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The influence of bronchial asthma control level on the quality
of life indices
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children. Materials and methods. Quality of life parameters of 189 in-patients with BA, aged 6—17 years and 95 controls were studied.
Parallel questioning with subsequent analysis of quality of life indices in 189 parents of BA children and 95 parents of the control
pathologi group children was performed. General QL was evaluated using PedsQL (Pediatric Quality of Life Inventory 4.0). Specific quality
athologia

of life was evaluated using specific quality of life questionnaire for the children ill with bronchial asthma — PAQLQ (Pediatric
Asthma Quality of Life Questionnaire). Statistical analysis of the data obtained was done by variance statistical methods using

DOI: the standard program package of multivariate statistical analysis Statistica 6.0
10.14739/2310-1237.
2018.2.141394 Results. The study found the index of physical functioning to be 43.6 [31.3-62.5] points in the children with UC BA,

53.1 [37.5-68.2] points in those with PC BA, being significantly lower as compared to the control group children — 79.6
[66.0-100.0] points (P < 0.001). Physical functioning index in the children with UC BA was 1.7 times lower as compared
to those with C BA. Comparison of the indices in those with PC BA — 53,1 [37.5-68.2] points and C BA — 74.1 [50.0-76.0]
points, showed that physical activity in the children with PC BA was significantly lower as compared to those with C BA
(P < 0.001). The analysis showed no significant difference between the answers of the children with asthma and their
parents. No significant difference between the answers of healthy children’s parents and the children themselves was
revealed as well (P > 0.05). The cumulative index of QL was dependent on the level of BA control. It was 2.5 [1.4-3.6]
points in the children with UC BA, being significantly lower as compared to those with PC BA — 3.9 [2.8—4.9] points, and C
BA - 6.2 [5.6-6.8] points (P < 0.001); and in the children with PC BA this index was significantly lower as compared to those
with C BA (P < 0.01).
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Conclusions. Along with traditional methods of assessment of respiratory function and laboratory indices of
inflammatory process activity in bronchial asthma, study of physical and mental health, social activity, general well-
being and many other parameters of quality of life, as well as the influence of treatment on these parameters should be
carried out.

Kntouosi croBa: Bnaus piBHﬂ KOHTPOAIO 6p0HXiaAbH0i acTMM Ha NOKa3HUKU AKOCTi XXUTTA B AiTeﬁ
6poHxianbHa acTMa,

AKICTb XUTTA, ATTH. 0. B. lepacumoBa, T. A. Mpouok, A. 0. Mpoutok, H. M. Cypkosa, A. A. Kouyp, O. B. Kyaewuos

Matonoris. - 2048, - MeTa pob0oTH — BUBHYMTW NOKA3HMKM 3aranbHoi Ta cneumndivHoi akocTi xuTTs (AXK) B AiTei WKINbHOIO Biky 3aN€XHO Bif piBHS
T. 15, Ne 2(43). - KOHTPOO BA.

C.204-209 Matepianu Ta metogum. Iig Yac JOCNIMKEHHS BUBYAM napameTpm saKocTi xutts 189 xsopux Ha BA Big 6 0o 17 pokis i 95

LiTei KOHTPOMbHOI rpynu. MapanensHo 3aiMCHUNM ONUTYBAHHA Ta aHania NOKa3HWKIB SKOCTI XUTTA 189 BaTbkiB aiTel, ski
xBopi Ha BA, Ta 95 GatbkiB AiTen KOHTPONbHOI rpynu. OuiHIoBaHHS 3aranbHoi AXK BUKOHaNM 3 BUKOPUCTAHHSAM 3arasibHo-
ro OnuTyBanbHUKa OLliHOBaHHS AKoCTi XuTTS B neaiatpii — PedsQL (Pediatric Quality of Life Inventory 4.0). OuintoBaHHs
crneumndivHoT AKOCTi XUTTS NPOBOAMMM 3@ JONOMOIOK CNeLmMdIiHYHOr0 ONUTYBanbHUKa 3 SKOCTI XWUTTS OiTel, SKi XBOpi Ha
OpoHxianeHy actmy — PAQLQ (Pediatric Asthma Quality of Life Questionnaire). CtatcTiyHe onpautoBaHHs pesynsTaTis
BUKOHanN 3a [OMOMOrOK METOAIB BapiaLliHOi CTAaTUCTUKN 3 BUKOPUCTaHHAM CTaHAApTHOrO nakeTta nporpam 6aratomipHoro
BapiayiiHo-cTaTUCTMYHOrO aHanisy Statistica 6.0.

