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Background: Guidelines recommend that asthma treatment should be stepped down to the 
minimally effective dose that achieves symptom control to prevent medication side effects 
and reduce unnecessary costs. Little is known about the practice of stepping down and the 
challenges in primary care, where most asthma patients are managed.
Objective: To explore views, experiences, barriers and ideas, of doctors, nurses and 
pharmacists working in primary care, related to step down of asthma medication.
Methods: Primary care practitioners from across the UK participated in a survey and/or 
semi-structured interview. Questions explored four main areas: how asthma medication is 
reviewed, views on asthma guidelines, perceived barriers faced by healthcare workers and 
facilitators of stepping down. Qualitative content analysis enabled data coding of interview 
transcripts to identify major themes.
Results: A total of 274 participants responded to the survey, 29 participated in an interview 
(12 doctors, 9 nurses, and 8 pharmacists), working in GP practices from across the UK. 
Nearly half of the survey participants infrequently step down asthma medication (doc
tors=42.7%, nurses=46.3%). Four major themes related to barriers to stepping down were 
(i) lack of awareness of the need to step down, (ii) inertia to step down, driven by low 
confidence in ability, fear of consequences, and concern for who is responsible for stepping 
down, (iii) self-efficacy of ability to step down, influenced by lack of clear, applied guidance 
and limited training, and (iv) feasibility of step down, driven by a lack of systematic 
acceptance of stepping down and time. Strategies proposed to reduce overtreatment included 
education and training, improved gathering of evidence and guidance, and integrating step 
down into routine asthma care.
Conclusion: Failure to implement this guideline recommendation into everyday asthma 
management is influenced by several contributing factors. Future directions should include 
addressing evidence gaps, implementing clear and practical guidance, integration of step- 
down assessment into the asthma review, and education of professionals and patients.
Keywords: stepping down, asthma, qualitative, perceptions, primary care

Introduction
Around 7% of UK adults have active asthma, with an increasing proportion receiving 
preventer medication.1 The predominant UK asthma guidelines, the British Thoracic 
Society/Scottish Intercollegiate Guidelines Network (BTS/SIGN), the National 
Institute for Health and Care Excellence (NICE), and the international Global 
Initiative for Asthma (GINA) report, recommend a stepwise approach to pharmaco
logical management.2–4 For each progressive step, medication can be increased. 
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Correspondingly, once asthma control is maintained, med
ication step down should be considered to achieve the 
minimally effective dose.

There are several consequences of long-term overtreat
ment of asthma. Firstly, patients may be at increased risk 
of side-effects, including cataracts, osteoporosis and 
diabetes5. Secondly, inhalers are a large cost-burden to 
the NHS, contributing around 13% of the primary care 
prescribing budget.6 Lastly, medication burden may con
tribute towards poor adherence.7

In the UK, there has been an increase in the proportion 
receiving higher level medication (medium or high dose 
inhaled corticosteroids, ICS).1 Of those prescribed 
a medium/high dose combination inhaler as their first 
ever preventer, 70% remained on the same inhaler for 
several years.1

However, the literature on barriers to stepping down 
asthma medication is sparse. As nearly all (96%) of 
asthma patients are managed in primary care,8 we sought 
to understand the perceptions of practitioners managing 
asthma patients in that setting.

Methods
Design
The study adopted a qualitative methodology, using 
a questionnaire and semi-structured interviews from 
a convenience sample of doctors, nurses and pharmacists 
(community and GP) from primary care across the UK. For 
the interviews, we selected a sub-sample to incorporate 
a mix of clinical roles and specialist interest in asthma.

Ethics
The study was reviewed by Imperial College Research 
Ethics Committee who approved the study (ICREC refer
ence 20IC6026). Personal information for the interview 
participants was stored at Imperial College London in 
a password-protected site by the investigator. No incen
tives were offered to volunteer.

