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INTRODUCTION

Five key lessons for school-based asthma programs
emerge from the research and case study findings re-
ported in this special issue and from previous literature
and the editors’ experiences. Following a discussion of
these 5 key lessons, we present our vision for the next
generation of school-based programs.

LESSON 1: ESTABLISH STRONG LINKS
TO ASTHMA CARE CLINICIANS

A key component that is missing in many school-based
asthma programs is effectively ensuring appropriate and
ongoing medical care. Self-management education has
been shown to improve self-management skills and self-
efficacy,’ but it cannot substantially reduce morbidity with-
out appropriate medical care and pharmacotherapy.
Although evaluations include a wide range of study de-
signs, the collective experience indicates that programs that
either provide asthma care directly or ensure adequate links
between the school and the student’s asthma care clinician
have successfully reduced asthma morbidity.** School-
based asthma management that is coordinated with the stu-
dents’ medical care includes obtaining asthma action plans
and schoal medication forms and ensuring access to quick-
relief bronchodilator medication throughout the school day.

However, ensuring appropriate medical care has been
difficult for many school-based asthma programs, particu-
larly in low-income areas. Even when care is available, it
is often not used. Difficulties arise due to lack of clini-
cians, lack of family involvement, lack of family percep-
tion that asthma can seriously impact their child’s school
activities, lack of family perception that their child’s
asthma can be better controlled, transportation issues, and
the cost and availability of medications or health care.?!-?*
Furthermore, significant school resources, including school
nursing time, may be needed to get appropriate forms and
quick-relief medications to the school and to encourage
coordination among the schaool, the family, and the family’s
health care clinician.

Strategies that accomplish links with medical care
include close links between school nurses and community
asthma care clinicians>***!7 or hospitals®*'"* or a school-
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based asthma specialist,™'® school-based health center,'® or
mobile asthma care clinic.>'''? Other strategies have also
improved the medical care of children with asthma at
school. For example, providing stock quick-relief medica-
tions and/or standing orders for administration improved
students’ access to those medications while at school >#!°
School nurses can also improve medical care by providing
case management for students with significant asthma mor-
bidity. This may include meeting with or calling parents
and clinicians, providing individual health counseling to
students, and ensuring that all proper medications and
forms are at the school 246#19.25.26

It is important that the medical care be provided with
continual communication between asthma care clinicians,
parents, and school staff. School nurses are an integral
part of this system; however, they are currently not present
in every school, and their absence may limit communica-
tion with asthma care clinicians and parents. Many schools
have significant information about asthma episodes in
school health records, and clinicians can provide more
appropriate care when this information is communicated
to them. All schools, including those without full-time
schiool nurses, need to develop a system for clear commu-
nication about asthma episodes at school that includes the
student, parents, school nurse, and asthma care clinician.

LESSON 2: TARGET STUDENTS WHO ARE THE

MOST AFFECTED BY ASTHMA AT SCHOOL

Much work has focused on identifying young people
with asthma. Many continue to refer to this procedure as
“screening” for asthma, but screening refers to identifying
people with disease who are in a preclinical (asymptom-
atic) state. Screening for asthma is not possible since
there is no method of diagnosing the condition in people
who do not have symptoms.?” The term case detection more
appropriately describes most school-based survey programs
in that it refers to identifying people who are experiencing
symptoms. However, population-based case-detection pro-
grams (what some call “school-wide screening”) have not
been shown to improve health outcomes; efforts to accu-
rately detect students with asthma or probable/undiagnosed
asthma are time and resource consuming, yield questionable
results, and do not detect many more students with signifi-
cant morbidity than simple case identification systems.”s*
Schools should be more concerned with poorly controlled
asthma than underdiagnosis.**-*2 Given that school resour-
ces are lypically limited, current efforts should seek to
identify and intervene with students who are experiencing
significant morbidity.*** These students can be identified
by a school nurse or other school personnel based on the
number of health room visits, school absences, 911 calls,
times sent home because of asthma, or discussions with
teachers. If needed in a community, anonymous survey
prevalence counts can be obtained as part of other school
or adolescent surveys.**¥? These surveys are particularly

340 e« Journal of School Health ¢ August 2006, Vol. 76, No.6 = © 2006, American School Health Association



useful if they are part of a larger school district or state
health department asthma surveillance program.

LESSON 3: CHOOSE THE RIGHT MIX
OF RESOURCES

Program success is strongly linked to having the right
people—both to support the program and to staff it It is
important to get administrative buy-in and then build
a team of enthusiastic people to support the program. 5?5
Rescarchers and people from community organizations
should involve school administrators and staff in the plan-
ning process. Identifying an “asthma champion” within the
school is frequently cited as a key to success.™ In addition,
involving school personmnel in the planning process is essen-
tial for program buy-in and success. Assessing both student
and staff perceptions and concerns about asthma at school
enables programs to address them.**2!#?

