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Objectives: To explore whether patient’s personal beliefs about inhaled corticosteroid (ICS) and inte-
grative medicine (IM) are discussed at routine primary care visits for asthma.

Background: Negative medication beliefs and preferences for IM can be salient barriers to effective
asthma self-management.

Method: A qualitative analysis of transcripts from 33 audio-recorded primary care visits using conven-
tional content analysis techniques.

Results: Four themes emerged when providers had knowledge of patient’s beliefs: negative ICS beliefs, IM
use for asthma, decision-making and healthy lifestyles. Two themes were identified when providers did
not have this knowledge: asthma self-management and healthy lifestyles.

Conclusion: When providers had knowledge of their patient’s IM endorsement or negative ICS beliefs,
they initiated conversations about these modifiable beliefs. Without training in IM and in effective
communication techniques, it is unlikely that providers will be able to effectively engage in shared
decision-making aimed at improving asthma self-management.

© 2016 Elsevier Inc. All rights reserved.

Introduction

As many as 82% of adolescents and adults with asthma have
uncontrolled disease,' defined as an asthma exacerbation requiring
a hospitalization or burst of systemic steroids, frequent symptomes,
activity limitations, declines in lung function or need for “step-up”
therapy. Minorities are disproportionately represented within the
asthma population; more than 24 million Americans have asthma
and prevalence is higher among non-Hispanic Blacks (11.1%) and
those living below the poverty level (11.6%).” Adults die at 6 times
the rate of children and Blacks die at nearly twice the rate of
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Whites.? Asthma control can be defined as “the extent to which the
various manifestations of asthma have been reduced or removed by
treatment.”> These include minimal or no symptoms, optimal
pulmonary function, few/no exacerbations, and the ability to carry
out activities of daily living and achieve optimum quality of life.?
The economic cost of uncontrolled asthma is very high despite
asthma control being achievable by adhering to a multifaceted
treatment plan that includes trigger remediation and avoidance,
self-monitoring guided by asthma action plans, regular follow-up
and pharmacologic management, including inhaled corticoste-
roids (ICS) for persistent disease.*> Among the many reasons
contributing to poorer asthma control, one is more common in
Black adults than in other groups: lower rates of inhaled cortico-
steroid (ICS) adherence.®

ICS treatment, part of the multifaceted treatment plan, is largely
effective in achieving and maintaining control of persistent asthma
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in the vast majority of individuals with persistent disease.'® While
ICS adherence is estimated at 50% across all populations,'' ICS
adherence has been reported as low as 26% in Black adults.” Per-
sonal beliefs about asthma and its pharmacologic treatment are
among the most significant factors affecting ICS adherence,
particularly in the Black community.®'?>~ For example, negative
ICS beliefs (e.g., skepticism about the need for ICS, concerns about
side effects or addiction risk) have been found to partially mediate
the association between minority status and ICS use."” In addition,
lower rates of ICS adherence have also been identified in patients
endorsing integrative medicine (IM) for asthma.'® '8 IM includes
“the array of health care approaches with a history of use or origins
outside of mainstream medicine”'® commonly referred to as
alternative (in place of) or complementary (in addition to) medicine.
For example, Black adults commonly employ prayer and culturally-
relevant home remedies?*?! to replace ICS or to augment a patient-
directed reduction in ICS dose.'®"1®

Clinical outcomes might be improved in asthma if providers had
knowledge of these important and potentially modifiable beliefs
that may contribute to ICS non-adherence. However, most adult
asthma care is delivered by primary care providers during visits
lasting <15 min®? making it difficult, if not impossible, to identify
potential obstacles to the medical plan. This speaks to the pressing
need for novel brief interventions that engage patients in their own
self-care decision-making.

Patient-provider shared decision-making communication is one
critically important component of quality care that may be useful
for facilitating mutual understanding and partnering that improve
clinical outcomes in chronic conditions, such as asthma.>> 2% Pa-
tients rate communication as one of the most important skills a
provider can possess.”’ Effective communication enhances pro-
viders’ understanding of patient preferences and uncovers possible
treatment misconceptions. Providers using enhanced communi-
cation skills, in which the patient is actively involved in the final
decision regarding the course of treatment, saw better patients’
outcomes?® >’ including greater IM disclosure>’ and ICS adherence
in adults.>! Shared decision-making is described as a “deliberation
and is interactional in nature” (p.16).3° Unfortunately, patients
infrequently discuss their IM use with their providers®* 3%
believing their decision to use IM will be misunderstood>* or that
providers are uninterested in IM>” or lack meaningful IM knowl-
edge.**3> In turn, providers may not query patients creating, in
essence, a de facto “don’t ask, don’t tell” policy>?>* which leaves the
provider inadequately prepared to screen for, or to respond, to
patient disclosures. However, identifying negative ICS beliefs or IM
use could provide a critical opportunity for a patient-provider
interaction that helps align treatment goals.’

