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Abstract
Aims: To understand the needs of people with asthma and COPD, and to identify opportunities for improved care.

Methods: Quantitative questionnaire-based survey performed in five European countries on patients with asthma and COPD.
Questionnaires were administered to patients using Computer Assisted Web Interview methodology.

Results: 1022 patients with asthma (UK [n=190]; Germany [n=214]; France [n=200]; Italy [n=222]; Spain [n=196]) and 719 patients with
COPD (UK [n=153]; Germany [n=147]; France [n=145]; Italy [n=140]; Spain [n=134]) were enrolled in the study. 32% of those with asthma
and 67% of those with COPD considered that their condition had a significant effect on their quality of life, and stigma and emotional
distress was common. Many expressed concern regarding potential medication side effects or that medicines might lose their effect with
time. Major discrepancies between expectations and patient satisfaction with the doctor-patient relationship were observed, including a
need to be consulted in the choice of inhalers. Consultations were infrequent, and 75% of respondents sought additional information
beyond that received during consultations — commonly from the internet.

Conclusions: Patient satisfaction was high but information needs were not addressed and the emotional burden of disease is
underappreciated.
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management, and their fixed combinations with long-acting 2-
agonists (LABAs) the treatment of choice for those with
moderate or severe disease;® for COPD, however, long-acting
bronchodilators are considered central to symptomatic
management, with ICS additionally recommended for those

is available at www.thepcrj.org

Introduction

Asthma and chronic obstructive pulmonary disease (COPD) are
long term respiratory conditions which can influence patients’
quality of life (QoL) and represent a significant social and
economic burden.*? Preventing chronic symptoms, minimising
exacerbations and the need for unscheduled healthcare, and
maintaining acceptable levels of physical activity, are among the
goals outlined by international guidelines.** Inhaled
corticosteroids (ICS) are considered the pillar of asthma

with severe disease who have a history of exacerbations.*
Whilst pharmacological therapy plays an important role in
the management of asthma and COPD, optimisation of
communication during consultations and support of patients to
allow their informed involvement in the management of their
condition are also advocated as key components of asthma and
COPD care.** GOLD guidelines state that health education plays
a relevant role in smoking cessation for patients with COPD and
can also improve skills and the ability to cope with illness,* and
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there is evidence that education can improve a patient’s response
to COPD exacerbations.>® The development of a *“partnership”
between patients and healthcare professionals may be even
more important for asthma (as well as the use of tools such as
written action plans) in order to facilitate a guided involvement
of patients in self-monitoring and self-management of their own
condition.”® Due to the typical “fluctuating nature” of asthma,
this is a long term condition where guided self-management is
particularly helpful and a more conscious and active involvement
of patients in treatment may also address the issue of low
adherence to regular therapy — a common reason for sub-
optimal asthma control.**

The first step in implementing optimal communication and
educational strategies and achieving the goal of a fruitful
partnership with patients is to appreciate their feelings and
perceptions about their condition and its treatment, their current
relationships with healthcare professionals, and the needs they
might consider to be not fully addressed. It is also relevant to
understand the level of knowledge exhibited by patients with
asthma and COPD about their condition, and which sources they
access to gain additional information.

Therefore, the present study was designed to obtain a
comprehensive picture of the needs of people with asthma and
COPD, to understand what patients consider important for the
treatment of their condition, and to identify un-met needs as
well as opportunities for providing improved educational tools,
optimal communication between patients and healthcare
professionals, and, eventually, better therapeutic strategies.

Methods

This was a quantitative questionnaire-based survey performed in
five European countries (UK, Germany, France, Italy and Spain)
on patients with asthma and COPD. Questionnaires were
administered to patients using Computer Assisted Web
Interview (CAWI) methodology. Computer Assisted Telephone
Interview (CATI) was used for a portion of COPD patients in
order to overcome the potential barrier represented by computer
use in the older age group. Questionnaires were prepared based
on the results of a preliminary qualitative survey.

