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OBJECTIVE: To determine the views of family physicians
regarding selected asthma recommendations from a Cana-
dian practice guideline and the supporting evidence, and to
identify issues needing further development if family physi-
cians are to find guideline recommendations to be truly use-
ful clinical tools.
SETTING: Four urban communities in Nova Scotia, Prince
Edward Island and New Brunswick.
PARTICIPANTS: Twenty community family physicians
representing different practice settings, and varying accord-
ing to age and sex, were recruited to participate.
DATA COLLECTION: Four focus groups were held, each
lasting 2 h, at which recommendations from a published
asthma guideline were presented for discussion on the appli-
cability to their practices. The data were analyzed using a
grounded theory method.
RESULTS: Physicians rely on clinical judgment in lieu of
objective measures in diagnosing asthma and resist treating
every exacerbation with steroids. They thought that the rec-
ommendations on smoking and patient education should
have been stronger or more prominent. Patient noncompli-
ance limits the usefulness of home peak flow measures. Top-
ics such as allergy assessment and most pharmacological
therapies triggered little discussion.
DISCUSSION: Asthma guideline developers and those in-
terested in enhancing compliance with recommendations
will need to attend to factors such as physician attitudes and
beliefs on a variety of issues, including the use of objective
measures and the availability of adequate resources to con-
duct the tests. Similarly, negative patient attitudes toward an

increased use of corticosteroids suggest that a public educa-
tion program would be most helpful regarding that group of
recommendations.
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Asthme et soins primaires : faciliter l’applica-
tion des lignes de conduite
OBJECTIFS : Recueillir le point de vue d’omnipraticiens sur cer-
taines recommandations concernant l’asthme, tirées d’un guide thé-
rapeutique canadien et fondées sur des preuves, en plus de cerner les
aspects devant être améliorés pour que les omnipraticiens considè-
rent les recommandations relatives aux lignes de conduite comme
des outils cliniques vraiment utiles.
MILIEU : Quatre centres urbains de la Nouvelle-Écosse, de l’Île-
du-Prince-Édouard et du Nouveau-Brunswick.
SUJETS : Vingt omnipraticiens communautaires travaillant dans
des milieux différents et présentant des caractéristiques différentes
quant au sexe et à l’âge ont participé à l’étude.
COLLECTE DE DONNÉES : Il y a eu quatre réunions de groupe
de consultation, d’une durée de deux heures chacune, au cours des-
quelles on a présenté des recommandations tirées d’un guide théra-
peutique publié sur l’asthme à des fins de discussion sur leur
applicabilité. Les données ont été analysées à l’aide d’une méthode
théorique fondée.
RÉSULTATS : Les médecins se fient plus à leur jugement clinique
qu’à des mesures objectives pour poser le diagnostic d’asthme et se
montrent résistants au recours systématique aux stéroïdes en cas de
crise. Ils estiment qu’on aurait dû mettre davantage l’accent sur les
recommandations concernant l’abandon du tabagisme et l’éduca-
tion des patients. La non-observance des patients limite l’utilité des
mesures du débit maximal à domicile. Les sujets comme l’évalua-
tion des allergies et la plupart des traitements médicamenteux ont
suscité très peu de discussion.
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Clinical practice guidelines (CPGs) came into common
use through the 1990s as a way of distilling sometimes

conflicting and confusing evidence from clinical trials for
practising physicians. Asthma guidelines for Canadian phy-
sicians were first published in 1990 (1), and updated in
1996 (2) and 1999 (3). The long process of CPG develop-
ment from initial conception, through evidence gathering
and synthesis, to recommendation construction and dissemi-
nation is really only the beginning. Once in the practice domain,
there are many factors influencing physician and patient behav-
iour (4). The validation of guidelines by the intended users,
most of them family physicians, is a step rarely under-
taken, or if so, only explored superficially. The prior expe-
rience of two investigators was that, for a variety of reasons,
community physicians may be sceptical of the applicability
of nationally produced guidelines in their local setting (Putnam
and Burge, unpublished data).

At the outset of the study in 1997, the objective was to de-
termine the views of community family physicians regarding
selected asthma recommendations and the supporting evi-
dence from the 1996 Consensus Conference. A second ob-
jective was to identify important gaps in the evidence as
possible research questions for primary care; these results are
reported elsewhere (5).

