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Guideline-defined asthma control: a challenge for

primary care
M.L. Levy

P
rimary care health professionals are faced with many
challenges, not least of which are related to the
complexities involved in diagnosing, investigating

and managing asthma patients. This is further complicated
by the fact that general practitioners (GPs), in their daily
routine, are faced with patients presenting with hundreds of
different types of medical, social and general problems, as
opposed to specialist colleagues who deal with a relatively
limited number of medical conditions. A typical consultation
in general practice involves identifying the patient’s presenting
problem, hypothesising possible aetiologies, examination,
performing and arranging investigations, decisions on further
management, addressing preventative medical issues (such as
immunisations, cervical cytology and advice on lifestyle) and
sometimes referral for specialist advice or care, all within time
slots of 6–12 mins. It is therefore not surprising, though still
shocking, that asthma diagnosis, reduction of symptoms
through treatment and management of severely ill patients,
who subsequently die from asthma [1], have been and continue
to be major challenges for those working in primary care.

Given the varying circumstances and working conditions
experienced by GPs, application, implementation and adher-
ence to guidelines in practice, during the consultation, provide
further challenges. This subject has been researched and
discussed extensively in the last two decades. NEVILLE et al.
[2] and later PINNOCK et al. [3] demonstrated a clear lack of
adherence in the 1990s to the British Guidelines for asthma
care [4, 5], both by primary and secondary care colleagues.
More recently, in 2005–2006, 15 Scottish general practices
participated in an evaluation study [6] implementing three
recommendations of the recent British Guidelines on the
Management of Asthma [7]. While the GPs’ awareness of the
recommendations was fairly good, their implementation of one
of these in particular was disappointing: only 58 (23%) out of
254 of the patients surveyed reported having been given a
written asthma action plan. Furthermore, implementation of
key guideline recommendations was variable, both within and
between practices. Some authors have suggested that shared
patient goals may be a way of improving adherence to
guidelines [8, 9]. This in itself is a wonderful aim; to include
patients in determining acceptable outcomes. However, it

presents yet another major challenge for GPs and primary care
asthma nurses, particularly considering the time constraints
faced by these individuals.

In the case of asthma care, current focus in the literature
includes debate regarding ‘‘control’’ and ‘‘severity’’. A recent
review by HUMBERT et al. [10] encapsulated the issues. HUMBERT

et al. [10] state that in the first National Heart, Lung and Blood
Institute guidelines [11] the main emphasis in asthma care was
on assessment of asthma severity, which was based on clinical
features of treatment, indicating the underlying disease
severity. The early Global Initiative for Asthma (GINA)
Guidelines also included responsiveness to treatment [12].
Asthma control, in contrast, refers to the extent to which the
manifestations of the disease are suppressed. This area has
attracted so much interest that a joint American Thoracic
Society (ATS)/European Respiratory Society (ERS) Task Force
was set up and has recently concluded nearly 3 yrs of work
(personal communication; D.R. Taylor, Otago Respiratory
Research, Dunedin, New Zealand). Some of the Task Force
conclusions were reported at the ATS meeting in San Francisco
(CA, USA) in 2007.

Asthma control is a central focus of the updated version of the
GINA Guidelines, in which clinicians are encouraged to
concentrate on assessment of control, defined by symptoms,
lung function and the presence or history of exacerbations [13].
The main question, of course, is whether guideline-defined
asthma control is achievable. The Asthma Insights and Reality
surveys of over 10,000 adults and children with asthma [14]
revealed a shortfall in the current level of asthma control
worldwide, compared with guideline-defined goals of asthma
care. While the majority of patients can achieve control of their
asthma under strict research study conditions, as demon-
strated in the recent Gaining Optimal Asthma Control (GOAL)
study, a significant minority cannot [15]. Furthermore, the
level of control achieved and the time taken to do so depends
upon the asthma measures utilised [16], with more time
required to attain control using composite measures [17].

In the present issue of the European Respiratory Journal,
CHAPMAN et al. [18] have tried to address the important
question of achievable versus ideal aims for asthma treatment.
Their study set out to obtain an unbiased assessment of asthma
control by providing Canadian primary care physicians with
questionnaires for their next 50 consecutive patients, all of
whom had a previous ‘‘physician diagnosis’’ of asthma. After
reading the answers to the questionnaires, the doctors
indicated whether they believed their patients were controlled
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according to criteria from the previously provided national
consensus guidelines. Some of the criteria for control were
similar to but not the same as those of the current GINA
Guidelines [13]. The primary care doctors then stated whether
they would change the patient’s medication and, if so, how
they would change it. The authors’ main conclusion was that
the majority of asthma patients treated in primary care were
‘‘uncontrolled’’. They argue further that their methodology
avoided bias towards the high proportion of patients with
uncontrolled asthma, and contend that their survey is more
reliable than general population-based telephone surveys [18],
although this is debatable.

