
257Volume 35 Number 4, August 2008

Patient and clinician perceptions
of asthma education and
management in resistant asthma:
A qualitative study

Correspondence to: sarah.dean@otago.ac.nz

Sarah G Dean, Vanessa Young, C Raina Elley and Anne Bruton

Sarah Dean is a senior lecturer in Reha-

bilitation at the School of Medicine and

Health Sciences, Wellington, University

of Otago; her background is in health

psychology and physiotherapy.

Vanessa Young is a medical student at

the School of Medicine and Health Sci-

ences, Wellington, University of Otago.

Raina Elley is a general practitioner in

South Auckland and senior lecturer at the

Department of General Practice and Pri-

mary Health Care, University of Auckland.

Anne Bruton is reader in Respiratory Re-

habilitation at the School of Health Pro-

fessions and Rehabilitation Sciences, Uni-

versity of Southampton, UK. Her research

specialises in rehabilitation and manage-

ment of chronic respiratory conditions.

ABSTRACT
This study explores patient and health professional perceptions of asthma
education and management in a lower socioeconomic general practice, us-
ing semi-structured interviews. Perceptions of Maori patients were empha-
sised, due to disparity of asthma health outcomes. ‘Priority’, ‘beliefs’ and
‘frustration’ were prominent emergent themes. Patients were concerned with
issues they confront day-to-day, and did not prioritise longer-term health
promotion. Health professionals face time constraints, limiting their ability
to establish rapport, deal with multiple social and health problems, and
provide asthma education. Beliefs: patients often accepted that their symp-
toms must be tolerated. Reliance on health professionals during acute
exacerbations was their focus, rather than longer-term self-management and
prevention strategies. Health professionals expressed frustration about lack
of patient adherence to preventative self-management strategies whereas
patients were frustrated with the inconvenience of asthma management regi-
mens. The findings highlight the mismatch between the medical model of
health education that places the individual’s medical condition at the centre,
and patients’ realities set within social, economic and cultural contexts, which
are often ‘others-orientated’.
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Introduction
Fifteen per cent of adult New Zea-
landers are affected by asthma and
the incidence is rising.1 Despite simi-
lar prevalence, there are dispropor-
tionately high mortality and morbid-
ity rates from asthma in Maori com-
pared with non-Maori,2 reflecting a
pattern of health inequalities for
Maori that is apparent for many other

medical conditions.3 The overall cost
of asthma to the New Zealand health
care system is estimated to be be-
tween $375 and 800 million per an-
num of which 77% of the cost is at-
tributed to asthma that is not well
controlled.1

Asthma is often inadequately con-
trolled and associated with prevent-
able symptoms.4 One reason for this

is poor adherence to prescribed
medication.5 Asthma education is one
strategy for improving adherence, as
it can assist patients in understand-
ing and managing their condition.
Involving patients in treatment de-
cisions is thought to encourage re-
sponsible self-management of their
condition.6 Effective communication
and establishing a partnership be-
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tween patients and health profession-
als has been found to contribute to
the success of asthma education.7 In
addition, tailoring therapy to indi-
viduals and ensuring good patient–
practitioner relationships can result
in more effective health education.8

More recent qualitative research,
which focussed on only health pro-
fessional views,
suggests that while
asthma guidelines
help to provide the
reasons why pa-
tients should be
helped to manage
their asthma, the
guidelines are less
clear in how to
communicate these
key messages.9 It is therefore impor-
tant to explore patients’ as well as
health professionals’ perceptions of
asthma education and management,
as perceptions from both aspects of
the therapeutic relationship may im-
pact upon the success of education
and use of preventative medication.
In this preliminary summer
studentship study we used one-to-
one interviews, to allow in-depth ex-
ploration of the phenomena in ques-
tion for a particular individual, with
a view to undertaking a larger study
exploring asthma management over
the course of one year.

Method
A layered qualitative analysis was
employed that was consistent with the
principles of Interpretative Phenomeno-
logical Analysis (IPA).10

Setting

Participants were recruited from a
general practice serving an urban,
lower socioeconomic area in Wel-
lington. The practice had 6740 reg-
istered patients (23% European, 22%
Pacific Island, 16% Maori, 15% Mid-
dle Eastern, 13% Asian, 10% African
and 1% ‘Other’ ethnicities).