BACKGROUND
A review of the English language literature, published be-

fore our work in 1997, on the application of asthma practice
guidelines specifically in primary care yielded few relevant
papers. Fried et al (6) reported that the use of objective meas-
ures of asthma severity was low. In a study of general prac-
tices in east London, United Kingdom, Feder et al (7)
reported that the distribution of locally developed asthma
guidelines through practice-based education changed the
care of patients minimally. Neville et al (8) conducted a
mailed survey of general practitioners and noted “a large gap
between actual and recommended management”.

There are no reported qualitative approaches to under-
standing the context in which family physicians try to imple-
ment asthma guidelines. Roghmann and Sexton (9) studied
the prescribing of asthma medications over a six-month
period and confirmed that adherence to practice guidelines was
low. A variety of studies (10-13) provide conflicting evidence
on the usefulness of educational and health care provider inter-
ventions for improving compliance with guidelines.

METHODS
Setting: Physicians were interviewed in focus groups in four
urban communities (populations ranging from approxi-
mately 30,000 to 250,000) in Nova Scotia, Prince Edward Is-
land and New Brunswick.

Participants: All focus group participants were selected
through criterion sampling, considered suitable for small ex-
ploratory studies (14,15). Twenty community family physi-
cians who treat asthma regularly in typical private family
practice settings were recruited for the focus groups. None
saw patients in an asthma clinic. Eighty per cent of partici-
pants (four women, 12 men) were between 35 and 55 years of
age, a time frame usually characterized by busy practices
with adequate numbers of asthma patients. Written informed
consent was obtained from each participant, and the protocol
was approved by both the Dalhousie Faculty of Medicine Re-
search Ethics Committee and the Dr Everett Chalmers Hos-
pital Ethics Review Committee.
Data collection: Following published methods (16), four
focus groups were conducted to discuss asthma practice
guidelines with family physicians. Focus groups have been
used in previous studies of asthma (17,18) and clinical prac-
tice guidelines (19,20).

Four focus groups, each lasting 2 h, were held over a
four-week period. No materials were distributed before the
focus group session. Each focus group was facilitated by a
physician researcher and observed by at least one other team
member. On two occasions, a representative from Glaxo
Wellcome Canada Inc, funder of the project, attended as an
observer only.

Recommendations from the asthma guideline (2) were
presented and the participants were asked to comment on the
applicability of the recommendation to their own practices.
The recommendations presented were selected by three of
the authors on the basis of their importance to office-based
primary care. The ensuing discussion was audiotaped for
transcription, and field notes were taken by the research
team.
Analysis: Grounded theory was used to analyze the focus
group interviews. A grounded theory approach (21-24) is ex-
cellent for examining complex social realities, such as
community-based family practice, which must give consid-
eration to a wide range of resource and patient factors.

The transcriptions were analyzed by each investigator.
Key words or phrases were identified that captured not only
how physicians reported they behaved in relation to each
guideline recommendation but also their thoughts and beliefs
about asthma, and their feelings (frustration, irritation, satis-
faction) about the guideline. Key words and phrases were
then grouped based on similarity and conceptualized into
categories, which became the building blocks for text coding
within QSR NUD*IST (QSR International Pty Ltd, USA), a
software package designed for qualitative data analysis.
Coded text was evaluated across the focus groups to ensure
that the entire range of experience was captured in addition
to the dominant experience.
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DISCUSSION : Les personnes qui ont participé à l’élaboration des
lignes de conduite sur l’asthme et celles qui sont intéressées à ac-
croître le respect des recommandations devront tenir compte de fac-
teurs comme l’attitude des médecins et leurs croyances sur diverses
questions, comme le recours aux mesures objectives et la disponibi-

lité des ressources pour effectuer les tests. De même, l’attitude défa-
vorable des patients à l’égard d’une utilisation accrue des
corticostéroïdes donne à penser que la mise sur pied d’un pro-
gramme d’éducation du public s’avérerait fort utile pour ce type de
recommandations.
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RESULTS
Seven categories, listed in Table 1, elicited the greatest

discussion in the four focus groups and yielded views that
may be most helpful to those interested in enhancing the im-
plementation of the newest asthma guideline. For compari-
son, the parallel statement from the 1999 Asthma Consensus
Report summary of recommendations (25) is included. The
findings within each theme are discussed more fully below.
Direct quotations from participating physicians are italicized
and represent generally held views. Recommendations (from
the 1996 guideline) that generated little controversy or dis-
cussion are listed in Table 2.
Diagnosis: Physicians told the authors that they do not use
objective measures for diagnostic purposes except in diffi-
cult to diagnose patients or those with atypical presenta-
tions.

