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Clinical characteristics of status asthmaticus in preschool children

Knunnuke KapaKTCPUCTUKC aCTMATCKOI' CTaTyCa KOa JACUC

MPE/IIIKOJICKOT y3pacrta

SUMMARY

Introduction/Objective Asthma is the most common
chronic disease in children. Asthmatic status is a severe
exacerbation of asthma that can lead to hypoxemia and
respiratory failure. Diagnosing asthma in preschool-aged
children is often challenging as wheezing episodes at this
age are mostly caused by viral infections.

The objective was to assess this health issue in our pop-
ulation and improve clinical practice in diagnosing and
treating asthmatic status in preschool children.

Methods A retrospective study included 200 children,
aged up to 5 years, who were hospitalized due to asth-
matic status from January 2019 to December 2023.

Data on patients, diagnostic procedures, therapy, and
clinical courses were analyzed.

Results The majority of patients were one year old
(31.5%) with a predominance of males (60.5%). Patients
were most commonly hospitalized during the autumn
months with an average length of hospital stay of 6.4
days. Allergy was confirmed in 50% of children..Family
history of atopy was present in 56% of children. Previ-
ously diagnosed asthma was present in 13.5% of chil-
dren. Upon discharge, asthma preventive therapy was in-
troduced in 91.5% of children. All/children had a favor-
able outcome and were discharged from the hospital.
Conclusion Status asthmaticus.most commonly occurs
in children in the firstyear of life, often presenting as the
initial manifestation of asthma. More than half of the
children have a family history of atopy and confirmed al-
lergies. Timely therapy according to current protocols is
crucial for a good outcome.

Keywords: asthma; children; exacerbation; allergy

INTRODUCTION

CAXKETAK

Yeon/IImb ActMa je Hajuenthe XpOHHMYHO 000JBEHE Y
MIEIUjaTPUJCKOM y3pacTy. ACTMATCKH CTaTyC j€ TEIIKa
ersanepbanyja acTMe Koja MOXe JOBECTH J0 XHIOKCe-
MHje B pecrupaTopHe uHcypuuujernuje. [locrapibame
JIMjarHO3e aCTMe y NPEAIIKOICKOM y3pacTy je 4ecTo H-
3a30BHO, C OO3MPOM Ja Cy eNH30/¢ BUSHHTA y OBOM
y3pacTy YIJaBHOM Y3pPOKOBaHE BHPYCHUM. MH(DEKIH-
jama.

Metone PerpocriexktuBHa ctyauja je oOyxsarwia 200
Jere, y3pacra 0 5 roJMHa, Koja Cy Omiia XOCHHTaIn30-
BaHa 300I' aCTMATCKOTL/ CTaTyca y IEepHOAY O]l jaHyapa
2019. no neuembpa2023. AHanu3upaHu Cy MOJIAIHN O Ha-
LUjEeHTUMA, TUJarHOCTHYKUAM MOCTYIIMMa, Tepanuju 1
KIMHUYKOM TOKY:

Pesyararn Hajsehu Opoj 6onecHuka 610 je y3pacrta ro-
nuHy nana (31,5%) y3 mpenoMuHalMjy MYIIKOT IOJa
(60,5%). bonecHuim cy Hajuenrhe XOCIUTAIN30BaHH y
jecemnM MeCeluMa y3 IPOCEYHO BPEME XOCIHUTAIIH3a-
uyje ox 6,4 nana. Anepruja je morBphena xon 50% nere.
Atonujy y nopoaunu je umano 56% neue. [Iperxoano
IMjarHOCTHKOBaHy acTMy je umano 13,5% meme. Ha
otmycry je kox 91,5% neue yBeneHa acTMa npeBeHTHBHA
Tepanuja. CBa Jiena cy umara IoBOJbaH UCXOJ U OTITYII-
TEHU cy u3 OOJHUIIE.

