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Abstract

Ast~ma is a major public health problem in Australia. With up to 1 in 4 children

and adolescents having symptoms of asthma, there is a high toll not only on the

individual with asthma and their care-givers but also on the health care delivery

system. Adolescents with asthma are particularly vulnerable to serious asthma

attacks and sudden death. For many adolescents, this is a particularly risky

period, as compliance with therapy may decrease and medical supervision

becomes less consistent.

As behaviours and life style are primary contributers to morbidity and mortality

in adolescents, education appears to be a potential way to have an impact on

behaviour change. The challenge is to develop a program which will not only have

a considerable impact, but is acceptable and relevant to the school community.

This treatise examines the relevant literature and psychosocial theories and

models applicable to asthma health promotion and management in adolescents. It

provides a health promotion model for addressing barriers to optimum asthma

management and an Intervention Model to increase knowledge and improve

behaviour in high school students.

The aims of this treatise are:

eTo establish the impact of asthma on high school students

eTo justify asthma health promotion in high schools

eTo identify behavioural and psychosocial fadors relevant to adolescents
asthma management

eTo describe an asthma health promotion intervention in a girls' high
school, based on the conceptual model.

The Adolescent Asthma Action Program is an innovative asthma health

promotion intervention program for high schools. The aim of the program is to

promote optimum management of asthma through peer-led education and creative

student presentations. Students are active in both learning and teaching and are

the catalysts for behaviour change and supportive school environment. The

Program is undertaken in a socially disadvantaged area, where a significant
proportion of high school students come from non-English speaking backgrounds

(NESS).

A common health issue in the school is addressed through positive peer

modelling and social reinforcement. The models can also be applied to other

health issues and have potential for a wide range of applications in schools.
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Chapter 1: Introduction

1.1 Asthma a public health problem

Asthma is a major public health problem in Australia (NH & MRC, 1988). It is the
most common chronic illness of childhood, with as many as 1 in 4 children and
adolescents in Australia having symptoms of asthma (Robertson, Bishop, Dalton,.
et al., 1992; Peat, Mellis, 1992; Bauman, Mitchell, Henry, et al., 1992).

Despite the availability of effective asthma treatment and increasing pUblic
awareness, asthma remains the leading cause of hospital admissions and school
absences due to chronic illness in childhood (Anderson, Bailey, Cooper, et al.,
1983; Ford, Dawson, Cowie, 1988). This high morbidity in children may be due to
the increasing prevalence and severity of asthma in children (Peat, Mellis, 1992;
Bauman, 1993). This premise is supported by a recent study undertaken at the·
Camperdown Children's Hospital in Sydney which described a steady rise in
hospital admissions and emergency visits to the hospital in the period between
1979 and 1989 (Kun, Dates, Mellis, 1993).

There is also evidence suggesting that underrecognition and inappropriate
management of asthma have led to considerable morbidity in school-aged
children (Bauman, Mitchell, Henry et al., 1992; Peat, Woolcock, Leeder et al.,
1980; Attaway and Strunk, 1989; Woolcock, Peat, Leeder et al., 1984). In a study
of 4239 Sydney school children, 214 were found to have symptoms of asthma, yet
"only 60% of these children had ever been labelled as asthma (sic), and only 20%
were using appropriate asthma treatment." (Bauman, Young, Peat, et al., 1992, p.
36).

Because asthma is common amongst school-aged children, many of the
problems associated with asthma impact on their education and quality of life at
school. Morbidity from frequent exacerbations due to poorly controlled asthma
may lead to problems such as:

• Frequent school absences (Parcel, Gilman, Nader et al., 1979)

• Poor academic performance (Bicho, Damas, De Lurdes et al.,
1992)

• Limited physical activity (Buchanan, 1986)

• Social and psychological maladjustment (Richards, 1986).

These points are discussed further in Chapter 2.

9
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1.2 What is asthma?

Asthma is a chronic inflammatory condition affecting the lungs. The

inflammation in the airways produces narrowing due to:

• swelling of the lining of the airways

• excess mucous production

• spasm of the muscles that surround the airways.

In school-aged children the typical symptoms of asthma are wheezy breathing,
coughing, and difficulty in breathing.

There is a broad spectrum of severity of asthma in children and adolescents.
Most students with asthma have mild infrequent episodes that do not require
regular "preventive" therapy. Some students may require "reliever" medications
for asthma symptoms at school (Isles, Robertson, 1993). Exercise is a common
trigger for asthma in children, however the symploms can be prevented by
appropriate self-management (Shield, 1992).

The natural history of asthma in individuals is also variable. Severity of asthm~
may vary considerably at different stages of the student's life. In a review of
relevant literature, Warner established that "significant changes do occur during
adolescence with some patients going into remission and others developing more
severe disease" . Further, his findings suggested that "females tend to develop
more persistent problems with asthma or develop more severe disease for the first
time during adolescence" (1993, p.83). However, he concluded that the
information available is mostly incomplete.

1.3 Barriers to asthma management in adolescents

Adolescence is defined by the World Health Organisation (1989) as being
between the ages of 10 and 19 years. It is a period of transition from childhood to
adulthood. In the context of this treatise the terms "adolescent I teenager I youth"
refers to adolescents attending high school (11-17 years).

Teenagers with asthma are particularly vulnerable to serious asthma attacks
and sudden death (Attaway, Strunk, 1989). For many adolescents, this is a
particularly risky period, as compliance with therapy may decrease and medical
supervision becomes less consistent (Court, 1992). Inadequate management is
thought to contribute to many of the deaths (Warner, 1993). The special
difficulties that adolescents experience in managing their asthma may be related

10
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to them having to experience the developmental changes of puberty together with

the additional limitations of their illness (Court, 1992).

Behaviour and lifestyle factors are the primary contributors to barriers to
adol.escent asthma management (Warner, 1993). The challenge is to identify and
address the relevant psychosocial factors to facilitate optimum management of
asthma in young people. These risk factors are discussed in more detail in

chapter 3.

Common barriers to optimum asthma management in adolescents are listed in
Table 1 and are also discussed in more detail in chapter 3.

Table 1: Barriers to asthma management in adolescents

Lack ofinterest and understanding about asthma (Cooper Jandera" 1991)

Denial of illness and need for treatment (Hoffinan, 1976)

Non-compliance with medications (Court, 1992; Friedman, 1987)

Inadequate use ofhealth care facilities (Blum" 1980)

Peer pressure in risk-taking behaviours, e.g. smoking (Dielman et aI., 1987).

Adolescents remain a particularly problematic group with regard to asthma

management (Warner, 1993; Towns, 1992; Cooper, Jandera, 1991). Much of the
morbidity and mortality associated with adolescent asthma can be prevented
through more appropriate asthma management and education (Woolcock,
Landau, Leeder, et al., 1988; Bauman, 1991; Bauman, Young, Peat, et al., 1992).
The question is what is appropriate for adolescents?

1.4 Youth health promotion

Adolescence is a life stage with important implications for long term health. It
can be argued that although adolescence is considered a relatively healthy period
compared to other age groups in relation to morbidity and mortality indices, there
is still a pressing need for health prevention and promotion programs for

adolescents (Nutbeam, Haglund, Farley, et aI., 1991). The underlying argument
for this investment in health programs for young people is that many negative

health behaviours are adopted in adolescence. Further, if positive health
behaviours are established in youth this will have positive consequences in later
life. (Parcel, Muraskin, Endert, 1988; Perry, 1991; Henderson, 1993).

11



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Health promotion has potential to reduce health damaging behaviours and
increase the practice of health enhancing behaviours in young people (Parcel,
Muraskin, Endert, 1988). Health promotion as described by Green is "any
combination of health education and related organisational, political, and
economic interventions designed to facilitate behaviour adaptations that will
improve or protect health" (1979, p. 161).

It follows from Green's definition that health promotion approaches should not
be solely directed at the individual, but also oat environmental, social, and other
structures that will encourage, support, and reinforce the positive health
behaviours. Further, it emphasises that education is only one of several strategies
that can be used to facilitate behavioural change and that combinations of

interventions are needed to promote health (Parcel, Muraskin, Endert, 1988).

1.4.1 Schools as a setting for health promotion

Schools offer an ideal setting for promoting health in adolescents as most
attend school. Another advantage is that students can easily be accessed and a
health education2 infrastructure is already ° in place. It is also believed that
providing health promotion in schools is a cost effective method to increase
community awareness in non-English speaking communities (WHO, 1992).

Addressing students' health is integral to the education process. Lavin and
Shapiro (1992) argue that education and health care are interrelated and
suggests that education can contribute substantially to improvement in health.
They also emphasise that a student's health status is a major determinant of their
educational achievement. There is widespread agreement that health promotion
at school is both effective and efficient in influencing health behaviour in
adolescents (Nutbeam, Haglund, Farley, et ° al., 1991; Allensworth, 1993;
Bremberg, 1991). The concept of a health promoting school is "a school which
constantly strengthens its capacity as a healthy setting for living, learning and
working" (WHO, 1993, p.6). In this definition the issue of settings is emphasised
and promotes a move towards:

• health promoting environment

• health promotion for pupils

• health promotion for school staff

• working with the community

2 "Health education is a combination of learning experiences that affect the way students think,
feel and act in relation to their well-being and that of others" (Went, 1992, p. 93)
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Although students are the primary target group, the activities of health
promoting schools also involve school staff, parents and the wider communitY,that
is, the school community. The underlying principle is that students will be more
motivated to learn if they can relate their learning activities to life in the larger
community outside the school. .

Traditionally, health education at school was concerned mainly with health
services, health instructions and acquisition of facts. There is now growing
support for applying the principles of health promoting schools in any approach to
health education in schools, whether the focus is on a single health issue or
general health. While the concept of health promoting schools generally involves
multiple health issues, it can also be applied to a single health issue, such as
asthma, within this framework (Young, Bauman, Forero et al., 1992; Shah,
Dawson, Wachinger, 1992).

1.4.2 Effectiveness of health promotion programs

For health promotion programs in schools to be effective the education
message needs to be relevant to the target population and integrated into the
school curriculum. For Thompson, effectiveness means more than integration:"
programs need to be accompanied by a feasible plan for implementation which
ensures successful progression beyond the adoption stage" (1988, p.22). She
emphasises the need for a plan to ensure that programs are able to be
implemented, maintained and then disseminated.

Others maintain that effective programs must make use of strategies that both
educate and change behaviour. They must impact on institutions and social
structures to facilitate and support the practice of health behaviour (Parcel,
Muraskin, Endert, 1988). Bremberg (1991) in his analysis of health education
programs found that effective programs were

• based on sound theoretical frameworks;

• focused on skills training;

• integrated school instruction with local community efforts; and,

• combined group instruction with activities directed at
individuals.

In a climate of scarce health dollars, health promotion programs promising
measurable outcomes are more likely to receive funding. In his essay
"Sustainability of Health Promotion Programs," Lefebvre explicitly questions the
value of many programs with apparent positive outcomes: "Do they' last?" asks
Lefebvre (1992, p. 239). He agrees with Thompson that in order to term programs

13
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effective, sustainability of such programs should be integral to their process. He
concludes that "...more effort is required to identify the core elements of
sustainable programs, and the key strategies that enhance their development"

(Lefebvre, 1992, p. 239).
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2.2 Impact of asthma on students

Chapter 2: Asthma and high schools

As stated earlier, due to its high prevalence, frequent under-recognition and
poor management, asthma poses a significant problem in high school students.
This chapter will further explore the impact of asthma on students, management of .
asthma in schools and the case for educating high school students about asthma.

Another common problem at school is that students with asthma are often
embarrassed about using their medications in public, not wanting to acknowledge
that they have a chronic illness, which requires treatment (Warner, 1993).
Moreover, students do not always carry their 'reliever' medications on them,
despite the need to take medication at school in order to avoid exercise-induced
asthma or to prevent severe illness.

15

2.1 Introduction

Several important issues relate to the impact of asthma in students. Students
with asthma have significantly more school absences than other students, which
may hamper stud~nts' academic and social progress (Ford, Dawson, Cowie,
1988; Freudenberg, Feldman, Clark, et al. 1980). Lower grades as well as
teachers' assessments of students' psychological, social and educational
achievements have been attributed to school absences (Anderson, Bailey,
Cooper, 1983).

Poorly controlled asthma in students can also affect school performance.
Disruption to learning has been shown to be a common problem experienced by
students with asthma (Shah, Gibson, Wachinger, 1993; Henry, Gibson, et al.,
1993). Reduced attention span and loss of concentration can occur, particularly if
the student has asthma in the classroom or is tired after a night of lost sleep from
asthma symptoms (Richards, 1986).

As physical activity is a common trigger for asthma in adolescents, students
with asthma may be reluctant to join in physical education classes, sports, athletic
events or playground games. This reluctance may also derive from the attitudes of
teachers or parents, who may mistakenly discourage students with asthma from
active participation from fear of an asthma attack (Henry, Pine, Gibson, et al.,
1993).

-------..-----------------------
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Students with asthma may be stigmatised and treated differently by their peers
and teachers (Towns, 1992). Feeling left out of the group and not being good
enough at sports are often serious concerns for them (Walsh, Ryan, Wengar,
1992). Evidence shows that there is no reason for students with asthma to miss
out on school activities,. If their asthma is well managed, they should act "Just like
anybody else" (Asthma Foundation Video, 1990), as the title of the video

suggests.

