] 0)
Environmental Health BioNed Centa

Review

Systematic review of worldwide variations of the prevalence of
wheezing symptoms in children
Swatee P Patell .2, Marjo-Riitta Jarvelin?2 and Mark P Little*2

Address: 'School of Health and Social Care, the University of Greenwich, Southwood Site, Avery Hill Road, London SE9 2UG, UK and
2Department of Epidemiology and Public Health, Imperial College Faculty of Medicine, Norfolk Place, London W2 1PG, UK

Email: Swatee P Patel - s.p.patel@gre.ac.uk; Marjo-Riitta Jarvelin - m.jarvelin@imperial.ac.uk; Mark P Little* - mark little@imperial.ac.uk
* Corresponding author

Published: 10 November 2008 Received: 18 February 2008
Environmental Health 2008, 7:57  doi:10.1186/1476-069X-7-57 Accepted: 10 November 2008
This article is available from: http://www.ehjournal.net/content/7/1/57

© 2008 Patel et al; licensee BioMed Central Ltd.
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

Abstract

Background: Considerable variation in the prevalence of childhood asthma and its symptoms (wheezing)
has been observed in previous studies and there is evidence that the prevalence has been increasing over
time.

Methods: We have systematically reviewed the reported prevalence and time trends of wheezing
symptoms among children, worldwide and within the same country over time. All studies comprising more
than 1000 persons and meeting certain other quality criteria published over a |6-year period, between
January 1990 and December 2005, are reported and a comparison of ISAAC (International Study of
Asthma and Allergies in Childhood) and non-ISAAC studies is made, in part as a way of expanding the
power to examine time trends (the older studies tend to be non-ISAAC), but also to examine possible
methodological differences between ISAAC and non-ISAAC questions.

Results: A wide range of current prevalence of wheeze was observed between and within countries over
time. The UK had the highest recorded prevalence of 32.2% in children aged 13—14 in 1994-5 and Ethiopia
had the lowest prevalence, |1.7% in children aged 10—19 in 1996. All studies in Australia and the UK were
compared using multiple logistic regression. ISAAC phase | and Il studies reported significantly higher
prevalence of current wheeze (OR = 1.638) compared with non-ISAAC studies, after adjusting for various
other factors (country, survey year, age of child, parental vs child response to the survey). Australia
showed a significantly higher prevalence of current wheezing (OR = 1.343) compared with the UK, there
was a significant increase in the prevalence odds ratio per survey year (2.5% per year), a significant
decrease per age of child (0.7% per year), and a significantly higher response in current wheezing if the
response was self-completed by the child (OR = 1.290). These factors, when explored separately for
ISAAC and non-ISAAC studies, showed very different results. In ISAAC studies, or non-ISAAC studies
using ISAAC questions, there was a significant decrease in current wheezing prevalence over time (2.5%
per year). In non-ISAAC studies, which tend to cover an earlier period, there was a significant increase
(2.6% per year) in current wheezing prevalence over time. This is very likely to be a result of prevalence
of wheezing increasing from the 1970s up to the early 1990s, but decreasing since then.

Conclusion: The UK has the highest recorded prevalence of wheezing and Ethiopia the lowest.
Prevalence of wheezing in Australia and the UK has increased from the 1970s up to the early 1990s, but
decreased since then and ISAAC studies report significantly higher prevalences than non-ISAAC studies.
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Background

Considerable variation in the prevalence of childhood
asthma and its symptoms (in particular, wheezing) has
been observed in previous studies and there is evidence
that the prevalence has been increasing over time. These
differences may, in part, be due to geographical variations
and due to methodological problems in defining asthma
symptoms.

There is a multiplicity of endpoints used to define and
diagnose asthma in an individual. For example, diagnosis
is often based on a detailed medical history, including
family health history, combined with examination of the
upper and lower respiratory tract [1]. Typically, this infor-
mation is combined with information from laboratory
tests. However, diagnostic criteria often differ between
doctors in the same locality as well as between countries,
and access to health care in different countries can also
have an influence on the reported prevalence of doctor-
diagnosed asthma.

Epidemiological studies have used different methods of
measuring asthma prevalence and its symptoms in sur-
veys. Questionnaires are administered, and depending on
the wording of the questions asked, there has been varia-
tion in the symptoms elicited. The symptoms may not be
present on a particular day, so a one-year period preva-
lence is often used in epidemiological studies to allow for
seasonal variation.

In self-reported asthma, questions are usually asked about
wheezing, chest tightness, breathlessness and coughing,
but studies have shown that wheezing is the most impor-
tant symptom for the identification of asthma in epidemi-
ological studies [1,2]. Some studies have shown that self-
reported wheeze has reasonably good specificity and sen-
sitivity for bronchial hyper-responsiveness both in chil-
dren and adults [3-5]. Wheeze is rarely a symptom of
other diseases, in particular emphysema or chronic bron-
chitis, which are rare in children, but it is very often indic-
ative of acute viral infection, which is common in this age

group [6].

Doctor diagnosed asthma has been shown to have a lower
prevalence than the actual symptoms reported by the indi-
vidual [1,7-9]. Until the early 1990's, there was no stand-
ardized method of comparing asthma prevalence between
countries. Only a small number of studies had used com-
mon protocols [9-13]. In 1991 the International Study of
Asthma and Allergies in Childhood (ISAAC) was set up to
achieve uniform diagnostic criteria [14]. Their first world-
wide epidemiological study, Phase I, was carried out in
1994-95. It included 56 countries and reported the prev-
alence of asthma symptoms in 6-7 year old children and
in 13-14 year old adolescents [15]. The Phase III study
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used the same research design as Phase I, but was carried
out in 2002-03 [16]. The Phase II study comprised a
much more detailed investigation of possible correlates of
childhood asthma, in particular eczema, and in contrast
to ISAAC Phase 1 and III used 9-11 year old children
[17,18]. The ISAAC questionnaire is now widely used to
assess self-diagnosed asthma by asking about the symp-
toms [19].

