
Asthma 1
Running head: ASTHMA

Parents’ Lived Experience with a Child Who Has Asthma

Courtney Ramberg CCSN 

Carroll College

COKt.lt LtBR««
CARROLL COLLEGE

COKt.lt


Asthma 2
SIGNATURE PAGE

This thesis for honors recognition has been approved for the Department of Nursing.

Date

H-n-dS'
Date

s At ..._ L_J----- Q
Reader Date



Asthma 3
Abstract

In the past year, more than four million parents brought their children to the hospital with

asthma symptoms such as wheezing, shortness of breath and chest tightness.

Purpose: To increase knowledge and understanding of the experience for mothers caring

with a child who has asthma.

Demographics: Three women who have a child with asthma.

Type of Study: Phenomenological method using Giorgi’s method of analysis.

Data Collection: Closed session with in-depth interviews.

Findings: The themes of this study were Vigilant Watching, Increase Parental 

Responsibility, and Lack of Knowledge and Education. Most mothers had a heightened 

sense of responsibility and feeling of guilt. They were cautious about making sure their 

child had an inhaler or a nebulizer. The mothers stated the importance of education and 

being able to better care for their child by having relaxation and breathing techniques

available for their child.

Nursing Implications: The information in this study will increase nurse’s awareness and 

understanding of how children living with asthma and their parents cope with the 

everyday stressors and more specifically the importance of medication administration. 

Generalization: The findings cannot be generalized to all parents living with a child who 

has asthma. More studies can be done on a larger scale to get more representative results.



Asthma 4
A cknowledgements

I would like to thank Dr. Joni Walton for being my director and being able to answer 
my questions. Thanks to Joan Stottlemyer and Cynde Watkins for taking time to read my 
paper and for being very supportive. Also I would like to thank all of my participants; 
without you I would not have been able to complete my honors thesis. Lastly, I would 
like to thank all my family, friends, and everyone else who were positive influences 
during my stressful time.



Asthma 5
Dedication

To my family, friends, and my fellow honors thesis nursing class of 2008.



Asthma 6
Table of Contents

SIGNATURE PAGE...........................................................................................................................................2
Abstract.............................................................................................................................................................3
Acknowledgements........................................................................................................................................ 4
Dedication..........................................................................................................................................................5

CHAPTER 1.............................................................................................................................................................9

Background...................................................................................................................................................... 9
Signs and Symptoms............................................................................................................................... 9
Risk Factors......................................................................................................................................................... 10

Cultural............................................................................................................................................................. 10
Gender................................................................................................................................................................10
Elderly................................................................................................................................................................11
Familial............................................................................................................................................................. 11
Environmental..................................................................................................................................................  11
Extrinsic............................................................................................................................................................ 11
Intrinsic............................................................................................................................................................. 12

Exercise-Induced Asthma..................................................................................................................... 13
Etiology and Pathology...................................................................................................................................... 13

Acute stage of bronchoconstriction................................................................................................................... 14
Second stage: inflammatory response............................................................................................................... 14
Third stage: hyper-secretion.............................................................................................................................. 15

Patients ’ Burden................................................................................................................................................. 15
Lifestyle alterations........................................................................................................................................... 16
Lifestyle sacrifices............................................................................................................................................ 17

Maintaining a Healthy Lifestyle........................................................................................................................17
Treatments........................................................................................................................................................... 18

Medications....................................................................................................................................................... 18
Relaxation......................................................................................................................................................... 18

Pathophysiology............................................................................................................................................ 19
Chain Reaction................................................................................................................................................... 19

Pathogenesis/Etiology....................................................................................................................................... 19
Acute stage of bronchoconstriction...................................................................................................................20
Second stage: inflammatory response.............................................................................................................. 20
Third stage: hypersecretion...............................................................................................................................20

Clinical Manifestations......................................................................................................................................22
Wheezing..........................................................................................................................................................22
Chest tightness and shortness of breath.............................................................................................................22
Cough and sputum production..........................................................................................................................23

CHAPTER II.........................................................................................................................................................24

Review of Research...................................................................................................................................... 24
Children with Asthma........................................................................................................................................ 24

Evidence-based nursing implications................................................................................................................25
Depression and Alcohol Abuse........................................................................................................................ 25

Evidence-based nursing implications................................................................................................................26
Self-Concept and Health Locus of Control.................................................................................................... 26

Evidence-based nursing implications................................................................................................................27
Symptom perception in childhood asthma..................................................................................................... 27

Evidence-based nursing implications............................................................................................................... 28
Health-Related Decision-Making.....................................................................................................................28

Evidence-based nursing implications................................................................................................................29
Being the Parent.................................................................................................................................................30
Indoor Environment........................................................................................................................................... 30

Evidenced-based nursing implications..............................................................................................................31
Biofeedback Treatment......................................................................................................................................31



Asthma 7
Heart Rate Variability........................................................................................................................................32
Alternative/Complementary Treatment...........................................................................................................33

Evidenced-based nursing implications..............................................................................................................33
Interventions.................................................................................................................................................. 34

Assessment........................................................................................................................................................... 34
Initial assessment..............................................................................................................................................34
Peak flow meter................................................................................................................................................35
Develop an action plan......................................................................................................................................35

Drug Therapy.......................................................................................................................................................35
Quick-relief Medications...................................................................................................................... 35

Inhaled corticosteroids (ICS)............................................................................................................................36
Short-acting beta 2 adrenergics (SABA).......................................................................................................... 36
Leukotriene pathway inhibitors (LPI).............................................................................................................. 37
Oxygen.............................................................................................................................................................. 37

Long term Medications......................................................................................................................................37
Systemic corticosteroids....................................................................................................................................38
Long-acting beta 2 adrenergic (LABA)........................................................................................................... 38
Mast cell stabilizers...........................................................................................................................................38
Methylxanthines................................................................................................................................................38
Monoclonal antibodies......................................................................................................................................39

Antibiotics............................................................................................................................................................ 39
Immunotherapy................................................................................................................................................... 39
Discharge Instructions.......................................................................................................................................40

Table 1.1 Home Management/Relief Medications........................................................................................... 41
Table 1.2 Pre-Treatment for Exercise-Induced Asthma................................................................................... 41
Table 1.3 Complementary Therapies............................................................................................................... 41
Table 1.4 Diagnostic Tests................................................................................................................................42
Table 1.5 Prevention.........................................................................................................................................43

Resources............................................................................................................................................................. 44
American Lung Association (ALA)..................................................................................................................44
American Academy of Allergy Asthma and Immunology (AAAAI)...............................................................44
Allergy and Asthma Network Mothers of Asthmatics (AANMA)................................................................... 44
Asthma and Allergy Foundation of America (AAFA)..................................................................................... 45
Thomson Micromedex......................................................................................................................................45

Biofeedback.................................................................................................................................................... 45
History and Origin..............................................................................................................................................47
Process and Healing Nature.............................................................................................................................47
Benefits..................................................................................................................................................................49
Nursing Responsibility.......................................................................................................................................49
Summary.............................................................................................................................................................. 50

CHAPTER HI........................................................................................................................................................52

Methodology.........................  52
Phenomenological method................................................................................................................................ 52
Confidentiality.................................................................................................................................................... 53
Data collection.................................................................................................................................................... 54
Data analysis.......................................................................................................................................................54
Limitations...........................................................................................................................................................55

CHAPTER IV........................................................................................................................................................56

Results..............................................................................................................................................................56
Vigilant Watching...............................................................................................................................................56
Increased Parental Responsibility...................................................................................................................57
Lack of Knowledge and Education..................................................................................................................58



Asthma 8
CHAPTER V................................ ,....................................................................................................................... 60

Discussion............................................................................................  60
Nursing Implications.......................................................................................................................................... 62
Summary.............................................................................................................................................................. 63

REFERENCES..................................................................................................................................................... 64



Asthma 9
Chapter I 

Background

According to Thomson Micromedex “asthma affects approximately 14 to 15 million 

people in the United States, one-third of whom are children” (2007,4). Asthma is a 

respiratory condition that affects all ages, races, and genders. It is diagnosed as being 

chronic, acute, or exercised-induced. As a common chronic lung disorder, it can affect 

people of all ages and can vary in severity and sometimes be fatal (Thomson 

Micromedex, 2007). Asthma usually is diagnosed in early childhood, around five years of 

age, and is also commonly found in the elderly population. One organization stated that 

“it is more prevalent in children than in adults; 80% of patients are symptomatic or 

diagnosed by 5 years of age” (Thomson Micromedex, 2007,16). The personal well

being of the individual who has asthma due to health care maintenance/lifestyle 

management is related to the proper implementations of self-care techniques. The 

purpose of this thesis is to gain understanding of parents’ lived experience with living 

with a child who has asthma. Effective therapeutic regimen management for an 

individual is a pattern when a person integrates a program into daily living for treatment 

of illness that is satisfactory for maintaining personal well-being as seen with proper diet, 

exercise and medication compliance (Carpenito, 2006, p. 470).

Signs and Symptoms

Signs and symptoms present in asthma are similar for all age groups. The signs and 

symptoms include coughing, wheezing, chest tightness, and difficulty breathing. These 

signs and symptoms of asthma may vary between mild and severe asthma. There are also
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some signs before these symptoms occur, which are called warning signs. These 

include breathing faster than normal, difficulty sleeping, fast heartbeat, feeling more tired 

than usual, itchy or sore throat, and shortness of breath during exercise (Thomson 

Micromedex, 2007).

Risk Factors

Cultural. Asthma is found in all races but affects the minority groups differently. 

Severe asthma affects minority populations differently. According to Thomson 

Micromedex “asthma morbidity, hospitalization rates, and mortality are highest among 

residents of poor urban neighborhoods. However, analysis of data from the Second 

National Health and Nutrition Examination Survey (NHANES II) indicates that Mexican 

Americans exhibit the lowest prevalence of asthma compared with other racial/ethnic 

groups” (Thomson Micromedex, 2007, U 8). A survey done confirmed the severity of 

asthma is much greater among African-Americans and Hispanics than in whites. African- 

Americans and Hispanics reported going to the doctor more unexpectedly, needing 

emergency room hospitalization, and missing time from work or school. Both African 

Americans and Hispanics see asthma being more difficult to control than whites 

(American Lung Association (ALA), 2007).

