
Introduction

The UK Government has identified school as a key
setting for reducing health inequalities (Department
of Health (DH), 1999) but there has been little
investment in school health nursing to support sys-
tematic health improvement in all schools (Cotton
et al., 2000). The potential for school-based
approaches to reduce inequality of access to asthma
care has not been fully realized, as shown by a num-
ber of indicators in a report by the National Asthma

Campaign (NAC) (NAC, 1999). This included sur-
vey data from 4150 ‘Junior Asthma Club’ members
which showed that 50% experienced disturbed
sleep on a monthly basis, over 30% missed more
that a week of school per year; 37% missed some
sports lessons because of asthma. The report also
showed a lack of commitment by 68% of Local
Education Authorities (LEAs) to provide asthma
training for teachers (NAC, 1999).

Certain groups of asthmatic children, such as
those from inner city areas,especially those in ethnic
minority groups, have been found to be more likely
to be under-diagnosed and under-treated (Duran-
Tauleria et al., 1996). Regular review of asthmatic
patients has long been recommended and is 
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describes a survey designed to elicit the views of asthmatic children in two contrasting
general practitioner (GP) practice populations regarding their asthma care, including
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practices during August 2002. The population in Practice 1 (P1) was mainly white, sub-
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did not have a regular asthma clinic. Children from P1 had a higher response rate, 69
of 124 (55%) (compared with 21 of 107, 21% in P2), they also reported lower symptom
levels and less use of hospital services, particularly paediatric outpatient clinics.
Nurses were perceived as the main source of information and support in P1 (68%), fol-
lowed by doctors (43%). In P2 this was reversed, nurses being identified by 33%, doc-
tors by 62%. If an asthma problem occurred at school, the vast majority said that they
would ask a teacher for help, but they also said that school staff needed more informa-
tion to help pupils with asthma. These results mirror what is already known from large
survey data regarding inequality of access to asthma services. In view of the national
shortage of GPs it would seem prudent for Primary Care Organizations to increase
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reinforced in National Asthma Guidelines (British
Thoracic Society,Scottish Intercollegiate Guidelines
Network, 2003). However, it has been known for
many years that asthma clinic attendance is very
variable (NAC, 2001). In a review paper on target-
ing asthma services in the UK, it was concluded
that conventional patient education services are
not easily accessible for those most needy (Watson
and Lewis, 1996).

In line with Government policy of encouraging
health staff to take account of patients’ views (DH,
2000), the initial aim of this study was to carry out a
survey of school-aged asthmatic children in the
practice in which the author worked as a practice
nurse. It was anticipated that this would give insight
into the patients’ perceptions of a patient friendly
and accessible asthma service.

The trigger for the decision to carry out a survey
was an experience in April 2001 in which a sporting
event for local asthmatic children failed to attract
any participants. The event, at which the practice
nurse’s contribution was to have an information
stand, had been organized as part of a wider Local
Authority-led Asthma Project directed at provid-
ing allergen reduction measures in the home. This
experience raised a question: If asthmatic children
did not want a fun event at a sports centre, what
would they like (if anything) to help them with their
asthma?

Method

Agreement was reached with the practice team to
carry out a survey, and three asthmatic patients
(aged 11, 11, and 7 years) and their mothers were
recruited opportunistically. The three children,
assisted by their mothers and the practice nurse, suc-
cessfully applied for a Local Authority Children’s
Rights grant to develop and carry out the survey.
Based upon the evidence of particular groups of
children failing to access good asthma care (Duran-
Tauleria et al., 1996; Watson and Lewis, 1996)
another practice with a contrasting population was
approached, and was willing to participate (separ-
ately funded). Approval from the local Ethics
Committee was not required as at the time of the
study this was considered to be a practice audit.
Patient participation was voluntary, and no individ-
ual patients would be identifiable in the results.The
study was planned during 2001–2002 at which time

audits and ‘consumer-view’ surveys did not neces-
sarily require approval from Ethics Committees.
Since that time the criteria for Research Govern-
ance has become more stringent regarding the need
for ethical approval.

A structured questionnaire was developed,
which covered four aspects: symptoms (using a val-
idated Morbidity Index, Jones et al., 1999); use of
health services; sources of information and support;
asthma at school.The children’s contribution to the
questionnaire design was to include their experi-
ence of how asthma can affect daily lives, and to
make the format appealing to primary and second-
ary age groups using different artwork. The final
version was agreed after piloting with four asth-
matic children (not from the survey practices), and
comments from practice staff.

