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VERSION 1 - REVIEW 

REVIEWER Jo Douglass  
Head, Department of Immunology and Allergy  
Royal Melbourne Hospital  
Clinical Professor,  
University of Melbourne  
Parkville 3052  
Australia 

REVIEW RETURNED 11-Nov-2012 

 

GENERAL COMMENTS For the authors.  
I enjoyed reading this paper and believe it makes a substantial 
contribution to the literature . The qualitative analysis is meticulous 
in its description and reporting, so that my comments relate to the 
initial interpretation of the place of this study and your further 
comments upon its results.  
 
Introduction  
You state that use of beta 2 agonists in excess is associated with 
adverse asthma outcomes but fail to comment that this statement 
may be confounded by asthma severity. The original paper on 
asthma death and excessive beta 2 agonist treatment is from 
Abramson (Am J Resp Crit Care Med 2001: 163:12-18).  
 
Minor point: the WHO definition of adolescence is 12 to 25 yrs  
 
Choice of patients  
Whilst I understand this is a qualitative study and purposive a 
sampling was conducted, how many eligible patients were 
approached before reaching this sample number? How many were 
in the database that filled the criteria for participation? This would 
help me understand how representative your sample may be.  
 
Table 1  
If you have information regarding prescribed preventer medications 
or lung function in the two groups I would report this. As this stands 
you do compare responses in the two groups assuming that the only 
variable different between them is high versus low beta two agonist 
use. But an alternate explanation is that the high user group just had 
more severe asthma. Reporting lung function, or at least prescribed 
preventer medication would attest to underlying assessments of 
asthma severity, lung function in an objective manner.  
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Discussion  
You suggest that payment of medications is a major barrier to 
medication use, this is dependent on the payment environment you 
are in. As this is an international journal some mention of how 
medications are paid for would be helpful. This is not the first report 
of the cost of medication affecting use: eg Goeman et al Med J Aust 
2002 :177;295-9)  
 
You suggest that medication subsidy may help. Alternately 
prescription of medication containing both preventer and reliever 
may be a solution here: with recent data to support it (Papi et al 
NEJM 2007; 356:2040-52)  
 
Finally, qualitative studies in asthma are not new. ( eg the work of 
Goeman DP and Partridge M) What is new is your approach to 
younger age- groups and in my view your explanation of reasons for 
preferential and excessive use of reliever inhalers. You mention 
educational interventions may be of help, but fail to say how your 
findings might influence what is taught to young people to help 
them..? Are you suggesting doctors need to do something 
differently? Maybe you could add here to what has already been 
reported: ( Family Practice 2004: 21:166-72). As a clinician I think 
this may be your most important point. 

 

REVIEWER Associate Professor Kay Stewart  
Centre for Medicine Use and Safety  
Monash University  
AUSTRALIA  
 
No competing interests to declare. 

REVIEW RETURNED 21-Nov-2012 

 

THE STUDY As this is a qualitative study, representativenes of the sample is not 
important. The sample was appropriately intended to cover a range 
of informants (including extreme cases) so that a broad range of 
views were elicited.  
 
Similarly, because this is a qualitative study, outcome measures are 
not appropriate.  
 
Althought the authors argue that the single site is representative of 
the , this may not be the case e.g. socio-economidc differences may 
not have been thoroughly explored.  
 
I am not convinced that the effort to match informants from the high 
and low user groups contributes to the integrity of such a qualitative 
study. It would be sufficient to achieve maximum sample variation in 
both groups, rahter than actually attempting to match cases. This 
sampling method may therefore be overstated as a strength of the 
study.  
 
Again, because this is a qualitative study, statistical analysis is not 
appropriate.  
 
Although the authors describe this as the first study reported in this 
age group, there may be similar studies in adults?  
 
Supplemental documents: Not applicable. 
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REPORTING & ETHICS Reporting statement/checklist not applicable. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

 

Introduction  

You state that use of beta 2 agonists in excess is associated with adverse asthma outcomes but fail 

to comment that this statement may be confounded by asthma severity. The original paper on asthma 

death and excessive beta 2 agonist treatment is from Abramson (Am J Resp Crit Care Med 2001: 

163:12-18).  