Aims

The aim of this study was to explore the content of clinical
conversations at routine primary care visits when providers did or
did not have knowledge of their patients’ use of IM and their per-
sonal beliefs about asthma self-management including ICS.

Design

A qualitative descriptive study design using audio recordings of
the primary care visits was employed to explore the content of the
clinical conversations between the patients and their primary care
provider. Qualitative descriptive design is the method of choice
when the purpose of the study is description of a phenomenon.>’

Setting and sample

We enrolled a convenience sample of 43 participants (patients
and providers) from three unrelated primary care sites: two inter-
nal medicine group practices and one federally-qualified health
center (FQHC). Providers from these sites were recruited from a
parent study>® and were considered eligible for enrollment if they
were either a medical doctor or a nurse practitioner responsible for
the care of a panel of adults with persistent asthma (i.e., those
requiring ICS therapy). Patient participants were either identified
by their primary care providers or self-referred into the study in
response to posted flyers. Inclusion criteria for patients included
age >18 years and prescribed ICS for provider-diagnosed persistent
asthma. Exclusion criteria included inability to speak English or
to understand the informed consent process. By signing infor-
med consent both providers and patients agreed to provide
demographic data and to have their primary care visit audio
recorded for the purpose of learning more about how providers and
patients talk about asthma self-management. Patients received a
$50.00 cash incentive and transportation tokens to defray travel-
related costs and providers received a prepaid debit card after
data collection was complete.

Asthma control

Asthma control was calculated by using standard patient-
reported outcomes that are recommended by the national guide-
lines*: the number of short-acting Bp-agonist (SABA) doses in the
prior 7 days, the number of night-time awakenings caused by
asthma in the prior 30 days, or both. Participants were categorized
as having controlled asthma (SABAs <2 days per week and/or
awakenings <2 times per month), or uncontrolled asthma (SABAs
>2 days per week and or awakenings 1—3 times per week, or SABAs
several times a day and/or awakenings >4 times per week). Control
categorization was determined during analysis and was not avail-
able at the time of the visit.

IM endorsement and negative ICS belief assessment

The 17-item Conventional and Alternative Management for
Asthma (CAM-A) survey is a brief self-administered screening tool
with low literacy demands>® that has undergone rigorous psycho-
metric development, testing and refinement.>® The CAM-A iden-
tifies two barriers to ICS adherence: negative ICS beliefs and IM use
for asthma; the IM endorsement subscale score is significantly
associated with uncontrolled asthma.

Procedures

To determine what constituted typical communication between
patients and providers during routine primary care visits for
asthma, we audio-recorded the visits. In a non-random assignment,
patients completed the CAM-A instrument either before or after
routine clinic visits. When providers first enrolled, the CAM-A was
administered after the visit. This ensured that the conversation was
typical of routine visits for asthma. If the provider participated a
second time, the CAM-A was administered prior to the visit. When
this occurred, trained research assistants (RAs) (pre-med and
nursing students) shared a simple written summary of the CAM-A
results with the providers in the patient’s presence: ‘your patient
endorses IM for asthma yes/no’ and ‘your patient has negative ICS
beliefs yes/no.” Additional detailed information was available to the
provider although reviewing these details was optional. The RA did
not give the provider any instruction as to what to do with this
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information. Similarly, patient participants were not given any in-
struction by the RA.

Providers were allowed to participate a maximum of six times;
patients only once. If providers participated more than twice, the
pattern of alternating the CAM-A, either before or after the visit,
continued. For example, the CAM-A was administered after the first,
third, and fifth visits and before the second, fourth, and sixth visits.
When providers participated more than once, visits were spaced
out over several weeks (on average 23 days) to reduce contami-
nation from previous exposure.

All visits were digitally audio-recorded; RAs were not in the
room during clinic visits. The transcripts of these audio recorded
visits were the source material for this qualitative analysis. Data
collection occurred between May and December 2012. A report of
the psychometric development, testing and refinement of the in-
strument, as well as a descriptive analysis of the 3-item debriefing
survey given to both the provider and the patient, separately,
immediately after each visit, has been reported elsewhere.>®

Ethical considerations

The study was approved by the Institutional Review Boards
(IRB) of two participating institutions; one institution’s IRB served
as the IRB of record for the FGHC. Confidentiality and anonymity of
all participants, patients and providers were protected.

