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ABSTRACT 

Asthma is also viewed as the major health problem in the world and in Vietnam. 

It has effects on quality of life (QOL) of people and economy of the country. In recent years 

studies have assessed which factors are associated with QOL in patients with asthma. 

The aim of the study was to study the relationship between level of dyspnea, 

FEV1, social support and QOL in patients with asthma. In this study, research used symptom 

management theory as research framework. 

A descriptive correlation research was conducted among 115 patients with 

asthma in a tertiary care hospital in Hanoi, Vietnam. The sample were ones aged 18 years and 

above. Data were collected by using patients’ hospital record and interview the patients with 

interviewing forms. Spearman’s rho was employed to test the relationship among all variables.  

The result showed that the mean QOL was 7.96 (SD=4.10). The group of highly 

dyspnea accounts for 8.70%. The group of lowest dyspnea accounts for 17.39%. The level of 

dyspnea is negatively correlated with QOL (r = -0.788, p < 0.05). In this study, the mean of 

FEV1 was 68.20 (SD=22).  FEV1 was positively medium correlated with QOL(r = 0.674, p < 

0.05). Patients who receive social support was reported as had a significant and positive 

relationship with QOL in asthma patients (r = 0.244, p < 0.05).  

In conclusion, QOL among patients with asthma is under the influence of many 

factors, including symptom experience. In order to improve QOL, it is recommended that 

nurses should access and manage patients’ symptom, control their level of dyspnea and 

promote their social support. Standard guidelines should be developed and implemented. 

Moreover, further research should be conducted to test effectiveness of the guidelines.       
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Background and significance of the study 

Bronchial asthma is a chronic lung disease common in all ages and its 

prevalence is still on the rise in every country. According to reports from GINA 

(2005), there are approximately 300 million people suffer from asthma and 250,000 

people die from asthma annually all around the world. In Vietnam, according to 

Asthma, Allergens and Immune Association, 4% of the population are patients of 

asthma. Asthma is defined as a chronic disorder of the airways involving complicated 

contact of bronchial hyper responsiveness, airflow obstruction, and an underlying 

inflammation (Bethesda, 2007). The airways, upon an attack of asthma, get inflamed, 

thus making it difficult for the patient to breathe. These attacks, according to Asthma's 

Impact on the Nation, (n. d.), may vary in severity, from mild, moderate to serious and 

even critical to life. 

Asthma is featured by a number of symptoms such as wheeze, chest 

tightness, shortness of breath, and/or cough, and by variable expiratory airflow 

limitation. Airflow limitation and symptoms are both under the influence of intensity 

and time (GINA, 2015). Asthma is also viewed as the major health problem in 

Vietnam and in the world. It has effects on quality of life of people and economy of 

the countries. Over the past years, the factors that are related to asthma patients’ 

quality of life have been assessed in numerous studies. Some of them have been 

conducted with a broad, descriptive approach, whilst others selected specific facets to 

investigate. Asthma may have impacts on sleep (Lewis, 2001; Wijnhoven, 2001), 

capabilityof working and job performance, socialization, participation in sports, and 

many other activities (Juniper, 1997, Legorreta, 2000). People with asthma reported 

poor life satisfaction, poor health high psychological distress (Ampon, 2005). It is also 

indicated that patients’ psychological health may remain influenced even when the 

asthmatic symptoms in patients are under control based on standard guidelines 
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(Nishimura, 2004). Others studies  have  addressed  the  impacts  of  psychosocial  

factors  on  quality  of  life (QOL) and included perceived authorization of the disease 

(Calfee, 2006). Previous research about QOL of asthma patients, information about 

patients are valuable source, supplying a great deal of statistics about several aspects 

of patient's life. It is determinants of health because patients with higher 

socioeconomic status have more opportunities to get access to high quality care 

including medications and some advanced treatment including high technology 

therapeutic equipment. As a result, it is understandable to indicate socio-demographic 

elements connected to the assessment of patients’ QOL. 

Despite the limitations in contemporary understanding of factors dictating 

asthma result, observations in the recent course of time point out that active asthma 

exert a harmful influence on pulmonary function’ longitudinal changes. (Ulrik, 1999). 

Asthma patients, with high severity in particular, are subject tochildhoodpulmonary 

function weakened growth, a lower maximally attained level of pulmonary function 

and excessive decline in pulmonary function in adulthood, which may lead to life 

threatening pulmonary function impairment. Information about pulmonary function 

(Forced Expiratory Volume in 1 second: FEV1) in patients with asthma might help to 

determine those who need additional care because it may have with respect to QOL. 

Dyspnea is the major symptom amongchronic respiratory patients and is a 

broad-spectrum term that describes a subjective breathing sensation of difficulty 

(American Thoracic Society, 1999). In study of Silva et al. indicated that the QOLis 

directly influenced by the intensity of dyspnea in patients with Asthma; patients with 

asthma had a lower dyspnea intensity index and better QOLcompared to patients with 

COPD; and COPD is also a systemic disease, which causes more intense and hence 

more dyspnea impaired QOLwhen compared with asthma (Silva et al., 2016). In 

patients of both COPDandasthma, it has been reported that the higher severity of 

dyspnea at baseline, the lowerHRQoL. Similarly, other studiesdiscovered a 

solidconnection between HRQoL and dyspnea (Curtis, Deyo& Hudson, 1994; Ferrer 

et al., 1997;  Bestall et al., 1999; Hesslink et al.,2006). 

By definition, social support is the help, comfort, and confirmation from 

acquaintances such as family, friends, and coworkers which brings the sufferer the 

feeling of being cared for,  loved, esteemed, and a sense of the society (Cobb, 1976). 
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There are some categories of the support, for example, instrumental (practical 

assistance)emotional (e.g., understanding,comfort, and appreciation), and informative 

support (help with information) (Lakey& Cohen, 2000). Patients of chronical illnesses 

are usually in demand of specific types of social support, and the support sources need 

to be particular to the stressor.  For example, the illness’ basic knowledge and 

treatment is argued to be supplied in the most effective way by healthcare 

professionals, meanwhileemotional support should come from family and friends, and 

it is advisable thatknowledge about societal resources and rights be given by 

association and support groups (Masters, Stillman, &Spielmans, 2007; Dakof& 

Taylor, 1990). In chronic illnesses, such as asthma and allergy, it has been suggested 

that social support has beneficial effects on coping with them (Cohen, Gottlieb, & 

Underwood, 2000) and enhancing effects on behaviors ofhealth promoting (Cohen & 

Wills, 1985). Social support may affect coping based on the main-effect hypothesis, 

suggesting that the individual with strong perception of social support has a feeling of 

being cared for and loved, which has a permanent positive effect on the individual’s 

general well-being (Frey &Röthlisberger, 1996). So for increasing well-being and 

QoL, patients are in need of having a sense of being cared for and love from those in 

the closest surroundings (Lind, 2015). 

In Vietnam, although there are 4% of people suffering from asthma 

("Vietnam has million asthma sufferers," 2013). Bronchial asthma in a long run affects 

the life quality of patients, family and the society. For the past few years, there has 

been improvement in diagnosis, treatment and there is now more evidences to support 

that asthma can be well controlled. However, in fact, the number of patients with 

asthma admitted to hospitals is increasing year by year, as a result of insufficient and 

inappropriate knowledge and understanding about asthma. The sources of asthma are 

incomprehensible, and, despite major advances in our understanding of asthma in 

recent years, many questions remain largely unanswered, specifically those relating to 

factors that determine asthma outcomes. The scientific study is still limited so that 

there is inadequate scientific evidence to support the phenomena of people with 

asthma in particular among patients in Vietnam. Accordingly, the clinical research in  

this matter is needed. However, in order to manage the negative impacts on their 

quality of life, the nurses and health providers should clearly about the factors related 
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to patient’s health status.  In addition, the researches on factors related to quality of 

life   among patients with asthma were still rare in Vietnam. In particular, in the 

Allergy and Clinical Immunology Centre of Bach Mai Hospital, Hanoi, Vietnam, a 

scarcity of such kind of research exists as well. This study aims to find out the factors 

related to QOLamong patients with asthma. It is expected that this research can be 

used as a nursing care plan to promote the QOLof patients with asthma by managing 

those influencing factors. Moreover, the result of this research can be used to improve 

the quality of care for patients with asthma in the Allergy and Clinical Immunology 

Centre of Bach Mai Hospital. Thus, identifying some factors such as level of dyspnea, 

FEV1, social support, related to QOLas well as providing nursing care program will 

assist Vietnamese people with asthma to be able to improve their life, their quality of 

function and health. In turn, while their QOLimproves they can make contribution to 

the society and economic system of the country. 

 

 

1.2 Research questions 

1.2.1. What is the quality of life in patients with asthma? 

1.2.2. What are the factors related to QOL among patients with asthma? 

 

 

1.3 Purpose of the study 

To study the relationship among level of dyspnea, FEV1, social support 

and QOLin patients  with  asthma. 

 

 

1.4 Hypothesis 

1.4.1. Level of dyspnea is negatively correlated with QOLin patients with 

asthma. 

1.4.2. FEV1 is positively correlated with QOL  in patients with asthma. 

1.4.3. Social support is positively correlated with QOL in patients with 

asthma. 
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1.5 Conceptual framework 

Symptom management theory plays an important role in providing a good 

overview and understanding the researched participants. Dodd and colleague (Dodd et 

al., 2001) explained that symptom management model is composed of three main 

concepts; symptom experience, symptom management strategies and symptom 

outcomes. The symptom experience consists of the perception, evaluation and 

response to symptoms. The main symptom included in this study was dyspnea. 

"Perception of symptoms is a gathered by the senses in the context of specific 

environment or situation" and refers to whether the person notices a change usual way 

of feeling or behaving (Dodd et al., 2001). Besides, the perception of airway 

narrowing appears to be lessened in subjects with asthma and is likely to be in 

connection with a rising risk of asthma attack. (Jang & Choi, 2002; Noseda, 2003). 

Also inflammatory activity within the airways of asthmatic subjects could explain 

differences in dyspnea perception (Anderson & Smith, 1991; Pauwels, Joos, & Van 

der Straeten, 1988). More specifically, the eosinophilia in bronchial biopsies and 

sputum appears to affect dyspnea perception in severe asthmatics and has been 

indicated to be a sign of clinical instability. Therefore, patients attempt to search for 

management strategies according to patients' perception to improve quality of life. 

Beside management strategies, there are many factors such as FEV1 and social 

support might have impact on QOLin patient with asthma. 

From above reasons, the researcher would like explore the relationship 

between level of dyspnea, FEV1, social support and QOLin patients with asthma. In 

this study, research use symptom management theory and life domain as research 

framework. 

The relationship among independent variable and dependent variable is 

illustrated in the following conceptual framework: 

 

 

 

 

 

 



Le Thu Hoai                                                                                                                        Introduction / 6 

Personal Factors     Outcome 

Indicators 

 

Figure 1.1 The conceptual framework of correlation between level of dyspnea, FEV1 

and social support withQOLpatients with asthma, modified from symptom 

management theory (Dodd et al., 2001) 

 

 

1.6 Scope of the study 

The population of this study included patients, who are nearly discharge 

from the hospital or visit at outpatient of the Allergy and Clinical Immunology Centre 

of Bach Mai Hospital, Hanoi, VietNam. They are both male and female with the age 

of 18 years and above who have been diagnosis asthma. 

 

 

1.7 Expected outcomes and benefits 

1. For nurses, they will have more evidences in taking care patient with 

asthma. Nurses can use this knowledge to able to promote quality of life of patients 

with asthma by managing influencing factors. In addition, asthma patient will be 

confident in his or her own ability to achieve a desired outcome and from there they 

can improve their QOL because of providing some insights that may lead to better 

care. 

