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Evaluation of asthmatic patient 
dyspnea in asthma center at Baghdad 
city
Ali Khamies Aliwie, Aqeel Habeeb Jasim

Abstract:
BACKGROUND: Asthma was a heterogeneous condition, with dyspnea during exercise affecting 
individuals to a variable degree. The research aims to evaluate dyspnea in an asthmatic patient and 
to find out the relationship between dyspnea and sociodemographic variables.
MATERIALS AND METHODS: A  cross‑sectional study that included 130 patients with asthma 
in an asthma center in Baghdad City, Iraq was conducted to assess asthmatic patient dyspnea. 
From 1st September to December 20, 2023, we recruited a total of 130 patients attending outpatient 
respiratory clinics from three teaching hospitals and centers located in Baghdad, Iraq, the current study 
used purposive sampling. Data were collected through a pretested self‑administered questionnaire. 
Collected data were coded and put into SPSS Statistics (v25). Inferential and descriptive statistical 
procedures were conducted. Percentages and frequencies for every item within the asthmatic patient 
were measured. The mean score attained from the scale was used to measure the subject.
RESULT: The data reveals that most participants consistently reported experiencing high levels 
of dyspnea, with a Mean + SD (37.13 ± 8.06). These responses, indicate severe levels of asthma 
according to their assessment, signifying a prevalent occurrence of this symptom among the 
respondents. The study shows a highly significant relationship between occupation, education, and 
smoking with dyspnea at a P value of 0.05.
CONCLUSION: The results show that the majority in the sample had a severe level of dyspnea, 
the study shows a highly significant relationship between occupation, education, and smoking with 
dyspnea at P value of 0.05.
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Introduction

Dyspnea, found in numerous chronic 
lung conditions, can arise during rest 

or physical activity. It was defined as a 
subjective sensation of breathing discomfort, 
comprising varied sensations in intensity and 
quality.[1] Breathing discomfort arises from 
complex interactions among physiological, 
psychological, social, and environmental 
factors that are not fully understood.[2] The 
mechanisms causing dyspnea in asthma have 
undergone thorough research and review.[3‑7] 
Dyspnea was prevalent in asthma and can 

be grouped with other symptoms such as 
chest tightness or perceived as limitations 
in physical activity. Symptoms play a role 
in evaluating asthma control, while resting 
lung function helps assess the risk of future 
exacerbations.[8] The dyspnea and objective 
measures of testing lung function in asthma 
were dose regular checkups for patients in 
centers.[9,10] Nursing interventions tailored 
to the smoking triggers in patients with 
non‑communicable chronic diseases are 
essential.[11] Related to pain assessment 
critically.[12] Poor knowledge regarding 
risk factors.[13] Asthma was present as a 
varied condition, encompassing diverse 
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clinical phenotypes and endotypes. These include 
distinctions between eosinophilic and non‑eosinophilic 
types, allergic versus non‑allergic cases, and variations 
in symptom perception, such as high versus poor 
symptom perceivers.[14,15] In severe or near‑fatal asthma 
cases, a notable number of patients exhibit limited 
awareness or perception of dyspnea symptoms.[16,17] 
Exertional dyspnea can lead to limitations in activity 
and reduced quality of life, however, its manifestation 
varies significantly among individuals with asthma.[18] In 
some cases, especially among individuals with reduced 
awareness of dyspnea, limitations during exercise may 
be more influenced by leg fatigue rather than breathing 
discomfort.[19] Nurses have played various roles in the 
development of palliative care.[20] Some individuals 
may exhibit no limitations even during intense 
physical activity.[21] The mechanisms behind exertional 
dyspnea have not been extensively studied compared 
to dyspnea induced by direct bronchoprovocation or 
resistive loads.[22] Although exercise acts as an indirect 
bronchoprovocation challenge, the nature and intensity 
of dyspnea during direct challenges such as methacholine 
testing might not mirror the experience during daily 
activities or exercise.[23] Recent findings suggest that 
exertional dyspnea in asthma differs qualitatively from 
that during methacholine testing. It might result from 
bronchoconstriction and mechanical constraints because 
of dynamic lung hyperinflation.[24] was cleared improved 
the patient’s responses related to risk factors and daily 
activities.[25,26]

Materials and Methods

Study design and setting
A cross‑sectional study was conducted to evaluate 
dyspnea episodes among asthmatic patients. This 
research was conducted in three educational medical 
institutions and facilities situated in Baghdad, Iraq. 
The data‑gathering process occurred at three publicly 
operated medical facilities (Baghdad Teaching Hospital, 
al Zahra Specialist Center for Asthma and Allergy, and the 
Specialist Center for Asthma and Allergy in Al Rasafah). 
Spanning from September 1st to December 20th, 2023, the 
study focused on evaluating dyspnea among patients 
with asthma seeking medical assistance.

