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ORIGINAL ARTICLE

The role of direct support professionals in asthma management

SHARON R. DAVIS1, SEETA DURVASULA2, DIANA MERHI3, PAUL M. YOUNG1,
DANIELA TRAINI1 & SINTHIA Z. BOSNIC-ANTICEVICH1,4

1Woolcock Institute of Medical Research and Discipline of Pharmacology, Sydney Medical School, The University of Sydney,
Sydney, Australia; 2Centre for Disability Studies, Sydney Medical School, The University of Sydney, Sydney, Australia;
3Synergy Medical Practice, St Leonards, Australia; and 4Sydney Local Health District, Sydney, Australia

Abstract
Background Respiratory disease is common in people with intellectual disability (ID). The inhaled route is preferred for
medication administration in treating respiratory diseases, including asthma. People with ID often need assistance with
taking medicines due to cognitive, physical, and sensory impairments; in supported accommodation this assistance is
provided by direct support professionals (DSPs).
Method A qualitative study design was used to explore DSPs’ experiences with asthma medication management. Data were
collected via in-depth, semistructured, face-to-face or telephone interviews.
Results Key findings included the complex balance of duties undertaken by DSPs, and a lack of consistency in asthma
management processes across sites.
Conclusions This exploratory research suggests that DSPs are involved in asthma management and required to use clinical
judgement, but are not provided with education and tools to manage asthma in, and foster correct inhaler use by, their
clients. This highlights the need for tailored guidelines that integrate with the principles of the National Disability
Insurance Scheme.

Keywords: direct support professionals, caregivers, medications, intellectual disability, inhalers, nebulisers, asthma

Introduction

Approximately 15% of Australians with intellectual
disability (ID) are reported to have asthma. Asthma
is a chronic inflammatory disorder of the airways
that is associated with increased airway hyper-respon-
siveness that leads to recurrent episodes of wheezing,
breathlessness, chest tightness, and coughing (Global
Initiative for Asthma, 2014). In treating respiratory
diseases, inhalation is the favoured route of adminis-
tration, usingmetered dose inhalers, dry powder inha-
lers, or nebulisers. The only published study of the use
of respiratorymedications in adults with ID (in people
attending an Australian outpatient health assessment
clinic) showed that both inhalers and nebulised medi-
cations are being prescribed (Davis et al., 2014).

Guidelines for asthma management (National
Asthma Council Australia, 2014) promote the

concept of “self-management.” This requires a
patient with asthma to be able to understand the
use of asthma medications (e.g., the use of p.r.n.
[as needed], or “reliever,” medication vs. regular,
or “preventer,” medication) and to use the correct
inhaler technique. Inhaler technique is not intuitive
and needs to be individually taught (Bauman,
1997). The guidelines additionally state that all
patients and/or carers should have a written self-man-
agement plan to help make appropriate treatment
adjustments in response to changing symptoms,
and to know when to use primary care or emergency
medical services.
In the twentieth century, many people with ID

lived in institutions where nurses or medical officers
delivered all care, including the administration of
medications. This meant that trained healthcare
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providers were involved in all aspects of disease man-
agement for people with ID. Following the devolu-
tion of institutions, a sizeable proportion of people
with ID live in supported accommodation. Types of
supported accommodation include group homes
(suburban houses accommodating up to six people)
and large residential centres (facilities that provide
accommodation for usually more than 20 people).
In these residences, people with ID are predomi-
nantly cared for by paid caregivers called direct
support professionals (DSPs).
The responsibilities of DSPs are broad, and

include the provision of day-to-day personal care,
monitoring of client health, administration and
management of finances, household management,
planning leisure activities, skill development, and
community inclusion (Bigby, Frederico, &
Cooper, 2004; Hewitt & Larson, 2007). It is recog-
nised that DSPs support the health needs of their
clients (Gray-Stanley & Muramatsu, 2011), and
Australian research shows that a number of factors
impact on the DSPs’ ability to address their
clients’ health care. Factors such as staff turnover,
the need to engage in shift work, the reliance on
casual staff, limited training in developmental dis-
ability, and low socioeconomic status all affect the
ability of DSPs to support client health needs
(Centre for Developmental Disability Health
Victoria, 2014; Iacono, Humphreys, Davis, &
Chandler, 2004).
In managing clients’ healthcare needs, DSPs work

from a health plan that is developed for individual
clients, generally by a registered nurse (RN). This
plan provides the relevant information and steps to
be undertaken by a DSP in providing support to an
individual client. It may also incorporate various
healthcare plans providing detailed information on
the management of specific health issues, such as epi-
lepsy or asthma. The intention of the healthcare plan
is that when undertaking the procedure, the DSP
worker is required to exercise judgement only
within their generic competency and responsibility
(Government of South Australia, Department for
Communities and Social Inclusion, 2011; Health
Professions Regulatory Advisory Council, 2006;
Health Welfare Advisory Committee, 2006; Man-
thorpe & Martineau, 2008; Productivity Commis-
sion, 2011).
In practice, DSPs are required to assist in disease

self-management by people with ID, despite the
fact that these DSPs have varied knowledge, experi-
ence, and understanding of the need for medication
(Donley, Chan, & Webber, 2012; Rasaratnam,
Crouch, & Regan, 2004) and self-management
(Cardol, Rijken, & van Schrojenstein Lantman-de