2.3 Asthma and its management at schools

Schools have a potentially important role in the management of asthma,
c:;onsidering the high prevalence of asthma in students and the significant
disruption asthma can cause at school (Henry, Pine, Gibson, et al., 1993; Hill,
Britton, Tattersfield, 1987; Shah, Gibson, Wachinger, 1993). School staff need to
be aware of asthma symptoms and need to encourage students to take their
asthma medication if they develop symptoms at school.

However, the concern is that the level of knowledge and management of asthma
is generally poor in schools. A survey conducted by the National Asthma
Campaign amongst high school students found that school staff were often unable
to cope with a student having an asthma attack at school. They identified that
some schools did not allow their students to carry their own treatment and many
students were embarrassed to use their medications in public. Their findings
showed a general lack of knowledge about asthma and its management (National
Asthma Campaign, 1991). Other studies have also confirmed'the inappropriate
management of asthma at school due to under-recognition of asthma and poor
management. (Bicho, Damas, et al., 1992; Hill, Britton, Tattersfield, 1987; Henry,
Pine, Gibson, et al., 1993).

In Australia, following widespread concern both from the health and the
education sectors regarding management of asthma in schools, a position paper
on the "National Policy on Asthma Management for Schools" was prepared by the
Asthma Special Interest Group of the Thoracic Society of Australia and New
Zealand (1994).

16
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The recommendations from the paper are listed in Table 2:

Table 2: Recommendations of National Policy on Asthma Management

for Schools

Improvement in education and training of school staff regarding appropriate management
of students with asthma.

Improvement in asthma recognition at school through student record cards.

Encouragement for students with asthma to participate in physical education and
exercise.

Students with asthma should be allowed to use asthma medications at school.

Schools should have appropriate equipment for managing asthma emergencies.

Asthma education for all students should be encouraged at school.

A few government and non-government agencies in NSW have responded to
the challenge of asthma and its management in schools (Young, Bauman, Forero
et al., 1992; Shah, Gibson, Wachinger, 1994; Henry, Hazell, Halliday, 1994).
These interventions have targeted school staff to increase knowledge and
confidence regarding emergency management of asthma at school (ibid.). The
underlying argument for this investment in education is that school staff have the
legal and ethical responsibility for looking after the health and safety of their
students. The schools act "in loco parentis ", meaning the teachers' "duty of care" ,
in managing students with ast~ma should be the same, as that exp~cted of a
reasonable parent (NSW Department of School,Education, 1990).

In Auburn high schools, students with asthma are given a 'Student Asthma
Record Card' (see Appendix 1) to complete and return to the school. The cards,
which are written ac~ion plans to manage asthma emergencies at school, are
completed by the student's parents and the family doctor, and are filed in the
school's Asthma First Aid Kit (Shah, Wachinger, Elliot, 1993). Data from the high
scho~ls indicated a poor return rate of these cards. The experience showed that
the High School Asthma Program alone was not sufficient in improving
m~nagement of asthma in high schools. More is needed. There is increasing
recognition for the need to educate high scho.ol students about asthma (Asthma
Special Interest Group of the Thoracic Society of Australia and New Zealand,
1994). Simply having students maintain records about their asthma. does not
provide that necessary education.
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2.4 Asthma education for adolescent

Asthma education is perceived as "a range of activities designed to increase
awareness of asthma and to promote optimal asthma assessment and

,management" (Bauman, 1991, p.79).

In adolescents, peers and family are major influencing factors on many' health
behaviours (Biddle, 1980). Therefore education of the individual does little to
influence factors in the community which reinforce such behaviours (Parcel,
Muraskin, Endert, 1988).

Studies of adolescent health behaviour generally agree that education
specifically targeted at young people has not been effective (Bremberg, 1991).
Allensworth argues that the education of the individual usually relies on
awareness and knowledge change which will not necessarily modify behaviour
(1992).

This lack of success of has also been examined by Court, who believes that it
may be due to the difficulties in addressing problem health behaviours such as
non-compliance and risk-taking, on an individual basis in adolescents (Court,
1992). Court argues that providing information and increasing knowledge will not
improve compliance. This has been clearly shown by studies on the use of
condoms by adolescents. The studies have shown that their use was related to
beliefs and attitudes rather than knowledge (Diclemente et al. and Orr et al.,
1992).

Other studies 'have also shown that increasing knowledge and attitude also
does not always correlate with behaviour change. Holund (1990) in ,a review of
school-based nutrition education programs, found that although' these studies
reported qhanges in knowledge and attitudes toward healthy eating patterns, most
of them failed to demonstrate a change in dietary behaviour (1990).

On the other hand, research projects that have focused on behaviour change
and utilised sociopsychological approaches have been shown to be effective
(Parcel, Muraskin, Endert 1988). For example, Thompson in a study on drug
education in schools, clearly showed that this approach was effective in
"improving the nature and extent of drug education in primary schools." (1988,
p.. ix).

Therefore, the traditional' role of asthma education usually directed to
individuals with asthma does not deal with the challenge of behaviour change in

18
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adolescents. It has been argued that programs in adolescents should not solely
be directed at the' individual, but also at environmental and social structures to
encourage, support and reinforce health enhancing behaviours (Parcel, Muraskin,
Endert, et al., 1988). Moreover, given the high numbers of adolescents with
asthma, individual asthma education would seem to be an inefficient method to
address this problem on the wider scale.

In recent years, asthma education for children has developed in Australia in the
context of a variety of initiatives in schools, hospitals and the community. Various
government and non-government agencies and organisations have responded to
the challenge of asthma education (Young et al., 1991; Henry et al., 1992; Toell~

et al., 1993; Van Asperen, et al., 1991; Shah, 1992; NAC, 1993). While there has
been a general support for educating adolescents about asthma, few have
explored and/or utilised the potential of high schools (Bauman,' 1991; Towns,
1992; Warner, 1993).

Asthma health promotion for high school students

The school environment exerts a powerful influence, on young people and is
therefore an obvious setting for health education for adolescents (Nutbeam et al.,
1993). This point is emphasised by Henderson, who points out that schools have
a unique potential to affect the lives of students, staff, parents and even entire
communities (1993).

Educating students about asthma has shown to improve attitudes about asthma
at school. Two studies in high schools reported that increasing knowledge about
asthma in students led to a more tolerant and positive attitude towards their peers
with asthma (Hill et al., 1993; Brook, Kishon, 1993).

In high school students with asthma the attitude of peers and a supportive
school environment are essential elements for positive behaviour change. In
Australia, despite the high prevalence of asthma in high schools, this health
problem has not until now been given a high priority in health promotion strategies
in high schools.

To address the need of educating young people about asthma, the Asthma
Foundation of NSW produced an educational video "The'Real Reason" (1989) for
high school students. The aim of the, video was to increase awareness and
knowledge abol,Jt asthma among adolescent stu,dents. The video 'highlights the
dangers of inadequate asthma management. It 'looks aUhe effects of peer group
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pressure on risk-taking behaviours such as smoking and poor self care in

students with asthma.

More recently, an asthma educational package;designed for Year 8 students,
has been trialled in schools in the Hunter Region. The "Living With Asthma"
package includes "The Real Reason" video, a teacher's manual and a teaching

kit. The package is consistent with the learning principles and structure of

schools' PD/Health/PE syllabus and is delivered by teachers to students. The
effectiveness of the package is currently being evaluated in a controlled trial in
high schools in the Hunter area (Henry, Gibson, et al., 1993).

It appears that research regarding school-based asthma health promotion
programs for high school students is still largely underdeveloped. Thus, further

studies in asthma health promotion in high schools can be clearly justified for the
following reasons:

1 School staff have a responsibility and "duty of care" for students
with asthma, but lack knowledge and confidence.

2 Many of the factors that affect the frequency and severity of asthma
symptoms in high school students are preventabl~.

3 There is a close relationship between some aspects of school
function and health problems in asthma; such as exercise-induced
asthma.

4 Schools permit access to the majority of the adolescent population
and provide social and environmental support for certain
adolescent health behaviours.

2.5 Curriculum support and context for health education
in schools

Fragmented programs in health education are failing to ensure that all students
will encounter timely and effective education programs. Current models of·
curriculum development differ from those that were prevalent earlier. In 1992, the
New South Wales Department of ~chool Education introduced the Personal
Development I Health I Physical Education syllabus for years 7 to 10 students. In
the development of the peer-led workshops in the Triple A Program special
attention was paid to the Key Learning Areas in the Personal Development I
Health I Physical Education (Board of Studies, 1992), which was consistent with
the education package 'Living with Asthma' developed by Henry and associates
(1993).
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To be effective school asthma programs require curriculum time, and need to be
clearly identified as an essential element of the formal education in schools.
There are, however, pressures f~r inclusion in the curriculum of many other health
issues, such as nutrition, AIDS, drug and alcohol etc. As well, many teachers
consider themselves ill-prepared for what they perceive as "medical matters" and
do not feel equipped to teach about asthma. This issue of low priority and low
competency would need to be addressed prior to including asthma education in

the school curriculum.
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Chapter 3: Behavioural and psychosocial factors in
adolescent asthma management

3.1 Introduction

Behaviour and lifestyle factors play a significant role in adolescent morbidity
and mortality (Parcel, Muraskin, Endert, 1988). As there is a close relationship
between the barriers to adolescent asthma management and behaviour and
lifestyle factors- (Towns, 1992; Warner, 1993), an understanding of young
people's beliefs and behaviours pertaining to their lifestyle is seen as fundamental

to developing an effective asthma health promotion program for high school
students (Franzkowiak, 1987).

3.2 Health behaviours influencing adolescents' asthma
management

Health behaviour can be defined as any activity undertaken, by a person
believing themselves to be healthy, for the purpose of preventing disease or
detecting it in an asymptomatic stage (Kasl and Cobb, 1986). This definition
implies that individuals must believe that their actions will achieve the specific
goals.

The self-management approach to asthma has been identified as an important
strategy to reduce morbidity and mortality (NH & MRC Working Party, 1988;
Bauman, 1991). Key self-management behaviours identified in the literature,
which are applicable to optimal asthma management at school include:
compliance with asthma management (Court, 1992; Friedman, 1986); self-care
and preventive actions (Bauman, 1992); and avoidance of risk-taking behaviours
(Young, Forero, Bauman et al., 1992).

3.2.1 Compliance with asthma management

Many of the challenges in managing adolescents with asthma are related to
their. compliance with the prescribed management regimen. In adolescence,
failure to comply with medical advice is common (Pidgeon, 1989). Noncompliance
can lead to serious consequences for the teenager. It may lead to unnecessary
hospitalisations, treatment and diagnostic tests (Friedman and Utt, 1987;
Pidgeon, 1989).
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There is general agreement that adolescents' compliance with treatment is
multifactorial. Court believes that "like children, adolescents seldom consider the
long term health consequences of their ,actions or inaction but, unlike children,
often reject the advice and guidance of parents and other adults" (1992, p. 55).
He argues that developmental factors can influence compliance in adolescents. .
During early adolescence the teenager aspires to become independent and often­
resents ,adult supervision. In mid-adolescence, the teenager seeks approval from
peers and, identifying with them, feels a need to conform to group norms. When
required to adopt behaviour different from their peers they may resist that
behaviour or rebel against it (Aten and McAnarney, 1981). Fear regarding

side-effects of the asthma medications and denial for the need for medications are
often seen as common reasons for non-compliance.

Adolescents' beliefs and attitudes about their illness may lead some teenagers

with asthma to regard the regular use of 'preventer' medications as a restriction,
rather than as providing freedom from incapacitating symptoms. Medications may
function as a constant reminder of chronic disease and of their difference from
their peers, (Towns, 1992). Compliance with treatment may reinforce the feeling of
being impaired and further add to the perceived stigma of the disease and
disability for a young person.

Other psychosocial risk factors associated with compliance are discussed in
section 4.3.

3.2.2 Self care and prev~ntive actions.

To achieve optimum asthma management there is a need for co-management
between patients and doctors. Ideally, self care and preventive actions. in
adolescents should be exercised in partnership with their doctor (Warner, 1993).
Involving young people in decision-making regarding their management is more
likely to achieve success, according to Court (1992).

However, this partnership with the doctor is often hampered as young people
are often not able to utilise health services appropriately (Blum, 1980). Teenagers
may resent either doctors or parents dictating their management and may not

- comply with appropriate management.

Self care and preventive actions in adolescents' asthma management are listed
in Table 3:
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Table 3: Self care and preventive actions in adolescents

Use of "preventer" medications

Avoidance of triggers

Use ofmedications prior to exercise, if required

Regular visits to the doctor

Use ofa peak flow meter to measure asthma severity

Treatment methods have improved over the past few decades so that asthma
attacks can be relieved or even prevented from occurring (Bauman, 1991).

Although management of asthma using preventive medication is effective and
relatively simple, use of self care and prevention strategies in asthma
management is reported to be sub-optimal in adolescents (Forero, Bauman,
Young et al., 1992). In a study of high school students in Campbelltown, it was
found that only, 19% used any objective measurement of their asthma, such as a
peak flow meter. Similarly, lack of 'use of preventer medications by adolescents
was another significant contributory factor found in the study.

