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Abstract
Background: The role of asthma controller medication adherence and the level of asthma control in children is poorly
defined.
Aims: To assess the association between asthma controller medication adherence and asthma control in children using
routinely acquired prescribing data.
Methods: A retrospective observational study of children aged 0–18 years prescribed inhaled corticosteroids only (ICS),
leukotriene receptors antagonists (LTRA), or long-acting b2 agonists (LABA) and ICS prescribed as separate or combined
inhalers, between 01/09/2001 and 31/08/2006, registered with primary care practices contributing to the Practice Team
Information database. The medication possession ratio (MPR) was calculated and associations with asthma control explored.
Poor asthma control was defined as the issue of prescriptions for $1 course of oral corticosteroids (OCS) and/or $6 shortacting b2 agonists (SABA) canisters annually.
Results: A total of 3172 children prescribed asthma controller medication were identified. Of these, 15–39% (depending on
controller medication) demonstrated adequate MPR. Adequate MPR was associated with male gender, good socioeconomic status, and oral LTRA therapy. Adequate MPR was more likely to be associated with increased use of rescue
medication. However logistic regression only identified a significant relationship for ICS only (odds ratio [OR], 1.89; 95%
confidence interval [CI], 1.35–2.48; p,0.001), LTRA (OR, 2.11; 95% CI, 1.27–3.48; p = 0.004) and LABA/ICS (OR, 2.85; 95% CI,
1.62–5.02; p,0.001).
Conclusion: Poor adherence was observed for all asthma controller medications, although was significantly better for oral
LRTA. In this study adequate adherence was not associated with the use of less rescue medication, suggesting that
adherence is a complex issue.
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It is generally recognized that adherence with prescribed
medications in children is poor, with less than 50% using their
asthma controller medication as prescribed [8–9], which in turn is
associated with poor asthma control [5–7]. There are, however,
few studies which have investigated the relationship between
asthma control and adherence in children [5–7,10–12].
The aims of this study were to assess the association between the
levels of adherence with asthma controller medication and asthma
control using routinely collected primary care prescribing data.

Introduction
Asthma medications are among the most commonly prescribed
medicines for children in the community [1], however despite the
availability and proven efficacy of such medications, asthma
remains a major cause of morbidity. Scottish health survey data for
2010 confirms that despite an overall decrease in the annual
incidence in children of both wheeze and asthma, they remain
common childhood complaints with 22% and 13% of children
aged 0–15 having a history of wheeze, and a medical diagnosis of
asthma respectively [2]. Asthma management in children can be
challenging for a number of reasons, including limited outcome
data, inappropriate prescribing and poor adherence with prescribed therapy [3–7].
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Methods
Study Population
This observational retrospective study used data from the
Practice Team Information (PTI) database [13]. Children who
1

June 2012 | Volume 7 | Issue 6 | e39130

Adherence and Rescue Medication Use

were issued a new prescription for one of the four following classes
of asthma controller medications were identified; inhaled corticosteroids only (ICS), leukotriene receptors antagonists (LTRA),
long-acting b2 agonists (LABA) and ICS prescribed concurrently
as separate inhalers (LABA+ICS) or as a fixed-dose combination
(LABA/ICS), between 01/09/2001 and 31/08/2006. The date of
the first prescription was regarded as the index date. To be
included in the study, a child was required to be registered in the
database for at least a year before and a year after the index
prescription date.

tions. All analyses were performed using SPSS (SPSS for Windows
V.17.0). Where appropriate a two sided t test was used and a p
value of ,0.05 was considered significant. Adjusted odds ratios
(OR) and 95% confidence intervals (CI) were reported for
multivariate logistic regression results.

Results
We identified 53,736 prescriptions for the controller medications of interest issued during the study period. The MPR could be
calculated for 92% of these prescriptions. The final cohort
included 3172 children of whom 2297 were prescribed ICS alone,
394 LTRA, 481 fixed dose combination LABA/ICS, and 219
concurrent LABA+ICS (Table 1).

