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Abstract 

This article describes an approach to needs 
assessment in a specific location using both 
focus group interviews and a written ques- 
tionnaire. In this case study, the target popu- 
lation consists of parents of asthmatic 
children (O-4 years of age). Six focus group 
interviews were conducted with the purpose 
of discussing parents ’ experiences with health 
care for asthma, their beliefs and knowledge 
of general aspects of asthma, medication and 
preventive actions. As a supplement, parents 
completed a written questionnaire providing 
additional quantitative information on paren- 
tal knowledge and misconceptions. Results in- 
dicated that parental knowledge of asthma in 
general was not adequate, especially with 
respect to medication, preceding signs and 
preventive activities. Important misconcep- 
tions, which might contribute to non- 
compliance with self-management behaviors, 
were revealed during discussions with the 
parents. Several differences were found bet- 
ween results of the interviews and the question- 
naire, for instance regarding parental 
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knowledge about preventive measures, medica- 
tion and perceived parental satisfaction with 
health care for asthma. These differences in- 
dicate the value of using both a survey and a 
focus group. 

Keywords: Asthma; Parents; Focus group 
interview; Knowledge; Misconceptions. 

Introduction 

When designing asthma education pro- 
grams or protocols it is clear in general what 
knowledge and skills are needed to manage 
the disease adequately. Such programs or 
protocols should be fitted closely to the 
already existing knowledge, concerns, needs 
and perhaps misconceptions of the target 
population. Information about such aspects 
can be gathered by means of a simple ques- 
tionnaire. However, a common disadvantage 
of gathering data with a structured question- 
naire is that important issues (like misconcep- 
tions) cannot always be foreseen and 
consequently are not included in the question- 
naire. Thus, techniques that allow a freer 
response mode, like group interviews, might 
serve as a complementary method in assessing 
educational needs for the target population. 

This article describes an approach to needs 
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assessment in a specific location using both 
focus group interviews and a structured ques- 
tionnaire. The procedure of using combined 
qualitative and quantitative methods is illus- 
trated via a case study aimed at gaining 
insight in the knowledge and, even more 
important, the lack of knowledge and mis- 
conceptions of parents of young children with 
asthma. Attention was specifically paid to 
parents’ knowledge of essential aspects of 
asthma management, such as signs preceding 
asthma attacks, preventive actions, and the 
use of medicines. A second objective was to 
gain insights into the experiences and satisfac- 
tion parents have had with the health care 
provided by general practitioners. A further 
objective was to compare information 
obtained from both methods and to deter- 
mine the potential advantage of the combined 
use of focus group and questionnaire meth- 
ods. 

Childhood asthma 

Childhood asthma is a common respiratory 
disease characterized by intermittent or 
chronic, usually reversible airway obstruc- 
tion. Studies in the Netherlands report that in 
the O-4 year age group approximately 8 per 
1000 people have a diagnosis of asthma [ 1,21, 
though there are difficulties over diagnosis 
[ 3,4] . The use of health care services as a con- 
sequence of asthma symptoms is considered ex- 
tensive. It is estimated that 5-10% of children 
in the Netherlands need medical treatment for 
their asthma symptoms [ 51. In 1987 asthma 
accounted for 1.7% of all hospitalizations for 
children aged O-4 years [ 6 ] . 

As with other chronic diseases, patient 
education is a critical factor in management 
of asthma. Studies to date have shown inter- 
ventions to be successful, demonstrating 
improved self-management [7-91, reduced 
wheezing [ 10,111, improved school attend- 
ance/adjustment [ 10-121, improved family 
ability to cope 17-91 and finally changes in 
the use of health services, such as decreased 

emergency room visits and hospitalizations 
[8,12,13]. 

Focus group interview 

The focus group interview, a qualitative 
approach originating from marketing 
research, seems to be a suitable method of 
gaining insight into the parents’ views on 
asthma. A focus group interview is a discus- 
sion under the guidance of a moderator, in 
which a small number of respondents (6- 12), 
chosen from some specific target group, talk 
about topics that are believed to be of special 
importance to the investigation [ 141. 

Furthermore, focus groups are composed 
of people who do not know one another and 
who are similar to each other on aspects 
determined by the purpose of the study [ 151. 

