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Introduction

Peter D Sly

Managing lung diseases makes up a large part
of the daily work of general practitioners, pae-
diatricians, specialists in internal medicine, and
respiratory physicians. While the spectrum of
diseases managed by these diVerent groups
may diVer, many of the diseases are likely to
have common origins and are influenced by
early life events. The fetal origins of disease
have been recognised recently in the relation-
ships between birth weight and cardiovascular
disease in adults in the UK and have led to the
so-called Barker hypothesis.1 This initial report
has led to a growing interest in determining
how early life events can influence the expres-
sion of disease later in life. This is particularly
true for lung diseases with a growing recogni-
tion of the influences of the intrauterine
environment on lung growth and development.
The most well known example of this has been
the eVects of maternal smoking on lung
growth.2–5 However, the influences of other
environmental factors such as premature
birth,6–8 maternal diet, and allergen exposure
on subsequent respiratory disease are attract-
ing increasing attention.9–12

Respiratory infections are common during
the first few years of life and the vast majority
are mild. However, there is a growing recogni-
tion that viral infections in early life, even mild
infections, may be associated with long term
sequelae.13 14 Recurrent wheezing following
severe acute viral bronchiolitis requiring ad-
mission to hospital is well recognised, but the
eVects of less severe viral lower respiratory
infections have not been recognised until
recently.15 There is currently confusion in the
literature as to whether respiratory infections
early in life promote or protect against the
development of asthma later.16–18 This is partly
due to the failure to distinguish adequately
between site of infection (upper respiratory
versus lower respiratory), causative agent
(whether the respiratory syncytial virus pro-
duces a diVerent pattern of long term sequelae
from other viruses), and the clinical phenotype
(transient infantile wheeze versus atopic
asthma). An understanding of the true rela-
tionships between respiratory infections in
early life and lung diseases in adult life will
allow a better understanding of the disease
mechanisms underlying some adult lung dis-
eases.

The pattern of respiratory diseases managed
by the adult respiratory physician is changing.
With increasing survival of children with cystic

fibrosis, the development of cystic fibrosis clin-
ics in adult hospitals has become necessary.
Mechanical ventilation was introduced to
increase the survival of infants born prema-
turely a little over 30 years ago. Since that time
major advances have occurred in neonatal
intensive care and in mechanical ventilation
such that infants born as early as 22 weeks ges-
tation are routinely treated in many neonatal
units and many survive. Northway originally
described the radiological appearance of a
chronic lung disease of prematurity, which he
called bronchopulmonary dysplasia, in 1967.19

This was thought to be the consequence of
mechanical ventilation and hyperoxia on the
lungs. Since the original description the pattern
of disease has changed. With the survival of
infants who are in the early phases of alveolar
development, the type of lung injury seen with
mechanical ventilation and hyperoxia in these
infants has changed.20 While we do not know
with certainty what problems these children
may have in adult life, one would predict that
they may have increased respiratory problems
as their lung function undergoes the decline
associated with aging.

In order to highlight some of the issues that
may confront adult respiratory physicians in
the future, a series on the paediatric origins of
adult lung diseases has been compiled. A series
of articles, edited by Stephen Stick and myself,
will be presented in coming issues of Thorax.
The series consists of two parts. In the first part
general developmental issues will be covered to
set the scene for more specific, disease
orientated, articles in the second part. The first
article by Stephen Stick entitled “The contri-
bution of airway development to paediatric and
adult lung diseases” highlights the diVering
influence of adverse insults depending on the
timing of the insult. The second article entitled
“Prevention of asthma and atopic diseases in
adults begins in childhood” by Patrick Holt
and Peter Sly reviews developmental aspects of
primary allergic sensitisation and how this may
translate into atopic disease. The third article
on “The genesis of adult sleep apnoea in child-
hood” by Francis McNamara and Colin Sulli-
van outlines how developmental factors play an
important part in this most adult of adult
respiratory diseases. Finally, Peter Le Souef
discusses how “Tobacco related lung diseases
begin in childhood”, especially in relation to
initiating the addiction to nicotine which is
central to the problem we face with smoking.
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The second part will focus on the adult con-
sequences of specific paediatric lung diseases.
Max Zach and Ernst Eber review the eVects of
congenital lung diseases, Erika von Mutius
clarifies the relationship between wheezing
illnesses and asthma in childhood and adult
lung function and asthma, Philip Robinson
reports how cystic fibrosis is becoming more of
a problem to adult physicians, and Ernst Eber
introduces chronic neonatal lung disease to a
new audience and shows how this may become
the adult chronic obstructive lung disease of
the future.

Having read the articles published in this
series, adult physicians should have a greater
awareness of the issues currently facing paedi-
atric pulmonologists and of how these issues
are likely to impact on the practice of adult res-
piratory medicine in the near future.
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