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Abstract:

One of the most prevalent ilinesses that affect women who are fertile is asthma. Data on
asthma-complicated pregnancies are mounting, and they show that asthma is not a benign
illness in terms of obstetric outcomes and foetal health. Numerous extensive investigations
on the effects of pregnancy in women with complex asthma. We carried up an observational
cross-sectional study to see how pregnant asthmatic patients were treated and the
outcomes. Our results showed that nearly one quarter of the pregnant women in our
research had uncontrolled asthma. According to these findings, moms in the lowest level
may be more likely to have an asthmatic pregnancy. Before their initial appointment, 8.8%
of patients experienced moderate to severe asthma exacerbations. Vaginal birth is now
more feasible even in cases of asthma and more than half of the patients using short acting
beta 2 agonists in our study. Sufficient control of asthma during pregnancy presents a

fulfilling chance to improve mother and child health.
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Introduction:

Asthma management is known to be significantly
complicated by pregnancy since it can change how
severe an asthma attack gets and how it is treated,
both of which can have an impact on the quality of
the pregnancy. [1] Numerous unfavourable
perinatal outcomes, such as an increased risk of low
birth weight, preterm birth, and newborn
hospitalisations, are linked to maternal asthma. [1,2]
As a result, even though a large body of research
indicates that asthma during pregnancy represents a
frequent and growing threat to the health of
expectant mothers and their offspring, more
trustworthy studies are still needed in this area.
Asthma typically produces systemic inflammatory
chemicals, which are linked to adverse pregnancy
outcomes,  particularly  preterm  birth  or
preeclampsia. [9] Asthma impacts between 2% and
13% of pregnancies globally. [12,13] Between 5%
and 8% of pregnant women in the US suffer with
asthma, and the condition is becoming more
common. [10,11] Based on published research, it is
estimated that 3—14% of pregnancies are affected by
asthma, and asthma medications are frequently
taken throughout pregnancy. Pregnancy also brings
about a number of physiological and mechanical
changes that may alleviate or exacerbate asthma
symptoms, including exacerbations. [6] About one-
third of women reported an improvement in their
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asthma symptoms during pregnancy, one-third
reported a worsening of their symptoms, and one-
third reported no change in symptoms, according to
a systematic review and meta-analysis of 14 studies
published before 1990 that assessed the course of
asthma during pregnancy. [7] Additionally, studies
have demonstrated that within three months of
giving birth, changes in the severity of asthma that
occur during pregnancy frequently return to pre-
pregnancy levels. [8] Current recommendations
advise treating asthma during pregnancy in the same
way that an adult without a pregnancy would,
including how asthma medicine is taken. Guidelines
and knowledge of the serious consequences of
asthma during pregnancy have not improved the
management of the condition or decreased the
perinatal morbidity and death that it is associated
with. [3] The way asthma is now managed seems to
be more reactive than proactive. The fact that only
15% of the pregnant asthmatic women in our prior
prospective study had an asthma action plan serves
as evidence for this. [3] There is evidence that the
way pregnant women with asthma are now treated
may be greatly improved, and evidence-based
methods for enhancing clinical practice are urgently
needed. [4] Cochrane studies have shown that in
non-pregnant individuals, giving asthma self-
management instruction as opposed to asthma
exacerbations are decreased by standard care [5],
and nurse-led asthma care is at least as effective as



physician-led therapy economical [5] Exhaled
fraction of nitric oxide (FeNO), a measure of
inflammation, may be used to regulate asthma,
according to recent experiments conducted in
pregnant women with asthma. Active management
can greatly improve maternal asthma, as evidenced
by the substantial decrease in the prevalence of
women experiencing an exacerbation that was
linked to this intervention during pregnancy [2]. In
order to observe the care of asthmatic patients
during pregnancy and its results, we conducted an
observational cross-sectional study.