Measures of Adherence
Adherence with asthma controller medication was assessed
using the medication possession ratio (MPR), a methodology
which is commonly used in adherence research [7–8,14–18].
The MPR is a measure of medication availability and is
calculated as the total number of days’ supply of medication
prescribed divided by the total number of days in the follow up
period, multiplied by 100, and expressed as a percentage:
MPR~

Adherence Rates
For the medications of interest, the MPR was poor, ranging
from close to 0 to over 200% (Figure 1). Depending on the
controller medication, between 15–39% of children had an
adequate MPR (defined as MPR between 80–120%). The
proportion of children with an adequate MPR was significantly
greater for LTRA when compared with other controller medications (39%, p,0.05). Oversupply (MPR.120%) was observed in
9–21% of the study group and was greatest for those prescribed
concurrent LABA+ICS (Table 2, Figure 1). Under supply
(MPR,80%) was more common than oversupply and was
observed in 51–69% of the study population. Undersupply was
significantly greater in children prescribed ICS only when
compared with other controller medication (p,0.001, Table 2,
Figure 1).

Daysofdrugsupply
X100:
Followupperiod

where days of drug supply equals the number of days a
prescription should last based on the dosing instructions of the
prescriber (Days of drug supply = number of doses in a
prescription divided by the dosing frequency). The follow up
period is the interval between first and last prescription for that
patient. Since at least two prescriptions were required to calculate
the follow-up period, only children with two or more consecutive
prescriptions were included in the study. For children prescribed
LABA+ICS, days of ICS drug supply were calculated.
Ideally, a 200 dose inhaler, prescribed as one puff twice daily,
should last 100 days and a repeat prescription requested after
approximately 100 days, i.e. MPR = 100%. Requesting a repeat
prescription after or before 100 days would result in undersupply
or oversupply. In the present study, adequate MPR was defined as
drug supply covering 80–120% of the duration of prescribed
treatment, a range that has been used previously to evaluate both
low adherence and stockpiling of therapy [15].

Factors Influencing Adherence Rates
Adequate MPR (80–120%) was higher in boys than girls, better
in children with higher SCSIMD scores, and significantly higher
for children prescribed oral LTRA when compared to other
controller medications (Tables 1,2). Adequate MPR was also
significantly greater in younger children aged ,5 managed on ICS
Table 1. Baseline characteristics of children prescribed
different asthma controller medications.

Outcome Measures
Characteristic

ICS only
N = 2297
N%

Mean age, years

6

6

9

8

Male (%)

1357 (59.0)

227 (57.6)

256 (53.2)

126 (57.5)

Low

1048 (55.7)

166 (42.1)

251 (52.1)

75 (34.2)

Statistical Analyses

High

1249 (44.3)

228 (57.9)

230 (47.9)

144 (65.8)

Descriptive statistics were used to determine baseline population
characteristics. MPR was dichotomised as either adequate (MPR
between 80–120% inclusive) or inadequate (MPR outwith the 80–
120% range). MPR association with age (grouped into 0–4, 5–11
and .11 years age bands), gender, socio-economic status (Scottish
Index of Multiple Deprivation (SCSIMD) dichotomized into low,
0–5 and high, 6–10) and post index prescribing of SABA (,6
canisters vs. $6) and OCS (none vs. $1) was assessed. To confirm
relationships between adequate MPR and asthma control,
associations were explored using the chi-square test followed by
multivariate logistic regression analysis adjusting for age, gender,
socio-economic status and prescribing of other asthma medica-

Pre-index SABA
(%)
,6 canisters/year

1311 (95.7)

269 (74.9)

342 (77.5)

136 (75.9)

6–9 canisters/year

41 (3.1)

58 (16.2)

63 (14.4)

26 (14.7)

