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ABSTRACT 

Background: Bronchial asthma is a common, chronic respiratory disease affecting 1–
18% of the population in different countries. Dyslipidemia is known to impact potently 
the development of atopy by promoting proatopic Th2 immunity and allergic 
inflammation. 

Objectives: This study was done to evaluate the lipid profile in asthmatic children and 
the correlations between the severity of bronchial asthma attacks in children as well as 
the level of control. 

Patients and methods: This cross-sectional comparative study was conducted on 100 
patients with Bronchial Asthma enrolled from the Allergy-Pulmonology outpatient 
clinic Al-Hussien, Al-Azhar University hospital, Cairo-Egypt in the period from 2017-
2019. The enrolled patients were divided into two groups according to GINA 
assessment of asthma control in children; group I: 50 patients with well controlled 
asthma and group II: 50 patients with uncontrolled asthma who were further 
subdivided into 30 partly controlled asthmatic children and 20 uncontrolled asthmatic 
children. Group II also subdivided according to attacks severity (asthma score) into 
mild (21 children, 42 %), moderate (15 children, 30 %) and severe (14 children, 28 
%). All children were subjected to history taking, complete clinical examination, local 
systemic examination, pulmonary function tests and fasting lipid profile in blood, 
included serum Total Cholesterol (TC), serum Triglycerides (TG), serum High-Density 
Lipoprotein (HDL) and LDL cholesterol level (LDL). 

Results: TG and LDL were significantly higher in partly controlled and uncontrolled 
group compared with well controlled group (p ≤ 0.05 and p < 0.001 respectively), 
while HDL level was higher in well controlled group compared with partly controlled 
and uncontrolled group (p < 0.001). There was negative correlation between LDL and 
(FEV1 & FVC); also there was negative correlation between HDL and FEV1/FVC 
ratio in the mild attacks subgroup. There was negative correlation between TG and 
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PEFR; also there was negative correlation between LDL and FEV1/FVC ratio in the 
severe attacks subgroup. 

Conclusion: There was positive correlation between LDL in uncontrolled more than 
partly controlled asthmatic children while negative correlation between HDL in 
uncontrolled more than partly controlled asthmatic children. 

Keywords: Bronchial Asthma, Lipid, Children. 

 
INTRODUCTION 

     Asthma is the most prevalent 
chronic respiratory disease in 
children worldwide (Asher et al., 
2006). 
     According to the guidelines of 
Global Initiative for Asthma 
(GINA), bronchial asthma is 
defined as a heterogeneous 
disease, usually characterized by 
chronic airway inflammation. It is 
defined by the history of 
respiratory symptoms such as 
wheeze, shortness of breath, chest 
tightness and cough that vary over 
time and in intensity, together with 
variable expiratory airflow 
limitation (GINA updated 2020). 
     Dyslipidemia, defined as 
increased serum lipids including 
triglycerides (TGs), cholesterol, 
and/or fat phospholipids, is 
usually noticed with high 
prevalence in the developed 
countries due to bad dietary habits 
and lifestyle (Chou et al., 2016). 
Dyslipidemia is known to impact 
potently the development of atopy 
by promoting proatopic Th2 
immunity and allergic 

inflammation (Ahmed et al., 
2018). 
     Hypercholesterolemia initiates 
a systemic vascular 
proinflammatory response which 
can lead to development of 
atherosclerotic plaques and 
increased risk of cardiovascular 
diseases (Baumruker; et al., 
2003). Recently, 
hypercholesterolemia has also 
been associated with a skewing of 
the adaptive immune system 
toward a TH2-oriented response 
which could mediate other 
diseases, such as asthma and 
related disorders (Sevelsted et al., 
2015). 
     This study was conducted to 
evaluate the blood lipid profile in 
children with bronchial asthma 
and does the blood lipid level have 
any correlation with the degree of 
attacks severity and the control of 
bronchial asthma in children? 

ETHICAL CONSIDERATION 

1. Approval of ethical committee 
from pediatric department and 
Faculty of Medicine, Al-Azhar 
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University was obtained before 
the study. 

