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Introduction

Recent international guidelines for asthma management
recommended that inhaled corticosteroids should be a
treatment option in adults and children with mild
persistent asthma.  The definition of mild persistent
asthma included a requirement for symptomatic
treatment almost daily and implied a 1-3 month period
of assessment before initiating anti-inflammatory
therapy (Step 2).1 The British Thoracic Society
Guidelines are similar but suggest an inhaled 
ß2-agonist requirement of more than once daily before
starting inhaled corticosteroids and they state that
correct diagnosis is essential to ensure that patients are
receiving the most appropriate treatment.2 Some have
interpreted the guidelines by suggesting that in order to
prevent the damage caused by inflammation, inhaled
corticosteroids should be started as early as possible.3
A feasibility study for a large randomised controlled
trial to assess the risks and benefits of early use of
inhaled corticosteroids in newly diagnosed asthma had
been funded by the NHS R & D Health Technology
Assessment Programme.  Recruitment to the trial was
slow and now it is unlikely that such a trial could be
successfully carried out in general practice in the
United Kingdom.

There is still uncertainty regarding the safety of long
term inhaled corticosteroids in the management of early
asthma, in particular the effects on growth in children.
A systematic review reported that moderate doses of
inhaled corticosteroids caused a reduction in the linear
growth velocity;4,5 the effect was less with fluticasone.

We have reviewed the current management of newly
identified asthma in adults and children in twelve
general practices in England.  The review was
conducted as part of a feasibility study for a

randomised controlled trial of the early use of inhaled
corticosteroids in asthma.  Recruitment to the trial was
slow and this review was carried out to ascertain how
these patients were managed in order to understand the
reason for this.

Methods

Twelve practices from the Medical Research Council
General Practice Research Framework (GPRF), a
network of over 1000 general practices throughout the
United Kingdom, took part in the case note review.
The twelve practices provided access to notes of over
140 000 patients.  Four practices completed the
paediatric review only, two the adult review only and
six completed both the adult and the paediatric review.
The practices had previously taken part in a feasibility
study for a randomised controlled trial of inhaled
corticosteroids in the treatment of newly diagnosed
asthma and their decision to take part in this study was
dependent on their ability to be able to perform the
computer searches.  The practices were large with list
sizes over 10 000 patients, all employed nurses with
accredited asthma training and ran asthma clinics.  The
practice nurses were all experienced in medical
research and had received detailed instructions on how
to carry out the computer searches and complete the
questionnaire.

Children between their third and eighth birthdays and
adults sixteen years and over were identified from the
practice age sex registers.  These age groups were
chosen because they were the age ranges used in the
feasibility study and we wanted to know how they were
managed in primary care and why they were not
eligible for the feasibility study.  A search was made of
the computer prescription records of those patients to
identify those receiving, i) a first  ß2-agonist
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prescription, ii) a first inhaled corticosteroids (ICS)
prescription, iii) a first sodium cromoglycate
prescription and iv) a first label of asthma occurring
between 1 September 1996 and 1 July 1997.  Patients
were excluded if they had a diagnosis of respiratory
disease other than asthma recorded in their notes.  For
every eligible patient identified the research nurse
completed a brief anonymised questionnaire using the
medical notes to ascertain the date of the first recorded
respiratory consultation for any respiratory condition
and the total number of respiratory consultations, the
date of asthma diagnosis, the dates of first asthma
prescriptions and details of the drugs prescribed.

Evidence from previous epidemiological studies
suggested that three to four adults and three to four
children would be newly identified as asthmatic per
2000 list size per year.6,7.  On the basis of this we
expected the practices to identify 166 children and 131
adults during the study period.

All data were analysed using Stata 6 statistical
package.

Results

From total available lists of 102,900 children and
92,000 adults, 161 children and 143 adults were
identified of as being prescribed anti-asthma
medication in the study period.  Assuming that those
patients prescribed anti-asthma medication were
asthmatic, these numbers are close to the expected
number of people newly diagnosed as asthmatic.  Of
these 118 (73%) and 121 (85%) respectively had a
'diagnosis' of asthma recorded in their notes.  