Data analysis

Content analysis with an inductive process was used. This
analysis approach has been widely used in nursing research and is
recommended when there is not enough previous knowledge of
the topic®® and is the analysis strategy of choice in qualitative
descriptive studies.>” The audio recorded interviews were tran-
scribed verbatim and coded in ATLAS software (atlas.ti.6.2) (www.
atlasti.com). After several readings of the first four transcripts, a
coding guide was developed by one of the authors and was used for
the remaining analysis. A second investigator then reviewed the
codes. Differences in coding were resolved by discussion until
consensus was reached between the coders. Demographic data and
debriefing survey data were analyzed in Microsoft Excel (Microsoft
Office, 2010).
Rigor
The rigor®' of the present study followed the qualitative
research rigor standard during data analysis. The contents of the
recordings of the primary care visit were confirmed twice (by an RA
and one of the authors) to ensure the credibility of data. The
analytical procedure was followed strictly and was peer-reviewed
by the different authors to assure dependability and credibility of
the data analysis. To enhance dependability, an audit trail was
created to record activities performed by the research team over
time. The audit trail also served in maintaining confirmability by
illustrating as clearly as possible the process that led to the con-
clusions. The present study used purposive sampling to ensure the
range of the participants and improve the transferability of the
data.

Results

A total of 33 encounters were analyzed including 10 providers (5
physicians and 5 nurse practitioners) (Table 1) and 33 patients
(Table 2). Most provider subjects and patient subjects were female
(97% and 80%, respectively). Of the 33 patient subjects, 26 (79%) had
uncontrolled asthma. The length of primary care visits ranged from

Table 1
Providers characteristics N = 10.
Characteristics N (%)
Age 52 (8.6)
Mean (SD)
Gender
Male 2 (20%)
Female 8 (80%)
Race
White 8 (80%)
Black/African American 1(12.5%)
Asian 1(12.5%)
Ethnicity
Hispanic or Latino 0%
Marital status
Single 8 (80%)
Married 0%
Divorced 2 (20%)
Separated 0%
Widowed 0%
Years in practice 18.3(11.3)
Mean (SD)
Discipline
Physician 5 (50%)
Nurse practitioner 5 (50%)
Specialty training
Primary care 7 (70%
Family practice 1(10%
Internal medicine 1(10%)
Employment status
Full time 9 (90%)
Part time 1(10%)
Number of asthma patients seen per month 16.3 (7.7)
Mean (SD)
Participation in study
One time 3 (30%)
Two times 1 (10%)
Four times 3 (30%)
Five times 2 (20%)
Six times 1 (10%)

9 to 50 min with a mean of 23 min in each group. At 15 of the 33
visits (45%), providers were given the written summary of whether
their patient held negative ICS beliefs and/or endorsed IM for
asthma (yes/no) prior to the audio recorded visit, At 18 visits the
CAM-A was administered after the audio recorded visit and
debriefing. At these visits, providers never received a summary of
their patients’ responses. Providers participated in the study be-
tween one and six times (Table 1), averaging 23 days between visits
when participating more than once. Patient subjects participated
only once.

IM endorsement and negative ICs beliefs

IM endorsement was similar in both patient subject groups: 94%
of subjects who completed the CAM-A after the visit used IM for
asthma compared to 93% of subjects who completed the CAM-A
prior to the visit. Further, there were no statistically significant
differences between groups on negative ICS beliefs: 67% of patient
subjects who completed the CAM-A after the visit held negative
beliefs compared to 87% of patient subjects who completed the
CAM-A before the visit.

Qualitative content analysis of the audio recorded primary care
Visits

According to protocol, at half of the visits (15/33) providers were
given patient’s reports of negative ICS beliefs and/or IM endorse-
ment (yes/no) immediately before the visit (“provider had knowl-
edge of patient’s beliefs”). Four themes emerged from the analysis
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Table 2
Patients characteristics N = 33.

Characteristics Total N (%)

CAM-A completed
after visit (N = 18)

CAM-A completed
before visit (N = 15)

Age 48.1 (14.6)
Mean (SD)
Gender
Male 1(3.7%)
Female 32 (96.7%)
Ethnicity
Hispanic or Latino 2(8.3%)
Race

Black/African American
Marital status

33 (100%)

Single 15 (45.45%)
Married 7 (21.21%)
Divorced 5(15.15%)
Separated 4 (12.12%)
Widowed 2 (6.06)
Age when first diagnosed with asthma 26.47 (18.70)
Mean (SD)
Occupation
Unemployed 11 (33.33%)

Manual/service
Skilled professional

5 (15.15%)
8 (24.24%)

Student 2 (6.06%)

Retired 4 (12.12%)