Participants

Five asthma patients and five health
professionals who routinely saw
asthma patients were recruited. Pa-
tients were purposefully recruited from
the clinic and identified according to
the following inclusion criteria: over
18 years of age, asthma diagnosis of
greater than 12 months, current pre-

scription of pre-
ventative asthma
medication, and
had previously re-
ceived health edu-
cation for asthma
management. Ex-
clusion criteria
were inability to
read and converse
in English as inter-

preters were not funded for this study.
Of the five patient participants,

three were Maori and two were New
Zealand European. Four of the five
had multiple co-morbidities as well
as severe, inadequately controlled
asthma (defined by recent acute hos-
pitalisation or prednisone admin-
istration). The small number of pa-
tient participants was in part due
to the study being conducted over
the summer studentship period as
well as the pilot nature of the work
and the chosen methodology. The
health professional participants
consisted of three family physicians
and two nurses working on the
asthma management programme; all
were New Zealand European.

Interview

The interview schedule included
open-ended questions10 about expe-
riences of asthma, asthma medica-
tions, and asthma education. Several
prompts were available to allow ex-
ploration of issues. Interviews were
audio-taped, lasted between 40 and
60 minutes, and took place over a
five-week period. Verbatim tran-
scripts of interviews were prepared,
using a transcript template.10

Data analysis

Various stages of verification (see
below) ensured that the analytic and
interpretative process was carried out
in a robust manner.11,10 The small
number of participants is typical of
this research methodology which ar-
gues that the research should be fo-
cused on providing an in-depth case-
by-case analysis, affording time to
conduct an iterative process of in-
terpretation that was validated by
research team members.

Interview transcripts were exam-
ined in stages. First, they were indi-
vidually read and re-read to formu-
late ideas and insights. Each page was
divided into three columns. The mid-
dle column contained the transcribed
interview content (data) and the right
column held thoughts, ideas and
comments that arose during this pre-
liminary analysis. The left column
was used to detail keywords and
themes that captured the essence of
the script. This process was repeated
with all transcripts, which enabled a
master list of emerging key themes
to be collated (VY). Key emerging
themes were triangulated independ-
ently and in discussion with two other
investigators (SD, CRE), resulting in
a final set of themes. This procedure
allowed the main themes to evolve
as part of the re-iterative process.12

Results
Three of the primary themes that
emerged were ‘priorities’, ‘beliefs’
and ‘feelings of frustration’ (Figure 1).

Priorities of patients and health
professionals

Health professionals have been
trained to believe that health educa-
tion promotes long-term health ben-
efits as one of the health profession-
als said:

‘..health education promotes good
health which is ingrained into the
health professional as they train.’
– HP* Angela

* ‘HP’ refers to a health professional’s contribution.

Tailoring therapy to
individuals and ensuring

good patient–practitioner
relationships can result
in more effective health

education
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Health professionals also believed
that patients should be educated to self-
manage chronic conditions like asthma.

‘…what I would try to do is bring
them round to a way of thinking that
managing their asthma is their re-
sponsibility, not mine, and they’re not
doing it for me, they’re doing it for
themselves…’ – HP Freda

The health professionals felt that
informing patients about how to man-
age their condition was a duty that
came with their role.

‘I’ve got an obligation to let peo-
ple know certain things…’ – HP
Gertrude

However, time pressures fre-
quently meant that consultations
were shorter than ideal. Lack of time
for health professional–patient inter-
actions may be a barrier to establish-
ing rapport or having time to dis-
cuss individual concerns.

‘…we’re not sufficiently funded to
do everything we would like to do for
that population and so it’s not un-
common for me to be working quite
quickly um, in order to keep the wait-
ing room under control.’ – HP Boris

All the health professionals be-
lieved that health promotion educa-
tion was worthwhile, but acknowl-
edged that this belief was not always
well-received by the patient. They felt
this could be addressed by improv-
ing the health professional–patient
relationship, which they thought was
fundamental to the success of any
patient education. However, many
patients were not enthusiastic about
managing their own asthma, often
because they had other priorities in
their lives, such as job, family, or
church.

