Primary Care Respiratory Update

Asthma, allergy and the school
environment: Supporting children and
young people

Lisa Cummings Registered Nurse/Queens Nurse, Black Country

Asthma is a long term condition caused by inflammation of the airways
leading to wheeze, cough, breathlessness and chest tightness. It is the most
common chronic condition in childhood, affecting around 1.1 million children
in the UK,! equivalent to three children in every classroom. Many children with
asthma also have atopy, meaning they are more likely to develop allergic
conditions such as eczema or allergic rhinitis.

The link between asthma and allergy in children and young people

Asthma and allergy frequently occur together. Around 80-90% of children with asthma are sensitive to
at least one allergen,? making allergic asthma the most common type in childhood. When allergies are
poorly controlled, asthma symptoms often worsen. For this reason, it is essential that children, young
people and their families understand the connection between asthma and allergy, and that both
conditions are managed together.

In school, unrecognised or unmanaged allergies can lead to increased symptoms, reduced participation
in activities and more time away from learning.® Supporting children through an annual asthma review
to identify and avoid their triggers is a simple cost effective way to improve asthma control and may
reduce the need for additional medication.

Common allergens and symptoms

Frequent allergy triggers in children:
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These symptoms can significantly affect a child’s comfort, sleep,
concentration and confidence — especially during the school day.

Allergic rhinitis in the school setting

Allergic rhinitis (hay fever) affects 10-15% of children and young
people in the UK and is closely linked with asthma.* Symptoms
may be:

e Perennial - triggered by indoor allergens such as dust mites,
pets or mould; often worse in winter when children spend
more time indoors.

e Seasonal - triggered by grass, tree or weed pollen; symp-
toms peak in spring and summer, often affecting outdoor
play, physical education (PE) lessons and exam performance.

Poorly controlled rhinitis can lead to fatigue, poor concentration,
irritability and reduced academic performance. Recognising
symptoms and supporting management can greatly improve the
quality of life of the child or young person.

Managing asthma and allergy together

Following the principle of ‘one airway, one disease’,® allergy man-
agement should be included in every asthma review. Before new
treatments are considered, healthcare professionals should
check:

e Adherence to current medication

e |nhaler and nasal spray technique

e Exposure to known triggers

Schools can reinforce these messages by ensuring children use
their inhalers correctly and have access to their medication when
needed.

Non pharmacological management in children
and schools

Reducing exposure to allergens could prevent up to 45% of

asthma related hospital admissions. Helpful strategies include:®

e Keeping windows closed during high pollen periods

e Minimising exposure to classroom pets

e Wearing sunglasses outdoors

e Applying a barrier ointment around the nostrils during the
pollen season

e Damping dusting surfaces

e Replacing carpets with hard flooring where possible or
vacuuming regularly

e Reducing soft furnishings that trap dust
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Schools can support by monitoring pollen forecasts, adjusting
outdoor activities during peak times and ensuring classrooms are
well ventilated and clean. The Pollen calendar’ (below) can help
support when to initiate treatment as this should be before symp-
toms start. Patients should be encouraged to start antihistamines
before symptoms; most take 4-6 hours to have optimum
efficacy. Providing information can prevent a delay in starting
treatments.
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Take your preventer medicine
every day, as prescribed

Take hay fever
medicines

For more information about staying well during pollen season, visit
AsthmaAndLung.org.uk/pollen. Information supplied by the National Pollen
and Aerobiology Research Unit

https://www.asthmaandlung.org.uk/pollen-calendar

Pharmacological management

Many children self manage allergic rhinitis with over the counter
treatments, but professional guidance can improve outcomes.
Nasal saline rinsing is a simple low cost option that may reduce
symptoms and the need for medication.

e Antihistamines: These are the first line treatment for allergic
rhinitis. Oral, intranasal or ocular antihistamines may be used.
Daily treatment is often most effective, especially when
started before symptoms begin—for example, ahead of the
pollen season.

¢ Intranasal corticosteroids: These reduce inflammation and
congestion and are safe for children when used as directed.
Mometasone and fluticasone have the lowest systemic
absorption, which is important for children already using ste-
roid treatments for asthma or eczema. Parents may need
reassurance about safety and correct technique.

