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Abstract  

Introduction: Asthma in older persons is a common illness that is insufficiently recognised 

and researched. It is known that asthma in older adults can be diagnosed as a phenotype of 

a long-standing asthma or a late onset asthma. It can entail a range of structural difficulties 

and issues, such as a delayed diagnosis of asthma, misdiagnosis, treatment difficulties and 

many other medical related concerns. However, regarding the context of living with asthma 

of older adults, the knowledge is based on quantitative research with studies of a wide age 

range that does not consider the individual experiences of older adults nor the meaning of 

asthma in their lives. Aim: This thesis aimed to explore the experiences, perspectives and 

ideas about what it is like to live with asthma for older persons. Method: This thesis carried 

out a comprehensive meta-synthesis of the worldwide qualitative studies with asthma in 

older adults, and then compared these findings with the qualitative studies with asthma in 

younger adults. This achieved a comparison between the two age groups, and identified a 

clear knowledge gap, providing important learning points for older adults with asthma, and 

importantly forming a primary qualitative study. 19 interviews with older adults were 

collected and the data was analysed using narrative analysis with a focus onto narrative 

structures and contents. Findings: Two phenotypes of older age asthma was researched, it 

was found that there were important differences related to asthma diagnosis and people’s 

current lives. The analysis covered topics related to psychological and physical wellbeing, 

aspects of social life, asthma care and treatment, and life with other co-morbidities. 

Conclusion: Narrative analysis provided valuable understanding about older adult’s 

experiences with asthma and identified a comprehensive set of themes. This thesis presented 

implications for research and practice for the interested parties, including older adults 

themselves.  
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Outline of the thesis 

This thesis is explorative research about the meaning of asthma illness experiences in the 

lives of older adults with long-standing asthma and late-onset asthma. It discusses in-

depth older adults’ positive and negative psychosocial and health related perspectives and 

their experiences of living with asthma. It specifically relates to their asthma diagnosis 

and their current lives with the illness. The findings that have informed this thesis have 

derived from a meta-synthesis of the qualitative evidence and a primary qualitative study 

with in-depth interviews. This thesis consists of seven chapters, which are briefly outlined 

in this section.  

Chapter 1 is an overview chapter that sets the scene to this research study and provides 

key information related to the context of this work and important conceptual ideas that 

informed this thesis. This chapter is divided into three sections and covers information 

about the worldwide impact of asthma and the missing link with older adults. It then 

provides an overview of the context of this research study and lastly, discusses the 

conceptual framework of this thesis.   

Chapter 2 is a literature review that discusses the course of asthma illness in the lives of 

older adults. This chapter is organised into two major parts, the first part discusses the 

literature relating to the challenges that older adults face with an asthma diagnosis. The 

second part discusses the literature relating to the day-to-day lives of older adults with 

asthma, specifically the post-diagnosis life with asthma. The preliminary review of the 

literature has identified that there was no systematic organisation of the existing 

knowledge. Therefore, in line with the aim of this thesis, the literature review aimed to 

provide a better understanding about the entire course of asthma in older adults, from the 

point when asthma was initially diagnosed, to their daily life living with asthma. The 

literature review has provided an important foundation for further qualitative work of 

meta-synthesis that is discussed in the next chapter.   

Chapter 3 is the systematic review of the qualitative asthma research in older adults with 

a comparison group of younger adults. This work was undertaken using the framework 

of the Joanna Briggs Institute approach of meta-aggregation and was imperative in 

providing systemised and well assessed evidence about the worldwide qualitative 

research on asthma in older and younger individuals. The qualitative evidence that 

derived from this systematic review provided comprehensive evidence and identified key 
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topics that guided the primary qualitative study that is discussed in the next chapter. 

Nevertheless, the findings identified in this meta-synthesis provided practical guidance/ 

the lines of action for use in healthcare settings of interested parties.    

Chapter 4 discusses the method of the primary qualitative study that was guided by the 

meta-synthesis of the qualitative evidence that is discussed in the earlier chapter. This 

chapter has an important role in containing all of the reasoning related to the chosen 

research methods for data collection and analysis of the primary qualitative study. It 

provides in-depth information about the use of a qualitative methodology and telephone 

interviews for gathering qualitative data across the UK. It concentrates on discussing the 

details about the approaches used for data analysis. This chapter also contains a section 

that details the journey of a methodological change encountered in this thesis. It then 

discusses the reasoning for using a narrative analysis for interviews with older adults 

about their lives with asthma. After the review of the relevant literature about the narrative 

model of thinking, this chapter reviews Riessman’s framework that was used for the 

structural analysis of narratives and Frank’s approach that was used for the content 

analysis. This chapter ends with a step-by-step guide for the analysis of the primary 

qualitative study. This chapter also consists of details about the process of data collection 

and information about the participants of this study.  

Chapter 5 presents the in-depth analysis and findings of the primary qualitative study of 

the telephone interviews. Of the 19 interviews with older adults, this chapter discusses 

the illness experiences of 10 older adults with long-standing asthma. The analysis of the 

telephone interviews was informed by Riessman’s framework of poetic structures for 

meaning making and Frank’s model about the typology of illness narratives. This chapter 

is divided into two major themes of Childhood with Asthma and the Current Life with 

Asthma. The theme about the childhood stories of asthma is further categorised into four 

sub-themes and contain stories that are straightforward, debilitating, uncomfortable and 

continuum. Three levels of sub-categories were formed relating to people’s current lives 

with asthma. The first level discusses the concept of challenge and is about people’s 

stories that either consist of challenging and complex illness experiences or non-

challenging. The second level is about the concept of purpose and is related to whether 

people’s stories about their daily lives with asthma had a sense of purpose. The third level 

is about whether people accept their circumstances with asthma as they are; want a life 

with no asthma or a better life with asthma.   
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Chapter 6 closely mimics the layout of Chapter 5, apart from key differences related to 

the number of participants, the phenotype of asthma and the content of experiences. This 

chapter discusses the stories of 9 individuals with late onset asthma. At the end of this 

chapter, there is a section that discusses the worked example of the link between the meta-

synthesis and a narrative analysis illustrated with a qualitative finding about experiences 

related to asthma diagnosis and its meaning in older adults lives.  

Chapter 7 draws upon the qualitative findings from both the meta-synthesis and the 

primary qualitative study and discusses the psychological meaning of asthma experiences 

in both the personal and social lives of older adults. It then contrasts identified knowledge 

with the literature and draws conclusions about theoretical and clinical implications with 

ideas for further research and practice improvement. 

 

Figure 1. The structure of the thesis.  
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CHAPTER ONE  

Introduction  

This chapter consists of three sections that introduces the research discussed in this 

thesis. The first section outlines the key facts about the worldwide impact of asthma and 

identifies the missing link with older adults. The second section provides an introductory 

summary about the context of this research, with a brief insight about the rationale of 

this study. The last section discusses the conceptual framework of this thesis, reflecting 

on the theories that have guided and informed this thesis and individual chapters. This 

section provides a better understanding about the nature of the ideas discussed in this 

thesis and helps the reader to “see” where this investigation is going.  

 

1.1 The Impact of Asthma Worldwide 

Asthma is one of the major non-communicable diseases across the world. It is a highly 

prevalent respiratory disorder that affects an estimated number of 334 million people 

worldwide (Global Asthma Network, 2014; Vos et al., 2012) of which over 30 million 

reside in the European Union (Powell et al., 2016). In the UK, there are 5.4 million 

people receiving treatment for their asthma of which 4.3 million is adults (Asthma UK, 

2018b).  

It is an increasing cause of morbidity and mortality, that results in significant direct (e.g. 

hospitalisations, physician visits) and indirect (e.g. loss of productivity) economic costs 

to society. For example, in Europe missed days of work and lost productivity account 

for nearly €10 billion per annum (European Federation of Allergy and Airways Diseases 

Patients Associations, 2005). In the United Kingdom, the estimated cost per annum is 

£1.1 billion. 74% of these costs originate from primary care for medication prescribing. 

However, inpatient care admissions are not decreasing; it is reaching 100,000 per annum 

(Mukherjee et al., 2016).  

Asthma is a common illness with no limitations to age. Worldwide prevalence of asthma 

by 2025 is expected to increase to another 100 million people (Masoli et al., 2004; World 

Health Organization, 2007). It is also estimated that about 250 000 people die of asthma 

on an annual basis (World Health Organization, 2007). According to the European 

Federation of Allergy and Airways Diseases Patients Associations (EFA), of the 30 



18 
 

million Europeans with asthma, 6 million with severe asthma live in fear that the next 

suffocating attack could kill them (EFA, 2005). They found that speech-limiting asthma 

attacks can be as frequent as weekly or monthly, and that disturbed sleep following the 

breathlessness at night can lead individuals to exhaustion and poor results at work and 

school activities. The EFA also reported that in five participating countries, including 

UK, Germany, Sweden, France and Spain, more than half of all participants limited their 

physical activities to accommodate their asthma and avoid exacerbations. Pessimistic 

views about the future asthma care, restricted daily lives, isolation, and exclusion from 

exercise, ruined holidays were frequent constraints in the lives of those affected by 

asthma.  

Another worldwide study on the burden of asthma carried out by the Global Asthma 

Network involved 119 countries (Global Asthma Network, 2014). In the preceding 12 

months of investigation, the sample of 798,685 children and 177,496 adults have 

experienced frequent asthma attacks, awakenings at night, and episodes that limited 

their ability to speak. The Global Asthma Network proposed that the high burden and 

suffering of people with asthma could be dealt with if effective treatment and care 

strategies were in place. Particularly is the consistent development and implementation 

of asthma management guidelines that would consider the needs of all individuals with 

asthma.  

However, findings of these international research inquiries were limited to adults under 

45 years, whereas people over 45, and particularly older, due to challenging and 

unreliable diagnosis of asthma at their age, were not studied. This suggests that while 

we recognise the nuances of the global burden of asthma on children and younger adults, 

little is still known about the lives and suffering with the chronic illness of asthma in 

people in older ages. A global exclusion of older adults from major research studies 

effectively result in much of the understanding of asthma built on the studies with 

younger age individuals that may have different treatment and management needs, 

including personal preferences, values and living circumstances with asthma in 

comparison to older adults (Carnegie & Jones, 2013; Gibson et al., 2010; Jones et al., 

2011; Rance et al., 2014; Yáñez et al., 2014). A lack of information about older adults’ 

lived experiences with asthma and the role of asthma in their lives may limit our 

understanding about the meaning of asthma experiences and limits opportunities for 

understanding, coping, management and any other unmet needs.  
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1.2 Psychosocial and Health related Illness Experiences of Asthma in Older Adults – The 

Gap in Knowledge 

Living with a chronic illness can be a challenging experience (Donnelly, 1993). It can 

disrupt and change normal lives and identities (Townsend, Wyke, & Hunt, 2006). It can 

demand the ‘sufferer’ to manage and cope with illness symptoms as well as various 

psychosocial and health related limitations that can occur along the way. It can be an 

ongoing and shifting process of experiencing complex interactions between patients’ 

lives and their illness (Paterson, 2001). Learning to live with and integrate a chronic 

illness into one’s life, and make sense of the transformation can be a complex, fearful 

and isolating experience (Marks, Murray, Evans, & Estacio, 2015). 

In the case of knowing the meaning of asthma experiences in older adults’ lives, this 

topic requires in-depth research. The majority of the understanding about older adults’ 

lives and wellbeing with asthma derives from quantitative research studies that produce 

a fragmental understanding of people’s experiences with this illness. For example, there 

is an established understanding about the issues of asthma under-diagnosis and 

misdiagnosis in older adults (Braman & Hanania, 2007a; Carnegie & Jones, 2013; 

Hanania et al., 2011). It is also known that in comparison to younger individuals with 

asthma, older adults experience higher rates of mortality, encounter more near fatal 

asthma events, and face increased hospitalizations with a longer length of stay (Bahadori 

et al., 2009; Global Asthma Network, 2014; Hanania et al., 2011; Hartert et al., 2002). 

Nevertheless, it is understood that older adults encounter difficulties with the control of 

asthma symptoms, have increased episodes of depression and experience problems with 

managing asthma with other co-morbidities (Dunn et al., 2017; Jones et al., 2011; Ross 

et al., 2013). This information is important in providing a fundamental understanding 

about asthma as a disease. However, it does not consider older adults’ subjective 

personal experiences and perspectives about having to live with asthma and to manage 

a variety of challenges.  

The existing research provides a narrow snapshot and a limited discourse on how those 

individuals feel and experience their illness. Older adults’ lives with asthma are 

understood as a set of multifactorial complexities within the medical context with no 

understanding about the psychosocial and health related experiences of this illness in 

their lives. In addition to the lack of qualitative research about older adults’ psychosocial 
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and health related experiences in living with asthma, there is no systemised knowledge 

about these experiences in the lifespan perspective. Asthma in older adults can be 

diagnosed as a phenotype of long-standing asthma or late-onset asthma, both of which 

are diagnosed at different stages in people’s lives. Older adults diagnosed with asthma 

since their childhood may encounter different psychosocial and health related 

experiences about living with asthma in comparison to older adults diagnosed with 

asthma in their later life. This suggests that there may be different illness meanings 

specific to individuals with an LSA and those with an LOA that were previously not 

explored. This particularly important knowledge gap led me to pursue this idea further 

and explore in more detail about what can be done to broaden the understanding of living 

with asthma for older adults with an LSA and an LOA. Before I discuss the literature 

review in Chapter Two, in the next section I overview the conceptual and theoretical 

ideas that informed this research study and guided the methodological flow of this 

thesis.  

 

1.3 Conceptual framework of the thesis 

In this thesis, I argue the importance of identifying and understanding the meaning of 

the unique asthma illness experiences in the lives of older adults for three important 

reasons.  

Firstly, there is a limited qualitative understanding about the lives of older adults with 

asthma, particularly related to the context of an asthma diagnosis and people’s current 

lives. The limited knowledge of this topic may fail to inform research opportunities, 

theories about chronic illnesses, healthcare practices and overall remain the 

unrecognised problem that it currently is. Therefore, it is hoped that this thesis will make 

a substantial knowledge contribution and will serve as a basis for furthering the 

knowledge of this field.  

Secondly, the evidence systemised in this thesis is hoped to inform and improve asthma 

patients’ care, particularly of older adults with an LSA and LOA. The existing asthma 

diagnosis and management guidelines offer very limited evidence about managing and 

caring for asthma in older age, with no specific information related to the two asthma 

phenotypes in older age. As this thesis aims to investigate older adults’ subjective 

asthma illness experiences, it is hoped that the findings will better inform healthcare 
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practitioners about people’s unique perceptions and needs of living with asthma. 

Furthermore, it is hoped that it will effectively bridge the gap relating to the care and 

management of individuals with an LSA and LOA.  

Thirdly, this thesis is an opportunity to empower older adults’ lives, experiences and 

feelings with asthma and help other sufferers to validate their experiences through the 

stories identified in this thesis. This reason is particularly close to my interest. A lot of 

the understanding about the living with asthma of older adults is focused on the medical 

context or is discussed in the studies with a wide age range that do not consider 

experiences of older adults. Providing a platform for older adults to discuss their 

personal experiences about living with asthma since the time they were diagnosed up to 

their current daily lives may help people to open up and share their perspectives about 

the meaning of this illness in their lives.   

Being interested in exploring people’s unique experiences and perspectives about living 

with a chronic illness of asthma, using a qualitative methodology was a natural choice. 

This thesis combines two qualitative research inquiries that were informed by three 

theoretical frameworks that guided the methodological flow and assisted in the thinking 

of the deep qualitative analyses. The methodological flow and evolving findings of this 

thesis are presented in Figure 2. This thesis combines the work of a meta-synthesis and 

the primary qualitative study, both of which were informed by different theoretical 

frameworks that are discussed in greater depth in Chapters Three and Four.  
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Figure 2. The flow of the methodology and evolving findings.   

 

In brief, the Joanna Briggs Institute approach of meta-aggregation was used to 

systematically identify and synthesise the qualitative literature that consists of 

psychosocial and health related experiences, perspectives and ideas about the living with 
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and management of asthma in older and younger adults (for comparison purposes as 

later explained). It aimed to provide the evidence that can advance the understanding of 

this field and for identifying knowledge gaps that informed the primary qualitative 

study. The analysis of the primary qualitative study was informed by narrative thinking 

and was guided by two frameworks of analysis. A combination of analyses provided an 

opportunity for a deeper level of analysis of people’s illness experiences. It attended to 

the structure and content of older adults’ stories and identified unique meanings about 

an asthma diagnosis and their current lives with asthma. It is important to emphasise 

that in the process of this research (Chapter 4, 5, 6) there was a change in a 

methodological approach that is discussed in Chapter Four under the section about the 

methodological journey of this thesis. 

Using different theoretical frameworks and approaches to carry out qualitative research 

can prove both advantageous and disadvantageous. It can complement each other and 

draw out unique perspectives and aspects that may otherwise be missed whilst using a 

single approach. Nevertheless, it can identify disparate findings that can complicate the 

conceptual thinking when trying to convey a shared meaning. Therefore, to ensure that 

this thesis can best illuminate the complex illness experiences of asthma and provide an 

in-depth systematic understanding about the meaning of asthma illness in the lives of 

older adults, this thesis was informed by Kleinman’s framework about interpreting the 

meaning of illness experiences of chronically ill people (1988).  

Kleinman recognised the importance of attending to the uniqueness of illness 

experiences and argued that quantitative social assessments are not enough for 

understanding the intimacy of the history of chronic illness of ill persons. He 

emphasised that the recognition of people’s problems should not be simplified and 

manipulated into rational systems of care that claim to answer all of their complex 

dilemmas. Chronic illness may consist of many events over the long course that could 

assimilate to a life course and change as life situations and relations change. Thus, illness 

experiences can have several meanings. Nevertheless, an illness can vary in outcomes 

and the periods of symptoms exacerbations, therefore the idea of disruption to one’s life 

can assimilate to a vicious cycle. This understanding is particularly relevant in the illness 

of asthma with symptoms that can vary over time and in severity, from mild to life 

threatening experiences causing inconsistent experiences.   
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Kleinman’s theoretical framework was formed following the analysis of actual cases of 

chronic illness experiences in people’s lives. He acknowledged that illness experiences 

are created by combining feelings, thoughts, personal and cultural significance as well 

as bodily processes.  

In the four kinds of illness meaning developed by Kleinman, the first is about the 

meaning and significance of symptoms. It is about the importance of recognising 

interpretations and the significance of certain symptoms within our day-to-day lives. 

For example, some symptoms such as tension headaches might be accepted as mundane 

bodily processes and thus have a limited reaction to our lives. Other symptoms however, 

might signal sickness and danger to ourselves and thus can be immediately attended to. 

This kind of illness meaning is related to our understanding about normative concepts 

of body in relation to the world and self. This relates to a second type of illness meaning 

that is about the powerful cultural significance of certain illnesses and symptoms. For 

example, cancer can often be associated with uncertainty and feelings of injustice, 

whereas AIDS might be stigmatised as a self-earned illness. Certain cultural and 

historical settings can attach certain values and meanings to the illness. Thus, cultural 

meanings of illness can also shape persons suffering and bring additional distress.  

The remaining types of illness meanings are about the personal and social meanings of 

the illness. In this type of illness meanings, Kleinman explains that a chronic illness can 

soak up the ill persons’ personal and social significance of the world and transfer it to 

illness experiences. Essentially, an illness absorbs personal and interpersonal life 

meanings. It takes over our bodily processes that are essential foundations of our daily 

experiences. Being unable to accomplish daily behaviours without the interference of 

the chronic illness can become an expectation of the worst, a demoralizing experience, 

betrayal, shock, anger, confusion, despair, jealousy or even mourning. A chronic illness 

can pose a threat to relationships, daily activities and social occasions; it can affect 

important events in the continuity of one’s life.  

The aim of this thesis was to explore and explain the meaning of asthma illness 

experiences in the lives of older adults with an LSA and LOA. This was done by 

investigating people’s positive and negative psychosocial and health related illness 

experiences and perspectives of living with asthma in the context of an asthma diagnosis 

and the current daily life with the illness. In the above-described framework, Kleinman 
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proposed that the sources of symptoms symbols, cultural level, personal and social 

worlds shape ill person’s experiences. However, to capture the web meaning of illness 

experiences linked to people’s lives, understanding personal and interpersonal meanings 

are most essential. This idea strongly resonates with the thinking and interest proposed 

in this thesis. Kleinman’s framework provided an overarching meaning to the findings. 

It reflected on personal and interpersonal ideas about living with asthma for older adults 

in the context of asthma diagnosis and people’s current lives. The overarching reflection 

is discussed in the final chapter under the section of theoretical contribution.  

The next chapter is a literature review of this thesis that is about the course of asthma in 

the lives of older adults and it is structured into two major parts. The first part discusses 

the literature about an asthma diagnosis in the lives of older adults and another part that 

discusses literature about older adult’s day-to-day living with asthma, essentially the life 

with a post-diagnosis of asthma. 
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CHAPTER TWO 

 

 Literature Review 

Background on the Diagnostic Journey and the Current Lives of Older Adults with 

Asthma 

2.1 Introduction 

This chapter is a literature review about the course of asthma in the lives of older adults. 

It is structured into two major parts. The first part discusses the literature about an asthma 

diagnosis in the lives of older adults and another part that discusses the literature about 

older adult’s day-to-day living with asthma, essentially the life with a post-diagnosis of 

asthma. Following the preliminary review of the literature about asthma in older adults, 

it became apparent that there was no systematic organisation of the existing knowledge. 

For example, the information relating to the challenges faced with an asthma diagnosis 

was discussed with issues relating to asthma treatment in no particular order or 

perspective. Led by the objectives of this thesis, this literature review was organised into 

two major parts that attempted to incorporate the entire duration of the illness and provide 

a better understanding about the course of asthma in the lives of older adults. The content 

of the literature review was informed by the available literature with older adults that 

provided understanding about the processes of an asthma diagnosis and the post-diagnosis 

of asthma.  

The aim of this literature review was to provide a better understanding about the course 

of asthma in the lives of older adults and to set the foundation for further research work. 

This literature review had specific objectives: 1) Given that asthma in older adults can be 

diagnosed as a phenotype of a long-standing asthma (LSA), an onset in childhood or in 

early adulthood that persists throughout life, or a late-onset asthma (LOA), an onset after 

middle age with new symptoms occurring in the sixth decade, to describe the phenotypes 

of asthma in older adults; 2) To provide an understanding of the process of an asthma 

diagnosis in the lives of older adults; 3) To provide an understanding of life with a post-

diagnosis of asthma.  

The literature review begins with the definition of asthma and its principal features. It 

then moves on to describe the phenotypes of asthma in older adults. Then in section 2.4, 
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the information about the processes and complexities of an asthma diagnosis in older 

adults is reviewed. It provides introductory information about the categorisation of 

asthma in older age, and then moves on to discuss the diagnostic obstacles related to 

asthma under-diagnosis and misdiagnosis, challenges with co-morbidities, particularly 

with the COPD, and issues with lung function testing. It then provides an overview of the 

existing understanding and recognises the missing knowledge.  

In section 2.5 and 2.6, knowledge about living with and management of asthma is 

reviewed. This part of the literature review has incorporated the majority of literature that 

related to topics such as asthma treatment and adherence concerns, asthma management, 

including topics related to asthma care, the role of a practitioner in older people’s life 

with asthma, and self-management experiences. Lastly, there is an overview section about 

existing and missing knowledge that is followed up with a section that includes 

information about the rationale of this research study, the aims, objectives and the next 

steps.  

 

 

2.2 The Definition of Asthma and Principal Features 

Historically, the term ‘asthma’ has derived from the Greek word ‘aazein’ meaning to 

pant/ to exhale with an open mouth. Until the 20th century, the term ‘asthma’ was used 

to refer to any condition involving a shortness of breath. Only in the 1960s, when the 

anti-inflammatory medication (i.e. selective beta2 agonists), such as albuterol 

(salbutamol) was introduced, asthma was then recognised as an inflammatory disorder 

of the lungs (Drazen, 2013).  

Current definitions of asthma refer to this illness as a chronic inflammatory disorder of 

the airways in the lungs (Global Initiative for Asthma, 2017; World Health 

Organization, 2013). The principal features of asthma are airway inflammation, 

narrowness and constriction of the airways. The inflamed airways are swollen and 

sensitive with a production of mucus. Subsequently, this airflow obstruction produces 

respiratory symptoms of wheezing, coughing, shortness of breath and tightness in the 

chest, with a variable expiratory airflow limitation (GINA, 2017). According to the 
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Global Initiative for Asthma (GINA), typical asthma, besides the above listed 

symptoms, has additional features:  

a) symptoms worsening at night or in the early hours of morning,  

b) symptoms varying over time, and in severity, from completely normal to severely 

obstructed in the same person (e.g. mild moderate, severe, chronic), 

c) symptom variations, such as worsening or exacerbations (i.e. airway hyper-

responsiveness) often triggered by viral infections, allergen exposure, pollutants, 

weather changes, exercise, irritants such as smoke, strong smells, and car exhaust fumes, 

d) airflow limitation and symptoms may improve spontaneously or with treatment, 

mostly in response to corticosteroids, the mainstay of asthma therapy. While the absence 

of symptoms may last for weeks or months, it can also occur in the form of severe 

asthma episodes bringing a significant burden of disability and threat to life. 