3ak/byuak. ACTMATCKH CTaTyc ce Hajyemihe jaBjba KOJ
Jelie 'y IpBUM TOJUHAMa JKUBOTA, KOJ BEIHMKOT Opoja
Jene Kao nmpBa MaHH(ecranyja actMe. Bume ox moio-
BHUHE JIelle MMa aTONNjy y HOPOIULH U NOTBpheny anep-
rujy. 3a MOBOJbAH UCXOJ] je KJBYYHO Ja Tepanuja Oyne
3aroyera Ha BpeMe M y CKJIagy ca BakeliM MpOTOKO-
JMa.

Kibyune peun. actma; aeua; ersamepOaiuja; anepruja

Asthma is the most common chronic disease in the pediatric population, with a prevalence of

approximately 14% among children worldwide, and this prevalence is on the rise [1]. Defining

asthma in preschool-aged children is challenging, as the underlying pathophysiology in this age

group is not well established, primarily due to the lack of available objective pulmonary func-

tion tests [2].

A variety of risk factors may be associated with the development of asthma, including a positive

personal or family history of atopy, a family history of asthma, exposure to secondhand smoke,

air pollution, or premature birth [3]. The development of asthma is an interaction between ge-

netic and environmental variables, many of which are not fully understood or identified [4].
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The clinical presentation typically manifests as a triad of symptoms: cough, difficulty breathing,
and wheezing [5]. The three most common phenotypes of preschool wheezing, categorized by
the timing of onset, are: a) transient early wheezing, which occurs before the age of 3 and re-
solves by the age of 6, without any impairment of lung function; b) late-onset wheezing, which
appears after the age of 3, persists into childhood, and is associated with atopy. Some studies
also suggest a connection with reduced lung function and bronchial hyperreactivity; c) persis-
tent wheezing, which begins at an early age (before 3 years) and is associated with high levels

of IgE, atopy, reduced lung function, and early sensitization to allergens [6].

Asthma exacerbation is an episode of worsening of the disease characterized by progressive
deterioration of symptoms such as difficulty breathing, coughing, wheezing, and a decline in
lung function compared to the child's usual status. It requires the‘use of additional treatment
and changes to the existing therapy [7]. A severe asthma exacerbation that does not improve
with bronchodilator use and can lead to hypoxemia, hypercapnia, and secondary respiratory
failure is referred to as status asthmaticus [7, 8]. All patients with asthma-are at risk of devel-
oping this condition. Even children with-mild and intermittent asthma can experience serious
exacerbations that require admission to intensive care units. If not recognized and treated ap-
propriately, status asthmaticus can lead to acute respiratory failure and even death. This serious
and potentially life-threatening condition remains one of the leading causes of emergency de-
partment visits [8; 9]. Rapid clinical evaluation of patients is necessary to ensure an appropriate
therapeutic approach in managing status asthmaticus [9]. Viral respiratory infections are the

primary cause of asthma exacerbation across all age groups [4].

Diagnosing asthma in children aged 5 years and younger, particularly those under the age of 2,
can be challenging, as episodic respiratory symptoms such as wheezing and coughing are com-
mon in this age group and are often not related to asthma but rather a result of viral respiratory
infections [5]. The diagnosis of asthma in young children with recurrent wheezing episodes is
more likely if they exhibit: wheezing or coughing that occurs during exercise, crying, laughing,
or in the absence of obvious respiratory infections; a history of other allergic diseases (such as
eczema or allergic rhinitis); sensitization to allergens; a positive family history of atopy; clinical
improvement during 2-3 months of treatment with low doses of inhaled corticosteroids (ICS);

and deterioration after discontinuation of therapy [5].

In a study involving children aged 2-5 years, the combination of wheezing, increased daytime

cough, and nighttime use of P2-agonists was a strong predictor for developing status
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asthmaticus the following day. This combination of three symptoms predicted 70% of exacer-
bations [10].