This review has been carried out to assess and summarise
the extent of the literature published on wheezing symp-
toms in children, which includes not only ISAAC but also
all non-ISAAC studies that fulfilled specific quality crite-
ria. There are many studies published which are not
ISAAC and it is worthwhile to combine the published lit-
erature in a review such as this. We report the prevalence
and time trends of current symptoms of childhood wheez-
ing in the past 12 months in all studies, worldwide and
within the same region over different time periods, and
compare the results of ISAAC and non-ISAAC studies. A
particular focus of parts of the analysis are studies in the
UK and Australia, because of the large number of studies
carried out in these two countries — we examine in some
detail differences in time trends of wheeze between the
two countries. As we shall see, there are distinct, and per-
haps surprising, differences between these two developed
countries. In what follows one should note the distinction
between the underlying medical condition, "asthma" and
its principal symptom, "wheezing"; however, as above, we
are referring in all cases to studies of wheezing symptoms.

Methods
Studies included in this systematic review had to satisfy
the following requirements:

1. listed in Medline or Embase databases;

2. published in the period January 1990 to December
2005;

3. using the keywords: 'prevalence’ AND
‘asthma OR wheeze OR wheezing' AND
'child OR children OR adolescent’;

4. full journal articles (rather than abstracts) published in
English;

5. epidemiological studies of sample size greater than
1000;

6. prevalence of 'current wheezing' is reported.
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In most epidemiological studies of the prevalence of
asthma symptoms, two main types of questions are used.

(i) 'Current' asthma/wheezing, which is normally a period
prevalence, and where the question asked is often of the
form "Have you had asthma/wheezing in the past 12
months?"

(ii) 'Lifetime' asthma/wheezing, in which the question is
often "Have you ever had asthma/wheezing at anytime in
the past?"

Estimates of current prevalence are likely to be more reli-
able, although Kuehni et al have shown that retrospective
recall of wheeze at age 813 years is a valid proxy measure
for lifetime prevalence of wheeze [20]. Questions which
are similar to: "In the past 12 months, has the child had
wheezing/whistling in the chest?" (from ISAAC question-
naire), i.e. current wheezing, will be used in this review
(see footnote 'Prevalence' in Additional File 1). Examples
of questions that were asked, and could not be included
in this review were: doctor diagnosed asthma (as asthma
diagnosis varies by countries); self-reported asthma or
asthma attacks in the last 12 months; wheeze ever or occa-
sional wheeze ever (for which there could be recall prob-
lems).

A minimum sample size of 1000 was used, as recom-
mended by the ISAAC Steering Committee for small pop-
ulations [15], to obtain good estimates of wheezing
prevalence.

For each selected article in this review, the following infor-
mation was extracted and given in Additional Files 1, 2, 3,
4, 5:

Country Country in which the study was carried out

Reference Reference number of the journal article

Survey year Year in which the survey was carried out, if
reported, otherwise the year prior to publication year

Area City/region

N (Response rate) Number of questionnaires returned and
response rate

Age (years) Age range of children sampled (years)

Ascertainment Method of ascertainment of wheeze (P =
Parental-report, S = Self-report)

Prevalence % The percentage of children (boys and girls
combined) who responded 'Yes' to the particular wheez-
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ing question (see footnote in Additional File 1 for differ-
ent types of questions) out of the total number of children
who answered that question, and type of question asked

95% CI 95% confidence interval for the prevalence (if
unreported in the article then CI for a single proportion
was calculated based on the prevalence and sample size)

In the ISAAC questionnaire, limited agreement has been
shown between the written and video questionnaires of
symptoms of asthma; the video questionnaire giving
lower prevalence rates in 13-14 year old adolescents in
two Canadian communities [21]. In the studies reported
here, if both methods are used then the written question-
naire results were reported.

To investigate time trends within Australia and the UK,
multiple logistic regression models were fitted using
wheezing prevalence as the outcome variable. The stand-
ard log-linear logistic model was used, so that the proba-
bility of an individual in stratum i being affected by
wheeze was assumed to be:

explag+Xaizjil
i
l+explag+X aizji]
i

(1)
and where (z;); are the set of variables (country, year,
ISAAC vs non-ISAAC study etc) associated with that stra-
tum. The models were fitted via binomial maximum like-
lihood using SPSS and the odds ratios, that is to say the
quantities, exp [¢;], and 95% profile-likelihood confi-
dence intervals are reported [22]. For studies where the
year of survey was not reported in the article for Australia
and the UK, the year prior to the year of publication was
used as survey year in the logistic regression analysis.

Plindividual in stratum i has wheeze] =

Results

From the literature search, 2,839 abstracts were listed in
Medline, and 2,844 in Embase, from which 712 full arti-
cles were selected for further investigation after reviewing
the abstracts. From these, 180 satisfied the above criteria.
Some articles had referred to the same data set, thus there
were 127 distinct studies reported in this review.

Prevalence

Additional Files 1, 2, 3, 4, 5 give the prevalence of current
wheezing in children for the five continents. There is a
very wide range of current prevalence of wheeze between
and within different countries. The UK reported the high-
est prevalence of current wheeze in the world, 32.2%, in
children aged 13-14 in 1994-1995 [15]. Ethiopia had the
lowest prevalence, 1.7% in children aged 10-19 in 1996
[23].
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Studies in North and South America

Additional File 1 shows the studies carried out in North
and South America; among these countries the USA had
the largest number of published studies. A nationwide
survey in the USA between 1988-1994 showed that the
current prevalence of wheezing amongst 2-3 year olds
was 26.4% and amongst 9-11 year olds was 13.4% [24].
The highest prevalence rates were recorded in North Caro-
lina, 26.1% in children aged 13-14 in 1999-2000 [25].