Traditionally, health education practice 
has used small group discussions as a method 
for program delivery or for skills training 
[16]. However, more recently focus group 
interviews have proven to be a useful research 
technique [17,18]. The major advantages of 
focus group interviews are the relatively low 
costs and the high speed with which data can 
be obtained, when compared to individual 
interviews [ 191. 

However, some limitations can be distin- 
guished as well. Data collected through focus 
group interviews are not necessarily generaliz- 
able to a larger population, due to possible 
selection bias as a result of setting, topic or 
interview method. Furthermore the data 
should be interpreted with great care, consid- 
ering the inevitable personal biases of the 
moderator. 

Methods 

The focus group interview 

Six focus group interviews were conducted, 
the smallest attended by 4 parents and the 
largest by 11, resulting in a total of 42 partici- 
pants. The interviews were located in three 
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cities in the Netherlands. The participants 
were recruited through advertisements in 
local newspapers (n = 38) and an office of a 
local pediatrician (n = 4). 

Instrument 
The group discussion was directed by using 

a semi-structured interview guide, containing 
a list of anchor questions [20]. These anchor 
questions were used to introduce new topics 
during the interview, after which more 
detailed subtopics could come up. 

Data collection 
After the initial acquaintance of the partic- 

ipants, the aim and procedure of the meeting 
were explained by the moderator, an experi- 
enced group discussion leader, who was well 
informed about the objectives of the research 
and about childhood asthma. Subsequently 
the interview was conducted, lasting approxi- 
mately 90 min. In the last 30 min of the meet- 
ing the participants had the opportunity to 
pose questions to an asthma expert, present at 
each meeting. 

Data analysis 
The sessions were tape recorded with the 

consent of the participants. Subsequently the 
tape recordings were transcribed for analysis. 
The tapes and transcripts were studied sepa- 
rately by two researchers. The framework of 
the analysis (and report) of the focus group 
findings was composed of the questions that 
were asked. Each researcher noted the most 
important aspects with every question. Spe- 
cial attention was paid to elicite misconcep- 
tions (and the way they arise) and important 
gaps in knowledge, because these aspects are 
amenable to education. The notes of one 
researcher well matched the notes of the other 
one, although some useful additions could be 
made to each. Data were analyzed within 
groups and finally the response of the differ- 
ent groups were combined. A pediatrician, 
specialized in lung diseases, was asked to 
judge revealed misconceptions on medical 
irrelevance and inaccuracy. Findings are 

reported by a summary description with illus- 
trative quotes, followed by a section (in the 
Discussion) on what the data mean for the 
development of an asthma education pro- 
gram [15]. 

The questionnaire 

Instrument 
The questionnaire consisted of three major 

parts, the first part containing demographic 
items concerning parents’ level of education, 
age and sex and medical characteristics of the 
children, such as the type and severity of the 
symptoms. The second part focussed on par- 
ents’ knowledge and possible misconceptions 
regarding prevention and treatment. Parents 
were asked to indicate whether they agreed 
with statements, concerning basic facts about 
asthma, signs preceding an attack, prevention 
of asthma symptoms and finally the use of 
medicines. All these statements could be 
answered with yes or no, yes indicating that 
they were known or performed by the par- 
ents. In each list of statements a few unneces- 
sary or even adverse actions (as judged by a 
pediatrician) were included, to reveal miscon- 
ceptions held by parents. In the third part of 
the questionnaire the participants were asked 
to indicate to what extent they were satisfied 
with the care provided by their general practi- 
tioner. For this purpose four multiple choice 
questions were formulated, asking about par- 
ents’ satisfaction with the overall care, the 
time spent by the caregiver, the information 
given on the causes of asthma and the explan- 
ation of treatment and prevention proce- 
dures . 

Data collection 
The questionnaire was completed by the 

parents at the start of the meeting to avoid 
any confounding effects by the group discus- 
sion. Immediately after the introduction by 
the moderator, the parents were asked to fill 
in the questionnaire, which took 20-30 min. 
It was designed to add some quantitative data 
to the results of the interviews. 



Data analysis 
Simple frequencies were calculated for the 

response of each question. Furthermore, the 
occurrences of correctly answered questions 
per topic were counted per parent for items 
that were related to asthma and for the unre- 
lated (false) ones separately. 