Children with recurrent wheezing episodes and suspicion of asthma use disproportionately large
number of medications, most commonly bronchodilators and corticosteroids, as the diagnosis,
as previously mentioned, is not easily established in preschool-aged children [11]. According
to the 2024 Global Initiative for Asthma recommendations, asthma treatment in children aged
up to 5 years should be implemented stepwise. Management of exacerbations in primary-care
or acute care facility should include inhaled short-acting beta 2 agonist (SABA) every 20
minutes for the first hour, systemic corticosteroids and oxygen. The transfer to hospital is rec-
ommended if there is no response to inhaled SABA within 1-2 hours; if the child unable to
speak or drink, has a respiratory rate >40/minute or is cyanosed, if resources are lacking in the
home, or if oxygen saturation is <92% on room air. Additional options in the first hour of treat-

ment could be the use of ipratropium bromide and nebulised isotonic magnesium sulfate [5].

When discussing second-line treatments for status asthmaticus, the use of intravenous magne-
sium is becoming increasingly common-in children with asthma. This medication is generally
safe with few side effects. It should be used if there is a poor response to first-line therapy and

is not recommended for mild'to moderate forms of asthma [12].

A review of the literature reveals a lack of studies focusing on status asthmaticus, the most
severe and potentially life-threatening form of asthma exacerbation, and in our population, there
are still no'studies addressing this clinical entity. All of the above are reasons for conducting
our research, which would contribute to understanding this significant health issue in the pedi-

atric population.

METHODS

The study was conducted as a retrospective study involving 200 children aged up to 5 years
who were hospitalized in the Department of Pulmonary Diseases at the Pediatric Clinic of the
Institute for Child and Youth Health Care of over the 5 years (from January 2019 to December
2023) due to status asthmaticus. Data concerning the patients were collected and analyzed from
medical records: age, gender, anamnestic data regarding the current illness (type and duration
of symptoms), asthma and atopy information (previous number of wheezing episodes, existing
asthma diagnosis, use of asthma preventive therapy, presence of eczema, allergic rhinitis, or
conjunctivitis, allergies to medications or food, family history of atopy). Allergy test results

(total IgE, specific IgE, prick tests, eosinophils in nasal secretions) and acute phase
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inflammatory reactants upon admission, as well as data on the hospital course (length of hospi-
talization, duration of oxygen therapy, frequency of inhaled bronchodilator use upon admission,
duration of systemic corticosteroid therapy, use of other therapeutic modalities and asthma pre-
ventive therapy at discharge) were analyzed.

For statistical data processing, the Statistical Package for Social Sciences (SPSS 21) was used.
Numerical characteristics are presented as arithmetic means and ranges (minimum and maxi-
mum), while categorical characteristics are expressed in percentages. The results are presented
in Table 1 and Figure 1.

Ethics: The authors declare that the article was written according to ethical standards, of the
Serbian Archives of Medicine as well as ethical standards of institutions for each author in-

volved.

RESULTS
Patient characteristics

In the studied sample of 200 preschool-aged children hospitalized due to status asthmaticus,
there were 121 male children (60:5%) and 79 female children (39.5%).

The largest number of patients were aged one year—63 children (31.5%). There were 20 chil-
dren (10%) under one year of age, 41-children (20.5%) aged 2 years, 38 children (19%) aged 3
years, 22 children (11%) aged 4 years, and 16 children (8%) aged 5 years.

Month of hospitalization and number of hospital days

Figure 1 shows the distribution of patients by seasons. The winter months are classified as De-
cember, January, and February; the spring months are March, April, and May; the summer
months are June, July, and August; while the autumn months include September, October, and
November. The highest number of patients was hospitalized in the autumn months, while the
lowest number was in the summer months.

The minimum number of hospital days was 2, while the maximum number was 22 days. The

average number of hospital days was 6.4 days.