 

 

2.3 Diagnostic Journey: Identifying Long-Standing Asthma and Late-Onset Asthma 

Asthma diagnosis in older adults is phenotypical. It can be diagnosed in childhood or 

adulthood as an LSA, or as a LOA, that develops in later life. Although a diagnosis of 

asthma in older adults relies on the same diagnostic tests and procedures as with younger 

individuals, older age asthma has different and more severe symptoms (Battaglia et al., 

2016; Gillman & Douglass, 2012b; Yáñez et al., 2014). For example, a study that 

compared three groups, people younger than 40 years, older adults of 65 years and over 

with an LSA, and then older adults of 65 years and over with an LOA, found that older 

adults had more severe asthma, and that the severity depended on the duration of asthma 

(Quadrelli & Roncoroni, 1998). The authors reported that 65-year olds with an LSA 

compared with <40 year olds, had a particularly high need of systemic steroids (more 

than three times a year), and had shorter symptom-free periods. Interestingly, although 

77% of older adults with LOA experienced daily asthma symptoms, most of their 

markers were similar to younger people, suggesting that the age itself is not as relevant 

as the duration of asthma. Further evidence with 1,485 asthmatics aged 65 and over 

shown that the age of symptoms onset might indeed determine the severity of asthma 
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(Zureik & Orehek, 2002). They found that older adults with an early diagnosis of LSA 

tend to have a reduced lung function with long-term diminishing of respiratory function.  

Recognising the age of asthma onset for older asthmatics is a vital diagnostic basis that 

helps to identify the phenotype of asthma, but also to distinguish characteristics between 

two phenotypes (Bostantzoglou et al., 2015). Although evidence as to whether two 

phenotypes of asthma are similar or completely distinct is incomplete, and further 

research on the pathophysiology and risk factors is needed, few existing characteristics 

are known (Braman, 2003; Dunn, Busse, & Wechsler, 2017; Hanania et al., 2011).  

Asthma that develops in childhood, usually before the age of 12 years, can persist 

through a person’s life into older age, or disappear during adult years and re-occur in 

later life (Dunn et al., 2017). The development of long-standing asthma in comparison 

to late-onset asthma has a particular association with atopic reactions (extrinsic asthma), 

a term that describes people whose asthma is triggered by inhaled allergens (Braman, 

2003). Furthermore, while asthma is less understood in older adults, in children it is a 

predominant diagnosis due to high levels of serum IgE, which is a risk factor for the 

development of an obstructive respiratory disease that peaks by 20 years of age (Gergen 

et al., 2009). Although patients with a past history of atopic asthma can subsequently 

develop asthma at a later age, this link may not explain all cases. In late onset asthma, 

skin prick tests are unlikely to be positive, ranging from zero to 24%, suggesting limited 

or no association with allergy sensitization in ageing (Karakaya & Kalyoncu, 2006; 

Slavin et al., 2006). Some evidence suggests that IgE-sensitization in older adults to 

cockroach (Rogers et al., 2002), cats (Huss et al., 2001), and dust mites (Busse, 

Lurslurchachai, Sampson, Halm, & Wisnivesky, 2010) can be associated with more 

severe asthma, i.e. airflow limitation and hyperinflation of airways, suggesting possible 

causation or association between allergy and asthma in older adults over 60 years. 

Others argue that this link is more plausible in adults around the age of 40 (Braman, 

Kaemmerlen, & Davis, 1991).  

Non-atopic (intrinsic) asthma is the term that is used to describe people with no features 

of atopy, family history of allergies, immediate positive reactions to skin prick testing 

or raised levels of serum IgE (Braman, 2003). It is usually caused by respiratory tract 

infections, such as viral rhinovirus and respiratory syncytial virus (RSV), viral infection 

influenza (Braman, 2003; Yáñez et al., 2014). Respiratory infections are common 



30 
 

precipitants of initial symptoms and onset of asthma that cause an upper respiratory tract 

infection that plays a principal role in the development of an LOA (Gern, 2015; Hanania 

et al., 2011; Triggiani, Jutel & Knol, 2014; Yáñez et al., 2013). Some argue that the 

incidence of respiratory tract infections decreases with advancing age, and the place of 

residence (e.g. long-term care facility) is more likely to play a role (Falsey et al., 1995). 

Others suggest that according to observational findings, the majority of older adults with 

an onset of asthma at the age of 60 and over have experienced respiratory tract infections 

exactly prior to the onset of asthma symptoms (Bauer, Reed, Yunginger, Wollan, & 

Silverstein, 1997; Braman, 2003; Dunn et al., 2017). However, rather than a single cause 

that predisposes the development of asthma in older adults, multiple mechanisms (e.g. 

atopy, respiratory tract infections, ageing lung) are more likely to interact and play a 

role (Battaglia et al., 2016; BTS/SIGN, 2016; Chotirmall et al., 2009; GINA, 2017; 

Hanania et al., 2011; Yáñez et al., 2014).  

The process of ageing, although it is a natural process not a disease, contributes to 

deterioration of the lung and its functionality (Gibson et al., 2010; Hanania et al., 2011; 

Sharma & Goodwin, 2006). The maximum growth and maturation of lungs continues 

until the age of 20, and then during the fourth decade of life begins to decline with a 

doubled decline around the age of 70 (Gillman & Douglass, 2012b). As people age, the 

chest wall becomes stiff and less compliant because respiratory muscles reduce in 

strength, thus reducing the capacity of a diaphragm to generate the force (BTS/SIGN, 

2016; GINA, 2017; National Asthma Council Australia, 2016; NHLBI, 2007). These 

changes cause diaphragmatic fatigue and potential ventilator failure during increased 

load. Furthermore, the shape of thorax changes due to osteoporosis and vertebral 

collapse. Reduction in elastic recoil of the lung that is due to the spatial arrangement of 

the elastic recoil rather than reduction in content causes reduced vital capacity. In the 

natural process of ageing the ratio between the forced expiratory volume per 1second 

(FEV1) to the forced vital capacity (FVC) in healthy subjects of 65 to 85 years has a 

cut-off around 70%, and any indication of lower ratio can signal the obstruction in the 

airways.  

A clear characterisation of asthma phenotypes is difficult to achieve, particularly due to 

different arguments about the aetiology that may contradict each other, but it is also 

outside of the scope of this thesis. The aim of this part of the literature review was to 

acknowledge that there are different phenotypes of asthma in older adults and that 
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people with those phenotypes of asthma can experience different illness severities. This 

may suggest that individuals with an LSA and LOA can encounter different experiences. 

However, besides the brief understanding that the two phenotypes can cause different 

severities of asthma symptoms, there is no clear information about the meaning of those 

symptoms in the lives of older adults with an LSA and LOA.  

 

2.4 Diagnostic Journey: Challenges in Diagnosing Asthma in Older Age 

2.4.1 Categorisation of the Older Age Asthma 

As mentioned previously, asthma diagnosis in older age presents a diagnostic confusion, 

including under-diagnosis and misdiagnosis due to a number of intervening factors. One 

of these is the definition and agreement on the threshold age of a late-onset asthma 

diagnosis. Across the literature, the definition of an older person with asthma varies, and 

so does the cut-off age for an LOA. Whilst some argue that, it is around the age of 55 

years and over (Goeman et al., 2011; Tsai, Lee, Hanania, & Camargo, 2012), others 

propose that LOA begins at 64 or 65 and older (Battaglia et al., 2016; Gibson et al., 

2010; Gillman & Douglass, 2012b), with some suggesting 60 years and over (Sofianou 

et al., 2013). Further evidence suggests that LOA develops at the age of 40 years and 

older, the time of the likely first symptoms onset (Herscher et al., 2017; Quadrelli & 

Roncoroni, 1998). However, due to potential recall bias in older age, definite 

establishment of the age of onset may be unclear (Battaglia, Benfante & Scichilone, 

2016).  

Another obstacle that compounds the understanding of asthma in older adults, is the 

classification of all older adults under one category (Oraka, Kim, King, & Callahan, 

2012). The definition of old age itself is complex, and the popular term of ‘older people’ 

is unrealistic and misleading, referring to these individuals as one homogenous group 

with same characteristics and attitudes (Victor, 2005). Gibson, McDonald & Marks 

(2010) proposed that the term for an older person with asthma should define an 

individual of 64 years and over, with further classifications of ‘early old’ (64-75years) 

and ‘older elderly’ (75 years and over). They argue that precise classification of older 

age groups helps to recognise aspects such as social changes and increased frailty of 

individuals over 75 years. Furthermore, Oraka, Kim, King, & Callahan (2012) classified 

older adults into 5 year age groups and the stages of ‘young elderly’ (65-84 years) and 
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‘oldest old’ (aged 85 and over), and found that the prevalence of asthma decreased by 

stages, but Chronic Obstructive Pulmonary Disease (COPD) diagnosis increased, 

especially among the oldest old. Differentiation between the ages of older adults with 

asthma can provide a broader perspective of their differences, similarities, and any 

particular needs. However, in the majority of research, particularly randomised 

controlled trials (RCTs), older adults over 60 or 65 years are categorised under a single 

category, with no consideration to their potential differences (Battaglia et al., 2016; 

Bauer et al., 1997; Dunn et al., 2017).  

As noted in the previous section, the diagnostic journey of asthma of older adults is 

bound to multifactorial challenges. In addition to an incomplete definition and unclear 

threshold age for a late onset asthma, there are further factors. For example, co-

morbidities that converge and affect the clear diagnosis of asthma, misperception, 

under-estimation, under-reporting of symptoms, and underuse or misuse of objective 

lung testing, are major underpinning reasons of why diagnosis of a late-onset asthma 

lacks proper recognition (Abramson, Perret, Dharmage, McDonald, & McDonald, 2014; 

Battaglia et al., 2016; Gillman & Douglass, 2012b). According to the NHLBI, who were 

first to undertake an asthma workshop on older adults, diagnosis and management of 

asthma in this group entail a set of special difficulties with physiological, psychological, 

and psychosocial outcomes, higher rates of co-morbidities, and limited approaches to 

asthma management of which the majority is children and younger adults focused 

(NAEPP, 1996). Despite their aim to broaden the knowledge of asthma in older age and 

address the needs for future improvement, 20 years later similar issues have persisted 

with little improvement.  

 

2.4.2 Diagnostic Obstacles: Under-Reporting and Misinterpretation of Symptoms, Co-

morbidities, Challenges with COPD Diagnosis, Lung Function Testing 

2.4.2.1 Symptoms under-reporting and misinterpretation 

One of the major obstacles that misleads General Practitioners (GP) and older adults 

themselves is the misinterpretation and acceptance of breathlessness and wheezing as 

normal physiological change in the respiratory system due to ageing (Hanania et al., 

2011; Jones et al., 2011; Yáñez et al., 2014). The estimates for the prevalence of 

shortness of breath (dyspnea) for older adults over the age of 65 compared to their 
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younger counterparts in the community, vary extensively from 14% to 20% (Renwick, 

2001), and in some cases to 60% (Charles, Ng, & Britt, 2005; Ho et al., 2001). A 

systematic review of 21 articles that measured prevalence and causes of dyspnea in older 

population, found that in the total sample of 19,185, dyspnea was mostly common for 

older adults of 75 years and progressively increased with age (van Mourik et al., 2014).  

In addition to misattribution of bronchoconstriction to ageing, another co-existing 

misconception is that asthma is a disease of childhood (Evers, Jones, Caputi, & Iverson, 

2013; Jones et al., 2011). Symptoms are often overlooked by physicians and under-

reported by older adults. Cognitive impairment, depression, health beliefs, social 

isolation and self-limitation of activities are additional factors that impair perceptions 

of older adults in relation to respiratory symptoms (Carnegie & Jones, 2013; Evers et 

al., 2013; Melani, 2013; Yáñez et al., 2014). In addition, doctors too underestimate and 

confuse the severity of symptoms due to these reasons, effectively leading to prolonged 

under-treatment of asthma (Barua & O’Mahony, 2005; Dow, 1994; Madeo, Li, & Frieri, 

2013). In comparison to younger adults, older adults tend to delay seeking medical 

advice despite the progressing symptoms, and instead use the solution of ‘slowing 

down’ to avoid dyspnea (Cousens et al., 2007; Cuttitta et al., 2001). A greater provision 

in the understanding of asthma symptoms in older age might encourage people’s 

reasoning about the possibility of asthma, especially if it interferes with the daily life 

and limits the quality of life (Carnegie & Jones, 2013; Evers et al., 2013).  

2.4.2.2 Co-morbidities  

Another barrier in the path of an asthma diagnosis in older adults is the misdiagnosis 

with other health conditions (GINA, 2017). Co-morbidities, such as congestive heart 

failure, emphysema, chronic aspiration, gastroesophageal reflux disease (GERD), and 

an upper airway obstruction often caused by malignancy, infections are common in 

people over 60 years and above. They can mimic asthma symptoms, thus resulting in 

misattribution of symptoms. In addition, systemic comorbidities such as diabetes, 

pneumonia, atherosclerosis might also coexist with asthma in older adults. Besides the 

constraints on the diagnosis of asthma, these co-morbidities can also complicate the 

course and response to treatment after asthma is diagnosed (Busse, 2007; GINA, 2017; 

Jee, 2013). For example, a study that aimed to identify the prevalence and characteristics 

of undiagnosed asthma in older people over 55 years (N=1189), found that more than a 
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third of the total older adult sample had undiagnosed asthma and showed better lung 

function after using short-acting bronchodilator (i.e. salbutamol) than pre-treatment 

(Wilson, Appleton, Adams, & Ruffin, 2005). The concern was that, despite visiting the 

GP’s office about 8.5 times a year, similar to older adults with a diagnosed asthma, 

asthma was not recognised. It was unclear whether symptoms were due to other causes, 

and under-reported by patients or completely ignored by GPs. Co-morbidities with 

asthma might influence asthma symptoms control and interfere with treatment 

responses. However, the potential interacting influence between various co-morbidities 

and asthma needs more learning (Boulet & Boulay, 2011).  

 

2.4.2.3 Diagnostic challenges with COPD  

In addition to existing barriers, the greatest diagnostic confusion for asthma in the older 

population is chronic obstructive pulmonary disease (COPD) (Abramson Perret, 

Dharmage, McDonald, & McDonald, 2014; Battaglia et al., 2016; Bujarski, Parulekar, 

Sharafkhaneh, & Hanania, 2015; Gibson et al., 2010). COPD is a collection of lung 

diseases including chronic bronchitis, emphysema, and chronic obstructive airways 

disease that causes difficulty in emptying air out of the lungs due to narrowness of the 

airways that are also present with phlegm (British Lung Foundation, 2017; NHS 

Choices, 2015). It is thought to be a common disease characterised by continuous 

airflow limitation with better and worst days, however, in general with a progressive 

decline over the years (GINA, 2017). As COPD becomes more apparent in middle to 

later age, and presents with cough, mucus hypersecretion, wheezing and intermittent 

exacerbations, that are common features for both diseases, differentiating asthma from 

COPD becomes increasingly complex (Abramson et al., 2014; McDonald, Higgins, & 

Gibson, 2013). Asthma and COPD have converging and overlapping features of 

inflammation and reduced airflow over time that complicates a clear diagnosis and 

confounds the illness management. However, the major difference is the degree of 

reversibility that is greater in asthma with more sudden onsets, while in COPD persistent 

dyspnea is more prominent with typically gradual onset of breathing difficulties (Yawn, 

2009). In reference to this topic, confusion is still common and as research suggests, it 

can delay the diagnosis of asthma as well as affect the illness management.  
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2.4.2.4 ACOS diagnosis  

Another concern is related to the need to distinguish asthma from COPD in the older 

population. It is a currently debated topic with one side supporting the need, the other 

suggesting a new term of an asthma-COPD overlap syndrome (ACOS) (Abramson et 

al., 2014; Barrecheguren, Esquinas, & Miravitlles, 2015; Gelb, Christenson, & Nadel, 

2016; GINA, 2017).  

ACOS has no agreed, well-defined definition, and includes a range of airway disease 

phenotypes that have different mechanisms of cause (National Asthma Council 

Australia, 2017). Existing inconsistencies and variations might impair health outcomes, 

lead to higher healthcare costs, worsen quality of life as people experience severe and 

frequent respiration symptoms leading to hospitalisations (Bujarski et al., 2015; 

National Asthma Council Australia & Lung Foundation Australia, 2017; Reddel, 2015). 

A study that examined systemic inflammatory mediators and their characteristics in 

asthma, COPD, and ACOS, found that of the total 108 subjects 42 had ACOS, and had 

a significantly impaired lung function ranging from 50% to 55% of the FEV1/ FVC ratio 

compared with healthy subjects and older adults with asthma (Fu, McDonald, Gibson, 

& Simpson, 2014). Another study that compared people with ACOS and COPD alone 

found that individuals with ACOS had worse health-related quality of life, and were 

more likely to experience frequent and severe exacerbations with more gas-trapping, as 

shown on chest CT scans, in comparison to subjects with COPD alone (Hardin et al., 

2011).  

An asthma-COPD overlap is a significant clinical problem for which a diagnosis and 

specific treatment recommendations are not straightforward. Some suggest 

distinguishing the two diseases by investigating medical history, age of symptom onset, 

variability of symptoms, atopy history, reversibility of airflow obstruction, cigarette 

smoking, occupational history, and biomarkers (e.g. fractional exhaled nitric oxide, 

peripheral and sputum eosinophil, specific IgE), in which an increase in levels can 

confirm asthma (Abramson et al., 2014; Yáñez et al., 2014). Although there is an 

increasing positive interest in the diagnosis of asthma-COPD overlap (Gibson & 

Simpson, 2009), and establishment of specific guidelines (Barrecheguren et al., 2015; 

GINA, 2017; National Asthma Council Australia & Lung Foundation Australia, 2017; 

Reddel, 2015), there are uncertainties. There is little evidence about the value of this 
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diagnosis and limited understanding about the treatment and management strategies. 

This suggests that further work and objective testing is needed. The literature suggested 

that there is a particularly limited understanding about this diagnosis and no information 

about how those individuals experience this diagnosis.  

 

2.4.2.5 Challenges with lung function testing  

Since asthma symptoms are not specific and are easily mistaken for other health 

conditions and/ or ageing related changes in the body, objective measures of lung 

function such as, spirometry, peak flow meters, chest radiography, bronchodilator 

response are used to confirm the diagnosis of asthma in older adults (BTS/SIGN, 2016; 

GINA, 2017; National Asthma Council Australia, 2017; NHLBI, 2007). Medical history 

and physical examination alone are not sufficient to fully characterise the status of lungs 

and impairment, or to confirm a diagnosis, therefore, they are used in addition to 

objective assessment of spirometry (NHLBI, 2007).  

Spirometry is a measurement of the maximum volume of exhaled air with force from 

the point of maximum inhalation (FVC) and the maximum volume of exhaled air in the 

first second (FEV1). It is often used together with a peak flow meter for the observation 

of reference values, but is generally difficult to perform in older adults due to impaired 

cognitive and learning skills, and importantly, physical frailty (e.g. muscle weakness) 

that is common in the older generation (Carnegie & Jones, 2013; Masood, Cheriyan, & 

Patterson, 1996; Parameswaran et al., 1998). For example, a study that looked at the 

performance of spirometry of older adults (74 to 97 years) new to the procedure, found 

that of 113 individuals, only 49 were able to perform an adequate spirometry. 

Researchers measured the function of control, cognitive performance, ideo-motor 

praxis, and excluded illnesses such as, severe dementia, stroke, visual or hearing 

impairments, dysphasia, and found that due to the failure to complete the forced 

expiratory manoeuvres and to comprehend the procedure, satisfactory spirometry was 

not achieved. However, in most situations older adults can perform good quality 

spirometry when guided and tested by a skilled doctor or nurse who has the knowledge 

of the predicted normal and abnormal values of spirometry for this age group, and is 

appropriately trained with correct equipment use (Battaglia et al., 2016; Gibson et al., 

2010; Hanania et al., 2011). A qualitative study that explored the difficulties faced by 
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18 GPs in the process of asthma diagnosis, found that, although GPs had the confidence, 

knowledge and skills in making a diagnosis, they were less confident in using 

spirometry to establish diagnosis in children and older adults, particularly due to co-

morbidities (Dennis, Zwar, & Marks, 2009). Lack of good quality spirometry, 

misinterpretation of results, limited access to experienced and skilful physicians can 

lead older adults to empirical treatment without a clear diagnosis assigned for months, 

or sometimes years.  

 

2.4.2.6 Summary  

The previous sections of the literature review have provided insights into the complexity 

of an asthma diagnosis in older adults. We now know that the diagnosis of asthma for 

older adults entails a range of multifactorial difficulties, and informs that a delayed 

diagnosis is common (Battaglia et al., 2016; Gibson et al., 2010). There are complexities 

such as, under-reporting and underestimation of asthma symptoms. For example, the 

misperception that asthma is a childhood disease that people ‘grow out of’, thus unlikely 

to affect older adults, or that a natural physiological ageing is responsible for restricted 

breathing. This subsequently may limit older adult’s lives as they might ‘slow down’ to 

avoid breathing-impairing symptoms (Gibson et al., 2010; Jones et al., 2011).  

Co-morbidities are common in older age, and as noted in the literature, they too can 

complicate the diagnosis of asthma. Although, COPD in particular, due to considerable 

overlap with asthma, can challenge the distinguishing of symptoms. This may be 

common in cases of late onset asthma.  

Despite the availability of objective lung function testing, the efficacy for older adults 

is less successful. Cognitive impairment, reduced muscle strength, health literacy, 

significant patient errors and inabilities, as well as a lack of physicians and nurses who 

are spirometry-trained with older adults, impair the performance of testing, and 

consequently the confirmation of diagnosis (Braman & Hanania, 2007b; Hanania et al., 

2011; Rance et al., 2014; Yáñez et al., 2014).  

The knowledge identified in this part of the literature review has shown that the existing 

understanding about the diagnosis of asthma in older adults derives from the quantitative 

studies and systematic reviews with a medical context in mind. Those studies provided 
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very limited insights about older adult’s experiences with an asthma diagnosis, and in 

fact offered no understanding about how those individuals accept an asthma diagnosis 

and integrate it into their lives. Nevertheless, it is important to emphasise that 

understanding of an asthma diagnosis in older adults has mainly addressed the issues of 

individuals with a late onset asthma, whereas concerns of those with an LSA diagnosis 

were not addressed. It appeared that when discussing information about an asthma 

diagnosis in older age, the diagnosis of an LSA was either not considered or it was 

integrated alongside the information about the LOA. This suggests that LSA 

experiences regarding asthma diagnosis may be entirely unrepresented. The summarised 

literature suggested that an asthma diagnosis is a challenging process subject to 

complicated issues. Although, we are aware of the issues, there is no clear qualitative 

acknowledgement of the meaning of asthma diagnosis in older adults lives.  

In the next part of this chapter, the literature review focuses on the post diagnosis of 

asthma and provides information about how older adults live with asthma and manage 

it on a daily basis. As explained earlier, this part of the literature review covers a broader 

range of topics from where information about older adult’s experiences about living 

with asthma was sourced. Before turning to the specific topics that discuss literature 

about daily lives with asthma of older adults, it was important to attend to information 

about the burden of asthma in older adults and reflect on the concerning findings.  

 

 

2.5 Post-Diagnosis of Asthma in Older Adults: Daily Living and Management of 

Asthma 

2.5.1 The Burden of Asthma in Older Adults: Morbidity and Mortality 

The global average life expectancy has greatly increased, and in 2015, the longevity of 

the worldwide population reached 71.4 years (WHO, 2016). With people living longer 

and a high prevalence of older adults with asthma worldwide, by 2030 they will 

comprise 20% of total population reaching progressive acceleration (Cardona et al., 

2011; Gibson et al., 2010). 6-10% of population across developed countries include 

older adults with asthma, and for example, in the US, by 2050 asthmatics of 65 years 

and over will increase in number from 40 to 86 million (Moorman et al., 2007). 
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Therefore, it is more important to ensure that governments and public services of interest 

target the issues of older adults (United Nations, 2015), and in the field of asthma, 

address the increase in morbidity and mortality, and the profound impact on their quality 

of life. 

In the UK, since 1998, asthma deaths between the ages of 0 to 19 have noticeably 

declined, whereas for older adults of 75 and over the number of asthma deaths have 

greatly increased (Royal College of Physicians, 2014). Since 2001 to 2016, the trend in 

the age at which people have died from asthma in the UK was highest for individuals in 

ages 75-84 and 85+ (Asthma UK, 2018).  

A recently conducted epidemiological project that examined the influence of 15 major 

lung diseases across 12.6 million patients in the UK from 591 GP surgeries, found that 

in 2012 asthma was at the top for the incidence rate of new diagnoses reaching 160,090 

cases (British Lung Foundation, 2016). However, when mortality rates for asthma were 

compared, in the year 2012, of the total 1,246 deaths, 1,021 were adults over 65 and 

above.  

For example, in the national review of asthma deaths in the UK, between the period of 

2012 and 2013, of 195 deaths with a primary classification of cause as asthma, almost 

half were among individuals aged 60 years and over (Royal College of Physicians, 

2014). In the recent period of 2014 to 2015, of 1,302 deaths with the underlying cause 

of asthma, 1,083 deaths were of adults over 65 years old (Office for National Statistics, 

2017). Interestingly, the majority of these deaths (N=703) were in hospital settings, 

where hospital admissions for asthma are highest among older adults of 65 years and 

over. Worldwide trends are similar, particularly in the USA and Australia. Asthma 

deaths and hospitalisation rates of individuals over 60 years and older are amongst the 

highest (Goeman et al., 2011; Hanania et al., 2011; King & Hanania, 2010; Oraka et al., 

2012). Existing evidence suggests that despite the advances in asthma prevention and 

treatment, more than 50% of asthma deaths occur in older adults of 65 years and over.   

