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prevent the further liberation of this substance in the lungs.
In the treatment of asthmatic patients it must be
emphasized that corticosteroids should not be given until
all other kinds of treatment have been tried and failed.
The dangers of this group of drugs are now very well
established and include peptic ulceration, osteoporosis with
vertebral collapse, mental breakdown, fluid retention,
systemic hypertension, and diabetes. Prolonged use may
cause adrenal atrophy, with the danger of acute adrenal
insufficiency during sudden intercurrent severe illness or
surgical operation.

In patients with severe intermittent asthma who fail to
respond to bronchodilators corticosteroids may give relief
when administered in short courses.'7 18 No adverse effects
have been reported from intermittent treatment and side-
effects from corticosteroids given in this way are
infrequent. 17 This regimen, therefore, is preferable to
zontinuous long-term corticosteroids so long as reasonable
control of asthma is achieved.
There remain a group of patients, especially those with

persistent wheeze and severe intrinsic asthma, who are
resistant to all other forms of treatment and who relapse
as soon as the dose of corticosteroids is reduced: in these
patients long-term treatment is unavoidable in spite of its
very real dangers.
Most authors-2 1 agree that the majority of patients

respond well to corticosteroids initially, and the improve-
ment is sustained over months or years in about 70 to 80 %
of patients. The number of patients failing to maintain
their initial improvement on long-term treatment varies
between 5 and 30% (5% Rees and Williams'9; 15%
Livingstone et al.2; 20% Arnoldsson22; 20% Phear et
al.2 '; 28% Bruce Pearson et al."8). The presence of
additional chronic bronchitis is thought to be an important
factor influencing the prognosis adversely.'7

Treatment of Special Types of Asthma
Status Asthmaticus
This is a serious condition which resulted in 1,269 deaths

from asthma in Great Britain in 1961.23 Prompt and
effective treatment is therefore imperative. Many patients
will respond to treatment with intravenous aminophylline
and subcutaneous adrenaline in the doses referred to
earlier in this paper. Treatment may be repeated in 30
minutes if spasm remains severe. When this fails, intensive
treatment with high doses of corticosteroids is indicated.24
This may be administered intravenously as hydrocortisone
hemisuccinate 100 mg. in 2 ml. for rapid action, together
with an oral or intramuscular corticosteroid such as
prednisolone 60 mg. during the first 24 hours; the dose is
reduced steadily over the next 10 days. Initial high doses
of corticosteroids are justifiable in these circumstances,
when given over a short period of time, and may prove
life-saving. Inadequate doses of corticosteroids in patients
with status asthmaticus have probably cost many lives.
The value of sedation in status asthmaticus is a contro-

versial problem. Respiratory and cough depressants,
notably morphine, and probably barbiturates, should be
avoided. Since these patients are likely to be anxious and
frightened, sedation is rational. Promethazine, chlor-
promazine, and paraldehyde have been widely used and
appear safe. Secondary bacterial infection is so common
in status asthmaticus that a broad-spectrum antibiotic such
as tetracycline should usually be given. The administration
of oxygen to patients in status asthmaticus can also be
most helpful.

Asthma in Childhood
There is little information on 'the scientific assessment of

drugs in the treatment of asthma in childhood. Ephedrine
is well tolerated and is an effective bronchodilator.

Choline theophyllinate was studied in a controlled trial
by Strang and Knox2, and found to increase the ventilatory
capacity slightly, but the clinical benefit was not great
enough to be observed by the children or their parents.
The value of corticosteroids in chronic asthma in child-

hood has been studied by Kennedy and Thursby Pelham,26
who found a 20% increase in the expiratory flow rate after
treatment with cortisone compared with a control group.
A later trial2 showed that prednisolone in equivalent dose
was as effective as prednisone and that the peak response
occurred after two or three weeks.
The risk of adrenal atrophy and retardation of growth

after long-term treatment with the steroids is such that
these drugs should not be used in childhood except when
all other methods have failed. However, recent work28
suggests that these theoretical risks are not in fact seen
frequently.

Asthma in Early Infancy
This presents a rather special problem. In addition to

ephedrine, severe attacks can often be helped by an anti-
histamine sedative such as promethazine hydrochloride
(5 mg.) and aminophylline suppositories (50 mg.). In
addition a cold mist by aerosol in an oxygen tent can be
life-saving. Steroids should be avoided except in desperate
circumstances. Wheezy bronchitis in early infancy is often
confused with asthma; in these infants treatment with an
antibiotic is of primary importance.
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Coffection.-We understand that the injectable form of the
antibiotic " tetralysal " referred to in these columns on May
18 (p. 1332) and June 22 (p. 1660) is not yet available for sale,
since it has not yet been released under the Therapeutic Sub-
stances Act. It is still under clinical trial. The oral form is
not subject to control.
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