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ABSTRACT

Objective; This study was conducted to see the parental feedback regarding the prevalence of asthma symptoms in
their children.

Study Design: A cross sectional study.

Place and Duration of Study: This study was conducted in a local school from December 2012 to March 2013.
Materials and Methods; This is a questionnaire based descriptive cross-sectional study. We selected a local school
in which there are around 500 students.

Results: We had 238 questionnaires back out of 500, showing response rate of 47.6%. We found that 38 students
had asthma, almost 16%, and there was male predominance. Night cough was the most common complaint in these
students. Parental asthma was noted in 18% of the asthmatics.

Conclusion; This questionnaire based study revealed asthma to be more common in this part of Pakistan. More
studies are required to see the validity of the observation. Asthma being more common and an important health
concern, requires prompt health education of the public and health professionals as well as further research work.
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INTRODUCTION

Asthma is a major cause of childhood disability?3* as
it has an acute and chronic nature of the disease. The
suggested etiology of airway inflammation in asthmatic
children has been described as variable, depending on
the age®. Certain viral infections like rhinovirus and
respiratory syncytial virus, are known to cause
wheezing episodes and may lead to allergen
sensitization Sand subsequent asthma especially in
younger age group. Sensitization and exposure to
allergens is the major cause of allergic airway
inflammation in older children. Recent evidence has
been found in favor of synergistic effect between viral
infections and aeroallergens exposure, leading to
subsequent sensitization in genetically predisposed
children”®. In asthma, airway inflammation is
characterized by infiltration of inflammatory cells,
including mast cells, eosinophils and neutrophils. This
cell infiltration subsequently leads to bronchial hyper
responsiveness (BHR). Chronic inflammatory processes
lead to persistent changes of the airways and airway
remodeling. % 1°

Most of the children have mild or moderate disease,
that can be managed by avoidance of triggering factors
and with the help of medications, such as inhaled
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short-acting .-receptor agonists (SABA), inhaled
corticosteroids  (ICS), long-acting  Po-receptor
agonists (LABA) and leukotriene receptor antagonists
(LTRA) 12, The aim of treatment is to achieve good
asthma control by having minimum day and night
symptoms ensuring a quality normal life. Asthma
control is defined as “to which extent the manifestations
of asthma have been reduced or removed by treatment”
13, About 5% of all asthmatic children have chronic
symptoms and recurrent exacerbations even with
maximum treatment with conventional medications .
Such patients are termed as severe asthmatics. As there
are no specific biomarkers of this disease, severe
asthma is currently being defined on the basis of the
intensity of treatment required to improve asthma
control, and the level of control achieved 516, In order
to improve the asthma management, practice guidelines
published by the National Heart, Lung, and Blood
Institute (NHLBI) recommend that all patients should
receive asthma education'’. Establishing an ongoing
partnership between physician and family is an
essential component of the NHLBI guidelines®.
Without appropriate self-management and asthma
education, physician’s recommendations are less likely
to prevent asthma morbidity'® 2% In Pakistan there has
been little work on the epidemiology of asthma, and we
have done this study to help in this regard.

MATERIALS AND METHODS

This is a questionnaire based descriptive cross-sectional
study. We selected a local school in which there are
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around 500 students. We modified the International
Study of Asthma and Allergies in Childhood (ISAAC)
protocol. The teachers were informed about the
objectives of the survey as well as the parents. This
study was completed in three months. Questionnaires
were answered by the parents. Students were labeled as
asthmatics that had one or more of the following
features:

Diagnosed asthma by some physician, repeated attacks
of shortness of breath, had ever been on nebulistaions/
inhaler, being wheezy/noisy breathings, chestiness,
night time coughing, breaths difficulties, increased
symptoms during winters and exercise induced dyspnea
and coughing..

RESULTS

We received 238 questionnaires out of 500, showing
response rate of 47.6%. Among these 57.6% were
males and 42.4% were females. We labeled 38(16%)
students as asthmatics. Mean age was 9.8 years. In
these asthmatics 25 were males and 13 females. There
were 5 students where parents were already aware of
the diagnosis, made by some physician. Night time
coughing was the most common symptom 57%,
followed by winter associated exacerbations.

10 asthmatics had history of allergic rhinitis and 9 had
history of skin allergies. We found that 18% of
asthmatics had parental history of asthma.

