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ABSTRACT

Background: Successful physician-patient communication through home visit can help
asthmatic patients better manage their condition and enhance adherence. (American
Academy of Asthma Allergy & Immunology between 2001).

Objectives: We aimed to assess the impact of physician —patient communication
through regular family visit on level of asthma control.

Design: This is a Case control cross section based study that was carried out on 100
uncontrolled asthmatic children attending Outpatient Clinic of Chest and Allergy Unit
of Pediatric Department, Al Hussein University Hospital. The asthmatic patients were
recruited from Al-Hussein pulmonology and allergy outpatient clinics, from October
2016 to June 2017.

Patient And Methods: Uncontrolled asthmatic patients were randomly assigned to
either the intervention group or the control group. Groupl: 50 uncontrolled asthmatic
infants and children with regular family visit for 8 weeks (case group). Group2: 50
uncontrolled asthmatic infants and children without regular family visit (control

group).

Results: During first 3 visits of follow up period; both home visits group and non-home
visits group experienced greater reductions in symptoms of asthma , level of
uncontrolled asthma and severity of asthma with statistically insignificant difference
between both group (p>0.05). During 4th ,5th and 6th visits of follow up period;
Asthma proper control was significantly more prevalent among asthmatics with home
intervention compared to those with clinic follow up only (p=0.040, 0.001and 0.001
for 4th ,5th and 6th visits respectively) with 6.66+1.527 in patients with uncontrolled
asthma followed by 12.33+3.21 in patients with partly controlled asthma followed by
31+3.605 in patients with controlled asthma among asthmatics with home intervention
while the control group in patients with uncontrolled asthma was 21.66+3.055
followed by 13.33£3.51 in patients with controlled asthma followed by 15+3 in patients
with partly controlled asthma. Also during last 2 visits of follow up period; Asthma
proper control was highly significantly more prevalent among asthmatics with home
intervention compared to those with clinic follow up only (p=0.001 for 7th and 8th
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visits) with 5+1.414 in patients with uncontrolled asthma followed by 12.5+2.121 in
patients with partly controlled asthma followed by 32.5+3.535 in patients with
controlled asthma among asthmatics with home intervention while the control group,
in patients with uncontrolled asthma was 18+1.41followed by 13.33+3.51 in patient
with controlled asthma followed by 15+3 in patients with partly controlled asthma.

Conclusion: Asthma proper control was highly more prevalent among asthmatics with
home intervention and this support that improving the health of a child with asthma
requires a multi-faceted strategy that addresses the physical home environment,
health-care utilization and medication adherence.

Keywords: Pediatric bronchial asthma, Home intervention study, Asthma Control Test,

Asthma Action Plan.

INTRODUCTION

Asthma is a heterogeneous
chronic inflammatory disease,
characterized by recurrent
episodes of wheezing, dyspnea,
chest tightness, and cough, that is
very common in children and
adolescents (GINA, 2014).

It is a global health problem
that affects around 300 million
individuals of all ages, ethnic
groups, and countries (Bousquet et
al., 2010).

It is estimated that 250,000 people
die prematurely each year as a
result of asthma (Bousquet et al.,
2010).

It is the first cause of absente-
eism from schools and the third
cause of hospitalization of
children under 15 years of age in
hospitals ~ (Hockenberry  and
Wilson 2010).

The diagnosis of asthma in
young children is based on
individual history, physical exami-

nation and their response to
treatment as not all children are
able to perform spirometry or
impulse  oscillometry  (Expert
Panel Report 3, 2013).

Because the risk, severity, and
control of asthma are all
influenced by a combination of
genetic, social, and environmental
factors, reducing the impact of the
condition has proven difficult
(National Heart, Lung, and
Blood Institute, 2012).

Asthma control refers to control
of the manifestations of disease
and also control of the expected
future risk to the patient such as
exacerbations, accelerated decline
in lung function, and side effects
of treatment. The aim of treatment
should be to achieve and maintain

control for prolonged periods
(Bateman et al., 2004).

Home-based environmental inter-
ventions involve trained personnel
making one or more Visits to
conduct prevention activities in
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the home with an asthma client.
(Morgan et al, 2004).

Key components of self-
management education should be
reviewed regularly and include the
following: basic information about
asthma; patient’s current level of
control; what well controlled
asthma looks like; types and roles
of medications; inhaler technique;
how to recognize and handle
worsening asthma; when to seek
medical advice; and control of
triggers (BTS, 2011).

Successful physician-patient
communication through home
visit can help patients better
manage their condition and
enhance adherence. Because many
asthma symptoms are subjective,
it i1s important to allow sufficient
time for discussion of symptoms,
especially when an asthma
exacerbation or its follow-up care
is the reason for the wvisit
(American Academy of Asthma
Allergy & Immunology between
2001).