‘I worry about people…my partner,
my wife. Susan goes “don’t worry
about them, you worry about your-
self, get yourself better first”.’ – Pa-
tient Jerome

Jacqui talked about how she ne-
glected her health in favour of other
things. She painted a picture of her
life as being chaotic and stressful, and
her co-morbid medical conditions
being uncontrolled. She knew her life
would be easier if her health prob-

lems were managed, yet she could not
make time to deal with them:

‘I haven’t been doing this, I
haven’t been doing that and I know I
should be and you know, do my peak
flows and all that. I’m busy, coming
back to that bloody busy…I’ve got the
rest of the whanau I’ve gotta deal with
and my main concern’d be my
grandchildren…then I can get on with
what I need to do for myself.’

Patients’ lack of priority for self-
management of their asthma was rec-
ognised by health professionals:

‘It’s not a priority for them. It’s
only a priority when they’re sick. Too
many other things are a priority that
they’re not interested.’ – HP Gertrude

‘…it’s very rarely high on their pri-
ority, yeah, that’s right, they want the
letter to Work and Income and you
know, a letter to Housing, and you
know, this is the reality of life, you
know. Life is more important, then
maybe family, and then maybe
health…You might be dealing with do-
mestic violence and someone’s need
for accommodation, and their poorly
controlled diabetes too. Asthma
would be actually off the agenda for

that consultation. I mean, that’s the
reality of working with a high needs
population.’ – HP Katrina

Patient beliefs about asthma

Patients did not always share the same
beliefs as health professionals about
asthma management. None of the
patients felt that they had control of
their asthma or that they could ef-
fectively self-medicate to maintain
control. While some patients stated
that they knew what to do, there
seemed little awareness of the con-
cept of ‘self-management’. Disease
monitoring measures like peak flow
were made primarily to inform health
professionals.

‘…if you can’t get your peak flow
up, you know there’s something
wrong. You do have to go and see a
doctor, you may need something else
for it…like if you are recording it when
you go to the doctor or A&E, you can
tell them what’s been happening.’ –
Patient Lucy

Patient participants often de-
scribed their asthma as being uncon-
trolled. However, they generally ac-
cepted and tolerated their asthma

Patients
Health Professionals

Environmental
Factors

Cultural
Factors

Personal
Factors

Treatment
benefits and
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Patients’
agenda

Patient–health
professional
relationship

Time, money,
family, children

Funding for
service and
HP training

Beliefs:
Patients see condition as a
series of acute episodes; health
professionals seek ongoing
management

Priorities:
In the context of a chaotic

social milieu

Feelings of frustration:
Non-health issues are

more important than health issues

Figure 1. Themes emerging from the layered analysis
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symptoms even though they could
be treated.

‘I’ve always had asthma on a daily
basis. I’ve even tried different medica-
tions and different, you know, spacers
and stuff like that.’ – Patient Lucy

Lucy was resigned to the belief
that her asthma would not improve
since she had tried many medications
and had not seen any improvement.
Her aim was to maintain the current
severity of her asthma and avoid any
further decline:

‘I can’t see it getting any better,
not now. But if I can maintain my, my
management plan…’ – Patient Lucy

This acceptance of asthma symp-
toms by patients was recognised by
health professionals. If uncon-
trolled asthma was common in the
family then asthma was often not
seen as a problem.

‘…if there’s a family history of
asthma and they have also a back-
ground where their experience has
been of people’s asthma not being well
controlled, it’s almost the norm to be
wheezy and the norm to cough.’ – HP
Katrina

Feelings of frustration

Frustration was a common theme ex-
pressed by both health professionals
and patients, al-
though for dif-
ferent reasons.
The frustration
of health profes-
sionals was of-
ten directed to-
wards patients.
One health pro-
fessional de-
scribed how she
was aware of
such feelings
but knew she
had to prevent
them affecting her professional role:

‘No matter how frustrated I get,
no matter how much I know they
could be doing better and so on and
so on…I’ve got to deal with feelings
about that so it’s not too [frustrating].’
– HP Gertrude

There was evidence to suggest that
much of the patients’ frustration was
related to the inconvenience of the
medication or their asthma manage-
ment regimens.

