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Background  
The Global Initiative for Asthma (GINA) report sets out an updated evidence-based 
strategy for asthma management. Little is known about how this report is perceived and 
implemented in low-income and middle-income countries (LMICs) like Nigeria. We 
explored the experiences of asthma management as informed by the current GINA 
guideline among doctors in Lagos, Nigeria. 

Methods  
Using a qualitative research approach, in-depth interviews were conducted among 
doctors in Lagos, Nigeria to explore their experiences of asthma management in the 
context of the current GINA report. The thematic framework approach was used for data 
analysis. 

Results  
Eleven doctors aged 28-46 years (five general practitioners (GPs) and six family 
physicians (FPs) took part. Four overarching themes were identified: (i) knowledge of, and 
attitude towards the GINA strategy – whilst most doctors were aware of the existence of 
the GINA report, there was limited knowledge about its content including current 
recommendations for mild asthma treatment; (ii) asthma diagnosis and treatment – there 
was limited access to lung function testing facilities, and its role in asthma diagnosis was 
underappreciated; (iii) barriers to managing asthma according to GINA recommendations – 
these included complexity of the GINA report, unavailability and unaffordability of 
asthma medicines and poor patient adherence to medications, driven by socio-cultural 
factors; and (iv) enablers of GINA-recommended asthma management – improvement in 
asthma education for doctors and the general population and better access to diagnostic 
tests and medicines. 

Conclusions  
Whilst there was awareness of the existence of the GINA report, there was limited 
knowledge about its content and several barriers to its implementation were reported. 
Education about the GINA report, investment in diagnostic and treatment services and 
simplification of recommendations were identified as possible solutions. 

Asthma is the most common chronic respiratory disease 
(CRD) in children and remains one of the most common 
CRDs through adolescence and into adulthood.1–4 The 
great majority of the 260 million people with asthma glob-
ally live in low-income and middle-income countries 
(LMICs) where they face a disproportionately high burden 
of morbidity (84% of global disability-adjusted life years) 
and mortality (96% of global asthma related deaths).5,6 In 
Nigeria, a LMIC in sub-Saharan Africa (sSA) with a pop-

ulation of around 200 million people, the prevalence of 
asthma is 6.2%.7 Fewer than 10% of these have well con-
trolled disease suggesting that asthma is a major cause of 
avoidable morbidity and potential mortality in Nigeria and 
other LMICs.6,8,9 

There are many challenges to asthma management in 
LMICs. These range from limited availability and afford-
ability of asthma medicines and diagnostics to low priori-
tization of asthma by policy makers.10–12 Many LMICs lack 
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National strategies and updated essential medicine lists for 
asthma management.13 

The Global Initiative for Asthma (GINA) publishes an 
annually updated evidence-based strategy for asthma. In 
2019, an important change to GINA recommendations was 
made such that inhaled corticosteroids (ICS) are now rec-
ommended for everyone with asthma, either just as needed 
when an inhaled bronchodilator is taken or as maintenance 
treatment depending on the frequency of symptoms and 
risk of exacerbations.14,15 The rationale for this change was 
the underpinning evidence that persons with mild asthma 
could have serious, life threatening and fatal exacerbations 
and are usually poorly adherent to daily ICS.15 The Nigerian 
asthma guidelines have not yet been updated in the same 
way.16 

The GINA strategy can be adapted for use in individual 
countries in consideration of national health systems and 
availability and affordability of asthma diagnostic and 
treatment services.14 Over recent years, GINA has been 
working to maximize the relevance of the GINA report to 
LMICs for example through recommendations in the report 
that address resource-limited settings and publications 
that put the GINA report in the context of the reality of 
asthma management in LMICs.9,17 However, little is known 
about how effective these efforts have been or how the 
GINA report is perceived and implemented in LMICs like 
Nigeria. To help provide some insights into this, we did a 
qualitative study exploring the experiences of doctors in 
Lagos, Nigeria of asthma management in the context of the 
current GINA report.18 

METHODS 
DESIGN 

This was a qualitative study in which in-depth interviews 
were conducted using an interview guide. The interview 
guide (Appendix 1, Online Supplementary Document) was 
iteratively developed by the study team and informed by 
the literature and experience of the first author, a Nigerian 
pulmonologist who also manages asthma at a tertiary care 
hospital in Lagos. There was regular debriefing by the inter-
viewer with the rest of the study team during data collec-
tion with refinement in the use of the interview guide. 

