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ABSTRACT (words: 250)

Objective: Patients’ perceptions of asthma symptoms, and attitudes regarding diagnosis
and management, can affect their ability to reach good asthma control. The aim of the
study was to explore patients' perceptions of asthma management, with focus on
treatment with oral corticosteroids (OCS).

Methods: A DOXAPHARMA survey was conducted. A questionnaire with 46 multiple
choice questions was completed by 50 patients with severe uncontrolled asthma,and 258
with  mild-moderate controlled or partly controlled asthma. Participants «were
representative of Italian asthmatic patients—with medium age, long asthma-duration,
delayed diagnosis, poor asthma control, and frequent exacerbations.

Results: Many asthmatics reported inadequate phammacologic treatment The majority but
not all patients regularly used ICS/LABA. Oral treatment was commen, mainly with OCS,
particularly in severe asthmatics. One-fourth of patients“didwnot regularly use inhaled
therapy, and adherence was poor, resulting in frequent OCS use to treat exacerbations,
which were common in mild-moderate cases. Patients were fairly satisfied with asthma
therapies, but many had concems about long-term corticosteroid use. Patients complained
about poor management of comorbidities ‘associated with asthma and OCS use, but were
generally satisfied with their patient/doctor relationships. Many patients failed to achieve
optimal health-related quality of dife (HRQoL), mainly those with severe asthma who used
OCS treatment and emphasized"how.OCS therapy impacted QoL.

Conclusions: The survey.resulis.confirmed many problems related to mild-moderate and
severe asthma management in Italy and highlighted the overuse of OCS rather than more
effective and safe treatments, which had strong negative effects on HRQoL.



Introduction

Asthma is a heterogeneous disease characterized by chronic airway inflammation
(1). Over 300 million people worldwide suffer from asthma, of whom 5-10% have severe
asthma. Due to the high socio-economic burden of this disease (especially the severe
forms), the main objectives of diagnostic and therapeutic asthma management include
preventing exacerbations, improving quality of life, and reducing healthcare costs.

Asthma management is well reported in GINA guidelines (Global Initiative for
Asthma), suggesting different steps of the treatment progression, untl the control of
symptoms and the reduction of the future risk are reached (1). Although historically oral
corticosteroids (OCS) were largely used for treating asthma symptoms and exacerbations,
GINA recommends that the use of low-dose chronic OCS should be limitede@nlyWwhen no
other drugs, including biologics, are not able to reach and maintain an acceptable level of
global control.

Up to now, OCS are used as short-term therapy in cases of exacerbations and, at
low doses, as control therapy in patients with severe asthma, OCS, improve symptoms and
reduce exacerbations in severe asthma; however, they.have many short-term and long-
term side effects, which greatly impact quality of life (2-7). Notably, severe asthma is
frequently associated with comorbidities, some ‘of\which are aggravated by frequent or
long-term use of OCS (8). The costs of managing these OCS-related diseases are
reportedly much higher than the costs of managing severe asthma without OCS treatment,
or mild-moderate asthma (9,10).

In this manuscript, we repert the results of a survey conducted in a large population
of patients with asthma of different severity. The aim was to focus on the patients’
perceptions of their asthma management, and particularly on the use and the risks of oral
corticosteroid ftreatment. To evaluate the therapies, preferences, mode of drug
administration, and frequency of OCS use for asthma treatment in Italy, a DOXAPHARMA
survey was conducted among a total of 308 patients—including 50 with self-reported
severe uncontrolled asthma, and 258 with mild-moderate controlled or partly controlled
asthma. DOXAPHARMA is one of the leading service companies in the field of market
research for the pharmaceutical and health sector for Italian and intemational companies.
The survey was conducted anonymously by telephone interviews at the homes of the
participants from November 2020 to ]January 2021. The survey was based on the
hypothesis that the poor asthma control and the inadequate pharmacologic treatment are



associated with a large use of OCS, which may contribute to the presence of comorbidities
and lowest quality of life.