Gender. It is found mostly in males during childhood and more commonly in adult 

females. A study done about adult emergency department (ED) asthma patients found 

men to receive less outpatient care but unfortunately had worse pulmonary function than 

women. Women, on the other hand, were found to require hospital admission and more
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likely to report ongoing exacerbation during a routine follow-up compared to men 

(Thomson Micromedex, 2007).

Elderly. If asthma is present in the elderly, it is usually found as a secondary disorder 

to chronic obstructive pulmonary disease (COPD). Asthma, a new onset, does happen in 

the elderly. About fifty percent of people over the age of 65 may have an onset of asthma 

(Thomson Micromedex, 2007). One source states that “asthma may be associated with 

severe symptoms and chronic airway obstruction (it can mimic COPD) and tends to 

remain a severe, disabling illness. In one study, asthma was diagnosed in 4% of women 

and 7% of men older than 65 years of age” (Thomson Micromedex, 2007, 10).

Familial. Asthma is found to be a familial disorder, and there is increasing evidence 

that genetics play an important and complex role in the presence of asthma during 

childhood (Huether & McCance, 2004). The populations, cultures, genders, and ages that 

may be predisposed to asthma are usually related to genetic factors. This disease is 

usually inherited and environmental factors increase the risk of developing the disease, 

especially when the person is genetically predisposed.

Environmental. These environmental factors interact with the inherited factors to

increase the risk of asthma and to cause attacks of bronchospasms. These environmental 

factors include exercise, stress, allergens, cigarette smoke, and respiratory viruses 

(Huether & McCance, 2004).

Extrinsic. One category under environmental factors is allergens. There are many 

allergens that affect asthmatic patients. Because everyone is different, not all allergens 

listed are going to affect everyone the same. Some examples of allergens are animal
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dander, dust or dust mites, molds, and pollen from plants (Thomson Micromedex,

2007). Dust mites and humans have lived among one another throughout the ages, but 

there is an increase in number of people with dust mite allergies. When one inhales dust 

mites, they stick to the mucous of the bronchioles which causes a sensitized individual to 

develop a short-lived inflammatory response (Richardson, Eick, & Jones, 2005). Pet 

allergens are also a very common asthma trigger. Pets shed dander and therefore leave 

behind allergens that get into the air and affect asthmatic patients. According to expert 

researchers, “[pet dander] is a serious cause of asthma in sensitized individuals”

(Richardson, Eick, & Jones, 2005, p. 332). Mould spores are a common allergen 

associated with respiratory morbidity. The Journal of Advanced Nursing states that

“moulds, and particularly their spores, produce allergens and toxic material in the form of 

mycotoxins and glucans” (Richardson, Eick, & Jones, 2005, p. 333). These have a greater 

influence on asthmatic patients than cat or pollen allergens (Richardson, Eick, & Jones, 

2005).

Intrinsic. Intrinsic factors are triggers that are inside the body and can have a major 

effect on a person with asthma. Most of the triggers within the body cause the 

constriction of the airway. Constriction of the airway causes the person to have trouble 

breathing or have shortness of breath. Gastroesophageal reflux disease (GERD) is a 

condition that causes heartburn and can worsen asthma symptoms because the reflux 

causes inflammation of the airway. Viral and bacterial infections are located especially in 

the upper respiratory tract. This causes inflammation leading to airway constriction and 

trouble breathing, especially for an asthmatic patient. Other irritants are the consumption
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of food or beverages containing sulfites, certain activities leading to exercised-induced 

asthma, and certain medications, such as aspirin, non-stroidal anti-inflammatory drugs 

(NSAIDS), and blood pressure agents (Thomson Micromedex, 2007). Stress is also 

another factor in triggering asthma attacks. Stress is an internal response and can cause 

anxiety leading to the constricting of the airway and possible bronchospasm, resulting in 

shortness of breath, tightening of the chest, and difficulty breathing.

Exercise-Induced Asthma

One may get exercise-induced asthma because one may have exercised too heavily 

rather than a mild form of exercise; or one may have just exercised too much (Thomson 

Micromedex, 2007). Exercise-induced asthma occurs during exercise and occurs 

spontaneously due to the constriction of the airway when a person increases his or her 

respiration rate. A person with exercise-induced asthma may trigger an attack by just 

breathing in allergens while exercising or even just exercising in cool, dry air. Some of 

the signs and symptoms are “chest tightness, coughing, getting tired easily during 

exercise, lack of interest in heavy exercise or activities, shortness of breath or trouble 

breathing, and wheezing” (Thomson Micromedex, 2007, 18). Most people with 

exercise-induced asthma are already currently being treated for asthma (Thomson 

Micromedex, 2007).

Etiology and Pathology

Chronic asthma is present through an individual’s lifetime after being diagnosed as 

opposed to acute or exercised-induced asthma which occurs spontaneously. According to

Thomson Micromedex:

CORETTE LIBRARY 
CARROLL COLLEGE
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Patients with mild asthma usually have a good prognosis and rarely 

progress to a severe disease. It is difficult to predict who is at risk for 

airway remodeling and an accelerated loss of lung function over time.

Patients with chronic asthma can improve with treatment, but, for reasons 

not completely understood, some have a severe disease that responds 

poorly to treatment and increases their risk for asthma-related morbidity 

and mortality (2007, TJ 36).

Thomson Micromedex states that “asthma is a chronic lung disease characterized by 

reversible air flow obstruction, airway inflammation, and airway hyperresponsiveness” 

(2007, TJ1). There are three stages of asthma. These stages are acute, late (chronic), and 

remodeling (Thomson Micromedex).

Acute stage ofbronchoconstriction. The acute stage is triggered by immunological or 

non-immunological factors such as allergens, respiratory virus, cold air, exercise, and 

medications. During the acute phase, mast cells release chemical mediators which cause 

smooth muscle contraction, bronchial hyperresponsiveness, and airway wall edema 

(Thomson Micromedex, 2007).

Second stage: inflammatory response. The second stage, late or chronic, happens 

when the airway infiltrates with mast cells, eosinophils, lymphocytes, and macrophages. 

These mast cells release inflammatory agents that cause airway constriction causing 

bronchospasm of the airway, which causes collectively compromised air flow (Thomson 

Micromedex, 2007).
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Third stage: hyper-secretion. The final stage, remodeling phase, is the restorative 

process resulting in airway remodeling. According to Thomson Micromedex, 

“[hjistologically, this phase is marked by basement membrane thickening and fibrosis, 

mucous gland hypertrophy and hypersecretion, smooth muscle hypertrophy, 

inflammatory cell infiltration, angiogenesis, and epithelial damage. If the inflammatory 

component of asthma is not adequately treated, it can be followed by this phase, which is 

eventually associated with an irreversible loss of lung function” (2007, 20).

Patients ’ Burden

Cost is the main burden put on a patient when having to pay for asthma treatments. 

Hospital care is expensive. According to the American Lung Association, in 2004 the 

medical expenditures related to hospital care (inpatient, emergency room, and outpatient 

care), cost $3,600,000. This figure does not include the physicians’ services given during 

the stay, which is another $2,900,000 (ALA, 2005, Table 20). The cost is a major burden 

on the patient, especially if the individual does not have health insurance that will cover 

the cost. The pharmacological treatments are offered to the individuals without even 

considering their financial status. The financial dilemma lies in the paying process. The 

medication is expensive and so is the visit to the hospital. It may be hard for the 

individual to pay because of his or her health insurance policy or if he or she has to pay 

out of pocket. If individuals would like to use complementary therapies as a treatment 

regimen for their asthma, they will have to ask, because it is something that is not offered 

in the hospital setting. They may be recommended for an “outpatient” visit but these

therapies are not the primary regimen and may not be covered by insurance. There are
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many dilemmas when it comes to a disorder or disease. Some of the ethical dilemmas 

related to asthma would be decisions whether to have children, buy a medication one can 

not afford, using an inhaler, or keeping a pet that sheds because of the increase stress and 

financial burdens asthma brings.

Lifestyle alterations. Asthma is found to be a familial genetic disorder, so the decision 

to have children may be different if a parent did not have asthma. (Huether & McCance, 

2004) If a couple decides to have a child the risk of the child getting asthma is present. 

Asthma affects the whole family. According to Pediatric Nursing, a family with a child 

with asthma influences the whole family (2001). Some expert researchers found that 

“mothers of children with asthma are constantly anxious about their children’s health. 

They are worried about their lack of knowledge about the disease and fear that their 

children will die” (Englund, Rydstrom, & Norberg, 2001, p. 366). As stated before, 

medication is expensive and this can pose a problem for a patient who is not financially 

stable or does not have adequate health insurance. When an individual needs a

medication or even an inhaler and they can not afford it, then they do not receive the 

proper treatment. Finally, if a family has a pet and their child has asthma pet dander can 

flare up a child’s asthma and cause an attack. On the other hand, if a child does not have 

asthma and is exposed to a pet it may offer the child some protection from a pet allergy. 

This has not been proven to completely prevent a child from getting pet allergies and 

triggering asthma. If a couple has a child with asthma and the cause of the child’s asthma 

attacks is pet dander then the family is faced with having to get rid of a pet, which can be

a tragic loss. (Richardson, Eick, & Jones, 2005).
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Lifestyle sacrifices. Asthma comes with many sacrifices. There are no body image 

alterations but there are many environmental role changes that may have to occur. 

Individuals’ who have asthma have to deal with how it limits their activities of daily 

living (ADLs). Some of the role changes that may have to take place are reducing one’s 

exercise regime, diet, having pets, and even helping to keep the household free of 

allergens (Richardson, Eick, & Jones, 2005). Exercise, stress, diet, pets, irritants, and 

allergens all have an effect on an individual’s asthma. These factors affect the individual 

with asthma by causing shortness of breath, dyspnea, chest tightness, and wheezing 

(Ignatavicius &Workman, 2006).