Materials and methods:

This observational cross-sectional study was carried
out among pregnant asthmatic women in Saveetha
medical college and hospital . Eighty asthmatic
women with a physician's diagnosis were selected at
random. We evaluated the impact of maternal
asthma in perinatal outcome. We gathered
demographic information about the mother, such as
her height, weight, and her obstetric and medical
histories, using a standard data collecting method.
Each woman's socioeconomic position at the time
of delivery was ascertained using her residential
postcode. The Asthma Control Questionnaire
(ACQ) was used to evaluate asthma control. The

Results:
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ACQ is a validated 7-item questionnaire that
assesses lung function and asthma symptoms;
scores greater than 1.5 indicate uncontrolled
asthma. An Easy One spirometer was used to assess
the forced vital capacity (FVC) and forced
expiratory volume at 1 second (FEV1) both before
and after salbutamol was administered. Using the
Gore et al. formulae, the expected FEV1% was
determined based on the patient's age and height.
Data on perinatal outcomes, such as baby sex,
gestational age, birthweight, length, head
circumference, delivery technique, and Apgar
scores, were gathered at delivery from the medical
records. The last menstrual period date was used to
calculate gestational age, which was then verified
by ultrasound at 18 weeks. Small for gestational age
(SGA) was defined as birthweight <10 percentile
for gestational age, whereas preterm birth was
classified as <37 weeks gestation.

Statistical analysis:

The statistical package for the social sciences
(SPSS) programme version was used to analyse all
of the data. With respect to the baseline attributes,
the categorical data were displayed as percentage,
while the continuous data were shown as mean + SD
or median, depending on the situation.

Table 1: Maternal demographics and asthma history

Antenatal asthma management
(N=80)

Demographics

Maternal age 25.8 £4.8

BMI (kg/m2) 26.9+6.1

Socioeconomic status

Lowest 58 (72.5%)
Middle 10 (12.5%)
Highest 12 (15%)
Asthma history

Baseline ACQ6 Score 0.71+ 0.64

Baseline Asthma Control (ACQ6> 1.

3)

ACQ<L.5

51(82.2%)

ACQ> 1.5

11 (17.8)

Moderate/severe exacerbation prior

to first visit

No

73 (91.2%)

Yes

7 (8.8%)
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Spirometry

FEV1 (L) 3.2+0.34
FEV1Perc/predicted 0.90+0.8
FVC (L) 3.4+0.44
FEV1/FVC Ratio 0.73+0.04

Table 2: Impact of antenatal asthma management and perinatal outcomes

Antenatal Asthma
Management (N=80)

Asthma related outcomes

Moderate/severe exacerbation, n (%)

No 68 (85%)

Yes 12 (15%)

Loss of control, n (%)

No 54 (67.5%)

Yes 26 (32.5%)

Persistent uncontrolled asthma (ACQ6 >1.5 on > 2 study visit), n (%)

No 69 (86.3%)

Yes 11 (13.7%)

Perinatal outcomes

Gestational age (days) 272+14

Birthweight centile 50.2 £28

Infant sex, n (%)

Male 41 (51.25%)

Female 39 (48.75%)
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Birth weight (g) 3380+546
Delivery method, n (%)

Vaginal 52 (65%)
Elective LSCS 12 (15%)
Emergency LSCS 16 (20%)
Birth length (cm), mean (SD) 48.8+2.4
Head circumference (cm), mean 33.9£1.5
(SD)

Preterm birth 5 (6.25%)
Small for gestational age 8 (10%)

Figure 1: Medication used in asthmatic pregnant women
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In our study, eighty asthmatic individuals enrolled up.
Our study's mean mother age is 25.8 +4.8 years old.
The patients' mean BMI is 26.9+6.1. The majority of
pregnant women are found to be healthy weight.
Mothers' socioeconomic position shows that 72.5% of
them are in the lowest status category. Of the moms,
15% belong to the highest-level category, while 12.5%
fall into the intermediate class category. According to

