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Abstract: Asthma is a chronic disease affecting
more than 300 million people globally. Poor
asthma control that leads to unnecessary
symptoms is estimated to affect nearly half of
people with asthma. A critical way to address
poor control is for healthcare professionals
(HCPs) and patients to enter a shared dialogue
on treatment and asthma management. This
article explores the views of both patient and
HCP to better understand how to achieve
asthma control. From the patient’s perspective,
being a person with asthma has ramifications to
one’s sense of identity, and thus one’s ability
and willingness to actively manage their
asthma. Furthermore, lack of education and
concerns about the effectiveness of treatment
can also ultimately lead to poor control, a term
that can be understood differently by patients

and HCPs. One goal is to help to normalise life
for people with asthma. For this, HCPs need to
align on what this means for each individual
and then work together to produce a plan that
can be applied to the patient’s daily life. Train-
ing for HCPs on good communication skills and
empowering patients to be involved in their
asthma management are both critical to ensure
effective shared decision-making and, ulti-
mately, improved quality of life for people with
asthma.
Funding: Boehringer Ingelheim.
Plain Language Summary: Plain language
summary available for this article.
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Key Summary Points

Asthma is a chronic disease affecting more
than 300 million people globally, of
whom nearly half are estimated to have
poor asthma control that leads to
unnecessary symptoms.

This article explores the views of both
patient and HCP to better understand
how to achieve asthma control.

To achieve good asthma control, it is
important to align on shared goals at the
outset of treatment, taking into
consideration the beliefs and experiences
of people with asthma.

It is vital that patients and HCPs discuss
the importance of both current control
and reducing future risk.

Regular review should include discussion
of treatment goals and any concerns,
needs and priorities that patients may
have, ensuring a greater involvement of
patients in the shared written action plan.

PLAIN LANGUAGE SUMMARY

Asthma is a long-term lung condition that can
affect people’s daily lives. Treating asthma
involves routinely taking medicine, even when
symptoms are not present. This can be difficult.
Over half of patients do not have good enough
control of their asthma. We need ways to
improve this control to achieve better quality of
life. In this article, both a healthcare profes-
sional and a person with asthma discuss some of
the issues. They look for solutions that can be
gained by sharing treatment decisions with
patients. Talking about asthma with a doctor is
an important part of making people’s lives bet-
ter. This helps doctors and patients agree on
treatment goals. Doctors should receive training
on the best ways to talk openly with patients.
People can then be empowered to be in charge

of their asthma. Ultimately, people should be
able to enjoy doing regular activities unbur-
dened by asthma. Patients and doctors talking
together is key to success with asthma.

INTRODUCTION

Globally, more than 300 million people of all
ages are believed to have asthma, a chronic
disease characterised by airway inflammation
and respiratory symptoms [1–3]. The character-
istics and intensity of asthma symptoms vary
between people and over time [3]. Despite
detailed asthma management strategies and
available treatments, it is estimated that around
half of people with asthma have poor asthma
control [3–6]. One important way of improving
outcomes is for healthcare professionals (HCPs)
and patients to have a shared dialogue on
treatment and asthma management. Indeed,
asthma guidelines emphasise collaborative
decision-making [3], and this article will mirror
this by being co-authored by an HCP and a
person with asthma. Dr. Gruffydd-Jones is a
general practitioner in the UK and member of
the International Primary Care Respiratory
Group, and Mr. Hansen is a person with asthma
who, amongst other activities, has represented
people with asthma in European Lung Founda-
tion activities.

Evidence from randomised controlled trials
and meta-analyses show the benefit of shared
decision-making in improving quality of life,
disease control, lung function, adherence and
patient empowerment [7, 8]. However, to
achieve this, HCPs may need further guidance
on the best approach to shared decision-mak-
ing. Many previous articles evaluating patients’
attitudes and beliefs about their asthma utilise
survey data, which may make assumptions from
an HCP’s perspective [6, 9–11]. It is important
for patients to have a voice to share their chal-
lenges and to exchange ideas with HCPs to
together develop innovative approaches and
achieve fresh insight.

