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metropolitan and regional New South Wales, Australia. Key findings were that the perceived stigma of asthma,
the need for social support, and the need for "asthma-friendly general practitioners" concerned participants
more than formal self-management procedures such as written Asthma Action Plans and medication regimes.
Social cognitive theory was used to explain the fluid relationship between persons with asthma, their
environment, and their behavior in relation to self-management strategies and in identifying patient-centered
approaches. This qualitative research suggests that asthma is viewed as a specific, individualized condition best
managed from the perspective of patients' disease experience and environmental context and not one that is
appropriately represented by collective, generic self-management recommendations. The authors' findings
suggest that self-management outcomes can be improved by recognizing the variance in self-efficacy levels
between individuals and tailoring environmental and social support strategies around these.
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Abstract:
This article describes a qualitative study that investigated the experiences, attitudes and
opinions of adults with asthma regarding self managing their disease. Focus groups were
conducted with 22 adults living in metropolitan and regional New South Wales, Australia.
Key findings were that the perceived stigma of asthma, the need for social support and the
need for “asthma-friendly general practitioners” concerned participants more than formal
self-management procedures such as written Asthma Action Plans and medication regimes.
Social cognitive theory was used to explain the fluid relationship between persons with
asthma, their environment, and their behavior in relation to self-management strategies and in
identifying patient-centered approaches. This qualitative research suggests that asthma is
viewed as a specific, individualized condition best managed from the perspective of patients’
disease experience and environmental context and not one that is appropriately represented
by collective, generic self-management recommendations. The authors’ findings suggest that
self-management outcomes can be improved by recognizing the variance in self-efficacy
levels between individuals and tailoring environmental and social support strategies around
these.
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Introduction
Worldwide, asthma affects around 300 million people, 1 with Australian prevalence rates
ranking the third highest behind the United Kingdom and New Zealand 1. More than 2
million Australians have asthma, a prevalence rate of 10.2% 2. People with asthma have
poorer quality of life, worse psychological health, and poorer social functioning than those
without asthma 3. The financial cost of asthma in Australia is also substantial, with overall
expenditure on the disease estimated at $606 million in 2004–2005 2.

Although there is no cure for asthma, there is a substantial body of evidence to suggest that
asthma self-management strategies improve health outcomes for individuals and thus reduce
the impact on both primary and tertiary health services 4-6. The question of how, not if, one
self-manages becomes the central issue for patients with chronic disease, including asthma,
which is typically a life-long and ever-changing condition 7.

Guided by the Asthma Management Handbook 8, asthma self-management programs in Australia
deliver information and skills-based education in 3 key areas: (a) having a written Asthma Action
Plan, (b) monitoring asthma symptoms, and (c) seeking regular medical review. However, despite

best intentions by health professionals to ‘teach’ patients knowledge and skills to enhance
self-management outcomes, this has not resulted in long-term behavior change; only 14.4%
of Australians reported having a written Asthma Action Plan in 2007/2008 9. There is now
wide acceptance that prescriptive and instructional styles of traditional self-management
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education ignore other social and psychological elements of learning to live with and
effectively managing chronic diseases10.

It is perhaps not surprising then that the uptake of these aforementioned strategies in
Australia remain disturbingly low, despite national recommendations for their use for more
than 20 years 2. Furthermore, there is insufficient evidence to determine the best combination
of strategies or preferred delivery settings which produce the greatest benefit 11.

Self-management as a concept, even a theory, has enjoyed a variety of meanings and
definitions throughout its development and today there is still no universally accepted
approach to self-management 12. The term self-management is often used interchangeably
with ‘self-care’ 13-14, or ‘coping’ 10 where responsibility is placed on the individual to prevent
or manage their illness. Kralik and colleagues10 posit that self-management is both a
‘structure’ and a ‘process’, recognizing the skills and task-based elements of patient
education and the importance of medication alongside the evolving understanding that
patients acquire through processing and reinterpreting the impact of their illness on their dayto-day lives.

