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Learn what I teach you, my son,
and never forget what I teach you to do.

Hold on to wisdom and insight.

Never let them get away from you.

They will provide you with life - a pleasant and nappy life.

You can go safely on your way and never even stumble.

You will not be afraid when you go to bed,
and you will sleep soundly through the night.

Proverbs 2.1, 3.21-24.

(i)

SUMM ARY

A study was done abou t the Asthm a Clin ic at Addi
ngton Hosp ital
to show t he char acte risti cs and demo graph y of
the patie nts
atten ding the clin ic durin g the study perio d of
one year .

Some of the aspe cts stud ied were :

the onse t and dura tion of

asthm a, conc omit ant aller gies , smok ing beha viou r,
eval uatio n of
treat men t,
casu al ty
atten danc e,
hosp ital
admi ssion s
and
comp lianc e in atten ding the clin ic.

Thera py of the patie nts was aime d at cont rol of infla
mma tion and
broch o cons trict ion. Prev enta tive pump s were used
in 96% of the
patie nts. The aim was to make the patie nt symp tom
free , to live
a norm al life and to prev ent shor t term
and long term
comp licat ions of asthm a.

A comp ariso n was made betw een three diffe rent grou
ps of patie nts.
a) non-s moke rs,
b) smok ers and ex-sm okers , c)

non~compliance

in atten ding the clin ic.
show ed clin ical

It was found that the non-s moki ng grou p

impro veme nt

in

stat istic ally sign ifica nt.

(ii)

lung

func tions ,

altho ugh

not
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Chapter 1

Introduction

Asthma

is

a

effecting all

common

respiratory

disease

ages of the population.

in

Feeney

South

Africa,

(1993),

in a

nationwide hospital outpatient asthma survey, showed the largest
number of asthmatics to be between the ages of 5 to 14 years
(93.7 %);

the largest group of adults between 55 and 64 years

(23.4%).

Asthma affects 9 to 12 million persons in the united States;
its

incident

being

highest

among

children

and

young

adults

(Weiss, 1993).

If not treated properly, asthma can lead to high morbidity and
mortality.

There is mounting evidence that asthma mortality,

morbidity and prevalence is increasing in the USA (Gergen, 1992).

It affects the patients whole life.: schooling, work and normal
daily activities.

The impact of asthma on everyday life was

examined by Feeney (1993), who showed that 40% of both adults and
children lost more then two weeks of work or school attendance
a year, while 10% had absence rates over two months.
of all

Two thirds

asthmatics found that asthma curtailed their leisure

activities, adults were more incapacitated with one third being
severely restricted.

Sleep disturbances are one of the commonest
-
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symptoms reported by asthmatics.

For two third of both adults

and children the normal sleep pattern is interrupted, but adults
are more severely affected.

The seriousness of the disease demands that every opportunity
should be taken to prevent or minimise aggravating circumstances,
to educate patients about their illness and the treatment given,
and to give optimum treatment in order to prevent short term and
long term complications.

Despite scientific and therapeutic advances, asthma morbidity
and mortality are rising.

From 1980

to 1987 the prevalence of

asthma increased 29% and asthma death rate 31% (Rivo, 1992).

This

study

therefore

investigates

the

characteristics

and

demographics of patients who attend an urban asthma clinic at a
general

hospital.

In

addition,

the

study

shows

the

daily

functioning of the clinic and the treatment of the patients.
Further, issues of compliance are investigated.

Finally, conclusions and recommendations are made.

-
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Chapter 2
Litterature Review

Asthma is an inflammatory condition of the pulmonary airways,
effecting a large percentage of the population worldwide. This
inflammation

is

associated

with

hyper-responsiveness

increased reactivity of the airways and mucous secretions.

and
This

condi tion is partially or fully reversible, spontaneously or with
treatment.

Diagnosis of asthma is made by demonstrating reversible air way
obstruction.

Spirometry or Peakflow meters should be used to

objectively measure

pulmonary

status,

since

the

history and

physical examination do not correlate well with asthma severity
(Rivo, Floyd, 1992).

Tettersell (1993), found that about 5% of adults and between 10
to 15% of children were affected in the united Kingdom.

The

amount of morbidity and mortality associated with the condition
is extensive.

According to The British Thorasic Society (1992)

the death rate of asthma has remained at 2000 per annum for over
a decade.

Asthma affects 9 to 12 million people in the united States of
America and is one of the most prevalent chronic illnesses in
children (Weiss, Budetti, 1992 and 1993).

-
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Asthma affects 5% of the US population.
increased to 40% between 1982 and 1992.

Mortality in the US
In 1991 alone more than

5000 death occurred from asthma (Casey, winterbauer, 1995).

Bowersox (1993) reports in The Western Journal of Medicine, a 30%
rise in asthma prevalence and mortality in the USA.

Eighty percent of asthmatic children have onset of wheezing by
7 years of age and 40% within 2 years of life.

Those affected

by chronic asthma are particularly likely to have their onset
before

their

second

birthday.

Approximately

50%

of

mildly

asthmatic children are asymptomatic by early adolescence.
who

continue

to

wheeze

associated with vira l

have

relatively

trivial

Most

episodes

infections and physical activity.

About

20% of those with asthma, which apparently had resolved in early
adolescence,

have

recurrence

of

wheezing

in

adult

life.

Virtually all children with chronic asthma continue to wheeze
during

adult

life¥

though

many

experience

some - improvement

(Phelan, 1994).

According to Phelan (1994), there is preponderance of males with
asthma in early childhood.

However, during adolescence girls

tend to show less improvement than boys, so that by early adult
life the sex difference no longer exists.
Feeny, Gilmartin, Gleeson, Harris, Kiely (199.3) also found the
above to be true during a study which was done in Ireland.

Garrett

(1995)

studied

the

epidemic
- 4 -

of

asthma

death

which

occurred in New Zealand in the late nineteen seventies and found
a threefold increase in asthma death after 1981 to 1986.

After

which there was a progressive reduction in mortality from 4.4 per
100,000 to 1.9 per 100,000.

However, hospital admission rates

remained elevated throughout the 1980's.

More recently, since

1990, there has been a dramatic fall in asthma morbidity, i.e.
a 70 % reduction in Ieu admissions and 34 % in hospital admissions.

From the above it is seen that asthma is a serious illness and
that there

is evidence that

asthma mortality,

morbidity and

prevalence are increasing worldwide.

In the Netherlands asthma impairs the quality of life of 10 to
20 % of men and 5 to 10 % of women and children,

almost 9 % of

General Practitioner consultations are due to illness by asthma
and chronic obstructive airway disease.

In the United states a 6% increase was found in asthma related
hospi talisations

of

younger

years

than

increases

20

were

most

all

ages;
of

with

age.

noticeable

a

Weiss
among

24%
et

increase
al.

children

in

those

(1993).

The

and

minority

groups.

Griffiths, Naish, sturdy, Pereira (1996) states that admission
rates for asthma in 1991 to 1992 were 80 to 100% above national
averages for all age groups in east London.

