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ABSTRACT
Background: Asthma is a chronic inflammatory airway disease, affecting adults and children of all ages.

Objective: Objective of this study was to assess the socio-cultural aspect of asthma patients visiting NIH allergy center
Islamabad.

Methodology: A cross-sectional survey was conducted in NIH allergy center Islamabad from 1th March to 30th August
2010. Itincluded 800 Patients. They were selected by convenience sampling techniques. Socio-cultural variables were
recorded on a pre designed questionnaire performa.

Result: Out of 800 patient 47.5% were females and 53.5 were males. 72.2% were housewives, and 22.7% males be-
longing to office job group from both rural and urban areas. 67.5% patients mean income was Rs 5000/pm and 11.25%
mean income Rs 15000/pm. 52.40% had some knowledge about asthma and 28.75% had no knowledge.77.5% had
good understanding of asthma symptoms. 95% were doctor diagnosed cases. In 71.25% daily life activities were af-
fected by asthma. 61.25% had problem with more than four environmental factors triggers. Dust, perfume, cigarette
smoke, automobile smoke, weather change, thresher dust and pollen were the main factors in most patients. 61.25%
had mean expenditure of Rs 500/ per month. 89.45% females had no problem in taking treatment from male doctor
and in 65% patients had communication gap.

Conclusion: This study revealed that low socioeconomic status, educational level, presence of asthma triggering
agents, less disease knowledge, and lack of effective communication between doctor and patient are some of the
factors affecting the quality of life of asthma patients.
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INTRODUCTION

Asthma is a chronic inflammatory airway disease
affecting adults and children of all ages. In half of the
cases the onset is before ten years of age1. If not ad-
equately controlled asthma can cause considerable
limitations on the physical, social and psychological
aspects of the patients. In children reduce participation
in family affairs and increase absentees from the school
have been seen2. It is estimated that 300 million people
around the world are suffering from asthma and the
prevalence is increasing globally by about 15% every
decade 2, 3, 4.

Asthma is the problem faced by both developed
and developing countries. The main causes in increases
cases are associated with urbanization and adaptation
of westernized life style. In developing countries, factors
like poverty, lack of education, limited recourses and
unsatisfactory infrastructure can cause a significant
barrier to asthma management. Some other factors like
under diagnosis, under treatment by physician, poor
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patients compliance and communication gap between
doctor and patient needs further evaluation 2,4.

In Pakistan too, the asthma is on the rise. In
children between 13-14 years of age the prevalence is
5-10%. Atopy and environmental factors are the main
causes3,5.e.g. in tannery workers in Karachi the prev-
alence is around 10.8%6. Additional factors like treating
physicians do not follow the proper asthma guidelines
either due to negligence or less knowledge or improper
understanding of the path physiology of disease and
the attitude and belief of patient’s results in poor patient
compliance.

A study was conducted at the Allergy Centre NIH
Islamabad to assess the social and cultural aspect of
asthma in patients of different sexes, ethnicity and areas
with different social, cultural, educational and linguistic
background.

MATERIAL AND METHODS

A cross sectional survey was performed from 1st
March to 30th August 2010 at the Allergy Centre, NIH
Islamabad. The sample size was 800 consisting of gen-
der of both sexes with ages 10-60 years. Selection of the
participants was based on non probability convenient
sampling method.
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The inclusion criteria were all new cases of asth-
ma, between ages 10 — 60 years, atopic with positive
skin prick test. The exclusion criteria were patients
suffering from other diseases, other forms of allergies
and uncertain cases of asthma. A semi structured
questionnaire was prepared and used for recording re-
spondent’s interviews. Informed consent was obtained
after briefing them on the objectives of the study. The
questionnaire contained questions regarding demo-
graphic and socio-cultural characteristics. Frequencies
distribution and percentages were calculated from the
relevant data.

RESULTS

The demographic variables for age, gender and
location are given in Table 1 and 2. Majority of the males
were between 31-40 years i.e. 38% with mean age 35
years. Majority of the females were in age range 10-20
years i.e. 31.5% with mean age 18 years.