Valk, 2012). How they cope under these circum-
stances, and in particular with the management of
asthma, is not known.
Therefore the aim of the study was to explore

DSPs’ experiences and perceptions of asthma man-
agement for people with ID in supported accommo-
dation, including what support DSPs may need in
assisting their clients.
The study was conducted between September

2012 and March 2013.

Methods

Study design

Due to the exploratory nature of our topic, a descrip-
tive qualitative study design, combining empirical
and grounded theory approaches, was adopted.

Setting

The setting for this study was residential sites provid-
ing around-the-clock access to support for people
with ID in New South Wales (NSW), Australia.
For these people, a needs assessment determined
that supported accommodation was the best option
to meet their support needs, manage identified
risks, and maximise their independence. In this
study, clients ranged in age from 11 to 79 years,
and varied in their level of functional and intellectual
abilities. Specific types of supported accommodation
in this study included large residential centres (two),
a respite home for children (one), group homes
(seven), and group homes for complex medical
needs (two). At the group homes providing
complex medical care, full-time RNs are employed
in addition to DSPs. Both government and nongo-
vernment (NGO) service organisations administer
these supported accommodation sites. In 2012,
over 2,500 people were employed as DSPs in NSW
(Department of Ageing, Disability and Home Care,
2012).

Recruitment

To recruit government employees, the Metropolitan
North region of the NSW Department of Ageing,
Disability and Home Care (ADHC) was contacted
by one of the research team and asked to distribute
information about the study to employees working
in group homes (n = 115) housing people with ID.
An email was sent from ADHC to the team leader
at all group homes in that region outlining the
project and asking whether asthma medications
were being used at their site. Responses were received

2 S.R. Davis et al.
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from 61 homes (53%), of which 24 (39%) indicated
that they had a client receiving asthma medication.
At this stage the researchers followed up individual
homes to invite staff to be interviewed.

NGOs (n = 17) providing services to people with
ID were identified through previous research links
and literature searching. Four of these were discov-
ered to provide advocacy only; for the other 13 organ-
isations, a research team member initially made
contact by telephone and/or email to ascertain inter-
est in the project. If willing to be involved, the organ-
isation contacted accommodation managers at
individual sites to determine if there were any
clients for whom asthma medications were pre-
scribed. At this point, the managers were contacted
to explain the project further and invited to nominate
individual DSPs to take part. Interested DSPs were
asked to contact the researchers to arrange a con-
venient interview time. Participant information state-
ments were subsequently provided, and DSPs signed
a written consent form. All participating organis-
ations gave written permission for their employees
to be involved in the study.

Specific inclusion criteria were that DSPs had
administered or assisted with administering asthma
medications to a person with ID within the last 5
years. Any person who did not speak English was
excluded, as no funding was available for the use of
interpreters.

Interview process

The DSPs were asked questions relating to medi-
cation administration, and challenges and facilita-
tors in administering asthma medications, and
previous asthma training received. A semistructured
interview guide was specifically designed by the
researchers to facilitate this, as no validated instru-
ment exists. The guide was informed by a combi-
nation of expert opinion and empirical research
within the fields of asthma and health behaviour
(Basheti, Reddel, Armour, & Bosnic-Anticevich,
2007; Bauman, 1997; Bosnic-Anticevich, Sinha,
So, & Reddel, 2010). Interviews were conducted
by the first author, research student and registered
pharmacist, who had attended workshops in quali-
tative design.

Data collection

Data were collected via in-depth, semistructured,
face-to-face or telephone interviews with DSPs in
NSW. The face-to-face interviews were conducted
at the place of employment of the DSP concerned.

Data analysis

All interviews were audio-recorded, deidentified, and
transcribed verbatim. Analysis was performed using
strategies from grounded theory (Corbin & Strauss,
2008). First, open coding was undertaken, where
concepts were identified from responses to the inter-
view questions, by the first author, and similar ideas
grouped together; for example, “perception of client
ability to use inhalers” or “source of information”).
In the next phase (axial coding), concepts were
related to more expansive categories; for example,
“working environment” and “medication training”
under “organisational structure and governance.”
Two researchers assessed the interviews iteratively,

allowing themes from early interviews to be explored
in later ones. Independent crosschecking of the data
was undertaken by the sixth author. Consensus of
researchers was reached prior to finalisation of cat-
egories. Interviews were checked with participants if
ambiguities needed clarification. NVivo Version 9
software was used to facilitate coding. Recruitment
continued until saturation of ideas and concepts
was reached.