Once school needs are assessed and buy-in is obtained,
it is important to note that successtul school-based asthma
programs use evidence-based materials.*® Many asthma pro-
gram resources already exist (see Resources for Addressing
Asthma in Schools); developing new materials is usually
unnecessary, However, if it is essential that a new curricu-
lum or other material be developed to meet a specific need,
proper evaluation must be performed before widespread
implementation.

Appropriate staffing is important for achieving and
maintaining a successful school asthma program. School
nurses are often critical to program success,' 7920232684144
Full-time school nurses can actively support students with
asthma and help them improve their asthma management.
They may provide quality care for asthma episodes, obtain
and use more asthma action plans, provide asthma educa-
tton for students with asthma, and improve asthma aware-
ness for all students and staff.”***'* When the ratio of
students to school nurses is low and when school nurses
receive appropriate training and support, they can provide
intensive case management for students whose asthma is
poorly controlled.>* In many areas, however, school nurses
are not available. In these situations, it is essential to iden-
tify some mechanism for providing the services that school
nurses are uniquely qualified to provide,

Parents are an important link between school health staff
and the student’s asthma care clinician. Parent support is
often a missing element of school asthma programs. Chal-
lenges in getting parents involved include the inability to
contact parents, poor understanding of good asthma con-
trol, lack of parent compliance with school policies, and
even parental refusal to pick up their child during an asthma
episode.?24* Having a nebulizer and medication available
at school can be an incentive for parents and school nurses
to get a signed order for treatment at school, especially if
the school’s policy is to send students having an asthma
episode home if a medication order is not available.®

Lack of accurate parental assessment of the child’s asthma
severity or the impact it is having on the child’s participation
at school may be a major, yet often unrecognized, obstacle to
family involvement. Parents often report significant levels
of symptoms but consider their children’s asthma well
controlled or report fewer symptoms than their childrea
report. ™ School nurse case management and simple asthma
education messages sent to parents could mitigate this barrier.

Other important considerations for establishing and main-
taining a successful program include time and space for pro-
gram implementation. School staff and personnel are
intimately familiar with the extensive time and space con-
straints experienced by most schools, but many researchers
and outside agencies providing asthma outreach programs
are not. While many schools are eager to participate in health
education programs, time constraints often limit the school
staff’s ability to successfully implement asthma programs.
Linking asthma programs to existing programs, such as
health and physical education, tobacco programs, or environ-
mental health programs, can be useful ® Integrating asthma
training into the existing school staff’ development plan is
a welcome efficiency,® and streamlining the written informa-
tion shared with school staff members and posting bulletins
on school or school district Web sites may increase the likeli-
hood that teachers pay attention to asthma messages.*®

Schools also typically have constraints with classroom
space. Rarely is there an “extra” room available for
asthma programs. These time and space constraints high-
light the need for flexibility in program scheduling. Pro-
grams are implemented differently within different districts,
and schools often use after-school and lunch periods.

Community collaboration is another key to program
maintenance. When several organizations share program
goals and objectives, these organizations may be able to
provide staffing and funding. Collaborations with hospitals,
universities, comununity organizations, local asthma coali-
tions, parents, physicians, respiratory therapists, and others
are particularly important for schools with limited resour-
ces. Community partners support schools in providing
asthma education*’ and appropriate health resources, such as
stock albuterol and nebulizers. Schools are often not the lone
major player in successful asthma management programs.

Some models for ensuring appropriate staffing include
gradually transferring the cost of the program from
a research institution or community agency to the school
district® and publicizing to stakcholders the cost-benefit of
keeping students in school.3*3%4% Furthermore, innovative
uses of technology can enhance program effectiveness and
efficiency by improving record keeping and communica-
tion with medical care clinician and among school staff*®
and for tailoring asthma management and education for
students.” Providing ongoing training and incentives for
technology-focused programs is important for success.**

LESSON 4: USE A COORDINATED
MULTICOMPONENT AND
COLLABORATIVE APPROACH

Multicomponent asthma interventions addressing
health services, patient education, and staff professional
development on asthma basics and emergency response
procedures are likely to be more successful than programs
addressing only one of these areas.”*' Collaborative inter-
ventions require a team effort and involve the whole school
community: school administrators, faculty, and staff, as well
as students, parents, and local community organizations.®
Other components may also be critical for specific schools
based on their needs; for example, if there appears to be
mold or another environmental problem, an environmental
assessment may help examine the nature and extent of the
problem.*>*
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Asthma-friendly policies described by the National
Asthma Education and Prevention Program™ and the
National Association of State Boards of Education® can
strengthen and support long-term maintenance of success-
ful asthma management programs, even if the program
champion or other staff positions change.”® Self-assessment
tools enable schools to conduct a needs assessment and
inform key administrators,?#4%57

Several multicomponent programs report promising
results; others report minimal or no effect on asthma
outcomes or school performance, perhaps because of
limitations in linking the student with appropriate medi-
cal care. Programs providing asthma care directly at
school>*!13158 o providing case management®6-5:19.23
demonstrate how these gaps can be bridged and underscore
the importance of making sure all components are ad-
dressed in the school-based program.