Qualitative phase

The qualitative phase consisted of in-depth individual interviews
of 60 minutes, performed with 12 asthma patients and 12
COPD patients in each country (120 patients in total) by
researchers specialised in motivational techniques. Due to the
reduced sample size of the qualitative phase, general
applicability of the results was ensured by recruiting specific
quotas of patients with different characteristics in terms of
gender, age, socio-economic status, level of asthma control or
level of dyspnoea for COPD patients, and geographical spread.
The aim of the qualitative phase was to understand patients’
language and their levels of knowledge regarding their
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condition, as well as their experiences, needs and expectations
regarding pharmacological interventions and relationships with
health care providers. This knowledge was then used to develop
the questionnaires used during the quantitative phase, with the
questionnaires populated with questions, wording and items
which were well known and understood by patients.
Quantitative phase: asthma and COPD questionnaires
The final questionnaires — one for asthma patients and one for
COPD patients — both contained 47 questions and were
translated into each language, independently checked and
back-translated (see online Appendix 1 at www.thepcrj.org for
the English versions of both questionnaires).

Internet interviews (25-30 minutes duration) were
conducted by Kantar Health between October and November
20009. Pilot testing of the questionnaires was performed on the
first 10 patients in each country before proceeding with
questionnaire administration to all the other patients. This step
was performed to verify the feasibility of the questionnaires and
patients’ understanding of all the 47 questions.

Selection of study subjects

Respondents were selected from a panel of 1,835,000 pre-
recruited individuals who had previously agreed to take part in
research opinion studies. This panel included patients with a
diagnosis of asthma and COPD enrolled through general
practitioners (GPs) and specialists in the five European countries.
Selection of patients for the present study was performed
randomly from individuals with asthma and COPD included in
the general panel in each country. An invitation to participate
was sent by email to randomly selected individuals whilst a
number of elderly patients with COPD were contacted by
telephone to counteract bias inherent in the use of email
recruitment. Amongst those included in the panels, quotas of
patients from each country were recruited to ensure adequate
geographical variation. For the asthma sample we also
introduced quotas of patients based on age (50% between the
ages of 18 and 40 years and 50% over the age of 40) to allow
the inclusion of a heterogeneous population. In the COPD
sample we only included individuals over 50 years old. Subjects
were excluded if they were participating in other studies.
Demographic characteristics of the respondents were
determined in terms of age, sex, educational level, time since
diagnosis and current therapy. All subjects gave written informed
consent to the study which was carried out in accordance with
Market Research Society guidelines and data protection laws.
Assessment of asthma control and level of dyspnoea of
COPD patients

The Asthma Control Questionnaire (ACQ; 6-item version with
forced expiratory volume in one second [FEV1] question omitted)
was used to assess asthma control.*** Patients were defined as
having well controlled asthma (ACQ score < 0.75), partially
controlled asthma (ACQ score between 0.75 and 1.5), or
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uncontrolled asthma (ACQ score > 1.5).*

The modified Medical Research Council (MMRC) dyspnoea
scale was used to determine the severity of dyspnoea, the
hallmark symptom of COPD. Patients were classified as having
mild to moderate dyspnoea (MMRC score < 3) or moderate to
severe dyspnoea (MMRC score > 3).*

Results

Sample population

Exact data on response rates following random selection
(from among the asthma and COPD patients listed in each
country as part of the pre-recruited panel of 1,835,000
individuals) and invitation to participate are unavailable.
However, according to the research company used, of the
total number of asthma and COPD patients contacted (most
by e-mail but a proportion of COPD patients were contacted
by phone), approximately 1 in 4 of the asthma patients and 2
in 4 of the COPD patients expressed their willingness to
participate, giving response rates of approximately 25% and
50%, respectively. A total of 1022 patients with asthma (UK
[n=190]; Germany [n=214]; France [n=200]; Italy [n=222];
Spain [n=196]) and 719 patients with COPD (UK [n=153];
Germany [n=147]; France [n=145]; Italy [n=140]; Spain
[n=134]) were finally enrolled in the study.

