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A B S T R A C T   

Background: Older adults are the fastest growing population in the UK, but asthma is often underdiagnosed, 
undertreated and poorly self-managed in this population. It is necessary to explore the experiences of older adults 
with asthma to identify areas of research that could improve quality of life. This study aimed to explore the 
perceptions of older adults in the UK living with asthma and how it impacts their lives. 
Methods: Telephone interviews were conducted with 15 adults with General Practitioner diagnosed asthma, aged 
60 years and over, from across the UK. Interviews were audio-recorded, transcribed verbatim and thematically 
analysed. This study was co-produced with an Asthma UK Centre for Applied Research (AUKCAR) Patient and 
Public Involvement Lead and guided by the National Institute for Health Research UK standards for Public 
Involvement in Research to ensure meaningful public involvement. 
Results: Themes clustered around impact of asthma, managing asthma, interaction with healthcare and under-
standing of asthma. Participants experienced increased physical, psychological and social impacts of asthma 
management as they aged which led to feelings of isolation. Competing multimorbidities and polypharmacy 
complicate treatment and self-management of asthma. Ageism and a lack of empathy from health care providers 
were mentioned by the majority participants. Quality of care varied widely across the UK, however all partici-
pants had seen a healthcare professional for an asthma review in the previous 12 months. 
Conclusions: Older adults experience increased challenges in managing their asthma due to increased multi-
morbidities, polypharmacy and ageism from healthcare providers.   

1. Introduction 

Asthma is a common respiratory condition which impacts around 
339 million people globally [1]. In the United Kingdom (UK), 1 in 12 
adults and 1 in 11 children are receiving asthma treatment [2]. Asthma 
care in the UK is estimated to cost over £1 billion per annum in primary 
care consultations, hospital care, and disability claims [3]. Every year, 
over 1,400 people die from asthma, with many of these deaths are 
preventable by medical and professional care and self-management [4]. 

The proportion of older adults in the UK is growing faster than other 
segment of the population. This group is estimated to increase by 8.6 
million in the next five decades [5], and as life expectancy increases, the 
number of people living with long term conditions will also rise. The 
rising burden of disease from asthma in this age group highlights the 

need for further exploration and understanding of the impact of living 
with asthma [6]. Older adults have been identified as a “forgotten gen-
eration” [7], as asthma is generally considered to be a disease of children 
and young people [8], despite evidence that it is prevalent in older 
populations [9]. Asthma deaths have been declining in children and 
young people and increasing in older adults [4], and the majority of 
asthma deaths occur in adults aged over 65 years [10]. 

Asthma prevalence in women increases by age [11], and menopause 
has been identified as a predictor for late onset asthma [12]. Older 
adults are more likely than younger adults to attend a healthcare pro-
fessional for their asthma [13], and asthma-related hospitalisations are 
significantly higher in older adults [14]. Despite the reported prevalence 
of asthma in older adults, gaps have been identified in the clinical care 
they receive and it is often under- or misdiagnosed, undertreated and 
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poorly self-managed [15]. Older adults are more likely to be living with 
multiple conditions, which have competing symptoms, treatments and 
medications, making self-management complex and challenging [16]. 
Asthma symptoms, such as breathlessness, can be misinterpreted as 
normal physiological changes within the lung due to ageing or attrib-
uted to other lung conditions like Chronic Obstructive Pulmonary Dis-
order (COPD), as distinguishing between asthma and COPD symptoms 
can be difficult as the diseases overlap [17]. The prevalence of cigarette 
smoking in older adults can contribute to further diagnostic uncertainty 
due to potential damage to the respiratory system [18]. 