Pesynkratu. BctaHoBunK, WO nokasHUK ¢isnyHoro yHKUioHyBaHHs B Aiteit i3 HK BA ctaHoeuB 43,6 [31,3-62,5] 6ana, B
aiten i3 UK BA - 53,1 [37,5-68,2] 6ana Ta 6yB BiporigHO MEHLLMM MOPIBHSHO 3 AiTbMU KOHTPOIbHOI rpynn — 79,6 [56,0-100,0]
6ana (p < 0,001). MokasHuk ianyHoro gyHKUiOHyBaHHs B Aite i3 HK BA 6yB B 1,7 pa3a MeHLIMM MOPIBHSHO 3 AiTbMY, Y
koTpux Byna K BA, a nopisHtotouM Liei nokasHuk y aitei is YK BA — 53,1 [37,5-68,2] 6ana Ta K BA — 74,1 [50,0-76,0] 6ana,
BCTAHOBWIH, L0 (hi3nyHa akTUBHICTb Y AiTel i3 YK BA BusiBunacs siporigHo Hk4oto nopisHsaHo 3 K BA (p < 0,001). Axanis
OL|iHIOBaHHS NMOKA3HWKIB 3arasibHOT AKOCTi KUTTA AiTbMY Ta iXHiMU GaTbkamm 3anexHo Bif piBHS KOHTpoI0 BA 1aB MOXNMBICTb
BCTAQHOBWTY, LLO BIPOriZHOT Pi3HNLI MiX BiAnoBIAsMU ZiTei 3 acTMO0 Ta ixHiMu GaTbkamu He 6yno, a Takox He BCTAHOBWIN
BIpOriAHOT Pi3HML Mix BignosiasMu 6aTbkiB 30opoBux Aiten i camumm aitbMu (p > 0,05). CymapHuii nokasHuk XK mas oco-
6nmBocCTi 3anexHo Bif piBHA koHTponto BA. Tak, y aiten i3 HK BA BiH ctaHosuB 2,5 [1,4-3,6] 6ana Ta byB BiporiaHO MEHLLMM
nopiBHsiHO 3 AitbMu 3 YK BA — 3,9 [2,8-4,9] 6ana Ta K BA - 6,2 [5,6-6,8] 6ana (p < 0,001), B aitei i3 YK BA Leit nokasHuk
6yB BipOriZHO MEHLUMM NOpiBHSHO 3 AiTbMM 3 K BA (p < 0,01).

BucHoBku. MNopsa i3 TpaguuiiHuMmM MeTofamm oLiHIoBaHHS (OYHKLi 30BHILUHBOTO ANXaHHs Ta TabopaTopHMX NOKa3HMKIB
aKTWBHOCTi 3anarnbHOro npoLecy Npu BGpoHxianbHi acTMi HeobXigHO NPOBOAUTU OOCTEXEHHS (PI3UYHOTO Ta MCUXIYHOTO
3[0pOB’s, COLlianbHOI aKTUBHOCTI, 3aranbHoOro obpobyTy i Barato iHLWKMX NOKA3HMKIB AKOCTI XXWUTTS, @ TaKoX BMIMBY JiKy-
BaHHS Ha HUX.
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BAusiHUE YPOBHA KOHTPOAA 6p0HXMaI\bH0ﬁ aCTMbl Ha NOKa3aTeAU KayeCTBa XXU3HU Y AeTen

E. B. lepacumosa, T. A. Mpoutok, A. A. Mpoutok, H. M. CypkoBsa, A. A. Kouyp, A. B. Kyaewos

Llenb pa6oTbl — 13y4nTb nokasatenu obLiero 1 crneuududeckoro kadectsa xusHu (KX) y geteit wkonbHOro Bospacra B
3aBMCUMOCTM OT YPOBHS KOHTpons BA.