Study participant and sampling
A non‑probability purposive sample was used to select 
three outpatient respiratory clinics in Baghdad City, 
Iraq. The sample size was calculated based on a single 
population proportion formula with the assumption 
of a margin of error of 5%, a sample proportion of 
50%  (50% probability to get the largest sample size), 
and a confidence level of 95%. Population  (asthmatic 
patients  =  195), and the recommended sample size 
was 130. With a non‑probability purposive sampling 

technique, patients were recruited from outpatient 
respiratory clinics in three selected public hospitals 
within Baghdad City. Approximately, 130 participants 
were asked to answer the survey.

Inclusion and exclusion criteria
Inclusion Criteria: age ≥20, Literacy,
Exclusion Criteria: age  <20  years, Disease diagnosis 
less than 12 months, each patient has other respiratory 
problems in addition to asthma.

Data collection tools and technique
A series of questionnaires were utilized for data collection. 
Section 1 focused on demographic characteristics such 
as gender, age, race, marital status, and education level. 
Section 2 delved into the patient’s medical history 
concerning the disease. Section 3 involved an assessment 
questionnaire for dyspnea. The dyspnea index instrument 
consisted of 10 items, with the total score reflecting the 
participant’s proficiency level. Responses were rated 
on a scale of never (1), rarely (2), sometimes (3), almost 
always (4), and always (5). Participants were grouped 
according to their total scores, with those scoring = 50 
being identified as experiencing very severe dyspnea. 
A  score of 30 or higher could indicate a significant 
breathing issue warranting assessment by a medical 
professional.

Ethical considerations
Ethical clearance and approval were granted by 
the Research Ethics Committee of the University 
Baghdad/college of nursing (232/540/15/8/2023) the 
subjects were approached with a subject information 
sheet and informed consent was taken before data 
collection. All involvement in the study was voluntary, 
and their confidentiality was maintained. The data 
were kept confidential by the researcher, and no 
identifiers such as name or Identity Card were used 
in the questionnaire to protect respondent’s privacy 
and anonymity.

Statistical analysis
Descriptive and inferential statistical procedures were 
conducted. The descriptive analysis was presented 
with frequency, percentage, mean, and standard 
deviation  (SD). The mean score for practices was 
measured. The Chi‑square test analysis was used 
to determine the relationship between practices 
with socio‑demographic characteristics of patients 
at P  <  0.05. All the data were analyzed with SPSS 
Statistics (version 27).

Result

This research aimed to evaluate dyspnea among asthmatic 
individuals visiting specialized healthcare facilities. 
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As per our analysis, the distribution of demographic 
factors revealed that in the study, the male percentage 
was higher at 54.6% compared to females. Both the age 
brackets of 20–29 years and 40–49 years each represented 
29.2% of the participants. Concerning employment 
status, the primary occupation noted among the subjects 
was a homemaker  (44, 33.8%). In terms of marital 
status, the majority of participants were reported as 
married (76.9%, n = 100) out of a total of 130 individuals. 
Regarding educational achievement, a significant 
number of participants (37.7%, n = 49) possessed college 
or institute degrees. With residence, most of the sample 
population resided in urban regions  (108, 83.1%). 
Regarding smoking behaviors, a considerable percentage 
of participants were identified as heavy smokers (83.1%, 
n = 108). The most common disease duration category 
was found to be 1–9 years (57.7%, n = 75) [Table 1].

The mean value for shortness of breath was calculated as 
37.13 ± 8.06, indicating that a large portion of the study 
group reported experiencing shortness of breath ‘always’ 
or ‘almost always’, which corresponded to the highest 
scores in the questionnaire. Upon a brief examination of 
the respondents’ answers, it was observed that whenever 
the response rated 3 or higher, it signified a necessity to 
seek specialized medical care centers [Table 2].

The data presented demonstrates a clear and 
highly significant correlation between dyspnea and 
occupation (0.001). A statistical association was identified 
between the level of shortness of breath and education at 
a significant level of 0.079, as well as between smoking 
habits and dyspnea  (0.073). However, no significant 
correlations were detected between gender, age, marital 
status, residence, exposure to secondhand smoke, and 
duration of the disease [Table 3].

