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8.4 ASTHMA
Introduction

Asthma is a chronic condition characterised by inflammation within the airways. Symptoms are usually episodic and include cough, wheezing, chest tightness and breathlessness. Episodes may last from a few minutes to several weeks and vary in severity from trivial to fatal. Episodes may be provoked by various factors that include exposure to allergens, respiratory irritants, infections, and exercise or may occur apparently spontaneously. An individual with asthma may be affected by one or more of these factors. Asthma can occur at any age but is most common in childhood. Many children with asthma grow out of their symptoms during their teen age years. Occupational asthma may also occur in a previously unaffected individual as a result of sensitisation to certain chemicals and organic materials which are encountered in the course of work, some of which are found at sea. Modern treatment of asthma is very effective and results in substantial improvement in symptoms in most patients.

Impairment and risk

The importance of asthma in relation to fitness to work at sea lies in the possibility of an acute episode occurring while at sea leading to a severe or life threatening illness where the medical support required for appropriate treatment is unavailable.

Rationale and justification
· There is no evidence about asthma risks in seafarers beyond case reports. Hence information from onshore studies needs to be used.
· A history of asthma is common in cadets entering seafaring. 
· Asthma is very common in children > 25% have such a diagnosis recorded in their clinical notes. The prevalence of true childhood asthma is around 15%. A large proportion of those with true childhood asthma cease to have symptoms in their teens, but some continue to have hyper-reactive airways and an asthmatic response to irritants and allergens into adult life.
· Test methods can sometimes be used to detect the causes of asthma Specific immunoglobulin levels may be raised by some agents causing asthma. 
Classification of asthma as an aid to decision taking

Childhood Asthma
· Mild – onset age >10, few or no hospitalisations, normal activities between episodes, controlled by inhaler therapy alone, remission by age 16, normal lung function

· Moderate – few hospitalisations, frequent use of reliever inhaler between episodes, interference with normal exercise activity, remission by age 16, normal lung function

· Severe – frequent episodes requiring treatment to be made more intensive, regular hospitalisation, frequent oral or iv steroid use, lost schooling, abnormal lung function

Adult Asthma 

Asthma may persist from childhood or start over the age of16. There is a wide range of intrinsic and external causes for asthma developing in adult life. In late entry recruits with a history of adult onset asthma the role of specific allergens, including those causing occupational asthma should be investigated. Less specific inducers such as cold, exercise and respiratory infection also need to be considered. All can affect fitness for work at sea

· Mild intermittent asthma – infrequent episodes of mild wheezing occurring less than once every 2 weeks, readily and rapidly relieved by beta agonist inhaler

· Mild asthma – frequent episodes of wheezing requiring use of beta agonist inhaler or the introduction of a corticosteroid inhaler. Taking regular inhaled steroids (or steroid/long acting beta agonists) may effectively eliminate symptoms and the need for use of beta agonist treatment.

· Exercise induced asthma – episodes of wheezing and breathlessness provoked by exertion especially in the cold. Episodes may be effectively treated by inhaled steroids (or steroid/long acting beta agonist) or other oral medication.

· Moderate asthma – frequent episodes of wheezing despite regular use of inhaled steroid (or steroid/long acting beta agonist) treatment requiring continued use of frequent beta agonist inhaler treatment, or the addition of other medication, occasional requirement for oral steroids.

· Severe asthma – frequent episodes of wheeze and breathlessness, frequent hospitalisation, frequent use of oral steroid treatment.

Reactive Airway Dysfunction Syndrome

Onset over age16 following chemical inhalation incident. This is characterised by non-specific airway hyper-reactivity brought on by irritants, cold etc and will follow a single severe overexposure to an irritant such as chlorine or ammonia. It is likely to limit fitness for work at sea.

Assessment and decision taking

· How is the asthma classified, using the above criteria?