SETTING 

Nigeria is the most populous African country and over 40% 
of the population live below the poverty line.19 Lagos is 
the most cosmopolitan and populated city in Nigeria, with 
high levels of air pollution and the highest prevalence of 
asthma.7 The healthcare system in Nigeria is poorly re-
sourced and biomedical healthcare is provided through 
public (67%) and private health facilities (33%) at the pri-
mary (88%), secondary (12%) and tertiary levels (0.25%), 
with 76% of secondary facilities being privately owned.20,21 

About 90% of patients bypass the primary healthcare facil-
ities due to a perceived need for quality services and self-
refer to the secondary care facilities.22 Doctors provide ser-
vices at secondary facilities with greater use of task shifting 

at primary care centres. Most general practice clinicians 
which comprise General Practitioners (GPs), with only un-
dergraduate medical training, and Family Physicians (FP), 
who have postgraduate residency training, work at sec-
ondary care facilities and private hospitals, where most 
asthma patients seek care.8 

RECRUITMENT 

Participants comprised FPs and GPs who worked at public 
and private hospitals. They were included if they attended 
to a minimum of three asthma patients in a month. Doctors 
who worked at tertiary hospitals and house officers were 
excluded. Purposive sampling was used to select doctors 
who had personal experience of asthma management. We 
aimed for near equal distribution between GPs and FPs as 
well as between publicly funded and private hospitals. Par-
ticipants were identified through a network of professional 
colleagues and by snowballing and contact established by 
email. Those who consented to participate were recruited 
and a date set for interview. No monetary compensation 
was provided. We aimed to recruit 10-15 participants and 
stopped when we achieved saturation of themes. Due to the 
homogeneity of the practice settings within the same city, 
we expected to reach data saturation with this sample size. 

DATA COLLECTION 

Data collection took place between April and May 2021. 
The interviews were conducted in a Coronavirus-2019 
(COVID-19) secure manner using video teleconferencing 
technology (Zoom®) with participants alone in a quiet 
room.23 The first author conducted semi-structured inter-
views using open ended questions and probes which pro-
moted the emergence of new ideas and rich data.24 Inter-
views were conducted in English which is spoken fluently 
by all doctors and lasted 45-60 minutes. Participants’ de-
mographics, duration of practice, hospital setting and 
availability of asthma diagnostic tools (spirometry and 
peak flow meter) at their hospital were obtained. 

DATA MANAGEMENT AND ANALYSIS 

Interviews were recorded and saved on a secure password-
protected computer prior to transcription. Recordings were 
transcribed using the denaturalized approach.25 Fields 
notes and a reflexive log taken during interview were used 
to annotate areas where there was a threat to confirma-
bility. We used the framework approach and iteratively ap-
plied codes which were then categorized to develop a the-
matic framework.26–28 Following familiarization, the 
transcripts were imported into Nvivo® software (QRS Inter-
national, Melbourne, Australia), to aid data organization, 
categorization and retrieval for analysis. We followed the 
five-step procedure for the thematic framework approach: 
familiarization, identifying a thematic framework, index-
ing, charting, mapping and interpretation. Using an induc-
tive-deductive approach, we first applied open codes guided 
by some concept coding to ensure a comprehensive iden-
tification of idea. These were then categorized to develop 
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Table 1. Characteristics of the study participants and       
their practice setting.    

