
Journal of Pharmaceutical and Biological Sciences 2024;12(2):100–108

Content available at: https://www.ipinnovative.com/open-access-journals

Journal of Pharmaceutical and Biological Sciences

Journal homepage: https://www.jpbs.in/  

 

Review Article

Optimizing asthma care in the elderly: A guidelines-based therapeutic approach
for enhanced diagnosis and management

Shivshankar M. Nagrik
 

 

1*, Shatrughna U. Nagrik2, Durgesh B. Thakur2,
Sanjana R. Bali1, Mayuri G. Zore2, Satish Shelke3

1Dept. of Pharmaceutics, Rajarshi Shahu College of Pharmacy, Buldhana, Maharashtra, India
2Dept. of Pharmacology, Rajarshi Shahu College of Pharmacy, Buldhana, Maharashtra, India
3Dept. of Quality Assurances, Rajarshi Shahu College of Pharmacy, Buldhana, Maharashtra, India

 

 

A R T I C L E I N F O

Article history:
Received 22-10-2024
Accepted 26-11-2024
Available online 09-01-2025

Keywords:
Asthma in elderly patients
Airway remodeling
Bronchodilator therapy
Polypharmacy
Vaccination in asthma
Patient education

A B S T R A C T

Asthma is a chronic inflammatory disease predominantly affecting the airways, leading to symptoms that
include wheezing, breathlessness, and chest tightness. However, in the elderly-patient population, which
forms about 7-10% of asthma cases, the condition presents quite differently because of physiological
changes with age, additional comorbidities, and pharmacological sensitivities. Symptoms overlap with
other conditions such as COPD, compounded by smoking history and cognitive decline, add to the
complexity when it comes to diagnosing asthma in this age group. Spirometry and the bronchodilator
reversibility test are very essential pulmonary function tests whose underutilization in this age group
culminates in under-diagnosis and suboptimal management. Management of asthma in the elderly should
be carefully planned in accordance with well-established protocols like those proposed by the Global
Initiative for Asthma (GINA) and the National Asthma Education and Prevention Program (NAEPP). Those
guidelines recommend the use of ICS and LABAs as core therapy with adjustments made for physiological
and pharmacokinetic changes in older adults. While the pharmacological interventions will need more
attention, prevention of exacerbations will be linked with non-pharmacological interventions that include
lifestyle modification and vaccination. Polypharmacy and increased risk of adverse drug reactions further
complicate treatment, but in most cases, require individualized care plans to reduce risks and increase
results. This review puts emphasis on adherence to guideline-based therapeutic strategies and calls for
future research efforts to be focused on age-specific clinical trials and biologic therapies directed to the
elderly.By addressing the complexities of asthma in elderly patients, healthcare providers can enhance
disease management and improve the quality of life for this vulnerable population.

This is an Open Access (OA) journal, and articles are distributed under the terms of the Creative Commons
Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon
the work non-commercially, as long as appropriate credit is given and the new creations are licensed under
the identical terms.
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1. Introduction

Asthma is a chronic inflammatory disorder of the airways,
which causes recurrent symptoms such as wheezing,
breathlessness and cough (especially at night or in the
early morning). This leads to bronchial hyperresponsiveness
and reversible airflow obstruction that can be either
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partial or complete. Airway remodeling leads to persistent
symptoms over time, with airways that potentially present
increasingly greater causal of lung cancer development
and progression through genetic-environment interactions.1

The burden of asthma in seniors is substantial, as
studies have shown that 7–10% of people ≥65 years
for age may be affected by the condition.2 However,
this population presents a unique challenge as age-related
physiological changes in the respiratory system result in
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reduced lung elasticity and decreased immune response;
both of which complicate diagnosis and management.3

Many aged individuals with asthma also have coexisting
diseases such as chronic obstructive pulmonary disease
(COPD), cardiovascular morbidity, and metabolic syndrome
contributing to even more problematic therapeutic strategy
and usual side effects of the drugs.4 Additionally, aging
is associated with alterations in pharmacokinetics and
pharmacodynamics which can predispose older individuals
to medication side effects especially from corticosteroids
-a cornerstone of asthma management.5 Due to these
complexities, the purpose of this review is to underscore
that treatment in elderly asthma patients must be
individualized within guidelines. The available guidelines
of management according to GINA on the functional
aspects may provide disease control by simply including
age-dependent recommendations tuning with physiological,
pharmacological and psychosocial factors specific to this
population.6 Placing emphasis on patient-centered care in
professional guidelines relates to greater capacity through
which healthcare professionals could navigate through these
challenges when managing asthma among older people and
help them optimize their outcomes as well as quality of life.