The structure of the results section is based 
on the written questionnaire, starting with a 
short description of the characteristics of the 
parents and their children. The results of the 
questionnaire and the focus group interviews 
are then combined for each separate aspect 
mentioned above. 

Results 

Subjects 
The 42 parents involved in the focus group 

interview represented 26 children, most of 
them aged between 1 and 6 years, with an 
average of 5 years. Virtually all of these chil- 
dren’s asthma symptoms started before the 
ageof3(N= 23) and in ten of these children 
already within the first 12 months after birth. 

No standard methods are available to clas- 
sify asthma as mild, moderate or severe [21]. 
Nevertheless some questions were asked 
about the sort of symptoms the children suf- 
fered and with what frequency, to get at least 
a general impression of the type and severity 
of the asthma symptoms. Almost every child 
suffered from wheezing, coughing, catching 
colds and trouble with sputum. Other symp- 
toms, like sniffling, were reported somewhat 
less often. Many children were reported to 
catch bacterial infections with some regular- 
ity, while only nine children were reported to 
catch viral infections. 

Eczema occurred in 35% of these children, 
which is more or less comparable with results 
(l l-41%) of other studies [22,23]. 

In all, 38 questionnaires were completed by 
the parents, 12 fathers and 26 mothers, aged 
from 23 to 42 years (mean = 33 years). For 

each family at least one parent completed the 
questionnaire. 

The average level of education of the par- 
ticipants appeared to be rather high, with an 
underrepresentation of parents with only 
elementary education. 

In the next sections, parents’ knowledge 
and misconceptions about asthma and their 
experiences and perceived satisfaction with 
the care are presented. 

Prevention 
The questionnaire revealed that, on aver- 

age parents knew a little more than half of the 
18 beneficial actions (range 2-16). Further- 
more, they held some important misconcep- 
tions as well. Analysis of the total number of 
misconceptions per case, showed an average 
of 1.5 misconception per parent (range l-5). 
About l/4 of the 38 parents considered letting 
the child sleep near a wide open window or 
keeping the indoor air moist as preventive 
actions; a minority of the parents (11 o/o) 
believed that replacement of flowers by dried 
flowers would be an appropriate action and 
approximately one third of the parents con- 
sidered natural furnishing as a beneficial 
practice. Because these factors may actually 
aggravate asthma symptoms they should be 
regarded as misconceptions. 

Having good sanitary facilities, which is 
not related to asthma symptoms, were consid- 
ered as a preventive action by 61% of the par- 
ents. 

Moreover, beneficial actions like the place- 
ment of registers in the living room and bed- 
room (ventilation), usage of fabrics washable 
at high temperatures (to eliminate mites) and 
vacuuming the carpets to reduce dust, were 
subscribed to 34%, 53% and 76% of the par- 
ents, respectively. Other beneficial actions, 
such as removing triggers, cleaning the house 
to reduce triggers and furnishing the home 
with substances posing no allergic danger 
were known by more than 82% of the par- 



ents. Most parents (92%) reported giving 
medications as a way to prevent symptoms, 
for example during a cold (7 1 Vo), before con- 
tact with a trigger (61 o/o) and in moist weather 
(50%). When parents noticed overtiredness or 
breathelessnes they restricted their childs’ 
activities (68% and 63%, respectively). Sev- 
eral parents indicated that they prevented the 
child eating certain food products (58%) or 
meeting people having flu (34%). The major- 
ity of the parents were aware of actions, such 
as coughing up sputum (79%), relaxation 
(87%) and breathing exercises (66%). 

During the interviews parents were asked 
which actions they normally undertook to 
prevent their child from getting asthma symp- 
toms, how they got acquainted with these 
actions and what difficulties they experienced 
when performing preventive actions. In each 
group session parents reported several pre- 
ventive actions, confirming actions already 
mentioned in the section about results of the 
questionnaire. 

Parents in different groups shared the 
impression that information from their care- 
providers about prevention was available, but 
mainly on their own initiative. Usually par- 
ents stated that they got acquainted with 
actions to prevent asthma symptoms by their 
own experience, reading written information 
or advice from other people who were famil- 
iar with asthma. The following is an example 
of frequently made statements: “You have to 

Table I. Knowledge about medication instruction”. 
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find out yourself. It is up to you to get the 
information you need.” 