Exercise-induced asthma is not uncommon in high school students. Over two
. thirds of students with asthma may develop asthma symptoms· following exercise
(Forero, 1993). Although these symptoms can be prevented through appropriate
management and using inhaled asthma medications prior to exercise, one in three
adolescents with asthma does not take regular medications before exercise
(Phelan, Landau, Olinsky, 1982).

3.2.3 Risk-taking behaviours

Adolescence is a period of risk-taking. A feeling of personal invulnerability, with
lack of concern for the consequences, underlies much teenage social activity.
Moreover, overt risk-taking behaviours can increase during adolescence.
According to Hofman (1976), the demands of chronic illness in addition to the
changes in puberty,. alongside the challenge of coping with negative peer
pressure, can encourage 'maladaptive' coping mechanism in adolescents, such as
smoking. Individuals influenced by negative peer p(essure are more prone to
deviant and health comprising behaviours (Jessor and Jessor, 1977).

It is during adolescence that smoking behaviour is frialled and adopted.
Smoking is prevalent amongst high school students (Young, Forero, Bauman et

al., 1992). A study of tobacco and alcohol u'se amongst high school students in
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Australia reported that 25% of 15 year olds smoke every week (Hill, White, Pain,
et al., 1987). An further concern is that many asthmatics also smoke despite their
awareness of the health consequences. This was clearly shown in a survey
undertaken in schools in the South West of Sydney, which reported that a third of ,
students with asthma were smokers (Young, Forero, Bauman et al., 1992)

Active and passive smoking are recognised as potent triggers of asthma
symptoms (Bauman, Young, Peat, 1992) and also increases the likelihood of
persistent disease (Warner, 1992). Franzkowiak holds that adolescents in
Western societies tend to reject preventive health m~asures and take risks which
flaunt conventional medical views (1989). He interprets risk-taking practices to be
elements of coping with developmental problems in a socially legitimate way. He
proposes that health education, can only succeed in reducing risk-taking
behaviours through a broader and better informed approach. Strategies thaf
influence risk taking behaviours need to be directed not only to the individual but
also to influences within the individual's home and school environment.

3.3 Psychosocial risk factors

Psychosocial risk factors are" predictive of or 'acco,unt for' particular behaviour
patterns" (Perry, 1991, p.3). These factors can be broadly divided into three
categories: Personal; social; and, environmental. In adolescents all three factors
need to be addressed to achieve any measurable success (Nutbeam, Haglund,
'Farley et al., 1991)., However, there are few studies specifying the psychosocial
risk factors influencing adolescent health behaviours in asthma self-management
(Bauman, 1991 a).

Figure 1 summarises those risk factors which have been shown in the literature
to determine or influence self management behaviours in adolescent asthma
management.
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Psycho soci.al risk factors in adolescent
asthma management

Personal
Awareness, Knowledge
Self image, Self-efficacy

'-
Beliefs, Attitudes

Social
Peer influences ..... Asthma' HealthFamily and school staff ~ BehaviourHealth professionals

Ethnicity; Media & Advertising

~School environment
School Policy

Resources

-
Figure 1

The risk-factors that influence asthma self-management behaviours in

adolescents must now be considered.

3.3.1" Personal Factors

The limitations implied by asthma and its treatment "may" make the teenager feel

different or defective" according to Friedman ana Litt (1987, p.52).

This could have consequences for their management as the adolescent's desire

to be like his or her peers may lead to denial of their illness and of their need for

treatment (Hofman, 1976). Denial of asthma symptoms is a known risk factor for

asthma morbidity and mortality (NH & MRC, 1988). Friedman and Litt report that

adolescents requiring regular medications frequently also resist treatment, as it

may be a reminder of chronic disease (1987).

Student's self-esteem is an important factor in influencing compliance b~haviour

(Pidgeon, 1989; Dielman et al., 1987). Chronic conditions such as asthma may
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contribute to feelings of inferiority (Bicho, Damas, De Lurdes Chieira, 1992). This
low self-esteem may reflect on the student's confidence in his or her ability to
perform a particular behaviour in a given setting, often referred to as self-efficacy
(Bandura, 1986; Clark et aI., 1988). In the school S13tting, students with asthma
.need to feel confident taking their asthma medication in front of their peers.

Lack of knowledge and understanding about the disease may be a contributory
factor (Towns, 1992). In studying the problems of asthma in adolescence, Bicho
(Bicho et al., 1992) established that a poor understanding about asthma still
prevails. They found that 17% of the -asthmatics did not know how to define the
disease and 75% considered asthma to be curable. They concluded that there

was a need for more information about asthma, both for asthmatics and the

general pUblic.

However, in adolescents, an individual's beliefs and attitude to a chronic
disease is a greater influencing factor in behaviour change (Diclemente et al.,
1992). The individual's perceived threat of illness- and the consequences of their
action will impinge on an adolescent's behaviour. The Health Belief Model is a set
of attitudes to understand such behaviours (Janz and Becker, 1984). It implies
ttiat before students with asthma will adopt preventive action they must believe
they are susceptible to asthma attacks and accept that the action will be beneficial

- -

or effective. In asthma education, the Health Belief Model has been applied to
medication compliance in children (Becker et al., 1978). This model has also been
applied to motivation in adolescents with regard to compliance in treatment
(Friedman and Utt, 1987).

3.3.2.Social factors

Social factors are important determinants of the health behaviour in adolescents
(Thompson, 1988). Peers and family are significant factors influencing- adolescent
risk-taking behaviours. For adolescents, peers play a greater role than do parents

(Biddle et al., 1980). According to Millstein, Petersen and Nightingale, peers serve
as "credible sources of information, role models of new social behaviours, sources
of social reinforcement, and bridges to alternative lifestyles" 0993 p.77).

Peer group pressure plays a critical role in risk-behaviours in adolescents..
Adolescents' initiation into use of tobacco, alcohol and drugs correlates -strongly
with peer group pressure (Perry, 1991). The behaviour of peers has been found
also to be the strongest predictor of continuing smoking behaviour (Barratt, 1989).
In studying adolescents, Headen and his associates reported that having a best
friend who smokes increases the likelihood of initiating smoking (1991).
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In adolescence, families also play an important role in asthma management.
Parental influence may support or discourage compliance with medications,
smoking, self care and prevention actions in adolescents (Pidgeon, 1991). The
strong influence of parental smoking has been shown by Perry, who reported
children of smoking parents are more likely to smoke than those of non-smoking
parents (1991).

Compliance can also be influenced by medical advice adolescents receive and
how that message is communicated by the health professional. Utt and Cuskey
(1980) showed that compliance increased if the adolescent at least took some
responsibility in decisions about his or her own medical management. Other
psychosocial risk factors, such as access to health services and family factors,
also influence compliance (Pidgeon, 1989).

The individual's relationship with health professionals and access to health
services are critical factors in adolescents' self management of asthma (Pidgeon,
1991). Furthermore, "the quality of doctor-patient communication and the degree
of follow-up provided will also affect the maintenance of asthma behaviours"
(Bauman, 1991, p. 80). Recently the National Asthma Campaign (NAC) in
Australia has emphasised the issue of doctor-patient communication, through
asthma workshops, management plans and educational resources (NAC, 1993).

With regard to access to health services for asthma in the community, it is
crucial to consider the demography of an area and its population as

, socio-economic level and ethnicity are related to asthma management (Young et
al., 1992). Forero and associates found that individuals from non-English
speaking backgrounds were less likely to monitor their own asthma, despite
regular visits to a family doctor. However, ·they warn that ethnic factors may be
associated with socio-economic factors, which have been shown to have a
positive correlation (1992).

Another social factor that exerts a major influence on adolescents is the mass
media. Current social norms are presented through. the actions and appearance of
popular media personalities. These norms are further reinforced by a.dvertising.
There seems no doubt that the multi-million dollar efforts of the advertising
industry manage to precisely target and successfully influence children, in
particular. Glynn expresses serious concern about the influence of tobacco
advertising in altering children's attitudes towards tobacco and believes that· it
encourages children to smoke (1993). The power'· of adverti~ing was clearly
shown by an earlier study by Chapman and' Fitzgerald which noted that Sydney

28



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

school.. children 'smoked those brands of cigarettes which were the. most heavily
promoted (1982).

However, the media can also have a positive effect. Information delivered by the
popular press or television is often better received by adolescents than
information they receive from other channels. This has been· utilised by the

National Asthma Campaign in Australia, which included a media campaign as one
of its key strategies to improve asthma management (National Asthma Campaign,

1993).

3.3.3 School environment

Factors considered here are those aspects of the school environment that
support, permit or discourage engagement in a particular behaviour. A supportive
school policy in asthma management at school is likely to reinforce and
encourage appropriate students' behaviours. School resources such as Asthma
First Aid Kits and Student Asthma Records to manage asthma emergencies can
also be considered as factors influencing a supportive school environment (Shah,
Gibson, Wachinger, 1993).

In the school setting, the attitude of 'school staff and peers may affect a
student's self management behaviour. "The perceptions of teachers' and peers'

.attitudes may result in under-utilisation of inhaled medications during attacks"
(Bauman, 1991, p.80). Student's perception of school and the.school environment
can also influence health behaviours. Nutbeam and his associates examined
healt.h behaviours ih high school students and showed that students' like or dislike
of school was a strong indicator of future problem behaviours (1993). Today, the
importance of the school environment is recognised. It is recommended that
adolescent health promotion efforts include consideration of the school
environment when targeting specific health behaviours (Millstein, Petersen,
Nightingale, 1993).

The physical environment, including weather conditions and air quality, also
plays a role in self-management in students with asthma (Bauman, Young, Peat
et al., 1992). Awareness and avoidance of asthma triggers, at" school can be
important issues for students with asthma. Passive smoking, a recognised trigger
of asthma is often an issue for many adolescents, especially when their parents
smoke (Landau, 1991). Recently, the issue of passive smoking has also affected
areas· in school, such as school toilets, according to reports from students
involved with the Adolescent Asthma Action Program.
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3.4 'Conclusion

This chapter has dealt with some of the many complex personal, social and
environmental factors associated with adolescent health behaviour.

According to Perry, There are important reasons of identifying psychosocial risk
factors is twofold. It is precisely these factors that become the targets for change
in any behavioural intervention programs and there is great need for further
substantiation of these factors by research into adolescents.- Consequently, in any
health promotion intervention, psychosocial factors influencing health behaviours
must be taken into account organising.

Green's PRECEDE model, described in the next chapter, provides a clear
structure to illuminate the .relationships of these factors and hence has
implications for appropriate points for intervention.

30



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I,

I
I

Chapter 4: Theoretical basis of the Program

4.1 Introduction

To be effective, any health education program must stimulate and influence the
process of positive behaviour change. Therefore, the program's success will
largely depend on it affecting the influential factors on behaviour change. Parcel,
Muraskin and Endert (1988) found that research and demonstration projects that
were effective in youth health promotion have focused on behaviour change and
utilised socio- psychological approaches. This finding is supported by Bremberg
in his analysis of school health education programs, in which he noted that
effective programs were based on theoretical frameworks (1991).

Following those findings, the Adolescent Asthma Action Program (AAAP) aims .
to promote behaviour change in students with asthma by increasing knowledge
and creating a supportive environment.

4.2 Models and theorie~ of behaviour change

Prior to discussing the models and theories used in the development of the
Adolescent Asthma Action Program, the following terms need clarification:

A theory is taken here to be "... a set of interrelated propositions containing
concepts that describe, explain, predict or control behaviour." (Kerlinger, 1986,
cited in: Glanz Lewis and Rimer, 1990).

A model allows the praotical application of a theory or theories by specifying the
relationship between various factors as predicted by theory.

Psychosocial theories and models, describing identified factors on behaviotJr
change and relevant to the Program, are discussed here.

4.2.1 Green's PRECEDE 3 model

The PRECEDE model developed by Green et al. (1980; see Figure 2) provides
a framewor,k for systematically developing the health interventions which combine.
elements of environmental and behavioural change..

3 PRECEDE is an. acron'ym for predisposing, reinforcing and enabling causes in educational
diagnosis and evaluation.
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The PRECEDE health planning model can be usefully applied when developing
program objectives and identifying the personal, social and environmental factors
influencing health behaviour change. The model has been applied successfully to
planning comprehensive programs in many different settings (see e.g. Taggart, et
al., 1989; Lazes, Kaplan, Gordan, 1990; Tones, 1990).

The PRECEDE health planning model was used to categorise the antecedents
of students' health behaviour in asthma self-management behaviours in
adolescents. at school which were discussed in the previous chapter. As well, it
assisted in planning of the Program (see Appendix 2).

The model shown in Figure 2 describes the determinants of self-management
behaviours in adolescents with asthma:

The PRECEDE framework
for asthma health promotion planning and evaluation

PoI~'''-

Predisposing Factors
Knowledge of asthma

~
Attitude

Denial of illness
. Understanding of asthma Optimal medical

Cultural beliefs management
Self efficacy

f '- --. "High School
Reinforcing Factors Behaviour AsthmaAsthma Health ... Attitude and behaviour of

~ Compliance ~ management "'"peers, school staff, parents, Quality of life
Promotion health professionals, Self care and prevention in high schools

Media Risk - taking

f J f--.
Enabling Factors Environment... Skills in management

~
School asthma policyCommunity commitment

Health care utilisation Supportive Figure 2
Availability of resources school environment

Adapted from Green et a!. 1980

The determinants, according to Green, can be grouped in three sets of factors
which are:

1. PredisP9sin9 factors provide the motivation for behaviour and influence the
adoption of certain behaviours

2. Enabling factors which allow the motivation to be realised . These include
personal skills related to asthma management, school and community resources.