2. Discussion

Asthma in elderly patients presents a unique challenge
due to the interplay of age-related physiological changes,
comorbidities, and overlapping symptoms with other
respiratory conditions like COPD. The underutilization
of essential diagnostic tools such as spirometry and
bronchodilator reversibility testing often leads to under-
diagnosis and suboptimal management in this population.
This highlights the need for a more proactive approach
in clinical practice to ensure accurate diagnosis and
appropriate treatment.

Adherence to established guidelines, such as those
from GINA and NAEPP, provides a strong foundation for
effective management. However, elderly patients require
tailored therapeutic strategies to account for altered
pharmacokinetics, polypharmacy, and the risk of adverse
drug reactions. Core treatments like inhaled corticosteroids
(ICS) and long-acting beta-agonists (LABAs) remain
effective, but their use must be carefully adjusted to
the individual’s health status. Beyond pharmacological
interventions, non-pharmacological strategies, such as
lifestyle modifications and vaccination, play a critical role
in preventing exacerbations and maintaining overall health.
These approaches, combined with personalized care plans,
can improve adherence and enhance outcomes. Despite
advancements, there is a pressing need for age-specific
clinical trials and the exploration of biologic therapies
tailored to elderly asthma patients. Addressing these gaps
will enable healthcare providers to manage the complexities
of asthma in the elderly more effectively, ultimately

improving their quality of life.

2.1. Pathophysiology and management considerations

There are wide set of complications that could arise
in asthma management for elderly patients such as
the age-associated physiological changes, immune system
alterations may occur along with the presence of other
comorbid conditions. A natural decline of lung function due
to aging has a profound effect on the pathophysiology in
older individuals. Impaired ventilation and gas exchange
due to a reduction in lung tissue elasticity, chest wall
stiffening, or loss of respiratory muscle strength lead
to an increase in symptoms among elderly asthmatics.7

One of the other age-related changes is reduced β-
adrenergic receptor responsiveness that leads to decreased
bronchodilator responses to asthma medications.8

This has been described as "inflamm-aging" in
elderly patients, who are typically characterized by the
prevalence of a pro-inflammatory state. Chronic low-grade
inflammation leads to dysregulated immune responses,
thereby accentuating the level of airway inflammation
and exacerbating asthma severity.9 Additionally, elderly
patients have decreased innate and adaptive immunity,
such as reduced T-cell function and impaired pathogen
recognition, so they are more prone to respiratory infections
that could worsen asthma control.10 Overlapping of
symptoms and complicating the treatment regimen occur
especially with comorbid conditions, mainly cardiovascular
diseases, COPD, and other chronic diseases. For instance,
the coexistence of COPD among elderly asthma patients
is commonly described as asthma-COPD overlap (ACO),
a condition requiring differentiation and specific treatment
strategies because their pathophysiological mechanisms
are quite different.11 Heart problems, such as hypertension
and heart failure, can sometimes make it difficult to use
certain asthma treatments, like β-agonists. These drugs
could increase heart rate or alter blood pressure, and
therefore are detrimental to certain patients. That means
managing asthma in the elderly would need to be taken into
consideration in each individual case. We may want to look
at medical as well as non-medical approaches and see how
their body reacts when they age and what other diseases
they may also have.12