Demographic data for all patients is shown in Table 1. The
mean time since diagnosis was longer for asthma patients
than for COPD patients, while the mean age was higher for
COPD patients (63 years) than for those with asthma (37
years). The percentage of smokers or ex-smokers differed
(85% of the COPD patients and 54% of the asthma patients)
as did the percentage of patients who were taking regular
pharmacological therapy at the time of the interview (76.6%
- COPD; 50.7% - asthma). Patient characteristics were

Table 1. Demographic characteristics of the respondents

Asthma COPD
(n=1022) (n=719)
Mean age + SD (years) 36.7+£10.6 62.4+8.6
Male (%) 30.5 56.5
Medium or high educational level (%)*  73.7 46.5
Mean time since diagnosis + SD (years) 15.2+11.4 6.4+6.5
Smokers or ex smokers (%) 54.0 85.0
Currently on regular pharmacological 50.7 76.6
therapy (%)
Uncontrolled asthma (ACQ > 1.5) 38.4 NA
Moderate to severe dyspnoea
(MRC score > 3) NA 35.9

NA: Not Applicable

* Medium educational level: staying on at school until 18 years and
obtaining ““school leavers certificate” or equivalent. High educational
level: university degree or equivalent

consistent across the five national samples (data not shown).
Thirty-eight percent of the patients with asthma were
uncontrolled based on the ACQ scores, and 27% were only
partially controlled. 57.8% of asthma patients reported using
at least 1-2 puffs of short-acting bronchodilator most days.
Among those with COPD, 36% had moderate to severe
dyspnoea (MMRC score > 3) and 25% reported at least one
hospitalisation due to COPD in the previous year.
Perception of disease severity and emotional aspects
When asked to define their condition in their own words, the
majority of people with asthma (48.3%) used expressions
related to the most common symptoms (breathing
difficulties/dyspnoea), but 23.9% defined the disease in terms
of sensations of fear, distress or bother. 28.6% of COPD
patients referred to symptoms to define their condition, but a

Figure 1. Perception of disease severity among asthma and COPD respondents

Asthma patients
Colon-rectal cancer 8.9
Heart disease 7.6
Parkinson’s disease 7
Epilepsy 6.2
Diabetes 5.3
Asthma 4.8
Hypertension 4.3
Arthritis 4
High cholesterol 3.7
Migraine 3.1

COPD patients
Colon-rectal cancer 9.9
Heart disease 8.3
Parkinson’s disease 7.8
COPD 6.8
Epilepsy 6.5
Diabetes 56
Asthma 5.5
Hypertension 4.4
Arthritis 4.2
High cholesterol
Migraine
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similar percentage (28.7%) associated their condition with
the sensations of burden, limitation, or disability. Among
those with asthma, 32% reported that their condition had ““a
lot” or “quite a lot” of negative impact on their QoL, while
amongst those with COPD 67% reported the same degree of
negative impact. When offered a choice of 11 diseases, those
with COPD ranked COPD as being more serious than epilepsy,
asthma, diabetes, hypertension, arthritis, hypercholesterolemia
and migraine, with only Parkinson’s disease, heart disease and
large bowel cancer being regarded as more serious than COPD.
Patients with asthma regarded epilepsy and diabetes (as well as
Parkinson's disease, heart disease and large bowel cancer) as
being more serious than their own condition (see Figure 1).
These rankings were independent of the respondents’ level of
asthma control or of dyspnoea severity (data not shown).

Figure 2 highlights the commonly expressed feelings and
concerns expressed by those with asthma and COPD. Fears of
seasonal worsening were among the most recurrent concerns:
fear of asthma worsening during the pollen season was
reported by 54% of the asthma respondents, and a similar
percentage of COPD patients expressed fear of exacerbations in
cold weather. 53% of COPD patients reported that they

significantly reduced physical activity for fear of breathing
difficulties, and 47% stated that they had been forced to pre-
plan all of their activities due to COPD. About 20% of patients
with asthma and COPD reported feeling embarrassed at taking
their medication in front of other people.

Attitudes towards regular therapy

Respondents’ views regarding regular asthma and COPD
therapies are shown in Figure 3. 55.4% of asthma patients
reported adjusting their regular therapy in relation to how
they felt; a lower percentage of COPD patients reported the
same behaviour. A significant number of respondents
expressed concerns regarding possible side effects of regular
therapy (40.6% of those with asthma and 30.6% of those
with COPD), or about the possibility that regular therapies
might lose their effects after prolonged use. A very high
percentage of respondents declared that a regular treatment
which provided immediate benefits would promote regular
taking of that treatment (64.2% of asthma patients and
65.8% of those with COPD).