Participant Recruitment
Primary care practitioners were invited to take part in the 
study through local primary care networks, personal con
tacts, professional social media networks (local groups, 
and nationwide – Physician Mums Group UK) and the 
Primary Care Respiratory Society. In the UK, patients 
with asthma may be managed by their GP, practice nurse 
or practice pharmacist. There is considerable variability 

across GP practices in who manages asthma and who is 
mainly responsible for their care – depending in part on 
the experience level of the professional, their interest in 
asthma, any additional training/qualifications they may 
have and the size of the practice. In general, a practice 
nurse, or often a practice pharmacist, will carry out all 
routine reviews; it is during a review that step down is 
most likely to be considered. Community pharmacists that 
work only in pharmacies are also sometimes qualified to 
prescribe and may have undertaken training specifically in 
asthma management, although this is much less common.

A range of interview participants were selected based 
on their years of experience and interest in asthma.

All study participants provided informed consent, 
including consent to the publication of their anonymized 
responses; participants were told the length of time of the 
survey and interview, where the data was stored and for 
how long, who the investigator was and the purpose of the 
study. Personal information was stored only for partici
pants volunteering to do an interview, this information was 
stored in password-protected site by the investigator. 
Survey and interviews were completed between June– 
July 2020.

Data Collection
For practitioners working in a GP practice, a thirteen- 
question (one page) open eSurvey using Qualtrics survey 
tool was used to assess the frequency of stepping down, 
medication reviews, and reasons for and against stepping 
down. Community pharmacists answered a shorter six- 
item (one page) version of the survey. The questionnaires 
and interviews were first discussed with knowledgeable 
key informants (face validity) before drawing up 
a question guide which was piloted, developed, modified 
and informed by a review of the literature9–12 

(Supplementary Table 1). Respondents were able to review 
and change their answers. Duplicated entries were avoided 
by preventing users with the same IP address access to the 
survey twice.

Interviews explored views and experiences in more 
depth (Supplementary Table 2). Specifically, our objec
tives were to:

(a) Determine how asthma medication is reviewed
(b) Identify views on asthma guidelines
(c) Explore the perceived barriers faced by healthcare 

workers
(d) Identify drivers and facilitators of stepping down
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One-to-one interviews were carried out by CIB (a female 
respiratory epidemiologist at Imperial College London and 
honorary respiratory consultant) remotely through video or 
telephone. Interviews were digitally recorded and tran
scribed; transcripts were not repeated or returned to the 
participants. Participants were unknown to the interviewer 
prior to the interview. Field notes were used to record 
relevant contextual issues.

Data Analysis
All surveys were completed and analysed. Survey responses 
were summarised using frequencies and percentages. 
Interviews were analysed according to the principles of inter
pretive thematic analysis and facilitated using QDA Miner 
(University of Groningen). Initially, each transcript was 
coded using a process of open coding by CIB in discussion 
with AEO, followed by the development and clustering of 
themes in an interpretive process. The basic codes were 
elaborated into a framework that was continuously refined 
to reflect all the interviews (Supplementary Table 3). The 
Checklist for Reporting Results of Internet E-Surveys 
(CHERRIES) and Consolidated Criteria for Reporting 
Qualitative Research (COREQ) were used to guide reporting.

Results
Study Participants: Survey
There were 274 survey participants from 136 geographi
cally diverse clinical commission groups (CCGs) 
(Supplementary Table 4) and 10 community pharmacies; 
comprising 207 doctors (85.8%), 34 nurses (12.5%) and 33 
pharmacists (11.7%). Participants were spread across 
a range of ages: 20–29 years=2.6%, 30–39 years=48.0%, 
40–49 years=31.0%, 50–59 years=12.6%, ≥60 years=5.9%, 
and included 51 males and 219 females.

GP Practice Survey Findings
Most participants “infrequently” stepped down medication 
(doctors=42.7%, nurses=46.3%); practice pharmacists 

most common response was “sometimes” (Table 1). Just 
over half of doctors, and around one-third of nurses, did 
not feel confident to step down (doctors no=56.8%, nurses 
no=36.6%); all the practice pharmacists felt confident. 
Most of the participants reported being aware of asthma 
guidelines recommending stepping down (doctors=68.7%, 
nurses=87.8% and practice pharmacists=100%).