2. Health care teams can evaluate and develop effective clinical nursing 

intervention for increasing QOLin patients with asthma during the time when patient 

Level of dyspnea 

QOL 
FEV1 

Social Support 
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admit in the hospital. 

3. This knowledge can be used for the researchers in the other areas of 

asthma disease studies. 

 

 

1.8 Definition of terms 

QOLis a complicated and abstract definition of a subjective sense of well-

being. The definition is a multidimensional evaluation of different factors of an 

individual’s life circumstances such as physical, psychological, social and spiritual 

dimensions. QOLmust be considered in context to values and cultures of the 

individual (Haas, 1999). QOLis similar to the definition of health, a multidimensional 

concept and cannot be given in a distinct definition. QOLas a measurement can be a 

help for evaluating treatment because it shows clinical changes considering well-being 

and functioning of the patient (Sullivan &Tunsäter, 2001). In general terms, quality of 

life denoteswhat extent an individual’s life is good, and, in connection with health, the 

goodness of those aspects of life influenced by health (Bowling, 2001). Nonetheless, 

QOLis influenced by many factors apart from health, such as marital status, income, 

job satisfaction and social opportunities (Janssen, 2001). QOLincludes all aspects of 

life, for instance, health status, environment, financial aspects and human rights. 

Additionally, it is presumablyobvious that the meanings of QOL vary among different 

individuals and the area of application (Bowling, 2005). 

In this study QOLwill be measured by AQ20 Questionnaire 

(Hajiro,Jonesetal.,1999).Itincludes20itemswith“yes”responsescountedas1,and “no” 

and “not applicable” ones counted as 0. The summary score ranges from 0 (best 

health) to 20 (worst health). Higher scores indicate poor QOL (Barley, Jones and 

Quirk, 1998). 

Dyspnea is the term generally applied to sensations experienced by people 

who report uncomfortable or unpleasant respiratory sensations. There have been many 

definitions of dyspnea offered, from “difficult, labored, uncomfortable breathing” 

(Wright and Branscomb, 1966), an “awareness of respiratory distress” (Wasserman 

and Cassaburi, 1988), to “the sensation of feeling breathless or experiencing air 

hunger” (Simon et al., 1989) and “an uncomfortable sensation of breathing”. Dyspnea 
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is addressed as a subjective experience of uncomfortable or difficult breathing 

stemming from an intricate interaction between physiological and psychological 

factors, and it is a cardinal symptom of asthma. 

In this study dyspnea will be measured by Modified Borg Scale. This 

instrument consist of 10 items scale; patients are requested to rate words describing 

increasing degrees of breathlessness by numbers between 0- 10. The items scale 

examines perceived dyspnea and at 10, “very, very severe (maximal).” Higher score 

mean that higher dyspnea (Borg,1980). 

Information about pulmonary function (Forced Expiratory Volume in 

1 second (FEV1) in patients with asthma might help to determine those who need 

additional care because it may have with respect to quality of life they. FEV1 is by far 

the most frequently used index for assessing airway obstruction, bronchoconstriction 

or bronchodilation. It is automatically calculated during spirometry or pulmonary 

function testing. 

According GINA (2014), Spirometry is an unchallenging test used to 

measure the amount of air an individual can breathe out, and the amount of time he or 

she needs to do so. Spirometry measurements used for asthma diagnosisinvolve: 

(1) FVC (Forced Vital Capacity): maximum volume of air that can be 

exhaled during a forcedmaneuver 

(2) FEV1 (Forced Expired Volume in one second): volume expired in the 

first second of maximal expiration after a maximal inspiration. This is a measure of 

how quickly the lungs can beemptied. 

(3) FEV1/FVC: FEV1 expressed as a percentage of the FVC gives a 

clinically useful index of airflowlimitation. 

FEV1, impacted by height, age, sex and ethnicity, is best regarded as a 

percentage of the predicted normal value. Appropriate normal values for the local 

populations should be used. 

With FEV1 predicted ≥ 80% and FEF variability < 20% is mild 

intermittent; FEV1 predicted ≥ 80% and FEF variability: 20- 30% is mild persistent; 

FEV1 predicted: 60- 80% and FEF variability: > 30% is moderate persistent; FEV1 

predicted: < 60% and FEF variability: > 30% is severe persistent. FEV1 expressed as a 

percentage of the vital capacity (VC) is the standard index for assessing and 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 9 

quantifying airflow limitation. FEV1%VC falls with age and height. FEV1 is the 

maximum amount of air one person can forcefully exhale in one second. It is then 

converted to a percentage of normal. FEV1 is a marker for the degree of obstruction 

with your asthma, anecessary measure of pulmonary function. In this study FEV1 will 

be measured by the lung function test machine by the physician. The researcher will 

collect data from the result of the test (GINA, 2014). 

Social support is the help, comfort, and confirmation from acquaintances 

such as family, friends, and coworkers which brings the sufferer the feeling of being 

cared for,  loved, esteemed, and a sense of the society. Moreover, the support is 

considered to decline stressors (Cohen &Wills, 1985) but to be stress-reducing the 

support needs to suit the stressor (Cutrona& Russell, 1990). Specific needs, 

particularly in chronic illnesses, should be met by specific types of social support, 

indicating the support sources need to be stressor-specific. For example, the illness’ 

basic knowledge and treatment is argued to be supplied in the most effective way by 

healthcare professionals, meanwhile emotional support should come from family and 

friends, and it is advisable thatknowledge about societal resources and rights be given 

by association and support groups(Dakof& Taylor, 1990; Masters, Stillman, 

&Spielmans, 2007). Some studies on depressionindicate that instrumental support 

protects more against depression in functionally disabled patients (Fitzpatrick et al., 

1991). 

Social support in this study will be measured by MSPSS 

(Multidimensional Scale of Perceived Social Support) Questionnaire (Zimet et al., 

1988). This questionnaire consist of 12 questions and separate into 3 domains 

including Family (items 3, 4, 8, and 11), friends (items 6, 7, 9, and 12) and significant 

others (items 1, 2, 5, and 10). Each item is scored on a likert scale ranging from 1 

(very strongly disagree) to 7 (very strongly agree); Total scores of social support vary 

from 12 to 84 and the higher the score, the more social support (Zimet et al., 1988). 

MSPSS has proven to be psychometrically sound in diverse samples, and to have good 

internal and test-retest reliability, and robust factorial validity. Overall alpha 

coefficient was 0.91 and its sub scale alpha coefficients ranged from 0.90 to 

0.95(Atadokht, Hajloo, Karimi, & Narimani,2015) 
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Respiratory failure is a syndrome in which the respiratory system fails in 

one or both functions of its gas exchange: oxygenation and carbon dioxide 

elimination. In practice, it may be categorized as either hypoxemic or hypercapnic 

(“Respiratory Failure”, 2015). Symptom of Respiratory failure: 

. Shortness of breath, rapid breathing, and air hunger 

. Abnormal sounds in the lung 

. Signs of an arrhythmia (irregular heartbeat) in the heart 

. Bluish color on your skin, lips, and fingernails 

. Extreme sleepiness and confusion (“How Is Respiratory Failure 

Diagnosed?”, 2011) 
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CHAPTER II 

LITERATURE REVIEW 

 

 

This chapter provides a literature review of relationship between level of 

dyspnea, FEV1, social support and quality of life (QOL) in patients with asthma. The 

contents enhance the understanding of phenomena of QOL among patients with 

asthma based on symptom management theory. 

2.1. Problems among patients with asthma 

2.1.1 Incidence patients with asthma 

2.1.2 Pathophysiology of asthma 

2.1.3 Impact of asthma 

2.2. QOL among patients with asthma 

2.2.1 The concept of QOL 

2.2.2 QOL among patients with asthma 

2.2.3 Measuring QOL 

2.3 Symptom management theory as a conceptual framework to explain 

quality of life among patients with asthma 

2.3.1. Symptom management theory 

2.3.2. Symptom management theory as a conceptual 

framework to explain QOL among patients with asthma 

2.4 Factors associated with QOL among patients with asthma 

2.3.3. Symptom management and its association with QOL 

among patients with asthma 

2.3.4. Level of dyspnea and its association with QOL among 

patients with asthma 

2.3.5. FEV1 and its association with QOL among patients with asthma 

2.5 Social  support  and  its  association  with  QOL among patients with 

asthma Conclusion  

Related literatures were reviewed in details under the following topics: 
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2.1. Problems among patients with asthma 

 

2.1.1 Incidence patients with asthma 

Asthma is an important cause of chronic morbidity and a crucial health 

problem worldwide, with high prevalence rates particularly in many developed 

countries (Jeebhay & Quirce, 2007). The guidelines from the Global Initiative for 

Asthma (GINA, n.d.) provides a specific illustration of asthma as follow: "Asthma is 

an inflammatory disorder of the airways in which many cells and cellular elements 

play a role. The chronic inflammation is associated with airway hyper responsiveness 

that leads to recurrent episodes of wheezing, breathlessness, chest tightness, and 

coughing particularly at night or in the early morning. These episodes are usually 

associated with a widespread, but variable, airflow obstruction within the lung that is 

often reversible either spontaneously or with treatment" (GINA, n.d., p.3).Although 

there has been improved recognition and rising prescriptions for anti-asthma therapy, 

the disease still has increasing rates of prevalence and morbidity(Barnes,1996). 

It is estimated that there are 334 million people contracting asthma 

globally. This statistics is extracted from the most recent comprehensive analysis the 

Global Burden of Disease Study (GBD) undertaken in 2008-2010. In another 

investigation, which took place from 2000 to 2002, the figure million cases, and this is 

included in the Global Asthma Report. However, these numbers are not accurate, they 

are proposed based on the best data available, and require more high-quality asthma 

data to be accumulated ("The Global Asthma Report 2014,"2014). In the U.S. alone, 

about 25 million people have asthma, which is one out of every 12 people, and nearly 

3,500 people die from asthma ("The Impact of Asthma," n.d.). 

Approximately 44 million people the East Asia/Pacific region are patients 

of asthma by 2004. However, the distribution of the disease is not even throughout the 

region. to the article "Prevalence of Asthma - Especially Severe Asthma - Increasing 

in East Asia and the Pacific," (2004), Oceania-Australia, and Pacific Islands region has 

the prevalence of asthma as around 15%, among the highest in the world. On the 

contrary, in China countries, the current prevalence of asthma is only 2%, but because 

this is one of the most populous region in the world, the figure is equivalent million 

people having asthma. Bronchial asthma is an important cause of morbidity and 
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mortality in the world (Masoli 2004). Mortality due to asthma is also on the rise, 

according to the guidelines from the Global Initiative for Asthma (GINA) currently 

250 people on there are 1 death from asthma, disability life years lost by asthma also 

tend to be higher than previously estimated 1% of the total, the increase in the 

incidence of asthma and severe asthma in the community. 

Although prevalence of asthma is low in the comparison with Western 

countries (Leung & Ho, 1994), the impact of asthma on Southeast is remark able, with 

report in 2003 showing 3.3% of the population having asthma, among which Indonesia 

and Vietnam have the lowest rates the Philippines and Singapore have the highest ones 

(GINA, 2004). Across Southeast Asia, asthma has been exerting a huge burden on 

patients and society, with 1 in 4 adult patients losing time from the work in 2003 

(GINA, 2004). And there is high possibility that will increase further as a result of 

growing Western lifestyle adoption and increasing urbanization, stated Professor 

Richard Beasley (Masoli, Fabian Holt, & Beasley, 2004). In VietNam, there were 3.5 

million asthma sufferers, accounting for 4 percent of the country's population 

("Vietnam has million asthma sufferers," 2013). Asthma is defined as a common 

airway chronic disorder involving a complicated connection of an underlying 

inflammation and bronchial hyper responsiveness (Bethesda,2007). 

