Eur Respir J 2000; 16: 797-798
Printed in UK — all rights reserved

EDITORIAL

Copyright ©ERS Journals Ltd 2000
European Respiratory Journal
ISSN 0903-1936

Asthma control: where do we fail?

J.C. Kips, R.A. Pauwels

The present issue of the European Respiratory Journal
publishes the results of the Asthma Insights and Reality
in Europe (AIRE) study, a large scale telephone survey
assessing the degree of asthma control as experienced by
patients in Europe [1]. In line with other recent surveys [2,
3], this study indicates that at present the goals for long-
term asthma management, as put forward in current
guidelines [4] are clearly not being met. Half of the adults
experienced daytime symptoms at least once a week, 30%
reported asthma-related sleep disturbances at least once
a week and 28% had required an unscheduled urgent
care visit in the past 12 months. Uncontrolled asthma not
only puts the patient at risk, but also has considerable
economical implications, as this results in a substantial
increase in asthma related healthcare utilization [5, 6].
Therefore, it is important to understand the reasons for
this overall lack of asthma control and from there on
design strategies that efficiently improve this situation.

Several factors are likely to be involved. A striking
observation in the AIRE study is that despite having
symptoms, the majority of patients consider their asthma as
being well controlled. It has been reported that some
asthmatic patients poorly perceive symptoms and frequ-
ently underreport them to their physician [7]. As a con-
sequence, patients might not always fully realize that
they have the symptoms, without being actively asked.
This seems important for the approach a physician should
take in assessing asthma control. Symptoms should be
actively inquired about, instead of waiting for them to be
spontaneously mentioned. Instruments have been deve-
loped to do so relatively easily. It has recently been
proposed that asking five simple but focused questions,
measuring peak flow and recording the need for rescue
medication is sufficient to properly evaluate the degree of
asthma control [8]. The follow-up of asthma patients is
probably insufficient, which is illustrated by the ob-
servation from the current study that 60% of children and
45% of adults had never had a lung function test. This
highlights the continuing need for the education of phy-
sicians. Informing physicians about guidelines increases
their knowledge, but does not automatically lead to
behavioural changes. In order to be effective, education
should focus on the practical implementation of the
concepts introduced in the guidelines [9]. It has been
shown that this can be done and that this carries sig-
nificant long-term benefits for the asthma patient [10, 11].
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However, other factors probably also contribute to the
discrepancy between symptoms and perceived asthma
control. Maybe patients expect asthma to cause certain
disabilities, and therefore accept some degree of symptoms
as being inevitable and adapt their lifestyle accordingly.
This calls for renewed efforts in disseminating the key
points from the current guidelines, underlying that asthma
should not inhibit (near) normal physical activities,
provided it is properly treated.

The absence of proper treatment is another key finding
in the current survey. The majority of patients used PB,-
agonists as required, but even in the group of patients with
severe symptoms, only 25% used inhaled steroids. From
this study, it cannot be deduced whether the low use of
steroids is due to insufficient prescription or unwillingness
from the patient to use the prescribed compounds. Data
from a similarly designed Canadian study indicate that the
majority of patients do not understand the rationale for
using inhaled steroids. Most of them have significant fears
concerning their side effects [12]. In addition, the cost of
steroids as well as the resentment of having to use regular
medication is likely to further diminish patient adherence
to inhaled steroids [13, 14]. These various factors can lead
to a situation where patients prefer symptoms to treatment
with steroids. This might again call upon a change in the
patient approach. There is ample evidence that inhaled
steroids, even at low doses are cost-effective at improving
symptoms, lung function and at reducing mortality [15,
16]. In addition, even when used over a long time period,
low to moderate doses of inhaled steroids appear to be
safe [17]. Reiterating this information both towards phy-
sicians and patients would therefore, seem very appro-
priate. Studies based on questionnaires as well as on
general practice records indicate that physicians insuffi-
ciently prescribe maintenance treatment [18, 19]. How-
ever, specific education programs increase both the
prescription rate of and adherence to steroids, improving
the overall degree of asthma control [9-11, 20]. This
message can be strengthened by a broad application of the
"add-on" approach, combining 2 controller medications
as opposed to installing high doses of inhaled steroids
[21-23].

Finally, the validity of the gold standard, used to define
asthma control in the patients needs considering. The
Asthma Insights and Reality in Europe study shows that
compared to the goals set by current guidelines, patients
are insufficiently controlled. These goals have been rea-
ched by consensus. The possibility exists that they might
be over-ambitious for use in daily practice. Although,
current treatment is effective in reducing symptoms in a
majority of patients, it does not control asthma fully. Even
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the combination of inhaled steroids with long-acting in-
haled [3,-agonists at routinely advocated doses in mild to
moderate persistent asthma does not succeed in reducing
the percentage of days with no asthma symptoms to below
50% [23-25]. In patients with more severe disease, this
result is even unachievable without inducing treatment
related side effects. This therefore, means that it might be
more realistic to adapt the goals of asthma treatment to the
efficacy of currently available treatment regimens and the
severity of the disease. In addition, it remains to be
proven whether adapting treatment intensity to maintain
full asthma control, if at all possible, will improve the
long-term outcome of asthma, avoid side effects and
reduce healthcare utilization. Only then will it be known
whether in the end, the Asthma Insights and Reality in
Europe study proves that the patient is right or wrong in
minimizing treatment and accepting some degree of
symptoms.
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