Symptoms and therapy administered prior to hospitalization

The minimum duration of symptoms prior to hospitalization for status asthmaticus was 1 day,

while the maximum duration was 21 days. The average duration of symptoms was 3.5 days.
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Regarding the therapy administered prior to hospitalization in the studied sample of 200 chil-
dren, 155 children (77.5%) received inhalations with SABA while 45 children (22.5%) were
not inhaled prior to hospitalization. Systemic corticosteroids were administered to 100 children

(50%), while 100 children (50%) did not receive this therapy.

Previous wheezing episode, asthma, personal and family history of atopy

In the studied sample of 200 children, 152 children (76%) had a history of previous wheezing
episode while 48 children (24%) did not. Among the 152 children with previous wheezing ep-
isode 71 children (47%) experienced 1-3 wheezing episode, 79 children (51.7%) had more than
3, and data on the number of wheezing episode was not available for 2 children (1.3%).

A previously diagnosed asthma was present in 27 children (13.5%), while 173 children (86.5%)
had not been diagnosed with asthma prior to hospitalization. Asthma maintenance therapy was
administered to 37 children (18.5%), while 163 children (81.5%).did not asthma maintenance
therapy. The minimum duration of asthma maintenance therapy prior to hospitalization was 15
days, while the maximum duration was450 days (15 months). The average duration of asthma
maintenance therapy prior to hospitalization was'145 days.

Eczema was reported in 45 children (22.5%), while 155 children (77.5%) had not experienced
eczema. Allergic rhinitis was present in 44 children (22%), while 156 children (78%) had not
previously haduallergic rhinitis: Allergic conjunctivitis was reported in 7 children (3.5%), while
193 children (96.5%) had not experienced allergic conjunctivitis.

Five children (2.5%) had a drug allergy, while 195 children (97.5%) had not reported a drug
allergy. Food allergies were reported in 17 children (8.5%), while 183 children (91.5%) did not
have food allergies.

A positive family history of atopy and asthma was present in 112 children (56%), while 88
children (44%) did not have a family history of atopy.

Clinical characteristics at admission

In the studied sample of 200 children hospitalized due to status asthmaticus, 123 children
(61.5%) had oxygen saturation of hemoglobin at admission <95%. Wheezing was present in all
200 children (100%) upon lung auscultation, while 107 children (53.5%) had both wheezing

and crackles.
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Diagnosis

Regarding specific IgE, it was positive in 36 children (18%), was negative in 41 children
(20.5%), and was not tested in 123 children (61.5%. Of the 36 children (18%) with positive IgE
values, 13 (36%) had positive results for nutritional allergens, while 23 (64%) had positive

results for inhalant allergens.

In 37 children (18.5%), the skin prick test was positive: 9 children (24.3%) were positive for
nutritional allergens, 22 (59.5%) for inhalant allergens, and 6 (16.2%) for both. In 28 children
(14%), the test was negative, while in 135 children (67.5%) the skin prick test was not per-

formed.

In 30 children (15%), the value of eosinophils in nasal secretions was positive, 22 children
(11%) had negative eosinophil values. while 148 children (74%), the value of eosinophils in

nasal secretions was not assessed. The allergy testing results arepresented in Table 1.

Of the 200 children tested, allergy was confirmed in 100 children (50%) by any of the methods
mentioned above (elevated total IgE and/or positive specific IgE and/or positive prick test

and/or positive eosinophils in nasal secretions).

When analyzing C-reactive protein (CRP)levels.in children upon hospital admission, CRP val-
ues were <5 mg/L in 83 children (41.5 %), 5-20 mg/L in 86 children (43 %), 20—100 mg/L in
29 children (14.5 %) and >100 mg/L in 2 children (1%).

Therapy

In the sample studied of 200 children hospitalized due to asthmatic status, 136 children (68%)
needed oxygen treatment, while 64 children (32%) did not require oxygen therapy. Among the
136 children who required oxygen, the minimum duration of this therapy was 1 day, the maxi-
mum was 9 days, and the average duration was 2.3 days.