I quite often will have...children and some

asthmatics that are worse use a peak flow meter at

home, on their own. But they’re not using it as a

Can Respir J Vol 8 Suppl A March/April 2001 31A

Asthma guidelines

TABLE 1
Recommendations generating discussion and/or controversy

Category 1996 Asthma Consensus Conference (2) 1999 Asthma Consensus Report (3)

Diagnosis The diagnosis of asthma should be confirmed
objectively in all but the most trivially symptomatic
subjects (level 3A) by one or more of the following
means:

� FEV1 (level 1A, 2A)
� Home measurement of peak expiratory flow

(levels 2A, 3A)
� Airway hyper-responsiveness – histamine or

methacholine tests (level 3A) (pages 90-91)

Objective measurements are needed to confirm the
diagnosis of asthma and to assess its severity in all
symptomatic patients (level III) using one of the
following:

� Spirometry (FEV1) (level IV)
� Peak expiratory flow (level II)
� Airway hyper-responsiveness (level III) (page S4)

Control Treatment of an exacerbation will depend upon the
severity of the episode and the nature of the mainte-
nance therapy; corticosteroids at increased doses,
either oral or inhaled, will be required (level 1A) (page 92)

Patient monitoring Peak expiratory flow measurements at home are
useful in adult patients who are poor perceivers
of airway obstruction or who have severe asthma
(level 2A) (page 92)

Monitoring peak expiratory flow may be useful in some
patients, particularly those who are poor perceivers of
airflow obstruction (level III) (page S6)

Environmental
issues – tobacco

Exposure to environmental tobacco smoke should
be avoided

Parents or caregivers of children with asthma
especially should be encouraged not to smoke
(level 2A) (pages 92-93)

Exposure to environmental tobacco smoke should be
avoided (level III)

Pregnant women, and parents or caregivers of children
with asthma should be particularly encouraged not to
smoke (level II) (page S5)

Short acting
beta2-agonists

Short acting beta2-agonists used infrequently
(fewer than three times weekly, not including their
use to prevent exercise-induced symptoms) are
the drugs of choice for relief of asthma symptoms
that break through maintenance therapy with other
drugs (level 1A) (page 95)

Regular anti-inflammatory medication should be used if
short-acting beta2-agonists are used more than three
times a week in addition to their once-daily use to
prevent exercise-induced symptoms (level IV) (page S7)

Aerosol device In general, MDIs with spacers can be used at any
age, while dry-powder inhalers provide adequate
drug delivery in most children by the age of five
years (level 2A) (page 96)

Home wet nebulizers to deliver asthma medications
are rarely, if ever, indicated in the management of
asthma in adults and older children (level 3E)
(page 97)

With adequate teaching, adults and older children can
use any of the commercially available hand-held
inhalation devices

MDIs with spacers can be considered for all age groups,
and, specifically, MDIs with valved spacer and face
mask are advocated for young children and the elderly

Dry-powder inhalers can provide adequate drug delivery
for most children by the time they reach five years of
age (level II)

Wet nebulizers for home use are rarely indicated in the
management of asthma at any age (level III) (page S9)

Patient education Education is an essential component of asthma
management (level 3A) (page 97)

Asthma education is an essential component of asthma
therapy (level I) (page S6)

FEV1 Forced expiratory volume in 1 s; MDI Metered dose inhaler

TABLE 2
Categories of recommendations generally accepted
with minimal discussion

Allergy assessment
Aeroallergens, dust mites, humidity
Occupational asthma
Corticosteroids (inhaled, oral)
Antiallergic agents
Long acting beta2-agonists
Theophyllines
Immunotherapy
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diagnosis, I’m just using that so they can predict [or]

fine-tune their treatment.

In lieu of objective measures of airflow or a methacholine
challenge test, they reported feeling that they were comfort-
able making the diagnosis on clinical grounds. Typically,
family physicians believe that “it boils down to history and

clinical examination”.
Different reasons were offered to explain why objective

measures are not more widely used. Physicians indicated that
such testing does not change the initial clinical management
plan. “It’s not going to change my treatment of the patient.

I’m going to treat the patient for their clinical condition”.
There was also scepticism about the reliability of testing in
children and an uncertainty regarding the meaning of a nega-
tive pulmonary function test (PFT) when testing is done dur-
ing a well period.