Matepuanbi n MeTogbl. B xoae uccnenoBaHns Usyyany napameTpbl kavecTsa xusHu 189 6onbHbix BA feTeii B Bo3pacte
ot 6 80 17 net n'y 95 AeTen KOHTPONbLHOW rpynnbl. MapannensHo NPOBOAWIN ONPOC M aHanM3 nokasarernemn kavyecTBa Xu3Hu
189 poauTenein geten, 6onbHbIX BA, 1 95 poguteneii geten koHTponbHOM rpynnbl. OueHky obwero KX nposogunm ¢ mc-
nonb3oBaH1eM oBLLEro OMPOCHMKA OLIEHKM KavecTBa xu3Hu B neguatpum — PedsQL (Pediatric Quality of Life Inventory 4.0).
OueHKy cneLmgryeckoro kKa4ecTsa X13HU NPOBOAUIM C MOMOLLbH CNELMUYECKOro ONMPOCHUKA MO KaYeCTBY XU3HU AETEN,
6onbHbIX bpoHxmaneHon actTmon — PAQLQ (Pediatric Asthma Quality of Life Questionnaire). Ctatuctiyeckas obpabotka
MOSyYEHHbIX PE3yNbTaToB NPOBEAEHA C MOMOLLBK METOLOB BapUaLMOHHON CTAaTUCTUKA C UCMONb30BaHMEM CTaHOAPTHOMO
naketa nporpamMmm MHOTOMEPHOTO BapyaLMOHHO-CTaTUCTUYECKoro aHanusa Statistica 6.0.

Pe3ynkraThl. YCTaHOBMEHO, YTO nokasaternb gmanyeckoro dyHKumoHnposaHus y aeten ¢ HK BA coctasun 43,6 [31,3-62,5]
6anna, y geteit ¢ YK BA - 53,1 [37,5-68,2] Ganna v 6bin JOCTOBEPHO MEHBLLUMM MO CPABHEHWIO C AETbMU KOHTPOMNBHOM
rpynnel — 79,6 [56,0-100,0] 6anna (p < 0,001). Mokasatens dmsnyeckoro dyHKuoHnpoBanus y aeteit ¢ HK BA 6bin B 1,7
pasa MeHbLLE Mo CPaBHEHUIO C AETbMY, Y KOTOPbIX AnarHocTposaHa K BA, a npu cpaBHeHUM JaHHOTO nokasaTens y AeTei
¢ YK BA n K BA (53,1 [37,5-68,2] n 74,1 [50,0-76,0] 6anna cOOTBETCTBEHHO), YCTAHOBMNEHO, YTO (hu3nyeckasi akTUBHOCTb
y petenn ¢ YK BA okaszanacb [ocToBepHO Hinke no cpaBHeHumto ¢ K BA (p < 0,001). AHanu3 oueHkv nokasatenew obLuero
KayecTBa XW3HW AETbMU U X POLUTENSIMU B 3aBUCUMOCTU OT YPOBHSI KOHTPONSt BA N03BONMN yCTaHOBUTb, YTO JOCTOBEPHOM
pasHuLbl Mexzay OTBETaMW [eTel C acTMOW U UX POAMTENsIMM He Bbino, a Takke He YCTaHOBMNEHO AOCTOBEPHON pasHMLbI
Mexzay OTBeTaMu PoauTeNen 30opoBbIX AeTer 1 camumm aetbmu (p > 0,05). YcTaHOBMEHO, YTO CyMMapHbIi nokasatens KK
3aBUcen oT YpoBHs KoHTpons BA. Tak, y aetelt ¢ HK BA oH 6bi1 fOCTOBEPHO MEHBLLIMM MO CpaBHEHNIO ¢ AeTbMu ¢ YK BA 1
K BA (2,5 [1,4-3,6] no cpasHeHuto ¢ 3,9 [2,8-4,9] n 6,2 [5,6-6,8] 6anna cooteeTcTBEHHO, p < 0,001).

BoiBogbl. Hapsigy ¢ TpaguuvoHHbIMY MeTofamy OLEHKU (hyHKUMM BHELLHErO AblXaHusi U NabopaTopHbIX nokasaTenei
aKTMBHOCTW BOCManMTenbHOro npoLecca y 6orbHbix BA Heobxoaumo NpoBoanTbL 00CnenoBaHNe U3NYECKOTO 1 NCUxmYe-
CKOrO 3[10POBbSi, COLMaNbHOIM aKTUBHOCTM, 0BLLEero Grnarononyyms u apyrux nokasartenen kayecTsa Xu3Hu, a Takke BrUsHUS

Jle4yeHns Ha 3TU nokasartenu.

