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ABSTRACT

Literature review/background information. Consistently, studies conducted worldwide
have found that regular physical activity for chdd with chronic asthma is beneficial. In
spite of international guidelines for managing @hdod asthma recommending equal
participation with healthy children in physical i&dies, physical activity is still believed to
be detrimental for asthmatic children—in additiaathma is believed by parents, children
and sometimes physicians as a barrier to exerdike.aim of this research is to study the
associations between maternal beliefs and attittavesrds the child's physical activity and
the level of physical activity of the asthmaticldhn Yerevan, Armenia.

Methods. The study design was an analytical cross-sectguraky with some abstractions
from medical records. The research proposal waswed and approved by the Institutional
Review Board of American University of Armenia. €lstudy population was mothers of
children aged 6-14 years who have been diagnogbdasihma and were attending
“Arabkir” Medical Center. Participants were reaghmy telephone. The study conducted a
census of eligible mothers, thus the power of thdys(0.86) was calculated afterwards
considering a significance level of 0.05 and samspe of 121.Basic descriptive statistics
were used for describing demographic charactesist®8mple and multiple regression
analysis were performed to test relational hypahethe associations between the main
variables, while controlling for potential confound and interactions.

Results and discussionThe majority of surveyed children were boys (86%pughly half

of the participants (52%) were from Yerevan, 33é#frother cities of Armenia, and 15%
from villages. Of mothers, 69% supposed physictVidy as a possible trigger for asthma
attack, 51% thought that asthma symptoms can geteAsecause of exercising, and 47%
considered that children with asthma should aveet@sing. Majority of mothers (84%)
reported that their child's physical activities émited; including 60% of participants
reported very limited activity levels for their @dien. The association between maternal
beliefs and physical activity limitation was foutabe statistically significant (p-value much
less than 0.05). After adjusting for severity sttema, mother’s beliefs and attitudes score
showed anndependenassociation with the asthmatic child’s level of/pical activity—
indicating that health education and promotionrivgations that change mothers’ misbeliefs
and unfavorable attitudes towards physical actifatytheir asthmatic child may promote an
increase in physical activity level of these cleldthus benefiting them.

Conclusion and recommendations.The current study found that some mothers restrict
physical activities of their asthmatic child basedmisbeliefs and detrimental attitudes
towards physical activity and its relationship watsthmajndependenof the severity of
asthma. Based on these findings and the publigieeature, it is recommended that
awareness among mothers and some physicians di®uised about the beneficial effects
of physical activities for asthmatic children, leagito the reduction in restrictions on the
activities of these children, with prescriptionagfpropriate physical activity program for
children with asthma to achieve better asthma oantr



LITERATURE REVIEW/BACKGROUND INFORMATION

There are many definitions of asthma. By World IlHe@rganization (WHO) it is “a chronic
disease characterized by recurrent attacks oftllessiness and wheezing, which vary in
severity and frequency from person to person” {he third expert panel report (EPR-3) of
the National Asthma Education and Prevention Progtafines asthma as a common chronic
inflammatory disease of the airways that involvesmplex interaction of airflow

obstruction, bronchial sensitivity and an underyinflammation (2). It is a challenging
condition which can affect physical, psychologiaatl social domains of quality of life
(missing work- or school-days, restriction to papate in sports, fear of asthma attack,

embarrassing about taking medication publicly,ifegtlifferently, and so on).

It is a serious Public Health problem. According¥HO estimates, 300 million people in

the world suffer from asthma and 255,000 peopld dfeasthma in 2005 (1).

Asthma has become more common in children andsadwltldwide in recent years (3).

Also during the last few decades it has becomentb& widespread chronic disease among
children and one of the major causes of hospitatimaamong those younger than 15 years of
age (4). Asthma like other chronic diseases mag haajor impact on the quality of life of

the patients and their families (5;6).

The fact that asthma can be controlled is sciealiff proved, and asthma managing and
treating guidelines are helpful for coping asthmapprly (1;7-9). In the guidelines from the
National Asthma Education and Prevention ProgramERP) and the Global Initiative for
Asthma (GINA) it was stated that person with diaggwbasthma should: “Prevent chronic
and troublesome symptoms”, “Maintain (near) “noffmaulmonary function” , “Maintain

normal activity levels (including exercise and atphysical activities)” and other goals (10).



Physical activity is defined as “any bodily movermproduced by skeletal muscles that
require energy expenditure” (11). Physical actigtvery important for children's overall
physical, emotional and social health and wellb€ii®). Many studies conducted worldwide
have also found that regular physical activitydbidren with chronic diseases including
asthma benefits those children (13-18). In a prosype cohort study, children without
asthma with an average age of 9.7 years were fetldar 10.5 years (19). The authors
concluded that children with low physical fithess at a higher risk for development of
asthma as compared to children with high physitaé$s. There is scientific evidence that
“an increased level of bronchial responsiveness gimormal responds of airways) was
present in children with current asthma with thedst level of physical activity’(20). A
positive association was revealed between poomyrotbed asthma and reduced physical

activity (21).

No one study has been found showing any harmfatetif physical activity on asthma
condition. Literature confirms that if exercisiogbeing active worsens asthma symptoms it
implies that child’s asthma is not properly coniedl(10;22). This refers to Exercise-
Induced Asthma (EIA) as well. Often exercise-redeshortness of breath is wrongly
diagnosed with EIA (15;23;24). According to modasthma management guidelines, even
the patients correctly diagnosed with EIA shoultinestrict their physical activities, because
exercise-induced bronchoconstriction (narrowinghefairways that occurs in an asthma

attack) is also an indication that the patientthas is not well controlled (2;8).

In spite of asthma treatment guidelines’ recommaénds of equal participation in physical
activities with healthy children, asthma symptoril§ a&e thought to prevent asthmatic
children from participating in some forms of phyiactivity, and asthma is identified by
parents, children and sometimes by health caregsainals as a barrier to exercise (25).

The published literature shows that asthmatic clidcengage in less physical activity than
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children without asthma (24;26;27). However, s@tuglies do not support the hypothesis

that asthma symptoms induce a lower physical agtievel (28-30).

There are many explanations why asthmatic chiltinem their physical activity, including
biological, psychological and social considerati(8k). One of the possible reasons for that
may be related to the beliefs of parents that mlaysictivity is detrimental to their asthmatic
child’s health (24;25). The attitude towards phgbactivity is an important motivating
factor for participation. Famous psychologist Baradfrom the late 1970s has explored the
role that self-efficacy beliefs play in human fuoaing (32). Parents take an active role to
assist their child's involvement in physical adti\i33-35). So, parents’ beliefs and attitudes
toward managing asthma in general, and complyinly tieéatment guidelines might play a

key role in child’s future behavior.

Severity and controlled asthma

In order to assess asthmatic patients’ conditias,@ssential to operate with clear definition
of asthma severity (36). So far, many definitisrese developed, bunbne are consistently
used, especially within cross-sectional resear6h” Often the terms of asthma severity and
control are used interchangeably (10). Severitdefned as the “intrinsic intensity of the
disease process” and refers to pathological disgtates, whereas asthma control is the
“degree to which the manifestations of asthma (2gmp, functional impairment, and risks

of untoward events) are minimized and the goatb@fapy are achieved” (10;37).

Situation in Armenia

While asthma is a global public health problemréhis no up to date information concerning
the prevalence of asthma in Armenia, and existatg dre somehow contradictory to each

other.