Relationship with healthcare professionals

Fifty-five percent of those with asthma and 71% of those
with COPD reported having follow-up by a specialist, with a

Figure 2. Recurrent problems and concerns reported by asthma and COPD respondents

| notably reduce my physical activity for fear of asthma attacks

| have been forced to plan all of my activities due to asthma

| control my expressions, such as laughing, because of fear of an attack
| am afraid of asthma worsening as the cold season comes

Asthma

28.9
15.5
11.6
35.3

| am afraid of asthma worsening as the allergic season comes

| am always afraid of not having the medicine for asthma with me
| am always afraid of the medicine not working when | need it to

| feel embarrassed at taking the medicine in front of other people

| notably reduce my physical activity for fear of breathing difficulties

| have been forced to plan all of my activities due to COPD

Because of COPD | have difficulty in walking up the stairs or walking
| am afraid of COPD worsening as the cold season comes

Because of COPD | feel | am a burden on the rest of my family

| am always afraid of not having the medicine for COPD with me

| am always afraid of the medicine not working when | need it to

| feel embarrassed at taking the medicine in front of other people

53.5
37.8
25
224

T T T T T T 1
0 10 20 30 40 50 60 70
% of patients agreeing “a lot” or “quite a lot”

COPD
53.4
47
59.9
54.4
22.5
371
30.2
18

T T T T T T 1
0 10 20 30 40 50 60 70
% of patients agreeing “a lot” or “quite a lot”
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Figure 3. Attitudes and concerns reported by respondents regarding regular asthma and COPD therapies

| manage my regular asthma therapy in relation to how | feel

Nothing happens if one day you forget to take regular asthma therapy

Regular therapy does not provide benefits that are easily felt

Regular therapy with immediate results gives me reasons for regular taking
Regular therapy makes me afraid of possible side effects

Medicines to be taken every day can lose their effect the longer you take them
Regular therapy gives me the sensation of being more ill

COPD
| manage my regular COPD therapy in relation to how | feel 35
Nothing happens if one day you forget to take regular COPD therapy 32
Regular therapy does not provide benefits that are easily felt 25.6
Regular therapy with immediate results gives me reasons for regular taking 65.8
Regular therapy makes me afraid of possible side effects 30.6
Medicines to be taken every day can lose their effect the longer you take them 354

Regular therapy gives me the sensation of being more ill 24.8

Asthma

55.4
33.8
25.2
64.2
40.6
41.8
34.5

T T T T T T 1
0 10 20 30 40 50 60 70
% of patients agreeing “a lot” or “quite a lot”

T T T T T T 1
0 10 20 30 40 50 60 70
% of patients agreeing “a lot” or “quite a lot”

mean frequency of 1.9 years and 7 months, respectively. In
the UK, less patients than in other countries reported visits to
a specialist (19.8% of those with asthma and 36.2% of those
with COPD). Visits to GPs for asthma and COPD were reported
by 64% and 67% of the patients, respectively. The mean
frequency of visits due to asthma was 10.4 months; the mean
frequency of visit due to COPD was 5.3 months. Both asthma
and COPD patients reported mean visit duration of 27 minutes
and 16 minutes with specialists and GPs, respectively. Among
patients visiting both GPs and specialists, only 50% of asthma
patients and 61% of those with COPD were aware of contacts
or exchanges of information between their GPs and specialists
with regard to the management of their condition. This result
differed between countries, with patients in Spain and Italy
believing that communication between specialists and GPs was
much less likely than reported by respondents in other countries.

Figure 4 shows patients’ expectations and level of
satisfaction, on a scale of 1-10, regarding aspects of their
relationship with GPs and specialists during consultations.
Both asthma and COPD patients rated “listening carefully
when | talk about my symptoms and problems’ as their most
important need. The other two needs ranked very highly by
both asthma and COPD patients were the need for a clear
explanation of their condition and a desire for the doctor to
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allocate sufficient time for the consultation. The biggest
discrepancy between the level of importance assigned to a
specific need and the level of satisfaction experienced by
patients related to receiving clear explanation of the possible
side effects/risks of the prescribed medicines, being consulted
with regard to the choice of inhaler device, and receiving
support to self-manage their condition.

