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within children. This has been found to be most notable
within teenage boys who, perhaps coincidentally, are the sub-
group for whom the resistin/uric acid index has been found
to be most useful within this study.3 It would be beneficial
to see further studies or analyses confirming efficacy of this
measure using triponderal mass index or waist-to-height
ratio.

Rhys Dore, BMBCh
Brighton and Sussex University Hospitals NHS Trust

Royal Sussex County Hospital
Brighton, United Kingdom
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Reply
To the Editor:
We appreciate Dr Dore’s comments regarding our study

on the usefulness of the resistin/uric acid index to predict
weight loss in adolescents with overweight or obesity.

First, we agree that in the group where there was a decrease
in body mass index (BMI), both uric acid and the resistin/
uric acid index had different values than those in the group
with no BMI reduction. However, we clarify that, in the first
group, uric acid levels were higher (6.3 � 1.7 vs 5.3 � 0.7),
but it was the opposite for resistin/uric acid index
(2.7 � 0.6 vs 3.0 � 0.4) (see Table II).

Unlike previous studies, we observed that there was an in-
verse correlation of high levels of uric acid with decrease of
DBMI z-score, in contrast, the resistin/uric acid index values
were associated with reduced BMI and weight loss (see
Figure 1 and Table III). These discrepancies may be due to
the study design. Menekos et al reported that higher uric
acid levels were found in adults who lost more weight after
bariatric surgery, but these patients were only evaluated in
the first month after the surgical event.1 In our study, adoles-
cents with overweight or obesity were evaluated for one year,
under supervised lifestyle interventions.

Regarding leptin levels, because we did not find them asso-
ciated with changes in BMI or weight, our results seem to
confirm that at the time of measurement, serum leptin levels
are correlated with adiposity values.2,3 For resistin levels, they
could be considered as a predictor of long-term outcomes, as
already described.4,5
186
In contrast, the effect of the comorbidities associated with
obesity was analyzed. In the linear regression model of DBMI
z-score which included hypertriglyceridemia, hypoalphalipo-
proteinemia, and high levels of low-density lipoprotein
cholesterol, the coefficients for resistin/uric acid index
(0.17) and males (0.15) were similar to those described in Ta-
ble V. Of note, in this analysis none of the relationships with
these three comorbidities was statistically significantly
(P = .795, P = .839, and P = .734, respectively).
Last, the comment on triponderal mass index is very inter-

esting, so we proceeded to carry out the same analyses used
for the DBMI z-score. Overall, we had similar results, partic-
ularly in the linear regression model for Dtriponderal, the co-
efficient obtained from the resistin/uric acid index was 0.58
(95% CI, 0.25-0.91), which was greater than those obtained
DBMI z-score.
We agree it is important to do more research to validate

our findings, before they are used as part of the routine
screening of adolescents with overweight or obesity.

Miguel Villas�ıs-Keever, MD
Jessie Zurita-Cruz, MD, PhD

Medical Research Unit in Clinical Epidemiology
XXI Century National Medical Center

Mexican Institute of Social Security
Mexico City, Mexico
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Poor asthma control remains a risk
factor for severe anaphylaxis
To the Editor:
We have read with interest the report by Dribin et al inves-

tigating the association between history of asthma and
anaphylaxis severity in children.1 The authors concluded
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that children hospitalized for anaphylaxis with a medical his-
tory of asthma were not more likely to have severe anaphy-
lactic reactions compared with children without asthma.
However, we noticed that asthma control status at the time
of anaphylaxis was not determined in the study. As
mentioned by the authors, a position paper from the Euro-
pean Academy of Allergy and Clinical Immunology identifies
asthma as a risk factor for fatal anaphylaxis, but it does also
specify that this mainly concerns “severe and uncontrolled
asthma.”2 Previous observations from independent series
pointed out that asthma control status at the time of the
event was of primary importance. A report on 1094 patients
with an allergy to peanut or nuts showed that life-threatening
bronchospasm was more likely in patients with severe asthma
(relative risk 6.8 [4.1-11.3]) than in patients with milder
asthma (relative risk 2.7 [1.7-4.0]).3 Data on cases of fatal
anaphylaxis in the United Kingdom between 1992 and
2006 suggested that overuse of salbutamol, lack of daily
inhaled steroid, and asthma exacerbation were associated
with fatal food reactions.4 Therefore, suboptimal asthma
control currently is recognized as a risk factor for severe
and fatal anaphylaxis.5 With this background, we suggest
that clinicians should be cautious and continue to focus on
the disease control status when approaching patients with
asthma at risk for anaphylaxis. In clinical practice, it is well
known that the anamnestic perception and recognition of
good asthma control in a self-reporting adolescent may be
vague and unreliable. Considering all patients with asthma
history as not exposed to a greater risk of fatal anaphylaxis,
regardless of their asthma control status, may mislead clinical
decision-making.

Veronica Grigoletto, MD
University of Trieste

Laura Badina, MD, PhD
Allergy Unit

Department of Pediatrics
Institute for Maternal and Child Health – IRCCS Burlo

Garofolo

Egidio Barbi, MD, PhD
Department of Pediatrics

Institute for Maternal and Child Health – IRCCS Burlo
Garofolo

University of Trieste
Trieste, Italy
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Reply
To the Editor:
We thank Grigoletto et al for their thoughtful letter

regarding our report. We agree with the authors’ conclu-
sion that clinicians should consider history of asthma and
asthma control status when managing children with
anaphylaxis. In support of their conclusions, the authors
cite a study evaluating anaphylactic reactions from peanuts
and tree nuts in an outpatient allergy center.1 In contrast to
our report, this study includes limited allergens and may
represent a more severe cohort of patients with a greater
predilection for asthma and/or severe anaphylaxis based
on their referral to an allergy center. Thus, it is difficult
to compare their findings with our own, or generalize
them to the care of children presenting to emergency de-
partments (EDs) with anaphylaxis.
In our study, we accounted for potential differences in

asthma severity and control status by performing a subanal-
ysis to determine whether children with a history of asthma
receiving inhaled corticosteroids were more likely to have se-
vere anaphylactic reactions than children with a history of
asthma not receiving inhaled corticosteroids (OR 1.14; 95%
CI 0.68-1.94). We believe this was the best approach to eval-
uate the potential effect of asthma control on anaphylaxis
severity within the limitations of our retrospective study
design, in which we could not accurately assess the level of
asthma control (eg, nighttime awakenings, interference
with normal activity, frequency of use of short-acting inhaled
beta agonists for symptom control) in the electronic health
record.2

Based on the letter by Grigoletto et al, we performed an
additional subanalysis to determine whether children with
asthma with potential surrogates of asthma control status,
including previous ED encounters for asthma exacerba-
tions (n = 128), severe ED encounters for asthma exacer-
bations (defined as emergency severity index levels 1 and
2; n = 51), or previous intensive care unit admissions
for asthma exacerbations (n = 12), were more likely to
have severe anaphylactic reactions. Children with these
asthma-specific covariates were not more likely to have se-
vere anaphylactic reactions (52.3% vs 63.1% [P = .11];
187
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