
Primary Care Respiratory Journal (2007); 16(3): 145-148

REVIEW

Asthma: 1987-2007. What have we achieved 
and what are the persisting challenges?
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Summary

Despite an increasing prevalence of asthma, enormous advances have been made in our understanding and management of asthma over
the last 20 years. Work begun two or three decades ago demonstrated the inflammatory nature of asthma, emphasised the need for
regular treatment, and introduced the goal of maintaining normal lung function. More recent work demonstrated the benefits of adding
a long-acting inhaled beta-agonist to low-dose inhaled steroids as an alternative to escalating the steroid dosage. More recently still,
studies and regulatory approval have led to the possibility of the same inhaler being used for maintenance therapy and for relief.
However, these new ways of using old medicines, along with some new medicines such as omalizumab, should not detract us from
looking beyond the prescription. The challenges facing us now are to determine why the prevalence of asthma has increased so
dramatically, and in the absence of a cure how we can best help increasing numbers of people with asthma benefit from the treatment
which is available. This will involve a much more aggressive implementation of advice regarding self-management education and a
restructuring of health services to provide a service that is cognisant of the fact that, like us, patients are increasingly busy – and if they
are to benefit from regular review, that review needs to be offered at a convenient time and by convenient methods.
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Introduction
The burden of respiratory disease has moved imperceptibly over
the last few decades from a burden of respiratory infections to a
burden of long-term conditions such as chronic obstructive
pulmonary disease (COPD), sleep apnoea syndromes, diffuse
parenchymal lung disease and asthma. The latter affects an
increasing proportion of the population globally and as yet we do
not have the knowledge to enable us to develop a meaningful
primary prevention strategy. Management of the condition was
dramatically improved when treatments such as adrenaline and

oral steroids were joined by inhaled steroid therapy, but three
decades ago there was little publicity about the condition,
negligible information materials available for patients, little in the
way of structured care, and no guidelines on correct management
for health professionals. The last two decades have therefore been
times of change, but many challenges remain.

The mid-1980s
Twenty years ago, many parts of the world were experiencing the
second peak of asthma deaths of the millennium. Hospital
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admissions for asthma were rising rapidly, especially in the young,
and serial studies were beginning to show a global epidemic of
asthma.1 We had no guidelines to sift for us the evidence in favour
of different management approaches, but the studies which had
been undertaken in the 1970s on the value of inhaled
beclomethasone had been followed by studies suggesting that for
those who were not well controlled there were benefits in using a
higher dose of beclomethasone.2

However, the fact that the available treatments were not
suitable for all had led to trials of alternatives, with drugs such as
methotrexate being shown to lead to a significant reduction in
the use of oral steroids in those at the severe end of the asthma
spectrum.3 Other aspects of difficult asthma – such as pre-
menstrual exacerbations – were also being highlighted, with
reports of the benefits to be gained from intra-muscular
progesterone.4

New inhaler devices to deliver therapy directly to the airways
were also being evaluated; a 1989 Drug and Therapeutics Bulletin
concluded that conventional metered dose inhalers (MDIs) were to
remain the first line treatment, but also commented (with some
foresight) that “breath-actuated powder systems may eventually
supersede metered dose inhalers because they avoid the use of
chloro-fluoro carbon propellants”.5 The risk versus the benefits of
therapies were also being aired, with case reports of cataract
formation in those who were treated with steroid aerosol inhalers
– although it was difficult to disentangle this effect from
concomitant use of steroid tablets.6 A more worrying risk-versus-
benefit argument was to arise at the end of the decade with case
control studies suggesting that the use of fenoterol by MDI
increased the risk of death in severe asthma.7

Guidelines on asthma management 
In mid-1989, Brian Harrison and I, with the support of the British
Thoracic Society, Asthma UK, and the late Anthony Hopkins,
director of the research unit of the Royal College of Physicians in
London, began the process of producing the first British Guidelines
for the good management of asthma in adults, which were
published in the British Medical Journal.8 These guidelines, which
were produced around the same time as similar statements in
Australia and Canada, promoted a stepwise approach to the
management of asthma, such that if a bronchodilator was
required more than occasionally the patient should start inhaled
anti-inflammatory agents – which would normally be inhaled
steroids – and that these would be increased if control was not
achieved. At Step 4 additional bronchodilators would be added
and the concept of stepping down treatment was recommended,
as was the suggestion that “as far as possible, patients should be
trained to manage their own treatment rather than be required to
consult their doctor before making changes.” Self-management
plans were similarly recommended and what they should contain
was clearly spelt out.

New emphasis on maintaining normal lung
function 
The early 1990s saw a series of studies involving the pathogenesis
of disease, its natural history, and new pharmacological approaches,
which still underpin our management approach today. Work from
Finland published just over 20 years ago began to demonstrate that
structural changes and inflammation were present in the airways of
our patients with asthma, even at a time when they were relatively
well.9 The same scientists subsequently demonstrated how those
who were treated more promptly with inhaled steroids did better
than those who were initially treated with bronchodilators alone and
showed that the latter group did not recover normal function even
when they were then switched to inhaled steroids.10

Whilst these studies encouraged a lower threshold for the
initiation of treatment with inhaled steroids, a series of studies
then began to question the wisdom of the progressive increase in
the inhaled steroid dose in those patients with sub-optimally
controlled asthma, suggesting that the addition of salmeterol may
produce better results.11,12 When these studies were followed by
similar ones showing that the same applied when formoterol was
added to a low dose of various other inhaled steroids, the scene
was set for guidelines to recommend that before increasing the
dose of inhaled steroids one should recommend a trial of a long-
acting inhaled beta-agonist.

