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2.1 Dutch setting

Continuing group education in The Netherlands is embedded structurally in
general practice. A nation-wide system of pharmacotherapy counselling groups,
so-called FTO-groups, has been developed in the past two decades 1,2. These
groups of GPs and pharmacists, working in the same region, have regular meetings
to discuss rational pharmacotherapy. Usually, no external facilitator or expert is
present during these meetings. The groups decide themselves what is presented
and discussed. This initiative started in the seventies in occasional groups of GPs
and pharmacists. In early 1992, an organisation, in which the government and the
national professional medical and pharmaceutical organisations participated, began
setting up a nation-wide network of these groups. The principal objective is to
promote rational pharmacotherapy. Topics discussed during the meetings range
from the place of new drugs in treatment to the evaluation of previously made
prescribing agreements 1. In a minority of the groups, the meetings are used mainly
to exchange information. More often, agreements are made regarding the use of
specific drugs 1. An important information source used by the groups is the
national GP guidelines 1. Currently, 90-95% of all Dutch GPs and pharmacists
participate in these groups, although participation still is voluntary 2.

The educational programme developed as part of the Drug Education Project
(DEP), was offered in The Netherlands to these existing pharmacotherapy
counselling groups. Invitation letters were sent to the co-ordinating GP and/or
pharmacist from 98 groups. This comprised all groups in the northern region of
The Netherlands not participating in other educational research projects. Of the 98
groups, 3 groups were excluded because they had discussed asthma and/or urinary
tract infections (UTI) during the last two years within their group. Of the
remaining groups, 24 groups with a total of 181 GPs agreed to participate. They
consented to use a randomly chosen educational package during two of their
regular meetings, to complete several questionnaires before, during, and after
using the package, and to make their prescribing data available for review and
evaluation. Groups could only participate if all members gave their consent.
Reasons for doctor or group declining participation were: not willing to invest the
extra time needed for the study; group not functioning well; no interference from
outside; therapeutic subjects not interesting. Once a group agreed to participate,
individual GPs and pharmacists were approached for the collection of data.

2.2 Dutch guidelines

The core messages conveyed in the educational intervention were based on well-
established guidelines. In The Netherlands, guidelines have been developed and
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issued by The Dutch College of General Practitioners, published as reports, and
printed in ‘Huisarts en Wetenschap’, a national journal for GPs. This guideline
initiative has been quite successful and highly accepted, because it is initiated and
‘owned’ by the GPs themselves 3.

In The Netherlands, national guidelines for the diagnosis and treatment of
chronic non-specific lung diseases (CNSLD) were available for GPs since 1992 4,5.
The guidelines include recommendations for the diagnosis and treatment of both
asthma as well as chronic obstructive pulmonary disease (COPD). The aim of the
treatment of CNSLD according to these guidelines is to 1) minimise chronic
symptoms, including nocturnal symptoms, 2) avoid limitations on daily activities,
3) avoid continuous use of bronchodilators, 4) have peak expiratory flow (PEF) in
accordance with personal best values, or near normal (for age, gender, and length),
and 5) have PEF circadian variation of less than 15 percent. The guidelines
recommend specific treatment based on the aetiology and severity of the CNSLD:
occasionally symptoms and spasms of the airway muscles can be treated with
bronchodilators; aspecific hyperreactivity, allergies, and chronic airway
obstructions need anti-inflammatory drugs; exacerbations should be treated with
increased dosages of inhaled corticosteroids or oral corticosteroids. If diagnosis
and classification of the CNSLD is difficult or incomplete a stepwise approach to
treatment is recommended. As a first step, bronchodilators are recommended to
treat occasional symptoms. If the symptoms persist and bronchodilators are needed
more than twice daily for two weeks or more, an anti-inflammatory drug should be
added. The use of bronchodilators should be reduced to a maximum of 1 or 2
inhalations per day, preferably less.

Updated guidelines have been published in September 1997 6-8. In comparison
to the initial set of guidelines, a clear distinction has been made between the
diagnosis and treatment of asthma and COPD. Also, a more general stepwise
treatment approach is provided.

A guideline for the treatment of UTI, including recommendations for the
treatment of uncomplicated cases has been published by The Dutch College of
General Practitioners in 1989 9. This guideline defines uncomplicated UTI as
urinary tract infections in non-pregnant women of more than 12 years of age,
without health-related complications. The urinary tract infection is considered
complicated if accompanied by fever (body temperature > 38.5 °C) or colic. The
guideline recommends prescribing three-day courses of trimethoprim,
nitrofurantoin, or sulfamethizol for the uncomplicated UTI. In case of a
recurrence, the guideline recommends repeating a three-day course with the same
drug. A warning is included regarding possible resistance for sulfonamides.