 

2.1.2 Pathophysiology of asthma 

Asthma is a chronic disorder of the airways whose primary feature is 

reversible airflow obstruction and airway inflammation, persistent airway hyper 

reactivity, as well as airway remodeling. The inflammation is featured by oedema, 

infiltration with inflammatory cells particularly eosinophils, hypertrophy of glands and 

smooth muscle and impaired epithelium (Society, 2012). The inflammation causes the 

condition of hyper responsiveness in which airways narrow easily to respond to a 

number of stimuli. This may lead to wheezing, coughing, chest tightness and shortness  

of breath, which often turn worsein the nighttime. Those are the symptoms of an 

attack. The airway narrowing is often adjustable. However, in some patients with 

chronic asthma, the inflammation may result in irreversible airways obstruction. 

Recent advances have stressed the vital role of genetics in asthma development, 

especially atopic asthma. Another factor that has been to bear a correlation with the 
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development of asthma is environment stimuli, especially early childhood infections. 

The majority of findings these days appear to indicate that those elements motivate the 

development of a Th-2 lymphocyte– predominant immune response, which is related 

to atopy and IgE-mediated inflammation (Maddox & Schwartz, 2002). 

Expressions of the airway obstruction in asthma are brought about by 

hyper secretion of mucus, cellular infiltration, bronchoconstriction, mucosal oedema, 

inflammatory cells and desquamation of epithelial (Larsen, 1992), (Holgate, 1993). 

Various nonspecific and allergic stimuli, in the presence of hyper reactive airways, 

imitate the bronchoconstriction and inflammatory response (Esposito &Principi, 

2001). These stimuli cover infectious agents, inhaled allergens, such as cigarette 

smoke, pollens,  dust mites, molds, odours, air pollutants, and cockroach, cat or dog 

allergens; drugs, vegetable proteins, cold air and exercise (Duff, Pomeranz, &Gelber, 

1993), (Nelson, Szefler, & Jacobs, 1999), (Rona, Duran-Talaria, & Chinn, 1997). 

Wheezing, one of thechief signs of asthma, is a nonspecific physical 

expressionsconnected with restriction of airflow through narrowed airways, and is 

considered to be caused by turbulent airflow, which leads to the bronchial wall 

oscillation (Silverman,1995). 

 

The classification of asthma 

Asthma is clinically categorized according to the frequency of symptoms, 

forced expiratory volume in one second (FEV1), and peak expiratory flow rate. 

Asthma may also be categorized as non-atopic (intrinsic) or atopic (extrinsic), based 

on  whether symptoms are precipitated by allergens (atopic) or not (non-atopic). 

Whereas asthma is categorized according to severity, at the moment there is no clear 

method for categorizing different subgroups of asthma beyond this system. Finding 

ways toidentify subgroups that respond well to different types of treatments is a 

current critical goal of asthma research (table 1). 
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Table 2.1 Classification of asthma 

Severity Symptom 

frequency 

Night time 

symptoms 

%FEV1 of

predicted 

FEF 

Variability 

SABA use

Mild 

Intermittent 

≤2/week ≤2/month ≥80% <20% ≤2 

days/week

Mild persistent >2/week 3–4/month ≥80% 20–30% >2 

days/week

Moderate 

persistent 

Daily >1/week 60–80% >30% daily 

Severe 

persistent 

Continuously Frequent 

(7×/week) 

<60% >30% ≥twice/day

 

2.1.3 Impact of asthma 

Asthma can have diverse degrees of impact on the physical, mental and 

social prosperity of individuals living with the condition. Individuals with asthma tend 

to report a poor QOL. This pattern is more reported among individuals with serious or 

ineffectively controlled asthma, (ACAM 2011, ACAM 2004).  

There is additionally a greater societal asthma affect that we should all 

know about: It is evident that asthma influences all zones of the individual, both 

physically and mentally, yet it likewise applies incredible weight on the family's fund 

and may significantly meddle with the capacity to attempt an ordinary every day 

exercises (Gelfand, 2008). Also, asthma, similar to whatever other illness, has social 

and in addition restorative measurement and it is progressively being perceived that 

these two measurements are interlinked (Nocon & Booth, 1991). Moreover, asthma 

likewise affects the social insurance framework and economy of our nations.  

2.1.3.1 Physical impact: in light of a trigger, an asthma assault 

can bring about airway aggravation bronchial confinement and discontinuous airway 

deterrent. Airway aggravation is the body's reaction to an aggravation and is portrayed 

by swelling breathing way limitation and bodily fluid emission. Bronchial 

confinement happens when the muscles in your airway contract and fix around your 

bronchial tubes (the breathing tubes in your lungs). Bodily fluid or liquid that is 
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discharged by the response can impede your airway route and make it progressively 

hard to inhale productively (Jagoda, 2011). Steady with its chronicity and its 

appearances, including aspiratory work weakness and indications of wheezing, hack, 

dyspnea and trunk snugness, asthma disables patients' prosperity, henceforth, 

essentially influences their day by day exercises (Gelfand, 2008). As expressed, 

inability is a long haul lessening in the capacity to take part in people exercises 

(Newacheck, 2000), asthma is the absolute most predominant cause handicap in the 

U.S ("The Impact of Asthma," n.d.).  

2.1.3.2 Psychological impact: Difficulty breathing, prompting 

to the impression of "air craving", can obviously be horribly disquieting. It is basic for 

individuals with asthma to experience expect that they will pass on amid an asthma 

scene. The dread of biting the dust then can turn out to be more broad and proceed 

when the individual is not having dynamic side effects, creating a sentiment tension 

("Emotional and social impact of asthma,"). Asthma has for quite some time been 

viewed as a condition in which mental variables have a part. As in numerous diseases, 

mental factors may influence result in asthma by means of their consequences for 

treatment adherence and side effect revealing. Notwithstanding the proof that sorrow 

is regular in individuals with asthma and applies a negative effect on result, few 

treatment thinks about have analyzed whether enhancing manifestations of 

despondency do, truth be told, result in better control of asthma side effects or 

enhanced personal satisfaction in patients with asthma. Mental components may 

impact the side effects and administration of asthma, and various pathways may add to 

the connections amongst asthma and psychiatric ailment states, for example, 

wretchedness. The idea that passionate anxiety can encourage or worsen intense and 

constant asthma has been perceived episodically for a long time. Mental boundaries, 

for example, flawed side effect attribution, appropriation or dismissal of the debilitated 

part, and low self-regard, may adversely affect treatment adherence. On the other 

hand, the nearness of a perpetual and possibly life-undermining ailment may apply 

enough anxiety that a tension or depressive issue rises in defenseless patients.  

2.1.3.3 Economic impact: Not just is asthma identified with 

particular disability in patients additionally to a momentous cost to the group. Asthma 

is connected with huge human services consumptions that incorporate both immediate, 
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backhanded expenses, and immaterial expenses are high. The financial expenses 

connected with asthma are evaluated to rank as one of the most noteworthy among 

incessant infections because of the critical social insurance usage connected with this 

condition. Coordinate expenses are those connected with medications and gadgets 

doctors, and doctor's facilities. Backhanded expenses are characterized as "lost assets, 

for example, time of work and school, and untimely retirement. Immaterial expenses 

are identified with personal satisfaction weakness and social issues of the patients and 

their families. It is a typical shared idea that great administration of the illness could 

prompt to bleakness, mortality, and expenses of asthma. The cost to society of asthma 

in the U.S. is over $50 billion every year in human services costs, missed school and 

work days, and early demise ("The Impact of Asthma," n.d.). The immediate asthma 

effect on medicinal services costs is additionally huge. In Thailand, the normal 

aggregate per individual yearly cost of asthma in 2012 was 8,009.37 Baht (around 

USD 258), and the immediate cost represented 83.95% of the aggregate cost 

(Trakultivakorn,2012). Family affect: Asthma likewise influences the lives of the 

relatives who furnish nurture patients with asthma. When one relative is subjected to 

asthma, the malady triggers issues for the individual with the illness as well as the 

whole family. The worry of living with an incessant ailment uncovers itself from 

multiple points of view among the different relatives. Somebody with asthma, for 

instance, might probably get included in battles, be less helpful, or be adamant, 

discouraged, restless or pulled back. In an investigation of youngsters with determined 

asthma and their parental figures, roughly 33% of guardians missed work amid the 12-

month think about as a result of their kids' asthma (Laforest, Yin, &Kocevar, 2004). 

Also, it was found that amid the intense asthmatic assault, relatives needed to manage 

gigantic weight in minding or trasporting the patients to crisis room. This 

circumstance conveyed upsetting occasion to the relatives (Laforest, Yin, &Kocevar, 

2004).  

2.1.3.4. Hospital impact: The most noteworthy impacts are 

brought on by clinic weights, for example, expanded length of doctor's facility stay 

and bed inhabitance, expanded workload, expanded doctor's facility death rates and 

higher re-affirmation rates. In U.S, a five-year examine demonstrated the immediate 

cost of asthma is $4 billion out of the total$7.2 billion (Bahadori et al., 2009). In 
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Thailand, the information announced in 2004 from the Index of Medical Specialties 

demonstrated that 2,150 million Baht were spent for medications treating unfavorably 

susceptible maladies and asthma, which expanded 10% after just a single year 

(Bunnaq, Jareoncharsri, Tantilipikorn, Vichyanond, and Pawankar, 2009).  

2.1.3.5. Social impact: Like numerous dynamic endless 

illnesses, asthma influences patients and in addition their social framework. The vast 

majority of the effect of asthma is on physical working and on the capacity to perform 

social parts, the ailment puts an incredible encroach on the general public. A few 

people may miss school or work because of their asthma or keeping in mind the end 

goal to look after a youngster or cherished one with asthma. For others, asthma 

impacts us in various ways, as not having the capacity to partake in specific exercises. 

Asthma impacts a person, as well as society also. The impacts of asthma can 

incorporate diminished support in school and brandishing and other relaxation 

exercises.  

 

 

2.2 QOL among patients with asthma  

 

2.2.1 The idea of QOL  

WHO (1994) expressed QOL was “an individual’s view of their position 

in life with regards to the way of life and esteem frameworks in which they lived and 

in connection to their objectives, desires, guidelines, and concerns”. This point of view 

assume critical part in patient’s physical wellbeing, mental state, level of freedom, 

social connections, individual convictions and the relationship to remarkable 

components of the earth. Personal satisfaction can be considered from numerous 

points of view. The idea QOL can be gotten from Aristotle’s work (384-322 BC.). The 

QOL-idea was created in the 1960’s in sociologies to incorporate prosperity in the 

entire populace as a part of the estimation of the individual’s subjective experience. To 

gauge QOL got to be distinctly prominent after the Second World War 

(Campbell1976).  

 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 19 

There is no agreement definition or general comprehension of the idea 

personal satisfaction. QOL is an idea as well as a term about which there is an 

instinctive comprehension: “a term that everybody can see however not very many 

can’t characterize. It is an unclear and ethereal element, something that many 

individuals discuss however which no one unmistakably realizes what to do about” 

(Campbell 1976). The idea of QOL has turned out to be progressively utilized as a part 

of all spaces of ceaseless infection look into (Hallin 2000). In spite of the developing 

fame of QOL as a result measure, investigate keeps on being vexed by the absence of 

an unmistakable and brief meaning of the idea (Bowling 2001).  

 

2.2.2 QOL among patients with asthma  

Asthma applies a significant effect on the life of many individuals. Lately 

ponders have surveyed which variables are connected with personal satisfaction in 

asthma. Some of these examinations have been completed with a wide, unmistakable 

approach, while others have concentrated on specific components. Asthma may impact 

rest (Lewis 2001, Wijnhoven 2001), capacity to work and occupation per socialization, 

interest in games, and a large group of different exercises (Juniper 1997, Legorreta 

2000). Individuals with asthma announced poor fulfillment, weakness status, and high 

mental misery (Ampon 2005). Past reviews likewise found that mental prosperity may 

keep on being influenced despite the fact that the asthma in patients is all around 

controlled by rules (Nishimura 2004). Others thinks about have tended to the impact of 

psychosocial variables on HRQOL and included perceived control of the sickness 

(Calfee 2006). 

