
EDITORIALS

Asthma.a challenge for general practice
/^ENERAL practitioners play a much smaller part^J today in the treatment of most serious diseases
than our predecessors did before the last world war.
This change is an inevitable consequence of the trend
towards specialization associated with technological ad¬
vances in investigation and treatment.
The growing pre-eminence of the hospital services in

treating serious disease was seen at first by many general
practitioners as a threat to their own status. This
reaction may partly explain the enthusiasm with which
the teaching of Balint (1957) was received, since it
provided reassurance that general practitioners could
still make a valuable contribution to medical care,
especially in areas which required deeper insights rather
than the more technological skills of specialists. Be that
as it may, the role of general practice within the
National Health Service has gradually been re-evalu-
ated. There is now general acceptance that in the
management of most serious diseases the general prac¬
titioner is concerned with early recognition, obtaining
the best specialist advice and providing long-term gen¬
eral care.

The general practitioner
Asthma, however, is an outstanding example of a

serious disease, causing the loss of much time from
school and work and having by no means a negligible
mortality, where management should remain mainly in
the hands of general practitioners. Not only should they
be readily accessible to give advice or treatment when-
ever acute attacks occur, but they also have an ideal
opportunity to educate patients (or parents) about the
nature of asthma and the purpose, correct use and
possible dangers of whatever treatment is prescribed for
them (Gregg, 1977). Furthermore, preventive care by
the general practitioner can reduce the occurrence of
severe attacks or at least lessen their potential danger
(Gregg, 1968; Horn, 1975).
None of these elements of management can be pro¬

vided as easily by an outpatient department or chest
clinic, where a patient often sees a succession of junior
doctors who may have had little experience in the
long-term management of asthma. When patients are
taken over by outpatient departments a conflict of
loyalties may occur, often compounded by confusion
caused by contrary advice or the duplication of treat¬

ment_
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The hospital
There is little information about what proportion of
asthmatic patients are referred to and followed up by
outpatient departments. However, it is clear that there
has been an increasing trend for the treatment of acute
attacks to devolve onto the hospital services (Springett,
1969; Anderson, 1978).
A recent survey (Anderson et al., 1980) found that

the admission rate for children aged five to 14 years in
the South-West Thames Region had increased by 167
per cent between 1970 and 1978. However, of much
greater concern to general practitioners was their find¬
ing of a more than fivefold increase in self-referrals.
that is, children who were taken directly to hospital
without the mediation of their general practitioners.
There are several possible interpretations of this find¬
ing, two of which are of particular relevance to general
practice.

Self-referrals
Firstly, the large increase in self-referrals might reflect
the preference of parents for hospital care, from which
it could be inferred that the provision of emergency
treatment (and, possibly, of long-term care also) by
their general practitioners had been less than satis¬
factory. Secondly, the hospitals may have encouraged
parents to come directly; there is some confirmation of
this possibility in the finding that the re-admission rate
of self-referrals was significantly higher than that of
children referred by their general practitioners, yet in
general their asthma was less severe.

Certain hospitals have adopted an explicit policy
which allows any asthmatic patient to be seen without
referral. This policy has come about largely as a conse¬

quence of the alarm caused by the 'epidemic' of asthma
deaths during the 1960s. Retrospective enquiries dis-
closed that, in many of those deaths, the patients and
often their general practitioners had failed to recognize
the severity of the attacks (Fraser et al., 1971;
MacDonald et al., 1916). An extension of this open-
door policy has been advocated by those who believe
that the present mortality rate from asthma (about
1,000 deaths a year in England and Wales) can be
reduced only if every patient undergoing an attack is
assessed by and, if necessary, admitted to hospital with
as little delay as possible. The experience of one hospital
suggests that the policy may have succeeded in saving
lives (Crompton etal., 1979).
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Editorials

If general practice is seen to be deficient in providing
emergency care for acute asthma, then there is every
justification for this being undertaken by hospitals. It
should be realized, however, that almost inevitably this
would lead to their also taking over long-term manage-
ment and so performing a role which should properly be
the general practitioner's if the concept of primary care
in general practice has any validity.

Successful management
The conviction that the care of asthma should remain
the province of the general practitioner is not an ex-
pression of partisan sentiments. Indeed, there is a need
for much closer collaboration with specialists than
generally exists at present, especially in the treatment of
patients with intractable or complicated asthma. Never-
theless, the majority of patients can be managed effec-
tively and safely by general practitioners, provided that
the latter have a clear knowledge of the mechanisms
which cause airflow obstruction and an understanding
of the properties of all forms of treatment available for
its relief, suppression or prevention.