3. Reinforcing factors which influence individuals' attitude and behaviour in a
positive or negative manner. Reinforcing factors provide the incentives, rewards,
or punishments that maintain or stop continuation of the behaviour.
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The literature supports that in order to change health behaviour, a health
promotion intervention needs to address all three factors.

The epidemiological and social phase of Green's model illustrates the
importance of appropriate medical management in improving quality of life for
students with asthma.

4.2.2 Health Locus of Control

Locus of control is the degree to which a person feels able to control events and
circumstances in his or her life (Wallston and Wallston, 1984). Individuals having
an "external" locus of control are more likely to believe that their scope for action
is under the control of external forces such as chance, fate, or more powerful
others. On the other hand, individuals with an "internal" ,locus of control believe
they are "masters of their own destiny" and that their decisions and actions shape
outcomes, These individuals are more likely to take responsibility for their own
health and avoid illness by self care and preventive actions. Students with asthma
are more likely to take preventive action prior to exercise (Bauman, 1992), and
comply with medical regimen if they have a strong internal Locus of Control
(Friedman and Litt, 1987).

4.2.3 Social learning theory

Bandura's Social Learning Theory, a frequently used theory in health education,
identifies learning to be the result of interaction of cognitive, environmental and
behaviour factors (Bandura, 1977, 1986).

Bandura infers that behaviour is guided by outcome and efficacy expectations.
"Outcome expectations" are an il1dividual's estimate that a certain behaviour will ,
lead to a particular outcome. The Social Learning Theory emphasises that before
a behaviour is changed the individual considers the costs and benefits to
her/himself. If th~ outcome is not perceived as favourable, behaviour change will
not take place. In the context of asthma rnaflagement, personal costs would
include financial costs· of medications and time factors. Personal benefits would
be improving one's health, fitness and confidence.,

"Efficacy'expectations" describe an individual's conviction that he/she has the
ability to perform the behaviour necessary to produce a given outcome in ·a
particular si~uation. The concept of self-efficacy, which is the individual's level of
confidence in his or her ability to perform specific tasks or behaviour in 'a given
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setting; is central to Bandura's notion of behaviour change (Clark et al., 1988).
Self-efficacy is influenced principally by one's perception of one's own
performances and to a lesser extent by observing others, by the persuasion of
others and by the level of emotional arousal associated with performing the
behaviour.

The Adolescent Asthma Action Program has used various elements of SLT.
Increasing awareness and knowledge about asthma through creative learning
strategies assists cognitive development. Self efficacy is influenced through
student's development and presentations of "asthma skits" by students to the
school community. The Program draws on notions of modelling, environmental
change and reinforcement as peers provide role models and can encourage

positive behaviours. The nature of the behaviour such as compliance in asthma
management is also an important factor.

It recognises fundamentally that in adolescents the most important source of
social norms comes from the individual's peer group network and family influence.

4.3 Strategies for health education

Changing behaviour is a complex process. Behaviour change programs must·
address all the important stages in this process, employing strategies to
counteract challenges which are likely to be experienced. While theories of health
behaviour specify determinants and mechanisms governing a behaviour, specific
strategies are needed to initiate the processes proposed by the theories (Wallack,
1981 ).

The way in which the information is conveyed is as important as its content
(WHO, 1993). Today's approach to health education in schools is to put the
emphasis on learning, rather than teaching. The active involvement of students is
promoted to encourage them to learn from each other in the language which is
familiar to them. Skills such as decision-making and problem-solving need to be
int~gral to the education process (WHO, 1993).

4.3.1 Peer-led education

In health education programs the term "peer" has been used in a variety of ways
(Wiist and Snider, 1991): In this treatise the term peer-led has been used in the
context of older students teaching younger students.
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Studies in health behaviour change have indicated that peers or "idols" are
more likely to be influential on students' behaviour than parents, teachers or
health educators (Biddle, 1980). Peer-led education is therefore particularly
appropriate for adolescents. The task of a peer leader is to serve "as a prosocial
role model and to provide social information in addition to disseminating
information," (Perry, Kelder, Komro, in: Millstein, Petersen, Nightingale, 1993).
Peer leaders are seen as credible sources of social information by fellow

students.

In a variety of health education programs for young people peer education has
been used successfully (Wiit and Snider, 1991). Research studies indicate that
peer leadership is an important component of primary prevention programs. In the
area of drug education peer education has been an effective strategy for
behaviour change (Allensworth, 1993).

In their cross cultural study, Perry and Grant showed that peer-led teaching in
smoking prevention and reducing alcohol use is superior when compared to
traditional teaching methods : "Overall, the peer-led programs demonstrated
significant lower alcohol use scores than the teacher-led (... ). These findings were
consistent for both genders.(... ) Overall, students in the peer-led program had
significantly higher knowledge scores at post-test than' students in the control
group ..." (1988, p. 325). The authors conclude that the approach is effective
across economical and cultural settings.

Others have also used peer-led education in changing health behaviour in
adolescents (Holund, 1990; Wallerstein and Bernstein, 1988; Broad, 1990).
Holund, in her work on nutrition education for school children, successfully utilised
peer education as a way to influence the health, of adolescents and impact on
behaviour chang~. The ke'y components associated with the success of her
program were a high level of student participation and teacher involvement
(1990). The Triple A Program' came to s,imilar results.

In Australia, the Peer Support Program has also been used effectively to train
. volunteer senior students. They act as group leaders for junior students, help the

juniors resist negative peer pressure, care for each other and follow a more
healthy life (The Peer Support Foundation Ltd, 1990, p.A4).

Peer teaching is particularly effective in disseminating information and changing
attitudes and behaviours. Students are more likely to turn to p!3ers for advice and

, ,

change is more likely to occur if someone similar to them or admir~d,by ,them
recommends the change. Moreover, peer instruction has been effective in
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improving decision-making and problem-solving skills which are essential tools or
steps for implementing behaviour change.

4.3.2 Freirels Approach

'Empowerment' of the individual in the context of this Program is taken to be "a
social action process that promotes participation of people, organisations, and
communities in gaining control over their lives in their community and larger
society" (Wallerstein and Bernstein, 1988, p.170).

Paolo Freire's approach to education is aimed at 'empowering' people to
recognise and act on their own ability to change themselves and their
environments. Freire assumes t~at individuals will better gain knowledge through
group sharing and understanding the social influences that affect their lives
(1972). The role of the educator is seen as a facilitator rather than as a teacher.
The facilitator guides learners in exploring the problems and relating them to their
daily lives. The learners set their own priorities and decide on group action to
change conditions or resolve problems. The approach he developed .for literacy
education has been applied in health and other adult settings (Wallerstein and
Bernstein, 1988).

In a well documented case study on a drug education program involving youth
from a high risk populations in the USA, Wallerstein and Bernstein (1988),
demonstrated that empowerment education as developed by Freire is an effective
health education and prevention model for creating .personal and social change in
adolescents. In their study, they adopt Freire' problem posing methodology with
young people: "Instead of being preached to, youth become subjects of their own
learning as they ask questions, explore the many levels of the problem, make
decisions for their own choices, and share the seriousness of substance abuse
with friends and their communities" (Wallerstein and Bernstein, 1988, p. 175). The
emphasis is on group interaction and probler:n solving.

The philosophical perspective of empowerment education was drawn on in the
design of the Triple A Program which targets both the individual student as well as
the school community to address barriers to asthma management in young
people. The use of "Freire's '3-stage methodology of. listening, dialogue,' and
action" -in the Triple A Program is modelled on the Alcohol Substance Abuse
Prevention (ASAP) Program (Wallerstein and Bernstein, 1988, p.175). (See Table
4).
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4.3.3,Application of theory to the Triple A Program

Table 4 summarises the theories incoporated in the conceptual model for
asthma health promotion.

Application of theory to the Triple A Program

Theory Concept Content Intervention component

Freire's 'Problem Posing' Environment Barriers to asthma School Asthma Action
as modelled in ASAP Knowledge

management Committee
(Wallerstein, Berstein,

videos Peer Leader Workshop
1988) Attitudes

group discussions Peer-led education

problem solving Student Asthma
Presentations

Community Consultation

Social Learning Theory Awareness Videos Peer Leader Workshop
(Bandura. 1977)

Knowlwdge Asthma Information Peer-led education

Self-efficacy Developmen~ of skits Student Asthma

Self esteem Games
Presentations

Modelling Emergency

Motivation management of
asthma

Beliefs

Social Learning Theory Environment School Asthma Action
(Bandura, 1977) Committee

Peer Leader Workshop

Student Asthma
Presentations

Health Promoting Schools Environment Barriers to optimum School Asthma Action
(WHO. 1992) asthma Committee

management
Peer Leader Workshop

Peer-led education

Student Asthma
Presentations

Community Consultation

Health Locus of Control Attitude Group discussions Peer-Leader Workshop
(Wallston & Wallston.

Peer influence videos Peer-led education
1984)

Student Asthma
Presentations
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A conceptual model of asthma health promotion
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Figure 3 shows the Conceptual Model of the Triple A Program:

4.4 ,Conceptual model of asthma management at school

c

I Adolescent Asthma I High School
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e Health Behaviours Supportive Environment
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As there is no single theoretical model to address asthma management at
school, selected elements from the above .models, theories and strategies (see
Table 4) have been utilised to develop· a conceptual model of asthma health

promotion at school.

The goal of a school asthma health promotion program is to promote .optimum
asthma management at school. Outcomes sought are behaviours that are
representative of optimum management and a supportive school environment.

Figure 3 presents a conceptual of asthma health promotion in a high school
setting. This is intended as a conceptual model and is to be tested further. This
model provides a framework for assessing the components of optimum asthma

.. management at school.
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The health behaviours related to asthma self-management at school are
influenced by personal factors (beliefs, awareness, knowledge and attitudes);
social factors (peer acceptance and support); and environment (supportive school
environment). These psychosocial factors were the targets for the intervention
and were identified by the school community aQd supported by the relevant
psychosocial theories and models.

A multi-component intervention approach to health promotion is used to help
address barriers to asthma management. This approach involves the students
with asthma, their peers and the school community in the intervention. Peer
leaders are the catalysts for attitude and behaviour change in the student
population, alongside a supportive school community.

In the conceptual model of asthma health promotion, the Adolescent Asthma
Action Program works in conjunction with the High School Asthma Program as
shown in figure 3. The nature of the school environment is often established by
the school policy. This emphasis on environment is shown clearly in the
"conceptual model of adolescent health promotion in the 199.0s" presented by
Millstein, Petersen, Nightingale (1993, p.84).

Creative strategies used for different target groups of students included active
student participation in planning and implementation, gr.oup discussions,
brainstorming, problem solving and presentations of student's solutions to the
school community. These strategies have been successfully used in school-based
programs such as the Triple T program, Teenagers Teaching Teenagers in drug
education (Broad 1990). Primary School Drug Education Evaluation (Thompson
1990). -

Activities that Asthma Peer Leaders were responsible for included, leading
small group discussion. sessions, reading and giving directions, compiling their
peers' responses to relevant questions, organising games and leading
brainstorming sessions.

4.5 Adolescent Asthma Action Program

The Triple A (Adolescent .Asthma Action) Program is an innovative approach to
asthma health promotion in high schools. The aim of the Program is to .promote
C?ptimum management of asthma in young people through peer-led education.

The Program provides an integrated approach to asthma health promotion at

school. It involves students, school staff, parents and the community in the
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planning and implementation of the program. Senior students are active
participants in both learning and teaching. Students learn about asthma and the
barriers to asthma management though a variety of educational strategies used
through the Program. These include asthma videos, games, brainstorming
sessions, group discussions, problem-solving and rehearsing of activities and

presentations.

The Triple A Program was developed in 1993 by the Community Medical Officer
and the Asthma Project Officer, from Auburn Community Health Services, in
collaboration with students, staff and parents from Auburn Girls High School.
Currently, the Program continues at that school and in 1994 the implementatio~

process began at St Johns Regional High School for Girls in Auburn. Evaluation
support has been received from Or Peter Gibson, Staff Specialist, John Hunter
Hospital, Newcastle. The Triple A Program has been maintained by grants from
the Asthma Foundation of NSW and partly by public donations through the
Auburn District Community Health Advisory Council.
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Chapter 5: Description of the implementation of the
Program

5.1 B'ackground

Auburn, a suburb of Western Sydney, is characterised by low socio-economic
status, high unemployment and a large non-English speaking background
community. In response to community demand for asthma services for schoo"l
children, the Auburn School Asthma Project (ASAP) was initiated in, 1989 by
Auburn Community Health Services (Shah, 1992). This project is an ongoing,
needs-based community and school' education service for children with asthma
and their care-givers in the Auburn area. (See Appendix 3 for a flow diagram of
the Auburn School Asthma Project). One of the initiatives of the ASAP, was to
target the high schools to promote effective management of asthma at school. The
Project in high schools included introduction of Asthma First Aid Kits and Student
Asthma Records4,asthma education for school staff and parents (Shah, Gibson,
Wachinger, 1993) and development of School Asthma Guidelines. Appendix 4
shows a sample of the guidelines.