The two most selected reasons to step down were “to 
reduce medication burden” (67.8%), and “guidelines recom
mend that I should consider stepping down” (46.9%) (Table 2). 
The two most selected barriers were “patients don’t want to” 
(37.0%) and “I don’t know who to step down” (30.0%) 
(Table 2). Over one-third “infrequently” or “never” review 
asthma medication when seeing an asthma patient (Table 3). 
Reviews usually occurred during ad hoc consultations for 
doctors (61.8%) but annual review for nurses (82.9%).

Community Pharmacy Survey Findings
Over half of community pharmacists “never” or “infre
quently” discussed stepping down (Table 4). In contrast, 
over two-thirds “sometimes” or “often” discussed stepping 
up (Table 4). The two most selected reasons to discuss step 
down were “to reduce side effects” (44.4%) and “patients ask 
to step down” (40.7%) (Table 5). The two most selected 
reasons not to discuss step down were “don’t have patient 
records” (40.7%) and “not aware I should be” (22.2%) 
(Table 5).

Study Participants: Interview
Twenty-nine participants consented to have an interview: 
12 doctors, 9 nurses and 8 pharmacists (Table 6). Nearly 
one-third of participants (n=9) had specialist training in 
asthma, and median of 15 years (range 1–35 years) of 
experience working in GP practices. Interviews lasted 
between 25–35 minutes.

Four overarching themes were generated from the the
matic analysis: approach to the pharmacological manage
ment of asthma, value of asthma guidelines, challenges of 

Table 1 How Frequently of Stepping Down Asthma Patients

Doctors (n=234) Nurses (n=34) Practice Pharmacists (n=6) Total (n=273)

N % N % N % N %

Never 36 17.2 4 12.2 0 0.0 44 16.1

Infrequently 88 42.7 16 46.3 1 20.0 117 42.9
Sometimes 54 26.0 9 26.8 4 60.0 73 26.7

Often 29 14.1 5 14.6 1 20.0 39 14.3
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stepping down medication and suggestions of future 
approaches. From these major themes, four main themes 
were identified as the barriers of stepping down: aware
ness, inertia, self-efficacy, and feasibility.

Approach to the Pharmacological Management of 
Asthma
Asthma reviews are usually carried out by nurses, some
times by doctors or practice pharmacists and occasionally 
healthcare assistants.

I do all the reviews in my practice. As I am an independent 
prescriber, I have been given a lot of autonomy. Nurse 1. 
(specialist) 

Nurses do data collection from the 3 RCP questions and 
peak flow readings but don’t make decisions. Doctor 11 

I work in four GP practices and the reviews are often done 
by the most junior nurse or healthcare assistant and are 
just a tick box exercise. Pharmacist 3 

Most participants used a template or scoring system to 
assess asthma control.

In our practice the nurses use a template but usually I just 
ask the patient. Doctor 9 

All participants consider increasing asthma medication if 
there is worsening of symptoms, increase use of their 
reliever or deteriorating peak flow.

So, if they are symptomatic and using preventers, after 
checking they are compliant and using the inhalers prop
erly, I would then go up in a step. I think I’m fairly happy 
to do it but I do have to keep looking at the guidelines. 
Doctor 4 

Apart from two participants, the rest were increasing 
asthma medication far more commonly than decreasing it.

I decrease much less, probably about ratio 10:1 as usually 
I only see them if problems. Nurse 3 

Two participants, with specialist training, were much more 
likely to decrease asthma medication.

