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Epidemiology � asthma supplement

asthma in older Australians.

Problems in identifying asthma in older people
It has long been recognised that asthma is a chronic ill
ised by widespread variable airflow obstruction and 
symptoms (shortness of breath, wheeze, chest tightne
ABSTRACT

What we need to know

• What is the prevalence of impaired lung function among 
older people in Australia?

• How can we differentiate between asthma and other causes 
of breathlessness in population-based health surveys of older 
people?

• What are the effects of ageing on people with asthma?

What we need to do

• Improve existing survey measures and accuracy of diagnosis.

• Incorporate measures of spirometric function into health 
surveys of representative samples of the general population.

• Use spirometry in the diagnostic work-up of older patients 
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with dyspnoea.
sth
ast
HeA
 ma is a National Health Priority Area in Australia, but

hma in older people has received relatively little attention.
re, we briefly describe Australian data on the burden of

asthma in older people.
We first discuss some of the problems that arise in identifying

asthma in older people, and then present data on prevalence, mortality
and hospital utilisation. These data are based on information recently
published by the Australian Centre for Asthma Monitoring.1 Finally,
we discuss what needs to be done to improve the quality of data on

ness character-
the respiratory
ss and cough)

that accompany this.2 In addition, characteristic pathological changes
in the airway are well recognised.3. While this understanding of the
nature of asthma enables clinicians to correctly identify many people
with the disease, it is not universally applicable. There are several
theoretical and practical reasons for this:
• The symptoms are not unique to asthma but are shared by other
diseases, particularly in the elderly and the young;
• The pathological features of the disease can rarely be elicited in
clinical practice;
• The lung function abnormalities characteristic of asthma are meas-
ured on a continuous scale, and the distinction between reversible
airflow obstruction diagnostic of asthma and that which is normal or
characteristic of other disease states is arbitrary;
• As asthma is variable over time, any or all of the features may not be
present at any particular time;
• Certain diseases that share some of the features of asthma may be
classified as a type of asthma or as a separate disease entity (eg, chronic
asthma with chronic airflow limitation, and allergic bronchopulmo-
nary aspergillosis).

The symptoms of asthma in older people, as in younger age groups,
are dyspnoea, wheeze, chest tightness and cough. However, these
symptoms are not specific to asthma. In particular, dyspnoea is
common in older people. While it may be the sole presenting symptom
of asthma, it may also be attributable to various non-disease states (eg,
poor physical fitness, obesity, or excessive expectations as to exercise
capacity) or disease states (eg, cardiac failure or chronic obstructive
pulmonary disease [COPD]).4,5 However, angina, interstitial lung
disease, pulmonary vascular disease, neuromuscular or chest-wall
disease, and anaemia may all cause dyspnoea and chest tightness and,
under some circumstances, can be confused with asthma in older
patients. Indeed, several causes of dyspnoea may coexist in the same
patient. While most of these diagnoses can be distinguished by

investigation (in particular, spirometry), this is not commonly per-
formed in practice or in general health surveys.

Prevalence
Information on the prevalence of asthma is derived from community-
based surveys in which participants are asked about a reported
diagnosis of asthma or symptoms of asthma. For the reasons described
above, prevalence data that are based on reported diagnoses of asthma
may be problematic. However, for similar reasons, it is also difficult to
draw inferences about the prevalence of asthma from questionnaire-
based measures of the prevalence of symptoms. While the use of
spirometry and measures of airway hyper-responsiveness would
improve the validity of the available data, no nationwide surveys have
used such measurements.

In 2001, the prevalence of current asthma among people aged over
55 years was 7.3% for men and 10.7% for women (Box 1). These data
are derived from the National Health Survey6 and refer to individuals
who report that they have had asthma diagnosed by a doctor, and that
they still have it. The prevalence of asthma is similar among all adult
age groups, but is lower in adults than in children. It is not yet clear
whether this is attributable to remission of asthma with age or to the
higher incidence of asthma in more recent birth cohorts.

Surveys show that women have a higher prevalence of asthma than
men, and this is evident in all adult age groups. Without objective
measures, it is not possible to ascertain the contribution of diagnostic
bias (ie, a preference for labelling women with asthma as opposed to
COPD) to this difference.

The National Health Survey6 and the National Indigenous Health
Survey 20017 show a higher prevalence of asthma among Indigenous
than non-Indigenous Australian adults. The difference is greatest in
older adults (21% v 9% in people aged 55 years and over).