By the estimation of Ministry of Health (MOH) in @B, the prevalence of asthma among
children up to 14 years old is 10-12 %, and mdstafite from asthma among 5-34 years old
people is 0.3 per 100,000 (38). Andranik Voskanylae head therapeutist-pulmonologist of
Armenia, stated that the disease-specific mortaditg for asthmatics was 4 out of 100 000
people before 1998-99, and with improvements iattinent and implication of new
medicines for coping with asthma attacks, the nlityteate decreased four times (39). “The
number of asthmatics in Armenia comprises 5-7%ilaio any country in our climatic

zone” — said Voskanyan A. at November 27 news e¢enfee in 2009 (39).

According to WHO country health statistics 2004sdthon Comparative Risk Assessment,
the prevalence of asthma in Armenia comprises 0 1whilst world’s lowest country rate

was 0.3/1000 and the highest country rate was @08/140).

Aim of the study:

The aim of the research project is to study the@asons between maternal beliefs and

attitudes towards physical activity and the levigblaysical activity of the asthmatic child.

The research questions are:

* What are maternal beliefs and attitudes towardsiphlactivity of asthmatic children?
* Is there an association between mothers’ beliedsaétitudes towards physical activity of
asthmatic children and the level of physical attiaif their children with asthma while

controlling for severity of their asthma?



METHODS

Study Framework

Professional Publication Framework was chosen.

Study Design

The study design is an analytical cross-sectiomlaich is sufficiently efficient and feasible to
answer the research questions. It is a crosssattstudy, as it is a snap-shot view, and

analytical as the associations between study Vasdiave been explored.

Target populatior- mothers of children aged 6-14 years who have degnosed with

asthma by a physician.

Study populatior- mothers of children aged 6-14 years who hava desnosed with

asthma and are attending “Arabkir” Medical Cenéed who do not meet the following
exclusion criteria:
- having major physical disability or other chroniseghses among asthmatic
children,

- not speaking fluent Armenian among mothers.

As the study is a census of eligible mothers, theqy of the study was calculated afterwards
considering a significance level of 0.05 and thei@csample size of 121. Assumptions were
based on literature review and the results obtaiméie current study. In a case-control
study conducted in the United Kingdo9,.7% of the parents in the asthma group reported
the child’s asthma as a barrier to physical agti{2b). So, the estimated power for this
study was 0.86, taking into account that 47.1% ofhars in this study reported that children

with asthma should avoid exercising.



Data collection

Enrollment and data collection for the researchgutovas performed during a wide range of

days of the week and times of the day during Maroth April 2011. The data were collected

by one investigator. Eligiblmothers were reached by telephone.

Participants were selected from the Allergy and lmology Department of “Arabkir”
Medical Center, the only department in the Repullitere official data exist regarding
children with bronchial asthma from the entire doyn This might bring diversity to the

selected participants in terms of residency antseconomic status of the families.

Study Instrument

Study Instrument was developed by the student tigagsr using selected items from several
validated instruments (41-43). The Instrumentudek 37 items [Appendices 1, 2]. The

main domains of the questionnaire are:

physical activity-related knowledge and attitudéa enother,

limitation of child’s physical activity,

severity of asthma,

demographic information.
The instrument does not contain sensitive questions

The instrument was first developed in English [Apghi@ 2] and then translated into
Armenian [Appendix 1]. Later it was pretestedeafzhich some corrections were made.
The guestionnaire was applied in Armenian and gqgkoximately 10-15 minutes to

complete. Questions were asked to participan{ghioye, and answers were recorded.



A Patient Information Form [Appendix 3], used fdentification and contacting study
participants, included child's name, home and/athers telephone numbers, residence,
child's date of birth, height and weight (BMI wadaulated afterwards), severity of asthma

taken from the records, date of contact, and, lfintie result of the interview.

Analysis

The collected data was entered into an electraatia dase. For this purpose, SPSS 11.0
statistical software for Windows was used. Clegmrocedure was performed to assure the
accuracy of the entered data. During the analifsesgata from SPSS was transferred into

STATA 7, because the student investigator used Btatistical Packages.

Basic descriptive statistics were used for desugiloiemographic characteristics. Regression
analyses are useful to test relational hypotheSasple and Multiple Linear Regression
were performed to test the associations betweemghe variables, while controlling for

potential confounding and interactions.

Study Variables:

Numerical scores were calculated for certain iterasponses, allowing them to be analyzed

as continuous variables.

The dependent variables of the study are child/sllef physical activity and severity of

his/her asthma. The way of measuring these vasabldescribed below:

- To measure asthmatic child’s limitation in physietivities, mothers were asked to
rate a range of their child’s physical activitisgch as running upstairs or uphill,
riding a bike, dancing, climbing, tumbling, jumpirglaying with other children etc,

on a 3-point scale — “none”, “a little” or “a lot'Then item scores were summed to
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form a total score for physical activity limitatievith higher scores indicating less

limitation, or greater activity. The resulted tionous variable ranged from 11 to 22.
- Asthma severity, or controlling status, was ratecbading to the published guidelines

(2;6). In this study, we used a severity scorebtas symptom frequency (number of

attacks of wheezing and/or coughing during theids/and nights in the last month).

The range of this score was 3 to 11 with higheresodicating more severe asthma.
- Physician-assessed severity of child’s asthma wtsred from the records. This is

an ordinal variable (mild, mild/moderate, moderatederate/severe, and severe).

The independent and intervening variables werel&safs.

Some items in the questionnaire were responsiblasgeessment of maternal beliefs and
attitudes toward physical activity of asthmaticl@dhe.g.: “Physical activity is beneficial for
health of a child with asthma”, or statement thHatgical activity as a trigger can cause an
asthma attack. Computed scale was treated agiawauns variable with a range of 7 to 25.
The lower score on the scale showed more misbemdunfavorable attitudes of a
respondent.

The intervening variables were mother’s age, eduwweal level, and employment status;
families’ socioeconomic status as an ordinal vaeglow-income, middle-income, and high-
income); being exposed to secondhand smoking aehbaving pets at home; and being

born on due date (Table 1).

Ethical considerations

The research proposal was reviewed and approvételystitutional Review Board (IRB)
of American University of Armenia. The data cotlen process started after obtaining the
approval. The consent was orally obtained in AnaefAppendix 4]. The verbal consent
form [Appendix 5] included a description of thedywand its purpose, expected risks and
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benefits, and assurances of confidentiality. Mothas informed that child’s name and
telephone number will be kept confidential, andyadhke summarized findings will be
presented in the report. The participating mothexe informed that participation is
voluntary and that refusing it involves no penaithgo that their refusal to participate will not
influence the medical care their children recei@nly those mothers who agreed to

participate in the study were interviewed.

RESULTS

A total of 141 asthmatic children ages 6-14 yeaee registereth the Allergology and
Immunology Department of the “Arabkir” Medical Centt the time of the study (Figure 1).
Of those, 14 mothers could not be contacted, phelee numbers were wrong, one mother
with her child were outside of Armenia, and one meotdecided not to participate in the
study. Thus, overall 121 mothers participatechagtudy. The eligibility rate was 86.5%

and the response rate was 99.3%.