The underlying reasons for this burden on older adults are the factors of treatment non-

adherence, poor outcomes of care, underestimation and under-reporting of asthma 

severity, decreased cognition, depression, lack of education, and diagnostic confusion 

of asthma amongst older adults (Baptist, Talreja, & Clark, 2011; Braman, 2003; 

Cousens, Goeman, Douglass, & Jenkins, 2007; Oğuztürk et al., 2005; Reed, 2011). 
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These issues are well known and are mentioned in almost all systematic reviews about 

asthma in older age. However, the surprising concern is that these burdens are not 

resolved or lessened despite the years of work in improving patients care. It is hoped 

that by reviewing literature about older adult’s daily life experiences with asthma, these 

and any other issues will receive more proactive attention.  

 

2.5.2 Psychosocial and Health related Challenges with Asthma of Older Adults 

Long-term chronic illnesses can affect various aspects of people’s lives, including 

physical, psychological, and social wellbeing (Coulter, Roberts, & Dixon, 2013). Living 

with asthma can be problematic and cause a range of illness-related disabilities and 

experiences that can have a detrimental impact on the quality of people’s lives (British 

Lung Foundation, 2016; Cummella, 2016; Juniper, Guyatt, Ferrie, & Griffith, 1993). 

The life of an older person with asthma can be limiting, associated with increasing 

severity of asthma. It is reportedly associated with increased healthcare utilisation, poor 

control of asthma and depression (Huss et al., 2001; Jones et al., 2011; Oğuztürk et al., 

2005; Ross, Yang, Song, Clark, & Baptist, 2013; Yáñez et al., 2014). For example, a 

population-based study that examined asthma association with various mental disorders, 

such as depression, anxiety and dementia in older adults aged 60 years and over found 

that subjects with asthma had a higher prevalence for depression compared to non-

asthmatics (Ng, Chiam, & Kua, 2007).  

Asthma association with depression in older adults aged 65 years and over was found 

in another study that aimed to correlate quality of life, asthma control, healthcare 

utilisation with psychological, physical and demographic characteristics (Ross et al., 

2013). They found a link between the worsening control of asthma and increasing 

depression severity that linked with reduced quality of life that subsequently, linked 

with poorer functional status. Interestingly, living alone had associations with increased 

healthcare utilisation, including unscheduled physician or specialist appointments, 

suggesting that loneliness in the daily living with asthma can limit self-management of 

the illness. Furthermore, another study that examined the relationship of psychological 

status and quality of life with the severity of asthma in older adults with LSA (mean age 

of 66.3) and LOA (mean age of 67.6), found that subjects with LSA had greater anxiety 

and depression compared to those with LOA or healthy subjects (Oğuztürk et al., 2005). 
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In this study, asthma severity was directly linked with a reduced quality of life of 

individuals with LSA that was subsequently related to their poor psychological 

wellbeing, suggesting that older adults with asthma might have an increasing risk for 

depression. Other issues such as reduced health related quality of life of older adults 

aged 65 years and over was noted in another study (Arif, Rohrer, & Delclos, 2005). 

Individuals had self-limited their daily activities to reduce respiratory symptoms, thus 

leading to serious debilitating effects on their general health and wellbeing.  

This section has provided a snapshot of information about the type of challenges that 

older adults encounter in their daily lives with asthma. In comparison to Kleinman’s 

model of thinking about the meaning of illness experiences, the literature shared here is 

not exhaustive and does not communicate in-depth subjective perspectives of those 

affected. Instead, reading the existing literature with Kleinman’s framework in mind, it 

was easy to notice that knowledge about older adult’s daily living with asthma was 

fragmental and scattered across a variety of information sources with different aims and 

frameworks. 

One of the information sources that informed the content and structure of this part of the 

literature review was the asthma diagnosis and management guidelines alongside the 

available literature of interest. It was noted that a lot of the understanding about the daily 

living with asthma has fallen under the topics about asthma treatment, asthma 

management, patient-doctor relationship and self-management. Therefore, in the next 

part of this literature review, knowledge about older adult’s experiences of living with 

asthma are discussed within those areas.  

 

2.5.3 Experiences with Asthma Treatment: Adherence 

Asthma is a serious long-term condition that has no cure but only day-to-day 

management of symptoms. Adhering to asthma treatment and successful control of 

symptoms is one of the daily tasks that people have to live with. Nevertheless, this daily 

responsibility directly relates to the quality of life and health outcomes of people with 

asthma. In the lives of older adults these aspects are not always achieved (Dunn et al., 

2017; GINA, 2017; Wilson, Appleton, Adams, & Ruffin, 2005). The concept of 

adherence refers to patients’ commitment to follow and match prescribers’ advice and 

recommendations regarding therapy regime (National Asthma Council Australia, 2005). 



42 
 

It is also a process of reasonable negotiation between two parties regarding the plan of 

treatment, with particular consideration to the patients’ personal circumstances (e.g. 

preferences, concerns with asthma severity and treatment) and knowledge.  

The goal of adherence is for a patient to be able to achieve and maintain good health 

and asthma outcomes. For example, this involves ensuring that the patient has the 

understanding about asthma and the importance of the medication taking, is compliant 

with medications and techniques of inhaler use, refers to a Personal Asthma Action Plan 

(PAAP), attends follow up appointments and regular reviews, avoids triggers, monitors 

PEF and symptoms, and is health literate (BTS/SIGN, 2016; GINA, 2017).  

 

2.5.3.1 Experiences with Asthma Treatment Non-Adherence in Older Adults: 

Intentional and Non-intentional Factors  

The intentional and non-intentional forms of asthma treatment non-adherence is 

common in older adults. Non-adherence can severely impact people’s asthma severity, 

interfere with daily life experiences and cause challenges to health (Barua & O’Mahony, 

2005; Battaglia et al., 2016; Dunn et al., 2017; Gillman & Douglass, 2012b).  

Intentional non-adherence is described as a self-motivated behaviour when patients 

decide to not adhere to their prescribed treatment and instructions, and adjust their 

treatment (s) to suit their own needs and preferences (BTS/SIGN, 2016; Jones et al., 

2011; McDonald, 2010; National Asthma Council Australia, 2005). The reasons can be 

complex regimes, such as frequent dosage of multiple medications that interfere with 

daily activities, ‘anti-medication’ attitude and health beliefs, fear of side effects, fear of 

addiction, denial of asthma diagnosis and severity, dissatisfaction with patient-doctor 

consultations, social, cultural and religious factors, all of which can outweigh the 

benefits.  

Non-intentional non-adherence can happen due to the misunderstanding of instructions 

of medication prescriptions, forgetfulness, especially if a patient does not have a written 

PAAP, or difficulty having a routine approach to treatments. Regarding older adults 

with asthma, non-intentional non-adherence entails other contributing factors (Hanania 

et al., 2011; Ledford, 2013; Battaglia, Benfante & Scichilone, 2016; Yáñez et al., 2014). 

These include cognitive impairment and memory loss, readability of materials due to 
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vision impairments, hand strength and functioning for using the inhaler, difficulty in 

producing an adequate inspiratory flow, errors with inhaler technique, co-morbidities, 

polypharmacotherapy and drug-to-drug interactions (Byles, 2005; Gillman & Douglass, 

2012; Goeman & Douglass, 2007; Rance et al., 2014). Although these concepts of non-

adherence are distinctly defined and have different characteristics, evidence suggests 

that both types of non-adherence can occur and limit health outcomes.  

Some evidence has suggested that there is a connection between older adult’s low health 

literacy, perception of asthma illness (e.g. asthma is temporary) and medication beliefs 

(e.g. addiction) in relation to non-adherence, rather than a single factor (Federman et al., 

2014; Federman, Sano, Wolf, Siu, & Halm, 2009; Iosifescu, Halm, McGinn, Siu, & 

Federman, 2008; Soones et al., 2017). For example, a study that tested a link between 

low health literacy and asthma health beliefs related to poor medication adherence in 

older adults aged 60 years and over (N=420), has confirmed their hypothesis (Federman 

et al., 2013). They found that 36% of respondents had low health literacy, suggesting 

that some older adults lack the ability to comprehend health information and make 

appropriate health decisions. Regarding asthma health beliefs, more than half of older 

adults have endorsed beliefs that their asthma is only present when the symptoms are, 

with 29% believing that asthma is not a chronic condition, and 20% thinking that their 

doctor can cure it. Although individuals understood the necessity of adhering to asthma 

medications, their concerns and beliefs have influenced their decision. Communicating 

with and educating older adults regarding medication adherence is particularly 

important for health outcomes, but also for a person’s self-efficacy in being confident 

and knowledgeable when undertaking self-management strategies (Jones et al., 2011). 

This too can suggest that the quality of life with asthma is associated with how well 

people control and manage their asthma (Juniper et al., 1993), whether they have 

confidence in their ability to control the asthma and avoid exacerbations (Lavoie et al., 

2008).  

However, one of the most frequent reasons for treatment non-adherence in older adults 

is ineffective inhalation technique (Goeman & Douglass, 2007; King & Hanania, 2010; 

Rance et al., 2014; Westerik et al., 2016). A systematic review of 144 studies with 

patients receiving inhaled therapy for either asthma or COPD assessed the most 

common inhaler use errors with metered-dose inhalers (MDIs) and dry powder inhaler 

(DPIs) over a period of 40 years, from 1975 to 2014 (Sanchis, Gich, & Pedersen, 2016). 
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They found high errors that occurred due to poor coordination and speed with MDIs, 

incorrect preparation and no full expiration with DPIs, and no breath-hold post 

inhalation in both, MDIs and DPIs. Interestingly, this has not decreased over time, 

suggesting an existing barrier to good asthma control. These particular problems are 

well known with older adults (Sanchis, Gich, & Pedersen, 2016). A study  explored the 

use of DPIs in adults to determine the frequency of inhalation mistakes in relation to 

age, severity of airflow obstruction and previously received training in inhalation 

technique (Wieshammer & Dreyhaupt, 2007). Researchers found that the error rate in 

handling the inhaler significantly increased with age with 40% in older adults of 60 

years and over, and 60% in 80-year-olds. Success of DPI depends on full exhalation, 

rapid and deep inhalation, and at least 10 seconds of breath-hold, that a great majority 

of older adults who are fragile and have severe airflow obstruction cannot produce 

(Braman & Hanania, 2007b; Laube et al., 2011). Therefore, unsuccessful in achieving 

desired treatment outcomes.  

Interestingly, using an electronic diary and assessment of drug usage can help improve 

treatment adherence in older adults aged 65 years and over (Bozek & Jarzab, 2010). 

Educating and training older adults to acquire the skills and knowledge in using inhalers 

correctly are important aspects in attaining therapeutic efficacy (Gibson et al., 2010). 

This may require a tailored education that includes one-on-one coaching, including 

observation of device technique, verbal instructions, demonstration of correct technique 

and encouragement (Crane, Jenkins, Goeman, & Douglass, 2014). These aspects, 

compared to older adults who receive a pictorial brochure and usual care by practitioner, 

were found to improve inhaler use of older adults aged 55 years and over.  

 

2.5.3.2 Summary 

The evidence has suggested that successful daily life with asthma for older adults is 

associated with a range of challenges, such as depression, increasing severity of asthma, 

symptom control, and issues with treatment non-adherence. These factors can have a 

significant impact on older adults’ quality of life and health outcomes. This suggested 

that, whilst the pre-diagnostic journey of asthma in older adults is complex, post-

diagnostic life can also entail a variety of challenges and obstacles. Reflecting on the 

already summarised research, it was noted that there is limited evidence about how older 
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adults live with and experience their asthma. It was noted that the quality of life of older 

adults with asthma might be influenced by existing barriers such as issues with health 

literacy, asthma control, and treatment adherence. Although information about factors 

such as treatment adherence is necessary for a broader understanding of topics such as 

asthma control and quality of life, experiences with a chronic illness of asthma might be 

subjective and may highlight issues previously unknown.  

In the next section of this chapter, the literature review on the management of asthma in 

older adults is reviewed. This part of the literature review discusses literature about the 

management of asthma in older adults and considers aspects such as the importance of 

patient-doctor partnership and the existing barriers, and overviews strategies regarding 

the self-management of asthma in older adults. Understanding about how older adults 

live with and manage their asthma derived from the variety of studies of different 

designs and topics; this is one of the limitations of this field.  

 

2.6 The principles of asthma management  

The ultimate goal of asthma management is to achieve and maintain control of asthma 

long term (BTS/SIGN, 2016; NICE, 2017). Symptoms and the airflow limitation can be 

successfully resolved with medication or be absent for weeks, sometimes months. 

However, asthma can also have episodic flare-ups and exacerbations that can vary from 

mild to severe, and life threatening experiences causing sometimes, unbearable burden 

on people and the community (British Lung Foundation, 2016).  

For each patient, the management of asthma consists of the daily symptom control 

described as the control of current clinical manifestations, minimal use of the rescue 

medication, and prevention of the treatment side effects, as well as reduced future risk 

of asthma exacerbations and decline in lung function (GINA, 2017; National Asthma 

Council Australia, 2017; NHLBI, 2007). Although the severity of asthma is directly 

dependent upon the control of asthma, there are a number of components (e.g. 

pharmacotherapy), environmental (e.g. family’s support, doctor-patient partnership) 

and patient-dependent variables (e.g. medication compliance) that can successfully 

enhance the daily management of asthma, keeping the illness under control, or worsen 

the outcomes, if the support is limited.  
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According to Clark & Partridge (2002), an individual with asthma is at the centre of the 

circle within the management of asthma, and has a dominant role in his/ her illness 

control. However, they argue that significant others, such as children, immediate family 

members and associates, have a considerable degree of influence on improving the 

patient’s ability to manage the illness. For example, providing assistance with 

medication use. Furthermore, healthcare providers have a particularly important role in 

patients’ support systems. They often can act as coaches, aiding the understanding of 

illness management and supporting prevention of illness episodes. Additional circles 

within the management of an individual’s asthma, are contacts with work, school, 

communities that can influence or hinder the control of illness. Their input in raising the 

awareness of asthma and connecting people who need support and encouragement 

through community environmental set-ups can supplement or initiate new policies, 

strategies on a broader scale.  

Asthma management is shaped by various internal and external factors. However, to 

achieve and maintain long-term systematic control of asthma, and to successfully 

preserve the quality of life free of symptoms, a number of national and international 

illness treatment and management guidelines have been developed to offer best 

available approaches (BTS/SIGN, 2016; Chung et al., 2014; GINA, 2017; National 

Asthma Council Australia, 2017; NHLBI, 2007; NICE, 2017). These guidelines aim to 

reflect on the variable nature of asthma, and recognise the need for active illness 

monitoring, achieved in collaboration with a medical team and a patient’s proactive 

approach to self-management (Fingleton & Beasley, 2013). The major components of 

asthma management include:  

 Effective doctor-patient partnership in setting up and maintaining asthma 

management goals. 

 Assessment and monitoring of asthma control, risk factors and review of 

asthma drug treatment.  

 Building guided self-management education and skills training.  

The general principles of asthma management are the same for all levels of severity and 

phenotypes of asthma, including LSA and LOA. However, for older adults, the effective 

management of asthma is less successful than in younger counterparts due to ageing 



47 
 

related barriers, complications with co-morbidities, lack of education and under-

treatment (Gibson et al., 2010; Jones et al., 2011).  

Another limitation that can impair an older adult’s management of asthma is their 

exclusion from the major research trials, in particular from RCT’s of treatment 

effectiveness (Gibson et al., 2010; Melani, 2013). This is a worrying limitation because 

the majority of older adults are treated with medications that have not been assessed in 

older adults whose asthma may significantly differ in comparison to younger individuals 

(Battaglia, Basile, Spatafora, & Scichilone, 2015; Battaglia, Benfante & Scichilone, 

2016).  

It is proposed that older individuals with asthma might need a different approach to 

asthma management in order to consider their unique issues and to offer solutions 

tailored for their complexities (Dunn et al., 2017; Gibson et al., 2010; Goeman & 

Douglass, 2007; Melani, 2013; Ross et al., 2013). Others suggested that those with LOA 

and LSA might need to receive distinct initiatives and support for their management in 

order to maximise their health outcomes and wellbeing with asthma (Jones et al., 2011); 

given that for example, individuals with a longer duration of asthma may have higher 

risk for acute asthma exacerbations (Park et al., 2015).  

In the UK, specifically in England, The House of Care model was developed with an 

intention to promote holistic, proactive, and patient-centred care for people with long-

term and chronic illnesses (LTCs). The model explains that a patient has an active role, 

with a collaborative involvement of clinicians (Coulter, Roberts & Dixon, 2013). It 

suggests that goals, needs, and action plans for patients care with an LTC should be a 

process of shared decision-making, with healthcare professionals committed to a 

partnership working with patients. This strategy is also promoted with the illness of 

asthma (GINA, 2017; NICE, 2017; White, Paton, Niven, & Pinnock, 2017), and one of 

the major components of asthma management is an effective doctor-patient partnership.  

In the following section, information about the doctor-patient partnership with evidence 

on older adults with asthma is reviewed.  

 

 

 



48 
 

2.6.1 The importance of patient-doctor partnership  

The traditional approaches to healthcare where the doctor has a leading role in the 

medical decision making process on behalf of their patients, have long been challenged 

and perceived ineffective (Coulter, 1997). To date, healthcare systems have advanced 

towards a patient-centred care model that invites healthcare professionals to personalise 

the care of illness according to the individual patient’s values, needs, goals and 

experiences so that the best possible health outcomes would be achieved (Pomey, 

Ghadiri, Karazivan, Fernandez, & Clavel, 2015). Although an authoritative role and the 

influence of some medical staff can have an undeniable contribution to a patient’s care, 

an equal respect for a patients’ knowledge about their own health needs and a  

professionals’ expertise on treatment and care options, have proven more efficient and 

balanced care (Bradley, Sparks, & Nesdale, 2001; General Medical Council, 2014). 

Mutual decisions tailored to an individual patient’s preferences and lifestyle can 

enhance active participation in their own care and help develop the skills and confidence 

needed to achieve behavioural change in the self-management of long-term conditions 

(Horne et al., 2007; Wilson et al., 2010). For example, an observational asthma study 

that explored physician and patient partnership found that the more successful the 

partnership, the better the control of asthma achieved, including less disturbed sleep, 

fewer exacerbations, and a better quality of life (Small, Vickers, Anderson, & Kay, 

2010).  

The hallmark features of the person-centred care model for asthma are concerned with 

achieving and maintaining respectful, collaborative and shared goals partnership 

between patients, their families and healthcare professionals, while, in particular, 

valuing the patient’s concerns, beliefs and individuality (BTS/SIGN, 2016; GINA, 

2017). A shared goals partnership between a patient and a healthcare provider should 

begin at the time of a diagnosis and continue throughout the follow up care. A shared 

goals partnership is generalised and applied across various illnesses and severities, as 

well as age groups (Pollard, Bansback, FitzGerld, & Bryan, 2016). Older adults with 

asthma may particularly benefit from this approach, as the idea is to encourage patients 

to discuss their complex and unique needs, while recognising their sense of 

independence, and their central role in their asthma care. Recognising and valuing a 

person’s identity and circumstances (e.g. personal life, family contributions/ 

relationships, meaningful activities) is an imperative task that can support the 
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development of rational and realistic goals (National Asthma Education and Prevention 

Program Co-ordinating Committee, 1996).  

According to Williams, Haskard & DiMatteo (2007), ageing, despite the physical 

changes, can entail social, psychosocial, lifestyle and economic changes that can cause 

loneliness, vulnerability, stress, and other psychological morbidities. For example, 

social challenges such as, the loss of familiar roles, changes in family structures, death 

associated experiences (e.g. family, friends), decline in mobility, can lead to the 

deprivation of social involvement, as well as poor health outcomes. Researchers argue 

that effective communication and partnership between the clinician and the older person 

can be central to health care of vulnerable older individuals. In addition it can support 

the improvement of the quality of life, adherence to treatment, and help to establish 

helpful strategies to deal with psychosocial issues.  

For building an effective patient-doctor partnership, the clinician should explore the 

patients’ main reasons for the visit and their expectations, provide the opportunity to 

express concerns in a friendly, attentive and reassuring atmosphere, then after 

establishing the problem, provide structured and informative feedback in relation to 

diagnosis, treatment and prognosis; additionally agree on short and long-term treatment 

goals (Stewart, 2001). Delivering care in the person-centred approach, enables proactive 

monitoring of asthma symptoms and improves adherence to therapeutic regimes 

(Coulter & Ellins, 2007; Coulter, Kramer, Warren & Salisbury, 2013; Taylor et al., 

2014), reduces healthcare utilisation (Cabana et al., 2006;), and improves quality of life 

(Patel & Wheeler, 2014; Pinnock, Juniper, & Sheikh, 2005). In addition, patient 

satisfaction, confidence and trust with healthcare systems can also increase. People 

recalled being listened to and respected, which facilitated further participation in 

treatment decisions (Caress, Luker, Woodcock, & Beaver, 2002). Several trials tested 

the effectiveness of this approach, and confirmed that those who shared decisions on 

their asthma treatment and daily management were more likely to adhere to their 

pharmacotherapy and use lower dosages of rescue medication (Wilson et al., 2010), 

whereas those who felt abandoned by their doctors struggled to self-care for the asthma 

(Kielmann et al., 2010).  

An effective patient-doctor partnership with a patient-centred care approach is a 

detrimental asset in the management of asthma that can also influence the quality of life 
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outcomes. Understanding what facilitates and/ or hinders it might provide a better idea 

about people’s lives with asthma. In the next section of this chapter, information about 

the barriers to an effective patient-doctor partnership is reviewed with the literature on 

older adults with asthma.  

 

2.6.1.1 Barriers to effective patient-doctor partnership  

A patient-doctor partnership with a patient-centred care is a currently valued strategy 

for asthma care with patients of all ages. However, there are several barriers that can 

prevent effective partnership.  

For example, Williams, Steven & Sullivan (2011) found that after exploring and 

comparing asthma goals of both healthcare professionals and patients, both parties had 

similar goals, the degree to which those goals were described were different. People 

with asthma were less expressive and, therefore some of their goals were implied, 

abstract and vague. However, others had goals that were up front and explicit knowing 

the concrete result they wish to achieve. Interestingly, the majority of these goals were 

lifestyle (i.e. personal, social, work, family) related and perceived as mediating stages 

that would lead to a desired ‘end state’ (e.g. improvement of asthma in order to exercise 

with grandchildren). Healthcare professionals, however, challenged the reasonable 

agreement on shared goals by failing to acknowledge the legitimacy of patients and their 

behaviour, especially if the goals did not concord with theirs.  

Social distance between the patient and healthcare professional on topics such as, 

financial difficulties in affording asthma medication, or the impact of stress on asthma, 

is another obstacle (Moffat, Cleland, van der Molen, & Price, 2006; Newcomb, 

McGrath, Covington, Lazarus, & Janson, 2010; Patel & Wheeler, 2014). Patients who 

experience social inequality may avoid discussing non-medical issues, thus 

complicating their care and wellbeing. One study that compared primary care data from 

12 European countries has evaluated patient’s views and experiences with healthcare 

use. The value of assessment, ‘My GP should always take me seriously’, has scored 

highest, suggesting that peoples’ input in their care was highly desired (Groenewegen, 

Kerssens, Sixma, van der Eijk, & Boerma, 2005).  
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The international guidelines for asthma management suggests that, in order to strengthen 

the doctor-patient partnership, it is important to reduce communication errors and ensure 

that patient preferences are not neglected (GINA, 2017; National Asthma Council 

Australia, 2016; NHLBI, 2007). Furthermore, health professionals should have the skills 

in effective communication strategies such as, being sympathetic and paying attention 

to non-verbal communication cues. In addition, to ensure there is no undermining of the 

professional status of healthcare professionals, and of the patients’ knowledge and 

experience with their own illness, formulation and descriptions of patient-doctor roles 

should be established (Williams, Steven & Sullivan, 2011).  Nevertheless, elements of 

mutual agreement on treatment and care goals (Patel & Wheeler, 2014), and a review of 

the short term goals, as well as observation of whether a patient is moving towards long 

term goals (i.e. full control of the illness) (Clark et al., 1998, 2000) should be achieved. 

However, in contrast to younger adults, older adults face additional barriers that 

complicate the effective patient-doctor partnership. For example, older age individuals 

may be less keen on the idea of an active participation in their own care and prefer a 

passive role (Gibson, McDonald & Marks, 2010). According to Williams, Haskard & 

DiMatteo (2007), older adults are hesitant to open up about their issues, especially of a 

psychosocial nature, due to the concern of being a complicated patient. Remaining 

passive, respectful and reluctant to join in the decision-making processes about their 

health and care is an often-preferred strategy. Therefore, it is very important for 

clinicians to be aware of this obstacle and invite older adults to communicate.  

Further evidence has suggested that a lower preference for involvement in the shared 

decision-making partnership can be directly associated with age (Schneider et al., 2006). 

Older adults, due to the decreasing internal (control attributed to themselves) and 

external (control attributed to others outside themselves) health locus of control and 

increasing depression, believing that nothing can ever improve, had a lower preference 

for involvement. In these cases they have given decisional authority to their clinicians. 

Whereas younger adults and individuals with less severe illnesses had a higher 

preference for involvement.  

Caress, Beaver, Luker, Campbell, & Woodcock (2005) in a study that explored 

preferred and perceived level of involvement in treatment decisions of 230 adults with 

asthma, with an age range of 19 to 94, found associations with participant’s age. Older 
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adults with asthma preferred a passive role of participation. Older adults believed that 

because healthcare professionals have medical training, expertise, and experience, 

whereas older adults did not, that professionals should make an educated judgement 

about their asthma care.  

Other reasons included a reluctance from healthcare professionals and patients 

themselves. Older adults, particularly with LSA, can be reluctant when considering new 

approaches for asthma management due to settled ideas and beliefs over the years. 