Self-management of multimorbidities often involves complex medi-
cation regimens and polypharmacy issues such as drug interactions and 
non-adherence are prevalent [19]. Many older adults are reluctant to 
take multiple medications, resulting in the prioritisation of certain dis-
eases (and treatments) above others and medication doses being spaced 
out or omitted completely [20,21]. However, not all non-adherence is 
intentional [22]. Reduced physical capacity due to arthritis in the hands 
can impact the ability to administer inhalers, cognitive issues can 
interfere with understanding, learning and actioning self-management 
techniques and visual impairments can impede ability to read pre-
scriptions, written medication instructions and asthma action plans 
[23]. Administration of medication can also create issues with older 
adults incorrectly perceiving their inhaler technique more highly than 
reported by their clinicians [24], and poor inhaler technique is associ-
ated with an increased risk of asthma related hospital admission [25]. 

Older adults are often under-represented in research due to: acces-
sibility issues; physical limitations; ageism, and strict clinical trial in-
clusion criteria which excludes individuals with multimorbidities and 
history of smoking [26]. Excluding older adults from drug trials results 
in treatments being trialled on a younger population who are at lower 
risk of adverse side-effects from medication [27]. Side effects from 
inhaled corticosteroids include thinning skin and oral thrush, are 
underestimated by healthcare professionals [28]. 

The majority of older adults’ asthma research is conducted in 
Australia or North America, where healthcare systems are very different 
to the UK’s National Health Service (NHS) [29]. We report here a 
qualitative study undertaken to address this knowledge gap and explore 
the perspectives of older adults living with asthma in the UK, how they 
manage their condition; how it impacts their lives and progression of 
asthma symptoms over the years. 

2. Methods 

2.1. Study design 

A qualitative study was undertaken as we aimed to explore the 
perceptions of older adults living with asthma in the UK. Ethical 
approval was granted by the Social Research Ethics Group, University of 
Edinburgh. The 32-item COREQ checklist [30] was used to guide 
reporting the research. 

2.2. Patient and Public Involvement 

Patient and Public Involvement (PPI) is defined by the National 
Institute for Health Research (NIHR) as research carried out ‘with’ or 
‘by’ members of the public, rather than ‘on’ or ‘to’ them [31]. This study 
was co-produced with an Asthma UK Centre for Applied Research 
(AUKCAR) PPI Patient Lead (EE) following the AUKCAR PPI strategy 
and guided by the NIHR UK standards for Public Involvement in 
Research [32] to ensure meaningful public involvement. PPI members 
were involved throughout the study. EE approached TJ with the idea for 
the project and TJ suggested the methods; EE provided a lay perspective 
on the experience of being an older adult and living with asthma; PPI 
members participated in pilot interviews and provided feedback on 
interview style and questions; EE was involved in reviewing, defining 
and finalising the themes, and is also a co-author. 

2.3. Participants and recruitment 

Participants were identified through the register for Asthma 
researCH database [33], the AUKCAR Patient Advisory Group and 
snowball sampling. Inclusion criteria was UK based adults, aged 60 
years and over with a diagnosis of “active asthma”. Sixty years was 
chosen as this is the age in which prescriptions become free in England. 
“Active” asthma is defined as a diagnosis of asthma and a prescription for 
an asthma-related drug in the preceding 12 months [34]. Eligible par-
ticipants were emailed a participant information sheet and consent 
form, produced in collaboration with AUKCAR PPI members to ensure 
they were accessible to a lay audience. Gender, age and location were 
asked and we initially sampled 16 participants for interviews. One 
eligible participant withdrew from the study due to health reasons and 
all authors agreed data saturation [35] had been achieved after 15 in-
terviews so no further recruitment was undertaken. All participants 
were previously unknown to the interviewers (FF, LR), however the 
participants were informed prior to the interview that they were stu-
dents with an interest in asthma in older adults. Participants did not 
receive any incentives for taking part. Informed written consent was 
obtained from all participants prior to taking part and reconfirmed 
verbally at the start of their interview. 