Basic Descriptive Statistics

Demographic data

In Table 2 demographic characteristics of respotsd@nothers) and their asthmatic children
are presented. The majority of children were W8%¥86). The gender distribution among
different age groups is given in Table 3. Childbemn on term comprised of 78% of all
asthmatic children. Mothers and children weretneddy equally distributed across age
groups. The mean age of mothers was 36 yearsiigagirgm 24-52 years). Nearly half
(46%) of the participants had Institute/ UniversRpstgraduate education and the majority

(63%) were unemployed. A total of 30% and 31%antipipants reported a monthly family



income of 30,000 — 100,000 AMD and 100,000 - 250,8MD, respectively and over half
of them (57%) considered their family’s generahdtad of living as average. Half (52%) of
the participants were from Yerevan, 33% from ottiees and 15% from villages. Children
exposed to secondhand smoking at home comprised &% number of siblings in families

ranged from one to three and 14% of respondentstexphaving pets at home.

Mothers’ beliefs and attitudes towards physical agvity of asthmatic children

Over half, 55% (67/121), of the respondents agtleatphysical activity is beneficial to the
child’s health. However, 69% (84/121) of them bedid that physical activity might be a
possible trigger for asthma attacks. A total 8B%/121) of mothers thought that asthma
attacks while participating sports is due to astimmiabeing properly controlled. At the same
time, 51% (62/121) of the respondents believeddalitma symptoms can be worsened by
exercise and 47% (57/121) considered that childiémasthma should avoid exercising - of

those, 1 in 5 mother (not shown in table) indicdtet this was advised by their doctor.

Level of physical activity

A total of 84% (102/121) of the mothers reporteat tiheir child’s physical activities were
limited, and among them 60% (73/121) reported Vienited activity levels for their children.
Among the activities of running, running upstairauphill, dancing, riding a bike, laughing,
climbing, tumbling, walking, jumping and playingtwiother children, the highest percent of
limitations for asthmatic children included runnigi %), running upstairs or uphill (50%)

and jumping (35%) and less frequently — laughirg@f4) and walking (6%0).

Severity of asthma

The level of severity of the child’s asthma was suead by survey items based on an

international standard severity scale. Of asthordtildren, 44% were assessed as having
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mild or mild/moderate asthma and 33% as having matelsevere or severe asthma.
Severity of asthma measured by the survey scaléhiesidllowing distribution: mild — 62%,

moderate — 21%, severe — 17%.

Simple and Multiple Linear Regressions (SLR and MLR

The relationship between the dependent vari@viel of physical activityith the variable of
interestmaternal beliefs and attitudéswards physical activitand potential confounders
was first analyzed using simple linear regressaruhadjusted bivariate associations. The
associations betweenaternal beliefs and attitudéswards physical activityith child’s

level of physical activityvere found to be statistically significant. Tlesults showed that
more positivanaternal beliefs and attitudes toward increasggipal activity was associated
with higherlevel of physical activity of their asthmatic chilshadjusted for potential
confounders (Table 5). For every increase in tphaaets in thanaternal beliefs and
attitudesscale, there was approximately an increase opoirg on thdevel of physical
activity scale. Alsogreaterseverity of the child’s asthma was shown to be@ased with
lower level of physical activity of their asthmatic chilehadjusted for potential confounders
(Tables 6). For every approximately 2.5 point @&se on theeverity of the child’s asthma
scalethere was a decrease of one point orldhel of physical activitgf their asthmatic

child scale.

Using unadjusted simple linear regression, demdugcagharacteristics of children such as
age, gender, BMI, being born on due date, beingseghto secondhand smoking at home
and SES (socioeconomic status) of the family wetestatistically significantly associated
with the outcome variable childlsvel of physical activity Some socio-demographic

characteristics of mothers - age, education, anul@ment status - were significantly
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associated with the outcome variable and considapéehtial confounders (not shown on
table).

Multiple linear regression (MLR) was carried outetxplore associations, adjusted for
potential confounders, between dependent and imdiegipé covariates to produce a final
multivariate linear regression model. In MLR arsady the associations between child’s
physical activity and mothers’ demographic chanasties previously listed (age, education,
and employment status) were no longer statisticadjgificant, although the relations with
maternal age and educational level were margisaigificant, where 0.05<p<0.10 (Table7).
To the model above (Table 7), the severity varialds added (Table8). As a result, p-values
of the relations with maternal age and educatiteedl dropped to non-significant 0.23 and
0.86, respectively. The only two statisticallyrsigcant covariates wenmother’s beliefs and
attitudes towards ph/andseverity of asthmérable 8) Thus, other non-significant
covariates were dropped from the model to formfited MLR model (Table 9). Adjusting
for each other, there were highly statistical digantindependenassociations famother’s
beliefs and attitudes towards prdadseverityof asthmawith thelevel of physical activitpf
asthmatic child.

The final adjusted results showed thadre positivamaternal beliefs and attitudes towards
increased physical activity was associated wiginerlevel of physical activity of their
asthmatic child, adjusted for potential confoundiegween the two covariates. For every
increase in six points in theaternal beliefs and attitudesale, there was approximately an
increase of one point on thevel of physical activitgcale. Alsogreaterseverity of the
child’s asthma was shown to be associated litler level of physical activity of their
asthmatic child, adjusting for potential confourglbetween the two covariates. For every
approximately 5 point increase on g®verity of the child’s asthma scakere was a

decrease of 4 point on thevel of physical activitgf their asthmatic child scale.
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Testing for Correlations between Variables

Covariates included in the multivariate analysiserested for collinearity in STATA using
the variance inflation factor (VIF). None of thelependent variables included in the
multivariate linear regression modeling were shoavhe significantly collinear. In the final
model theseverity of asthmandmaternal attitudes and belieghowed no significant
collinearity (Table 9) and thus demonstrated ind€jat associations with the outcome

variable -level of physical activity

DISCUSSION

The aim of the study was to assess maternal agstadd beliefs and severity of asthma, and
their associations with the level of physical atyiof asthmatic children.

In the present study, it was found that about tiiods of the participating mothers in
Armenia considered physical activity as a posditidger for asthmatic attacks; about half
thought that asthma symptoms can be made worsedgige and that children with asthma
should avoid exercising. Similarly, findings iretidnited Kingdom of Great Britain found
that 60.7% of mothers having asthmatic childreroregal that their child’s asthma was a

barrier to physical activity (25).

According to current international guidelines onnaging asthma, a person diagnosed with
asthmashould notavoid physical activity; moreover, normal physiaativity is recognized

as one of the goals for optimal asthma control;{®B Negative maternal attitudes and
misbeliefs towards exercise and its relation tédttwod asthma may lead mothers to restrict
their asthmatic children from physical activiti€gl{25). Mothers have been shown to play a

pivotal role in their children’s physical activi{24,25;33-35;44).
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Findings in the study show that the majority ohasatic children’s physical activities were
limited. This is similar to the findings of manutimot all studies conducted in different

countries (13;24;26-30;45;46).

To evaluate the association betweanthers’ beliefs and attitudes towards physicaivatgt

of asthmatic childremand thdevel of physical activity of their children witlsthima multiple
linear regression analysis, witvel of physical activity of their children witlstamaas the
dependent outcome variable and controllingskwerity of asthmavas performed and a
statistically significant positive association waand between these two factors. This
showed that thenoremothers believed that physical activity was bemefifor their
asthmatic child, théesslimited was their child’s physical activity (indepdent okseverity of
asthma)---or reversely the more mothers believed thasplay activity was detrimental, the
more limited was the child’s physical activitiehese findings are similar to those found in

some published findings in other countries (24;25).

Health education and promotion interventions thainge mothers’ and some physicians’
misbeliefs and negative attitudes towards physicavity may promote increased physical
activity for their children, thus acquiring the ledih of reducing the severity of their asthma

(24).