-
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The cost of asthma, both social and economic to the individual
and his family, society and health services is extensive.

The

National Survey of Morbidity in General Practice (1988) suggests
that one million people consult a family doctor each year due to
asthma , which result in estimated total of 2.73 million GP visits
per annum.

In addition there are also financial costs which the

department of Health and Social Security incur, in payments and
sick benefits, which are estimated at
annum.

60 million pounds per

There are also costs to industry in terms of producti vi ty

due to absenteeism from work or loss of education for children
suffering from asthma.

However the greatest costs are those

incurred by the patient and his family.
an

asthmatic,

who

is

not

controlled,

The quality of life of
can

be

extensively

compromised (Tettersell, 1993)

In children 4 to 12 years of age, asthma is the main reason for
absence from school.

Rutten-Van Molken, Rutten, Van Doorslaer

(1992) and Feeny et al.

(1993) state that the impact of asthma

in every day life was examined in a number of different ways.
Forty percent of both ~dults and children lost more than two
weeks of work or school attendance, due to asthma exacerbations.

Because of the impact of asthma worldwide and nationwide every
effort should be made to improve and control this disease.
National

Asthma

Education

Program

has

issued

guidelines

The
to

improve the detection and treatment of asthma (Bowersox, 1993).
According to these guidelines,

clinicians must use objective

measures of pulmonary functions, such as home peak flow meter to
-
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assess

and monitor

pharmacology
patients

therapy,

and

conditions.

each

their

person's

environmental

families

can

with

asthma.
control

achieve

appropriate

and

control

education,
of

these

Patients with asthma can objectively monitor their

conditions by measuring peak expiratory flow rates at home.
taking regular measurements,

By

patients with moderate to severe

asthma can prevent severe exacerbations by early intervention.
Measurements are taken at 7am and 7pm each day, as well as before
and after inhalat i on of broncho-dilators.

If the peak expiratory

flow rate is between 80 % and 100 % of the patients personal best,
no changes are needed .
80% of personal best,
needed.

However, when it drops between 50 % and
a

temporary increase in medication is

When the peak expiratory flow rate falls to less than

50% of base line levels, broncho dilators are used immediately
and the patient's physician is notified if the rate does not rise
wi th the adjustments made.

In severe exacerbations,

obstruction needs to be rapidly reversed.
to emergency departments,

airflow

For patients admitted

the treatment is B2-agonist inhaled

every 20-30 minutes and parenteral. cortico-steroids.

Patient education has moved to the fore front of out-patient
asthma management.
us~

Patients require instruction in the correct

of medications and use of spacers with inhaled medication.

They should keep diaries of peak expiratory flow rates and they
should write action plans in case of acute exacerbations.
Rivo et al (1992) suggest the following:
(1) asthma status to be monitored by Peak Expiratory Flow Rate
(PEFR).

Also Forced Expiratory Volume in one second (FEV1),
-
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obtained with spirometry,
(2) the appropriate pharmacologic ther<;l.py to relieve symptoms and
prevent short term and long term complications,
(3) Asthma should be reduced by minimizing exposure to allergies
and irritants,
(4) Physicians must establish a therapeutic relationship with
patients and their families to encourage patients and give
them confidence to take an active role in managing their
asthma,
(5) encourage patients to have their own peak flow meters to
monitor their daily peakflow and assess daily fluctuations.

Tettersell

(1992)

reports

that

in

most

efforts,

aiming

at

improving the care of asthmatics in general practice, concentrate
specifically

on

patient

education.

This

is

based

on

the

assumption that improved knowledge will improve compliance to
drug therapy.

Nurses and others involved with patient education

must

deeper

explore

issues

if

they

are

to

be

effective

in

assisting t he patients to alter behaviour and attitudes.

Rivo et al (1992) advice this pharmacologic therapy:
(1) Broncho dilators to dilate the airways. symptomatic treatment
incl udes

Beta

adrenergic

agonists,

methyl

xanthines

and

anti-cholinergics.
(2)

Anti-inflammatory

agents:

they

act

prophylactically

by

interrupting the development of bronchial inflammation. They
include inhaled and systemic cortico steroids, and sodium
cromoglycate.

-
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Usually the medication is prescribed in a stepwise fashion for
1)mild, 2)moderate and 3)severe asthma.

Progression to the next

step is indicated when the current step fails to achieve the
goals of the therapy.
several

weeks

to

Once control is achieved and sustained for

months,

a

step

down

in

therapy

may

be

considered.
Mild asthma is to be considered to be a mild wheeze once or twice
a week and is controlled by B2-agonist, which are inhaled when
necessary.
Should

a

Most of the time, these patients are asymptomatic.
daily

use

of

B2-agonist

pump

be

necessary,

then

treatment with a preventative inhaler (i. e. a cortco-steroid)
should be added.
Moderate asthma refers to exacerbation which occurs more than
twice a week and lasts a few days.
sleep and activity levels.

It usually affects their

Anti inflammatory agents such as

inhaled cortico-steroid or sodium cromoglycate should be added
to that daily basis.

Sodium Cromoglycate should be used at 2

puffs 4x /day and it usually should be 4-6 weeks before its
benefits are seen.
Weinberg

( 1994)

reports

that

Sodium

Cromoglycate

(SCG)

has

established an unparalleled record for efficacy and safety in
healing asthma especially in children.

These medications have

been available in South Africa for 25 years and peadiatricians
in our country observe happier, healthier children.

SCG is a

major breakthrough in healing the inflammatory element of asthma.
Inhaled cortico steroids are in different strengths lOOmgr and 200/250mgr depending on different makes.
be used on a regular basis: 2 puffs twice daily.
- 9 -

50mgr,

It should

According to Rivo (1992)
bronco dilator,

if symptoms persist, a longer acting

such as oral B2 agonist or sustained relieve

theophylin preparation may be added.
If the asthma is still not controlled, oral cortico steroids are
indicated in high doses (40-60mg daily) for one to two weeks.
Failure to respond to this will necessitate long term cortco
steroids orally.

However,

such a treatment has many adverse

effects such as Hypertension, osteoporosis, Cushion syndrome and
cataracts.

If so, the lowest possible dose should be given, i.e.

Prednisone 5mg daily.
Morris (1992) stated that in the past, despite their efficacy,
too much reliance has been placed on routine broncho dilator
therapy in asthma; it now is recommended that they be used as
required in order to avoid tolerance.
Phelan

(1994)

suggests that prophylactic drugs,

particularly

inhaled cortco steroids, may increase the likelihood of childhood
asthma

resolving~

to support this.

However, there has been no research evidence
The longterm use of inhaled cortico steroids

in children with more severe asthma has failed to permanently
alter the longterm course of the disease.

When inhaled steroids

were stopped after 24-36 months of treatment, the patterns of
asthma rapidly returned to those that existed before medication.