 

2.2.3. Measuring QOL in patients with asthma 

Measuring QOL has turned into an inexorably imperative measurement of 

evaluating patient prosperity and medication viability. As there are currently a few 

asthma personal satisfaction surveys to look over, it is vital to value their qualities and 

shortcomings. To help with this decision we have looked into the current surveys 

structuredly. Data identifying with the applied and estimation display, unwavering 

quality, legitimacy interpretability, load, organization arrangement and interpretations 

was extricated from the distributed writing. The instruments vary in all criteria 
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considered, and along these lines it can't be accepted that they measure a similar thing. 

QOL polls for use in asthma are by and large too long or complex for routine utilize. A 

short and basic measure of wellbeing status in asthma has been produced for this 

reason.  

In many instruments to assess patients' QOL with asthma are excessively 

tedious, for example, St Georges Respiratory Questionnaire with 56 things. So the 

aviation route Questionnaire 20 (AQ 20) is synopsis from St Georges Respiratory 

Questionnaire just with 20 things and its curtness and straightforwardness makes it 

especially reasonable for routine use in clinical practice. The AQ20 was outlined at St. 

George's Hospital Medical School in the UK as a short and straightforward measure of 

the wellbeing status of people with asthma. The new polls have either 20 things 

(AQ20). The things of the AQ20 shape (see Appendix). Reaction to everything takes 

the shape 'Yes', "No" or 'Not applicable. Positive reactions just are scored and after 

that summed to give an aggregate score out of 20 (AQ20). The synopsis score ranges 

from 0 (best wellbeing) to 20 (most exceedingly awful wellbeing). Higher scores 

demonstrate a decrease in the personal satisfaction because of asthma side effects. It 

indicates great unwavering quality and legitimacy; no area sub scores are proposed. Of 

the 20 things, no less than 6 seem to gauge side effects (e.g., windedness and hacking 

assaults), 5 seem to quantify wellbeing status (e.g., trouble taking part in exercises in 

view of side effects), 5 to evaluate feelings identified with manifestations (e.g., stress 

and eagerness), and 4 QOL, all the more barely defined (e.g., trouble and can't 

appreciate a full life). The instrument utilizes yes/no reactions as opposed to Likert 

scale, making it extremely basic and brisk to direct (4-5minutes). 

 

 

2.3 Symptom management theory as a conceptual framework to 

explain QOL among patients with asthma 

 

2.3.1. Symptom management theory 

Dodd and colleague (Dodd et al., 2001) explained that symptom 

management model is composed of three main concepts are symptom experience, 

symptom management strategies and symptom outcomes. The symptom experience 
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consists of the perception,  evaluation  and  response  to  symptoms.  According to 

Dodd and colleagues (Dodd et al., 2001) the target of symptom management is to avert 

or delay a negative outcome through biomedical, professional and self-care strategies 

and all troublesome symptoms need to be managed both the symptom experience and 

the outcomes. Within each component there are sub concepts which describe the 

property of each component. Each component is related to each other. External factors 

influencing symptom include the characteristic of a person, environment and type or 

severity of illness. In the symptom outcome concept “quality of life” is an ultimate 

outcome on this model. 

The components of the Symptom management model are influenced by the 

nursing science domains, which are the personal, the environmental and the 

health/illness domains. These domains have their origin in the met paradigmatic 

concepts of nursing: human beings, environment, health and nursing (Fawcett 2005). 

The symptom management model continues to evolve as a framework for 

understanding symptoms, designing and testing management strategies and for 

evaluating outcomes. The model is highly generalizable. The symptom management 

model is offered as a conceptualization to guide selection of management strategies in 

contrast to a recently published theory of unpleasant symptoms that focuses more on 

explaining the symptom experience and how it affects function (Lenz etal. 1997). 

The most recognizable strength of the theory is its reflection of symptom, 

which is one of the quality indicators of health care service. In addition, thanks to its 

comprehensiveness, it possesses a high potential of applying to clinical practice.  

Another advantage of the theory is the components cover symptom experiences which 

refer to patients’ problem, symptom management strategies reflecting intervention and 

symptom outcome referring to the results from the intervention. Signs and symptoms 

are important aspect of health and illness that disrupt patients’ physical, mental, and 

social functioning. An acute or unrelenting symptom is often what brings the patient in 

to the health care system, particularly after self- care management strategies have 

failed. The presence of a symptom or cluster of symptoms may be the first indication 

to the patient or provider of a developing illness. As with all chronic diseases, the 

responsibility for the daily symptom management needs to be shared between health 

care professionals, patients, and their families. 
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Based on the above mentioned characteristics, the theory can be used to 

reflect patients’ symptom so that healthcare providers as well as the individual are able 

to manage the symptoms well. Accordingly, the theory is assessed as highly practical 

for usage in clinical practice. 

The symptom management theory has evolved as more research studies 

have contributed to the understanding and development of relationships among the 

three concepts of the theory. This theory can be used as the framework if nurses would 

like to study about symptom management. The research scope can be covered from 

descriptive to experimental research. This theory can be used as the theoretical 

framework for this present study. 

 

2.3.2. Symptom management theory and the patients with asthma 

In asthma disease, symptoms closely reflect the status of asthma. 

Therefore, in order to achieve the desired outcomes, observing and managing 

symptoms are necessary. In asthma patients, for example the most common symptom 

is wheezing. Other symptoms include: shortness of breath, chest tightness or pain, 

chronic coughing, trouble sleeping due to coughing or wheezing. Besides, the 

perception of airway narrowing appears to be lessened in subjects with asthma and is 

likely to be in connection with a rising risk of asthma attack. (Jang & Choi, 

2002)(Noseda, 2003).Also inflammatory activity within the airways of asthmatic 

subjects could explain differences in dyspnea perception (Anderson & Smith, 1991; 

Pauwels, Joos, & Van der Straeten, 1988). More specifically, the eosinophilia in 

sputum and bronchial biopsies appears to influence dyspnea perception in severe 

asthmatics and has been suggested as an sign of clinical instability. The symptom 

experience consists of  the  perception,  evaluation  and response to symptoms. The 

main symptom included in the thesis was dyspnea. "Perception of symptoms is a 

conscious, cognitive senses in the context of a particular environment or situation" and 

refers to whether the person notices a change from his or her usual way of feeling or 

behaving (Dodd et al. 2001). Asthma symptoms may be worse during exercise, when 

patients have a cold or they are under high pressure. Although adults with asthma are 

physically responsible for their own symptom management, support and intervention 

from caregivers is sometimes vital. 
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Symptom experiences of patient with asthma can be measured by standard 

scale called symptom experience scale. In clinical practice, this theory provides nurses 

with a useful tool to observe as well as treat patient with asthma. It can be utilised as a 

measurement scale to assess patient symptom such as coughing, wheezing, shortness 

of breath chest tightness and dyspnea. Symptom observation and evaluation is 

concretized based on different dimensions and phases rather than general reactions. 

Therefore, if nurses, other healthcare providers and their Family understand symptom 

management model, then it will provide the concepts and a framework that cover all 

symptoms of asthma disease to achieve aim control symptoms, which most important 

outcome to improved quality of life. By understanding the components and the 

relationship between the components, nurses are able to intervene precisely to control 

the symptoms. To be more specific, it is necessary to acknowledge the 

pathophysiology of asthma and acute asthma, followed by the disease’s impacts on 

patients. 

 

 

2.4 Factors associated with QOL among patients with asthma 

 

2.4.1. Symptom management and its association with QOL among 

patients with asthma 

Asthma is one of the diseases most common adult chronic disorders. 

Supporting asthma patients in improving their asthma control and symptoms as well as 

their quality of life are important goals in clinical management. But the low 

congruence between patients' symptom reports and their pulmonary function leads to 

disease management errors. The accuracy with which asthma patients recognize their 

symptoms is affected by emotional factors, and because high negative affectivity is 

related to low interoceptive accuracy and worse asthma symptoms and asthma 

physical health, the frequent mental distress prevalent among asthmatics is thought to 

result in difficulty in distinguishing symptoms of stress/distress from those of asthma. 

It thus has the potential to improve patient's discrimination between asthma symptoms 

and stress/distress, resulting in improved asthma management, control and QOL. 
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2.4.2 Level of dyspnea and its association with QOL among patients 

with asthma 

Dyspnea is a subjective experience of breathing discomfort and a 

prominent symptom of asthma and at the same time, the important component of the 

subjective patient’s well-being. The aim of the effective treatment of the asthma 

patients is to achieve the improvement of their symptoms as well as improve their 

QOL.    The frequently used definition describes dyspnea as more limited or difficult 

respiration than expected, according to the level of activity. Dyspnea or breathlessness, 

which patients call in different ways, is the consequence of the dynamic hyperinflation 

and the impairment of  lung mechanics in asthma, i.e. the increased resistance in the 

airways  as well as the reduced elastic. At the onset of the disease, dyspnea only exists 

at strenuous effort, but it can appear at rest with further impairment of lung mechanics 

in  this chronic progressive disease. In that way, dyspnea has a significant effect on the 

impairment of health related QOL of these patients. 

Dyspnea and QOL are important criteria for the evaluation of the disease 

effect and treatment outcomes in asthma patients. Measuring dyspnea represents the 

critical aspect in the assessment and therapy of these patients. When selecting the 

instrument for the measurement of patient-reported outcomes, it is of great importance 

to know, beforehand, its psychometric properties. Understanding the concept of 

patient reported outcomes for the difference of physiological outcomes which 

physicians assess in asthma patients is very important since these patients and their 

doctors do not always have the same perceptions about the most important facts which 

need to be followed in this illness. The level of dyspnea, the main symptom of patients 

with asthma exacerbations, can help us to determine how these patients can function in 

everyday life, i.e. to indicate what their quality of life is. On the other hand, the 

researcher can reliably expect that any medical intervention in asthma patients that 

leads to symptom improvement and decrease of their feeling of shortness of breath 

will also improve their QOL. 
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2.4.3 FEV1 and its association with QOL among patients with asthma 

Information about predictors of decline in pulmonary function (forced 

expiratory volume in 1 second [FEV1]) or quality of life in patients with asthma might help 

to determine those who need additional care. Pulmonary function and QOL are both 

autonomously of huge significance in the administration of asthma. Evaluating the aviation 

route deterrent by measuring the constrained expiratory volume in one moment (FEV1) 

was, as of not long ago, the most well-known approach to survey ailment seriousness, 

reaction to treatment, and (short-term) forecast in asthma patients. FEV1 is a marker for the 

level of obstacle with asthma, a vital measure of aspiratory capacity. Notwithstanding, it is 

essential that FEV1 is just a marker, and not a clinical result of asthma. Lung work 

information has frequently been utilized to assess sickness seriousness and asthma treatment 

impacts, however the lung capacity is inadequately associated to QOL and asthma side 

effects (Juniper 1997, Jones 1995, Teeter 1998).  