3. Clinical Diagnosis of Asthma in the Elderly

3.1. Diagnostic challenges: Similarities between
asthma and other respiratory conditions like COPD

Doctors face big hurdles when trying to spot asthma in
older folks. This is because its signs look a lot like other
breathing problems Chronic Obstructive Pulmonary Disease
(COPD). Both COPD and asthma cause long-lasting cough,
wheezing, and trouble breathing, which makes it hard to tell
them apart. Doctors often get it wrong especially with older
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people who’ve smoked thinking they have COPD when it’s
asthma.13 On top of that, having other health issues and
getting older, which can affect thinking and moving, means
asthma often goes unnoticed.14

4. Pulmonary Function Testing (PFT): Role of
spirometry, peak flow, and bronchodilator reversibility

Pulmonary function tests such as spirometry peak expiratory
flow, and bronchodilator reversibility, play a crucial role
to diagnose asthma in older patients. Doctors can use
spirometry to tell the difference between asthma and COPD
by checking how much the airway blockage can be reversed.
A diagnosis of asthma becomes more likely when the
Forced Expiratory Volume (FEV1) gets better by 15%
after giving a bronchodilator.15 Even though these tests are
essential many older patients don’t get PFTs, which leads to
missed diagnoses and poor treatment.16

5. Differential Diagnosis

5.1. Identifying asthma from other respiratory disorders

Telling asthma and COPD apart matters because each needs
different treatment and has a different outlook. COPD shows
airway blockage that won’t go away, while asthma causes
blockage that can be reversed. To tell them apart, doctors
rely on breathing tests and response to inhaled medicines.
More advanced ways to check include tests for sensitive
airways and detailed lung scans.17 Looking for key signs
like allergies and a big improvement with inhaled medicine
also points to asthma.18

5.2. Guidelines for asthma management in elderly
patients

Treating asthma in older adults needs a special approach
because of how the body changes with age. This affects
how medicines work and how the body functions. The
Global Initiative for Asthma (GINA) and the National
Asthma Education and Prevention Program (NAEPP)
provide important rules to address these specific needs.

6. Global Initiative for Asthma (GINA) Guidelines:
Recommendations for Elderly Populations

The GINA guidelines have impacted asthma treatment
worldwide. The guidelines emphasize controlling asthma
rather than its severity to guide treatment decisions. These
guidelines stress the need to assess and adjust therapy for
the elderly. This is because old people respond to drugs
and often have other illnesses. Studies indicate that GINA
employs a step-by-step approach in its guidelines. This
encompasses the use of inhaled corticosteroids (ICS) with
long-acting beta agonists (LABAs) in keeping symptoms
under control.19,20

7. National Asthma Education and Prevention
Program (NAEPP): Strategies and Updated Guidelines

The NAEPP guidelines provide specific recommendations
for the older patient, who is recognized to have more severe
asthma. These guidelines categorize drug treatments by age
and emphasize the central role of ICS as the main treatment,
with additional ideas for more serious cases. The NAEPP
guidelines also promote judicious use of short-acting beta-
agonists and emphasize the need to individualize care based
on how well someone’s asthma is controlled.21,22

8. Tailoring Treatment to Age: Adjustments in
Therapy Based on Physiological and Pharmacokinetic
Changes

Dealing with asthma in the elderly becomes complex
because of changes in aging as such, drugs are eliminated
by the body. At an advanced age, the body is less capable
of clearing out and eliminating medications and the doctors
therefore must alter their dosages when taking the asthma
medications. In addition, the heart and blood vessels will
always become less sensitive to medicines like beta-agonists
and are likely to experience side effects like sudden low
blood pressure. As a result, there is a need to adjust
treatments for each individual for optimal results, while
carefully monitoring to prevent complications.23

9. Pharmacological Therapy in Elderly Asthma
Patients

9.1. Inhaled corticosteroids (ICS): First-line therapy
and dosing considerations in elderly patients

Inhaled corticosteroids are considered the mainstay of
asthma therapy and are recommended as first-line therapy
for elderly patients due to their anti-inflammatory effects,
that enhances lung function and reduces exacerbations.24

However, ICS dosing in elderly patients requires careful
monitoring to minimize systemic side effects such as
osteoporosis and adrenal suppression, particularly at high
doses.25 Studies indicate that even low doses are effective in
this population, but patient adherence may be compromised
due to difficulties with inhaler techniques or cognitive
decline.26

