Immunizations
The Infectious Disease Health of Health Care Workers
Vaccine Safety
Infectious Disease and Immunization Issues Before and After International Adoption
Managing STDs in Office Practice
Clinical Implications of Antibiotic Resistance/Presumptive Antibiotic Therapy 
             for Common Pediatric Infectious Diseases (Otitis, CAP, Sinusitis)

28 Pulmonary Medicine FA M I LY P R A C T I C E N E W S •  Ju ly  1 ,  2 0 0 7

Severe Exacerbations Seen in Mild Pediatric Asthma
B Y  K AT E  J O H N S O N

Montreal  Bureau

T O R O N T O —  Current classifications of
pediatric asthma fail to capture the po-
tential for severe exacerbations in patients
with mild disease, according to Dr.
Christopher Carroll of Connecticut Chil-
dren’s Medical Center in Hartford.

In a study of nearly 300 asthmatic chil-
dren, which Dr. Carroll presented in a
poster at the annual meeting of the Pedi-

atric Academic Societies, more than half of
those admitted to the intensive care unit
with severe exacerbations were classified
as having “mild” asthma.

National Heart, Lung, and Blood Insti-
tute (NHLBI) guidelines classify pediatric
asthma as either mild intermittent, mild
persistent, moderate persistent, or severe
persistent, based on the frequency of base-
line symptoms, Dr. Carroll said in an in-
terview. But this classification system fails
to account for children in whom mild base-

line disease can progress to severe exacer-
bations. “These kids with mild asthma can
have severe life-threatening exacerbations
where they need to be put on a ventilator
or admitted to the ICU—and they can stay
in the ICU for 8 days, some of them.” 

Dr. Carroll and his associates reviewed
the charts of 298 children aged 2 years or
older who were admitted to the ICU with
asthma exacerbation over a 9-year period.
More than half (55%) of the children were
classified as having mild asthma (defined

as mild intermittent or mild persistent). A
comparison of children with mild asthma
with those who had more severe disease
showed no differences in the severity of
their exacerbations at admission, their
hospital or ICU length of stay, or the ther-
apies they received. 

Compared with children who had more
severe baseline disease, those with mild asth-
ma were younger (7.6 vs. 9.8 years), less like-
ly to have been admitted to hospital previ-
ously for asthma (42% vs. 77%), less likely
to have been admitted to the ICU previous-
ly for asthma (11% vs. 41%), and less likely
to have public insurance (46% vs. 65%).
There also were ethnic differences: equal
percentages of African Americans but few-
er Hispanics in the milder group (30% vs.
47%) and more whites (42% vs. 24%).

“Even kids with mild asthma are sus-
ceptible to severe exacerbations,” said Dr.
Carroll. “[Some] of my adult critical care
colleagues [said] only severe asthmatics
end up in the ICU. I said that’s not true in
kids. We see kids with ‘mild asthma’ who
are in our ICU all the time.” ■

Asthma Combo
As Needed Cuts
Steroid Exposure

Symptom-driven “rescue” use of a single
inhaler containing beclomethasone plus

albuterol was as effective at controlling
mild persistent asthma as was regular twice-
daily use of inhaled beclomethasone alone
in a prospective, randomized study.

As-needed use of the combination in-
haler led to significantly lower cumulative
exposure to corticosteroids. In addition,
“symptom-driven use of inhaled be-
clomethasone and albuterol may overcome
one of the major problems in the treatment
of chronic diseases such as asthma: poor
compliance,” the investigators wrote. 

Dr. Alberto Papi of the University of Fer-
rara (Italy) and colleagues compared out-
comes with four different inhaler treat-
ments in a 6-month study of 393 adults with
mild persistent asthma who were treated at
25 centers in Europe in 2002-2004. The par-
ticipants were randomly assigned to one of
four treatment groups: as-needed combi-
nation therapy (250 mcg beclomethasone
and 100 mcg albuterol in a single inhaler),
regular twice daily combination therapy
plus albuterol as needed, regular be-
clomethasone therapy (250 mcg twice dai-
ly) and albuterol as needed, or placebo
twice daily plus albuterol as needed.

After 6 months, morning peak expirato-
ry flow rate (primary outcome measure) did
not differ significantly between the as-need-
ed combination therapy group and the reg-
ular twice-daily beclomethasone or regular
combination therapy groups, suggesting
“mild persistent asthma may not require
regular treatment with inhaled cortico-
steroids, but rather only as-needed use of an
inhaled corticosteroid and an inhaled bron-
chodilator” (N. Engl. J. Med. 2007;356:2040-
52). Chiesi Farmaceutici funded the study.

—Mary Ann Moon
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