· Is the diagnosis of an allergic cause for the asthma secure?  Could irritation or infection, for instance, be the cause?  This is important because the features of increasingly severe reactions and the need to avoid exposure totally to prevent recurrence are specific to allergy and are major reasons for deciding that a person is unfit.  Confirmation by a suitably qualified medical specialist (normally an NHS consultant in the UK) should be obtained if there is any doubt, as many people self diagnose or receive advice from less orthodox practitioners, leading to unsubstantiated labelling of conditions as allergic.
· Is the causal agent known? This is important because it may determine whether it is likely to be present at sea.  Thus exposure to cats will usually be avoided at sea (if not in port), but house dust mites are likely to be present.
· What is the pattern of past responses? How frequent have they been and is there a pattern to their severity such that each is more severe than the one before?  Has the same amount of allergen exposure been needed on each occasion or has it been less each time?  Both these facets may be important predictors of the risk from future exposures.

· Is prevention based on avoidance or is any medication used? If medication is required then some degree of surveillance may be needed.
· Does the sufferer self treat in the event of an episode? This will require assessment in terms of the acceptability of the medication at sea and the consequences of any failure to control symptoms effectively.
Note: If an occupational cause for asthma that is present in the person’s current pattern of employment is found it is important that the ship operator is made aware of this, this may be directly with the consent of the individual or by informing the MCA of the details of the case and providing contact information on the operator.
In all cases where the classification of the person’s asthma is in doubt an assessment by a specialist chest physician should be undertaken.
1. Is there a history of severe childhood asthma with any symptoms at all present during the last five years OR moderate OR severe asthma as an adult?

Yes – High risk of future severe episodes – category 4 permanently unfit.
 No – go to 2


2. Are they a new recruit aged less than 20?
Yes –  go to 3
No –  Serving seafarer OR aged more than 20 go to 4

3. Is there a history of mild or moderate childhood asthma AND person does not currently need to use reliever inhalers (beta agonists) on more than two days a month.  AND have had no hospital admissions over the last three years AND have had no oral steroid treatment during the last three years?

Yes – Low risk of severe recurrence – category  1 fit.

No –  Time needed to assess if asthma resolving.  Category 3 temporarily unfit until three years since last hospital admission or oral steroid use OR for one year and then re-assess inhaler use.

4. Is there a history of mild or exercise induced asthma as an adult that is fully controlled by the use of inhaled medication – used not more than two days a month?

Yes – Low risk of severe recurrences – category 1 fit.
No – go to 5

5. Is there a history of moderate adult asthma but with good control using regular treatment with inhalers only AND with regular peak expiratory flow monitoring AND with no episodes requiring hospital admission or oral steroid treatment for the last two years OR do they have mild or exercise induced asthma that requires regular treatment?

Yes – slight risk of severe recurrences – category 2 fit limited to near coastal waters.

No - Time needed to assess status of asthma or risks uncertain – Category 3 temporarily unfit until two years after any hospital admission or use of oral steroids.
Testing of lung function and bronchial reactivity
As spirometry frequently does not show any abnormalities between attacks of asthma  it is an insensitive measure of either diagnosis or severity. A period of peak flow monitoring 4 times a day is more useful as an indicator of bronchial reactivity. Bronchial reactivity testing in the presence of possible asthma is a valid but hospital-based means of assessment. Various protocols using different provoking agents are used. Exercise will also act as a trigger and has been used in the armed forces and is an easier to use but equally valid predictor of future asthma risk. 

Exercise testing for bronchial hyper-reactivity may be undertaken by an appropriately equipped Approved Doctor (who may charge an additional fee for performing this test). Alternatively, either exercise testing or other forms of reactivity testing may be undertaken at a specialist clinic.  Access to facilities for exercise testing is likely to be particularly useful for those ADs who do a large number of medicals on potential new recruits. The recommended procedure is:
· Ask all recruits about asthmatic symptoms and check PEFR (peak expiratory flow rate)

· If there is a history of asthma or recorded PEFR is more than 75l/min below predicted PEFR perform exercise testing

· Measure FEV1(Forced Expiratory Volume in 1 second), FVC(forced vital capacity) and PEFR at rest

· Exercise on treadmill until applicant reaches 80% maximal heart rate, then stop

· Repeat spirometry at 1,5,8,10,12 minutes post exercise

· If FEV1 falls by >15% of pre-exercise level (typically at 8 minutes post exercise), there is a residual asthmatic tendency.
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