
discrepancy in TB incidence rates reported in Norway by
HEIMBECK [4] in 1928 and reviewed elsewhere [5]. Additional
support for this ‘‘threshold effect’’ is provided by differences
in the calculated annual risk of infection observed in two
adjacent study communities, where socioeconomic conditions
in the area with reduced transmission are sufficiently
improved to affect general living conditions [6].

Therefore, from a TB transmission perspective it seems less
informative to stratify extreme levels of poverty, and more
informative to evaluate whether the available epidemiological
evidence supports the existence of a threshold effect.
Determination of a threshold effect will guide epidemiological
thinking and potentially assist in identifying global poverty
alleviation targets. Measuring child TB incidence rates as an
epidemiological marker of ongoing transmission could be
considered in future analyses, once more reliable WHO data
becomes available. MYERS et al. [7] have found lower income,
ethnicity and immigration status to be significantly associated
with child TB incidence in California, USA.

Effective public health strategies remain critically important,
even in the poorest of settings. However, the global distribu-
tion of the tuberculosis disease burden bears witness to the fact
that extreme inequalities in wealth remain one of the key
factors sustaining the tuberculosis epidemic.
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Danger of using an unreliable classification system for

preschool wheeze
To the Editors:

The management of preschool children with wheezing dis-
orders remains challenging. Clinicians should, therefore, wel-
come the decision by the European Respiratory Society to
establish a Task Force to address this problem. The Task Force
recommends that the terms episodic (viral) wheeze and multi-
trigger wheeze should be used to describe different clinical
phenotypes of preschool wheeze [1]. However, the report
acknowledges that there is large overlap in these two
phenotypes and that patients can move from one phenotype
to another [1]. Therefore, these two phenotypes are a long way
from the ‘‘clear descriptions of patients’’ that the report suggests
are needed for well-designed randomised controlled trials.

The clinical classification of wheeze phenotypes into episodic
(viral) wheeze and multi-trigger wheeze is based on the
assumption that wheeze associated with coryzal symptoms is
virus induced, while wheeze in the absence of coryzal
symptoms is not [2]. However, this fails to take into account

the fact that most wheezing symptoms in preschool children
are associated with viral infections [3] while, conversely, .20%
of asymptomatic asthmatic children aged 2–17 yrs test positive
for rhinovirus in their respiratory secretions [4]. Basing
classification on clinical judgment may therefore be hazardous.

To further complicate matters, for research purposes preschool
phenotype classification based on clinical symptoms is usually
based on a retrospective parental report [5, 6]. When
classification relies on potentially inaccurate clinical judgment
of the presence or absence of viral infection, then adding a
retrospective component could only further compromise the
accuracy of classification system.

We agree with the authors of the Task Force report that a
robust classification system has the potential to advance
research and ultimately improve clinical decision making.
However, we feel that the proposed classification based on
episodic (viral) and multi-trigger wheeze is deeply flawed.
Let us not succumb to the lure of this system for want of
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something better. No classification is better than an incorrect
classification.
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From the authors:

We thank A. Schultz and D. Payne for their interest in the Task
Force report, and agree that the current classification system
for preschool wheeze [1] may not be without flaws. Neither is
their letter, however.

For any classification to be of present clinical use, phenotypes
have to be determined at the time the child is seen; thus,
‘‘transient’’ and ‘‘persistent’’ [2] are of no use clinically,
although of great value epidemiologically. In current clinical
practice, the description of symptoms, imperfect although this
is, remains the bedrock of clinical decision making. This is
particularly true in preschool children with recurrent wheeze
in whom it is difficult to obtain more objective measures of
airways obstruction. It is surely not beyond a clinician to
determine if a child has acute bouts of wheeze in association
with coryzal symptoms, with symptom-free periods in
between, or has wheeze most days of the week, exacerbating
with clinically apparent upper respiratory tract infections.

Although it may not be possible to be sure that any individual
acute episode of preschool wheeze is due to a viral infection,
and this is why the term ‘‘viral’’ is in parentheses, the evidence
is that the vast majority is viral in origin. The fact that viruses
can be found in some nonwheezy children is acknowledged,
but in our view this is not relevant to the classification.
Accumulating evidence suggests that children with episodic
treatment may be treated episodically [3–6]. It would be
preferable of course to phenotype using practical, robust and
clinically available biomarkers, but none presently exist. The
alternative is to treat the nonatopic 3-yr-old with five episodes
of acute wheeze a year, with no interval symptoms, in exactly
the same way as an atopic child of the same age with
exacerbations superposed on a pattern of daily symptoms,
which appears to be the consequence of A. Schultz’s and D.
Payne’s position. After lengthy discussion, the majority of the
Task Force felt that the present classification system should be
presented and maintained, along with the limitations of the
system.
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