10. Long-acting Beta-agonists (LABAs): Efficacy and
Safety Profile in Older Adults

Long-acting beta-agonists (LABAs) are commonly used
as add-on therapy when ICS alone does not provide
adequate control. LABAs improve lung function and
reduce symptoms, but they should always be prescribed in
combination with ICS due to the risk of severe exacerbations
when used as monotherapy.27 In elderly patients, LABAs
are generally well-tolerated, but side effects like tremors
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and cardiovascular risks, such as arrhythmias, should be
monitored carefully.28

11. Combination Therapies (ICS/LABA): Benefits and
Risks in Elderly Patients

Combining ICS with LABAs is an effective strategy for
elderly asthma patients, as it offers enhanced control of
symptoms and reduction of exacerbations compared to ICS
alone.29 However, the combination can increase the risk
of systemic side effects, particularly at higher ICS doses,
including adrenal suppression and osteoporosis.30 Thus, it
is crucial to optimize dosing and monitor elderly patients
for comorbidities that may interact with these therapies.31

12. Leukotriene Receptor Antagonists (LTRAs): Role
in Managing Asthma and Minimizing Side Effects

Leukotriene receptor antagonists (LTRAs) such as
montelukast are considered as an alternative add-on to
ICS for elderly patients who may experience side effects
from LABAs or who struggle with proper inhaler use.
LTRAs have anti-inflammatory properties and can reduce
both symptoms and exacerbation rates in elderly asthma
patients.32 They are particularly useful for patients with
concurrent comorbidities like cardiovascular disease due to
their relatively safer profile compared to LABAs.33

13. Short-Acting Beta-Agonists (SABAs): Rescue
Medications and Usage Frequency in the Elderly

Short-acting beta-agonists (SABAs) remain essential as
rescue medications for acute asthma symptoms. However,
frequent reliance on SABAs in elderly patients is an
indicator of poor asthma control, signaling the need to
adjust the primary controller therapy.34 Due to potential side
effects like tachycardia and hypokalemia, their use should
be carefully managed, particularly in elderly individuals
with cardiac comorbidities.35

14. Systemic Corticosteroids: Limited Use due to Side
Effects and Comorbidities

Systemic corticosteroids are typically reserved for
severe exacerbations due to their well-documented
side effects, including bone loss, adrenal suppression, and
immunosuppression, which are especially concerning in
the elderly.35 Long-term use should be avoided, and when
necessary, the lowest effective dose should be used for the
shortest duration possible.36

15. Non-pharmacological Interventions: Effective
Strategies in Chronic Disease Management

Non-pharmacological interventions play a crucial role
in managing chronic diseases, reducing complications,

and improving patient outcomes. This review focuses
on three key areas: lifestyle modifications, environmental
control, and vaccinations. In (Table 1) we discussed and
Summarizing the data provided about Non-Pharmacological
Interventions in Chronic Disease Management

1. Lifestyle Modifications: Lifestyle changes, such as
smoking cessation, weight loss and increased activity
are the cornerstone treatments for managing common
chronic diseases like COPD or CVD.

2. Smoking Cessation: Quitting smoking remains the
number-one intervention to stop COPD (and other
chronic diseases) in its tracks. Both NRT and the newer
pharmacologic agent varenicline when administered
in a combination with behavioral therapy significantly
increase long-term abstinence rates.37,38

3. Weight Management: Many people are concerned
about smoking cessation because they think it can
cause weight gain. Research has also shown that
including weight management components such as
exercise and dietary counseling in smoking cessation
programs can effectively prevent post-cessation weight
gain while maintaining abstinence.39

4. Physical Activity: One of the most important
things you can do in copd treatment and obesity
management is exercise regularly. Although not always
designed specifically for smoking cessation, exercise
interventions contribute to reductions in chronic-
disease symptoms and better overall health.40

5. Environmental Control: It is important when you
have conditions that are exacerbated by things like
allergens, where poor air quality will directly impact
those allergies or lung disease (like COPD and
asthma).