2.4. Data collection 

The topic guide was produced in collaboration with a PPI member 
(EE), discussed within the multi-disciplinary research team and piloted 
with four additional PPI members (Supplementary File 1). Fifteen semi- 
structured telephone interviews were undertaken between February and 
March 2020. Telephone interviews reduced potential participation 
barriers such as travel costs and restricted mobility and allowed UK- 
wide recruitment. Interviews were conducted by a male final year 
Medical Sciences student (LR) and a female intercalating Medical stu-
dent (FF), both with an interest in asthma, and a trained qualitative 
researcher (TJ) was present for all interviews. There were no follow up 
interviews, however all participants were provided the opportunity to 
review their interview transcript and provide feedback after the inter-
view. Three accepted the invitation to review their transcript and two 
provide amendments (name of medication). 

Field notes were made during the interviews and they were audio- 
recorded and transcribed verbatim. Thematic analysis was undertaken 
[36] and transcripts coded by NVivo 12 software. Two researchers (FF, 
LR) familiarised themselves with the data by carrying out the transcripts 
and immersing themselves in the data by reading the transcripts mul-
tiple times to generate initial codes. All transcripts were double coded 
independently. Analysis was iterative with continual reviewing, reflec-
tion and synthesis of the data (FF, LR, TJ). Themes were derived from 
the initial codes and a coding manual produced with all codes and 
themes described and example quotations provided (FF, LR, TJ). All 
codes and themes were reviewed, defined and finalised in discussion 
with the multi-disciplinary research team to ensure valuable perspec-
tives were included (FF, LR, TJ, MF, EE). Participants were invited to an 
online seminar presenting the results and offered the opportunity to 
comment at the meeting or afterwards by email. Feedback from par-
ticipants was positive and no changes were made to the final results. 

3. Results 

Sixteen participants were recruited from across the UK. However, 
one participant withdrew prior to the interview due to an asthma- 
related hospitalisation. Fifteen participants each completed one indi-
vidual, semi-structured telephone interview. Interviews lasted 19-41 
minutes, no participants withdrew during or after the interviews, and 
no follow-up interviews were undertaken. 

Participant characteristics are shown in Table 1. Participants were 
from across the UK (England = 7; Scotland = 7; Northern Ireland = 1) 
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and there were slightly more female participants (n=9) than male 
(n=6). Participants ranged in age from 62-93 years (mean 70.6 years) 
however there were no participants in their eighties. Participants re-
ported having between zero and six additional long term conditions, 
with the majority living with at least one additional condition (n=14) 
and osteoarthritis being the most common (n=6). Only conditions re-
ported by 2 or more participants have been recorded in Table 1. 

Thematic analysis identified 5 main themes: (1) Impact of asthma on 
daily living; (2) managing asthma; (3) asthma and multimorbidities; (4) 
interaction with healthcare; (5) understanding of asthma. The findings 
are presented under these headings and a minor theme heading of 
COVID-19. 

3.1. Theme 1 – Impact of asthma on daily living 

Many participants mentioned the physical restrictions that asthma 
place on their life, interfering with their day to day life, forcing them to 
introduce adaptations and preventing them from engaging in previously 
enjoyable activities. Asthma was described as “tiring” and participants 
noticed this fatigue had increased as they grew older, in part due to the 
natural progression of age but also due to living with a chronic condi-
tion. Avoiding triggers was important to participants, and this was 
achieved by avoiding places with high levels of pollution or pollen, 
wearing a face covering or administering additional does of their inhaler 
beforehand. 

“Certain things like dusting or using the hoover; doing that for very long, it 
gets very hard so you have to sit down for a while” 

“there are some things that I now can’t do…not just…because of my age 
but because the asthma is interfering…We have got a large dog who 
absolutely adored running. Well I just can’t run with him.” 

“I have to be careful…it [asthma] really does impact where I can go.” 

Restrictions placed on participants due to living with asthma had an 
impact on their social connections. Some felt embarrassment at the 
symptoms of their condition and how this hampered their abilities to 
participate in leisure activities. One participant felt asthma had placed a 
strain on friendships due to lack of people’s understanding of asthma, 
the seriousness of the condition and the devastating effect it can have. 