Characteristic Description 

Age range in years 28-46 

Sex 
Male 
Female 

5 
6 

Level of qualification 
General practitioner 
Family physician 

6 
5 

Duration of practice (range) in years 5-21 years 

Public funded hospitals 5* 

Private hospitals 6 

Availability of spirometer 
Private hospital 
Public hospital 

3 
0 

Availability of the peak flow 
Private hospital 
Public hospital 

1 
0 

Awareness of the GINA 2019 update 3** 

Awareness of the Nigerian asthma 
guideline 

4 

* Two participants were from the same hospital. **All participants aware of the GINA 
update were family physicians. 

a thematic framework. This was done iteratively until no 
new codes emerged. Categories were developed into themes 
through analysis and judgement and examination of con-
nections This method provided a systematic approach to 
organizing and categorizing data in a relatively transparent 
manner, with in-depth comparisons across the data and re-
tention of individual context and ‘voice’ of participants. 
Data were mapped and interpreted by identifying associa-
tions, providing explanations and creating typologies. 

RESULTS 

We recruited 11 doctors, aged 28-46 years, of which six 
were females. There were five FPs and six GPs (Table 1). 
Spirometry was available at three private hospitals and a 
peak flow meter was available at one private hospital with-
out spirometry. Three doctors (all FPs) were aware of the 
new GINA recommendation for the treatment of mild 
asthma. Two FPs and two GPs were aware of the existence 
of the Nigerian asthma guideline but had never read it. 
Four overarching themes were identified and are described 
below, buttressed by quotes from the participants. These 
were: (i) Knowledge of and attitude towards the GINA strat-
egy; (ii) Asthma diagnosis and treatment; (iii) Barriers to 
managing asthma according to GINA recommendations; 
and (iv) Enablers of GINA-recommended asthma manage-
ment. 

KNOWLEDGE OF AND ATTITUDE TOWARDS THE GINA 
STRATEGY 

Most participants were aware of but had never read the 
GINA guideline and therefore had poor knowledge of its 
content. Knowledge was mostly obtained during medical 
school and or at CME programmes. The GPs considered it 
unnecessary to know the details of the strategy as one GP 
noted: 

“I’m aware of the GINA guideline but to be frank, I’ve 
never really been able to know the details. I just know that 
there is the GINA guideline. I have been managing it the 
way we’ve been doing it right from housejob and the sim-
ple way we do it as medical officers in my centre of prac-
tice now…. I am very sure I am not managing according to 
the guidelines”. The maximum that I do in my practice is 
just to relieve patients. (GP, private hospital) 

There was also low awareness of the Nigerian asthma 
guideline. It was considered inaccessible compared to inter-
national guidelines. A GP who was aware of the Nigerian 
asthma guideline put it this way: 

"Well, lately it’s been more of the UK version actually, I 
find it quite clear in the steps… the, Nigerian version is 
dated …, and it is not as clear. The NICE one has very 
obvious steps along the way, what to do…. when you rou-
tinely search for guidelines about a specific condition I 
think, the US and UK bodies have easier access on google 
to prop up". (GP, private hospital) 

Despite the low levels of awareness of the content of 
GINA, there was a positive attitude towards guidelines gen-
erally as participants considered guidelines trustworthy, 
evidence-based and capable of promoting standardised 
practice. However, most participants had reservations to-
wards the suitability and applicability to local contexts such 
as Lagos. This is how one FP opined when discussing how 
guidelines are often developed in high income countries 
with the appropriate diagnostic resources: 

“…but I think the problem that we have most times es-
pecially those of us back here are that sometimes most of 
these guidelines are done with the Caucasians, so some-
times what suits them doesn’t suit us”. (FP, public hospi-
tal). 

Importantly, guidelines were not considered to be rules 
with legal recourse; therefore, adherence to recommenda-
tions from the guidelines in their practices, was therefore 
unprioritized. They reported that observation of senior col-
leagues or hospital norms regarding treatment usually in-
formed their practice and saved time. New information 
from CMEs could also influence practice, but these were 
usually dependent on the availability of resources for im-
plementation. One GP reported how management of 
asthma is experiential and shared within their practice: 

“So, it’s not easy to always go to the guidelines. There are 
many things to do, many patients to see. There is a stan-
dard way we know that has been passed down from one 
medical officer to another…. We just adopt the way senior 
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colleagues in the job have been doing it and we just con-
tinue that way”. (GP, private hospital). 