Whereas healthcare professionals may be reluctant to invite older adults into a 

discussion for sharing knowledge (Jones et al., 2011). This can challenge consistency 

of the partnership and impair asthma care outcomes.  

Cultural beliefs, perceptions and influence from the patient’s support network and 

companions (e.g. family, friends) are other particularly significant elements that can 

compound or facilitate an effective doctor-patient partnership, as well as overall 

experience of self-managing the illness (GINA, 2017; Rosland, Piette, Choi, & Heisler, 

2011).  

Difficulties with health literacy, including cognitive impairment, depression, and low 

literacy skills in comprehending health related information can often result in the 

passive role of patient leaving a professional to decide treatment and care goals (Apter 

et al., 1998; Newcomb et al., 2010).  

 

2.6.1.2 Summary  

Review of the literature on the doctor-patient partnership has recognised the importance 

of achieving an effective partnership between a patient and a doctor. Further 

identification of the hallmark features of this partnership and evidence on the barriers 

have provided information about the detrimental effect that an ineffective doctor-patient 

partnership could have on illness management and person’s quality of life. As discussed, 

the core principles and ideas of the doctor-patient partnership are the same across the 

age groups. However, as noted in the evidence with older adults, there are unique 

challenges that can prevent successful implementation of this partnership.  

Older adults may be reluctant to communicate their concerns, and are less likely to 

participate in the decision-making processes about their care and asthma management. 
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Although this evidence has provided additional reasons to explain the under-

management of asthma in older adults, there was no in-depth understanding of the 

perspectives and experiences of older adults regarding this matter. In particular, in the 

majority of studies, older adults were grouped together with younger age individuals 

who may have different views and preferences, as well as attaching a different meaning 

to asthma. There is a limited consideration of individual differences and unique 

circumstances of older adults with asthma regarding the doctor-patient partnership. 

Therefore, in order to understand a broader perspective of their communications with 

asthma practitioners, and the nature of their asthma care, further explorations are 

needed.  

In the next section of this chapter, another component of asthma self-management is 

discussed. In the first instance, this major element of asthma management was 

described, and then reviewed with evidence for older adults. Current policies and most 

models of care for those with long-term chronic illnesses integrate self-management 

strategy as the core element for managing their illnesses (Carrier & Newbury, 2016). 

Self-management helps to move away from focusing on the disease and cure, to helping 

the patient develop skills and abilities for the everyday control of the illness, including 

managing the symptoms, adhering to treatment, and dealing with various physical and 

psychosocial challenges.  

 

2.7.2 The importance of self-management  

The concept of self-management refers to patient’s ability to monitor one’s condition 

and acquire necessary knowledge and skills to be able to make substantial routine 

changes and achieve positive quality of life with a chronic illness (Barlow, Wright, 

Sheasby, Turner, & Hainsworth, 2002; Tousman, Zeitz, & Taylor, 2010). Although all 

chronic illnesses, including diabetes, heart diseases, arthritis as well as asthma, have 

unique features and demands, strategies for successful self-management are similar. 

Symptom monitoring and control, management of medication regimes, maintenance of 

normal activity and diet, interaction with healthcare providers and knowing when to 

seek help, as well as lifestyle adjustments, are necessary skills to be able to deal with a 

number of challenges and successfully self-manage chronic illnesses (Harris & Wallace, 

2012; Taylor et al., 2014).  
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A qualitative study that explored the perspectives of the four key stakeholders (N=174) 

(i.e. patients, family care-givers, healthcare professionals, and commissioners) about 

conceptualising what it means to be a ‘good’ self-manager, using three long term 

conditions of diabetes, stroke, and colorectal cancer, has identified three traits (Ellis et 

al., 2017). Firstly, being remoralised, and taking great responsibility and fulfilling moral 

obligations by doing best in managing health. Secondly, being knowledgeable in 

information sourcing and understanding the risks associated with one’s condition. 

Lastly, being active in utilising knowledge and skills in self-management and being less 

dependent on healthcare professionals, being able to make wellbeing related decisions 

to comply or not. These traits related to lower welfare dependency, self-governing of 

own health and exercise of self-agency.  

Self-management entails tasks and actions that people must undertake to accommodate 

and manage their illness in accordance with a treatment and care plan. However, it is 

only effective if patients are equipped with knowledge, and has the skills as well as 

attitude to successfully integrate and maintain an effective management of asthma 

(Corben & Rosen, 2005; Grady & Gough, 2014; NHS England, 2017). However, for a 

patient to become an ‘expert’ and empowered to manage their own illness and solve 

challenges, patient education and integration of knowledge is an important strategy of 

self-management (Carrier & Newbury, 2016).  

Self-management programmes are of increasing importance due to their successful 

outcomes in promoting self-monitoring and self-control of patients, regular doctor 

appointments, active use of an asthma action plan, and have shown consistent 

enhancement in reducing asthma morbidity (Gibson, Ram, & Powell, 2003; Jones et al., 

2011; McGhan, Cicutto, & Befus, 2005). Enhancing the patient’s sense of self-control 

and responsibility, reinforcing education of the self-management of asthma tailored to 

the needs and complexities of older adults can indispensably help them achieve a better 

life with asthma, and motivate them for continuous self-management (Durna & Ozcan, 

2003; Huang, Li, & Wang, 2009; Klein et al., 2001).  

A review that has summarised 18 adult (ages 16 to 75) self-management education 

programmes reported that programmes delivered by healthcare professionals and via 

resources such as, video tapes, books, brochures in the format of individual or group 

learning have improved health outcomes across several distinct categories (Clark & 
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Nothwehr, 1997). For example, asthma knowledge, including benefits of medications, 

psychological status, including less depression and more confidence in managing 

asthma, and a reduced perception of disability. Furthermore, other beneficial effects 

included improvement in medication regimes and more effort in controlling triggers, 

physical improvement, including fewer symptoms and an increase in physical activity. 

Reduced healthcare utilisation, including medication needs, physician and emergency 

visits, and hospitalisations were also reported. Similar findings were noted in another 

review of 36 RCTs of asthma self-management educational opportunities for adults (16 

and over) (Gibson et al., 2002). Programmes that involved information provision, self-

monitoring of PEF or symptoms, regular medical reviews, and a written asthma action 

plan has reduced urgent healthcare use, hospitalisations, days lost of work, nocturnal 

episodes of asthma, and improved quality of life. A reduction in urgent healthcare use 

by 21% was noted in another review of 33 complex interventions (e.g. multiple 

professionals, individual/ group, rehabilitation, psychological therapy, social 

intervention) with 4246 adults with asthma, with mean age ranging from 18.4 to 72.8 

(Blakemore et al., 2015). They found that interventions of general education, relapse 

prevention and skills training have particularly reduced urgent healthcare use. This 

suggested that integrating these techniques into daily asthma self-management can limit 

strenuous usage of healthcare but also reduce negative factors of depression and anxiety 

that worsen health outcomes, including quality of life, and medication adherence.  

In another study with older adults aged 65 years and over, researchers found that after 

evaluating the efficacy of asthma education using a peak flow meter, an asthma action 

plan, and the asthma course, short-term (e.g. symptoms of one week) and long-term (e.g. 

asthma attack) outcomes of asthma were no different to those who did not have 

educational opportunities (Baptist, Talreja & Clark, 2011). Previous research has 

emphasized the importance of disease specific education programmes, and reported 

improvements in the outcomes of healthcare use and health of patients (Marabini, 

Brugnami, Curradi, & Siracusa, 2005; van der Meer et al., 2009). However, because 

educational asthma materials were not tailored to unique circumstances of older adults, 

control of the illness did not improve (Baptist, Talreja & Clark, 2011).  

The outcome of another RCT showed that after aiming to improve asthma control and 

medication adherence of older adults aged 55 years and over, improvements were found 

across several aspects (Goeman, Jenkins, Crane, Paul, & Douglass, 2013). These 
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included improved asthma control, adherence to medication, quality of life outcomes 

and an increased ownership of an asthma action plan, a tool assisting the self-

management of asthma. Their educational opportunity was person-centred using a 

Patient Asthma Concerns Tool (PACT), and covered a range of topics promoting better 

health outcomes. Topics of diagnosis, asthma treatments and the use of rescue 

medication, prevention of exacerbations, strategies of asthma management and 

importance of an action plan, as well as instructions on correct inhaler techniques and 

additionally, opportunities to discuss any other concerns were face-to-face. Whereas the 

control group that received this education opportunity via written brochure-only-

information did not achieve as successful outcomes. This suggests that developing 

person-centred education interventions of self-management of asthma is particularly 

valuable in enhancing older adults’ complex health outcomes, improving their 

wellbeing, educating them and improving health literacy, but also for supporting skills 

development for daily management of asthma.  

A person-focused self-regulation intervention with older adults (N=70) aged 65 years 

and over was designed to explore the effectiveness of reported significant patient 

changes and improvements (Baptist, Ross, Yang, Song, & Clark, 2013). A control group 

received standard asthma education on the topics of inhaler techniques, asthma triggers, 

assessment of asthma control and signs of exacerbations. Additionally they received an 

education guide, and two telephone calls from an allergist to address inquiries regarding 

information received at the start of the programme. This was compared with an 

intervention group that in addition to asthma education and a guide, have completed a 

6-week programme where people were able to select a unique asthma problem they 

wanted to address, and with assistance of a health educator, developed a routine plan to 

achieve a desired objective. Additionally, people were educated on how to manage and 

prevent asthma problems, self-monitor their symptoms and peak flow, and received 

three individual telephone sessions where person-specific concerns such as 

comorbidities, spousal care, and polypharmacy were discussed. Being able to discuss 

person specific problems has proved an effective enhancement of the quality of life, 

asthma control, and decreased healthcare utilisation, particularly unscheduled visits. 

Quality of life is an important measure of person’s life with a chronic illness (Marks et 

al., 2015). These findings have strongly suggested that encouraging older adults to self-

observe, judge and react to their specific asthma concerns and goals, but also for 
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physicians to provide support targeted to people’s needs, can improve health outcomes 

and promote self-efficacy of older adults (Baptist, Ross, Yang, Song, & Clark, 2013).   

Other researchers suggest that approaches using telephone calls to help older adults 

improve their asthma, aid symptoms monitoring, and reduce urgent healthcare use can 

be efficient and improve the outcomes of asthma management (Barlow, Singh, Bayer, 

& Curry, 2007; Patel, Saltoun, & Grammer, 2009). Huang et al. (2009) carried out an 

RCT with older adults with asthma to examine the effectiveness of two individualised 

self-care education programmes across three groups. Outcomes were compared in the 

group of usual care that entailed a self-learning video about asthma. Then in an 

individualised education group, where patients received written summaries of their 

individual asthma care, a brochure on asthma self-care and a weekly follow-up call. 

Lastly, in the former education group, that in addition has received training on PFM. 

Researchers found that older adults in the individualised education groups demonstrated 

improvement in asthma competency of self-care and self-efficacy, and better lung 

function, compared to the standard care with no individual-focused approach that could 

support and benefit behavioural change of older adults.  

Tousman, Zeitz & Taylor (2010) also supported the idea of patient-centeredness 

undertaking a learner-centred self-management group programme with adults (N=21) 

of ages 19-74 for a period of 7 weeks. The aim was to encourage learners to accept 

responsibility for managing their asthma and to observe if the programme could assist 

with psychological variables of depression, asthma self-efficacy, improve asthma 

control, and enhance quality of life. Interventions that entailed an interactive discussion 

of personal stories, social support, problem solving skills, and behavioural change 

techniques highly enhanced the physical and psychological wellbeing of participants. 

Findings were not older age specific but this type of integrated self-management 

education with a proactive involvement of a patient was an efficacious strategy that 

changed people’s lifestyles with asthma.  

Ideas about the tele-healthcare have been noted in the updated NICE guidelines for 

asthma diagnosis, monitoring and chronic management (National Institute for Health 

and Care Excellence, 2017). Although, telephone interviews and internet-based support 

is described as a cost effective and convenient approach for adults, young people and 
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children, no consideration of the effectiveness and availability is considered for older 

adults.  

 

2.7.2.1 Summary  

Asthma self-management education programmes are particularly important 

opportunities that help the patient to improve their skills and knowledge in managing 

their asthma and taking more control. Importantly, they can enhance people’s quality of 

life and improve their psychological wellbeing. However, most of the reviewed 

evidence has limitations related to the inclusion of older adults; a concern previously 

discussed in earlier sections of this chapter. Studies had a wide age range with a cut-off 

for a maximum age (e.g. 16-75 years), and also excluded contributions from people 

older than 75 years old. Furthermore, other studies have exercised a strategy of 

classifying older adults into one group (e.g. 55+, 65+) and generalising findings with no 

consideration to potential differences of other older ages. Although there is a variety of 

studies regarding asthma self-management educational opportunities, the evidence for 

older adult groups is scarce. Nevertheless, findings in most of these studies has derived 

from quantitative methods that beyond numerical findings do not tell the story of how 

these people experience and perceive their lives with asthma.  

In the following section, findings about the personalised asthma action plans (PAAP) is 

discussed with evidence for older adults. PAAP is an integral component of the effective 

self-management strategy (BTS/SIGN, 2016; GINA, 2017). PAAP is a set of 

instructions that assists patients with their daily management of asthma, including 

recognition of signs of exacerbating symptoms with suggestions for further action. 

Therefore, it is important to address the efficacy of this tool, and review the existing 

understanding with older adults. 

 

2.8.3 The importance of a personalised asthma action plan (PAAP)  

PAAP is regarded as a standard practice in the care of asthma, and it is recommended 

to all asthma patients regardless of their age or illness severity (BTS/SIGN, 2016; 

GINA, 2017; National Asthma Council Australia, 2016; NICE, 2017). PAAP includes 

clear guidance on how a patient can alter and self-adjust the treatment. For example, 
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advice on increasing inhaled corticosteroids (ICS) and considering adding oral steroids 

(OCS) in response when asthma is getting worse and interfering with daily tasks, 

needing more reliever medication, when symptoms are substantially worse and increase 

difficulty breathing, when PEF is below an agreed norm, or in asthma emergencies.  

The content and appearance of PAAPs may vary to some extent, but the key principle 

is to convey information about the deterioration of asthma and medication use according 

to circumstances, knowing when to seek medical assistance (Carnegie & Jones, 2013). 

Typical PAAPs represent the control of asthma according to the ‘traffic light’ system 

consisting of green, yellow and red colours (GINA, 2017; Tolomeo, 2013). The green 

zone represents daily actions that help achieve and maintain good asthma control, 

yellow informs patients about increasing reliever medication use, and advises when to 

see healthcare providers, and red outlines the steps to take in the situation of an asthma 

attack (Asthma UK, 2016). In addition, instructions on asthma triggers, when and how 

to get help, for example, out of hours, and information on the last and next asthma 

review appointment are considered.  

For an asthma action plan to be effective, others suggest that plans should clearly state 

the goals that patients wish to achieve such as, reducing asthma symptoms and risk of 

adverse effects, functional restrictions, and burden on the quality of life, including 

emotional wellbeing and coping (Kelso, 2016).  

Studies have shown that when PAAPs are part of self-management education, 

improvements are noted in reduced asthma exacerbations, thus fewer emergency 

department visits and hospitalisations (Taylor et al., 2014; Tolomeo, 2013), fewer days 

of restricted activities, improved quality of life and self-confidence in being able to 

control asthma symptoms are reported (Jones et al., 2011; Perneger et al., 2002).  

A review that compared asthma action plans as part of asthma self-management 

education with the usual care, found 17 studies that used individualised written asthma 

action plans incorporating education, self-monitoring, regular medical review, while the 

remaining 4 studies were incomplete, and 5 used non-specific action plans (Gibson & 

Powell, 2004). Individualised written action plans that advised people on 2-4 action 

points, with recommendations for the medication use for asthma exacerbations, had 

consistent improvement in asthma health outcomes.  This suggested that variables 

within the PAAPs are also important for influencing the overall use of an action plan.  
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Limited ownership of an asthma action plan can play a detrimental role in limiting 

patients health outcomes, preventing successful care of asthma, and reducing patients 

satisfaction with their physicians (George, Campbell, & Rand, 2009; Holgate, Price, & 

Valovirta, 2006; Hussein & Partridge, 2002). A study that investigated physicians’ 

knowledge and application of self-management strategy in asthma care found that of 

1,039 physicians and pulmonologists, who were invited to participate only 352 

responded, of whom only 24% provided patients with an asthma action plan (Steurer-

Stey, Fletcher, Vetter, & Steurer, 2006).  

Factors that can either sustain or enhance the use of an asthma action plan are usually 

related to a mismatch between what patients want and need, and what is offered by a 

healthcare professional (Ring et al., 2011). For example, believing that only educated, 

motivated patients with controlled asthma can follow the plan or struggling to decide 

the priority between long-term asthma care goals or short-term. However, customising 

goals to meet the needs and issues of patients living with long-term conditions, 

encouraging self-management skills, and promoting patients’ autonomy and doctor’s 

responsibility can facilitate better discussion and promote the usage of action plans 

(NHLBI, 2007; Ring et al., 2011).  

Evidence for older adults is however scarce. The main principle of PAAP is similar 

across the ages, however, existing insights from various studies have suggested that 

older adults face challenges of under promotion and under use of an asthma action plan 

(Carnegie & Jones, 2013; Cousens et al., 2007; Gillman & Douglass, 2012a; Huang et 

al., 2009; Jones et al., 2011; Yáñez et al., 2014). Most knowledge regarding the asthma 

action plan use derives from a wide age range studies that do not distinguish potential 

differences between younger and the older. Main reasons are due to misperception of an 

asthma severity, misunderstanding about the benefit of an action plan as they learnt to 

live with asthma and have low expectations of asthma care in general, and the lack of 

knowledge and confidence in using the plan in cases of asthma exacerbations. 

Furthermore, older adults experience management challenges with other health 

conditions. This is a particularly concerning experience with very little research. The 

current asthma diagnosis and management guidelines regarding the self-management of 

asthma do not consider challenges of older adults. This may suggest that a non-

consideration of challenges of older adults might too discourage people from using 

asthma action plans.  
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2.8.3.1 Summary  

The literature review has addressed the importance of using a PAAP for patients with 

asthma. However, there are disparities specific to older age regarding the 

implementation of PAAP. PAAP is an important element of the self-management 

strategy that can improve health and asthma related outcomes, and motivate individuals’ 

self-efficacy in self-caring for asthma. Advice from the review studies with older adults 

have suggested limited information. However, they emphasised that in order to promote 

the use of actions plans, focus should be tailored to the benefits and significance for 

older adult’s health outcomes.  

 

2.9 Summary of the literature review, rationale, study aims and objectives  

2.9.1 Summary of the literature review and rationale 

The aim of this literature review was to provide a better understanding about the 

previous research on the course of asthma in the lives of older adults and to identify the 

missing knowledge gaps regarding older adults’ experiences of living with asthma.  

In response to the first objective of this literature review, it can be suggested that the 

description of the two phenotypes of asthma in older adults informed that there are 

important differences and a lack of research. It was noted that older adults with LSA 

experience more severe asthma symptoms in comparison to those with LOA. However, 

most research considers both phenotypes under one category. Therefore, the importance 

of researching LSA and LOA as two separate phenotypes of asthma in older adults has 

not received appropriate consideration. Nevertheless, most knowledge about the 

processes of asthma diagnosis related to the LOA diagnosis, whereas the processes with 

the LSA diagnosis lack understanding.  

In response to the second objective that focused on exploring the understanding of the 

challenges with an asthma diagnosis in the lives of older adults, important issues were 

identified. Firstly, it was noted that a lot of the understanding derived from quantitative 

design studies and systematic reviews with a medical context in mind. Asthma in those 

studies was viewed as a disease with a set of narrow technical issues that need fixing, 

whereas illness complaints, experiences and perspectives about how older adults view, 

accept and integrate asthma diagnosis into their lives were not addressed. Those studies 



62 
 

provided fragmental ideas about being diagnosed with asthma with no clear 

differentiation between the phenotypes of asthma or the stage of asthma diagnosis in 

one’s life course. 

In response to the third objective that explored the literature about older adult’s day-to-

day living with asthma, essentially the life with a post-diagnosis of asthma, several 

issues were noted. Firstly, similar to the first part of this literature review, knowledge 

about older adult’s daily lives with asthma derived from quantitative design studies with 

a mixture of aims. This observation is related to the fact that people’s daily lives with 

asthma are understood through the medical scope and focused on areas such as asthma 

management and asthma care. For example, illness complaints and suffering that 

involve a person’s social and personal contexts that can better inform about the meaning 

of one’s life with this chronic illness were not addressed. Secondly, there were issues 

identified in the first part of this literature review that were not addressed in the literature 

of the second part. For example, experiences of living with asthma and other co-

morbidities were not explored in-depth. Apart from an observation that having asthma 

and other illnesses is subject to treatment and management issues such as drug 

interactions and polypharmacy, there was no recognition of how older adults experience 

this strain in their lives. Thirdly, information about older adult’s life with a post-

diagnosis of asthma consisted of short descriptions with no consideration of unique 

interpretations. Kleinman proposed that short vignettes of people’s experiences may 

provide superficial ideas about the meaning of people’s lives with an illness. Therefore, 

detailed accounts that can tell more about unique experiences with an illness are 

preferred. Lastly, most evidence was gathered from the studies with a wide age range 

that did not consider unique differences of older adults. Experiences of younger adults, 

and especially children, may completely differ from those of older adults. Therefore, 

existing treatment strategies and management approaches may be irrelevant and 

unsuited to the requirements of older adults. Furthermore, the majority of knowledge on 

asthma in older adults has derived from studies conducted in Australia and the USA, 

whereas little is investigated with older adults in the UK, where the healthcare system 

is different, and so are the expectations and outcomes of asthma care (British Thoracic 

Society/ Scottish Intercollegiate Guidelines Network (BTS/SIGN), 2016; National 

Institute for Health and Care Excellence (NICE), 2017). 
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Expanding  the understanding of this topic from the perception of the older generation, 

will not only inform what it is like to live with this illness for older persons, but will 

also explore the different insights of those diagnosed with asthma since their childhood 

or early adult years. The journey to an asthma diagnosis from the perspective of 

individuals who may have been diagnosed between 50 to 70 or more years ago is likely 

to have changed over the time. Learning about these unique differences, and their 

current experiences with asthma will help to advance the knowledge, with beneficial 

implications to public and healthcare services of interest.  

 

2.9.2 Study aims and objectives  

The above identified knowledge gaps and limitations regarding the methodological 

work providing a rationale for undertaking qualitative research in this field that is 

discussed in this thesis.   

The aim of this thesis is to explore and explain the meaning of asthma illness 

experiences in the lives of older adults’ with an LSA and LOA. This is done by 

investigating people’s positive and negative psychosocial and health related illness 

experiences and perspectives of living with asthma in the context of asthma diagnosis 

and the current daily living with the illness. The element of the lifespan perspective 

regarding the course of asthma is an important contribution to the findings of this study. 

There is a lack of research that explores older adults’ lives with asthma from the start 

when it was diagnosed to their day-to-day experiences. This perspective adds novel 

ideas about the experiences of the chronic illness of asthma. Furthermore, it is important 

to emphasise that this exploration was conducted with older adults with long-standing 

asthma and older adults with late-onset asthma. Separating older adults with asthma into 

two groups based on their asthma phenotype is an important element of this thesis. It 

adds novel perspectives about the illness of asthma in older age. 

 

In the first stage in the research, the aim was to synthesise the findings from previous 

qualitative research studies to examine the current state of knowledge about the living 

experiences with asthma of older adults and inform the next stage of the research. The 

objectives of this were:  
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1) To systematically identify and synthesise existing worldwide qualitative evidence of 

the psychosocial and health related experiences, perspectives and ideas of living with 

and management of asthma of older adults of 60 years and over to provide a systemised 

understanding about the living experiences with asthma of older adults.  

2) To identify areas that require further research exploration through a primary 

qualitative study.  

3) It is important to mention that after the preliminary work of the systematic review, 

another objective was identified. It related to the observation of wide age range studies. 

It was decided to compare and contrast the psychosocial and health related experiences 

of living with asthma of adults over 18 years, but less than 60 years with older adults of 

60 years and over with an aim to identify any similarities and differences in their 

experiences. Evidence with younger adults with asthma may contain important learning 

points for older adults with asthma. Nevertheless, a comparison approach might enable 

new perspectives about the living with asthma that were previously unknown.   

 

In the second stage of the research, the aim was to explore the psychosocial and health 

related illness experiences related to older adult’s journeys with an asthma diagnosis 

and illness experiences of their current lives with asthma. This involved an original 

qualitative study. The study addressed issues that arise out of the meta-synthesis, and it 

is an important contribution for the existing knowledge gap. The objectives of this were: 

1) To carry out in-depth telephone interviews to explore the missing understanding 

about the psychosocial and health related experiences of living with asthma of older 

persons in the context of asthma diagnosis and current living with the illness. 

2) To explore the above described illness experiences between people with LSA and 

LOA and using a narrative approach of analysis to provide an in-depth understanding 

about the meaning of asthma illness experiences in their lives. 

3) To identify the theoretical and clinical implications for further research work and 

practice improvement.  
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CHAPTER THREE 

 

Exploring the perceptions and experiences of older and younger adults with asthma: a 

meta-synthesis of qualitative studies 

 

3.1 Background Information: Why a Meta-synthesis is needed?  

Understanding the experiences of living with asthma is complex. It derives from the studies 

of varied designs and methodologies, with different aims.  