We aim here to take a qualitative approach
and discuss issues facing both patients and
HCPs in order to achieve good asthma control
through optimised management. By exploring
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the opinions of both patient and HCP, we seek
to make suggestions for improved care using
shared decision-making. Although we recognise
that it is a limitation that we only present the
views of one patient and one HCP, rather than
seeking a larger sample, we feel that the view-
points are still of interest and will stimulate
further debate and research.

Finally, while the scope of this article will be
from a European perspective, it should be noted
that patients’ and HCPs’ experiences and per-
spectives across Europe are diverse and cultur-
ally influenced; therefore, readers should
consider their own experiences as well as local
guidance. However, we find that many of our
approaches could be generalisable, and that
globally all patients and HCPs who face similar
problems can benefit from this article and apply
the learning within their own healthcare
system.

This article is based on previously conducted
studies and does not contain any studies with
human participants or animals performed by
any of the authors.

WHAT DOES GOOD ASTHMA
CONTROL MEAN?

Patient’s Perspective (Kjeld Hansen)

It can be difficult for people with asthma to
always perceive exactly how treatment and
medicines improve their lives, especially when
people may have difficulties grasping where
their asthma begins and ends. For example, if
you have grown up with asthma, it may be a
core part of who you are, and you may not
know what to expect in a life without
symptoms.

Some people with asthma might focus more
on feigning normality over achieving asthma
control. For example, a person may be embar-
rassed to display their asthma in front of
friends, colleagues or sports teammates.
Another example may be a person who is
reluctant to report too many symptoms to their
HCP, and instead modify their daily behaviour
so they only report a manageable number of
symptoms.

While people may have a good understand-
ing of and attitude to asthma, it may not be a
top priority in their life at a given time. I believe
that many people manage their asthma for the
present rather than the future, partly because
they manage their asthma on the basis of past
experiences, but also because they may not fully
appreciate the impact of their current actions
on their condition in the future.

My own perception of what it means to live
with good asthma control has changed a lot
over the years; previously, I would restrict
myself to certain activities, whereas now I have
an expectation of a normal (i.e. stable, unre-
stricted) life, and this drives my attitude and
actions towards asthma management.

HCP’s Perspective (Kevin Gruffydd-Jones)

HCPs’ perceptions of what constitutes good
asthma control are led by national and inter-
national guidelines [3, 12]. Table 1 shows the
Global Initiative for Asthma (GINA) criteria for
assessing asthma control [3]. There is undoubt-
edly a mismatch between HCPs’ and patients’
perceptions of control, with many patients
overestimating their level of control compared
with expert definitions [13]. A survey of 517
patients with mild-to-moderate asthma showed
that while 91% of patients initially felt their
asthma was under control, only one-third met
the guideline definition of control [3, 13]. Many
patients remain unaware of what asthma con-
trol means and that they can expect to live a
normal life if their asthma is well managed.
Another key aspect, which is not appreciated by
many HCPs, is that asthma control is not just
assessed by current symptom control, but also
by assessing future risk of exacerbations.

BARRIERS TO ACHIEVING GOOD
ASTHMA CONTROL

Patient’s Perspective (Kjeld Hansen)

The process of achieving good asthma control
through appropriate asthma management
should not be regarded as a straightforward
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linear process. As patients’ needs and lifestyles
change, so too may symptoms develop, and
therefore regular review and management is
required, even in the absence of symptoms. One
major barrier to achieving good asthma control
is failure to take medication as prescribed. Poor
adherence can have multiple causes, but per-
ception of the medicine and how it works plays
a major role. Furthermore, there can be the
perception that asthma management involves
restrictions on life or containing the damage,
instead of focusing on what can be achieved
with good asthma management. Taking medi-
cation regularly and correctly involves accept-
ing the label of having asthma into one’s sense
of identity. Furthermore, not having an imme-
diate positive feedback response from asthma
medication may cloud a person’s perception of
its effectiveness.