Ethics

The study was approved by The University of
Sydney’s Human Research Ethics Committee. A
student research agreement was also completed
with ADHC. A separate ethics application was
requested and completed for one of the NGOs.

Results

The interviews took between 30 and 45 minutes
each. Twenty-two DSPs were interviewed: seven in
face-to-face interviews and 15 by telephone. Of the
24 government-run group homes where respiratory
medications were said to be administered, five
(21%) returned the researcher’s calls, resulting in
seven DSPs consenting to participate. Of these, two
participants worked in a group home where children
attended for respite. Five NGOs were eligible and
willing to participate, yielding 15 interviewees.
Clients prescribed respiratory medications at 14 indi-
vidual residential sites were represented.

Demographics

Thirteen females and nine males were interviewed.
There was a broad cross-section of ages and
number of years of working in the disability sector.
Concerning training in disability, the majority of par-
ticipants indicated they had completed TAFE

Support workers and respiratory medications 3
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(Technical and Further Education) courses. Several
participants had undertaken courses at a tertiary
level, including an Associate Diploma in Child
Studies, Diploma in Youth Studies, and a Bachelor
of Arts (Psychology). Three participants had previous
nursing training: one was an enrolled nurse in aged
care, one worked in intensive care overseas, and the
third was an assistant in nursing in aged care (not
allowed to give medications). More detailed demo-
graphic information about participants is presented
in Table 1.

Direct support professionals and asthma management

Participants identified a number of different duties
that they undertook, ranging from assisting the
client with activities of daily living, such as personal
grooming, meals, and shopping, to medication
administration and visits to see the doctor. Work-
place roles varied from direct client support to
supervisory, but all participants indicated that
they give medications as required. Allocation of
duties within the residential settings in our study
depended on the client mix. In two group homes,
designated as complex medical care, full-time
RNs were also on site. However, they did not
necessarily cover an entire 24-hour period. In the
other group homes, DSPs had day-to-day responsi-
bility for clients’ health, including medication
administration.
Overall, DSPs saw their role as supporting their

clients to live as independently as possible, but at
the same time, supervising their clients’ health care,
including medication use. This impacted on how
asthma was managed, as DSPs had to decide the
degree to which their clients were able to self-
manage their asthma, and when they needed to step
in and assist. Organisational structure and processes,
interprofessional relationships, peer support, client
characteristics, and the knowledge, skills, and train-
ing of the DSPs all influenced how this played out
in practice.

Participants identified a number of factors that
fundamentally affected the way in which they con-
ducted their duties, including healthcare manage-
ment. These were categorised and grouped into five
key themes, which are summarised in Figure 1 and
Table 2.

Organisational structure and governance. Participants
raised a range of matters that could broadly be cate-
gorised under the theme of organisational structure,
including working environment and training.
Working environment. Participants felt that the ros-

tering of staff on a particular shift greatly influenced

Table 1. Demographic data for direct support professionals

Characteristic

Gender Male (41%)
Age (M) 43
Years worked in disability sector
(Mdn)

6 years

Disability training courses completed Certificate III (5)
Certificate IV (9)
Frontline management
(3)

Previous health training 3 (14%)

Figure 1. Balancing act for DSPs.

Table 2. Factors perceived by DSPs to affect their role in
asthma management

Factors

1 Organisational structure and governance
Working environment
Medication training

2 Interprofessional expectations and relationships
3 Processes

Documentation of medication orders
Healthcare plans
Sharing of information with other stakeholders

4 Client
Perception of disease severity
Perception of ability of client to self-manage
Client behaviour

5 Support for asthma management
Knowledge of asthma management
Knowledge and skills to administer inhaled
medications
Skills to support asthma client self-management

4 S.R. Davis et al.
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the duties they carried out. In practice this means that
an individual DSP may not be aware of disease man-
agement for every client, as one participant
explained:

The day-to-day stuff we all take care of, but the
medical appointments, all documentation around
that particular client is done by the key worker. (P24)

Medication training. The level of medication train-
ing received by participants was identified as variable.
Some DSPs felt they were well prepared with regard
to medication administration, as they had worked
through an education package and been assessed
for competency:

What we actually have to do is to complete a package
… then do a written test, which gets taken away and
marked. (P14)

Others, however, did not perceive medication train-
ing provided by the organisation to be adequate.
They felt this impacted on their knowledge of
medication administration, with one participant
identifying that most information is from peers. Con-
sequently, the people that they worked with were
identified as important in assisting them in carrying
out their duties:

I think training is really important… everything here
is by word of mouth. (P23)