At the practice in which the author worked (to
be called P1) the population was mainly white, sub-
urban and included some socially deprived areas.A
regular asthma clinic service had been run for over
seven years and most patients (of all ages including
adults) were reviewed by the practice nurse once a
year. The contrasting practice (P2), is within the
same Primary Care Trust (PCT) area, situated
close to the town centre and had a very high pro-
portion of Asian patients.Their practice nurse, who
had recently completed the Diploma in Asthma
Care course, was keen to find ways of targeting
asthma patients, as previous attempts to run an
asthma clinic were met with poor attendance.
Questionnaires were posted in August 2002 to all
children with asthma, aged between 4 and 17 years
(125 from P1, 107 from P2).

Results

Questionnaires were returned by 69 (55%) children
from P1, of which 32 (46%) were girls and 37 (53%)
were boys. The response rate from P2 was much
lower, at 21 (21%), of which 5 (24%) were girls and
16 (76%) were boys. Results of the four aspects
covered in the questionnaire are given below,
although there is some overlap between them.

Symptoms
The Morbidity Index results showed markedly

lower symptom levels in P1, but school absence
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levels were similar in both groups, as shown in
Table 1.

Use of hospital care and GP home visits
Use of hospital services during the past year was

much lower in P1 patients as shown in Table 2.
Home visits by the GP in the past year was similar
in both practices.

Perceived sources of asthma information
In response to the question ‘Do you think you

understand enough about asthma?’ 61% in P1 said
they knew ‘a lot’, or ‘some’, slightly more than in
P2 (48%). When asked ‘What things have helped
you to learn more about your asthma?’ various
sources were ticked, with parents and family being
important to both groups as shown in Table 3.

Perceived health professional sources of informa-
tion differed, with P1 patients stating nurses to be
the main source, whereas in P2 it was doctors.

Peak flow meters were available to most chil-
dren in P1 (78%) and all but one was able to write
down their best peak flow reading. In contrast, just
three children (14%) in P2 had a peak flow meter.

Asthma at school
Around one-third (33%) in P1, and slightly more

(43%) in P2 felt that asthma made them some-
times miss out on activities at school. If an asthma
problem occurred at school the vast majority
would ask a teacher for help, with various others
being identified as shown in Table 4. School nurses
were mentioned as a source of support by a high
proportion, but around two-thirds (62% of P1, 67%
of P2) did not know when she was available to
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Table 1 Morbidity Index results

Indicator of asthma control P1 patients, n � 69 (%) P2 patients, n � 21 (%)

Being in a wheezy or asthmatic condition at 17 (25) 15 (71)
least once a week (in the past four weeks)
Wheezing during the night (in the past four weeks) 17 (25) 11 (52)
School absence due to asthma (in the past four weeks) 12 (20) 5 (24)

Table 2 Use of hospital services and home visits in the past year

Use of services P1 patients, n � 69 (%) P2 patients, n � 21 (%)

Use of A&E in the past year 11 (16) 5 (24)
Hospital admission in the past year 4 (6) 5 (24)
Paediatric outpatient clinic in the past year 7 (10) 6 (28)
Home visit by GP in past year 7 (10) 2 (9)

Table 3 Perceived sources of asthma information

Source P1 patients, n � 69 (%) P2 patients, n � 21 (%)

Discussing with parents or family members 51 (74) 11 (52)
Discussing with nurses 47 (68) 7 (33)
Discussing with doctors 30 (43) 13 (62)
Leaflets on asthma and/or inhalers 29 (42) 6 (29)
From school nurses 13 (19) 3 (14)
From teachers 4 (6) 0 (0)
Using the Internet 3 (4) 1 (5)
From videos 4 (6) 2 (10)
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them. Few could correctly name their school nurse
(22% from P1, 9% from P2) and some participants
inadvertently named other members staff (such as
secretary, lunchtime supervisor, form tutor) as a
school nurse.

Around half (45% in P1, 57% in P2) felt that staff
at school knew enough to help a child with asthma
problems. But a high proportion (75% in P1, 90% in
P2) also said that school staff needed more infor-
mation to help pupils with asthma. The majority
(51% in P1, 67% in P2) would like an asthma nurse
to visit their school for review and information, but
a few said that they would not (17% in P1, 10% in
P2). Children attended a wide variety of schools
(including state and independent sector), 25 in all
from P1 (eight secondary schools, two sixth form, 14
primary and one 3–18 years) and 13 from P2 (six
secondary, two sixth form, five primary).

Discussion

Methodical issues
A pragmatic approach was taken to eliciting the

views of asthmatic children in two contrasting GP
populations. The response rate differed markedly
between the practices and it is a limitation of the
study that nonrespondents were not followed up
due to lack of resources. However, the difference in
response rate is relevant. One of the reasons for this
difference may be that children in P1 were motiv-
ated to respond as they were used to being involved
in managing their asthma through the system of
regular review. It is suggested that they anticipated
that their views were of interest and would be taken
seriously. The low response rate in P2 was unsur-
prising as it is frequently acknowledged by practice
nurses that patient attendance for various clinic
appointments is generally poor in ethnic minority
communities.