6. Allergen Avoidance: Both asthma and allergic rhinitis
are two of several atopic conditions that respond well
to allergy management, because the symptoms can
be triggered by allergen exposure .Allergy avoidance
being one of most important strategies in managing
respiratory diseases such as but not limited to those
related with clinical course.41

7. Air Quality Management: By mitigating pollutants
such as dust and smoke indoor, the exacerbations in
respiratory diseases is renovated which again reduces
morbidity.42

8. Vaccinations: Vaccination for influenza and
pneumococus, common respiratory pathogens is also
important since these may contribute to a higher rate of
ADI complications in patients with chronic diseases.

16. Influenza and Pneumococcal Vaccination

Vaccination significantly reduces the risk of severe
respiratory infections, which can cause exacerbations in
conditions like COPD. Studies highlight the importance
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Table 1: Summarizing the data provided about Non-Pharmacological Interventions in Chronic Disease Management

Category Intervention Description Refrences
Lifestyle Modifications Smoking Cessation Quitting smoking halts COPD progression.

NRT and varenicline combined with
behavioral therapy increase long-term
abstinence rates.

37,38

Weight Management Including exercise and dietary counseling in
smoking cessation programs helps prevent
weight gain and maintain abstinence
post-cessation.

39

Physical Activity Regular exercise improves COPD and
obesity outcomes, reducing symptoms and
enhancing overall health.

40

Environmental Control Allergen Avoidance Managing allergens (e.g., dust, pollen)
reduces symptoms in asthma and allergic
rhinitis, critical for respiratory disease
management.

41

Air Quality Management Mitigating indoor pollutants like smoke and
dust reduces respiratory disease
exacerbations, improving morbidity
outcomes.

42

Vaccinations Influenza and Pneumococcal
Vaccination

Vaccines prevent severe respiratory
infections and reduce exacerbations in
conditions like COPD, lowering
hospitalizations and disease progression
risks.

38

of routine vaccination for these patients to prevent disease
progression and hospitalizations.38

16.1. Adverse drug reactions and polypharmacy

Polypharmacy poses serious risks to the elderly, as
multiple medications can interact in problematic ways or
cause unintended side effects. Older adults face special
vulnerabilities because bodily processes change with age,
multiple health conditions often arise simultaneously, and
daily dosing plans become intricate. This analysis aims
to disentangle such a knotty problem. It explores how
drugs may conflict or combine for better or worse inside
seniors’ systems. Close monitoring of prescription patterns
and pruning back unnecessary pills also factor significantly
into minimizing perils, as does physician awareness of each
patient’s full pharmacological portfolio. For those coping
with life’s advancing years, comprehensive yet careful
pharmaceutical management remains crucial to maximizing
quality days ahead.

17. Drug Interactions in the Elderly

Polypharmacy significantly increases the risk of drug-
drug interactions, particularly in older adults who often
have multiple chronic conditions. Cardiovascular drugs,
central nervous system depressants, and diuretics frequently
interact with other medications, raising the risk of severe
ADRs. In patients with cardiovascular diseases, beta-
blockers can interact with bronchodilators, leading to

diminished therapeutic effects, while anticholinergics used
in chronic obstructive pulmonary disease (COPD) may
exacerbate cognitive decline in older adults.43

18. Adverse Effects of Specific Medications

1. Corticosteroids: Long-term corticosteroid use in
elderly patients can lead to osteoporosis, cataracts,
skin thinning, and increased cardiovascular risk. Oral
corticosteroids, particularly at high doses, are linked to
significant systemic adverse effects such as bone loss
and adrenal suppression.44 Inhaled corticosteroids,
when used at higher doses, also increase the risk of
osteoporosis.45

2. Bronchodilators: Beta-agonists, often prescribed for
asthma and COPD, are associated with cardiovascular
complications, including arrhythmias and myocardial
ischemia in elderly patients. They may also exacerbate
existing heart conditions, increase the risk of tremors,
and impact electrolyte balance, contributing to
osteoporosis.46