Information sources and role of patient associations
When asked about the level of educational support received,
all the respondents reported that specialists were more likely
than GPs to verify patients’ inhalation technique.
Nevertheless, overall, only 43.5% of patients with asthma
and 48.5% of those with COPD were asked to demonstrate
inhaler technique by their specialist at the time of
prescription. 33% of asthma patients and 41% of those with
COPD received a written action plan to manage their
condition from the specialist, while a lower percentage of
patients received written plans from GPs. Written material
providing information about the disease was given by
specialists to 47.3% of patients with asthma and 35.6% of
those with COPD, and by GPs to 28% and 31.1% of asthma
and COPD patients, respectively. Only a few of the
respondents (< 10%) received recommendations by their
specialists or GPs on possible websites where they could find
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Figure 4. Rank order (from 1 to 10) of patients’ needs and correspondent level of satisfaction (Needs: 1 = not at all
important; 10 = extremely important. Satisfaction: 1= not at all satisfactory; 10 = extremely satisfactory) for patients

with asthma (top figure) and COPD (bottom figure)

O Needs

Listening carefully when | talk about my symptoms and problems
Understanding clearly what | am trying to express

Explaining well what asthma is and what problems it can cause

Devoting an appropriate amount of time to the visit

Explaining clearly how to take the products and use the inhalers

Explaining clearly which are the possible side effects and risks of the products
Understanding clearly what concerns me

Emphasising the usefulness of the medicines against asthma, explaining their function
Offering me support to help me manage my own condition

Asking me a lot of questions on how | feel

Warning me against the dangers of asthma

Being consulted with regard to the choice of inhaler

Giving me suggestions on how to change my life style

Supporting me psychologically and preventing me being gripped by pessimism

Listening carefully when | talk about my symptoms and problems
Understanding clearly what concerns me

Explaining well what COPD is and what problems it can cause

Emphasising the usefulness of the medicines against COPD, explaining their function
Devoting an appropriate amount of time to the visit

Explaining clearly how to take the products and use the inhalers
Understanding clearly what | am trying to express

Explaining clearly which are the possible side effects and risks of the products
Asking me a lot of questions on how | feel

Giving me advise on how to self-treat episodes fo COPD worsening

Warning me against the dangers of COPD

Not blaming me about the style of life that | lead / that | have led

Consulting me with regard to the choice of inhaler

Supporting me psychologically and preventing me being gripped by pessimism
Giving me suggestions on how to change my life style

O Satisfaction Spec.

5

Satisfaction GP

information regarding asthma and COPD.

Only 25% of people with asthma and 26% among those
with COPD did not seek additional information on their
condition and treatments beyond those received during
consultations. All others had asked for more information
(Figure 5) from their doctors (62% of those with COPD and
58% with asthma) and/or had specifically sought information
on specific Internet websites/forums (65% of patients with
asthma and 51% with COPD). In the UK more patients also
accessed a nurse for information than in other countries:
27% of the asthma patients and 40% of those with COPD.

A third of those on therapy for COPD were aware of
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patient associations, but only a minority of them (6.6%)
actually joined those associations. The same awareness of
patients associations was found in those with asthma, but
fewer (< 5%) actually joined a patient association.

Discussion

As the burden of respiratory diseases moves from a burden of
infectious disease to a burden of long term non-communicable
disease, it becomes increasingly important that those caring for
patients with respiratory iliness take a patient-centred approach.
Such an approach involves greater attention being paid to
supporting the patient as they manage their own condition,
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Figure 5. Sources accessed by respondents to seek additional information about their condition