9 canisters/year

17 (1.2)

32 (8.9)

36 (8.1)

17 (9.4)

Pre-index OCS (%)

212 (9.2)

116 (29.4)

111 (23.0)

71 (32.4)

The level of asthma control was assessed by identifying both the
number of short-acting b2 agonist (SABA) inhalers and/or courses
of oral corticosteroids (OCS) prescribed annually during the study
period. Prescription of more than 6 canisters of SABA and/or at
least one OCS rescue course annually was used as an indication of
poor control [5–6,13,16].
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LTRA
N = 394
N%

LABA/ICS
N = 481
N%

LABA+ICS
N = 219
N%

scsimd10 (%)

ICS = Inhaled corticosteroid; LTRA = leukotriene receptors antagonists; LABA/ICS =
fixed dose long-acting b2 -agonist and inhaled corticosteroids combination;
LABA+ICS = concurrent long-acting b2 -agonist and inhaled corticosteroids
separate inhaler; SCSIMD = Scottish Index of Multiple Deprivation; SABA = Shortacting b2–agonist; OCS = Oral corticosteroids.
doi:10.1371/journal.pone.0039130.t001
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Figure 1. Box plot for the distribution of Medication Possession Ratio of prescribed asthma controller medications. Whiskers
represent the extreme values, and boxes represent the 75th quartile, median, and 25th quartile. Outliers were excluded from the analysis. MPR =
Medication possession ratio; ICS = Inhaled corticosteroid; LTRA = leukotriene receptors antagonists; LABA/ICS = fixed dose long-acting b2-agonist and
inhaled corticosteroids combination; LABA+ICS = concurrent long-acting b2-agonist and inhaled corticosteroids separate inhaler.
doi:10.1371/journal.pone.0039130.g001

failed to reach statistical significance (Table 5). Multivariate
logistic regression analyses demonstrated a similar relationship
between adequate MPR and OCS.
Because the proportion of children oversupplied medication was
relatively small, further analysis of data according to asthma
medication supply status, under or over supply, made no
difference to any of the observed outcomes.

as their only controller medication (p,0.001) when compared to
older children and adolescents prescribed the same regimen
(Table 3).

Medication Possession Ratio vs Asthma Control
Significantly more children with adequate MPR were prescribed .6 SABA canisters per year when compared to those with
an inadequate MPR for all study medications. However,
multivariate logistic regression confirmed this association for ICS
only, LTRA and LABA/ICS (Tables 3,4). More children with
adequate MPR were also prescribed OCS in the post index year,
when compared to those with inadequate MPR, this difference

Discussion
Summary of Main Findings
The findings from this study confirm and extend the results of
previous studies which have reported poor adherence with asthma
controller medications amongst children [7–8,14–18]. However
the relationship between low level asthma medication adherence
and disease control appears complex with evidence to suggest that
adequate MPR is associated with greater use of rescue medication.

Table 2. Medication Possession Ratio for different asthma
controller medications.

Variable

ICS only

LTRA

LABA/ICS

LABA+ICS

Adequate MPR (%)

356 (15)

156 (39)

123 (25)

62 (28)

Under supply (%)

1574 (69)

204 (52)

260 (54)

113 (51)

Over supply (%)

367 (16)

34 (9)

98 (21)

44 (21)

Mean (SD)

70 (71)

75 (40)

93 (78)

91 (89)

Median (IQR)

51 (25–92)

70 (44–98)

88 (45–112)

82 (49–115)

Total

2297

394

481

219

Strengths and Limitations of the Study
This study examined adherence levels in a large paediatric
population in a ‘‘real world’’ primary care setting. The assessment
of adherence with asthma medication is important and permits
identification of patients requiring further intervention, and the
evaluation of clinical outcomes associated with poor adherence. In
addition, using this methodology adherence in a large population
can be assessed without influencing patient behaviour and
avoiding reporting and/or interviewer bias. Nevertheless, this
study has several limitations: prescribing databases cannot confirm
whether the medications were actually used. However, previous
studies have reported that adherence rates, measured using
healthcare databases, demonstrate high concordance with rates
assessed by objective and accurate methods such as weighing

