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INTRODUCTION 

 complex array of risk factors contributes to sustained 

high levels of asthma morbidity in children. These factors 

range from environmental factors (such as exposure to 

environmental tobacco smoke and aeroallergens) to social and 

psychological factors (such as limited parental education, 

language barriers, or parental depression), all of which can 

contribute to poor asthma control. Existing medical models of 

care, for the most part, have been unable to address the 

multiple, complex needs of children with asthma and their 

families (Evans et al., 1999). 

Child asthma risk assessment tool (CARAT) (Mitchell, 

2005), was used by asthma counsellors to identify risk factors 

for asthma morbidity at baseline and then to tailor the 

intervention to meet the specific needs of parental caretakers 

and their children. 

CARAT assesses the presence of risk factors for asthma 

morbidity in 9 domains. The 9 domains of risk include to 

household environmental tobacco smoke, difficulty with 

adherence to medications, inappropriate adult and child 

responsibility, poor psychological well-being of the child, high 

parental stress, pessimistic asthma beliefs, and exposure to 

aeroallergens in the home. The objectives of this article are to 

describe risk factors for asthma morbidity present in a sample 

A 
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of children with persistent asthma and to examine the variation 

in risk factors among them. 

Inhaled medications are vital in the treatment of 

childhood asthma, although they are only effective if they are 

used properly. Using an inhaler correctly delivers the 

medication to the lungs and leads to a better response. If the 

medication is used incorrectly, little or none of it reaches the 

lungs (Leversha et al., 2000). 
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AIM OF THE WORK  

he aim of this study to assess the risk factor related to 

asthma, and to assess the accuracy of using aerochamber 

either by mask or mouthpiece. 
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DEFINITION OF ASTHMA 

sthma is a chronic inflammation of the airways with 

reversible episodes of obstruction, caused by an increased 

reaction of the airways to various stimuli. Asthma breathing 

problems usually happen in "episodes" or attacks but the 

inflammation underlying asthma is continuous (American 

Lung Association, 2010). 

It is an inflammatory disorder of the conducting airways 

which undergo distinct structural and functional changes, 

leading to non-specific bronchial hyperresponsiveness (BHR) 

and airflow obstruction that fluctuates over time (Holgate et al., 

2010). 

Although the cause of childhood asthma has not been 

determined, contemporary research implicates a combination of 

environmental exposures and inherent biological and genetic 

vulnerabilities. Respiratory  exposures  in  this  causal environment  

include  inhaled  allergens,  respiratory  viral  infections,  and  

chemical  and  biological  air  pollutants  such  as  environmental  

tobacco  smoke (Liu  et al., 2007). 

Asthma is one of the leading causes of school 

absenteeism in 2008, asthma accounted for an estimated 14.4 

million lost school days in children with an asthma attack in 

USA (American Lung Association, 2010). 

A 
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Incidence and prevalence 

Asthma is a common disease in children that forms a 

major comorbidity illness (Kroegel, 2007). The prevalence of 

asthma and allergies is increasing in both western and 

developing countries (Zedan et al., 2009). 

Worldwide, the prevalence of asthma among children has 

increased steadily during the last 2 decades. Considerable 

evidence indicates that there is a significant regional variation 

in the prevalence of asthma and in the relative weight of risk 

factors (Zedan et al., 2009). It is among the commonest chronic 

conditions in Western countries affecting 1 in 7 children and1 

in 12 adults (Holgate et al., 2010). 

Asthma is the leading serious chronic illness of children 

in the U.S. In 2006, an estimated 7.0 million children under 18 

years; of which 4.1 million suffered from an asthma attack or 

episode in 2008 (American Lung Association, 2010). 

Asthma affects 6.5% of British people and a total of 300 

million worldwide (Fanta, 2009). In the Middle East, asthma 

prevalence was previously reported to be lower than in 

"developed" countries (ranges5–23%) (Zedan et al., 2009). 

Based  on  information  collected  by  the National  

Center  for Health  Statistics  of  the Centers  for Disease 

Control and Prevention, in 2002, 8.9 million children (12.2%) 

had been diagnosed with asthma in their lifetime, and 4.2 
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million children (5.8%) had  an  asthma  attack  in  the  

preceding  12 mo, indicative of  current disease. Boys (14% vs 

10% girls) and children in poor families (16% vs 10% not poor) 

are more likely to have asthma (Liu et al., 2007).  

In Egypt asthma has been estimated to affect up to 8.2% 

of Egyptian children (Zedan et al., 2009). 

In Cairo, the overall prevalence of wheezing during 2008 

was 14.7% and of physician-diagnosed asthma was 9.4% 

(Georgy et al., 2006).  

Classification of asthma 

In general, the term control may indicate disease 

prevention or even cure. However, in asthma, where neither of 

these are realistic options at present, it refers to control of the 

manifestations of disease. There is evidence that reducing 

inflammation with controller therapy achieves clinical control, 

but because of the cost and/or general unavailability of tests to 

routinely assess airway inflammation (Green et al., 2002), it is 

recommended that treatment is aimed at controlling the clinical 

features of disease, including lung function abnormalities. 

Classification and grading of asthma will help physicians to 

build up therapeutic regimen for each case depending on 

scientific base. Recent GINA guidelines (table 1) provide the 

characteristics of controlled, partly controlled and uncontrolled 

asthma.  
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Table (1): Levels of asthma control 

Characteristic Controlled 

Partly Controlled 

(Any measure present  

in any week 

Uncontrolled 

Daytime  
symptoms 

None  
(twice or less/wee) 

More than twice/week 

Three or more  

features of partly  
controlled asthma  

present in  

any week 

Limitations  

of activities 
None Any 

Nocturnal  
Symptoms 

/awakening 

None Any 

Need for reliever 
/rescue treatment 

None  
(twice or less/wee) 

More than twice/week 

Lung function  

(PEF or FEV1)ffi 
Normal 

< 80% predicted or personal  

best(if known) 

Exacerbations None One or more/year* 
One in any  
week† 

*  Any exacerbation should prompt review of maintenance treatment to ensure that it is 

adequate. 

†  By definition, an exacerbation in any week makes that an uncontrolled asthma week. 

ffi  Lung function is not a reliable test for children 5 years and younger (GINA, 2008) 

(PEV) Peak expiratory volume, (FEV1) forced expiratory volume in the first second. 

In controlled asthma daytime symptoms (wheezing, 

cough, difficult breathing) are less than twice/week, typically 

for short periods on the order of minutes and rapidly relieved 

by use of a rapid-acting bronchodilator, child is fully active, 

plays and runs without limitation or symptoms, no nocturnal 

coughing during sleep and need reliever treatment no more than 

twice/ week. In Partly Controlled asthma any of the following 

criteria present in any week ; daytime symptoms (wheezing, 

cough, difficult breathing) more than twice/week typically for 

short periods on the order of minutes and rapidly relieved by 

use of a rapid-acting bronchodilator, also any of the following 

may present cough, wheeze, or difficulty breathing during 