In the rest of North America, Canada had recorded sub-
stantially higher prevalence rates in children aged 13-14
(30.6% in Hamilton and 24.0% in Saskatoon) than in
children aged 6-7 (20.1% in Hamilton and 14.1% in Sas-
katoon) [15]. The study in Montreal [26] in 6-12 year
olds showed very low prevalence of current wheezing,
5.1%; it has been shown that this is likely to be due to
unsatisfactory translation of the term wheezing into
French, in another study carried out in Quebec [27]. Mex-
ico had the lowest prevalence of current wheezing (<
10%) [15,28]. In Central America, both Costa Rica and
Panama showed very high prevalence of wheezing (32.1%
and 23.5% respectively) in 6-7 year old children in 1995
[15].

In studies carried out in South America high prevalence
rates were observed in Chile [12] (17.2% in 15-yr-olds to
26.2% in 7-yr-olds), as early as 1990. In Brazil, the ISAAC
Phase I study [15] carried out in 1994-95 and the same
ISAAC questionnaire methodology used in a study
amongst 6-7 and 13-14 year olds carried out in 1999 in
one of the same centres as the Phase I study [29], both
showed higher prevalence of current wheezing than in the
non-ISAAC study carried out in 1994, using the same
ISAAC methodology in two non-ISAAC centres (iron-
mining cities in a mountainous region).

Studies in Europe

Of the five continental groups Europe had the largest
number of published studies overall (Additional File 2).
The UK had the highest prevalence, of 32.2% in 1994-5,
in the ISAAC Phase I study of 35,485 adolescents [15,30].
Low prevalence rates, of less than 10%, were observed in
Albania, Austria, Belgium, Cyprus, Estonia, Finland,
France, Georgia, Greece, Hungary, Italy, Latvia, Malta,
Romania, the Slovak Republic, and Switzerland in chil-
dren aged 6-10, whereas Bulgaria (14.5%) [31], the
Czech Republic (14.7%) [31], Ireland (17.4%) [32], and
Norway (13.6%) [33] had markedly higher prevalence
rates.

In the UK, national studies of the prevalence of asthma
symptoms (wheezing) reported in 1986 that 6.6% of 16-
year-olds had wheezing in the past year [34] and by 1995
this had increased to 32.3% among 12-14 year old chil-
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dren [15], using comparable questions. In the younger age
group (6-10 years) in the UK, the current prevalence of
wheezing ranged from 7.6% in 1980 [34] to 20.2% in
1999 [35], using comparable questions.

Studies in the Eastern Mediterranean and Africa

Apart from the ISAAC studies conducted in 1994-95, very
few countries had carried out epidemiological studies of
asthma in the Eastern Mediterranean and Africa, reported
in English (Additional File 3).

In Africa, very low prevalence rates were observed in Ethi-
opian rural communities (2.0% in 0-9 year olds, 1.7% in
10-19 year olds) [23], intermediate levels of wheeze prev-
alence (5%-14%) were observed in Algeria, Kenya,
Morocco and Nigeria and the highest rates were in South
Africa, 26.8% in 7-8 year olds in 1993 [36].

In the Eastern Mediterranean, Iran, Oman and Palestine
(West Bank) had the lowest prevalence of wheeze (<
11%), while the highest rates were observed in Israel
(17.9%) [37], Kuwait (16.1%) [38], and Malta (16.0%)
[15], amongst 13-14 year old adolescents. In Turkey,
many of the studies had not used the ISAAC question and
the prevalence of wheeze was low.

Studies in Asia

Amongst studies conducted in Asia, low prevalence rates
(< 9%) were observed in China, Hong Kong, India, Indo-
nesia and Malaysia while Japan (17.3%) [15], Korea
(13.6%) [39] and Singapore (15.7% in 1994 and 10.2%
in 2001) [15,40] had higher prevalence rates in 6-7 year
olds (Additional File 4). The majority of the studies
reported had used the ISAAC questions relating to current
wheeze.

Studies in Australasia

Australia, New Zealand and Fiji had a very high preva-
lence of current wheezing with the majority of the studies
showing the prevalence of current wheezing in the range
18% - 30% (Additional File 5). The highest prevalence of
30.2% was observed in New Zealand [15] amongst a very
large sample of 13-14 year olds in 1992-93, followed by
Australia [9] which observed a prevalence of 29.7%
amongst 12-15 year olds in 1991. Fiji [41] reported a
prevalence of 21.0% in 1990 amongst 9-10 year old chil-
dren.

Subgroup analysis: Studies in Australia and the UK
Australia and the UK had the largest number of studies
carried out and published (14 and 25 publications respec-
tively over the 16-year period), and these are investigated
further to assess differences in prevalence and trends in
prevalence between the two countries.
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The overall trend of the current wheeze prevalence, by cal-
endar year for both Australia and UK can be seen in Figure
1. This shows overall (over the period 1990-2005) an
increasing trend for both countries. Table 1 shows the
findings of multiple logistic regression analysis of the
effects of country (UK versus Australia), year of survey, age
of child, parental- or self-report questionnaire, and if the
study was an ISAAC study or not, on the current preva-
lence of wheeze. This allows each factor to be assessed
while adjusting for the other factors. When using the data
from all studies, Australia showed a statistically significant
increase in prevalence compared with the UK, OR = 1.343
[95% CI 1.318, 1.369] allowing for all other factors. There
was also a statistically significant increase in the preva-
lence per survey year (2.5% per year; 95% CI 2.3%, 2.6%),
and a significant decrease per year of age of child (0.7%
per year; 95% CI 0.3%, 1.1%). If the study was an ISAAC
study, phase I orIII, then the odds of wheezing was signif-
icantly higher compared with non-ISAAC studies [OR =
1.638; 95% CI 1.598, 1.678], after adjusting for the other
factors. Similar results were obtained when comparing
ISAAC question with a non-ISAAC question (OR = 1.331;
95% CI 1.304, 1.359) after adjusting for all other factors.

When analysis was restricted to ISAAC studies there was a
statistically significant decrease in the prevalence per sur-
vey year (2.5% per year; 95% CI 2.1%, 2.9%), after allow-
ing for age of child and country (neither of which were
significant).