 

REPSONSE  

We have included a reference to the work of Abramson et al, 2001, noting that serum levels of 

salbutamol are higher in those dying of asthma, compared to controls of similar severity.  

 

 

Minor point: the WHO definition of adolescence is 12 to 25 yrs  

 

RESPONSE  

No comment.  

 

 

Choice of patients  

Whilst I understand this is a qualitative study and purposive a sampling was conducted, how many 

eligible patients were approached before reaching this sample number? How many were in the 

database that filled the criteria for participation? This would help me understand how representative 

your sample may be.  

 

RESPONSE  

A further 25 patients were approached but declined to participate. Overall, there were 130 in this age 

group eligible to take part.  

 

 

Table 1  

If you have information regarding prescribed preventer medications or lung function in the two groups 

I would report this. As this stands you do compare responses in the two groups assuming that the 

only variable different between them is high versus low beta two agonist use. But an alternate 

explanation is that the high user group just had more severe asthma. Reporting lung function, or at 

least prescribed preventer medication would attest to underlying assessments of asthma severity, 

lung function in an objective manner.  

 

RESPONSE  

Although we do not have comparative data on lung function, we have inserted into table 1 figures for 

numbers of preventer inhalers prescribed for the two groups. Whilst it is possible the high 

bronchodilator users had more severe asthma, they are broadly equivalent across a range of 

parameters that reflect severity.  

 

 

Discussion  

You suggest that payment of medications is a major barrier to medication use, this is dependent on 

the payment environment you are in. As this is an international journal some mention of how 
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medications are paid for would be helpful. This is not the first report of the cost of medication affecting 

use: eg Goeman et al Med J Aust 2002 :177;295-9)  

 

RESPONSE  

We have added a sentence on how medication is paid for in the UK.  

We have included in the discussion references to the work of Goeman et al. 2002 and Karaca Mandic 

et al. 2012, who found cost of medication compromises adherence in Australia and the USA 

respectively.  

 

 

You suggest that medication subsidy may help. Alternately prescription of medication containing both 

preventer and reliever may be a solution here: with recent data to support it (Papi et al NEJM 2007; 

356:2040-52)  

 

RESPONSE  

We have added a comment about potential benefits of using a combination inhaler, referring to Papi 

et al‟s work.  

 

 

Finally, qualitative studies in asthma are not new. (eg the work of Goeman DP and Partridge M) What 

is new is your approach to younger age- groups and in my view your explanation of reasons for 

preferential and excessive use of reliever inhalers. You mention educational interventions may be of 

help, but fail to say how your findings might influence what is taught to young people to help them..? 

Are you suggesting doctors need to do something differently? Maybe you could add here to what has 

already been reported: ( Family Practice 2004: 21:166-72). As a clinician I think this may be your most 

important point.  

 

RESPONSE  

We have added a comment referencing the work of Douglass, and our own work, on the importance 

patients attach to the development of a partnership with their physician. We certainly are proposing 

that doctors (and nurses) need to do something differently – something to promote more effectively an 

emphasis on prevention. Exactly how this can happen must be the subject of further research.  

 

 

Reviewer 2  

As this is a qualitative study, representativeness of the sample is not important. The sample was 

appropriately intended to cover a range of informants (including extreme cases) so that a broad range 

of views were elicited.  

 

RESPONSE  

No comment.  

 

 

Similarly, because this is a qualitative study, outcome measures are not appropriate.  

 

RESPONSE  

No comment.  

 

 

Although the authors argue that the single site is representative of the (?), this may not be the case 

e.g. socio-economic differences may not have been thoroughly explored.  
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RESPONSE  

We agree and therefore state in the discussion the need to exercise caution with respect to 

generalisability.  

 

 

I am not convinced that the effort to match informants from the high and low user groups contributes 

to the integrity of such a qualitative study. It would be sufficient to achieve maximum sample variation 

in both groups, rahter than actually attempting to match cases. This sampling method may therefore 

be overstated as a strength of the study.  