Severity of asthmaas inversely statistically significantly assoeivithlevel of physical
activity of their children with asthmaBased on these findings, though it is possitée t
increased severity of asthma limited physical dgtivt is also possible that limited physical
activity determined the measure of the severitgsthma. Though it is unclear which
direction is casual in this study, published stadiave found that both physical activity
reduces severity of asthraad increased severity of asthma reduces physicaitgct

(10:19;20;22).
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The majority of eligible children were boys. Hagiabout six times more boys than girls in a
sample is unusual, as the internationally-publidiiethture doesn’t report such a
discrepancy in the prevalence of asthma betweeteyeri47). Because the study population
was from one facility this finding cannot necedyare generalized to all asthmatic children
receiving treatment in Armenia, but the study deaggests that there may be differences in

utilization of services. This finding requiresthuer research.

Strengths and Limitations

A strength of the study is that this research waditheaddressing maternal beliefs and

attitudes towards asthmatic children’s physicaligtlimitations in Armenia.

Measuremenof the level of physical activity in children isalkenging.

The intermittent patterns and frequent short butsisconsist of physical activity by children
are very difficult to measure (48). In the currstudy, child’s physical activity participation
was assessed by the mother’s reporting in a sysitemay. This approach to measuring
their child’s physical activity may be somewhatuinced by subjective impressions by the
mother but has the advantage of producing an dweratage measure of physical activity
over longer periods of time, a strength over mangct methods of measurement using

devices (49;50).

Also, because the study was cross-sectional irgdeke direction of causality was not
always clear in some cases. Subjects being draaam & single facility may restrict the

generalizability of findings to all asthmatic chiéesh in Armenia

15



CONCLUSION AND RECOMMENDATIONS

The current study found that some mothers restrephysical activity of their asthmatic
children based on misbeliefs and detrimental altisuitowards physical activity and its
relationship with asthma, and that this patterobiserved regardless of the severity of child’s
asthma. Thus, it is recommended that awarenessgamothers and some physicians should
be raised about the beneficial effects of physacéivity for asthmatic children, leading to the
reduction in restrictions of the activities of teeshildren---thus improving asthma control.

In addition, the possible imbalance between numbieb®ys and girls utilizing treatment for

asthma needs further study.

16



(1)

(2)

3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

References

Bronchial asthma. The World Health OrganmatiVebsite. 2011. available at
http://www.who.int/respiratory/asthma/en/index.htr29-3-2011.

Expert Panel Report 3 (EPR-3): Guidelinesliier Diagnosis and Management of Asthma-
Summary Report 2007. J Allergy Clin Immunol 20020 Suppl):S94-138.

Masoli M, Fabian D, Holt S, Beasley R. Thelsl burden of asthma: executive summary of
the GINA Dissemination Committee report. Allergy020 59(5):469-478.

Asthma. Geneva, World Health OrganizatiorQ@@act sheet No. 307.
http://www.who.int/mediacentre/factsheets/fs304ret@x.html. 7-3-2007.

Clougherty JE, Levy JI, Hynes HP, Spengler Abngitudinal analysis of the efficacy of
environmental interventions on asthma-related guafilife and symptoms among children
in urban public housing. J Asthma 2006; 43(5):3383-3

Dean BB, Calimlim BC, Sacco P, Aguilar D, May R, Tinkelman D. Uncontrolled asthma:
assessing quality of life and productivity of cindd and their caregivers using a cross-
sectional Internet-based survey. Health Qual LifécOmes 2010; 8:96.

National Asthma Education and Prevention Rrog Expert panel report 3: guidelines for the

diagnosis and management of asthma. Full rep®®7.2

From the Global Strategy for Asthma Managernagi Prevention, Global Initiative for
Asthma (GINA) 2010. Available fromhttp://www.ginasthma.org/

Dritz MC, Britto MT. Update on asthma managt making sense of the guidelines for
adolescents with asthma and integrating them ilimacal practice. Adolesc Med State Art
Rev 2010; 21(1):1-20, vii.

Hanania NA. Revisiting asthma control: hdwwd it best be defined? Pulm Pharmacol Ther
2007; 20(5):483-492.

Physical activity. The World Health Orgartiaa Website. 2011.
http://www.panarmenian.net/eng/society/news/3982@%-3-2011.

Physical Activity Fundamental to Preventidigease, June 20, 2002.
http://aspe.hhs.gov/health/reports/physicalactivi®9-3-2011.

Basaran S, Guler-Uysal F, Ergen N, SeydaGglBingol-Karakoc G, Ufuk AD. Effects of
physical exercise on quality of life, exercise aafyaand pulmonary function in children with
asthma. J Rehabil Med 2006; 38(2):130-135.

17



(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

(23)

(24)

(25)

(26)

Onur E, Kabaroglu C, Gunay O, Var A, Yiln@zDundar P et al. The beneficial effects of
physical exercise on antioxidant status in asthovatildren. Allergol Immunopathol (Madr )
2011.

Philpott JF, Houghton K, Luke A. Physicaligty recommendations for children with
specific chronic health conditions: juvenile iditipia arthritis, hemophilia, asthma, and cystic
fibrosis. Clin J Sport Med 2010; 20(3):167-172.

Ram FS, Robinson SM, Black PN, Picot J. Rlays$raining for asthma. Cochrane Database
Syst Rev 2005;(4):CD001116.

Silva RA, Vieira RP, Duarte AC, Lopes FDyiReA, Mauad T et al. Aerobic training
reverses airway inflammation and remodelling iraathma murine model. Eur Respir J
2010; 35(5):994-1002.

Welsh L, Kemp JG, Roberts RG. Effects ofgpbgl conditioning on children and adolescents
with asthma. Sports Med 2005; 35(2):127-141.

Rasmussen F, Lambrechtsen J, Siersted H&ddaHS, Hansen NC. Low physical fitness in
childhood is associated with the development dfraatin young adulthood: the Odense
schoolchild study. Eur Respir J 2000; 16(5):866:870

Nystad W, Stigum H, Carlsen KH. Increasel®f bronchial responsiveness in inactive
children with asthma. Respir Med 2001; 95(10):806-8

Vahlkvist S, Inman MD, Pedersen S. Effecasthma treatment on fitness, daily activity and
body composition in children with asthma. Allergy1®; 65(11):1464-1471.

Vlaski E, Stavric K, Seckova L, Kimovska Mjanovska R. Influence of physical activity
and television-watching time on asthma and allemgjisitis among young adolescents:

preventive or aggravating? Allergol Immunopatholgvi) 2008; 36(5):247-253.

Seear M, Wensley D, West N. How accurathesdiagnosis of exercise induced asthma
among Vancouver schoolchildren? Arch Dis Child 208%9):898-902.

Cheng BL, Huang Y, Shu C, Lou XL, Fu Z, ZR®& cross-sectional survey of participation
of asthmatic children in physical activity. WorldP&diatr 2010; 6(3):238-243.

Glazebrook C, McPherson AC, Macdonald IAjf89A, Ramsay C, Newbould R et al.
Asthma as a barrier to children's physical activityplications for body mass index and
mental health. Pediatrics 2006; 118(6):2443-2449.

Weiner DJ, McDonough J, Allen J. Asthma &saier to children's physical activity.
Pediatrics 2007; 119(6):1247-1248.