2. Written patient consent was 
obtained before the study. 

3. The patient has the right to 
withdraw from the study at any 
time. 

4. The data of Study are 
confidential and the patient has 
the right to keep it. 

5. The authors declared that there 
is no conflict of interest 
regarding the study on 
publication. 

6. The authors declared that there 
is no financial support. 

PATIENTS AND MATERIALS 
     This cross-sectional 
comparative study conducted upon 
100 already diagnosed children 
with bronchial asthma; they were 
being divided into 2 groups: 
Group I: 50 well controlled 
asthmatic children. 
Group II: 50 uncontrolled and 
partly controlled asthmatic 
children whom were further 
subdivided according to attacks 
severity (asthma score) into mild, 
moderate and severe. 
     The chosen children collected 
from the attendance of the allergy 
pulmonology clinic, Al-Hussein, 
Al-Azhar University hospital, 

Cairo-Egypt in the period between 
2017 and 2019. 
Inclusion criteria: 
• Age between 6-14 years. 
• The diagnosis of bronchial 

asthma in children is based on 
the guidelines of the Global 
Initiative (2016). 

Exclusion criteria: 
• Chronic chest diseases other 

than bronchial asthma. 
• Heart diseases, as coronary 

heart diseases and congenital 
heart diseases. 

•  Systemic Liver and Kidney 
diseases. 

• Congenital abnormalities as, 
Familial hypercholesterolemia. 

• Endocrinopathies as, Cushing's 
syndrome. 

• Chronic drug use (e.g. 
prolonged systemic 
corticosteroid therapy). 

• Abnormal increased body mass 
index. 

All the enrolled children were 
subjected to the following: 
- Full history taking: including 

Personal history, history of 
present illness, past and family 
history.  

- Full thorough clinical 
examination: 
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• General examination including 
vital signs (BP, RR, HR and 
body temperature) and general 
appearance. 

• Complete physical 
examination including height, 
weight and body mass index 
Local systemic examination 
including CNS examination, 
CVS examination, Respiratory 
examination, Abdomen 
examination, Skeletal 
examination. 

Pulmonary function tests: to 
distinguish between the controlled 
and uncontrolled patients in 
addition to the history and clinical 

examination, included FEV1, FVC 
and FEV1/FVC ratio by MiniSpir 
PC-Based Spirometer. 
Blood lipid profile: Fasting lipid 
profile in blood, included serum 
Total Cholesterol (TC), serum 
Triglycerides (TG), serum High-
Density Lipoprotein (HDL) and 
LDL cholesterol level (LDL) by 
Beckman Coulter AU480 
Chemistry Analyzer. 
Statistical analysis: 
     Recorded data were analyzed 
using the statistical package for 
social sciences, version 20.0 
(SPSS Inc., Chicago, Illinois, 
USA). 

RESULTS 
     This study conducted upon 
100 already diagnosed children 
with bronchial asthma; they were 
being divided into 2 groups: 
Group I: 50 well controlled 
asthmatic children. 

Group II: 50 uncontrolled and 
partly controlled asthmatic 
children whom were further 
subdivided according to attacks 
severity (asthma score) into mild, 
moderate and severe. 

Figure (1): Apie shaped Classification of Group II according to 
severity of asthma attack exacerbation (asthma score) in 
to mild, moderate and severe 
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Table (1): Comparison between the studied groups regarding 
demographic data 

Demographic data Group I 
(n = 50) 

Group II 
(n = 50) p 

 No. % No. % 
Sex 

Male 
Female 

 
31 
19 

 
62.0 
38.0 

 
23 
27 

 
46.0 
54.0 

 
0.112 
0.108 

Age (years) 
Min. – Max. 

 
7. 7 – 14.0 

 
7.1 – 14.0  

0.200 Mean ± SD. 
Median (IQR) 

9.98 ± 1.83 
10.1(8.7 – 10.8) 

10.51 ± 2.21 
10.7(8.31 –12.4) 

Order of siblings 
1st 
2nd 
3rd 
4th 

 
11         
14 
16 
9 

 
22.0 
28.0 
32.0 
18.0 

 
13 
20 
11 
6 

 
26.0 
40.0 
22.0 
12.0 

 
0.132 
0.143 
0.129 
0.115 

Level of education 
Primary school 

Prep school 

 
33 
17 

 
66.0 
34.0 

 
39 
11 

 
78.0 
22.0 

 
0.142 
0.113 

Child work 
Works 

Doesn't work 

 
3 
47 

 
6.0 
94.0 

 
8 
42 

 
16.0 
84.0 

 
0.104 
0.154 

P: p value for comparing between the studied groups 
 
     This table showed that there 
was no statistically non-
significant difference between 

the studied groups regarding 
demographic data. 
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Table (2): Comparison between the results of pulmonary function 
tests in both studied groups 

The results of 
pulmonary 

function tests 

Group I 
(n = 50) 

Group II 
(n = 50) p 

PEFR L/MIN 
Min. – Max. 1.33 –  5.22 1.35 –  4.55 

0.018* Mean ± SD. 3.0 ± 1.06 2.53 ± 0.86 
Median (IQR) 3.14 (2.21 –3.66) 2.5 (1.99 – 3.16) 

