EDITORIAL

PREVENTION AND COMPLIANCE PROBLEMS

The increased incidence of allergic diseases, especially asthma, is a well demonstrat-
ed, although controversial phenomenon’. The wide statistical differences among coun-
tries and even within the same country are notable and are often due to climactic, envi-
ronmental, or socioeconomic factors?*. Another possibility is that the diagnosis of asthma
is based on distinct criteria, sometimes including processes with similar symptoms
(shortness of breath, wheezing) but with distinct etiopathogenesis and progression, al-
though in some cases the therapeutic measures may be fairly similar.

Whatever the case, many of the causes of allergic diseases are unknown, while oth-
ers are still under investigation. In addition to an atopic predisposition, the environment
is undoubtedly a determining factor in most patients and especially in respiratory disease.
Asthma has become a public health problem with social, occupational and economic
repercussions. As pointed out by Reha Cengizlier et al in the present issue of Allergolo-
gia et Immunopathologia, its risk factors can be evaluated®. Hence the need to establish
measures designed to prevent the disease or at least to minimize its severity. Prevention
should involve the parents, when the aim is to prevent the onset or progression of these
diseases in children, the patients themselves, industry and commercial employers (pre-
vention of occupational allergic disease), the health authorities, and the government.

Prevention, in any of its phases (primary, secondary, tertiary and what can be called
fourth, or pre-occupational, prevention®) is based firstly on environmental measures inside
and outside the home. Reducing external contaminants depends to a large extent on
measures that fall under the jurisdiction of local or state governments, some of these
measures being more difficult and slower to implement than others. However, in addi-
tion to environmental measures, the onset of allergic disease depends on other ele-
ments, some of which have been demonstrated while others are still under investiga-
tion. Most of these elements can be influenced by affected individuals or families.

In primary prevention, doubts remain about the role of some factors in preventing or
causing the onset of allergic diseases before birth or in the first few months of life
in at-risk infants. Such is the case of what is known as the hygiene hypothesis and the in-
take of omega-3 fatty acids. The role of these factors is still being debated, although the
protective effect of both measures seems to be well established, as is that of breast-feed-

ing in delaying the onset of allergic disease”®.
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Preventive measures are not always easy to apply, even though the factors that en-
courage the development of allergic disease have been clearly established by numerous
studies. The degree of compliance with preventive measures, whether by families or in-
dividuals, largely depends on the incidence of allergic disease within the family, on family
members’ awareness of their responsibility in the onset or progression of the disease in
their children, and on the information received by patients themselves concerning the
risks of disease progression, especially that of asthma, posed by the family and occupa-
tional environment and by smoking™". On other occasions failure to comply with the
treatment prescribed can be due to carelessness, fear of prolonged medication, or lack of
information on what it is hoped will be achieved with each drug. Faulty use of inhalers or
incorrect application of immunotherapy, when these treatments are prescribed, are fre-
qguent reasons for an unfavorable clinical course, which can sometimes be hard for the
physician to understand since patients often hide poor compliance’.

Adequate prevention is not always achieved in the family environment, measures in-
clude avoiding smoking in pregnancy or secondhand smoke in the home, not having
family pets, eliminating or reducing items that can accumulate dust, and taking extra
care with cleanliness. WWhen other members of the family are affected, especially children,
the severity of the process and socioeconomic status are determining factors that en-
courage the adoption of strict preventive measures in the home. In patients themselves,
determining factors are the severity of the process or the social or occupational difficulties
caused by the disease, as well as patients’ degree of awareness and acceptance of their
ability to reduce risks. The role played by health professionals involves informing patients
and their families of the effectiveness of preventive measures, of the need for strict
compliance with prescribed drugs, and on the correct use of inhalers.

In conclusion, to reduce the incidence of allergic diseases, studies designed to identi-
fy their environmental causes and the preventive measures with demonstrated effec-
tiveness in controlled studies are insufficient to achieve the desired results™. Intervention
in the at-risk population is required. Such interventions would aim to make this population
understand its responsibility in the onset of allergic diseases in children and in their pro-
gression in children and adults, the effectiveness of preventive measures, and the need
for strict compliance with the prescribed treatments. Explanation of the aims of each

treatment may even be required to increase patients’ awareness™.

F Murioz-Lopez
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