The focus group participants made numerous comments
that related to resource issues. They spoke of long waits for
spirometry or full PFTs, and the belief that frequent and uni-
versal testing wasted resources. If a patient has been wheez-
ing and responds to treatment, “I don’t need a PFT to tell me

that person has asthma. I don’t need to waste the resources

of the community to do what I know”. Physicians also ex-
pressed concern about patients’ resources. Some would miss
a day of work, and others lacked the needed transportation to
get to a testing centre.
Control: There was general agreement with the recommen-
dation for asthma control (Table 1) but resistance to the con-
cept of treating every exacerbation with steroids. Physicians
believed that there were many patients with asthma experi-
encing mild exacerbations after exposure to a trigger for
whom a very brief course of bronchodilator was adequate.
“GPs see the whole spectrum. From the [trivially sympto-

matic] athlete to the severe steroid-dependent. [We] are

dealing with a different population”.
Patient monitoring: Home monitoring with peak flow me-
ters was considered to be an acceptable measure of airflow,
best in compulsive patients, but this utility is constrained be-
cause of general patient noncompliance. Nevertheless, peak
flow meters give a patient a ‘sense of control’ and are par-
ticularly useful in older children (for example, nine to 11
years of age) learning to manage their own condition. They
are also useful in ‘poor perceivers’.
Environmental issues: The wording of the recommendation
on avoidance of smoking by parents of children with asthma
was considered too weak. However, there was some ambiva-
lence on the part of physicians regarding the approach to be
taken with smoking parents. Some supported a tough, no-
nonsense approach at the time of crisis (ie, child in an acute
attack), whereas others would go gently at that time but
broach the subject at a later visit with an offer to support
smoking cessation.

I have this real mixed feeling between

laying it on hard and heavy when their kid may

be…admitted because of asthma so bad, versus

easing back here but maybe coming back at it in the

office later.

Short acting beta-agonists: Family physicians were very
comfortable with the use of short acting beta-agonists but ar-
ticulated some resistance to moving patients to steroids at
such a low level of recommended beta2-agonist use (ie, less
than three doses per week). This was attributed to patient re-
luctance, particularly in elderly patients. Older people who
have had years of experience using beta-agonists were re-
ported as being frequently skeptical because of the nega-
tive publicity regarding nonmedical use of steroids. A par-
ticipant quoted an elderly patient as saying “[I’ve] man-

aged, thank you very much, with my [salbutamol], I don’t

need that stuff”.
Aerosol devices: The physicians were in general agreement
that metered dose inhalers and dry-powder inhalers are best
for most people most of the time. However, many spoke of a
subset of patients who were reluctant to change and ap-
peared to have a better response to aerosols during severe
attacks.

Most people [admitted to hospital] are put on

aerosols. And maybe that’s what we have to get away

from. Because certainly the message is there, when

you’re real sick, you come and you get an aerosol.

Patient education: There was total agreement with the rec-
ommendation for patient education (Table 1) and criticism
that it appeared at the end of the guideline. Participants said it
should instead be “number 1”.

Education is an essential component because it

empowers and gives control to the patient. [Education]

makes you feel good. It makes you feel in control.

And when you feel in control with your disease, you

manage it better.

The family physicians in the groups recognized that they
have inadequate time to teach properly and do not do so rou-
tinely.

DISCUSSION
Focus group participants affirmed that asthma diagnosis

and management are important primary care issues and that,
generally, guidelines have a role in primary care. However,
participants cited reliance on clinical acumen, uncertainty
about the strength or meaning of particular recommenda-
tions, patient factors and local conditions as determinants
that limited their ability to follow this guideline closely.
There was very little disagreement with the general intent of
most of the recommendations discussed. This is especially
true for pharmacotherapy, where guideline statements are
generally better supported by randomized, controlled trial
evidence. Future guideline implementation efforts should
focus on dealing with individual physician and local area
barriers in addition to dissemination efforts through print
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media or continuing education. Table 3 summarizes the bar-
riers described to us and some possible remedies.
Evidence: Some of the barriers dealt with the application of
evidence in primary care. For example, physicians want to
deal vigourously with smoking cessation in parents of chil-
dren with asthma but are ambivalent about taking a hard line
versus velvet glove approach at the acute encounter. There
was no resolution of the dilemma, perhaps reflecting a lack of
evidence of the effectiveness of either. A recently published
report of a trial in Scotland involving 501 families reported
that advising parents about the risks from passive smoking
was ineffective in reducing exposure to environmental to-
bacco smoke (26). In fact, it might have made some parents
less inclined to stop smoking (26). More frequently, how-
ever, physicians were concerned about the relevance of evi-
dence to patients in their practices. They believe that much of
the evidence that underpins guidelines is developed from
trials that involve patients who are referred, and hence,
sicker. The best example of this was the belief that not all pa-
tients seem to require steroids, reflecting the participants’
view that some primary care patients may be different from
those customarily included in trials. If their attitudes are to be
changed, physicians must be made aware of any existing evi-
dence that corticosteroids are helpful even in patients with
mild, infrequent episodes of asthma.
Resources: Another major concern lay with the use of health
care resources. Physicians uniformly and forcefully stated
that they did not believe in the value of objective tests of air-
flow when they were comfortable with their clinical assess-