The factors that are known to aggravate or precipitate attacks
of asthma are Histamines, cold air (which may result in exercised
induced asthma),
allergens (Barnes,

non-isotonic solutions,
1991).

other aggravating factors,

sulphur dioxide and

In addition, patients should avoid
such as smoking (including passive
- 10 -

smoking),

dusty

occupations,

animals

and

house

dust

mite

(Tattersfield, 1991).

with regards to occupational asthma, it is necessary to isolate
the sensitisers, i.e . exposure to sensitiser should be avoided
as soon as possible.

This may involve moving the patient to a

different location at work or granting the patient sick leave
(Ramsdale,

1991).

However,

it

must

be

understood

that

confirmation of the diagnosis of occupational asthma is often
very devastating for the patient.
in additional

stress such as

This situation often results

attempts of

finding a

new

job

disheartening and expensive, especially for older and unskilled
workers.
According

to

Bardin

et

al.

(1992),

acute

viral

respiratory

illnesses account for 53% of acute conditions in the USA.
Another r i sk factor is smoking.

Exposure to tobacco smoke in

early life has increased steadily in the last decades, mainly
because more women of child bearing age smoke.

Passive smoking

has been associated with an increased risk of developing asthma
in childhood, especially when the mother or caretaker of the
child is a heavy smoker.

Rivo (1992) states that reducing exposure to in- and out-door
allergens is an important means of asthma control: in-door dust ,
mites, cockroaches and animal dander (cats and dogs).
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Chapter 3
Method

3.1

Subjects

The total sample of this study (N

=

250) consisted of patients,

who attended the Asthma Clinic at Addington Hospital,
over a one year period.

Durban,

The subject's age ranged from 13 to 82

years, wi t h a mean of 40.5 years.

See Table I for the gender

distribut i on of subjects according to race.

Table I
Gender distribution of subjects according to race

male

female

total

( %)

N

( %)

N

Coloured

17

(6.8)

75 (30.0)

92 (36.8)

Indian

23

(9.2)

53 (21.1)

76 (30.4)

White

22

(8.8)

38 (15.2)

60 (24.2)

8

( 3 .2)

14 (15.6)

22

70 (28.0)

180 (72.0)

African

TOTAL

- 12 -

( %)

N

(8.8)

250 (100)

3.2

Method of data collection

A questionnaire (Appendix 1) together with a structured interview
was used to obtain information from the subject.

Subject I s

hospital files were also used to supplement the process.

All interviews were personally conducted by the author.
author

informed

all

patients

about

the

study

permission was obtained from them to participate.

and

The

written

Subjects were

given the choice to refuse participation or withdraw from the
study

at

prejudice.

3.3

any

time

without

(see Consent form:

suffering

any

disadvantage

or

Appendix 3)

Materials

(1)

Structured interview

(2)

Flowsheet - Appendix 2.

(3)

Record book kept in out-patient department (Asthma Clinic)

(4)

Discharge books from the Wards

3.4

Construction of Questionnaire

Appendix 1.

Following the review of relevant literature I several items were
selected to be included in the questionnaire.

The content and

face validity was established by asking professionals to examine
the questions.

Following this process the final questionnaire

(Appendix 1) was used.

- 13 -

Chapter 4
Results

The Asthma Clinic for 1993 had a total of 850 visits.
is held once a week,

The Clinic

a total of 48 clinics a year,

average of 19 patients per clinic session.

with an

Patients were seen

at monthly intervals until they were well controlled, after which
they collected medicine on a monthly basis without being seen
until their next appointment 3 months later.

4.1

Demographics

Coloured 37%

Indian 30%

African 9%

White 24%
Figure 1 Distribution of sample according to race

- 14 -

Figure 1 shows that Coloured patients 92(37%) were most often
seen at the Clinic, followed by Indian 76(30 %), White 60(24%) and
African 12(9%).

Number of patients
100

80

I-

I ffiBI Females

75

BMales

I

/

60 I-
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/
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20
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f-

/
/

14

1
o

1/

Coloured

Figure 2

Indian

White

8

)

African

Male-female population ratio

More Females 180 (72%)

than Males 70 (28 %) attended the Clinic

during the study period (see Table I and Fig 2); a trend that is
seen among all race groups .

•
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Figure 3

Figure

Age distribution

3 graphically represents

subjects.

the

age distribution of

the

There is a steady rise in attendance from adolescents

to adulthood, peaking in the thirties and thereafter decreasing
again.

Out of the total sample (N

250), 167(66%) were married.

=

remaining 83(33 %) were single.

The

Of these, 39(47%) were attending

school or college, the remainder of the single subjects 44(53 %)
were above 21 years old and were divorced 4(5 %), widowed 8(9 %)
and single working people 32(39 %).
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Figure 4 graphically represents the educational status of the
subjects.

Most

subjects

had

secondary education 120(48 %).

either
A

a

primary

122(49 %)

small percentage 8(3 %) had

college education.

Primary 49%

College 3%

Matric 48%
Figure 4

Education status of subjects
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4.2

Asthma

Most subjects report the onset of Asthma before the age of 10
years.

This includes those who were asthmatic at birth 143(57%)

(see Fig 5).

Also frequent, was a later onset of asthma.
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Figure 5

Onset of asthma
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70

80

Tabl e 11.
Fact ors whic h prec ipita te acut e asthm a.

Fact ors

N

~
0

Viru s

211

84

Weat her

147

59

Exer cise

64

26

stres s

42

17

Emot ion

7

3

Spray pain t

3

1

Tota l

474

192

Tabu lated (Tab le 11) are the facto rs whic h prec
ipita ted acute
attac ks of asthm a in the sUbj ects: Two hund red
and eleve n (84%)
patie nts had asthm a follo wing uppe r resp irato ry
infec tions due
to vira l illne sses . One hund red and forty seven
(59 %) subj ects,
due to
chan ge in weat her, clim ate an~ the cold air
of -the
even ing were repo rted.
Exer cise induc ed asthm a (esp ecia lly in
youn ger peop le) 64 (26%) was repo rted. The othe
r facto rs were :
stres s at work inclu ding , unem ploym ent 42 (17% ),
emot ional upse t
7 (3 %), spray pain ting 3 (1 %).

One hund red and sixty five (66 %) of the subj ects
atten ding the
asthm a clin ic repo rted a fami ly histo ry of asthm
a.

- 19 -

4.3

Asthma and allergies

Table III
Allergies with Asthma

Subjects
N

~
0

No allergy

97

39

Hayfever

142

57

Excema

8

3

Conjunctivitus

3

1

Total

250

100

One hundred and

fifty

three

(61 %)

subjects with asthma

had

concomitant allergies (i.e. diagnosed clinically and according
to history ) .

Hayfever was

the most common 142(57%).

by Excema 8(3%) and then allergic conjunctivitis 3(1 %)

-
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Followed

4.4

smoking Behaviour and Asthma

A number of subjects were

ex-smokers

46

(18.4%).

Figure

represents the age of onset for smoking behaviour.

Number of Patients

100~-------------------------------------------------'

83

_Smokers

B

Non-smokers

I

80

60

40

20

1 2

olJlaL
0-1

2-10

11-20

21-30

31-40

41-50

51-60

61-70

Age of patient
Figure 6

Onset of asthma in non-smokers and in smokers
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6

Tabl e IV.
Onse t of asthm a in non-s moke rs and in smok ers.