The study protocol was approved by local Ethics Committee of Area Vasta NORD-
OVEST Toscana, Italy (Number of Protocol: 73714, December 2016). All the data that
supports the results of this study is contained in the article and/or its additional materials.

Methods

The study was conducted according to the method commonly used for marketing
research. DOXAPHARMA collected unbiased data using a random sampling technique
which involved the following steps: 1) the starting point was a large databasefincluding
individuals who willingly took part in market research and provided saciesdemegdraphic
data useful for profiling; 2) within this panel, a random selection was cairedthout adopting
stratification criteria (age, gender, geographical area, etc) in fordersto ensure a
representative sample of the whole population; 3) the selected subjeets Were asked to fill a
guestionnaire without revealing the specific purposes of the study, to avoid that such
information could influence the decision to take or not the surey; 4) an informed consent
was obtained (according to art13-14 of the Europeah_ Regulation NO. 679/2016) prior to
the digital interview with a series of questions to vertify the eligibility requirements, including
the doctor diagnosed asthma and the use ofyasthma treatments (supported by medical
evidence and/or drug prescriptions); 5) then,a total number of 308 asthmatic patients were
selected.

Some demographic charactéristics of the patients included in the sample are
reported in Table 1.

Patients were classified as affected by severe uncontrolled asthma (Group 2,
called “severe asthma”) if they self-reported all the following characteristics: very serious
or serious symptoms, frequent symptoms (e.qg., difficulty breathing, dyspnea, wheezing,
chest tightness;wor dry cough), acute severe asthma attacks, and admission to emergency
room and/or hospitalization due to severe asthma attack. The remaining patients were
classified as affected by mild-moderate controlled or partly controlled asthma (Group 1,
called “mild—-moderate asthma”).

The questionnaire included several sections, aiming to collect the patients’ opinions
regarding different aspects of asthma management (Asthma diagnosis, symptoms, and
severity; Prescribed drugs, dose regimen, and frequency; Patients’ attitudes about
phamacologic treatment; Comorbidities of asthma, and prescription of additional medical
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examinations; Patient satisfaction and the patient-doctor relationship). Additionally, The
RhinAsthma Patient Perspective (RAPP) questionnaire (11) was administered to evaluate
health-related quality of life (HRQoL). RAPP is the first questionnaire designed to evaluate
HRQoL impaiment in patients with rhinitis and/or asthma in routine care, it was validated
(12) and translated in different languages, including English. It provides a short and simple
assessment and has overall psychometric properties (13). The Short Form Heath Survey-
12 (SF-12) (14) is a generic validated gquestionnaire that has also been used to assess
health status. It comprises 12 questions and provides physical (PCS) and mental health
(MCS) component scores, with higher values indicating better health status.

All results are reported in a descriptive way; the only statistical analysis,was the
comparison between prevalences by chi-square test comparing each, Groupjvs total
sample.

Results
Asthma diagnosis, symptoms, and severity

In over half of the patients, asthma was diagnosed by a pulmonologist, mainly in
Group 2 (severe asthma, 72%) in comparison with Group, 1 (mild—-moderate asthma, 45%),
while in the other cases asthma was diagnosed by an-allergologist and, in @ minority of
patients, by a general practiioner. The reported diagnosis was confirmed by specific
exams (like spirometry, skin prick tests, .etc) which had been prescribed by the doctor in
90% of surveyed patients.

About 50% of patients had‘suffered from asthma for over ten years, while only 5%
of patients had been diagnosed with" asthma within the last year. Differential analysis of
patients in the two groups indicated that the time from diagnosis did not differ between
patients of Group 1 (mild-mederate asthma) versus Group 2 (severe asthma).

