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and debate, which represents the breadth of respiratory and
respiratory-related allergy seen by primary care practitioners globally.
Being awarded an Impact factor does help in this respect, but we are
keen to take things further. In particular, we want to use social
media to aid readers in interpreting study findings by bringing them
into closer contact with authors and facilitating virtual, global
discussions about various PCRJ papers and what they mean. We will
have more to say on this at the turn of the year, but in the meantime
we are delighted to note that this issue marks the launch of the new
“education@pcrj” section of the Journal. In the very capable hands
of section editors Hilary Pinnock and Jaime Correia de Sousa, this
new education section is a formal manifestation of the second of the
PCRJ’s two aims,4 which we are sure will make an enormous
contribution to bridging the gap between research and clinical
practice. They present their plans for the future in their editorial on
pg 133.5

We are very grateful to the PCRS-UK and the IPCRG, and the
many organisations, institutions and individuals across the globe that
have been fundamental in helping us achieve this important
strategic goal. In particular, we thank all of our Assistant and
Associate Editors and the members of the International Editorial
Board for their support and expertise, and we again pay tribute to
Mark Levy, Editor Emeritus, for his 15-year service as Editor-in-Chief
and the legacy which he left. 

The decision by Thomson-Reuters ISI to award the PCRJ an
Impact factor is both timely and welcome. It now positions us to take
a lead in advancing the frontiers of knowledge through publishing
the very best research, discussion and debate on behalf of patients
with respiratory problems worldwide. For a journal of record such as
the PCRJ, this is the outcome that really matters… 
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The paper describing the Active Life with Asthma (ALMA)
questionnaire by Kiotseridis et al.1 in this issue of the Primary Care
Respiratory Journal raises as many questions as it answers. The
technical issue addressed in the paper about the validity of a
subset of questions as an assessment of asthma control is
arguably the simplest of the questions to answer. Derived
appropriately from qualitative investigation, the 14 questions

designed to measure control compared well with the ‘gold
standard’ Asthma Control Questionnaire (ACQ).2 The more
interesting questions, however, have yet to be addressed:        
a) How do questionnaires fit into the well defined structure of
a primary care consultation? 
Experience in UK primary care where use of the Patient Health
Questionnaire-9 (PHQ-9) was introduced as a measure of the severity
of depression in the Quality and Outcomes Framework (QOF)3 in 2006
is not entirely encouraging. Although patients were relatively positive
and considered that completing questionnaires made them feel as if
they were being taken more seriously,4 general practitioners (GPs)
thought that asking patients to complete a questionnaire was
intrusive, interrupted the flow of the consultation, and added little to
their clinical judgement.5 However, the International Primary Care
Respiratory Group (IPCRG) in their recent prioritisation of research
needs, identified the development of questionnaires (or just
‘questions’) as an important means of diagnosing and assessing
respiratory conditions in the comparatively low-technology context of
primary care.6 Objective assessment of control is a core component of
asthma reviews which underpins management decisions.7 The ALMA
tool offers some validated morbidity questions, though how the
questions can best be incorporated into an asthma consultation may
be a practical concern for some clinicians.  

A question of quality? A single questionnaire for measuring
asthma control, structuring asthma reviews, and monitoring
health service standards 
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b) Will questionnaires be completed ‘properly’ in clinical
practice?  
The science underpinning the development of Patient Reported
Outcome Measures (PROMs) emphasises the importance not only of
the precise wording of questions but also of context and mode of
delivery in ensuring that the instrument measures consistently what it
is intended to measure.8 Instruments such as the ACQ are validated by
self-selected volunteer patients completing questionnaires under the
supervision of trained researchers, and new modes of administration
are carefully assessed to ensure that they do not compromise response
rates or validity.9,10 Developers of questionnaires have long expressed
the hope that their instrument will have clinical applicability,11 but in
clinical practice such careful standardisation is unlikely, with clinicians
adopting a range of practical strategies to overcome the challenges of
time, language, poor literacy and perceived disruption of consultation.
Experience with the PHQ-9 in the context of the QOF identified seven
such strategies,12 (including incorporating paraphrased questions into
the conversation and calculating a score after the consultation), thus
completely negating validation. Although the questions used in the
validation exercise reported by Kiotseridis et al. were obtained by self-
completion of a (5-minute) paper questionnaire, the ‘real-life’ ALMA
database is a (presumably clinician-completed) web-based application
which immediately changes the dynamics of completion.  
c) What impact does a template have on an asthma review?
The ALMA database, however, is more than another PROM assessing
asthma control: it is a tool intended to structure asthma reviews.
Structured asthma care, including assessment of control, has been
shown to improve patient outcomes – for example, in the Australian
3+ visit plan.13 Templates may be welcomed as a means of improving
clinicians’ adherence to protocols,14 though they have led to concerns
about imposing a routine that potentially excludes the patient’s
agenda.15 Completing checklists may encourage the recording of
negative findings that have not been explicitly elicited.16 The authors
should consider recording asthma reviews or undertaking qualitative
research to explore how the ALMA tool is applied, the impact it has
on the process of the consultation, and crucially, whether
identification of poor control triggers appropriate stepping up of
treatment and improved outcomes for patients.   
d) How might healthcare systems benefit? 
There is a final question for the ALMA tool: can the questionnaire raise
standards of care across a healthcare community? Routine use and the
development of a database offers the opportunity to observe
standards of practice and then to benchmark good practice as a first
step to driving up quality of care.  Although morbidity scores have
been widely used to assess asthma control as part of initiatives to
improve care across healthcare communities – for example in Finland17