The issue of difficulties parents experience 
when taking preventive actions was expressed 
in different categories: lack of cooperation 
from other people (especially friends, family 
and school) and lack of specific knowledge 
about which, why, when and how actions 
should be performed. Illustrative quotes 
expressing parents’ views about perceived dif- 
ficulties: “After a while friends stay away if 
you asked them not to smoke.” “I have been 
suffering from severe overstrain because I 
kept cleaning my home all day long. I just 
didn’t know what was enough.” “They told 
me I should prevent my child from getting out 
of breath, but I don’t know exactly when you 
have to stop him.” 

Medication 
Parents’ knowledge was assessed in the 

questionnaire about the administration of 
medicines when using the aerosol and the 
powder inhaler. These two appliances are 
especially important because they require 
proper instructions and skills training. 

The questions contained five possible 
answers of which two were correct. The two 
instructions for use of an aerosol that should 
be followed (Table I) were mentioned only by 
half the parents whose children use an aero- 
sol. The most frequently mentioned false one 
was “holding the aerosol bottom-down when 

Aerosol (N = 32) 

Shaking inhaler before use (c) 
Inhale as slowly and deeply as 

possible (c) 
Inhale deeply before actuation of 

the aerosol (f) 
Holding aerosol bottom-down when 

inhaling (f) 
At least three puffs at a time (f) 

a(c) = correct; (f) = false. 

Frequency 
(Qo) 

18 (56) 

15 (47) 

5 (16) 

9 (28) 
2 (6) 

Dry powder inhaler (N = 29) 

Inhale as fast and deeply as possible (c) 
Hunching one’s shoulders when 
inhaling (f) 
Need to inhale the powder in 

one puff(f) 
Holding breath for 10 seconds after 

inhalation (c) 
Storage in refrigerator (f) 

Frequency 
(Q) 

13 (45) 

6 (21) 

6 (21) 

12 (41) 
0 (0) 
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inhaling’ ’ . Analysis of the total number of 
correct instructions known or performed per 
parent, showed that on average parents 
answered less than one instruction correctly 
(range O-2). Only 13 people agreed with at 
least one misconception (range l-3). 

For use of the powder inhaler, a similar list 
of instructions was set up. The correct proce- 
dures are subscribed to by less then half of the 
parents using a powder inhaler. The other three 
(false) instructions were mentioned by 
a minority of the parents. Again on average 
parents had less than one instruction 
answered correctly (range O-2). Eight par- 
ents agreed to one or two misconceptions 
(range l-2). 

While the questionnaire provided data 
concerning the use of the powder inhaler and 
the aerosol, the interviews dealt with the form 
of medication children were taking, perceived 
effectiveness of the medication, how parents 
felt about their child taking medication and 
reasons for noncompliance with prescribed 
medical regimen. Besides powder inhalers and 
aerosols, capsules, tablets and liquids were 
used. 

Within several groups parents appeared to 
be confused about medication effectiveness. 
Preventive medication, for example, was con- 
sidered ineffective to some extent, because 
children still suffered from asthma symptoms 
now and then. When asthma attacks get more 
severe young children might have problems 
using inhalers adequately (for instance 
because of an inability to take a deep breath), 
meaning that the drug will not reach its des- 
tination. Using other forms of medication 
(such as liquid forms), might be more effec- 
tive under these circumstances. When describ- 
ing similar situations, parents stated that they 
doubted the effectiveness of the drug, instead 
of the medication form. This perception is 
illustrated by the following statement: “Just 
when we expected most of the drug, it didn’t 
work.” 

The discussions about parental attitudes to 

asthma medicines and medication compliance 
were dominated by anxiety for negative physi- 
cal consequences of the use of medication in 
general and especially for extensive, long- 
term use of medicines. Anxiety was expressed 
in several ways. Parents were concerned 
about long term use of steroid medicines, 
which are known to retard growth. Also, 
many parents believed the asthma medicines 
were addictive, and were concerned that their 
child would get used to them and would need 
more and more. Inquiries about how these 
two misconceptions were established revealed 
the following argumentation: parents were 
disappointed when the amount of medication 
was increased in spite of all their efforts. But, 
in general, asthma medication is prescribed 
per kilo weight of the child, so doses are more 
likely to increase due to the relatively fast 
growth of young children. Parents, unaware 
of the relation between dose and weight, thus 
developed their own explanation for the 
increase of the amount of medication. The 
following statements illustrate views of the 
parents: “Every time the amount of medica- 
tion increases I wonder how long it will take 
before we reach the maximum. Then we can’t 
do anything anymore to remedy attacks.” 
And “I don’t want my child to get addicted, 
he is only a baby.” 