If the analysis is restricted to non-ISAAC studies, even if
the study had used the ISAAC question, then there was a
statistically significant increase in prevalence of wheezing
in Australia compared with the UK [OR = 1.470; 95% CI
1.438, 1.502], a significant increase in the prevalence per
survey year (2.6% per year; 95% CI 2.4%, 2.8%), a signif-
icant decrease in the prevalence per age of child (1.1% per
year; 95% CI 0.7%, 1.5%), and a significant increase in
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wheezing if the questionnaire was self-report compared
with parental-report [OR = 1.242; 95% CI 1.197, 1.287].
This shows that the results of ISAAC studies are very differ-
ent from non-ISAAC studies.

The majority of studies carried out since ISAAC phase I,
have used the ISAAC question on wheezing, even if the
study was not a phase I or phase III ISAAC study. So the
analysis was then restricted only to studies which had
used the ISAAC question on wheezing. The results showed
that there was no significant difference in the prevalence
of wheezing between UK and Australia and age of child
was also not significant, after controlling for year of survey
and parental- or self-report questions. However there has
been a statistically significant decrease in the prevalence
per survey year (2.3% per year; 95% CI 1.9%, 2.7%) and
a significant increase in reported wheezing if the response
was self- compared with parental-report (OR = 1.739;
95% CI 1.624, 1.862).

As the rate of increase in the trends for wheezing preva-
lence over time looked different in UK and Australia (Fig-
ure 1), an extra interaction terms was fitted in the multiple
logistic regression model using all studies (Table 2). The
country by year interaction effect shows that Australia has
a significantly lower rate of increase in wheezing (6.2%
per calendar year; 95% CI 5.7%, 6.7%) compared with the
UK, after allowing for all other factors.

Discussion

In this review we have reported the prevalence of current
wheezing in children, published in all epidemiological
studies comprising more than 1000 persons and meeting
certain other quality criteria (see the Methods), over a 16-
year-period, between 1990 and 2005, and further investi-
gated the differences in reported symptoms of wheeze
between ISAAC and non-ISAAC studies, in the UK and
Australia.

Table I: Multiple logistic regression analysis using all studies in the UK and Australia of country, year, area, age and type of study on

the prevalence of wheeze

All studies Odds Ratio
(95% Cl)(+p-value)

Variable

ISAAC studies only
Odds Ratio (95%

Non-ISAAC studies
only Odds Ratio (95%

ISAAC question only
Odds Ratio (95%

Cl)(+p-value)

Cl)(+p-value)

Cl)(+p-value)

Country: UK (reference) vs

1343 [1.318, 1.369]

0.987 [0.958, 1.016]

1.470 [1.438, 1.502]

0.986 [0.957, 1.017]

Australia p < 0.0005 p=0.373 p < 0.0005 p =0.370

Year of survey 1.025 [1.023, 1.026] 0.975 [0.971, 0.979] 1.026 [1.024, 1.028] 0.977 [0.973, 0.981]
p < 0.0005 p < 0.0005 p < 0.0005 p < 0.0005

Age of children surveyed 0.993 [0.989, 0.997] 1.007 [0.998, 1.016] 0.989 [0.985, 0.993] 1.006 [0.995, 1.017]
p < 0.0005 p=0.124 p < 0.0005 p = 0.260

Parental- (reference) vs 1.290 [1.246, 1.335] § 1.242 1.197, 1.287] 1.739 [1.624, 1.862]

Self-response p < 0.0005 - p < 0.0005 p < 0.0005

ISAAC study: No 1.638 [1.598, 1.678] -- -- --

(reference) vs Yes p < 0.0005 - - -

§OR not given as age of child (7-8 & 1314 yrs) in ISAAC is parent-report & self-report respectively
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Prevalence of "wheezing in the last year" by calendar year of survey in all children (aged 0-16), reported in

published studies in Australia and UK.

Overall, the highest prevalence rates of current wheezing
were reported in the UK, Australia and New Zealand, and
the lowest prevalence was found in Albania, China, Ethi-
opia, Indonesia and Turkey, which gives an indication of
the difference between developed and developing coun-
tries. The pattern in Africa and Asia also supports this.
However, this is not supported in America, where Chile,
Costa Rica and Peru had equally high wheezing preva-
lence as the US and Canada. Chile and Costa Rica are rel-
atively developed countries, that may have similar
characteristics in relation to development of wheezing in
childhood as fully developed countries such as the US and

Canada. However, this apparent inconsistency (in rela-
tion to Peru) requires further research.

Within the UK there was slightly higher prevalence of
wheezing in adolescents in Scotland compared with Eng-
land but there were no other substantial geographic varia-
tions, suggesting no major impact of climate, diet or
outdoor environment [42]. Also, prevalence of wheezing
was lower in children born outside the UK but currently
residing in the UK, suggesting a role of the environment
in infancy and possibly heritable genetic factors [42,43].
However, although genetic factors are important risk fac-

Table 2: Multiple logistic regression analysis using all studies in UK and Australia, as for Table I, with interaction term (country X

year)

Variable Odds Ratio (95% CI) p-value

Country [UK (reference) versus Australia] 1.406 [1.379, 1.433] p < 0.0005

Year of survey 1.032 [1.030, 1.034] p < 0.0005

Age of children surveyed 0.993 [0.989, 0.997] p=00Ié6
Parental-response (reference) vs Self-complete 1.239 [1.197, 1.283] p < 0.0005

ISAAC study [No (reference) versus Yes] 1.649 [1.609, 1.690] p < 0.0005

Country by Year interaction 0.938 [0.933, 0.943] p < 0.0005
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tors for individuals with symptoms of asthma, migrant
studies indicate that they are unlikely to be responsible for
the large variations in asthma symptoms that exist
between populations, and cannot be responsible for the
increasing prevalence of asthma within populations [44].
Environmental factors are likely to be more important
and offer the greatest opportunities for prevention.