Consumer view
The results consist of a ‘consumer view’,as encour-

aged by Government policies (DH, 2000). The
aspects covered by the questionnaire were informed
from the start by the views of three volunteer asth-
matic patients regarding areas which they felt to be
relevant. The exception to this was the Morbidity
Index questions, which had been validated for rou-
tine use in routine general practice in a previous
study by Jones et al. (1999).

Respondents have reflected what is already
known from national survey data regarding symp-
tom levels. That is, patients in P2 whose care was
opportunistic rather than planned had symptom lev-
els similar to those reported nationally (NAC, 1999).
In contrast, patients in P1 who had access to a regu-
lar and reliable asthma clinic had lower symptom
levels. They also reported far less use of hospital
services (particularly paediatric outpatients).

Perceived sources of information and support
Parents and family members were identified by

children from both practices as important sources
of information and support.This was an anticipated
finding, consistent with the results of large annual
surveys of health-related behaviour (Balding,
2001). However, differences were perceived regard-
ing contact with nurses and GPs, in that nurses were
viewed as the main source of information and sup-
port in P1. In contrast, the respondents in P2 saw
the GP being the main contact for asthma, a finding
which is consistent with a national audit of asthma
(NAC, 2001). In the face of current GP shortages in
the NHS it is unlikely that GPs can give adequate
time to meet the educational needs of asthmatic
patients.The new General Medical Services (nGMS)
contract, with its payment for quality aspects of
management of long-term conditions, should help
to stimulate investment in asthma training for
nurses to increase their input into asthma clinic
work. This, together with fulfilling the organiza-
tional requirements of the nGMS contract (i.e.,
compiling and maintaining a register, and organiz-
ing annual reviews of asthmatic patients) should
improve access to good quality asthma care.

The school nurse was mentioned by some chil-
dren as another source of information and support.
There is potential for school nurses to work more
closely with GP practices, for example by carrying
out asthma reviews in school for those children
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Table 4 Perceived sources of asthma support at school

P1 patients, P2 patients, 
Source n � 69 (%) n � 21 (%)

Teachers 54 (78) 19 (90)
School nurses 43 (62) 17 (81)
Friends 38 (55) 10 (48)
Dinner ladies 33 (48) 9 (43)
Secretaries 30 (43) 8 (38)
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who fail to attend their practice appointment.
Alternatively, if not adequately trained themselves
they could facilitate access into school by a
diploma-trained practice nurse. This kind of inter-
vention could be viewed as an example of a flexible
and well-targeted approach which would fit in with
the patients’ pathway of care, as recommended by
Chapman et al. (2004) in their systematic review of
recent innovations to improve access to primary
care. Most GPs know little of what school nurses
do but a survey of 148 GPs has indicated that they
would welcome closer working (Richardson-Todd,
2002). Some examples of how school nurses could
work with GP practices are given elsewhere
(Gleeson, 2004).

Asthma at school
Approximately one-third of children felt that their

asthma made them sometimes miss out on activities
at school, a similar proportion to that reported
nationally (NAC, 1999). Although teachers were
identified as the main source of help for children if
they had asthma problems at school, respondents
also felt that teachers needed more information.The
LEA had, in the past, organized an annual training
day for teachers on asthma, diabetes and epilepsy,
but this had not been run for over six years (per-
sonal communication with School Effectiveness
Service).This is not unusual, as the NAC (1999) has
reported a lack of commitment by over two-thirds
of LEAs to train school staff. Failure of the well-
intentioned LEA Asthma Project (which was the
stimulus for this survey) to reach its intended audi-
ence is not an uncommon occurrence nationally.
This is apparent from numerous anecdotal accounts,
and also from a report on 84 (of 99) English Health
Improvement Programmes which showed that
many projects lacked targets or outcomes (NSPCC
et al., 2001).

The findings indicated that a variety of school
staff, such as dinner ladies and secretaries, were
also seen as sources of asthma support. This has
training implications.The NAC recognizes the need
for training to be inclusive of all school staff (NAC,
1999) and recommends that LEAs work with
Primary Care Organizations to ensure that appro-
priate training is delivered.

The National Healthy Schools Standard (NHSS),
with its emphasis on ‘whole school approaches’,
provides a vehicle for such training in partnership

with the wider primary health care team (Depart-
ment for Education and Skills (DfES), 1999). The
NHSS is a joint DfES/DH programme which is part
of the Government’s strategy to reduce inequali-
ties in health and education. Although no funding
is attached to achievement of the NHSS Award, the
Government is encouraging schools to sign up and
currently it is reported that over 10 000 schools are
involved (DfES, 2004). Examples of how the NHSS
could be developed to increase children’s empower-
ment to cope with long-term conditions such as
asthma are discussed elsewhere (Gleeson, 2004).