When patients were asked for their perspective on the severity of their symptoms,
65% considergehtheirsymptoms moderate, and 35% severe. As expected, the patients in
Group 2 considered their symptoms to be severe in 66% and very severe in 34%.
Conversely, among patients of Group 1, 78% considered their symptoms to be moderate.
but in 22% of these patients’ symptoms were reported as severe or very severe.

Regarding the types of symptoms reported in the last year (Figure 1), cough was
the more frequent symptom both in Group 1 and in Group 2, followed by chest tightness
and wheezing. As expected, the combination of all four typical asthma symptoms (cough,
wheezing, chest tightness and shoriness of breath) was reported in a large percentage of
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Group 2 patients, while 50% of Group 1 patients reported just one or two among the
typical symptoms, and 17% of them did not report any symptom.

Within the last year, 59% of the entire population experienced at least one
exacerbation. Every patient in Group 2 experienced at least one exacerbation in the last
year. Additionally, 52% of the patients in Group 1 reported one or more acute exacerbation
in the past year. Due to asthma exacerbations, all patients with severe asthma required
hospitalization and/or emergency room access at least once, while patients with mild-
moderate asthma needed hospitalization and/or emergency room admission in only 7% of

them.

Prescribed drugs, dose regimen, and frequency

The frequency of the use of pharmmacologic therapy was different i, Group 2 vs
Group 1 patients, with 76% of severe patients reporting to use asthma drugs regularly
every day versus 72% of mild-moderate patients who used asthma drugs only during
exacerbations or as rescue medication. Group 2 patients used*more frequently oral
treatment, particularly OCS, than Group 1 patients (Figure 2)

The most frequently prescribed drugs were”ICS “and LABA in both the mild-
moderate and severe asthma patient groups (Figure' 3). Interestingly, ICS were not
prescribed for all asthmatics, particularly ameng more severe asthmatics, and a high
percentage of patients were prescribed short-acting beta2 agonists. As expected, severe
patients reported frequent use of OCS, which were also prescribed for 22% of patients
with mild asthma. Anticholinergic drugs were very seldom prescribed, also in severe
patients. On the other hand, only a minority of patients (2%) were prescribed therapy with
a biological agent.

Patients’ attitudes about pharmacologic treatment

The difficulty of taking therapy was generally perceived as not bothersome by the
surveyed asthmatics. About 80% of patients reported that it was “little or not at all difficult”
to take the drugs, with a negligible difference among the patients with different disease
severity. Patients considered the need for chronic treatment to be the most relevant
drawback, with some feeling “addicted” to the drug, and viewing recovery as highly
unusual or impossible. Interestingly, independently from disease severity, most patients
(83%) slightly preferred the inhalation route compared to the oral route (79%), which is
usually the gold standard in terms of adherence.
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Overall, about 91% of the patients were satisfied with their asthma therapy (Figure
4). The most appreciated and positive aspects reported by the patients were the relief of
dyspnea and the fast action of the drugs, which were more appreciated by patients with
mild-moderate asthma. Disadvantages of the therapy were its chronicity, and the potential
side effects (especially related to OCS). The data from this survey showed that 66% of the
patients realized that ICS is an important component of asthma therapy. However, the
interviewed patients reported equal concems regarding the use of both ICS and OCS.
About 20% of patients in this survey believed that both type of corticosteroids may lead to
weight gain.

Comonbidities of asthma, and prescription of additional medical examinations

The prevalence of concomitant diseases was similar in patients' affected by mild
versus severe asthma (55% and 60%, respectively) (Figure 5)/ The ‘most frequent
comorbidities were hypertension, sleep disorders, gastroesophageal reflux, obesity,
hypercholesterolemia, osteoporosis, cardiovascular diseases, \type 2 diabetes, and
cataract

Comorbidities appeared to be associated with/higherwuse of OCS. We pointed out a
clear trend of increased rates of some comorbidities. (e.g:, sleep disturbances, GERD, and
type 2 diabetes) with increased use of OCS (Figure 6). Overall, among asthmatic patients
suffering from systemic or local comorbidities, 73% regularly used OCS. On the other
hand, 63% of all asthma patients did neot regularly use OCS.