I decrease medication all the time. Patients are often sent 
to me on high dose Relvar or Seretide. Doctor 12 

Value of Asthma Guidelines
All participants use asthma guidelines (most commonly 
BTS/SIGN). Participants were mostly content with the 

Table 2 Health Practitioners at GP Practice, Response to 
Questions Regarding Reasons for and Against Stepping Down

Reason for Stepping Down N %

Reduced medication burden 185 67.8%

Guidelines advise that we should 128 46.9%

Guidelines advise that we should 128 46.9%
Reduce side effects 113 41.4%

Patients ask me about reducing it 93 34.1%

Reduce NHS costs 61 22.2%
Other 13 4.8%

Reason Do Not Step Down
Patients do not want to 101 37.0%

Do not know who to step down 82 30.0%
Do not know how to step down 59 21.6%

Not aware I should be 33 12.1%

No point as the patient will step back up 29 10.6%
Not my role (specialist’s role) 20 7.3%

Table 3 Frequency of Review of Asthma Medication

Doctors (n=234) Nurses (n=34) Practice Pharmacists (n=6) Total (n=273)

N % N % N % N %

Never 10 4.4% 0 0.0% 0 0.0% 10 3.7%

Infrequently 76 32.6% 0 0.0% 1 15.0% 80 29.4%
Sometimes 111 47.6% 14 40.0% 1 15.0% 116 42.7%

Often 36 15.4% 20 60.0% 4 70.0% 66 24.3%

Table 4 Frequency of Community Pharmacists Discussing 
Stepping Up and Stepping Down with Patients

Discuss Stepping Down N %

Never 8 29.6

Infrequently 9 33.3

Sometimes 8 29.6
Often 2 7.4

Discuss Stepping Up N %
Never 1 3.7

Infrequently 4 14.8
Sometimes 18 66.7

Often 4 14.8
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guidelines; main issues were having two UK guidelines 
and the use of acronyms.

NICE and BTS are on two different pages. I use both and 
flit between two so use them as a resource rather than stick 
to them rigidly. Nurse 4 

I know what a LABA is in the guidelines, but I don’t know 
which inhaler it is in. Doctor 2 

25 of the 29 interview participants responded in the survey that 
they were aware of step-down guidelines, but in the interview, 
only 3 participants had ever seen step-down guidance.

I’ve not seen a section on stepping down, but guidelines 
don’t help me when I’m stepping patients down. 
Pharmacist 7 

The guidelines are very helpful but I’m not aware where 
stepping down is. Nurse 9 

The guidelines are not as explicit for decreasing medication, 
fairly vague. It is a more patient led approach. Doctor 9 

There was a varied response when asking how participants 
step down. An example of a patient using two puffs twice 
a day of a medium dose combination inhaler was 
proposed.

I would reduce it by 3 puffs a day and give them a peak 
flow meter to monitor themselves. I review them every 
3 to 6 months. Nurse 5 

I would half the number of puffs they take. Doctor 12 

If they had not used their reliever for a year, felt well and 
happy to trial it and given advice, I would prescribe them 

a combination inhaler with half the steroid dose and use 
twice day. Nurse 4 

If they had been stable for at least 3 months I would use their 
own experience and leave it up to them to decrease it. Nurse 1 

Participants that did step down were asked at which time 
point they consider asthma to be stable enough to step 
down. Only two nurses based this on the guidelines 
(after 3 months of stability).

Table 6 Characteristics of Interviewed Participants

N

Role
GP 12

Nurse 9

Practice pharmacist 8

Specialist Training
Doctor 2

Nurse 6

Pharmacist 2

Gender
Male 8
Female 21

Age
20–29 2

30–39 8

40–49 8
50–59 6

60+ 5

CCGs
Bradford and Leeds

Brent
Bromley

Buckinghamshire

Camden
Central London

Dartford, Gravesham and Swanley

Doncaster
Ealing

Harrow

Herefordshire
Kent and Medway

Norfolk

North Central London
Sandwell and West Birmingham

Somerset

Tower Hamlets
Vale Royal

Wakefield

West London

Table 5 Response to Question Regarding Reason to Discuss, or 
Not Discuss, Stepping Down Asthma Medication with Patients