An updated guideline on the treatment of urinary tract infections has been
published in 1999 10. In this guideline, sulfamethizol is no longer recommended as
first-choice drug for uncomplicated cases.
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2.3 Pilot study

The educational programme was tested in a pilot study in which four
pharmacotherapy counselling groups, not participating in the main study,
participated. Two groups used the educational programme on asthma during two of
their regular meetings and the other two groups used the programme about the
treatment of urinary tract infections. The evaluation of the educational programme
was conducted at two levels; all participants received a process evaluation form at
the end of both meetings, and a researcher was present as observer during the
meetings.

The participants saw the importance of the educational programme. A
comparison of the acceptance of both meetings showed a significant difference.
The meeting, during which feedback on the decision making process was
presented and discussed, was experienced as less structured compared with the
meeting about prescribing feedback data. A comparison of the acceptance of both
feedback methods showed that feedback on prescribing behaviour was experienced
as less boring, more useful, and less superficial. The observer noticed that
problems around the discussion of feedback on the decisions process were mainly
the result of the large number of figures and tables used. The meaning of all these
figures and tables and how this related to specific patient cases was not clear.
Furthermore, the participants wanted to receive an optimal decision-strategy for
comparison with their own strategies.

The main conclusions and adjustments made as a result of this pilot study
concerned the presentation and discussion of the feedback data on the decision
making process. The numbers of figures and tables was reduced drastically and
examples of patient cases play an important role in the presentation of the
feedback material. Finally, experts were approached for developing an expert
based decision-strategy that could be used as part of the educational programme
(see section 2.6).

2.4 Educational meetings

In each local pharmacotherapy counselling group (FTO-group), two meetings were
conducted between January and May, 1996. The time between both meetings was
decided upon by the group and varied from 4 to 15 weeks as the educational
programme was used during two regular group meetings. The meetings took place
either in the local pharmacy or in the GPs’ practice or in the vicinity of the GPs'
practices. The groups themselves assigned one or two members as moderator(s). In
some groups, a GP was the moderator, in other groups a pharmacist, and
sometimes both a GP and a pharmacist. A researcher visited the moderator(s) to
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explain the programme before the first meeting. Moderators were provided with an
outline of both meetings, a manual for discussing feedback material, examples of
feedback material, the Dutch guidelines, and background literature. They were
encouraged to focus on issues where discrepancies existed between current views
or practice and the recommendations made in the Dutch guidelines. Before the first
meeting, the moderator received booklets with individual feedback material for all
members of the group. This material also focussed on possible discrepancies with
guideline recommendations. The material was distributed and discussed during the
group meetings. Although all feedback was presented with code numbers only
known by each individual GP and the researcher, in most groups anonymity was
not maintained during the meetings by mutual agreement.

2.4.1 First meeting
A member of the research team was present during the first meeting as an observer
and, if necessary, to explain the educational programme and the evaluation study
conducted. The first meeting usually started with a short overview of the
recommendations given in the guidelines presented by a moderator. The major
component of this meeting was to discuss individualised feedback on the decision
process underlying treatment decisions 11,12, the so-called decision-strategy
feedback.

Using two series of 18 case vignettes in the asthma groups and one of 18 cases
in the UTI groups, case characteristics triggering specific treatment decisions were
identified individually for each GP (for construction of case vignettes, see section
2.5) (all three general cases descriptions + questions: figure 2.1a/b/c). The GPs
received the cases by mail, and had been asked to return them before the first
meeting. All answers of the doctors were analysed by the research team to
determine how the various case characteristics included in the case series
influenced their treatment decisions. The relative influence of these characteristics
was estimated using discriminant analysis for binominal decisions (yes/no), and
SPSS-conjoint analysis for judgements made on continuous scales. This resulted
for each GP in one or more personal decision policies.