 

RESPONSE  

We state in the discussion simply that we have generated two samples for comparision.  

 

 

Again, because this is a qualitative study, statistical analysis is not appropriate.  

 

RESPONSE  

We agree with this view. We have not reported statistical analyses.  

 

 

Although the authors describe this as the first study reported in this age group, there may be similar 

studies in adults?  

 

RESPONSE  

We are not aware of any other similar studies. 

VERSION 2 – REVIEW 

REVIEWER Prof Jo Douglass.  
Royal Melbourne Hospital and University of Melbourne.  
Grattan St, Parkville.  
Victoria  
Australia 3050. 

REVIEW RETURNED 31-Dec-2012 

 

THE STUDY Statistics: I can't answer these questions as this is a purely 
qualitative study and no stats were performed, nor are they 
necessary.  
 
I have made a few suggestions regarding references and relevance 
and believe there would be some useful additions here.  
 
The COREQ checklist is an accepted one for qualitative studies. It is 
not specifically included in this submission but might usefully be. I 
have included this as a major point in my review. 

REPORTING & ETHICS It is not explicitly reported but looks to be consistent with COREQ. 
This should be rectified by the authors. 

GENERAL COMMENTS This is a carefully presented, purely qualitative study looking at 21 

individuals from one UK general practice and contrasting the 

attitudes and beliefs of these individuals to short-acting 

bronchodilator therapy (SABA).  The group was purposively selected 

to contrast high and low users of SABA treatment.   The sample size 

is typical for qualitative studies and the method of data acquisition 

and analysis with interview transcription and detailed thematic 
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analysis of the text cross-checked by a further analyst is consistent 

with best practice in this type of research. The presentation of data, 

by way of text boxes, is excellent in allowing the reader to glimpse 

the richness and depth of the data gained.  As a clinician I have a 

few questions and comments regarding the work but overall feel it is 

novel and contributes to this area of practice.  

Major Points: 

1) The COREQ checklist is a measure of the quality of 

qualitative studies.  It would strengthen this paper to refer to 

this and explicitly state which criteria are met. (Int J Qual 

Health Care (2007) 19 (6): 349-357). 

2) Equivalence of high-and low-user groups.  Table 1: The high 

user group has a couple of major differences that alert me to 

the possibility that they fundamentally are a group with more 

severe asthma. In particular, they have a higher proportion 

on step 3 of the BTS guidelines, double the proportion 

receiving oral corticosteroids ever and nearly double the 

number of emergency attendances/admissions. Could this 

be that this group is a more severe group? I think this 

deserves consideration in the discussion, or do you have 

evidence of more objective asthma assessments such as 

lung function?   

3) Page 11: it is notable that both high- and low- users of 

salbutamol inhalers had 6 and 4 preventer inhalers 

prescribed in the past year, indicating that some did use 

preventer inhalers.   Step 3 of the guidelines indicates a 

combined long-acting Beta-2 agonist and inhaled 

corticosteroid.(LABA/ICS)  Was there a difference in the 

type of inhalers prescribed or frequency used? I am curious 

as to whether combined ICS/LABA medication is considered 

more effective than ICS alone medication by the patients, or 

whether the group actually used different amounts of 

preventer inhalers. 

4) Page 22  line 27.  There are a number of qualitative studies 

in asthma which look at attitudes to treatment and 

medications, but it might be useful to contrast your findings 

with a publication in older people which also looked at 

attitudes to treatment: 

Goeman D, O‟Hehir RE, Jenkins CJ, Scharf S, Douglass J.  

“You have to learn to live with it”: a qualitative and 

quantitative study of older people with asthma. Clin Respir J 

2007; 1: 99-105. 