3. Monitoring and Deprescribing: Regular monitoring
and evaluation of drug regimens are critical in
minimizing the risks associated with polypharmacy. A
careful review of medications to identify unnecessary
or harmful drugs can reduce ADRs and improve patient
outcomes. Deprescribing, the process of tapering or
discontinuing unnecessary medications, is particularly
beneficial for the elderly, as it reduces polypharmacy-
related risks.47
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18.1. Comorbidities in elderly asthma patients

Elderly asthma patients often present with multiple
comorbidities that complicate the Management and
treatment of asthma. Common comorbidities are such as
hypertension, diabetes, their comorbidity with chronic
obstructive pulmonary disease (COPD) impacts asthma
outcomes significantly and therefore require integrated
management strategies.

19. Impact of Comorbidities on Asthma Treatment

19.1. Hypertension and diabetes

Hypertension is the most common comorbidity in the
elderly patients with asthma. Studies.This means that close
to 38.4% of such patients suffer from the condition as well.
Diabetes afflicts approximately 17.2% of elderly asthmatic
patients, further complicates asthma management.This is
due to its association with poor lung function and the
increased rate of hospitalization.48 The presence of both
conditions can worsen asthma control and lead to more
frequent exacerbations.49

19.2. COPD

COPD is frequently misdiagnosed as asthma in elderly
patients, leading to suboptimal treatment. Approximately
19% of elderly asthma patients also suffer from COPD,
exacerbating breathing difficulties and increasing asthma
mortality rates. Misdiagnosis and mismanagement
of these conditions can result in ineffective asthma
treatment.50 Additionally, asthma and COPD overlap
syndrome (ACOS) further complicates treatment due to
overlapping symptoms and exacerbation patterns.51 COPD
is commonly misdiagnosed as asthma in elderly patients
and therefore achieved suboptimal. A coincident COPD
exists in about 19% of elderly asthma patients, worsening
breathing complications and a rise in deaths from asthma.
Misdiagnosis and mismanagement of these, one may lead
to poor asthma management.50 Lastly, there’s asthma
and COPD-overlap syndrome (ACOS) makes treatment
most complicated due to the overlap of symptoms and
exacerbation patterns.51

20. Management Strategies

20.1. Integrated therapy for hypertension and diabetes

Treating asthma in elderly patients with comorbid
hypertension and diabetes requires careful.In general,
asthma medication adjustments, such as corticosteroids,
may exacerbate the aforementioned conditions.52 Beta-
blockers, which are prescribed for antihypertension, can
also provoke asthma necessitating careful medication
management to prevent adverse interactions.

21. Managing COPD comorbidities

Asthma treatment in elderly patients with COPD
requires a combined approach, including the use of
bronchodilators and corticosteroids. However, it brings with
it a complication like osteoporosis and arrhythmias. Proper
use of inhaler techniques and adherence to such medication
regimens are therefore important for better outcomes in
such patients.53

22. Adherence to Therapy in Elderly Patients

22.1. Barriers to adherence

Cognitive decline, physical limitations, and social factors
are obstacles to adherence among elderly patients.
In general, cognitive impairments pose the greatest
challenge in that such impairments limit a patient’s
ability to understand treatment regimens. Research has
found memory problems, problems dealing with multiple
medications, and a sense of lack of awareness about the
illness to be complicating factors in adherence behaviors.
Social factors, such as living alone and having no family
support, exacerbate the problems.54 In asthmatics and
COPD patients, barriers like poor inhaler technique and
physical limitations, such as arthritis, also limit medication
adherence. Even economic factors and low health literacy
add to the problem, as many elderly patients cannot afford
or understand their treatments.55

22.2. Improving compliance

An improvement in adherence would require lessening
the complexity of the treatment regimen and utilizing
medication aids, such as inhalers with spacers. Successful
medication regimens have been simplified through reducing
the number of daily doses or use of combination drugs;
these can help enhance compliance.56 Utilization of an
inhaler with a spacer not only optimizes drug delivery but
also increases the possibility of successful management
among elderly patients, who are functionally incapacitated,
in managing their own condition.57 Patient education also
plays a significant role since an informed patient is more
likely to adhere to the administered therapies. Programs
offering education on the importance of using medications
regularly, as well as proper use of inhalers, have been
documented to enhance compliance rates.58

