
Introduction
The asthma costs for both individuals and society
have escalated in the last decade. Research has
indicated that a large proportion of these costs is from
a small percentage of those who suffer from more
severe asthma. 1-3

But what is 'severe' asthma?  One definition is
provided by the British Thoracic Society (BTS) 4

which categorises severity, in the main part, by the
treatment step (i.e. level of medication) the individual
is on.  For example, Step 1 is the occasional use of
bronchodilators (mild asthma) and Step 5 involves
high levels of anti-asthma medication (severe
asthma).  The Global Initiative for Asthma (GINA)
take a slightly different view 5 and determine severity
by the level of symptoms and/or level of impaired
lung function and/or frequency of exacerbations
before any therapy.  It is of note, however, that most
classifications of 'severe' asthma have not been
validated with regard to reproducibility and
measurement reliability. 6 It has been suggested that
clinical assessments regarding severity should be
based on the patient's current symptoms and history of
prior treatment 7 and in addition airflow impairment. 8

What about those patients who are on medication but
who still suffer high levels of morbidity? 9 Should
these patients be defined as having 'difficult' asthma?
The European Respiratory Society (ERS) taskforce
defines difficult/therapy resistant asthma as 'that
which is poorly controlled in terms of chronic
symptoms, episodic exacerbations, persistent and
variable airways obstruction and a continued
requirement for short-acting βeta-2-agonists despite
delivery of a reasonable dose of inhaled
corticosteroids". 10 Children with difficult asthma
have been defined as those "on 800 µ g per day or
more of beclomethasone or an equivalent dose of ICS
[and] who remain symptomatic on 3 or more days a
week". 11 Others define difficult asthma as "failure to
achieve control when maximally recommended doses
of inhaled therapy are prescribed". 12 It is clear that
different agencies and authors may use the terms

severe and difficult asthma in different ways. 10 This
further implies that different healthcare professionals
(e.g. GPs versus hospital consultants) and, indeed,
different individuals, may have different perspectives
on severe and difficult asthma.  Thus, when
communicating with GPs regarding severe and
difficult asthma, it is essential to explore their
understanding of these concepts.  What do these
health professionals on the front end of delivering
asthma services in primary care understand as severe
asthma and difficult asthma? 

Aims
l To determine the definitions of 'severe'  and 

'difficult' asthma expressed by general 
practitioners.

l To explore how these definitions relate to their 
experience.

Methods
For this study we employed a qualitative approach
that used in-depth interviews with GPs to collect the
data. 13 Data collection and initial analysis were
performed according to the grounded theory
methodology. 14 This methodology allows the
investigation to be exploratory and inductive as
opposed to other methods and can be applied to both
qualitative and quantitative data.  It can also be used
to provide fresh insight into a familiar situation. 15

The semi-structured individual face-to-face interviews
lasted from 30 to 45 minutes.  The opening question
requested the GPs' understanding of severe asthma
and difficult asthma and then subsequent questions
were asked around the areas of management, in order
to help understanding.  Purposive sampling was used.
Thirteen GPs in total were interviewed, seven from
Norwich and six from Grampian.  Size of practice,
gender, number of years in practice and special
interests were stratified in order to obtain a wide
range of views. Interviews took place in the GPs'
surgeries/offices, were taped with permission and later
transcribed. The transcripts were entered into the
NUD*ist Vivo (N-Vivo) software package, analysed
for specific topics and broad themes identified.
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Aims: To explore how severe asthma and difficult asthma are
perceived by general practitioners

Methods: Qualitative grounded theory method was used. 13 GPs
were interviewed and the interviews recorded, transcribed and
analysed for themes.

Results: There were different perceptions of 'severe' asthma and
'difficult' asthma from most GPs. The main difference was that
'severe' asthma was understood in more medical terms where
'difficult' asthma tended to be asthma that was difficult to get under 

control due to a variety of reasons including social and psychological
patient variables.  Two GPs refused to use the term 'difficult' asthma,
one because of the excessive numbers of terms being used in asthma,
and the other because of its pejorative nature.

Conclusions: These different perceptions confirm that there is no
one agreed definition for severe asthma nor difficult asthma.
However, difficult asthma in most cases had a broader  definition,
including psychological and social implications and factors, than
severe asthma.
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Results
There was a consistent difference in definitions given
of 'severe' asthma and 'difficult' asthma.   An unusual
view was that there was no difference because "from
a medical point of view severe asthma is asthma that
is difficult to control" (Interviewee GP 1-1).  

With regard to 'severe' asthma, some GPs referred to
the BTS steps directly or referred to level of
medication (mainly oral steroids) when defining their
first views of severe asthma.  Recurrent definitions
also mentioned a high level of hospital admissions
and being symptomatic.  