‘Because when I’m taking it I take
one puff then I don’t wait a couple of
minutes, I just wait a few seconds and
then have another puff…because it’s
usually, I’m usually taking it either
in the middle of the night or at some
ungodly hour of the morning and I
just really can’t be bothered staying
awake, you know, waiting around.
Or, it’s in the middle of doing some-
thing I just need to keep doing.’ –
Patient Lucy

This, and the following excerpt, il-
lustrate that knowledge of the medi-
cation regimen does not automatically
translate into performing the appro-
priate behaviour; another source of
frustration for the health profession-
als as well as the patients – who do
not feel they need to be told any more
what they should be doing:

‘I know everything I’m supposed
to be doing and sometimes I’m not
doing it but I still know what I should
be doing, what I could be doing and
what I should be doing…there is times
when I sort of get lazy. Yeah, I don’t
know, I just get lazy, get out of habit

and then try
and pick it up
again…Maybe
just ah, um, oh
usually it’s just
like I said be-
fore, I haven’t
picked up a pre-
scription or
s o m e t h i n g .
Yeah, and then
like two days
later I just keep
forgetting and I
get used to not

living with it so…until I get round to
getting it…I can still survive without
Flixotide, but the Ventolin, nah, I need
it.’ – Patient Tom

Additionally, patients commonly
expressed frustration regarding
asthma itself as well as the treatments,

and how asthma disrupted their life-
style. One participant expressed how
it interfered with her quality of life.
She had been restricted by her asthma
when she was younger and very lit-
tle had changed since then:

‘There are times that I resented
having asthma because I missed out
on things, even as an adult I couldn’t
go, do things because of my asthma.
You know, it was just so inconven-
ient. It’d come when I least had
wanted it.’ – Patient Jacqui

Discussion
The main finding emerging from this
study is the lack of coherence in pri-
orities and beliefs between health pro-
fessionals and participants. The health
professionals often seemed aware of
this mismatch. Health professionals
also demonstrated that they have a
good insight and understanding of the
issues affecting their patients but were
frustrated at their inability to address
many of these issues.

The lack of coherence in priori-
ties appears to stem from the preva-
lence of the ‘medical model’ of edu-
cation, which leads to a dissonance
between health professionals’ feel-
ings of responsibility to deliver
health education and the complex
reality of patients’ lives. Although
this might be a simplistic explana-
tion it is consistent with the find-
ings of Jones and colleagues who
explored views of using guided self-
management plans for asthma.13

However, in the current study, health
professionals were aware that their
model of education was often un-
successful. They acknowledged the
patients’ competing priorities and
that these may be obstacles to the
delivery of effective asthma educa-
tion. Similarly, the disconnect be-
tween patient and health profes-
sional behaviour may stem directly
from factors in the patients’ lives and
that a less than perfect management
of asthma was tolerable to patients.

Lack of coherence was also evi-
dent in the beliefs about asthma. While
the health professionals treated asthma

The lack of coherence in
priorities appears to stem from
the prevalence of the ‘medical

model’ of education, which
leads to a dissonance between

health professionals’ feelings of
responsibility to deliver health

education and the complex
reality of patients’ lives
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as a chronic condition that required
management on a daily basis, the pa-
tients often approached it as a recur-
ring acute, on-off, condition that re-
quired doctors’ attention only when
symptoms became excessive; this
acute episodic belief has been associ-
ated with poor self-management in a
similar urban population.14 On the
other hand there was coherence
emerging in the feelings of frustra-
tion expressed. These feelings also
seem to have been related to the mis-
match of the model of health educa-
tion used versus the patients’ reality.
While frustration was felt by the pa-
tients due to their lack of control over
their asthma, they possibly also did
not regard it as such a big health is-
sue as their health professionals. In
contrast health professionals were frus-
trated due to the lack of success of
their messages within the education
and prevention programmes.

The barriers to asthma education
and prevention are often socioeco-
nomic and cultural, which means they
are not easily overcome.15 Patients of-
ten put other priorities ahead of tak-
ing care of their health. In this study,
patients were mainly ‘others’ orientated.
That is, they put others before them-
selves, and tended
to prioritise the
family (whanau),
the church, or eco-
nomic factors, over
themselves. This
needs to be recog-
nised, as the medi-
cal system usually
places individual
patients or their
condition at the
centre of action.
Competing forces
in patients’ lives
are not necessarily acknowledged in
the medical model. Lifestyle, socioeco-
nomic, cultural and educational fac-
tors are all known to influence asthma1

and were clearly expressed by both
health professional and patient partici-
pants in this study as affecting patients’
ability to self-manage.