Reason Would Discuss Stepping Down N %

Reduce side effects 12 44.4%

Patients ask me about reducing it 11 40.7%

Guidelines advise that we should 9 33.3%
Reduced medication burden 8 29.6%

Reduce NHS costs 6 22.2%

Other 3 11.1%

Reason Did Not Discuss Stepping Down 0
Not have patient records to be able to 11 40.7%

Not aware I should be 6 22.2%

No time 5 18.5%
Patients do not want to 4 14.8%

Not my role 3 11.1%
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Whenever I feel they are stable enough. Nurse 3 

I think about it after they have been stable for 3 months, 
but I don’t get to see them that often. Nurse 1 

Participants were asked if they used SMART/MART 
(maintenance and reliever therapy regimens). Four of the 
12 doctors (33%) reported prescribing it, but 2 used it 
incorrectly. Six of the 8 pharmacists were familiar with 
SMART/MART. All 9 nurses used it, but those without 
specialist training, used it incorrectly or rarely.

I don’t use it except if patients are aware, but most are not. 
Pharmacist 2 

SMART rings a bell but I can’t remember what it is. 
Doctor 7 

I do use SMART in about 20% of my patients but people 
keep using their reliever too as they are so reliant on it its 
challenging to have that conversation. Nurse 2 

I know about it, but I don’t use it much. Nurse 1 

Barriers to Stepping Down Medication
Participants suggested several barriers, these fell into four 
themes: poor awareness, inertia, lack of self-efficacy and 
feasibility.

There was a lack of awareness of the need to step 
down.

Patients do it without healthcare professionals if they are 
fairly aware, but they probably just stop rather than gra
dually decrease. Doctor 5 

If I knew there were long term side effects from high dose 
inhaled steroids, I would reduce their medication if I had 
more awareness of the level of risk. Doctor 6 

Inertia allowed participants to continue the same dose even 
if they thought they should step down. This was usually 
driven by a fear and concerns about who was responsible 
for step down.

If asthma is controlled, I would leave it. I wouldn’t want to 
worry about a flare up but I am conscious of the long-term 
effects from steroids. I know we have room for improve
ment in our practice. Doctor 4. 

They have to go up to control symptoms and then once 
controlled don’t want to go down again as may have flare 
again later on. I appreciate though that the lower treatment 
the better. Doctor 10 

If a doctor has started the patient on an inhaler with a high 
dose, I don’t want to change that. Nurse 3 

I don’t want to risk it not working and they will lose faith 
in the nurse . . .. especially if they are younger, newly 
qualified they are less likely to do it. Doctor 9 

The third theme, self-efficacy, reflects participants' ability, or 
inability, to step down medication. Contributing factors were 
lack of knowledge and skills, compounded by lack of 
guidance.

Guidance is not inherently clear. There is a ladder to step 
up but I’m not clear how I step them down. Doctor 3 

Guidelines are very confusing about stepping down. Even 
the diagram goes upwards. Nurse 2 

I wouldn’t know how to step them down, should I reduce 
the inhaler dosage? I do know I should do it by steps, but 
I don’t know where it is in the guidelines. Doctor 2 

The last theme, feasibility, related to lack of time and lack 
of systematic acceptance of stepping down.

I have no time to do it as need time to educate them. 
Pharmacist 1 

If they are not causing us trouble as patients, we don’t 
have time to see them. Doctor 8 

Mostly GPs are reactive to patients so respond to that. 
We’re not good at being proactive. Doctor 1 

Facilitators of Stepping Down
Facilitators included patient education and reassurance.