Nevertheless, patients arenot regularly assessed for the presence of concomitant
conditions that may impact asthma control. In fact, 52% of patients reported that their
physician prescribed no/further exams to explore comorbidities, with no difference
between group 1 and Group*2 patients. Notably, despite the high proportion of patients
who regulary used OCS; physicians rarely investigated for potential OCS side effects—for
example, bone'metabolism assessment was rarely prescribed (Figure 7).

Patient satisfaction and the patient/doctor relationship

Patients considered their GPs to be very/sufficiently professional, careful, and
conscientious in 93% of cases, and reassuring in 92% (Figure 8). Similarly, satisfaction
with the doctor/patient relationship was reported to be good (very/enough satisfied) among
93% and 94% of patients managed by a GP and allergist, respectively, and by 100% of
participants managed by a pulmonologist (Very 55%, Enough 45%).
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Patient-perceived quality of life

In our survey, RAPP was assessed among 308 subjects with asthma and rhinitis.
The scores range from 8 to 40, with higher scores indicating greater impact on HRQoL. A
cut-off of 14 showed the best sensitivity and specificity for discriminating achievement of
an optimal HRQoL. The goal of optimal HRQoL was achieved by 4% of patients with
severe asthma, and 28% of patients with mild-moderate asthma. Optimal HRQoL was
achieved by 12% of patients using OCS, compared to 28% of patients who did not require
frequent or continuous treatment with OCS (Figure 9). Moreover, optimal HRQoL was
experienced by 16% of asthmatics with other diseases compared to 30% of asthmatics
without comorbidities.

As regards the Short Form Heath Survey-12 (SF-12), the physical.component score
(PCS) was lower among subjects with severe asthma compared to those with mild-
moderate asthma (40 vs. 49). The mental health component/score (MCS) was 46 in
severe asthmatics, and 48 in mild-moderate asthmatics.

Discussion

The results of the present DOXAPHARMA ‘survey provide interesting insights into
how a large group of asthmatic subjects perceive their disease and its management.

The investigated sample corresponds well to the characteristics of the general
population of asthmatic patients, with,most having mild-moderate controlled or poorly
controlled asthma, and a minority.affected by severe uncontrolled asthma. Asthma severity
was defined based only on the referred frequency and severity of the perceived symptoms,
and not also on objective assessment of asthma control and adherence to appropriate
pharmacologic treatment. However, we can assume the correct categorization of cases as
mild—moderate orsevereasthma, also in consideration of the type of symptoms reported,
and the frequeney, and severity of exacerbations. As regards the asthma diagnosis, we are
quite confident in its reliability, considering that in most cases it was made by a
pulmonologist/allergologist, and that it was supported by functional evaluation in a large
part of patients. The surveyed patients had a long history of asthma, with about half
suffering from asthma for over ten years. Notably, many of these patients reported a delay
in diagnosis, as has also been well documented in many prior studies (15).

Shortness of breath was undoubtedly among the symptoms least tolerated by the
patients, while cough was the more frequently reported symptom. Most patients judged
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their symptoms to be severe or moderate. This probably reflects that most patients were
aware that asthma could have potential negative consequences on their health status and
quality of life. Asthma exacerbations negatively influence patients’ lives, leading to job
absences and depression, and are associated with progressive decline in pulmonary
function (16). While frequent exacerbations within the last year were reported by all
patients with severe asthma, these were also reported by about half of patients with mild-
moderate asthma. These data probably reflect several unmet needs in these patients’
treatment, suggesting that this clinical outcome is not appropriately considered in the
definition of severity and in the management of asthma.