Despite evidence that the majority of asthmatic patients presenting in Australian general
practices have uncontrolled symptoms and poor skills in self-management 8, 15, there has been
little research on self-management conducted from the perspective of the patient. While there
is recognition that improved patient engagement and better integrated health services are
needed 16-17, self-management strategies have been largely researched and developed from a
medical model 18.
However, Corban and Straus 19 point out that self-management needs to focus on patient
perceptions of their chronic condition and, as such, should be tailored around patient4

perceived problems and should recognise that these may change over time. Furthermore, the
central position of the patient as an active participant is now cutting through the traditional
understanding of self-management approaches. Bodenheimer et al20 state that “selfmanagement education” should complement skills and knowledge-based education and focus
on problem solving and decision making, whereas Newman et al21 assert that a shift in the
perspective of health professionals toward cognitive behavioral techniques, group facilitation,
and goal setting is necessary for self-management interventions to become more widely
accepted. These approaches are supported by numerous published studies 22-25, whereby
asthma self-management education (knowledge and skills), which encompass peer and social
support, problem-solving skills, and consideration of behavioural change principles (selfefficacy) results in positive asthma outcomes both short term and long term. Overall, an
emphasis on understanding the patient perspective is required.

This paper investigates the reality of self-management practices among a group of adults with
asthma. Five research objectives guided this exploratory research study:
1. To establish the perceptions held by adults with asthma in relation to taking action
regarding ‘self-management’
2. To identify the factors that positively influence self-management practices
3. To identify the factors that negatively influence self-management practices
4. To determine the perceived self-efficacy of adults with asthma in relation to their selfmanagement
5. To examine the factors (wants and needs) likely to effect the future uptake of, and
adherence to, asthma self-management strategies
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Social cognitive theory (SCT) has been used to inform and explore chronic disease selfmanagement programs 14 and is established as an important theory for understanding not only
health behavior change but also the underlying processes within individuals that bring about
this change 26. SCT posits that individuals learn through watching others and that behavior
results from the relationship between 3 main factors: personal, behavioural and
environmental 27. Briefly, these constructs begin with an individual’s personal/cognitive
characteristics such as the way a person processes and perceives information. The construct
of self-efficacy, an individual’s confidence or belief in their own capabilities, is central to this
element. Next, the environment refers to the physical or social factors that are external to the
person, but that can have an impact on behavior. For this study, behavior refers to the uptake
of asthma self-management strategies and recognizes that this can be achieved through
observational learning - learning through direct experience, watching others (modeling), or
even vicariously (through media exposure). SCT suggests that cognition/personal factors,
behavior, and environment influence one another in a fluid and reciprocal manner.

This article will present a social cognitive analysis of the results of the aforementioned study
that was designed to describe and clarify the experiences, attitudes, and opinions of adults
with asthma regarding self-managing their disease – as it relates specifically to them - and in
the context of their daily lives.

Methods
A literature review was conducted to critically review the current evidence for asthma selfmanagement strategies, to document the main components and tools used for self6

management, and to highlight any known facilitators and barriers to the uptake of selfmanagement strategies. A preliminary discussion guide was drafted and pretested in a
structured interview with 2 volunteers with asthma (1 male and 1 female). Feedback was
used to clarify and rephrase questions. A revised discussion guide was then reviewed by the
2 volunteers and an experienced asthma nurse for refinement. The discussion guide explored
questions on 5 core topics from the patient perspective and was guided by the study’s
research objectives (Table 1).
**Insert Table 1**

Interested subscribers of a regular Web-based asthma newsletter responded to a recruitment
email, providing a convenience sample of 22 participants. All participants were sent
information in the post prior to the commencement of the focus groups, which included
confirmation of the approval by the participating university’s human research ethics
committee and requested signed consent prior to participation.

Five focus groups were conducted with 22 adults with asthma (10 males and 12 females) to
gather qualitative data about the barriers to, and facilitators of, effective self-management.
Information was gathered on patients’ perspectives about which strategies work and which do
not and about prescribed and self-directed self management practices. Focus groups were
chosen as an appropriate method of extracting rich qualitative data within and between
individual participants and to give the researcher insight into ‘what,’ ‘how’, and ‘why’
participants think the way they do 28.
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The focus groups, 2 of which were conducted in the regional area of Wollongong and 3 in the
metropolitan city of Sydney (New South Wales), were conducted until data saturation was
achieved. Participant numbers ranged from 3 to 8 participants per group and groups ran for
approximately 90 minutes. The focus groups were facilitated by the first author, audio
recorded, and later transcribed.