The fear is by the healthcare professional who don’t want 
to destabilise the patient. But patients are usually happy to 
reduce once I educate them. Pharmacist 5 

Patients are receptive because I have explained it to them, 
so they understand. Nurse 5 

I talk to them about risk factors and trial bringing it down. 
Patients can be nervous, but I reassure them that if control 
slips just put them back on their high dose. Doctor 12 

Suggestions of Future Approaches
Suggestions were focussed around incentives, education 
and training for the patients and healthcare workers, trying 
to incorporate stepping down into routine care and clear 
guidance.
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An incentive scheme for practices to change if new gui
dance came out would help. Doctor 1 

I find it only works if I educate the patients. So, the most 
important thing is to get staff trained. Nurse 5 

It would be a good idea to tell patients to think about in the 
future, but I don’t do that at the moment. Nurse 3 

Asking ‘have you considered stepping down’ in a template 
would help nurses in the reviews. Doctor 10 

If it was built into the process it would happen more often. 
Pharmacist 4 

There are areas in our practice where we deprescribe and so 
recall patients for that, like coming off statins and aspirin in 
the elderly. The same could happen for asthma. Doctor 8 

Need a step-down plan similar to step-up and a leaflet for 
the patients similar to the asthma plan, so they can have 
reassurance and the onus is with them. Pharmacist 7 

There is such a strong warning about asthma deaths so 
need to identify the subpopulation that can be safely 
stepped down and put that in a guideline. Doctor 6 

Use of Biomarkers and/or Pragmatic Trial
Participants were specifically asked to comment on two 
potential methods that have been proposed to aid stepping 
down: fractional exhaled nitric oxide (FENO) and 
a pragmatic (real-life routine conditions) randomised con
trolled trial stepping down patients in primary care.

No participants had routine access to FENO. By com
parison, all participants felt pragmatic evidence from 
a primary care setting would be beneficial.

Definitely help to have that evidence and a clear idea of 
when and who to do it for. Doctor 5 

It would be very helpful and reassuring if the results show 
patient’s asthma control stays the same. Brilliant idea to do 
it in GP setting. Doctor 6 

Discussion
We explored the experiences and perspectives of primary 
care practitioners in relation to stepping down asthma 
medication. Doctors, nurses and pharmacists all managed 
patient’s asthma medication but each from a different 
standpoint. Extant barriers to stepping down were cate
gorised into four main themes: (1) lack of awareness, (2) 
inertia, (3) low self-efficacy and feasibility. Proposed 

approaches to reduce overtreatment included education 
and training, improved guidance and evidence gathering, 
and integrating step down into routine care.

Although tapering medication is a safe choice for many 
patients, most study participants reported infrequently 
stepping down medication as recommended in the guide
lines. This was influenced by a variety of factors including 
attitudinal and practical barriers for practitioners, patients 
and systems. From a systems’ perspective, there is little 
incentive to step down. In contrast, stepping up for wor
sening control is common, as patient’s actively seek 
healthcare advice and practitioners regularly assess that 
need. Some participants exhibited a lack of awareness 
around the necessity to reach a minimally effective dose, 
whilst several doctors considered it as a proactive practice 
that they were not obliged to undertake or prioritise in 
routine general practice. Others perceived it as something 
patients should initiate themselves, without support. The 
belief that an asthma review was “just a tick box exercise” 
was often cited. GP practices in England operate 
a voluntary annual reward and incentive programme called 
Quality and Outcomes Framework (QOF). For some, tick
ing the box “asthma annual review” and answering 3 ques
tions about the patient’s asthma control is all that is needed 
to achieve QOF targets. One nurse commented “I thought 
QOF meant doing uniform asthma care but sadly that is 
not the case as there is different level of abilities doing 
them”. Financial incentives exert an unclear effect on 
healthcare quality.13

Inertia was found to be another major barrier; driven by 
fear of what could happen after step down or concern about 
who is responsible for stepping down. In response to the 
UK’s high asthma mortality rate, asthma charities and 
respiratory organisations have committed to the education 
of patients and professionals in the importance of adequately 
managing asthma, including patients with milder 
disease.14,15 This is, without doubt, a vital, life-saving mes
sage. But perhaps a subtle consequence of this is a fear of 
attempting to reduce medication to reach its minimally 
effective dose. This has occurred in conjunction with an 
increasing choice, and fall in price, of combination inhalers – 
often not available/licensed for low dose ICS use. In the UK, 
around two-thirds of asthma patients, that are managed with 
a preventer, use medium or high dose ICS.1 It is unclear 
whose role it is to step down, arguably it is everyone’s role, 
but many doctors and some nurses did not feel it was their 
responsibility. This may be a major contributing factor, for 
example doctors often suggested it should be assessed 
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during a nurse-led asthma review, whereas some nurses 
reported feeling hesitant to step-down medication prescribed 
by a doctor. Pharmacists reported high awareness of guide
lines and management options, clinical pharmacists linked to 
GP practices could be a useful resource for safe and effective 
step-down practices.