Several reviews about asthma in older adults have covered the broad issues of diagnosis, 

treatment and control of symptoms (Gibson et al., 2010; Hanania et al., 2011; Battaglia, 

Benfante & Scichilone, 2016; Yáñez et al., 2014). However, despite the focus on the medical 

aspects, the majority of evidence has derived from quantitative design studies that did not 

inquire into older adults’ experiences of living with asthma, nor looked at the differences 

and similarities between those with an LSA and LOA. Another concern is related to asthma 

diagnosis and management guidelines. Most of the evidence has been gathered with younger 

age populations that may have different personal and asthma-specific needs (Carnegie & 

Jones, 2013; Cousens, Goeman, Douglass, & Jenkins, 2007). Currently, existing reviews 

provide limited insights into how older adults live, manage and cope with their asthma 

(Jones et al., 2011; Miles et al., 2017).  

Improving knowledge of asthma in older adults can be undertaken using other approaches, 

such as qualitative research. Qualitative research is an effective tool to seek and analyse a 

deeper meaning behind complex human attitudes, beliefs, illness experiences, and suffering 

(Braun & Clarke, 2006; Noyes et al., 2013; Robson, 2011). In addition, qualitative research 

can play a role in social policy development (Ritchie & Ormston, 2013). In the context of 

asthma, exploring the experiences of older adults can further the understanding of their lives 

with asthma, including the range of needs that they might have. However, in order to 

identify specific gaps in knowledge for further research but also to examine the available 

literature in the field, synthesis of qualitative research can be a valuable approach to take 

(Booth, 2016; Noyes et al., 2013).  
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3.1.1 Meta-synthesis of qualitative research  

The increasing volume of qualitative studies can sometimes overwhelm, particularly as they 

are specific in context and produce different findings (Barnett-Page & Thomas, 2009; 

Sandelowski, Docherty, & Emden, 1997). Combining and synthesising individual studies 

can help transfer existing evidence in a consumable format ready for the use in informing 

policy and practice (Bearman & Dawson, 2013; Seers, 2012). In addition, it can reduce 

replication of research and identify novel ideas (Mohammed, Moles, & Chen, 2016b; Singh, 

2017).  

Meta-synthesis is an umbrella term for the synthesis of findings across multiple qualitative 

studies that is used to create description and critique in an integrated body of knowledge 

(Dixon-Woods, Agarwal, Jones, Young, & Sutton, 2005; Finfgeld, 2003; Walsh, & Downe, 

2005). The Cochrane Qualitative and Implementation Methods Group suggests that 

Qualitative Evidence Synthesis (QES) is the umbrella term for all types of the qualitative 

systematic reviews (Noyes et al., 2013). However, despite the use of different terminology, 

the value of qualitative research and its influence for policy development and practices are 

recognised (Cabana et al., 2006; Carroll, 2017; Gülmezoglu, Chandler, Shepperd, & Pantoja, 

2013). 

 

3.1.2 Using a meta-aggregation approach  

There is a broad variety of approaches for conducting a meta-synthesis, of which some may 

have limited procedural guidance and dissonance surrounding its methodological rigour 

(Zimmer, 2006). The Joana Briggs Institute (JBI) approach of meta-aggregation is 

increasingly applied in health and social research and is based on the principles of the 

Cochrane Collaboration’s approach to systematic reviews of effectiveness (Hannes, 2017; 

Munn, Porritt, Lockwood, Aromataris, & Pearson, 2014; The Joanna Briggs Institute, 2014). 

The JBI approach of meta-aggregation is considerate of the qualitative research traditions, 

and in particular, it recognises the practicality of using primary authors’ qualitative findings 

without aiming to re-interpret or re-conceptualise them. It offers a reliable representation of 

the primary studies’ qualitative findings, thus ensuring transferability.  

The underpinning idea of the JBI approach is to develop generalizable statements that come 

in the form of recommendations (i.e. lines of action) for healthcare practitioners and policy 

makers (Munn, Tufanaru, & Aromataris, 2013; Pearson, 2010). These lines of action are the 

actual outcomes of the synthesis.  
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The philosophical foundation of the JBI approach is pragmatism focused, and it does not 

aim to produce the theory (Hannes & Lockwood, 2011). Instead, it looks for practicality and 

produces synthesised findings that are immediately ready for practical use (Korhonen, 

Hakulinen-Viitanen, Jylhä, & Holopainen, 2013). It argues that the value of any proposition 

and idea is determined by the practical usefulness.  

Meta-aggregation emphasises the importance of assessing methodological quality of the 

studies for inclusion in the synthesis to ensure there is no risk of bias (Hannes & Lockwood, 

2011). The approach has a three-phase procedure that involves the extraction of qualitative 

findings from included studies, in the forms of themes, phrases and metaphors with 

supporting participants’ quotes. These findings are then, based on their commonalities in 

meaning, aggregated together on the level of categories, that finally comprises a set of 

synthesised statements, the lines of action.   

 

3.1.3 Comparison group of younger adults  

The aim of this meta-synthesis was to systematically synthesise available primary 

qualitative studies with older adults with asthma, which focused on their experiences of 

living with, and managing asthma. However, in order to offer a broader scope of the 

findings, and to learn how people of different ages live with their asthma, this meta-

synthesis had an additional aim to compare and contrast findings of older adults with those 

of younger age. It was hoped that comparing findings of two separate age groups would 

shed light on to further recommendations for managing asthma in older adults, and may 

provide new examples about what it is like living with asthma.  

A recently conducted systematic review of the qualitative studies that explored experiences 

of adults with asthma identified 26 studies that formed 20 categories and overall 4 

synthesised findings (Pickles et al., 2018). However, the included studies involved 

individuals as young as 14 years of age to those in their later 70s. Although they excluded 

findings related to children and set a cut-off point of 18 years, the findings reported might 

be contradictory. Their inclusion criteria has included a wide age range assuming that all 

ages might encounter similar experiences. Furthermore, the approach used in their meta-

synthesis was not clearly identified, and instead was referred to as a systematic and iterative 

method. The authors have captured the multiplicity of experiences and contributed broad 

knowledge about living with asthma as the first systematic review of qualitative literature 

in this field. However, what the current meta-synthesis added to this field was the clear 
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comparison and contrast between the two age groups, and a systematic approach to the 

evidence. Some existing evidence argues that the management of asthma in older adults 

might be different from that in younger adults (Carnegie & Jones, 2013; Gibson et al., 2010; 

Jones et al., 2011). Recognising those differences and clearly identifying similarities 

between the two can contribute a new set of knowledge, and help asthma care providers to 

better understand the needs of different age groups. Additionally, this can aid a better 

understanding of how qualitative studies with older and younger adults were conducted, and 

what (if any) further improvements should be noted.  

 

3.2 Review objectives/ Review questions  

The objective of this meta-synthesis was to identify and synthesise qualitative literature on 

the living experiences of older and younger adults with asthma. Identifying experiences of 

two different age groups allows comparison and contrast of any similarities and differences 

in relation to the experiences of living with asthma. This will then subsequently provide a 

better understanding of the unmet needs of older adults, and identify gaps in areas for further 

research work.  

This meta-synthesis involved the following methodological steps to ensure the credibility 

and reliability of the review process: (1) formulation of question(s); (2) systematic literature 

search; (3) selection and screening of studies; (4) critical appraisal of studies; (5) data 

extraction; and (6) synthesis, to produce a comprehensive qualitative meta-synthesis; (7) 

development of recommendations for policy or practice. 

 

3.3 Inclusion criteria  

For this meta-synthesis, primary studies were sought that used any qualitative 

methodologies including, but not limited to, designs such as phenomenology, grounded 

theory, ethnography, action research, feminist research, narrative psychology, and had 

empirical data on older or younger adults with asthma in the context of primary or secondary 

asthma care. Studies were included if they explored and described participants’ perceptions, 

experiences and understandings of their daily living and management of asthma. 

Furthermore, studies were included that clearly presented participants’ data supported by 

verbatim quotes as evidence for the meta-aggregation, but also for the quality assessment 

of the studies. The scope of outcomes was purposively broad because there is limited 
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qualitative inquiry into how older and younger adults manage their asthma and co-exist with 

the illness alongside other life demands. The scope of phenomena included a range of 

psycho-social and health related experiences, perspectives, and ideas regarding living with 

and management of asthma.  

Non-English language studies were included if translators were readily available, however 

no such studies were encountered during the searches. It is important to emphasize, however, 

that studies from any geographical locations were considered, as there was no intention to 

carry out a location specific synthesis. Studies published since 1980 were considered as cut-

off criteria for inclusion.  This was following the preliminary literature search that identified 

studies of the past 20 years, with the majority conducted in the past 10 years. However, to 

ensure that no studies were prematurely missed or excluded, the cut-off criteria for 

publication date was extended to a longer period.  

Studies were excluded: (a) when it was impossible to identify the age of participants, (b) a 

mixed age sample was used that crossed over the specified age criteria for either or both 

older/ younger adults, especially if the ratio of ages was not specified clearly, and it was 

impossible to differentiate, (c) non-asthma studies, and where unable to differentiate asthma 

from other illnesses, (d) quantitative methodology outcomes 

 

3.3.1 Types of participants  

Studies were considered where qualitative data was derived from the following 

populations:  

1) Older adults aged 60 and over with asthma (medical diagnosis and/ or self-reported) 

with any severity form (mild/moderate/severe) and any duration.  

2) Adults aged 18 and over but less than 60 years with asthma (medical diagnosis and/ or 

self-reported) with any severity form (mild/moderate/severe) and any duration.  

To ensure the transparency of the meta-synthesis, the initial stage entailed the development 

of a protocol with pre-defined objectives and methods, that was published in PROSPERO, 

the international database of prospective systematic reviews (Linceviciute, Dewey, & 

Kilburn, 2013). 
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3.4 Search strategy  

Primary qualitative studies were included that were published in academic journals and, if 

they met the inclusion criteria, grey literature. Grey literature may include, but is not limited 

to, theses, conference proceedings, reports from various commercial and non-commercial 

organisations, government reports or potentially unpublished studies. Although, research has 

highlighted the challenge of searching and incorporating grey literature into systematic 

reviews, the benefit is validation of results of the literature search and contribution to the 

knowledge base (Benzies, Premji, Hayden, & Serrett, 2006; Egger, Jüni, Bartlett, Holenstein, 

& Sterne, 2003; Whittemore & Knafl, 2005). The first task was to perform a preliminary 

search of the literature in order to recognise the key terms used in the field of asthma 

research, and to ensure the coverage of the difficult to find qualitative studies (Booth, 2016; 

Thomas & Harden, 2008). After a completion of the sensitivity analysis, a comprehensive 

search was developed (Booth, 2016; Gopalakrishnan & Ganeshkumar, 2013; Thomas & 

Harden, 2008).  

 

3.4.1 Search strategy: Outline of steps  

The initial search and testing of the key terms and text words was performed in the electronic 

databases of the Web of Science, including Web of Science CORE Collection, BIOSIS 

Citation Index, BIOSIS Previews, MEDLINE, SciELO Citation Index and EBSCOhost, 

including CINAHL, Library, Information Science & Technology Abstracts, MEDLINE, 

Psychology and Behavioral Sciences Collection, PsycBOOKS, PsycCRITIQUES, 

PsycINFO, SocINDEX. Following completion of the preliminary literature search, 

sensitivity analysis of the key concepts used in other studies identified terms of ‘asthma*’, 

‘qualitative’, and ‘experience’. Therefore, the structure of the search strategy was built 

around those key concepts. While the term ‘qualitative’ appeared to be the key umbrella 

term employed by the researchers, additional terms specific to the qualitative methodology 

were added to ensure inclusiveness and avoid premature exclusion (Evans, 2002).  

Additional search terms and a list of all the databases used can be found in Appendices 2 for 

the meta-synthesis, see Appendix 1. Final searches were carried out across 8 databases and 

2 database providers of which additional 14 sites were searched.  
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Final electronic searches were performed in June 2016. After completion of the searches, 

reference checks of identified studies were carried out. Additional searching included charity 

and society websites: Asthma UK, National Heart, Lung & Blood Institute, European 

Respiratory Society, European Academy of Allergy and Clinical Immunology, Global 

Initiative for Asthma, British Thoracic Society. Where necessary researchers of potential 

studies for inclusion were contacted to clarify information (e.g. methodological approach 

used). However, in all instances this strategy was unsuccessful (i.e. no response). All 

references were saved on the EndNote software into separate folders according to the 

database that the findings have derived from, and in addition, duplicates were removed. This 

step of the meta-synthesis was carried out by the author/ PhD student (SL), and where 

necessary, SL has asked for guidance from her PhD supervisors. 

 

3.4.2 Search strategy: Younger and Older Adults 

Search strategies for both age groups of younger and older adults have followed the exact 

same steps, apart from the key terms for the age criteria. Undertaking two separate literature 

searches was chosen to aid more transparent, thorough, and systematic screening and 

assessment processes of the studies. Additionally, the handling of studies was more 

straightforward, especially for transferring studies to the reference management software. 

Furthermore, this strategy was in line with the review objective, which in essence was to 

undertake two separate explorations of younger and older adults’ experiences of living with 

asthma to then compare and contrast the findings. This approach to the literature search did 

not affect outcomes or process in any way.   

 

3.5 Method of the review 

3.5.1 Data Screening  

Screening of studies incorporated simultaneous title and abstract screening. Qualitative titles 

can often be misleading due to insufficient information about their methodologies 

(Flemming & Briggs, 2007). Therefore carrying out simultaneous title and abstract screening 

worked well and ensured that no premature exclusion occurred, particularly, on the title 

level. There is evidence suggesting time efficiency of screening titles and abstracts 

separately rather than combined (Mateen, Oh, Tergas, Bhayani, & Kamdar, 2013). 
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Furthermore, the screening phase was kept broad, and for any citations that did not provide 

sufficient information to be able to judge whether the study met (or not) the inclusion criteria, 

it was decided to forward those studies to the next stage of the full text screening (Saini & 

Shlonsky, 2012). The screening of studies was carried out by SL. Following the title and 

abstract screening, potentially relevant studies were obtained in full text and were assessed 

independently by SL and AD¹ against the inclusion criteria to ensure no bias. At this step 

any disagreements were resolved by discussing the eligibility of studies and reaching 

consensus with the involvement of SK (see abbreviations for full names and surnames). 

Information on excluded studies is listed in Figure 1 for studies with older adults and in 

Figure 2 for studies with younger adults.  

 

Figure 3. The assessment stages of the studies with older adults. 
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Figure 4. The assessment stages of the studies with younger adults 
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3.5.2 Quality Assessment  

3.5.2.1 Importance of the quality assessment 

Following the full text screening, quality appraisal and evaluation of eligible studies was the 

next step in the process of this meta-synthesis. Quality assessment of qualitative studies is 

arguably controversial due to diversity and epistemological variance of qualitative research 

(Carroll & Booth, 2015; Dixon-Woods et al., 2007; Dixon-Woods, Shaw, Agarwal, & Smith, 

2004). Some authors, however, choose to achieve a balance of using quality appraisal tools 

for the relevance in answering the research question rather than as a basis for inclusion/ 

exclusion (Mohammed, Moles, & Chen, 2016; Thomas & Harden, 2008). For this meta-

synthesis, quality assessment of potentially inclusive studies was a significant asset. 

Qualitative research is a good fit to inform health and social care research, decision-making 

for evidence-based practice, for integration in systematic reviews of health interventions, 

and for developing informative syntheses for patient groups and practitioners (Barnett-Page 

& Thomas, 2009; Meyrick, 2006; Spencer, Ritchie, Lewis, Dillon, & National Centre for 

Social Research, 2003). According to Sandelowski & Barroso (2002), poor reporting of 

qualitative studies, including misrepresentation of data, varied beliefs and definitions of what 

findings are and lack of clarity regarding researcher’s relationship to data, can affect 

comprehension of findings and confuse the reader, raising concerns of such studies’ real 

contribution. However, Carroll, Booth, & Lloyd-Jones (2012) evaluated the impact of 

excluding qualitative studies on the basis of adequacy of reported information to determine 

the impact on overall findings of the synthesis, and found that while half of studies were 

inadequately reported, their exclusion on such basis had no consequential affect.  

 

3.5.2.2 Quality assessment: QARI and CASP checklists  

The quality assessment stage of this meta-synthesis entailed the use of two qualitative quality 

appraisal checklists. Both checklists had 10-point criteria, however, for this meta-synthesis 

there was no pre-defined threshold point cut-off. The JBI QARI critically appraises 

qualitative studies and helps to establish the appropriateness of the methodological approach, 

specific methods, and representation of participants’ voices. It also pays attention to the 

location and input of researcher (The Joanna Briggs Institute, 2014). Other research has 

supported the strength of JBI QARI, and concluded that it is coherent in addressing different 

types of validity of original qualitative studies. However, it has little consideration for 
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generalizability, in comparison to, for instance the Critical Appraisal Skills Programme 

checklist (Critical Appraisal Skills Programme, 2017; Hannes, Lockwood, & Pearson, 2010; 

Munn, Porritt, Lockwood, Aromataris, & Pearson, 2014). The qualitative CASP Checklist 

is succinct and efficient tool for a robust process of assessment through which weaknesses 

and strengths of a study can be identified (Nadelson & Nadelson, 2014; Singh, 2013). Both 

checklists helped to attain transparency, robustness and credibility of this meta-synthesis. 

Studies were independently assessed, and where SL could not make a decision whether to 

include/ exclude a study due to inconsistencies, the supervisory team assisted, and mutual 

consensus was reached. There were no deviations from the protocol. All quality assessment 

tables for both included and excluded studies are in Appendix 2 of Appendices 2.  

 

3.5.3 Data extraction  

3.5.3.1 Standardised data extraction  

Data extraction in a meta-aggregation is a multi-phase process, and before moving to the 

extraction of findings, the first author/ PhD student (SL) extracted general details of all 

included studies. A standardised JBI data extraction form has served as a guide, as additional 

types of data were also collected. Details that are summarised in Table3 covered information 

on demographics of participants, including number, age and gender of participants, severity 

and diagnosis of asthma, other health conditions, geographical context, setting, purpose of 

the study and methods, analysis of data.  

3.5.3.2 Extracting findings  

Extracting findings of the included studies is a second phase of data extraction, and the first 

step in data synthesis (The Joanna Briggs Institute, 2014). A qualitative finding is defined 

as a verbatim extract of a researcher’s analytical interpretation of their qualitative data (i.e. 

qualitative themes) that is supported by illustrations, which is a direct quote of a participants’ 

voice (i.e. quotations, phrases). Following the extraction of the qualitative findings with 

quotations of the included studies, the next step was to attach a level of credibility for each 

extracted finding. The JBI approach of meta-aggregation has three levels of credibility (i.e. 

Unequivocal, Credible, and Unsupported). Unequivocal refers to qualitative findings that are 

supported with quotes and have no doubt. Credible refers to qualitative findings 

accompanied by quotes that lack clear association, therefore are open to challenge. Whereas 
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Unsupported qualitative findings have no supportive quotes. Levels of credibility were 

attributed to each qualitative finding and were listed in brackets by the first letter. The 

Unsupported level was referred as NS (i.e. not supported) to ease this task, as noted in other 

JBI examples of meta-synthesis. Assigning levels of credibility to qualitative findings was 

completed by SL. There were no qualitative findings without the quotes, therefore U and C 

levels of credibility were mainly used. There were no disagreements on this stage.  
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               Table 1. Characteristics of included studies (Studies 1 to 5 older adults, Studies 6 to 18 younger adults).  

N

o 

Study Coun

try  

Particip

ants 

Age Gender Severity of 

asthma 

Diagnosis 

of asthma 

Other 

health 

conditions 

Purpose of 

the study 

Research 

method 

Type of 

data 

analysis 

1.  Asth

ma 

UK 

(2013

) 

UK 30 people  61 to 

84 

years 

22 

females 

and 8 

males 

'well 

controlled' 

and 'not well 

controlled' 

10 

diagnosed 

in early 

years  

20 in 

middle or 

older age  

1undiagnos

ed 

80% 

claimed to 

have co-

morbiditie

s 

Experiences 

of older 

people with 

asthma, 

areas of 

unmet 

needs with 

asthma care  

In-depth 

face to 

face 

interviews 

Grounded 

Theory 

2.  Baptis

t 

(2010

) 

USA 46 people 72.6 + 

- 6.9 

years 

85% 

were 

females 

(39 

females 

and 7 

males) 

uncontrolled 

asthma 

average age 

of diagnosis 

42.5 +- 23.7 

years 

30.4% 

noted to 

have 

cardiac 

disease and 

54.3% 

hypertensi

on  

 

To elucidate 

common 

challenges 

in asthma 

managemen

t 

experienced 

by older 

adults 

Focus 

groups 

Checklist 

for 

coding 

qualitativ

e data  

3.  Koch 

(2004

) 

Austr

alia 

24 people  60 to 

92 

years 

(M=7

6) 

 

16 

females 

and 8 

males 

17 had 

severe, 3 

moderate, 3 

mild, 1 

asymptomati

c 

Not 

reported 

Not 

reported 

Explore 

impact of 

asthma on 

older people 

lives, 

contexts, 

In-depth 

interview, 

a 

questionnai

re, two 

participator

y action 

Five 

steps 

framewor

k adapted 

from 
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barriers and 

issues 

research 

(PAR) 

groups  

Colaizzi 

(1978) 

4.  McDo

nald 

(2013

) 

Austr

alia 

21 people 59 to 

82 

years 

(M=6

8) 

15 

females 

and 6 

males 

FEV1 51% 

(moderate) 

10 diagnosed 

in early 

years, other 

10 in middle 

or older age 

(M=30) 

 

Asthma 

(N=5)  

Asthma-

COPD 

overlap 

(N=9)  

COPD 

(N=7; 

quotes 

excluded) 

Explore 

older people 

experiences 

with 

asthma, 

COPD, and 

asthma-

COPD 

overlap in 

relation to 

healthcare 

system 

Semi-

structured 

face to 

face 

interviews  

 

Line by 

line 

analysis 

and 

NVivo 8 

software  

5.  Price  

(2008

) 

 

Austr

alia 

25 people 66 to 

85 

years 

(M=7

6) 

 

11 

females 

and 14 

males 

Not reported no 

confirmed 

diagnosis of 

asthma but 

with 

positive 

bronchodila

tor effect 

after 

spirometry 

testing 

Not 

reported 

Explore 

how older 

people with 

undiagnose

d asthma 

decide on 

seeking 

attention 

from health 

professional

s for 

changes to 

their 

respiratory 

status  

Face to 

face 

interviews 

and a 

follow up 

focus group  

Analytica

l 

approach 

informed 

by 

Sandelow

ski 

(2000)  
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6.  Adam

s 

(1997

) 

UK 30 people  19 to 

57 

years  

14 

females 

and 16 

males 

Not reported 2 to 22 

years  

Not 

reported  

Understand 

how people 

with 

diagnosis of 

asthma 

conceptualis

e and use 

their 

medications 

and to 

generate 

hypotheses 

to account 

for findings  

In-depth 

face to face 

interviews 

Not 

reported 

7.  Al-

kalem

ji 

(2014

)  

Denm

ark 

10 people 36 to 

52 

years 

4 males 

and 6 

females  

People with 

chronic and 

varying 

asthma 

severity, i.e.  

4 moderate, 2 

mild, 4 

severe 

Not 

reported 

7 had 

muscular-

skeletal 

disease,  

1 epilepsy,  

1 

neurologic

al 

diseases, 

obesity,  

1 none 

5 had 

anxiety 

and/ or 

depression 

Investigate 

perspectives 

on asthma 

and how 

people cope 

with asthma 

In-depth 

face to 

face 

interviews 

Thematic 

Analysis 

with 

reference 

to Steiner 

Kvale 

approach  
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8.  Cole 

(2013

)  

UK 21 people  20 to 

32 

years 

5 

females 

and 16 

males 

Moderate 

asthma, i.e. 

12 high users 

of short-

acting 

brochodilator

s,  

9 low users 

Low users 

of short-

acting 

bronchodila

tors 

diagnosed 1 

to 19 years, 

high users 

of short-

acting 

bronchodila

tors 1 to 26 

years 

Not 

reported  

Examine 

experiences 

of young 

adults who 

overused 

short-acting 

bronchodila

tor inhalers, 

and reasons 

for their 

overuse. 

Semi-

structured 

face to face 

interviews 

Framewo

rk 

approach 

9.  Dougl

ass 

(2002

) 

Austr

alia 

 62 

people  

18 to 

69 

years 

(i.e. 

quotes 

of 

over 

60s 

exclu

ded) 

(M=3

9)  

43 

females 

and 19 

males 

30 severe 

asthma,  

20 moderate, 

12 mild 

Not 

reported 

Not 

reported 

Investigate 

perspectives 

of patients 

with asthma 

on the use 

of asthma 

action plan 

and the 

implementat

ion of this 

during 

asthma 

attack  

Semi-

structured 

face to face 

interviews 

Thematic 

analysis 

and 

NVivo 

software 

1

0.  

Donal

d 

(2005

) 

Austr

alia  

5 people  20 to 

42 

years 

3 

females 

and 2 

males 

Severe 

asthma 

Not 

reported 

Not 

reported 

Examine 

self-

managemen

t beliefs, 

attitudes 

Focus 

group 

interview 

Not 

reported 
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and 

behaviours 

in people 

admitted to 

hospital for 

asthma 

1

1.  

Gamb

le 

(2007

) 

UK 10 people 25 to 

58 

(M=4

4) 

7 

females 

and 3 

males 

difficult 

asthma 

Not 

reported 

Not 

reported 

Explore the 

experiences 

of patients 

with 

difficult 

asthma, 

who take 

corticosteroi

d therapy, 

and provide 

insight into 

why some 

patients 

comply 

with 

therapy, 

whilst 

others do 

not 

Unstructure

d face to 

face  

interviews   

Themati

c 

analysis 

with 

referenc

e to 

multi-

step 

analysis 

by 

Hollow

ay 

(1997) 

1

2.  

