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medical education (CME) after graduation. The
average length of time from the last CME was 3.3 + 3.0
years with arange of 1 to 10 years. Physicians who had
attended any CME on asthma after graduation had a
higher average total score (44.0 * 15.2%) when
compared with those who had not attended any (37.7 +
13.9%), but this difference did not achieve statistical
significance (t = 1.9, p = 0.057).

The Medical Officers recorded the highest attendance
for asthma seminar or workshop (100%) followed by
the Consultants (72.2%), Senior Residents (35.7%),
Junior Residents (28.6%) and least by the Internists
(11.1%). These differences were statistically significant
(X2 = 16.13, p = 0.003). The relationship between the
duration of medical practice and the time from the last
CME attended with the total scores obtained in the test

was examined using Pearson’s correlation coefficient
(table 4).

There was no correlation between the duration of
practice and time from the last CME with the total
score obtained in the test.

Discussion

In 1993, the United States NHLBI collaborated with
the WHO to organise a workshop that led to a Report:
Global Strategy for Asthma Management and
Prevention. This report proposed a comprehensive
plan to manage asthma with the goals of reducing
morbidity and mortality while allowing patients with
asthma to live normal lives. At the same time, GINA
was implemented to incorporate ljpdated scientific
information into the report and disseminate same to
health care providers. Publications based on the GINA
Report have been prepared and translated into
languages to promote international collaboration and
dissemination of information and are readily available
18. In spite of all these efforts and the availability of
effective therapies, international surveys show
evidence of suboptimal asthma control in many
populations.

The introduction of new clinical guidelines into patient
care is usually aimed at altering physician behaviour.
It is important that Physicians be aware of new
scientific developments and evidence-based practice
guidelines. We evaluated physicians’ understanding of
the current GINA guidelines for the diagnosis and
management of asthma using a diverse group of

Asthma, GINA guidelines, Physicians knowledge.

physicians from varied tertiary medical facilities.

In this study we found that the average total score
was low (39.7%) when compared with total scores
from a similar study in Towal9. In that study, the
average total score from all participating Doctors
was 60%. This difference may be due to the
difference in the makeup of the study populations:
in the Iowa study asthma specialists made up 28% of
the study group while it was only 4.6% in this study.
Also 20% were House Officers and 2.3% were
Medical Officers. These two cadres of Doctors were
notrepresented in the [owa study.

The understanding of the guidelines was influenced
by specialisation of the physicians; the
pulmonologists recorded the highest total scores
followed by the internists with the family physicians
having the least score. This pattern reflects the core
areas of training for each of the specialties and is in
agreement with previous studiesl9. The level of
training and experience also exerted some influence
on the understanding of the guidelines.

The House Officers in spite of the fact that they are
fresh from the medical school had the lowest total
scores. They were followed by the Medical officers
and the junior residents. This finding could be a
reflection of the low priority given to asthma in the
medical curriculum in recent years. Furthermore,
the scores did not improve significantly with length
of training suggesting that physicians were not
appropriately learning asthma management as
training progresses. This is at variance to findings
from some other studies.

In spite of the residency training which is an
academic programme, the Resident Physicians still
did poorly in the overall score. This is in agreement
with observations from a previous study to assess
resident physician knowledge of pathophysiology,
diagnosis, and management of asthma in Vanderbilt
University, Nashville, Tennessee by Harness et. al.;
they found that the knowledge base of resident
physicians was poor and the duration of training did
not significantly improve the average total score .
This suggests that there may be a need to review
and emphasize the asthma curriculum for resident
physicians. CME is a factor that has been proven to
improve the understanding of bronchial asthma
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Assessment Diagnosis Education Patholo revention Severity |

' Family medicine 37.1 40.0 38.3 25.0 55.0 35.8 325 34.2 343

(13.2) (31.7) (19.6) (44.4) (29.2) (23.7) (24.5) (21.3) (19.9)
Total 39.7 39.8 54.0 16.1 52.1 44.8 31.0 31.6 36.7
(14.5) (28.7) (29.7) (37.0) (29.5) (24.2) (21.4) (21.4) L1