Other (chef; EMS; on disability) 3(9.09%)
Highest educational level

Grade school (7th) 1(3.7%)

Some high school
Completed high school/obtained GED

8 (24.24%)
12 (36.36%)

Completed vocational training 1(3.7%)
Some college 5(15.15%)
Graduate of 2 year college 3(9.09%)
Graduate of 4 year college 3 (9.09%)
Insurance
Medicaid 9(27.27%)
Medicare/SSI 11 (33.3%)
Commercial 11 (33.3%)
Other 2(6.1%)
Income
$0—9999 17 (51.51%)
$10-19,999 6(18.18)
$20-29,999 2 (6.06%)
$30—-39,999 4(12.12%)
$40—40,999 4(12.12%)
> $50,000 1(3.7%)
Currently smokes or ever smoked in past
Yes 21 (63.64%)
IM endorsement 31 (94%)

Negative ICS beliefs 25 (75.8%)

52.12 (14.5) 43.4(13.7)
1(5.6%) 0 (0%)

17 (94.4%) 15 (100%)

1(5.6%) 1(6.7%)

18 (100%) 15 (100%)

9 (50%) 6 (40%)
3 (16.7%) 4(26.7%)
3(16.7%) 2(13.3%)
2(11.1) 2(13.3%)
1 (5.6%) 1(6.7%)
27.18 (19.23) 25.47 (18.92)
5(27.8%) 6 (40%)
4(22.2%) 2(13.3%)
3 (16.7%) 5(33.3%)
1 (5.6%) 1(6.7%)
2(11.1%) 1(6.7%)
3 (16.7%) (0%)
1(5.6%) 0 (0%)
5(27.8%) 3 (20%)
6 (33.3%) 6 (40%)
1(5.6%) 0 (0%)
2(11.1%) 3 (20%)
2(11.1%) 1(6.7%)
1(5.6%) 2(13.3%)
6 (33.3%) 3 (20%)
5 (27.8%) 6 (40%)
5(27.8%) 6 (40%)
2(11.1%) 0 (0%)
9 (50%) 8 (53.3%)
4(22.2%) 2(13.3%)
1 (5.6%) 0(0%)
1 (5.6%) 3 (20%)
3(16.7%) 1(6.7%)
0 (0%) 1(6.7%)

10 (55.6%)
17 (94.4%)
12 (66.7%)

11 (73.3%)
14 (93.3%)
13 (86.7%)

of these transcripts: negative ICS beliefs, IM use for asthma, decision-
making and healthy lifestyles. In 18 visits, the CAM-A was not
administered until after the visits and debriefings (“provider did
not have knowledge of patient’s beliefs”). Two themes were iden-
tified from the transcripts of these visits: asthma self-management
and healthy lifestyles.

Themes identified when the provider had knowledge of
patient’s beliefs

Negative ICS beliefs

A prominent theme that emerged from the analysis pertained to
negative ICS beliefs, including fears of developing tolerance or
addiction to ICS with regular use, fear of being overmedicated, and
concerns about medical experimentation. Others expressed fears of
systemic side effects despite its topical administration, or made
attribution of serious side effects (e.g., cancer, infertility) to ICS that
are not associated with corticosteroids. When providers were

informed that the patients had negative ICS beliefs, they focused
the conversations around ICS. The following is an example from one
visit in which the provider discovered that the patient had not
taken their prescribed ICS and had suffered an asthma attack:

Provider: But you ... didn’t take steroids, because?

Patient: Because it's evil and I didn’t need it, clearly. I clearly
didn’t need it.

Provider: It’s not evil. It's not evil.

In another visit, the provider learned that the patient had
decreased twice daily ICS doses to once daily, fearing tolerance:

Patient: Well here’s the thing, [ won’t want to be like ... immune
to it.

Provider: To what?

Patient: To the [brand name ICS]. So I take it once a day. So I think
when I start getting worse, I'll start with twice a day. You see
what I'm saying?
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Provider: ‘Cause you don’t want to build up a tolerance to the
[brand name ICS]?

Patient: Right. I don’t want to [...] I don’t take it at night. A lot of
times at night I find myself wheezing.

Provider: Okay. Who told you that you would get a tolerance to
it?

Patient: Me.

Provider: Okay.

Patient: No one. s that true?

Provider: No. So you should take it twice a day.

Other patients associated symptoms such as “fingers or stomach
cramps” to side effects of corticosteroids and providers tried to
correct some of the misconceptions of negative beliefs. Conversa-
tions regarding negative steroid beliefs were very brief:

Provider: Did they give you steroids?

Patient: Yeah, they gave me the Prednisone.

Provider: Yeah.