Topicality

Bronchial asthma (BA) is one of the most prevalent
chronic diseases of the respiratory organs. In recent
years the world scientists have been searching for ways
to achieve and maintain BA control, to elaborate effective
and safe therapy methods as well as to study the influence
of therapy on the quality of life [1]. Every year the criteria of
BAdiagnostics and treatment are reviewed and improved,
but many issues are still unsolved [2].

Chronic course of the disease, attacks of expiratory
dyspnea, awakening at night, poor exercise capacity, ne-
cessity of constant availability of first aid drugs, limitations
in occupation choice and social activity — all these factors
greatly affect quality of life in the children with BA [3].

Over 30% of children suffering from BA experience
communicative limitations and adaptation difficulties,
and every third sick child considers himself different from
the children of his age [4]. These characteristic features,
typical of adolescence, can influence the attitude of
the child to the disease and its treatment [5,6].

The impact of the disease extends to emotional,
physical and social aspects of the patients’ life. Associ-
ated depressive disorders greatly affect the quality of life
(QL) of BA children, being indicative of great significance
of psycho-emotional state in the children suffering from
asthma [7].

Quality of life in BA patients is influenced much by
the period of disease course. Exacerbation of BA con-
siderably limits physical activity, enforces the importance
of physical and emotional problems, reduces the vitality,
influences the mental health, decreases social activity
and worsens the patient’s subjective perception of his
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general state condition. In recent decade attention is being
increasingly focused on the problem of quality of life in
BA and its impact on general state of health [2,6-8]. The
concept of BA therapy has been changed: improvement
of quality of life has become its aim along with the relief
of symptoms and effective disease control.

Objective

To study the indices of general and specific quality of life
in schoolchildren, depending on the level of bronchial
asthma control.

Materials and methods

Quality of life parameters of 189 in-patients with BA,
aged 6-17 years, treated at Pulmonology Department
of Vinnytsia Regional Children’s Clinical Hospital and 95
controls were studied. Parallel questioning with subse-
quent analysis of quality of life indices in 189 parents of
BA children and 95 parents of the control group children
was performed. General QL was evaluated using PedsQL
(Pediatric Quality of Life Inventory 4.0), developed by
J. Varni in 1999, USA [9]. The questionnaire PedsQL
consisted of 23 questions, united in the following scales:
physical functioning (8 items), emotional functioning (5
items), social functioning (5 items), school functioning (5
items). The questionnaire included two forms: for the chil-
dren and for the parents. Modules for the children and
those for the parents were similar in contents but differed
somewhat in the forms of questions. Total score was
calculated by 100-point scale after recoding — the higher
the score, the higher quality of life. Specific quality of life

KnaloueBble croBa:

6poHxu1anbHas
acTMa, KayecTso
XU3HU, ASTU.
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@ Children with C BA
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Fig. 1. Indicators of the general quality of life in children depending on the level of control of

asthma (points).
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was evaluated using specific quality of life questionnaire
for the children ill with bronchial asthma — PAQLQ (Pedi-
atric Asthma Quality of Life Questionnaire), developed by
E. F. Juniperin 1996, UK [10]. 35 children with controlled
bronchial asthma (C BA), 30 children with partially con-
trolled (PC) BA, 124 children with uncontrolled (UC) BA
were interviewed in the study, and three clinical groups
identical by age and sex were formed. The questionnaire
included 23 questions: 10 items on the patients’ perception
of their symptoms (attacks of asphyxia, dyspnea, cough,
wheezing, chest tightness, labored expiration, sleep
disorders, weakness), 8 items — on the emotional state,
5 items — on the physical activity. Total score was calcu-
lated by 7-point scale after recoding, the higher the score,
the higher QL of children. Besides, cumulative index of
specific QL was calculated.

The diagnosis was made in accordance with the cri-
teria of unified clinical protocol of primary, secondary
(specialized) medical diagnostics “Bronchial asthma in
children”, adopted by the Order of Ministry of Health of
Ukraine Ne 868 of October 8, 2013, and based on the clas-
sification of BA in children, adopted by the Xl Congress
of Pediatricians (2010, Kyiv). The children were divided
into groups according to BA control level, determined by
asthma control test (ACT-test). Group 1 consisted of 124
patients (65.60 + 3.45 %) with uncontrolled course of
the disease (UC BA). Group 2 consisted of 30 patients
(15.90 £ 2.65 %) with partially controlled BA (PC BA) and
35 patients (18.50 + 2.82 %) with controlled BA(C BA).