Smok ers

N

( %)

Non- Smok ers

N

0-1 year

4 (7 )

45 (24)

2-10

12 (21)

83 (44)

11-20

13 (22)

16 ( 8 )

21-30

11 (19)

21 (11)

31-40

9 (16)

13 (7 )

41-50

5 (8)

9 (5)

51-60

3

(5 )

1 (- )

61-70

1 (2)

2 (1)

Tota l

58 (100)

190 (100)

( %)

Tabl e IV tabu lates the onse t of asthm a for smok
ers and nonsmok ers. From early adole scen ce to early adult hood
the onse t of
asthm a seem s to be corr elate d with smok ing.
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4.5

Smoking habits.

g

Stopped-smoking

_

Those NOT stopped
Number of patients
10

9

"NOT" 1

2

3

4

5

6

7

9

10

11

12

15

20

24

30

Years stopped smoking

Figure 7

Those that stopped smoking and those that did not

Figure 7 shows that most subjects 46(88 %) quit smoking and that
only 7(12 %) patients continue to smoke.

-
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4.6

Treatment of Asthma patients

Table V.
Preventative Inhaled by subjects

Medication

Subjects

%

Corti st 50

51

20

Corti st 100

97

38

corti st 200

76

30

Lomudal

29

11

Tilade

2

1

Total

255

100

The patients treated at the clinic received two hundred and
fifty five preventative treatments during the year; some of whom
are

on

two

preventative pumps

(i .e .

Lomudal

and

an

inhaled

corticosteroid).
Only four patients were not on inhaled corticosteroid pumps,
but were on oral prednisone, i.e. because of poor compliance and
poor coordination in the use of pump.

-
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Table VI.
Symptomatic

~reatment

provided to the subjects

Medication

N subjects

~
0

Theophylin

183

73

Oral-Cortisone

41

16

Oral-B2

26

10

Inhaled-B2

245

98

Nebulizer

21

8

Anti-Histamine

72

29

Nasal Spray

24

10

Table

VI

subjects.

reflects

the

symptomatic

treatments

given

to

the

Most subjects were on an inhaled B2 agonist, 245(98%)

and on theophylline-oral, 183(73%).

Anti-Histamines 72 (29%) and

oral-cortisone 41 (16%) were also frequently used.

- 25 -

4.7

Casualty Attendance

Number of patients

60~~~~~==~~--------------------------~

47

50
40
30

20
10

1

o~LLLLLL~~--XL~~~~--~~====~~
Twice
Three times
Once

Number of times per year
Figure 8

Casualty attendance

Forty seven (19%)

*

subjects attended casualty once,

10

(4%)

twice and 1(0.4%) needed casualty treatment three times during
1993.

* "Casualty attendance" refers ·to:
The patient having an acute asthma attack, which needs emergency treatment in the casualty department of the hospital as an

outpatient.

After till s either the patient is discharged when ilis condition has improved or he is admitted to the ward for in-

patient treatment if his asthma is getting progressively worse.

-
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4.8

Hospital admittance by Clinic patients

Of the patients attending the clinic 69(28%) were admitted to
the ward.

One hundred and eighty one (72%) had no admissions

during the corresponding period.

4.9

Hospitalisation of asthmatics

69

From Outside
605

Figure 9

A total

Hospitalisation of asthmatics during 1993

of

674

patients with asthma were admitted to the

different wards at Addington Hospital during 1993. The patient
was classified as

'asthmatic'

if the first diagnosis on the

admission form was asthma. Fig 8 includes all the patients either
admitted from outside the hospital, medical clinics, casualty,
and including patients attending the asthma clinic.
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4.10

Irregular attendance clinic

Irregular attendance by 26 out of 250 patients:

No of Patients

Percentage

PF Improvement

14

54

PF Non-Improvement

12

46

Total

26

100

No of Patients

Percentage

FEVl Improvement

15

58

FEVl Non-Improvement

11

42

Total

26

58

Table VII

Table VIII

In spite of irregular attendance to the clinic,

of the 26

patients 14 subjects still show a slight improvement in PF and
15 patients improvement in FEV1

-

•
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Forty six subjects had irregular clinic attendance, but only 26
(56%) qualified for comparison of PF and FEV1 improvement.
Table IX
Subject

PF+

PF-

(1)

(1 )

Signifi
cant

FEV1+

FEV1-

( %)

( %)

9

60

1

2

20

2
3

30

4

20

1
2
5

5

30

6

30

2

7

40

3

8

210

29
3

10

9

2

20

10

signifi
cant

11

20

2

12

50

9

13

100

14

50

*

10

**

3

15

30

9

16

60

6

17

50

4

18

30

5
~

19

300

20

90

21

50

*

11

**

6

22

60

6

23

60

1

24

50

1

25

60

8

26

(*)

41

120

25

= Significant PF+ improvement.

(*.) = Significant FEVl improvement .
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Lung Function Comparisons

4.11

PF Comparisons

Table X

Total

Subjects with

Subjects not

Improvement

improved

Ex- & Smokers

20 (63%)

12 (37 %)

32 (100%)

Non-smokers

72 (67%)

36 (33 %)

108 (100%)

Total

92

48

140

Subjects with

Subjects Not-

Total

Improvement

improved

Ex- & Smok ers

19 (59%)

13 (41%)

32 -( 100%)

Non-smokers

72 (75%)

24 (25%)

96 (100%)

Total

91

37

128

Table XI

FEV~

=

FEVl Comparisons

The Volume of air (in litres) expired in one(l) sec of

the Forced vital Capacity (FVC) and measured on the "Flow
Volume Loop ".
PF or PEF (Peak Flow)

=

The Forced Expiratory Flow in litres

per sec and measured with the PeakFlow meter.
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4.12

ffim Peak

Flow

g

FEVl

I

Percentage Improvement
100

75
80

67 L

63

54

60

/

58

/
/

c;J

/

59
/

40 -

20

o

/

Clinic Defaulters

Non-Smokers

Ex+Smokers

Figure 10 Comparison of lung function improvement for clinic
defaulters, ex- and smokers, non-smokers.

A comparison was made of the three representing groups
above.
1

The following results emerged:
Non-Smokers.

The greatest improvement in Lung

functions was observed in this group.

Sixty seven percent had

improvement in PF and 75% in FEVl
2

Smokers and Ex-Smokers group show less improvement ln

Lung functions.
3

As expected, the Defaulter group shows the least

improvement in Lung functions (see Fig 10)
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Chapter 5

Discussion.

In this chapter are discussed the results presented earlier on.

Demographics

Attendance to the asthma clinic at Addington Hospital,

Durban

vary cons iderable according to race,

i .e .

( 37%) ,

Indian 76

subjects were seen most

often.

(30%)

and whites

60

(24%)

Coloured 92

This trend may be attributed to the policy -change about

the use of hospital facilities,

taking place in the country.