The cross-sectional ISAAC phase I study, carried out in
1994-1995, was a major achievement, and repeated in
2002-2003, the phase III study [15,16]. However, the
selected ISAAC centres were most commonly an urban
area (a city) and therefore may not be representative of the
country. This is illustrated, for example, in Brazil where in
the ISAAC phase I centres, which were all major cities, the
prevalence of current wheezing in 6-7 year olds was
higher than in non-ISAAC centres, which were iron-min-
ing cities and mountainous regions (23% vs 14% respec-
tively). The ISAAC studies also have the disadvantage of
reporting wheezing symptoms only amongst two age
groups (6-7 yr and 13-14 yr), and at only 2 time points
(phase I and III), whereas this review shows the results of
all studies of all age groups.

This review has shown that differing rates of asthma
symptoms are observed in developed and developing
countries. The validity of the question on wheezing in the
questionnaire is likely to have varied across cultures as
some languages do not have an equivalent word for
"wheezing" as understood by English speakers. However,
large variations in the prevalence of wheezing across the
countries and over time, found in these studies are
unlikely to be explained by methodological factors alone.
When making comparisons of the prevalence of wheeze
or asthma between different studies, it is necessary to crit-
ically assess the content of the question. There is, as yet,
no accepted definition of asthma and identification of
asthma by questionnaire remains a contentious issue
[45]. One question is whether the everyday meaning of
the word wheezing has changed over time. Do better edu-
cated parents use this word more freely for symptoms in
their children? The threshold of observing mild respira-
tory symptoms could be lower now than previously and
health campaigns may have increased parental awareness
of symptoms in their children. Another interesting
hypothesis is the loss of protective effect of respiratory
infection in early childhood, the "hygiene hypothesis"
[46]. This confirms the importance of the ISAAC phase 11
data collection, which was completed in 2003, and in
which objective measures of pulmonary function and
bronchial responsiveness are recorded in conjunction
with other factors, so that further study of possible aetio-
logical factors common to different countries can be
investigated.
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Australia and the UK had the most published studies on
wheezing prevalence in children and were investigated in
much more detail (Tables 1, 2). In addition, in these
countries the ISAAC studies reported significantly higher
wheezing prevalence than non-ISAAC studies and this was
not due to an increase over time, nor age of child, both of
which (and various other variables) were adjusted for in
the analyses. It is possible that this is due to the selection
of the ISAAC centres, which were all major cities. There are
various possible explanations for the differences in cur-
rent prevalence of wheezing including susceptibility to
environmental stimuli and changes in exposure to envi-
ronmental factors, genetic susceptibility, diet, low birth
weight and young maternal age [47-52].

Using all the studies in UK and Australia, we find that
there was a significantly higher odds of wheezing in Aus-
tralia than the UK, but the rate of increase in Australia is
significantly lower than the UK, as shown by the highly
significant interaction between country and year. The
multiple logistic regression analysis we performed for the
prevalence of wheezing adjusted for age, time period, type
of study (ISAAC vs non-ISAAC) and type of response
(parental or self report) and does not appear therefore to
result from methodological bias (e.g., confounding by
ISAAC status). These differences indicate some significant
discrepancy in early life environment between the two
countries over the last 20 or so years.

If only ISAAC studies are investigated then there was no
difference in prevalence between the two countries, after
adjusting for time and age of the child, whereas non-
ISAAC studies show significantly higher odds of wheezing
in Australia. This is very likely because the ISAAC studies
in these countries were carried out at two similar time
points and for two age groups. The non-ISAAC studies
span a much larger time period, use a wider range of ages
and include many more study groups, and in particular
are not restricted to large conurbations.

If time trends are explored in all studies in the UK and
Australia, then overall there is a significant increase in the
odds of wheezing over time, but only ISAAC studies show
a significant decrease, which was also reported in the
recent results of the phase I in 1995 and phase I1I in 2002,
ISAAC study comparisons [16]. This is almost certainly a
result of the different time periods covered by these two
sorts of survey. The ISAAC studies cover the period from
the early 1990s onwards, whereas other studies tend to
cover earlier years, some as early as 1975. This is consist-
ent with the trend of wheezing prevalence increasing since
the 1970's but levelling out in the most recent 10-15
years, as shown in Figure 1. This is also confirmed in other
reports; evidence from many repeat surveys shows that the
prevalence has increased over the past 3 decades [53], but
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in studies between 1991 to 1998 the increase was con-
fined to minor symptoms of asthma [54].

A decrease in reported symptoms of wheezing, as the child
gets older, was observed in the UK and Australia, which
confirms previous reports [55]. In ISAAC studies the age
effect is not significant, perhaps because only two age
groups were studied. Self-report of wheezing was signifi-
cantly higher than parental-report, in the UK and Aus-
tralia, again confirming previous work [56].

The ISAAC questionnaire has become almost ubiquitous
since the early 1990's and we have shown that using an
ISAAC question or the results of the ISAAC studies give
similar results within Australia and the UK.

Wheeze may indicate undiagnosed asthma in some
patients. Some studies have shown that self-reported
wheeze has reasonably good specificity and sensitivity for
bronchial hyper-responsiveness both in children and
adults [3-5]. Wheeze is rarely a symptom of emphysema
or chronic bronchitis in children, but it is very often indic-
ative of acute viral infection, which is common in this age
group [6]. Doctor-diagnosed asthma tends to be reported
in only a small proportion (about 40%) of persons report-
ing wheeze [57], so that the possibility of selection or
information bias in studies of asthma or wheeze cannot
be discounted in general.

Conclusion

In summary, the strength of this review is the reporting of
the prevalence of all studies of more than 1000 persons,
providing a full description of the scale and distribution
of asthma symptoms (wheeze in the past year), world-
wide and over time within each country. Among the coun-
tries surveyed, the UK has the highest recorded prevalence
of wheezing and Ethiopia the lowest. We have docu-
mented a clear increase in the prevalence over time within
Australia and the UK, with a levelling off or even decline
in prevalence in more recent years. ISAAC studies show
higher prevalence rates of wheezing than non-ISAAC stud-
ies.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

SP performed database searches, MPL determined and
oversaw the statistical analyses, and all three authors con-
tributed substantially to the conception, design and writ-
ing of the paper. All authors have read and approved the
final manuscript.

http://www.ehjournal.net/content/7/1/57

Additional material

Additional file 1

Studies of wheeze prevalence in North and South America. The table
provides the prevalence of current wheezing (in the past year), with con-
fidence intervals, age of the children/adolescents in the study, whether the
response was from the parent or the child, sample size with response rates,
the year in which the study was conducted and the geographical region for
each country, for all studies published between 1990 and 2005.

