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Abstract

Aim: To explore whether, and how, prescription charges affect asthma patients’ disease management behaviour.

Method: Thirty qualitative interviews.

Results: Interviewees were aged between 21 and 59, 21 were women, 24 were paying individual prescription charges, and six had pre-
payment certificates (PPCs). Most had a β2-agonist ‘reliever’ and a steroid ‘preventer’ inhaler. Prescription charges posed affordability issues
for some, and for two patients cost-related reduction in ‘preventer’ use affected asthma control negatively. Many described various ways
of keeping medication cost down. Affordability issues, negative views on paying charges, and whether interviewees viewed their asthma
medication as essential, were influential factors. Steroid inhalers were viewed more commonly as being less essential and affected by cost.
The episodic nature of asthma meant that predicting benefit from PPCs was difficult.

Conclusion: This study strengthens existing evidence that medication cost is a factor in asthma patients’ management decisions, with a
potential cost-related impact on asthma control.
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Introduction
Asthma is a worldwide problem, with increasing prevalence
and significant effects on morbidity and mortality.1 In the UK
there are 5.2 million people with asthma, resulting in at least
12.7 million lost work days, leading to an estimated bill for lost
productivity of £1.2 billion.2 There are over 4.1 million
consultations with general practitioners (GPs) each year,
69,000 hospital admissions for asthma, and over 1,400
deaths.2

Well established and up-to-date clinical treatment
guidelines exist in the UK3 and other countries, including the
United States.4 However, the success of appropriately
prescribed treatment depends on patients adhering to
recommendations and treatment. Nevertheless, adherence to

asthma medication is poor,5,6 causing increased disease
severity and unnecessary hospital admissions7,8 as well as
death.9 In the UK, it is estimated that non-adherence to
asthma medication contributes to between 18% and 48% of
asthma deaths.5

It is known that a multitude of factors impact on patients’
management decisions and medicines adherence.10 These
include fear of adverse effects, a belief that the medication is
of no benefit or is not necessary, a sense that asthma is not a
chronic condition when one is symptom free (so medication
is only needed intermittently), and the inconvenience of
medication use or stigma.10,11 Another factor is the cost of
obtaining medication, and international evidence shows that
this impacts negatively on the use of medicines in general12,13

as well as on asthma medicines in particular.14-16

The impact of medication cost on adherence has received
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relatively little research attention in England, which may be
explained by the relatively high level of prescription charge
exemption. Overall, as many as 88.6% of prescription items
are dispensed free of charge, 59.7% of which are for people
aged 60 and over, who are charge exempt.17 Further
exemptions are granted to those aged under 16 years of age,
those on low income, and those with various medical
conditions such as diabetes.18 This leaves about 50% of the
adult population liable to prescription charges.17,19 Asthma is
not one of the medical conditions which qualifies for
exemption.18

If prescription charges apply, their current cost in England
is a relatively high flat fee of £7.10 (£6.30/6.40 at the time of
the study) for each prescribed item. As asthma is a chronic
inflammatory disorder resulting in reversible constriction of
the airways, treatment consists of symptom management –
usually through the use of an inhaled β2-agonist – and
prevention of attacks – where inhaled corticosteroids (ICS) are
the mainstay of treatment. During episodes of asthma
exacerbations patients may require additional medication
such as antibiotics and/or oral corticosteroids, each incurring
an individual prescription charge.

The sparse UK research evidence has shown that the cost
of medication does influence non-exempt patients’
management decisions, particularly if they are on lower
incomes.20 Bronchodilator and particularly steroid inhalers are
among those commonly not dispensed on cost grounds.21

However, despite the existence of some qualitative focus
group evidence on the issue in general,22 there is no detailed
information on the impact of medication cost on individual
asthma patients. The aim of this study therefore was to
explore whether, and how, the cost of prescription charges
affects asthma patients’ disease management behaviour. 

Method
The study employed qualitative interviews and, since cost only
plays a role for those paying charges,22 non-exempt
asthmatics were targeted. Following local research and
university ethics committee approval, three general practice
surgeries in the Northwest of England mailed 602 asthma
patients, aged 18 to 59, thus including those potentially liable
to prescription charges – information not held on GP
computer systems.