18



(27)

(28)

(29)

(30)

(31)

(32)

(33)

(34)

(35)

(36)

(37)

(38)

(39)

(40)

Williams B, Powell A, Hoskins G, Neville BExploring and explaining low participation in
physical activity among children and young peopii wsthma: a review. BMC Fam Pract
2008; 9:40.

Weston AR, Macfarlane DJ, Hopkins WG. Phgkactivity of asthmatic and nonasthmatic
children. J Asthma 1989; 26(5):279-286.

Eijkemans M, Mommers M, de Vries Sl, van BauS, Stafleu A, Bakker | et al. Asthmatic
symptoms, physical activity, and overweight in yguhildren: a cohort study. Pediatrics
2008; 121(3):e666-e672.

Chiang LC, Huang JL, Fu LS. Physical aggand physical self-concept: comparison
between children with and without asthma. J Advd\R006; 54(6):653-662.

Pianosi PT, Davis HS. Determinants of phaidiitness in children with asthma. Pediatrics
2004; 113(3 Pt 1):e225-e229.

Keller C, Fleury J, Gregor-Holt N, ThompsbrPredictive ability of social cognitive theory

in exercise research: an integrated literaturesmevOnline J Knowl Synth Nurs 1999; 6:2.

Bates, H. Daily Physical Activity for Chilein and Youth: A Review and Synthesis of the
Literature. 2006. Print. Online Submission . 2011.

Alderman BL, Benham-Deal TB, Jenkins JM. @®in parental influence on children's
physical activity over time. J Phys Act Health 207(1):60-67.

Hennessy E, Hughes SO, Goldberg JP, HyatHRBhomos CD. Parent-child interactions
and objectively measured child physical activitgrass-sectional study. Int J Behav Nutr
Phys Act 2010; 7:71.

Taylor DR, Bateman ED, Boulet LP, Boushey, BBsse WW, Casale TB et al. A new
perspective on concepts of asthma severity andaloBur Respir J 2008; 32(3):545-554.

Szefler SJ. Advances in pediatric asthni20@8: where do we go now? J Allergy Clin
Immunol 2009; 123(1):28-34.

Papiyeva |. Predisposing Factors For Theelzgament Of Bronchial Asthma In Children
Under 15 Years Old In Yerevan, Armenia. Collegéleélth Sciences, AUA. 2005.

Andranik Voskanyan. We should stop obsesabayut respiratory viruses, including HIN1
virus. PanarmenianNet.200&tp://www.panarmenian.net/eng/society/news/398Q%-3-
2011.

Country profiles of Environmental Burdenitease. The World Health Organization
Website. 2011. available at .
http://www.who.int/quantifying_ehimpacts/nationalimtryprofile/armenia.pdf13-5-2011.

19




(41)

(42)

(43)

(44)

(45)

(46)

(47)

(48)

(49)

(50)

Juniper EF, Gruffydd-Jones K, Ward S, Svends. Asthma Control Questionnaire in
children: validation, measurement properties, preation. Eur Respir J 2010; 36(6):1410-
1416.

Reichenberg K, Broberg AG. The Paediatrith&e Caregiver's Quality of Life
Questionnaire in Swedish parents. Acta Paediatt ;280(1):45-50.

Craig CL, Marshall AL, Sjostrom M, Bauman Aooth ML, Ainsworth BE et al.
International physical activity questionnaire: lduntry reliability and validity. Med Sci
Sports Exerc 2003; 35(8):1381-1395.

Lang DM, Butz AM, Duggan AK, Serwint JR. Bimal activity in urban school-aged children
with asthma. Pediatrics 2004; 113(4):e341-e346.

Kojima N, Ohya Y, Futamura M, Akashi M, Oidlag H, Adachi Y et al. Exercise-induced
asthma is associated with impaired quality ofdifeong children with asthma in Japan.
Allergol Int 2009; 58(2):187-192.

Vahlkvist S, Pedersen S. Fitness, dailyagtand body composition in children with newly
diagnosed, untreated asthma. Allergy 2009; 64(62P41655.

Yao TC, Ou LS, Yeh KW, Lee WI, Chen LC, HgalL. Associations of Age, Gender, and
BMI with Prevalence of Allergic Diseases in Childré ATCH Study. J Asthma 2011;
48(5):503-510.

Corder K, Ekelund U, Steele RM, WarehamBtage S. Assessment of physical activity in
youth. J Appl Physiol 2008; 105(3):977-987.

Basso RP, Jamami M, Pessoa BV, Labadesdd@jeiro EM, Di Lorenzo VA. Assessment
of exercise capacity among asthmatic and healtbieadents. Rev Bras Fisioter 2010;
14(3):252-258.

Plasqui G, Westerterp KR. Physical Activitysessment With Accelerometers: An
Evaluation Against Doubly Labeled Water&ast; &&3hesity 2007; 15(10):2371-2379.

20



APPENDICES

APPENDIX 1 Questionnaire

Questionnaire # Child’'s ID Date of intemwie 2011

1. How old are you?
2. Are you currently employed?  olYes 21 No (skip to Q 4)

3. What is your occupation?

4. What is your level of education? 1o School (up to 10 years)
2.0 Technical / Secondary special
3.0 Institute/ University/ Postgraduate

5. Do you have pets in your home? o Yes, specify o Ro

6. Has your child ever missed school because ofras2h L Yes 2. No (skip to Q.8)

7. During the last month, how many days of schodlhdi/she miss because of his/her asthma?
__days

8. How many people live in your household, includyrog?

9. How many siblings (other than this child) areréhim your family?

10. Does somebody in your household currently smoke? 1oYes 21 No

Do you agree that?

Strongly Agree Nelthgr agree Disagree S.trongly
agree nor disagree disagree
Physical activity is beneficial
11 | for health of a child with 1 2 3 4 5
asthma
Many triggers exist that can
12 cause asthma attack 1 2 3 4 5
One of these triggers is physiqal
13 activity 1 2 3 4 5
If someone smokes around a
child with asthma, it might
14 make the child cough, but it is 1 2 3 4 5
not really harmful
When child has an attack of
asthma during sport, it is
15 because his/her asthma is not 1 2 3 4 5
properly controlled
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16. Asthma symptoms can be made worse by exercise. $trongly agree
2.0 Agree
3.0 Neither agree nor disagree
4.0 Disagree
5.0 Strongly disagree

16 a. From where/whom have you heard about this?

Child’s doctor
Relatives
Neighbors
Media (publications, TV, internet etc.)
Other (specify)

aghrhwpE
Oo0ooao

17. Children with asthma should avoid exercising. 1.0 Strongly agree

2.0 Agree

3.0 Neither agree nor disagree
4.0 Disagree

5.0

Strongly disagree

17 a. From where/whom have you heard about this?

1.0 Child’s doctor

2.0 Relatives

3.0 Neighbors

4.0 Media (publications, TV, internet etc.)
5.0 Other (specify)

18. Which of the following best describes your chsldsthma controlling status?

1.0 Most of the time well controlled

2.0 Most of the time somehow controlled
3.0 Most of the time poorly controlled
4.0 Most of the time not controlled at all

19. Usually, which medication does your child useaatrol symptoms?

1.0 Oral betaagonist
2.0 Inhaled betaagonist
3.0 Inhaled steroid

4.0 Systemic steroid
5.0 Other (specify)
6.0 Don’t know

20. On average, during the past week, how many timassyour child used his/her rescue medication?

1. o Less than two days during the week
2.0 More than 2 days during the week, but
not daily

3.0 Daily

21. How confident do you feel you are in taking astidhat will help prevent your child from getting

an asthma attack? t.Very confident
2.0 Somewhat confident
3.0 Uncertain
4.0 Not confident
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Please think of how asthma limits your child’s lifé am particularly interested in activities that
he/she does but which are limited by asthma. He/afeey do these activities less often, or less well,
or may enjoy them less.