“It [asthma] restricts me, as I say, as far as walking is concerned with a 
group of similar age [people]…it would be embarrassing and awkward 
and all the rest of it to be dropping behind them on hills.” 

“I have a friend who…even when I’ve been taken into casualty, she 
doesn’t seem to get the seriousness of it [asthma], she just, ‘oh are you 
over your little asthma attack now’.” 

Living with asthma meant many participants experienced a persis-
tent fear about their asthma and the possibility of an exacerbation. Day 
to day lives were impacted by a continuous underlying anxiety about 
potential exacerbations and need to know if they were able to access 
medication quickly. However, one participant felt that their years of 
experience living with asthma provided them confidence in their ability 
to effectively manage their symptoms. 

“you get very worried about [asthma attacks]. You get worried about 
what is going to happen.” 

it’s fear in my case, because if I don’t take a dose…I do start to feel very 
unwell, and that kind of underlying anxiety…keeps me on top of things” 

“When I was first diagnosed, I think I felt rather anxious…Whereas now, I 
can judge it more.” 

Side effects of long-term use of asthma medication such as thrush, 
hoarse voice and thinning of the skin caused discomfort and disruption 
to participants’ lives. However, several participants advised they were 
unclear which symptoms were a result of living with asthma or merely 
signs of getting older. 

“My skin just sort of shreds…I would have to be covered up in the summer 
which meant I was hot. I had to protect my legs because I kept damaging 
my legs on the bicycle” 

“it can be difficult to distinguish between the side effects of the drugs and 
other changes that are going on as I get older.” 

3.2. Theme 2 – Managing asthma 

The importance of routine in effectively managing their asthma was 
a prominent topic discussed by the majority of participants. By inte-
grating asthma self-management into their routine, it was easier to 
adhere to medication and recognise changes in symptoms. However, 
large lifestyle changes such as retirement were disruptive, interfered 
with long-standing routines which necessitated lifestyle adaptations. 

“it’s been so many years, it’s now just part of my routine.” 

“When I was working it was easy… I would take it with my tea break in 
the afternoon…But now that I am retired I have had to actually put an 
alarm on my phone” 

Taking medication became so integrated into daily routine that it 
became a task performed instinctively, leading to issues remembering 
whether it had been taken and increasing the risk for double-dosing and 
associated side effects. Cues such as keeping inhalers in the same place, 
or leaving it somewhere specific after use acted as reminders for taking 
medication. 

“I do take the medication automatically… I may sometimes think…I can’t 
actually remember having done that.” 

“the only way I do it, is by having a kind of visual symbol...I have to put 
[inhalers] in a particular spot in the morning.” 

Table 1 
Participant characteristics.  

Variable Count Percentage 

Age 
Range 
Mean 

63-93 years 
70.6 years  

Gender n (%) 
Female 
Male 

96 60 
40 

Asthma diagnosis n (%) 
Childhood onset 
Adult Onset 

1 
14 

6.7 
93.3 

Duration of asthma n (%) 
0-10 years 
11-20 years 
21-30 years 
31-40 years 
41 + years 

1 
2 
5 
4 
3 

6.7 
13.3 
33.3 
26.7 
20  

Multimorbidities n (%) 
Osteoarthritis 
Allergies (inc. hay fever) 
Visual impairments 
High blood pressure 
Osteoporosis 
Cardiovascular disease 
Diabetes (Type 2) 
Gastro-oesophageal reflux 

6 
4 
3 
3 
3 
2 
2 
2 

40 
26.7 
20 
20 
20 
13.3 
13.3 
13.3 

Number of multimorbidities (%) 
0 conditions 
1 condition 
2 conditions 
3 conditions 
4 conditions 
5 conditions 
6 conditions 

1 
2 
3 
3 
3 
2 
1 

6.7 
13.3 
20 
20 
20 
13.3 
6.7  
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Mobile phone alarms were used as a reminder to take medication, 
apps were seen as a useful tool to support asthma self-management and 
the internet was a good educational resource to learn more about 
asthma. All of our participants were recruited through email, therefore 
had technological knowledge. However, they acknowledged that tech-
nology might not be suitable for all older adults and some older adults 
may need alternative types of resources that were accessible specifically 
for this population. 