MacD

onell 

(2015

) 

USA  19 people 18 to 

24  

(M=1

9.58) 

8 

females 

and 11 

males 

Moderate to 

severe 

persistent 

asthma 

Not 

reported 

Not 

reported 

Explore 

barriers to 

adherence 

in the 

context  of 

the 

Semi-

structured 

private 

interviews 

Thematic 

analysis 
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transition 

into 

adulthood 

1

3.  

Oncel 

(2011

) 

Turke

y 

23 people M=41

.43+-

16.23 

years 

69.6% 

were 

females 

(16 

females 

and 7 

males) 

56.5% had an 

asthma attack 

in one year 

48% had 

asthma for 

the last 10 

years 

Not 

reported 

Investigate 

asthmatic 

patients’ 

perceptions 

of their 

disease 

Documenta

tion 

analysis, 

i.e. each 

participant 

asked to 

write a 

letter to 

answer the 

question ‘If 

asthma 

were a 

friend of 

yours, what 

would you 

like to say 

to it in a 

letter?’  

Continuo

us 

comparati

ve 

method of 

Colaizzi 

(1978) 

1

4.  

Ross  

(2010

) 

  

USA 8 people 23 to 

53 

years 

6 

females 

and 2 

males 

Severe 

asthma 

Asthma 

diagnosis 

ranged 

from 2 to 

38 years  

 

7 had 

other co-

morbiditie

s, e.g. 

vocal cord 

dysfunctio

n, 

gastroesop

Explore the 

perspectives 

about self-

managemen

t among 

people in 

severe 

Semi-

structured 

face to face 

interviews 

& field-

notes  

Content 

analysis 
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hageal 

reflux 

disease, 

benign 

prostatic 

hyperplasi

a, 

generalize

d anxiety 

disorder, 

hypertensi

on, 

diabetes, 

arthritis, 

osteoporos

is, plasma 

cholinester

ase 

deficiency

, 

rhinosinus

itis, 

immunogl

obulin 

deficiency

, avascular 

hip 

necrosis, 

chronic 

idiopathic 

urticaria, 

asthma 

clinic  
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nasal 

polyps, 

sleep 

apnea, 

osteopenia

, IgG 

deficiency

, obese 

1

5.  

Schaf

heutle 

(2009

) 

UK 30 people   21 to 

59 

years 

(M=4

4) 

21 

females 

and 9 

males 

Not reported  Not 

reported 

Not 

reported 

Explore, 

whether and 

how, the 

cost of 

prescription 

charges 

affects 

asthma 

patients' 

disease 

managemen

t and 

behaviour  

Semi-

structured 

face to face 

interviews 

Thematic 

framewor

k 

1

6. 

Snadd

en 

(1992

) 

USA  7 people   33 to 

59 

years  

5 

females 

and 2 

males 

Not reported diagnosis 

from few 

months to 

20 years 

Not 

reported 

Explore the 

experience 

of asthma in 

a group of 

asthmatics 

who had 

reported 

having 

feelings of 

Semi-

structured 

interviews 

Crystalliz

ation 

approach 
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pessimism 

or stigma  

1

7.  

Speck  

(2014

)  

USA 34 people 18 to 

30 

years  

(M=2

4.7) 

23 

females 

and 11 

males 

Persistent 

asthma 

diagnosed 

with asthma 

7.6 +- 7.4 

years 

16 had 

none co-

morbiditie

s, 10 had 

1,  

5 had 2, 

3 had 3 

Understand 

the 

experiences 

and 

perspectives 

of young 

African 

American 

adults 

managing 

asthma 

Focus 

group 

interviews  

Constant 

comparati

ve 

analysis 

1

8.  

Steve

n 

(2002

) 

UK  23 people 20 to 

47 

years 

11 

females 

and 12 

males 

Step 2 

according to 

BTS 

guideline 

diagnosed 

from 2 to 45 

years 

(M=17) 

Not 

reported 

Identify 

goals of 

treatment 

and factors 

motivating 

self-

managemen

t behaviour 

of people 

with asthma 

In-depth 

face to face 

interviews  

Framewo

rk 

method 
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3.5.4 Data Synthesis  

Following the completion of the two major tasks, extraction of qualitative findings with 

accompanying quotes and attribution of the levels of credibility, the next task was to develop 

categories for the extracted qualitative findings of sufficient similarity. Categories are brief 

descriptions that convey the meaning of key concepts that arise from aggregating two or 

more similar qualitative findings, in essence a sub-theme (JBI, 2014). This task has entailed 

multiple readings of the extracted qualitative findings with supported quotes to aid the 

development of categories. Categories were developed based on the findings similarity in 

wording and concepts. The last step involved undertaking the synthesis of overarching 

categories. Synthesised findings were produced in the form of explanatory set of statements 

that convey the whole meaning of similar categories, and can be directly used for generation 

of recommendations (Table 2). This process was carried out by SL with parallel discussions 

with the rest of the supervisory team to ensure validation of the meta-synthesis and for 

overall feedback of the process.  

 

3.6 Findings   

3.6.1 Description of studies  

3.6.1.1 Description of studies with older adults  

After comprehensive title and abstract screening of 3539 studies, 42 studies were assessed 

on full text level. Five  studies were finally included in the synthesis (Figure 1) (Asthma UK, 

2013; Baptist, Deol, Reddy, Nelson & Clark, 2010; Koch, Jenkin & Kralik, 2004; 

McDonald, Higgins & Gibson, 2013; Price, Cheek, Taylor & Ruffin, 2008). Of the five 

included studies with older adults with asthma the majority were conducted in Australia 

(N=3), followed by USA (N=1) and UK (N=1) with a total number of 146 individuals of 

which the majority (N=103) were females. The sample size ranged from 21 to 46. The age 

of participants has ranged from 59 to 92 covering a broad variety of ages. It is important to 

clarify that the quote of an individual aged 59 years in a study conducted by McDonald et al 

(2013) was excluded to ensure consistency in the inclusion criteria. The majority had 

uncontrolled or severe asthma with fewer individuals having moderate to mild asthma. 

Although it is difficult to establish the exact ratio for diagnosis of asthma across the 
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identified sample, it was noted that the majority were diagnosed with asthma as an LSA. 

However due to unreported data, the exact ratio for the diagnosis of an LOA was not 

established. There were two studies, of which one recruited older adults with no confirmed 

diagnosis of asthma but with a positive bronchodilator effect after spirometry testing (Price, 

2008) and in the other study of 30 participants, one older person had no confirmed diagnosis 

(Asthma UK, 2013). Several older adults appeared to have had co-morbidities with asthma 

(e.g. heart condition, hypertension, COPD). However, the majority of those studies did not 

provide sufficient detail on other health conditions, and some did not report any information 

at all.  

The main method of data collection was in-depth face-to-face interviews (N=4), with two 

studies using focus group and participatory action research group alongside, and one study 

using a focus group only. Analytical methods of the synthesised studies varied from 

grounded theory, qualitative descriptive analysis, and phenomenological framework of five 

steps to line-by-line coding, categorisation and themes development into major domains. 

The purpose of the majority of the studies was to explore experiences of older adults living 

with and managing asthma, and any particular barriers that people encountered. Most studies 

additionally focused on the relation to the healthcare system and help-seeking regarding 

changes in their respiratory state. Studies were published between 2004 and 2013 covering 

9 years and provided multiple perspectives in relation to older adults’ experiences with 

asthma. The number of studies with older adults was limited, and due to possible change in 

healthcare systems over the years, as well as country differences, recommendations that have 

arisen from this meta-synthesis have considered these limitations.  

 

3.6.1.2 Description of studies with younger adults  

After comprehensive title and abstract screening of 3319 studies, 73 studies were assessed 

on full text level. 13 studies were finally included in the meta-synthesis (Figure 2) Adams, 

Pill, & Jones, 1997; Al-kalemji, Johannesen, Dam Petersen, Sherson, & Baelum, 2014; Cole, 

Seale, & Griffiths, 2013; Douglass et al., 2002; Gamble, Fitzsimons, Lynes, & Heaney, 

2007; MacDonell, Carcone, Naar-King, Gibson-Scipio, & Lam, 2015; Oncel, Ozer, & 

Yilmaz, 2012; Ross, Williams, Low, & Vethanayagam, 2010; Schafheutle, 2009; Snadden 

& Brown, 1992; Speck, Nelson, Jefferson, & Baptist, 2014; Steven, Morrison, & 

Drummond, 2002). The majority of the studies were completed in the UK (N=5), followed 
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by USA (N=4), Australia (N=2), Denmark (N=1) and Turkey (N=1) with a total number of 

282 individuals of which 168 were females, supporting the same trend across the studies 

with older adults. The sample size ranged from 5 to 62 participants in a study. The age of 

participants varied from 18 to 69, however quotes of individuals who were over 60 years 

(Douglass, 2002) were excluded to ensure consistency in inclusion criteria. The severity of 

participants’ asthma ranged from moderate to severe or difficult and persistent with asthma 

attacks. Fewer individuals had mild asthma. Three studies did not report data on this matter 

(Al-kalemji et al., 2014; Schafheutle, 2009; Snadden & Brown, 1992). Similar to studies 

with older adults, it was difficult to establish the exact ratio for diagnosis of asthma due to 

unreported data. Based on the available data, there were a few individuals diagnosed with 

asthma for a year or two at the point the study was conducted. The remaining majority had 

an LSA, ranging from 10 years to 45 years. The majority of studies (N=10) did not report 

information on co-morbidities. Only three reported that the majority of their participants, in 

addition to asthma, had other illnesses, such as muscular-skeletal disease, epilepsy, 

neurological diseases, obesity, anxiety and/ or depression, vocal cord dysfunction, 

gastroesophageal reflux disease, benign prostatic hyperplasia, hypertension, diabetes, 

arthritis, osteoporosis, plasma cholinesterase deficiency, rhinosinusitis, immunoglobulin 

deficiency, avascular hip necrosis, chronic idiopathic urticaria, nasal polyps, sleep apnea, 

osteopenia, IgG deficiency. However, there was no exact ratio information for this.  

The main method of data collection was in-depth, face-to-face interviews (N=10). Two 

studies used a focus group approach and one study used documentation analysis/ diary. 

Analytical methods of synthesized studies were thematic analysis, framework approach, 

comparative analysis, content analysis, and crystallization approach. The broad purpose of 

the synthesised studies was to understand people’s conceptualisations and experiences 

regarding medication use behaviours, including adherence to treatment. Additionally, the 

broad aim was to investigate perspectives and beliefs on how people cope and conceptualise 

their asthma and to identify asthma self-management experiences. Different from the studies 

with older adults, younger adults’ studies were published between 1992 to 2015 covering 

the period of 24 years. Two studies were published in the 1990s, five were published in the 

2000s, and the remaining  six studies, were published between 2010 to 2015. Despite the 

different context of timeframes, findings of the studies were grouped together. This meta-

synthesis had no intention to exclude studies of different timeframes, unless the inclusion 

criteria was not met. Recommendations that have arisen from this meta-synthesis have 



89 
 

considered potential limitations due to different timeframes, countries, and healthcare 

systems. Synthesised findings of studies with younger adults have provided valuable 

information. It gave meaning to the context of living with asthma among younger adults, 

and informed how this was similar to and/ or different from older adults’ lives with asthma. 

 

3.6.2 Quality of the included studies  

Quality assessment of studies was completed using QARI and CASP checklists, as identified 

earlier. The CASP checklist criteria has shown that, overall, studies of both age groups were 

of a reasonably high quality with, however, only one study scoring all 10-points (Al-kalemji 

et al., 2014). The remaining studies did not meet one or two points out of 10. The majority 

of the studies of both age groups did not provide clear information regarding the researchers’ 

and participants’ relationship. This suggested that qualitative researchers either choose to 

not report this data due to, for instance, strict word limitations in academic medical journals 

(Atkins et al., 2008; Sandelowski & Barroso, 2002), or did not collect information on this 

matter. This can accordingly influence reliability and trustworthiness of a research study, 

and affect readers’ ability to understand how factors may have been influenced by 

researchers (Tong, Sainsbury & Craig, 2007; Anderson, 2010; Berger, 2015; Watt, 2007). 

Following the use of the QARI checklist, only one study (Al-kalemji et al., 2014)  scored all 

10-points. The majority of studies (N=11) scored 7 points out of 10, while the lowest scoring 

was 6 points out of 10 noted across four studies, of which two were from the group of older 

adults. The majority of studies were not explicit in providing information about their 

philosophical perspective in relation to the research methodology used (N=12). Therefore, 

it was difficult to judge studies on this matter leading to classification of ‘Unclear’. 

Furthermore, in tandem with the observation from the CASP checklist, the majority of 

studies did not identify (N=17) nor discussed (N=15) matters of researchers’ influence on a 

study, suggesting that this aspect was the main limitation across most studies. Despite this 

limitation, the majority of studies  produced high quality analyses of findings supported with 

participants’ voices, offering a large contribution to the review objective of this meta-

synthesis. 

Due to the limited contribution to the review question, low quality in reporting of qualitative 

findings, i.e. participants’ voice not represented, and lack of clarity in the link between 

conclusions and interpretation of data, following the quality appraisal, two studies were 
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excluded (Ahmad & Ismail, 2015; George, Campbell, & Rand, 2009). Following the 

evaluation of excluded studies with older adults, two of the three studies were of particularly 

low quality, and did not contribute additional knowledge to the research question. This was 

due to lack of clarity and unreported information on how data analysis was conducted, and 

there was no clear congruity between conclusions and qualitative findings. Lastly, 

representation of participants’ voices alongside qualitative themes was not sufficient to judge 

the trustworthiness of findings. The study conducted by Caress, Luker, Woodcock & Beaver 

(2002) has identified a range of information needs that participants have highlighted as a 

matter of importance (e.g. medications, triggers of asthma attacks, lifestyle concerns, long 

term affect, etc.). However, it was impossible to differentiate whether those findings were 

applicable to all ages of 18 to 84, or whether there were any particular differences.  

 

 

Table 2. Synthesised findings of the studies with older adults.  

Finding from the original study Category Synthesised finding  

Diagnosis (Asthma UK) [C]   

 

 

Importance of asthma 

diagnosis: the journey 

of obstacles 

 

 

 

 

 

 

Phases of wanting 

to be diagnosed and 

having asthma 

entail difficult 

experiences, and a 

lack of 

understanding 

about asthma is the 

basis of these 

challenges 

Adult onset asthma (Asthma UK) [C] 

Being with or without a diagnosis 

(McDonald) [U] 

What understandings do people 65 

years and over have about asthma 

and with what implication? (Price) 

[U] 

 

 

 

 

Misperception and 

misunderstanding of 

asthma can impair older 

adults’ wellbeing  

How do people 65 years and older 

make decisions related to their health 

status specifically their breathing/ 

lung function? (Price) [U] 

Myths perpetuating stigma (Asthma 

UK) [U] 

Attitudes towards, and perceptions 

of, asthma (Asthma UK) [C] 
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Factors contributing to low 

expectations of asthma care and 

treatment (Asthma UK) [U] 

 

 

 

 

 

 

 

 

 

 

The healthcare system 

in relation to older 

adults’ asthma care, is 

not easily accessible 

and acceptable to the 

majority  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the medical care 

of asthma, older 

adults do not 

receive appropriate 

level of care, feel 

unvalued, not 

prioritised and 

cared for to the 

same extent as 

younger people 

 

Feeling defeated by asthma (Asthma 

UK) [C]  

Emergency care (Asthma UK) [U] 

Routine care (Asthma UK) [U]  

Personal asthma plans (Asthma UK) 

[U] 

Turning point in treatment (Asthma 

UK) [U]  

Feeling out on a limb (Asthma UK)  

[C] 

Not being Heard or Recognized 

(McDonald) [U]  

Medical model of asthma 

management (Koch) [C] 

Collaborative model of asthma 

management (Koch) [C] 

Need for asthma education programs 

for older adults (Baptist) [C] 

 

Needing to know more 

about asthma and future 

prognosis Needing to understand (McDonald) 

[U] 

Participants recommendations 

(Asthma UK) [C] 

 

 

Wanting and expecting 

a comprehensive, 

person-centred asthma 

care, where older 

persons are valued and 

cared for as much as 

anybody else 

The need for face-to-face care 

(Asthma UK) [C] 

Comprehensive approach to the 

organisation of care [U]  

Gaining expertise and maximum 

support [U] 

Use of complementary and 

alternative therapies [C] 

 

Experiences with early 

forms of treatment and 

current home remedies, 

their role for treating 

asthma 

 

 

 

 

Asthma medication 

has improved over 

the years, however, 

current medicine 

Looking back on previous care [U] 
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Asthma medication concerns and 

compliance [U] 

 

 

 ‘Ups’ and ‘downs’ of 

asthma treatment 

influence older adults’ 

adherence behaviours 

brings other 

challenges that 

interfere with older 

adults’ adherence 

behaviours 

Low expectations and being wary of 

treatment (Asthma UK) [U] 

To medicate or not: the underuse, 

abuse, and misuse [U] 

Atypical asthma symptoms (Baptist) 

[C] 

 

 

 

Challenging asthma 

symptoms, other health 

conditions and ageing   

 

 

Increasing severity 

of asthma 

symptoms, other 

health conditions 

and ageing can 

negatively interfere 

with older adults’ 

lives 

Inability to distinguish asthma 

symptoms from those of other 

medical conditions (Baptist) [U]  

Living with asthma and other 

conditions (Asthma UK) [C]   

Self-agency model of asthma 

management (Koch) [C] 

 

Positive approach and 

self-involvement with 

asthma management 

 

Facilitating self-

agency is essential 

when learning to 

live and cope with 

asthma 

Desire for independence in asthma 

management (Baptist) [U]  

Not being a victim – taking a 

positive approach (Asthma UK) [U] 

 

 

3.6.3 Synthesised findings with older adults  

Synthesised finding 1: Phases of wanting to be diagnosed and having asthma entail difficult 

experiences, of which a lack of understanding about asthma is the basis of those challenges 

This synthesised finding has derived from 7 findings formed into two categories. It included 

evidence of older adults’ journey of asthma diagnosis, and has summarised evidence of how 

misperception and misunderstanding of asthma has contributed to older adults’ wellbeing.  

 

Importance of asthma diagnosis: the journey of obstacles  

This category was formed from three findings that were derived from two qualitative studies 

(McDonald, Higgins, & Gibson, 2013; Asthma UK, 2013) which has discussed older adults’ 

experiences and nuances with the journey of their asthma diagnosis.  
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An asthma diagnosis was described as a prolonged continuum of struggle and frustration in 

attempting to receive a diagnosis. In some cases, it lasted for a number of years. This 

‘repeated attempts process’ in securing an asthma diagnosis was due to misdiagnosis and 

under-diagnosis. In most circumstances, GPs delayed older adults’ referral to asthma 

specialists for undertaking breathing function tests. Instead, they prioritised other health 

conditions that seemed more important and threatening, as opposed to asthma that was 

perceived as continuous coughing rather than a struggle. Furthermore, asthma was associated 

with a childhood disease. In some examples, older adults did not know about the possible 

diagnosis of asthma in later years or what asthma was in general. 

Due to limited knowledge and misperception about asthma, older adults delayed seeking 

help. In addition to their misperception, GPs too, had a limited understanding about asthma. 

This seriously prolonged the diagnosis for older adults. A non-timely diagnosis of asthma 

was mainly the challenge of older adults with late-onset asthma symptoms. This finding is 

in line with the current evidence about asthma diagnosis in the cases of late onset.  

Less was known about older adults with a missed diagnosis of a long-standing asthma, 

particularly if it has re-occurred in later years. There were individuals who, although they 

experienced breathing difficulties in their childhood and younger adult years, did not have a 

confirmed diagnosis of asthma.  

However, new insights were added regarding older adults’ acknowledgment of asthma. For 

the majority of older adults who were concerned about their breathing symptoms, the journey 

of asthma diagnosis was an emotional and challenging encounter. They resolved these 

difficulties upon the confirmation of diagnosis of asthma, especially when the treatment was 

arranged.  

This finding has suggested that the journey of an asthma diagnosis was complex and 

frustrating. Some examples have suggested that an asthma diagnosis brought immediate 

relief for older adults. However, further nuances regarding the acceptance and integration of 

asthma diagnosis in older adults’ life contexts and self-identities were not noted, and require 

further investigation. 

Table 2.1  

‘When I lay in the bed in hospital, the sense of relief was immense – I was glad 

the specialists were there to help me’ F.  

(Asthma 

UK, 2013) 
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‘I think my GP looks at me and she says “Your cough and wheeze are not life-

threatening. Your pneumonia and infected lungs are so we’ll deal with that, but 

your chronic cough is not life-threatening, you’ve had it since you were 50, get 

on with it.<..> It takes a lifetime. I think people suffer from an ancient 

diagnosis’ F. 

 

‘Did you know that adults get asthma? Nope, never knew that.’ F.  

‘Unfortunately my asthma wasn’t diagnosed until after I left work. It should have 

been! <..> I was working and I was always coughing, and I’d go down to the 

doctor, he just said to me, are you tired, do you want more time off work ’’I 

thought, ‘’damn it all, I’ve lost all my sick leave’’ F.  

(McDonald 

et al., 2013)  

 

Misperception and misunderstanding of asthma can impair older adults’ wellbeing  

This category was formed from four findings that were derived from two studies. In this 

category, older adults believed that a shortness of breath was not an indicator for asthma or 

ill-health. They instead perceived it as a normal outcome following strenuous activities, and 

due to the consequence of ageing. These individuals delayed seeking help for their breathing 

difficulties, although their wellbeing was impaired, and physical activity levels were 

reduced.  

A misunderstanding about asthma, including who can be affected, the symptoms, and 

unwillingness to bother GPs, were detrimental factors that influenced people’s decision-

making. Other older adults suggested that due to stigmatised attitudes about asthma, and due 

to the downplaying of asthma severity, older adults did not want to share their asthma 

experiences and faced asthma by themselves.  

Legitimising difficulty in breathing was important to the majority of older adults. Although 

the journey of an asthma diagnosis was complex, to some it has brought a positive 

transformation. However, on the whole, asthma was associated with lack of understanding 

and misperception. This has suggested that healthcare practitioners should have better 

awareness of asthma in later phases of life. For older adults, encouragement in sharing 

complex and unusual symptoms should be suggested.  

Table 2.2  
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‘For a lot of people it’s a stigma you don’t talk about. There’s not many of my 

friends that I talk to about asthma’ F.  

 

‘I remember somebody telling me “Well, you’re lucky to have asthma because if it 

were cancer, cancer would kill you whereas asthma never kills anybody”. Also, I 

remember being told that it was my own fault that I was wheezy, that it was an 

attention seeking mechanism so that I would get attention and affection from my 

mother. And the thing about these kind of statements is that you remember them 

and you wonder if there’s any truth in them.’ M.   

(Asthma 

UK, 2013)  

‘‘ if I move quickly I get out of breath and if I am digging in the garden I get short 

of breath but not asthmatic or anything like that” F, 70.   

 

‘What is happening for you to say OK you can go to the doctors? Respondent: I get 

to the stage where I am just about bed stage. I think I can cure it myself’’ M, 84.  

(Price, 

Cheek, & 

Taylor, 

2008) 

 

Synthesis finding 2: In the medical care of asthma, older adults do not receive appropriate 

level of care, feel unvalued, not prioritised and cared for to the same extent as younger 

people  

This synthesised finding was derived from 16 findings formed into three categories and has 

summarised evidence of older adults’ asthma care. Findings were categorised into three 

categories where people’s experiences on this topic were described in further depth.  

 

The healthcare system in relation to older adults’ asthma care, is not easily accessible and 

acceptable to the majority 

This category was formed from ten findings that were derived from three studies (Koch, 

Jenkin, & Kralik, 2004; McDonald et al., 2013; Asthma UK, 2013). The evidence 

synthesised here covered older adults’ experiences with the healthcare system for asthma. It 

has focused on practical aspects including routine care, emergency care, and more specific 

factors, such as not having appropriate access to an asthma specialist and  not having an 

asthma action plan.  

This category has entailed descriptions of older adults’ routine and emergency care, of which 

both, in most instances, were unsatisfactory and frustrating. The majority felt left out and 
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forgotten when they were no longer invited to the regular asthma reviews and were not 

provided with an updated asthma action plan. This has left older adults feeling unsure about 

the management of asthma attacks and daily coping. Only a few individuals were in 

possession of personalised written asthma action plans. The majority were not offered a plan, 

or the plan was not updated for several years, whereas some have developed their own, to 

help them deal with controlling their challenging symptoms.  

Routine monitoring was limited. Older adults did not have appropriate reviews for asthma 

medication. They experienced limited opportunities to discuss new prescribing, concerns 

about side effects and inhaler techniques. Some older adults questioned the competency of 

their GPs due to their lack of understanding about asthma, and due to prioritisation of co-

morbidities. As the quality of routine care decreased, older adults admitted that their 

expectations of their asthma ever improving also decreased. Some believed that because of 

ageing, and the focus of healthcare systems onto younger persons, older adults were not as 

valued, prioritised and listened to. 

Few, however, were fortunate to have access to supportive asthma care facilitators for 

routine and emergency care. For example, some older adults were able to collaborate with 

their healthcare practitioners in making decisions for their asthma care. Those individuals 

felt that their self-agency was valued. In addition to effective medical support, some 

individuals received useful guidance for daily tasks. These individuals encountered positive 

partnerships with their doctors.  