With regard to 'difficult' asthma, lack of control over
the disease was consistently referred to with patient
variables given as a cause for the lack of control.
Reference to more psychological and social factors
was made when discussing 'difficult' asthma
compared to 'severe' asthma. 'Severe' asthma was
described in more medical terms while 'difficult'
asthma tended to be described as asthma that was
difficult to get under control for a variety of reasons
including social and psychological patient factors.
Although psychosocial factors were referred to with
'severe' asthma, the GPs highlighted these more when
explaining 'difficult' asthma.  Two GPs would not use
the term 'difficult' asthma.  One indicated that this
was because of its "pejorative" nature and the other

because there
are "too many
different
terms" already
in use.  An

additional GP admitted that he hadn't thought so much
in terms of 'difficult' asthma, rather 'difficult-to-treat'
asthma.  Examples of the different descriptions can be
seen in Box 1.

As mentioned, in the 'severe'/'difficult' asthma
definitions, patient factors were seen as important.
These variables were often associated with issues of
compliance and self-management.  Examples of
attributes seen as detrimental to optimum asthma
management were categorised under five main initial
categories.  These were knowledge, identity, coping,
health behaviours and other factors (see Box 2).

Interviewees gave examples of the types of
approaches and tactics they saw as useful in
combating negative attributes. These included, for
example, changes to the medication regimen to
combat factors such as forgetfulness and stigma.
Education was mentioned universally as the main
tactic used in order to overcome knowledge barriers.
Reassurance, building confidence, discussion of
emotions, building trust, a little coercion and
motivating the patient were all mentioned as
additional tactics that could be used.  It was
highlighted that each patient is an individual and this
can affect which tactics will be used and how
confrontational the approaches taken will be. (see Box
3).

When asked about future hopes, most of the GPs felt
confident that in the future there will be new drugs
that modify asthma more effectively than at present.
An unusual attitude was that even if drugs and
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Box 1: Examples of definitions

Severe asthma
"Going back to the basic medical thing, it is those people who
have previously been proven to be in danger from their
asthma….." Interviewee GP 7

Severe and Difficult difference
"..I suppose severe is perhaps more of a straight clinical
..medical asthma related thing whereas the difficult perhaps is
multi factorial isn't it.  It's not just the asthma, it's the way
they're, they're coping with their asthma and the rest of the
problems in their life." Interviewee GP 5

Difficult asthma
Researcher: "What would you take to mean by difficult asthma?
GP: "Probably difficult patients actually"
Researcher: "So it's more to do with the patient rather than the
disease?"
GP: "Yeah, yeah." Interviewee GP 4

"Difficult asthma is not a term I would think of using, but I
suppose that would be to do with, asthma where the control isn't
easy to establish.  It might be to do with factors of the person, to
do with, capacity to understand, to do with effective drugs, to do
with whatever, but its not a term that I, I would particularly think
of…" Interviewee GP 1-5

"….difficult asthma isn't a term I would use. But one would
recognise that there are those people for whom, or in whom, the
asthma is difficult to control….either for their doctors or for
them…"
"…I would be wary of the term difficult asthma because, in case
it is being used to mean difficult person with asthma."

Interviewee GP 7

Box 2 - Categories of perceived patient barriers

Category Examples

Knowledge Lack of understanding

Complex therapies

Lack of confidence in dealing with 

asthma

Fear of steroids

Inhaler technique

Identity Denial of initial diagnosis

Denial of severity

Stigma of being 'asthmatic'

Coping Irresponsibility

Forgetfulness

Chaotic

Lack of motivation

Health Behaviours Smoking

Alcohol problems

Drug problems

Other factors outside of the Lower class

disease Employment problems

Marital problems

Family problems

Age - i.e. Teens and middle age men

Stress from other sources
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delivery systems were greatly improved in the future,
they may still not work with those with severe and
difficult asthma.

Conclusions
The main results demonstrate that 'difficult' asthma
and 'severe' asthma are perceived differently by the
vast majority of the GPs interviewed.  When referring
to severe asthma, the GPs mentioned high levels of
medication, hospital admissions and symptom levels
as the main factors.  This has been suggested as the
basis of the clinical assessment of severity 7 and, as
such, may be what one would expect from a primary
care health professional.  When referring to difficult
asthma, the main factor described was lack of control
over the disease.  This control factor has also been
highlighted in previous definitions given. 10;12

However, lack of control was not necessarily related
to the severity of the disease.  Rather, GPs often
referred to non-medical patient variables (e.g.
psychological and social factors) when explaining
what made the asthma difficult.  This agrees with
some articles that have appeared on how to manage
difficult asthma. 10 These patient non-medical factors
were highlighted more with difficult asthma than with
severe asthma. 