Fifty-two patients responded, 12 of whom were exempt.
Thirty non-exempt respondents were interviewed in their own
home or place of work during February to May 2004.
Following informed written consent, semi-structured
interviews were conducted using a topic guide based on the
existing literature and the author’s previous research (see
Appendix 1 at www.thepcrj.org).20-22 Interviews lasted
between 15 and 65 minutes (mean 37 mins), and were tape-

recorded and transcribed verbatim. Transcripts were read
repeatedly, common themes identified, and a thematic
framework developed, which was informed by the topic
guide. The thematic framework was then applied to the
transcripts, and its key themes, with sub-categories, used to
form charts. Distilled summaries of issues, with reference to
the location in the original transcript, were used to populate
the charts. This approach to data analysis was adopted since
it allows an overview of the data where associations (and
contradictions) can be explored for further explanation and
interpretation.23,24 The above process was led by the author
but was reviewed with her colleague and mentor at various
stages, to ensure validity of data analysis and discussion of
interpretation and meaning.

Results
Background information on asthma interviewees
Twenty-one of the interviewees (70%) were women. Mean
age was 44 years (range 21 to 59). Interviewees paid
prescription charges currently (n=23), until recently (n=1), or
had PPCs (n=6). They were working (n=25) or their partner
was (n=4), and they had a wide range of incomes. Table 1
shows further detail.

All interviewees had a β2-agonist (‘reliever’) inhaler,
salbutamol for most (n=26).  The majority (n=25) had an ICS
(‘preventer’) inhaler, and seven had an additional regular
long-acting β2-agonist (LABA). The majority of regular repeat
prescriptions were issued on a monthly basis. Further detail
can be found in Tables 2 and 3.
Medication cost, affordability and asthma control
As interviewees were aware of the study purpose, half raised
the issue of medication cost without prompting.  Even though
the prescription charge did not seem to stop most
interviewees obtaining their asthma medication, it had a
significant effect on two, who reduced the use of their ICS
inhalers purely on the grounds of cost and affordability –
which, for both, meant that their asthma control was affected
negatively. One of the two was a 21-year old nursing student
who was on a small monthly bursary of £406:

“I’m meant to be on salbutamol .. as a reliever, and the
Becotide® as a preventer, but because [of]..
prescription charges […] If you’re getting the two you
have to pay for double, don’t you. So I don’t use the
brown one at all now.” (ID23)
As she had been asthmatic since childhood, and had been

using both types of inhalers at a time when she still qualified
for age-related exemption, she compared her inhaler use then
and now. She used a ‘preventer’ then, was aware of its
benefits, yet did not use it now because of its cost. It became
clear that this interviewee was using her ‘reliever’ several times
a day every day, suggesting poor asthma control.
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Another lady in her mid-fifties described how her financial
situation in the last few years had been such that it made her
reduce her inhaler use, which had led to worse asthma control:

“I must admit the last three years ... I’ve not .. been for
the inhalers as much as I used to, mainly because of [..]
my financial position, and I’m not just saying that
because you’re here, […], it was a hard decision
sometimes. […] With not using it [Ventolin® and
Becotide®] as often as you should, [..] you can tell,
ooh, […] the only way I can describe it, it’s like a weight
on your chest.” (ID17)
The cost of prescription charges did not seem to impact on

the remaining interviewees in a way that had a marked
negative effect on asthma control, and several interviewees
said they could afford the required prescription charges. 

Nevertheless, the majority of interviewees, whether more
or less affluent, had views on prescription charges. Many
commented that their cost was too high, which was
particularly important when more than one item was
prescribed, thus incurring several prescription charges. Many
disagreed with having to pay for asthma medication, which
they felt should qualify for charge exemption or subsidy. It
seemed that it was not merely cost and affordability that
impacted on interviewees’ management of their asthma, but

that negative views on paying also played a role. This was
supported by the length and detail of conversations about
views on charges (reported elsewhere25) and strategies used to
manage cost (see below).
Viewing asthma inhalers as essential, and the
differential impact of cost
Whether cost featured as an influence seemed to depend on
whether interviewees saw their asthma medication as
essential, defining this as medication they needed to control
their asthma and thus ensure a good quality of life. If they did,
they felt that making cost-related choices was not an option,
and they would have to find the money to pay:

“I need them [Ventolin® and Symbicort®] and they’re
the first and foremost thing. It’s no good me not
getting them, because […] I just won’t be able to