LESSON 5: SUPPORT EVALUATION OF
SCHOOL-BASED PROGRAMS

Conducting adequate program evaluation is another
essential lesson. Stakeholders are more willing to continue
funding programs with verifiable improvements in out-
comes that matter most to them. Obtaining sufficient lev-
els of participation in the program and using adequate and
appropriate outcome measures are particularly important.

Active participation by appropriate students, staff, or
families is vital to meaningful evaluation but, as reported
by several authors in this issue, is often difficult to obtain.
Some researchers have increased parental participation on
asthma symptom questionnaires to 98% by providing small
incentives for students (pencils and stickers), as well as in-
centives for the teacher who obtained the questionnaires.™
Such incentives can also increase team building by showing
appreciation for the work done by individuals.® Choosing
appropriate outcome measures is cxtremely important.
Access to school records is often difficult to obtain for
research or program evaluation purposes, which makes
even simple evaluation designs difficult to implement. Cap-
turing medical data is time consuming and expensive, and
obtaining consent is often complicated.™ Passive informed
consent from parents may be an option for obtaining survey
information from middle or high school students.*' This
allows the researcher access to a larger number of students
and fosters autonomous decision making among the
students.

Better outcomes for school absences, grades, and
health care utilization may be the ultimate goals of
asthma education programs; these measures are difficult
to achieve and often difficult to measure. School records
often do not state the reason for absences, making it diffi-
cult to assess the impact of programs on absences due to
asthma. Furthermore, school records may not be comput-
erized, making their retrieval costly and time consuming.
When student turnover is high, percent attendance is
needed (not simple days absent) because students are not
always enrolled in a specific school for an entire school
year. A good way to limit these confounds is to compare
the total percent attendance (or percent absenteeism) for
students with and without asthma.> This methodology can
also be applied to the number of health room visits, 911
calls, or times students are sent home early from school.

For most students with asthma, school grades are likely to
be influenced by other factors more than asthma control.
The quality of teachers, class size, and specific education
programs can influence grades. When using grades as an
outcome measure, the potential impact of other coexisting
interventions must be controlled or considered. Health care
utilization can be very expensive and time consuming to
track. The 2 most common methods are parental report and
medical record review. Parental report requires staff to con-
tact parents regularly for an interview. Medical record
review is very complex, particularly in areas with multiple
health care facilities that children may access for care.

Despite these difficulties, program evaluation is essen-
tial to demonstrate benefit, justify program support, and
document strengths and weaknesses for program improve-
ment. Using short-term and intermediate behavioral out-
comes and school data can decrease evaluation costs and
increase usefulness. These include outcomes such as
health room visits, students sent home early, 911 calls,
case management encounters, use of school health resour-
ces, development and implementation of school asthma-
friendly policies, and parent-teacher-student training that
are easier to measure and that are meaningful to the pro-
gram and school administrators. Evaluation can also focus
on a smaller, more targeted, group of students—for exam-
ple. those with poorly controlled asthma—or evaluating the
feasibility and success of one or two program changes.

It is important to keep informed about new resecarch
findings and evaluate whether the results can be extrapo-
lated to your school setting. More of our colleagues are
implementing and evaluating school-based asthma pro-
grams every year.

WHERE DO WE GO FROM HERE?

We share the following recommendations for school-
based asthma programs based on the lessons we have
now learned:

« State and district school health programs should estab-
lish asthma-friendly policies and procedures. They
should ensure that schools are implementing and en-
forcing these policies and should provide training and
support as needed.

» Schools should assess their needs and resources using
appropriate tools. The Centers for Disease Control
and Prevention’s School Health Index can help
schools conduct such an assessment and prioritize
their next steps.”

+ Schools should keep track of school-associated mor-
bidity measures (percent absenteeism, health room
visits, 911 calls, times sent home sick from school) for
students with asthma. They should use these data for
program evaluation and to ensure their program first
targets students with poorly controlled asthma.

« School asthma programs should use evidence-based
materials and should not squander limited resources
by recreating existing materials.

« Communities and schools should work together to
meet the needs of students with asthma, including
working toward every school having a full-time school
nurse. Despite any potential staffing deficiencies,
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schools need to help students with asthma receive

good medical care through case management, active

communication, and collaboration among students,
parents, school nurses and other health service staff,
and asthma care clinicians.

Researchers need to develop and evaluate a range of

creative strategies that target students with poorly con-

trolled asthma. These strategies must include methods
that ensure that quality medical care for the students is
linked with the school-based asthma program.

« Promising ideas for programs should be evaluated and
the results published, whether or not a strong research
design is possible. New and stronger collaborations be-
tween schools, community groups, and rescarchers may
support such evaluation and should be encouraged.

We hope that this issuc of the Journal of School Health
will stimulate continued progress in helping our students
with asthma participate fully in school activitics. ¥
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