The recently published National Service
Framework (NSF) for children (DH, 2004a) has
used asthma to illustrate how NSF standards can
be achieved. The Asthma Exemplar (DH, 2004b)
describes how partnership working between edu-
cation, NHS, social services and the voluntary sec-
tor, can achieve standards set out in the NSF.A role
for school nurses is featured throughout the docu-
ment (DH, 2004b). However, it is known that only
around 10% of children have access to a school
nurse (Gleeson et al., 2002), so if the NSF stand-
ards are to be achieved there will need to be a sub-
stantial increase in investment in nursing workforce,
training and organizational support.

Reducing health inequalities
Both study practices were similarly resourced in

terms of having a nurse with Diploma in Asthma
Care training, but previous efforts to run an asthma
clinic in P2 had been abandoned due to low attend-
ance. Reasons for the failure of particular commu-
nities to access services appropriately are complex
and wide ranging, as discussed in the review of
access mentioned earlier (Chapman et al., 2004).
The authors concluded that interventions aimed at
improving access for deprived groups should be
based upon locally defined needs and evaluated
within the context of the whole care pathway. It has
also been argued (Abbott, 2003) that the strategies
in the NHS Plan are directed more towards improv-
ing absolute access (quicker GP appointments,
NHS Direct, walk-in centres) rather than relative
access (for deprived groups in particular). School
nurses have been identified as key professionals in
contributing to reducing health inequalities (DH,
1999). Ensuring that all school children receive the
health care they need is one example of narrowing
the inequalities gap.
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Very few children in this survey had used the
Internet as a resource for asthma information. It is
suggested that there is untapped potential for prac-
tice nurses, school nurses (also perhaps teachers
and school librarians) to facilitate children’s access
to websites of patient support organizations for
long-term conditions such as asthma, diabetes and
epilepsy.

Conclusions

Children perceive not only their GP practice as the
place for asthma support, but also their families,
various school staff and school nurses. In view of
this, perhaps a broader approach is needed in which
nurses provide a flexible service for asthma man-
agement. This could include carrying out asthma
reviews in school for those children who have, for
whatever reason, not had their asthma monitored
at their GP practice. The review could be docu-
mented on a paper version of the practice Asthma
Template, and entered later at a convenient time
into the child’s medical record.

In areas, such as the P2 practice, where attend-
ance for clinics is poor, there are a number of
‘whole-practice’ approaches which could improve
patients’ attendance. These include: having clinic
times which suit children (such as after school and
during holidays); offering sequential or joint
appointments for siblings and parents; use of mes-
sage systems on the practice computer so that
receptionists can prompt patients to book in for an
asthma checkup when they attend for other things
(repeat prescriptions, immunizations).

The seamless functioning of asthma care is a
challenge which has not been fully met regarding
transfer of information between primary and sec-
ondary care (Johnson et al., 1998; Royal College of
Physicians, 1999). Improvements could be made
by adopting ‘whole-practice’ approaches such as:
use of a personalized written asthma action plan to
help patients understanding of how to manage their
condition (in spite of asthma action plans being long
recommended, implementation is minimal, NAC,
2001); routinely informing the practice nurse of any
patients who have had hospital admission or acci-
dent and emergency (A&E) attendance; accurate
READ coding so that staff can easily see which
patients need review; GPs referring patients to the
asthma clinic within a month or so following an

exacerbation; recording the child’s current school on
their medical record – this could be useful for organ-
izing a school-based session for reviews if several
are found to be at the same school.

Asthma is just one example of a long-term condi-
tion in which empowerment of the young person is
key to successful management. It has been recom-
mended that a proactive approach be taken to help
young people become more familiar with local
health services in order to increase their confidence
in using them (Donovan et al., 1997; Balding, 2001).
This confidence could influence the child’s future
use of other GP services, such as immunization or
sexual health, and could be of particular benefit in
areas of social deprivation.

Areas for future research
Service delivery and organization is an area in

which more research is needed to clarify the relative
success of different models of provision for the
school age population. Whatever model is tested it 
is essential that outcomes are measured across the
whole care pathway, including costs of patient edu-
cation, medication and use of hospital services.
Examples which could be tested include:use of facil-
itated access for pupils with long-term conditions to
websites of appropriate patient support organiza-
tions (within school libraries); effectiveness of dif-
ferent facititators to such websites (school nurses,
teachers, librarians, practice nurses); carrying out
routine asthma reviews in school setting for those
children who fail to attend GP practice review.
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