Previous research on the percep-
tions of health professionals and pa-
tients with asthma is limited. Sweeney
and colleagues conducted a qualita-
tive study in which eight focus groups
(four with health
professionals, four
with asthma pa-
tients) also re-
vealed differing
concepts about the
disease.16 Views
about asthma self-
management plans
were explored in
other qualitative
studies,13,9 which
found that guided
self-management
plans were not
popular with either health profes-
sionals or patients, but for differ-
ing reasons. The current study pro-
vides some insight into why such
self-management plans are often not
successful, as acute problems are
prioritised over prevention (both
social and medical) and such plans
are individual-focused and assume
patients see their asthma as an on-
going health condition that they
are responsible to manage, instead

of an episodic
condition out-
side of their con-
trol that should
be managed by
health profes-
sionals when it
arises.14

Several stud-
ies have consid-
ered patients’
perceptions in
isolation. One
study conducted
interviews with

asthma patients to explore their at-
titudes to medication.17 The authors
classified participants into three
groups: ‘deniers’, ‘acceptors’ and
‘pragmatists’. The current study has
also identified the wider family, so-
cial, economic and cultural context
which plays an important role in pri-

orities, beliefs and adherence to
asthma education and management.

This exploratory study has also
found that knowledge does not nec-
essarily translate into action. One

patient talked
about the incon-
venience of her
medication regi-
men, so that al-
though she was
aware of the pre-
scribed treatment,
she chose to ig-
nore it. This is
known as inten-
tional non-adher-
ence18 and reflects
the complexity of
the situation fac-

ing our participants. In contrast ‘un-
intentional non-adherence’ – for ex-
ample when a patient fails to recall
the complexities of the treatment –
can be remedied by providing more
information or memory aids. Our
findings are therefore consistent
with the behaviour change model ex-
plaining the interaction between
personal and environmental factors
with behaviour.19 The patient does
not perceive a significant benefit
(personal factor) in taking the medi-
cation as prescribed. Thus, it is be-
lieved that the benefits gained by
taking the medication and promot-
ing health are outweighed by con-
cerns regarding side effects,20 the in-
convenience of implementing these
behaviours or by other competing
priorities. Other personal factors
known to affect behaviour, such as
motivation, confidence and skills/
strategies, were not major themes
found in this study.

Strengths and limitations

This qualitative study was conducted
with a small number of participants
(10), which is consistent with the
idiographic, or case by case, ap-
proach taken, and allowed in-depth
analysis of each participant’s story.
However, in the context of a qualita-
tive research paradigm the conclu-

Lifestyle, socioeconomic,
cultural and educational
factors are all known to

influence asthma and were
clearly expressed by both
health professional and

patient participants in this
study as affecting patients’

ability to self-manage

Participants were typical of
patients with multiple
health problems and

complex social situations
from a lower socioeconomic

area. Such patients have
been reported to be the
most likely to be non-

adherent for many reasons
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sions from the current study cannot
be generalised to different
populations. Nevertheless, partici-
pants were typical of patients with
multiple health problems and com-
plex social situations from a lower
socioeconomic area. Such patients
have been reported to be the most
likely to be non-adherent for many
reasons.15 Therefore, targeting this
group could result in the most sig-
nificant improvement in health out-
comes; results from this study have
been incorporated into the design of
a year long exploration of seasonal
variation in childhood asthma and its
management in Maori families.

Conclusion
The results highlight the complex-
ity of patient–health professional re-
lationships, particularly the discon-
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nect between the model of health
education that places the individu-
al’s asthma and their ongoing man-
agement at the centre, and patients’
beliefs of an on-off disease that is
set within the complex reality of
their social, economic and cultural
context and which is often ‘others-
orientated’. It is important that fur-
ther enquiry acknowledges and in-
volves the wider group of people
that form part of the patient’s life,
and includes the health issues of both
the patient and the wider family. This
study is currently under way. Edu-
cational programmes to encourage
the self-management of asthma may
be more successful if we can find
ways to develop interventions that
will enable the prioritisation of
health prevention in an often cha-
otic social milieu.
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