I'm going to read a list of things your child maydve done in the last month. Because of his/her
asthma, he/she may have found some of these asvdifficult to do or not very much fun.

Please, tell me if he/she has been limited in thiivity because of his/her asthma in the last
month.

22. Limited Not limited NA
a | Running upstairs or uphill 1 2 3
b | Running 1 2 3
¢ | Dancing 1 2 3
d | Riding a bike 1 2 3
e | Laughing 1 2 3
f | Climbing 1 2 3
g | Tumbling 1 2 3
h | Going for a walk 1 2 3
i | Jumping 1 2 3
g | Playing with other children 1 2 3
k | Playing with Pets 1 2 3

23. In general, during the past month, how limitemswour child in his/her activities because of
his/her asthma? 1o Very limited

2.0 Somehow limited

3.0 Not limited

24. Has your child, at any time in the last monttd ha attack of shortness of breath that came on
after his/her stopped exercising? o Yes

2.0 No

3.0 Can’t remember

25. During the last month, how worried or concernetewou about your child’s performance of
normal daily activities?

1.0 Very worried or concerned

2.0 Somewhat worried or concerned

3. o Not worried nor concerned

26. During the last month, how worried or concernegtewyou about being overprotective of your
child?

1.0 Very worried or concerned

2.0 Somewhat worried or concerned

3.0 Not worried nor concerned
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Now I'm going to ask about symptoms that your chilchas.

Never Less than Weekly Daily Don’t know
weekly not sure
In the last month, how often did
o7 | Your ch|ld_ has attacks of wheezing, 1 2 3 4 5
or wheezing that was worse than
usual?
In the last month, how often did
28 | he/she wake up at night with 1 2 3 4 5
cough or wheezing?
In the last month, how often did
29 | his/her wheezing really bother 1 2 3 4 5

him/her during the daytime?

30. For the last month, which of the following bessddbes his/her breathing?

1.0 He/she hardly ever has trouble with his/her biagth
2.0 He/she sometimes has trouble with his/her bregthin
3.0 He/she almost always has trouble with his/herthieg
4.0 He/she always has trouble with his/her breathing

Now | am at the end of Questionnaire and | woulddi to ask you some questions about your

child’s medical history.
31. Was he/she born on his/her due date? oYek 21 No

32. How much did he/she weigh at birth?

33. Did he/shéhave trouble with breathing right after birth? 1oYes
2.0 No
3.0 Don’t know

34. Does he/she have any of the following medicablenms?

Yes No
a | Earinfections 1 2
b | Eczema (skin rash) 1 2
c | Hives (welts) 1 2
d | Runny nose, watery eyes, and sneezing not relateaold 1 2
e | Sinusitis (sinus headache) 1 2
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35. Is there a history of asthma or allergy in younilg?

loYes (Goto Q.35a.)
2.0 No

35 a Please tell us which of the child's relativesdiasthma or the allergic reactions?

1.0 Grandparents
2.0 Parents

3.0 Brothers/Sisters
4.0oUncles/Aunts
5.0 Cousins

6.0 Other (specify)

36. How would you rate your family’s general standafdiving?

1.0 Below average

2.0 Average

3.0 Above average

4.0 Not sure/difficult to answer

37.During 2010 year the approximate amount of houseincome of your household members per

month was:
1.0 Less than 30,000 drams

2.0 From 31,000 — 100,000 drams
3.0 From 101,000 — 250,000 drams
4 0 Above 250,000drams

5.0 Don't know

Thank you
For participation
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APPENDIX 2 Zupgqupkpphl

Zupgupbkpphl # Suppbpwldwi hwdwpp (ID Zupgdut mduwphyp’ 2011
1. Qtp vnuphpp'
2. Lkpluynidu wphawwnnud tp* 1.o U 2.0 Ny (mbgk) 2.4)

3. 2tp woltwwnwtiph punypep'

4. 2tp Yppnipjul wunhdwp' 1. o Uhotwlwupg
2. 0 Nuunudtwpub
3.0 Pupdpugnyl / Zkwnpnithwljub

5. Swtip nplk pnwbh Yhuguith ywhnid p* 1.0 Ugn (uoky) 2.0 Ny
6. 2tp kpkjuwh kpplk puguljuyt | E pupnghg hp wupdugh yqungdwnny®

1.o Ujn
2.0 Ny (muguky 2.8)

7. Uligju wlugw plipugpnid 2tp kpkjuwb pubih’ op b pugulwyty nupnghg hp wupdwgh
yuwndwnny’ on:

8. QLp punwuthph wunwdubph pwbwlp, npnup wwnpnud ki dkq htwn® hngh:
9. Qtp Epkuwgh pnyp/Enpuypubph puwtwlp pinwtthpnid®

10. UkpQuynivu 2p pinwithpnid nplkt dklp sun’d £ 1.o Un
2.0 Ny

agpmd Ed plnnpkp 2Ep hudwduylnippul wunhdwbp hknlyuy winndbkph JEpupbpuy

Uhwiquuuygh | Zudwduyl 0 :?il;;m]h Zudwduyl | Pnnpmjhl
hudwduyt B Ed huwdugh sk stu hudwduyi sk
$hahlulu
wljnhynipmiup
11 ogunujup L wupduyny 1 2 3 4 >
Epthuwgh hwdwp
Swippbp Jupwithy
gnpéntubkp Jul, npnup
12 | jupnn bt wupdugh 1 2 3 4 5
gpnhh yuwngwn
hwinhuwbuy
Ujn fupwtihstubph pynud £
13 | dhqhjuljuis 1 2 3 4 5
wljnhynipniup
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Unwn Shunwd &, nw Jupnn
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O oo
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EI

Uhwbquuuyt hwdwdwyt G
Zudwdwyt B

Ns hudwduy kU, ny ) hwdwduygu skd
Zudwduyl skd

Pnnpnyht hwdwdwyh skd

Eptjuugh pdolihg

Puptludubtphg

Zwuplwtphg

Quigyubwyhtt jpunynipjut dhongutphg

(ptinptp, wduwgptp, hkpntunwnbunipintl,
htunbputin)

5.0

Uy (ghy)
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21. hlspwtiny kp Junnwh, np Junwpnid kp Uhgngunnidibp, npnip jubjuwpgnd ku 2p
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Zptw Jutmpnud b dinwskp® hgpwiiny Ewupdwi uvwhwbuhwymu 2bp bpkjuwgh jeuwlbpup:
Zwnjuybtu htd htnmwppppnud k tpkjuugh wropjw wljnhymipyniip, npp wupdwyh htnbwipny
Jupny Euvwhdwbwhwljus jhut;: Gpwuwb jupnn Ewywljwukgul) hp wropju wjnhynipiniip,
jud Yuwwwpk) wdkih phy townny:

Bu hhdw Jjupnud wnopjw qgnpénnnipiniuitiph guul): Munpnud B YEphhobp, wmbgyu) wdugu
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22. Umhdm]:ilmlhmll Umhdu;li:luuhmll Uhpunkyh sk
w | Ywgpny unhfuibpny jud vwp pupdpubug 1 2 3
p | Ywuqly 1 2 3
q | Mwpky 1 2 3
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q | Uuqghy 1 2 3
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23. Cunhwinip wodudp, wigyw) wdujw pipugpnid huspwiny k Qb kpkluwt vwhdwiwhwlty hp
wnopju gnpéniubknipniip wupdwh yuwnmdwnny:
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Zphuw Uh pwth hwipg Yniqkh wuy Qb Epkjuugh whpnwipwbitph JEpupkpyuy:

Cuipupuljul Ukt Ukl 2ghwnb/
Cpplp | Ukl whquulhg wput o huninqué skd
wuljuru upuip R q bl
Ulgju) wduju pupwugpnid,
hispw’t hwgwu £ Qkp
27 Eptuwt Swp oswnnipnit 1 2 3 4 >
niubkghy
Ulgju) wduju phpwugpnid,
hlspw "t hwdwu k 2kp
28 1 2 3 4 5
Epbjuwh ghokpp wpplughy
Sdwtp otiswnnmipjudp b hugny
Uugyu] wdujw pupwgpnid,
Switip sliswnnipniiip huspu o
29 | hwfwhu kE wthwhquuwugpty 1 2 3 4 5
2tp Epkheughtt ghpkldu
nupwgpnid
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30. Uligjw] wduyw pipugpnid hswb u §plim pugpkhp 2bp bpkjuwgh obswnnipniip

Bphjuwt hwghy pk ppunhpubp Eniikgh) otsmnnipyut hbn juwydus
Bphjuwt Eppbdt niikgh) E ninhplbp oiswnnipjut hbn juwyus
Gphluwt hwdwpyu dhown nitkgly) | jpunhpttp otswnnipjut hbn juwyduws
Gphluwt Uhow niukghy | mughpubp otswnnmipjut htn juwydwus

W=
Oo0Ooao

By hupguqpnygh wjwpunht Yniqugh dh pwith hwipg wnuy 26p tptuwgh hhjuwinnipjui
yuwndmpjub JEpupkpuy:

31. bphjuuyh stmtgp dwdlwnwy hi kgl 1. oUmn 2.0y

32. Gpkhuwgh puop suykhu gpud

33. Otjkymg wilhguyku htwnn stiswnnipyub htwn nplihgk feliphpikp kgt
1.oUmn
2.0
3. 0 2ghwnbkd

34. bpjuwb mu’h htwnlywy uighplbp®

Upmn ns
w Ulwugh pnppnpnid 1 2
P Uwolhh gubwynpnid 1 2
q Bnluowugu 1 2
£phg wpunwnpnipinil, wpgniipwhnunipinil, thnywung,
T | hpntp Yuuws sk dpuwsnipyuh htwn 1 2
| Zupppwjht junpngubph pnpponpnid (uhtintuhwn) 1 2

35. 2tp pnwbhpnid jw't wupdugny jud wykpghuyny hhdwin widhip'

1.oUm (wlguby 2. 35w.)
2.0

35 w. Wigpnud kU bpbp pupkwdibphg n’ mh wupdw jud wykpghw’

Swnply/wuyhy
Otnn

Lnyyp/tnpuyp
£hnh, hnpbnpwyp/hnpwpnyyp, Unpupniyp
.0 £knni/hnpbnpnp, hnpwpnyp/unpupniph

wnnw/wnghy
6.0 Uy (ugky

U W N e
O o oo
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36. Cunhwinip wodwdp, hiswt u Yqhwhwnbp 2bp phnwthph Yruwdwlupyulp’

1.0 Uhghlihg guénp

2.0 Uhyehlu

3.0 Uhghthg puipdp

4.0 Zudnqus skd/rdJupunid b
wuwwnwupuwbly

37. 2010 pywljuuhtt 2kp punnwtihph pojnp winudubnh Ynnuhg niikgus vheht wdubljwt tjwdniunp
Juqut) &

< 30,000 npud

31,000 — 100,000 npud

101,000 - 250,000 npud

UqJk1h pwtr 250,000 npud

Zudnqus skl / ddjwpubnud b
wnwuiwuk)

g W N e
O o oo

O

cLNrZUqUurlLNre3NrL

dwubiulignippul hudwp
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APPENDIX 3 Sample of Patient Information Form

, , Severity ,
D | Phone Da_lte of | Weight | Height BMI | taken from Residen| Date of Result
birth kg m record ce contact

APPENDIX 4 Fuwbun/np hunlwduybnipjul nkpuwn

Bu Zuyuunwith wdkphljjut hwdwjuwpwih ntuwtng Bd: bl winttt £ Ejhttw Swhntdjut: Uju
htwnwgnunipniup 6-14 nupkwt wupduwny kpkowitph $hqhjulwt wjnhynipjut hwigby
dwjpuljub ykpwptkpunitiph dwuht b Uktup hpwhpnd Bup QEq dwubwljghint wju
htwnwgnunipjuip, npnghbwnlb Fnip nibbkp 6-14 mupkljwb wupdwny hhywn Epkuw: dnip
wuwnwhwljuinipjut ugpniupny pluwnpdt) bp “Upwplhp” pdojuljut YEunpnuh Ynnithg
npudwunpjus gnigulhg: 2Ep mpudwunpus ghnbjhpubpp htwpwynpnipinit Ypudbnku dkq wykih
1wy hwuljutwnt wupdwny hhywn kptjuwibph $hqhjujut wnhympjuip yipupbpnn
hpwyhdwyp: Zkwnmwgnunipjut wpyniuptbpp vhgnighk ogunuljwn 1hukh wywquynid
pupbthnumdubp juunupbnt iyunwlny:

Zupguqpnygp unlth ny wyk) pwl 15 pnyhk: Gu hwpgbp Yninnbd QEp wupdwyny Epkjuugh b tpu
bhqhfulwi whnhynipyub Yepwpbpyuy:

“nip, dwuhwlghinyg wju hbnnwgnunnipjutp, nplk nhulh skp ghunud: nip nplik ogniwn skp
unwbwnt dwubtmljgnipmniithg: 2bp wbduwlwt thnpdp b dwubwljgnipiniin juewljgh wju
htwnwgnunipjuiip: Zupguqpnygh pipugpnid unugus hupnpdwughw jupnn k oguuuljup (huky
htwnwqu Yppuljut Spwgptph hwdwp: Uhwy wthwpdwpnipmiip QEp hwdwp pu dudwtulh
npudwunpniudi E: bp dwubwlgnipniup judwynp b dnp jupnn bp sdwubwlgly), jud punhwnbg
hwpguqpnygp guujugws ywhh: Uju hinwgnuinipjuip duuljugtinit hpudwpybp ns dh Ypy sh
wiunpununiw Qbtp Epkjuugh pniddwt pipwgph Jpu:

Zujupywd hudpnplwughwt juyyuhwywigh qununtp, b dhwjt punhwinip wpnnitpubpn
Yhpuywpulyti:

Bpt M wykjh pwn hudnpdwghwyh Juphp niutp wyju hbnwgnunmipjut Jepupkpyuy, jupng tp
Juyyt) hilnwgnunnutph hkn hknbjuw hbnwhinuwhwdwputpny®

NMpndtunp Puypnt Lptph' 51 25 70 (wuqtpkl), e-mail: berape@aua.am;

Ejhtw Cwhnidjut® 091 98 98 33, e-mail: elina_shahumyan@edu.aua.com :

Gpt Mnip qutp, np nyju) hbnwgqnunipju pipwugpid 2tq nplk Juwu £ yundwunyt), jud Qtp
htwn wmbwpnyup B JEpupkpgty, nip Yupnn Ep nhdl] Swpnynihh MEnpnujwht® 51 25 92
htnwpunuwhwdwpny:

Zwdwdw ji bp dwubulgh) wju hbnwgnnnipjubp:
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APPENDIX 5 The Text of Consent Form

| am a student at the American University of Arneemily name is Elina Shahumyan. | am
conducting a research study about maternal atsttmlgards physical activity of asthmatic
children aged 6-14 years. You are asked to paatieip the study because you are mother of
a child aged 6-14 years having asthma. You wergaraty chosen from the list which was
provided by the Arabkir Medical Centre. We inwtau to participate in this study because
the knowledge gathered from you and other partidguwvill allow us to better understand the
situation with childhood asthma and the study’slifigs can be used to make appropriate

recommendations.