FEV1 L 
Min. – Max. 0.47 –  2.37 0.47 –  1.91 

0.008* Mean ± SD. 1.34 ± 0.44 1.12 ± 0.29 
Median (IQR) 1.3 (1.01 – 1.64) 1.1 (0.98 – 1.14) 

FVC L 
Min. – Max. 0.47 –  2.45 0.82 –  4.40 

0.068 Mean ± SD. 1.44 ± 0.49 1.84 ± 0.92 
Median (IQR) 1.41 (1.02 –1.81) 1.6 (1.30 – 1.96) 

FEV1/ FVC % 
Min. – Max. 69.90 –  100.0 22.50 –  96.90 

< 0.001* Mean ± SD. 92.78 ± 5.76 67.80 ± 19.37 
Median (IQR) 93.8(89– 96.98) 71.8(60– 81.55) 

P: p value for comparing between the studied groups. 
*: Statistically significant at p ≤ 0.05. 
 
     This table showed that group I 
showed significant lower values 

of PEFR, FEV1 and FEV1/FVC 
when compared to group II. 
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Table (3): Comparison between the results of lipid profile in the 
studied groups 

Blood lipid profile Group I (n = 50) Group II (n = 50) P 
Total cholesterol     
Min. – Max. 3.50 –  5.20 3.50 –  5.30 

0.630 Mean ± SD. 4.38 ± 0.52 4.33 ± 0.52 
Median (IQR) 4.5 (3.88 –  4.80) 4.25 (3.80 –4.83) 
LDL    
Min. – Max. 2.50 –  3.60 2.67 –  3.60 

<0.001* Mean ± SD. 2.75 ± 0.19 3.19 ± 0.23 
Median (IQR) 2.7 (2.67 –  2.75) 3.2 (2.99 –  3.40) 
HDL    
Min. – Max. 0.80 –  1.50 0.72 –  1.20 

<0.001* Mean ± SD. 1.08 ± 0.17 0.91 ± 0.10 
Median (IQR) 1.0 (0.98 –1.23) 0.89 (0.84 –0.98) 
Triglycerides    
Min. – Max. 1.45 –  1.80 1.43 –  1.82 

0.039* Mean ± SD. 1.66 ± 0.09 1.63 ± 0.09 
Median (IQR) 1.67 (1.60 – 1.74) 1.6 (1.57 –  1.69) 

 
     This table showed that 
triglycerides (TG) and low-
density lipoprotein (LDL) were 
significantly higher in group II 

compared with the group I, while 
high-density lipoprotein (HDL) 
level was higher in group I 
compared with the group II. 
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Table (4): Correlation between blood lipid profile and pulmonary 
function tests in group II according to severity 

Pulmonary 
function 

tests 

Blood lipid profile 
Total 

cholesterol LDL HDL Triglycerides 

rs P rs p rs P rs p 
Mild (n = 21) 

PEFR 0.039 0.786 -0.084 0.564 -0.084 0.562 -0.007 0.962 
FEV1 0.265 0.063 -0.345* 0.014* 0.071 0.623 0.097 0.503 
FVC 0.274 0.054 -0.308* 0.030* 0.115 0.425 0.108 0.454 

FEV1/FVC -0.098 0.498 -0.007 0.962 -0.441* 0.001* -0.028 0.849 
Moderate (n=15) 

PEFR 
FEV1 
FVC 

FEV1/FVC 

-0.087 
0.109 
0.010 
-0.090 

0.540 
0.322 
0.643 
0.511 

0.102 
-0.198 
0.043 
-0.156 

0.232 
0.432 
0.089 
0.232 

-0.111 
0.054 
0.103 
0.007 

0.345 
0.754 
0.652 
0.045 

-0.178 
-0.058 
0.109 
-0.032 

0.435 
0.643 
0.452 
0.801 

Severe (n= 14) 
PEFR -0.127 0.380 0.292* 0.039* -0.181 0.208 -0.308* 0.030* 
FEV1 -0.084 0.562 -0.066 0.647 0.036 0.802 -0.043 0.768 
FVC 0.010 0.945 0.199 0.166 0.048 0.740 0.109 0.451 

FEV1/FVC -0.090 0.536 -0.391* 0.005* 0.236 0.099 -0.045 0.757 
rs: Spearman coefficient 
P: p value for comparing between the studied groups 
*: Statistically significant at p ≤ 0.05  
 
     This table showed that there 
was negative correlation between 
LDL and (FEV1 & FVC) in mild 
subgroup. Also there was 
negative correlation between 
HDL and FEV1/FVC ratio. 
There was no correlation 
between blood lipid profile and 

pulmonary function test in 
moderate subgroup. There was 
negative correlation between 
triglycerides and PFER in severe 
subgroup. Also there was 
negative correlation between 
LDL and FEV1/FVC ratio. 