“One of the things that’s come up now and again…was the development of 
apps…for everyone to use regarding their condition, but…there’s an awful 
lot of my age group that have no idea what an app is.” 

“You’d be amazed at the number of [older] people that don’t use com-
puters, so they can’t go on and check it...if you go to the GP today, there 
definitely won’t be leaflets on asthma, definitely not...” 

Living with someone else also provided a reminder to take medica-
tion or check symptoms. One participant stated that his wife often 
noticed his asthma deteriorating before he did which allowed him to 
avoid exacerbations. Additionally, cohabiting meant that during exac-
erbations, there was someone else present to support with asthma self- 
management. 

“It will tend to be my wife actually that will tell me ‘you’re coughing a bit 
more than normal’ or ‘you’re panting” 

“I’m quite fortunate in that I live with my husband…he is very fit…So, 
when I am unwell, then he is always there to look after me and make sure 
I’ve got all my medications.” 

“I think the younger ones would tend to be more controlled because of the 
fact that they’ve got parents looking after them… Whereas, with an older 
person, I think you’re just left to swim along.” 

3.3. Theme 3 – Asthma and multimorbidities 

All but one of the participants were living with multiple conditions 
(Table 1) and had to negotiate competing treatments, medications and 
symptoms. Asthma was considered a management priority due to the 
necessity to breathe and life-threatening nature of exacerbations. 
However, other conditions were often more limiting, such as arthritis, 
and their symptoms impacted asthma self-management. Using a spacer 
when taking an inhaler was preferred as it compensated for dexterity 
issues result from musculoskeletal conditions. 

“Breathing is very basic…you need to look after your breathing before 
anything else” 

“I’ve got arthritic fingers, and if you’re trying to take a deep breathe…and 
to depress the inhaler at the same time, with your rather cranky fingers, 
it’s actually quite hard…having a volumizer [spacer] it’s easier…I can 
breathe it at leisure.” 

Living with multiple conditions meant participants had to navigate 
complex management regimens and polypharmacy. A common problem 
discussed was the experience of being denied optimum treatment for 
another conditions because it was contraindicated for use in patients 
with asthma. The higher treatment burden contributed to difficulty 
remembering to take multiple medications; pill boxes were a popular aid 
in managing polypharmacy. 

“The doctor has wanted to give me something, a medication, and they 
have had to say: ‘oh no, you can’t have that because you’re asthmatic’.” 

“I’m struggling to remember to take them…for elderly people it is [a 
problem]. I have a lot of pills to take…it is a problem, increasingly, I think, 
for people to remember to take all these things in the right order.” 

3.4. Theme 4 – Interaction with healthcare 

The clinician-patient relationship was mostly negative with partici-
pants feeling that staff lacked an understanding of asthma and the 
complexities of managing multimorbidities. Health care professionals 
were perceived as being dismissive and disinterested in participants 
which resulted in participants being reluctant to share concerns or issues 
with their medical team. Older adults reported feeling like they were a 
burden to the healthcare system as they required additional support due 
to age and living with multimorbidities. 

“I’ve found that my primary care team…they tend to be very dismissive of 
[the side effects]. Just say, ‘oh well, that’s something you’ve got to live 
with’.” 

“You don’t bother to say, ‘actually my fingers are cranky and this and 
that and the other’, ‘cause you think ‘this person’s not interested’.” 