It is not only general practitioners who provide
asthma care in primary care.  Practice nurses have had
an increasing role in the last decade. 16 Therefore any
work on asthma definitions and experiences of asthma
management in primary care must include practice
nurses.  Work is currently being carried out to see
what practice nurses understand as severe and
difficult asthma and whether this differs from GPs'
understanding.

Although the current study has a small sample size,
this is offset by the strengths of carrying out
qualitative work of this nature. 17 For example, this
study has highlighted many factors that contribute to
GP attitudes towards asthma management.  These
factors emerged from the doctors themselves through
the semi-structured nature of the interviews.  Using
quantitative methods might have precluded the
emergence of some of these factors.  The use of
qualitative methods is further supported by the finding
that although patient characteristics were seen as an
important aspect in the management of severe and
especially difficult asthma, the doctors' hopes for the
future tended to rely on medication. This paradox
might not have been highlighted through conventional
quantitative methods. 

All the GPs reserved enough time for the interview
and investigator despite the widely recognised
pressure on GP time nowadays. 18;19 The GPs
appeared to be reasonably relaxed, open in their
discussion and not apprehensive, which can impact on
the data collected. 20

In conclusion, this study has shown the different
meaning given to severe asthma and difficult asthma
from the GPs' perspectives and how they perceive
patient attributes as an important variable when

aiming for
optimum asthma
management in
this group of
patients.  How
GPs perceive their
patients' attributes,
as well as the
clinical aspects of
the disease, are
therefore important
when looking at the management of severe and
difficult asthma. n

References
1. Smith D H, Malone D C, Lawson K A, Okamoto L
J, Battista C, Saunders W B. A national estimate of
the economic costs of asthma. American Journal of
Respiratory Critical Care Medicine 1997; 156 :787-93.
2.Walsh L J, Wong C A, Cooper S, Guhan A R,
Pringle M, Tattersfield A E. Morbidity from asthma in
relation to regular treatment: a community based
study. Thorax 1999; 54 :296-300.
3.Adams R J, Smith B J, Ruffin R E. Factors
associated with hospital admissions and repeat
emergency department visits for adults with asthma.
Thorax 2000; 55 :566-73.
4.British Thoracic Society, National Asthma
Campaign, Royal College of Physicians in association
with the General Practitioners in Asthma Group,
British Association of Accident and Emergency
Medicine, British Paediatric Respiratory Society,
Royal College of Paediatrics and Child Health.
Guidelines on the management of asthma. Thorax
1997; 52 :S1-S21.
5. Global Initiative for Asthma. GINA Workshop
Report. 95-3659. 1995.  National Insititutes of Health. 
6. Stirling R G,.Chung K F. Severe asthma: definition
and mechanisms. Allergy 2001; 56 :825-40.
7. Goals for the management and treatment of asthma,
definition, diagnosis, disease types, and classification
of severity. International Archives of Allergy and
Immunology 2000; 121 :4-14.
8. Liard R, Leynaert B, Zureik M, Beguin F-X,
Neukirch F. Using Global Initiative for Asthma
guidelines to assess asthma severity in populations.
European Respiratory Journal 2000; 16 :615-20.
9. Price D, Ryan D, Pearce L, Bride F. The AIR
Study: asthma in real life. The Asthma Journal
1999; 4:74-8.
10. ERS Taskforce. Difficult/therapy-resistant asthma.
European Respiratory Journal 1999; 13 :1198-208.
11. Ranganathan S C, Payne D N R, Jaffe A,
McKenzie S A. Difficult asthma: Defining the
problems. Pediatric Pulmonology 2001; 31 :114-20.
12. Barnes P J,.Woolcock A J. Difficult asthma.
European Respiratory Journal 1998; 12 :1209-18.
13. Rubin H J, Rubin I S. Qualitative Interviewing:
The Art of Hearing Data. London: Sage Publications,
1995.
14. Strauss A, Corbin J. Basic of Qualitative
Research: Grounded Theory Procedures and
Techniques. London: Sage, 1998.
15. Stern PN. Grounded Theory Methodology: Its
uses and processes. In Glaser B G, ed. Grounded

Original Research

Primary Care Respiratory Journal  101

Box 3: How GPs cope with compliance problems
Examples of the approaches and tactics used by the GPs
interviewed

l Patient education
l Making the medication regimen simpler
l Reassuring the patient
l Building confidence and trust of the patient
l Discussion of emotions with patient
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