Thematic analysis was undertaken by the first author and one other blinded researcher using
the research objectives as key headings to structure participant responses. Analyses were
compared by an experienced senior researcher (the second author) and discrepancies were
discussed and agreed upon by the authors. In order to obtain demographic information,
participants were also asked to complete short questionnaires.

Results
Of the 22 participants, 56% had been diagnosed with asthma since childhood. Participants
were generally middle aged (55% aged 55+ years) and well educated (39% had tertiary
qualifications). Only 35% had a current written Asthma Action Plan. Most (87%) had visited
the general practitioner (GP) in the last 12 months to discuss their asthma but fewer (18%)
had been hospitalised due to asthma in the same time period.

Perceptions Held by Adults With Asthma in Relation to Taking Action Regarding ‘SelfManagement’
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When asked to describe the main aims and components of self-management, and without
being offered a formal explanation, most participants demonstrated a good understanding of
asthma self-management,8 which included written Asthma Action Plans and managing
triggers and symptoms.

Having an [asthma action] plan and taking medication like preventatives. (Participant,
Wollongong 1)

Knowing what your triggers are and knowing the range of medications that are available and
what is appropriate in the circumstances. It’s having a plan of action to know what your steps
should be. (Participant, Sydney 2)

Responses about avoiding triggers evoked discussion about decidedly varied and sometimes
contradictory effects (eg, the use of exercise to ‘treat’ asthma vs exercise-induced asthma
attacks). The assertions that triggers were highly personalised introduced a strong theme
throughout all of the discussion – that the person with asthma knows best how to deal with
the day-to-day circumstances they find themselves in.

I think you need to understand what your triggers are and the correct medication … there are
so many different medications, so many different ways you can treat it. Really understand
what kind of an asthmatic you are. (Participant, Sydney 2)
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Given the variations in severity, differences in triggers, and the unpredictability of attacks,
asthma was seen as something quite specific to the individual and difficult to generalise.
Responses generally provided a sense of intense personal responsibility for sound asthma
self-management practices; participants did not spontaneously acknowledge that selfmanagement comprises an alliance with GPs.

My action plan is total self‐awareness, and I drive what I need, I know what medications, I
know [what] the signs are, so I live my own action plan. (Participant, Sydney 2)

I’ve been completely committed, taking responsibility and they (GPs) want to take
responsibility for my asthma ….but she manages it episode by episode, where I’d like deal
with the next step myself and if I’m feeling out of control, and I’m the judge of that, I’ll come
and see you! (Participant, Wollongong 2)

In cases of severe deterioration, participants expressed self-blame.

Just laziness, that’s it. I’ve got no reasons, the doctors are free, the medications are cheap,
I’ve really got no excuse. (Participant, Wollongong 1)

Perceived Self-Efficacy of Adults With Asthma in Relation to Their Self-Management
During the focus group discussions, the profiles of 2 groups emerged (see Figure 1). First,
the ‘Dutiful Activists’ were participants who self-educated by researching new treatments,
medications, and local services. They were aware of their triggers and knew how to avoid
10

them. ‘Dutiful Activists’ were strong advocates for their own cause and, in this sense, had
high levels of self-efficacy. They believed they had the skills, knowledge, and confidence to
be able to control things on a daily basis and this generally came from their experiences of
living with asthma for a long time.
**Insert Figure 1**

I do think I am self-managing… I’ve had it long enough now to know when I need to up the
medication or go and seek help. (Participant, Sydney 2)

‘Dutiful Activists’ had a very high perception of their own knowledge and, whilst they were
regular visitors to their GPs for symptom or medication review, many were skeptical about
the interest and knowledge demonstrated by GPs and maintained that GPs do not fully
understand their experience.

I’ve had bad GPs in the past, ones that don’t even look at you, just tick-tick; they don’t even
look up from their papers. (Participant, Wollongong 1).

The second group, the “Complacent Bystanders”, conceded that they were in ‘denial’ or
accepted that they had asthma but were quite prepared not to take action until it posed a lifethreatening state. This group accepted they were susceptible but were not motivated to act to
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prevent an attack or manage symptoms on a daily basis; they were reactive rather than
proactive patients.