5) Page 23 Line45: I would contest the statement that there is 

“limited evidence that psycho-educational interventions can 

improve…”  There is substantial evidence in the medical 

literature that asthma education, regular medical review and 

a written asthma management plan improves asthma 

outcomes in adults, especially emergency visits, as attested 

in the Cochrane review: 

Gibson PG, Powell H, Wilson A, Abramson MJ, Haywood P, 
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Bauman A, Hensley MJ, Walters EH, Roberts JJL. Self-management 

education and regular practitioner review for adults with asthma. 

Cochrane Database of Systematic Reviews 1998, Issue 4. Art. No.: 

CD001117. DOI: 10.1002/14651858.CD001117 

 

Minor Points: 

Ref 13: Author?  

 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 3  

 

1) The COREQ checklist is a measure of the quality of qualitative studies. It would strengthen this 

paper to refer to this and explicitly state which criteria are met. (Int J Qual Health Care (2007) 19 (6): 

349-357).  

 

We now have appended a COREQ statement.  

 

2) Equivalence of high-and low-user groups. Table 1: The high user group has a couple of major 

differences that alert me to the possibility that they fundamentally are a group with more severe 

asthma. In particular, they have a higher proportion on step 3 of the BTS guidelines, double the 

proportion receiving oral corticosteroids ever and nearly double the number of emergency 

attendances/admissions. Could this be that this group is a more severe group? I think this deserves 

consideration in the discussion, or do you have evidence of more objective asthma assessments such 

as lung function?  

 

We agree that the table could support the view that the high users of bronchodilators could overall 

have more severe asthma than the low user group, but the differences appear larger at first sight than 

they are since the denominator is higher (12) in the high user group than the low user group (9). We 

do not have lung function data. We have added a sentence in the revised manuscript acknowledging 

that the groups are not perfectly matched.  

 

 

3) Page 11: it is notable that both high- and low- users of salbutamol inhalers had 6 and 4 preventer 

inhalers prescribed in the past year, indicating that some did use preventer inhalers. Step 3 of the 

guidelines indicates a combined long-acting Beta-2 agonist and inhaled corticosteroid.(LABA/ICS) 

Was there a difference in the type of inhalers prescribed or frequency used? I am curious as to 

whether combined ICS/LABA medication is considered more effective than ICS alone medication by 

the patients, or whether the group actually used different amounts of preventer inhalers.  

 

In the „low user‟ group, five of nine respondents had combination inhalers prescribed; while in the 

„high user‟ group, nine of twelve had combination inhalers, but the latter often requested SABA 

inhalers only, ie they underused their combination inhalers. We have inserted an extra line into the 

table.  

 

 

4) Page 22 line 27. There are a number of qualitative studies in asthma which look at attitudes to 
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treatment and medications, but it might be useful to contrast your findings with a publication in older 

people which also looked at attitudes to treatment:  

Goeman D, O‟Hehir RE, Jenkins CJ, Scharf S, Douglass J. “You have to learn to live with it”: a 

qualitative and quantitative study of older people with asthma. Clin Respir J 2007; 1: 99-105.  

 

We thank the reviewer for pointing out this interesting paper. We have added a comment and 

reference to it.  

 

 

5) Page 23 Line45: I would contest the statement that there is “limited evidence that psycho-

educational interventions can improve…” There is substantial evidence in the medical literature that 

asthma education, regular medical review and a written asthma management plan improves asthma 

outcomes in adults, especially emergency visits, as attested in the Cochrane review:  

Gibson PG, Powell H, Wilson A, Abramson MJ, Haywood P, Bauman A, Hensley MJ, Walters EH, 

Roberts JJL. Self-management education and regular practitioner review for adults with asthma. 

Cochrane Database of Systematic Reviews 1998, Issue 4. Art. No.: CD001117. DOI: 

10.1002/14651858.CD001117  

 

We apologise! This is a misunderstanding. We absolutely agree there is substantial evidence on the 

effectiveness of EDUCATIONAL interventions. We were trying to refer specifically to 

PSYCHOLOGICAL interventions as opposed to classical educational interventions, the latter 

reviewed by Gibson et al. We have altered our phrasing in the text to refer to „psychological‟ 

interventions. 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2012-002247 on 19 F

ebruary 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/