5.2 Needs Assessment

In, 1992 staff from several of the high schools in Auburn communicated their
concern regarding management of students with asthma to the project staff. This
concern, which was supported by the current literature on adolescents. and
asthma, highlighted the necessity to target high school students as part of the
High School Asthma Program.

The issue. of a health promotion program fo~ students with asthma was
canvassed through consultation meetings held at Auburn Girls High School with
school staff, student counsellors and parent representatives. (See Appendix 5 for
details and minutes of the meetings.)

In the meetings, project staff consulted the groups with regard to the aim,
proposed objectives and strategies for an intervention at the school. In addition
specific issues that should be addressed by a health promotion program at school
were identified by the participants. A summary of the issues identified are listed in
table 5.

4 Student Asthma Records are individual crisis management plans to be used by school sti:iff
should a student have an asthma attack at school. The records are completed by the students
and their doctor and are kept in the school's Asthma First Aid Kit.
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\ Table 5: Issues identified by students, school staff and parents

Recognition of asthma

Knowledge of asthma

Negative attitudes towards asthma

Embarrassment about taking asthma medications

Students with asthma to attend a doctor when necessary

Peer support

Translated material about asthma and.its management

The consensus message from the three groups was that all students need to be
educated about asthma. The general recommendation was that students should
receive education about asthma as part of the "Health, Personal Development
and Physical Education" curriculum at school (Board of Studies, 1991). It was also
judged by the participants that volunteer students should be trained to facilitate
interactive learning about asthma amongst their peers. The recommendations
from the consultation meetings were instrumental in the design c;lnd development

of the Triple A Program for high school students. This approach meant that the
school community was actively engaged in determining its own needs and
priorities. Moreover, the reports from the meetings also influenced the school in·
adopting the program.

There was a strong correlation between the psychosocial risk factors described
in the literature with those identified by the school community during consultation
meetings, This correlation emphasises the value of community consultation
(Hawe, Degeling, Hall, 1991) and indicates the value of Green's PRECEDE
Model. The factors enumerated in the Model were those targeted for change in
the program by the school community. This may encourage further research into
the psychosocial risk factors in adolescent asthma management.

Green's PRECEDE Model coupled with community consultation were vital to the
creation of the conceptual Model and in planning aims, objectives and evaluation
of the Program.

5.3 Planning and development of the intervention

In, '1993, funding was given by the Asthma Foundation of. NSW for the position
of an Asthma Project Officer. A health promotion intervention, the Adolescent
Asthma Action Program, was initiated by the Auburn School Asthma Project in

collaboration with Auburn Girls High SchooL Of the 750 students enrolled at the
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school,\ 98% were from non-English speaking backgrounds. From the start of the

program the Community Medical Officer and the Asthma Project Officer (project
staff) worked with school staff, students and parents in the planning and
implementation of the program.

The planning of the intervention can be broadly divided into two stages:

1. Trial of the approach Stage 1: October, 1994

To assess the feasibility of peer-led asthma education at the school, a one day

trial program was conducted in term 4, 1992 for Year 11 students. (A summary
plan of the day is shown in Appendix 6). The trial at the school was considered
successful by both students and staff as noted anecdotally and by evaluation

questionnaires. It indicated that students were keen to learn about asthma
through group activities and senior students were able to lead a class in asthma
education and problem solving, using the video "The Real Reason" (Asthma
Foundation, 1990).

2. Planning of the Program Stage 2: Feb., 1993- June, 1993

A School Asthma Action Committee was formed in February, 1993, to assist in
the design and the implementation of the Program in the school. The members
included:

Table 6: Members of the School Asthma Action Committee

School staff: The Principal, the Deputy (Year 10 Health teacher), the
Head teacher ofWelfare( Co-ordinator ofPeer Support
Program*), Year 7 adviser and ancillary staff member in
charge of school clinic.

Students: Twelve Volunteers from the Year 11 Peer Support Program
and two Year 10 students with asthma. The students 'were
from all ethnic backgrounds.

Parents: 2 parents from the parents groups at the school

Project staff: Community Medical Officer (Elected Chairperson) and
Asthma Project Officer

Honorary patron: Vice-president of the Asthma Foundation, Mrs lR. Hayes.

The committee members were actively encouraged to participate in planning,

discussions and problem solving with regard to any· issues' arising from the .
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implementation of the program. The group met on five occasions in the first half of
the year to discuss the implementation and evaluation of the program.
Collaborative decisionmaking was central to this planning process. Decisions
were made on the basis of majority rule. As a result of these meetings a flow
diagram, (see Appendix 7) was designed to outline the process of implementation
of the program in the school.

The student's time-table, staffing issues, school structures and the need to
ensure that the program could be sustained in future years were key points
considered by the committee in selecting both the target population and
methodology. As a result, year 10 students were considered the most appropriate
as the target group for the Asthma Peer Leaders intervention, and years 7-10 as
the target group for the presentations. However, the size of the venue and the
school timetable determined the participation of the students. The Program was
integrated in the health component of the Personal Development! Health! Physical
Education syllabus. From' these discussions a 3-Step Intervention Model was
designed to promote knowledge and behaviour change in the school community
with an emphasis on year 10 students (see Figure 4).
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3-Step Intervention Model

• Step 1: Volunteer senior students from the school's leadership programs to be
trained by project staff from community health to become Asthma Peer
Leaders. .

Figure 4: The 3-Step Intervention Model: To increase knowledge and
improve behaviour in high school students.

Step 3
Student presentation

School community
Yr7-10,

Parents, Staff

Yr 10 Asthma Skits

~

Asthma
Peer Leaders

Yr 10 Students

Step 2
Peer led - education

Asthma
Project Staff

Student peer
leaders

Figure 4

Step 1
Peer Leaders workshops

• Step 2: Year 10 students to learn about asthma and identify barriers to asthma
management in three health lessons led by at least two Asthma Peer
Leaders per class. As a result of the education, each class to produce a
short presentation, labelled "asthma skit", to promote optimum
management of asthma with some assistance from their health teacher.

• Step 3: These "asthma skits" of the Year 10 students to be presented to Year
7-10 students*, staff and families at a special 'Student Asthma Day'
(Appendix 8).

The 3-step Intervention Model is proposed to increase knowledge and improve
behaviour in high school students. The steps are described in more detail in
section 5.4.
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5.4 Implementation of the Triple A program

A flow diagram of the implementation of the Program is shown in Appendix 7.

5.4.1 Negotiation with the school

Preliminary meetings with the school principal and interested staff were
essential to raise interest and gain support for the Program. A further meeting was

, held to arrange the details of the implementation of the Program in the school.
Issues to be discussed with the staff are summarised in Appendix 11. Prior to
Program implementation, it was important to establish the key components of the
Program in the school curriculum, encourage staff support and allocate time for
the events (see: Appendix 12)

5.4.2 School Asthma Action Committee

The planning and implementation of the Program was overseen by a School
Asthma Action Committee held at the school. The meeting time was used to clarify
questions about the project, to outline the function of the workshops and to,
explain the evaluation process. An essential requirement was that the students
involved were volunteers, not been coerced to participate by the school staff, and
had earlier completed some leadership or group skills training in the school, such
as the Peer Support Program or other appropriate structures. The roles of the
committee members are documented in Appendix 13.

5.4.3 Training workshops for Asthma Peer Leaders

The peer-leader training workshops were held in the afternoon during school
hours or immediately after school at the community health centre. Three one and
a half hour sessions, were conducted on the same afternoon, one week apart, by
the Project staff. The Session outlines and workshop plans can be found in
Appendix 14.

In the workshops, the peer leaders learned about asthma and its management;
and identified barriers to asthma'management in young people, with an emphasis
on risk-taking behaviours. Working in small groups, students had the opportunity
to acquire skills in the use of asthma devices, problem-solving and group
leadership skills.
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Two follow-up meetings were held with the Asthma Peer Leaders after the first
and third peer-led lessons. The meetings provided an opportunity for students to
discuss their sessions, resolve any problems and to give feedback to the project
staff.

The students and school staff were involved in the planning and organisation of
the day, with project staff facilitating the process. Media publicity in the local and
national papers, visits ~y sporting celebrities, presentation of certificates and
support from the Asthma Foundation of NSW were additional strategies employed

Presentations of creative "asthma skits" by year 10 students to year 7 students,
staff and parents were the focus of an annual asthma related event in the school.

·(See Appendix 8). The skits,created by the students with some assistance from
the staff, promoted strategies to overcome barriers to asthma management
through song, dance, debate, signs or short plays. The skits were about three to
five minutes long and involved the entire class: That the Triple A Program was.
well received by students was evidenced by the presentations of the asthma skits
and feedback from both students and staff. .

Trained Asthma Peer Leaders in groups of two to three per class (depending on
the number of trained volunteers) conducted three health lessons with Year 10
students. The Asthma Peer Leaders were each given an attractive yellow folder
with the relevant information required for the lessons (See Appendix 15). The
educational aids such as videos and asthma devices were kept with the health
teacher. In the lessons the students learned about asthma and its management
and developed a class message (Asthma Skit) to promote optimum asthma
management in young people.
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The educational strategies, described in the Session Outlines (see Appendix
14), were used to demonstrate and model group interaction and collaborative
decision-making skills. Throughout the program every opportunity was used to
make the program memorable and enjoyable for the students. This was evidenced
not only by the fact that we had no drop outs, but also that in the course of the
Program other students asked to be included. On completion of the workshops,
certificates were presented to the Asthma Peer Leaders at a special presentation
ceremony and the event was publicised in the local media.

5.4.4 Peer-led education

5.4.5 Student Asthma Day

......--;;;=--------------------_._-

I
I
I
I
I
I
I
I
I
I
I
·1
I
I
I
I
I
I
I
I

'1



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
1-

I
I
I
I

to make the program 'special' to the school community. Among these the local and

ethnic press were utilised regularly. (See attached press releases, Appendix 10)

The Triple A Program described in this treatise is currently being realised in two

girls high schools in Auburn in, 1994.

5.5 Evaluation 5

Evaluation was planned as an integral part of the program.

5.5.1 Process Evaluation

To assess the effectiveness of the implementation process the formative
evaluation6 design, used to assess the implementation of the Triple A Program, is

based on Partlett and Hamilton's "Illuminative Model" (1972). This model is

designed to provide immediate feedback about program implementation and

quality, and relies exclusively on qualitative data collection (Green, 1.986). An

essential requirement for this process is that it requires the evaluator to be very

familiar with the implementation of the program.

The purpose of the formative evaluation is to:

1 Establish whether the program plan was achieved

2 Assess the quality of teaching material and approaches

3 Justify continuation of the program as part of the school curriculum

4 Assess the practicality of the teaching approaches

5 Describe the program to the wider community

6 Assist with impact and outcome evaluation

To assess the implementation of the program participating students, Asthma
Peer Leaders and key staff members were surveyed using individual and group
questionnaires (See Appendix 9). Evaluation data were collected from the areas
outlined in Appendix 16.

5 The Program plan in this treatise,focuses on the implementation of the Program and therefore
details of the evaluation are not provided here.

6 Formative evaluation is concerned with program- improvement and looks at how the program
was conducted and what outcomes can be determined. Items looked at include the level of
satisfaction of program participants, how the program fits into the existing schedules and the way
it was conducted (Henderson, 1.993).
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5.5.2 ··Impact and outcome evaluation

The impact evaluation measured knowledge and attitudes in all students and
quality of life? in all students with asthma using validated pre- and post
questionnaires in high schools. The questionnaire used in the study is attached as
Appendix 9.

The results of the formative and impact evaluation are being analysed. These
preliminary results will determine the choice of appropriate outcome measuring
instruments for behaviour change in students with asthma.

7 A self report on perceived physical, mental and social well-being in relation to asthma.
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Chapter 6: Discussion

6.1 Introduction

The development of health-enhancing behaviour patterns is a major goal for
health prevention and promotion in youth. Self-management behaviours in

students with asthma can be influenced by many factors as has been detailed in
chapter 3. These psychosocial factors are interconnected and need to be taken
into account prior to any health promotion intervention in asthma management.
Among them the environment and peer influence are the key components when

working with adolescents.

The school therefore provides an excellent setting for health promotion for
adolescents with asthma, who may not have easy access to any other type of
program through the health care system (Evans, Clark, Feldman et al., 1987).
However, although health education programs at school to prevent the occurrence
of illness are usual, education programs for chronic illness, such as asthma are
rare. Cooperation of health and education sectors is therefore essential to
minimise the morbidity related to asthma in the school environment.

6.2 Signifi'cance of the program

The Triple A Program is a health promotion intervention for high schools, based
on sound theoretical principles utilising psychosocial approaches. Optimum
management of asthma in young people is promoted through peer-led education
and student presentations ('asthma skits'). This is' particularly relevant for
communities with a high proportion of NESS, in which individuals are more likely

to have special difficulties in accessing sources of reliable health information
(Forero, Young and Bauma~, 1992). Promotion of positive health behaviours and
educating young people about asthma has important long-term benefits not only
for the individual, but also for their family and the wider community.