I’m shocking. Dust storm the other day - decided to go to work… exercising, getting off
certain foods, personally I haven’t bothered. I suppose you wait until you are in a hospital bed
thinking you had better do something about it now. (Participant, Wollongong 1)

Sometimes the lifestyle gets a bit lazy and so does the attitude towards preventing the asthma
as well. You get complacent and you don’t take the medication or you let the medication run
down… hence the two times I’ve been hospitalised. (Participant, Sydney 3)

Negative Influences on Self-Management Practices
Throughout their lived experience with asthma, a range of factors were identified by both
‘Dutiful Activists’ and ‘Complacent Bystanders’, which negatively influenced their selfmanagement practices. These were largely out of the individual’s control – such as other
people’s smoking, the weather, the effects of menopause, and the demands of shift work.
These external factors, combined with a pattern of unsuccessful or unrewarded attempts at
self-management, contributed to periods of learned helplessness and, in turn, low selfefficacy.

The weather has been more erratic in the last couple of years; my asthma has been more
erratic too. (Participant, Wollongong 2)
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Over the years I have lost a lot of sense of smell…somebody can be near me with really
strong perfume and by the time I realise it, I’m already in distress and require assistance.
(Participant, Wollongong 1)

For some, there was a clear sense of despondency as a direct result of experiencing asthma
attacks despite adopting positive personal action, or being discharged from hospital without
any supported planning; these circumstances reinforced the perception of self-management
strategies as being futile.

I would love to have access to the asthma facilitator that taught me in hospital, but then you
don’t have access once they’ve finished with you [in hospital]… so you are out and you just
don’t get the same understanding from your GP. (Participant, Sydney 2).

Similar to the sentiments expressed by ‘Dutiful Activists’ regarding GPs’ knowledge and
understanding, GPs were often seen as hindering asthma treatment rather than being
facilitators of good health, leading to feelings of cynicism.

I don’t find GPs always helpful. You go to a medical centre and you don’t seem to get your
doctor... you get told he’s not on until tomorrow, or he has 20 people waiting for him. So, it
is just a tick and flick thing… you are having problems breathing and they don’t even check
your airflow sometimes. (Participant, Wollongong 1).
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The suggestion by GPs to implement generic self-management strategies, such as Asthma
Action Plans, was sometimes seen as patronising or condescending – the asthmatic affirming
that no one knows their body or their asthma like they do.

Since asthma patients are different from one another, you can’t generalise. (Participant,
Sydney 3)

Positive Influences on Self-Management Practices
The individual’s intimate life experiences with their disease and their experiences within the
health system were the dominant influences of positive attitudes and behaviours. In some
cases, a profound negative health experience was the trigger for ongoing good management
strategies:

I’ve had asthma attacks that severe I’ve had to be put on a drip and have the oxygen mask as
well as pills... steroids or something....you can die pretty easily from it. (Participant,
Wollongong 1)

I don’t want to die like my cousin and uncle from an asthma attack. (Participant,
Wollongong 2)

Finding an “Asthma Friendly” doctor was also suggested as a facilitator to good management
practices.
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Once you get a doctor that is a good doctor, someone that takes an interest in you [your
asthma] they can follow through and if you can get that, then that really is a plus. (Participant,
Wollongong 1)

One of the most important influences on positive self‐management was knowing one’s
triggers, and having a plan for escalating symptoms. Again, a strong sense of personal
responsibility was reflected in the participants’ responses.

Being aware of your symptoms. (Participant, Sydney 2)

My instinct, how I’m feeling. (Participant, Wollongong 2)

Trust your own knowledge of your body. (Participant, Sydney 1)

Factors Likely to Effect the Future Uptake of and Adherence to Asthma Self-Management
Strategies
The concept of ‘no one understands an asthmatic but another asthmatic’ was further
perpetuated by intense feelings of isolation and the perceived public stigma of being a person
with asthma. When asked directly, “If there was one thing you would like to enable you to
self-manage better, what would it be?” the majority of participants expressed the need for
social support such as support groups – clearly a gap in service provision for people with
asthma.
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I prefer to sit around face to face. I can read, but face to face you can share things and help.
(Participant, Wollongong 1)

Having an open forum with people who are familiar with your condition and can give hints is
probably more valuable than the latest medication quite frankly. You don’t have this
conversation with friends and family…my health, certainly in my workplace and with my
friends is a very personal thing and I see it as a weakness so I don’t talk about it. (Participant,
Sydney 2)

The perceived lack of awareness about asthma held by the general public was concerning for
some participants. They expressed anxiety over the possibility of having a severe asthma
attack in a public place and bystanders not knowing what to do.