Regarding severity of asthmatic attacks and the
type of treatment taken, Out of 800 patients (240) 30%
had mild episodic attacks; (130)16.2% had moderate
attacks some time needing emergency treatment and
(870)46.2% had severe attacks needing hospitalization
on many occasion during the year while (60 ) 7.5%
did not respond. With regard to treatment 200/800 or
25% preferred treatment at home taking drugs already
prescribed and avoiding doctor and also taking home
made remedies;(440) 55% preferred regular OPD visits
for follow up as well as for any modification in treatment;
(160)20% were those who gave history of either emer-

gency room visit or hospitalization during the year.

When inquiring about expenditure incurred on
asthma 490 /800 or 61.25% spend Rs 200 — 1000/
month mean Rs 500/ month; 110 or 13.75% Rs 1100
—1800/month, mean Rs 1500/ month; (130)16.25% Rs
1900 - 2700/month, mean Rs 2000/ month; (30) 3.75%
Rs 2800 - 3600/month, mean Rs 3000/ month; 10 or
1.25% Rs 4500/month whereas (30) 3.75% preferred
free treatment from government dispensary.

Assessing the patients’ performance of routine
work and days of absence from school/office/work place
280/800 or 35% had difficulty in performing routine
work; 440 or 55% had no problem whereas 80 or 10%
did not respond. Out of 280 patients who had difficulty
in performing work, 60 or 21.4% remain absent for 1
-2 days/month; (30) 10.7% for 6 —7 days/month; 40 or
14.2% for 8 —12 days/month; 30 or 10.7% for 10 — 15
days/month; 60 (21.4) % were unable to work for more
than two months in a year while 60 or 21.4% could not
work at all.

Regarding cultural variables, problem faced by
the female patients in obtaining treatment from male
doctor, 340/380 (89.4%) female patients faced no
problem whereas 40(10.5%) had issues of purdah in
their area. 280/800(35%) had language problem in
communication with doctor, whereas 520/800 (65%)
faced no problem. Out of these 280 patients 140(50%)
had to communicate with the doctor through their
spouses, 70 (25%) had to take help from their relatives,
40(14.2%) from friends and 30 (10.7%) had to involve a
staff member of allergy centre.

Table 1: Demographic characteristic (Gender and Age wise)

Gender |Freq () | % Age Range
10-20 21-30 31-40 41-50 51-60
f % f % f % f % f %
Male 420 52.5 60 14.2 120 28.5 160 38 60 14.2 20 4.7
Female 380 |475 | 120 31.5 80 21 110 28.9 70 18.4 00 0
Total 800 100 180 22.5 200 25 270 | 33.75 130 16.25 20 25
Table 2: Demographic characteristic location wise
Gender | Freq (f) | %age Punjab Sindh KPK Balochistan AJK FATA
f % f % % f % f % f %
Male 420 525 | 190 | 45.2 20 4.7 50 11.9 — — 10 2.3 10| 23
Female 380 475 | 200 | 52.6 | 20 5.2 80 21 — — 10 26 | 00 0
Total 800 10 | 390 | 48.75 | 40 5 130 | 16.25 | — — 20 25 |10 | 1.25
Gender Freq () %age Rawalpindi Islamabad Afghanistan
f % f % f %
Male 420 52.5 50 11.9 50 11.9 30 71
Female 380 47.5 20 5.2 10 2.6 40 105
Total 800 100 70 8.75 60 75 70 8.75
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Social variable:-

