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This asthma guideline is for school staff, school principals and others in primary
schools in Ireland who want to:

1. Find out about asthma in school aged children
2. Develop a comprehensive policy for managing asthma in school

Develop a safe environment for children with asthma where they can reach
their educational potential

This school pack would not have been possible without the work and co-
operation of the following, to whom we express our sincere thanks:

Dr. Dubhfeasa Slattery — Consultant Respiratory Paediatrician,
Children’s University Hospital, Temple Street, Dublin

Frances Guiney — Asthma Society of Ireland

Dr. Pat Manning — Chairman of Medical Advisory Committee —
Asthma Society of Ireland

Medical Advisory Committee — Asthma Society of Ireland

National Asthma Campaign London

AstraZeneca Pharmaceuticals Ireland
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Why study asthma?
— the Irish experience

The Asthma Society of Ireland conducted a study of 150 primary school principals
around Ireland on the current management of asthma in primary schools.

85% of Irish schools studied have children with asthma attending
81% of schools surveyed do not have specific guidelines for asthma sufferers

A quarter of schools surveyed claim that they have had to deal at some point
with an acute asthmatic attack

Over 80% of school staff would find more information on asthma helpful in
understanding the condition

Only a third of schools surveyed said that they talk to parents of children with
asthma on an annual basis

Based on these findings, the Asthma Society of Ireland has developed the
Best Practice Asthma Management Guidelines for Primary Schools in Ireland.
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What i1s asthma?

Asthma is reversible airways obstruction. It is a common condition affecting
airways in the lungs.

Children with asthma have airways that are red and sensitive i.e. “inflamed”.
They are easily irritated when they are exposed to asthma “triggers” e.g. the
common cold.

Symptoms include cough, wheeze, shortness of breath and chest tightness. Some
or all of these symptoms may be present in any child. Asthma varies in severity.
Some children can be almost symptom free with only an occasional cough or
wheeze while others can be very symptomatic.

What does asthma feel like?
Quotes from children with asthma. “It feels like someone is standing on my
chest”, “It feels like | am being squashed”.

What are “asthma triggers”?

Asthma triggers can be anything that irritate the airways and “trigger the onset of
asthma symptoms” (cough, wheeze, shortness of breath). Common triggers
include the common cold, chest infections, house dust mite, exercise, cigarette
smoke, animal dander and stress. Each child has different triggers. Identification
and avoidance of triggers is important for each child.
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2. What happens during an
asthma attack?

During an asthma attack children may cough, wheeze, have difficulty breathing or
be short of breath. Symptoms occur because the lining of the airways of the lungs
begin to swell. Mucus is secreted and the muscles that surround the airway

shorten and tighten. These three processes all narrow the airways making it more

difficult to breathe. Reliever medications help to reverse this process.
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Asthma medications

Asthma medication is usually given by inhalers with a spacer device and can
be used at almost any age. Sometimes inhalers are used in combination
with oral medication to control symptoms. Inhalers are divided into two
main groups: Relievers and Preventers.

Reliever Inhalers

Reliever inhalers, generally blue in colour, are taken immediately when

symptoms occur during an acute exacerbation of asthma. They work quickly to
relax the muscles around the airways. This enables the airways to open wider
and it becomes easier to breathe again. Common relievers include “ventolin™
(salbutamol), “bricanyl” (terbutaline) and “atrovent” (ipratroprium-bromide).

During an exacerbation of asthma a child may need to take their reliever
inhaler up to four times a day until their symptoms have resolved. Once
their symptoms are controlled they can discontinue their reliever and return
to using it on an “as needed basis” only. Children with exercise triggered
asthma may take their reliever medication before playing sport/PE class.

Preventer Inhalers

A) Inhaled Corticosteroids Alone

Preventer inhalers are taken every day even when the child’s symptoms are
well controlled. They act to make the airways less “inflamed/sensitive” and
less reactive to asthma triggers. This means that when a child is exposed
to asthma triggers he/she is less likely to develop symptoms because the
airways are less twitchy and raw. Common names of inhaled corticosteroid
preventers include “becotide” (beclomethasone), “pulmicort” (budesonide),
and “flixotide” (fluticasone). The steroid based preventers are generally
low dose and safe when used under a doctor’s guidance. A child washes
out his/her mouth after taking them to prevent the excess being absorbed
through the lining of the mouth and the development of oral thrush (oral
candidiasis). They are usually taken in the morning and evening and
therefore should not be needed during school hours.
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Preventer Inhalers cont’d

B) Combination inhalers: steroid plus a long acting reliever
Combination inhalers incorporate both a “long acting reliever” and an
inhaled corticosteroid preventer medication. They are taken twice a day,
morning and evening. Common names of combination inhalers include
“symbicort” (budesonide and formoterol) and “seretide” (fluticasone and
salmeterol).

Types of inhalers

Different types of inhalers exist including metered dose inhalers
(MDI’s/evohaler), diskus and turbohaler devices. The choice of device
depends on the child’s age and inhaler technique. Spacer devices are
always used together with MDI’s/evohalers in children but no spacer
device is needed with the diskus or turbohaler.

Oral medication (tablets)

Some children are prescribed oral medication in addition to inhalers to
control asthma symptoms. Groups of oral preventer medications include
Leukotrine receptor antagonists eg singulair (montelukast) and

accolate (zafirlukast)
Xanthine theophylline eg slophyllin

These are generally taken outside school hours.

Oral steroids are rarely found in the school environment. They give a
much higher dose of steroid than inhaled corticosteroids. During an
exacerbation, the doctor may prescribe a 5-day (or longer) course of oral
steroids to control severe symptoms.

Spacer devices

Spacer devices make metered dose inhalers easier to use and more
effective. They enable more of the medication to reach the site of action in
the lung. Because of the coordination required, children under ten to
twelve years often cannot use the MDI/evohaler properly without spacer
devices. Spacer devices will often be found at the school.




Nebulisers

Normally children do not need to use nebulisers at school because the
majority of asthmatics have good symptom control using inhalers and
spacer devices, plus or minus oral preventor medication.

Examples of Asthma inhalers and spacer device:

m

Turbohaler Diskus MDI/evohaler




3. What to do if a child has an
asthma attack

“The Five Minute Rule”

1. Ensure the reliever inhaler is taken immediately.
This is usually blue and opens up narrowed air passages.

2. Sit the child up and loosen tight clothing.
3. Stay calm. Attacks may be frightening and it is important to stay calm.

4. If noimmediate improvement during an attack, continue to take the
reliever inhaler every minute for five minutes or until symptoms improve:
two puffs if MDI/evohaler or one puff if turbohaler.

5. If symptoms do not improve in five minutes, or if you are in doubt, call
999 or a doctor urgently. Continue to give reliever inhaler until help
arrives or symptoms improve.