Statistical analysis of the data obtained was done by
variance statistical methods using the standard program
package of multivariate statistical analysis Statistica 6.0
Ne AXXR718B346705FA. The normal distribution was
evaluated according to the Shapiro-Wilk test. Digital
information of all clinical investigations was processed
by variance statistical method calculating the mean val-
ue (M) and its error (m). The significance of difference
between two means was calculated using Student's
t-test (t), between two relative values — by Fisher an-
gular transformation method (f). For all specific data,
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the median (Me), lower and upper quartiles [LQ25-UQ75]
were established. Two unrelated groups were compared
using Mann-Whitney U-test. Two related samples were
compared using Wilcoxon T-test. All P values of less than
0.05 were considered to indicate statistical significance.
Correlation analysis with calculation of Spearman rank
correlation (r) was used to establish the relationship
between the studied indices.

Results and discussion

The study found the index of physical functioning to be
43.6 [31.3-62.5] points in the children with UC BA, 53.1
[37.5-68.2] points in those with PC BA, being significantly
lower as compared to the control group children —79.6
[66.0-100.0] points (P < 0.001) (Fig. 1).

Besides, physical functioning index in the children
with UC BA was 1.7 times lower as compared to those
with C BA. Comparison of the indices in those with PC
BA-53.1[37.5-68.2] points and C BA-74.1[50.0-76.0]
points, showed that physical activity in the children with
PC BAwas significantly lower as compared to those with
C BA (P <0.001), while no statistical difference between
physical functioning index in the children with PC BA and
UC BA was found (P > 0.05).

It should be noted that the study revealed negative
correlation relationship between uncontrolled course of
BA and physical functioning index (r = -0.41; P < 0.001).
Thus, the more uncontrolled course of BA, the lower was
physical activity of sick children, a finding that is similar
to results published from previous studies conducted in
Serbia [11] and Iran [12].

The indices of emotional functioning in the patients
with UC BA, PC BAand C BAwere 39.1[20.0-50.0], 53.2
[46.0-70.0] and 65.8 [40.0-80.0] points, respectively,
being significantly lower as compared to the control group
(P < 0.001), which was indicative of considerable wors-
ening of the patients’ emotional state in the absence of
control over the disease symptoms. Significant difference
in functioning index was revealed in the children with UC
BA - 39.1 [20.0-50.0] points, and in those with C BA —
65.8 [40.0-80.0] points (P < 0.01).

Similarly, Indian study concluded that mild to moder-
ate QOL impairment occurred in activity domain (mean
score 5.17) and emotional domain (mean score 5.00) [13].

Statistical analysis found negative correlation rela-
tionships both between uncontrolled course of BA and
emotional functioning index (r=-0.30; P <0.001), and be-
tween extreme cases seeking for emergency medical aid
and this index value (r=-0.42; P <0.001). Thus, the more
visits requiring emergency medical aid, the worse was
the emotional state of BA children.

Social functioning indices were evaluated, and it was
found to be 65.6 [30.0-90.0] points in the children with
UC BA, being significantly lower as compared to actually
healthy children — 80.2 [68.0-100.0] points (P < 0.05),
indicating the presence of social adaptation problems in
the children with UC BA. No significant difference in this
index in other groups of comparison was found (P > 0.05).

Negative correlation relationship between the fre-
quency of hospitalization and social functioning index
was established in the study (r =-0.22; P < 0.001). In this
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Table 1. Indicators of the general quality of life in children depending on age (points), Me [LQ25-UQ75]

Data general Control group Children with C BA Children with PC BA Children with UC BA
quality of life