There was a positive attitude towards the GINA rec-
ommendation for treatment with ICS for all severities of 
asthma, but, they questioned the feasibility due to unavail-
ability and unaffordability of ICS: 

"For GINA to come up with this, that means that they 
have done their research …and found that it is best for 
asthma patients to be on continuous steroids. So, I see 
that as good… “I don’t see it as feasible in our environ-
ment, mainly because of lack of access and the cost, even 
availability, how available is it”? (FP, private hospital). 

ASTHMA DIAGNOSIS AND TREATMENT 

For most participants, asthma diagnosis did not involve 
lung function testing using spirometry or the peak flow. 
Most were dispassionate about the GINA recommendation 
for lung function testing and felt it was of no value. The 
three doctors with access to spirometry did not use it be-
cause it was impracticable during exacerbations when most 
patients presented. One FP who has access to spirometry 
said: 

"So, that’s how I make the diagnosis, mainly using the 
symptoms…. Well, there is really no reason why I don’t 
consider it. It’s just that I don’t, I have not really been, I 
am just not keen about telling them to do the test…. for 
me to see a patient in an acute state and begin to do, ask 
the patient, go and do tests, for me it is delay, so treat 
the patient immediately even if it is symptomatically." (FP, 
private hospital) 

The only doctor with access to peak flow however found 
it valuable and she used it regularly. She said: 

“So, I just used that example…. to give you an idea of how 
just using a basic peak flow meter, even in the absence of 
spirometry, it was able to help me make a diagnosis…de-
cision of whether it is asthma or something else.” (FP, pri-
vate hospital) 

GPs perceived asthma as an acute disease and reported 
that the focus in their practice was to avoid triggers for 
asthma flare ups and treatment of exacerbations. However, 
FPs were more likely to consider asthma as a chronic dis-
ease as they regularly saw individual patients presenting in 
their practices over time. Subsequently, GPs reported that 
they had ‘low confidence’ in making long term decisions for 
asthma treatment and deferred to specialists. This GP de-
scribes: 

“…And I am very sure I am not managing according to the 
guidelines…After they are relieved and stable to go home 
on salbutamol inhalers, we refer them to the pulmonology 
clinic for long term care… It’s the specialist that does the 
real diagnosis…” (GP, private hospital). 

When discussing treatment plans for their patients in-
cluding training patients on inhaler techniques, most par-
ticipants did not mention reference to the guideline rec-
ommendations. Due to time constraints, GPs reported that 

in most cases, they referred patients to pharmacists for the 
training. Only one FP shared experience with the use of 
written asthma action plan and none objectively assessed 
asthma control. This GP reports: 

“Because of time constraints or because of doctor even be-
ing tired because sometimes you can actually see up to 
50 patients…”. Nobody taught them how to use the in-
haler…and the pharmacist might not be able to teach or 
might not even have the time …" (FP, public hospital). 

The participants reported that, in their practices, they 
had experienced patient inhaler hesitancy and non-adher-
ence to treatment. They attributed these patient factors to 
cultural beliefs and myths about asthma. As captured in 
this quote: 

“Like maybe from 60% do not tend to initially accept. Be-
cause they have like, will I say, wrong notion that when 
they use the inhaler, the diagnosis is like permanent or 
how do I put it- they now really get the asthma. They don’t 
understand that the inhaler is to help, to relieve symp-
toms. There are some that will rather prefer to take oral 
medications than to take an inhaler”. (GP, public hospi-
tal) 

One participant described how patients preferred to use 
complementary and alternative medicines and said: 

" .. a local stone they throw in hot water and inhale the 
steam ….they are quick to tell you that this is what they 
have tried and this what has happened … And interest-
ingly even though it doesn’t work negative reviews and 
criticism do not follow". (GP, private hospital) 