 

2.4.4 Social support and its relationship with personal satisfaction 

among patients with asthma  

The relationship between social support and QOL in grown-ups with asthma is 

accepted to be imperative, however has not been very much examined. In principle, 

stress may influence the personal satisfaction in asthma through various diverse 

instruments, including intercession by means of a stage up in infection seriousness or 

through psychosocial pathways that may adjust the effect of sickness and how it is 

seen at the individual level, both of which may influence the personal satisfaction. The 

QOL in asthma is progressively perceived as a clinically essential wellbeing measure, 

mirroring the impact of sickness from the patient's point of view. There is no single 

way to deal with surveying worry in connection to wellbeing, adding further 

difficulties to the methodical investigation of this issue. Cases of pessimistic stressors 

incorporate demise of an accomplice, relative or dear companion, major monetary 

misfortune, and experience of a noteworthy individual wrongdoing or damage. The 

analyst wished to test whether negative life occasions were connected with poorer 

asthma-particular QOL among grown-ups with asthma, steady with an unfriendly 

impact of weight on wellbeing. Adapting and social support has been found to have 

constructive outcomes in unending sickness (Cohen et al., 2000; Cohen and Wills, 
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1985). It has been recommended that proper adapting methodologies can help in 

asthma administration while an improper procedure may expand the hazard for loss of 

control over the sickness (Barton et al., 2003). Social support, then again, has been 

accounted for to affect the wellbeing result and additionally in the lessening of stress 

(Ell et al., 1992; Ford et al., 2006) though low or inadequate support has been 

connected with expanded hazard for clinic confirmation (Wainwright et al., 2007). 

 

 

2.5 Conclusion 

While asthma disease is control able, it is a progressive disease and serious 

effects on all aspects of a patients’ QOL such as physical function, psychological well-being 

and social behavior.  The symptom management model     has been argued to be one of the 

essential solutions for helping nurses, other healthcare providers and their family understand 

symptom to care planning, and giver-care to promote self-management and providing 

supportive care of patients with asthma. So, understanding about symptom management 

mode play an important role in that cover  all symptoms of asthma disease to achieve aim 

control symptoms and in order to  provide a comprehensive view of the effects of factor 

associated to  QOLamong patients with asthma disease, to aim advanced patient’ quality of 

life. In this study, the researchers select symptom management theory because the theory 

provided the concepts that cover all variables. Beside it provides a framework for 

understanding symptom, designing the appropriate management strategies to achieve the 

outcome- QOL. The model which helps the researchers study to identify QOLof patients 

may be influenced by several factors such as dyspnea status, FEV1, severity of the disease 

and social support. In the symptom outcome concept “quality of life” is an ultimate outcome 

on this model. Symptom management is useful to achieve a better understanding of the 

mechanisms and assessment of dyspnea and when helping in advanced practice roles in 

order to successfully manage asthma. The ultimate goal of symptom management is to 

facilitate improve QOLof the patients. 

As aforementioned, it can be concluded that symptom management model 

can be well elaborate the phenomena of patients with asthma by describing the QOLas 

an outcome and symptom experiences (FEV1, level of dyspnea and social support) as 

influencing factors. 
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CHAPTER III 

METHODOLOGY 

 

 

In this chapter include research design, population and sample of the 

study, studied instruments and their validity and reliability, data collection procedure, 

human right protection, data analysis and assumption of the statistic used in this study 

will be consecutively presented.  

 

 

3.1 Research design 

This study was a cross-sectional study with descriptive correlational 

design, in order to explore the relationship between level of dyspnea, FEV1, social 

support and quality of life (QOL) in patients’ asthma. 

Data were collected from patient hospital records and interview patients by 

questionnaires. 

 

 

3.2 Population and sample of the study 

 
3.2.1 The population of this study 

The population of this study included patients both male and female with 

the age of 18 years and above who have been diagnosis asthma; inpatients and 

outpatients to the Allergy and Clinical Immunology Centre of Bach Mai Hospital, 

Hanoi, Vietnam.. 

Sample was selected from the population according to the following 

criteria: 

1)   Age of  18 and or older have been diagnosed asthma 

2)   Nearly discharge from the hospital or visit at outpatient of the Allergy 

and Clinical Immunology Centre of Bach Mai Hospital, Hanoi, VietNam. 
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3)   Able to verbally communicate with the researcher in Vietnamese 

language 

The Exclusion criteria: 

1) Patients with critical illness: respiratory failure, unstable vital signs:  

Respiratory rate > 30 times/minute, SpO2 < 80 %, purple on the lip, finger or body, 

heart rate > 90 times/ minute and patients with severe pain (Tulaimat and colleagues, 

2014; McEvoy, 2014). 

2) Incomplete fill out questionnaire 

Termination criteria: 

1) If patients increase dyspnea during the interview process 

 

3.2.2 The sample of the study 

The researcher was test the relationship between level of dyspnea, FEV1,    

social support and quality of life in patients’ asthma. Three parameters require 

including in this study and 1) the level of significance α= 0.05, 2) the power of the 

statistical test (Power 1- β= 0.8) and 3) effect size for this study (f2=.099). The sample 

size in this study will be calculated by using G*power version 3.1.9.2 program to 

determine the minimum number of participants needed for co-relational design (Faul, 

Erdfelder, Buchner, & Lang, 2009). Based on G*power, sample size should be at least 

115 Asthma patients. 

 

 

3.3 Setting 

The population of this study included patients, who have been diagnosis 

asthma and are nearly discharged from the hospital or visit at outpatient of the Allergy 

and Clinical Immunology Centre of Bach Mai Hospital, Hanoi, VietNam. 

Bach Mai hospital, the first special – category comprehensive general 

hospital of Vietnam, is an intensive health facility at the highest technical level and is 

responsible for various important tasks in the health sector of the country. Bach Mai 

hospital established in 1911. With nearly 2000 beds, 2 Institutes, 8 Centers, 21 

Clinical departments, 6 Paraclinical departments, 9 Functional departments, 1 Nursing 

college school. Its modern system of equipment and facilities has also helped fulfill its 
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responsibility in performing a number of important tasks of the country’s health 

sector: Providing care and treatment at the highest level, training, scientific research, 

providing guidance and direction to health facilities of lower levels, disease and 

epidemic prevention and control, international cooperation, health economic 

management. 

The research was conducted at the Allergy and Clinical Immunology 

Centre  as it is a center specializing in Bach Mai hospital, Viet Nam. Every day, the 

Centre receives about 2- 3 new cases of asthma and exam for 7- 10 asthma patients in 

total of 50-60 patients visit center per day (monthly report of  Allergy and Clinical 

Immunology Centre at Bach Mai hospital). Healthcare services are provided by the 

physicians and nurses’ every day from 7:30 a.m. to 4:30 p.m. at the Centre. Their 

services include physicians examined patients, prescription drugs for patients and 

nurses perform medicines for patients follow the doctor ordered, performed the daily 

care plan for patients.  So, the researcher can collected data every day. 

 

 

3.4 Instruments 

In this study, researcher uses five questionnaires to collect data, including: 

Demographic data, FEV1 measurements, Modified Borg Scale (MBS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and Airways 

Questionnaire 20 (AQ20): 

Part I: General information and information related to illness of the 

patients. 

The questionnaire part demographic data of the patients had items 

including age, gender, occupation, marital status, address at present, educational level 

and ways of medical payment. The illness history and previous treatment information 

of patients  with asthma includes: weigh, height, BMI, date of admission, disease 

diagnosis,  duration of illness, co morbidity, medical history.  

 

 

 

 



Le Thu Hoai                                                                                                              Literature Review / 30 

Part II: FEV1 measurements. 

According GINA (2014), Spirometry is a simple test to measure the 

amount of air a person can breathe out, and the amount of time taken to do so. 

Spirometry measurements used for diagnosis of Asthma include: 

(1)  FVC (Forced Vital Capacity): maximum volume of air that can be 

exhaled during a forced maneuver 

(2)  FEV1 (Forced Expired Volume in one second): volume expired in the 

first second of maximal expiration after a maximal inspiration. This is a measure of 

how quickly the lungs can be emptied. 

FEV1 expressed as a percentage of the vital capacity (VC) is the standard 

index for assessing and quantifying airflow limitation. FEV1%VC declines with age 

and height. FEV1 is the maximum amount of air you can forcefully exhale in one 

second. It is then converted to a percentage of normal. FEV1 is a marker for the degree 

of obstruction with your asthma, an important measure of pulmonary function. In this 

study FEV1 will be measured by the lung function test machine by the physician. The 

researcher will collect data from the result of the test (GINA, 2014).  

FEV1 is influenced by the age, sex, height and ethnicity, and is best 

considered as a percentage of the predicted normal value. Appropriate normal values 

for the local populations should be used as follows: 

1) FEV1 predicted ≥ 80% and FEV1 variability < 20% is mild intermittent 

2) FEV1 predicted ≥ 80% and FEV1 variability 20- 30% is mild persistent 

3)  FEV1 predicted 60- 80% and FEV1 variability > 30% is moderate 

persistent 

4) FEV1 predicted: < 60% and FEV1 variability > 30% is severe 

persistent.  

Part III: Borg scale 

Rapid assessment and monitoring is essential for patients with acute 

bronchospasm. We thus decided to examine a tool called the MBS that had the 

potential to provide quick and easy information about a patient's subjective state of 

dyspnea. This 0 to 10 rated scale gave our asthma patients a device they could use to 

measure and evaluate their dyspnea. The Borg scale to encourage a standardized 

approach to identify subjective perception of dyspnea (rating of perceived dyspnea). 
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Scale may also be used to identify subjective perception of exertion (rating of 

perceived exertion), or subjective perception of fatigue (rating of perceived fatigue). 

The patient is asked to rate their perception of the severity level of their dyspnea.  

Part IV: Social Support 

Social support was measured by the MSPSS measures perception of social 

support of patients from three sources: Family (items 3, 4, 8, and 11), friends (items  

6,7, 9, and 12) and significant others (items 1, 2, 5, and 10). Many scales have been 

designed to assess social support, including in-person interviews and self-report 

questionnaires. The MSPSS is one of these scales, which was originally developed by 

Canty-Mitchell and Zimet in 1990. Zimet et al, (1988),have well argued that the 

MSPSS is a short scale (12 items total), Each item is scored on a likert scale ranging 

from 1 (Very strongly Disagree) to 7 (Very strongly agree) and MPSS items are easy 

to understand and despite being a brief instrument it measures support from three 

sources. Total scores of social support range from 12 to 84 with higher scores 

suggesting greater levels of perceived social support .MSPSS has proven to be 

psychometrically sound in diverse samples, and to have good internal and test-retest 

reliability, and robust factorial validity. The total MSPSS demonstrated high internal 

consistency with Cronbach alpha 0.91 and sub scale with Cronbach alpha coefficients 

ranged from 0.90 to 0.95 (Atadokht, Hajloo, Karimi, &Narimani, 2015).  

Part V: QOL measures 

QOL was be measured by the AQ-20. The AQ20 was designed at St. 

George’s Hospital Medical School in the UK as a short and simple measure of the 

health status of individuals with asthma. The AQ-20 is a short version (20 items) of 

the SGRQ. It includes 20 items with “yes” responses scored as 1, and “no” and “not 

applicable” scored as 0. The summary score ranges from 0 (best health) to 20 (worst 

health). Higher scores indicate a decline in the QOL due to asthma symptoms. It 

shows good reliability and validity; no domain sub scores are suggested. Of the 20 

items, at least 6 appear to measure symptoms (e.g., breathlessness and coughing 

attacks), 5 appear to measure health status (e.g., difficulty engaging in activities 

because of symptoms), 5 to assess emotions related to symptoms (e.g., worry and 

restlessness), and 4 QOL, more narrowly defined (e.g., bother and cannot enjoy a full 

life). The instrument employs yes/no responses rather than Likert scale, making it very 
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simple and quick to administer (4-5 minutes). The internal consistency of the AQ20 

was high with Cronbach’s α was 0.81 (Hajiro et al., 1999) and in study of Evren et al. 

showed that the internal consistency coefficient (Cronbach’s alpha) was 0.89  for 

Factor 1 (Physical Aggression), 0.84 for Factor 2 (Hostility), 0.82 for Factor 3, 0.59 

for Factor  4,  and  0.93  for AQ  20;  Test-retest  correlations  were 0.80  for  Factor 

1(Physical Aggression), 0.77 for Factor 2 (Hostility), 0.78 for Factor 3, 0.54 for Factor 

4, and 0.84 for AQ total score (Evren, Çınar, Güleç, Çelik, &Evren, 2011).  