Parents reported several situations in 
which they experienced negative physical out- 
comes when giving medication. Within sev- 
eral groups some parents mentioned short 
term side effects, such as dizziness and nau- 
sea. Anxiety for the use of medicines 
increased whenever parents thought that their 
physicians tended to minimize the possible 
occurrence and impact of side effects. As a 
result parents felt even more responsible to 
watch for side effects themselves. An impres- 
sion of parents’ feelings can be illustrated by 
following quotes: “When I noticed dizziness I 
first reduced the dose but finally decided to 
quit the therapy altogether.” “Who would 
check for side-effects otherwise, pharmaceut- 
ical industries do not say something negative 
about their products if they don’t have to.” 



29 

A tendency to avoid (extensive) use of 
asthma medicines was revealed, indicated by 
expressions about delaying the use of the 
medicines as long as possible and the consid- 
erable number of alternative treatments par- 
ents tried. As some parents indicated: 
“Instead of suppressing the symptoms with 
medicines I believe it is better to let the symp- 
toms come out and to let the child get used to 
the symptoms. How else can a child grow out 
of asthma.” 

Several statements of parents dealt with the 
feeling of not being involved and acknowl- 
edged in making decisions about medication 
regimens. Sometimes this resulted in an argu- 
ment with careproviders: “Being at the emer- 
gency room we had a big discussion with the 
pediatrician who insisted on treating our child 
with a medicine of which we knew from prior 
experience that our child wouldn’t respond to 
in the expected way.” 

Finally, several parents expressed that it is 
difficult to administer medication to small 
children because they are too young to com- 
prehend why and how to cooperate. Interest- 
ing is that, in view of this problem, few 
parents who used an aerosol were acquainted 
with special devices, such as Nebuhalers or 
Volumatics, which might have facilitated the 
use of aerosols. 

General aspects of asthma 
The parents appeared to be fairly well 

informed about the etiology of asthma. On 
average parents knew three out of the four 
correct items. A high percentage of the par- 
ents agreed that allergic triggers (100%) and 
infections (84%) have a role in asthma. Emo- 
tions and exercise were known by about 60% 
of the parents. Factors, not related to asthma, 
such as weak health were still confirmed by 
24% of the parents, but eating raw foods was 
not considered by any parent as a factor that 
can trigger asthma symptoms. 

During the interview triggers were fre- 
quently mentioned in connection with ques- 
tions about how to remedy or to prevent an 

asthma attack. Besides triggers included in 
the questionnaire parents frequently men- 
tioned irritants (such as tobacco smoke, air 
pollution and moisture) and stressed foods as 
important asthma triggers. Furthermore, it 
appeared from the interviews that many par- 
ents could not distinguish allergy from hyper- 
activity and bacterial from viral infections. 
The following statements illustrate examples 
of asthma triggers mentioned by parents: 
“When grandad is home they keep on playing 
and our child gets overexcited. I think he is 
sensitive to stress.” “After our child had 
eaten peanutbutter all the mucous membranes 
in his face got swollen. He looked monstrous 
within five minutes.” 

A second important aspect of asthma for 
parents is the ability to foresee a coming 
attack, which requires knowledge of preced- 
ing signs or symptoms. A list of 15 signs was 
given, including a few symptoms not related 
to asthma. 

Table II. Parental (N = 38) knowledge about 
symptoms. 

Symptom 

Cough 
Fast breathing 
Diarrhoea* 
Pink colored tongue* 
Wheeze 
Pain chest 
Aching feet* 
Yellow colored skin* 
Stomach ache 
Hunched shoulders 
Out of breath 
Blue fingernails and lips 
Aggravated eczema 
Swollen stomach* 
Bad breath 
More hungry* 
Stop activities 

Frequency 
(070) 

33 (87) 
28 (74) 

1 (3) 
1 (3) 

38 (loo) 
12 (32) 
0 ‘(0) 
3 (8) 
9 (24) 

28 (74) 
28 (74) 
11 (29) 
9 (24) 
1 (3) 

17 (45) 
1 (3) 

18 (47) 

*Misconceptions. 
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Table III. Parental (N = 38) knowledge about 
actions during asthma episode. 