PRIMARY CARE RESPIRATORY JOURNAL
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N (%) Asthma

Gender: male 9

Age
20 – 29 3
30 – 44 14
45 – 60 13

Rx charge
Pays 23
PPC 6
Exempt 1

Working status
Full-time 16
Part-time 9
Spouse/partner works 4
Full-time student 1

Household income
< 10,000 3
£10,000 - 24,999 4
£25,000 - £39,999 6
£40,000 + 5
[missing] [12]

NB. Poverty is specified as 60% of median income – adjusted for number 
in household (http://www.jrf.org.uk/knowledge/findings/socialpolicy/043.asp)
In 2003/04, the median personal income was £11,800; median 
household income was £21,700; the higher rate of tax was paid on incomes 
over £35,115 (http://www.guardian.co.uk/business/2003/sep/29/ 
politics.economicpolicy)

Table 1. Demographics of interviewees (total n 30).

n

Adrenoceptor (mainly ββ2) agonist inhaler (‘reliever’) 
Salbutamol (Ventolin® / Salamol®) 26

Terbutalin (Bricanyl®) 1

Ipratropium + salbutamol (Combivent®) 2

Not known which ‘reliever’ 1

Regular bronchodilator inhaler (not for immediate relief)
No regular bronchodilator used 23

Salmeterol (Serevent®) 5

Formoterol 1

Salmeterol + fluticasone (Seretide®) 1

Steroid inhaler (‘preventer’)
No steroid inhaler used 5

Beclometasone (Becotide® / Becloforte® / Qvar®) 11

Fluticasone (Flixotide®) 4

Budesonide (Pulmicort®) 2

Budesonide + Formoterol (Symbicort®) 2

Not known which ‘preventer’ 6

Table 2. Prescribed asthma medication.

‘reliever’ ‘preventer’

Frequency of repeat Rx  
Once a month 11 15

Every 2 months 3 2

Every 3 months 4 0

Rarely, less than every 3 months 8 5

[Not known] [4] [3]

[Not applicable] [5]

Number of inhalers (items) per Rx
One 16 16

Two 4 1

[Not known] [10] [8]

[Not applicable] [5]

Table 3. Frequency of repeat prescription (Rx) and
number of items.
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breathe, so I won’t be fit enough for work anyway, so
they are an essential need.” (ID3) 
Some interviewees made comparisons with other types of

medication – for example, treatment for minor ailments was
seen as less essential – thus permitting cost-related decisions:

“More with the hayfever, [..] if your eyes and that are
going, it doesn’t matter as much as if you can’t
breathe. [..] Sometimes you wouldn’t get them
because it’s expensive for hayfever tablets, but the
inhalers I would always have them.” (ID25)
The decision that asthma medication was essential and

needed to be paid for was particularly pertinent for
interviewees with affordability issues. Some explained that in
order to be able to afford their asthma medication, they may
have to sacrifice something else:

“It’s like nineteen pound a time [...] for the three
different things, so […] an enormous amount, and if
you’ve not got it and you need it, you really need it, I
mean, when it’s a choice between .. how can I put it?
.. If XX (12 year old boy) needs anything, cos he’s a
growing lad [...].  You’ve gotta think, ‘Well, I really
need to breathe, you know, and I’m afraid you’re
gonna have to go without a pair of shoes. Or you’re
gonna go without a pair of pants. You’re gonna have
to wait.’” (ID6)
However, not all interviewees judged their asthma

medication as essential. In the following example the
interviewee distinguished between his hypertension tablets,
which he did consider essential, and his asthma medication:

“I don’t have the choice with the blood pressure one
really. […] If I don’t take the lisinopril then I will have
high blood pressure.  If I don’t take the inhaler I’ll have
asthma for a bit and then it’ll go away.” (ID29)
Each individual interviewee seemed to make his/her own

judgement on which types of medicines they defined as
essential or less essential. These judgements seemed to be
based on a multitude of influencing factors: their own
experience and the severity of their asthma and other
conditions; experiences and practices of family and friends;
information obtained from health professionals; ‘official’
literature such as health leaflets; magazines; or the internet.
Are both ‘reliever’ and ‘preventer’ seen as essential?
When judging the necessity of asthma medication, many
interviewees further differentiated between their two types of
inhalers. Those who did differentiate, commonly considered
the ‘reliever’ essential because it provided immediate relief
from acute and potentially serious and distressing asthma
symptoms. Several interviewees judged ‘preventer’ inhalers to
be less essential, justifying this by the lack of immediate and
clearly evident benefit. Cost thus had a differential impact on
individuals’ decisions to buy and use one or both types of