Another GP describes how patients’ experience of stigma 
influenced adherence: 

"Most people will not want to be seen with this inhaler… It 
will come with a bad attitude or rather a bad perception of 
“are you sick? What is going on?” and it is definitely go-
ing to reduce the likelihood of using it… and letting people 
know that you even have asthma…. Definitely, there are a 
lot of cultural bias in there". (GP, public) 

Participants also reported how spirituality influenced 
doctors’ experiences in diagnosing and treating asthma. 
They all admitted to having spiritual beliefs which influ-
enced their practice when encountering patients with 
asthma: 

I am a Christian, that helps me ….to listen to their com-
plaints, their fears…so I now use that aspect of spiritual-
ity as a form of comfort to them while I still go ahead to 
give them the proper treatment" (FP, private hospital). 

She also added how patients’ own spirituality influences 
their responses to the diagnosis of asthma: 

“..when you tell them that this is likely asthma, they say, " 
No, God forbid, it is not me, I can’t have asthma”,… “my 
enemy has asthma it is not me”….Nigerians are very spir-
itual people…There’s a big clash between spirituality and 
medical care. 
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So, it takes extra effort and I tend to spend enough 
time…trying to counsel them… …Based on my own view, 
I’ve learnt to separate medicine and religion… 

The participants reported that they had experienced 
poor attendance to follow up care which hinged on the in-
termittent nature of asthma, poor health seeking behav-
iour and difficulty accessing care at public hospitals. One 
FP said: 

“You know that in Nigeria people don’t like going to hos-
pital, so they already have an idea of how to manage 
themselves and they don’t come unless it is that bad.” (FP, 
public) 

Another GP said: 

“they don’t see the need or the essence or the importance 
of coming back for check-up and maybe on our part we 
need to do more on that like waiting time to see a doctor”. 
(GP, public) 

BARRIERS TO MANAGING ASTHMA ACCORDING TO GINA 
RECOMMENDATIONS 

The GINA report was considered, by the participants, as 
cumbersome and impractical due to the multiple treatment 
steps. The Nigerian asthma guideline was not expected to 
provide additional value as it was opined to be a copy of the 
GINA recommendations without consideration of the local 
context. One description of the GINA guideline was: 

“The GINA guideline is not something that is practical, it 
might be practical to specialists like you (referring to the 
interviewer) but for ordinary doctors like us, we don’t re-
ally see it as being practical”. (FP, private) 

The doctors also reported that the unavailability and un-
affordability of ICS hindered access and use. Doctors in 
public hospitals experienced a stock-out of ICS inhalers 
more regularly. A GP said: 

“But if it is expensive or not easily available…they start 
looking for a cheaper alternative, which is the Ventolin 
that is everywhere and they can just pick up”. (GP, public). 

A FP also noted that insurance coverage for ICS was lim-
ited which further hindered access due to costs: 

“99% of the patients we see are HMOs’ and most times 
they will not give them “Seretide” because it’s expensive”. 
(FP, public) 

ENABLERS OF GINA-RECOMMENDED ASTHMA 
MANAGEMENT. 

Participants also discussed ways of enabling doctors work-
ing within the context to implement GINA recommenda-
tions. A universally recognized enabler was delivering more 
CMEs for general practice clinicians as they considered 
themselves as frontline workers. One GP felt that the fre-
quency of asthma education was low compared to other 
chronic diseases, which they could learn from, and said: 

“I know that some companies are actually doing that for 
diabetes because recently I just filled a form for…Interna-
tional Diabetic Federation for training on diabetes trying 
to equip the health care professionals on the best prac-
tice in managing diabetes. I believe if we can do the same 
for asthma, we can have more practitioners having a good 
grasp on managing asthma”. (GP, public) 

There was also a strong recommendation for asthma ed-
ucation of the general public to improve population health 
literacy on the condition. They believed, at a population 
level, education would reduce the negative influence of 
myths, fight stigma associated with asthma, with the per-
ceived outcome of improving support and adherence to 
medication. This FP put it this way: 

“Increased awareness of asthma through the media. I 
don’t think I have seen anything. I see them talk about 
hypertension, I see them talk about TB but I don’t think 
I have really seen much media publicity about asthma…” 
(FP, private). 