Patient: And that stuff, I think I'm having side effects from that.
Provider: From back then?

Patient: Yeah, ‘cause my body cramps and like I still ... my body
is still ... my muscles still will cramp up.

Provider: Hum.

Patient: Like I might go to bed and turn and my stomach muscles
are just ... they’ll just grab. Sometimes it’s in my feet. Sometimes
my fingers cramp up and I never had it until I took those.
Provider: Prednisone doesn’t usually do things like that, but I'm
wondering if there are other reasons ...

IM use for asthma

In our analysis, providers who had knowledge of their patients’
use of IM for asthma symptoms asked questions about IM
endorsement and patients disclosed IM use. IM included drinking
water, tea or black coffee, inhaling steam or getting fresh air, as well
as using topical chest ointments or praying for symptom relief. For
example:

Provider: So do you do some of these things sometimes, when
your asthma’s acting up?

Patient: Yeah, I turn the fan on. I sleep with the fan on ... If
there’s a breeze blowing through the window, I don’t need the
fan. Then I'm okay, but it does help. And my mom used to always
tell me that coffee helped [control asthma symptoms].
Provider: Yeah, there’s something in coffee that works similar to,
have you ever heard of theophylline? It’s a really old asthma
medicine.

Another patient also described the use of the fan to help with
asthma symptom relief:

Provider: So do you use fans in your house?
Patient: | have a ceiling fan.

Provider: Does that make your breathing worse?
Patient: Oh, I love my ceiling fan.

Provider: Okay.

Patient: And I have a standup fan.

Provider: You use the ceiling fan at night?
Patient: Uh-huh, all the time.

Similar to discussions around negative ICS beliefs, providers
addressed IM use for asthma very briefly, mostly identifying the
type of IM the patients were using and not necessarily discussing
the rationales for their use.

Decision-making

Providers discussed patient self-management decision-making
to gain a better understanding of the thought processes involved in
selecting prescription medicine or culturally-relevant IM for
asthma. An exemplar follows.

Provider: How often are you getting asthma attacks?

Patient: Attacks? Not necessarily ...

Provider: So you are preventing a full [attack]?

Patient: 1 would lay there and think, yeah, maybe it will pass.
And then I took a bath and maybe the steam and everything
would work. And I had to use my nebulizer.

This example illustrates the thought processes that the par-
ticipants engage in when faced with acute asthma symptoms and
how they prioritize their treatment decisions at the time of the
acute symptoms. For this participant, laying down and waiting for
the symptoms to pass was the first choice, followed by taking a
bath in hope that the steam will help. When the participant
realized that the symptoms were not improving, she decided to
use the nebulizer. In another visit, the provider discussed and
reinforced the management of asthma medications to better
control symptoms. The provider discussed with the patient how to
decide on which medication to use and their benefits (as needed
versus continuous use):

Provider: Right. Okay. So if taking a deep breath bothers you, or
you cough more, or you feel short of breath, right ...

Patient: (Interrupting) Right.

Provider: So you got some medicines to take that could help you

Patient: (Interrupting) Right.

Provider: Only one of them is as needed.

Patient: I don’t know, which one, that purple one?
Provider: Not the purple one. That’s not as needed.
Patient: Oh.

Provider: The other, albuterol.

Patient: Albuterol

Provider: Puffer, that’s the as needed one.

Patient: Okay.

Provider: But you don’t use that too much?

Patient: No.

Provider: No? Okay, well that’s good. But how about the [brand
name ICS]?

Patient: I use it when I'm ... I can’t sleep ‘cause of coughing, it’s
like something’s tickling my throat and I can’t get it out.
Provider: So that’s not how it was prescribed, right?

Patient: No.

Provider: No [Laughing]. Okay, one puff two times a day,
remember?

Patient: Oh, two times a day, okay.

Provider: Yeah, remember, one puff two times a day?

Patient: | remember now, one puff two times a day.

Provider: Okay. That medicine doesn’t work as needed. It’s got
to be in your system for a couple days before it even works
for you.

Healthy lifestyles

Providers also discussed conventional non-pharmacologic ap-
proaches to improved asthma control, including diet, weight loss,
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exercise, and smoking cessation. Discussions were tailored to pa-
tients’ needs, situation, and their ability to modify certain behaviors
like smoking:

Provider: So you always tell me you feel short of breath, right?
Patient: Right.

Provider: Okay. You're also still smoking, right?

Patient: Yeah.

Provider: How much? How many cigs?

Patient: Five cigarettes.

Provider: Five? Oh, that’s good.

Patient: Five cigarettes until | get stressed out.

Provider: And well that’s every day.