inhalers, and interviewees were more likely to choose to buy
the ‘reliever’ than the ‘preventer’.
Keeping use of asthma inhalers and cost to minimum
Many interviewees described numerous ways through which
they kept the cost of asthma medication to a minimum.
Interviewees would not obtain more medication than they
needed, and, once paid for, they valued it and avoided waste.
One commonly used cost reduction strategy was that of
‘stretching’ medication, usually inhalers, to make them last
longer. Some interviewees did this so that a new repeat
prescription was required less often. Others ensured only one
item would be due each month, i.e. they would get the
‘reliever’ one month and the ‘preventer’ the next:

“Because they are that expensive, I tend to only take
my inhalers when I need ‘em. [...] Like on here it might
say .. ‘two puffs, four times a day’ or whatever it
actually says, and if I do not think I need that I don’t do
that, because I try and make it spin out that bit longer,
then I’m not asking for another repeat prescription.”
(ID14 - unprompted)
Cost-related ‘stretching’ affected both reliever and

preventer inhalers. Interviewees would try and cope without
their ‘reliever’ by avoiding known triggers or, once they were
experiencing a slight attack, by using other ways of managing
it, such as relaxation breathing:

“I do find because I have to pay for it I’m dead stingy
with .. when I take [my Ventolin].  I’ll wait to the point
where I know that I have to have it. I’d rather just sit
down and try and let it settle down rather than take my
inhaler.” (ID23)
Interviewees would cut down the ‘preventer’ dose they

were supposed to use, or would only use it when they felt they
would really need it – for example, at the start of a cold. These
are behaviours commonly found in asthmatics, but several
interviewees stressed that these decisions were reinforced by
cost. Several interviewees knew that reducing their ‘preventer’
inhaler use meant that their asthma was not as well controlled
as when they used their medication properly:

“You just make it last longer. Maybe not take it as it
says, three times a day or whatever, just when you
need it. So really, instead of taking it as a preventative,
you’re taking it, you’re reacting to the actual
symptoms, which I don’t suppose is the correct way,
but you just wait till you actually do get breathless.”
(ID37)
“When I do use my medication properly, I feel far, far
better.” (ID4)

Talking to GPs and their role
Despite describing the use of numerous strategies to reduce
medication cost, interviewees generally said they would not
raise issues of cost and affordability with their GP. Only a few
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said they had asked for a larger supply, thus getting more for
the same charge, and those that did used language that
suggested asking was almost deviant behaviour:

“I was dead cheeky once, when I […]  was going skiing
and I only had a little bit left in one of them and I asked
for two [...]. And it was a bit like you shouldn’t really
be doing this, because obviously for the same item you
only pay once.” (ID30)
When interviewees did get larger supplies it seemed that,

in many cases, this had been initiated by the GP. Several
interviewees felt GPs were reluctant to prescribe longer
supplies due to their increasingly tight drug budgets, and that
this had increased over the past years (see Table 3 for
information on length of prescription and number of inhalers).

“I had a kind GP at the time and he would double up,
and I think he would give me a three month supply for
one charge, but I know that GPs are reluctant often to
do that now, their drugs budget is probably much
tighter than it used to be.” (ID5)

Pre-payment certificates
Pre-payment certificates – which, at the time of this study cost
about £33 and £91 for four and 12 months respectively – can
be purchased by patients who require two or more regular
items a month, thus limiting overall cost. Six interviewees had
valid PPCs, six had had one in the past, and almost all of the
rest (15/18) were aware of their existence. Having a PPC
meant that cost and affordability were no longer an issue, and
interviewees could obtain medication when required. They
were generally positive about the existence of PPCs:

“You’re not frightened you can’t afford it.” (ID7)
Not all of the interviewees who would potentially benefit

had a PPC, and some had difficulty affording the lump sum
payment. The often unpredictable and episodic nature of
asthma meant that interviewees found it hard to anticipate
when a PPC would be worth buying. When asthma is well
controlled asthmatics can feel well for extended periods, thus
not requiring much medication. However, they could be more
prone to chest infections (for example) which may require
increased use of their usual inhaler(s) and additional treatment
with ICS and/or antibiotics, resulting in additional prescription
charges:

“You never know how many you’re actually gonna buy
‘cos your asthma might be great for that year and then
you don’t end up buying any and it’s forty pound down
the drain.” (ID 2)
“If you’d have known that [use of a number of
different medicines] was gonna come up you’d have
quite happily paid the eighty pounds.” (ID18)

Discussion
This is the first qualitative study to explore, in depth, asthma

patients’ management decisions in relation to the cost of
English prescription charges. It thus yields valuable new
insights.  

Recruitment was restricted to 30 non-exempt asthmatics.22

The inclusion of some exempt patients may have been useful in
order to explore further the role of cost in relation to other
factors affecting medication adherence. This could be addressed
through the design of a survey questionnaire for distribution to
a larger sample of exempt and non-exempt asthmatics, thus
establishing the prevalence of affordability issues and differential
use of cost reduction strategies and their impact on asthma
control, in the context of standardised measures for asthma
severity as well as other demographics. This might also address
the potential limitation of exploring the impact that gender and
age may have on patient decision-making in this context.
Nevertheless, the value of the present study lies in the depth and
detail that it explored.
Key findings
Many interviewees felt that they should not have to pay
prescription charges for asthma medication, and for others,
charges posed a more direct affordability issue. Both seemed to
impact on interviewees’ asthma management decisions, which
was illustrated by the number of strategies interviewees
employed to keep medication cost to a minimum. These related
to prioritising types of treatment, rationing, substituting and
postponing, as well as trade-offs with other needs. These
strategies are similar to those identified in relation to other acute
and chronic conditions, both in the UK20-22 and further afield.26-31

Despite using cost reduction strategies and trade-offs,
interviewees did not generally raise issues of prescription
charge cost or affordability with their GPs, who may be able
and willing to help.32 Whether interviewees viewed their
asthma medication as essential was influential, and those
who did seemed most likely to buy and use their treatments
as prescribed. Most interviewees defined their ‘reliever’
inhaler as essential, as this provided immediate relief from
asthma symptoms. However, even though accepted as
essential by some, several interviewees did not consider
steroid inhalers as essential. Many reasons for this perception
were not related to cost and have been identified in previous
studies.10,11,33-35 However, cost seemed to reinforce these
attitudes.

A further important finding was that for two interviewees,
cost-related underuse of their ‘preventer’ inhalers led to sub-
optimal asthma control. This suggests that prescription
charges may have a comparable negative effect on asthma
control among English non-exempt patients on low incomes,
as identified in several large-scale Canadian studies14-16 which
demonstrated that steroid inhalers were particularly affected
by medication cost. The present study offers some
explanations for their findings.
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Value of pre-payment certificates
PPCs are in place to limit the amount patients have to spend on
prescribed medicines. In England, they are currently available for
£27.85 or £102.50 to cover treatments dispensed over the
subsequent three or 12 months, respectively. They are financially
beneficial for asthmatic patients receiving more than one regular
item every month, yet not all interviewees who would have
benefited had a PPC. Low awareness of their existence found in
previous studies22 was not an issue here. Some patients,
particularly those on low incomes who most need protection
from unnecessary expense, cannot afford a lump sum
payment.22,36 This has since been addressed through the
introduction of a monthly direct debit payment facility for a
yearly PPC.37

However, even with recent improvements, the protection
mechanism intended by PPCs may be failing for episodic
conditions, since patients need to predict their medication use
for advance purchase. Providing a true cap on charges, where no
patient has to pay more than a set annual amount towards their
medication, may be a fairer approach. Keeping track of payment
of individual charges should be achievable once a
comprehensive electronic NHS infrastructure is implemented.

Conclusion
We already know that medication cost affects the use of
asthma medication, and that ICS inhalers are particularly
affected.14-16,21 Only qualitative work – as in the present study
– can identify the complexity that underlies these findings,
thereby providing insights into how and why prescription
charges impact differentially within the population of asthma
patients. Affordability, but also patients’ views on how
essential they judge their medication to be, are important
factors. The cost of prescription charges appears to reinforce
the impact that these factors have on asthma patients’
management decisions. As patients do not appear to raise
these issues with their doctor, it may be useful for GPs and
other healthcare professionals to incorporate related
questions into consultations and medicines use reviews.