and the USA18 – the data are generally collected by self-completed
questionnaire as part of the evaluation of an initiative and thus do not
reflect the real-life assessment of control using routinely collected
data. The IPCRG Helping Asthma in Real Patients (HARP) study piloted
in Ireland19 and now rolled out to the UK, Germany, France, Italy,
Spain, Sweden, Norway and Australia uses some routinely collected
data extracted from practice computer systems, but overcomes the
lack of coded symptoms by sending questionnaires to people with

asthma to assess morbidity.   
By establishing a database of asthma assessments undertaken

within the local healthcare community, the ALMA project has an
important opportunity to monitor patient-related outcomes and the
impact of initiatives on standards of care.  An explicit focus on quality
improvement is a key aim of the UK QOF.20 When 20% of practice
income is attached to pay for performance indicators, motivation to
achieve maximum points is high (UK practices achieved 98.7% of
available asthma QOF points in 2010/1121). It will be interesting to
compare the results of the voluntary ALMA scheme with the standards
achieved in the financially-rewarded QOF.
A question of quality
The initiative described by Kiotseridis et al. provides an answer to one
question: asthma control recorded by the ALMA questionnaire
compares well to the gold standard ACQ. Time and further research
will tell whether by structuring assessment of control it is possible to
improve the quality of care provided to individual patients – and also,
by routinely monitoring structured asthma reviews, raise the quality of
asthma care within a healthcare community.  The question is one of
quality.    
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In this issue of the PCRJ, Barbara and colleagues1 report the
agreement between patient-recorded and clinician-recorded
symptoms of respiratory illness. Contrary to other research, the study
revealed that the patients recorded fewer symptoms than were
captured by the clinicians following consultation. Barbara et al.’s
intriguing findings raise two key questions. First, what factors might
cause patients to increase the quantity of the symptoms that they
report when conversing with their clinician? Second, are there any
reasons why clinicians may record symptoms in addition to the
symptoms presented by the patients during consultation? We
believe the answer to these questions may be explained by
considering the psychological factors that may underlie patient and
clinician symptom-recording behaviours. More specifically, we

suggest that the different symptom-recording behaviours of patients
and clinicians may be motivated by an intrinsic desire to manage
perceived risks.    

When patients visit their physician they often arrive with an
agenda and expectation of receiving a prescription, particularly when
they believe they have a respiratory illness.2,3 Such expectations seem
reasonable given that patients typically visit their clinicians to obtain a
solution (e.g. a prescription) to a problem (e.g. a respiratory infection).
However, patients may perceive a risk that the clinician will not provide
the anticipated solution and therefore not address the problem to a
satisfactory standard. This perceived risk may be heightened as a result
of the rise in public awareness of current campaigns to discourage
clinicians from prescribing certain medications (e.g. antibiotics) due to
costs, misuse and a slow decline in effectiveness (see Figure 1).4,5

Consequently, patients may now perceive the risk of leaving the
practice without an appropriate remedy as being much greater than
in previous decades. In an attempt to manage this risk, we
hypothesise that patients may report a greater quantity of symptoms
during clinical consultations, with the intention of encouraging the
clinician to diagnose an illness that would typically warrant a
prescription. In short, the ‘over-reporting’ of symptoms by patients
may lead some clinicians to record a greater quantity of symptoms
than those recorded by the patient prior to the consultation. This
thesis provides a potential explanation for Barbara et al.’s main finding
that patients and clinicians record a different quantity of symptoms
and for the contrast between this finding and findings observed in
earlier work. 

This notion is further supported by Barbara et al.’s finding that the
symptoms which patients under-recorded (e.g. cough, fever, etc.)
appear to be those that may be more difficult for a clinician to verify
objectively in a short consultation. This behaviour may stem from the

Perceptions of risk may explain the discrepancy between patient
and clinician-recorded symptoms
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