Maintaining a Healthy Lifestyle

Individuals with asthma have to take care of themselves in order to maintain a healthy 

lifestyle. Persons may be predisposed to having asthma but if they maintain their health 

and a healthy lifestyle they may be able to manage their asthma and prevent any further 

complications. To maintain a healthy lifestyle the individual needs to participate in a 

daily regimen that consists of eating right, exercise, and being compliant with their 

medications. According to a nursing diagnosis book, “nutrients provide energy sources, 

build tissue, and regulate metabolic processes” (Carpenito, 2006, p. 511). Exercise is a 

very important factor in asthma therapy and is recommended. Ignatavicius and Workman 

state that “aerobic exercise assists in maintaining cardiac health, enhancing skeletal 

muscle strength, and promoting ventilations and perfusion” (2006, p. 593). Since there is

exercise-induced asthma, individuals may have to adjust their exercise regimen and
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environment as needed to prevent further complications. Also individuals may want to 

premeditate the use of inhalers before exercise (Ignatavicius & Workman).

Treatments

There are a variety of therapies for asthma; unfortunately different remedies of 

therapy should not be combined unless they have been approved by a health care 

provider. There are both non-pharmacological and pharmacological remedies to help treat

asthma.

Medications. Pharmacologically there are many different agents to use for asthma, just 

depending on how serious the particular case of asthma is, and if asthma is acute, chronic, 

or exercise-induced. Some agents include Anti-asthma Agents, Corticosteroids, Beta-2 

Adrenergic Agonists, Anti-asthma Anti-inflammatory/Bronchodilator Combinations, 

Leukotriene Pathway Inhibitors, Mast Cell Stabilizers, Methylxanthines, and Monoclonal 

Antibodies (Thomson Micromedex, 2007). These are not the only option individuals have 

to treat their asthma. There are also herbal and supplemental remedies to help with the 

symptoms of asthma. Herbal remedies include Boswellia, Coleus, Picrorhiza, and 

Tylophora, also supplemental remedies such as Beta-carotene, Magnesium,

Molybdenum, Vitamin BI 2, VitaminB6, VitaminC, and Zinc. Some of these herbal and 

supplemental have not been tested on people who have asthma, but they are being used. 

For those individuals’ who want complimentary therapies there are a few that are being 

used such as acupuncture, biofeedback, stress-relaxation techniques and herbal remedies.

Relaxation. Yoga, acupuncture, and relaxation have been tested on people who have 

asthma. These therapies help relax the patient to reduce stress and promote well-being.
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Stress is an intrinsic trigger for asthma attacks because it can make one anxious and 

therefore constrict the airway and make it hard to breathe (Thomson Micromedex, 2007).

Despite how many people are diagnosed with asthma there are very few of those who 

actually suffer from complications and die. “Few patients (2 per 100,000 population) die 

from asthma, unless they suffer a respiratory arrest before reaching the hospital” 

(Thomson Micromedex, 2007, | 30).

Pathophysiology

As previously stated before “asthma is a chronic lung disease characterized by

reversible air flow obstruction, airway inflammation, and airway hyperresponsiveness” 

(Thomson Micromedex, 2007, 1). Asthma usually presents with episodes of “coughing,

dyspnea, wheezing, and chest tightness” either separate or in combination with one 

another (Marieb, 2004, p. 870). As mentioned previously there are three stages of asthma. 

These stages are acute, late (chronic), and remodeling (Thomson Micromedex).

Chain Reaction

Pathogenesis/Etiology. The main pathologic features that contribute to an asthma 

attack are allergens and irritants which start a chain reaction beginning “with mast cell 

degranulation and the release of multiple inflammatory mediators” (Huether & McCance, 

2004, p. 764). This leads to vasodilations, edema, bronchial smooth muscle spasms, and 

thick tenacious mucous. (Heuther & McCance, 2004). According to Marieb, finding the 

cause of asthma has been hard to figure out; fortunately, researchers found that active

inflammation of the airways came first in asthma (2004).
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Acute stage ofbronchoconstriction. Although asthma does involve constriction of 

the bronchioles, it is not a continuous bronchospasm. Asthma is marked by the sudden 

onset of symptoms and usually follows with symptom-free periods (Marieb, 2004).The 

acute stage is triggered by immunological or non-immunological factors such as 

allergens, respiratory viruses, cold air, exercise, and medications. During the acute 

phase, “activated airway mast cells release chemical mediators, including histamine, 

leukotrienes, prostaglandins, platelet activating factor, and thromboxanes from the 

bronchial mast cells, macrophages, and epithelial cells. These chemical mediators result 

in smooth muscle contraction, bronchial hyperresponsiveness, and airway wall edema, 

which leads to recruitment of other inflammatory cells and mediators” (Thomson 

Micromedex, 2007, | 10).

Second stage: inflammatory response. The second stage, late or chronic, happens 

when “the asthmatic response is marked by airway infiltration of mast cells, eosinophils, 

lymphocytes, and macrophages. The subsequent release of cytokines, chemokines, 

cationic proteins, and enzymes by these cells causes the marked inflammatory response 

that is typical in asthmatic airways. These primary and secondary mediators result in 

bronchial hyperresponsiveness, airway wall edema, and mucous production, which 

collectively compromise air flow” (Thomson Micromedex, 2007).

Third stage: hypersecretion. The final stage, known as the remodeling phase, “is 

characterized by an aberrant restorative process that results in airway remodeling. 

Histologically, this phase is marked by basement membrane thickening and fibrosis, 

mucous gland hypertrophy and hypersecretion, smooth muscle hypertrophy,
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inflammatory cell infiltration, angiogenesis, and epithelial damage. If the inflammatory 

component of asthma is not adequately treated, it can be followed by this phase, which is 

eventually associated with an irreversible loss of lung function” (Thomson Micromedex,

2007).

As a result of these stages, breathing becomes impaired and the inspiration of airflow 

goes to those areas of the airway where there is less resistance. The inflammation of the 

bronchioles acts as an obstruction which increases air resistance to the air flow coming in 

and decreases the air flow going out. Breathing also may become labored and expiration 

may become difficult. An obstruction may also cause hyperventilation. This is due to the 

lung receptors responding to the increase of lung volume from the inspired air being 

trapped and from obstruction. Asthma can also lead to more serious health complications 

such as respiratory failure. According to Huether and McCance “increased alveolar gas 

pressure, decreased ventilation, and decreased perfusion lead to variable and uneven 

ventilation-perfusion relationships within different lung segments” (2004, p. 209). This 

results in early hypoxemia with a decreased PaCO2 and an increased pH, which is known 

as respiratory alkalosis. As an obstruction gets more severe, the number of the alveoli 

becomes inadequately ventilated and perfusion increases. Huether and McCance also

found that “air trapping is secondary to expiratory airway obstruction and results in an 

increased work of breathing, and CO2 retention and respiratory acidosis develop” (2004, 

p. 765). Unfortunately if asthma is not treated or taken care of, it can result in respiratory 

acidosis and this signals respiratory failure (Huether & McCance). According to

Ignatavicious and Workman, when asthma is poorly controlled, the chronic inflammation
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can cause damage and hyperplasia of the bronchial epithelial cells and bronchial 

smooth muscle (2006).

Clinical Manifestations

When individuals are having a symptomatic-free period, their pulmonary function 

tests are normal. There is another time period called partial remission when the patient 

continues to stay asymptomatic but the pulmonary function tests come back abnormal. 

Obviously when individuals are having an asthma attack, they are dyspneic and have 

respiratory complications (Huether & McCance, 2004).

Wheezing. During an asthma attack an individual’s breath sounds are diminished 

except for audible wheezing. When an individual has a severe attack, the accessory 

muscles are involved and wheezing is heard during both inspiration and expiration

(Heuther & McCance, 2004).

Chest tightness and shortness of breath. The hyperresponsiveness of the airway 

causes bronchospasms. Also irritants or allergens cause the stimulation of nerve fibers to

constrict the bronchial smooth muscle in an individual’s airway. Both of these cause 

constriction of the airway. If these occur at the same time, the inflammatory chemicals 

bind to the smooth muscle receptors and consequently cause constriction. During severe 

bronchospasm, especially in smaller bronchioles, the airflow is limited to the alveoli.

This occurs when the bronchospasm happens alone (Ignatavicious & Workman, 2006). 

This causes shortness of breath when an individual can not inspire enough air into the

lungs or on expiration. The chest tightness occurs when the individual does not get
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enough air into the lungs. Both are due to the constriction of the airway related to 

inflammation receptors due to irritants, allergens, stress, or a panic attack.

Cough and sputum production. Coughing is present at the beginning of an attack, but

is not productive. Sputum production does not occur during a mild or moderate asthma 

attack, but is present at the end of a severe attack. Mucous is a factor in causing an airway 

obstruction because it can get caught in an individual’s airway. While the severe 

asthmatic episode resolves, “coughing produces thick, stringy, tenacious mucus”

(Huether and McCance, 2004, p. 767).

In conclusion, asthma attacks can be triggered by allergens and other irritants that 

affect an individual’s respiratory function. These irritants and allergens cause the airway 

of a person to constrict and result in shortness of breath, chest tightness, and wheezing. If 

these signs and symptoms go untreated it can result in more severe respiratory 

complications and lead to death (Thomson Micromedex, 2007).
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Chapter II 

Review of Research

Reviewing the research is to critically appraise the project as a whole for integrity.

The steps in critiquing a research study are reading and evaluating the abstract, title, and 

introduction or background. These together with reviewing literature, the sample, 

instruments used, study design, data analysis, and discussion are used as a guide to reflect 

the quality of the research study.

Children with Asthma

The children who were a part of this intervention year had a decreased rate of 

emergency room visits as opposed to those children who did not receive the letter asking 

for feedback. After the initial re-evaluation some children continued to get re-evaluated 

after receiving an increase in medication. These children were more likely to get re

evaluated as opposed to those children who had comparable symptoms. This study was

conducted in a random and controlled trial. Intervention letters were sent out to random

children to see if this would increase the rate of children who would come back to have a

follow-up. Clinician feedback influenced whether or not children would return to the 

doctor. Letters were sent out to parents of children who have asthma, and the parents 

would suggest whether their child’s medications were increased or not based on a 

corresponding recommendation (Kattan et al., 2006). This is sent back to the hospital and 

the physician determines whether a follow-up is necessary.