Interprofessional expectations and relationships. Direct
support professionals believed that they had an
important role to play in the health care of their
clients; furthermore, they felt that the client’s
doctor expected this. Participants felt that this was
driven by the fact that clients’ health was a priority;
supporting a client required them to also assist in
terms of daily health needs:

Even though you’re busy, and need to do other
things, you’ve got to put priority and think he needs
the spray first and do everything else later. (P9)

Taking medications was viewed as a vital part of
clients’ daily health needs:

Observe them and make sure they take it; it’s their
health you’re dealing with. It’s pretty much the
most important thing we do in our job I think. (P21)

Once a GP recommends a certain medical therapy,
we’re obliged to follow GP recommendations, and
then it’s up to us to administer that and get the
client on board. (P20)

Direct support professionals identified that com-
munication had an impact on how supported they
felt in assisting clients with health needs, including
asthma. Participants’ experience of interactions with
GPs varied. Some DSPs experienced a collaborative
approach with GPs and/or nurses, which meant that
they felt invested in the process:

We’re lucky we have an excellent GP here where we
have our own healthcare plan that we do together.
(P20)

Others found that the interaction with GPs was at
arm’s length, or was undertaken with the RN on
site, which disempowered the DSP:

We’re not instructed straight from the GP… that all
has to flow through the nurse; it’s never just the
support worker, being told what’s to be done
because we can’t carry that kind of responsibility.
(P12)

Processes. Regarding duties that DSPs performed for
clients’ health care, DSPs felt that due to their
repetitive nature, the duties followed established
processes, which reoccurred daily regardless of the
challenges or barriers that DSPs encountered.
These processes particularly related to medication
administration via medication charts, client health
plans, and communication with staff and other
stakeholders.
Documentation of medication orders. Participants

reported that medication administration was
managed by way of individual client medication
administration forms, which were completed by a
medical practitioner, and the form signed by a DSP
when a medication was given or supervised. Several
DSPs raised the inadequacy of these forms when
assisting with clients’ use of asthma medications. A
lack of detail resulted in frustration for a number of
participants, as they did not have sufficient instruc-
tions to administer the medication (e.g., whether to
use a spacer and/or facemask). One manager
expressed that not having instructions in writing
meant that it was difficult to get the desired course
of action across to all staff:

Some of the GPs will say spacer, but might just pre-
scribe salbutamol, and we have to figure out how to
deliver it. (P4)

If I suggest to GP would you mind… there is a
column, maybe just write few directions what to do.
That will be a major struggle. They do tell you
roughly, but you need it in writing, because I can’t

Support workers and respiratory medications 5
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be here all the time and pass it on to everybody. It
would be easier if it’s written down. (P22)

Healthcare plans. With respect to client health care,
as well as medication administration support, partici-
pants expressed that they often had to consider the
changing health status of the client; this was particu-
larly the case for asthma status. Most DSPs indicated
that the process by which they would know how to
deal with any deterioration in asthma status was to
consult the asthma healthcare plan in the client’s
file (note that in Australia, asthma plans must be
written by a medical practitioner, thus prior organis-
ation and assessment will have occurred). The gener-
ally held sentiment by DSPs was that they did not
need to know about asthma medications, as the
plan would cover any contingencies:

We don’t make decisions about medications; we just
follow plans. (P10)

We make the judgement call basically by following
the residents’ individual protocol – it will say, for
example, if he starts to breathe heavily for more
than 5 minutes that it’s time to p.r.n. (P23)

Although, in the main, asthma plans were provided
for individual clients, some DSPs expressed that the
plans were not fit for purpose – that what was
required was something more clear and concise:

We haven’t had a clear asthma management plan for
this client; I guess just having clear instructions for
the direct care staff and casuals who might be
coming into the house… needs to be very simple…
we just need to know what to look out for, what to
take and when to call an ambulance. (P10)

If they read through that asthma management plan,
they would still struggle to follow the actions. (P5)

Not all participants were aware if a plan existed,
however, and some indicated actioning it was not
their responsibility:

I need to check this, as I’m not doing this kind of job;
my client support officer, she get in touch with
client’s GP or specialist. (P8)

Sharing of information with other stakeholders. In
managing clients’ medications, DSPs revealed that
they liaised with a variety of stakeholders, such as
day activity staff, healthcare providers, including
GPs and pharmacists, and clients’ families. Partici-
pants indicated that there were processes by which
information is communicated regarding medication
instructions:

If it’s a regular medication and we’re expecting to see
some changes in the client, or monitoring for any
reason, that would be communicated to all the staff
through our communication processes. (P10)

Participants appeared to understand the importance
of sharing information regarding medication admin-
istration, such that the client is not exposed to risk
of harm:

When she goes on activities… usually when they will
be administering anything they will tell you on the day
that they are doing it. Kind of rules so we don’t over-
dose her, just in case. (P22)