“People like me who have a number of conditions are expensive to the 
health service…there is certainly a feeling about ‘oh not you again’. It’s 
not given off by any individual, but you get that feeling around the 
service.” 

Ageism was experienced by all participants and manifested in a 
number of ways. Age was often used by healthcare professional to 
explain participants’ symptoms or concerns, several participants felt 
their concerns were not taken seriously by healthcare staff who 
informed them some symptoms were inevitable because of age and 
therefore not worth taking time to address. One participant recalled a 
recurring situation where her assumptions about her cognitive capac-
ities are based on her appearance. 

“They say that as you get older, your airways are maybe not as fit, and 
they blame it on all these different things. Age is a great thing to blame, 
isn’t it?” 

“[medical staff] tend to look at my [white] hair and think I’m much older 
than I am. So, they think that they need to speak loudly to me... ‘Have you 
really understood what I have said to you?’…I’m always asked about my 
memory…And it’s like: ‘Okay, why not see the person, not the head?’.” 

There were few positive experiences reported and they mainly came 
from interactions with healthcare professionals who were living with 
asthma themselves. These professionals were perceived as having 
greater empathy, knowledge and understanding of the challenges of 
managing asthma as they had personal lived experience. 

“I’ve got a good asthma nurse, because she has asthma herself, so she 
tends to say, ‘you’re not doing that correctly’… and she’ll show you” 

“She understood, she didn’t trivialise the problem…: ‘I understand 
completely why these things might be difficult’. And that was a real help.” 

Accessibility of care varied between the participants. Inability to 
obtain a timely appointment with primary care was a common barrier to 
accessing care and those who were able to secure this felt they were in a 
privileged position. Despite this, all participants had attended an annual 
asthma review in the previous 12 months, with one participant attrib-
uting the attentive medical care they received to their advanced age. 

“It’s silly little things [that make healthcare worse], like trying to get 
appointment times with doctors…you are booking six weeks in advance... 
No use if you need it for the day” 

“We are very lucky in that we don’t have the normal system of having to 
ring up and wait for an appointment for several weeks…we can get ap-
pointments fairly quickly.” 

“They keep an eye on me more I suppose [now I’m older], making sure I 
have my medication and that I am using it properly” 

Only two participants were in receipt of a personalised asthma action 
plan and were positive of the benefits for asthma self-management. 
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Three participants mentioned not having a plan but only one participant 
had explicitly requested one from multiple medical teams and, despite 
asthma action plans being considered best practice, she had not been 
provided one. 

“I’ve been given an asthma plan. It does help and did help when I first 
started” 

“I’ve been with four different practices since I was diagnosed…in none of 
those practices have I had a written asthma plan. I have even mentioned 
it…and it hasn’t been forthcoming.” 

3.5. Theme 5 – understanding of asthma 

The majority of participants were experienced patients who had been 
living with asthma for a long time. They had an in-depth individual 
knowledge of what living with asthma looked like for them, and re-
ported an increase in asthma control due to their extensive lived expe-
rience of managing asthma. They desired more opportunities to engage 
in shared decision making with healthcare professionals, but felt the 
power balance was currently more paternalistic and their lived experi-
ence dismissed. 

“I don’t usually get to the point where I am sort of struggling to breathe 
anymore. I can manage to regulate it so that I don’t really get to that 
stage” 

“They assume they know about my condition and they don’t because I’ve 
been living with it for 69 years and I know what I’m doing. And the way 
they speak to you, frankly is, it’s patronising.” 

Participants described a lack of awareness and understanding of 
asthma in older adults from medical and research staff and the wider 
public who viewed asthma as a disease of childhood. Many believed that 
the needs and experiences of older adults with asthma were overlooked 
in favour of reporting on children and young people living with asthma. 

