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EDITORIAL

Achieving optimal asthma control:
Can this be informed by recent studies of
professional–patient communication?

The paper in this issue from Bellamy and
Harris [1] is timely and of interest. A survey
of patients and GPs from seven countries, it
reports apparent inadequacies in current levels of

Living and Breathing study [7] identified that the
majority of patients with mild to moderate asthma
were satisfied with the level of asthma care they
received, despite a high level of daily symptoms and
asthma control, and a mismatch between GP and
patient perceptions. The study itself has not used
validated questions to assess asthma control but the
questions used appear to be consistent with targets
in current asthma guidelines—–apart from the
requirement to have no reliever usage in an eight-
week period which is tighter than many current
guidelines suggest. Notwithstanding that the high
levels of asthma symptoms and lifestyle limitation
certainly support ongoing reports of deficiencies
in asthma control, GPs’ views correspond to
information within guidelines and evidence from
recent studies with the majority believing that
asthma control is achievable for a substantial
proportion of asthma patients even though their
patients are not achieving this objective. GPs
were concerned that their patients accepted their
symptoms as normal and were frustrated that
patients were not more forthcoming about their

night-time symptoms. Respondents’ satisfaction
with asthma care fell by almost half once they
were shown the asthma symptom management
goals outlined in international guidelines. This
finding supports the observation that asthma
patients do not realise they could be better.
Most respondents were unaware of these goals
and, indeed, expressed scepticism about them
because their own experience did not match these
expectations.

Thus, sub-optimal asthma control is inherently
related to lack of education, or knowledge [8,9].
This, in turn, underpins the mismatch between
patient and professional perceptions of what level
of control can be achieved. Education is the key
to optimising control, opening up the consultation
to discuss symptoms, and supporting patients in
asthma management. Education helps to increase
patients’ knowledge about their health, condition
symptoms.
Educating asthmatic patients to recognize
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and self-care, and has been associated with
improvements in disease control [10].
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ccurately and to respond to their own symptoms
s critical. Under-treatment of symptoms because
f poor perception has been claimed to increase
he risk of fatal asthma [2], as well as impacting
n patient quality of life [3]. However, Bellamy
nd Harris’s findings correspond with those from
revious surveys: asthma control, as measured
gainst internationally agreed guidelines [4], is
ften sub-optimal [5,6]. Why is this the case? The

471-4418/$30.00 © 2005 General Practice Airways Group. Publ
oi:10.1016/j.pcrj.2005.06.002
However, what is the best method for delivering
sthma information and self-management advice to
atients? Bellamy and Harris conclude that patients
hould be more proactive in reporting symptoms,
ut acceptance of sub-optimal control has
onsequences for patient help-seeking behaviour.
ones et al.’s study of COPD patients indicated that
hen patients are unsure as to which symptoms

ndicate poor control or an exacerbation, they are
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reluctant to ‘‘bother the doctor’’ [11]. Similarly,
asthma patients tend not to voice non-medical
variables within the consultation, in the belief that
these are not relevant [12]. Thus, opportunities
within the consultation for the GP to work with the
patient in order to optimise asthma management
may be limited due to patients not recognizing
symptoms, or patients assuming that information
is not relevant and thus not presenting it in the
consultation. Patients differ in terms of asthma
characteristics, such as symptoms and triggers,
as well as personal attributes and lifestyles [13].
The onus is on the healthcare professional to use
patient-centred communication skills [14] in order
to gather appropriate information from the patient
on a range of disease and illness characteristics
[15], and then to use this as the basis for providing
education and information to the individual patient
[16]. The process of providing education is critical.
For example, a study of provision of smoking
cessation advice in primary care [17] showed that
patients wanted advice and education that was
personalised, positive, pertinent and practical but
did not wish to be ‘‘preached to’’.

We know that the behaviour of GPs in practice

required to investigate if this data is applicable
to UK settings and healthcare providers.

• Encourage optimal asthma management by
using communication behaviours that encourage
greater involvement of patients in the
consultation — this can be beneficial in terms of
disease control and patient view of consultations
(14).

• Improve clinicians’ awareness of their patients’
health beliefs [25] and of the behavioural
processes involved in determining individuals’
ability to regulate their own health behaviour
[21]. The onus is on the healthcare professional
to identify patient beliefs and views, in order
to address any misconceptions (such as low
expectations of the level of control which may
be achievable through treatment) that may
be based on lack of accurate information.
In COPD we know that lack of understanding
leads to delay in presenting an exacerbation,
which, in turn, has a substantial impact on
morbidity and mortality [26]. It may be that
better understanding of one’s asthma (a positive
change in illness representations [25]) promotes
intention to perform new, more effective self-
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seems to be based on a desire to work in partnership
with the patient [18,19] thus avoiding risking
damage to the doctor-patient relationship. GPs
may not wish to explore patient symptoms and
level of control in more depth, due to the possible
misperception that patients are not willing to
do so. However, patients may be more open to
discussing their symptoms within the consultation
when they are made aware of what can indeed be
achieved in terms of asthma control, particularly
when advice about achieving better control is
personalised and tailored to their individual needs
[20].

Encouraging patients to report symptoms,
identify goals, and work with the healthcare
professional, depends on the full involvement of
patient, GP, and practice nurse in partnership
[21]. Training healthcare professionals in patient-
centred asthma management so that they develop
the communication skills required to help a range
of patients with individual disease characteristics,
personal attributes and lifestyles, may be an
important factor in asthma management. We
suggest that preparing professionals to work with
patients towards optimal asthma management has
several components:

• Specify professional communication behaviours:
studies are now beginning to identify the precise
clinician behaviours [22] which impact favourably
on patient outcomes [23,24] but future work is
care behaviours [27].

n conclusion, the mismatch between patient and
P beliefs and goals identified by Bellamy and
arris is likely to be associated with patient
ducation needs and sub-optimal communication
ithin the consultation, particularly with regard to

dentifying patient beliefs and goals. If outcomes
or patients receiving asthma treatment are to
mprove, healthcare professionals should raise
atient expectations by taking into account what
atters to patients in terms of symptom control,

nd then setting treatment goals accordingly.
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