However, participants also revealed that explanations
about medications are usually not conducted one on
one with each DSP, but via writing in a communi-
cations book, or by word of mouth. Thus individual
DSPs may have little understanding of the rationale
for any monitoring required:

The GP will go through it with whatever staff member
takes them and then we educate the rest of the staff.
(P21)

Look, if there’s anything that needs to be known, the
pharmacist will tell me. I pass it on to the rest of the
team. (P23)

Client. Participants mentioned that another key factor
that impacted on their ability to support the client in
asthma management was the client themself with
regard to assumed severity of the client’s disease,
the level of ID, and behaviours exhibited.
Perception of disease severity. DSPs’ perception of

the severity of their client’s disease appeared to influ-
ence whether they felt they needed to assist in the
management of the asthma. Several DSPs expressed
that the client’s asthma wasn’t severe, which
appeared to equate in their mind to “not much man-
agement” required:

I don’t think she’s a really bad asthmatic as such… if
she takes the preventative, she’s pretty much right.
(P17)

Perception of ability of client to self-manage. DSPs’
perception of the level of a client’s ID also affected
the level of assistance they believed they needed to
provide to individual clients to manage their
asthma. Some participants described how the level
of ID affects their client’s ability to self-manage. In
addition, there appeared to be an assumption by
some DSPs that if the level of ID is mild, the

6 S.R. Davis et al.
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person will (automatically) know how to use an
inhaler:

If we had somebody with severe intellectual disability,
they would need to some extent manage it them-
selves, but they may not have the comprehension to
make decisions or the awareness on what to look
out for. (P10)

I’m comfortable that they know how to use it… she is
quite independent and quite aware of her asthma and
she only has very mild intellectual disability. (P10)

Client behaviour. Participants identified a number
of clients’ behavioural idiosyncrasies that influenced
asthma medication administration. In particular,
they cited irrational or uncooperative behaviours;
for example, a client choosing to toss away their
medication, or wishing to continue with a medication
regimen that was once part of their daily routine but
no longer therapeutically desirable:

The most challenging thing is when the person won’t
cooperate and you know he needs to have it cause he’s
breathing really heavy… you’ve got to put everything
aside even though you’re busy. (P9)

She was meant to be using it every day; she’s pretty
independent. She was always throwing it away. (P6)

He says I want it three times a day… I want it
morning, I want it lunch, before I go to bed… even
the doctor said, “I’m happy if you want to put it
down to one,” but no… so it just goes on. (P8)

Participants also expressed that they had to keep a
close watch, as a client’s cognitive status may
change depending on comorbidities:

This client has epilepsy as well. So if there’s any
seizure activity he can get confused and forget
things. We’re definitely more vigilant in checking
things when he’s had a seizure. (P21)

The DSPs were able to reflect on and describe strat-
egies that they had personally developed to address
these challenges, which took into account the
client’s level of understanding. Strategies included
aligning timing of medication administration to
other routines, use of accessory devices, such as
spacers and facemasks, and exercising patience. Par-
ticipants felt that it was important for clients to have
some level of control regarding their asthma
medication:

If you start to rush them or are impatient, then you’ve
lost the battle with any type of medication. And

explaining to them… tell them in their terms, on
their level, what it’s for… then they’ve got some
control with what’s going on with their medication
and they understand it to a certain degree. (P11)

Support for asthma management. Participants men-
tioned a range of factors associated with their role
in assisting clients with asthma management.
These related to DSPs’ understanding of the
disease and its management, their knowledge and
skills around the use of inhaled medications, and
how they could support the clients in asthma self-
management.
Knowledge of asthma management. Participants indi-

cated that the spectrum of their involvement in
asthma management ranged from giving regular pre-
venter medications, to coping in an acute situation.
They also expressed that if the client cannot judge
when reliever medication is necessary then the DSP
has to take on that responsibility:

It’s more challenging when it’s hands on and you’ve
got someone there having an asthma attack, you’ve
got to have your wits about you and you’ve got to
have good staff around you too that cooperate. (P9)

That’s a hole we have at the moment and we have had
for some time just leaving it up to the client, with no
specific support for that p.r.n. So it’s been more up to
staff judgement with no specific guidelines for all the
staff. (P10)

With regard to DSP perceptions of how much they
needed to know about asthma, responses varied. A
few participants expressed a desire to know more
about asthma; others felt comfortable as they had
access to an RN; and others didn’t perceive a need
for this information:

Definitely the awareness of the illness – what asthma
is, how severe it can be, that it is life threatening. So
people are aware of that and why we give medications,
and how to monitor somebody and encourage them
to administer medications. (P10)

I would call the on call nurse, I would say, these are
the signs so and so are experiencing and they’re the
ones who do the final call. We always have support
and backup… takes the responsibility off you. (P14)