In the asthma groups, decision-strategy feedback was given on those case
characteristics that triggered the decision to prescribe an oral corticosteroid course
for the exacerbation and on those that triggered prescribing of antibiotic courses
(example of feedback: figure 2.2a). It was discussed in the group which of the
following characteristics included in the case should influence the treatment
decision: patients’ age, current breathing problems, cough/sputum, fever, and
current PEF-values. For example, one GP’s decision to prescribe an antibiotic for
asthma exacerbation treatment is influenced by the presence of cough/sputum and
fever  (GP 1, figure 2.2a) whereas for another GP (GP 2, figure 2.2b) the same
decision is influenced by current breathing problems/symptoms and
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Asthma series 1 – Maintenance treatment

Your patient is a woman with asthma. Otherwise she is healthy. Today she visits your
practice to renew her prescription. She normally treats herself with an inhalation
corticosteroid twice daily and a short-acting ß-2-agonist as needed. Her asthma is not
triggered by any allergic reaction. She has demonstrated good inhalation technique and she
regularly measures her PEF value at home. She does not smoke.

Age 1) 22-27 years
2) 42-47 years

Current use of 1) on demand, maximum 2 days per week
ß-2-agonist 2) several times a week, almost daily

3) daily (including nights), often more than 2 times

Treatment level with 1) low (300-400 µg/day)
inhaled corticosteroids 2) medium (600-800 µg/day)

3) high (1200-1600 µg/day)

Symptoms lately 1) mild symptoms, not daily
2) mild symptoms daily (coughing/wheezing), sometimes
    at night
3) moderate symptoms daily (coughing/wheezing/shortness

    of breath), sometimes night or early morning coughing/
    wheezing, some physical limitations

PEF at home 1) 90-100% of individual maximum level; day-time
    variation less than 10%
2) 70-80% of individual maximum level; day-time
    variation around 10%
3) 70-80% of individual maximum level; day-time
    variation around 30%

Question 1 To what extent is this patient’s pharmacological treatment adequate?

not adequate .......................................................... fully adequate

Figure 2.1a General case description asthma maintenance treatment
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Asthma series 2 – Exacerbation treatment

Your patient is a man with asthma. Otherwise he is healthy. He normally treats himself with
an inhalation corticosteroid and a ß-2-agonist as needed. He does not smoke. He comes to
see you today for a semi-emergency visit. He explains that his asthma symptoms have
gradually worsened over the last week. He has increased his daily dose of inhalation
corticosteroid to 1600 µg and inhaled from his ß-2-agonist more than twice daily.

Age 1) 22-27 years
2) 42-47 years

Current symptoms 1) slight difficulties with breathing; physical activity not         
obviously affected; moderate amount of rhonchi on           
auscultation
2) obvious physical limitation due to respiratory problems      
with auxiliary breathing and wheezing; prolonged              
expirium and high amount of rhonchi on auscultation

Other symptoms 1) no cough or phlegm
2) cough
3) cough or phlegm

Body temperature 1) afebrile
2) fever for 2 days
3) fever for more than three days

PEF measurement after 1) 90% of normal value
inhalation of 5 times2) 70% of normal value
normal dose of ß-2-agonist 3) 55% of normal value

Question 1 Would you prescribe a short-term, high-dose treatment with an oral
corticosteroid for this patient? No/Yes

Question 2 Would you prescribe an antibiotic for this patient? No/Yes

Figure 2.1b General case description asthma exacerbation treatment
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UTI series 1 – Duration and drug choice

A female patient visits your office. She complains of painful micturation since the day before
yesterday. After questioning her, you suspect that she has an uncomplicated urinary tract
infection and the diagnosis is confirmed by a positive nitrite test.

Age 1) 22-27 years
2) 53-58 years
3) 72-77 years

Previous episodes of UTI 1) no previous episode in last 3 years
2) occasional episodes (on average not more than once
    a year); last episode 2 months ago (treated with
    trimethoprim)
3) 2-3 episodes every year; last episode 2 months ago
    (treated with trimethoprim)

Severity of symptoms 1) mild pain; frequency 5-6 times daily
2) moderate pain; frequency every hour
3) severe pain; frequency at least twice hourly

Blood in urine 1) no
2) yes

Circumstances 1) your own patient on a weekday morning
2) your own patient on Friday afternoon
3) patient of colleague at the weekend

Question 1 Would you prescribe a drug for this patient No/Yes

Question 2 If yes, which drug? 
For how many days?

Figure 2.1c General case description UTI treatment

the presence of fever. Decision-strategy feedback was also provided on case
characteristics influencing the GPs’ judgement on the maintenance treatment of
asthma patients. The influence of the following case characteristics were discussed
regarding this treatment decision: patients’ age, use of ß-2-agonists, use of inhaled
corticosteroids, current symptoms, and self-measured PEF-value. In the UTI
groups, decision-strategy feedback was given on the characteristics triggering
prescribing of second-choice drugs, and on the characteristics influencing the
duration of treatment (example of feedback: figure 2.2b). For both treatment
decisions, the importance of the following case characteristics were discussed:
patients’ age, number of previous episodes, severity of symptoms, blood in urine,
and consultation circumstances.