A deterrent effect of prescription charges on the use of
essential asthma medication is against the UK Government’s
commitment to providing NHS treatment based on clinical
need and not affordability. Furthermore, cost-related
medication non-adherence may affect asthma control
negatively and, ultimately, increase NHS resource use. It is
hoped that this study provides further useful evidence for the
still on-going review of prescription charges in England,
where – unlike asthma – cancer was recently added to the list
of medical conditions qualifying for charge exemption.

Conflicts of interest
No conflicts of interest.

Acknowledgements
I am grateful for the support of The Health Foundation and the NHS R&D
Programme for funding my National Primary Care Post Doctoral Award, as part of
which this study was conducted. I thank the patients who agreed to be interviewed,
for sharing their time, experiences and opinions with me. I would also like to express
my appreciation for the support from Professor Karen Hassell, my Post-Doctoral
mentor, in the conduct and analysis of this study. I would further like to thank her,
and Professor Peter Noyce, for their much valued comments on earlier drafts of this
paper.

References
1. Masoli M, Fabian D, Holt S, Beasley R. The global burden of asthma: an

executive summary of the GINA Dissemination Committee Report. Allergy

2004;59:469-78. http://dx.doi.org/10.1111/j.1398-9995.2004.00526.x

2. Asthma UK. Where do we stand? Asthma in the UK today. Asthma UK,

London; 2004. http://www.asthma.org.uk/document.rm?id=92 (accessed 8

October 2008).

3. British Thoracic Society and Scottish Intercollegiate Guidelines Network. British

Guideline on the Management of Asthma. A National Clinical Guideline (No

101). London & Edinburgh: BTS & SIGN, 2008.

4. National Heart, Lung and Blood Institute and National Asthma Education and

Prevention Program. Expert Panel Report 3: Guidelines for the Diagnosis and

Management of Asthma. Full Report 2007. U.S. Department of Health and

Human Services, 28-8-2007.

5. Elliott RA. Poor adherence to anti-inflammatory medication in asthma.

Reasons, challenges, and strategies for improved disease management. Disease

Management & Health Outcomes 2006;14:223-33.

http://dx.doi.org/10.2165/00115677-200614040-00005

6. De Smet BD, Erickson SR, Kirking DM. Self-reported adherence in patients with

asthma. Ann Pharmacother 2006;40:414-20. http://dx.doi.org/10.1345/

aph.1G475

7. Cerveri I, Locatelli F, Zoia MC, Corsico A, Accordini S, de Marco R. International

variations in asthma treatment compliance: the results of the European

Community Respiratory Health Survey (ECRHS). Eur Respir J 1999;14:288-94.

http://dx.doi.org/10.1034/j.1399-3003.1999.14b09.x

8. Williams LK, Pladevall M, Xi H, et al. Relationship between adherence to

inhaled corticosteroids and poor outcomes among adults with asthma. J

Allergy Clin Immunol 2004;114:1288-93. http://dx.doi.org/

10.1016/j.jaci.2004.09.028

9. Suissa S, Ernst P, Benayoun S, Baltzan M, Cai B. Low-dose inhaled

corticosteroids and the prevention of death from asthma. N Engl J Med

2000;343:332-6. http://dx.doi.org/10.1056/NEJM200008033430504

10. Bender BG, Bender SE. Patient-identified barriers to asthma treatment

adherence: responses to interviews, focus groups, and questionnaires.

Immunol Allergy Clin N Am 2005;25:107-30. http://dx.doi.org/

10.1016/j.iac.2004.09.005

11. Halm EA, Mora P, Leventhal H. No symptoms, no asthma: the acute episodic

disease belief Is associated with poor self-management among inner-city

adults with persistent asthma. Chest 2006;129:573-80.

http://dx.doi.org/10.1378/ chest.129.3.573

12. Tamblyn R, Laprise R, Hanley JA, et al. Adverse events associated with

prescription drug cost-sharing among poor and elderly persons. JAMA

2001;285:421-9. http://dx.doi.org/10.1001/jama.285.4.421

13. Lexchin J, Grootendorst P. Effects of prescription drug user fees on drug and

health services use and on health status in vulnerable populations: a systematic

review of the evidence. Int J Health Serv 2004;34:101-22. 