A combination of antihistamines and intranasal steroids may be
needed for optimal control (see the Primary Care Respiratory
Society (PCRS) allergic rhinitis article for more information:
https://www.pcrs-uk.org/resource/current/allergic-rhinitis-
common-problem-not-be-sneezed).
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Technique matters

Correct nasal spray technique is as important as correct inhaler
technique. Children, families and school staff benefit from clear
demonstrations and trusted resources such as Asthma &
Lung UK (https://www.asthmaandlung.org.uk/living-with/inhaler-
videos/nasal-spray).

Classification of allergic disease

Intermittent disease Persistent disease

Symptoms less than Symptoms 4 or more times
4 times a week a week

or or

Periods of less than Periods of more than 4 weeks
4 weeks at a time at a time

Mild symptoms Moderate/severe symptoms

No impact on sleep
No impact on daily

Disturbed sleep
Negative impact on daily

activities activities
No impact on school life Negative impact on school life
No troublesome symptoms  Troublesome symptoms

When to refer

Access to allergy specialists varies greatly across regions and
there are often long wating lists. It is estimated that 11% of refer-
rals to secondary care for allergic rhinitis are rejected due to all
treatment options not being tried in primary care.?

Patients who have not achieved optimum control with a com-
bination fixed dose intranasal corticosteroid and intranasal anti-
histamine or combined intranasal corticosteroid and oral
antihistamines should be considered for referral to secondary
care.

Personalised asthma action plans in schools

The National Review of Asthma Deaths (NRAD)® highlighted that
only 51% of patients had triggers documented, despite the
known impact of atopy on asthma control.

Every child with asthma should have a written personalised
asthma action plan (PAAP), with a copy also provided for school,
that includes:
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e Current medication

e Known triggers

e Steps to take if symptoms worsen
e Emergency procedures

Steroid use and safety

Children may also use steroids for asthma, eczema or allergic
rhinitis. When used long term, some children may require a
Steroid Treatment Card to record doses and treatment duration.
Regular review helps ensure the lowest effective dose is used
and reduces the risk of adrenal suppression.'°

Anaphylaxis and asthma risk

Anaphylaxis is a severe allergic reaction that can be life threaten-
ing. Children with both asthma and food allergies are at higher
risk of severe reactions and are more likely to have severe
asthma.™

Children at risk should have:

e An epinephrine auto injector available at all imes

e A paediatric allergy action plan issued by the child or young
person’s healthcare practitioner (an example can be found at
https://www.bsaci.org/resources/resources/paediatric-
allergy-action-plans/)

e A personalised asthma action plan that clearly outlines
emergency steps (an example can be found at
https://www.asthmaandlung.org.uk/healthcare-professionals/
adult-asthma/AAPs)

Schools must ensure staff are trained to recognise symptoms
and act quickly. Benedict’s Law is a set of national protections
designed to improve allergy safety in schools. Currently, these
protections are agreed to come into force in England. More
information can be found at https://benedictblythe.com/
benedicts-law/

Supporting schools, families and young people

Improving awareness of allergy and asthma links, ensuring early
treatment and reducing exposure to triggers can significantly
improve quality of life and educational outcomes for children and
young people. Annual asthma reviews provide an opportunity to
have conversations with young people and families around
school attendance and asthma-related absences and offer
support by signposting to their local school nursing team.

Participation in local Asthma Friendly Schools programmes is an
excellent opportunity for health and education to work together
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Sunvou FeNO Monitor

The most cost-effective way to quickly, accurately and
reliably measure Fractional exhaled Nitric Oxide (FENO).
Manufactured by a world leader in exhaled gas analysis.

« Start FeNO testing for just £1200* + VAT
« Compliant with ERS/ATS and NICE guidelines for FeNO measurement
« 100, 300 and 500 test ‘Starter Packs’ and ‘Continuation Packs’ available

- Easy to install Nitric Oxide sensor - eliminates the cost and
inconvenience of annual servicing and sensor recalibration

« Quick and simple test procedure

« Lightweight and portable

« Powered by mains or internal rechargeable battery

+ 99.99% efficient bacterial/viral filter mouthpieces

« Minimal plastic waste per test compared to other FeNO systems

*Price correct at time of print and subject to change

Find out more about the Sunvou FeNO system:
www.numed.co.uk/sunvoufeno
Tel: 0114 243 3896 info@numed.co.uk or scan the QR code
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https://www.numed.co.uk/products/sunvou-feno-monitor-starter-pack
https://www.numed.co.uk/products/sunvou-feno-monitor-starter-pack