ICS = Inhaled corticosteroid; LTRA = leukotriene receptors antagonists; LABA/ICS =
fixed dose long-acting b2 -agonist and inhaled corticosteroids combination;
LABA+ICS = concurrent long-acting b2 -agonist and inhaled corticosteroids
separate inhaler; MPR = Medication possession ratio; SD = Standard deviation;
IQR; Inter-quartile range.
doi:10.1371/journal.pone.0039130.t002
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Table 3. Adequate MPR for asthma controller medications by deprivation index, age and gender.

Controller
treatment

MPR 80–120%
SCSIMD

Gender

Age bands

0–5

6–10

Girls

Boys

0–4 years

5–11 years

.11 years

ICS only

153 (44.0)

195 (56.0)

142 (41)

206 (59)

170 (49)*

135 (39)*

43 (12)*

LTRA

69 (43.7)

89 (56.3)

69 (44)

87 (56)

72 (46)

69 (44)

15 (10)

LABA/ICS

67 (53.2)

59 (46.8)

54 (44)

69 (56)

17 (14)

77 (62)

29 (24)

LABA+ICS

30 (48.8)

32 (51.6)

23 (37)

39 (63)*

8 (13)

43 (69)

11 (18)

*P,0.001; ICS = Inhaled corticosteroid; LTRA = leukotriene receptors antagonists; LABA/ICS = fixed dose long-acting b2 -agonist and inhaled corticosteroids combination;
LABA+ICS = concurrent long-acting b2 -agonist and inhaled corticosteroids separate inhaler; SCSIMD = Scottish Index of Multiple Deprivation.
doi:10.1371/journal.pone.0039130.t003

similar finding was observed by Latry et al (2008), who reported
that adults with asthma adhered less well to LABA and ICS
treatment when it was delivered by a single inhaler than when it
was delivered concurrently via two separate devices [25]. This is a
surprising observation that seems to contradict the findings of
previous observational database studies [17,23,26–28]. One
possible explanation for this finding could be confounding by
asthma severity as children with more severe asthma may be
treated more aggressively and prescribed more LABA+ICS
resulting in higher drug supply and hence higher MPR. A further
possible explanation could be that patients on concurrent
LABA+ICS may overuse the LABA component of the prescription, and then trigger a repeat prescription which is issued for both
LABA and ICS resulting in an apparently greater MPR in this
group. Finally, the apparent lower adherence associated with
combination inhalers might be attributed to what has been termed
‘‘depletion of susceptibles’’; that is patients identified by their GP
as poorly adherent with separate ICS + LABA therapy may be
prescribed a combined inhaler to improve their adherence,
resulting in an apparently greater rate of adherence in the
remaining subjects continuing to use ICS + LABA [25].
We expected to find a positive association between inadequate
adherence and poor asthma control reflected by increased
prescribing of rescue medication (OCS and SABA). However, in
this study, children with adequate MPR were more likely to be
prescribed OCS and/or six or more SABA canisters in the index

inhalers, pill counting and/or electronic monitoring [19–20]. In
the present study prescribed medications were used as a proxy for
asthma diagnosis and severity assuming that medications were
collected by patients and used as prescribed. The use of
prescribing data may overestimate adherence in cases where the
treatment has been intended by the prescriber to be used
intermittently or seasonally. However, in this study, only children
on the BTS step 2 or higher asthma regimes were included in the
study population, therefore intermittent or seasonal use is unlikely
to be a significant issue.