Table 3: Occupation of Asthma Patients

Gender | Freq (f) | %age Teacher Hiouse wives Students Drivers Farmer
f % f % f % f % f %
Male 440 55 20 4.5 — — 60 13.6 30 6.8 60 13.6
Female 360 45 30 8.3 260 72.2 70 19.4 — — — —
Total 800 100 50 | 6.25 260 325 130 16.25 30 3.75 60 7.5
Occupation of asthma patient continue
Gender Freq (f) %age Businessmen Office Job Job less
f % f % f %
Male 440 55 100 22.7 100 22.7 70 15.9
Female 360 45 — — — — — —
Total 800 100 100 10 100 70 70 8.75
Table 4: Area specific residence of Asthma Patient
Gender F % City Town Village Sea Side Industrial Area
f % f % f % f % f %
Male 430 | 53.75 | 180 41.8 20 4.6 210 48.8 20 4.6 00 —
Female 370 | 46.25 | 170 45.9 — — 190 51.3 — — 10 2.7
Total 800 100 350 | 43.75 | 20 25 400 50 20 25 10 1.25

Table 5: Educational level of asthma patient

Table 7: Knowledge of Asthma patient

Level of education | Frequency (f) %age Knowledge Frequency %age
No school 140 175 No knowledge 230 28.75
Primary 110 13.75 Little bit 380 47.5
Middle 120 175 Full knowledge 190 23.75
High school 140 175 Total 800 100
College 140 17.5
University 50 6.25 Table 8: Patient understanding about Asthma
Religious 80 10 -
Total 800 100 Understanding Frequency %age
Yes 620 77.5
Table 6: Monthly house hold income No 160 20
Monthly income range Frequency (f) | %age No response 20 25
= Total 800 100
No source of income 60 7.5
1000-10000 540 67.5 Table 9: How did the patient know about
11000-20000 90 11.25 his disease?
21000-30000 60 7.5 Diagnosis of asthma | Frequency % age
31000-40000 40 5 Doctor 760 95
41000-50000 10 1.25 Self assessment 30 3.75
Total 800 100 No response 10 1.25
Total 800 100
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Table 10: Asthma Affecting on Daily life activities

Diagnosis of asthma | Frequency % age
Yes 570 71.25
No 230 28.75
Total 800 100

Table 11: Asthma affect on type of physical activities
and its limitation

Type of activity Frequency % age
Affects during exercise 340 425
Sports 100 12.5
Walking Upstairs 30 3.75
Strenuous work 300 37.5
Normal Daily activity 30 3.75
Total 800 100
Table 12: Environmental factor

Factors Frequency (f) %age
Pollen 340 8.5
Dust 660 16.5
Perfume 490 12.3
Cigarette 490 12.3
Automobile 440 11
Gas stove 170 4.2
Wood fuel 150 37
Dung fuel 60 1.5
Cotton 200 5
Humidity 170 4.2
Thresher 320 8
Animal dander 40 1
Environmental change 360 9
Fumes 90 2.26
Total 3980 100

Total 3980 responses
310/800 (38.7%)- < 4 factors
490/800 (61.25%) 7 4 factors

DISCUSSION

This cross sectional prevalence survey describes
the demographic and socio-cultural aspect of asthmain
a sample of Pakistani population. 52.5% of respondents
were males and 47.5% were females, results are similar
to a study conducted by Murthy1. The main attributable
reasons were increase exposure of males to pollutants/
allergens such as vehicle emission, urban lifestyle and
atopic background as compared to females who mostly
limit themselves to home environment. This aspect is

also supported by a study conducted by G.D. Amato
etal 7.

In this study majority of male patients fall in the
age group 31 — 40 years, while in females it was 10-20
years indicating an early start of asthma. In a study
conducted by Andrea, J. Apter, Susan.T.Reisine et al
the patient’s age range from 20-81 years 8.

In our study it was noted that female represen-
tation from tribal areas was nil while for males it was
only 2.3%. This low turnover could be mainly because
of remoteness of area and also due to ongoing war
on terror in the region. From Baluchistan there was no
representation and most probably it was due to same
reasons. The other factors like cultural restrictions for
female patients and language problem could not be
ignored. A study undertaken by G.D. Amato et al says
that low incidence of asthma is seen in patients living
in mountainous areas because high altitude decreases
dust mite exposure and decreases asthma 7. In our
study there was a low turnout of patients for AJK which
coincides with the results of above study.