In the5yearsnoonehashadanasthmaattack. I’venever
felt I didn’t know what to do. Maybe I’m lucky. (P18)

Eight DSPs indicated that they had some personal
experience of asthma (they or a family member had
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received treatment for asthma at one time) and there-
fore had some baseline knowledge:

I think my personal experience, being an asthmatic
has helped, definitely, and I think if I hadn’t had
that, I maybe would have asked the doctor to run
me through it. (P21)

Some managers expressed that it is always better to
err on the side of caution, and allow the doctor to
assume responsibility and treat the clinical situation:

Because we are not the doctors, I am trying always to
tell my staff, if you are here, is no harm, even if they’re
perfectly fine, to take them to the GP. (P22)

Finally, regarding DSP perceptions of the priority of
healthcare delivery, there appeared to be a belief that
contingency procedures are critical for some medical
conditions such as epilepsy but not asthma:

We have specific procedures for those medications on
the client’s file. (P7)

Knowledge and skills to administer inhaled medi-
cations. Participants expressed that they may not be
doing the best job of managing their clients’
asthma, as they had not received any training in the
use of inhalers or nebulisers. They did not perceive
that they were alone in this:

There’s no proper training as such to give the inhaler
to the client. Somehow that’s why I haven’t directly
helped the client. (P5)

I do know quite a few people who’ve been in the
industry a long time and no one’s done anything
that I’m aware of. (P23)

The lack of training in nebuliser use was of particular
concern for several participants:

You have to administer the nebuliser when the client
has a really bad attack and basically I wouldn’t have a
clue what to do. (P5)

Participants mentioned a variety of sources for
obtaining information for how to use inhalers or
nebulisers, ranging from GP demonstrations to pre-
planned information sessions provided by the
service organisation. Some participants expressed
disappointment that they had had to find out this
information themselves:

The doctor went through it yesterday but without an
actual demonstration; they just explained steps.
(P10)

I’ve done a bit of reading – we’ve got some asthma
first aid pictures, and from there I’ve gained a bit of
information. (P4)

Some participants indicated that their organisation
had arranged to demonstrate the types of inhalers
and how they should be used:

We’ve had someone come in and teach us how to use
inhalers and what a preventative was, and what a
reliever was… I remember she put all the inhalers
on the table and showed everybody what a spacer
was. (P14)

With regard to their preferences for any future train-
ing in inhalational devices, the majority of partici-
pants felt that a “hands-on” demonstration would
be the way to go:

Visually to show the steps and how things should
happen…what not to do is also very important I
think; and a demonstration – getting people to do it
themselves. (P11)

Skills to support asthma client self-management. DSPs
expressed that when supporting clients in the admin-
istration of regular asthma medications, they both
supervised self-medication (e.g., with reassurance
and verbal prompting, but the client retains responsi-
bility) and administered medication (e.g., preparing
the inhaler and giving the required dose to the
client as per instructions). Participant responses
showed that they wanted to be “person centred” in
their support, but this was problematic, as vigilance
is required even when clients are deemed to be
capable of self-managing their medications:

I think it’s a comfort, reassuring her to do it with us
also… I don’t think she would have the Ventolin.
(P17)

He turns the little dial, but sometimes he doesn’t turn
it, so you’ve got to watch him very closely and like put
his hand on it and tell him how to do it cause we like
them to do their own medications. (P9)

Discussion

In this exploratory qualitative study, we aimed to gain
a deeper understanding of DSPs’ perceptions regard-
ing asthma management for people with ID in sup-
ported accommodation. The main findings were
that provision of health care in supported accommo-
dation is complex, with DSPs constantly balancing
competing priorities. The research additionally
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suggests that there may be a mismatch between what
support organisations consider best practice and pro-
cesses for disease management in situ. With regard to
asthma management specifically, this was not con-
sistent across sites.

The approach chosen for this research was a com-
bination of empirical and grounded theory. Prior
research has shown that although healthcare
providers such as GPs and pharmacists physically
show patients how to use inhalers, only 15–69% of
healthcare providers, across all disciplines, can
demonstrate correct inhaler technique (Price et al.,
2013). Likewise, 28–68% of patients with asthma
do not use metered-dose inhalers or dry powder
inhalers well enough to benefit from the prescribed
medication (Fink & Rubin, 2005). Since DSPs are
neither healthcare providers nor patients, we used
an exploratory approach to understand the factors
that affect how they handle asthma medications.
Despite achieving saturation of themes in the inter-
views, it is not yet possible to say that the research
has generated a new theory regarding DSPs andman-
agement of people with ID and asthma in supported
accommodation. However, it has helped to contex-
tualise the role of DSPs and to identify their
support needs with respect to asthma management.