For the majority of those with asthma the therapeutic
recommendations which we currently adopt are thus based upon
studies undertaken in the decade 1986 – 1995. The achievements
in asthma management over the last decade are outlined in Table
1. Subsequent studies on leukotriene modifiers, the benefits of
additional theophyllines, and new modalities of treatment such as
omalizumab, have represented introductions which are either of
limited benefit or applicable to only small numbers of patients. The
current position with regards to treatment is well laid out in
national and international guidelines with the British Guideline
being subjected to a rigorous evaluative process which is dynamic
and associated with regular revisions.13

• Understanding the inflammatory nature of the disease

• Understanding the value of trials of additional long-
acting inhaled beta-agonists before increasing the dose
of inhaled steroids

• Appreciating the value of self-management education
(but not always implementing it)

• Learning how to use existing medications in a manner
which is advantageous to our patients (new devices,
combination inhalers, single inhaler maintenance and
reliever regimens)

Table 1.  The achievements of the last decade.

Copyright GPIAG - Reproduction prohibited

http://www.thepcrj.org


Asthma: 1987-2007. What have we achieved and what are the persisting challenges?

147PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Have these advances improved outcomes?
So have these advances reduced the burden of asthma, and what
are the current challenges? Using traditional parameters of
outcomes, there are some grounds for optimism in that despite
the epidemic of asthma and the increased prevalence of asthma in
many countries, the death rate has fallen and the hospitalisation
rate for children at least has fallen. 

However, significant hospital admissions still occur at all ages
and – especially amongst adults – there has been little recent
change. Indeed, in some countries there is worrying evidence that
the numbers needing unscheduled health care from emergency
departments has not changed at all over the last few years.
Furthermore, morbidity studies suggest that despite guidelines
laying out clear optimal outcomes for the management of asthma,
these are not met in many countries.14 In some of these studies only
a quarter of patients were on maintenance therapy and it wasn’t
clear whether the ongoing morbidity was due to the inadequacy of
treatment or the failure of it to be prescribed. More recent studies
have suggested that even in those who are on regular maintenance
therapy there is persisting morbidity which is often underestimated
by patients.15 This emphasises the importance of always asking
specific questions designed to elucidate poor asthma control when
patients attend for consultations. Whether or not guideline-
defined asthma control can be achieved has indeed been studied,
and better results are clearly obtainable in a majority of patients,
although there are a significant number for whom current
therapies do not resolve the problem.16

Newer modalities of treatment are being assessed.
Omalizumab, a humanised monoclonal antibody given by injection
at two-weekly intervals, is a possible add-on therapy in adults and
adolescents with severe persistent allergic asthma and appropriate
total IgE levels.17 Whether non-pharmacological interventions such

as the application of thermal energy through a bronchoscope will
figure prominently in future management remains to be seen.18

More likely is the situation that different ways of using existing
therapies will prove to be better tolerated and more easily taken
by patients. Such an approach has recently been given regulatory
approval in the EU and elsewhere, whereby a budesonide/
formoterol combination inhaler is used regularly as maintenance
therapy but also on an as-needed basis for relief of symptoms. This
approach is likely to be attractive to patients because of its ease of
use, and most of the studies have suggested that such an
approach is associated with a reduction in exacerbation rate and
less need for steroid tablets.19

The remaining challenges 
The challenges for the next two decades are outlined in Table 2.
They include offering existing therapies to patients in a manner
which makes it likely that the treatments are used to maximal
effect – but the challenges are wider than those of the
prescription. Prompter, more accurate diagnosis of asthma is one
challenge. We do not have a simple diagnostic test such as a level
of blood sugar or blood pressure which defines disease, and there
is likely to be continuing over- and under-diagnosis of asthma and
delays before appropriate therapy is initiated. A diagnostic
definition such as “demonstration of generalised airway
narrowing, which varies over short periods of time, either
spontaneously or as a result of treatment” – as outlined in the
original CIBA symposium – is a good starting point, and may
remain more practical and realistic than newer techniques looking
at inflammatory markers, sputum eosinophils or demonstration of
airway hyper-responsiveness.

A second challenge is to ensure that accurate diagnosis and
accurate evaluation of severity and co-morbidity is made in those
patients at the severe end of the spectrum. Approaches to those
with difficult asthma have been shown to be different between
specialists with an expressed special interest in difficult asthma
compared to that adopted by other respiratory physicians, and a
structured protocol-based approach is often necessary if mistakes
in diagnosis and the overlooking of co-morbidity is to be avoided.20

We also need to recognise that our patients will live with their
asthma for decades, and it is they who must become the experts in
the management of their disease; yet all too often we fail to offer
them the simple tools, skills and knowledge which they need to
manage their condition, even when they want to do so.21 If doctors
and nurses still fail to address this important issue and fail to
implement guideline recommendations on self-management, other
direct approaches to empower patients will have to be made. But
even those who feel confident to self-manage their own asthma
need our advice, support and review from time to time. A further
challenge is to recognise that the services which we can offer are
rarely truly patient-centred, and more consideration needs to be
given to out-of-hours clinics and telephone review.22,23 

• Understanding why asthma has increased in prevalence
and devising effective primary prevention strategies 

• Simplifying diagnosis but making sure that a firm
diagnosis is made wherever possible before initiating
therapy, or otherwise recognising that such therapy is a
diagnostic trial of therapy

• Ensuring that those with ‘difficult’ asthma are properly
and fully evaluated 

• Fully implementing recommendations regarding self-
management education

• Recognising that asthma is a long-term condition and
that patients are as busy as we are, and offering easier
methods of review at convenient times.

Table 2.  Challenges for the next two decades.
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However, none of these challenges would remain relevant if
we had available a cure, or if we had a method of preventing the
onset of this disease. These are the ultimate challenges for the
next two decades. 
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