Addington hospital prior to 1990,

under the apartheid laws1,

provided a service to the Coloured and White communities only.
Hence the high attendance by the Coloured and White patients.
The high attendance of Indian and a growing number of African
subjects 12 (9%) may be because these communities live close to
the hospital.

However, most African patients live outside the

Durban area and transport is not easily available or affordable.
It has been demonstrated that proximity and easy access to health
services influences its use (Pillay, 1993)

According to the results more females 180 (72%), than males 70

1
with the abolishment of the apartheid laws, other race
groups were allowed access to this facility. The high attendance
by Indian patients may be the result of there being a number of
Indian residential areas near Addington hospital. As more people
of colour move into the areas previously restricted to Whites
this profile of attendance is expected to chance.
'

-
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(28%) attended the clinic.
studies (Pillay 1993).

A trend which is also seen in other

One of the reasons being that females

more readily seek help than their male counterpart.
Feeny, Gilmartin, Gleeson, Harris, Kiely (1993) also found that
among adults, slightly more females (51.4 %) than males (48.6%)
attended the outpatient clinics in Irel a nd.
Isoaho, Puolyoki, Huhti, Kivela, Tala (1994) in an epidemiology
survey of Asthma in Finland, in the population aged 64 years and
over, found that of the 1196 participants 488 (41 %) were men and
708 (59 %) were women, showing again that more females than males
seem to be affected by asthma in the elderly people.
The

difference

ln

prevalence

between

males

and

females

was

greatest amongst the smokers, which may be due to a previous high
mortality among asthmatic men who had been smoking, or a lack of
the typical characteristics of asthma in men with long histories
of smoking.
The above is supported in our study as well, where females above
50 years of age represented 55 (81%) of the subjects,compared
.to 13 (19%) males.

The total amount of patients stil{ " ~mokJng

was 7 (10%) who were in the elderly age group of 50 years and
over as well.

The age distribution of patients attending our clini.c showed that
there was a steady rise in asthma from adolescents to adulthood,
peaking in the thirties and there after decreasing again.

Feeny

et al. (1993) in their study found that there was a peak in early
adolescence (10-14 years - 50%) and again in later life (55-64
- 33 -

years of age - 13.4%).

Weiss and Budetti (1993) reports that

asthma is the most prevalent chronic illness in childhood.

They

further add that it is a condition that affects patients of all
ages, its incidence is highest among children and young adults,
a finding also supported in our studies.

Regarding educational

status of the

subjects,

122

(49 %)

had

primary education, 120 (48%) had secondary education, and a small
Of these, 39 (33 %)

percentage 8 (3%) had tertiary education.
subjects were still attending high school

As

seen

in Figure

From the

5.

results

that emerged,

most

subjects reported having asthma at an early age, i.e. 143 (57%)
at either birth or before the age of 10 years. The second highest
onset was between 10 and 30 years, 58 (19%).

After this there

is a decline ih onset from 40 to 70 years, only 2 (1%) reported
the onset of asthma after the age of 70 years.
(1993)

found

that

the

age

of

diagnosis

of

Feeney
asthma

et
was

al.
very

different among adult asthmatics and the present-day children
with asthma.
fift~en,

In the

34 adults diagnosed before the age of

50% presented before the age of five.

In the paediatric

group (all diagnosed before the age of fifteen), 70% had their
asthma diagnosed before the age of five.

The implication being

that presently asthma is either manifested at a younger age or
that

there has

Charlton,

been

Charlton,

a

major

change

Broomfield,

in diagnostic

Campbell
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(1972)

patterns.

evaluated

a

nurse-run clinic and found that in 105 patients whose ages ranged
from 8 to 83 years;
was 56.4 years.

the mean age of adults (aged above 16 years)

In our study the subject's age ranged from 13

to 82 years with a mean of 40,5 years.
patients fall into a younger age group.

This thus means our
See Figure 3.

According to our study the factors which precipitate acute asthma
attacks were:

viral infections in 211

(84%) of subjects and

change in weather in 147 (59%) of sUbjects.

Bardin, Johnston,

Pattemore ( 1992) found that viruses were a major cause of asthma
attacks.

According to them,

"asthmatics tend to develop frequent colds setting in motion
a sequence of events culminating in airway obstruction and

symptoms of wheezing, coughing and chest tightness.

Those

may reflect independent inflammatory changes caused by a
simple additive effect of viral damage to the mucosa, super
imposed upon pre-existing allergic inflammation.

Few i f any

symptoms will develop in normal subjects with a mild cold,
where

as

significant

symptoms may ensue

if

the

cold is

severe and induces marked lower airway swelling, secretions
and smooth muscle contraction.
cold

frequently

induces

In an asthmatic even a mild

exacerbation

of

symptoms,

while

serious life threatening asthma attacks may occur associated
with a severe cold.

The combined effect of both asthma and

viruses may thus be amplified and result In a sustained and
refractory period of airway obstruction, severe symptoms and
unstable asthma.

Spread of viruses through the community to
-
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susceptible individuals may be the single most important
cause of sustained exacerbation of asthma" p 819.

Gergen, We i ss (1992) in their study found the same and stated
that

viral

are

infections

well

recognized

as

important

precipitants of asthma attacks.

Another factor precipitating acute asthma attacks was the change
in weather.

One hundred and forty seven

(59%)

reported acute attacks with a change of weather;

of subjects
very hot and

humid or hot and dry weather followed by a thunder storm or a
sudden

cold

spell.

Bellomo,

Suphioglu ( 1992) states that

Gigliotti,

Treloar,

Holmes,

"seasonal factors are released into

the atmosphere during a storm, preceded by a hot and windy day."
p836.

They documented the occurrence of two thunder storms

associated

epidemics

Australia;

both epidemics had a significant impact of the city's

heal th

system,

patients,

the

which
rise

of

was
of

asthma

in

stressed
asthma

the

city

by the

induced

of

sudden

emergency

Melbourne,

influx

of

hospital

attendances, being approximately ten fold.

Another factor that contributed to the precipitation of asthma
attacks was exercise, especially in the young adolescents and
early adulthood -

64 (26%).

It has been found that exercise

induced bronco-spasm develops in 70% to 90% of patients with
asthma, following cessation of an appropriate exercise stress
- 36 -

Bronco~constriction

test (Wright & Martin 1995).

with wheezing

develops within 10 minutes of cessation of exercise, and airway
obstruction
stopping

returns

the

to

baseline
Physical

exercise.

trigger asthma are;

the type,

by

30

to

60

activities

minutes
most

after

likely

to

duration and intensity of the

activity, as well as the environment in which the activity is
pertained, affects the development of bronco-spasm.

strenuous

activities that increase ventilation are most likely to provoke
symptoms.

The strongest known exercise in development of bronco

spasm is running, particularly in cold weather.
fast walking may start bronco spasm.
humidity are aggravating factors.

Even jogging and

Low temperature and low

Duration of exercise for more

than 6 minutes is another significant stimulus (Wright et al.
1995) .

A factor also causing acute attacks in 3 (1%) subjects was the
fumes from spray painting.