Mortality
From 1997 to 2001, there were, on average, 98 asthma-related deaths
per year among men and 182 per year among women aged 65 and
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over.1 Box 2 shows that asthma-related death rates in people aged 65
and over far exceed rates in younger age groups. In fact, most deaths
attributed to asthma occur in this older age group. Within this group,
certain subgroups may be at greater risk of death from asthma.
Although asthma is actually less common among older people of non-
English-speaking backgrounds, their mortality rate from asthma is
relatively higher (134 v 70 per 100000 people with asthma).1

Interpreting these data requires caution. Many deaths from asthma
occur outside hospital, and few cause-of-death diagnoses are con-
firmed by autopsy. The cause of death reflects the diagnostic label that
was applied before death. Hence, the problems inherent in establishing
the diagnosis of asthma in older people and the potential for misclassi-
fying other causes of dyspnoea as “asthma” in older people may
confound data on mortality from asthma.8-10

Data on seasonal variation are less subject to misclassification bias.
Among older people, there is a seasonal increase in mortality from
asthma in the winter months of July and August. The lowest death
rates from asthma in this age group are recorded in February to April.
The seasonal variation observed in older people differs from that
recorded in younger people (Box 3).

Utilisation of health care
The largest users of health care services for asthma, including hospital
care, are children. However, longer hospital stays mean that the
number of bed-days used for asthma is relatively high among older
people (Box 4). Similarly, although children have the highest rates of
visits to general practitioners for asthma, rates in older people are
higher than rates in younger adults (Box 5).

Indigenous older people have particularly high rates of hospitalisa-
tion for asthma compared with non-Indigenous people (819 v 166 per
100000 people aged 55 years and over).1

What needs to be done to improve data
Improving the quality of data on asthma requires improvements to
existing survey measures and improvements to the accuracy of diagno-
sis (which forms the basis of the routine data sources). Spirometry has
a central role in evaluating dyspnoea in older people and in identifying
individuals with obstructive lung disease. It also contributes to the
diagnosis of asthma in this population. There is a significant association
between lower-than-predicted lung function and mortality from both
respiratory and vascular diseases.11,12 Hence, to improve the quality of
information about asthma and other causes of dyspnoea in older
people, it is important to incorporate measures of spirometric function
into health surveys of representative samples of the general population.
It is equally important that doctors caring for older patients are
encouraged to measure spirometric function as part of the diagnostic
work-up of patients with dyspnoea.

Understanding the effects of ageing on asthma requires separation of
age effects from cohort effects. This cannot be achieved in individual

2 Death rates (95% CIs) for asthma by age group 
and sex in Australia, 1997 to 2001*

* Data from the Australian Institute of Health and Welfare National Mortality 
database. Reproduced with permission from the Australian Centre for Asthma 
Monitoring, 2003.1
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3 Seasonal variation in asthma mortality*

* Shown as average monthly deviation from the annual average number of 
deaths attributed to asthma, by age group, Australia, 1979 to 2001. Data from 
the Australian Institute of Health and Welfare National Mortality database. 
Reproduced with permission from the Australian Centre for Asthma 
Monitoring, 2003.1
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1 Prevalence (95% CIs) of current asthma, by age group 
and sex in Australia, 2001*

* Data from the National Health Survey, 2001, Australian Bureau of Statistics. 
Reproduced with permission from the Australian Centre for Asthma 
Monitoring, 2003.1
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cross-sectional studies, but requires analysis of cross-sectional studies,
repeated at intervals, with the use of similar methods, as well as follow-
up of cohorts. Within Australia, there are several cohort studies
involving children and young adults with asthma, but few of these
have progressed to include older people.13 On the other hand, several

cohorts of older people are either established or proposed to be
established in the near future to study various health problems in this
age range. These cohorts will provide a valuable opportunity to learn
more about the effect of ageing on asthma.
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5 Annual rate of asthma-related general practice 
encounters, by age group and sex, Australia, 1 April 
2000 to 31 March 2002*

* Data from BEACH survey of general practice. Reproduced with permission 
from the Australian Centre for Asthma Monitoring, 2003.1
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4 Hospital care for asthma*

(A) Hospital separation rate (95% CIs) for asthma, by age group and 
sex, Australia, 2000–01.
(B) Distribution of length of hospital stay, by age group and sex, 
Australia, 2000–01.

(C) Hospital patient-days for asthma (95% CIs) by age group and sex, 
Australia, 2000–01.

* Data from the Australian Institute of Health and Welfare National Hospital 
Morbidity dataset. Reproduced with permission from the Australian Centre 
for Asthma Monitoring, 2003.1
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