The fact that those surveyed were attending for medical
reasons (albeit for routine checks in some cases) could have
biased the results in favour of patients attending because they
were suffering in some way, possibly from underlying
symptoms of asthma. There is evidence in the literature that
shows poor compliance and attendance at routine follow-up
for asthma, resulting in studies trying to overcome this in
various ways, including the use of telephone consultations [19–
23]. Therefore, patients who consulted for ‘‘routine asthma
care’’ could conceivably be attending because they are
concerned about their asthma. Similarly, patients consulting
for ‘‘other reasons than asthma’’ might have been motivated to
attend due to worries about their underlying asthma. Further
possible bias may have been inadvertently introduced through
the use of an instrument that was not validated as such, and it
might have been better to use a validated composite measure
of asthma control. It is of concern that physicians over-
estimated their patients’ levels of control despite being
provided with copies of the national guidelines at the start of
the study; they were also discordant with guideline classifica-
tion of control in 31% of uncontrolled patients.

However, on a more positive note, physicians’ statements (in
the questionnaires) in the study by CHAPMAN et al. [18] did
demonstrate that they were more likely to intervene when the
patient’s asthma was uncontrolled, particularly by adjusting
medication by increasing prescriptions for inhaled corticoster-
oids alone or in combination with long-acting b-agonist
bronchodilators, in keeping with a current popular trend
towards attempts to reduce exacerbations [24]. An inexplicable
negative association with asthma control was found between
demonstrating inhaler technique and performing spirometry;
this clearly needs further research.

No GP can know everything about medicine, and few of us can
keep up to date in the many disease areas we care for, and this
is one of the principles underpinning guideline development.
However, evidence of the lack of health professionals’
adherence to guidelines persists; perhaps we need to revisit
earlier studies such as that by CABANA et al. [25] to understand
and counter the barriers to physician adherence to clinical
guidelines.

Keeping up to date is a major problem for all health
professionals. The volume of workload, coupled with the
constant flow of new research developments needing to be
incorporated and applied in general practice, the fear of
litigation and the ongoing barrage of political ‘‘interference’’,
further complicate matters. Interpreting and applying research

evidence is a further challenge for GPs. Most pharmaceutical
company-sponsored studies utilise group mean data to
summarise and compare the effects of one treatment with
another; as a result, the final emphasis rests upon those
patients who do well, usually supporting a conclusion in
favour of a particular drug formulation. Sadly, the significant
minority who do not improve or achieve particular study
outcomes are often forgotten, as is the fact that asthma is a
heterogeneous condition with a wide spectrum of response to
any one particular intervention or therapy. It may be that by
emphasising, through extrapolation, the treatments favoured
in these studies, we are creating a population of ‘‘poorly
controlled patients’’, in fact representative of those who were
shown to be nonresponsive in the very trials used to promote
therapy approaches.

The study by CHAPMAN et al. [18] is thought provoking. The
new Global Initiative for Asthma Guidelines [13], with their
focus on assessment of asthma control, offer us a tool we can
use to take this work forward in identifying and managing our
uncontrolled patients.

REFERENCES
1 Harrison B, Stephenson P, Mohan G, Nasser S. An ongoing

confidential enquiry into asthma deaths in the Eastern
Region of the UK, 2001–2003. Prim Care Respir J 2005; 14:
303–313.

2 Neville RG, Clark RC, Hoskins G, Smith B. National asthma
attack audit 1991-2. General Practitioners in Asthma Group.
BMJ 1993; 306: 559–562.

3 Pinnock H, Johnson A, Young P, Martin N. Are doctors
still failing to assess and treat asthma attacks? An audit of
the management of acute attacks in a health district. Respir
Med 1999; 93: 397–401.

4 The British guidelines on asthma management, 1995
review and position statement. Thorax 1997; 52: Suppl. 1,
s1–s21.

5 Constain D, Harrison BDW, Holgate ST, et al. Guidelines
for management of asthma in adults: I – Chronic persistent
asthma. BMJ 1990; 301: 651–653.