The analysis of the results conceming prescribed drugs, dosages, and frequency,
that the majority of Group 1 patients take medications only during exacerations or as
rescue medication, while Group 2 patients do a regular daily treatment. Iffis Ret possible to
establish whether this is due to the lack of adherence of the patients orto the doctors’
suggestions. In any case, these data demonstrate an inadequate _centrol of the disease,
and they are in line with previous reports in the literature, \showing that guideline
recommendation is poorly followed by physicians and that poor adherence is associated
with poor asthma control and risk of exacerbations/(17,18). Notably, evidence suggests
that about 20% of patients with asthma underuse asthima controller medications. Several
factors are generally associated with poor treatment adherence, such as long disease
duration, fears about side effects of medication, and issues with devices (18). Importantly,
treatment adherence may increase if-physicians allocate more time to asthma patients, to
inform them about the beneficial effects and safety profile of ICS (19).

Inhaled corticosteroids. (ICS) are the most commonly used anti-inflammatory drugs
for asthma treatment Despite:minimal systemic adverse effects, patients are often
hesitant to use ICS due torcorticosteroid phobia (corticophobia). Our survey revealed a
high use of OCS, partic@larly but not only in cases of severe asthma. This finding is in line
with previous,reports*of high OCS use among asthmatic patients, without adequate focus
on optimizing fegular inhaled therapy or the potential use of new biologics, which may
enable reduction of the high rate of OCS treatment (20). Recent national surveys both in
Europe and the US confirm an inappropriate pattem of OCS use among asthmatic patients
(21,22). Another important finding, in contrast to the GINA recommendations, was the
persistent underutilization of anticholinergic inhaler medication in severe asthma. This has
been also demonstrated in other studies of severe asthmatics (23).
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Among the categories of prescribed drugs, OCS were found to be excessively used,
both continuously and as frequent bursts, not only in severe asthma but also in mild
asthma. Despite the existence of clear guidelines for establishing asthma therapy and the
availability of various drugs for asthma treatment, the lack of control often derives from a
poor assessment of asthma signs and symptoms, and from an incorrect and excessive
use of OCS without investigating the underlying phenotype or endotype of asthma. It must
be remembered that the GINA report strongly recommends that all implemented strategies
aim to minimize both continuous and intermittent OCS use (1).

Severe asthma is commonly considered as a systemic condition, characterized by a
complex interaction between bronchial inflammation and various comorbidities, which can
account for the difficulty of asthma control (8,24,25). However, the similan proportion of
comorbidities in both mild and severe asthma cases suggests that systematic evaluation
should be recommended even in milder phenotypes. Independent of asthma severity, the
patients reported an overall poor attention paid to concomitant conditions in asthmatic
individuals, even though the presence of comorbidities seems to beassociated with higher
OCS intake and poor quality of life (8). This suggestion should be highly considered in
daily clinical practice when managing asthmatic patients of any severity level. Many recent
studies confirm the high risk of frequent OCS use, in.terms of comorbidities, economic
costs, and mortality (26,27).

Despite the poor asthma control and\the limitation in the use of regular appropriate
treatment in contrast with the abnormal,large use of OCS, the results revealed a high rate
of satisfaction among patients fortheir patient/doctor relationship, particularly in those with
severe asthma who are often treated in specialized centers. A good patient/doctor
relationship is a pivotal factorin‘asthma management, particularly in cases that are difficult
to treat, and it is the basis‘for achieving good asthma treatment adherence and asthma
control (28).

We found,that high percentages of patients were failing to achieve the goal of
optimal HRQoL at all asthma severity levels, with a particularly negative impact in cases of
severe asthma, and especially for patients with severe asthma who were treated with
OCS, emphasizing how OCS therapy also impacts quality of life. These findings are in line
with other reports (29,30), suggesting that appropriate and correct asthma management,
particularly in more severe asthmatics, with greater use of new biologic drugs, may allow
minimization of OCS use and improvement of quality of life (31).
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The study has some limitation, especially the selection of the patients enrolled in the
survey may represent a criticism; however, DOXAPHARMA methodology is usually
adopted in many market investigations, and the patient stratification may blunt the bias.
The definiion of asthma severity was self-reported by the patients according to the
frequency and the severity of symptoms; even if a specific medical examination was not
available, the severity of asthma in Group 2 patients was confirmed by the high rate of
regular treatment with ICS/LABA combination, the large use of OCS and the number of

exacerbations.