The interview will last less than 15 minutes. lhask you questions about different aspects

regarding childhood asthma and physical activity.

There is no risk for you as a participant in thigdy. You will not receive any benefit from
the participation. Your personal experience andigpation would contribute to this study.
Information that you will provide during the surveyght be very helpful for the future
educational programs concerning childhood asth¥f@ur only inconvenience will be your
time spent on the interview. Your participatiorergirely voluntary. You have the right not to
participate and you can stop the interview at amgti Your refusal to participate will not

influence the medical care your child receives.

Your child name will be kept confidential and otihe general findings will be presented in
the report.

If you need more information about the study, pdeds not hesitate to contact the
investigators in charge of this study:

Professor Byron Crape: telephone: 51 25 70 e-rnaihpe @aua.am

Elina Shahumyan: telephone: 091 98 98 33, e-rakila_shahumyan@edu.aua.com

If you want to talk to anyone about the researadysbecause you may feel you have not
been treated fairly or think you have been hurjdaying the study you should contact
Varduhi Petrosyan — 51 25 92.

Do you choose to participate in this survey?
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TABLES

Table 1 Characteristics of variables

VARIABLES

TYPE

MEASURMENT

DEPENDENT

Child’s level of ph/a* continuous

Computed from the counts of limited activity
responses to the ph/a limitation questions

Severity of asthma continuous

Computed from the number of attacks during days

and nights

I NDEPENDENT

:ct

Mothers’ beliefs and attitudes towards i Computed from the counts of correct and incorre
ph/a of children with asthma continuous responses to beliefs and attitude questions
- . . . Computed from the counts of limited activity
Child’s level of physical activity continuous responses to the ph/a limitation questions
INTERVENING
: . . 0 =No
Being born on due date binomial 1=Yes
Being exposed to secondhand smoking bi o 0 =No
at home inomia 1=Yes
Mother’s age continuous  Numbers of years
1 = School (up to 10 years)
Mother’s educational level ordinal 2 = Technical / Secondary special
3 = Institute/ University/ Postgraduate
Mother's employment stat pinomial  +-CPloyed
other's employment status inomia 2=Unemployed
1 = Below average
Families’ SES ordinal 2 = Average
3 = Above average
, N 1 = Very worried or concerned
Mother’s concern about their children _ .
. o ordinal 2 = Somewhat worried or concerned
asthma and physical activities .
3 = Not worried nor concerned
. . . 0 =No
Having pets at home binomial 1=Yes

*ph/a — physical activity
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Table 2 Demographic characteristics

% \
Child’'s gender
Boys 85.9% 104/121
Girls 14.1% 17/121
Child’s age
6-8 24.8% 30/121
9-11 39.7% 48/121
12-14 35.5% 43/121
Being born on due date
Yes 77.7% 94/121
No 22.3% 27/121
Mothers' age
25-32 30.3% 36/119
33-36 27.7% 33/119
37-40 27.7% 33/119
41-52 14.3% 17/119
Mothers’ educational level
School (up to 10 years) 23.1% 28/121
Technical/Secondary special 30.6% 37/121
Institute/University/Postgraduate 46.3% 56/121
Mother’'s employment status
Yes 37.2% 45/121
No 62.8% 76/121
Families’ SES
Below average 27.7% 33/119
Average 57.1% 68/119
Above average 15.1% 18/119
Residence
Yerevan 52.1% 63/121
Other city 33.1% 40/121
Village 14.9% 18/121
Smoking in household
Yes 53.7% 65/121
No 46.3% 56/121
Having pets at home
Yes 14.1% 17/121
No 85.9% 104/121
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Table 3 Child's gender by age categories

Age Gender

(years) Female Male Total
6-8 3% (4/121) 21% (26/121) 25% (30/121)
9-11 6% (7/121) 34% (41/121) 40% (48/121)
12 -14 5% (6/121) 31% (37/121) 35% (43/121)
Total 14% (17/121) 86% (104/121) 100% (121/121)

Table 4 Simple Linear Regression analyses betwemthers’ beliefs and attitudes
towards ph/a* and level of ph/a of their child withsthma

95% confidence

Independent variable Coefficient

interval
Mothers’ beliefs and
attitudes towards ph/a 0.35 <0.01 0.21 - 049
Dependent variabldevel of ph/a *ph/a — physicatigity

Table 5 Simple Linear Regression analyses betwlesrl of ph/a among children with
asthma and severity of asthma

95% confidence
interval

Independent variable Coefficient

Level of ph/a among
children with asthma
~ Dependent variable: severity of asthma *ph/a —ygftal activity

-0.44 <0.01 -0.53 - -0.34

Table 6 Multiple Linear Regression with child’&Vel of ph/a as an outcome variable

Independent variables Coefficient p-value 95% e
interval

Mother's beliefs and

attitudes towards ph/a 028 <001 0.14 - 0.43

Mother's age -0.09 0.06 -0.21 - 0.01

Employment status 0.94 0.16 -0.38 - 2.26

Education 0.70 0.09 -0.12 - 1.53

Dependent variabldéevel of ph/a * ph/a — physical activity
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Table 7 Multiple Linear Regression with child’&Vel of ph/a as an outcome variable

95% confidence
interval

Independent variables Coefficient

Mother's beliefs and

attitudes towards ph/a 0.14 0.03 0.0+ 0.27
Mother's age -0.06 0.23 -0.15- 0.35
Education 0.06 0.86 -0.6% 0.73
Severity -0.82 <0.01 -1.06- -0.58
Dependent variabldevel of ph/a *ph/a — physical activity

Table 8 Final Predictive Model (multiple linearegression) with child’s level of phfaas
an outcome variable

95% confidence

Independent variables Coefficient

interval
Mothers’ beliefs and 0.16 0.01 0.04- 0.99
attitudes towards ph/a ' ' ' '
Severity of asthma -0.85 <0.01 -1.06--0.63
Dependent variabldéevel of ph/a *ph/a — physical activity

Table 9 Testing for collinearity in final model

Variable VIF* 1/VIF
Mothers’ beliefs and attitudes 117 0.86
towards ph/a
Severity of asthma 1.17 0.86

Mean VIF (*variance inflation factor) between gieive variables .17
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FIGURES

Figure 1 Study population

n =283

Not eligible: 142

\ - Children less then 6 years and more then 14
Tt years (141)

- Having major physical disability or other
/ chronic diseases (1)

~~~~ -- No Contact: 20

, - Impossible to contact (14)
~~. - Wrong numbers (4)
- Absent from country (1)
/ - Refusal (1)
- Not speaking fluent Armenia (0)
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