Antibiotic therapy during hospitalization was administered to 136 children (68%), while 64
children (32%) were not treated with antibiotics. All patients received SABA. Inhalations were
initially performed for 20 minutes for 68 children (34%), every hour for 100 children (50%),
and every 2 hours for 32 children (16%). Inhaled MgSO4 was administered to 105 children
(52.5%), while 95 children (47.5%) did not require MgSO4 therapy.

Seven children (3.5%) received aminophylline, while 193 children (96.5%) did not receive ami-
nophylline during hospitalization.

All children received systemic corticosteroids during hospitalization, with a minimum duration

of 1 day, a maximum of 10 days, and an average duration of 4 days. Upon discharge, 17 children
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(8.5%) did not receive asthma maintenance therapy, while it was introduced for 183 children
(91.5%). Among them, 121 children (66.2%) received ICS, and 62 children (33.8%) received
both ICS and montelukast.

DISCUSSION
Patient characteristics

The prevalence of asthma ranges from just 1% in some countries to as high as 18%, with over
339 million people affected by this disease worldwide. This prevalence varies between genders
and across different age groups. In children, asthma is more common in boys, while in adult-
hood, women show higher prevalence and severity of the disease. Factors contributing to gender
differences in asthma prevalence and severity include sex hormones, genetics, environmental
factors, and varying responses to treatment [13].

In a study conducted by Bollinger et al., which included 222 children aged 3-to 12 years expe-
riencing acute asthma exacerbations, a higher percentage of boys (64.8%) was observed [14].
In the study conducted by Bissgaard and colleagues, where parents of children aged 1-5 years
with respiratory symptoms resembling asthma were contacted by phone, 55.8% were boys [15].
Similar data have been reported in other studies [16]. These trends are also confirmed in our
study, which showed that60.5% of children hospitalized due to asthmatic status were boys,

while 39.5% were girls.

Seasonality of hespitalization

The influence of seasonality on the frequency of asthma exacerbations is well-documented. The
highest rate of asthma worsening in children occurs during the fall, which is thought to be re-
lated to viral infections and exposure to allergens when children return to school [17,18]. A
study by Bloom et al. found that wheezing episodes were least common in August (4.1%) and
most frequent in late autumn and early winter (30.6%) [19]. In our study, the lowest number of
patients was hospitalized during the summer (12%), while the highest number was hospitalized

in the fall (32.5%), which aligns with the literature.

Symptoms and pre-hospitalization therapy

Upper respiratory symptoms often precede asthma exacerbations, highlighting the significant
role of viral infections of the upper airways in triggering exacerbations in many children [5].

Most children in our study exhibited mildly elevated CRP levels (84.5% had CRP values up to
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20 mg/L). Considering slightly elevated levels of acute phase reactants, we believe that most of
these patients had viral infections. Severe asthma exacerbation that does not improve with bron-
chodilator use is termed status asthmaticus [7]. Children exhibiting symptoms of severe exac-
erbation that do not regress within 1-2 hours despite repeated use of inhaled SABA require
hospitalization [5]. In our research, 155 children (77.5%) received SABA prior to hospitaliza-

tion, while 100 children (50%) were given systemic corticosteroids before admission.

The fact that slightly over 20% of children did not receive inhalation therapy in an outpatient
setting, which is essential for those with severe asthma exacerbations, indicates the need for
improvement in primary healthcare to ensure timely recognition and initiation of treatment for

status asthmaticus.

Previous wheezing episodes, asthma, personal and family history of atopy

Recurrent wheezing is common in preschool children, often associated with respiratory tract
infections, which occur 6-8 times a year at this age. Given this, it can be challenging to deter-
mine when wheezing is a result of a respiratory infection and when it is a symptom of asthma
in childhood. In a study involving children aged'12-59 months with recurrent moderate to se-
vere wheezing episodes, 71% had at least 4 episodes of wheezing [20]. In our study, 76% of
children had previous episodes of wheezing, and 51.7% had experienced more than 3 wheezing

episodes.