Sometimes I think everyone else needs to be educated as to the needs of an
asthmatic…maybe a public campaign to make people more aware. (Participant, Wollongong
2)

Participants also expressed a social stigma around being ‘sickly’ or ‘weak’ which affected
them either directly (eg, not taking medication in public) or subtly (eg, perpetuating an
attitude of cynicism and despair).

16

Some people even as an adult are embarrassed to admit that they have asthma and don’t take
their medication when they need to…or try and find somewhere to hide. (Participant, Sydney
1)

Discussion
The present study describes issues pertaining to asthma self-management practices from the
perspective of a group of adult patients. How the patient views asthma self-management, the
impact of triggers, and the influence of others have been highlighted in a complex array of
concerns for asthma patients.

Importantly, within SCT, behavior is influenced by the dynamic relationship that exists
between the constructs. Interactions between the person, the environment, and behavior have
a continuing and fluid effect on one another. This interaction is known as reciprocal
determinism and asserts that a change in one has implications for the other 29.

The following sections explore the reciprocal determinism of the SCT constructs as they
relate to the results of this study.

The Person and Behavior
This interaction relates to the impact one’s thoughts have on the processing of information,
the importance given to such information, and how information and experience shapes one’s
17

reality 30. This is important as previous studies in asthma self-management have
demonstrated that improvements in self-efficacy help to reduce asthma morbidity 31-33.
Understanding the role of self-efficacy can provide some insight as to different starting points
from which to engage asthmatics in self-management techniques. ‘Dutiful Activists’ with
higher levels of self-efficacy, similar to the ones in this study, may benefit from opportunities
for self-reflection and reinforcement of knowledge and skills. Whereas ‘Complacent
Bystanders’, whose low collective efficacy manifested in despondent attitudes and poor selfmanagement behaviors as evidenced by those in this study, may benefit from observational
learning to enhance their behavioral capability.

These principles were fundamental to Lorig’s pioneering work in developing Chronic
Disease Self-Management Programs7. The use of lay tutors and peer educators, for example,
built on the concept of learning through vicarious experience and provides an opportunity for
self-reflection and learning new skills via modeling and comparison of others - a key factor in
developing self-efficacy34. Based on the results of this qualitative study, this style of asthma
education and support would be well received amongst adults with asthma.

The Person and Environment
The second interaction of SCT is that between the environment and the person and how these
external factors constantly inform and reform a person’s experience. In the present study,
indoor and outdoor physical environments affected behavior almost exclusively in relation to
managing asthma triggers. Knowledge of how dust mites, cleaning agents, mould, pollen,
pollution, and other environmental elements triggered asthma attacks played an important,
18

yet relatively simple, role in asthma self-management. In other words, learning what
triggered or induced asthma attacks was a relatively straightforward concept for individuals
to understand and most (‘Dutiful Activists’) employed strategies to live within the constraints
of their asthma triggers. However, the inability of some participants (‘Complacent
Bystanders’) to accept their limited control over aspects of the environment also lead to
learned helplessness and lower levels of self-efficacy.

More complex was the makeup of the social environment and the role of social networks in
this study. The positive correlation between social support and self-management outcomes
for many chronic diseases has been widely documented. For example, Anderson and
colleagues35 found that social support was a precursor to self-efficacy and that family support
in particular was a strong predictor of successful self-management outcomes. Social support
has also been found to be a key factor associated with a more positive attitude, enhanced
motivation, and better daily asthma self-care36. The transferrable benefits to participants of
this study are no different; the desire for social support (eg, support groups) was clear and
could help to curtail the collective sense of isolation. In addition to the potential
improvements in self-efficacy by active participation, there is also evidence that mere
knowledge of available services can lead to increases in self-efficacy37.

