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ABSTRACT

BACKGROUND

Childhood bronchial asthma is a major
cause of chronic respiratory morbidity
and mortality and its worldwide
prevalence has been noted to be on the
increase. This study determines the
hospital prevalence and severity of
childhood asthma and some associated
risk factors.

METHODS

A cross - sectional hospital /
questionnaire — based study carried out
on Paediatrics patients attending the
respiratory clinic of the University
Teaching Hospital from 1st July to 31st
December 2013, using a questionnaire.

RESULTS

The hospital prevalence of childhood
asthma was 1.2% (40/3318) with a male to
female ratio of 3.4:1. The mean age at
onset of symptoms of asthma was 4.24 *
3.36 years. The most common recognized
trigger factor for exacerbation of
asthmatic symptoms was extreme cold
seen in 29 (72.5%) patients, while the most
common identified early childhood risk
factor for development of asthma was a
positive family history of asthma in 21
(52.5%) patients. Thirty five of the subjects
(87.5%) had mild intermittent asthma.
More males than female (p = 0.689) and
more adolescents than children under ten
years (p = 0.117) had persistent asthma.
Males had a significantly higher
frequency of asthma - related hospital
admissions (p =0.023).
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CONCLUSION

The low prevalence of asthma of 1.2% seen
in this study may be due to the hospital -
based nature of the study that may be a
poor representation of the prevalence of
childhood asthma in the community. The
male preponderance and increased
frequency of hospital admissions among
the males is similar to findings of other
studies.

KEYWORDS
Asthma, Childhood, Nigeria, School
Absenteeism.

Correspondence: BomaA.N. Okoh
Email: bomadatown@yahoo.com

INTRODUCTION

Asthma is a chronic inflammatory condition of
the airways resulting in episodic airflow
obstruction that is reversible either
spontaneously or with treatment. This chronic
inflammation heightens the excitability or
irritability of the airways — airways hyper
responsiveness (AHR) - to provocative
exposures'. The episodic airflow obstruction
presents as recurrent episodes of wheezing,
dyspnoea, chest tightness, and cough. Asthma
arises from a complex interaction of genetic
and environmental factors®’. Airway
inflammation occurs when genetically
susceptible individuals are exposed to certain
environmental factors.

Asthma affects all age groups, race and sex’. It

has been estimated that bronchial asthma
affects about 300 million people world-wide".
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Studies in Nigeria have estimated the
prevalence of bronchial asthma in children
and adolescents to be 10.7%° and 14.2%°
respectively. The Global Initiative for Asthma
(GINA) estimated the prevalence of asthma in
Nigeria to be 5.4%, and other countries such as
Scotland, Australia, United States of America,
Italy and China to be 18.4%, 14.7%, 10.9%,
4.5% and 2.1% respectively".

Studies suggest that the prevalence of asthma
among children in developing and developed
countries is on the increase™. About one in ten
children (10%) compared to one in 12 adults
(8%) in the United States (US) of America had
asthma in 2009". The International Study of
Asthma and Allergies in Childhood Phase 3
(ISAAC) carried out between 2000 — 2003,
indicated that there has been an increase in
asthma symptoms in Latin America, Africa
and parts of Asia over a five to ten year period
when compared to the phase 1 study carried
out between 1992 - 1996’. The increase in the
prevalence of asthma is closely associated with
a rise to changes in the environmental
determinants of asthma such as higher levels
of atopic sensitization, related to
urbanisation’. It is estimated that the number
of people with asthma will grow by more than
100 million by 2025" .

Asthma places a large burden on affected
children and their families”. Frequent
hospital visits and admissions account for
school absenteeism. More than half (59%) of
children and one-third (33%) of adults in the
US who had an asthma attack missed school or
work because of asthma in 2008. On average,
in 2008 children missed four days of school and
adults missed five days of work because of
asthma'. Besides causing a major strain on
the child’s health and physical well being,
bronchial asthma affects other aspects of the
child’s life. Even when asthma symptoms are
not severe enough to require urgent care, they
can interfere with a child’s ability to sleep, play
and participate in sporting events and at
school”. Symptoms are usually worse at
night', disturbing sleep and therefore,
impairing concentration in school activities
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during the day. Students with asthma may
therefore, be at higher risk for poor
performance academically”® and therefore,
have a negative effect on career. It is estimated
that asthma accounts for 1 in every 250 deaths
worldwide®, the majority of which are
preventable and are often due to sub-optimal,
long-term medical care and delays in
obtaining medical help®.

In Southern Nigeria, current data on the
prevalence of childhood asthma and risk
factors associated with it are lacking. This
study seeks to determine the present
prevalence, associated risk factors and
severity of childhood bronchial asthma in the
University Teaching Hospital in Southern
Nigeria.

MATERIALS AND METHODS

This was a hospital / questionnaire — based
descriptive cross — sectional study carried out
in the Paediatrics Respiratory Clinic of the
University Teaching Hospital from 1st July to
31st December 2013 in all patients with a
diagnosis of asthma attending the clinic.
Children of parents that did not give consent to
participate in the study were excluded from
the study. Attendance to the Paediatrics
Respiratory clinic is usually on referral from
the Children’s Out Patient Department
following the diagnosis of any childhood
respiratory condition. The diagnosis of
childhood asthma is mostly clinical, based on
the medical history and physical
examinations. Lung function tests are
however unavailable in the study centre to
support the clinical diagnosis of asthma.
Diagnosis of asthma was based on a history of
at least three attacks of breathlessness and
wheezing, often associated with cough, and
usually supported at the time of initial
examination or during subsequent follow-up,
by the auscultatory finding of widespread
respiratory rhonchi®. The diagnosis is initially
made by the first attending doctor, being the
paediatrics resident and is then confirmed by
the pediatrics consultant on referral to the
Paediatrics Respiratory clinic. A range of 7460
to 8370 children are seen in the Children’s Out
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