6-10 years 11-17 years 6-10 years 11-17 years 6-10 years 11-17 years 6-10 years 11-17 years
PF 79.6 815 68.7 76.1 59.3 52.4 43.7 446
[60.5-100.0] [66.2-96.8] [63.0-75.0] [50.0-75.0] [50.1-68.7] [50.1-68.7] * [31.2-62.5] [34.3-53.2]
EF 70.1 70.0 65.5 63.2 57.8 51.8 36.4 38.1
[60.0-100.0] [60.0-90.0] [68.0-75.0] [50.0-75.0] [50.0-70.0] [46.8-62.6] * [25.0-50.0] [20.0-50.0]
Soc F 85.0 78.8 76.4 78.5 76.3 78.0 66.4 64.9
[68.0-100.0] [68.0-100.0] [65.0-100.0] [65.0-100.0] [70.0-85.0] [68.0-85.0] [30.0-85.0] [28.0-90.0]
Sch F 7.2 69.0 63.0 56.1 56.8 50.0 433 13.0
[65.0-95.0] [65.0-100.0] [50.0-80.0] [50.0-80.0] [45.0-70.0] [45.0-70.0] * [20.0-5.0] [19.1-55.0]

*: P <0.05-significance of difference of indices compared to the age group 6-10 years; PF: Physical functioning; EF: Emotional functioning; Soc F: Social functioning; SchF: School functioning.
Table 2. Indices of the specific quality of life in children depending on the level of control of asthma (points), Me [LQ25-UQ75]

Indices specific quality of life Children with C BA (n = 35)

Children with PC BA (n = 30)

Children with UC BA (n = 124)

Symptoms 5.7 [4.2-6.3] 3.6 [2.3-4.6]* 2.1 [1.1-4.2]
Physical activity 6.9[5.8-6.7] 4.3[36-54]" 2.2[1.0-3.8]
Emotional state 6.4 [5.9-6.9] 42[3.4-5.2]* 3.1[2.0-3.5]
Cumulative index of specific QL 6.2 [5.6-6.8] 3.9[2.8-4.9]* 2.5 [1.4-3.6] *

*: significance of difference indices compared to C BA P < 0.001; *: significance of difference indices compared to PC BAP < 0.001.

case, the higher hospitalization frequency of the children,
the lower was their social adaptation.

The index of school functioning was 40.4 [25.0-75.0],
49.8[45.0-70.0]and 58.7 + 1.20 points in the children with
UC BA, PCBAand C BA, respectively, being significantly
lower as compared to the controls — 69.6 [68.0-100.0]
points (P < 0.001). There was significant difference
between school functioning index in the children with
CBA-58.7 + 1.20 and UC BA (P < 0.05), while it was
similar in the patients with UC BA and PC BA (P > 0.05).

Negative correlation relationship between un-
controlled course of BA and school functioning index
(r=-0.32; P <0.001) and frequency of hospitalizations
(r=-0.22; P < 0.001) was found. Thus, the more un-
controlled course of BA and the higher hospitalization
frequency, the lower was school functioning index.

Dean B.B., Calimlim B.M. et al. [14] concluded that
70 % children with uncontrolled asthma versus 45%
with controlled asthma missed school, with a median
of 6 days versus 4 days missed respectively (during
the study period).

The indices of general QL in junior and senior school-
children were evaluated and compared in the study.
Physical functioning index in the children aged 11-17 with
PC BAwas 52.4 [50.1-68.7] points, emotional functioning
index — 51.8 [46.8-62.6] points, and school functioning
index —50.0 [45.0-70.0] points, being significantly lower
as compared to the children of 6-10 years with PC BA—
59.3 [50.1-68.7] points, 57.8 [50.0-70.0] points, 56.8
[45.0-70.0] points, respectively (P < 0.05). As to the so-
cial functional index, it was similar in both age groups of
children with PC BA (Table 1).

Thus, senior schoolchildren with PC BA had lower
physical activity, worse emotional state and more prob-
lems at school as compared to junior schoolchildren with
PC BA. No significant difference in indices of general
QL in junior and senior schoolchildren with UC BA and
C BA was found (P > 0.05). Indices of physical activity,
emotional state, social adaptation and study at school
were considerably decreased in both age categories of
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children with UC BA, this being caused by the absence
of control over the symptoms of the disease.

Chroma J, Slany J. concluded that the worst quality
of life was found among children in the age group of
5-7 years. The mean quality of life of asthmatic children
is 74.41, a statistically significant difference between
the physical (78.81) and psychosocial (72.06) dimen-
sions of health. No statistically significant difference in
the quality of life was found between the asthmatic and
healthy children [15].