Figures 1 and 2 detail the management of those
patients identified by the review.  Of the patients with
a recorded diagnosis of asthma approximately half of
the patients, 56% (66/118) of children and 45%
(54/121) of adults, started some form of anti-asthma
therapy before a diagnosis of asthma was recorded.
Of those patients with a recorded diagnosis of asthma

who were also prescribed inhaled corticosteroids
(shown in bold shading in the figures), 11% (9/81) of
the children and 14% (12/88) of the adults started
inhaled corticosteroids before the diagnosis while 30%
(24/81) and 40% (35/88) respectively started on the
same day as the diagnosis was recorded.  In a further
15% (12/81) of children and 6% (7/88) of adults the
relative timing of diagnosis and start of inhaled
corticosteroids could not be determined.  Of those
patients who started inhaled corticosteroids after a
diagnosis of asthma was recorded, children did so in a
median time of 28 weeks and adults in a median time
of 8 weeks.  Only 14% (16/118) children and 18%
(21/121) of adults with a recorded diagnosis of asthma
had the results of any diagnostic test recorded in their
notes.  This decreased to 5% (2/43) and 5% (1/22)
respectively in those patients without a recorded
diagnosis of asthma.

The time from first respiratory consultation to the start
of inhaled corticosteroid treatment was significantly
shorter in children with a diagnosis of asthma recorded
at any time (N = 80, median 183 weeks) compared to
those children without such a diagnosis of asthma
recorded (N = 9, median = 243 weeks) (Wilcoxon rank
sum test p = 0.038).

Discussion

Our survey indicates that inhaled corticosteroids were
often prescribed without confirmation of the diagnosis
of asthma.  The finding that children with a diagnosis
of asthma tended to be prescribed inhaled
corticosteroids sooner than those without a diagnosis
is consistent with previous studies.8,9

The BTS/SIGN British Guideline on the Management
of Asthma (Thorax in press) stress the importance of
making and recording a diagnosis of asthma to ensure
that the most appropriate treatment is prescribed.  The
objective tests recommended include diurnal variation,
response to a trial of treatment or trigger such as
exercise.  In this review less than 20% of patients with

Figure 1: Management of children identified by review
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a recorded diagnosis of asthma had the results of any
diagnostic lung function tests documented in their
notes and this proportion was even less in those
patients treated with anti - asthma medication but
without a recorded diagnosis of asthma.  Furthermore,
half of the patients with a diagnosis of asthma started
inhaled corticosteroids before or at the same time as
the diagnosis was recorded not after a one to three
month assessment period as recommended.1

The main limitation of this review approach was that
we did not attempt to collect information about the
severity of the disease and therefore we were not able
to comment on the appropriateness of the level of
treatment prescribed to the patients.  In addition the
practices taking part in this review may have been
somewhat atypical because of their interest in asthma
and research although they had been recruited to the
feasibility study for a randomised controlled trial and
were expected to identify newly diagnosed or treated
asthmatics.

This review has shown that asthma diagnosis often
follows the introduction of treatment including inhaled
corticosteroids.  The use of inhaled corticosteroids did
not appear to be preceded by formal assessment of
symptom frequency and bronchodilator use and the
results documented in the patient's notes.
Nevertheless, there was still a median delay of 3.3
years from the first respiratory consultation to the start
of inhaled corticosteroids in children and this was
even longer when a diagnosis of asthma was not
recorded in the notes.  Our study highlights the need
for further education about the management of asthma
in general practice and shows that inhaled
corticosteroids may be started too early in some
patients.

There is still a need for randomised controlled trials to
assess the risks and benefits of early introduction of
inhaled corticosteroids especially in children where
there is conflicting evidence as to the effects of these

drugs on growth and final
height.4 The results of this
review highlight the problems
of trying to conduct such a
study in the United Kingdom.
Until such studies have been
successfully completed perhaps
we should be encouraging
general practitioners to be
more thorough in their
diagnosis of asthma before
prescribing inhaled
corticosteroids and this is
reflected in the
recommendations in the
BTS/SIGN British Guideline
on the Management of Asthma
(Thorax in press). 

Preliminary results presented at
the British Thoracic Society
Winter Meeting 1997, London.
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Figure 2: Management of adults identified by review
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