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Chapter 3

General Practitioner’s views on
the treatment of asthma

CCM Veninga, P Denig, JW Heyink, FM Haaijer-Ruskamp

Summary
In order to implement guidelines and standards, special support and educational
programmes are necessary which relate to the prevailing ideas among GPs. This study,
based on interviews of twenty GPs, documents their views on the treatment of asthma. The
study examined the discrepancies between practice and theory (as set out in the Dutch
guidelines for diagnosis and treatment of chronic non-specific lung diseases in general
practice) and the barriers which may prevent putting theory into practice. Discrepancies are
most often seen with respect to views on the initiation of treatment based on clinical
symptoms, or lung function, on the use of antibiotics for exacerbation treatment, and on the
respective roles of doctor and patient in the treatment. In this respect no differences were
found between doctors who acted in accordance with the guidelines and those who did not.
The barriers to implementing the guidelines include doctors placing too much trust in their
patient, misconceptions concerning the presence of bacterial infections and the long term
effects of oral corticosteroids.
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3.1 Introduction

Asthma is a frequently occurring chronic complaint in general practice. Ideas on
the treatment of asthma have been, in recent years, changing rapidly. In 1992, the
Dutch College of General Practitioners issued two guidelines on diagnosis and
treatment of chronic non-specific lung diseases including asthma 1.2. In the same
year the international consensus report on the diagnosis and treatment of asthma
appeared 3.

The Dutch guidelines are regarded as an essential instrument for achieving
high quality care. These guidelines were positively received and are widely known
among general practitioners (GPs) 4. The problem is, however, that developing
and distributing guidelines is no guarantee for improving healthcare. It is well
known that there can be a wide gap between agreeing with the guidelines and
actually putting them into practice 5. Important factors which the doctor may come
up against in daily practice and which contribute to this gap are, difficult to change
routine procedures, influences from the immediate professional surroundings and
the wishes of the patients 6. It has been repeatedly emphasised that, in order to
implement standards and guidelines, special support and educational programmes
are necessary which relate to the prevailing ideas of GPs 7.

In this study the views of GPs on the treatment of asthma have been
inventoried and the extent to which these ideas agree with the recommendations of
the Dutch guidelines has been discussed. The purpose was to identify the
discrepancies between practice and theory, as given in the guidelines, so that
educational programmes can be adjusted accordingly. Furthermore, it has been
investigated if the discrepancies are also identified by the GPs themselves and if
barriers to implementing the asthma guidelines exist.

The study is aimed at the treatment of asthma in adults, and in particular those
treatment aspects that have changed as a result of improved diagnostic and
therapeutic possibilities, and new insights into the pathophysiology.

Points to be dealt with are:
•  The doctor’s therapeutic aim when treating asthma.
•  The relative value that the doctor attaches to the measurement of lung-

function alongside assessment based on clinical symptoms.
•  The role the doctor sees for the different drug groups in maintenance

treatment and in treating exacerbation.
•  Views on the respective roles of the doctor and patient in asthma

management.
•  Views on self-management by asthma patients.
In addition, the opinion of GPs on the Dutch guidelines, possible reasons for not
using the guidelines and the role of these guidelines in the treatment of asthma
were sought.
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3.2 Methods

3.2.1  Study population
A qualitative approach was chosen for making an inventory of the views 8,9. This
study was not intended to evaluate the doctors’ knowledge, or qualify their
performance as good or unsatisfactory, but rather to discover the ideas and
motivations behind their actions. In phenomenographical research (see also
Analysis) it has been shown that interviews with twenty subjects, generally
provide sufficient variation to characterise the prevailing views of a population. In
general from two to six different views are found per aspect and increasing the
number of subjects interviewed does not provide any new views.

The study was carried out among GPs in Friesland, Overijssel and the north of
Gelderland. In total, 31 GPs were approached by telephone until twenty had
agreed to be interviewed. Stratification took place by the degree of urbanisation.

The participants (fifteen men, five women) had been working on average
thirteen years as a GP (2 – 32 years); seven worked in a town with more than
30,000 people, the remainder in smaller areas. The average age was 43 years (32-
61 years).

3.2.2 Interviews
The ‘semi-structured’ interview schema contained main questions which were
always asked in the same order and using the same words. With each question it
was established which items were to be covered and, depending on the dialogue
which ensued, which items should be asked about in more depth. The intention
was to conduct an open conversation and to avoid leading questions or remarks.