The majority experienced a decline in their asthma care. Appointments were unproductive, 

with limited communication and were not tailored to an older persons’ needs and concerns, 

with no advice for future care. Furthermore, situations regarding the emergency care of 

asthma were associated with limited support, and a lack of clarity in not knowing how to 

control the asthma after an attack has happened. For some older adults, an asthma attack 

caused fear not knowing what is going to happen and not having a clear plan of what to do 

in these circumstances. As a solution, they have relied on the emergency services. On the 

contrary, some older adults had direct access to an asthma unit in the case of emergency or 

were supported by families that lessened the worry of asthma attacks.  

Evidence provided in this category has shown that the healthcare system for older adults 

with asthma was viewed as unacceptable. Older adults felt unvalued and neglected. People 

were aware about inequalities, such as healthcare prioritisation of the younger, and the 
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exclusion of older people. They believed that due to ageing and approaching death faster, 

younger adults were prioritised. To these individuals, getting older was associated with 

reduced health outcomes, and exclusion. 

Table 2.3 

‘I think it’s important because once you reach over 60 you tend to be a bit 

forgotten about… I don’t think people are particularly interested in 

elderly people that have asthma. <..> I think if it’d been somebody 

younger they would maybe do a bit more about it but I think it’s just part 

and parcel of being old really.’ F, 65.  

 

‘They can’t cure me so they just can do the usual thing of seeing me every 

year and then that’s it. Nothing emanates from that discussion.’ F, 83.   

 

‘What kind of link do you have with the hospital?’ F, 74: ‘Straight to the 

asthma unit, direct contact line. I find it very helpful.’ 

 

‘I didn’t really get any advice at all for an asthmatic attack. In a real 

classical one you really feel apprehensive and it’s the awful feeling of 

what’s going to happen, am I going to lose my breath and all those sort of 

things, going through your head.’ 

 

‘It would be around 60 that I would have ceased to get the reminders, 

<..> I would say I felt a bit in the wilderness for about four years’ F, 65.  

 

‘Do you feel that you are a key partner in your asthma care?’ M, 84: ‘Oh 

no. I don’t think so. By no means.’  

 

‘Have you ever had a personal asthma plan?’ M, 84: ‘I’ve never had 

anything like that. It would certainly improve one’s confidence. 

(Asthma 

UK, 2013) 

‘Well, I guess I don’t talk to her [referring to GP] very much, I mean a lot of 

what put me off, the respiratory system [referring to the spirometer]. They don’t 

know how to work them and they have nurses there who don’t know how to work 

them. I mean they may know now, but twice I’ve been down and they don’t know 

(McDonald 

et al., 2013) 
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how to work them and the doctor herself said, ‘’I don’t know how to do it’’ and 

when they did use it, I got absolutely no feedback at all. You know and I was 

sort of waiting in the waiting room I thought well they’re going to tell me 

something, and the secretary came over and said, ‘’You can go home, we don’t 

want you anymore’’, and I thought well you’ve just done this test, I’m feeling 

damned awful, and you haven’t told me anything.’ F, 68 

‘Some doctors do become complacent with you if you see them for too long. If I 

have arthritis on my record – it doesn’t matter what problem I have, it’s to do 

with the arthritis. I couldn’t move my foot off the floor and I went to the doctor 

and he looked at the card and said, ‘It’s to do with the arthritis’. F.  

(Koch et al., 

2004)  

 

Needing to know more about asthma and future prognosis 

This category was formed from two findings that were derived from two studies. Older adults 

in this category have emphasised the need for asthma education opportunities, and for more 

communications with healthcare practitioners about the prognosis of asthma. They wanted 

to know what it is going to happen in future regarding their asthma severity, whether their 

current medication will be suitable, and how exacerbations will be prevented. Furthermore, 

some believed that learning new information about asthma could also involve meeting other 

sufferers with asthma. They thought this could help tackle loneliness in dealing with asthma. 

Older adults in this category had an aspiration to feel better, and to be able to manage their 

asthma effectively. Creating new learning opportunities for older adults with asthma, or 

improving and promoting existing, can help achieve better asthma care and enhance people’s 

wellbeing.  

Table 2.4 

‘I’d like to know that my medication is suited to my asthma and if my asthma is 

actually getting a little bit more difficult to control as I’m getting older that the 

changes in medication will suit my age and suit me’ F, 68  

 (McDonald 

et al., 2013) 

“You feel like you’re awfully alone with this thing. And sometimes it’s helpful 

to see, like today, so you know you’re not alone.” 

 

“I’ve never been offered asthma education. I would be very willing to talk”; 

and, “I’d be open to any new information.” 

(Baptist et 

al., 2010)  
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Wanting and expecting a comprehensive, person-centred asthma care, where older persons 

are valued and cared for as much as anybody else 

This remaining category was formed from four findings that were derived from one study 

(Asthma UK, 2013). The evidence synthesised has highlighted older adults’ preferences and 

wishes for more comprehensive asthma care. People have discussed that the context of the 

healthcare system for asthma was not older-age focused and did not provide person-centred 

care. Some older adults have attempted to justify the fact of being forgotten, slowing down, 

and not expecting to improve whereas others stayed positive, and looked for solutions for 

improvement. They suggested that GPs should prioritise face-to-face asthma reviews that 

would entail proactive discussions about individual challenges of coping with asthma, and 

for solutions that would offer asthma action plans. Others have emphasised the need to see 

an asthma specialist to help answer some of the questions regarding an asthma prognosis, as 

GPs were not helpful in this matter.  

Comprehensive care of asthma for older adults was an important goal that people were 

hoping to achieve. Older adults were proactive in speaking up about the challenges that they 

have encountered whilst trying to achieve better asthma care, although a few were hesitant 

to seek help. They believed that getting older has determined the type and quality of support 

they received.  

Routine and emergency care of older adults with asthma were of poor quality and lacked a 

person-centred approach. This has suggested that, although the value of a person-centred 

care approach is widely recognised, the implementation with older adults with asthma was 

not successful. 

Table 2.5  

 ‘I think a lot of people think, when they reach a certain age group, it’s time to slow 

down, time to do less, and it should be the opposite. There should be some area 

there encouraging people to say, okay you’ve reached such and such an age, you 

need a wee bit of exercise here and there and if there’s problems you go and  get 

checked, but a lot of us don’t go and get it checked until it’s too late. <..> We 

should be looking at people more, especially the 50 plus group, and say get a 

regular check-up at the doctors <..> can help you live a bit longer, or have a 

healthier life.’ M, 68 

 

(Asthma 

UK, 

2013) 
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‘I think the most important thing is to have a specialist source where you can get all 

this information, rather than speaking to somebody that has no real training in that 

subject. Somebody to tell me exactly what these inhalers are for, what they do and if 

there is any light at the end of the tunnel’ M, 67 

 

‘I would feel happier if I had a better plan in place, a proper asthma plan.’ M, 71 

 

Synthesis finding 3: Asthma medication has improved over the years, however, current 

medicine brings other challenges that interfere with older adults’ adherence behaviours 

This synthesised finding has derived from 5 findings formed into two categories. Findings 

were linked to the medication use, including the early forms of treatment and the current 

medicine for asthma. Current medicine has brought significant challenges that have 

interfered with adherence behaviours. 

 

Experiences with early forms of treatment and current home remedies, their role for 

treating asthma 

This category was formed from two findings that were derived from two studies. This finding 

has entailed reflections of older adults with an LSA regarding asthma treatment back in the 

1960s. Treatment options were particularly limited and associated with negative experiences 

and stigma. Older adults have reflected that treatment options were largely unsuccessful, and 

some have come in the form of injections, hypnosis, burning powder, glass reservoir of 

medicine, appointments with psychiatrists and chiropractors, sunray lamps, and tablets. 

People recounted being conscious and uncomfortable using their medicine in public. 

Additionally, because most forms of early treatment did not treat their asthma symptoms, 

people experienced many breathing difficulties. Sharing perspectives regarding the early 

forms of asthma treatment has provided a better understanding of the asthma treatment 

transformation. Also, it has shed a light on the suffering of older adults with an LSA that for 

older adults with a LOA might be different.  

Another finding, although not detailed, has suggested that some older adults in addition to 

their medical treatments, have used complementary home remedies. This includes sleeping 

on extra pillows, drinking vegetable juices, wearing a mask while outdoors, and eating boiled 

zucchini. They have found these alternative treatments helpful. It was however, unclear 
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whether these were used by both groups of older adults with an LSA and LOA or perhaps 

just one. 

Table 2.6  

‘wearing a mask while outdoors; putting a wet hand towel over one’s face; keeping 

one’s head over a pot of boiling water; taking a hot shower with steam; drinking hot 

tea with lemon and honey, ginger and green tea, or a very strong cup of coffee; using 

Vicks VapoRub (an over-the-counter topical cough medicine with medicated vapors); 

a cold-air humidifier; sleeping on extra pillows; drinking fruit and vegetable juice; 

eating a boiled zucchini; and licking salt to “spit all the phlegm out.”.  

(Baptist 

et al., 

2010)  

 ‘I remember my father at one point giving me an injection of steroids so I could go 

on and speak. I remember him saying “We can’t use this very often, only for 

emergencies” because it would make me moon faced.’ F, 63  

 

‘a pump thing in a glass reservoir. It meant I could relieve the breathlessness. <..> 

As a child my parents took me to psychiatrists, they took me to these allergy 

specialists, and they took me to a chiropractor.’ M, 78 

Asthma 

UK, 

2013  

 

‘Ups’ and ‘downs’ of asthma treatment influence older adults’ adherence behaviours 

This category was formed from three findings that were derived from three studies. This 

category has encompassed positive and negative experiences of older adults using asthma 

treatment and has identified how these experiences and perceptions influenced medication 

adherence behaviours.  

The majority of older adults have doubted the effectiveness of treatments, including beta2-

agonists for quick relief of asthma symptoms and inhaled corticosteroids. They did not find 

them useful. Additionally, in the majority of cases, a reliever inhaler was associated with 

severe short-term side effects that encouraged older adults to discontinue the treatment. This 

has suggested that their asthma exacerbations were not appropriately treated. Furthermore, 

oral corticosteroids were intentionally self-adjusted based on treatment side effects, such as 

excessive weight gain, osteoporosis, cataracts and voice changes. Others worried about over 

reliance on medication and believed that, in future, medications will have less effect. As a 

result, older adults have taken the risk of intentionally non-adhering to their asthma treatment 

based on how they wanted to feel and due to misperceptions. There were some older adults 

who disclosed that due to memory loss and polypharmacy for co-morbidities, they have non-

intentionally not-adhered to their treatment.  
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These findings were in line with the current understanding regarding the intentional and non-

intentional treatment non-adherence of older adults. Older adults in these synthesised studies 

were motivated to practice treatment self-adjustment, including limiting the dosages or 

completely discontinuing the treatment to avoid unpleasant side effects. However, little was 

known about how these practices have affected their asthma and wellbeing long term. 

Perhaps due to limited knowledge and advice from healthcare professionals regarding the 

benefit of treatment, older adults have perceived this strategy as the best option.  

Table 2.7  

“I always wonder if there may be a connection between [the inhaled corticosteroid] 

and my eye problems.”  

“I’d rather be able to breathe than to see.” 

“I have the memory thing between Alzheimer’s and dementia.” 

(Baptist 

et al., 

2010) 

 

‘They all gave me the blue one but then it did not do anything for me at all, it makes 

me cough more so I don’t take it at all now.’ F, 83 

 

‘All of a sudden my heart started racing so I phoned the doctor <..> and she 

[nurse]said, “Well your blue inhaler can bring it on”. I was quite surprised… I’ve 

never taken it again since. Terrified.’ F, 80  

 

‘I feel as if the more I use them, the less effect they’ll have over the years <..>your 

body becomes accustomed to it. I might have to take more and more.’ M, 67 

(Asthma 

UK, 

2013)  

 

Synthesis finding 4: Increasing severity of asthma symptoms, other health conditions and 

ageing can negatively interfere with older adults’ lives 

This synthesised finding has derived from three findings formed into one category. Although 

the JBI approach of meta-aggregation suggests to form at least two categories, on this 

occasion there was no further evidence that could have formed an additional category for 

this synthesised finding, therefore it was discussed separately.  

 

Challenging asthma symptoms, other health conditions and ageing  

The evidence synthesised here has focused on coping with the challenging asthma symptoms 

of older adults, and their struggles differentiating these symptoms from other health 
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conditions. According to the evidence, the majority of older adults had co-morbidities, such 

as diabetes, arthritis and heart conditions. Heart conditions and asthma have challenged 

people’s understanding of knowing which illness was exacerbating, and subsequently how 

to treat it. However, to the majority, the focus was directed to the extent of their struggles 

and frustration of having to live with several illnesses. Asthma symptoms were deteriorating, 

and breathlessness was a life altering experience. People have reported that the challenging 

asthma symptoms have limited their independence and wellbeing. This includes causing 

fatigue, interfering with exercising, but most importantly it had a detrimental impairment on 

basic daily tasks like walking. Reduced physical activity due to increased breathlessness and 

other conditions was associated with a deeper problem. Older adults have discussed that 

losing mobility and being unable to walk has particularly impaired their independence. For 

example, having to use a taxi, or a shopping trolley to assist in walking has lead older adults 

to frustration and a decreased quality of life. 

Ageing was another contributing factor for reduced physical activity. Some older adults 

believed that getting older and having fewer opportunities to improve was normal and 

expected.  

However, coming to terms with ageing was not particularly easy. Some individuals 

experienced feelings of despair when reflecting on their younger selves and realised that 

their self-image has changed. Accepting the new self of an older person struggling to breathe 

was difficult. This suggested that living with asthma, having other health conditions, getting 

older, and having to deal with it all has become particularly stressful and unsatisfying. 

Although only a few, there were some older adults who have pursued an active approach to 

life, and were satisfied with their wellbeing.  

Evidence synthesised here has shown that the increasing severity of asthma, other health 

conditions and the ageing factor has interfered with older adults’ lives and health outcomes. 

Having no hope for improvement and a negative outlook on life were particularly worrying.  

Table 2.8  

‘’atypical asthma symptoms including yawning; “my side aches”; feeling like “I’ve 

been punched in the stomach”; feeling like “an elephant was sitting on my chest”; 

and “feels like somebody smothering me.” ‘’loss of energy, getting “tired real quick,” 

“legs starting to go weak,” and feeling “lifeless.’’ 

 

Baptist 

et al.  

2010  
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‘I don’t know which, if it’s the congestive heart failure or if it’s the asthma. The 

shortness of breath is really bothersome.’ 

 

‘You think you’re having an asthma attack, but you’re having a heart attack. You 

think you’re having a heart attack, but you’re having an asthma attack.’ 

‘I can climb mountains and cycle <..> yeah, I’m fully active.’ M, 71  

 

‘I was walking a lot and of course I wasn’t carrying all this weight as I am now. But 

then I took a really bad back, and then a chest infection <..> everything went wrong 

that winter and after that I never got back to how I was.’ F, 80  

 

‘When I was younger I would go and do things but now when I get a bit older these 

things do pull you down. The coughing and breathlessness. Getting on in age as well. 

Everything together. Comorbidities. Years and years ago when I used to go visit old 

people in the old city hospital there were rows of older people sitting in wheelchairs. I 

used to think “My god, what a life”, now I am one of them.’ F, 83  

 

‘Your lifestyle has got to alter, you need some fresh air and exercise as much as you 

can. Having said that, I’m in a catch 22 situation. The more I exercise the worse I get 

because of all my conditions’ M, 84  

 

‘My breathing’s really bad now. I mean it’s shocking. As soon as I walk from here to 

the end of the garden that’s me puffing and panting.’ F, 80  

Asthma 

UK, 

2013  

 

Synthesis finding 5: Facilitating self-agency is essential when learning to live and cope with 

asthma 

This synthesised finding has derived from three findings formed into one category. There 

was no further evidence that could have formed an additional category.  

 

Positive approach and self-involvement with asthma management  

Here the evidence was about older adults and their positive approach to dealing with asthma, 

and their attempts to exercise a self-expert approach for the management of their asthma. 

They have spoken about their desire and belief for keeping a positive approach focusing on 
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what one can do with asthma rather than cannot. Additionally, learning more about the 

illness, such as triggers and coping with asthma in various circumstances, was a necessary 

strategy for self-management of asthma. People discussed that in order to create order in 

their lives with asthma and help oneself, it was important to become an expert of your own 

illness. Managing their asthma includes the daily planning of routines, learning to respond 

to asthma exacerbations, and most importantly, undertaking a proactive approach in learning 

more about the condition. These strategies have helped to bring out their self-agency and 

allowed them to be in control of their lives with asthma. Facilitating self-agency for when 

learning to cope with asthma and making decisions for the illness management have 

signalled older adults’ independence. However, the extent of independence and its 

importance in older adults’ lives was unclear. 

Table 2.9   

‘You should take a positive outlook if you’re an asthmatic and not a negative one. 

It’s what you CAN do, not what you can’t do, and you should take control of your 

asthma and be responsible for it. I think that mental attitude’s got a lot to do with 

it.’ F, 65  

Asthma 

UK, 2013  

“I don’t like telling my wife about it because she gets panicked, so I manage it 

myself”;  

“You got to rely on yourself because they, what can they do for you” 

(Baptist et 

al., 2010) 

‘It’s a vicious circle. I’ve learnt to be cagey. If I can’t breathe, I go and look at 

why I can’t breathe. <..> You get to be pretty sneaky.’ F 

(Koch et 

al., 2004) 

 

3.6.3.1 Contribution from recently published evidence  

One qualitative study with older adults with asthma published in 2017 was not included in 

the synthesised findings as it was located over a year later after the conduct of the literature 

search (O’Conor et al., 2017). The aim of the study was to sought feedback from older adults’ 

regarding their strategies of asthma management to then inform the development of primary 

care self-management support program for older adults. Three themes were found in relation 

to the physical and psychological effects of asthma, barriers and facilitators of patients’ self-

management strategies, and patients’ misperception of asthma control. Evidence suggested 

that older adults with a mean age of 67.7 has experienced fatigue, emotional impact with 

reports of worrying, anxiety and fear about asthma exacerbations. People reported 

restrictions to their lifestyle, social activities, and their daily routines resulting in 
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modification of their activities. However, regarding self-management strategies and asthma 

control, various barriers were noted. There was a confusion regarding controller medication 

use due to forgetting, polypharmacy with other conditions, fear of side effects and 

misunderstanding about the frequency of medication use. This has resulted in medication 

non-adherence. Others, however, misperceived their asthma control due to inability to 

distinguish asthma from other symptoms or struggled to recognise symptoms exacerbations. 

Some have accepted the shortness of breath as normal experience, although it indicated poor 

control of asthma. A lack of understanding about asthma, and a limited sense of control of 

asthma were important limitations that have overall impaired older adults’ wellbeing. This 

study has provided multiplicity of experiences of older adults living with asthma. However, 

quotes of participants’ voices were not sufficiently represented, and the inclusion criteria 

was set for older adults of 50 years. Although it has produced a guide of the key asthma self-

management support components for older adults, the suggestions might not be 

generalizable to other populations beyond the USA.  

 

Table 3. Synthesised findings of the studies with younger adults. 

Finding from the original study Category Synthesised finding  

Deniers/ Distancers  

Self-presentation and disclosure 

(Adams) [C] 

 

 

 

 

 

 

 

 

 

 

 

 

 

The reasoning 

behind denial and 

acceptance of 

asthma among 

younger adults 

 

 

 

 

 

 

 

 

 

 

 

 

Accepting asthma 

diagnosis for younger 

adults is a complex 

journey with 

debilitating effects on 

their life and identity 

Deniers/ Distancers  

Respondents notions of asthma and 

medications (Adams) [C]  

Accepters 

Self-presentation and disclosure 

(Adams) [C]  

Accepters 

Respondents notions of asthma and 

medication (Adams) [C]  

The pragmatists (Adams) [C]  

Denial of the diagnosis (Steven) [U]  

Diagnosis (Snadden) [U]  

Acceptance (Snadden) [U]  
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Asthma comprehensibility (Al-

kalemji) [U]  

Time is the most important factor in 

accepting asthma (Oncel) [U]  

I don’t like asthma, so I can’t make 

friends with it (Oncel) [U]  

Learning to live with asthma (Oncel) 

[U]  

One day I may recover from asthma 

(Oncel) [U]  

 

Attitudes about asthma medication 

(Donald) [C] 

 

 

 

 

 

Reliever asthma 

medication: support 

and confidence when 

needed 

 

 

 

 

 

 

 

 

 

 

 

 

 

Asthma treatment 

adherence across 

younger adults is 

difficult due to 

complex barriers and 

negative impairment 

to self-image  

 

 

Accepters 

Respondents notions of reliever 

medication (Adams) [C] 

 

The experience of symptoms (Steven) 

[C]  

 

Respondents notions of prophylactic 

medication  (Adams) [C] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Barriers and 

facilitators that 

influence medication 

adherence 

Forgetting (Macdonell) 

[U] 

Deciding not to take medications as 

prescribed (MacDonell) [U] 

 

Assertion of control: Adjusting 

medication to meet perceived asthma 

care needs (MacDonell) [U]  

Difficulty with asthma medication 

compliance and medication concerns 

(Speck) 

[U] 

Asthma control, explanatory models 

and medication use (Cole) [C]  

 

Weighing up costs and benefits 

(Gamble) [U]  

 

Accepters  

Respondents notions of prophylactic 

medication (Adams) [C] 
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Patients asthma goals (Steven) 

[C] 

Deniers/ Distancers 

Respondents notions of reliever 

medication (Adams) 

[C]  

Systemic barriers (MacDonell) [C] 

 

 

 

 

 

The issue of cos 

impairing treatment 

adherence  

Are both reliever and preventer seen 

as essential?  (Schaf.) [U]  

 

Pre-payment certificates (Schaf.) [U]  

 

Talking to GPs and their role (Schaf.) 

[U]  

 

Keeping use of asthma inhalers and 

cost to minimum (Schaf.) [U] 

 

Medication cost, affordability and 

asthma control (Schaf.) [U]  

 

Cost of prescription for asthma 

medication (Cole) 

[U]  

Viewing asthma inhalers as essential, 

and the differential impact of cost 

(Schaf.) [U]  

Fear of side effects (Gamble) [U]  

 

 

 

 

Asthma medication 

has a negative 

impact on people’s 

wellbeing and 

identities 

Assertion of control: fear of 

dependency on medication 

(MacDonell) [U] 

 

Negative perception of medications 

(MacDonell) [U] 

 

Impact on lifestyle (Gamble) 

[U]  

Loss of self (Gamble) 

[U] 

Plan of action (Douglass) [U]  

 

 

 

 

 

 

 

 

 

Action plans used but modified 

(Douglass)  

[U] 
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Not confident in using action plan 

(Douglass) 

[U] 

 

 

 

 

Healthcare 

practitioners provide 

limited support and 

resources for self-

managing the 

asthma, asthma 

action plans are 

particularly 

underused 

 

 

 

 

 

 

 

 

 

 

 

Successful self-

management of 

asthma requires 

support and guidance 

from healthcare 

practitioners that is 

rarely achieved 

Action plan not used (Douglass) 

[U] 

Doctors not providing action plans 

(Douglass) [U] 

 

Overall attitudes to action plans 

(Douglass) [U] 

 

No plan of action (Douglass) 

[U] 

Possession and use of a peak 

expiratory flow meter and written 

action plan (Donald) 

[C] 

Belief that their physician does not 

understand asthma management issues 

(Speck) 

[U] 

Information about asthma (Ross) [U] 

 

Importance of GP in asthma self 

management (Donald) [C] 

Reasons worsening asthma (Donald) 

[C] 

 

 

 

 

 

 

Delayed emergency 

care due to 

irresponsible 

behaviours 

Reasons for delays in seeking medical 

attention (Donald) [U] 

Evaluating when to call an ambulance 

or attend an emergency department 

(Donald) [U] 

Asthma self management behaviour 

following discharge from hospital 

(Donald) 

[U] 

Experience on presentation to hospital  

(Donald) [U]  

 

Control (Snadden)  

 [U]  

 

 

 

 

 

 

 

 

 

 

 

 

 

The perceived consequences of asthma 

(Steven)   [U] 

Meaningfulness (Al-kalemji) 

[U] 
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Asthma manageability (Al-kalemji) 

[U]  

Being controlled by 

asthma versus being 

in control with 

asthma  

 

Being able to control 

the asthma is a 

process of adaptation 

and coming to terms 

with it 

Perceptions about asthma management 

and asthma control (Ross) [U]  

 

Motivation to participate in a self-

management program (Speck) [U] 

 

 

 

To master the 

control of asthma, a 

combination of 

strategies is 

necessary 

Asthma management has changed 

with age (Speck) [U]  

Mentoring (Snadden) 

[U]  

Knowledge (Snadden)  

[U]  

Impact of asthma on respondents live 

(Cole) [U] 

 

 

 

 

 

 

 

 

 

 

 

Negative impact of 

asthma on younger 

adults’ lives and 

identities  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Living with asthma is 

challenging, it has a 

debilitating effect on 

younger adults’ 

identities and various 

life contexts 

Impaired quality of life due to asthma 

(Speck) [U] 

 

Feeling anger (Oncel) [U] 

 

Life responsibilities interfere with 

asthma management (Speck) 

[U]  

The value of the life-experience 

affected (Steven) 

 [U] 

Fear (Snadden) [U] 

It’s so hard to be asthmatic (Oncel) 

[U] 

 

Being asthmatic means understanding 

the value of life (Oncel)  

[U]  

Impact of asthma classification on 

comprehension and management (Al-

kalemji) [U]  

The effect of asthma on self image 

(Steven) 

[U]  

Tiredness and limitations (Snadden) 

[U]  

Suffering from continuous worry and 

fear (Oncel) [U]  
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3.6.4 Synthesised findings with younger adults  

Synthesis finding 1: Accepting asthma diagnosis for younger adults is a complex journey 

with debilitating effects on their life and identity  

This synthesised finding has derived from five studies of which thirteen findings were 

formed into one category. The evidence synthesised here has focused on the journey of 

younger adults’ acceptance of their asthma diagnosis.  