The number of symptom days and school days missed were similar in each group of 

children. The number of days of a decrease in activity level was lower in those children
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who were in the intervention group than the control group. Those children in the 

intervention group received quicker, more efficient medication adjustments as opposed to 

those children in the control group.

Evidence-based nursing implications. Prompt interventions when combined with 

initiative of self-care produce a more effective treatment regimen. Over the course of a 

year “the providers of intervention group children received bimonthly computer

generated letters based on these calls summarizing the child’s asthma symptoms, health 

service use, and medication use with a corresponding recommendation to step up or step 

down medications” (Kattan et al., 2006, p. 1095). Based on this research, when 

individuals are involved in their own care it improves their likelihood of maintaining a

healthy lifestyle.

Depression and Alcohol Abuse

College students with asthma who become depressed have a harder time maintaining 

their symptoms of asthma and the result of alcohol abuse due to depression does not 

benefit the student to have added negative stimulants (Volicer, Quattrocchi, Candelieri,

Nicolosi & Ladebauche, 2006). Asthma was found to be more common in females and

non-Caucasians than in males (Volicer et al.). According to The Nurse Practitioner

“students diagnosed with asthma were more likely to report they had problems during the 

last school year with depression, anxiety disorder, or SAD (40%) when compared with 

non-asthmatic students (22%)” (Volicer et al., p. 52). A higher level of alcohol

consumption and binge drinking were found to be more prevalent in asthmatics than in
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non-asthmatics. Also, asthmatics were shown to have a higher prevalence of

depression and binge drinking compared to non-asthmatics.

Results from the surveys from campuses are compiled into national data, and the data 

are then returned to the universities for campus-specific analysis (Volicer et al., 2006). 

The research question is: Is the history of self-reporting asthma associated with 

depression and binge drinking in college students?

Evidence-based nursing implications. Historically, alcohol was seen to be used as a 

bronchodilator when a person was having an asthma attack. Alcohol recently has been 

found to trigger asthma attacks due to additives and other components that constrict the 

airway instead of dilatation. Since people knew alcohol was a muscle relaxant, they 

thought it would be beneficial for a person to have a drink while having an asthma attack. 

On the contrary, research has shown that alcohol is a trigger of an asthma attack because 

the additives act as an allergen and cause bronchoconstriction. According to The Nurse 

Practitioner “one-third of the asthmatics in this study indicated that alcoholic drinks had 

been associated with triggering asthma attacks on at least two occasions” (Volicer et al., 

2006, p. 51).

Self-Concept and Health Locus of Control

Those children, who had a positive self-concept, more specifically in the areas of 

intellect and anxiety, were more likely to be compliant with their medication regimen 

than others who did not have a positive self-concept (Burkhart & Rayens, 2005).

Children with a higher level of internal locus of health control and self-concept are more
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likely to be compliant with their health regimen than those who have more external 

locus of health control and low self-concept (Burkhart & Rayens).

Scores from the Piers-Harris Children’s Self-Concept Scale (PHCSC) and Children’s 

Health Locus of Control Scale (CHLOC) increased from the first week until after the fifth 

week. This study was a five week randomized controlled asthma management study.

Does self-concept and child’s own beliefs about their own health-directed behaviors have 

an effect on the self-management of asthma? The scales used in this study are the PHCSC 

and the CHLOC. These are reliable instruments because the information comes straight

from the participant and is not and could not be changed. The electronically measured 

peak flow monitor (PFM) measured the child’s lung capacity to assess if the child was 

compliant with health regimen.

Evidence-based nursing implications. Nurses can help the individual be more 

compliant by giving them the necessary information and encouraging the positive 

outcomes related to self-management of asthma.

The only problem with the results that came from these instruments is the fact that the 

child’s parent(s) was present when the child was giving information. This could lead to 

some bias because the child may just say what the parent wants to hear.

Symptom perception in childhood asthma

Anxiety played a role in symptom perception in children with mild asthma. On the 

other hand, anxiety was unrelated to symptom perception in children with severe asthma. 

This result suggested that psychological factors, such as an anxiety disorder, affect 

symptom perception when these symptoms are ambiguous (Chen, Rodgers, Hermann,
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Oliver-Welker & Strunk, 2006). According to Health Psychology “these results 

suggest that anxiety plays a role when children’s symptoms are mild, whereas medical 

variables such as severity play a role in perception of changes in asthma symptomatology 

and bronchoconstriction worsens” (Chen et al., 2006, p. 389). Is childhood asthma and 

anxiety associated with symptom perception?

Instruments used in this study are asthma severity scale, the Revised Children’s 

Manifest Anxiety Scale, self-report Likert scale, and spirometry. These are reliable 

because the information comes straight from the participant and the spirometry is 

measurable. These instruments give exact measurements.

Evidence-based nursing implications. Nurses can also help educate the child on how 

to use a spirometer properly to obtain accurate readings. Also nurses can educate the 

client on the importance of being compliant with a healthy regimen. Nurses can teach the 

individual with mild asthma to monitor anxiety and teach anxiety-reducer techniques,

such as relaxation.

Health-Related Decision-Making

There were six major themes that were redundant in the interviews with the children. 

These include “worries, asthma knowledge, school issues, medications, parental support, 

and the desire to be normal” (Meng & McConnell, 2002, p. 367). Children talked more 

readily about their worries which included asthma symptoms. Secondary to asthma 

symptoms, children complained about the interference with ADLs. The parents failed to 

recognize that nocturnal symptoms are indicators of uncontrolled asthma and thus neglect 

to increase controller medication. The Journal of the American Academy of Nurse
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Practitioners states that “single parenting, low income, and job demands limit parental 

availability for some children” (Meng & McConnell, 2002, p. 367). Children also were 

concerned with having an asthma attack at school and not having the necessary 

medication accessible. Extracurricular activities caused parents to become more 

protective and limit the participation of their child in sports.

Focus group interviews were used as a tool to gather information from the 

participants. Focus groups are a very efficient way of gathering qualitative data that 

assess children’s in-depth understanding of their own behavior and attitudes (Meng & 

McConnell, 2002). There were 28 school age children with asthma and 21 parents 

involved in the study. The participants were required to sign an informed consent before 

being able to participate. This study took place at the School of Nursing at a large 

medical center. There were three moderators to review the results to confirm accuracy. 

The data were analyzed by using an experienced transcriptionist. A principal investigator 

reviewed the data and compared the written records with the audiotapes to confirm 

accuracy of the results. The purpose of this study is to learn how children and their 

parent(s) make asthma treatment-related decisions.

Evidence-based nursing implications. Nurses assess the child and build rapport with 

both the child and parent in helping develop a treatment plan and goals. Based on the 

assessment, the nurse, parent, and child discuss what goals are achievable to help 

maintain normal daily activities.



Asthma 30
Being the Parent

Parents reported that having a child with asthma is a strain. Two main themes were 

found evident through the interviews with the parents: protecting and liberating. The 

mother’s actions were found to be more protective of the child. The mother feels she has 

to stand by and be on alert for her child. Mothers were found to have feelings of sadness 

because they feel isolated and long for a normal life for their child and themselves.

Fathers were found to be more liberating. These fathers pushed their child to regain 

strength to possibly live a normal life. Fathers felt more acceptance towards the child. 

Fathers feel confident in others to have the ability to take care of their child. Mothers 

were emotional and fathers were more physically oriented toward their child.

The parents’ information was analyzed through a phenomenological-hermeneutic 

approach. The information was obtained through interviews with fathers, mothers, and 

children. The participants were required to fill out an informed consent before being able 

to participate. There were 12 mothers and fathers of children with asthma interviewed. 

The information was analyzed and inspired by Ricoeur’s philosophy. The journal of 

Pediatric Nursing found that “based on ideas taken from phenomenology, structuralism, 

and hermeneutics, the approach’s aim is to uncover the meaning of lived experience

through interpretation of narratives” (Englund, Rydstrom, & Norberg, 2001, p. 366).

Indoor Environment

Indoor allergens play a major role in triggering asthma attacks. Literature reviews and 

meta-analysis show there is evidence to link indoor home allergens to cause exacerbation

of respiratory conditions, particularly in asthma. Only some indoor allergens were found
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to have a strong correlation to causing asthmatic symptoms. These include house dust 

mite allergen, environmental tobacco smoke, cockroach allergen, nitrogen dioxide, 

carbon monoxide and general allergens. Other indoor allergens only had limited or no 

effect at all. The Cochrane Database of Systemic Reviews found that “the indoor 

environment varies greatly between households, because of lifestyle differences, making 

general recommendations for remedial actions a complex issue” (Richardson, Eick, & 

Jones, 2005, p. 335). These recommendations differ mainly because of moral and 

financial issues. All allergen interventions (avoidance measures) require some sacrifices 

regarding lifestyle changes and physical interventions. This research has also found that 

children living in poor housing situations have a higher incidence of respiratory illnesses. 

Since everyone is different and lives in different living situations, the means of

interventions need to be individualized to be effective for the environment and the

individual.

Evidenced-based nursing implications. Nurses need to be aware of the effects of 

indoor allergens to help persons suffering from allergen-triggered asthma attacks. Based 

on the cause of the signs and symptoms, the nurse, person suffering, and other health care 

professionals can collaborate and discuss ways to decrease allergens within the living 

environment. These interventions will help keep nursing care as a holistic approach 

regarding respiratory health care.

Biofeedback Treatment

Biofeedback has been found to improve asthma severity and reduce the use of steroid 

medication dependence. According to the article, “Biofeedback Treatment for Asthma”,
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“preliminary research has found that biofeedback training to increase heart rate 

variability (HRV) produces a decrease in respiratory resistance and improves spirometry 

performance in asthma patients, although the mechanism of action has not been proven” 

(Lehrer et al., 2004, p. 3-4). Biofeedback has been found to be a promising 

altemative/complementary therapy for asthma by controlling signs and symptoms, which 

controls a person’s condition. This research was conducted by using random people with 

asthma who performed vital lung capacity tests using peak exploratory flow rates and 

spirometry over a two-week period. Biofeedback sessions were done and a repeat of lung 

capacity tests was done to see any increase or decrease in lung capacity. Overall,

biofeedback has been found to increase control of asthma and decrease medication use.

