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ABSTRACT 

Obstructive Airway Diseases (OAD) such as asthma and Chronic Obstructive 

Pulmonary Disease (COPD) are common conditions among older people where they 

are associated with a significant and increasing disease burden.  The management of 

these conditions in older people is complex.  The complexities relate to the 

heterogeneity that exists in asthma and COPD in the older population, the increased 

prevalence of co-morbidity that occurs with both advancing age and OAD, and the 

consequences of ageing including age related structural changes that occur in the lung.  

The current approach to the management of older people with asthma or COPD is to 

establish a diagnosis and implement disease specific clinical practice guidelines.  This 

approach however is limited as the clinical trials that inform guidelines have largely 

excluded older people and those with overlap OAD or co-morbidity.  A further 

restriction of this approach is that many of the guidelines for asthma and COPD give 

limited consideration to the consequences of ageing or the existence of multiple 

complex co-morbidities and do not necessarily address what is important to the patient.  

Opportunities exist to improve the management and outcomes for older people with 

OAD and the research undertaken in this thesis sought to do this. 

 

The research reported in this thesis aimed to improve our current understanding of 

Asthma, COPD and the overlap of asthma and COPD in an older population, and to 

develop an improved approach to the management of these patients.  A mixed 

methods approach was used involving a cross sectional observation study, qualitative 

interviews and a controlled clinical trial.   

 

This research has extended our knowledge of the clinical impacts of these conditions 

from a biological, clinical, functional and person centred perspective and describes a 

management approach that significantly improves the health status of older people with 

OAD. 
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SYNOPSIS 

Background 

Obstructive Airway Diseases (OAD) such as asthma and Chronic Obstructive 

Pulmonary Disease (COPD) are common conditions among older people where they 

are associated with a significant and increasing disease burden.  The management of 

these conditions in older people is complex.  The complexities relate to the 

heterogeneity that exists in asthma and COPD in the older population, the increased 

prevalence of co-morbidity that occurs with both advancing age and OAD, and the 

consequences of ageing including age related structural changes that occur in the lung.  

The current approach to the management of older people with asthma or COPD is to 

establish a diagnosis and implement disease specific clinical practice guidelines.  This 

approach however is limited as the clinical trials that inform guidelines have largely 

excluded older people and those with overlap OAD or co-morbidity.  A further 

restriction of this approach is that many of the guidelines for asthma and COPD give 

limited consideration to the consequences of ageing or the existence of multiple 

complex co-morbidities and do not necessarily address what is important to the patient.  

Opportunities exist to improve the management and outcomes for older people with 

OAD and the research undertaken in this thesis sought to do this. 

 

Aims: 

The overall aims of this research were firstly  to develop and test a multidimensional 

assessment to characterise asthma, COPD and overlap OAD in people over the age of 

55 years from a functional, clinical, biological, behavioural and person centred 

perspective and to determine whether these characteristics differed according to the 

OAD diagnosis.  I also aimed to gain a deeper understanding of the experiences of 

older people with OAD and to assess the level of concordance between patients and 

physicians in terms of the importance of disease management problems.  The final aim 

was to design and test the feasibility of a novel model of disease management that 

included multidimensional assessment and individualised problem based management.  

 

Design 

A mixed methods design was employed that incorporated a cross sectional analytical 

study, qualitative interviews and a controlled clinical trial.  In the cross sectional study 
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100 participants who were over the age of 55 years with stable OAD defined by a FEV1 

<80% of predicted and FER of <0.7 were recruited.  Participants underwent a 

multidimensional assessment to characterise the clinical problems that exist in older 

people with OAD and to determine the differences and similarities of these problems 

between asthma, COPD and overlap OAD diagnoses.  A subgroup of 52 participants 

and 4 physicians rated the importance of each of the clinical management problems 

detected using a 5 point Likert scale to determine concordance between patients and 

physicians about the importance of these problems.  Qualitative interviews were 

conducted with 21 participants recruited to the cross sectional study to provide insight 

into the experiences of older people with OAD. These data were used to design an 

intervention of integrated problem based management (IPBM) and this intervention 

was tested in a controlled clinical trial involving 24 participants.  