TABLE 3. Smresof&sth

Cadre Assessment | Diagnosis | Education | Pathology | Pharmacology | Prevention | Severity | Therapy | Total
House Officer | 27.8 48.1 5.6 51.9 38.9 22.2 27.8 20.6 31.5
(28.6) (30.7) (23.7) (34.7) (26.2) (30.8) (18.0) (16.4) (13.8)
Medical 33.3 16.7 0.0 66.7 50.0 50.0 16.7 35.7 355
Officer 47.1) (23.6) (0.0) (0.0) (0.0) (0.0) (0.0) (30.3) (0.00
Junior 42.1 56.3 19.0 50.0 452 32.1 31.7 38.8 40.7
Resident (30.4) (27.0) (39.7) (29.7) (22.8) (30.9) 217 (20.3) (13.5)
Senior 45.2 54.8 7.1 54.8 42.9 25.0 40.5 34.7 40.8
Resident (24.8) (36.1) (26.7) (31.0) (27.5) (25.9) (25:0) (17.5) (17.4)
Consultant 45.5 60.6 36.4 54.5 54.5 45.5 28.8 58.4 49.0
(22:5) (29.1) (50.5) (22.5) 23.9) (41.6) (21.2) (13:5) (11:7)
Total 39.8 54.0 16.1 52.1 44.8 31.0 316 36.8 39.7
(28.7) (29.7) (37.0) (29.5) (24.2) (31.7) (21.4) (21.1) (14.5)
""" Figurel
s Comparison of performance of Physicians on asthma knowledge
questionnaire.
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Average total score of physicians by hospital of practice.
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and 4 (4.6%) Pulmonologist. Fifteen (17.2%) were
from UUTH, 44 (50.6%) from UCTH while 28 (32.2%)
were from UPTH. There were 18(20.7%) House
Officers, 2 (2.3%) medical Officers, 42 (48.3%) Junior
Residents, 14 (16.1%) were Senior Residents and 11
(12.6%) were Consultants. The average duration of
practice was 7.14 = 6.7 years with a range of 1 to 33
years of medical practice (table 1).

Total Scores

The mean total score for all physicians who took the
test was 39.7 £ 14.5 % (mean = SD). Pulmonologists
recorded the highest total score (68.5 + 5.5%) followed
by Internists (38.8 % 13.5%) then by Family Physicians
(37.1 % 13.2%). The faculty had large and significant
effect on the difference in the average total scores for
the test (table 2). There was a significant difference

between the scores of Pulmonologists and the other

faculties with no significant difference between
Internist and Family Physicians (F =10.1, p <0.001
Eta2 = 0.19). Overall, only 18 (20.7%) of the Physicians
scored 50% and above. All the pulmonologists scored
above 50% while 17.5% of the Internist and 15.0% of
the Family Physicians scored above 50% (X2 = 16.1, p
<0.001).

There was a significant difference in the average total
score between the cadres of Physicians (figure 1). The
Consultants had the highest average total score (49.0 +
11.7%) followed by the Senior Residents (40.8 =+
17.4%), then the Junior Residents (40.7 + 13.5%), then
the Medical Officers (35.5 = 0.0%) and finally the
House Officers with an average of 31.5 = 13.6% (F =
2.8, p < 0.05). The only difference in average total
score was between the Consultants and the house
Officers. There was no significant interaction between
the faculty and the cadre on the average total score
using a two-way analysis of variance (F = 0.84, p =
0.51).

A one-way ANOVA was also used to evaluate the total A

scores from the different hospitals (figure 2): UCTH
scored the least (36.3 = 11.1%) followed by UUTH
(42.6 = 19.2%) with UPTH scoring the highest (43.7 +
15.7%). These differences did not reach statistical
significance (F = 2.6, p >0.05).

Sub-Scores
Physicians performed best in questions concerning
disease diagnosis (54.0 = 29.5%) but the poorest scores

Asthma, GINA guidelines, Physicians knowledge.

were obtained in questions concerning asthma
education (16.1 % 37.0%).

Among faculty members, Pulmonologists scored
significantly higher than other physicians in
questions relating to diagnosis, pharmacology and
therapy (table 3). Family physicians performed
better than Pulmonologists in the pathology
category but this did not attain statistical
significance. While Internists performed
significantly better than Family Physicians in
questions regarding diagnosis of asthma. With the
exception of the Consultants, all other cadres of
Physicians scored lowest in questions relating to
patients education on asthma. Consultants
performed significantly better than the other
cadres apart from Medical Officers in questions
related to asthma therapy. On the other hand, the
Medical Officers performed significantly better
than other cadres except the Consultants in
questions relating to disease prevention.

Twenty seven Physicians had attended a continuing

e respondents.

Characteristic Characteristic
Gender Gender

Female Female

Male Male
Age Age

Less than 29 Less than 29

30-39 30-39

40-49 40-49

50-59 50-59

60 and above 60 and above
Cadre Cadre

House Officer House Officer

Medical Officer Medical Officer

Junior Resident

Senior Resident

Consultant
Faculty

Internal Medicine

Family Medicine

Pulmonology

Junior Resident

Senior Resident

Consultant
Faculty

Internal Medicine

Family Medicine

Pulmonology

TABLE 4. Correlation of total score with years of practice and CME

D O1C

*Correlation at 0.05 level, ** Correlation at 0.001 level,

Last CME
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among physicians, in our study physicians who had
attended any continuing medical education workshop
after graduation had a higher total score when
compared with physicians who did not attend any
although the difference did not attain statistical
significance. This may be due to the fact that the
duration from the last CME varied greatly among the
participants and the number of CMEs attended may
have been few.