In this study a number of factors affecting the way
DSPs manage asthma came to light, with DSPs con-
stantly being required to balance multiple complex
and sometimes competing factors across the range
of duties. First, DSPs expressed that they need to
balance creating a “homey” atmosphere with the pro-
vision of health care, which has been noted as an
important programmatic decision for the operation
of a community residence (Jacobson, Silver, &
Schwartz, 1984). Second, DSPs in this study
revealed that they balance duty of care in managing
a client’s health with providing person-centred care,
as their clients varied in their ability to function
independently.

Participants in this study perceived that their role
in their clients’ health care included putting instruc-
tions from healthcare providers into action, which
concurs with previous Australian research showing
that GPs often rely on support workers due to their
clients’ communication difficulties (Iacono et al.,
2004, p. 277).

However, the participants appeared to receive little
support in this, possibly due to the lack of a standard
mechanism for information sharing. They felt that
their ability to communicate their clients’ health
needs to healthcare providers was affected by the
organisational environment of the residence; for
example, the co-location of an RN. In particular,
this influenced interactions with GPs and

pharmacists regarding medications. In the two
group homes where a nurse was on site, participants
reported concerns about relaying information incor-
rectly due to a lack of medical training, with the
impact being that some DSPs felt disempowered.
At locations where no nurse was on site, the
DSPs appeared to take on more responsibility
for decision-making, including medication
administration.
The overarching approach by support organis-

ations in the delivery of health care to clients with
ID appears to be one of risk management. This
research uncovered that for asthma management,
processes regarding how DSPs administer medi-
cations and share information with other stake-
holders were generally in place; however, they were
not consistent across sites. Reasons for this may
include the knowledge and expertise of the managers
within the different support organisations. Thus,
some residences had risk management processes
established for a client’s day activities, including
communication of medications used and supply of
emergency inhalers; for other sites, these were
lacking. This study also revealed perceived process
deficiencies affecting administration of regular
(daily) asthma medication, as well as the actioning
of asthma healthcare plans by DSPs when asthma
status worsens. In respect of regular asthma medi-
cation, incomplete documentation of patient require-
ments by doctors often resulted in the DSPs having
to solve how to deliver prescribed inhaled therapy
to their clients (e.g., whether to use a face mask).
This is of concern, as DSPs do not appear to have
been trained to do so.
With respect to processes surrounding the action-

ing of asthma healthcare plans, some participants
considered that the plans in situ were not written
simply and clearly enough for DSPs to action,
which is in line with recent research on the suitability
of plans generally (Yin et al., 2013 p. e116). Most
important, with regard to the competency of the
person actioning the plan, deficiencies in the
process were highlighted in that the majority of
DSPs in this study had not received training in deliv-
ery of asthma medication; that is, the correct use of
inhalers or nebulisers. In Australia, to assist clients
with medications, DSPs must have completed
TAFE courses in medication administration; these
courses are quite general, with little focus on the
inhalational route. In addition, there does not
appear to be any requirement for DSPs to demon-
strate competency in technique with these devices.
By contrast, in residential aged-care facilities, it is
recommended that nurses and other “suitable” per-
sonnel be trained in the use of inhalers (Australian
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Pharmaceutical Advisory Council, 1998). This high-
lights the need for training in the use of inhalers and
nebulisers that is specifically tailored for the needs of
DSPs.
From this research it is evident that the skill set

requirement for DSPs is broad ranging. With
regard to asthma management specifically, the
DSPs in this study reported both empowering
clients to develop skills to manage their inhaled medi-
cations wherever possible, and administering inhaled
medications as needed. Although different skills and
competencies are required for supervising clients to
self-medicate with inhalers (person-centred care
with client taking responsibility) and administering
medication (Bradford, 2012), each requires training
in the correct use of inhalational devices. With refer-
ence to social cognitive theory constructs in health
behaviour, behavioural capability mandates that if a
person is to perform a particular behaviour, they
must know what the behaviour is and how to
perform it (Baranowski, Perry, & Parcel, 2002).
One particularly challenging and under-recognised

duty in residences without an RN on site, was the
need for DSPs to identify deteriorating respiratory
function in their clients, and decide when to give,
or encourage, the use of p.r.n asthma medication.
Clinical assessment was not perceived by participants
in this study to be part of their role. However, not-
withstanding the availability of asthma healthcare
plans, there is still a need for DSPs to take on the
self-monitoring (response to symptoms) aspect of
asthma self-management if clients themselves are
unable. This is particularly relevant in the manage-
ment of asthma in people with ID, where the diffi-
culty of using objective measures such as
spirometry and peak flow meters has previously
been identified (Davis et al., 2014). However, it
requires a level of training and judgement, and it is
arguable whether DSPs can do this without training
and experience.
An inherent factor complicating the administration