Heart Rate Variability

Pursed-lip abdominal breathing and biofeedback are found to be more effective as a

combined therapy, as opposed to one over the other. Ten sessions were conducted with

continuing monitoring of medication usage. This research assessed the effects of different 

ages on biofeedback and how this therapy affects asthma management. Research has 

found that approximately ten sessions of biofeedback have a significant clinical 

improvement on asthma. According to the article “Heart Rate Variability Biofeedback” 

“patients receiving this training showed decreases in respiratory resistance and asthma 

symptoms, while receiving a lower dose of ‘controller medications’ (inhaled steroids, 

sometimes along with a long-acting 13-adrenergic stimulant or a leukotriene inhibitor)” 

(Lehrer et al., 2005, p. 3). The medications were monitored on a regular basis and titrated

as needed to meet the individual’s needs. Biofeedback was also found to decrease
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inflammatory activity, and possible changes were found on pulmonary function tests 

with slow deep breathing exercises.

Alternative/Complementary Treatment

Biofeedback is beneficial for people with asthma because it was found to decrease the 

severity of symptoms, medication usage, emergency room visits, and to increase lung 

function. This research found that “slow, deep, diaphragmatic breathing” was the most 

beneficial in improving the signs and symptoms for people with asthma (Miller, 2001, p. 

37). Biofeedback is a mind-body therapy that is based on relaxation and slow 

diaphragmatic breathing that was found to decrease asthma severity and decrease the use 

of medications, emergency room visits, and to increase lung function.

Evidenced-based nursing implications. Nursing responsibility is similar for the 

previous three articles discussed. Biofeedback requires a professional biofeedback 

therapist to perform this altemative/complementary therapy. A nurse is not qualified to 

perform this task but can recommend this therapy to persons with ineffective stress 

management, those with pain, depression, diabetes, incontinence, head injuries, asthma, 

and other health problems. Even though a nurse may not be able to perform a 

biofeedback procedure, a nurse can assist a person in performing the stress-relaxation 

techniques. After a person returns from a session of biofeedback, the nurse should be 

aware of the individualized mental exercises and relaxation techniques that specific 

person is using to be effective for his or her health condition. A nurse has to be aware of

these because every person is different and has different needs, so the nurse will have to
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understand not every mental exercise and relaxation technique will work for everyone 

in the same way.

Interventions

The health of an individual with asthma can be maximized through complementary 

and pharmacological therapies. Goals for the overall care of an individual with asthma 

include the following: (a) reduce hospital admissions, (b) improve short-term functional 

outcomes, (c) maintain family satisfaction, and (d) decrease the use of unnecessary 

therapies (National Guideline Clearinghouse, 2007). National guidelines and 

recommendations are updated frequently to ensure the most recent evidence-based 

practice techniques are based on research. (See Appendix for Evidence-based Clinical 

Guidelines and Recommendations)

Assessment

Initial assessment. Asthma is considered a clinical diagnosis characterized by 

coughing, wheezing, and dyspnea, which can be reversed by using a bronchodilator 

(National Guideline Clearinghouse, 2007). The National Guideline Clearinghouse 

recommends that before any therapy is done a brief history is taken to find out when, 

why, how long, and where the asthma episodes took place. A medical history should be 

taken in order to find out what the person with asthma is using to control symptoms and 

if there are any other medical conditions or allergies the health care professional should 

be aware of. A head to toe and psychosocial assessment needs to be performed after the 

medical history is obtained to accurately obtain baseline data. After treatment is given, 

the person needs to be closely monitored and assessed.
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Peak flow meter. This measures the lung capacity of an individual with asthma. The 

peak flow meter should be used occasionally to measure whether or not the person with 

asthma’s lung capacity has stayed the same or has fluctuated either by increasing or 

decreasing. If the peak flow meter reads a lower reading, this may indicate the person’s 

asthma is getting worse (Thomson Micromedex, 2007). It is also recommended that a 

peak flow monitoring be assessed in all persons with asthma, and at least attempted in 

children six to eight years old (National Guideline Clearinghouse, 2007).

Develop an action plan. Every person with asthma needs to be aware of the warning 

signs of an asthma attack. Once the person with asthma knows the warning signs, then an 

emergency plan should be formed for the person with asthma in case of an asthma attack. 

Included in this emergency plan should be a list of the person’s medications and dosages, 

indications signs and symptoms are getting worse, a list of emergency contact numbers, 

and always keeping this emergency plan with the person at all times in case of an 

emergency (Thomson Micromedex, 2007).

Drug Therapy

These medications can be used in the hospital setting, and most of these are 

prescribed for people with asthma when discharged from the hospital. There is the 

potential for compliance issues whenever medications are prescribed to persons leaving 

the hospital.

Quick-relief Medications

Asthma is treated by a variety of ways: quick-relief medicines, long-term control 

medicines, immunotherapy, use of a peak flow meter, developing an action plan, and
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antibiotics (Thomson Micromedex, 2007). Quick-relief medications include an inhaler, 

nebulizer, or short acting bronchodilators which quickly dilate the airway to increase 

breathing. They work by relaxing the smooth muscles (that have tightened to constrict the 

airway) to open up the airway. These medications unfortunately do not last long 

(Thomson Micromedex).

Inhaled corticosteroids (ICS). This bronchodilator is prescribed as a controlled 

therapy for all persons with all degrees of asthma (Thomson Micromedex, 2007). ICS 

therapy is used to improve lung function, decrease airway hyperresponsiveness, reducing 

frequency, symptoms, and severity of asthma, therefore, improving quality of life 

(Thomson Micromedex, 2007). Once asthma is under control, the dosage should be 

titrated carefully to the minimal dose to maintain asthma control, which reduces the risk 

for side effects. The best way to know if the dosage is working adequately is how the 

person with asthma responds to the medication. Thomson Micromedex states that 

“because the dose-response curve is relatively flat, increasing the dose of an ICS provides

little further benefit in terms of asthma control but increases the risk of side effects”

(2007, p. 16). Persons who use ICS need to remember to rinse their mouths after use to 

help prevent oral candidiasis (Thomson Micromedex, 2007). ICS can also be used as 

long-term therapy.

Short-acting beta 2 adrenergics (SABA). This medication is used for acute 

exacerbations. SABAs are used for episodic bronchoconstriction and quick relief of 

symptoms (Thomson Micromedex, 2007). According to Thomson Micromedex “frequent 

or regularly scheduled use of SABAs for long-term management of asthma does not
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adequately control symptoms, peak flow variability, or airway hyperresponsiveness” 

(2007, * 22). When this medication is used more than twice a week, there may be a need 

to re-evaluate the person and may indicate the need to initiate long-term-control therapy 

(Thomson Micromedex, 2007).

Leukotriene pathway inhibitors (LPI). While ICS is the preferred medication 

treatment for asthma, LPIs are an alternative therapy for those with mild persistent 

asthma (Thomson Micromedex, 2007). This modifier “inhibit [s] the effects of cysteinyl 

leukotrienes that are released from mast cells and eosinophils, and a 5-lipoxygenase 

inhibitor (zileuton), which blocks the synthesis of all leukotrienes. These mechanisms 

result in some bronchodilator and anti-inflammatory effects” (Thomson Micromedex, 

2007, | 26). LPI can also be used as an alternative for LABA in combination with ICS

(Thomson Micromedex, 2007). Also in people with severe persistent asthma, LPI can be 

used in combination with high doses of LABA and ICS to help gain control of asthma 

symptoms (Thomson Micromedex, 2007). Thomson Micromedex found it is important 

that “hepatic enzymes should be monitored during therapy with zileuton” (2007, 30). 

Sometimes lab values can indicate complications so they are important to monitor.

Oxygen. Oxygen is used for short-term treatment to help increase gas exchange in the 

lungs. Oxygen helps maintain adequate oxygen saturation in the bloodstream which is 

usually achieved by maintaining it at 90-94% (National Guideline Clearinghouse, 2007). 

Long term Medications

Long-term medications are used to continually keep the airway dilated to prevent 

constriction due to inflammation. Inhaled steroids, long-acting bronchodilators, and anti-
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IgE medications are used to prevent the constriction related to inflammation (Thomson 

Micromedex, 2007).

Systemic corticosteroids. ICS are long-term medications but systemic corticosteroids 

are used daily or alternative-daily for persons with severe persistent asthma to help keep 

the airway dilated to prevent constriction (Thomson Micromedex, 2007). This medication 

is rarely used due to the high risk of adverse effects, so ICS is used when possible.

Long-acting beta 2 adrenergic (LABA). This medication is recommended to be used 

in correlation with ICS which “improves symptoms, decreases nocturnal asthma, 

improves lung function, decreases the use of SABAs, and reduces the number of 

exacerbations” (Thomson Micromedex, 2007, 33). According to Thomson 

Micromedex, LABA should always be used in combination with ICS; otherwise it has 

been found that LABA alone does not influence the persistent inflammatory changes in 

asthma (2007).

Mast cell stabilizers. These can be used as controller or alternative therapy drugs in 

mild persistent asthma (Thomson Micromedex, 2007). These medications are less 

effective than the ICS, which are the preferred course of medication treatment (Thomson 

Micromedex, 2007). To predict whether or not these medications will be effective for the 

individual with asthma, a 4-6 week therapeutic trial will be used to determine the efficacy 

(Thomson Micromedex, 2007).

Methylxanthines. Theophylline is an example of a methylxanthine which can be used 

as a non-preferred alternative medication to LABAs in combination with ICS therapy for 

people with moderate persistent asthma; also, theophylline can be used as a non-preferred
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alternative therapy to ICS therapy in adults and children over the age of five who have 

mild persistent asthma (Thomson Micromedex, 2007). It has been shown that “serum 

levels should be monitored regularly to a concentration of 5-15 mcg/mL at steady state 

(at least 48 hours on same dosage)” (Thomson Micromedex, 2007,5[ 40).

