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How big a problem is inhaler technique and how important is it? In this issue of the European Respiratory
Journal we are presented with a “real-life” study exploring the inhaler technique of almost 3000 patients
with chronic obstructive pulmonary disease (COPD) and the relationship between inhaler device handling
and disease control. This observational, cross-sectional study, conducted by MOLIMARD et al. [1], assesses
the handling of devices by patients visiting general practitioners and pulmonologists and in so doing
determines two key findings. 1) Over 50% of patients with COPD are not able to use their devices
correctly. 2) Patients making “critical errors” in their device handling are two-times more likely to
experience severe COPD exacerbations than those not making critical errors (3.3% versus 6.9% in the
previous 3 months, respectively, OR 1.86).

MOLIMARD et al. [1] are the first to focus on inhaler technique and COPD outcomes and their study joins a
handful of papers all of which confirm that poor inhaler technique is associated with poor asthma disease
outcomes [2–7]. In fact, the relationship between inhaler technique and disease outcomes is further supported
by complementary evidence, which shows that by improving inhaler technique improvements in disease
outcome can be achieved [8–11]. For me, the current research of MOLIMARD et al. [1] is a disappointing
reminder that inhaler technique remains a big problem and a reaffirmation that it really does matter.

What are your thoughts when you read this? Are you surprised? Are you troubled? Do you begin to reflect
on whether this relates to your patients or those of other physicians, nurses, or pharmacists? Do you make a
mental note of it and vow to check the inhaler technique for all your patients from now on? Or do you read
it, acknowledge it and move on to the next manuscript? Unfortunately, data suggests that you will probably
“read on”. In a recent review, SANCHIS et al. [12] explored the errors in inhaler technique made by patients
over the last 40 years. Based on this review the authors note that inhaler technique has been a problem since
the launch of the pressurised metered-dose inhaler (pMDI) in the 1960’s and that, 40 years later, almost
nothing has changed. That is, looking back over 40 years-worth of research and practice we can see that the
proportion of patients able to demonstrate correct inhaler technique remains unacceptably low despite the
plethora of research in this area (figure 1). Therefore, the real question is, despite knowing that poor inhaler
technique is a big problem and that it really does matter, why have we not yet solved this problem?

In a review by PRICE et al. [13], a comprehensive range of reasons for poor inhaler technique are noted,
ranging from the device, the patient, the healthcare provider, the technology used, and/or the policies in
place. In a practical sense, the possible causes for this problem are many and varied. Therefore, perhaps we
need to ask ourselves, is the problem too difficult to solve and are we unrealistic in believing that it can be
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fixed with the current devices? Do we lack awareness or knowledge on how to do it? Do we lack the right
tools/support to help our patients? Are patients just not playing their role? Have we given up? Or have we
perhaps not even started? Let’s refer back to the evidence in considering these questions.

Firstly, there is an abundance of research suggesting that the problem of poor inhaler technique is not “too
difficult” to solve. That is, research indicates that regardless of the device, almost all patients can be taught
how to use an inhaler correctly. Yes it requires an individualised approach [14], time and effort, often
repeated instruction [8, 15–17], appropriate device selection [18–20] and effective educational techniques
[8, 16, 21, 22] but, when it comes to being able to solve the problem, it absolutely can be done.

So, the next question is, do healthcare providers lack awareness, knowledge, or motivation to solve the
problem? It is reasonable to say that, when it comes to awareness and tools, we are not lacking. In fact, the
Global Initiative for Asthma (GINA) report (2016) [23] and the Global Initiative for Chronic Obstructive
Lung Disease (GOLD) report (2017) [24] collectively mention inhaler technique over 70 times.
Furthermore, when it comes to tools, there are an abundance of local and international organisations/
manufacturers providing websites, resources and educational tools to help us train our patients on how to
use their inhalers correctly [25]. Therefore, while lack of awareness and availability of tools are not the
problem, healthcare provider knowledge and/or skills most certainly are. Despite the challenges associated
with working with patients with chronic illness, there is convincing evidence that many healthcare
providers lack the basic knowledge and/or technical skills to teach inhaler technique and seldom receive
formal training in how to do so [26–31]. We don’t know why this is the case but we do have to consider
healthcare providers motivations and whether they have the ability to engage the patient around inhaler
technique. Let’s face it: inhaler technique is often considered a possibly important but mostly boring
aspect of respiratory disease management.

But what if we are able to demonstrate that inhaler technique is more than just a physical skill and that
there is more to it than just learning how? I believe we have some evidence to suggest exactly this. That is,
I believe there is some limited evidence suggesting that inhaler technique is caught up within a complex
framework of disease management issues, which fuses patient attitudes and beliefs and is exemplified
within patient self-management behaviours, including both poor inhaler use and poor adherence. Evidence
supporting this opinion is as follows.

It is well documented that poor inhaler technique and poor adherence co-exist [32–36]. Further to this, it
has been suggested that this co-existence may be related or that the issues should at least be considered
together [37, 38]. Exploring inhaler use in people with asthma, OVCHINIKOVA et al. [17] identified that
inhaler technique was related to patient psychosocial factors such as motivation. Further exploration of
motivation indicated that patients’ perceptions of the threat posed by their asthma, their perceived
confidence in the strategies suggested for managing their asthma, and their confidence in carrying out
those strategies were linked to their ability to retain correct inhaler technique over time [39].
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FIGURE 1 Average of correct, acceptable, and poor tests over the 40 years of observation reviewed by Sanchis
et al. As not all studies included this information, data were available for 94 groups. Inhaler technique was
assessed by the authors of the included articles and considered “correct” by Sanchis et al. when all steps
were performed in agreement with a list of essential inhalation manoeuvers. Technique was considered
“acceptable” when approximately 80% of these steps were correct and no critical error was observed and
“poor” when the researchers observed one or more critical errors and/or there were errors in more than 50%
of the inhalation procedure steps. The general impression is one of a stable distribution of averages because
there are no major, significant changes in any of the three categories. Reproduced and modified from [12]
with permission.
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Complementary to these findings, JAHEDI et al. [40] identified that inhaler technique is unrelated to
perceptions of, or satisfaction with, inhaler devices but rather perceptions of the patient’s asthma and its
management. Therefore, in light of these preliminary findings, I think we must question our current
approach to inhaler technique.

Don’t get me wrong, I believe that there is certainly value in the suggestions by Molimard et al. that we
must keep training our patients and that better devices need to be developed (despite the lack of evidence
that new devices impact on long term clinical outcomes [41]). However, I believe that the heart of the
inhaler technique problem lies within the attitudes and perceptions of the patient and probably the
healthcare providers. Unless we start to explore this hypothesis and reconceptualise the role of inhaler
technique in disease management, we might still have the same problem in the years to come.
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