these findings, moms in the lowest level may be more
likely to have an asthmatic pregnancy. Baseline
asthma control ACQ> 1.5were 17.8%. This finding
showed that nearly one quarter of the pregnant women
in our research had uncontrolled asthma. Before their
initial appointment, 8.8% of patients experienced
moderate to severe asthma exacerbations. FEV1 (L),
FEV1Perc/predicted, FVC (L), and FEV1/FVC Ratio
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have mean values of 3.2+0.34, 0.90+0.8, 3.4+0.44, and
0.73+0.04, respectively. For asthma in pregnancy,
32.5% of the patients experienced a loss of control.
13.7% of the patients had uncontrollably unrelenting
asthma. The majority of the patients in our research had
typical vaginal births. This demonstrated that vaginal
birth is now more feasible even in cases of asthma.
20% of moms had emergency LSCS, while 15% had
elective LSCS. Twenty-five of our patients
experienced a delivery-related problem, requiring
emergency LSCS. Equal distribution in gender among
foetus. The mean value of birth length (cm) is 48.8+2.4
and head circumference 33.9+1.5. 6.25% babies had
pre-term birth. 10% of mothers have small gestational
age. In our study, short-acting beta-2 agonists were
used by over half of the patients, while long-acting beta
2 agonists and inhaled corticosteroids were used by the
remaining patients.

Discussion:

This study has revealed that while asthma is not
linked to poor pregnancy outcomes, individuals
with active disease may have a modest increased
risk of premature birth. Pregnancy results for
women who have asthma are better than previously
believed. In fact, if the active cases are removed
from the analysis, the success rates are excellent.
Asthma is a respiratory illness characterised by
inflammation that can produce many inflammatory
factors that may impact placental function and
development. This could potentially raise the risk of
adverse obstetric outcomes, such as preterm birth,
foetal growth restriction, and pre-eclampsia. [14,15]
Although it is unknown how asthma can lead to low
birth weight or premature birth, it is likely linked to
inflammatory markers, which are known to trigger
labour in asthmatic individuals. [9] In a different
study by Chaiprom et al., the mean gestational age
was substantially lower and the rate of preterm
delivery in cases of active asthma tended to increase
but did not achieve statistical significance. [9]
Gestational age is normal in our study. The majority
of earlier research revealed that pregnancies
involving asthma had a higher caesarean rate.
However, given the greater risks of poor obstetric
outcomes, it is reasonable to anticipate a higher
caesarean rate. As is evident in routine clinical
practice, difficult pregnancies have a comparatively
high caesarean rate. [16] Our research did not,
however, show that the rate of caesarean sections
rose with asthma cases. According to Wang et al.,
people with severe asthma had a higher probability
of requiring a caesarean section than those with mild
asthma. [16] After 14 to 16 weeks of gestation,
healthy pregnant women have no change in FEV1
and a very slight increase in FVC (about a tenth of
a litre), with no discernible change in the
FEV1/FVC ratio for the course of the pregnancy.
Therefore, any decrease in these spirometric
measures should raise concerns in pregnant
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asthmatic women. [17] Kircher et al. discovered that
36% of asthma patients had worse day-to-day
disease control during pregnancy. Pregnant people
are more likely to experience asthma exacerbations,
especially if they have a history of severe asthma.
[18] Congenital abnormality was not linked to
bronchodilator or inhaled corticosteroid (ICS) use,
exacerbations, or any of them.[19] Another meta-
analysis of research from 1975 to 2012 discovered
a link between moderate-to-severe asthma and a
higher proportion of small-for-gestational-age
newborns, as well as a link between maternal oral
corticosteroid use and low birth weight and preterm
delivery. [20] In one survey, moms with asthma
were predicted to take 5% of short-acting beta-
agonists (SABAs), 12% of ICS, and 42% of oral
corticosteroids. [21] Increasing asthma
management can lower the chance of pregnant
women experiencing asthma flare-ups.
Conclusion:
Improving asthma control during pregnancy
requires the use of portable and transferable
asthma management techniques across
healthcare settings. Sufficient control of
asthma during pregnancy presents a
fulfilling chance to improve mother and
child health. Therefore, for all women with
asthma who are of reproductive age,
complete education, modifying
environmental triggers, and titrating asthma
medication should ideally commence before
to conception. Increasing asthma symptoms
should be  aggressively  minimised
throughout pregnancy through medication
up-titration, as opposed to running the risk of
inadequate asthma management and asthma
exacerbations.
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