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ASTHMA IN SINGAPORE CHILDREN
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ABSTRACT

Over the last decade, admissions from respiratory infections have declined but there had been an increase in
admissions from Bronchial Asthma in Singapore Government Hospitals. Better recognition by doctors and
increased prevalence are important factors. However mortality had remained low. Like other mortality studies,
underestimation of the severity of asthma and undertreatment are the major contributing factors to asthma
deaths in Singapore children. Therefore, better public education and continuing education of medicat personnel
may help to reduce deaths from asthma in children and adolescents.
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INTRODUCTION

Respiratory diseases are common ailments in childhood.
With improved health standards in Singapore, admissions
from acute respiratory infections such as pneumonia and
acute bronchilis/bronchiolitis have declined or remained
static (1). However, over the last decade, our impression

was that admissions from Bronchial Asthma had in- -

creased. This was supported by reviews of our depart-
mental statistics. The percentage of asthma admissions
increased from 8.9% (1981) to 13.2% (1986). This trend
was similarly observed in other Paediatric Departments
(2).

What is the reason behind this increase in admis-
sions from asthma? Is it due to the relaxation of admis-
sion policies as the wards are no longer burdened by
large numbers of palients with infectious diseases? Is it
due to better recognition of signs and symptoms? s it
that doctors are now more willing to make a diagnosis of
asthma as the affluent parents are more willing lo accept
the diagnosis? These are certainly important factors.

But, is there an actual increase in the prevalence of
asthma? An asthma survey by T M Chong in 1976 found
the prevalence of asthma to be 3.9% (3). A similar
survey by J Teo et al in 1987 of 13036 children and
adolescents aged 6-19 years found a three-fold increase
in prevalence of asthma (13.7%) (4).

Urbanisalion brings along with it problems of air
pollution, changing tifestyles and stress-related illnesses.
The children are exposed to irritants in the atmosphere
and are unknowingly taking in large amounts of “asth-
matic triggers”, such as preservatives and artificial colour-
ing in all the “so poputar fizzy drinks and canned food.
Their “stressful” childhood from a high expectation-ori-
ented education system adds on to the increased preva-
fence bf asthma which is undoubtedly, a stress-related
problem.
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Fortunately, although asthma admissions have in-
creased substantially, complications are uncommon and
deaths from asthma in hospitals are rare. A look into
national statistics however showed that a smail but con-
stant number of deaths from asthma occurred each year.
From 1984 - 1986, there were 17 deaths from asthma in
the age group 1-19 years (5).

A closer look into the circumstances surrounding
these deaths yield some alarming findings. 41% of
deaths occurred at home and 35% were brought in dead
at the Emergency Department. 41% of the 17 deaths had
very acute symptoms and succumbed within 24 hours.
47% however had ample time to seek appropriate medi-
cal help but had apparently failed to do so. Several of the
deceased had symploms suggestive of severe/chronic
asthma but were only receiving intermittent treatment.
Our findings were similar to that of other mortality studies
where underestimation of the severity of illness and
undertrealment are major contribuling faclors to asthma
deaths.

How can we try to prevent this unnecessary waslage
of young lives? We will need o improve the manage-
ment of asthma, especially the severe/chronic asthmat-
ics. Primary health care doctors should be aware of and
be able to recognise atypical presentalions such as
chronic cough, nocturnat cough or exercise related symp-
toms and symptoms of hypersecretory asthma. When in
doubt, specific laboratory tests such as Bronchial Pro-
vocalive test or Bronchodilator response may be useful
diagnostic tools. Problematic asthma should be recog-
nised and referred to specialist clinics where appropriate
prophylactic drugs such as inhaled steriods, sodium cro-
moglycate and ketotifen can be prescribed. In selected
cases,acute life savers such as nebulised Beta agonist
and oral steriods may be made available for emergency
use at home. No effort should be spared to encourage
normal physical activities {with prophylaxis if needed). A
healthy and physically active child can handle an asth-
matic attack much better than a child physically handi-
capped by asthma.

Doclors and parents should be able to recognise a
polentially severe attack when the child showed poor
response 10 his usual bronchodilator therapy, has low
peak expiratory flow rates or is listlessfiritable. These
patients require urgent medical atlention to prevent pro-
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gression 1o status asthmaticus. Note : This article is partly based on a paper “Bronchial

With betier public education and continuing educa- Asthma in Singaporé_ Children” presented at. the
tion of medical personnel, we may hope to see less 6th Asian Congress of Paediatrics, Tokyo, Japan
deaths from asthma in children and adoclescents. 1988,

REFERENCES

Statistics from Research and Evaluation Department. Ministry of Health.

Chay OM: Asthma in Singapore Children. Presented at 6th Asian Congress of Paediatrics, Tokyo, Japan 1988.
Chong TM: Pattern of Bronchial Asthma in Singapere. Sing Med J 1972; 13: 154-60.

Teo Y, Quak SH, Low PS, Wong HB: Childhood Asthma in Singapore - Changing Trends. Presented at 22nd
Singapore- Malaysia Congress of Medicine 1988.

5. Report of Registration of Births and Deaths, 1984 - 1986,

o GRS

70