Click here for file
|http://www.biomedcentral.com/content/supplementary/1476-
069X-7-57-S1.doc]

Additional file 2

Studies of wheeze prevalence in Europe. As in Additional file 1.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1476-
069X-7-57-82.doc]

Additional file 3

Studies of wheeze prevalence in the Eastern Mediterranean and
Africa. As in Additional file 1.

Click here for file
|http://www.biomedcentral.com/content/supplementary/1476-
069X-7-57-83.doc]

Additional file 4

Studies of wheeze prevalence in Asia. As in Additional file 1.

Click here for file
|http://www.biomedcentral.com/content/supplementary/1476-
069X-7-57-S4.doc]

Additional file 5

Studies of wheeze prevalence in Australasia. As in Additional file 1.
Click here for file
|http://www.biomedcentral.com/content/supplementary/1476-
069X-7-57-85.doc]

Acknowledgements

We thank Madeline Kirk for help with journal article retrieval from Univer-
sity libraries and to Vicki Bradshaw for her assistance in part of the litera-
ture review. There is no conflict of interest.

References

I.  Lee DA, Winslow NR, Speight ANP, Hey EN: Prevalence and
spectrum of asthma in childhood. British Medical Journal 1983,
286:1256-8.

2. Gergen PJ, Mullally DI, Evans R: National survey of prevalence of
asthma among children in the United States, 1976 to 1980.
Pediatrics 1988, 81(1):1-7.

3. Burney PGJ, Laitinen LA, Perdritzet S, Huckauf H, Tattersfield AE,
Chinn S, Poisson N, Heeren A, Britton JR, Jones T: Validity and
repeatability of the IUALTD (1984) bronchial symptoms
questionnaire: An international comparison. European Respira-
tory Journal 1989, 2:940-5.

4.  Shaw RA, Crane }, Pearce N, Burgess CD, Bremner P, Woodman K,
Beasley R: Validation of a video questionnaire for assessing
asthma prevalence. Clinical and Experimental Allergy 1992,
22:562-9.

5. Shaw RA, Woodman K, Ayson M, Dibdin S, Winkelmann R, Crane },
Beasley R, Pearce N: Measuring the prevalence of bronchial

Page 8 of 10

(page number not for citation purposes)


http://www.biomedcentral.com/content/supplementary/1476-069X-7-57-S1.doc
http://www.biomedcentral.com/content/supplementary/1476-069X-7-57-S2.doc
http://www.biomedcentral.com/content/supplementary/1476-069X-7-57-S3.doc
http://www.biomedcentral.com/content/supplementary/1476-069X-7-57-S4.doc
http://www.biomedcentral.com/content/supplementary/1476-069X-7-57-S5.doc
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6404414
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6404414
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3336575
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=3336575
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2606194
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2606194
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2606194
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7672902

Environmental Health 2008, 7:57

20.

21.

22.
23.

24.

25.

hyper-responsiveness in children. International Journal of Epidemi-
ology 1995, 24:597-602.

Long S: Respiratory synctial virus infection and recurrent
wheezing: a complex relationship (editorial). Journal of Pediat-
rics 2007, 151:6-7.

Baumann A, Hunt J, Young L, Larkin P, Peat JK: Asthma under-rec-
ognition and under-treatment in Australian community. Aust
N Z | Med 1992, 22(1):36-40.

Dales RE, Raizenne M, El-Saadanny S, Brook J, Burnett R: Prevalence
of childhood asthma across Canada. International Journal of Epi-
demiology 1994, 23:775-81.

Pearce NE, Weiland S, Keil U, Langridge P, Anderson HR, Strachan D,
Bauman A, Young L, Gluyas P, Ruffin D, Crane |, Beasley R: Self-
reported prevalence of asthma symptoms in children in Aus-
tralia, England, Germany and New Zealand: An international
comparison using the ISAAC written and video question-
naires. European Respiratory Journal 1993, 6:1455-61.

Leung R, Ho P: Asthma, allergy and atopy in three Southeast
Asian populations. Thorax 1994, 49:1205-10.

Burr ML, Limb ES, Andrae S, Barry DMJ, Nagel F: Childhood
asthma in four countries: a comparative survey. International
Journal of Epidemiology 1994, 23:341-7.

Robertson CF, Bishop J, Sennhauser FH, Mallol J: International
comparison of asthma prevalence in children: Australia,
Switzerland, Chile. Pediatric Pulmonology 1993, 16:219-26.

Sunyer ], Anto M, Tobias A, Burney P: Generational increase of
self-reported first attack of asthma in fifteen industrialised
countries. European Respiratory Journal 1999, 14:885-91.

Asher Ml, Keil U, Anderson HR, Beasley R, Crane |, Martinez F, Mitch-
ell EA, Pearce N, Sibbald B, Stewart AW, Strachan D, Weiland SK,
Williams HC: International Study of Asthma and Allergies in
Childhood (ISAAC): Rationale and methods. European Respira-
tory Journal 1995, 8:483-91.

ISAAC Steering Committee: Worldwide variations in the preva-
lence of asthma symptoms: the International Study of
Asthma and Allergies in Childhood (ISAAC). European Respi-
ratory Journal 1998, 12:315-35.

Asher MI, Montefort S, Bjorksten B, Lai CKW, Strachan DP, Weiland
SK, Williams H, the ISAAC Phase Three Study Group: Worldwide
time trends in the prevalence of symptoms of asthma, aller-
gic rhinoconjunctivitis, and eczema in childhood: ISAAC
Phases One and Three repeat multicountry cross-sectional
surveys. Lancet 2006, 368:733-43.