Patient: Well I don’t smoke ... 'm not a ... I'm like a casual
smoker, 'cause I can go all day without smoking a cigarette.
Provider: Good. So how about, you know ... the cigarettes are an
irritant, the smoke, even if you don’t believe anything about
nicotine, okay?

Patient: Right.

Provider: The inhaled smoke and the burning of the paper and
the burning of the leaves, no matter what kind of leaves they are.
Patient: Okay. Okay [Laughing].

Provider: Alright?

Patient: Okay.

Provider: It goes down into your lungs and you're the one who’s
telling me you're short of breath, unless you like feeling that
way.

Themes identified when the provider did not have knowledge
of patient’s beliefs

Asthma self-management

Analysis of these transcripts found that patient-provider
communication focused primarily on the ability to manage the
disease through a review of prescribed asthma medications and
emergency procedures, such as when to call the office, as well as
inquiries about recent symptoms and need for acute care.

Example 1:

Patient: Well I don’t know what I'm allergic to, but ... my pul-
monary doctor told me that sometimes if [ get postnasal drip ...
Provider: Yeah.

Patient: It affects my asthma.

Provider: Right. So what do you do about the postnasal drip
when you get it?

Patient: I'm using my [brand name prescription intranasal
steroid].

Provider: Okay. Are you using it every day?

Patient: Sometimes. It dries me up.

Example 2:

Provider: And then how is your breathing, how’s the asthma
doing right now?

Patient: It's doing okay right now. But, like last month, I had a
few problems. Like at night time, bedtime, with breathing. But |
got on the nebulizer, you know, and I started, you know, taking
my [brand name ICS] twice a day instead of once a day and then
it seemed like it kind of, like, disappeared. I just had, like, that
cough. I had a problem with, like, the cough thing. So I just got
some cough medicine over-the-counter.

Example 3:

Provider: Okay. Alright. Now tell me about your asthma.
Patient: This has been acting up ...

Provider: (Interrupting) Since last week.

Patient: Yeah, last week. It's been acting up a little bit, like um ...
well it ... you know what, it’s reoccurring ...

Provider: (Interrupting) So I'm just going to go back to last week,
so last week you had just finished the steroids that were pre-
scribed before ...

Patient: (Interrupting) Yes.

Provider: And you had just finished the antibiotic (inaudible).
Patient: Right. Oh, that cleared up the cold real good.

Provider: Okay. So the steroids and the antibiotic, you felt better
after that, right?

Patient: Felt normal after that, yeah.

Provider: And you were still coughing a little bit?

Patient: Yeah, I'm still coughing. [ don’t know why.

Provider: Okay.

Patient: 1 even took the cough syrup you gave me every night.
Provider: Okay.

Patient: And I'm coughing hard-like and then it’s like a dry
cough.

Provider: Okay. So you're coughing at night.

Patient: Yeah. Yeah, I'm still coughing. I don’t know why.
Provider: But what’s coming up?

Patient: Nothing.

Provider: Nothing? It’s clear?

Patient: It's clear because of the antibiotics.

Provider: So clear, okay.

Patient: It’s just clear, but it’s hard and it lasts like a long time.
Provider: So it’s a hard cough, okay. How many times are you
using your rescue inhaler? I'm going to look at your sheet
(inaudible).

Patient: My rescue inhaler I used like maybe twice. Sometimes
... now [ sleep with it.

Provider: Twice in?

Patient: Twice a day.

Provider: Twice a day, okay.

Patient: But I do my treatments, you know, one at night and one
at bedtime, you know, one in the morning and one at night.

Healthy lifestyles

Another common theme was healthy lifestyles. Providers
addressed these topics as part of chronic disease management that
included asthma, diabetes, hypertension, cardiac problems, back
pain, and other conditions.

Provider: 1 had really wanted you to focus on losing some weight
to kind of help with everything. Really, help with the back pain,
help with the breathing. And good job! You did that. Because
last time [ saw you, you were at 279. And today, when she
weighed you ... you were 267. So great job! That's 13 pound
[sic]. That's great. That's great. Because that’s going to help,
that’s going to help with the back pain, that’s going to help with
the breathing, you know? So that’s a great job. And, what have
you been doing with that, you just been cutting back? A little
bit? Not trying to eat as much?

Patient: I've kind of lowered my sugar intake with beverages
because I had a thing with the beverages. You know like cut
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down off of that, even cut down on the sugar that I put in my
coffee and stuff like that.

In another visit, the provider discussed diabetes control with the
patient:

Patient: My sugar went to 300, I had spaghetti this morning and
coffee.

Provider: How much spaghetti?

Patient: Serving.

Provider: Yeah, did you take insulin?

Patient: Four.

Provider: Four?