 

 

3.5 Instrument Reliability and Validity 

 

3.5.1 Instrument Validity 

 The instrument of this study including questionnaire demographic data of 

the patients, the MBS, AQ 20 These instruments were translated into Vietnamese by 

English teacher and verified by 5 experts including doctors, head nurse, nurses in 

order to confirm the feasibility and the understanding of the contents for using in 

patients with asthma. After review the instruments, all members agreed to approved 

these instruments to be used to interview patients and apply to study. 

 

3.5.2 Instrument Reliability 

After obtain the IRB approval the MBS, MSPSS, AQ 20 were used in 30 

patients with asthma who had characteristic similar to the studied sample as 

aforementioned. The reliability by Cronbach’s alpha coefficient were employed to test 

each instrument reliability for 30 patients and for the whole sample (n = 115) (table 

3.1).  
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Table 3.1 Reliability of scales (n= 30 and n=115) 

Scale N of Items Cronbach'

s Alpha 

(n = 30) 

Cronbach's 

Alpha 

(n = 115) 

Multidimensional Scale of Perceived   Social 

Support (MSPSS) 

12 0.899 0.781 

Airways Questionnaire 20 (AQ 20) 20 0.803 0.792 

 

 

3.6 Data collection  

The data collection was conducted in the following sequences:  

1) After getting the approved and received permission to collect data  by 

the IRB Faculty of Nursing, Mahidol University, Thailand and IRB of Vietnam 

National University, the researcher met the director of Bach Mai hospital,  head of 

department and  a head nurse of the Allergy and Clinical Immunology Centre in order 

to explain the purpose for data collection. Then, the head nurse introduced researcher 

to target population (patients). 

2) The researcher self-introduced, made a relationship with the patients, 

then informed sample about the objectives of study, read the participation information 

sheet to them, described data collection procedure and invited them to join in to the 

study. After the patients agreed to join in to the study, they were invited to sign the 

consent form. The researcher used the questionnaire and assessment form for data 

collection. Some demographic data were collected from medical record form.  

3) The researcher organized the private room to interview the sample or 

asked them to do questionnaire by themselves. Then, she used five questionnaires for 

data collection. The questionnaires were 1) Demographic data questionnaire have 24 

questions, 2) FEV1 measurements, 3) MBS have 1questions, 4) MSPSS has 12 

questions, and 5) AQ 20  has 20 questions.  
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4) Participants were asked to feel free to withdraw from the study at any 

time without explain; confidentiality was maintained by not collecting data that could 

identify any one individual and also through employing unique study codes. The 

patients answered the questions in the context of an interview which lasted for about 

30 - 45 minutes.  

 

 

3.7  Protection of humanrights 

As with any medical research, this study the researcher protected and 

respected the right of the human subject consisted 2 dimensions including benefit from 

research, and data confidentiality.  

3.7.1 The researcher collected the data after receiving approval from 

Institutional Review Board of Nursing faculty, Mahidol University and Institutional of 

Review Board of SMP, Hanoi National University. 

3.7.2 The researcher self - introduced to the participants at Allergy and 

Clinical Immunology Centre, informed the patients about the research objective and 

all data collection process. The researcher explained the purpose of the study, the 

research procedure, benefits, risks, types of questionnaire, length of time to complete 

the questionnaires, and the right to refuse participation in the study anytime. If the 

patients withdraw from the research project and will not influence on their treatment 

or caring process. After patients agreed to join in the research process, they were 

invited to sign their name in the consent form.   

3.7.3 This research did not cause any risk to the patients physical health. 

The data collection process took time about 30 to 45 minutes. Although the patients 

did not get any benefit from this research but the results were expected to produce 

benefit for other patients who have the same health care problem as the sample. 

3.7.4 All contents were kept confidential, only the researcher and the 

research team were able to get access to the data. Any content related to data that 

presented in the thesis or any publication would be anonymous. In case of ones who 

withdrawn themselves from the research, all data would be deleted from the database 

and would not be used as any part of the research. In this research all patients who 

agreed to join in the study did not withdraw themselves. 
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3.7.5 In case of further questions or more explanation, the participants 

were told that they were able to ask the researcher at any time throughout the research 

process. 

3.7.6 After the participants clearly understood the research process and 

agreed to join in the research, they were invited to sign their name in the consent form.   

 

 

3.8  Data analysis 

1. Quantitative data were analyzed using computer programs.  

2. All data were analyzed using descriptive statistic in terms of frequency, 

percentage, mean and standard deviation and range were used to describe general 

information and studied variables, including level of dyspnea, FEV1, social support 

and QOL in patients with asthma. 

3. The variables were tested for their normal distribution according to the 

assumption of the Pearson Product-Moment correlation coefficient. All studied 

variables did not show normal distribution so that Spearman’s rho was employed to 

test correlation among the variables. 
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CHAPTER IV 

RESULTS 

 

 

This research aimed to study the factors related to quality of life (QOL) 

among patients with asthma. Data were collected from 115 patients using data 

collection form. The results are presented in the following topics; general 

characteristics of the sample, clinical characteristics, FEV1 measurements, Modified 

Borg Scale(MBS), Multidimensional Scale of Perceived Social Support (MSPSS) and 

Airways Questionnaire 20 (AQ20). This study was conducted to examine the 

relationship between level of dyspnea, FEV1, social support and QOL among patients 

with asthma at the Allergy and Clinical Immunology Centre of Bach Mai Hospital, 

Hanoi, Vietnam from August to October, 2016. The findings were presented in 

descriptive statistic as follows:  

1. The demographic data of patients with asthma. 

2. The information related to illness and treatment  

3. The correlation between dyspnea, FEV1, social support and QOL 

among patients with asthma. 

 

 

4.1 The demographic data of patients with asthma. 

The demographic data were collected including age, gender, BMI, marital 

status, educational level, occupation and income. It can be seen from the Table 4.1. 

The findings illustrate that there is a nearly equal distribution between males (46.1%) 

and females (53.9%). The most popular age was the group of 41-60 years with 37.4% 

while the age of 18-30 years old was the least popular with 13%. Most of the sample 

were married (91.3%), finished high school education (48.7%) and resided in Northern 

provinces (51.3%), (Table 4.1)  
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Table 4.1: The characteristic of patients with asthma (n=115) 

Characteristics 
Number 

(n=115) 
Percentage (%) 

Gender Male 53 46.09 

 Female 62 53.91 

Age 18-30 15 13.04 

 31-40 41 35.70 

 41-60 43 37.40 

 >60 16 13.90 

Location  of 

residence 
Ha Noi 49 42.61 

 North 59 51.30 

 Middle 7 6.09 

Marital status Married 105 91.30 

 Single 10 8.70 

Education Primary school 5 4.35 

 Secondary school 31 26.96 

 Highs chool 56 48.69 

 Bachelor degree 21 18.26 

 Upper bachelor 

degree 
1 0.87 

 Others  1 0.87 

Occupation Public servant 15 13.04 

 Farmer 12 10.44 

 Worker 21 18.26 

 Housewife 9 7.83 

 

In regard to the sample socioeconomic status, 22.6% were self-employed; 

73.9% had governmental insurance and 87.0% had to pay for the treatment expense by 

themselves. More than 30% of the subjects have the income of 100-200 USD, and 

only 13% of them have income of more than 300 USD. BMI of the participants 
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showed that 71.3% participants were normal and only 13% participants were 

overweight. (Table 4.1-cont) 

 

Table 4.1: The characteristic of patients with asthma (n=115) (cont) 

Characteristics 
Number 

(n=115) 
Percentage (%) 

Occupation Self-employed 26 22.61 

 Retired 19 16.52 

 Other jobs 13 11.30 

Health insurance Yes 85 73.9 

 No 30 26.1 

Payment method Self-pay 100 87.0 

 Insurance 15 13.0 

Income (USD) 

 

Under 100 

101- 200 

201- 300 

Over 300 

31 

36 

33 

15 

26.96 

31.30 

28.70 

13.04 

BMI (kg/m2)   

Overweight (25- 29.99) 

Normal (18.50- 24.99) 

Mild underweight (<18.50)  

Min: 39.00 

Max: 80.00 

Mean ±SD: 55.9±9.1 

15 

82 

18 

 

13.04 

71.31 

15.65 
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4.2 The information related to illness and treatment  

About 19.1% were current smokers. The percentage of sample having drug 

allergy, food allergy and weather allergy were 13.0%, 13.9% and 50.4% respectively. 

Co-morbidity is very common with disease Allergic rhinitis (38.3%). Approximately 

60% use inhaler before admission. Regarding clinical symptoms, dyspnea, cough and 

wheezing were most common with 97.4%, 84.4% and 53.0% correspondingly.(Table 

4.2) 

 

Table 4.2: The characteristics of illness and treatment (n=115) 

Characteristics Number 

(n=115) 
Percentage (%) 

Smoking 22 19.13 

Drug allergy 15 13.04 

Food allergy 16 13.91 

Weather allergy 58 50.43 

Using inhaler before admission 68 59.13 

Co-morbidity 

   No 

  Yes 

 

41 

74 

 

35.65 

64.35 

Hypertension 10 8.70 

Heart disease 1 0.87 

Diabetes Mellitus 1 0.87 

Allergic rhinitis 44 38.26 

Other 18 15.65 

Clinical symptoms 

( can answer more than one) 
  

Wheezing  61 53.04 

Chest tightness 36 31.30 

Fever 4 3.48 

Cough 97 84.35 

Dyspnea 112 97.39 
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The mean of FEV1 was 68.2 (SD=22.2%) and the mean FEV1/FVC was 

79.3% (SD= 17.2%). Meanwhile, the mean of FVC was 82.3 (SD=17.6) and SpO2 

was 96.9% (SD=2.2), (Table 4.3) 

 

Table 4.3: Pre-clinical characteristics among respondents 

Characteristics Mean SD Median Min Max 

FVC 82.30 17.60 85.10 43.50 932 

FEV1 68.20 22.20 72.10 24 117.90 

FEV1/FVC 79.30 17.20 82.40 1 117.90 

SpO2 96.90 2.20 98 91 100 

 

There were more than 1/5 of patients who are very slight breathlessness. 

The group of highly dyspnea accounts for 8.7%. The group of lowest dyspnea 

accounts for 17.4% (Table 4.4) 

 

Table 4.4: Level of dyspnea 

Level of dyspnea Number 

(n=115) 

Percentage (%) 

Very Very Slight Breathlessness 20 17.39 

Very slight breathlessness 26 22.61 

Slight breathlessness 19 16.52 

Moderate breathlessness 20 17.39 

Somewhat severe breathlessness 20 17.39 

Severe breathlessness 10 8.70 

 

The mean of Social Support score was 4.94 (SD=0.56). Of which, the 

mean score for Family domain was 5.41 (SD=0.64); for Friends domain was 4.72 

(SD=0.69) and for Others was 4.70 (SD=0.76) (Table 4.5) 
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Table 4.5: Social support among respondents  

Scale Mean SD Median Min Max 

Social support from Family 5.41 0.64 5.25 3.75 7 

Social support from Friends 4.72 0.69 5 3 7 

Social support from Others 4.70 0.76 4.75 3 7 

Total social support score 4.94 0.56 5 3.58 6.42 

 

Table 4.6 shows the QOL among asthma patients. The mean QOL was 

7.96 (SD=4.10). Most of patients had QOL score ranged from 0-5 (34.8%). 

 

Table 4.6: Quality of life among asthma patients 

Quality of life Number (n=115) Percentage (%) 

0-5 40 34.78 

6-10 37 32.17 

11-15 38 33.05 

Min: 0 

Max: 15 

Mean ± SD: 7.96 ± 4.10 

Median: 8 

  

 

 

4.3 The correlation between level of dyspnea, social support, FEV1 

and QOL among patients with asthma 

All variables in this study were tested for their normal distribution and the 

results showed that all variables did not have normal distribution. Spearman’s rho was 

employed to test correlation among studied variables. Table 4.7 shows the hypothesis 

testing for the correlation between level of dyspnea, social support, FEV1 and QOL 

among patients with asthma. 