After three pilot interviews with other doctors, the twenty participants were
interviewed at their practice by the first author (30-50 minutes) in the period from
November 1994 to January 1995. The interviews were recorded on audio-cassettes
and were subsequently transcribed verbatim.

3.2.3 Analysis
The analysis initially focussed on describing and categorising the views of the
participants on the five different aspects. The first and third authors carried out
this analysis following the phenomenographical method; in this way the different
views held on particular phenomena could be categorised 10.11. The aim was to
describe phenomena as the study population experienced them. The views in each
category were to belong exclusively to that category. This meant that the views of
a GP on any particular phenomena (in this study treatment aspect) could only be
assigned to one category.

All the available study data was processed and classified by both researchers
for each aspect. This included not only the immediate reactions to one question,
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but also reactions to other questions pertaining to the aspect in question. Both
researchers then made a separate preliminary categorisation. This categorisation
was discussed and elaborated in greater detail until complete agreement was
reached, if necessary after a second analysis.

After describing and categorising the various views, the measure of
agreement was determined between the views on the treatment of asthma and the
contents of the Dutch guidelines. The views showing most agreement with the
guidelines, were classified as category A; category C and, if required, D contain
the views that deviated most. A comparison has been made between these results
and the degree to which the GPs themselves think their views are in agreement
with the guidelines.

3.3 Results

Therapeutic aims
The answers to the question about the aim of the asthma treatment were classified
in two categories:
A. Aiming at a positive long term result of asthma treatment is crucial;

accordingly this is mentioned explicitly: preservation of the lung-function is
an important therapeutic aim. (n=5). 
‘If you accept a certain amount of bronchial obstruction, it will cause damage
in the long term later in your life. You will be faced with the consequences
later on. The better, the stricter you deal with it, the more it will profit you
later’.

B. The aim of the treatment is maximum effect at the present time, focussing
mainly on a reduction of complaints and an improvement of the quality of life
(subjective parameters), sometimes in combination with an improvement of
the lung-function (objective parameters) (n=15).

Objective and subjective parameters
The GPs in category A made a clear distinction between two parameters and
especially valued an objective parameter. Peak expiratory flow (PEF) meters were
frequently used. A few GPs were able to measure lung-function (spirometry)
without the intervention of a lung specialist. GPs in category D, on the other hand,
only used subjective parameters and considered a separate assessment of objective
parameters superfluous.
A. Objective parameters, like PEF value, are always taken into account in the

evaluation of a treatment, as well as the subjective parameters, and these can
determine further treatment. An important reason for using objective
parameters is the discrepancy that can occur between the severity of the
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complaint and the lung-function (n=8).
B. The PEF value of the patients are regularly measured and this is seen as

supplementary information, but in the end the subjective parameters
determine the policy (n=7). 
‘I am treating a patient and not a PEF meter is what I think. It is rather the
way he experiences his complaint, . . . . , yes, I think that is the main issue.
The reading on the PEF meter does give supplementary information, and such
a PEF meter is very precise, but in principle you are treating a patient and
the way he experiences his complaints, and you are not treating a PEF meter
so to speak.’

C. Usually only subjective parameters are used when adjusting and evaluating a
treatment. However, if there are problems when making a diagnosis or
adjusting the medication, a PEF meter can sometimes supply a better insight
(n=2).

D. Subjective parameters, like symptoms and complaints of the patient, are
important. The patient is well able to indicate the severity of his illness and
the treatment is determined accordingly. Objective measures are not taken
into consideration separately, as they do not add anything (n=3).

Asthma drugs
Most GPs were satisfied with the existing pharmacological possibilities for
treatment. According to seven GPs there have been great improvements in
inhalation technology in the last few years. A few GPs, however, considered the
choice of drugs to be confusing due to the large variation in dosage forms. Other
GPs remarked that there are a great number of preparations on the market, but that
these are often variations on a theme.

For nearly all GPs maintenance treatment for asthma patients consisted of a
combination of inhaled corticosteroids and bronchodilators. They were convinced
of the benefits of anti-inflammatory drugs for asthma and in general they saw very
few side effects. A few GPs did question the safety of long term use of inhaled
corticosteroids. The fear of side-effects in the long term was a reason for one GP
to limit the use of inhaled corticosteroids as much as possible.