29 Chapter 2

In the presentation and discussion of the feedback material during the first
educational meeting the following steps were repeated for every treatment
decision:
1) Presentation of the general case description
To refresh GPs’ memories the general case description was presented first.

Figure 2.2 Examples of decision-strategy feedback from A) the asthma
programme, and B) the UTI programme
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2) Overview of the group responses to all questions
An overview of treatment decisions and judgements of all group members was
presented to show the variation within the group. Often, the range of answers
surprised the GPs.
3) Presentation of a case example
One case vignette for which the GPs made different decisions, was discussed in
detail. GPs were asked to clarify their decision for this case (example: figure 2.3).
4) Presentation of individual decision-strategy feedback
Decision-strategy feedback for each GP was presented in the group. The main case
characteristics influencing treatment decisions of individual GPs were discussed,
and special attention was paid to striking differences and similarities. The groups
highlighted both the case characteristics that influenced decisions, and the case
characteristics they felt should influence decisions.

Your patient is a man with asthma. Otherwise he is healthy. He normally treats himself with
an inhalation corticosteroid and a ß-2-agonist as needed. He does not smoke. He comes to
see you today for a semi-emergency visit. He explains that his asthma symptoms have
gradually worsened over the last week. He has increased his daily dose of inhalation
corticosteroid to 1600 µg and inhaled from his ß-2-agonist more than twice daily.

Age 47 years

Current symptoms slight difficulties with breathing; physical activity not        
obviously affected; moderate amount of rhonchi on           
auscultation

Other symptoms cough

Body temperature afebrile

PEF measurement after 55% of normal value
inhalation of 5 times
normal dose of ß-2-agonist

Question 1 Would you prescribe a short-term, high-dose treatment with an oral
corticosteroid for this patient? No GP-1, GP-3

Yes GP-2, GP-4, GP-5, GP-6

Figure 2.3 A case vignette for which the GPs made different decisions
5) Presentation of expert opinion (see section 2.6)
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For comparison, the decision-strategy of a group of experts was presented. Using
the expert decision-strategy, the group reached consensus on case characteristics
important in particular circumstances for treatment decisions.

2.4.2 Second meeting
The major element of the second educational meeting was the presentation and
discussion of individual feedback on prescribing behaviour (for examples: figure
2.4, 2.5, 2.6, 2.7). To provide feedback on actual prescribing behaviour,
prescribing data of the baseline period were used. The data comprised a 6-month
period and were collected through pharmacies, insurance companies or directly
from computerised databases of dispensing GPs.

In the asthma programme, feedback was given for both the maintenance
treatment of asthma patients as well as the treatment of asthma exacerbations.
Included in the database were prescriptions for all patients, age 18-49 years, who
received at least one anti-asthma drug (as defined in the Anatomical Therapeutic
Chemical classification index; ATC-code R03 13) during the selected 6-month
period. To provide feedback on asthma maintenance treatment, prescribing data

Figure 2.4 Prescribing feedback concerning asthma maintenance treatment

were analysed from the perspective of the individual asthma patient. This approach

When is the use of bronchodilators as monotherapy too high?
Inhalation medication: bronchodilators and corticosteroids

GP

1 2 3 4 5 6

N
u
m
b
e
r 
o
f 
p
a
ti
e
n
ts

0

5

10

15

20

25

30

Cortico. + /- bronchod.

Bronchod. (< 180 inh.)

Bronchod. (180-360 inh.)

Bronchod. (> 360 inh.)



32 DEP in The Netherlands

is needed to assess adherence to guideline recommendations concerning
maintenance treatment of chronic patients like asthma patients 14,15. For an accurate
assessment of treatment quality it is important to know what doses are prescribed
and whether bronchodilators and prophylactic drugs are combined for individual
patients 16. Each GP in the asthma groups received feedback on the number of their
patients who were prescribed high levels of bronchodilators with or without
inhaled corticosteroids (example of feedback: figure 2.4). The following points,
related to the feedback provided, were discussed: 1) at which level of
bronchodilator use should patients start using inhaled corticosteroids, 2) how
should inadequate maintenance treatment be changed, and 3) how should
inadequate maintenance treatment be prevented in the future.