Discussion

Table  1 of demographic variables reveals a higher 
representation of males, constituting 54.6% of the 
participants compared to females, the outcome was 
consistent with findings from another climate research. 
Conducted on a large number of patients, showing 
that the majority of visitors to healthcare facilities were 
males.[24,25] The age groups 20–29 years and 40–49 years 
each accounted for 29.2%, with an average age 
of (2.52 ± 1.30) more frequency in the age participant, 
these results were similar to another study (The incidence 
of allergic asthma was highest in early childhood and 
young, while the incidence of non‑allergic asthma is low 
until it peaks in late adulthood).[26]

Occupation, a considerable portion, about 33.8%, were 
identified as female housewives, a result is supported 
by a Turkish study that highlighted the impact and 

quantity of effects due to housewives’ work.[27,28] Marital 
status data indicated that a significant majority, 76.9% of 
the study group, were married, although prior studies 
did not address this aspect. Educationally, the majority, 
approximately 37.7%, attended institutes and colleges, 
although prior studies did not address this aspect. 
Residence, a substantial 83.1% belonged to rural areas, 
these results like the study were aimed to investigate the 
differential impact of rural and urban environments on 

Table 1: Distribution of the studied samples 
according to socio‑demographical characteristics 
variables
Items Frequency Percent
Gender

Female 59 45.9
Male 71 54.6

Age
20‑29 38 29.2
30‑39 27 20.8
40‑49 38 29.9
50‑59 14 10.8
60‑69 12 9.2
70 1 8

Occupation
Employed 30 23.1
Retired 9 6.2
Workless 38 29.2
Housewife 44 33.8
Student 8 6.2
Free work 1 0.8

Marital status
Single 21 16.2
Married 100 76.9
Divorce 1 0.8
Widow 6 4.6
Separated 2 1.5

Education
Read and write 15 11.5
primary 23 17.7
Intermediate 26 20
High school 16 12.3
Institute and college 49 37.7
Master and PhD 1 0.8

Residence
Urban 108 83.1
rural 22 16.9

Smoking
yes 108 83.1
no 22 16.9

Duration of disease
1‑9 years 75 57.7
10‑19 20 15.4
20‑29 17 13.1
30‑39 10 7.7
40‑49 3 2.3
50‑59 5 3.8

F=frequency, **per=percent, **M.S.=Mean of score, *SD=standard deviation
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asthma patients’ health outcomes. A cohort of asthma 
patients residing in rural and urban settings was 
evaluated over  12  months. The study utilized health 
records, patient‑reported outcomes, and environmental 
assessments to analyze asthma exacerbations, findings 
revealed distinct patterns in asthma management 
between rural and urban dwellers, indicating a higher 
incidence of exacerbations among rural residents. 
Environmental factors such as air quality and access 
to healthcare services were identified as influential 
determinants. This study emphasizes the need for 
tailored interventions addressing geographic‑specific 
challenges faced by asthma patients.[29]

An intriguing finding was the high prevalence of 
smoking habits among the sample, comprising 83.1% of 
the individuals. Moreover, non‑compliance was observed 
in the majority, indicating strong ties to a community of 
smokers, this outcome is corroborated by the research 
conducted  (aimed to explore the correlation between 
urban residents’ exposure to ambient air pollutants, 
specifically fine particulate matter (PM2.5) and nitrogen 
dioxide NO2, and the severity of asthma symptoms. 
Over 2 years, a cohort of urban asthma patients underwent 
monitoring, measuring their exposure to air pollutants 
through established monitoring stations. Assessment 
of asthma symptom severity utilized standardized 

questionnaires and spirometry tests. Results revealed a 
clear link between heightened levels of PM2.5 and NO2 
and increased severity of asthma symptoms, leading to 
more breathlessness, exacerbations, and reduced lung 
function).[30]

Regarding the duration of disease, the group with the 
highest representation among the study participants 
ranged from (57.7%) 1 to 9 years, this discovery was in 
line with the results of a separate research study that 
focused on the length of time individuals experience 
symptoms of asthma.[31]