There is'no gold standard for accurately diagnosing asthma in preschool-aged children. Diag-
nosis is based on) the presence of symptoms, evidence of airflow limitation, and response to
therapy. In this age group, asthma diagnoses can sometimes be made too liberally or too con-
servatively, leading to significant issues in both cases. Additionally, routine lung function tests
are not conducted in children under 5, further complicating asthma diagnosis in this age group.
The response to therapy in preschool children is a useful clinical parameter for diagnosis and is
recommended in numerous studies [3]. Status asthmaticus is more commonly seen in children
who do not have a diagnosed asthma condition and therefore do not receive asthma therapy.
This is supported by studies conducted by Bollinger and colleagues, where only 20.1% of chil-
dren evaluated for acute exacerbations had a diagnosis of asthma, and by Bisgaard and col-
leagues, where 20% of surveyed children aged 1-5 with respiratory symptoms resembling
asthma had a confirmed asthma diagnosis [14,15]. The results of our study align with these
findings, as only 13.5% of children had a prior asthma diagnosis, and 18.5% received preven-

tive asthma therapy (primarily ICS) before hospitalization.
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Risk factors for asthma development

It is well known that risk factors for the development of asthma include a positive personal or
family history of eczema, allergic rhinitis, or nasal polyps. Epidemiological studies indicate that
15-40% of patients with allergic rhinitis also have asthma, while 76-80% of asthma patients
have allergic rhinitis [21]. In a study conducted by Bollinger and colleagues, 40.5% of children
evaluated for acute asthma exacerbations had allergic rhinitis, 57.7% had eczema, and 27.3%
had food allergies [14]. In our study, 22% of children had allergic rhinitis, 22.5% had eczema,
8.5% exhibited food allergies, and 2.5% had drug allergies. Family history of atopy was positive
in more than half of the children (56%).

Clinical characteristics on admission

Status asthmaticus can be accompanied by hypoxemia, hypercapnia, and secondary respiratory
failure. In pediatric acute asthma exacerbations, the percentage of oxyhemoglobin saturation is
one of the most significant factors influencing the decision to admit a child to the hospital or
continue treatment at home [8]. In this study, among the sample of 200 children, 123 (61.5%)

had oxyhemoglobin saturation levels of less than 95% upon admission.

Wheezing is a common clinical finding in patients with acute asthma exacerbations, resulting
from turbulent airflow through narrowed airways. Diminished breath sounds, due to limited
airflow, typically indicate severe bronchial obstruction. Wheezing is predominantly expiratory
and is usually symmetric. Asymmetric distribution suggests the presence of atelectasis, pneu-
mothorax, or foreign body obstruction in the airway [22]. In this study, as expected, wheezing

was present in all children (100%) during lung auscultation.

Atopy assessment

Asthma is a heterogeneous disease with several underlying phenotypes. Childhood asthma, un-
like adult asthma, is typically characterized by personal and family histories of atopy, along
with positive markers for type 2 allergic reactions, such as elevated total or specific IgE and
eosinophilia in the airways. This type of asthma responds well to treatment with ICS. Allergy
testing (sking prick tests, measurement of specific IgE levels) is not routinely required for the
diagnosis of asthma, but it is recommended in numerous clinical guidelines [3,23]. Most pre-
school children with asthma enter remission or show significant improvement by school age

[4]. In a study conducted by Bollinger and colleagues, which included 222 children aged 3 to
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12 years who were examined in outpatient settings for acute asthma exacerbation, 82.6% of the
children had positive results for various inhalant allergens [ 14]. In our study, we assessed atopic
status through the following diagnostics: skin prick test, total IgE, specific IgE for inhalant and
food allergens, and eosinophils in nasal secretions. This diagnostic workup was not performed
on all patients, but only on those with personal and family histories indicating asthma. Elevated
IgE levels were found in 48.7% of patients, specific IgE was positive in 18% (primarily for
inhalant allergens), while 18.5% of children had a positive prick test (mainly for food allergens).
Additionally, 15% of children had positive eosinophil levels in nasal secretions. 50% of the

tested children had at least one positive finding indicating an allergy.