 
 
\ 
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Table (5): Correlation between blood lipid profile and group II  

 

Blood lipid profile 
Total 

cholesterol LDL HDL Triglycerides 

rs p rs p rs P rs P 
Partly 

controlled 
(n = 30) 

-0.125 0.423 0.234* 0.032* -0.123* 0.050* 0.034 0.543 

Uncontrolled 
(n = 20) -0.245 0.056 0.010* 0.001* -0.033* 0.001* -0.167 0.234 

rs: Spearman coefficient 
 
     This table showed there was 
statistically significant 
correlation between control of 
bronchial asthma and blood lipid 
profile in LDL and HDL. There 
was positive correlation between 

LDL in uncontrolled more than 
partly controlled asthmatic 
children while negative 
correlation between HDL in 
uncontrolled more than partly 
controlled asthmatic children. 

 
Table (6): Correlation between blood lipid profile and pulmonary 

function tests in group II 
Pulmonary 

function tests 

Blood lipid profile 
Total cholesterol LDL HDL Triglycerides 

rs p rs P rs P rs p 
Partly controlled (n = 30) 

PEFR 0.038 0.778 -0.086 0.564 -0.088 0.575 -0.023 0.962 
FEV1 0.254 0.068 -0.342* 0.014* 0.076 0.643 0.089 0.503 
FVC 0.213 0.065 -0.313* 0.030* 0.118 0.427 0.112 0.454 

FEV1 / FVC -0.094 0.487 -0.012 0.962 -0.447* 0.003* -0.033 0.849 

Uncontrolled (n= 20) 
PEFR -0.124 0.397 0.286* 0.033* -0.185 0.208 -0.323* 0.033* 
FEV1 -0.086 0.554 -0.063 0.354 0.037 0.802 -0.054 0.775 
FVC 0.017 0.953 0.186 0.327 0.043 0.740 0.102 0.421 

FEV1 / FVC -0.086 0.545 -0.345* 0.002* 0.239 0.099 -0.046 0.734 
rs: Spearman coefficient 
P: p value for comparing between the studied groups 
*: Statistically significant at p ≤ 0.05  
 
     This table showed that there 
was negative correlation between 
LDL and (FEV1 & FVC) also 
there was negative correlation 
between HDL and FEV1/FVC 
ratio in partly group. There was 

negative correlation between 
triglycerides and PEFR in 
uncontrolled group also there 
was negative correlation between 
LDL and FEV1/FVC ratio while 
there was positive correlation 
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between LDL and PEFR in same group. 
 

DISCUSSION 
     Asthma is a chronic health 
problem that affects 20 % of 
children worldwide. Globally, 
asthma-related problems have 
increased by 30 % over the past 20 
years (Vos et al., 2012). 
Childhood asthma has a great 
negative impact on the social and 
economic perspectives of families 
(Korn et al., 2013). Asthma is a 
heterogeneous disease that affects 
both children and adults, and is 
characterized by chronic 
inflammation in the respiratory 
tract due to continuous 
inflammatory stress signaling or 
chronic exposure to allergens 
(Brand et al., 2008). 
Dyslipidemia, defined as increased 
serum lipids including 
triglycerides (TGs), cholesterol, 
and/or fat phospholipids, is 
usually noticed with high 
prevalence in the developed 
countries due to bad dietary habits 
and lifestyle (Chou et al., 2016). 
Dyslipidemia is known to impact 
potently the development of atopy 
by promoting proatopic Th2 
immunity and allergic 
inflammation (Ahmed et al., 
2018). 
     In this study, we aimed to 
assess the serum lipid profile in 
asthmatic children and to evaluate 
the correlations between the 