Comparison with Existing Literature
As in previous reports, this study identified that the proportion
of children with adequate MPR for controller medications was
within the 11–28% reported by others [14–17] and that factors
associated with poor adherence include low socioeconomic status,
female gender and age greater than 12 years [19,21]. Similarly, in
this study the oral route was associated with significantly better
adherence when compared to inhalational therapies [18,22–24].
It has been previously reported that adherence rates tend to be
lowest in patients prescribed multiple medications, and simplification of the treatment regimen by the use of combination inhalers
should improve adherence [17]. However in this study combination therapy (LABA/ICS) was not associated with improved
adherence and more children with adequate MPR were
prescribed separate LABA+ICS than combined LABA/ICS. A

Table 4. The relationship between reliever medication prescription in the post index year and the medication possession ratio.

Reliever medication

ICS only
Adequate
MPR

LTRA
Inadequate
MPR

LABA/ICS

Adequate
MPR

LABA+ICS

Inadequate
MPR

Adequate
MPR

Inadequate
MPR

Adequate
MPR

Inadequate
MPR

SABA
,6 canister/year

230 (76.9)*

1529 (85.4)

59 (62.8)**

235 (77.3)

44 (62.0)*

338 (82.8)

37 (57.8)**

123 (65.1)

6–9 canister/year

55(18.4)*

190 (10.6)

23 (24.5)**

44 (14.5)

16 (22.5)*

47 (11.5)

16 (25.0)**

45 (23.8)

.9 canister/year

14 (4.7)*

72 (4.0)

12 (12.8)**

25 (8.2)

11 (15.5)*

23 (5.6)

11 (17.2)**

21 (11.1)

OCS ($1 course/year )

54 (18.1)

262 (14.6)

27 (28.7)

70 (23.0)

14 (19.7)

71 (17.4)

21 (32.8)

48 (25.4)

% of children with adequate vs inadequate MPR. e.g. x% of children with adequate MPR had an OCS prescription while xx% of those with inadequate MPR had an OCS
prescription.
*P,0.001;
**P,0.05.
SABA = Short-acting b2–agonist; OCS = Oral corticosteroids; ICS = Inhaled corticosteroid; LTRA = leukotriene receptors antagonists; LABA/ICS = fixed dose long-acting b2 agonist and inhaled corticosteroids combination; LABA+ICS = concurrent long-acting b2 -agonist and inhaled corticosteroids separate inhaler.
doi:10.1371/journal.pone.0039130.t004
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telephone requests for repeat prescriptions [32] or that children
with poorly controlled asthma may have required more aggressive
treatment resulting in increased prescribing of asthma controllers
and hence higher MPR [33].

Table 5. Adjusted* odds ratios of being prescribed reliever
medications for children with adequate versus inadequate
MPR, stratified by controller medication.

Outcomes

Adjusted OR*

P-value

Implications for Future Research or Clinical Practice

95% CI

The use of routinely acquired computerised prescribing data
permits a ‘‘real world’’ assessment of adherence, predictive factors
and possible outcomes. This study suggests that poor adherence to
asthma controller medication is common in children. Furthermore
poor asthma control, measured by requirement for rescue
medication, was evident even in children with an adequate MPR.
The association between level of asthma control and adherence
to controller medications does not appear to be a straightforward
issue as patients may reduce their prescribed controller medication
use without negative consequences [30] while others may continue
to have poor outcomes despite optimum treatment [34]. The
‘‘minimum accepted’’ level of adherence with asthma medications
to achieve control will remain a question.
Researchers should be aware of the challenges that can
compromise the validity of findings from such studies and of
various methodological approaches to address these possible
shortcomings. However, despite limitations, prescribing data
constitute an available, low cost method to assess adherence in
large populations and thereby to identify patients with low
adherence who may need further intervention to better manage
their disease.