These patients still continued to

work since it is their only means of income and are thQs exp6sed
to the p~ecipitating factor.
ln

their

study

spray

Palmer & Topping (1995) documented

painting

as

one

responsible for asthma and acute exerbations.

of

the

activities

The substance used

in spray painting that is responsiple for acute attacks is isocyanate.

Gannon, Weir, Robertson, Burge (1993) observed that as Asthma is
defined as a reversible disease, removal of the causative agent
-
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in occupational asthma is expected to lead t 'o complete recovery.
Unfortunately, several of their studies have shown that this does
not usually occur.

However, they showed that the socio-economic

factors such as a considerable loss of earnings is the reason for
patients continue under those circumstances which cause their
acute asthma attacks.

stress at work and at home precipitated acute attacks in 42 (17%)
of sUbjects.

No relevant litterature was found on stress and

asthma, except about family dysfunction in asthma (Gustafsson,
Bjorksten, Kjellman, 1994).

They state that family interaction

seems to be a result rather than the cause of the wheezing.

One hundred and sixty five (66%) of subjects attending the asthma
clinic at Addington hospital reported a family history of asthma.
This trend is also well documented in literature.

Feeny et al.

(1993) found that the familial influence in asthma is striking
with 55% of adults and 75% of children having a close relative
with asthma.

Asthma and allergies often go together,
study.

One hundred and fifty

concomitant allergies.

three

Hayfever was

a trend seen in this

(61%)
found

subjects reported
in

142

(57%)

of

subjects, excema in 8 (3%) and allergic conjunctivitus in the
young adolescents 3 (1%).

Hopkins (1994) in his lecture about

Wheeze, Sneeze and Genes stated that

"Recurrent wheeze and sneeze are becoming prevalent symptoms
The principal cause is atopy or an

in developed countries.
-
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aller gic respo nse to othe rwis e innoc uous inha led
antig ens as hous e dust mite and gras s polle ns.

In the muco sa of the

lung s or nose , an acut e reac tion finds place with
swel ling,
itchi ng and the char acte risti c symp toms of aller
gic asthm a
and rhin itis;

inclu ding whee ze,

coug h,

snee ze, nasa l disch arge and block age.

ches t tigh tnes s,

Atop y resu lts from

the inte r actio n of gene tic and envir onme ntal facto
rs, most
atop ic indiv idua ls respo nd to mul tiple aller gens
.
long

been

a

stron g

clini cal

impr essio n

of

Ther e has
fami lial

aggr egati on of atop y, but no simp le mode of inhe
ritan ce has
been foun d." p 560

In this study the relat ions hip betw een smok ing
beha viou r and
asthm a was as follo ws: subj ects who start ed asthm
a at an early
age - birth and below one year - were not incli
ned to star t
smok ing in late r life; only 16 (11%) out of 144
patie nts becam e
smok ers. The patie nts who start ed smok ing durin g
adol esce nts and
adult hood were more incli ned to star t smok ing
in late r life.
Forty two (40%) out of 104 subj ects repo rted smok
ing. From early
adol esce nts to adult hood the onse t of asthm a seem
s like to be
corr elate d with smok ing.
Gerg en et al. (1992 ) state d that
ciga rette smok e is a well know n resp irato ry irrit
ant and, for
many fami lies, an impo rtant sourc e of in-do or air
pollu tion. The
smok ing by the prim ary care take r - usua lly the moth
er - appe ars
to be the most impo rtant expo sure sourc e for
the child .
Acco rding to Rees et al. (199 5), a common non- spec
ific stim ulus
is ciga rette smok ing. Up to a fifth (20%) of asthm
atics cont inue
to smok e and stren uous effo rts shou ld be made
to disco urag e
smok ing in both asthm atics and thei r fami lies. This
study show ed
-
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that most subj ects had stopp ed thei r smok ing 46
(88%) and only
7 (12%) of patie nts cont inue d smok ing.

Howe ver,

a trend obse rved in this study is that patie nts
had

stopp ed smok ing for a perio d whic h varie d from
1 to 30 year s.
The grea test numb er stopp ed smok ing with in the past
5 year s, i.e.
30 (65%) out of a tota l of 46 patie nts. poss ible
reaso ns bein g
wors ening of thei r clin ical cond ition , recu rren t ches
t infec tions
and also educ ation at the asthm a clin ic abou t
the haza rds of
smok ing.

All

the

patie nts

prev enta tive
Lomu dal

treat ed

inha ler,

at

i.e.

eith er

(sodi um crom ogly cate)

sodiu m) 3 (1%).

the

29

clin ic

(250)

cort icos tero id

(12 %) or Tilad e

were
224

on

a

(90% ),

(nedo crom il

Only 4 (1.5% ) subj ects were unab le to use a pump

beca use of poor coor dina tion.

Symp toma tic treat men t used by the

patie nts atten ding the clin ic cons isted of Inhal ed-B
2 agon ist 245
(97.5 %) out of 250 subj ects and secon d most used
medi catio n was
oral Theo phyli n 185 (73% ). Oral B2 agon ist was
also used by 26
(10%) of subj ects, Anti -Hist amin e 72 (29%) and
Nasa l Spra y prev entiv e corti sone in 24 (10% ).
Rivo et al .

(1992 )

state d that "the goal s of thera py are to

main tain norm al pulm onary func tion rates and
norm al activ ity
leve ls, prev ent chro nic and troub lesom e symp
toms, minim ize
exac erba tions and avoid adve rse effe cts of asthm
a medi catio ns.
Prop er mana geme nt of asthm a invo lves conti nuou s atten
tion to four
- 40 -

esse ntial elem ents:
(1) asthm a statu s must be moni tored using obje
ctive meas ures,
such as PEFR ;
(2) appr opria te pharm acolo gic thera py is nece ssary
to relie ve or
prev ent symp toma tic airwa y narro wing in mild asthm
a and to
reduc e bron chial infla mma tion in mode rate and seve
re asthm a;
(3) asthm a exac erba tions shou ld be reduc ed
by mini mizin g
expo sure to aller gens and irrit ants , and
(4) phys ician s must esta blish a thera peut ic relat
ions hip with
patie nts and thei r fami lies that will enco urage
patie nts to
gain the skil l and conf idenc e to take an activ
e role in
mana ging thei r asthm a.
Rees et al (1995 ) state d that there has been a
gene ral move to
be more aggr essiv e in the treat men t of asthm a;
the goal being
freed om of symp toms rath er than toler ance of shor
tness of brea th
and the frequ ent need of bron co dila tors ; B2 agon
ist on dema nd
rath er then treat men t with B2 agon ist and Theo phyl
line twic e per
day, when nece ssary .
Ther e is also renew ed inte rest in thei r
poss ible anti infla mma tory role .
Regu lar inha led Corti co,,:, ·
stero ids r howe ver decr ease s reac tivit y as (prob
ably) do sodiu m
crom oglyc ate and necro domi l sodiu m. Ther e is now
evide nce that
regu lar use of prop hyla ctic agen ts redu ces infla
mma tion of the
airw ays.
The hope is that redu ction in the infla mma tion
will
prev ent dama ge to the airw ays, whic h woul d othe
rwis e go to
prod uce irrev ersib le obst ructi on.

