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The trainee's problem

A 13-year-old boy was brought by his mother to the surgery
recently with generalised rhonchi over both lung fields, both
inspiratory and expiratory, and most severe in his left lower lobe.
He was given ampicillin and the infection gradually settled.

This attack had followed the pattern usual for him-namely,
an increase in frequency and severity of his nocturnal cough, the
onset of an audible wheeze, and production of small amounts of
purulent sputum. Between episodes he is normally free of
wheeze, although nocturnal cough is present more nights than
it is absent.

Since the family moved to this area four years ago the boy has
been a frequent attender at the surgery, usually for respiratory
tract infections but twice with vague and undiagnosed abdo-
minal pain and once after an episode of "fainting and collapse"
at school. The frequency of his respiratory infections, however,
is not diminishing; these occur mainly during the winter and
average four or five episodes annually, although already this
year he has had more attacks than at any time, and this in turn
is affecting his schooling.
A brief account of the family history may be interesting. This

boy is the second child in a family of four. He has an older
brother aged 14, a younger brother aged 11, and a sister aged 5.
His father, aged 37, is presently suffering from sciatica and often
cannot work. His mother, aged 33, suffers from attacks of
urethritis and has cervical spondylosis. There is a history of
allergy on the maternal side, with the boy's maternal uncle and
grandfather both affected by asthma. The three boys all have
eczema and suffer from hay fever and various allergies (these
include allergy to plants and animals but not to food or drugs),
although this is most severe in the patient's case. His elder
brother has been seen on numerous occasions both by ourselves
and the hospital because of frequency of micturition and loin
pain, which after many negative urine cultures and radiological
and bladder studies has now settled with no specific treatment.

His mother is naturally worried about the frequency of the
boy's chest infections, the family history of asthma, and time
off school. The principal problem is whether a course of
disodium cromoglycate (Intal) or bronchodilators, or both, is
now indicated. Should the patient be referred to the asthma clinic
for lung function studies and skin testing to establish a baseline
measurement before treatment ?
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General practitioner's comments

The problem here concerns the whole family, not just the boy.
Looking at the problem in clinical, psychological, and social
terms helps to identify those areas where expert help and advice
are needed as well as those perhaps best dealt with away from
hospital.

Clinically the boy presents with classic atopic disorders and,
although all too little is known about the cause and therefore
prevention of these, effective empirical therapeutic measures
are available. Children may wheeze because of allergy, infection,
exercise, cold air, and other lung irritants, and even spon-
taneously. I should want first to know if his nocturnal symptoms
indicate a postnasal drip from a chronically infected sinus,
bronchiectasis, open windows, or an allergic response to house-
hold pets, dust, or mites.
The psychological and social issues raised by this story

require careful thought, as these may be crucial in deciding
whether referral is necessary or inadvisable at this stage in the
illness. The boy's history of vague abdominal pains is common
in children under stress. His elder brother had long-investigated
urinary symptoms, father has recurrent "sciatica," mother has
"urethritis" and "cervical spondylitis"-all rather tenuous
labels. The family pattern of disease is repeating itself. What are
the time relationships of the parents' symptoms and the boy's ?
Are mother's periods related to his bellyache or wheeze ?
The general practitioner needs to look inside the home himself.

Cigarette smoke, dogs, cats, budgerigars, dusty bedrooms,
broken windows, shared rooms-all tell a story. Is the house
downwind from the local tip or smoking factory chimney?
Where does the father work, doing what, and how often ? Where
did he come from four years ago, and why ? Are there social or
environmental factors that can be changed ?
What are the family's expectations about illness ? Are they

"under-the-hospital" people whose past experience has led
them to expect hospital investigation and management? These
patients' disorders are often so ill-defined, inexplicable, in-
eradicable, and unresponsive to conventional treatment that it is
not surprising that in sheer frustration, or in fear of missing
something extraordinary but identifiable by expert investigation,
they are referred to hospital clinics. Intensive investigations so
often fail to identify a genuine cause or allay symptoms but
merely perpetuate their sick role and reinforce their expectations.
My advice with this problem, which is perhaps a more subtle

one than it initially seems, is again divided into a physical part
and a psychosocial part.
The asthma clinic can help the doctor to assess the underlying

condition by chest and perhaps sinus x-ray examination and
lung function studies. Skin testing or other tests for allergies
may help, though often they add little to a good history. The
doctor should, however, be clear in his own mind-and state
explicitly in his letter-just why he is referring this particular
patient, what aspects of the problem he needs help with, and
whether he wishes to continue the general management of the
patient himself.

1003

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6042.1003 on 23 O
ctober 1976. D

ow
nloaded from

 

http://www.bmj.com/


1004

On the other hand, I should appreciate more information

about the social and psychological background, about each

family member's ability to cope with information about himself,

his "illness," and the effect of this on the rest of the family.

Close co-operation with health visitor and social worker would

help.
If the doctor has a capacity for and interest in counselling,

supportive care, and rehabilitation he could probably manage

this problem on his own. Patient education should aim towards

positive actions that the boy, his mother, and the whole family

can take in preventing and coping with his episodes of chest

troubles. Influenza prophylaxis (unless contraindicated by egg

or feather sensitivity) and the development of positive attitudes

towards health and the family's ability to cope with disturbances

in physical and psychosocial wellbeing should all be planned,

probably in consultation with the health visitor.
I personally would be prepared to try treatment on my own

for, say, six months with, firstly, a bronchodilator and,

secondly, if necessary, disodium cromoglycate. If either clinical

control is not achieved or patient satisfaction apparent I would

certainly think seriously of referral for specialist opinion, advice,

and support.