The involvement and recruitment of parents has always been a concern for
health promotion programs in school. This is particularly relevant in NESS
communities where parents may experience a "... distrust of school, fear of
embarrassing students and language barrier" according to Millstein, Petersen and
Nightingale (1993, p.83). The Triple A Program involve,s parents 'in: assessing the
needs; in the School Asthma Action Committee; and invites them to the Student
Presentations. It therefore gives many opportunities for parents to be involved,
even when they do not speak English.
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6.3 Benefits of the education process for schools and
students

The cornerstone of the program is the 3-Step Intervention Model promoting
knowledge and behaviour change in high school students. This education model
is directed at the individual, group and the school community and has the

potential to be easily adaptable to address other health issues at schools, such as

Intersectoral collaboration, one of the principal components of primary health
care, can be achieved between the health and education sectors (Nutbeam,
Haglund, Farley et al., 1991). This became evident when involving students, staff
and parents in the planning and implementation of the Program, which increased
the likelihood that the messages provided were appropriate and acceptable.

The Program also addressed the problem that the health conc~rns of young
people are not always those which health providers see as a priority by involving
the students in the decision making process (Blum, 1980). The asthma skits are

developed by the students following group problem solving, making them

responsible for the messages delivered to their peers.
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The Triple A Program focuses on the ability of young people to be educators
and agents of change. "Compared to school-based programs in which the teacher
alone manages the class-room activities, peer-leaders enhance the program's
capacity by modelling health behaviour outside school" (Millstein, Petersen,
Nightingale, 1993, p.87). Barriers to asthma management are not confined to
school settings. Therefore school, families and community as well as the student

with asthma benefit from collaborative efforts. Anecdotal evidence from the
Asthma Peer Leaders during the feedback meetings indicated that some students
were even able to influence smoking behaviours in friends and family members;

and decrease exposure to passive smoking.

The Program's predication upon the greater acceptability of teaching by peers
was unlike 'top-down' methods of education, and thereby had a greater chance of
'success. The advantages of this approach are that messages otherwise
'unacceptable', become more acceptable when coming from their peers (Biddle,
1980). Peer leaders also experience a self-directed process of learning and
understanding issues, thereby enhancing their own cognitive skills. Peers can
have a positive or negative effect on adolescent behaviour (Millstein, Petersen,
Nightingale, 1993). However, since the Program's objectives are specific and
focus on health enhancing behaviours, any untoward effects have not yet been
seen.
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The videos' emphasis on prevention and role modelling also has the potential of
positive effects in students with mild asthma. Students increase their self-esteem
through their role as Asthma Peer Leaders or by participating in the skits. It also
reduces the chance of the students with asthma being stigmatised by their peers.

smoking, nutrition and drug education. Further, it addresses the issue of how
adolescent values change with age (Prokhorov, Perry, Kelder et al., 1993). The
model can be implemented easily in schools and therefore has potential for a wide

range of applications.

The advantages for health advancement in schools that emerge from this model
are many. Primarily, it gives the opportunity for the students at different stages of
their school career to have exposure to the health message. This message is
reinforced during their time at school through the different channels of student
presentations, peer-led workshops, and ultimately by becoming Asthma Peer
Leaders. Maintenance of positive health behaviours is thereby encouraged.

Asthma and its management are given a high visibility in the school and the
community, particularly through the Student Asthma Day. The publicity resulting
from articles in· the local media, assists in strengthening the motivation and
commitment of the students and staff members. Frequent· articles with
photographs of the participants, also helped raise the profile of the program in the
school and the community and reflected the value of their involvement. Student
feedback following the implementation of the Program, indicated that awareness
of asthma and its management appears to have spread across the school
community. They also reported that many of their families were "very proud" and
supportive of their daughters' involvement with the Adolescent Asthma Action
Program.
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A range of educational strategies are used to meet program objectives and
increase motivation and participation among the students (Friedman and Litt,

1987). One such strategy is the use of the asthma videos in the education
workshops. Both videos address self-management behaviours in asthma relevant
to young people, including exercise-induced asthma, smoking and compliance
with medications, using credible role models: sporting personalities and young
people. The information was further reinforced by peer-led teaching, problem
solving and student presentations. Therefore this strategy not only has the
potential to increase awareness and knowledge, but has the potential of changing
attitudes and behaviour, on the part of the classmate, teacher or the student
themselves (Shea, Basch, 1988).
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6.5 Enabling factors contributing to ease of intervention

6.4 Costs of the Program

Several lessons can be learnt .from the implementation of the Program,
particularly in relation to factors that must be considered when initiating an
asthma health promotion program in a high school. These findings are important
in relation to planning and communication to establish the program in the school
and are detailed in Thompson's review of Primary School Drug Education (1988,
p.68).

The Program provides innovative ways to increase understanding about the
illness 'and to decrease any sense of isolation for individual students with asthma
by involving the whole Glass in group exercises and the development of creative
strategies. This process also encourages the involvement of students that may be
experiencing feelings of "alienation" 8 at school and who are not generally
accessible to regular health promotion activities at school (Nutbeam et al., 1993).
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'Alienation' has been defined as "an emotional state characterised by feelings of
powerlessness, and lack of purpose in life. Such feelings are often accompanied by responses
ranging from a complete rejection of social values to a low level of. interest in school and
education" (Nutbeam et al." 1993)

The Triple A Program also had certain hidden benefits for example some
members of the staff became interested in maintaining and improving their own
health and their students'. A lunch time aerobics class for students and staff was
initiated following the Student Asthma Day Presentation. Peer leaders also
became more sympathetic to difficulties that teaching staff have in dealing with
disruptive students. It created a special relationship between senior school staff
and the senior students.

The effectiveness of this program dep~nds on funding. To date, it has been
developed and implemented using resources of Auburn Community Health
Services and participating schools, except for funding for the Asthma Project
Officer, which has been met by the Asthma Foundation of NSW. The Program has
proved particularly cost-effective, giving significant results for a small outlay.
Other costs have been kept to a minimum by using videos and materials for the
Program which were either donated or produced by project staff. These costs
have been supported primarily by public donations. However, the cost of this
Program's implementation in other areas will depend on factors that cannot be
predicted.
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Among these factors included: involvement and support of the principal of the
school and key members of staff; a committed group of individuals involved in
planning and implementation; relevant training for all participants; feedback
meetings with participants; promotion of the program through special events and
media. These findings substantiate other studies, which have examined effective
health education and promotion programs in schools (Parcel et al., 1988; The
Peer Support Program Ltd, 1990; Went, 1992).

It is important to note that any successful intervention within schools requires
the agreement of not only the principal and key staff members, but also the
support of students and parents. On the organisational side, the program requires
the commitment and time of the volunteer students and key staff members,
especially in the beginning, who may already be overburdened with routine work.
Although there was a committee who assisted in overseeing the Program, staff
members coordinating the Program played a vital role in keeping it going.

Approaching schools and getting their active involvement is a very delicate and
time consuming procedure in the first year of the program. The health
professionals who are implementing the program need to ·be familiar with the
routine of the school, known to the staff and command the respect of the school
community.

6.6 Reflections and scope for future agenda

Asthma can exact a high toll on students with this condition, their care-givers
and the health care delivery system. It is the most common chronic illness in high
school students and its prevalence and severity are increasing in childhood.
Therefore, it would be pragmatic to include asthma in any health promotion
strategies within schools.

As the program was a pilot program, it was considered appropriate to initially
focus on implementation of the program and learn as much as possible about the·
process. To measure the impact of the program, an existing questionnaire
developed by the Greater Newcastle Asthma in Schools Project in the Hunter
schools was used (Henry, Gibson, Hazell et al., 1993). For outcome measures an
experimental design which evaluates self management behaviour in asthma may
be appropriate in the future.

Further trials in a co-educational school environment are also required prior to
general dissemination. The question of whether the program will be able to
achieve the desired effect in a co-educational school is still to be addressed. To
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date there is no evidence as to what differences, if any, would result if the
program was implemented in other than a girl.s' school.

Schools are ideal settings for health promotion programs because they already
have the facilities and professional resources required to develop and implement .
the program, including school health se.rvices. Although teachers usually take
professional responsibility for the teaching of health education, school health
services can provide a vital resource fo~ the planning and support of programs in

The raw data of the evaluation indicated that to enhance quality of life in
students with asthma there is a need to improve co-management of asthma, as .

. shown in Figure 2. The importance of collaborative asthma management between
individual patients and health care providers has been emphasised by the Asthma
Management Plan (National Asthma Campaign, 1991).

The need for co-management has been further emphasised by Bauman, who
warns that health professional must remain aware, that no amount of asthma
knowledge or self management skills will obliviate the. need for effective medical
care (Bauman, 1991). Asthma education for adolescents, although vital for
effective management of their illness, should only be an adjunct to adequate'

medical care.

Although students were encouraged by their peers to visit their doctor for
asthma management, their medical management was not specifically targeted.
Individual students with frequent attacks of asthma at school were often referred
to the community health centre for assessment and education. These students
were then referred to their general practitioner with a proposed asthma
management plan.

The cost of asthma is estimated to be over $500 million annually in Australia
(NSW Health Department, .1992). With the reorientation of health services
towards prevention as opposed to treatment, there is also a need to focus on
community involvement in health care. Recently,' a few projects have evolved from
School Medical Services in the community which have introduced innovative and
cost effective ways of asthma education in schools (Young et aI., 1992; Shah,
Gibson, Wachinger, 1993). Further assessment of potential asthma education and
.health promotion programs in schools, for both sustainability and achievable
outcomes, is essential for future research. There is a need for the State Health
Departments and Department of Education to assist in the funding, coordination
and evaluation of requisite health programs and services delineated by school
needs (Resnicow, Cherry, Cross, 1993).

..---:=-----------------~--_.-
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health (WHO, 1993). The traditional role of school health services' is evolving to
better reflect changes in the health status of young people, and to provide
services which are more relevant to the health concerns of young people
(Nutbeam, Haglund, Farley et al., 1991; Nossar, 1994).

Nossar, in discussing the practice of community paediatrics, emphasises the

principles of participation, rationality and integration to ensure the attainment of its
goals, which include the development and implementation of effective health
promotion and protective programs (1994). A ch.allenge that remains is how more
supportive and positive environments can be promoted at school (Millenstein,
Petersen, Nightingale, 1993).

6.7 Conclusion

Peer-led education has considerable potential for adolescent health promotion
in Australia. This treatise has shown an effective way to address the personal,
social and environmental factors which determine behaviours pertaining to
barriers in asthma management in young people. It provides a conceptual model
to improve asthma management in high schools and has contributed to
development of the theoretical basis for the conceptual model. However, further
research is required to assess the long term effects of the Program.

The Triple A Program offers an innovative approach to asthma eduction for
adolescents. The emphasis is on the process, whereby students take control of
the educational messages for their peers. The program model is based on sound
theoretical principles and provides an integrated and sustainable approach to
asthma education in high schools. It demonstrates that a collaborative approach
to asthma education is an effective way to ensure its integration into the school
curriculum.

The design of the Triple A Program permits elements of the program to be
modified to suit individual school settings. Adolescents with poor access to health
services are particularly likely to benefit from this approach. The Triple A Program
has shown that working with adolescents, parents and school staff is possible,
and that a common health problem provides useful entry into high scho.ols. The
conceptual model demonstrated also that work needs to be done on several
aspects of any given health issue concurrently.

The key challenge in developing the Triple A Program has been. well
summarised by Parcel, Muraskin and Endert who state that "for any program to be
effective, it must take place in an institution where that program is valued, where it
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is seen as important to the work of the institution, and where success in the

program builds the stature of the institution" (1988, p. 438).

Our experience with the peer leaders and the school community proved to be
very rewarding for both the participants as well as the Project staff. This has given
the impetus and encouragement to all involved, to share this experience with

others and in the words of the Auburn Peerleaders "... this program should be
made available in every school in Australia".

57



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

References

Adams, J.A., Weaver, J. (1986). Self-esteem and Perceived Stress in Young adolescents
with Chronic Disease. Unexpected Findings. Journal of Ado!. Health Care, 7, .
173-177.

Ajzen, 1., Fishbein, M. (1980). Understanding Attitudes and Predicting Social Behaviour.
Prentice Hall, Englewood Cliffs, HJ.

AlIen and Hanbury's (1992) Living with Asthma. Video. National Asthma Campaign

Allensworth, D.D., Kolbe, L.J. (1987). The Comprehensive School Health Program:
Exploring and Expanded Concept. Journal School Health 57, 10, 409-412.

Anderson, H.R., Bailey, P.A., Cooper, J.C., West, S. (1983). Morbidity and school absence
caused by asthma and wheezing illness. Arch Dis Child, 58: 777-84.

Anderson, H., Bailey, P., Cooper, J., Palmer, J. (1981). Influence of morbidity, illness
label, and social, family, and health service factors on drug treatment of childhood
asthma. The Lancet, 2, 1030-2.

Anderson, H., Bailey, P., Cooper, J., Palmer, J., West, S. (1983). Morbidity and school
absence caused by asthma and wheezing illness. Archives of Diseases in Childhood,
1[, 777-784.

Asthma Foundation of NSW. (1989). The Real Reason. Video for young people.

Asthma Foundation of NSW (1993) Asthma Hayfever and Allergy (Pamphlet, English)
Translated by the Health Translation Service, NSW Health Department, State Health
Publication No. HTS 93-113 ISBN 073100499 X.

Attaway, N.J., Strunk, R.C. (1989). Death due to asthma in children: What the
Paediatricians can do. Paediatr Annals, 18, 819-823.

Australian Bureau of Statistics (1991). National Health Survey 1989/90. ABS Catalogue
4364.0, Canberra.