23. Role of Patient Education and Self-Management

23.1. Asthma action plans

Personalized asthma action plans are very important for
elderly patients to handle the exacerbations and maintain
control over asthma. Written action plans have been
proven to enhance asthma management, since they enable
patients to diagnose symptoms and adjust the treatment
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plan accordingly.59 A personalized action plan enables
elderly patients to optimize self-care based on symptom
management and appropriate use of medications.60

23.2. Caregiver involvement

For elderly patients, family members and caregivers are
also important in asthma management. They can help
in monitoring the symptoms, managing medications, and
recognizing the early signs of asthma exacerbations. Many
studies have demonstrated that caregiver involvement leads
to better asthma outcomes, as action plans are followed and
flare-ups intervened with promptly.61 The confidence and
understanding of the caregiver are very important for elderly
patients to maintain control over asthma and avoid severe
exacerbation.62

24. Self-Monitoring Techniques

Using self-monitoring tools such as peak flow meters
helps elderly patients detect early signs of asthma
exacerbations and manage their condition more effectively.
Although peak flow monitoring is beneficial for detecting
variability in airway function, some research suggests that
symptom-based self-monitoring may be equally effective in
preventing severe outcomes.63 Educating elderly patients on
using such tools, combined with regular caregiver support,
enhances overall asthma management and reduces hospital
visits.64

24.1. Future directions and research

1. Need for Age-Specific Clinical Trials: Elderly
patients are frequently underrepresented in clinical
trials, despite their higher disease burden and
different responses to therapies compared to younger
populations. Currently, only a small proportion of
oncology trials are specifically designed for the elderly,
even though more than 60% of new cancer cases
occur in individuals over the age of 65.65 Furthermore,
age-based exclusions in clinical trials, including those
for cardiovascular and oncologic conditions, limit
the generalizability of trial results to older adults.66

This age-related gap in clinical trials has hindered
the development of evidence-based therapies tailored
for the elderly. Specific clinical trials for older
populations should focus on comorbidities, treatment
tolerability, and functional outcomes, to create better,
more personalized therapeutic strategies.67

2. Biological Therapies and Innovations: Recent
advancements in cancer treatment, particularly in
the areas of targeted therapies and immunotherapies,
hold promise for elderly patients, although their
effectiveness and safety remain less well-documented
in this population. Biological therapies, such as

immune checkpoint inhibitors, have shown efficacy
in elderly populations but still require further
investigation regarding long-term outcomes and
management of age-related comorbidities.68 However,
specific challenges such as immunosenescence (the
gradual decline of the immune system with age)
may influence the response to these treatments,
necessitating further studies on the optimal use of
biological therapies in elderly patients.69 Further
research is essential to explore the potential of
biomarkers to predict therapeutic response and to
develop personalized treatment regimens for the
elderly based on these biological innovations.

25. Conclusion

The challenges from asthma in elderly patients lie
in a variety of age-related physiological changes, the
presence of concomitant conditions, and the complexity
of pharmacotherapy. Management of such patients with
asthma, thus, calls for a personalized approach in line
with guidelines on strategies, such as those offered by
the Global Initiative for Asthma and the National Asthma
Education and Prevention Program. These approaches
involve individualized care and close monitoring, along with
appropriate pharmacotherapy changes, to help minimize
the risks of adverse drug reactions and polypharmacy,
which prevail in older patients. Lifestyle adaptations,
environmental control, and vaccination also represent
important non-pharmacological interventions that improve
asthma-related health outcomes and reduce the frequency
of exacerbations. Equally important is the integration
of patient education through personalized asthma action
plans, which empower elderly patients to manage their
condition proactively.Future research must focus on age-
specific clinical trials and innovative therapies, ensuring
that treatments are both effective and safe for elderly
populations. Adoption of a multi-dimensional approach
including clinical guidelines, pharmacological adjustment,
and patient education can lead to much better management
of asthma in the elderly by healthcare providers and
significantly enhance their quality of life and reduce
morbidity.
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