B2 agon ists are the most effe ctive bron chod ilato
rs in asthm a.
They star t the work quic kly with in 15 minu tes and
last for from
-

41 -

4 to 6 hou rs.

IQ this study 245 (98%) of the patie nts were

inha led B2 agon ist.

o~

In addi tion, 10 (4 %) were on alon g actin g

prep arati on of in,h aled B2 agon ist, used twice
daily , when not
cont rolle d on shor t actin g B2 agon ist and inha led
cort i co-s teroi d
pump . Acco rding to Rees et al (199 5), long actin
g B2 stim ulan ts
shou ld be used only in addi tion to inha led cort
ico- stero ids.
They
furth er
state d
that
Theo phyli n
is
an
effe ctive
bron chod ila tor and may also have anti- infla mma
tory actio ns.
Theo phyl li n s are an alter nativ e to long actin g oral
B2 agon ists.
Howe ver, both can be used for cont rolli ng noct urna
l asthm a.

A very large numb er of patie nts in our study
183

(73%)

use

theo phyl in in addi tion to being on an inha led
B2 agon ist and
inha led cor tico -ster oid.
Furt her, 21 (8%) were on nebu lisin g
wi th a B2 agon ist and Ipatr opin brom ide (an
antic holin ergic
agen t) and used this in acut e exac erba tions .

Se~enty . two

(29%) of patie nts were using antih istam ine at nigh
t

for hayf ever and 24

(10%)

use a prev enta tive nasa l cort ico-

stero id spray for hayf ever .

Forty one ( 14%) patie nts in our study were oft oral
stero id, high
dose s for shor t perio ds (20-4 0mg a day for 7-10
days ), when
need ed for acut e attac ks.
Only 4 (1.5% ) of patie nts were on a
main tenan ce dose of oral stero ids (5-10 mg a day
for many mont hs
to year s).
Rees et al (1993 ) poin ts out that Occa siona
l
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asthm atic patie nts have to take longt erm oral cort
ico- stero ids,
but this shou ld be only afte r failu re of vigo rous
treat men t with
othe r drug s and when the symp toms of risks of
the disea se is
balan ced agai nst the adve rse effe cts of longt erm
treat men t with
oral cort ico- stero ids.

It is impo rtant to remem ber that ,

in

cont rast, shor t cour ses of oral stero ids for exac
erba tions of
symp toms, and inha led stero ids have few serio us
prob lems . Shor t
cour ses of oral stero ids may be stopp ed abru ptly
or taile d off
over a few days .

out of the 250 patie nts atten ding the asthm a clin
ic durin g the
study perio d, only 58 (23%) need ed casu alty treat
men t, beca use
of acute a t tack s. The rema inder of the patie nts,
192 (77%) had
no casu alty atten danc es at all.
They only atten ded the Asthm a
clin ic from 2 to 4 time s a year for main tenan ce
treat men t. From
the 58 (23%) patie nts need ing casu alty treat
men t 47 (19%)
atten ded casu alty once , 10 (4%) atten ded twic
e and 1 patie nt
(0.4% ) need ed treat men t for acute exer batio n three
.
that
, time s
year . Feeny et al (199 3), found that on avera ge
the patie nts had
5 Gene ral Prac titio ner visi ts and 2 casu alty atten
danc es in the
prece ding year .
.

Only 69 (28%) of the patie nts atten ding the clin
ic durin g 1993
were admi tted as in-p atien ts to the ward s. They
had an avera ge
stay of 3 days in hosp ital befo re they were disch
arge d home and
refer red to the clin ic for follo w-up . Afte r thei
r disch arge from
hosp ital they were given a mont h supp ly of medi cine
and a follo w- 43 -

up visi t was made at the asthm a clin ic for asses
smen t besid e
thei r norm al follo w-up book ing.

Of the tota l of 674 of asthm a patie nts admi tted
to Addi ngton
Hosp ital

to

the

diffe rent

ward s

durin g

1993 ,

only

a

smal l

perce ntage 69 (10%) of these patie nts belon ged to
the Addi ngton
asthm a clin ic.
The othe r admi ssion s, 605 (90 %) patie nts had
neve r atten ded our clin ic.
They were admi tted from diffe rent
sour ces: refer red from priv ate doct ors, othe r hosp
itals , medi cal
clin ics insid e Addi ngton hosp ital, dire ct admi
ttanc e from
casu alty by patie nts havin g sudd en and unex pecte
d attac ks (ofte n
peop le on holid ay or visit ing Durb an).

Of the 250 subj ects atten ding the clin ic, the majo
rity 204 (86%)
had

regu lar

atten danc e

and

only

46

(14%)

had

irreg ular

atten danc e.
Irreg ular atten danc e is desc ribed as not atten ding
the clin ic at
the appo inted date s for follo w-up and medi catio
ns.
Twel ve
subj ects show ed a decr ease in Peak flow and 11 subj
ects show ed a
decre ase in FEV1 , as can be expe cted. Howe ver, 14
subj ects stil l
show ed a sligh t impro veme nt in Peak flow and 15 in
FEV1 . Only two
patie nts show ed a sign ifica nt impro veme nt in Peak
flow of 100 and
90 litre and an impro veme nt of 10% and 11% in FEV1 resp ectiv ely.
The poss ible reaso n for this latte r impro veme
nt was that the
over all cond ition of thei r asthm a had impro ved,
with the resu lt
that the patie nts cut down on thei r medi catio n,
whic h made thei r
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medi cine l ast long er.

Some of the patie nts, 46 (18%) who had been smok
ing in the past
(ex-s moke rs) ,
show ed
an
impro veme nt
in
lung
func tions .
stat istic s were avai lable on only 32 subj ects;
20 patie nts (63%)
show ed an impro veme nt in Peak flow and 19 (59%)
show ed an
impro veme nt in FEV1 .
Howe ver there were 12 (38%) patie nts who
show ed no impro veme nt in Peak flow and 13 (41%)
patie nts who did
not show an impro veme nt in FEV1 . See Tabl e x.
The most likel y reaso ns for these nega tive resu
lts may be that:
(1) some patie nts are stil l smok ing, 7 (3%) ,
(2) patie nts with a long histo ry of smok ing often
have chro nic
obst ructi ve airw ay's dise ase, whic h is only part
ly reve rsibl e
on treat men t.

Good resu lts were seen in the non-s moke rs.

Stat istic s were

avai lable for 108 and 96 patie nts resp ectiv ely
for PF and FEV1 .
Seve nty two .· ( 67%) of pa:ti~nts show ed an ' impro veme
nt in Peak flow.
Seve nty two

( 72% ) show ed an impro veme nt in FEV1 .

The abov e

resu lts migh t not be stat istic ally sign ifica nt,
but has show n to
be of clin ical sign ifica nce with the patie nts havin
g less over all
casu alty atten danc e and hosp ital admi ssion s.
Only 23% of the
patie nts need ed casu alty treat men t durin g the study
perio d and
28% of the clin ic's patie nts had hosp ital admi ssion
s for the same
perio d.