Patient education and involvement is essential for the
proper management of most chronic illnesses
including asthma and a lack of this has been
implicated as a factor in poor control of asthma .
Patients with poorly controlled and severe asthma
tend to underestimate the severity of their
symptomsl2 or under-present to the physician
leading to under-diagnosis as well as under-treatment
of asthma . In this study the all physicians groups had
low scores in patients’ education. This poor
understanding of patient education among the
physicians may have a negative impact on patient
management and symptom control. Furthermore, in
spite of physician fair understanding of the diagnosis
of asthma, the pathological basis of asthma and
pharmacology of asthma, poor knowledge in other
areas is likely to impact negatively on patients’
management.

CONCLUSION

The findings of this survey provide some explanation
for the poor level of asthma control seen in daily
practice due in part to poor understanding of asthma
management guidelines by the managing physician.

The introduction of new patient management
guidelines into clinical practice requires changing
physician behaviour. Altering the attending
physician’s behaviour is a complex process. Physicians
must first be aware of new scientific developments or
evidence-based practice guidelines. They should then
understand the implications of the guidelines to
patient care and they must then incorporate these
changes into their clinical practice. CME has usually
assumed the role for making physicians aware of new
guidelines and scientific findings in medicine. In this
study the attendance of a CME did not significantly
improve physicians understanding of GINA
guidelines probably due to the structure and content
of the CME as well as the infrequent attendance and

Asthma, GINA guidelines, Physicians knowledge.

the long time lag between CMEs. To better design
continuing medical educational interventions, it is
important to understand the educational needs of
the physician audience and to do this, physicians
understanding of relevant guidelines should be
regularly assessed.

This study highlights the fact that better asthma
control might be achieved if physicians” knowledge
of the various aspects related to asthma and its
treatment were improved upon. The GINA
guidelines are now considered to be the “gold
standard” for asthma diagnosis and management.
On the strength of the results of our study, we can
make the following recommendations:

All physicians involved with asthma management
can benefit from CMEs focused on the GINA
guidelines and these should be delivered at regular
intervals. These educational interventions can and
should be tailored to different physician groups
based on their training background. Finally current
asthma guidelines should be incorporated and
emphasized in the undergraduate curriculum. On
the basis of previous studies of CME effectiveness,
the educational programs should be interactive and
should include enabling and reinforcing
components. An effective educational program
should also incorporate the educational process
into the physician workflow. Further studies will be
required to evaluate Physicians behaviour in terms
of conformity with the GINA guidelines and tl?e
patient’s perception of disease control and the
physicians’ role in the disease management.
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severity and non adherence to treatment among

14,15 >

others However, physicians’ knowledge and
behaviour are also important factors when it comes to
prescribing the best possible treatment plan, carrying
out appropriate follow-up on patients and ensuring

adherence to the outlined treatment."

Several treatment guidelines are available for the
management of asthma by physicians. These
guidelines are not always followed by physicians in the
management of their patients for a number for reasons
such as disagreement with certain aspects of the
guidelines, poor outcome expectations, inertia of
previous practice and inadequate knowledge of the

guidelines ",

In 1997 the United States national heart, lung and
blood institute (NHLBI) and the WHO created
guidelines for the diagnosis and management of
asthma this guideline has been updated on several
occasions into the global initiative for asthma (GINA)
2010 report”. A good understanding by physicians of
the guidelines is an essential step in applying the
GINA guidelines to patient care. On the basis of
previous studies'™" and anecdotal observations among
physicians in our practice setting has shown that poor
understanding of the guidelines may play an important
role in physician’s compliance with the
recommendations. It is on this background that this
survey was conducted among physicians and
specialists to examine physician understanding of the
GINA guidelines.

METHODS

To assess physician knowledge of the guidelines, we
adapted a 31-question, multiple-choice test of asthma
knowledge from a previous study on the same subject .
The questions were modified to bring them up to date
with the current GINA recommendations. The
questions were reviewed by specialist pulmonologists
in our Hospital and pretested on 15 physicians.
Physicians from three teaching hospitals; University of
Uyo Teaching Hospital (UUTH), University of Calabar
Teaching Hospital (UCTH) and the University of Port

Harcourt Teaching Hospital (UPTH) were selected for
this survey.

Asthma, GINA guidelines, Physicians knowledge.