Monoclonal antibodies. Anti-IgE, a monoclonal antibody, is used to treat moderate to 

severe persistent asthma in adults and adolescents who have tested positive or show in 

vitro reactivity to perennial aeroallergen and also whose symptoms are not controlled 

with ICS (Thomson Micromedex, 2007). Anti-IgE has been found to decrease the 

occurrence of asthma exacerbations in these specific persons (Thomson Micromedex, 

2007). Anti-IgE “allows for reduction of both oral and inhaled corticosteroids, and 

improves asthma control as indicated by fewer symptoms, exacerbations, and need for 

rescue medications” (Thomson Micromedex, 2007, If 44).

Antibiotics

These medications are used to treat and prevent infections related to germs 

specifically called bacteria (Thomson Micromedex, 2007). These kinds of medication 

help maintain adequate lung capacity in a person with asthma when the bacteria, or 

infection, is found in the lungs.

Immunotherapy

These allergy shots are given to children who have asthma to prevent asthma attacks 

due to the increase risk of being more sensitive to allergens than others who do not have 

asthma. These shots will help the child handle the allergies better. The child can also get
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tested to see what allergies the child has. These shots can help the child keep control of 

the asthma (Thomson Micromedex, 2007).

Discharge Instructions

Before an individual leaves the hospital, a list of medications should be given with 

instructions on how, when, and why these medications should be taken. Also, before 

taking any over-the-counter medications, the person with asthma should consult with the 

doctor. The medications prescribed for home management should be taken as directed. If 

any side effects should occur, the patient should notify the caregiver, but not stop taking 

the medications until after discussion with the doctor. If antibiotics are being taken, the 

patient should take them until they are all gone whether or not the individual feels better. 

Also, an individual taking medication that may cause drowsiness should use caution and 

avoid using of heavy equipment and driving. Follow-up visits should be made to follow 

progress of medications compliance and asthma management (Table 1.1). An individual 

should seek immediate medical assistance if “your peak flow number goes down or does 

not improve after taking bronchodilator medicine, you feel drowsy and confused, you 

have chest pain, you have increased wheezing, trouble breathing, or coughing, you are 

hunching over because you are having so much trouble breathing, and your lips or 

fingernails turns gray or blue” (Thomson Micromedex, 2007, Tf 50). Prevention of asthma

attacks is discussed in Table 1.5.
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Table 1.1 Home Management/Relief Medications

Albuterol Bronchodilator that decreases airway 
resistance, facilitates in mucus drainage, 
increases vital capacity and relaxes the 
smooth muscles (Wilson, Shannon, Shields 
& Stang, 2007)

Levalbuterol Decreases airway resistance, facilitates 
mucous drainage, and increases vital 
capacity. Used to prevent bronchospasms 
(Wilson et al., 2007).

Pirbuterol Prevention and reversal of bronchospasm 
(Wilson et al., 2007).

Table 1.2 Pre-Treatment for Exercise-Induced Asthma

Albuterol Bronchodilator that decreases airway 
resistance, facilitates in mucus drainage, 
increases vital capacity and relaxes the 
smooth muscles (Wilson et al., 2007)

Formoterol Fumarate Prevents exercise-induced asthma and 
bronchospasms; acts locally in the lung as a 
bronchodilator (Wilson et al., 2007).

Salmeterol Relaxes smooth muscles and increases 
ciliary motility, and also decreases airway 
reaction to allergens (Wilson et al., 2007).

Table 1.3 Complementary Therapies

Caffeine Related to theophylline; works as a weak 
bronchodilator and reduces respiratory 
muscle fatigue; improves airway modestly 
in people with asthma for up to four hours 
(Bara & Barley, 2007).

Acupuncture Chinese therapy to help relieve stress to 
minimize asthma symptoms (McCamey, 
Brinkhaus, Lasserson & Linde, 2003).

Family Therapy Studies have shown therapy to reduce 
stress in a family setting can help reduce 
asthma symptoms (Yorke & Shuldham, 
1999).
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Manual Therapy Manual therapy such as chiropractic is used 

to move the rib cage and spine to improve 
lung function and circulation. Chest 
tapping, shaking, vibration, and posture 
help move phlegm and help the person with 
asthma to cough up the loose phlegm 
(Hondras, Linde & Jones, 2005).

Selenium Supplement Studies have demonstrated that persons 
with chronic asthma may have lower levels 
of selenium than a person without asthma. 
These supplements may help reduce 
asthma symptoms (Allam & Lucena,2004).

Physical Training Increasing physical training in a person 
who has asthma helps ventilation and may 
help prevent exercise-induced asthma 
(Ram, Robinson, Black & Picot, 2005).

Speleotherapy Benefits for people with asthma have been 
found to come from air quality, 
underground climate, air pressure or 
radiation (Beamon, Falkenbach, Fainburg 
& Linde, 2001).

Table 1.4 Diagnostic Tests

Blood gases Also known as ABG test; blood is tested 
for the amount of oxygen, carbon dioxide, 
and acids (Thomson Micromedex, 2007).

Blood tests Other blood tests can be taken to see how 
the body is doing and give the caregivers 
more information about what is going on 
(ThomsonMicromedex, 2007).

Chest x-ray This test allows caregivers to see how the 
heart and lungs are doing and if there are 
any infections like pneumonia. Other 
problems include collapsed lungs, tumors, 
broken ribs, or fluid around the lungs and 
heart (Thomson Micromedex, 2007).

12-leadECG This test shows any abnormalities of the 
heart (Thomson Micromedex, 2007).
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Pulmonary function test This test shows how the lungs are 

functioning, more specifically how they 
move and work (Thomson Micromedex, 
2007).

Table 1.5 Prevention

Animal dander Keep all animals outside; if not, keep them 
from going into the bedroom. If animals are 
inside, cover vents with heavy material to 
help filter the air. Also avoid letting pets 
into rooms with carpets and furniture 
covered with cloth (Thomson Micromedex, 
2007).

Cockroaches Never leave food out and keep lids on all 
garbages and containers. Roach traps 
should be used unless spray is needed; then 
the one with asthma should leave while the 
house is sprayed, to prevent inhaling the 
fumes (Thomson Micromedex, 2007).

Colds and infections Need to stay away from large groups and 
also people with a cold or flu. A flu shot 
may be needed (Thomson Micromedex, 
2007).

House dust mites Do not use chemicals to kill dust mites, to 
prevent inhalation. Use “nonallergenic” 
materials to cover pillows, carpet and 
bedding (Thomson Micromedex, 2007).

Indoor molds Keep humidity low and make sure faucets 
and other water sources are not leaking 
(Thomson Micromedex, 2007).

Pollens and outdoor molds Keep windows and doors closed during 
high pollen season; try to stay indoors 
during midday and afternoon when pollen 
count is the highest (Thomson
Micromedex, 2007).

Smoking Do not smoke. This will undo all the work 
the medications do. If others in the 
household smoke, send them outside 
(Thomson Micromedex, 2007).
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Strong odors (smells) and sprays Paint, cleaning supplies, perfume, make-up 

and hair products may cause an asthma 
attack. If these are present, make sure a fan 
or open windows are used to vent the smell 
(Thomson Micromedex, 2007).

Vacuum cleaning Have another person vacuum and stay out 
of the room, or else wear a mask while 
vacuuming and use a HEPA filter 
(Thomson Micromedex, 2007).

Weather Use a scarf to cover the mouth and nose on 
windy and cold days, and also stay inside 
when pollen count is high (Thomson 
Micromedex, 2007).

Other Tips Avoid sulfites: wine, beer, dried fruit and 
processed food. Decrease amount of dust in 
the home (Thomson Micromedex, 2007).

Resources

American Lung Association (ALA). ALA, www.lungusa.org, is a learning tool for 

those with asthma or family members. This website provides a variety of learning tools. It 

includes an overview of asthma with treatment options, statistics, and information on how 

the lungs work as a whole and how asthma affects the lungs. This website gives readers 

the opportunity to get involved with the ALA by providing information on events that are 

happening to help support those with respiratory problems. The ALA is reliable and gives 

readers the facts about asthma. This information is also available in Spanish.

American Academy of Allergy Asthma and Immunology (AAAAI). The AAAAI, 

www.aaaai.org, is specifically geared towards those who suffer from allergen-related 

asthma. This website requires a membership. This website has no evidence of being in 

Spanish.

Allergy and Asthma Network Mothers of Asthmatics (AANMA). AANMA,

www.aanma.org, is a non-profit organizational website designed for family involvement,

http://www.lungusa.org
http://www.aaaai.org
http://www.aanma.org
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especially mothers with children living with asthma. This website also requires a 

membership but is designed to guide mothers and other family members in the treatment 

and care of their child’s asthma. This website has no evidence of being in Spanish.

Asthma and Allergy Foundation of America (AAFA). The AAFA, www.aafa.org, is a 

website that focuses on persons with asthma whether it is allergenic- or non-allergenic- 

based. This website provides information on different kinds of allergenic and non- 

allergenic asthma. Within the different kinds of asthma, there is education on how to use 

inhalers, peak flow meters, and other ways of controlling asthma. The AAFA also 

includes facts and figures. This website has no evidence of being in Spanish.

Thomson Micromedex. This site is an excellent source of information for those

individuals with asthma. It provides the person with a summary, treatment options 

(medications and complementary/altemative therapies), and directions for using inhalers

and other methods of asthma management. Micromedex is a frequently updated site to 

provide the individual with the most recent information. This site is also available in 

Spanish.

Biofeedback

Biofeedback is a connection between the mind and body. Mind-body therapy focuses 

on the different interactions that take place between the brain (mind) and the body 

(behavior), and more specifically, how the “emotional, mental, social, spiritual, and 

behavioral factors can directly affect health” (NCCAM Health Information, n.d., 1).

Mind-body therapy is an intervention that is thought to promote health and help prevent

or manage medical conditions. Biofeedback is a type of mind and body therapy that is

http://www.aafa.org
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considered a form of a relaxation technique that helps reduce stress by using the 

connection between the mind and body. Using biofeedback and reducing stress reduce 

the chance of having an asthma attack since one of the main causes for an asthma attack

is stress.