Each GP also received feedback on their treatment of asthma exacerbations
(example of feedback: figure 2.5). This feedback consisted of the number of oral
corticosteroids and antibiotics, alone or combined, prescribed to asthma patients
(patients, age 18-49 years, who use at least one anti-asthma drug (ATC-code:
R03)) per GP. Only antibiotics commonly used for respiratory tract infections and
prescribed for two weeks or less were included (table 2.1). Oral corticosteroids
prescribed for maintenance treatment (more than two weeks) were also excluded.

Figure 2.5 Prescribing feedback concerning asthma exacerbation treatment
Table 2.1 Drugs included in the analysis of prescribing data
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ATCa Asthma ATCa Urinary Tract Infections
R03 Anti-asthmatics G04AA Methamine
H02AB Glucocorticoids G04AB Quinolone derivates
J01AA Tetracyclines G04AC Nitrofuran derivates
J01C Beta-lactam antibacterials,

penicillines
J01EA Trimethoprim and derivates

J01DA Cephalosporins and related
substances

J01EB Short-acting sulfonamides

J01FA Macrolides J01MA01 Ofloxacin (up to 200 mg)b

J01MA02 Ciprofloxacin (up to 250 mg)b

J01MA03 Pefloxacin (400 mg)b

J01MA06 Norfloxacin (up to 400 mg)b

J01XX01 Fosfomycin

a ATC-code: Anatomical Therapeutic Chemical classification index13

b only low strength preparations, because higher strenghts are usually for other indications

Figure 2.6 Prescribing feedback concerning drug choice for UTI treatment
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Figure 2.7 Prescribing feedback concerning duration of UTI treatment
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Points for discussion were 1) what is the preferred treatment of exacerbations, and
2) what is the role of antibiotics.

Furthermore, most asthma groups spent some time during the second meeting
on inhalation technique, PEF-measurement, and self-management of asthma
patients.

In the UTI programme, data about drugs that may be used for UTI treatment in
women, 18 years and older, were analysed to prepare feedback material (table 2.1).
The GPs received feedback on the different drugs prescribed (example of
feedback: figure 2.6). Furthermore, for all first-choice drugs, feedback was given
on the duration of treatment (example of feedback: figure 2.7). During the
meeting, the following points were discussed: 1) choice of drugs for
uncomplicated UTI, 2) is the percentage of non-first-choice drugs prescribed
acceptable given the expected percentage of complicated cases, and 3) what are
(justified) reasons for not prescribing three-day courses as advised in the guideline.

2.5 Construction of case vignettes

For the asthma programme, two series of cases were constructed, one per key
message. The first asthma series highlighted the comprehensive assessment of
patients’ maintenance treatment, whereas the second series concerned the use of
oral corticosteroids and/or antibiotic courses for the treatment of an exacerbation.
For the UTI programme, one series of UTI cases was constructed, dealing with
both drug choice and duration of treatment.

During the first stage of constructing cases, researchers met with general
practitioners and specialists to identify case information that would be required for
appropriate assessment of patients' optimal treatment. In addition, case
characteristics that could cause inappropriate decisions were identified at this
stage. Case information considered less important was held constant for all cases
within each series. The case information, considered important for possible
variations in clinical decision making, was varied between the cases.

An orthogonal design was used to determine which case variations were
included. To limit the number of case presentations, the researchers decided that
the number of case characteristics should not exceed five, and each case
characteristic should be varied on a maximum of three levels. The orthogonal
design thus resulted in 18 case variations for each series of cases.

The cases were constructed starting with a fixed part describing the patient,
his/her symptoms, and the situation in which the GP met the patient. Thereafter the
case information considered important for the clinical decision making was
presented with a heading for each, and a description of the relevant level for the
specific case. The first series of asthma cases, focusing on the first key-message,
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consisted of asthma patients who visited the GP's office for a repeat prescription.
The cases systematically varied in their age (2 levels), use of ß-2-agonists (3
levels), use of inhaled corticosteroids (3 levels), current symptoms (3 levels), and
self-measured PEF-values (3 levels). The levels ranged from situations in which
the current treatment of the patient could be considered as adequate according to
the guideline recommendations to situations where changes in treatment would be
required. The GPs were asked for each case whether they considered the patient
adequately treated, and which changes they would make regarding the treatment
(example of case: figure 2.8). The second series, focusing on the second key-
message, consisted of asthma patients who came to the GP's office on a semi-
emergency visit. They varied in their age (2 levels), current breathing problems (2

Asthma series 1 – Maintenance treatment

Your patient is a woman with asthma. Otherwise she is healthy. Today she visits your
practice to renew her prescription. She normally treats herself with an inhalation
corticosteroid twice daily and a short-acting ß-2-agonist as needed. her asthma is not
triggered by any allergic reaction. She has demonstrated good inhalation technique and she
regurlarly measures her PEF value at home. She does not smoke.