Self-management education that
includes a written Asthma Action
Plan appears to be more effective
than other forms of self-
management education, although
more research is needed to
confirm the independent contribu-
tion of AAP to the overall effect

on asthma outcomes (Ducharme
etal., 2011).

AIM OF THE WORK

The aim of this study was to
assess the impact of physician —
patient communication through
regular family visits on level of
asthma control.

PATIENT AND METHODS

This is a case control cross section
based study; it was carried out on
100 uncontrolled asthmatic children
attending Outpatient Clinic of
Chest and Allergy Unit of Pediatric
Department, Al Hussein University
Hospital during the period from
October 2016 to June 2017.

100  uncontrolled asthmatic
patients according to (GINA
2014) were classified into two
groups:

- Group 1: 50 uncontrolled asthmatic
infants and children with regular
family visit for 8 weeks (case
group).

- Group 2: 50 uncontrolled asthmatic
infants and children without
regular family visit (control

group).
Inclusion Criteria: were:
e Age: 1:15year.
e Uncontrolled asthmatic patient.
EXCLUSION CRITERIA: were:

e Age: belowl year and above 15
year.
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e Single attack of wheeze or
cough or difficulty of breathing.

e Controlled asthmatic patient.
Financial Disclosure /Funding:

The authors received no
financial support for the research,
authorship, and/or publication of
this article.

Ethical Consideration:

1. A written informed consent was
obtained from patients or their
legal guardians.

2. An approval by the local ethical
committee was obtained before
the study.

3. The authors declared no
potential conflicts of interest
with respect to the research,
authorship, and/or publication
of this article.

4. All the data of the patients and
results of the study are
confidential and the patients
have the right to keep it.

All cases & controls were
subjected to Full history and
thorough clinical examination:-

A. Careful history taking stressing
on:

Demographic data, environmental

tobacco smoking exposure,
symptoms of asthma (cough,
wheezing, shortness of breath,
exercise  intolerance), family

history of asthma or other atopy,
age of onset and duration of
illness, asthma severity, level of
control and medications in the
asthma.

B. General examination:

To exclude other systemic
illness from study laying stress on
pallor, cyanosis and respiratory
rate.

Families in the control group
received  clinic  visits  for
evaluation and regulation of
medications according to level of
control and severity of asthma
throughout the study.

Families in the case group
received regular home visits
throughout the study .During first
visit; a visual inspection of the
home was conducted. To complete
the home inspection, the investi-
gator followed the aforementioned
protocol to complete a room-by-
room inspection of the home,
looking for health and safety
hazards (also known as: healthy
homes issues). All rooms and
room equivalents (e.g., hallways
and stairways) were documented
and were examined. Also Case
group had a written asthma action
plan developed by the patient and
physician. Plan addressed sym-
ptom severity, appropriate use of
medication, and how to identify
when emergency care is needed.
During each visit, we confirmed
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that patients and their families are
able to recognize symptom
patterns, can identify contributing
factors and how to avoid them,
and learn how to control
exacerbations. It was important to
review the asthma action plan
thoroughly and evaluate recent
asthma control (through asthma
control test) and address any
patient questions to ensure clarity
concerning guidelines for manag-
ing exacerbations, recommenda-
tions and techniques for the use of
medication, and when emergency
medical intervention was
necessary. This included repetitive
teaching of skills such as use of

Data were collected, coded,

revised and entered to the
statistical package for social
science  (SPSS) version 20.

Qualitative data were presented as
number and percentages while
quantitative data were presented as
mean, standard deviation and
range. The comparison between
two groups with quantitative and
parametric data was done by using
independent t-test. The compari-
son between more than two groups
with quantitative and parametric
data was done by using one way
analysis of variance (ANOVA)
test. Spearman correlation coeffi-
cient were used to assess the

metered dose inhalers, spacers, relation between two parameters
and nebulizers. in the same group. P value below
Statistical Analysis: 0.05 was considered significant.
RESULTS
Table (1): Comparison of age on onset cases and control.
Age in months Cases Control t P
<6 2 6
6- 18 19
12- 9 13
18- 7 2
24- > 6 1.588 0.115
30+ 9 4
Range 2-144 3-60
Mean+ SD 19.76+21.83 14.24+11.28

SD = standard deviation.
P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,
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p >0.05= statistically insignificant.

Table (1): showing that There was statistically insignificant difference
between studied home visits and non-home visits of uncontrolled
asthmatic patients concerning age of onset; p>0.05. Mean age of onset
was 19.76+21.83 for case group and 14.24+11.28 for control group.