A particular challenge with long-term
asthma management is that people with asthma
can form false habits and perceptions about
what they can achieve. Some may not have
experienced long-term positive changes to their
asthma symptoms, which may reinforce their
negative expectations. This can lead to thinking
that it is not possible to improve with treatment
and that another follow-up visit is a nuisance.

Whilst there are some people with asthma
who are keen and able to take their own ini-
tiative, others may face difficulties making

themselves understood by their HCP, and this
can make shared decision-making between
patients and HCPs challenging. If patients are to
self-manage more, then they would also gain
more authority over their own health situation.
However, this changing relationship might be a
scary proposition for some patients, who are
more confident with their HCP telling them
how they feel rather than trusting their own
judgement. In my experience, many patients
worry about how to explain a certain observa-
tion or problem to their doctor in a way that is
perceived as intended. Hopefully, with
improved professional healthcare training on
methods of dialogue and enhanced expecta-
tions from patients, this will improve both
patients’ asthma control and their quality of
life.

HCP’s Perspective (Kevin Gruffydd-Jones)

A particular barrier to good control is poor
adherence, which can be either unintentional
or intentional [14]. Patients with unintentional
non-adherence are unaware that they are not
complying with their treatment regimen; this
can be due to misunderstanding the regimen,
incorrect inhaler technique or language barri-
ers. Intentional non-adherence involves a con-
scious decision from the patient (e.g. altering

Table 1 GINA assessment of asthma control in adults, adolescents and children aged 6–11 years [3]

�2019 Global Initiative for Asthma, available from www.ginasthma.org, reprinted with permission [3]
FEV1 forced expiratory volume in 1 s, GINA Global Initiative for Asthma
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the amount of medication taken), and is criti-
cally linked to their perception of their asthma
and concerns about a treatment’s potential side
effects. Poor adherence with inhaled corticos-
teroids (ICS) and other long-term asthma med-
ication is linked with an increase in asthma
symptoms and the risk of death [14, 15]. In a
UK-wide cross-sectional study, surveyed clini-
cians vastly underestimated the prevalence of
side effects experienced by the surveyed
patients, and this compromised adherence [16].

A major barrier to achieving good asthma
control is a lack of regular asthma review.
Proactive asthma review in the context of a
supported self-management programme,
including personal action plans, improves
asthma outcomes [17]; however, the 2014 UK
National Review of Asthma Deaths highlighted
that nearly half of patients had not received an
adequate asthma review or a personal action
plan in the year before their death [15]. Fur-
thermore, a recent survey of 1809 physicians
across six countries estimated that only 37% of
their patients were issued with a personal action
plan [18].

There are also other barriers: in terms of
shared decision-making, there must be the will
and ability on both sides to ensure effectiveness.
Barriers to this include the relationship between
the individual HCP and the patient, lack of
knowledge/skills on behalf of the HCP, and a
perceived lack of time for the process.

FINDING COLLABORATIVE
SOLUTIONS TO ACHIEVE ASTHMA
CONTROL (JOINT DISCUSSION)

Table 2 shows our suggestions for use of joint
decision-making in achieving better asthma
control. Firstly, it is important to understand
the patient’s view about what they would like to
achieve and what they perceive as good asthma
control. Asthma control should be contextu-
alised with other aspects of the patient’s life; for
example, are there other comorbidities, includ-
ing psychosocial problems? Is asthma control a
current priority? An individual’s goals may dif-
fer from conventional medical goals; for exam-
ple, they may be focusing on short-term

management. Therefore, it is important to start
discussions by aligning on the patient’s goals,
moving away from a symptoms treatment pro-
cess towards a more holistic approach to
healthcare. The HCP should then share their
aims for good asthma control in terms of cur-
rent control and reducing future risk. A shared
aim can then be developed and incorporated
into the individualised self-management plan.
To improve adherence, emphasis should be on
the benefit of taking regular medication. Also,
any medication concerns should be explored;
for example, discussing the trade-off between
symptoms and side effects may lead a person
with asthma choosing to accept some symp-
toms to keep a lower ICS dose. Such decisions
can be implemented in the action plan. It is also
vital to employ practical solutions to overcome
causes for unintentional non-adherence such as
incorrect inhaler technique. While shared
decision-making can initially take up more
consultation time, this can be facilitated by a
longer appointment to formulate a treatment
plan or the use of an extended consultation
(several short consultations over a period of
time).