In seeking to identify perceived barriers to self-management practices, the results of this
study suggest that the relationship between the person and the social environment is perhaps
the strongest influence on reciprocal determinism and central to the formation of experiences,
attitudes, and opinions about self-management.
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The Environment and Behavior
The final interaction of SCT constructs relates to the interaction between the environment and
a person’s behavior. Like many health promotion programs and policies which recognize the
social determinants of health38, SCT asserts that learning and behavior change need
environmental support to be sustained39. Smoking cessation, for example, has been enhanced
by a range of environmental measures such as smoke-free public environments and increased
taxation38. Two elements of the supportive environment that were identified by this study as
being deficient were that of social support (previously discussed) and support from GPs or
outpatient services.

Patients’ perceptions of the lack of interest and knowledge shown by GPs in their asthma are
a notable barrier for successful self-management; indeed, the need for health professionals to
engage with patient perspectives, beliefs, and concerns about their asthma has been
highlighted in other studies 40‐42. In an observational study of behaviours and communication
skills of GPs, Braido and colleagues have suggested that GPs tend not to encourage patients
to express doubts, expectations, or concerns43. Neither do they ask directly – patient
responses in a qualitative study 44 expressed frustration and confusion regarding
communicating with their GP. “Clinicians ask about what they believe is relevant and, and
patients reveal what they believe the clinician wants to know…” 44(pg 196), leading to a
relationship based on assumptions and potentially, inaccurate self-management practices.

One of the most important elements repeatedly highlighted in the current self-management
literature is the importance of communication and shared decision making between the
20

patient and the GP 45-48. While there is agreement on the need to improve communication
(and a sense of partnership) to enhance health outcomes, the results of this study suggest that
the attitudes and perceptions of both parties regarding self-management is an area for further
investigation.

GPs are well placed to facilitate a healthy alliance in the education and monitoring of selfmanagement strategies and yet the participants of this study did not view them as a useful
resource or constructive part of their healthcare. GPs themselves have also struggled with this
concept in Australia where there has been limited success in adopting self-management
approaches within general practice or with engaging external services49. The relevance of
implementing self-management programs in general practice is acknowledged by GPs and
many attempts have been made to integrate such programs into Australian general practice
and to enhance referral pathways to other providers of self-management support42, 49). Yet
there are many barriers, not least of which is the “uneasy fit between the approach required to
develop self management skills and the traditional more directive approach of clinical
practice”49(pg S19).

Finally, SCT accepts the reciprocal influence of the person on the environment and that
environment does not serve to modify behavior all of the time. While asthma triggers are a
factor in the physical environmental, a person’s response to them is a behavioral one. In the
present study, asthma triggers influenced the behavior of the ‘Dutiful Activists’ who took
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measures to avoid them, whereas the ‘Complacent Bystanders’ did not; the same stimuli can
have a different response in different people, or the same person at different times30.

Limitations
Potential bias is recognized in this study’s recruitment method as the sample’s subscription to
the asthma newsletter suggests that they have an interest in learning more about their disease
and/or are reasonably engaged with their disease. This may be a particular subset of the
asthmatic population compared with adults in the general community.

Conclusion
Previous studies provide evidence that adults with asthma are aware of asthma selfmanagement strategies, yet the uptake of these strategies remains low in Australia. Our study
provides insight into the complexities of implementing self-management strategies from the
perspective of a group of adults with asthma and within the competing personal, social, and
environmental influences of their lives. The findings of this study suggest that 2 methods of
enhancing self-management outcomes would be the provision of added support services and
the active engagement in self-management principles by GPs and other health professionals.
The availability of “asthma friendly” GPs who genuinely engage with their individual story is
a matter of concern for many patients, who also appear to perceive a lack of social and
community support for adults with asthma. Provision and expansion of these support
services has the potential to advance the skill and self-efficacy of adults who are selfmanaging their asthma.
22

Further, SCT provides a helpful framework for understanding the reported behavior of a
person living with asthma and in identifying different approaches which may better meet the
changing needs of the patient. ‘Dutiful Activists’ and ‘Complacent Bystanders’ may benefit
from GPs and other health professionals being attentive to the variance in self-efficacy levels
and, thus, different starting points for patient education and review (further reinforcing the
call for clinicians to better understand the patient perspective). For both ‘Dutiful Activists’
and ‘Complacent Bystanders’, creating and maintaining supportive environments to facilitate
good self-management practices is a critical element to support traditional (medical) asthma
self-management recommendations.
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