of asthma medication in people with ID is challenges
presented by the clients themselves; negative client
behaviours identified by DSPs in this study included
lack of cooperation, and fighting the facemask used
with both inhalers and nebulisers. Insights from pae-
diatrics could potentially inform optimal inhalation
therapy in adults with ID; research in children
using facemasks has shown that patient cooperation,
including fighting the mask and crying, remains the
main limiting factor in aerosol therapy, and aerosol
deposition on the face occurs (Erzinger, Schueepp,
Brooks-Wildhaber, Devadason, &Wildhaber, 2007).
With respect to overall asthma management, indi-

vidual DSPs in this study made assumptions that

demonstrated a lack of awareness. These included
rating the client’s ability to know how to use an
inhaler based on their level of ID, not the presenting
clinical situation, and not believing that procedures
are necessary for worsening asthma compared with,
say, epilepsy. In general, asthma did not feature pro-
minently in the priority of support that DSPs provide.
This suggests that some DSPs may not realise the
life-threatening potential of asthma. Targeting these
assumptions through education may improve
asthma management of these clients.
Despite the range of challenges identified, there is

evidence from other chronic diseases that DSPs can
support people with ID to manage their conditions
if given appropriate education and training (Cardol
et al., 2012, p. 383; Donley et al., 2012, p. 286).
Direct support professionals have been noted to be
good educators (Landesman, 1988) and it would
therefore seem practical to empower DSPs to work
with their clients to improve medication use in
asthma. To facilitate this, resources tailored to an
appropriate literacy level are needed for these care-
givers to assist people with ID in asthma self-manage-
ment. In this study, DSPs identified a lack of
educational resources to empower people with ID
to self-manage their asthma; a similar situation has
been noted for educational material about diabetes
for people with ID (Cardol et al., 2012, p. 387). In
the United Kingdom, “easy English” versions of
patient education leaflets on asthma and inhalers
are available (Asthma UK, 2014, para. 1), and may
provide a good starting point for this kind of activity.
Current Australia guidelines for best practice

asthma care (National Asthma Council Australia,
2014) were developed for use by healthcare providers
and essentially focus on promoting patient self-man-
agement of asthma via education. Although the
guidelines include special considerations for adoles-
cents, pregnant women, older adults, Aboriginal
and Torres Strait Islander peoples, and people from
culturally and linguistically diverse backgrounds,
they do not specifically cater for people other than
“older adults” with cognitive deficits or multiple
comorbidities. As such, the guidelines are not very
practical for DSPs, who are responsible for clients’
asthma management on a day-to-day basis.

Limitations of this study

We acknowledge several limitations in interpreting
our findings. These include that the interview ques-
tions sought perceptions, and there was no direct
observation of the interaction of DSPs in assisting
their clients. Extensive background information for
clients being supported was not sought as part of
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the study protocol. The small sample size means that
the results might not be representative of all DSPs in
supported accommodation in NSW. It is possible
that participants with asthma, or with members of
their family with asthma, may have been more inter-
ested in participating. The low government response
rate may in part be due to the seasonal timing of inter-
views, but may also reflect the already heavy work-
load of DSPs, the number of concurrent research
projects being conducted with people with ID, and
lack of perceived importance of asthma management
by service organisations. Confirmatory quantitative
analysis for other jurisdictions, perhaps including an
observational study, may clarify if the findings in
this study translate more widely.

Conclusions and implications for practice

Our research shows that DSPs are currently involved
in the management of asthma in people with ID in
supported accommodation. Complex processes that
are not sufficiently flexible with regard to the
asthma management of individual clients drive the
extent of involvement. We believe that DSPs need
more support for this role, by way of training in the
correct use of inhalational devices, to achieve
mastery. Direct support professionals also need
appropriate decision support tools to judge when
reliever medications are needed, in order to execute
an asthma healthcare plan effectively. Additionally,
as RNs are integral to the development of healthcare
plans, it is important that they are trained and under-
stand the need for the correct technique for use of
asthma inhalers.

There are a number of practical challenges to the
implementation of such training with the advent of
the National Disability Insurance Scheme (NDIS;
National Disability Insurance Scheme Launch Tran-
sition Agency, 2013). First, under the NDIS, funding
packages for people with disability to use for their
support needs will be provided, but it is currently
unclear how indirect costs of service delivery, includ-
ing DSP training and professional development, will
be funded. A potential solution is for NDIS packages
to include provisions for suitably qualified pro-
fessionals to provide training for DSPs in supporting
people with asthma.

The nexus between individual supports and guide-
line implementation, including the role of both
healthcare providers and DSPs, has yet to be articu-
lated. For education and training to succeed, health
provider peak bodies will need to develop practice
guidelines for supporting people with ID and asthma.

Disability organisations will need to develop proto-
cols and procedures, in consultation with

pharmacists or asthma educators, about how DSPs
administer or support people to self-administer
inhaler medications. These should include specific
guidance about recognising asthma severity and
detailed instructions with pictures about inhaler
use. This would then need to be linked to training.
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