Patient: Four ...

Provider: Before, good.

Patient: Yeah and a cup of coffee.

Provider: What was in your coffee?

Patient: Equal ... substitute Equal.

Provider: Good, perfect. So you did 90 units before eating?
Patient: Yeah, right when I woke up this morning it was 262,
what did I have last night, I think I might have eat some ... [ eata
cup of fruit and it wasn’t (inaudible cannot hear patient over
typing). But [ brought my thing in.

Provider: Oh you did, oh good, | want to see it okay. Nice, nice,
nice. You had a 103, you had a 167, those are good, 192, your
sugars are better than they used to be, by a lot, by a lot. Look at
the dinner ones before 170, 141, 130, 160; that’s perfect. That’s
great, that’s really, really great, so whatever you were doing ...
oh and that was the week of Thanksgiving, so the week of
Thanksgiving your sugars were perfect.

Discussion

Transcripts showed that when providers had knowledge of their
patient’s IM endorsement or negative ICS beliefs, providers initi-
ated conversations about these important and potentially modifi-
able beliefs that may contribute to ICS non-adherence. Visits in
which these discussions took place were no longer than the visits
with providers who did not have knowledge of their patient’s IM
endorsement or negative ICS beliefs. We also found high rates of
endorsement for culturally-relevant IM for asthma and negative ICS
beliefs and high rates of uncontrolled asthma among patients.
These findings are consistent with other studies in both minority
adults'4 1742744 3nd children with asthma.*> 48

With the correct use of prescription long-term control medi-
cines, such as daily use of ICS, a significant number of asthma at-
tacks and other complications are preventable.* Although there are
many obstacles to ICS use,® personal beliefs about pharmacologic
treatment are among the most significant factors affecting adher-
ence.®?1113 Reservations about the use of ICS were common in this
study and included the fear of being overmedicated or developing
tolerance to, or addiction from, regular ICS use, the attribution of
serious side effects to ICS that are not associated with this class of
drugs and concerns that ICS was a form of medical
experimentation.

Negative ICS beliefs were not the only potential barrier to ICS
use in this study; patients also endorsed unconventional ap-
proaches to managing their asthma, such as the ingestion of water
and black coffee. Researchers have reported that IM offers patients
the opportunity to tailor a personalized treatment plan to their own
needs.*? Patients also characterize IM as both a natural and effec-
tive!7424647 3lternative to perceived “unsafe” prescription ICS
therapies that patients believe carry the risk of addiction,*64°
systemic effects (e.g., weight gain) and serious adverse

consequences (e.g., cancer, infertility).””#? Patients also question
providers’ motives for prescribing conventional medical and
surgical therapies.’® In low-income populations, IM use may offer
an alternative to costly conventional prescription medicine.
Conversely, IM may represent a bias towards cultural traditions, a
preference formed, in part, in response to a minority group’s unique
social experiences with institutionalized racism or culture-bound
traditions.”>> What is clear is that lower educational attainment
in the context of IM endorsement, as seen in this study, has been
associated with uncontrolled asthma. The likely mechanism for this
is poor adherence due to limited health literacy.>®

Negative ICS beliefs and preferences for IM contribute, in part, to
the marked inequities that Black and poor adults experience in
asthma outcomes. Improved disease control is possible with
greater ICS adherence. However, most adult asthma care is deliv-
ered by primary care providers during visits lasting <15 min®?
making it difficult, if not impossible, to identify potential obsta-
cles to the medical plan. Providers require not only the time to
identify these potential causes of treatment failure, they need new
training and resources to address patients’ deeply-held culture-
bound beliefs and to uncover patients’ hidden self-care practices.

Some of the provider’s needs in this study were clearly identi-
fied in this analysis. When providers operated without a priori
knowledge of their patients’ beliefs and preferences, visits were
characterized by standard biomedical approaches, such as review
of system questions. However, when providers had knowledge of
their patient’s IM endorsement and negative ICS beliefs the visit
became less disease-focused and more behavior- and/or education-
focused. Interestingly, providers were also more likely to discuss
ICS beliefs than IM endorsement, perhaps reflecting the providers’
low self-efficacy in this area. This is similar to other findings in
which providers avoided IM discussions because they did not feel
knowledgeable and confident about IM.>?3%°3 Without training in
IM and in effective communication techniques it is also unlikely
that providers will be able to effectively negotiate with patients
who use IM as a replacement for ICS. These communication tech-
niques are based on a shared decision-making approach, a collab-
orative and honest approach that encourages both providers and
patients to share relevant information, explore alternatives options
for treatment such as IM, express treatment preferences, and
mutually agree on the treatment to implement.’’ Ample evidence
demonstrates that when health care professionals are trained to
engage in discussions characterized by a shared decision-making
approach, patient-provider differences can be reconciled, leading
to mutually agreed upon higher quality decisions that best match
patients’ needs with evidence-based guideline
recommendations.?*2431:54