attacks severity of bronchial 
asthma in children and the level of 
control. 
     In the present study, the age of 
patients was between 6 - 14 years 
with mean of 10.25 ±2.04 years 
classified as Fifty four patients 
were males (54%) while forty six 
patients were females (46%) 
which agrees with Carey MA et 
al., who studied prevalence of 
childhood bronchial asthma and 
found maternal environment and 
genetics are important in 
development of asthma during 
childhood and boys have an 
increased prevalence of asthma 
compared to girls. A potential 
explanation is that boys have 
dysynaptic growth of their large 
airways, meaning the growth of 
their airway lags behind the 
growth of the lung parenchyma, 
leading to narrower airways in 
boys compared to girls (Carey 
MA et al., 2007). 
     In our study, The mean of 
PEFR, FEV1, FVC and FEV1/ 
FVC ratio in group I were 3, 1.34, 
1.44 and 92.78 respectively while 
in group II were 2.53, 1.12, 1.84 
and 71.8 respectively. Group I 
showed significant lower values of 
PEFR, FEV1 and FEV1/FVC 
when compared to group II that 
agrees with K A Macleod et al 
who studied children with well 
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controlled asthma and FEV1 and 
found that FEV1 had significantly 
higher in uncontrolled asthmatic 
than well controlled asthmatic 
children, indicating abnormal gas 
mixing in patients with ongoing 
inhaled corticosteroid therapy and 
a high level of asthma control, 
salbutamol administration only 
minimally improved FEV1, which 
is to be expected in a population 
with well controlled disease, 
evidence of ventilation 
heterogeneity in children with well 
controlled asthma and normal 
FEV1 (K A Macleod et al., 
2008). 
     In the present study, the mean 
of TC, HDL-C, LDL-C and TG in 
group I were 4.38, 1.08, 2.75 and 
1.66 respectively while in group II 
were 4.33, 0.91, 3.19 and 1.63 
respectively. TG and LDL were 
significantly higher in group II 
compared with the group I (p ≤ 
0.05 and p < 0.001 respectively), 
while HDL level was higher in 
group I compared with the group 
II (p < 0.001) which agrees with 
Chen et al whom studied the 
association between dyslipidemia 
and asthma, also the interaction 
effect of asthma on 
hyperlipidemia; 10 – 15 years old 
children were recruited from 7 
schools and 2 hospitals in 
Northern Taiwan. The population 
consisted of 237 asthmatic 
children and 225 non-asthmatic 

controls, and was further divided 
into four groups: non-obese 
control, obese control, non-obese 
asthmatic, and obese asthmatic. 
They found that TC and LDL-C 
levels were higher in obese 
asthmatic, non-obese asthmatic, 
obese control and non-obese 
control groups respectively. In 
boys, LDL-C levels were 
significantly higher in obese 
asthmatic group compared to 
obese non-asthmatic group, with a 
mean difference of 6.2 mmol/L in 
the general linear model. Asthma 
was associated with higher LDL-C 
levels and this association was 
amplified in overweight and obese 
subjects. A gender difference was 
observed in the joint effect of 
obesity and asthma on 
hyperlipidemia (Chen et al., 
2013). 
     In our study, there was 
negative correlation between LDL 
and (FEV1 & FVC) in mild 
subgroup. Also there was negative 
correlation between HDL and 
FEV1/FVC ratio This is in 
agreement with Al-Shawwa et al., 
studied the effect of serum 
cholesterol level on asthma 
frequency in a retrospective study 
were on 188 patients between the 
4 and 20 years of age who 
presented to a rural pediatric clinic 
and whose total serum cholesterol 
(TC) level was obtained. 
Diagnosis of asthma was 
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determined by the treating 
physician. They found that asthma 
was present in 50 patients. TC 
(mean +/- SD) for the asthma 
group was 176.7 +/- 39.8 
compared to 162.9 +/- 12.8 in the 
non-asthma group (P = 0.028). A 
total of 21 of the 50 (42%) asthma 
patients were obese compared to 
31 of the 138 (22%) non-asthma 
patients (p = 0.014). There was no 
difference between both groups 
regarding age and gender. 
Hypercholesterolemia and obesity 
were identified by logistic 
regression analysis to increase the 
probability of asthma 
independently. 
Hypercholesterolemia is a 
potential risk factor for asthma 
independent of obesity (Al-
Shawwa et al., 2006). 
     The results of our study were 
supported by (Zhu et al., 2017), A 
case-control study in which 59 
children (28 boys, 31 girls) in the 
asthma group compared with 57 
(29 boys, 28 girls) children in the 
control group (not asthmatic). The 
mean age, gender distribution and 
mean BMI did not differ 
significantly between the two 
groups. TC, TG, LDL and VLDL 
levels were significantly increased 
in the asthma group (30.12, 24.17, 
28.66, and 17.15 % higher than 
those of the controls, respectively 
and  there was a corresponding 