Details of Asthmatic (38) students

Age Minimum 4 years
Maximum 15 years
Mean 9.8 years
Gender Males 25
Females 13
Already diagnosed cases 5 13%
Repeated attacks of 13 34%
dyspnea
Nebulistaions / inhalers use | 8 21%
Wheezing attacks 8 21%
Chestiness 15 39%
Night cough 22 57%
Increased symptoms during | 18 47%
winters
Exercise induced dyspnea 14 36%
Skin allergy 9 23%
Allergic rhinitis 10 26%
Food allergy 3 7%
Parental asthma 6 15%
Parental allergic rhinitis 7 18%
Parental skin allergy 6 15%

DISCUSSION

Asthma affects >6 million children, of whom over half
suffer from an asthma episode annually?*. Preterm birth
is associated with chronic lung disease in infancy and
asthma like symptoms in later childhood??. The
prevalence and morbidity of asthma, allergic rhinitis

and atopic dermatitis are increasing worldwide?®. The
prevalence of wheeze in the past 12 months (current
wheeze) ranged from 0.8% in Tibet (China) to 32.6% in
Wellington (New Zealand) in the 13-14 year olds 2.
Asthma remains the most common chronic disease of
childhood in the world2> % and is one of the leading
causes of morbidity in children?. In inner-city schools
in the United States of America, a survey using a brief
questionnaire derived from the ISAAC wheezing
questionnaire showed 60% under diagnosis of asthma.
After validation of the diagnosis by a physician, it was
concluded that school screening of asthma by a
questionnaire is a valid tool even in deprived
populations and regardless of the language 2 %°.

This study provides questionnaire based information on
asthma. There have been local as well as international
studies on such basis. Our study found frequency of
asthma as 16% which may be a relative indicator of the
prevalence. Similar results were seen in a study in
Karachi®. However, this is higher than the other local
studies®%2, The one in such age group found asthma
(nocturnal) in 6% of the students®® while the other
found the frequency as 9.2% in adults aged 18-24
years®, There is wide variation in prevalence of asthma
throughout the world ranging from 2.4% in Jodhpur
(India) to 37.6% in Costa Rica®*. There seems to be a
rise in the number of asthma patients which may be
multifactorial, like exposure to environmental tobacco
smoke, industrial wastes and deficiency of vitamin D%,
We also found in our study that nocturnal symptoms are
the most commonly reported symptoms as was found in
some other studies as well. As this was reported by the
parents, it might have been the most disturbing feeling
for them. The most common symptoms after night
symptoms were increased symptoms during winters and
chestiness respectively.

Our study found, increased number of male patients
than female as in the other local study but parents were
aware of the asthma in 13% of cases in our study while
they were aware in 6% of cases in that study3! .

A rising number of asthma patients can be the rising
number of the acute severe asthma as well so more
careful and large group studies are required to improve
the awareness and education of community and health
care professionals.

We also found a strong association of asthmatic
individuals with allergic rhinitis, skin allergy and
parental allergies. As the sample size was not that big in
our study it might not be the real picture of the problem,
so large scale studies will be more helpful. The study
might have overestimated or underestimated the facts,
as the questions were answered by the parents who
might not have sufficient awareness of asthma.

CONCLUSION

Questionnaire based studies can be quite helpful to see
the burden of the diseases like asthma in our country as
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well. We found asthma to be a common problem in our
study group. As the asthma is becoming more common
such studies should be encouraged and should be of
large scale. Similarly, asthma education should be
spread more efficiently to help the community to
understand and get proper treatment for this rising
health problem.
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REFERENCES

1. Bloomberg GR, Banister C. Socioeconomic,
Family, and Pediatric Practice Factors That Affect
Level of Asthma Control. Pediatrics 2009;123(3):
829 -835.

2. Adams PF, Hendershot GE, Marano MA. Centers
for Disease Control and Prevention/National
Center for Health Statistics. Current estimates from
the National Health Interview Survey, 1996. Vital
Health Stat 10 1999;200:1-203.

3. Newacheck PW, Halfon N. Prevalence, impact,
and trends in childhood disability due to asthma.
Arch Pediatr Adolesc Med 2000;154 (3):287-293.

4. Akinbami L; Centers for Disease Control and
Prevention, National Center for Health Statistics.
The state of childhood asthma, United States,
1980-2005. Adv Data 2006;(381):1-24.

5. Hedlin G, Konradsen J, Bush A. An update on
paediatric asthma. Eur Respir Rev 2012;21(125):
175-185.

6. Holt PG, Strickland DH, Sly PD. Virus infection
and allergy in the development of asthma: what is
the connection? Curr Opin Allergy Clin Immunol
2012; 12: 151-157.

7. Jackson DJ, Evans MD, Gangnon RE. Evidence for
a causal relationship between allergic sensitization
and rhinovirus wheezing in early life. Am J Respir
Crit Care Med 2012;185:281-285.

8. Martinez FD. New insights into the natural history
of asthma: primary prevention on the horizon. J
Allergy Clin Immunol 2011;128: 939-945.

9. 9-He XY, Simpson JL,Wang F. Inflammatory
phenotypes in stable and acute childhood asthma.
Paediatr Respir Rev 2011; 12: 165-169.

10. Bossley CJ, Fleming L, Gupta A. Pediatric severe
asthma is characterized by eosinophilia and
remodeling without T(H)2 cytokines. J Allergy
Clin Immunol 2012;129:974-982.