Clinicians laid responsibility on the government for mul-
tiple aspects of asthma care such as, improving the avail-
ability and affordability of asthma medicines through Uni-
versal Health Coverage, reducing air pollution and regular 
practice audits. They suggested: 

“I know asthma is not necessarily avoidable but… if the 
environment is cleaner, there are less fumes, pollutants 
and things like that, that might help”. (FP, public). 

Others added: 

“…in other parts of the world reviews of doctors (is) a 
continuous effort …there should be uniformity in their 
thoughts and the way they manage because there is a body 
that actually penalizes and ensures that doctors are fol-
lowing through…but not in Nigeria…if you ask this person 
why do you do this? This Is how I have been doing it”. (GP, 
private) 

DISCUSSION 

This is the first qualitative study to explore the experience 
of doctors in Nigeria in using the GINA guidelines in 
asthma management. This study adds to the ongoing de-
bates regarding adherence to guidelines in the manage-
ment of chronic respiratory diseases. We found that whilst 
there was widespread awareness of the existence of the 
GINA strategy amongst the doctors in Nigeria included in 
this study, they had poor knowledge of its content, in-
cluding the current treatment update. The FPs had better 
knowledge compared to the GPs. Despite positive attitude 
towards guidelines, asthma diagnosis and treatment were 
informed by hospital norms rather than the GINA or the na-
tional asthma guideline. Echoing findings from previous re-
ports on access to lung function test equipment, the par-
ticipants reported that there was limited access to lung 
function testing facilities, but added that it was mostly un-
dervalued for asthma diagnosis.11,29 The doctors found it 
reasonable and were willing to use ICS for all asthma pa-
tients but the feasibility of domesticating it in practice was 
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uncertain due to limited availability and unaffordability of 
the medications. They experienced inhaler hesitancy and 
poor adherence to treatment among patients, driven by 
myths, cultural practices, stigma, spirituality, and prefer-
ence for alternative medicines. Barriers to guideline-based 
management included complexity of the guideline and in-
accessibility of the facilities and medicines for treatment. 
Enablers proffered included improvement in asthma educa-
tion and access to facilities for management. 
Low use of lung function testing increases the risk of 

both under- and over-diagnosis of asthma.30 Although lim-
ited access to spirometry equipment in Nigeria is recog-
nized, attitudes of doctors towards this test affects uti-
lization.31 This implies that improvement in access to 
spirometry alone therefore may not impact asthma man-
agement. Peak flow measurement is favoured in many pri-
mary care services even where there was access to spirom-
etry because of its simplicity and the immediacy of the 
results.32 Considering the much lower resource need in us-
ing the peak flow, it is recommended for first line lung func-
tion testing for general practice doctors. This recommenda-
tion is supported by GINA and included in the World Health 
Organization (WHO) Package of essential non communica-
ble (PEN) disease interventions catalog as an essential tool 
in the management of CRD.18,33 

Despite the clear benefits of the use of ICS across all 
asthma severities, most doctors doubted the feasibility. Un-
availability and unaffordability of the medicines for the pa-
tients, coupled with lack of UHC for asthma treatment were 
the main reasons. Medication costs account for the high-
est out of pocket expenditure in asthma treatment and con-
tributes to poor patient adherence.34 Central medication 
procurement and UHC for controller medications are ap-
proaches that could improve access.29 Medical syncretism 
which is pervasive in Nigeria and other parts of Africa espe-
cially for chronic diseases such as asthma also contributes 
to poor adherence.35 Stigma including self-stigmatization 
was also an important hinderance to guideline-based 
asthma management, promoting non-adherence to treat-
ment. These are important considerations for asthma edu-
cation in Nigeria and other African countries where health 
literacy is low and cultural factors strongly influence health 
behaviours.35 Improving population literacy in these set-
tings is of high priority. 
The structure of the GINA strategy, which was described 