decrease in HDL level in the 
asthma group, which was 15.08 % 
lower than that of the controls 
(Zhu et al., 2017). 
     In the present study, there was 
negative correlation between TG 
and PFER in severe subgroup also 
there was negative correlation 
between LDL and FEV1/FVC 
ratio This is in agreement with 
sovare et al., a prospective cohort 
study in which 100 children aged 
5 to 18 years old diagnosed with 
allergic asthma were enrolled. 
Patients were divided into two 
groups according to their lipid 
profile group I with abnormal 
dyslipidemia (53%) and group II 
with normal lipid profile (47%). 
Among Group I, 44.7% of the 
patients included had controlled 
asthma, 10.6% had partially 
controlled asthma and 44.7% had 
uncontrolled percentage with 
higher values of serum cholesterol 
compared with those with 
controlled asthma; the children 
registered in the categories of 
moderate and severe asthma were 
in a higher percentage with total 
serum cholesterol increased 
compared to those with mild 
asthma while 3.8% of the patients 
in group II had controlled asthma, 
43.4% of the patients with 
partially controlled asthma and 
52.8% of those had uncontrolled 
asthma. This means that patients 
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in the categories of partially 
controlled and uncontrolled 
asthma were in a higher (Sovare 
et al., 2019). 
     Ko et al. a large cross-sectional 
population-based study included 
2841 subjects aged 11–18 years 
with fasting lipid blood sample 
data. 1511 of patients were male 
and 1330 were female and the 
mean age was 15.1 years. Among 
them, 123 were diagnosed with 
asthma (asthma group) and 2718 
were not (non-asthma group). The 
TC/HDL-C ratio, LDL-C/ HDL-C 
ratio, and non-HDL-C levels were 
significantly higher in the asthma 
group than in the non-asthma 
group (P< 0.05). The high-risk 
groups displayed significantly 
higher asthma prevalence with 
higher TC, TG, LDL-C, and non-
HDL-C levels and TG/HDL-C 
ratio than the low-risk groups (P < 
0.05) (Ko et al., 2018). 
     In our study, there was 
statistically significant correlation 
between control of bronchial 
asthma and blood lipid profile in 
LDL and HDL and there was 
positive correlation between LDL 
in uncontrolled more than partly 
controlled asthmatic children 
while negative correlation 
between HDL in uncontrolled 
more than partly controlled 
asthmatic children these results 
agrees with Jiayu Peng and Ying 
Huang who studied the 

association between asthma and 
the serum levels of HDL-C and 
LDL-C. Patients were divided into 
2 subgroups according to age: 
children (<18 years old) and adults 
(18 years old and more) they 
found results In children, the 
asthma group had lower HDL-C 
levels (weighted mean difference, 
_3.44; 95% confidence interval 
[CI], _5.83 to _1.04; P ¼ .005) 
compared with the non-asthma 
group, whereas the serum levels of 
LDL-C in these 2 groups were not 
statistically different. In contrary, 
in adults, the asthma group had 
higher LDL-C levels (weighted 
mean difference, 8.95; 95% 
confidence interval, 3.55e14.35; P 
¼ .001) compared with the non-
asthma group, whereas the HDL-C 
levels were not statistically 
different. There is a significant 
association between asthma and 
the serum levels of HDL-C and 
LDL-C. Moreover, this 
association differs in children and 
adults (Jiayu Peng, BS and Ying 
Huang, 2017). 
     In the present study, there was 
negative correlation between LDL 
and (FEV1 & FVC) in partly 
group. Also there was negative 
correlation between HDL and 
FEV1/FVC ratio. There was 
negative correlation between 
triglycerides and PEFR in 
uncontrolled group while there 
was positive correlation between 
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LDL and PEFR in same group. 
Also there was negative 
correlation between LDL and 
FEV1/FVC ratio. This is in 
agreement with Yiallouros et al 
who performed a series of studies 
examining the relationship 
between lipids and asthma in 
children and adolescents. In a 
cohort of 3,982 children from 
Cyprus, the authors found that low 
HDL cholesterol in childhood (11-
12 years of age) was associated 
with the development of asthma in 
adolescence (age 15-17 years) 
(Yiallouros et al., 2014). Utilizing 
a case-control design, these same 
authors found that adolescent 
asthma was associated with low 
serum HDL cholesterol levels 
independent of HDL levels in 
childhood (Yiallouros et al., 
2012). 

CONCLUSION 
     Our study demonstrated 
Triglycerides (TG) and low-
density lipoprotein (LDL) were 
significantly higher in partly 
controlled and uncontrolled group 
compared with well controlled 
group, while high-density 
lipoprotein (HDL) level was 
higher in well controlled group 
compared with partly controlled 
and uncontrolled group. There was 
positive correlation between LDL 
in uncontrolled more than partly 
controlled asthmatic children 

while negative correlation 
between HDL in uncontrolled 
more than partly controlled 
asthmatic children. In mild 
subgroup there was negative 
correlation between LDL and 
(FEV1 & FVC), also there was 
negative correlation between HDL 
and FEV1/FVC ratio. In severe 
subgroup there was negative 
correlation between triglycerides 
and PEFR, also there was negative 
correlation between LDL and 
FEV1/FVC ratio this means that 
dyslipidemia is associated with 
poor control of asthmatic children 
regardless the weight of the 
patients as well as the attacks 
severity. 