Age 24 years

Current use of several times a week, almost daily
ß-2-agonist

Treatment level with medium (600-800 µg/day)
inhaled corticosteroids

Symptoms lately moderate symptoms daily (coughing/wheezing/shortness
    of breath), sometimes night or early morning coughing/

wheezing, some physical limitations

PEF at home 70-80% of individual maximum level; day-time
variation around 30%

Question 1 To what extent is this patient’s pharmacological treatment adequate?

not adequate .......................................................... fully adequate

Figure 2.8 Example of asthma maintenance case
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levels), cough/sputum (3 levels), fever (3 levels), and current PEF-values (3
levels). Their daily intake of inhaled corticosteroids was already 1600 micrograms,
and the GPs were asked whether they would prescribe an oral corticosteroid course
and/or antibiotic course.

The UTI series, focusing on both UTI key-messages, consisted of a female
patient, who visited the GP's office complaining of painful micturation. The cases
varied in age (3 levels), number of previous episodes of UTI (3 levels), severity of
symptoms (3 levels), blood in urine (2 levels), and circumstances of consultation
(3 levels). The GPs were asked whether they would prescribe a drug, and if yes
which drug, which dosage, and for how many days (example of case: figure 2.9).

UTI series 1 – Duration and drug choice

A female patient visits your office. She complains of painful micturation since the day before
yesterday. After questioning her, you suspect that she has an uncomplicated urinary tract
infection and the diagnosis is confirmed by a positive nitrite test.

Age 54 years

Previous episodes of UTI no previous episode in last 3 years

Severity of symptoms moderate pain; frequency every hour

Blood in urine no

Circumstances patient of colleague at the weekend

Question 1 Would you prescribe a drug for this patient No/Yes

Question 2 If yes, which drug? 
For how many days?

Figure 2.9 Example of UTI case

2.6 Expert Opinion

One conclusion from the pilot study was that the participating GPs wanted to
receive an optimal decision-strategy for comparison with their own strategies.



38 DEP in The Netherlands

Thirteen experts in either the field of asthma or the field of urinary tract infections
were approached for developing an expert based decision-strategy. These experts
were all GPs, and had either been involved in the development of the Dutch
guidelines or had conducted extensive research activities regarding asthma or UTI
treatment in general practice. Five were asked to evaluate all cases regarding
asthma (two times 18) and eight experts were asked to evaluate all cases regarding
UTI treatment (one time 18). They were asked to indicate the theoretically optimal
treatment for each case according to the Dutch guideline recommendations. Five
experts completed all asthma cases, and six completed the UTI cases. Based on
their answers, decision strategies were derived that can be seen as an interpretation
of the Dutch guideline by a group of GP experts (see below). These decision
strategies have been presented as part of the educational programme (see step 5 on
page 31).
Asthma maintenance treatment  According to the experts, the maintenance
treatment of asthma patients should be adjusted if  1) the patient uses
bronchodilators daily or 2) has symptoms daily and/or has PEF values lower than
70-80% of personal best and a daytime variation more than 10%. The advised
adjustment was to increase the use of inhaled corticosteroids up to 1600 micrograms.
Long-acting ß-2-agonist  were also considered by some of the experts when a patient
already used 800 micrograms inhaled corticosteroids or more and still had symptoms
almost every night.
Asthma exacerbation treatment Most experts considered that oral
corticosteroids were needed 1) when the PEF value is 70% or less of the patient’s
personal best value or 2) when symptoms worsen which do not sufficiently
respond to inhalation therapy. One expert recommended to prescribe oral
corticosteroids for all case variations. Antibiotics were almost never recommen-
ded. Three experts decided that antibiotics were needed for patients with multiple
of symptoms and fever for more than three days, whereas the other two experts
never recommended antibiotics. Age, cough, and colour of sputum were never
considered to be indications for antibiotic treatment.
Urinary tract infections All experts recommended a three-day course
with first-choice drugs for all case variations. None of the case characteristics
influenced their treatment recommendation. The experts differed with respect to the
necessity to prescribe another first-choice drug if a patient had had a previous UTI
episode two months before. For three of the six experts such previous episodes were
a reason to prescribe another first-choice drug. It should be noted that the Dutch
guideline does not make this specific recommendation.
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