Therapy

Episodes of wheezing should initially be treated with SABA, regardless of whether asthma has
been diagnosed. However, this treatment may be ineffective in children under one year of age
with bronchiolitis. Therefore, the response to the administered therapy should be evaluated be-
fore continuing it. If the response is incomplete or absent, it is necessary to reconsider the di-
agnosis and differential diagnoses [5]. The cornerstone of treatment for asthmatic status is the
administration of SABA (primarily salbutamol) at short intervals, along with systemic cortico-
steroids and oxygen therapy. In cases of poor response to the administered therapy, other ther-
apeutic options, especially inhaled or intravenous magnesium sulfate, should be considered [5].
In our study, therapy was conducted according to current protocols. All patients were treated
with systemic corticosteroids and SABA most commonly initiated for 20 minutes. Children
with severe asthma exacerbations often experience a mismatch between pulmonary ventilation
and perfusion due to airway obstruction and atelectasis, which causes hypoxemia. In such cases,
the-administration of oxygen is indicated to maintain oxygen saturation above 92% [22,5]. In a
study conducted by Donath and colleagues, which included children aged 1-5 years hospitalized
for asthma, 56.1% of the children received oxygen therapy [23]. In our study, the percentage
was slightly higher at 68%.

Earlier, aminophylline was considered the first-line treatment during asthmatic status in chil-
dren, but today intravenous magnesium is recommended instead of aminophylline due to re-
duced side effects and comparable efficacy [12]. Nebulized isotonic magnesium sulfate can be
used as an adjunctive therapy in the first hour of treatment for children aged 2 years or older
with acute severe asthma (Sa02 <92%), especially if symptoms have persisted for less than 6

hours [5]. In our study, inhaled MgSO4 was administered to 105 children (52.5%), and no child
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received intravenous MgSO4. Seven children (3.5%) with severe clinical presentations were

treated with aminophylline.

If a patient's symptoms suggest asthma, and episodes of wheezing are frequent or severe, while
other alternative diagnoses have been excluded, it is recommended to start treatment with low-
dose ICS as a trial therapy. The response to treatment should be assessed before deciding
whether to continue therapy. The goal of asthma treatment in young children is to achieve good
symptom control and maintain normal activity levels, while reducing the risk of asthma exac-
erbations, inadequate lung development, and adverse drug effects [5]. In this study, at discharge,
17 children (8.5%) did not receive asthma preventive therapy, while it was initiated in 183
children (91.5%); 121 (66.1%) received ICS, and 62 (33.8%) received both ICS and monte-
lukast.

CONCLUSION

Asthmatic status most common occurred in children during their early years, with a higher
prevalence in boys and a significant number of cases presenting as the first manifestation of
asthma. As expected, the highest incidence was noted in the autumn months. More than half of
the children had a family history of atopy and confirmed allergies. A significant percentage of
children did not receive bronchodilator inhalations and systemic corticosteroid therapy on an
outpatient basis, indicating a need for improvements in primary healthcare to ensure timely

recognition and initiation of treatment for asthmatic status.
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Figure 1. Distribution of hospitalized children by season
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Table 1. Allergy testing results

secretions

Positive | Negative | Test was not
Parameter results results performed
(%) (%) (%)
IgE values 18 20.5 61.5
Skin prick test 18.5 14 67.5
Eosinophils in nasal 15 11 74

IgE — immunoglobulin E
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