11. Thomas A, Lemanske RF, Jackson DJ. Approaches
to stepping up and stepping down care in asthmatic
patients. J Allergy Clin Immunol 2011;128:
915-924.

12. Bonfield TL, Ross KR. Asthma heterogeneity and
therapeutic options from the clinic to the bench.
Curr Opin Allergy Clin Immunol 2012;12:60-67.

13.

14,

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Taylor DR, Bateman ED, Boulet LP. A new
perspective on concepts of asthma severity and
control. Eur Respir J 2008;32:545-554.

Lang A, Carlsen KH, Haaland G, Severe asthma in
childhood: assessed in 10 year olds in a birth
cohort study. Allergy 2008;63:1054-1060.

Global Initiative for Asthma. Global strategy for
asthma management and prevention. 2008.
Updated. December.2009. www.ginasthma.org/
uploads/users/files/GINA_Report2011_May4.pdf.
Bush A, Zar HJ.WHO universal definition of
severe asthma. Curr Opin Allergy Clin Immunol
2011;11:115-121.

National Heart, Blood, Lung Institute. Expert Panel
Report 2: Guidelines for the Management of
Asthma. Bethesda, MD: National Heart, Blood,
Lung Institute; 1997: National Institutes of Health
Publication No. 97-4051.

Cabana MD, Chaffin DC, Jarlsberg LG. Selective
Provision of Asthma Self-Management Tools to
Families. Pediatrics 2008;121(4):e900 -e905.
Adams R, Fuhlbrigge A, Guilbert T, Lozano P,
Martinez F. Inadequate use of asthma medication
in the United States: results of the Asthma in
America National Population Survey. J Allergy
Clin Immunol 2002;110(1):58- 64.

Fuhlbrigge AL, Guilbert T, Spahn J, Peden D,
Davis K. The influence of variation in type and
pattern of symptoms on assessment in pediatric
asthma. Pediatrics 2006;118(2):619— 625.
American Lung Association. Trends in Asthma
Morbidity and Mortality 2007 (November 2007).
Available  at:  www.lungusa.org/site/pp.asp?c=
dvLUK900E&b=33347. Accessed February 5,
2008.

Crump C, Winkleby MA, Sundquist J. Risk of
Asthma in Young Adults Who Were Born Preterm:
A Swedish National Cohort Study. Pediatrics 2011;
127(4):€913 -920.

Jee HM, Kim KW, Kim CS. Prevalence of Asthma,
Rhinitis and Eczema in Korean Children Using the
International Study of Asthma and Allergies in
Childhood (ISAAC) Questionnaires.  Pediatr
Allergy Respir Dis 2009;19(2):165-172.

Lai CKW, Beasley R, Crane j. Global variation in
the prevalence and severity of asthma symptoms:
Phase Three of the International Study of Asthma
and Allergies in Childhood (ISAAC) .Thorax
2009;64:476-483.

Mannino DM, Homa DM, Akinbami LJ, Moorman
JE, Gwynn C, Redd SC. Surveillance for asthma--
United States, 1980-1999. MMWR Surveill Summ.
2002; 51:1-13.

CDC. Asthma prevalence, health care use, and
mortality, 2002. Hyattsville, MD: US Department
of Health and Human Services, CDC, National
Center for Health Statistics; 2004.


http://www.ginasthma.org/uploads/users/files/GINA_Report2011_May4.pdf
http://www.ginasthma.org/uploads/users/files/GINA_Report2011_May4.pdf
http://www.lungusa.org/site/pp.asp?c=dvLUK900E&b=33347
http://www.lungusa.org/site/pp.asp?c=dvLUK900E&b=33347

Med. Forum, Vol. 26, No. 4

April, 2015

217.

28.

29.

Augusto A. Litonjua.Childhood asthma may be a
consequence of vitamin D deficiency.Curr Opin
Allergy Clin Immunol 2009;9(3):202-207.

Galant SP, et al. Predictive value of a cross-cultural
asthma case detection tool in an elementary school
population. Pediatrics 2004;114(3):e307—e316.
Mohammad Y, Tabbah K, Mohammad S.
International Study of Asthma and Allergies in
Childhood: phase 3 in the Syrian Arab Republic.
EMHJ 2010;16(7).

30.

31.

32.

Hasnain SM, Khan M, Saleem A, Wagar MA.
Prevalence of asthma and allergic rhinitis among
school children of Karachi, Pakistan, 2007. J
Asthma 2009;46(1):86-90.

Mustafa G, Khan PA, Igbal I. Nocturnal Asthma in
school children of south Punjab. Pak J Ayub Med
Coll Abbottabad 2008;20(3).

Khan HD, Amir M, Khan MN. Frequency of
Asthma among students of Army Medical College.
Ann Pak Inst Med Sci 2011;7(3):142-145.



file:///D:/pubmed/
file:///D:/entrez/eutils/elink.fcgi
file:///D:/entrez/eutils/elink.fcgi