These hospitals are tertiary medical facilities in the
South-South region of Nigeria and serve as centres
for undergraduate training of Medical Students
and postgraduate specialist training in various
fields of Medicine. All cadres of physicians who in
the course of their duties manage adult patients
with asthma i.e. physicians in the departments of
Internal Medicine and Family Medicine from the
selected hospitals were eligible for this survey. The
tests were distributed to physicians in respiratory
diseases unit (n = 4), physicians in Family
Medicine (n = 20) and physicians in Internal
Medicine (n = 63) from the three tertiary health
facilities; UUTH (n = 15), UCTH (n = 44) and
UPTH (n = 28). There were 114 eligible
physicians who all received a copy of the test
questions and 87 of them completed and returned
the test questions making a response rate of 76.3%.

The test questions were divided into core areas of
diagnosis of asthma, pathophysiology, patient
education, disease assessment, pharmacology,
therapeutic modalities, disease severity, and
prevention; the questions were arranged in a
random fashion when presented to the physicians.
Each question had a single correct answer. A total
score and a score for each of seven core areas was

calculated for each participant.

The scores were grouped according to the level of
physicians training i.e. House Officer, Junior
Resident, Senior Resident and Consultant as well
as by the faculty and specialty of the physicians
(Family Medicine, Internal Medicine, and
Respiratory diseases specialists). Mean scores for
each subgroup were reported and compared using
one-way analysis of variance with Tukey post-hoc
testing. P value of < 0.05 was judged to be
statistically significant. A score of 50% was the pass
mark for the total score and the sub-scores.

RESULTS

Demographics

A total of 87 physicians out of a total of 114
physicians from two faculties in three hospitals
completed the test. Thirty three (37.9%) were
females and 54 (62.1%) were males. There were 63
(72.4%) Internists, 20 (23.0%) Family Physicians
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ABSTRACT

BACKGROUND: The GINA guidelines have become the “gold standard” in the management of asthma. A good understanding by

physicians of these guidelines is an essential step in applying the GINA guidelines to patient care. This study aimed to assess

physician’s knowledge of the GINA guidelines among Physicians in South-South Nigeria.

STUDY DESIGN: 31 multiple choice questions based on recommendations of GINA guidelines were distributed to physicians of all

cadre who manage adult asthma patients in three tertiary hospitals in South-South Nigeria.

RESULTS: 87 physicians completed the test including physicians in respiratory unit (4), physicians in Family Medicine (20) and

physicians in Internal Medicine (63). The mean total score for all physicians who took the test was 39.7 = 14.5 % (mean % SD).
Pulmonologists recorded the highest total score (68.5 + 5.5%) followed by Internists (38.8 % 13.5%) then by Family Physicians (37.1
+ 13.2%). The Consultants had the highest average total score (49.0 = 11.7%) followed by Senior Residents (40.8 = 17.4%), Junior
Residents (40.7 £ 13.5%), Medical Officers (35.5 = 0.0%) finally the House Officers (31.5 = 13.6%). Physicians performed best in
questions concerning disease diagnosis but the poorest scores were obtained in questions concerning asthma education. Less than a

third had attended any CM E after graduation.

CONCLUSION: The physicians” understanding of the GINA guidelines is generally poor. Specialist training in respiratory diseases

did improve scores. The findings of this survey may provide some explanation to poor level of asthma control.

KEY WORDS: Asthma, GINA guidelines, Physicians knowledge.
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INTRODUCTION

Asthma is a worldwide problem, with an estimated 300
million affected individuals . Evidence based on the
application of standardized methods to measure the
prevalence of asthma and wheezing illness in children
and adults, puts the global prevalence of asthma in the
range of 1% to 18% of the population in different
countries’. There is good evidence that international
differences in asthma symptom prevalence have been
reduced, particularly in the early teenage years, with
decreases in prevalence in North America and
Western Europe and increases in prevalence in
regions where prevalence was previously low. Eae

The World Health Organization (WHO) has estimated
that 15 million disability-adjusted life years (DALYs)
are lost annually due to asthma, representing 1% of the

total global disease burden'.

The burden of asthma in Nigeria is not known for
certain but certain estimates have shown an
upward trend in the prevalence of asthma in
Nigeria™. Several surveys have reported a
prevalence of asthma symptoms of between 8%
and 12% but physicians diagnosis of asthma is
thoughtto be even much lower, .

Worldwide the control of asthma symptoms is
generally poor. The Asthma Insights and Reality in
Europe (AIRE) study reported persistence of day
time symptoms of up to 46% among asthmatics
under treatment’. Surveys from other parts of the
world reveal a similar picture of sub-optimal
control™". There are several reasons for the poor
control of asthma symptoms and these include; the
asthma phenotype'’, the presence of unrecognised

 qe. 1213 . .
co-morbidities ", wrong perception of the disease