Conclusions

The results of this survey confirm the existence of many problems, related to asthma
management among both mild-moderate and severe asthmatics in Italy, \including poor
asthma control, frequent exacerbations, and insufficient use of traditienal and new biologic
drugs. This is in line with previous observations conducted inJdtaly¥17,18,28).

The high overuse of OCS rather than use of the more effective and safe treatments
appears to carry a high risk of negative effects on comerbidities and quality of life among

these patients.
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Table 1. Main demographic characteristics of the patients enrolled in the survey.

Age 12-34 yrs 15%
34-54 yrs 37%
55-74 yrs 44%
75-84 yrs 4%

Gender Male 50%
Female 50%

Geographical area North West Italy 27%
North East Italy 25%
Central Italy 24%
South Italy and 24%
Islands

Level of education Low 23%
Medium 57%
High 20%

Work status Employed 59%
Unemployed 41%
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HIGH
FREQUENCY

QFTEN

SOMETIMES

LOW
FREQUENCY

Total

dry. non-
productiv chest
cough  wheering fighiness

34 43 438

All the symproms: 31%
3 symptoms: 14%

2 symptoms: 21%

1 symptom: 21%

Mo symptoms: 14%

shoriness of

Severe Asthma

shoriness of
breath

100
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All the symptoms: 100%
3 symptoms: =%

2 symproms: -%

1 symptom: -%

Mo symptoms: -%

Figure 1. Type and frequency of respiratory symptorre.

Total respondents, n= 308; Severe Asthma, n=50; Mild-moderate Asthma, n=258 - volues % 0
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Mild-moderate Asthma
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Muitiple choices:

Q. no. 7 Could you please specify which of the following types of DRUGS have been prescribed for esthmo treatment 7 IE's possibie to provide multiple answers in the case of different medications

Short-acting beta agonists (SABAs)
Inhaled corticasteroids

Long-acting beta agonists (LABAs)

Total

I s:
I ::
I s

Severe Asthma Mild-moderate Asthma

I <o 59
D "

I 48

Oral corticasteroids

i \

Antileukotrienes

Antichalinergics

Theephylline

Monaclonal antibodies anti-igE / anti-IL-5
Chromones

Others

Netsure f Don't remamber.

| [
Is
[
|1
|03
|
| EF!

B :: 8
D) 3
Bs 2
|2 04
= 0,4
B - 7
[s 1

iy & it oo

D
{con] wiorval 5%)

Tatal respendents, n= 308; Severe Asthma, n=50; Mild-moderate Asthma, n=258 - values %

Figure 3. Categories of drugs prescribed for asthma treatment. 0 ’

@’0
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Single answer:
Q. no. 11 Overall, how SATISFIED are you with the prescribed asthma treatment?

SEVERITY of
ASTHMA
Mild-
Total Severe e
SATISFIED 91 90 91

Very much B
Enough W
Somewhat B

Slightly / notat all W

Base

Figure 4. Patients’ satisfaction with the presc @ erapy.