Action Frequency 
(Q) 

Give medication 
Submerge child in cold water* 
Give drinks 
Rest or restriction on 

child’s activities 
Relaxation excercise 
Toughen child by confront- 

ing it with the trigger* 
Rub child’s chest* 
Remove trigger from child 
Home remedies* (herbs etc.) 
Rest child in special 

position 
Clothe child warmly* 
Breathing exercise 

34 (90) 
0 (0) 

16 (42) 

32 (84) 
25 (66) 

1 (3) 
24 (63) 
30 (79) 

7 (18) 

27 (71) 
9 (24) 

24 (63) 

*Misconceptions. 

On average parents recognized at about 
half of the 12 correct signs (range 2-10). 
Very few, if any, parents subscribed to the 
misconceptions represented in Table II. Dur- 
ing the interviews parents were asked to talk 
about signs indicating that symptoms will 
start or are getting worse. The interviews in 
the focus groups supported the findings’ of 
few misconceptions regarding warning signs 
of an asthma attack. However most signs 
were associated with a later stage in the 
asthma attack. Signs were not considered as 
cues to action when the symptoms were mild 
or moderate, but most parents take actions 
when the symptoms interfere with their 

child’s activities. For example: “Our child 
looks pale and his hands and fingers turn 
blue, he redraws himself.” “Our child always 
gets very restlessness. ” “Shortness of breath, 
coughing and wheezing. ” ‘ ‘Whenever our 
child catches a cold or has a fever, I know an 
attack is on it’s way.” “He starts to cough 
and has a running nose. 

In the questionnaire parents were asked to 
indicate which actions they undertake in 
order to remedy asthma symptoms. Analysis 
of the average number of actions taken 
revealed that parents knew almost five ade- 
quate actions out of the total number of seven 
mentioned in Table III (range O-7). The total 
number of misconceptions averages out at 
one per parent (range l-3). 

During the interview comparable questions 
were asked about treating an asthma attack as 
with preventive measures. Parents experi- 
enced very similar problems as with taking 
preventive actions, namely perceived unavail- 
ability of information, lack of specific guide- 
lines for what to do and additionally lack of 
criteria to estimate severity of symptoms. 

Furthermore, parents were asked whether 
they believed that their child would grow out 
of asthma. It appeared that many parents had 
been told or thought that their child would 
probably grow out of asthma, which is not 
true, strictly speaking: though symptoms may 
disappear (temporarily), the asthmatic dispo- 
sition will remain [24]. Typical statements to 
this respect: “I think he will grow out of it. 
But actually, I don’t know” and “Our doctor 
told me she will outgrow asthma, that’s what 
he said.” 

Table IV. Parental (N = 26) perceived satisfaction with provided care from the general practitioner. 

Statements Positive (“/I) 

Overall athma care 10 (39) 
Time spent on management 12 (46) 
Clarity of information 13 (50) 
Seriousness of approach g (31) 

Negative (%) 

10 (39) 
g (31) 
6 (23) 
9 (35) 

? (ore) 

6 (23) 
6 (23) 
7 (27) 
9 (35) 
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Perceived experiences and satisfaction with 
the provided care 

To assess parents’ satisfaction with the care 
provided by the GP four items were formu- 
lated in the questionnaire. Since all children 
(N = 26) were represented by the mother, the 
data regarding parents’ experiences and satis- 
faction with the careproviders was limited to 
analysis of the mothers’ questionnaires only, 
because here responses (of both parents) may 
be expected to be highly correlated. 

In the questionnaire parents could list the 
number of disciplines they had consulted for 
their child’s asthma. On average parents 
stated having consulted approximately three 
different disciplines, nearly always (84.6%) 
including the general practitioner (GP). 
According to Table IV less than half the par- 
ents indicated they were satisfied with their 
GP. Satisfaction could be expressed in the 
amount of time GPs spent on explaining 
management procedures, the clarity of infor- 
mation provided, overall asthma care and 
whether parents thought that GPs took a seri- 
ous approach to explain issues to them. 