Hypothesis 1 states that level of dyspnea is negatively correlated with 

QOL in patients with asthma  
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Hypothesis 2 states that FEV1 is positively correlated with QOL in 

patients with asthma. 

Hypothesis 3 states that social support is positively correlated with QOL in 

patients with asthma. 

The results show that social Support score and FEV1 are positively 

correlated with QOL while Dyspnea score is negatively correlated with QOL. (Table 

4.7) 

 

Table 4.7: Correlation between dyspnea, social support, FEV1 and quality of life 

among respondents 

SS 

Family 

SS 

Friends 

SS 

Others 

Total 

SS score 
MBSR Dysnea FEV1 

SS Family 1.00      

SS Friends 0.338* 1.00     

SS Others 0.370* 0.598* 1.00    

Total SS score 0.725* 0.768* 0.812* 1.00   

MBSR -0.074 -0.104 -0.063 -0.071 1.00  

FEV1 0.212* 0.247* 0.239* 0.298* -0.755* 1.00 

Quality of life 0.074 0.175 0.274* 0.244* +0.788* 0.674* 

* p<0.05 
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CHAPTER V 

DISCUSSION 

 

 

The objective of this study is to relationship among level of dyspnea, 

FEV1, social support and quality of life (QOL) in patients with asthma. The 

discussions are presented as follow: 

1. Characteristics of the sample; 

2. QOL in patients with asthma  

3. Relationship among level of dyspnea, FEV1, social support and QOL in 

patients with asthma 

 

 

5.1. Characteristics of the sample 

 

Demographic data 

In Vietnam, endemic asthma has attracted most concerns from researchers 

in terms of respiratory diseases. Also, other conditions have been focused only in 

recent years. There is a limit in the number of studies investigating asthmatic issue in 

Vietnam. The rates of asthma in community might vary across the settings, but most of 

them found that asthma has not been an urgent problem with a low prevalence. 

According to aresearch carried out in Da Lat, there was a much lower prevalence of 

asthma and asthma-like symptoms, i.e. only 3.4% in 5–14 year-oldchildren and 2.3% 

in the population over 15 years old (p < 0.05) (Sy et al., 2007). In a study of Lam HT 

et al. (2011), the asthma rates in Hanoi and Bavi were 5.6% and 3.9%, respectively; 

and the prevalence of asthma among women was lower than that among men (Lâm et 

al., 2011). However, an increasing trend has been observed in recent years (Network, 

2015), raising the need to improve the quality of asthma-related services and enhance 

the health outcomes of asthma treatment, especially patients’ QOL.  
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In this study, there were 115 patients with asthma recruited in Bach Mai 

Hospital. The result shows that a nearly equal distribution between males (46.1%) and 

females (53.9%). The most popular age group was 41-60 years with 37.4%.  These 

findings are consistent with the results in previous studies. Another study of Weber et 

al. in emergency department shows that female patients accounted for 73% patients 

(Weber et al., 2002). The mean age of patients in the study of Weber et al. was 

consistent with our study (with 37 ± 10 years old) (Weber et al., 2002). Our findings 

were similar to a study of Gupta et al., which indicates that men only accounted for 

33.2% and the age mean of patients was 43.6 ± 19.2 (Gupta et al., 2004). 

Most of the samples were from Northern provinces. It is due to the fact 

that Bach Mai Hospital is one of the biggest hospitals in Vietnam and located in 

Hanoi, centre of Northern region. The research was conducted at the Allergy and 

Clinical Immunology Centre, a specialized center in Bach Mai hospital. In each day, 

there are 2-3 new asthma cases admitted to this center and 7-10 asthma patients going 

to this center for examination. 

The monthly income among asthma patients were 4.0 million VND that 

were equal to the average income of Vietnamese population. However, it should be 

noted that asthma can lead to a financial burden for the patients. Asthma patients have 

to spend direct and indirect medical cost, as well as loss their income due to this 

disease. Intangible costs are related to QOL impairment and social problems of the 

patients and their families. It is a common shared concept that good management of 

the disease could lead to decrease the risk of morbidity, mortality, and costs of asthma. 

The cost to society of asthma in the U.S. is over $50 billion per year in healthcare 

expenses, missed school and work days, and early death ("The Impact of Asthma," 

n.d.). The direct asthma impact on healthcare expenses is also significant. In Thailand, 

the average total per person annual cost of asthma in 2012 was 8,009.37 Baht 

(approximately USD 258), and the direct cost accounted for 83.95% of the total cost 

(Trakultivakorn, 2012). Therefore, it is very important to improve their treatment 

outcomes and eventually improve their quality of life and reduce their economic 

burden. 
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Clinical characteristics 

Regarding to smoking habit, there are a number of studies examining rates 

of co-occurring asthma and smoking. Chen and colleagues found there was no 

difference in asthma rates between male smokers and nonsmokers among participants 

in the National Population Health Survey conducted in Canada (Chen, Dales, Krewski, 

& Breithaupt, 1999). Langhammer and colleagues examined the prevalence of asthma 

among smokers in Norway (Langhammer, Johnsen, Holmen, Gulsvik, & Bjermer, 

2000). Results indicated a slight increase in the odds of reporting an asthma diagnosis 

with an increasing number of pack years of smoking compared to nonsmokers (OR = 

1.03; 95% confidence interval [CI] = 1.025–1.035). Backer and colleagues conducted 

a self-report study among Danish adults which indicated that significantly more 

individuals with asthma were smokers than individuals without asthma (52% and 38%, 

respectively) (Backer, Nepper-Christensen, Ulrik, von Linstow, & Porsbjerg, 2002). In 

our study, only 19.1% patients were current smokers. It can be explained by that most 

of the sample were female. In Vietnamese culture, smoking in female is unacceptable. 

Therefore, the prevalence of smoker among the patients were low compared to other 

previous studies. 

In accordance to allergy, the percentage of sample having drug allergy, 

food allergy and weather allergy were 13.0%; 13.9% and 50.4%, respectively. Co-

morbidity is very common with Allergic rhinitis (38.3%). In literature, allergy is one 

of the most common reasons causing asthma in children and adults. The development 

and severity of allergy and asthma can be in influenced by anumber of environmental 

factors, among which are viruses, exposure to a mix of allergens and airborne irritants 

(traffic emissionsandcigarette smoke), and endotoxins that are released from bacteria, 

to name a few. Exposures and infectionsfrom early stage of life are considered to hold 

a part in the development and severity of asthma, i.e. the ‘hygiene hypothesis’. 

Biological substances, like fungi and pollen, have a significanteffect, as sensitization 

to these environmental allergens is an important risk factor for the development of 

asthma (Zeldin et al., 2006). In addition, allergic rhinitis (AR) has been shown to be a 

risk factor for asthma in children and adults (Leynaert, Neukirch, Demoly, & 

Bousquet, 2000). A longitudinal, population-based European study confirmed an 

association between AR and adult-onset asthma. Of 6461 adults, those with AR had a 
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greater risk (OR: 3.65; 95% CI 2.37–5.61) of developing asthma by the 8-year follow 

up versus controls without AR (OR: 2.75; 95% CI 1.76 – 4.29) (Shaaban et al., 2008). 

 

 

5.2 QOL in patients with asthma 

Asthma negatively affects many people’s lives. One of the foci of recent 

studies is detect which factors are related to QOL in asthma. Asthma is likely to exert 

adverse impacts on the quality of sleep (Lewis 2001, Wijnhoven 2001), working 

capability, socialization, participation in sports, and a host of other activities (Juniper 

1997, Legorreta 2000). People suffering with asthma reported reduced satisfaction, 

lower health status, and high mental distress (Ampon 2005). It was also proved 

thatpatients’ psychological well-being is inclined to reamin affected when the asthma 

is under good control based on standard guidelines (Nishimura 2004). Others studies 

have addressed the influence of psychosocial factors on HRQOL and included 

perceived control of the disease (Calfee 2006). 

In this study, Airway Questionnaire 20 was employed to measure the QOL 

of asthma patients. The AQ20 scores are out of a total of 20, with high scores 

indicating a poor QOL Of the 20 items, at least 6 appear to measure symptoms (e.g., 

breathlessness and coughing attacks), 5 appear to measure health status (e.g., difficulty 

engaging in activities because of symptoms), 5 to assess emotions related to symptoms 

(e.g., worry and restlessness), and 4 QOL, more narrowly defined (e.g., bother and 

cannot enjoy a full life). High scores represent a poor QOL. The internal consistency 

of the AQ20 was high with Cronbach’s α was 0.81 (Hajiro et al., 1999) and in study of 

Evren et al. showed that the internal consistency coefficient (Cronbach’s alpha) 0.84 

for AQ total score (Evren, Çınar, Güleç, Çelik, &Evren, 2011). This study found that 

the mean QOL was 7.96 (SD=4.10) and most of patients had QOL score ranged from 

0-5 (34.8%). This score is equal to the result of a study of Win et al, which found that 

mean AQ20 score was 7.66±4.69 (Win, Pearce, Nathan, Cafferty, & Laroche, 2008). 

A study of Tuomisto et al (2016) shows that the mean of AQ20 score among 

uncontrolled patients were 8 score (Tuomisto et al., 2016). It means that for our 

patients who are uncontrolled of their disease, health workers should notice to 

addressing the urgent problems. 
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5.3 The relationship between level of dyspnea, FEV1, social suport 

and QOL among patients with asthma 

 

5.3.1 The relationship between level of dyspnea and QOL 

Dyspnea is one of the cardinal symptoms for asthma diagnosis, severity 

evaluation, and monitoring. Dyspnea is generally reported by patients to indicate an 

uncomfortable stimulus often accompanied by multiple descriptors, the most common 

being chest tightness, difficulty of inspiration, unrewarded inspiration, and expiratory 

difficulty (Killian et al. 2000). In asthma, dyspnea is believed to signal the severity of 

airflow obstruction (Banzett et al. 2000, Killian et al. 2000).  

The literature includes a variety of studies that have attempted to 

understand how patients measure the sensation of dyspnea or shortness of breath 

(Mahler & Wells, 1988). The Modified Borg scale (MBS) was used by Burdon et al 

with a group of patients with asthma to determine their perceived dyspnea as it related 

to specific pulmonary changes in air flow obstruction (Burdon, Juniper, Killian, 

Hargreave, & Campbell, 1982). Belman et al found that the MBS was a reliable tool 

for quantifying dyspnea in subjects with COPD who were undergoing a 6-minute 

treadmill walk (Belman, Brooks, Ross, & Mohsenifar, 1991). Other literature review 

clearly showed that the MBS was a valid and reliable tool when used in pulmonary 

medicine and in exercise physiology studies. 

In this study, we used Modified Borg Scale to measure the degree of 

dyspnea. The finding shows that there were more than 1/5 of patients who were very 

slight breathlessness, 17.4% patients had very very slight breathlessness, which was 

similar to the percentage of patients having moderate breathlessness. The percentage 

of patients who were somewhat severe breathlessness was 7.4%. 

On the other hand, this study has shown that the level of dyspnea is 

negatively correlated significantly with QOL (r = 0.7883*, p < 0.05). This means that 

the asthma patients with high level of dyspnea may have reduced quality of life. The 

moderately strong correlation between AQ20 and dyspnea was also illustrated in 

another study (Hajiro et al., 1999) with r = 0.60, p < 0.005. Symptom of patients with 

asthma exacerbations can help us to determine how these patients can function in 

everyday life, in other words, to indicate what their QOL is. The researcher can 
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reliably expect that any medical intervention in asthma patients that leads to symptom 

improvement and decrease of their feeling of shortness of breath will also improve 

their QOL. 