14. Dormuth CR, Glynn RJ, Neumann P, Maclure M, Brookhart AM, Schneeweiss S.

Impact of two sequential drug cost-sharing policies on the use of inhaled

medications in older patients with chronic obstructive pulmonary disease or

asthma. Clin Ther 2006;28:964-78. http://dx.doi.org/10.1016/

j.clinthera.2006.06.007

PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Copyright GPIAG - reproduction prohibited

http://www.thepcrj.org

Cop
yri

gh
t G

en
era

l P
rac

tic
e A

irw
ay

s G
rou

p 

Rep
rod

uc
tio

n p
roh

ibi
ted

http://dx.doi.org/10.1111/j.1398-9995.2004.00526.x
http://www.asthma.org.uk/document.rm?id=92
http://dx.doi.org/10.2165/00115677-200614040-00005
http://dx.doi.org/10.1345/
http://dx.doi.org/10.1034/j.1399-3003.1999.14b09.x
http://dx.doi.org/
http://dx.doi.org/10.1056/NEJM200008033430504
http://dx.doi.org/
http://dx.doi.org/10.1378/
http://dx.doi.org/10.1001/jama.285.4.421
http://dx.doi.org/10.1016/
http://www.thepcrj.org
http://www.thepcrj.org


E Schafheutle

272

15. Blais L, Couture J, Rahme E, LeLorier J. Impact of a cost sharing drug insurance

plan on drug utilization among individuals receiving social assistance. Health

Policy 2002;64:163-72. http://dx.doi.org/10.1016/S0168-8510(02)00158-6

16. Kozyrskyj AL, Mustard CA, Cheang MS, Simons FER. Income-based drug

benefit policy: Impact on receipt of inhaled corticosteroid prescriptions by

Manitoba children with asthma. Can Med Assoc J 2001;165:897-902.

17. Information Centre. Prescriptions Dispensed in the Community. Statistics for

1997 to 2007: England. London: The Information Centre (Health Care), 10-7-

2008.

18. NHS. HC 11 - Help with Health Costs. London: Department of Health, 2005.

19. Information Centre. Prescriptions Dispensed in the Community. Statistics for 1996

to 2006: England. London: The Information Centre (Health Care), 27-7-2007.

20. Schafheutle EI, Hassell K, Noyce PR. Coping with prescription charges in the

UK. Int J Pharm Pract 2004;12:239-46. http://dx.doi.org/

10.1211/0022357044995

21. Schafheutle EI, Hassell K, Seston EM, Noyce PR. Non-dispensing of NHS

prescriptions in community pharmacies. Int J Pharm Pract 2002;10:11-15.

22. Schafheutle EI, Hassell K, Noyce PR, Weiss MC. Access to medicines: cost as an

influence on the views and behaviour of patients. Health Soc Care Community

2002;10:187-95. http://dx.doi.org/10.1046/j.1365-2524.2002.00356.x

23. Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In

Bryman, A. Analyzing Qualitative Data, 173-194. London and New York:

Routledge, 1994.

24. Pope C, Ziebland S, Mays N. Qualitative research in health care. Analysing

qualitative data. BMJ 2000;320:114-16. http://dx.doi.org/

10.1136/bmj.320.7227.114

25. Schafheutle EI. Patients' views on the UK policy of prescription charges -

Insights from qualitative interviews. Res Social Adm Pharm 2008;4:343-54. 

26. Tseng CW, Brook RH, Keeler E, Steers WN, Mangione CM. Cost-lowering

strategies used by medicare beneficiaries who exceed drug benefit caps and

have a gap in drug coverage. JAMA 2004;292:952-60.

http://dx.doi.org/10.1001/ jama.292.8.952

27. Cox ER, Henderson RR. Prescription use behaviour among Medicare

beneficiaries with capped prescription benefits. J Manag Care Pharm

2002;8:360-4.

28. Cox ER, Jernigan C, Joel Coons SJ, Draugalis JR. Medicare beneficiaries'

management of capped prescription benefits. Med Care 2001;39:296-301.

http://dx.doi.org/10.1097/00005650-200103000-00009

29. Strickland WJ, Hanson CM. Coping with the cost of prescription drugs. J Health

Care Poor Underserved 1996;7:50-62.