Profession/occupation is seen as another factor
causing asthma, especially in males. The atopic males
due to their outdoor exposures are more at risk to
develop sensitization to various pollutants/allergens.
This has been highlighted by some studies supporting
atopy as the leading cause for sensitization to various
factors like chemicals, indoor/ outdoor allergens beside
low living standards, low socioeconomic conditions,
viral infections and stresses 3, 6, 7. In females factors
like stress, weak health and low socio economic status
and exposure to fumes of different types of fuels during
cooking and on job may act as a precipitating factor
and cannot be ignored1. Stress operates as a pathway
linking socioeconomic factors with immune deregula-
tion which in turn contributes to asthma morbidity 8.

Area specific percentage was high for both gen-
ders coming from rural areas. The findings are to some
extent comparable with the study by K.J.R Murthy, J.
G.Sastry1. Which shows rural dominance but for males,
while in our study more female dominance was seen.

Most of the respondents, irrespective of gender
have some degree of awareness about asthma while
they had good understanding about breathing problem
and relate it with allergy. This was one of the reasons
that patients were willing to try new treatment e.g. aller-
gy shots at the center. The results were different to the
study done by Christopher where only 23.2% population
indicated inflammation as a cause of asthma 9.

Majority of patients belong to low income group
i.e. 67.5% patients have mean income of Rs 5000 per
month; 11.25% have mean income of Rs15000 per
month; 7.5% have no regular source of income whereas
only 13.7% patients have income greater than Rs 20000
per month. The results coincide with the studies done
by Andrea. J. Apter, Susan.T.Reisine et al and Finn
Rasussen 8, 10.

Regarding the diagnosis of disease our study
indicated that in 95% cases it was diagnosed by doctor
and in only 3.7% cases the patient came to the centre
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on self assessment/reported basis. This was opposite
to a study in which the self reported cases during two
surveys were on rise 11.

In 71.5% patients, asthma was affecting the daily
life of patients when they resorted to strenuous activity
of any kind. The same results were depicted in a study
conducted by Christopher 9.

The environmental factors like dust, perfume
vapors, cigarette smoke, automobile smoke played
significant role in asthma, while pollen, thresher dust,
fuels, humidity, weather change and cotton to lesser
extent.( 9,13,14) Problem relating to animal dander
was only 1% as compared to west where people are
mostly exposed to pet animals. Our study shows that
61.2% patients have more than four factors as causative
agents. This indicates that after initial sensitization,
especially in atopic individuals, the trend was towards
development of multiple allergies 6,7,14,15,16,17. Two
other studies indicate that pollution is not a major risk
for the development of asthma as it was observed that
some areas having high pollutions have low percentage
of asthma 5, 18.

In 62.5% patients there was moderate to severe
disease. Despite severity 25% confined themselves to
old prescriptions and home remedies; 55% preferred
to visit OPD for regular treatment/follow-up and only
20% gave history of hospitalization for control of attacks
during a year. The results were comparable to other
studies9, 19. In a study the marker of severity increases
hyper responsiveness of bronchi, atopy, low function of
lungs and respiratory infections 20. These factors were
also seen in the patients of our study.

With regard to performance of daily life routine
most of our patients had problem in its performance,
indicating that as asthma worsens, the patient’s quality
of life is also affected. The findings tally with the results
of the study by Christopher KW Lai, Teresitaetal 9.

CONCLUSION

Asthma not only affects the quality of life of patient
but also brings socio-cultural impact on the patient and
his family. Further it causes continuous financial burden
on the family resources. This study revealed that low
socioeconomic status, educational level, presence of
asthma triggering agents, less disease knowledge, and
lack of effective communication between doctor and
patient are some of the factors affecting the quality of
life of asthma patients. However, the same could be
over come through educative, preventive and curative
programs on governmental level for patients and treat-
ing physicians.
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