Table 2 shows that the level of dyspnea assessment 
in the study sample was acute and high, with a 
high percentage according to the standard of the 
scale used in collecting the sample, with a mean and 
SD of MS  ±  SD =  (37.13  ±  8.06), According to the 
scale, patients require medical care and follow‑up, 
The table also shows that the outcomes presented 
exhibit resemblance to those unveiled in a research 
study carried out by a different investigator,[32] he 
was mention of the results. This study investigates 
the symptoms of dyspnea  (shortness of breath) in 
asthmatic patients, both when acutely ill and after 
initial treatment. The researchers evaluated 120 
asthmatic patients, measuring dyspnea using the 
Borg scale and assessing panic with the acute panic 
inventory  (API). Spirometry data  (including peak 
expiratory flow rate, FEV1, and inspiratory capacity) 
were also collected, the study found that when acutely 
ill, both the API and spirometer measures correlated 
with dyspnea. Multiple linear regression analysis 
revealed that the API dyspnea rate was 37.5 ± 7.5.

Table 3 There was a highly significant association at 
P value (0.001) between dyspnea and study participant 
occupation, and occupation and this finding agreed 
with the following studies whose studies mention 
that “This research explored occupational exposures 

Table 2: Descriptive analysis of dyspnea severity per items
Items Never Almost never Sometimes Almost always Always

F % F % F % F % F %
I have trouble getting air in 2 1.5 13 10 27 20.8 69 53.1 19 14.6
I suffer from throat tightness when I have difficulty breathing 2 1.5 9 6.9 29 22.3 59 45.4 31 23.8
Breathing requires more effort than before. 4 3.1 7 5.4 37 28.5 48 36.9 34 26.2
My breathing issue was affected by weather changes 4 3.1 12 9.2 26 20 54 41.5 34 26.2
My breathing gets worse with stress 3 2.3 12 9.2 37 28.5 44 33.8 34 26.2
I make sound/noise breathing in 7 5.4 12 9.2 31 23.8 50 38.5 30 23.1
I have to strain to breathe 4 3.1 17 13.1 23 17.7 58 44.6 28 21.5
My breathlessness worsens with exercise or physical activity 4 3.1 13 10 27 20.8 44 33.8 42 32.3
My breathing problem makes me feel stressed 7 5.4 16 12.3 27 20.8 46 35.4 34 26.2
My breathing problem causes me to restrict my personal and 
2 social life

12 9.2 13 10 27 20.8 51 39.2 27 20.8

Mean±S. D 37.13±8.06
F=frequency, **per=percent, **M.S.=Mean of score, *SD=standard deviation

Table 3: Relationship between socio‑demographic 
characteristics of the studied patients and their 
dyspnea scale  (n=130)
Items P Sig.
Sex 35.10 0.323
Age 156.83 0.556
Occupation 267.44 0.001
Marital status 207.55 0.79
Education 207.55 0.079
Residence 32.64 0.435
smoking 44.29 0.073
Duration of disease 134.93 0.926
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and their impact on asthma symptoms”. It found 
that certain occupations, such as those involving 
exposure to irritants or allergens such as dust, 
chemicals, or fumes, were associated with increased 
asthma symptoms, including shortness of breath.[32] 
This study investigated work‑related exacerbation 
of asthma symptoms. It concluded that occupational 
exposure significantly contributed to the worsening 
of asthma symptoms, including breathlessness, 
particularly in workplaces with poor air quality or 
high exposure to specific triggers.[33] There was a 
strong relationship between shortness of breath and 
the level of education at (.079). Another study from 
Iran has indicated a significant impact of the learning 
level on shortness of breath.[34] “Regarding smoking, 
patients burden themselves and suffer more than 
others when they were not smokers”. The results 
indicate a correlation between the smoking patient 
and shortness of breath at (.073). This conclusion is 
supported by two studies that tobacco smoking was 
associated with more severe asthma symptoms, an 
accelerated decline in lung function, and reduced 
responses to corticosteroids.[35,36]

Limitation and recommendation
Despite positive results, this study faced some limitations. 
These limitations may include challenges in accurately 
assessing subjective symptoms, potential variability in 
patient response to treatment interventions.

Conclusion

Most of the sample consisted of young males, who 
were smokers. Consequently, the results show that 
the majority of the participants have acute shortness 
of breath even with treatment, indicating the need for 
medical intervention to improve their health status, the 
study shows a highly significant relationship between 
occupation, education, and smoking with dyspnea at 
P value 0.05.

Abbreviations
IADL	 = (instrumental) activities of daily living
MSPSS	 = �Multidimensional Scale of Perceived Social 

Support
AMT	 = Abbreviated Mental Test score.
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