Asthma
GP/Specialist
Nurse 75

57.6

Pharmacist 22

24.8
18.6

Spec. magazines

TV/radio

Pts’ association | 2.3

Spec. websites 65.4
13.9

4.6
— T T T T T 1 l
0 10 20 30 40 50 60 70 80

% of asthma patients

Internet (general)
Others

COPD
GP/Specialist
Nurse

62.1
13.1
17.3
26.3
21.8

Pharmacist

Spec. magazines

TV/radio

Pts’ association | 4.6

Spec. websites 50.5
11.6

4.9

Internet (general)
Others

T T T T T T T 1
0 10 20 30 40 50 60 70 80
% of COPD patients

providing convenient follow-up, and (of greatest importance)
enhancing adherence by means of optimal communication. The
association  between patient satisfaction with the
communication aspects of consultations and compliance is
strong.” Optimal communication entails hearing patients’
expectations, eliciting their goals, offering an opportunity for
them to express any fears or concerns, and shared decision-
making regarding on-going management. For long term
conditions this process needs to be supported by a process of
care that provides convenient follow-up, with the opportunity to
reinforce the information offered in an assimilable manner and
with easy access to expert healthcare professionals at times of
more urgent need.

How do we know this and how is it achieved? Ideally this is
an individualised process, but understanding of issues likely to be
of importance to those with conditions such as asthma and
COPD can be sought from surveys such as that reported here.
One of the main limitations of a survey such as this is that the
patients surveyed may not be entirely representative of the
general disease group. In this survey, the fact that patients were
recruited from a panel of 1,835,000 people who had
volunteered themselves for research studies may be a source of
bias, as may be the use of the computer-assisted questioning —
although the latter risk was reduced by providing alternative
methods for the elderly. In addition, quite a high percentage of
patients recruited in this study had a “medium to high”
educational level (see Table 1), so this may be considered a more
educated group than the general population. Sampling may also
attract those keen on the opportunity to “make their voice
known” after having had adverse experiences in the past which
they wish to report. Furthermore, surveys such as this are unlikely
to include more severe patients. However, despite these
limitations, the results reported here seem to be genuine. They
seem intuitively correct — with findings that are in keeping with
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smaller single country studies on certain aspects — and the large
number surveyed adds validity.

The study captures significant levels of reported morbidity in
asthma and COPD patients; a third of those with asthma and
two thirds of those with COPD report an impact of these
conditions on their QoL. This is to be expected in COPD due to
the absence of interventions able to modify (to any great extent)
the progressive lung function decline typical of this condition;
but it is also true for asthma, even though very effective
medications are available and ambitious goals have been defined
by guidelines. Indeed, asthma control was suboptimal in the
majority of asthma patients enrolled in the present study. This
finding, in a heterogeneous population of asthma patients, is in
line with previous studies recording high levels of morbidity both
in mild asthma patients with low level of ICS maintenance
therapy'®*® and in patients receiving daily maintenance therapy
with ICS or ICS/LABA.*

The data demonstrate that asthma and COPD continue to
constitute a significant emotional burden for patients. In
particular, those with asthma report fears of seasonal worsening
or concerns related to either forgetting to take their medicine
with them, or having the medicine not working when they need
it to. Many of these fears are shared with COPD patients.
However, COPD differs from asthma due to its potential to affect
all the aspects of daily life because of the significant impairment
of physical activity experienced by patients. The global burden
associated with COPD is confirmed; when asked to define their
condition, about a third of COPD respondents identified it with
the sensations of burden, limitation and disability. The
impairment in daily activities and the progressive nature of COPD
led patients to rank it as fourth in terms of severity among 11
proffered conditions.

It is disappointing still to find a significant sense of stigma
regarding taking of medicines in front of other people, as
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reported by about 20% of asthma and COPD respondents. This
suggests that great effort is still needed to optimise patients’
medical education, but also to improve public levels of
awareness about chronic respiratory conditions and their
treatments.

More than half of the asthma respondents reported
adjusting their regular therapy in relation to how they feel.
This confirms that (in the absence of symptoms) low
adherence to regular medications is an issue, and without
properly designed educational strategies the achievement of
optimal asthma control may become an elusive goal.®***2
Nevertheless, patients’ propensity to take control of their own
therapy may be exploited to implement strategies that should
lead to a guided involvement of patients in self-monitoring
and self-management of their condition, as suggested by
guidelines.® Indeed, previous studies have shown that patients
are able to recognise deteriorating asthma control but that
they usually adjust their medication in an inappropriate
manner.*

More surprising is the finding that a third of COPD patients
also tend to adjust their therapies in relation to the symptoms
they experience. As already suggested by previous studies,” it
follows that low adherence can represent a significant barrier to
optimal management not only for a condition with relatively
symptom-free (or “silent”) periods like asthma, but also in
COPD. This study also highlights the need to address during
consultations the concerns and misconceptions patients may
have regarding regular therapy, including fear of side effects or
fear that regular therapies might lose their effect with prolonged
use. The high percentage of respondents who declared that
regular treatments which provide immediate benefits reinforce
the need to take the medication confirms the results of previous
studies in asthma patients."**

Of concern is the fact that almost half of the respondents
were not aware of exchanges of information between GPs
and specialists regarding the management of their condition.
If such a perception is reality, the opportunity for conflicting
messages is significant.