Three categories could be distinguished in the views on the treatment of
asthma exacerbations:
A. Oral corticosteroids are first-choice drugs for the treatment of an asthma

exacerbation, and antibiotics are hardly ever required. Only as a second
option, if an oral corticosteroid course does not have enough effect, are
antibiotics considered (n=6). 
‘....thanks to research and my familiarity with it, I give antibiotics far less
often than previously and yes indeed, the distinction between bacterial and
viral is very difficult to make clinically.’
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B. Oral corticosteroids are first-choice drugs for the treatment of an asthma
exacerbation, but as soon as there is the suspicion of an infection, an
antibiotic is given, sometimes in combination with an oral corticosteroid
course. This suspicion is based on the clinical presentation of the patient in
which the presence of a raised temperature and purulent sputum is often
decisive (n=12).

C. Fear of side-effects leads GPs to be very cautious about prescribing oral
corticosteroids. Because of the view that an exacerbation is usually the result
of an infection, these GPs prefer to prescribe an antibiotic course (n=2).

The role of the patient
All GPs held the view that the patients have an active role in their treatment. The
patient’s responsibility, especially for his/her own life-style, was considered
important. After further study of the role of doctor and patient in the treatment,
three categories could be distinguished:
A. An active role by the GP is essential for a good treatment of asthma especially

when starting a treatment. It is important for the patient to have regular check-
ups during which the GP should pay attention to inhalation technique and
compliance. Check-ups of asthma patients are time-consuming, but lead to
good results (n=5).

B. It is a shared responsibility. Regular check-ups are important, but the patient
him/herself should indicate any problem areas (n=7).

C. A large part of the responsibility for treatment lies with the patient, who is the
one to determine when a check-up is required. In this case the GP relies on the
knowledge and insight of the patient, even though some of the GPs realise
that this is not always justifiable (n=8).
‘I assume that they understand my instructions for use and the advice I gave
them during the first consultation.’

Not just explicit ideas about the role of the patient and his/her responsibility were
taken into consideration, but also the ideas about active intervention by the GP at
times when the patient experiences no problems. Aspects of check-ups for
inhalation technique and compliance were also considered. The degree of reliance
on the insight and knowledge of the patient determines an important difference
between the three categories.

Self-management
Most GPs gave the patient verbal instructions about self-management. Adjustment
of medication by the patient was nearly always done on the basis of symptoms.
Only one GP said that he gave the patient a PEF meter to take home for this
purpose, but he also remarked that the treatment was ultimately determined by the
complaints. Two GPs never instructed their patients for self-management:
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A. Besides instructions about the use of bronchodilators based on symptoms,
experienced patients are also given information about temporarily increasing
the dosage of inhaled corticosteroids in certain situations. This adjustment
depends on complaints (n=14).

B. The patient decides when to use bronchodilators him/herself depending on the
symptoms. The daily dosage of inhaled corticosteroids, however, is fixed and
changes in this dosage only occur after consultation with the GP (n=4).

C. The dosage of bronchodilators as well as inhaled cortocosteroids is fixed and
may not be changed by the patient (n=2).
‘I have never worked with it (self-management), and don’t find it necessary.
No, I don’t do that. But I do give instructions as to when to raise the alarm.’

Guidelines
All the GPs were informed that the Dutch College of General Practitioners had set
guidelines for the diagnosis and treatment of asthma in adults. Even though
everyone was positive about these guidelines in general, knowledge of the
contents and the use of these guidelines varied quite a bit.
A. On the whole, the policies recommended in the guidelines are said to be

known and practised. However, sometimes there are points for which some
GPs deviate from the recommended policy, like measuring the PEF value and
allowing patients to take a PEF meter home, and the moment at which an oral
corticosteroid course is started (n=7).  
‘They are good indeed. We also follow, at least we have had a discussion on
pharmacotherapy of asthma not so long ago, and there we agreed to use the
guidelines, and we shall enter these into our formularium.’

B. GPs think, on the whole, that they follow the guidelines, but they are not
actually familiar with all the details (n=7).
‘I have not used them very much (asthma guidelines) because I am a bit . . . , I
think that I act in accordance with them anyway.’