RECOMMENDATION 

• Regular follow up of lipid 
profile in children with 
uncontrolled asthma. 

• Early intervention against 
hyperlipidemia for children 
through regular and appropriate 
life style may be useful for the 
prevention of the occurrence 
and/or aggravation of bronchial 
asthma. 

• Further longitudinal studies are 
required to evaluate a potential 
modifiable link between an 
unhealthy blood lipid profile 
and asthma. 
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بالربو  لدھون بالدم في الأطفال المصابینمستوي ا
 الشعبي

 ،شاھیناز محمود حسین* ،شریف مصطفى كمال رضا* ،عمر صبري محمد حسبو*
 طارق عبد الكریم الدھشان**

جامعة الازھر، كلیة الطب ،قسم طب الاطفال*  

 جامعة الازھر، كلیة الطب ،كلینكیة**قسم الباثولوجیا الأ

ین الرب��و ھ��و أكث��ر أم��راض الجھ��از التنفس��ي المزمن��ة انتش��ارًا ب�� خلفی��ة البح��ث:
 ب���والأطف���ال ف���ي جمی���ع أنح���اء الع���الم. وفقً���ا لإرش���ادات المب���ادرة العالمی���ة للر

(GINA)ف ا ھ�اب ، یتمیز عادةً بالتلربو الشعبي بأنھ مرض غیر متجانس، یعُرَّ
تنفس�ي مجرى الھ�واء الم�زمن. ی�تم تعریف�ھ م�ن خ�لال ت�اریخ أع�راض الجھ�از ال

ل الت�ي تختل�ف بم�رور الوق�ت مثل الأزیز وضیق التنفس وضیق الصدر والس�عا
ظ عس�ر ع�ادة م�ا یلاُح� ، إلى جانب الحد من تدفق الھواء الزفی�ر المتغی�ر.والشدة

ف بأن��ھ زی��ادة ال��دھون ف��ي ال��دم بم��ا ف��ي ذل��ك ال��دش��حمیات ال��دم ھون ، ال��ذي یعُ��رَّ
ار ، م��ع انتش��وس��فوریة الدھنی��ةوالكولیس��ترول و/أو ال��دھون الف (TGs) الثلاثی��ة

اة. م�ن مرتفع في البلدان المتقدم�ة بس�بب الع�ادات الغذائی�ة الس�یئة وأس�لوب الحی�
المع��روف أن عس��ر ش��حمیات ال��دم ی��ؤثر بش��كل فع��ال عل��ى تط��ور التأت��ب ع��ن 

دم یبدأ فرط كولیسترول ال� اسیةوالتھاب الحس Th2 طریق تعزیز مناعة بروتین
ل�ى إت ف�ي الأوعی�ة الدموی�ة والت�ي یمك�ن أن ت�ؤدي في اس�تجابة مس�ببة للالتھاب�ا

تط���ور لویح���ات تص���لب الش���رایین وزی���ادة خط���ر الإص���ابة ب���أمراض القل���ب 
ا ، ارت��بط ف��رط كولیس��ترول ال��دم أیضً��وعی��ة الدموی��ة. ف��ي الآون��ة الأخی��رةوالأ

لت�ي یمك�ن وا TH2 بانحراف جھاز المناع�ة التكیف�ي نح�و اس�تجابة موجھ�ة نح�و
 .، مثل الربو والاضطرابات ذات الصلةأن تتوسط في أمراض أخرى
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دى تم إجراء ھ�ذه الدراس�ة لتقی�یم مس�توى ال�دھون ف�ي ال�دم ل� الھدف من البحث:
ع م�الأطفال المصابین بالربو الشعبي وھل لمستوى ال�دھون ف�ي ال�دم أي علاق�ة 

 ؟درجة شدة النوبات والتحكم في الربو القصبي عند الأطفال

 100أجری��ت ھ��ذه الدراس��ة المقطعی��ة المقارن��ة عل��ى  المرض��ى وط��رق البح��ث:
م��ن عی��ادة الحس��ین للحساس��یة م��ریض یع��انون م��ن الرب��و القص��بي المس��جلین 