Bandura, A. (1977). Social learning theory. Prentice Hall, Englewood Cliffs, NJ.

Bandura, A. (1986) Social Foundations of Thought and Action: A Social Cognitive Theory.
Prentice Hall, Englewood Cliffs, HJ.

Barratt. A.(1989) A longitudinal Study of cigarett smoking among Sydney adolescents,
1985-1986. Thesis Master of Pub Health Uni of Sydney

Bartlett, E. (1983). Educational self-help approaches in childhood asthma. Journal Allergy
Clin Immunol, 72, 545- 554.

Bauman, A., Young L., Peat. J., Larkin, P. (1992). Asthma underrecognition and
undertreatment in an Australian community. Aust NZ Journal Med, 22, 36-40.

Bauman, A.E. (1991). Asthma patient education: A practical review. Australian Prescriber,
l:LNo.4.

Bauman, A.E. (1991a). Public Health Approaches to Asthma in Australia. Thesis Univ of
Sydney.

58



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Bauman, A.E., Mitchell, C.A., Henry, H.L., Robertson, C.F", Abramson, M.J., Comino,
E.J., Hensley, M.J., and Leeder, S.R.(1992). Asthma Morbidity in Australia: an
epidemiological study. Med Journal of Aust, 156, 827-831.

Bauman, A.E., Craig, A., Dunsmore, J., et al. (1989). Removing Barriers to effective
Self-Management of Asthma. Patient Education and Counselling, 14, 217-226.

Bauman, A.E. (1993). Has the prevalence of asthma symptoms increases in Australian
children? Journal Paediatr. Child Health, 29, 424-428

Becker, M.H., Kaiman, L.A. (1975). Sociobehavioral Determinants of Compliance with
Health and Medical Care Recommendations. Medical Care 13, 10-24.

Bicho, A., Damas, L., De Lurdes Chieira, M., (1992) Asthma in Adolescence. Paediatric
Asthma, Allergy and Immunology 6, No.3, 197-203.

Biddle, B.J., Bank, B.J., Marlin, M.M. (1980). Parental and peer influence on adolescents.
Social Forces, 58, 1057-79.

Blum, R. (1980). Youths' views of health and health services. In: Interdisciplinary
adolescent health training workshop series. Compendium of materials, U.S.
Department of Health and Human Services, Rockville, Maryland.

Board of Studies NSW (1992). Personal Development, Health and Physical Education Years·
7-10. Support Document. Health Educ Unit Univ of Sydney.

Botvin, G. (1986). Substance abuse prevention research. Recent developments and future
directions. Journal of School Health 86(9), 369-374.

Botvin, G.J.,Cantlon, A., Carter, B.J., Williams, C.L.(1979). Reducing adolescent obesity
through a school health program. Pediatrics 95, 1060-1062.

Bradshaw, J. (1972). The concept of social need. New Society, March, 640-643.

Bremberg, S. (1991). Does school health education affect the health of students? in:
Nutbeam D. et al. (eds.) Youth Health Promotion: From Theory to Practice in School
and community. London, England: Forbes Publications Ltd; 1991: 89-107

Bremner, J., Crawford, N., Beth. M., Minsky, E. (1988). Action on health barriers: Health
promotion with low income women. A manual. Opportunity for Advancement,
Toronto, Canada.

Broad, B. (1990). The Triple T (Teenagers Teaching Teenagers) Manual. A peer drug
education resource. Alcohol and Drug Service, ACT Department of Health.

Brook, U., Kishon, Y. (1993). Department of Paediatrics, Wolfson Medical Center, Holon.
Knowledge and attitude of health high school students toward bronchial asthma and
asthmatic pupils. ISR-Chest, 103; 2, 455-457.

Buchanan. N.(1986). Childhood asthma - what it is and what you can do. Doubleday Press
Sydney. pp 19-24

Carruthers, S., James, R. (1993) Evaluation of the West Australian School Development in
Health Education Project. Journal of School Health 63, 4, 165-167.

Chapman, S., and Fitzgerald, W.(1982) Brand preference and advertising recall in
adolescent smokers: some implications for health promotion, American Journal of
Public Health 72,491-494.

59



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Clark, N.M.(1989). Asthma Self-Mangement Education. Research and Implications for
Clinical Practice. Chest 95, 5, 1110-1113.

Clark, J.H., MacPherson, B., Holmes, D.R., Jones, R. (1986). Reducing Adolescent
Smoking: A comparison of Peer-led, Teacher-led, and Expert Interventions. Journal
School Health 56, 3, 102-106.

Colver, A.F. (1984). Community campaign against asthma. Archives of Disease in
Childhood, 59, 449-452.

Cooper, P., Jandera, E. (1991). Asthma education in children and adolescents. May,
Modern Medicine, supplementary, 21-24.

Court, J.M. (1992). Adolescents and Compliance. Practical Therapeutics, Oct., 55-59.

Creer, T.L. (1991). The application of behavioral procedures to childhood asthma: current
and future perspectives. Patient Educ and Counseling 17, 9-22.

Diclemente, R.J. (1992) Determinants of condom use among Junior High School students in
a minority inner city school district. Pediatrics 89, 197. in: Court, J.M. (1992)

Dielman, T.E., Campanelli, P.C., Shope, J.T. and Butchart, A.T. (1987). Susceptibility to
peer pressure, self-esteem, and health locus of control as correlates of adolescent
substance abuse. Health Educ Q; 14 (2), 207-21.

Etzwiler, D.D., Robb, J.R. (1992). Evaluyation of programme educationamong juvenile
diabetics and their families. Diabeties 21, 967

Evans, D., Clark, N.M., Feldman, C.H., Rips, I., Kaplan, D., Levison, M.I., Wasilewski,
Y., Levin, B., Mellins, R.B. (1987). A school health education program for children
with asthma aged 8-11 years. Health Education Quarterly, 14 (3), 267-279.

Feldman, W. et al. (1986). Health concerns and health related behavior of adolescents. Can
Med Ass Journal 134, 489.

Fitzclarence CA, Henry RL.(1990). Validation fo Asthma Knowledge Questionnaire.
Journal Paediatr. Child Health, 26, 200-204.

Ford, R., Dawson, K., Cowie, A. (1988). Asthma: does an accurate diagnosis influence
attendance and performance? Aust NZ Journal Med 18, 134-6.

Forero, R. (1993) Asthma Prevalence and Morbidity among Adolescents: Cross-sectional
population-based surveys in South Western Sydney. Treatise University of Sydney.

Forero, R., Young, L., Bauman, A. (1992). Asthma self management ba.haviours and Ethnic
Factors among ESP and NESB patients. Report to General Practitioners.
Campbelltown Asthma Project (unpub)

Forero, R., Bauman, A., Young, L., Larkin, P. (1992). Asthma prevalence and management
in Australian 'adolescents. Journal Adol Health, 13, 8, 707-712.

Franzkowiak, P. (1987). Risk-taking and adolescent development: the functions of smoking
and alcohol consumption in adolescence and its consequences for prevention. Health
Prom 2:(1):5 1-61.

Freire, P. (1972). Pedagogy of the Oppressed. Penguin, England (10).

60



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Freudenberg, N., Feldman, Ch., Clark, N.M., Millman, E.J., Valle, 1., Wasilewski, Y.
(1980). The Impact of Bronchial Asthma on School Attendance and Performance.
Journal School Health, Nov, 522-6.

Friedman, 1.M., Litt, 1.F. (1987). Adolescents's Compliance with Therapeutic Regimens.
Journal of Adol Health Care, 8, 52-67..

Gerard, C., Levison, H. (1989). Childhood asthma: a rational approach to treatment.
Annals of Allergy, 64, 406-414.

Glanz, K., Lewis, F.M., Rimer, B.K. (1990) Health Behavior and Health Education.
Theory, Research and Practice. Jossey-Bass, San Francisco.

Glynn, T.J. (1993). Improving the Health ofU.S. Children: The Need for Early
Interventions in Tobacco Use. Prev Med 22, 513-519

Green, L. (1979). National policy in the promotion of health. Int Journal Health Educ, 22,
161-8.

Green, L.W., Kreuter, M.W., Deeds, S.G., Patridge, K.B. (1980). Health Education
Planning: A Diagnostic Approach. Mayfield Publishing Company.

Gritchting, W.L., Barber, J.G. (1986). The Drug Offensive at work in North Queensland,
Quality of Life Studies in North Queensland, No.8, Department of Behavioural
Sciences, James Cook University of North Queensland.

Hawe, P., Degeling, D., Hall, J. (1991). Evaluating Health Promotion. MacLennan & Petty
Pty Limited.

Hawkshaw, B. (1993). Adolescent Health Behaviors in the South Western Region of
Sydnev. Treatise Univ of Sydney

Headen, S.W., Bauman, K.E., Deane, G.D., and Koch, G.G. (1991) Are the correlates of
cigarette smoking initiation different for black and white adolescents? Am I Public
Health 81, (7) :854-8.

Henderson, A. (1993). Healthy Schools Healthy Futures. The case for improving school
environment. ETR Associates, Santa Cruz. California.

Henry, R.L., Gibson, P.G. et aL (1993) Integrated Health and Education Input in the
Development of an Educational Package about Asthma for Schools. JournalPaeds &
Chld Health (in press).

Henry, R.L., Pine, J.E., Gibson, P.G., Halliday, J.A., Vimpani, G. V. (1993) Inadequate
Asthma management Policy in Schools. Aust Journal Pub Health (in press).

Henry, R.L., Hazell, J., Halliday, J.A. (1994). Two hour seminar improves knowledge about
childhood asthma in school staff. Journal Paeds and, Child Health (accepted for
publication).

Hill, R.A., Britton, J.R., Tattersfield, A.E. (1987). Management of asthma in schools. Arch
Dis Child, 62, 414-415.

Hill, A., Standen, P., Tattersfield, E. (1985). Asthma, wheezing and school absence in
primary schools. Arch Dis Child, 10, 376-78.

Hill, D.l., White, V.M., Pain, M.D., et al.(1990). Tobacco and alcohol use among
Australian secondary school children in 1987. Med I Aust, 152: 124-30.

61



I

62

Hilton, .S., Sibbald, B., Anderson, R., Freeling, P. (1982). Evaluating health education in
asthma - developing the methodology: preliminary communication. Journal of the
Royal Soc of Med., 75, 625-30.

Hindi-Alexander, M.C., Cropp, G.J. (1984). Evaluation of a Family Asthma Program.
Journal Allergy Clin Immunol., 74 505-10.

Hoffman, D., Becker, D., Gabriel, H. (1976). The hospitalised adolescent: A guide to
managing the ill and injured youth. The Free Press, New York.

Holund, U. (1990). Promoting Change of Adolescents' Sugar Consumption: The "Learning
by Teaching" Study. Health Education Research, 5, no.4, 451 - 458.

Howland, J., Bauchner, H., Adair, R., (1988). The Impact of Pediatric Asthma Education
on Morbidity. CHEST (94), 5 Nov, 965-969

Isles, A.F., Robertson, C.F. (1993) Treatment of Asthma in children and adolescents: the
a ..need.for..a.different-appr.oach.. The.Med.Jour.naI. of Austr.alia..l58,. 761.,763

Jay, M.S. (1984) Effect of peer counsellors on adolescent compliance in use of oral
contraceptives. Pediatrics 73, 126.

Janz, N.K., and Becker, M.H. (1984) The Health belief Model: A Decade later. Health
Educ Quart, 11, 1-47.

Jessor, R.. and Jessor, S. (1977). Problem Behaviour and Psychosocial Development: A
Longitudinal Study of Youth. Academic Press, New York.

Juniper, E.F., et al. (1992). Evaluation of Impairment of Health Related Quality of Life in
Asthma. Thorax, 47, 76-83.

Kane, W.M. (1993). Step by Step to Comprehensive School Health. The Program Planning
Guide. ETR Assoc.

Kasl, S.V.. and Cobb, S. (1966). Health behaviour, illness behaviour and sick-role
behaviour. Archives of Environmental Health, 2, 245-266.Kerlinger, F.N. (1986).
Foundations of Behavioral Research. (3rd ed) New York, Holt, Rinehart & Winston.

Kolbe, L.J.(l988). The application of health behaviour research: health education and
research. Health Behaviour Emerging Research Perspectives. Gochman DS. Plenum
Press, New York.

Kun, Yong H., Oates, K., Mellis, C. (1993). Hospital admissions and attendances for
asthma - a true increase? The Medical Journal of Australia, 159, 312-313.

Labonte, R. (1989). Community empowerment: The need for political analysis. (Editorial).
Can Journal Pub Health 80, March, 87-8.

Landau, L. (1991). Smoking and childhood asthma. Med I Aust; 154:715-716.

Lavin, A., Shapiro, G. (1992). Creating an Agenda for School-based Health Promotion: A
review of 25 Selected Reports. Journal of Sch Health Aug, 62. No 1

Lazes, P.M., Kaplan, L.H., Gordan, K.A. (l979)The Handbook of Health Education.
Germantown, MD, Aspen Systems Corp.

Lefebvre. R. C. (1992). Sustainability of Health Promotion Programmes. Health Promo Int!.
1, 4, 239-240.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
II
I.
1 _



I
I
I
I
I
I
I
I
I
I
'I
I
I
I
I
I
I
I
I
I
I

Levin, K. (1978). Group Decision and Social Change. in: Newscomb, T.S., Hontly, E.
(Eds.) Readings in Social Psychology. Holt. New York.