20 1

15 A

m Cases
10 4
M Control

<6 6- 12- 18- 24- 30+

Figure (1): Column charts showing Comparison of age on onset cases and control.

Table (2): Comparison of studied groups in relation to risk factors.

Variables Case group | Control group X2 p
Respiratory infections 36 36 0.000 | 1.000
Exposure t(? tobacco 7 73 0.040 | 0.841

smoking

Exposure to dust 32 27 1.033 | 0.309
Intake of drugs 6 7 0.088 | 0.766
Food allergy 18 13 1.169 | 0.280
Allergy to odors 33 27 1.500 | 0.221
Exercise induced asthma 15 12 0.457 | 0.499
Emotional as risk factor 8 5 0.796 | 0.372

X? = chi square test.
P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,
p >0.05= statistically insignificant.
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Table (2): showing that there was statistically insignificant difference
between studied home visits and non-home visits of uncontrolled
asthmatic patients concerning risk factors; p>0.05.

Table (3): Comparison of diagnosis of asthma among home visits and non-
home visits groups during first 3 visits of follow up period.

Diagnosis of asthma Home visits Non-home visits X2 P
Visit 1
Uncontrolled 13 14
Partly controlled 25 18 2.377 | 0.305
Controlled 12 18
Visit 2
Uncontrolled 8 13
Partly controlled 10 16 4.858 | 0.088
Controlled 32 21
Visit 3
Uncontrolled 8 18
Partly controlled 12 12 5.846 | 0.054
Controlled 30 20

X2 = chi square test.
P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,
p >0.05= statistically insignificant.

Table (3): showing that during first 3 visits of follow up period; both
home visits group and non-home visits group experienced greater
reductions in symptoms of asthma and level of uncontrolled asthma. For
example during 3rd visit of follow up, 30 children who received home
intervention were diagnosed as control asthma while 20 children who
received non home intervention were diagnosed as control asthma.

Table (4): Comparison of diagnosis of asthma among home visits and non-
home groups during second 3 visits of follow up period.

Diagnosis of asthma Case group Control group x* P
Visit 4
Uncontrolled 7 21
Partly controlled 16 12 9.844 0.007
Controlled 27 17
Visit 5
Uncontrolled 5 19
Partly controlled 11 18 19.239 0.001
Controlled 34 13
Visit 6
Uncontrolled 8 25
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Partly controlled 10 15
Controlled 32 10 21.281 0.001

X2 = chi square test.
P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,
p >0.05= statistically insignificant.

Table (4): showing that During 4th ,5th and 6th visits of follow up
period; Asthma proper control was significantly more prevalent among

asthmatics with home intervention compared to those with clinic follow
up only (p=0.040, 0.001and 0.001 for 4th, 5th and 6th visits respectively).

Table (5): Comparison of diagnosis of asthma among home visits and non-
home groups during last 2 visits of follow up period.

Diagnosis of asthma | Case group | Control group x? P
Visit 7
Uncontrolled 6 19
Partly controlled 14 19 15.232 0.001
Controlled 30 12
Visit 8
Uncontrolled 4 17
Partly controlled 11 17 16.412 0.001
Controlled 35 16

X? = chi square test.
P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,
p >0.05= statistically insignificant.

Table (5): showing that Also during last 2 visits of follow up period;
Asthma proper control was highly significantly more prevalent among

asthmatics with home intervention compared to those with clinic follow
up only (p=0.001 for 7th and 8th visits).

Table (6): Comparison of studied groups in relation to hospital admission
during follow up:

Hospital Home visits Control P
admission
None 42 39
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Once 7 7 0.500
More than once 1 4

P< 0.05 = statistically significant, p < 0.01 = statistically highly significant,

p >0.05= statistically insignificant.

Table (6):

showing that There was statistically insignificant

difference between studied home visits and non-home visits of
uncontrolled asthmatic patients concerning hospital admission during

follow up period ; p=0.05.

DISCUSSION

This 1s across-sectional study
aimed to assess the impact of
physician-patient communication
through regular family visit on
level of asthma control.

In present study; asthma was
more prevalent among males than
females and this is in agreement
with some studies as William et
al., (2014), Newachecke et al.,
(2000) and Halim et al., (2013)
revealed that male gender is
associated with an increased risk
of developing asthma; boys are 1.5
to 2 times more likely than girls to
develop asthma.

The exact reason for male
predominance is not known but
male predominance may be related
to a greater degree of bronchial
liability in males. Airways in boys
are also smaller in comparison to
their lung sizes when compared to
girls (Sears et al., 1993).