Achieving shared goals should be considered
a never-ending process, perhaps akin to life-
long learning. It is helpful to signpost towards
resources, such as educational materials sup-
plied by national asthma support groups or
collaboration with local asthma support net-
works and patient groups. For people with
asthma, education on how therapy works and
how to accept the disease can be very
empowering.

Furthermore, written asthma action plans
are key for successful shared decision-making in
asthma management [17]. They provide an
opportunity to state what normal looks like for
the patient, and to formulate treatment plans
for when the patient is either stable or unwell.
The plan should be individualised to consider
shared decisions, and adapted to cultural and
language factors. Patients’ perceptions, skills
and aims change, so it is vital that plans are
reviewed at each regular follow-up
appointment.

Different strategies have been used to
improve access to routine reviews.
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Teleconsultations by nurses can increase the
number of patients reviewed for their asthma
control, and allow individualised asthma plans
to be discussed and written versions to be

received by the patient [19]. Use of telemedicine
may improve outcomes in selected patients in
the context of clinical trials [20], although
expense may limit its use in a broader

Table 2 Our recommendations to achieve shared goals for asthma control

Actions for HCPs Questions and prompts for successful dialogue

Understand the patient’s perspective

Discuss patient/HCP perspectives of what good control

should look like both in the short and long term

What does a normal lifestyle look like to you?

Do you feel restricted by your asthma? If so, how?

What is your goal for treatment and management?

How do you prioritise your asthma treatment?

Discuss perceptions of the benefits and risks of a particular

treatment regimen

Do you have any concerns about taking your medication?

How does taking your medicine help you?

What do you feel are the key factors in your treatment that

can help you to keep your asthma under control?

Address concerns about potential treatment side effects and

include in the action plan

There often needs to be a trade-off between symptoms and

side effects—what are your short-term and long-term

concerns?

Open up the discussion by looking at the impact of

comorbidities, including rhinitis, psychological, social, etc.

How much does asthma affect your daily life in relation to

any other potential health problems?

Is managing your asthma a current priority for you?

Emphasise the value of discussion and support with peers

with asthma, family/friends and other support networks

What asthma support networks do you have? It can be

helpful to be supported by people in a similar situation

It is really important that you are supported when you are

healthy as well as when suffering symptoms

Share patient educational materials from third-party

organisations such as ELF/Asthma UK

Have you explored any online asthma education resources?

Would you like to get in touch with patient groups or health

organisations?

Ensure that regular medical reviews are in place; set up

follow-up appointments immediately after each

appointment

We will need to regularly check up on how this treatment is

helping you. Please book in your next review and check-up

appointment

Create an individualised written action plan together with

all patients

Factor in literacy, language barriers and cultural

differences

Update it at each appointment

Check understanding of the plan

Please remember to keep a copy of your action plan handy at

home, maybe on your fridge, and bring it along to the next

appointment

ELF European Lung Foundation, HCP healthcare professional
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population, and it should be used in combina-
tion with in-person consultations. Overall, reg-
ular follow-up appointments are important to
review control, adjust treatment, review agreed
asthma action plans and encourage
patient–HCP dialogue.

To implement all the above strategies, good
communication skills are required by the HCP.
The 2019 GINA report suggests possible com-
munication strategies (Table 3) [3]. Further
education is needed to support HCPs, especially
those who are not specialised in asthma.

CONCLUSIONS

We believe that improving dialogue between
people with asthma and HCPs will improve our
chances of success with asthma management.
To achieve good asthma control, it is important
to align on shared goals at the outset of treat-
ment, taking into consideration the beliefs and
experiences of people with asthma. It is vital
that patients and HCPs discuss the importance
of both current control and reducing future risk.
Regular review should include discussion of
treatment goals and any concerns, needs and
priorities that patients may have, ensuring a

greater involvement of patients in the shared
written action plan.
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