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EDITORIAL

Asthma Management Guidelines: The issue of
implementation

Since their initial development in the late 1980’s
in Australia and New Zealand [1] and Canada
[2], dozens of different versions of Asthma
Management Guidelines have been published
worldwide. Advances have been made in their
development, and most guidelines are now
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Most asthma is managed in primary care
practice, and the statistics on asthma morbidity
suggest that the recommendations presented in
most guidelines, particularly about the remarkable
efficacy of inhaled corticosteroids (ICS), are not
being as widely implemented as they should
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vidence-based [3] and/or global in their outlook
4]. The Global Initiative for Asthma (GINA)
uidelines [4] are the most widely known and
isseminated, and are updated yearly on the GINA
eb-site with the most up-to-date, evidence-
ased, recommendations on asthma management.
ccess to these guidelines is relatively easy and

nexpensive in most countries: they are thoughtful
nd appropriate, and recommend the use of very
ffective medications available in many (but not
ll countries) at a reasonable cost.

Despite this tremendous progress in guideline
evelopment and the wide availability of the
ost effective medication for asthma (inhaled

orticosteroids), the depressing evidence is

be by primary care physicians. There are, of
course, other reasons for the persistence of high
levels of asthma morbidity, particularly the lack
of adherence with ICS use [11]. However, it is
likely that the understanding demonstrated by the
managing physician, and the belief and conviction
with which he or she communicates the evidence
for efficacy of treatment according to guideline
recommendations, has an important effect on
adherence.

The reasons for the lack of guideline
implementation in primary care practice (or,
indeed, many other levels of practice) are
complex. They include: the difficulties in designing
effective implementation strategies (a problem for
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hat guideline recommendations are not being
idely implemented. It does not matter whether

he information is collected in surveys [5] or
rospective clinical trials [6], or is collected in

all treatment guidelines); the fact that physicians
are inundated with bulky indigestible guidelines for
the management of various diseases; and that most
guidelines have not been developed by primary
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he developed [5] or the developing [7] world, the
ews is consistently bad. Asthma control is not
eing achieved by most asthmatic patients, and
hile asthma death rates and hospitalizations are
eclining in many countries where this has been
easured [8—10], there is much less compelling

vidence that asthma morbidity has declined, as
easured by days with symptoms, numbers of

xacerbations, having to miss school or work, or
imitation in daily activities.
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are physicians, with their own type of practice at
he forefront of the development process.

The problem regarding the lack of asthma
anagement guidelines developed by, and for,
rimary care physicians has now been addressed
n this issue of the Primary Care Respiratory
ournal [12]. These guidelines, developed by
he International Primary Care Respiratory Group
IPCRG), present evidence-based recommendations
hich are comprehensive but succinct and which
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are useful for asthmatic patients of all ages,
including pre-school children who present a large
burden of respiratory illness for the primary care
physician and in whom asthma is difficult to
diagnose accurately. The IPCRG Guidelines are
consistent with the goals and management plans
of GINA. The fact that they have been developed
by a group largely consisting of primary care
physicians, and with the clear intent of having
recommendations applicable to all primary health
care systems, means that they may be more
accepted within the primary care community. In
addition, the IPCRG guidelines will be widely
disseminated.

A major problem, however, still remains with
regards to the implementation of these IPCRG
guidelines by primary care practitioners. The
challenge for the IPCRG is to ensure that the
recommendations so clearly described in these
guidelines become the standard of care for primary
care management of asthma worldwide. Whilst
the development of these guidelines took almost
three years, this is, in many ways, the easiest
part of having relevant guidelines for primary care
physicians. Implementation is a tougher proposition
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and will take innovation, energy and enthusiasm;
yet it will be worth every ounce of effort if there is
even a small improvement in asthma management,
with associated reduction in asthma morbidity.

However, this challenge also provides an
important research opportunity - to demonstrate
that the IPCRG guidelines and their implementation
do, in fact, make a difference. There is a major
deficiency in research in this important area, and
well-designed studies, which provide convincing
information about the value of developing
and implementing guidelines for primary care
physicians, would be an invaluable additional
asset.
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