ment. Although this ignores evidence published almost 30
years ago (27) and reinforced several times (28-30), demon-
strating a poor association between clinical (symptoms and
signs) and physiological measures of airway obstruction, it
is consistent with findings in other primary care settings
(6,31-33). Our participants expressed a concern on the part of
physicians that they share responsibility for wise use of lim-
ited health care dollars. It is clear that family physicians will
need to see more convincing evidence that objective testing
changes outcomes for the patients predominantly seen in pri-
mary care to overcome their scepticism of its value.

With respect to the variety of community resources that
support patient education, our study physicians expressed a
surprising degree of enjoyment with this part of their asthma
practice and appreciated the support they received. However,
they expressed a need for more access to asthma education
clinics where staff have more time than the average family
physician to educate patients regarding the value of anti-
inflammatory treatment and the use of inhalers.
Patient factors: Patient factors were also significant barri-
ers. Negative attitudes toward steroids in general, particu-
larly in elderly patients, make it more difficult to initiate an
anti-inflammatory regimen when bronchodilators seem to re-
lieve symptoms. Peak flow meters are very helpful only if
used with more consistency than most patients exhibit. Re-
luctance to change current therapy was cited for a small sub-
set of patients who insist on the benefits of aerosols over
metered dose inhalers. Consequently, successful strategies for
implementing these particular recommendations will require
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TABLE 3
Barriers to guideline implementation efforts and possible remedies

Categories Barriers Possible remedies

Diagnosis – Objective measures Belief that objective measures offer no significant
advantage over clinical assessment, so are
wasteful of resources

Clear evidence of benefit in primary care patients

Waiting times Increased access to spirometry
Patients’ loss of income if time off work; occasional

lack of transportation
Increased access to spirometry

Control – Use of steroids in all
exacerbations

Belief that patients seen in primary care differ from
those included in drug trials (ie, latter have been
referred, are sicker)

Evidence developed from trials of patients
representative of the full spectrum of asthma
in primary care

Threshold for changing
beta2-agonists to steroids,
at less than three doses per week

Patient reluctance, particularly in elderly patients Public and patient education regarding benefits
of steroids in asthma management

Self-monitoring Patient noncompliance, except in ‘compulsive’
patients

Further exploration of patient views regarding
use of peak flow metres

Aerosol devices Insistence by a small subset of patients that
aerosols work better for them than MDIs

A clear description of the select group of patients
for whom aerosols have been shown to be
efficacious

An exploration of patients’ reasons for belief
in superiority of aerosols may help to define
strategies to reduce their costly use

Tobacco Ambivalence regarding hard- versus soft-sell
approach

Clear evidence for what works in parents of
children with asthma

Patient education Lack of time in office practice, eg, to teach proper
use of the MDI and role of anti-inflammatory
therapy

More community-based asthma education clinics

MDI Metered dose inhaler
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intensive individual patient and public education to change
attitudes.
Limitations: We recognize that our findings may not be ap-
plicable in all other parts of Canada. For example, findings
relating to availability of resources may not be applicable in
more urbanized areas and wealthier provinces. Highlighting
the differences in accessibility to pulmonary function testing
may serve some useful purpose in any future debate about the
implementation of an asthma guideline. Another limitation
may be that our participants misunderstood the intention of
the guideline authors, as the discussions around the meaning
of some of the recommendations suggest. However, we also
note that guidelines distributed by publication or direct mail
are vulnerable to this weakness in normal circumstances. On
the basis of their understanding of the recommendations’
meaning, physicians interpret and either act on or ignore
them. With respect to the pharmaceutical representative’s at-
tendance at several focus groups, the opinion of the investi-
gators present was that it made no difference to discussions
of the guideline recommendations. Finally, we recognize
that the participants might have reported opinions in the
group that do not reflect their practices in the office, al-
though we have no evidence to suggest that.

SUMMARY
The family physicians we interviewed accept most rec-

ommendations from the published asthma guidelines but be-
lieve that differences in patient characteristics and preferences
are significant barriers to implementing many of them. The
impact of the most recent update would be enhanced by at-
tention to local issues including physician and patient atti-
tudes, and availability of resources.
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