 

Results 

The multidimensional assessment identified a mean (SD) of 11.3 (2.5) clinical 

management problems and 3.1 (1.8) co-morbid conditions per participant. Common 

problems were: airways hyperresponsiveness (80%); airway inflammation (74%); 

activity limitation (74%) and systemic inflammation (60.5%). The number and type of 

problems were similar irrespective of a diagnosis of asthma, COPD or overlap OAD 

(p=0.2).  The degree of health status impairment correlated significantly with the 

number of clinical management problems detected (r = 0.59; p<0.000), and each 

additional problem contributed to a clinically significant (4.2 unit) decline in health 

status.   

 

When participants and physicians were asked to rate the importance of the clinical 

problems that were detected, the highest rated problem by the patient was dyspnea, 

mean (SD) 4.7 (0.42), whereas inadequate inhaler technique was rated as most 

important by the physician, 4.5 (0.58). There was good participant - physician 

concordance for the problems of dyspnea 100%, activity limitation 89%, and airway 

inflammation 76%. Poor concordance was found for inhaler technique inadequacy 

58%, inhaler device polypharmacy 33%, atopy 22%, airway hyperresponsiveness 10% 

and the absence of a written action plan 27%.  
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The qualitative interviews explored the experiences and needs of 21 older people with 

OAD.  From the data, six themes emerged, including ‘being with or without a 

diagnosis’, ‘limits to being’, ‘not being heard or recognised’, ‘expectation, fears and 

hopes’, ‘to medicate or not: the underuse, abuse and misuse’ and ‘needing to 

understand’.  These themes highlighted the needs, wants, fears, and concerns of older 

people with OAD and the gaps in current management approaches from the patients’ 

perspective.  Of particular importance was the older person’s desire for an approach 

that valued them.  They pointed to the need for a timely diagnosis, information and 

better understanding and education about their disease and, better approaches to 

ongoing assessment of their disease including the desire for objective feedback on 

their disease progress. 

 

A model of disease management was developed and was informed by the results of 

the earlier studies.  There were 24 participants recruited to this trial, 12 were assigned 

to the intervention group (IG) which involved a multidimensional assessment and 

tailored problem based management and 12 were assigned to usual care.  This 

intervention was tested in a pilot controlled clinical trial of 24 participants.  Of the 24 

participants 54% were female. The mean (SD) age was 70.6 (7.4) years and post b-d 

FEV1 was 48.29% (20.86). In the IG, 66.6% received tailored therapy [steroids and/or 

macrolides] to normalise sputum cell counts, 50% received statins for systemic 

inflammation, 66% were treated for mucus hypersecretion and 33% for sleep disorders. 

The intervention resulted in significant improvements in quality of life (QOL): the mean 

(SD) pre Saint George Respiratory Questionnaire (SGRQ) score for the IG was 54.1 

(11.6) versus post 41.7 (15.3), p=0.03 compared to 51.3 (12.9) versus 48.9 (12.8), 

p=0.6 for usual care. The mean (SD) improvement in SGRQ for the IG was -12.3 (12.5) 

versus -2.2 (8.3), p=0.04 for usual care.  

 

Conclusions 

This research has advanced our knowledge of older people with asthma and COPD.  It 

demonstrated that older people with OAD experience multiple clinical issues that 

adversely impact their health status.  The number and type are similar irrespective of 

diagnosis. The multidimensional assessment developed in this thesis identifies 

significant clinical issues that may not be addressed in a diagnosis centred approach 

suggesting that a multidimensional approach is necessary when assessing and 
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managing older people with OAD.  In terms of the importance of managing these 

clinical problems discordance exists between participants and physicians.  Furthermore 

older people with OAD desire more involvement in their disease management and want 

more information about and objective feedback. 

 

A model of disease management that includes multidimensional assessment and 

individualised treatment tailored to the results of the MDA is feasible and results in 

clinically and statistically significant improvements in quality of life in older adults with 

asthma and COPD   

 