At least one OCS course
ICS only

1.02

0.18

1.00–1.04

LTRA

1.34

0.26

0.79–2.27

LABA/ICS

1.12

0.53

0.58–2.11

LABA+ICS

1.43

0.27

0.75–2.71

$6 SABA canisters
ICS only

1.89

,0.001

1.35–2.48

LTRA

2.11

0.004

1.27–3.49

LABA/ICS

2.85

,0.001

1.62–5.02

LABA+ICS

1.45

0.22

0.79–2.65

*Adjusted for age, gender, socio-economic status and pre index prescribing of
asthma medications. Adjusted OR = Adjusted odds ratios; SABA = Short-acting b2–
agonist; OCS = Oral corticosteroids; ICS = Inhaled corticosteroid; LTRA = leukotriene
receptors antagonists; LABA/ICS = fixed dose long-acting b2-agonist and inhaled
corticosteroids combination; LABA+ICS = concurrent long-acting b2 -agonist and
inhaled corticosteroids separate inhaler.
doi:10.1371/journal.pone.0039130.t005

year. Similar observations have been reported by others
[13,21,24,29–30]. The reasons for this paradoxical finding are
not clear, but may indicate prescribing of an inadequate dose, or
poor inhalational technique leading to poor asthma control despite
optimum therapy [29,31]. Other reasons may include lack of
awareness of over prescribing of SABA and/or OCS in children
with adequate control due to multiple prescribers, automated and
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19. Guénette L, Moisan J, Préville M, Boyer R (2005) Measures of adherence based
on self-report exhibited poor agreement with those based on pharmacy records.
J Clin Epidemiol 58(9): 924–933.
20. Hudson M, Rahme E, Richard H, Pilote L (2007) Comparison of measures of
medication persistency using a prescription drug database. Am Heart J 153(1):
59–65.
21. Williams LK, Joseph CL, Peterson EL, Wells K, Wang M, et al. (2007) Patients
with asthma who do not fill their inhaled corticosteroids: a study of primary
nonadherence. J Allergy Clin lmmunol 120: 1153–9.
22. Balkrishnan R, Nelsen LM, Kulkarni AS, Pleasants RA, Whitmire JT, et al.
(2005) Outcomes associated with initiation of different controller therapies in a
Medicaid asthmatic population: a retrospective data analysis. J Asthma 42 (1):
35–40.
23. Stempel D, Stoloff S, Carranza Rosenzweig J, Stanford R, Ryskina K, et al.
(2005) Adherence to asthma controller medication regimens. Respir Med 99(10):
1263–1267.
24. Jones C, Santanello NC, Boccuzzi SJ, Wogen J, Strub P, et al. (2003) Adherence
to prescribed treatment for asthma: evidence from pharmacy benefits data.
J Asthma 40(1): 93–101.