6 Wiener-Ogilviea S, Pinnock H, Huby G, Sheikh A, Partridge
MR, Gillies J. Do practices comply with key recommenda-
tions of the British Asthma Guideline? If not, why not? Prim
Care Respir J 2007; [Epub ahead of print PMID: 18026674].

7 SIGN. British Guidelines on the Management of Asthma.
http://www.sign.ac.uk/guidelines/fulltext/63/index.html
Date last accessed: November 29, 2007.

8 Steven K, Marsden W, Neville RG, Hoskins G, Sullivan FM,
Drummond N. Do the British Guidelines for Asthma
Management facilitate concordance? Health Expect 2004; 7:
74–84.

9 Yawn BP, van Der Molen T, Humbert M. Asthma manage-
ment: are GINA guidelines appropriate for daily clinical
practice? Prim Care Respir J 2005; 14: 294–302.

10 Humbert M, Holgate S, Boulet LP, Bousquet J. Asthma
control or severity: that is the question. Allergy 2007; 62:
95–101.

11 Guidelines for the diagnosis and management of asthma.
National Heart, Lung, and Blood Institute. National

GUIDELINE-DEFINED ASTHMA CONTROL M.L. LEVY

230 VOLUME 31 NUMBER 2 EUROPEAN RESPIRATORY JOURNAL



Asthma Education Program. Expert Panel Report. J Allergy
Clin Immunol 1991; 88: 425–534.

12 GINA Guidelines. 2002 Original: Workshop report, global
strategy for asthma management and prevention. www.
ginasthma.org/Guidelineitem.asp?l1+2&l2+1&intId582&
archived51 Date last accessed: November 29, 2007.

13 Bateman ED, Hurd SS, Barnes PJ, et al. Global strategy for
asthma management and prevention: GINA executive
summary. Eur Respir J 2008; 31: 143–178.

14 Rabe KF, Adachi M, Lai CKW, et al. Worldwide severity
and control of asthma in children and adults: The global
asthma insights and reality surveys. J Allergy Clin Immunol
2004; 114: 40–47.

15 Bateman ED, Boushey HA, Bousquet J, et al. Can guideline-
defined asthma control be achieved? The gaining optimal
asthma control study. Am J Respir Crit Care Med 2004; 170:
836–844.

16 Woodcock AA, Bagdonas A, Boonsawat W, Gibbs MR,
Bousquet J, Bateman ED. Improvement in asthma end-
points when aiming for total control: salmeterol/flutica-
sone propionate versus fluticasone propionate alone. Prim
Care Respir J 2007; 16: 155–161.

17 Bateman ED, Clark TJH, Frith L, Bousquet J, Busse WW,
Pedersen SE. Rate of response of individual asthma
control measures varies and may overestimate asthma
control: an analysis of the goal study. J Asthma 2007; 44:
667–673.

18 Chapman KR, Boulet LP, Rea RM, Franssen E. Suboptimal
asthma control: prevalence, detection and consequences in
general practice. Eur Respir J 2008; 31: 320–325.

19 Roberts N, Meade K, Partridge M. The effect of telephone
reminders on attendance in respiratory outpatient clinics.
J Health Serv Res Policy 2007; 12: 69–72.

20 Gruffydd-Jones K, Nicholson I, Best L, Connell E. Why
don’t patients attend the asthma clinic? Asthma Gen Pract
1999; 7: 36–38.

21 Wasson J, Gaudette C, Whaley F, Sauvigne A, Baribeau P,
Welch HG. Telephone care as a substitute for routine clinic
follow-up. JAMA 1992; 267: 1788–1793.

22 Pinnock H, Bawden R, Proctor S, et al. Accessibility,
acceptability, and effectiveness in primary care of routine
telephone review of asthma: pragmatic, randomised
controlled trial. BMJ 2003; 326: 477–479.

23 van Baar JD, Joosten H, Car J, et al. Understanding reasons
for asthma outpatient (non)-attendance and exploring the
role of telephone and e-consulting in facilitating access to
care: exploratory qualitative study. Qual Safe Health Care
2006; 15: 191–195.

24 Barnes PJ. Using a combination inhaler (budesonide plus
formoterol) as rescue therapy improves asthma control.
BMJ 2007; 335: 513.

25 Cabana MD, Rand CS, Powe NR, et al. Why don’t
physicians follow clinical practice guidelines? A frame-
work for improvement. JAMA 1999; 282: 1458–1465.

M.L. LEVY GUIDELINE-DEFINED ASTHMA CONTROL

EUROPEAN RESPIRATORY JOURNAL VOLUME 31 NUMBER 2 231