During the focus group interview parents 
were asked to which caregiver they went first 
in connection with their child’s disease; and 
what did the caregiver do? Were other disci- 
plines involved and what did they do about 
the child’s symptoms? Finally parents were 
asked to give an impression of how things had 
been going in term of degree of satisfaction 
with care and education provided. 

In contrast to the questionnaire, more par- 
ents expressed themselves negatively with 
regard to both quantity and quality of 
received care and information by their GP. 
However, negative feelings turned out to be 
associated with the early stage of asthma. 
Most people first contacted their GP. They 
found themselves confronted with a GP, who 
at first did not appear to take the symptoms 
seriously and who tried to assure them that 
treatment was not necessary. From the par- 
ents point of view these GPs often hesitated 

to diagnose asthma in the first place and more 
than once started treating the patient with 
antibiotics. At this stage some parents felt 
deserted by their GP, who appeared to trivial- 
ize their problems. Some parents experi- 
enced difficulties getting a referral to a 
specialist, in spite of the problems with the 
treatment. A consequence of these problems 
with the GP was that some parents were reluc- 
tant to contact the GP at night, even when 
symptoms were very severe. Some parents 
even decided to attend another GP altogether, 
after having had a serious disagreement. It 
appeared that, once they were referred, the 
specialist took over the treatment, whereupon 
most parents stopped consulting the GP for 
asthma. Other relevant disciplines like nurses 
and physiotherapists were rarely mentioned. 
Parents who were satisfied with their GP 
mainly described their GP as supportive and 
expressing interest in his patients. 

The following are illustrations of state- 
ments concerning perceived (dis-)satisfaction 
with care and information provided: “We 
couldn’t convince our GP to refer our child, 
finally we were referred by the locum.” “I 
asked for an explanation and received a flood 
of medical jargon. They don’t take you seri- 
ously.” “ It took a long time before someone 
told us that it was asthma. In the meantime 
you had to find out yourselves how and what 
to do.” “ We have always been well advised 
by our GP. Re is always there when we need 
him. He listens to what we say and he stays in 
contact with the pediatrician.” 

Discussion 

Considering the small and nonrandom 
group of 42 participating parents and the 
overrepresentation of more highly educated 
respondents, the results need to be interpreted 
with some care. A possible selection bias was 
that dissatisfied parents, with bad experi- 
ences, might have been more motivated to 
participate in this study. In view of the pur- 
pose of this study, though, these biases were 
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not expected to have a serious effect on the 
results of the interviews. 

While the questionnaire was set up for 
some additional quantitative data, the focus 
group interviews were held to provide insight 
into the sort of problems parents are con- 
fronted with, their knowledge and misconcep- 
tions . 

Although parents were less well informed 
about measures taken to prevent asthma symp- 
toms, they were not expected to know all possi- 
ble preventive actions because of the individual 
differences between children with asthma. 
Still some generally very useful actions were 
not known and some misconceptions were 
found. Knowledge and understanding about 
these actions might improve parents’ ability 
to manage asthma adequately. The lack of 
confidence among parents in performing pre- 
ventive actions was mainly a result of not 
knowing why, when and how they should per- 
form actions. This was also indicated by sev- 
eral questions put to the expert present at 
each focus group meeting. Perceived unavail- 
ability of information from careproviders 
might be a limiting factor affecting knowl- 
edge about preventive actions. However this 
finding might also indicate that the informa- 
tion provided lacked detail and might not 
have been translated into actions to be under- 
taken by parents in their own situations. 

Although parents knew most of the actions 
to remedy an asthma attack they experienced 
similar problem as with taking preventive 
actions mentioned above. 

Noncompliance with prescribed medica- 
tion is a common problem among children 
with asthma [25-271. Several possible rea- 
sons for noncompliance were revealed. The 
results indicate that parents sometimes make 
decisions not to give medication on arbitrary 
grounds. Negative outcome expectations 
about effectiveness of medication, revealed in 
this study, might also strongly relate to non- 
compliance of patients [28,29]. However, 
several times parents stressed that their own 

expertise was based on their own experience 
with the medication, which queries the idea 
that noncompliance is uniformly inappropri- 
ate [30]. As stated by Donnelly et al. [31] psy- 
chological resistance to the use of medications 
is of direct influence to noncompliance and 
may be amenable to education programs 
directed at modifying attitudes. 