C. The guidelines are not or hardly ever used. A number of GPs indicate that
they value their own experience, routine and intuition more. Other reasons for
not using the guidelines are that they consider the guidelines to be out of date
or had already set out a protocol before the publication of the guidelines.
Finally, one GP stated that he had a backlog in reading guidelines and had not
yet got to the guidelines on asthma (n=6).

Only four GPs said they were aware of differences between their performance and
the guideline recommendations.

None of the GPs had views that were completely in accordance with the
recommendations in the guidelines (category A).  Half of the GPs were classified
alternately in category A, B, C or D, while the other half belonged alternately to
category A or B. The total number of GPs per category for the different treatment
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aspects can be found in the table 3.1. The views of many GPs, especially with
respect to maintenance treatment and self-management, proved to be in line with
the guidelines.

Table 3.1 Number of doctors per category for the different aspects of the
asthma treatment

A B C D
Therapeutic aim of the treatment 5 15 - -
Subjective versus objective parameters 8 7 2 3
Maintenance treatment 19 1 - -
Treatment of exacerbation 6 12 2 -
Role of doctor and patient 5 7 8 -
Self-management 14 4 2 -
Familiarity with and use of guidelines 7 7 6 -

The views of the GPs who thought they were treating patients in accordance
with the guidelines (categories A and B) did not correspond more with the
guidelines than views of the GPs who indicated that they were not or hardly
conversant with the guidelines (category C).

3.4 Discussion

None of the GPs’ views were completely in accordance with the recommendations
in the Dutch guidelines. It is remarkable that the GPs, who thought they were
treating patients in accordance with the guidelines, did not differ on this point
from those who said they did not know the guidelines very well. Both groups
exhibited the same discrepancies.

Nearly all GPs were convinced of the benefit of anti-inflammatory drugs as
maintenance treatment for asthma. Even though a few GPs queried the long-term
effects of inhaled corticosteroids, this rarely stopped anyone prescribing these
drugs on a large scale. Other research also shows that this aspect of the treatment
is no longer a barrier 12.13.

The readiness of GPs to allow self-management by asthma patients had
already become evident 14. However, good instruction and guidance of patients are
important conditions for successful self-management 15. This requires active
participation by the GP and has consequences for running the practice. A few of
the GPs, who encouraged self-management, appeared to be less active in guiding
the patients. In agreement with this, GPs’ views on the role of GP and patient in
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the treatment of asthma deviated from the recommendations in the NHG
guidelines.

Other discrepancies existed with respect to the views of the GPs on the use of
subjective and objective parameters and on the treatment of exacerbation. It is
remarkable that these discrepancies were either not or hardly acknowledged by the
GPs themselves.

Various views can be found in the interviews that make it clear why certain
recommendations are not followed. The fear that an active approach may appear to
be patronising, is a reason for some GPs to be reticent. A lot of weight is placed on
the patients’ own responsibility, even though this is not always justifiable 12. Some
GPs have so much confidence in the way patients handle their medication and the
instructions given that they do not see the necessity of a more active approach.
Other research has also shown that GPs underestimate certain problems 16.
Discrepancies between complaints and lung-function, understatement of the
symptoms due to familiarity with them, bad inhalation technique and patients’
poor compliance are important factors in this respect 17-20. Furthermore, some GPs
take the line that the patient is the best judge of how things are and will indicate
when there are problems. This is also the reason why some GPs consider the use
of an objective measurement superfluous. To their mind a PEF meter gives no
extra information. Furthermore, some GPs, who do use a PEF meter, consider the
symptoms of the patient to be decisive when there is a discrepancy between the
symptoms and the PEF value. For these GPs the main object is that the patient
feels well. Many GPs indicate that they still prescribe antibiotics regularly to treat
an exacerbation, in contrast to the guideline recommendations. The most
important reasons are the conviction that a bacterial infection is often present and
the fear of side-effects of oral corticosteroids.

It is remarkable that no barriers within the practice setting were mentioned as
an explanation for following a certain policy or failing to do so. In a previous
study barriers within the practice setting had emerged as a problem in the
implementation of good asthma care 12.

As a result of this study it is clear that the following points should be taken
into account in the development of educational programmes on the treatment of
asthma.
•  Misconceptions concerning the presence of bacterial infections and the long-

term side-effects of oral corticosteroids (treatment of exacerbation).
•  The necessity of the use of PEF meters, by now a standard procedure in

diagnostics 21.22.
•  The necessity of an active approach of the GP.
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