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Results

Methods

Study Aim

The burden of asthma is higher in African American (AA) adults 

compared to white and Hispanic adults.

Relative to white (8.1%) and Hispanic adults (5.8%), AAs have 

higher asthma prevalence (9.2%)1, are ~3 times more likely to have 

severe asthma 2,3. and experience higher asthma death rates (22.7 v. 

8.1 v. 7.1/million)1.

Asthma disparities are due, in part, to poorer controller adherence 

among AA adults. Relative to white adults, Blacks have

41% lower likelihood of using ICS daily4

38% lower likelihood of reporting current ICS use4

23% lower likelihood of initiating ICS5

Relative to Hispanic adults, AA adults are 14% less likely to 

initiate ICS5

Conclusions

To identify reasons for ICS non-adherence disclosed by AA adults 

during primary care provider (PCP) visits for uncontrolled asthma

• Audio recordings were made of 80 clinical visits

• These files were inductively coded by two researchers working 

independently of one another

• Coding was guided by grounded theory methodology 

• Codes were categorized and themes identified

• Findings were discussed until consensus was reached

Audio recordings of 80 PCP visits 

Patient demographics: 100% African American; 98% government 

insured; mean age 45.1 (13.1); 20-75.

Provider demographics: mean age 39.25 (5.86); 33-50

Reasons for ICS non-adherence offer  potential targets for 

interventions that facilitate enhanced adherence. 

Presenting with uncontrolled asthma should prompt PCPs to assess 

patient beliefs, knowledge and ICS adherence.  

While patient education is necessary it likely will not be enough to 

address erroneous beliefs and suspicions which may require patient-

centered strategies such as shared decision-making and patient 

engagement.
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“I didn’t realize [ICS use] was mandatory. I only take it when my 

body says I’m going to fall over and I can’t breathe.” 

“You write a prescription, you get paid.”

“I don’t usually take my [brand name ICS] until I take the albuterol a few 

times and see if it slows down [my symptoms].  If not, then I take it.” 

“[ICS brand name] is only prescribed by companies to make 

money.”

“I just use it  [ICS] when I am short of breath.” 

“I’ve been taking my Albuterol 200 times per day and there is no 

improvement”

“What I hear on TV is really scary. I rather not take my inhaler than 

get those illnesses.”

“I see all these medicines on TV.  This causes this and that one 

causes gangrene.  I rather go through what I have than risk that.” 
Erroneous beliefs about ICS purpose and suspicions 

about PCPs motivation for prescribing ICS

Misunderstandings about ICS need, dosing 

frequency; differences between ICS and rescue

Concerns raised by direct-to-consumer advertising 
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