Consultant's comments

Much of the detail of this boy's problem is clear from the

history, and there can be little doubt that we are dealing with

asthma. Nocturnal cough is often a prominent symptom of this

condition in both children and adults. The frequent calls for

treatment indicate that the time is ripe for a collaborative

approach by the general practitioner and a hospital physician.

Decisions about treatment should be based on a review of his

disability and the possible part taken by constitutional and

environmental factors. In this way the relative merits of different

treatments are more likely to become apparent.

At the referral visit to the hospital clinic further information

sought should include more-detailed accounts of the allergies

to animals and plants; any temporal association, both immediate

and delayed, between exposure to these things and the develop-

ment of wheezing or coughing should be established. An

exercise history would be useful-Do school activities and play-

ground games lead to symptoms? Similarly, details of the

family's housing and of the boy's bedroom will help in planning

his treatment.

Clinical examination should pay particular attention to

physical development and the presence of chest deformity and

growth retardation, in addition to eliciting signs of airways

obstruction. The investigations should include assessment of

blood and sputum eosinophil levels, x-ray film of the chest,

and skin-prick tests for common allergens with the addition of

any others that seem important from the history. The lung

function tests should be comprehensive to confirm the presence

of reversible airflow obstruction, disturbance of other aspects

of pulmonary function, and to assess the baseline on which to

judge any effects produced by treatment. Lung size should be

assessed by measurement of total lung capacity and its sub-

divisions. These measurements will reflect lung growth and may

also be affected by airways obstruction. Measurements of

expiratory airflow should include forced vital capacity (FVC),

forced expired volume in one second (FEV1), the ratio FEV1:

FVC, and peak expiratory flow rate. Although not mandatory,

it would also be useful to assess respiratory gas exchange by

measurements of carbon monoxide transfer. At this visit a simple

exercise test would be useful, for it may precipitate airflow

obstruction even if this is not present at the preliminary testing.

Subsequent exercise tests would also help in showing whether
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disodium cromoglycate effectively prevents exercise-induced
airflow obstruction.
The aims of treatment should be to render the boy wholly

free of symptoms as much of the time as possible and to treat
exacerbations promptly. Stress should be laid on the many
increases in therapeutic choices for asthma that have recently
become available and an attitude of cautious optimism should
be encouraged. The best way to assess response to treatment is
with diary records of symptoms of wheeze and cough, use of
bronchodilator aerosols, and at least twice-daily measurements
of the peak expiratory flow rate. The boy and his parents should
be given suitable instruction and provided with a peak-flow
meter or gauge for temporary use at home. The social and finan-
cial circumstances of the family are not clear from the details
given, but in most cases it should be possible to effect simple
measures for environmental control aimed at reducing exposure
to household dust and other potential allergens. Striking
improvement may sometimes follow simplifying bedroom
furniture, removing carpets, regular vacuum cleaning of floors
and bedding, and substituting synthetic materials for feathers
and wool.
On general principles it is usual to begin treatment with

bronchodilators, often using a combination of oral and inhaled
preparations. In this boy's case, however, his symptoms are
perennial, and on the evidence of his cough he probably has
some degree of airways obstruction most days. For this reason
the suggestion of the general practitioner is sound and starting
with a combination of disodium cromoglycate and a broncho-
dilator aerosol is likely to give more satisfactory control of his
asthma. He should be taught the use of a Spinhaler and a
pressurised aerosol. Treatment should begin with disodium
cromoglycate, one capsule four times daily, preceded by one
puff of salbutamol, terbutaline, or rimiterol aerosol. He should
also be encouraged to use the Spinhaler 30-45 minutes before
exercise or games if exercise tests have shown that this protects
him from exercise-induced airflow obstruction. Initially,
assessments should be repeated at one to two week intervals,
and he should be taught to regard any need for additional doses
of bronchodilator as indicating poor control of symptoms. At
this stage assessment may be shared by the general practitioner
and hospital physician.
Within four to six weeks it should be apparent whether this

regimen is working and if it is it can be gradually tapered to the
minimum doses required for good control. If control is not
satisfactory, some additional advantage may be achieved by
adding an oral bronchodilator of the theophylline group, which
have a different and possibly synergistic action from that of the
B sympathomimetic group already mentioned. Further poor
response should lead to a change to a trial of one of the steroid
aerosols in conventional doses, substituting this for the disodium
cromoglycate. With this sequential approach most patients with
asthma resembling that shown by this boy may be expected to
come under control. Subsequently, the responsibility for follow-
up is probably best left to the general practitioner, although
ready access for further combined management should be
maintained.

Postscript to the problem

The boy was seen at the asthma clinic and, after lung function
studies, was started on disodium cromoglycate (Intal) four times
a day, with the recommendation that a bronchodilator be added
if necessary. Since then he has been well. His mother, however,
has now brought the elder boy to the surgery because he has a
wheeze too and she wonders if ....
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