as cumbersome, was another barrier to use. Power in the 
context of guideline development was raised by partici-
pants and inclusion is needed in this regard. However, con-
textualization of local asthma guidelines such as the Niger-
ian asthma guideline by simplifying and streamlining 
treatment recommendations to locally available and afford-
able medicines could address this. 
The reliance of doctors on hospital norms for asthma 

treatment, their poor attitude towards guideline recom-
mended practice and the inadequacy of facilities for opti-
mal patient care is arguably structural violence, perpetuat-
ing poor patient care.36 Based on the experiences of these 
participants and previous reports, many African health sys-
tems are focused on the delivery of emergency asthma 

treatment.37 There is a strong need to prioritize the care of 
patients with CRD such as asthma in many parts of Africa 
as a matter of equity and justice. 
Poor adherence to asthma guidelines is a global chal-

lenge,38,39 and effective intervention must target both at-
titudinal changes and multiple external barriers that limit 
behavioural control. In the Nigerian context, the potential 
influence of culture on clinicians’ experience in the high 
context Nigerian society where the opinion of “others” is 
highly valued underscores the potential limitations of fo-
cused interventions such as clinician education. It high-
lights the need for multi-dimensional interventions that 
also target education for the patients and other members 
of the population. Also, closer supervision of doctors’ prac-
tices and implementation of sanctions if necessary as sug-
gested by a participant in this study should be considered. 

LIMITATIONS 

We acknowledge that our study had limitations. Restricting 
participants to GPs and FPs excluded some clinicians who 
treat asthma although most asthma patients in Nigeria see 
this category of doctors. A potential weakness of in-depth 
interviews is the risk of the Hawthorne effect where par-
ticipants feel pressured to provide “ideal” responses that 
may differ from their beliefs and practices. However, by be-
ing self-aware and reflexive, and recognizing her position-
ality as an outsider (a specialist doctor) the interviewer 
first established rapport to reduce hierarchical power, as-
sured confidentiality and reminded participants of the need 
for honesty and that there was neither wrong nor right 
answer. This promoted open and honest discussion and 
through rephrasing and iterative questioning she sought 
clarity and tested honesty and also used member checking 
to improve the confirmability of our findings. We avoided 
leading questions and the interviewer documented in the 
reflexive log suspected threats to honesty. The limitations 
of virtual interviews with regard to establishing rapport 
and appreciating the setting were partly mitigated by the 
use of video.40,41 Although the sample size may be consid-
ered small, we achieved data saturation and no new themes 
emerged after the 10th interview. 
Despite these limitations we have provided the first 

qualitative insight of the factors that could explain poor ad-
herence to GINA recommendations among Nigerian doc-
tors. The research team of local clinicians and experienced 
qualitative researchers enhanced the credibility of our find-
ings. The interviewer (OBO) has training in qualitative re-
search and there was regular debriefing with MC who is a 
qualitative social researcher with special interest in chronic 
respiratory disease. The interviewer kept a reflective log 
during data collection that promoted objectivity during 
data analysis. 

CONCLUSIONS 

Whilst there was awareness of the existence of the GINA 
report, there was limited knowledge about its content 
amongst the doctors who took part in this study in hos-
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pitals in Lagos, Nigeria. Several barriers to the implemen-
tation of GINA recommendations into practice were iden-
tified including limited access to diagnostic tests 
(particularly spirometry), reluctance to prescribe inhaled 
treatments, poor treatment concordance and limited access 
to affordable asthma medicines. Multifaceted education for 
clinicians, patients and the general population is needed, 
with the removal of structural barriers to guideline imple-
mentation through investment in the provision of diagnos-
tic and treatment services. Simplification of asthma man-
agement recommendations for general practice clinicians 
based on the local exigencies is also needed. 
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