Significant differences in estimation of QL of the sick
child and his close relatives are presented in the literature
[15-17]. In our study, perception of general QL indices
by the children with various levels of BA control and their
parents was analyzed. The analysis showed no significant
difference between the answers of the children with asth-
ma and their parents. No significant difference between
the answers of healthy children’s parents and the chil-
dren themselves was revealed as well (P > 0.05). Thus,
the parents of BA children with various levels of control,
as well as their sick children, had similar perception of
quality of life indices.

After the detailed study of indices of general QL in
BA children with various level of control and their com-
parison with the control group, our aim was to analyze
the indices of specific QL in BA children and to establish
their characteristic features, depending on the level of BA
control. Along with the evaluation of limitations in physical
activity and emotional state in BA children, the impact
of disease symptoms (attacks of asphyxia, dyspnea,
cough, wheezing, sensation of chest tightness, labored
expiration, sleep disorders, weakness) on the QL of those
children was estimated, and cumulative index of specific
QL was determined. The index “symptoms of disease”
was found to be 2.1 [1.1-4.2]and 3.6 [2.3-4.6] points
in children with UC BA and PC BA, respectively, being
significantly lower as compared to the patients with C
BA-5.7 [4.2-6.3] points (P < 0.001). This index was also
significantly lower in the children with UC BA as compared
to those with PC BA (Table 2).
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The analysis of physical activity limitations in BA
children of various levels of control demonstrated that
this index was 2.2 [1.0-3.8] and 4.3 [3.6-5.4] points in
the patients with UC BA and PC BA, being significantly
lower as compared to those with C BA — 6.9 [5.8-6.7]
points (P <0.001). Besides, physical activity in the children
with UC BA was limited to significantly greater level than
in those with PC BA (P < 0.001).

The emotional state index in the children with UC
BA was 3.1 [2.0-3.5] points, being significantly lower as
compared to those with PC BA-4,2 [3.4-5.2] points and
C BA-6.4[5.9-6.9] points (P < 0.001); and in children
with PC BA this index was also lower than in the patients
with C BA (P < 0.001).

Matsunaga N.Y. et al. [17] concluded that the CAand
the PCA groups, when compared with the NCA group,
showed higher values for the overall PAQLQ score and all
PAQLQ domains (activity limitation, symptoms, and emo-
tional function; P < 0.001 for all). Quality of life appears to
be directly related to asthma control and asthma severity
in children and adolescents, being better when asthma is
well controlled and asthma severity is lower.

The cumulative index of QL was dependent on
the level of BA control. It was 2.5 [1.4-3.6] points in chil-
dren with UC BA, being significantly lower as compared
to those with PC BA— 3.9 [2.8—4.9] points, and C BA-6.2
[5.6-6.8] points (P < 0.001); and in children with PC BA
this index was significantly lower as compared to those
with C BA (P <0.01).

While, the data obtained by M. S. Al-Gewely et al [5]
showed the overall PAQLQ score ranged between 2.22 and
6.61 with a mean + SD of 4.08 + 1.0. Uncontrolled asthma
was associated with the lowest QoL points (P<0.01). Users
of systemic steroids had significantly lower overall PAQLQ
score, score of symptoms, score of emotional function
than non-users (P < 0.05). Difficulty in obtaining the drugs
significantly adversely affects the patient QoL points apart
from that of activity limitation (P < 0.05).

Assessment of indices of specific QL in children with
BA made it possible to carry out the patients’ state moni-
toring in the course of treatment, to determine the impact
of treatment on various components of QL as well as
to compare the efficacy of different therapy methods in
the children with UC BA.

Conclusions

The study of QL in sick children is one of major directions
in modern medicine, being an integral part of complex
analysis of novel diagnostic methods, treatment and
prevention of bronchial asthma.

The indices of physical, emotional, social and school
functioning are significantly lower in the children with
uncontrolled course of bronchial asthma.

Senior schoolchildren with PC BA have more prob-
lems with physical activity, emotional state and studies at
school, as compared to junior schoolchildren with PC BA,
while considerable decrease in indices of physical activity,
emotional state, social adaptation and study at school in
both age categories of children is observed, this being
caused by the absence of control over the symptoms of
the disease.
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The parents of BA children with various levels of con-
trol, as well as their sick children, have similar perception
of indices of general quality of life.

The perspectives of further scientific research in
this direction is to study the best ways of rehabilitation in
patients with BA.
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