Weiland SK, Bjorkstén B, Brunekreef B, Cookson WO, von Mutius E,
Strachan DP, the International Study of Asthma and Allergies in Child-
hood Phase Il Study Group: Phase Il of the International Study
of Asthma and Allergies in Childhood (ISAAC Il): rationale
and methods. European Respiratory Journal 2004, 24(3):406-12.
Flohr C, Weiland SK, Weinmayr G, Bjorkstén B, Braback L,
Brunekreef B, Biichele G, Clausen M, Cookson WOC, von Mutius E,
Strachan DP, Williams HC, the ISAAC Phase Two Study Group: The
role of atopic sensitization in flexural eczema: Findings from
the International Study of Asthma and Allergies in Child-
hood Phase Two. Journal of Allergy and Clinical Immunology 2008,
121(1):141-7.

ISAAC Co-ordinating Committee: Manual for the International
Study of Asthma and Allergies in Childhood (ISAAC). 2nd
edition. Auckland, New Zealand, Munster, Germany; 1993.

Kuehni CE, Brooke AM, Silverman M: Prevalence of wheeze dur-
ing childhood: retrospective and prospective assessment.
European Respiratory Journal 2000, 16:81-5.

Pezzichini MM, Rennie D, Senthilselvan A, Taylor B, Habbick BF, Sears
MR: Limited agreement between written and video asthma
symptom questionnaires. Pediatric Pulmonology 2000, 30:307-12.
McCullagh P, Nelder JA: Generalized linear models. 2nd edition.
London: Chapman and Hall; 1989.

Yemaneberhan H, Bekele Z, Venn A, Lewis S, Parry E, Britton J: Prev-
alence of wheeze and asthma and relation to atopy in urban
and rural Ethiopia. Lancet 1997, 350:85-90.

Eldeirawi K, Persky VW: History of ear infections and preva-
lence of asthma in a national sample of children aged 2 to 11
years: the Third National Health and Nutrition Examination
Survey, 1988 to 1994. Chest 2004, 125(5):1685-92.

Sotir M, Yeatts K, Shy C: Presence of asthma risk factors and
environmental exposures related to upper respiratory infec-

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.
46.

http://www.ehjournal.net/content/7/1/57

tion-triggered wheezing in middle school-age children. Envi-
ronmental Health Perspectives 2003, 111:657-62.

Ernst P, Demissie K, Joseph L, Locher U, Becklake MR: Socioeco-
nomic status and indicators of asthma in children. Am | Respir
Crit Care Med 1995, 152(2):570-5.

Osterman JW, Armstrong BG, Ledoux E, Sloan M, Ernst P: Com-
aprison of French and English versions of the American Tho-
racic Society respiratory questionnaire in a bilingual working
population. International Journal of Epidemiology 1991, 20:138-43.
Villarreal AB, Aguirre LHS, Rojo MMT, Navarro ML, Romieu I: Risk
factors for asthma in school children from Ciudad Juarez,
Chihauhau. Journal of Asthma 2003, 40(4):413-23.

Sole D, Camelo-Nunes IC, Wandalsen GF, Melo KC, Naspitz CK: Is
rhinitis alone or associated with atopic eczema a risk factor
for severe asthma in children? Pediatric Allergy and Immunology
2005, 16(2):121-125.

Jeffs D, Grainger R, Powell P: Is childhood allergy more common
amongst an island population? Journal of the Royal Society for the
Promotion of Health 2000, 120:236-41.

Leonardi GS, Houthuijs D, Nikiforov B, Volf ], Rudnai P, Zejda J, Gur-
zau E, Fabianova E, Fletcher T, Brunekreef B: Respiratory syptoms,
bronchitis and asthma in children of Central and Eatern
Europe. European Respiratory Journal 2002, 20:890-8.

Harty SB, Sheridan A, Howell F, Nicholson A: Wheeze, eczema
and rhinitis in 6-7 year old Irish schoolchildren. Irish Medical
Journal 2003, 96:102-4.

Nystad W, Magnus P, Roksund O, Svidal B, Hetlevik O: The preva-
lence of respiratory symptoms and asthma among school-
children in three different areas of Norway. Pediatric Allergy and
Immunology 1997, 8:35-40.

Lewis S, Richards D, Bynner |, Butler N, Britton |: Prospective
study of risk factors for early and persistent wheezing in
childhood. European Respiratory Journal 1995, 8:349-56.
Ng-Man-Kwong G, Das C, Proctor A, Whyte MKB, Primhak RA:
Diagnostic and treatment behaviour in children with chronic
respiratory symptoms: relationship with socioeconomic fac-
tors. Thorax 2002, 57:701-4.

Ehrlich RI, Du-Toit D, Jordaan E, Volmink JA, Weinberg EG, Zwaren-
stein M: Prevalence and reliability of asthma symptoms in pri-
mary schoolchildren in Cape Town. International Journal of
Epidemiology 1995, 24:1138-45.

Shohat T, Golan G, Tamir R, Green MS, Livne |, Davidson Y, Harari
G, Garty BZ: Prevalence of asthma in 13-14 yr-old schoolchil-
dren across Israel. European Respiratory Journal 2000, 15:725-9.
Behbehani NA, Abal A, Syabbalo NC, Abd-Azeem A, Shareef E, Al-
Momen J: Prevalence of asthma, allergic rhinitis, and eczema
in 13-14-year-old children in Kuwait: an ISAAC study. Annals
of Allergy, Asthma and Immunology 2000, 85:58-63.

Lee SI, Shin MH, Lee HB, Lee JS, Son BK, Koh YY, Kim KE, Ahn YO:
Prevalences of symptoms of asthma and other allergic dis-
eases in Korean children: a nationwide questionnaire survey.
Journal of Korean Medical Science 2001, 16:155-64.