It is worthwhile to note the limitations of this study. Small non-
random subject pools do not allow for comparisons typical of
quantitative approaches although they allow for the development
of hypotheses that can be explored in future interventional studies.
A convenience sample of patients and providers likely introduced
selection bias in that only the most confident providers may have
allowed their clinical visits to be recorded and only the most
engaged patients may have enrolled. Generalizability is limited in
that most of the subjects were Black women. However, this is a
particularly important group to study as women have a 30% greater
mortality rate from asthma than men and Blacks have death rates
from asthma two times higher than whites.>”

Other limitations include the likelihood that audio recordings
created a Hawthorne effect; discussions of guideline-
recommended asthma care dominated these visits and may not
be typical of primary care visits. Alternatively, because of the dif-
ferences in small non-randomized samples, differences in conver-
sations may not have been related to the CAM-A but rather to



M. George et al. / Heart & Lung 45 (2016) 70—78 77

inherent differences in the groups. Providers were also allowed to
participate more than once, introducing the risk of contamination.
To reduce this risk, we instituted a wash-out period of approxi-
mately three weeks between visits. This appears to have been
sufficient in that IM was brought up by a provider only once at a
visit in which the provider did not have knowledge of the patient’s
IM endorsement; negative ICS beliefs were never discussed at visits
without providers having prior knowledge. Lastly, a more stan-
dardized approach to assessing asthma control, such as the Asthma
Control Test, would improve characterization of patients’ level of
asthma control.

Despite data that point to the critical need for enhanced asthma
self-management to achieve asthma control and reduce attacks, we
continue to see exceedingly high rates of uncontrolled asthma in
minority adults. The role of IM and negative medication beliefs is
rarely considered in adherence studies despite the evidence that
they pose formidable barriers to prescription medicine use in
asthma and contributes to uncontrolled asthma.'®~'®3° When pa-
tients are involved in decision-making, they may be motivated to
commit to a treatment that relieves them of troubling or disabling
symptoms even when that treatment has been previously
eschewed.”® Using conventional quantitative approaches, the
findings from this study may inform future interventions that can
evaluate providers’ ability to engage in negotiated decision-making
around patients’ personal beliefs and whether these discussions
lead to greater ICS adherence. However, providers must first be
trained in persuasive communication and the provision of cultur-
ally competent care. Without such training it is unlikely that simply
having knowledge of ICS beliefs or IM endorsement will change
providers’ communication strategies or patients’ adherence
behaviors.

The Institutes of Medicine states that clinical decisions should
be evidenced-based.”” Yet we know that patient education (“the
truth”) does not always (or even frequently) result in patients with
asthma selecting the most effective treatment.’® Further study is
needed to understand how best to customize care according to
patient needs and values using decision aids that are effective in
mitigating culturally-based beliefs and preferences that interfere
with the effective management of the asthma condition. Such
patient-informed approaches may offer a new avenue to asthma
control vis-a-vis patient-centered consensual interactions. Quali-
tative findings, such of reported here, may inform those future
studies.

There are several implications for clinical practice and future
research that can be drawn from this study. Patients have medi-
cation beliefs and preferences for self-management that can
contribute to non-adherence but are unknown to the practitioner. If
clinicians were to solicit medication beliefs and IM endorsement,
not only would providers learn important information about their
patients’ self-management decisions but patients might also feel
that their opinions matter. This creates an opportunity for patient-
centered care exemplified by shared decision-making that better
aligns patient preferences with evidence-based guidelines to ach-
ieve greater disease control. This study demonstrates that these
conversations do not require more time during the clinical
encounter although practitioners may benefit from additional
training in IM and shared decision-making techniques. Future
research may answer questions about how providers’ expertise in
persuasive communication can influence patients’ disease man-
agement decisions. Specifically, the impact of shared decision-
making on the quality of patient-provider partnership is in need
of formal evaluation to better understand the relationship between
partnerships and enhanced medication adherence and disease
control in low-income and minority adults with asthma.

In conclusion, patients’ negative medication beliefs and IM
endorsement are known to contribute to medication non-
adherence and uncontrolled asthma. Clinical models of care such
as shared decision-making can enhance patient-provider commu-
nication of the risks and merits associated with self-care decisions
that may help reconcile conflicts between patients’ preferences and
evidence-based recommendations. Approaches such as these offer
a compelling opportunity to deliver patient-centered care.
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