. 2019-2017مصر ف�ي الفت�رة م�ن ، والرئة، مستشفى جامعة الأزھر، القاھرة
ى للسیطرة عل� GINA تم تقسیم المرضى المسجلین إلى مجموعتین حسب تقییم

ض�ع مریضً�ا یع�انون م�ن الرب�و الخا 50الربو عند الأطفال. المجموعة الأول�ى: 
نض�بط مریضًا یعانون م�ن الرب�و غی�ر الم 50للسیطرة جیداً والمجموعة الثانیة: 

طف�لاً  20و  طفلاً مصاباً بالربو یتم التحكم فیھ جزئیً�ا 30والذین تم تقسیمھم إلى 
ش��دة المجموع��ة الثانی��ة أیضً��ا وفقً��ا لمص��اباً ب��الربو غی��ر المنض��بط. ت��م تقس��یم 

 ٪)30طف�ل،  15٪)، معتدل�ة (42طف�ل،  21(درجة الربو) إلى خفیفة ( النوبات
جمیع الأطفال لأخذ التاریخ الطبي، والفح�ص ٪). خضع 28، طفل 14وشدیدة (

ینیة للص���در، ، والأش���عة الس���الس���ریري الكام���ل، والفح���ص الجھ���ازي المحل���ي
ل ، بم�ا ف�ي ذل�ك الكولیس�تروم ال�دھون ف�ي ال�دمواختبارات وظائف الرئة، وصیا

ثاف�ة ، والمص�ل ع�الي الك(TG) ، والدھون الثلاثیة في ال�دم(TC) الكلي في الدم
 .(LDL) ومستوى الكولیسترول الضار (HDL) البروتین الدھني

ھن��اك ف��رق إحص��ائیاً ھام��اً ب��ین المجموع��ات المدروس��ة فیم��ا یتعل��ق  النت��ائج:
والب��روتین  (TG) ی��ث ل��وحظ ان ال��دھون الثلاثی��ةبمس��توي ال��دھون ف��ي ال��دم ح

كانت أعلى بشكل ملحوظ ف�ي المجموع�ة الت�ي  (LDL) الدھني منخفض الكثافة
موع�ة الت�ي ی�تم ال�تحكم فیھ�ا یتم التحكم فیھا جزئیاً وغیر المنض�بط مقارن�ةً بالمج

أعل��ى ف��ي  (HDL) ، بینم��ا ك��ان مس��توى الب��روتین ال��دھني ع��الي الكثاف��ةجی��داً
الت�ي ی�تم ال�تحكم فیھ�ا جی�داً مقارن�ةً بالمجموع�ة الت�ي ی�تم ال�تحكم فیھ�ا  المجموعة
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  LDLجزئیاً و مجموعة غی�ر خاض�عة للرقاب�ة. ك�ان ھن�اك ارتب�اط إیج�ابي ب�ین
ف��ي أكث��ر م��ن الأطف��ال ال��ذین یع��انون م��ن الرب��و غی��ر الم��تحكم ف��یھم جزئی��ا بینم��ا 

ر م�ن الأطف�ال ف�ي الأطف�ال غی�ر المنض�بطین أكث� HDL ھناك علاقة سلبیة بین
المصابین بالربو الخاضع للسیطرة جزئیاً. ف�ي المجموع�ة الفرعی�ة الخفیف�ة ك�ان 

، كم�ا ك�ان ھن�اك ارتب�اط (FEV1 & FVC) و LDL ھناك ارتب�اط س�لبي ب�ین
ف�ي المجموع�ة الفرعی�ة الش�دیدة ك�ان ھن�اك .FEV1/FVC و HDL سلبي ب�ین

 اك ارتب�اط س�لبي ب�ین، كم�ا ك�ان ھن�PEFR ارتباط سلبي بین الدھون الثلاثی�ة و
LDL و FEV1/FVC. 

أن عس���ر ش���حمیات ال���دم ی���رتبط بض���عف الس���یطرة عل���ى الأطف���ال  الاس���تنتاج:
  المصابین بالربو بغض النظر عن وزن المرضى وكذلك شدة النوبات

 قد یكون التدخل المبكر ضد فرط شحمیات ال�دم للأطف�ال م�ن خ�لال :التوصیات
رب��و أو تف��اقم الداً للوقای��ة م��ن ح��دوث و/لریاض��ة مفی��النظ��ام الغ��ذائي وممارس��ة ا

قاب�ل  الشعبي. ھناك حاجة إلى مزید من الدراسات الطولیة لتقییم ارتب�اط محتم�ل
 .للتعدیل بین ملف الدھون في الدم غیر الصحي والربو
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