It is not sufficiently appreciated that bronchial muscle
constriction (bronchospasm) is only one component of
asthma. Airflow obstruction can also be caused by an
inflammatory reaction of the bronchial mucosa, ac-
companied by exudation and often plugging. It is this
component, because it is generally refractory to
bronchodilators, which is responsible for many of the
problems encountered in the treatment of asthma.
An understanding of the mechanisms of airflow

obstruction is essential in successful management; ap-
parent failure of treatment is usually due to the use of
agents which are inappropriate to the needs of indi-
vidual patients. Deductions concerning the probable
mechanisms responsible for obstruction can be made
only by objective assessment of its severity and reversi-
bility. Therefore, a peak flow meter or a Mini-Wright
meter is an indispensable item of the general prac-
titioner's diagnostic equipment. It is of passing interest
that Anderson and his colleagues found that, in 40 per
cent of children admitted to hospital, no assessment of
airflow obstruction had been made there, which indi-
cates that hospital management is not always without its
defects.
A recent report by the Thames Valley Study Group of

the Royal College of General Practitioners (1980)
showed that, by regular measurement of peak expira-
tory flow (PEF), it was possible to detect deterioration
and an impending attack. Other studies in general
practice have shown the value of nebulizing a solution
of a bronchodilator in the treatment of acute attacks,

especially in young children. Howarth and Gadsby
(1980) found that this treatment could make admission
unnecessary. Compressors for nebulizing broncho-
dilator solutions are commercially available at a cost of
£50 to £80 and there is every reason for supporting the
recommendation of Howarth and Gadsby and of
Lenney (1978) that every practice should possess one.
The increase in admission rates which has occurred

over the last 25 years, as well as possibly a part of the
increased mortality during the 1960s, may have been
due to a change in the natural history of asthma itself
(Gregg, in press). This change would provide a partial
explanation of the paradox that the notable advances
which have been made in therapy have not been re-
flected by simpler management. Whatever the true
explanation, the effective treatment of asthma con-
tinues to be a challenge to all clinicians, above all to
general practitioners.

There is no doubt that good care transforms the lives
of many asthmatic patients. If this is delivered by the
general practitioner, it can transcend the quality of care
which hospitals are able to provide. This is the challenge
for general practice. Will we prove equal to meeting it?

References
Anderson, H. R. (1978). Increase in hospitalisation for childhood

asthma. Archives of Disease in Childhood, 53, 2.
Anderson, H. R., Bailey, P. & West, S. (1980). Trends in the

hospital care of acute childhood asthma, 1970-78: a regional
study. British Medical Journal, 281, 1190-1194.

Balint, M. (1957). The Doctor, his Patient and the Illness. London:
Pitman Medical.

Crompton, G. K., Grant, I. W. B. & Bloomfield, P. (1979).
Edinburgh emergency asthma admission service: report on 10
years' experience. British Medical Journal, 2, 1199-1201.

Fraser, P., Speizer, F. E., Doll, R. et al. (1971). The circumstances
preceding death from asthma in young people in 1963-69.
British Journal of Diseases of the Chest, 65, 71-84.

Gregg, I. (1968). Long-term corticosteroid treatment of asthma.
Letter. British Medical Journal, 2, 175-176.

Gregg, I. (1977). The role of the family doctor in management. In
Asthma. Ed. Clark, T. J. H. & Godfrey, S. p. 395. London:
Chapman & Hall.

Gregg, I. In press. Asthma and bronchitis. In Child Care in
General Practice. Ed. Hart, C. R. Edinburgh: Churchill
Livingstone.

Horn, M. E. C. (1975). An asthma and bronchitis clinic for
children in a general practice. Update, 10, 759-767.

Howarth, N. J. & Gadsby, R. (1980). Nebulised salbutamol in
general practice. Letter. Lancet, 2, 1202.

Lenney, W. (1978). Nebulised salbutamol in acute asthma in
children. Letter. Lancet, 1, 440-441.

Macdonald, J. B., Seaton, A. & Williams, D. A. (1976). Asthma
deaths in Cardiff, 1963-74: 90 deaths outside hospital. British
Medical Journal, 1, 1493-1495.

Springett, V. H. (1969). Hospital admission and absence from work
attributed to asthma. British Medical Journal, 1, 402-403.

Thames Valley Asthma Study Group. (November 1980). Report
presented at the Annual Symposium of the Royal College of
General Practitioners. Unpublished.

324 Journal ofthe Royal College ofGeneral Practitioners, June 1981