Furthermore, parents reported using 
inhaler medication to prevent or to remedy 
asthma symptoms. However, they did not 
understand the proper use of inhalers. Thus, 
knowing what to do and how to do it may be 
two different things. 

The respondents appeared to be rather well 
informed about the causes of asthma, with 
the exception that they had trouble distin- 
guishing pathogenetic mechanisms of asthma 
and they failed to point out the (under the cir- 
cumstances) relevant stimuli, which con- 
firmed results of the study by Spijkerboer et 
al. [24]. The virtue of the interview in this 
respect, thus, is that it provided information 
on parents’ interpretation of concepts like 
allergy and infections, which goes beyond a 
superficial acquaintance with the terminol- 
ogy. Knowing how misconceptions arise, 
makes them more understandable and thus 
facilitates an appropriate solution. 

Results suggest that parental knowledge 
about preceding signs could be improved and 
on the other hand few parents held miscon- 
ceptions about signs of an asthma attack. 

Though the results of this study may only 
be generalized with ample reserve, we will list 
the most important recommendations for 
daily practice which may be implied from this 
study. 

In an education program the following 
aspects should receive stronger emphasis: 

?? The results of this study indicated the 
necessity of providing more extensive and sys- 
tematic asthma education, especially with 
respect to preventive measures and (side) 
effects of medicines, which might be expected 
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Table V. Implications for practice. 

1. Focus group interviews are a valuable method to elicit informational needs and misconceptions of the target popu- 
lation 

2. Both qualitative and quantitative methods of needs assessment deliver additional data and serve as a validation of 
results 

3. Practitioners need to check systematically parental understanding of the information provided; knowing concepts 
does not necessarily mean that people understand them correctly 

4. Practitioners should provide more extensive and systematic information; a standardized educational program 
might be helpful 

5. Parents of asthmatic children should be educated at an early stage in the disease to minimize insecurity 
6. Medication use (e.g., use of inhalers) requires more detailed information and actual training in skills 

to increase compliance and effectiveness of 
treatment. 

?? The use of inhalers requires better explana- 
tion; more training in skills seems to be neces- 
sary. 

?? Parents should be educated at an earlier 
stage in the disease of their child, to minimize 
their insecurity. 

?? Systematic attention to dispel misconcep- 
tions might be a worthwhile inclusion for 
education programs. 

A combination of focus group interviews 
and a written questionnaire, as applied in this 
study, may be a useful research method, in 
which the two instruments together can both 
deliver additional data and serve as a valida- 
tion of results. This was illustrated in this 
study, for instance, by the apparent discrep- 
ancy in results between the interviews and the 
questionnaire, with respect to parents’ satis- 
faction with the care provided by the general 
practitioner. A possible explanation for the 
above mentioned discrepancy might be that, 
while a number of parents had not been 
seeing the GP for some time already because 
they were consulting a specialist, they might 
have been inclined to put experiences with 
their GP in a less negative perspective in the 
questionnaire. This was illustrated by some 
parents, who thought subsequently that the 

GP “couldn’t help it either, because asthma is 
a thing for experts.” The interviews, how- 
ever, revealed difficulties parents had encoun- 
tered with their GP in the past. The reported 
trend that parents stop consulting their GP 
for asthma symptoms was also observed in 
adults in a study by Ellis and Friend [32], who 
found that only 3 out of 50 asthmatics kept 
consulting their GP for asthma symptoms. 

The use of an asthma expert at the focus 
group meetings appeared to be helpful. The 
parents were more motivated to participate, 
having the opportunity to ask questions at the 
end of the meeting. Further, by making a 
clear distinction between the moderator, pre- 
sented as a nonexpert and the asthma expert, 
people were prevented from asking questions 
to the moderator, which might have reduced 
the effectiveness of the meeting [33]. A final 
advantage of this task division was that it 
enabled the expert to pay more attention to 
the content of the interview, while the moder- 
ator concentrated on the process. 

This study illustrated the typical value of 
both focus group interviews and a structured 
questionnaire in assessing educational needs 
of a target population. The findings obtained 
will be used to adapt the content of existing 
asthma education programs to the special 
needs of parents of children with asthma in 
the O-4 years age group. 
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