In cont rast to the abov e,

Weis s et al
- 45 -

(1993 )

repo rted a

6%

incre ase

of

asthm a

relat ed

hosp i talis atio ns

decad e for patie nts of all ages .

durin g

the

past

Drum mond , Abda lla, Buck ingha m,

Beat tie, Lind say (1994 ) state d that the prev alenc
e of asthm a is
incre asing as are admi ssion rates for adul ts.
McFa dden, Heja l (1995 ) state d that 1.8m ilion patie
nts in the USA
each year seek care for acute episo des in emer gency
depa rtme nts.
Rutte n-Va n Molk en,

Door slaer ,

Rutte n

(1992 )

state d

that

the

numb er of hosp itali satio ns due to asthm a has
been show n to be
incre asing sign ifica ntly in child ren.

Tett erse ll (1993 ) high light ed that asthm a morb
idity appe ared to
be impro ved by atten danc e at a nurs e-run asthm a
clin ic. This is
also seen in our stud y.
Garr ett, Kolb e, Rich ards, Whi tlock , Rea (1994 ) state
d that in New
Zeala nd hosp ital admi ssion rate s, whic h had begu
n to incre ase at
the same time as mort ality rate s, rema ined elev
ated throu ghou t
the 1980 s.
Phela n (1994 ) found that Hynd man and colle ague s
ina study from
East Angl ia found that the incre ase in admi ssion
to hospital ~ of
child ren \vi th asthm a, whic h has been repo rted from
many coun tries
may be reach ing a plate au or even falli ng.
Grif fiths , Nais h,

Sturd y, Pere ira (1996 )

state d that they had

show n an asso ciati on betw een asthm a pres cribi ng
and morb idity
expe rienc ed by patie nts with asthm a, as refle cted
in admi ssion s
to hosp ital .

Prac tices with high er pres cribi ng ratio s had lowe
r

admi ssion rates

to hosp ital.

A trend also seen at Addi ngton

Hosp ital asthm a clin ic, whic h show ed a high pres
cribi ng prof ile
and less hosp ital admi ssion s.
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Chap ter 6
CONCLUSIONS

In this study of the asthm a clin ic it was show n
that the clin ic
serve d Durb an and surro undi ng area s.

The clin ic howe ver was rela tive ly smal l and held
only once a week
for four hour s. Educ ation at the clin ic was done
by a spec ial
train ed siste r and time was taken to instr uct the
patie nts abou t
the use of thei r pump s and medi catio n.

Only a sma l l perc entag e of the patie nts atten ding
the clin ic had
visi ts to casu alty durin g the corre spon ding perio
d.
Hosp ital
admi ssion s from the c l inic patie nts amou nted to
28 % only .

Near ly all the patie nts were on a prev enta tive
pump (inha led
cort icos tero id and/ or Lomu dal Tila de).

An avera ge of 19 patie nts per clin ic sessi on was
seen .

In conc lusio n it was found that the grea t tota
l of asthm atics
admi tted to Addi ngton Hosp ital durin g 1993 only
ten perc ent were
clin ic atten ders . Ther efor, 90% of patie nts admi
tted with Asthm a
durin g 1993 neve r atten ded the Asthm a Clin ic.

Of all the patie nts atten ding the asthm a clin ic,
the non-s moke rs
(who atten ded regu larly ) did very well and show
ed clin ical and
lung func tion impro veme nt.

-
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Chapter 7
RECOMMENDATIONS

1) Improvement in the services of the clinic should include the
following:

a) More time should be available for clinic sessions, at least
two to three times per week,

b) More staff should be available for patient education.

c) The patients should be advised to purchase their own peakflow meters and if they can 't afford this,

to procure one

through the hospital at a reduced price. In this way they will
be able to assess their condition more accurately and prevent
unnecessary attendance of casualty or admission to hospital,

d) Emphasis should be placed on regular attendance and use of
medication and to stop smoking,

e) Patients who are well controlled should be moved out of the
clinic

to

attend

peripheral clinics.

the

relevant

outpatient

department

More space would be available

for

or
new

patients in this way and an increased turnover of patients
would be possible.

2) Asthma patients discharged from the wards should be referred
to the asthma clinic instead of other medical-outpatient clinics.
-
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Appe ndix 1

QUESTIONNAIRE

(1)

Patie nts:

Numb er

[ ..... .. ]

Race

[.C.]

[.!.]

Age
[.W.]

[ ..... ] yrs

Sex [ ... ] M or F

[.A.]

Mari tal statu s[.M .] [.S.] [.0.]

(2)

Addr ess:[ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
... ]
[

.... .... .... .... .... .... .... .... .... ... ]

Are there any nearb y facto ries or indu strie s?

[No]

[Yes, ..... ..... .... ~ . . . . . . . . . . . . . . . . . . . . . . . . . . .
.. ]

(3)

Fami ly size : Are you livin g with your fami ly

[No] [Yes]

(4)

Has any othe r memb er of your fami ly asthm a?

[No] [Yes]

(5)

Are you suffe ring from any aller gies ?

[No] [Yes]

Excem a[ .. ], Hayf evert .. ] or othe r[ ..... ..... ..•.
... ]

(6 )

Are you empl oyed at the mome nt?

[No] [Yes]

What is your occu patio n?
[Uns kille d] [Ski lled] [Fac tory] [Bus iness ] [Pro
fessi onal ]
If un-em ploye d: [Hou sewif e] [Sch olar] [Pen sione
r] [Gra nt]
What is your educ ation ?

[Prim ary] [Mat ric] [Col lege]
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(7)

[No] [Yes]

1) Do you smoke?

2) Have you smoked before?

[No] [Yes]

3) And how long ago did you stop?

[ .............. ]

(8)

At what age did you start getting asthma?[ .............. ]

(9)

When last were you admitted to hospital? [ .............. ]
And for how long? [ .............. ]

When last treated at Casualty?

(10)

Any

specific

factors

which

[

bring

on

.............. ]
an

acute

attack?

....................................................... ]
[ ....................................................... ]
[

(11) What treatment are you on?
1) Inhaled: cortico steroid [1 .. ] [2 .. ] [3 .. J
Sodium Chromoglycate [4 .. ]
Tilade

[5 .• ]

Oral cortico steroid [ ... ]
2) Theophylline.[ .............. ]
3) Beta2-adrenergic agonist [ .............. ]
4) Antihistamine.[ .............. ]
5) Nasal spray.[ .............. ]

-58-

Appendix 2.
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Appendix 3.
CONSENT FORM

I, ... ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . hereby give my

unreserved consent

to Dr.A.W.Lubbinge to be examined

medically and to allow her permission to perform whatever

tests she may deem necessary for the purpose of the study of

which I have been fully informed. All information will be

handled in the strictest confidence.

Dated:

... / ... /19 ...

Signature.: __ . . . . . . . . . . . . . . . . . . . . . . . .

witness: . . . . . . . . . . . . . . . . . . . . . . . . . . .

Dr.A.W.L'~bbinge
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