21




Q. no. 13 Do you hove any of the foliowing conditions or disease {in addition to asthma)?

Hypertension

Sleep disturbances
Gastroescphageal reflux disease
Obesity
Hypercholesterclemia
Ostaoporosis
Cardiovascular disaases
Cataract

Type |l diabetes
Glaucoma
Osteaporosis

Renal failure

Nonea

3 or more comorbidities
2 comorbidities

1 comorbidity

Mo comorbidities

Total

¥
. 20
. 19
N 11

Patients with
B
ecomorbidities

LR
He
4
a4
L2
1
11
T 44

12
15
28

Tatal respandents, n= 308; Severe Asthma, n=50; Mild-moderate Asthma, n=258 - val

56%

Severe Asthma Mild-moderate Asthma
. 20 23
. G 19
. 20 19
M 10 11
= 12 Patients with 3

comerbidities

N 10 s
ms 60 6
He 4
] 3
12 2

- 1

- 1

I 45

Figure 5. Reported frequencies of comorbidities among asthnmatic %’
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Q. no. 19 Do you have ony of the following conditions or disease (In adadition to asthmo)?

Frequent OCS Chronic OCS
Total treatment treatment
[e]
Hypertension [N 22 . 23 I 32
Sleep disturbances [N 20 I 23
Gastroesophages! refluxdisesse I 19 - -\291
Obesity W 11 " |6 . - .
Hypercholesteralemi Patients wit! Patients witl - v Patients wit
Unlupn'rm‘i: ..59 comerbidities .-?12 comorbidities = 1[%21 comorbidities
Cardiovaseulardiseases [l 6 56% o 63x% m7
Cataract | 4 s m7
Typelldiabetes J 4 is *ﬂ:'
Glaucoma | 2 i L
Osteoporosis | 1 & =
Ranal failure | 1 , ,
None [ 44 . 27
3 or more comarbidities
2 comorbidities |l
1 comorbidity

No comorbidities

Total respondents, n= 308; Use of oraf corticosteroids, n=82; Regulorly use of orol

carticosteraids, n=41; values % 8 g facence mierval: 5%

Figure 6. Reported frequencies of asthma conmorbidities accordingto f
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Q. no. 18bis Whaot kind of tests and investigations have been | ibed to detect the p

Total

Cardiclogical examination _ 70
Blood pressremonitorng. I 55
Glycenia [N 35
Gastroenterclogical examination [l 20
Eve examination [ 17
Spirometry [ 17
Allergy blood/skintests Jij 9
Bona mineral density measurement l [
Nephrological visit | 3
ChestX-ray || 3
Otolaryngologistvisit | 3
Basicbloodtests | 2
Bronchila challenges | 2

Dther tests and examinations || §

le onset of other diseases?

Severe Asthma

I 70
joa—
I 3
W
Wi
. ::
14

| Wi

14

| ¥

| Wi

W1

Other prescribed investigations, n=128;

Other prescribed investigations and severe asthma, n=27; mild-moderate osthma, n=101

Mild-moderate Asthma

69
57
36
22
19
16

L S

P
&

Figure 7. Reported frequencies of prescribed investigations for cor@@
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Single answer per ftem:
Q. no. 26 If you were to give an EVALUATION of the doctor wiho follows you for the treatment of asthma, how would you define it?

D o a

Family doctor Pulmenclogist Allergist

W Very much M Enough
W semewhar W Slightly / not at all

=
Professional, qualified m 1 82 18 47 47 ‘

Careful, scrupulous 45 48 5 2 67 33 45 a5 5 2

Reassuring 46 LT 12 64 35 !1 42

Patlents’ cantoct reference; Family doctor, n= 123; Pulmonologist, n=129; Allergist, n=51 K
volues % ‘

Figure 8. Evaluation of the professional characteristics of the physici ible for asthma
management.
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Total ocs Other
treatment therapy

Qol score
19 OCS treated
14 QolscoreTotal _ _ _ _ _ _ T
Qol score
threshald
.

LOW Qol SCORE [>=15]' 76% 88% 7%5 &
HIGH QoL SCORE (<15) i 24% 12 28«\

18

Qol score
patients treated
with other drugs

Patients taking oral corticosteroids, n=82; Patients nat toking eral corticosteroids, n=225

Figure 9. Qudity of life among asthmetic patients, subdivided accordi lar or frequent use

of oral corticosteroids (OCS).
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