 

5.3.2 The relationship FEV1 and QOL 

Pulmonary function and quality of life are both independently of great 

importance in the management of asthma. Assessing the airway obstruction by 

measuring the forced expiratory volume in one second (FEV1) was the most common 

way to assess disease severity, response to therapy, and (short-term) prognosis in 

asthma patients. FEV1 is a marker for the degree of obstruction with asthma, an 

important measure of pulmonary function. However, it is important that FEV1 is only 

a marker, and not a clinical outcome of asthma. Lung function data has often been 

used to evaluate disease severity and asthma treatment effects, but the lung function is 

poorly correlated to QOL and asthma symptoms (Juniper 1997, Jones 1995, Teeter 

1998). 

The results of this research show that FEV1 was positively medium 

correlated with quality of life at r = 0.6743*, p < 0.05, which means that patients who 

had high FEV1 demonstrated high QOL.  This is similar with Aquiles et al. (2003), 

which show correlation between FEV1 and AQ20 (r = - 0.216, p < 0.001). Again, it is 

important to note that FEV1 is only a marker, and not a clinical outcome of asthma. 

According to the findings, my study indicates that clinical nurses should take into 

account monitoring FEV1 to better manage patients’ symptoms. 

 

5.3.3 The relationship between social support and QOL 

Social support was measured by the MSPSS measures perception of social 

support of patients from three sources: Family (items 3, 4, 8, and 11), friends (items 6, 

7, 9, and 12) and significant others (items 1, 2, 5, and 10). MSPSS has proven to be 

psychometrically sound in diverse samples, and to have good internal and test-retest 

reliability, and robust factorial validity. The total MSPSS demonstrated high internal 

consistency with Cronbach alpha 0.91 and sub scale with Cronbach alpha coefficients 

ranged from 0.90 to 0.95 (Atadokht, Hajloo, Karimi, &Narimani, 2015). However, in 
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our knowledge, there has been a lack of research using MSPSS to measure social 

support among asthma patients. 

In terms of family, asthma affects the lives of the family members of 

patients with asthma. The stress of living with a chronic disease reveals itself in many 

ways among the various family members. Someone with asthma, for example, may be 

more likely to get involved in fights, be less cooperative, or be stubborn, depressed, 

anxious or withdrawn. Moreover, it was found that during the acute asthmatic attack, 

family members had to deal with huge burden in caring or transporting the patients to 

emergency room. This situation brought stressful event to the family members 

(Laforest, Yin, &Kocevar, 2004). Meanwhile, regarding to society, due to the disease, 

some people may miss school or work. For others, asthma impacts on the patients in 

different ways, like not being able to participate in certain activities. Consequently, 

asthma patients cannot contribute their role to the development of their family and 

community.  

The researcher wished to test whether negative life events were associated 

with poorer asthma-specific QOL among adults with asthma, consistent with an 

adverse effect of stress on health. Coping and social support has been found to have 

positive effects in chronic illness (Cohen et al., 2000; Cohen & Wills, 1985). It has 

been suggested that appropriate coping strategies can help in asthma management 

whereas an inappropriate strategy may increase the risk for loss of control over the 

illness (Barton et al., 2003). Social support, on the other hand, has been reported to 

have positive effects on the health outcome as well as in the reduction of stress (Ell et 

al., 1992; Ford et al., 2006) whereas low or insufficient support has been associated 

with increased risk for hospital admission (Wainwright et al., 2007). 

Nonetheless, social support is very important to improve the health status 

and treatment outcome of patients with asthma. Over the past quarter century, much 

research has convincingly documented the beneficial effects of social networks and 

social support on morbidity, mortality, and a variety of positive chronic illness 

outcomes (Bloom, 1990). Literature across many social science disciplines 

convincingly demonstrated that supportive social relationships have protective effects 

for a variety of physical and mental health outcomes.  
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In this study, the mean of Social Support score was 4.94 (SD=0.56). Of 

which, the mean score for Family domain was 5.41 (SD=0.64); for Friends domain 

was 4.72 (SD=0.69) and for Others was 4.70 (SD=0.76). To explore the correlation 

between social support and quality of life, Spearman’s rho was calculated and the 

results are shown in Table 4.7. When comparing to other diseases such as 

depression/anxiety among breast cancer patients (Ng et al., 2015), gynecologic cancer 

(Yagmur & Duman, 2016) or prenatal women (Jonsdottir et al., 2016), our finding was 

much lower. Patients who receive social support was reported as had a significant and 

positive relationship with QOL in asthma patients (r = 0.2444, p < 0.05). This result 

suggests that the level of social support among asthma patient was weak. It may due to 

that people around the patients do not have sufficient awareness about this disease. 

This finding indicated that nurses in practice should be notice this problem and 

promote the social support from family, friends, social as well as health care system to 

asthma patients. 

 

 

5.4 Conclusion 

In this study, we found that social support score and FEV1 are positively 

correlated with QOL while Dyspnea score is negatively correlated with QOL. This is 

consistent with the hypothesis of research. Understanding the associations between 

dyspnea, FEV1, social support and QOL is very important to provide comprehensive 

care for patients with asthma. It is expected that this research can be used as a nursing 

care plan to promote the QOL of patients with asthma by managing those influencing 

factors. Moreover, identifying some factors such as level of dyspnea, FEV1, social 

support, related QOL as well as providing nursing care program will assist Vietnamese 

people with asthma to be able to improve their life, their quality of function and 

health.  
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CHAPTER VI 

CONCLUSION AND RECOMMENDATION 

 

 

6.1 Conclusion of the study 

This descriptive correlation study aimed to examine the relationship 

between level of dyspnea, FEV1, social support and quality of life (QOL) among 

patients with asthma who aged 18 – 88 years old at the Allergy and Clinical 

Immunology Centre from August to October, 2016.  Symptom management theory 

was utilized as a framework of this study.  The sample size in this study was 

calculated by using G*power version 3.1.9.2 program to determine the minimum 

number of participants needed for co-relational design. The sample calculation yielded 

115 samples. The research setting was the Allergy and Clinical Immunology Centre, a 

center specializing in Bach Mai hospital, Hanoi, Viet Nam.  

After obtaining approval from Institutional Review Board of Nursing 

faculty, Mahidol University and Institutional of Review Board of SMP, Vietnam 

National University, Hanoi, Vietnam, the researcher used 5 instruments, namely the 

demographic data questionnaire, FEV1 measurements, Modified Borg Scale (MBS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and Airways 

Questionnaire 20 (AQ20) to collect data. All instruments were tested for their validity 

and reliability as clearly explained in chapter 3. Cronbach’s alpha coefficient of social 

support and QOL were 0.7811 and 0.7924 respectively. The 115 samples were 

selected according to the inclusion criteria. The researcher collected data by herself 

from 7.30 am to 4.30 pm every day until the sample reached the target of the studied 

sample size. For each sample the researcher spent 30 to 45 minutes on interviewing 

and collected some data from their patients’ records. During data collection, there was 

no adverse event among the samples. All samples recruited in the study remained 

throughout the study process with no attrition.   

Data analysis was conducted by using SPSS computer program. The 

descriptive statistics were used to describe general information and study variables, 
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including level of dyspnea, FEV1, social support and QOL. The assumption of 

Pearson’ Product Moment Correlation was tested and it was found that all variables 

were not in normal distribution. Accordingly, Spearman’s rho was used to examine 

correlation between level of dyspnea, FEV1, social support and QOL among patients 

with asthma. 

 

The findings are summarized as follows:  

Within 115 patients, there were 53.9% of female 46.1% of male.  The most 

popular age was group of 41-60 years with 37.4% while the age of 18-30 years old 

was the least popular with 13%. Most of the sample were married (91.3%), finished 

high school education (48.7%) and resided in Northern provinces (51.3%). In regard to 

the sample socioeconomic status, 22.6% were self-employed; 73.9% had 

governmental insurance. More than 30% of the subjects have the income of 100-200 

USD, and only 13% of them have income of more than 300 USD. BMI of the 

participants showed that 71.3% participants were normal and only 13% participants 

were overweight. 

About 19.1% were current smokers. The percentage of sample having drug 

allergy, food allergy and weather allergy were 13.0%; 13.9% and 50.4%, respectively. 

Co-morbidity is very common with disease Allergic rhinitis (38.3%). Approximately 

60% use inhaler before admission. Regarding clinical symptoms, dyspnea, cough and 

wheezing were most common with 97.4%; 84.4% and 53.0%, correspondingly. 

The mean of FEV1 was 68.2 (SD=22.2%). The percentage of patients with 

very very slight breathlessness was 17.4%, which was similar to that of patients with 

moderate breathlessness, 17.4%. The percentage of patients who were somewhat 

severe breathlessness was 7.4%. The mean of Social Support score was 4.94 

(SD=0.56). Of which, the mean score for Family domain was 5.41 (SD=0.64); for 

Friends domain was 4.72 (SD=0.69) and for Others was 4.70 (SD=0.76). The mean 

QOL was 7.96 (SD=4.10). Most of patients had QOL score ranged from 0-5 (34.8%). 

The results show that FEV1 had positive correlation with QOL at r = 

0.6743*, p < 0.05, social support had positive correlation with QOL (at r = 0.2444*, p 

< 0.05). Nevertheless, level of dyspnea had negative correlation with QOL (at r = 

0.7883*, p < 0.05). 
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6.2 Implications of Research Findings 

 

6.2.1 Implications for nursing practice 

To enhance QOL in patients with asthma, nurses should perform these 

following activities: 

1. If nurses and other healthcare providers understand 

symptom management model, then it will provide the concepts and a framework that 

cover all symptoms ofasthma disease to achieve aim symptomscontrol, thus enhancing 

their quality of life. 

2. Develop guidelines to decrease and control patients’ 

dyspnea, Nurses can use this knowledge to able to promote QOL of patients with 

asthma by managing influencing factors. In addition, asthma patients will be confident 

in his or her own ability to achieve a desired outcome and from there they can improve 

their QOL because of providing some insights that may lead to better care. 

3. Provide routine assessment FEV1 during patients’ follow up 

visit to identify and evaluate level of disease severity and asthma treatment effects. 

Health care teams can evaluate and develop effective clinical nursing intervention for 

increasing QOL in patients with asthma during the time when patients are examined in 

the hospital. 

4. Promote social support from family, friends, society as well 

as healthcare system to asthma patients. Thus, the patients’ QOL will be improved. 

 

6.2.2 Implications for further study 

1. Further research should analyze and discuss the effects of 

social support to asthma patients in Vietnam. Numerous studies have affirmed that 

social support has beneficial impacts on chronic diseases, especially in terms of health 

outcome and quality of life in patients. However, the findings of this research suggest 

that this aspect has not given appropriate concern under the studied context. 

2. Clinical practice guidelines to improve QOL among patients 

with asthma should be developed and tested for its effectiveness by using quasi-

experimental research. 
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3. AQ 20 scale in Vietnamese version should be tested in its 

psychometric property by using in adequate numbers of patients, advanced statistic-

factor analysis in Vietnamese context. 
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APPENDIX F 

PERMISSION FOR USING INSTRUMENTS 

 

 

- Ask your permission about using AQ 20 scale:  

 

 

 

- Ask your permission about using Modified Borg Scale (MBS) 
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- Ask your permission about using the MSPSS 
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APPENDIX G 

ADDITIONAL STATISTICCAL ANALYSIS 

 

 

Tests of Normality 

 Kolmogorov-Smirnova Shapiro-Wilk 

Statistic df Sig. Statistic df Sig. 

BorgScale .209 115 .000 .887 115 .000 

FEV1 .073 115 .178 .976 115 .036 

SumSS .124 115 .000 .966 115 .005 

QoL .112 115 .001 .949 115 .000 

a. Lilliefors Significance Correction 
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