Wang XS, Tan TN, Shek LPC, Chng SY, Hia CPP, Ong NBH, Ma S,
Lee BW, Goh DYT: The prevalence of asthma and allergies in
Singapore; data from two ISAAC surveys seven years apart.
Archives of Disease in Childhood 2004, 89:423-6.

Flynn MG: Respiratory symptoms, bronchial responsiveness,
and atopy in Fijian and Indian children. Am | Respir Crit Care
Med 1994, 150(2):415-20.

Kaur B, Anderson HR, Austin |, Burr M, Harkins LS, Strachan DP,
Warner JO: Prevalence of asthma symptoms, diagnosis and
treatment in 12-14 yr old children across Great Britain
(ISAAC UK). British Medical Journal 1998, 316:118-24.
Pararajasingam CD, Sittampalam L, Damani P, Pattemore PK, Holgate
ST: Comparison of the prevalence of asthma among Asian
and European children in Southampton. Thorax 1992,
47:529-32.

Peat JK, van den Berg RH, Green WF, Mellis CM, Leeder SR, Wool-
cock AJ: Changing prevalence of asthma in Australian chil-
dren. British Medical Journal 1994, 308:1591-1596.

Kemp T, Pearce N, Crane |, Beasley R: Problems of measuring
asthma prevalence. Respirology 1996, 3:183-8.

Strachan DP: Family size, infection and atopy: the first decade
of the "hygiene hypothesis". Thorax 2000, 55(S1):2-10.

Page 9 of 10

(page number not for citation purposes)


http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7672902
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17586181
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17586181
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1580860
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1580860
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8002192
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8002192
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8112438
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8112438
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8112438
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7878553
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7878553
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8082961
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8082961
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8265269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8265269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8265269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10573237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10573237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10573237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7789502
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7789502
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9727780
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9727780
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9727780
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935684
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935684
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935684
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15358699
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15358699
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15358699
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10933089
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10933089
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11015131
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11015131
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9228959
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9228959
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9228959
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15136377
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15136377
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15136377
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12676631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12676631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12676631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7633709
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7633709
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2066212
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2066212
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2066212
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12870837
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12870837
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12870837
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11197451
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11197451
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12412680
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12412680
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12412680
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12793469
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12793469
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7789476
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7789476
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7789476
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12149530
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12149530
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12149530
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8824855
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8824855
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10780765
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10780765
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11306740
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11306740
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15102631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15102631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8049824
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8049824
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9462318
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9462318
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9462318
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1412096
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1412096
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8025424
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8025424

Environmental Health 2008, 7:57

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

Sherman CB, Tosteson TD, Tager IB, Speizer FE, Weiss ST: Early
childhood predictors of asthma. American Journal of Epidemiology
1990, 132:83-95.

Peat JK, Tovey E, Toelle BG, Haby MM, Gray EJ, Mahmic A, Woolcock
AJ: House dust mite allergens: A major risk factor for child-
hood asthma in Australia. Am | Respir Crit Care Med 1996,
153(1):141-6.

Strachan DP, Cook DG: Parental smoking and childhood
asthma: longitudinal and case-control studies. Thorax 1998,
53:204-12.

Dold S, Wijst M, von Mutius E, Reitmeir P, Stiepel E: Genetic risk for
asthma, allergic rhinitis and atopic dermatitis. Archives of Dis-
ease in Childhood 1992, 67:1018-22.

Hodge L, Salome C, Peat J, Haby M, Xuan W, Woolcock A: Con-
sumption of oily fish and childhood asthma risk. Medical Journal
of Australia 1996, 164:137-40.

Brooks AM, Byrd RS, Weitzman M, Auinger P, McBride |T: Impact
of low birth weight on early childhood asthma in the United
States. Arch Pediatr Adolesc Med 2001, 155(3):401-406.

Anderson HR, Gupta R: Trends in asthma. London: Aesculapius;
2002.

Ng-Man-Kwong G, Proctor A, Billings C, Duggan R, Das C, Whyte
MK, Powell CVE, Primhak R: Increasing prevalence of asthma
diagnosis and symptoms in children is confined to mild symp-
toms. Thorax 2001, 56:312-4.

Anderson HR, Bland |M, Patel S, Peckham C: The natural history
of asthma in childhood. Journal of Epidemiology and Community
Health 1986, 40:121-9.

Renzoni E, Forastiere F, Biggeri A, Viegi G, Bisanti L, Chellini E, Cic-
cone G, Corbo G, Galassi C, Rusconi F, Sestini P, on behalf of the SID-
RIA collaborative group: Differences in parental- and self-report
of asthma, rhinitis and eczema among Italian adolescents.
European Respiratory Journal 1999, 14:597-604.

Court CS, Cook DG, Strachan DP: Comparative epidemiology of
atopic and non-atopic wheeze and diagnosed asthma in a
national sample of English adults. Thorax 2002, 57:951-7.

http://www.ehjournal.net/content/7/1/57

Publish with Bio Med Central and every
scientist can read your work free of charge

"BioMed Central will be the most significant development for
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
« available free of charge to the entire biomedical community
« peer reviewed and published immediately upon acceptance
« cited in PubMed and archived on PubMed Central
« yours — you keep the copyright

Submit your manuscript here: O BioMedcentral
http://www.biomedcentral.com/info/publishing_adv.asp

Page 10 of 10

(page number not for citation purposes)



http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2356817
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2356817
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8542107
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8542107
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9659358
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9659358
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1520004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1520004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8628130
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8628130
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11231809
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11231809
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11231809
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11254824
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11254824
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11254824
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10543281
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10543281
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12403877
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12403877
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12403877
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/publishing_adv.asp
http://www.biomedcentral.com/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Prevalence
	Studies in North and South America
	Studies in Europe
	Studies in the Eastern Mediterranean and Africa
	Studies in Asia
	Studies in Australasia
	Subgroup analysis: Studies in Australia and the UK

	Discussion
	Conclusion
	Competing interests
	Authors' contributions
	Additional material
	Acknowledgements
	References