Biofeedback is a relaxation technique used to help train a person to control 

involuntary internal bodily processes (University of Maryland, 2007). The process begins 

when individuals are attached to a monitor that shows them the recordings of their 

internal bodily processes. Depending on the viewed recordings, the person attempts 

different forms of rest by either trying to take more deep breaths or use other forms of 

relaxation to try to control those involuntary processes to aid in decreasing stress.

There are a variety of different types of biofeedback. The three most commonly used 

are (a) electromyography (EMG), which works by measuring the health of muscles and 

the nerves that affect the muscles (muscle tension); (b) thermal biofeedback, which works 

by measuring circulation in specific health conditions (skin temperature); and finally (c) 

neurofeedback or electroencephalography (EEG), which works by measuring brain wave 

activity to test for certain health conditions such as seizure activity and epilepsy 

(University of Maryland). The biofeedback therapy used will depend on the person’s 

health condition and lifestyle. The specific type of therapy will also be chosen based on

the one that would be more effective for the individual, since everyone is different and 

not everyone will respond to the same therapy in the same way.
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History and Origin

The mind-body method is based on the concept that the mind is very important in the 

healing process, as well as prevention and management of many illnesses. This theory is 

based on the traditional Chinese and Ayurvedic medicine, which dates back to around 

2,000 years ago (NCCAM Health Information, n.d.). This therapy was also found to have 

been used by Hippocrates, who recognized that moral and spiritual (mind) aspects of 

healing are critical (NCCAM Health Information). Since biofeedback is a mind-body 

therapy, the history can also be derived from the Chinese and Ayurvedic medicine.

More recently discovered in the 1920s, a man by the name of Walter Cannon revealed 

a direct relationship between stress and the neuroendocrine responses in animals, which 

is known as the “flight or fight” response (NCCA Health Information). He researched the 

effects of environmental pressures and perceived danger on the body, which led to the 

“fight or flight” response and measured the physiological responses to those stressors. 

Another man named Hans Selye took Cannon’s research a step further and defined the 

effects of stress on health. In this way, both of these men assisted in furthering the 

relationship between the mind and the body and the important effects that it can have on

the health of an individual.

Process and Healing Nature

Since biofeedback is considered a relaxation technique, most people use this method 

because they have conditions that are triggered by or made worse by stress. Research has

found that when the body is continually in a stressed state, internal bodily processes, such

as blood pressure, become overactive (University of Maryland, 2007). The result of these
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overactive physiological responses could lead to flare-ups that are associated with a 

variety of health conditions, specifically asthma attacks, and have the ability to cause 

major complications, even to the point of death.

When a person comes in for this type of therapy, a biofeedback therapist hooks a 

monitor up to the person and records heart rate, blood pressure, etc. by attaching 

electrodes to the skin (University of Maryland, 2007). According to the University of 

Maryland, “these electrodes then feed information to a small monitoring box that 

translates the physiologic responses into a tone that varies in pitch, a visual meter that 

varies in brightness, or a computer screen that varies the lines moving across a grid” 

(2007,14).

The person who is receiving therapy performs mental exercises that are being directed 

by the biofeedback therapist. During these mental exercises, the person’s physiologic 

responses are being recorded. The person can watch the monitor via a variety of pictures 

and/or game exercises and use the deep breathing exercises to help decrease the 

physiological responses. Through trial and error the person will learn to be able to control 

his or her own physiologic responses.

These biofeedback sessions usually can last anywhere from 15 minutes, up to one 

hour. The number of sessions a person needs depends on the reason for the visit. On 

average, a person needs eight to ten session to begin to see any visible results (University

of Maryland, 2007). After the required number of biofeedback sessions is completed, the 

person can take those mental exercises home to maintain positive stress management.

These mental exercises and relaxation techniques are not the only points people become
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aware of; also the person can identify risk factors that can cause stress and can become 

acutely aware of any signs and symptoms of when stress levels begin. With the assistance 

of biofeedback exercises, the person can begin to manage and prevent any stress 

complications when the learned exercises are used appropriately.

Benefits

Biofeedback benefits many people with different illnesses. Specifically, for a person 

with asthma, using relaxation techniques, such as “slow, deep, diaphragmatic breathing,” 

was found to decrease the severity of symptoms, medication usage, emergency room 

visits, and to increase lung function (Miller, 2001, p. 37). According to the Nurse 

Practitioner, people receiving biofeedback “significantly reduced their use of inhaled 

steroids and reduced their asthma severity from moderate to mild persistent asthma”

(2004, p. 15).

Biofeedback was also found to be more effective if combined with breathing training, 

resulting in lowered steroid dosages without the chance of increasing the risk of having 

an asthma attack (RN, 2004). Another benefit to the combination of breathing training 

and biofeedback was the increase in gas exchange, decreased respiratory resistance, and 

changes in inflammatory activity due to slow deep breathing (Lehrer et al., 2005).

Overall, this specific relaxation technique benefits the person with asthma and is an 

effective form of a harmless therapy.

Nursing Responsibility

As mentioned previously, biofeedback requires a professional biofeedback therapist 

to perform this altemative/complementary therapy. A nurse is not qualified to perform
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this task but can recommend this therapy to persons with ineffective stress

management, those with pain, depression, diabetes, incontinence, head injuries, asthma, 

and other health problems. This therapy is considered a safe procedure and would not 

hurt a person if recommended and was not necessary.

Even though a nurse may not be able to perform a biofeedback procedure, a nurse can 

assist a person in performing the stress-relaxation techniques. After a person returns from 

a session of biofeedback, the nurse should be aware of the individualized mental 

exercises and relaxation techniques that specific person is using to be effective for his or 

her health condition. A nurse has to be aware of these because every person is different 

and has different needs so the nurse will have to understand not every mental exercise 

and relaxation technique will work for everyone in the same way.

Stress management is a part of a person’s care plan and should be taken just as 

seriously as hygiene and nutritional care. Stress can affect wound healing, anxiety levels, 

emotions, and decision-making capabilities. If a person struggles with stress, it can be 

beneficial to recommend biofeedback, but if the specific technological tools needed to 

perform biofeedback are unavailable, nurses can teach forms of stress-relaxation 

techniques that do not require various forms of technology. This is why it is important for 

nurses to be aware of different relaxation techniques to introduce to persons who struggle

with stress.

Summary

There are many different types of altemative/complementary therapies for asthma,

but biofeedback is a technique that can be used at home after receiving biofeedback
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sessions with a professional. According to Lehrer and his colleagues, “biofeedback 

appears to be promising as an adjunctive treatment for asthma, and it appears to maintain 

the condition of asthma patients with a reduced dose of inhaled steroids” (2004, p. 18). 

Biofeedback is a relaxation technique that is harmless and has not had any negative 

effects reported.
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Chapter III

Methodology

Research on parents who have children with asthma is not common. Most of the

research is based on the individual who has asthma and not how asthma affects the

family, friends, and school/work. The purpose of this study was to gain more 

understanding on how asthma affects the individual with asthma and those who are 

involved with the individual. It is important to study the effects asthma has on the people 

and events the individual with asthma encounters to make society aware that asthma does 

not only affect the child but also family, friends, and school. By exploring these 

experiences of parents with children who have asthma, nurses can be more conscious of 

how the child with asthma impacts the parents’ lives. Asthma is a medical condition that 

requires a holistic approach. The basis of holistic care for nurses is to assess not only the 

physical effects but the emotional, social, psychological, environmental, spiritual, and 

lived experience of the child with asthma and the parents. Phenomenological research 

uncovered the parents’ experience of living with a child who has asthma.

Phenomenological method. Phenomenology is a research method that is used to gain 

a better understanding of a lived experience, such as asthma through interviews. 

According to Leedy and Ormord “phenomenological study is a study that attempts to 

understand people’s perceptions, perspectives, and understandings of a particular 

situation” (2005, p. 139). After the research has been conducted, the principal 

investigator implemented Giorgi’s method of analyzing in order to find commonalities 

and differences in living with a child who has asthma.
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The goal of this study was to find the true lived experience through in-depth audio- 

taped interviews. This can provide nurses with a better understanding of how to give care 

for the child with asthma and his or her family. In order to accomplish a true lived 

experience, biases were identified. Any assumptions were recognized and pre-assessed 

through the process of investigator bracketing. According to Fain, “bracketing requires 

the researcher to identify any previous knowledge, ideas, or beliefs about the 

phenomenon under investigation” (2004, p. 222). The principal investigator conducted 

in-depth audio-taped interviews with parents of children who have asthma. The 

researcher avoided leading the parents into any pre-assumed direction and also stayed 

open-minded during the interview. Parents were able to express their feelings and 

experiences about their child having asthma without the researcher being judgmental. The 

interviews contained open-ended questions to stimulate conversation and make the

interviews more comfortable.

Confidentiality. It was important to maintain confidentiality during this research study 

because one does not want to expose any personal identifiers so as not to cause any 

emotional or psychological harm to participants in the study. Confidentiality was 

maintained through closed-door interview sessions and prior informed consent. Informed 

consent and purpose of the study were outlined in detail before the conduction of the 

interview. All information extracted from the interviews, such as participants’ feelings, 

ideas, and experiences, were reviewed with respect. No names or other identifiers were 

used during the interview or during analysis. Instead a pseudonym was used to identify 

each interview during analysis and will only be known to the principal investigator. Data
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were kept in an office under lock and key, and any interview information was 

destroyed following analysis of results.

Data collection. The interviews used open-ended questions by using a common 

statement: “Tell me about your experience living with a child who has asthma.” The 

participants were encouraged to express their feelings, ideas, and experiences about their 

lived experience freely. All interviews were in-depth audio-taped sessions to be later 

transcribed. These transcriptions were stored under lock and key in an office when not in

use.

Data analysis. Giorgi’s method was used to analyze the data collected during the 

interviews. The data were put into groups based on common themes that were found 

throughout the interviews. This method is based on the following procedure obtained

from Fain:

1. Three parent(s) who have lived the experience under study. Interview or written 

description.

2. Listen to interview to obtain the sense of the whole lived experience straight 

through.

3. Listen to discover in more detail how the parents live with a child who has

asthma.