“there is more emphasis on childhood asthma, in general, in the press and 
places like that and the general public domain” 

“at my age people tend to start forgetting about you and your problems to 
look after the little ones” 

Participants were positive about more research into asthma in older 
adults and prioritised simpler treatments and furthering the under-
standing of the pathophysiology of the asthma with the hope of identi-
fying a cure. Simpler treatment regimens would make it less time 
consuming, which was important for those managing multiple condi-
tions and the accompanying polypharmacy. Participants with dexterity 
issues due to arthritis were supportive of developing an easier to use 
device to enable effective delivery of inhaled medication. 

“Is it something that is genetic? Is it inherited? Or is it something that’s 
caused by the environment? I think finding the triggers and the causes 
probably is the area which would need most research.” 

“I’d like them to research a simpler treatment…so that you can just take 
one convenient tablet or capsule rather than having a reliever, a preventer 
and the overnight montelukast. That would be the dream”. 

“As you get older, you’ve got arthritis in your hands, you’ve got different 
things…I think there should be options that you should be able to use 
different things.” 

All participants felt overlooked by research and were in agreement 
that asthma research needed to be more inclusive to all ages. Many 
believed that living with asthma changed as you grew older and there 
were many unique challenges specific to this population that could not 
be fully explored in research focused on younger age groups. 

“Well I think we are the forgotten age group…it would be nice for 
somebody to look at the older age group and work out what is actually 
happening with us.” 

“I want people to really understand what my asthma’s like for me…not be 
thinking, ‘oh, yes, well it’s like that for 30 year olds’ and then just actually 
superimpose that on somebody who’s twice that age” 

3.6. Minor theme – COVID-19 

The interviews coincided with the escalation of the COVID-19 global 
pandemic and was first mentioned by participant P9, whose interview 
took placed shortly after the first COVID-19 related fatality was recorded 
in the UK. Participants were concerned about COVID-19 and the po-
tential risk of serious illness due to their age, having a long -term res-
piratory condition and other multimorbidities which made them 
vulnerable. In addition, participants were worried about the psycho-
logical impact on their families who were concerned about the partici-
pant becoming unwell and the potential of transmitting COVID-19 to 
them. 

“what I’m worried about now is the coronavirus that’s floating around… 
I’m in one of the higher age groups and with my asthma and my diabetes 
and everything I’m aware that I could be in one of those worst hit groups.” 

“my partner is very worried...She has a worry that if she contracts 
[COVID-19] that she might pass it onto me” 

4. Discussion 

Older adults felt forgotten as younger populations with asthma were 
perceived as being a priority for healthcare and research. This qualita-
tive study aimed to explore the experiences of older adults living with 
asthma in the UK, and how it impacts their lives. Participants encoun-
tered difficulties in managing their asthma as they aged due to balancing 
multimorbidities with complex medication regimens, increased burden 
of treatment and polypharmacy issues. Maintaining a routine was key 
for effective management and living with another person provided 
support in terms of medication reminders and symptom awareness. 
Technology has a role to play, but should not be the primary tool for self- 
management for everyone in this age group. Extensive experience 
gained from years of living with asthma provided older adults with 
confidence in understanding their condition, but the COVID-19 
pandemic highlighted how age can contribute to worse health out-
comes. Experiences of ageism from healthcare professionals made older 
adults feel burdensome and resulted in a reluctance to report all health 
concerns or symptoms. 

Physical changes and asthma symptoms restricted ability to engage 
in routine daily activites, such as housework and working [37]. Several 
participants reported avoiding activities and locations to evade potential 
triggers, which are techniques used by older adults to effectively manage 
their condition [6,37]. Inability to participate in social activities due to 
asthma symptoms and the lack of understanding surrounding the 
severity of asthma can damage interpersonal relationships, which raises 
concerns given the interactions between social isolation, loneliness and 
phsyical performance [38]. 