In this study; asthma was more

prevalent among children aged > 6
years (n=82) and mean age was
4.74+4.24 for case group and
3.52+1.99 for control group and
this is in agreement with Liu et
al.,( 2015) revealed that Approxi-
mately 80% of all asthmatic
patients report disease onset prior
to 6 yr. of age.

It is possible that factors
triggering asthma are increasingly
affecting very young children.
This 1is either because these
unknown etiological factors affect
only young children or because
older children are already
‘‘saturated’’in  their exposures,
thereby explaining a stable rate of
asthma in this older population
(pearce et al., 2007).

The duration from onset of
asthma symptoms to index date of
asthma varies significantly depen-
ding on host and environmental
factors. In the current study the
mean duration from onset of
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asthma symptoms was 19.76+
21.83 for case group and 14.24+
11.28 for control group, in
disagreement with Abdullah et al.,
(2012) who found that, the mean
duration from onset of asthma
symptoms was 9.02 + 5.04.

Genetics can play a role in
triggering asthma. If asthma runs
in the family, the chances are
higher that younger generations
will also contract the disease
(GINA 2005).

In the present study, the
findings revealed that, positive
family history of asthma and other
allergy was significantly
associated risk factors for asthma
(n= 73), in agreement with other
studies as Zedan et al., (2009),
Abdullah et al., (2012) and Halim
etal., (2013).

This can be explained by the
fact that asthma is a syndrome
influenced by genetic and
environmental ~ factors  (Basic
Asthma Research Strategy |l
[BARS 11], 2006).

In the present study; the
presence of one type or more of
other allergic diseases were
significantly = associated  with
asthma, in agreement with other
studies as Yasein et al., (2004),
Behl et al., (2010) and Abdullah
et al., (2012) and association with
other allergic diseases in this study

(72 %) was higher than found by
Hossny et al., (2009) that 53.3%
of  asthmatic  children had
associated allergic disease (atopic
dermatitis, allergic rhinitis or food
allergy).

Triggers differ between individuals
and may change overtime. Overall
the top five triggers for asthma
symptoms were cold or infection,
exercise, Tobacco smoke, dust and
pollen (The National Asthma
Control Task Force, 2000).

In the current study, the most
common triggering factors were;
respiratory infection, dust, smoke,
odor and insecticide, physical
effort, food and drinks and drugs
in agreement with other studies as
Surdu et al., ( 2006).

In the present study; respiratory
infection was the most dominant
risk factors (72 %) and this is in
agreement with a study conducted
by Nafstad et al., (2000) revealed
that, the children who experience
any respiratory infections during
infancy have a higher risk of
asthma later in childhood. Also
Busse et al., (2010) reported that,
the wviral respiratory infections
during the early years of life
appear to be the dominant risk
factor  associated  with the
development and exacerbation of
asthma.

This can be explained by
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suggesting that the impact of reduce exposures (Song, &
infant and  preschool viral =~ Weaver, 2005).

infections on the maturing
immune system and developing
lung that subsequently result in an
asthma phenotype occur during a
critical susceptibility period, and
in a genetically susceptible host
(Sigurs et al., 2000).

Previous studies have demons-
trated that effective healthy homes
intervention programs require
multiple home visits (Dixon et al.,
2009).

In the present study; we found
that a home-based intervention
focused on reducing exposure to
multiple indoor allergens and
environmental tobacco smoke
decreased reported symptoms so
Asthma proper control was more
prevalent among asthmatics with
home intervention and level of
severity was highly lower among
asthmatics with home intervention
and this is in agreement with a
study conducted by Morgan et al.,
(2004).

This can be explained by
suggesting  that  home-based
asthma intervention includes: the
assessment of exposures to asthma
triggers, education about exposure
avoidance and asthma control
(including the proper use of
medications), as well as providing
low-cost tools and strategies to

In the present study; the risk of
hospitalization was not signifi-
cantly changed and this is in
agreement with a study conducted
by Morgan et al., (2004).

This finding was surprising,
particularly because the services
provided through home
environment programs are
generally more intensive in terms
of dosage (for example, the
number of interactions with
caregivers and children), the
provision of supplies (such as
HEPA-filter vacuums and “safe”
cleaning kits), and connections to
other service providers (such as
integrated pest management and
mold removal services) (Helen et
al., 2016).

CONCLUSION

Asthma proper control was
highly more prevalent among
asthmatics with home intervention
and this support that improving
the health of a child with asthma
requires a multi-faceted strategy
that addresses the physical home
environment, health-care utiliza-
tion, medication adherence, and
other extrinsic factors (e.g., health
behaviors and caregiver involve-
ment).
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