Low self-efficacy is another key barrier. The lack of 
knowledge and skills to step down was reported by most 
participants, and exacerbated by a perceived lack of 
clear, practical guidance. Participants relied on guidelines 
to commence and step up medication, but felt they were 
lacking and vague for who, how and when to step down. 
All guidelines include a section on decreasing medica
tion, but this is separated from the main stepwise 
approach pictogram. Study participants preferentially 
use BTS/SIGN and NICE guidelines which offer discre
tionary recommendations for step-down, to be directed 
by the professional and patient. This could be explained 
as step down potentially requires a more personalised 
approach, but it is more likely a consequence of the 
evidence gaps. Two Cochrane reviews found insufficient 
trial evidence regarding step down of ICS or long-acting 
beta agonists (LABA).16,17 Participants in our study used 
a variety of approaches to step down, reducing both ICS 
and LABA or just ICS; with even less concord for 
patients with an additional asthma therapy. Moreover, 
there was no consensus as to how to identify suitable 
patients.

Feasibility is a further significant factor affecting step 
down. Feasibility includes lack of time to step down 
effectively and safely, and lack of normalisation of the 
practice. Several participants suggested an acceptance of 
step down if it became a routine part of patient care, 
education and training. Interestingly, most participants 
were not aware of SMART or MART maintenance and 
reliever therapy regimens,2–4 or used them incorrectly, 
signifying a lack of knowledge in management options. 
These regimens already have behavioural elements relat
ing to a step-down approach. Recently, trials have gone 
further and assessed the use of a combination inhaler in 
mild asthma solely as a symptom-driven regimen, as 
compared to a maintenance regimen.18,19 The perception 
of a subset of these patients was evaluated and found to 
be satisfied with either approach.20

These findings can be used by primary care practi
tioners, payers, asthma specialists, public health specialists 
and people with asthma to highlight the current barriers to 
stepping down asthma medication and therefore encourage 

commissioning of clearer asthma guidelines, undertake 
necessary evidence building and improve education and 
training around this topic.

Strengths and Limitations
By using a qualitative design this study has provided 
insights into a primary care professional’s views, 
encounters, challenges and ideas around step down of 
asthma medication. Our participants represented a range 
of demography, experiences and professional roles from 
different tiers of the primary care landscape. In qualita
tive studies sample size is often considered enough when 
further interviews will not yield new responses.21 We 
feel our data was adequate in this respect and comple
mentary to recent UK observational data.1 However, it is 
possible there was some selection bias, such that those 
with an interest in asthma were more likely to partici
pate. If this bias occurs, you may expect the health 
professionals that did not wish to participate were more 
likely to perceive the barriers we found. To try to cir
cumnavigate this issue we selected participants for inter
view to include professionals with a mix of experience 
and interest; this was not possible with the survey. Of 
note, our study is exploratory and does not include the 
view of patients.

Conclusion
This study describes the current approach and perceptions of 
health practitioners to step down of asthma medication. 
Future directions should include (i) addressing gaps in current 
knowledge to build a robust evidence base, (ii) a change to 
guidelines, to show how to identify appropriate patients and 
provide clear definitions of operational aspects (incorporating 
shared decision making), (iii) integration of step-down assess
ment into routine asthma care and (iv) education and training 
of professionals and patients in step-down practice. Further 
study is required to investigate how training and education 
and incentivisation can be used to change current practice and 
attitudes regarding underused step-down practices.
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