Depression is prevalent in people with asthma [39,40], however no 
participant in this study discussed experiencing depressive symptoms. 
Instead there were feelings of anxiety surrounding exacerbations and a 
heightened need to know medication location at all times [21,41]. The 
emergence of COVID-19 had also caused concern among some partici-
pants, especially due to the knowledge that older adults were more 
likely to be at risk of serious illness. The majority of participants were 
positive about their life and asthma, even those who were experiencing 
difficulties in managing multiple conditions and experiencing agesim 
from health care professionals. 
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Despite complex medication regimes and polypharmacy issues, none 
of the participants mentioned non-adherence to medication which 
contrasts with previous evidence [20,21]. However, the majority of 
participants identifed effective asthma management as essential due to 
the necessity to breathe, which could indicate the prioritisation of 
asthma medication. Inhaler use was challenging due to arthritis, muscle 
weakness and impaired visions but some issues were resolved by uti-
lising a spacer for medication delivery [42]. There are many phenotypes 
of asthma and most symptoms start in childhood [43] so it is not sur-
prising that many of the participants provided a long history of asthma. 
However, while people find ways to live with their asthma over time, 
their behaviour will be impacted by their experiences with asthma. 
People may potentially adopt inefficient inhaler techniques or become 
scared by episodes of exacerbations, therefore the best time to teach 
effective self-management skills is shortly after diagnosis [44]. 

All participants had attended an annual asthma review within 12 
months which adheres to asthma guidelines [43], however our findings 
support previous evidence of older adults facing agesim in healthcare 
settings [45]. Dismissing symptoms and assuming poorer cognitive 
function due to patient appearance places strains on the patient-clinican 
relationship and worryingly results in older adults omitting potentially 
relevant and useful information to clinicians. There is a difficult balance 
between acknowledging the experience older adults have from living 
with their condition for multiple years, and providing the additional 
care needed as people age. This could be resolved by more tailored 
treatments, identification of high risk cases and training for clinicians on 
interacting with older adults. Older adults are the fastest growing pop-
ulation in the UK and there is a need to acknowledge and combat agesim 
within healthcare provision [46], and targeted interventions should be 
considered as older adults are more receptive to advice on asthma 
self-management than younger adults [24]. Gaining an understanding of 
older adults’ perceptions and experiences of living with asthma is 
needed to allow tailored interventions and research aimed at improving 
the lives of this population. 

To ensure scientific rigor of the study, we used a variety of tech-
niques including: interviews conducted by two researchers (FF, LR); 
respondent validation of interview transcripts; double-coding of tran-
scripts by two researchers (FF, LR). Themes were finalised by bringing in 
valuable perspectives in a multi-disciplinary team which included rep-
resentation from patients, clinicians and academics. Telephone inter-
viewing removed barriers to recruitment, such as restricted mobility, 
and increased external validity through UK-wide recruitment resulting 
in participants from three UK countries (England, Scotland, and 
Northern Ireland). All authors agreed data saturation had been achieved 
after 15 interviews, but we acknowledge the results reported may have 
differed with an alternative sample. 

The REgister for Asthma researCH database (REACH) [33] members 
have registered to be contacted regarding asthma research, indicating an 
interest, knowledge and awareness of asthma research, therefore par-
ticipants recruited through REACH may not be representative of the 
wider population of older adults living with asthma. Using emails for 
communication could have excluded older adults without email access 
and those with cognitive impairments. Access and ability to use emails 
could also indicate a sample more likely to use technological aids for 
asthma self-management, however this was acknowledged by partici-
pants and considered during data analysis. The majority of participants 
were aged between 65-79 years, however one participant was in their 
nineties (P1) and the themes emerging from their interview were similar 
to the other participants. 

5. Conclusions 

Our study concludes that the lack of understanding, awareness and 
coverage of asthma in older adults led to participants feeling forgotten. 
Further research is needed to develop accessible medication devices, 
greater understanding in healthcare to improve patient/clinician 

relationships and inclusion in clinical trials to ensure treatments are 
effective for older adults with asthma. Results should be considered 
when developing and undertaking research aimed at improving the lives 
of older adults living with asthma. 
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