Litt, I.F., Cuskey, W.R. (1980) Compliance with medical regimes during adolescence. Ped
Clin of North America 27, 3.

Martin, A., McLennan, L., Landau, L., Phelan, P. (1980). The natural history of childhood
asthma to adult life. Brit Med. J, 280, 1397-1400.

McAnerny, E.R. (1987) Discontinuity: a dilemma for adolescents. Pediatrics 80, 954.

Mellis, C.M. et al. (1994) See under: The Asthma Special Interest Group (1994).

Mellis, C.M., Peat, J.K., Bauman, A., Woolcock, A.J. (1991). The cost of asthma in New
South Wales. Med Journal Aust, 155, 522-528.

Millstein, S.G., Petersen, A.C., Nightingale, E.O. (1993) Promoting the Health of
Adolescents. New Directions for the Twenty-First Century. New York, Oxford
University Press

National Asthma Campaign (1991). Young Adults with Asthma - A Qualitative Study

National Health and Medical Research Council (NH & MRC) (1988). Asthma in Australia.
Strategies for' reducing morbidity and mortality. Report of the NHMRC Working
Party on Asthma Associated Deaths. Canberra AGPS.

NH & MRC (1988). see under: National Health and Medical Research Council

Nossar, V. (1994) Annotation: Community Paedaitrics: Caring for children better. Journal
Paeditr. Child Health 30, 95-97

Nutbeam, D., Smith, C., Moore, L., and Bauman, A. (1993). Warning! Schools can damage
your health: Alienation from school and its impact on health behaviour. Journal
Paediatr. Child Health, 29. Suppl, S25-S30.

Nutbeam, D., Haglund, B., Farley, P., Tillgren, P. (Edit. 1991). Youth Health Promotion:
From Theory to Practice in School and community. London, England: Forbes
Publications Ltd.

Orlandi, M.A., Landers, C., Weston, R., Haley, N. (1990) Diffusion of Health Promotion
Innovations. in: Glanz, K., Lewis, F.M., Rimer, B.K. (1990) Health Behavior and
Health Education. Theory, Research and Practice. Jossey-Bass, San Francisco.

Orr, D.P., et al. (1992). Factors associated with condom use among sexually active female
adolescents. Journal Ped 120, 311.

Parcel, C.S., Gilamn, S.C., Nader, P.R., Bume, H. (1979). A comparison of absentee rates
of elementary schoolchildren with asthma and non-asthmatic schoolmates.
Paediatrics, 64, 878-881.

Parcel, G.S., Muraskin, L.D., Endert, C.M., (1988) Community Education. Study group
Report. Journal Adol Health Care 9, 41-45

Parcel, G., Simons-Morton, B., and Kolbe, L. (1988) Health Promotion: Integrating
Organisational Change and Student Learning Strategies. Health Education Quarterly,
li, 435-450.

Partlett. M., Hamilton, D. (1972) Evaluation as Illumination: A new approach to the Study
of Innovatory Projects. Edinbourh, Scotlan, Edinbourgh Univ Press.

63



Rubinfeld. A., Ruffin, R. (1991). The National Asthma Campaign. Curr Therapeutics 7;
11-6.

Perry, C. (1991). Conceptualising Community-wide Youth Health Programs (1991). In
Nutbeam, D., Haglund, B., Farley, P. and Tillgren, P. (Eds.) Youth Health
Promotion. Forbes Publications Ltd.

Robertson,C.F., Bishop, J., Dalton, M., Caus!' J., Nolan, T.M., Olinsky, A., Phelan, P.D.
(1992). Prevalence of Asthma in regional Victorian school children. Med Journal
Aust 156. 831-833.

Shah, S., Dawson, K.P., Wachinger, S. (1992). A community approach to childhood
asthma. 1: Background and Development of the Auburn School Asthma Project.
Submitted for publication Health Promotion Journal of Australia.

Shah, S. (1992). A breath of fresh air. Comm Quart 24,21-7

64

Peat, J.K., Woolcock, A.J., Leeder, S.R., Blackburn, C.R.B. (1980). Asthma and bronchitis
in Sydney school children: I Prevalence during a six-year study. Am Journal
Epidemiol, Ill, 721-7.

Peat, J.K., Woolcock, A.J., Leeder, S.R., Blackburn, C.R.B. (1984). Asthma and bronchitis
in Sydney school children: n. The effects of social factors and smoking prevalence.
Am Journal Epidemiol, Ill, 728-35.

Peat, J., Mellis, C. (1992). Has the prevalence of asthma increased in Australia and New
Zealand? Journal of the Australian and New Zealand Association for the
Advancement of Science. 23, 252-255.

Perry, C., Killen, J., Slinkard, L., McAlister, A. (1980). Peer Teaching and Smoking
Prevention among Junior High school Students. Adolescence, 15, No 58.

Perry, C.L., Grant, M. (1988) Comparing Peer-Led to Teacher-Led Youth Alcohol
Education in Four Countries. Alc Health & Res World 12, 4, 322-326.

Phelan, P.D., Landau, L.I., Olinsky, A.(1982) Respiratory Illness in Children. New York:
Oxford University Press.

Pidgeon, V. (1989) Compliance With Cronic Illness Regimens: School-Aged Children and
Adolescents. Journal Ped Nurs 4, 1, 36-47.

Prokhorov, A.V., Perry, c.L., Kelder, S.H., Klepp, K.I. (1993). Lifestyle values of
adolescents: Results from Minnesota Heart Health Youth Program. Adolescence 28,
Ill, 637-647.

Resnicow, K., Cherry, J., Cross, D. (1993) Ten Unanswered Questions Regarding
Comprehensive School Health Promotion. Journal School Health 63, 4, 171-175.

Richards, W. (1986). Allergy, asthma and school problems. Journal of School Health, 56
(4), 151-152.

Safer, L.A.. Harding, C.G. (1993) .. Under pressure program: using live theatre to
investigate adolescent's attitudes and behaviour related to drug and alcohol abuse
education and prevention. Ado!. 28, 109, 135-148.

Seffrin, J.R. (1990). The Comprehensive School Health Curriculum: Closing the gaps
between the State-of-the-art and the state-of the-practice. Journal Sch Health., 60 (4)
151-156.

r-:=----------------~.~-------.--...-.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Shah, S., Gibson, P.G., Wachinger, S. (1994). Recognition and crisis management of
asthma in schools. Journal Paediatr. Child Health 30, (in press).

Shea, S., Basch, C.E. (1990) A Review of Five Major Community-Based Cardiovascular
Disease Prevention Programs. Part I: Rational, Design, and Theoretical Framework.
Am. Journal of Health Prom. 4, 3, 203-213.

Sheffer, A.L. (1991). Guidelines for the diagnosis and mangement of asthma. Journal of
Allergy and Clinical Immunology, 88, 425-534.

Shield, S.W. (1992) Exercise-Induced Asthma in Children. Ped Asthma Allergy & Immun
2., 4, 217-222.

Speight, A.N.P. (1978). Is childhood asthma being underdiagnosed and untreated? BR Med
L.J 331-2.

Speight, A.N., Lee, D.A., Hey, E.N. (1983). Underdiagnosis and under-treatment of asthma
in childhood. BR Med J., 286 1253-7.

Speight, A. (1978). Is childhood asthma being underdiagnosed and undertreated? British
Medical Journal, 2, 331-32.

Sunderland, G.P. An Evaluation of an Asthma education video for teachers. [MPH
Treatise]. Sydney: University of Sydney.

Taggart, V.S., Zuckerman, A.E., Sly, R.M. et al. (1991). You can control Asthma:
Evaluation of an asthma education program for hospitalised inner-city children.
Patient Education and Counselling, 17, 35 -47.

The Asthma Special Interest Group, Thoracic Soc of Aus (1994). Position Paper: A
national policy on asthma management for schools. Journal Paediatr Child Health 30,
98-101.

The Peer Support Foundation Ltd. (1990). The Peer Support Program. Secondary Schools
Manual. Sydney, NSW.

The Stanford Five City Project: An overview. in: Matarazzo et al. (Eds): Behavioural
Health: A Handbook of Health Enhancement and Disease Prevention. Silver Spring,
Maryland, John Wiley and Sons, 1154-1165.

Thompson, R. (1988) Action Research applied to drug education - the DUPPS study. Drug
Educ Journal Australia 2, (1), 7-14.

Toelle, B.G., Peat. J.K., Salome, C.M., Mellis, C.M., Bauman, A.E., Woolcock, A.J. (1993)
Evaluation of a community-based asthma management program in a population
sample of schoolchildren. Med Journal Aus 158, 742-746.

Tones, K. (1990). Why theorise? Ideology in health education. Health Ed. Journal. 49,
2-6).

Towns S. (1992). Adolescents with Asthma: Current management issues. Submitted for
publication. Royal Alexandra Hosp for Children, Camperdown.

US Department of Health and Human Services (1980). Interdisciplinary Adolescent Health
Training Workshop Series. Compendium of Materials 1977 - 1980. Bureau of
Community Health Services Rockville, MD

Usherwood, T.P., Scrimgeour, A., Barber, J.H. (1990). Questionnaire to measure perceived
symptoms and disability in asthma. Arch DIs Child, 65, 779-81.

65



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Van Asperen, P., Jandera, E., De Neef, J., Hill, P., Law, N. (1985). Education in childhood
asthma: A preliminary study of need and efficacy. Aust. Paediatr. J., 22·, 49- 52.

Wadsworth, Y. (1989). Do It Yourself Social Research. Victorian council of Social Service
and Melbourne Family Care Organisation. AIlen and Unwin Australia.

WaIlack, L.M. (1981). Mass Media Campaigns: The odds against finding behaviour
change. Health Educ Quart. 8, 209-260.

WaIlerstein N, Bernstein E. (1988). Empowerment Education: Freire's Ideas Adapted to
Health Education. Health Education Quarterly. 15 (Winter) (4): 379-394.

Wallston, K.A., Wallston, B.S., DeVellis, R. (1978). Development of the multidimensional
Health Locus of Control (MHLC) scales. Health Education Monographs, 6(2):
160-170.

Wallston, K.A., Wallston, B.S. (1978). Locus of control and health: a review of the
literature. Health Education Monographs, 6 107-117.

Walsh, M., Ryan-Wengar, N. (1992). Sources of Stress in Children with Asthma. Journal
of School Health 62. 10.

Warner, J.O., Gotz, M., Landau, L., Levison, H., Milner, A.D., Pederson, S., Silverman,
M. (1989). Management of asthma: a consensus statement. Archives of Disease in
Childhood, 64 :1065- 1079.

Warner, J.O. (1993). Asthma. in: Brook, C.G.D.(Ed.) The Practice of Medicine in
Adolescence. Ed. Arnold, London, Boston, Melbourne, Auckland.

Weinstein, M.S., Evans, M.D. (1983). A community's health education needs must be
defined. Health Education, Fall, 2-7.

Went, S. (Ed.), (1992, 2nd ed.). A Healthy Start. Holistic Approaches to Health Promotion
in School Communities. Monash University Melbourne.

WHO (1978). Primary Health Care: Report of the International Conference on Primary
Health Care, Alma-Ata, Geneva, World Health Organisation, Health for AIL Series,
No.!.

WHO Europe (1993). The European network of Health Promoting Schools. Resource
Manual. Council of Europe, Commission of the European communities.

Wiist, W.H., Snider, G. (1991). Peer education in friendship cliques: prevention of
adolescent smoking. Health Edu Res 6, 1, 101-108.

Wilson-Pessano, S.R., Mellins, R.B. (1987) Workshiop on asthma self-management:
summary. Journal of Allerg and Clinic Immun 80. 487-491.

Windsor, R., Baranowski, T., Clark, N. and Cutter, G. (1984). Evaluation of Health
Promotion and Education Programs. Mayfield Publishing Company, California.

Woolcock, A.J., Landau, L.I., Leeder, S.R., Graham, 1.. Martin, A.A., Yellowless, P.M.
(1988). Asthma in Australia: strategies for reducing morbidity and mortality.
National Health and Medical Research Council Working Party on Asthma Associated
Deaths.

Woolcock, A.J., Peat, J.K., Leeder, S.R., Blackburn, C.R.B. (1984). The development of
lung function in Sydney children: effects of respiratory illness and smoking. A ten,
year study. Eur Journal Respir Dis, 65 (132 Suppl), 1-137.

66



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
'I
I
I

World Health Organisation (1989) The health of youth. WHO Geneva.

World Health Organisation (1992) Comprehensive School Health Education - Suggested
Guidelines for Action. WHO Geneva.

Wragg, J. (1990). The impact of adolescent development: Implications for the timing,
evaluation and development of drug education programs. Drug Edu Journal Aus. 4: .
3: 233-239.

Young, L., Forero, R., Bauman, A., Larkin, P., Fens, X. (1992). Adolescent asthma
prevalence, management and risk factors: Results from epidemiological studies.
TSANZ 035.

Young, L., Bauman, A., Forero, R., Larkin, P. (1992). Community-wide Asthma Education
in the Campbelltown Region of South-Western Sydney: A Progress Report. Health
Promotion Journal of Aus, 2 (1), 23-27.

67