4. Examine information that is redundant, needs clarification, or elaboration. Then

relate this information to each other to find a sense of the whole.
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5. Reflect on the information and take out the information that was most

meaningful for the individual who was interviewed. Then transform the 

information into the language of science and then use research to support it.

6. Formulate a consistent description of the meaningful information of the lived 

experience for all participants (2004, p. 230).

Limitations. Since the study was an honors thesis, the limitations of this study were a 

small sample size, limited number of interviews, and selection of participants from rural 

north central Montana. Therefore, this study cannot be generalized to larger populations.
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Chapter IV

Results

The purpose of this thesis is to gain an understanding of the parents’ lived experience 

with a child who has asthma, and the following are themes revealed through interviews. 

The lived experience with a child who has asthma was found to be just as hard to cope 

with as the child’s experience as found through vigilant watching, responsibility, and lack 

of education. The following names have been changed to protect their identity.

Vigilant Watching

Most parents discussed how watching for signs and symptoms, triggers and other 

factors causing asthma attacks made the parents’ responsibility of watching their child

more than usual.

One parent related an incident of an asthma attack by stating symptoms she observed 

her child enduring. The parent stated, “But now that I think about it more it’s more of.. . 

more things that she couldn’t do because she would get, I mean, she would ... get the 

tightness, the shortness of breath, and I thought she was that out of shape” (B. Johnson, 

personal communication, October 2007). This quote shows how parents can be blind to 

what is happening to their child because of knowledge deficit related to the lack of 

education. On the other hand, one parent trusts her child to recognize what triggers his 

asthma and when his nebulizer is needed. The trusting parent explained, “It was just a 

couple of weeks ago and they were outside playing football when it was real smoky and I 

think that’s what probably got him going, so he did have to go home and use his
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nebulizer” (H. Smith. Personal communication, October 2007). This quote shows how 

triggers and other factors that cause asthma can be recognized by parents and the child. 

Increased Parental Responsibility

Most parents talked about how their responsibility as a parent increased because of 

their child’s diagnosis. They were more cautious about making sure their child had all the 

equipment needed if their child had an asthma attack, such as an inhaler or a nebulizer.

One parent expressed how much more responsibility was put on her after her child 

was diagnosed with asthma. She stated, “I guess the only major change is making sure

that she has an inhaler. I make sure that there is one in the med kit at school and I make

sure that we usually have one if we’re going somewhere and stuff’ (B. Johnson. Personal 

communication, October 2007). This quote confirms how parents who have a child with a 

disease have added responsibility.

Another parent explained how responsibility is not easy. She explained her 

experience as follows: “I remember one practice she was so out of breath and she was 

scared cause she couldn’t breathe and she had left her inhaler in the pickup and I had had 

the pickup. So she couldn’t get ahold of me and finally one of the coaches came along 

and told her to raise her arms and got her settled down and that’s so she could get her 

breath and then I came back with her inhaler” (J. Jones. Personal communication,

October 2007). This parent also talked about responsibility in another experience as 

follows: “Well, yeah, she depended on us to have her inhaler ‘cause she didn’t want it. 

You know when you are in track you can be right there and I would keep it in my pocket 

... and I had forgotten it, in a hurry to get out of the vehicle to get to the track meet and
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forgotten it and she is looking at me like why don’t you have it. So that I guess, yeah, it 

was stressful for me ‘cause I always felt like I needed to have it with me. It always made 

me a little nervous if I wasn’t going to be there worrying about whether she was going to 

have an attack” (J. Jones. Personal communication, October 2007). These quotes show 

how easy it is to forget the little things when the pressure of responsibility is on the 

parents to look out for their child and how this task can overwhelm parents.

Another parent expressed responsibility as sleepless nights. The parent stated, “Yeah, 

without taking the Advair, we’d have to give him a nebulizer treatment before he went to 

bed, and it was usually during the night, too, he would wake up and was unable to breathe 

or coughing too much” (H. Smith. Personal communication, October 2007). These 

sleepless nights not only affect the parents and child relationship but also the everyday 

tasks of the parents.

Lack of Knowledge and Education

Most parents described the importance of being educated to better the care for their 

child. The parents stated the importance of having relaxation and breathing techniques

available for their child to use in case the inhaler or nebulizer was unavailable.

One parent explained how relaxation and breathing techniques would have helped her 

daughter reduce her anxiety during an attack. This individual stated, “I mean, she just 

freaks out basically when she starts to have an asthma attack. You know and if she was 

trained to know how to calm herself down like that I think it would help” (B. Johnson. 

Personal communication, October 2007). This quote proves how alternative or 

complementary therapies can benefit children during an asthma attack.
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The next few quotes explain how alternative and complementary therapies could be 

of help during an asthma attack. These quotes follow: “I don’t have time for this right 

now and here she is crying and can’t get her breath and it upset her terribly. Yeah, it 

would have helped if she would have known exactly what to do” (J. Jones. Personal 

communication, October 2007). The parent also stated, “Yeah, rather than just her inhaler

because just sometimes you can’t get it there fast enough. Or you don’t have it there 

which was with that incident, you know, and that was a bad one” (J. Jones. Personal 

communication, October 2007). Finally, the parent explained how her daughter reacts to 

an asthma attack. She expressed, “They get themselves so shook up when they can’t 

breathe that it’s nice to know that they have another way of getting themselves calmed 

down” (J. Jones. Personal communication, October 2007). These quotes confirm that 

parents of children believe if they were educated on how to use relaxation and breathing 

techniques, their child’s asthma could be contained without medications.
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Chapter V

Discussion

In the past year, more than four million parents brought their children to the hospital 

with asthma symptoms such as wheezing, shortness of breath, and chest tightness.

Parents of children who have asthma cope with obstacles that are just as detrimental as 

someone who suffers from asthma has to live with. As with any other disease, vigilant 

watching comes naturally to parents with a child who has a limitation such as asthma. 

Parents with a child who has asthma watch their child to help assess the onset of an 

asthma attack. Vigilant watching increases the parents’ awareness as to what their child is 

doing such as sports or surrounding themselves with asthma triggers. An increased sense 

of responsibility for the parents is related to the increase in vigilant watching. Triggers 

are the foundation of being able to help prevent and assess an asthma attack. If parents of 

children who have asthma understand what triggers their child’s asthma attack, then 

preventative measures can be taken. Unfortunately there are many different triggers for 

asthma and not everyone is the same. Identifying triggers is very crucial but is also found 

as a problem through other research. According to the World of Irish Nursing and 

Midwifery, “identification of asthma triggers can be difficult and vary from individual to 

individual. Again a patient and healthcare team approach is most beneficial. Patients 

should be observant and even record places that they are in or activities that they are 

doing preceding an attack” (2006, p. 32).

Parents, in general, feel an increased accountability and responsibility to their 

children. As found by research, parents feel they have more responsibility put on them
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because of their child’s limitation. They watch their child for any symptoms to prevent 

an attack by having the inhaler there when their child needs it. In most cases, the child 

expects his or her parents to be there and have the inhaler readily available in case an 

asthma attack occurs. If the parent(s) does not have the inhaler or other method of 

medication the child needs, a sense of guilt falls upon the parent for not being prepared. 

Other researchers, such as Buford (2005), found that “managing childhood asthma, thus, 

occurs primarily in the home either by parents or under their supervision. Most children 

develop asthma symptoms early in life when they are totally dependent on their parents 

for care. As children mature, they become more capable of self-care. Rather than 

eliminating the parent role, these developmental changes require parents to function as 

coaches and supervisors of their children’s emerging self-care” (p. 154).

Education is very important not only with people who are diagnosed with a disease 

but for those who are friends and family of the individual. America is geared towards 

treatment rather than prevention. According to the parents participating in this study, 

education is important to help prevent asthma attacks instead of waiting for something to 

happen and then treating the symptoms. Initial education on the day of diagnosis is the 

key to better care. Other studies have been shown that health care providers provide 

parents and children factual content. According to Pediatric Nursing, “parents reported 

that the health care provider most frequently covered the more didactic and factual 

content, such as how to use a metered dose inhaler, how to manage an asthma attack, and 

the effects of passive smoke exposure as an asthma trigger” (McMuUen, Yoos, Anson, 

Kitzmann, Halterman, Arcoleo, 2007, p. 41). Psychosocial factors and how to manage
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asthma were something parents and children needed but were not provided every time. 

According to Pediatric Nursing, this concrete content, under 50% talked about, includes 

“the health care provider asking the parent about the child’s feelings about asthma, 

sharing their goals for successful asthma management, and collaboratively developing 

with the parent a written plan of care on how to treat an exacerbation at home and when 

to call for help or seek emergency care” (McMuUen et al., 2007, pp. 41-42). Specifically, 

for asthma education on altemative/complementary therapies would be helpful according 

to the parents who participated in this study suggested. Parents wished their children had 

the opportunity to be offered a class that would help with altemative/complementary 

therapies to help manage their asthma before an attack occurs. Through these classes, 

children can learn relaxation and breathing techniques to help control their asthma and 

decrease anxiety during an attack, thus resulting in the decreased use of medications.

Most parents suggested that if their child knew how to manage their asthma with 

altemative/complementary therapies, the parental guilt would decrease.

Nursing Implications

The information in this study will increase nurses’ awareness and understanding of 

how children living with asthma and their parents cope with the everyday stressors and 

more specifically the importance of medication administration. Education is one of the 

main preventative measures parents see as being the most important part of their child’s 

asthma care. Altemative/complementary therapies were shown by parents to have a great 

deal of value to help reduce their guilt and responsibility. Not only is education important 

for their child but the parents feel the need to be informed by health care providers and
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nurses. Parents of children who have asthma wanted nurses to be aware that common

sense to health care providers is not always common sense to the general public, which 

means education is a key factor in parents and their children. This study cannot be 

generalized to all parents who have children living with asthma.

Summary

The purpose of this study was to increase knowledge and understanding of the 

experience for mothers caring for a child who has asthma. The lived experience of 

parents with children who have asthma discussed three main themes which include 

vigilant watching, increased parental responsibility, and lack of knowledge and 

education. Key nursing implications include the nurse’s awareness and understanding of 

how children living with asthma and their parents cope with everyday stressors and the 

importance of medication administration.
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