30. Barnett R. Coping with the costs of primary care? Household and locational

variations in the survival strategies of the urban poor. Health & Place

2001;7:141-57. http://dx.doi.org/10.1016/S1353-8292(01)00013-2

31. Heisler M, Wagner TH, Piette JD. Patient strategies to cope with high

prescription medication costs: Who is cutting back on necessities, increasing

debt, or underusing medications? J Behav Med 2005;28:43-51.

http://dx.doi.org/10.1007/ s10865-005-2562-z

32. Weiss MC, Hassell K, Schafheutle EI, Noyce PR. Strategies used by General

Practitioners to minimise the impact of the prescription charge. Eur J Gen Pract

2001;7:23-6.

33. Adams S, Pill R, Jones A. Medication, chronic illness and identity: the

perspective of people with asthma. Soc Sci Med 1997;45:189-201.

http://dx.doi.org/10.1016/S0277-9536(96)00333-4

34. Horne R, Weinman J. Patients' beliefs about prescribed medicines and their role

in adherence to treatment in chronic physical illness. J Psychosom Res

1999;47:555-67. http://dx.doi.org/10.1016/S0022-3999(99)00057-4

35. Horne R, Weinman J. Self-regulation and self-management in asthma:

exploring the role of illness perceptions and treatment beliefs in explaining non-

adherence to preventer medication. Psychology and Health 2002;17:17-32. 

36. Phelps L. Unhealthy Charges. CAB Evidence on the Impact of Health Charges.

London: National Association of Citizens Advice Bureaux, 2001.

37. Government Response to the Health Committee's Report on NHS Charges.

Presented to Parliament by the Secretary of State for Health by Command of

Her Majesty. London: Crown Copyright, 2006.

PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Available online at http://www.thepcrj.org

Copyright GPIAG - reproduction prohibited

http://www.thepcrj.org

Cop
yri

gh
t G

en
era

l P
rac

tic
e A

irw
ay

s G
rou

p 

Rep
rod

uc
tio

n p
roh

ibi
ted

http://dx.doi.org/10.1016/S0168-8510
http://dx.doi.org/
http://dx.doi.org/10.1046/j.1365-2524.2002.00356.x
http://dx.doi.org/
http://dx.doi.org/10.1001/
http://dx.doi.org/10.1097/00005650-200103000-00009
http://dx.doi.org/10.1016/S1353-8292
http://dx.doi.org/10.1007/
http://dx.doi.org/10.1016/S0277-9536
http://dx.doi.org/10.1016/S0022-3999
http://www.thepcrj.org
http://www.thepcrj.org
http://www.thepcrj.org


Prescription charges and asthma patients

000PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Aim: In what ways do patient charges influence patients’ decisions

about how to manage their asthma (and other health matters)?

1. Social circumstances

Work?  What?  Live on own / with family – who?

2. General health, other conditions

3. Your asthma: symptoms; symptom frequency; types of 

symptoms; severity; history: how long

4. What you do about your asthma?

Medication.  What?  How use them?  What known about 

how medication works? Views on their effectiveness 

and importance

5. What factors affect what you do about your asthma?

e.g. How serious asthma is; family and friends; previous experience 

of asthma; family history of asthma; presence of other illness; 

advice from health professionals; Influence of media: magazines, TV etc.

6. Has how you manage your asthma changed over time?

History - management changed?

7. Does the cost of medicines (prescription charge) influence how 

you manage your asthma?

How important is cost in comparison with all factors considered 

under q. 5?

Changes over time?

Other medication regularly, not for asthma? – Cost implications?

8. In what ways does the cost of medicines influence how you 

manage your asthma?

9. Who do you talk to if / when you have problems affording 

your medication?

10. Are there some kinds of medicines you would be more willing to 

pay for?

Are there some medicines you would not mind paying for? Which 

ones & why?

11. If the cost of your medicines went up or down (like in Wales, or just 

£1 or £2 per item), would it affect whether or not you take 

the medicines you need?  How?

12. Views on current arrangements for prescription charges and 

exemptions

Possible changes to the policy – reported elsewhere25

Appendix A.  Interview topic guide.
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