1. Straand J, Rokstad K, Heggedal U (1998) Drug prescribing for children in
general practice. A report from More & Romsdal Prescription Study. Acta
Paediatr 87: 218–24.
2. The Scottish Government. 2010. The Scottish Health Survey – Results.
Available from: http://www.scotland.gov.uk/Publications/2011/09/
27084018/58 (Accessed on 10.04.2012).
3. Laforest L, Pacheco Y, Bousquet J, Yin D, van Ganse E (2004) How appropriate
is asthma therapy in general practice? Fundam Clin Pharmacol 19(1): 107–115.
4. Anis AH, Lynd LD, Wang X, King G, Spinelli JJ, et al. (2001) Double trouble:
impact of inappropriate use of asthma medication on the use of health care
resources. Can Med Assoc J 164: 625–31.
5. Milgrom H, Bender B, Ackerson L, Bowry P, Smith B, et al. (1996)
Noncompliance and treatment failure inchildren with asthma. J Allergy Clin
lmmunol 98: 1051–1057.
6. Camargo CA, Ramachandran S, Ryskina KL, Lewis BE, Legorreta AP (2007)
Association between common asthma therapies and recurrent asthma
exacerbations in children enrolled in a state Medicaid plan. Am J Health-Syst
Ph 64(10): 1054–1061.
7. Mattke S, Martorell F, Hong SY, Sharma P, Cuellar A, et al. (2010) Antiinflammatory medication adherence and cost and utilization of asthma care in a
commercially insured population. J Asthma 47(3): 323–329.
8. Cochrane MG, Bala MV, Downs KE, Mauskopf J, Ben-Joseph RH (2000)
Inhaled Corticosteroids for Asthma Therapy: Patient Compliance, Devices, and
Inhalation Technique. Chest 117(2): 542–550.
9. Horne R (2006) Compliance, Adherence, and Concordance. Chest 130(1 suppl):
65S.
10. Bender B, Zhang L (2008) Negative effect, medication adherence, and asthma
control in children. J Allergy Clin lmmunol 122(3): 490–495.
11. Lasmar L, Camargos P, Bousquet J, Goulart E, Sakurai E, et al. (2009) Factors
related to lower adherence rates to inhaled corticosteroids in children and
adolescents: a prospective randomized cohort study. J Trop Pediatrics 55(1): 20.
12. Broder MS, Chang EY, Kamath T, Sapra S (2010) Poor disease control among
insured users of high-dose combination therapy for asthma, Allergy Asthma Proc
31: 60–67.
13. ISD Scotland, General practice-Practice Team Information database, PTI.
Available from: http://www.isdscotlandarchive.scot.nhs.uk/isd/3727.html (accessed on 04/04/2011)

PLoS ONE | www.plosone.org

5

June 2012 | Volume 7 | Issue 6 | e39130

Adherence and Rescue Medication Use

30. Osman L, Friend J, Legge J, Douglas J (1999) Requests for repeat medication
prescriptions and frequency of acute episodes in asthma patients. J Asthma 36(5):
449–457.
31. Walders N, Kopel SJ, Koinis-Mitchell D, McQuaid EL (2005) Patterns of quickrelief and long-term controller medication use in pediatric asthma. J pediatrics
146(2): 177–182.
32. Ferrell CW, Aspy CB, Mold JW (2006) Management of prescription refills in
primary care: an Oklahoma physicians resource/research network (OKPRN)
study. J Am Board Fam Med 19(1): 31–38.
33. Riekert KA, Butz AM, Eggleston PA, Huss K, Winkelstein M, et al. (2003)
Caregiver-physician medication concordance and undertreatment of asthma
among inner-city children. Pediatrics 111(3): e214–220.
34. Smyth A, Barbato A, Beydon N, Bisgaard H, de Boeck K, et al. (2010)
Respiratory medicines for children: current evidence, unlicensed use and
research priorities. European Respiratory Journal, 35(2): 247–265.

25. Latry P, Pinet P, Labat A, Jean-Pierre M, Claude P, et al. (2008) Adherence to
Anti-inflammatory treatment for asthma in clinical practice in France. Clin
Therap 30: 1058–1068.
26. Rosenhall L, Elvstrand A, Tilling B, Vinge I, Jemsby P, et al. (2003) One-year
safety and efficacy of budesonide/formoterol in a single inhaler (Symbicorto
Turbuhalero) for the treatment of asthma. Respir Med 97(6): 702–708.
27. Bender BG, Pedan A, Varasteh LT (2006) Adherence and persistence with
fluticasone propionate/salmeterol combination therapy. J Allergy Clin lmmunol
118(4): 899–904.
28. Chan J, Hui R, Spence M (2007) Effects on Resource Utilization of Adding
Salmeterol in Combination or Separately to Inhaled Corticosteroids. J Manag
Care Pharm 13(1): 21–27.
29. Butz AM, Tsoukleris M, Donithan M, Doren V, Mudd K, et al. (2006) Patterns
of inhaled anti-inflammatory medication use in young underserved children with
asthma. Pediatrics 118(6): 2504–2413.

PLoS ONE | www.plosone.org

6

June 2012 | Volume 7 | Issue 6 | e39130