All the patients emphasised their desire for doctors who
listened, and for more information regarding their disease and
associated problems. This obviously requires time, and devoting
an appropriate amount of time to the consultation was another
relevant need expressed by all respondents. However, contrary to
the findings reported previously which showed doctors’
tendency to not always listen,” the respondents recruited in the
present study showed a good level of satisfaction (scores > 7 in
a 0 to 10 scale) regarding these areas of their relationship with
doctors. Lower levels of satisfaction, on the other hand, were
assigned to the psychological support received and to the
adequacy of explanation of possible side effects and risks
associated with use of prescribed drugs. Addressing the latter
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need could be particularly relevant to increase adherence to
regular therapy, since concerns of side effects were reported by
a high percentage of respondents and may act as a barrier to
adherence, particularly for those with asthma.” Finally, the
lowest level of satisfaction was reported by those with asthma
and COPD regarding the possibility of being consulted in the
choice of their inhaler. Even though a lot of evidence is available
to support the importance of testing patient preference for one
type of device over another, and the relevance to teach and
verify inhalation technique,* these aspects of care seem to be
largely underestimated. Indeed, less than half of our respondents
were asked to demonstrate inhaler technique at the time of
prescription.

In agreement with previous studies® and in contrast with the
recommendations of international guidelines,® the receipt of
personal, written, asthma action plans was reported by only a
minority of patients. This is of concern because reviews of
patients with asthma and COPD by GPs or specialists are
infrequent, ranging from once to twice a year for most of the
respondents. Most patients self-manage their own condition
most of the time and healthcare providers have the responsibility
to give them the tools, support and knowledge necessary to do
so satisfactorily. Interestingly, a higher percentage of patients
with COPD reported having been provided with written self-
management plans compared to those with asthma. Indeed,
optimisation of self-management in COPD can be extremely
relevant because patient early recognition of exacerbation and
prompt therapy have been shown to improve exacerbation
outcomes.® Furthermore, patients with lower self-management
capacity showed higher hospitalisation rates compared to
patients with better self-management capacity.®

We found that three-quarters of patients with asthma and
COPD have a propensity to look beyond the consultation for
further information. Although doctors remain a major reference
point, patients access a variety of other sources — and the
internet was by far the commonest. Surprisingly, this was not
only true for the younger population of asthma patients, but it
was also the case for older patients with COPD. Even though the
CAWI methodology applied in this study may have determined
a patient sample particularly familiar with computer and internet
use that may partially explain these results, exploiting internet
resources more efficiently seems to be a significant opportunity
for healthcare providers. Despite a majority of patients reporting
that they looking at specialised websites, only a few of those
enrolled in the present study declared having received
recommendations from their doctors on websites to be
consulted.

Conclusions

Despite the availability of potentially effective medications, the
results of the present study still show significant emotional
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burden and impairment of QoL both in those with asthma and
COPD. Patient attitudes toward regular maintenance therapy
suggest that low adherence to prescribed medication — a reason
for poor clinical outcomes — could be helped by addressing
patients’ fears and misconceptions about medicines during
consultations. Other opportunities to improve the current level
of care for patients with chronic respiratory conditions are the
implementation of self-management education, higher
involvement of patients during the choice of the inhaler device,
and appropriate training and regular checking of their inhalation
technique. Although doctors remain a major source of
information for patients, the majority of those with asthma and
COPD reported a propensity to look beyond the consultation for
further information on their condition. Guiding patients to
reliable websites and patient support organisations may
represent an effective way to increase their educational level and
skills so that they can collaborate effectively with healthcare
professionals in the management of their condition.
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