 

The reasoning behind denial and acceptance of asthma among younger adults 

Two major groups were noted. One group who denied that they had asthma and refused 

associations with the illness, whereas another group have accepted asthma in their lives and 

shared the type of experiences and emotional states they have been through.  

Younger adults who have denied having asthma referred to their breathing symptoms as ‘bad 

chests’, ‘slight asthma’ or ‘not proper asthma’ (Adams, Pill, & Jones, 1997). Some claimed 

that doctors have never referred to their breathing symptoms as asthma. Others believed, that 

although they were prescribed an asthma inhaler, due to limited use, they believed they did 

not have asthma. However, when asked about their lifestyles and asthma, it became apparent 

that those who have strictly denied having asthma, were in fact affected by the illness. They 

shared examples of being unable to carry out daily tasks such as putting out washing and 

cutting the grass. Interestingly, some have maintained strict privacy about using inhalers in 

front of others. The reasons behind strict information control and, in essence, the denial of 

an asthma diagnosis, were embarrassment and the negative images of asthmatics. Asthma 

was associated with stigma and disability. Being asthmatic was associated with weak people 

in wheelchairs. They, therefore, have rejected the identity of an asthmatic, and played down 

the seriousness of breathing difficulties. Accepting asthma as part of their identities was not 

an option. Asthma added a complication to their identities and image.  

Those who have accepted the identity of an ‘asthmatic’ and normalised their lives around 

the illness acknowledged that asthma was a part of who they were. Although, younger adults 

have agreed that having a diagnosis gave meaning to the symptoms and explained their 

discomfort, the majority were in despair and devastated. People said that their initial reaction 

was anger led and caused low self-esteem. Some said that they welcomed their asthma 

diagnosis as ‘bad news’ and panicked wondering how they will carry on their lives without 
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losing it to asthma. The initial shock after the diagnosis of asthma was due to the 

misperception that asthma was a life altering disability. Asthmatics were associated with a 

struggle to breathe and a gasping for air.  

However, the process of illness comprehension and acceptance was prolonged. Some 

believed that this was due to a limited dialogue with a doctor, and a lack of guidance for the 

management of asthma and coping with the illness after the diagnosis.  

The transition from being healthy to ill and accepting an asthma diagnosis was not 

straightforward. Although in this group, younger adults have acknowledged asthma as part 

of their self-identities, time was the crucial factor. It has influenced their decision, and the 

learning to cope with asthma. Although, a few individuals have remained in the state of 

wonder. They hoped that their asthma will be cured, and they will recover to their previous 

identity of leading a daily life free of asthma.  

The underpinning idea of this synthesised finding was the acceptance of an asthma diagnosis 

in younger adults’ lives. It was found that although two identified groups were in different 

‘phases’ of asthma acceptance, the meaning of asthma had similar perspectives to both 

groups. Both viewed asthma as a debilitating, life altering illness. This has changed with 

time for individuals who have accepted asthma part of their lives.  

Table 3.1  

“If I can go without the ventolin then I don’t 

need this ventolin any more, I’m not asthmatic.” M, 32  

Steven 

(2002) 

 

‘Finally the reasoning for my laziness in the winter, that I wasn’t lazy. I could 

never understand how I’d have to drive myself to try to get work done.’ M, 33  

 

‘There was a lot of panic and anger about why me, because I have 2 sisters and 

neither one of them are affected. It’s just me and I’m going like ‘why me, why do I 

have to get dumped on with this?’ <..> I found it was interfering with my life, <..> 

it was going to put my life on hold and stop, that it was going to upset my husband 

and interfere with his job.<..> Now it’s easier’ F, 37   

Snadden 

 (1992) 

''I remember the first time I was diagnosed with asthma. I got pretty sad (..) I 

thought I was a superwoman  who could do everything; work, study, be a mother 

etc.” F   

Al-kalemji  

(2014) 
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‘6 years.. it’s 6 years since I met you. Each day I learn another of your features. 

Now, I know everything about you and I’ve accepted you.’ F, 20  

 

‘You have been a friend to me for 20 years. You overwhelm me from time to time 

and I am fed up with you. <..> I want to say goodbye to you forever.’ F, 31   

Oncel  

(2012) 

  

"He didn't actually use the word asthma" M, 22 

 

“Someone in a wheel-chair with an oxygen mask on, or someone who can hardly 

walk, "weakling" and "wimp".  

 

‘asthma is part of me like my bad temper’ F, 38 

 

"I know that some people have funny ideas about asthma. Think you're weak 

disabled almost. Mind, I never have that sort of attitude from people. I think it 

depends on what sort of person you are. I don't act ill or weak or anything’ F, 32  

 

"You have to be careful who you tell. I don't mind certain mates knowing but not 

those who might tell people I work with. <..> Mind, I wouldn't take the inhaler in 

front of management. If he sees I've got a bad chest’ M 

Adams  

(1997) 

 

 

 

Synthesised finding 2: Asthma treatment adherence across younger adults is difficult due 

to complex barriers and negative impairment to self-image  

This synthesised finding has derived from 27 findings formed into four categories. The 

evidence synthesised here has focused on the asthma medication use, behaviours and 

associated perceptions that have accordingly influenced treatment adherence.  

 

Reliever asthma medication: support and confidence when needed 

This category was formed from three findings that were derived from three studies. Evidence 

summarised here has entailed younger adults’ experiences regarding the prioritisation of 

using the reliever inhaler for when asthma exacerbations have occurred. Younger adults 

valued the reliever inhaler over the preventative medicine. They have claimed that knowing 

the medication was readily available for when they needed it, made a difference in how they 
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perceived their breathing symptoms. The unpleasantness of asthma symptoms in some cases 

was uncontrollable and interfered with various activities. Therefore, the majority were self-

determined to increase the dosages of the reliever inhaler until they felt better. This 

medication adjustment behaviour of increasing, discontinuing, and then re-increasing the 

dosages of the reliever inhaler was perceived as a form of over reliance and intentional non-

adherence. Evidence suggested that this self-adjustment behaviour was a valuable practice 

of younger adults, however without considering potential risks.  

Table 3.2  

‘When you actually think, you know, I’ve forgotten my puffer, you can feel your chest 

like, you can just feel it, everything’s harder’ M 

Donald  

(2005) 

“Well as I say if I don’t take these inhalers, it’s very wearying..very unpleasant I 

mean I just can’t.. I’m just sitting sneezing all the time, my eyes are heavy. It grinds 

you down quite a bit, you know.” M, 40  

Steven  

(2002) 

 

Barriers and facilitators that influence medication adherence 

This category was formed from ten findings that were derived from six studies. This category 

is  collective evidence of the decision making of younger adults regarding their treatment 

adherence. It entailed explanations for why the use of the preventer medication has 

diminished and the use of the reliever has increased. Preventative steroid based medications 

were associated with distorted images of being different and having a dependency. 

Additionally, some, due to busy lifestyles, forgetting, and belief of taking too many 

medications already, have chosen to non-adhere to their asthma treatment. Some believed 

that steroid based medication has impaired their social identities among those without 

asthma. Therefore, very often, sporadic or complete discontinuation of medication occurred. 

This suggested that younger adults made rushed decisions based on how they wanted to feel 

and the thought of what was best for their asthma care. Whereas others have weighed the 

costs and benefits of not using preventative medication and realised that the end goal of 

using medications was to help enhance quality of life with asthma. Those individuals were 

aware of the consequences and indicated that asthma medication adherence was part of their 

routine.  

Table 3.3  
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"It's stuff boys use to build muscles up. And they die of it sometimes. They're 

illegal steroids are" M, 49  

 

"Ventolin is used by asthmatics, but it's good for bad chests too" F, 22 

 

"I don't like taking steroids...but here. I need them to breathe properly, so what 

can you do?" F, 48 

Adams  

(1997) 

‘I might miss that day because I had something and I might miss a morning dosage 

or I might miss a night dosage.. I guess life in itself can make it hard sometimes. 

Or a busy schedule, there we go, a busy work schedule.’ 

 

‘If I don’t pay attention to my signs and it starts in getting worse I do double up on 

my medication. I might take more than when I need to take to increase my changes 

or increase the time of it starting to feel better.’  

MacDonell  

 (2015) 

‘I hate feeling like I’m different. I have a problem when it comes to that and I hold 

off on my medicine. As you get older, you care what people think more. So I try to 

hold [asthma medication] off and be cool.’ 

Speck 

(2014)  

‘I would be on my knees rather than take them, as time goes on and how I feel 

within myself, if I feel that I’m starting to come round. I will cut them down and 

maybe the consultant has said stay on two tablets until I see you in four weeks, but 

if I feel okay I won’t stay on those two, I mean I probably will cut them down 

again, maybe I shouldn’t but’ 

Gamble  

(2007) 

‘And why is it that you like to take sort of less and less, if you can...? Because 

obviously I’m getting cured.’ M, 32  

Steven  

(2002) 

 

The issue of cost impairing treatment adherence 

This category was formed from 8 findings that were derived from three studies. In this 

category the issue of medication costing has been discussed. Younger adults have often 

discontinued or interrupted their preventative asthma treatment due to concerns with costing. 

As such, to reduce the costing they have only purchased reliever inhalers. Reliever inhalers 

were seen as cheaper solutions of a ‘quick fix’ for the immediate release of severe life-

threatening asthma symptoms. While preventative medication had no immediately evident 

benefit, people valued it less.  
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The majority perceived the reliever inhaler as a regular effective form of treatment for their 

asthma symptoms. However, because preventative medicine was not used, people have 

experienced more symptoms, therefore they required more dosages of the reliever inhaler. 

To conserve the reliever inhaler reduce the cost, people have limited the dosages, making 

them last longer. They asked GPs to prescribe longer supplies for the same expense, used 

payment schemes, avoided known triggers, waited for asthma attacks to settle down before 

taking the medication and introduced preventative medicine at the signs of cold.  

Table 3.4 

‘Yeah, [I had difficulty getting my medications] when I was cut off of my 

insurance <..> I have my medications prescribed but then I can’t get maybe one 

or two of them because they cost so much and my insurance doesn’t cover it’ 

MacDonell  

(2015) 

‘Quick fix and cost, that was my reasons for becoming completely blue, and the 

brown one left aside <..> I hardly used it because I became out of routine with it. 

Yes I must admit I just used to get the blue one <..>I got so dependent on the blue 

because I couldn’t afford to get both’  

Cole 

(2013) 

“Because they are that expensive, I tend to only take my inhalers when I need ‘em 

<..> ‘two puffs, four times a day’ <..> because I try and make it spin out that bit 

longer, then I’m not asking for another repeat prescription.” 

Schafheutle  

(2009) 

 

Asthma medication brings a negative impact on people’s wellbeing and identities 

This category was formed from 5 findings that were derived from 2 studies. The evidence 

synthesised here has focused on the negative impact of asthma medication, including side 

effects and undesirable impairment to self-identities and lifestyle roles. Younger adults have 

experienced range of health and psycho-social challenges that caused a dilemma of wanting 

to discontinue the treatment. For example, weight gain, thrush in the mouth, skin bruising, 

and the development of osteoporosis left younger adults fearful of this suffering. Others 

indicated that the steroid based medication caused episodes of irritability, difficulty sleeping, 

depression and worrying. Due to uncontrollable mood changes, hyperactivity, social roles of 

a mother, a friend and daily routines such as cooking, were not accomplished. Feeling 

embarrassed, worthless, and isolated has brought a sense of defeat for needing to rely on the 

inhaler. Asthma treatment, in particular steroid based, was directly linked with the loss and/ 

or impaired self-identity, and constraints to daily lifestyles.  
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In this synthesised finding, the disruptive and inconsistent use of asthma treatment was 

noted, shaped by various complex factors. The majority of younger adults have overused the 

reliever inhaler without reasonable considerations of the risk it could cause. Whereas the 

preventative asthma treatment was often discontinued or not adhered at all, due to negative 

physical and psycho-social impairments, or cost issues. This was done without 

acknowledging medication long-term benefit. Instead of establishing a better treatment 

adherence, self-adjusted over reliance on the asthma reliever was used.  

Table 3.5 

‘I didn’t realise until I started taking them just the effect they could have on you 

mentally. I would say I suffer from depression.’  

 

‘They make me eat and put on weight which isn’t good for my breathing either. 

I can eat at all times of the night, maybe up at 2 in the morning eating.’ 

 

‘Oh even the children know now when I’m on them, they say ‘Mummy’s back on 

her drugs’. I am really bad tempered and wicked’  

Gamble  

(2007) 

‘I don’t depend on the medicine.. I feel like it’s just in my head. If I can control 

it without taking my medications then maybe I don’t really have it <..> I try to 

come up with different stuff just because I guess you could call it being 

rebellious.’  

MacDonell  

(2015) 

 

 

Synthesis finding 3: Successful self-management of asthma requires support and guidance 

from healthcare practitioners that is rarely achieved 

This synthesised finding has derived from 17 findings formed into two categories. The 

evidence synthesised here has focused on the self-management of asthma of younger adults 

covering aspects of daily asthma management and emergency circumstances. The 

underpinning idea of this synthesised finding was the lack of support received from 

healthcare practitioners and the influence it had on the self-management of asthma of 

younger adults.  
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Healthcare practitioners provide limited support and resources for self-management of 

asthma, asthma action plans are particularly underused 

This category was formed from 11 findings that were derived from 4 studies. The evidence 

synthesised here has focused on how having access to information and being knowledgeable 

about asthma versus being limited can have an effect on symptoms control and ability to 

self-manage. For example, younger adults have said that being limited to comprehensive 

information and not receiving clarification from their doctors about steroid medications 

challenged their treatment adherence. Additionally, it has caused an overwhelming 

experience having to seek information elsewhere and to rely on subjective sources such as 

television, friends and family.  

The majority of younger adults were frustrated with their GPs for having limited 

communications about asthma, rushed appointments and too much focus on medication 

prescription. People were willing to follow the instructions from their doctors, however, on 

many occasions, doctors were reluctant to be involved in patients’ care and guide their self-

management. For example, the majority did not have an action plan, or it was not tailored to 

a persons’ individual needs and circumstances. Furthermore, there were individuals who had 

asthma action plans but due to limited knowledge about the importance of this resource, or 

lack of confidence in making decisions themselves, successful management was not 

achieved. However, some younger adults have viewed asthma action plans positively. They 

had proactive opportunities to clarify matters about their asthma and were supported in 

learning better ways to manage their asthma.  

Foundation of the successful asthma self-management has depended on whether people 

received support from their doctors. A Doctors’ active role in influencing and guiding 

successful self-management of asthma was crucial. However, in the majority of cases this 

was not established.  

Table 3.6  

‘Well that's right because the time that I was given that information it was when I 

was just unable to breathe I didn't even have a cough or anything. I didn't even 

realise that cough was associated with.. I didn't even think of it as being asthma.’ 

M, 40  

 

Douglass 

(2002 
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‘But to tell me about an action plan would be good. To talk about alternatives, 

how it's going. Explain it to me.’ F, 19  

‘When I go to my appointment, they try to rush, get you in there, rush you out, get 

you some stuff, take this, do this. The doctor was just kind of oblivious, she would 

just say “Oh here, take this” and we never actually sat down and made a plan. 

I’ve talked to my doctor before. When [my asthma] has gotten bad, they seem to 

always revert to steroid medication, and I don’t like the way it makes me feel.’  

Speck 

(2014) 

‘I asked questions, but it was more questions like ok what dosage should I take 

now of this. There were no really specific management type of questions that I 

asked because I didn’t really think there was anything else to do.’  

(Ross 

(2010) 

 

Delayed emergency care due to irresponsible behaviours 

This category was formed from 5 findings that were derived from 1 study. The focus was on 

the emergency care of asthma and related health seeking behaviours. The majority has 

severely struggled with the control of their asthma exacerbations but delayed seeking help. 

Due to the reduced perception regarding the severity of asthma, people have hesitated to call 

an ambulance and preferred to self-manage the exacerbating asthma. The available evidence 

has suggested that the majority have caused severe risk to their lives whilst irresponsibly 

delaying seeking help. Following the hospital discharge, some individuals ignored medical 

guidance, and were unwilling to change their help seeking behaviours. This has suggested 

that due to a lack of knowledge and instructions about asthma, its severity and poor health 

seeking behaviours, self-management of asthma in daily and emergency situations was 

unsuccessful. 

Table 3.7  

‘I call the ambulance at about 100 and that’s when my lips are blue and it takes 15 

minutes for the ambulance to get there and quite often by that time I’m in near 

respiratory arrest.. but I’ve always arrested on the way to the hospital rather than 

the hospital.’  

Donald 

(2005) 
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Synthesis finding 4: Being able to control the asthma is a process of adaptation and coming 

to terms with it  

This synthesised finding has derived from 9 findings formed into two categories. The focus 

was on younger adults’ experiences regarding the control of asthma, and how they came to 

terms with it. 

 

Being controlled by asthma versus being in control with asthma  

This category was formed from 5 findings that were derived from 4 studies. This category 

has in particular concentrated on younger adults’ adaptation to asthma and includes 

experiences of controlling asthma.  

After the initial surprise of a diagnosis with asthma, the majority of younger adults have 

revealed a sense of confusion and complexity in acknowledging the illness in their lives. 

People have agreed that they had to compromise and accept the ownership of asthma and 

learn to control the symptoms. This was achieved through a process of adjustment and the 

balance of the good with the bad. A sense of normality in daily lives was then achieved. 

However, the change was not imminent.  

Experiences such as the realisation of the severity of asthma, and the threat of severe asthma 

exacerbations with a potential death risk (Steven, Morrison, & Drummond, 2002), motivated 

younger adults to be in control of their illness, and encouraged them to practice a range of 

coping strategies. For example, a) avoiding asthma triggers, exercising and maintaining an 

active approach to life (Ross et al., 2010), b) recognising deterioration of symptoms (Al-

kalemji et al., 2014; Snadden & Brown, 1992), c) promoting self-control in adjusting 

medications (Ross et al., 2010), d) and more drastic recommendations, such as getting rid of 

a beloved pet to help avoid the triggers and to stabilise the control of asthma (Ross et al., 

2010). Others have added that keeping a positive mindset and promoting independence have 

helped to sustain their power over asthma (Al-kalemji et al., 2014). The remaining 

individuals, especially those who did not accept asthma in their lives, were controlled and 

manipulated by the illness (Al-kalemji et al., 2014; Ross et al., 2010; Snadden & Brown, 

1992). People shared experiences of how asthma has jeopardised their employment and 

caused severe, life-threatening asthma exacerbations. Additionally, they discussed how the 
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limited availability of information about asthma and reduced communication with a GP has 

contributed to the reduced control of asthma.  

Being in control of asthma was a learning process of  trial and error that entailed a lot of 

effort and ability to accept the challenges of asthma along the way. The concept of control 

referred to a process, and not a static outcome of asthma control. However, a sense of 

normality was only possible when the phase of being in control with asthma has been 

achieved.  

 

To master the control of asthma combination of strategies are necessary 

This category was formed from 4 findings that were derived from 2 studies. In this category 

the focus was on younger adults’ attempts in improving the control of their asthma. They 

have shared experiences and perspectives of the strategies that were thought to improve and 

benefit their asthma control. For example, a number of younger adults reported that their 

outcomes of asthma have improved over the years as they have learnt to live with it and take 

accountability for their health. In addition, they believed that taking part in self-management 

programmes for motivating people to improve control of their asthma would benefit them 

long term (Speck et al., 2014). Whereas others believed that having an opportunity to 

communicate and share their experiences with other asthma sufferers, in particular the terror 

of asthma attacks, would facilitate the transition from being controlled by asthma to being 

in control (Snadden & Brown, 1992).  

The majority were motivated to achieve satisfactory control of their asthma, which in turn 

has meant re-instating a sense of normality in their lives. This was achieved through an 

adaptation to asthma and learning to balance the good with the bad.  

 

Synthesis finding 5: Living with asthma is challenging, it has a debilitating effect on younger 

adults’ identities and various life contexts 

This synthesised finding has derived from 12 findings formed into one category. Findings in 

this category were discussed on their own. The focus was on the negative experiences that 

asthma has brought to younger adults’ lives and identities. It was described as a particularly 

challenging illness. 
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Negative impact of asthma on younger adults’ lives and identities 

This category has derived from 6 studies. When the majority of younger adults were 

prompted to discuss their living situation with asthma, most had similar experiences, and 

labelled asthma as a negative aspect of their lives. Although some have learnt to accept and 

live with the illness, others remained concerned, frustrated and deeply affected. The 

available data has covered major topics such as emotional wellbeing, physical activities, and 

social encounters.  

Negative challenges were encountered in career opportunities (Cole, Seale, & Griffiths, 

2013; Speck et al., 2014), daily routines and activities. This includes household care, 

childcare, some reported not being able to fulfil family roles and responsibilities, or complete 

simple tasks of walking, climbing up the stairs, exercising, playing sports or even sleeping. 

For younger adults these normal life encounters were highly impaired and caused discomfort 

and frustration (Al-kalemji et al., 2014; Cole et al., 2013; Oncel, Ozer, & Yilmaz, 2012; 

Snadden & Brown, 1992; Speck et al., 2014; Steven et al., 2002). Some have added, that 

social encounters were impaired too, feeling embarrassed if a reliever inhaler was used (Cole 

et al., 2013). Whereas others have practised a different approach, and instead of opening up 

to others (e.g. work colleagues)  they suffered in silence and kept their asthma to themselves 

(Al-kalemji et al., 2014). These individuals strongly believed that having asthma has 

negatively constructed their social identities. They said that having asthma was an additional 

burden on their mind, and to regain their self-worth they have ‘played down’ the severity of 

their asthma (Al-kalemji et al., 2014). Needing to rely on medication or other people to help 

assist with their asthma was unpleasant, and instead some believed that not needing to use 

the medication was a sign of improvement (Steven et al., 2002). Although people have 

agreed that asthma has restricted their freedom, and affected their daily lives, they 

understood that the adjustment to asthma was a necessary condition to be able to continue 

their life (Oncel et al., 2012; Snadden & Brown, 1992). They were willing to attempt 

behavioural change and to control their asthma to ensure that they can pursue valued 

activities like exercising (Steven et al., 2002).  Interestingly, some individuals indicated that 

being diagnosed with asthma helped people to learn and grasp the meaning and value of life 

(Oncel et al., 2012).  
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The most concerning experiences were expressed by younger adults who have experienced 

severe asthma exacerbations, they feared death and being unable to survive an asthma attack 

(Oncel et al., 2012; Snadden & Brown, 1992). People remembered experiencing breathing 

difficulties and said that just thinking about it could bring back severe asthma symptoms. To 

others, the after-asthma attack experiences were difficult too, taking several days and weeks 

to recover. It brought severe fatigue and depression, whereas to some, living with asthma 

has turned into an ongoing cycle of chronic worrying and fear of something unplanned 

happening, potentially exacerbating asthma and causing an attack.  

This synthesised finding has entailed an array of negative experiences of having to live and 

cope with asthma on a daily basis. Although some have adjusted their lives to meet the needs 

of their asthma and learnt to seek out positivity and value, the majority believed that asthma 

has reconstructed their lives into a negative spectrum and impaired their identities. 

Table 3.8  

‘I think I am going to die earlier than my peers. I feel as if I were handicapped, 

and I feel very upset about not being able to climb stairs and having to have a rest 

after walking for a while.’ F, 30 

 

‘I always feel a need to protect-myself. I constantly remind myself to take my 

medication with me when I leave home, and I feel worried about the places I visit, 

my health, and the possibility of an asthma attack all the time.’ F, 41  

Oncel 

(2012) 

‘You can’t get your breath and you’re choking at the same time and its very scary 

you know you think you’re not going to be able to get your breath.’  

Snadden 

(1992) 

‘Some times when my class should do cross-training, with much running and 

interval training I leave this task to the other teachers. <..>I say to them that I’m 

not in shape for exercising. I don’t say that it is because of asthma.’ F  

Al-kalemji 

(2014) 

 

3.7 Discussion of the findings and implications for further work  

This systematic review of the qualitative literature has utilised the approach of the JBI meta-

aggregation to assemble evidence of the psychosocial and health related experiences and 

perspectives of living with asthma of older and younger adults.  

As discussed earlier, the understanding of how older adults live, cope and experience asthma 

in their daily lives is limited. The impact of asthma on older adults’ daily lives is understood 
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via studies that involve specific age groups. For example, as children and younger adults 

who are likely to have different lifestyles, preferences, values, and most importantly, 

different treatment and management needs as opposed to older adults.  

In order to broaden the understanding and to learn new perspectives on the topic of living 

with asthma across older adults, qualitative meta-synthesis comparing studies with younger 

adults with asthma was undertaken. Comparing and contrasting qualitative findings between 

the two age groups to gather existing understanding and to learn new examples and 

recommendations for older adults with asthma was a novel approach.  

Currently, there is a published qualitative meta-synthesis that has generated knowledge on 

the topic of adults’ experiences with asthma of ages 18 to 73 (Pickles et al., 2018). Although, 

it has provided valuable understanding in the multiplicity of experiences of adults living with 

asthma, there was no comparison between the ages, and findings of studies were grouped 

together, despite potential differences. This meta-synthesis has exercised the strategy of 

comparison as particular strength in allowing better understanding of differences of the two 

age groups. Additionally, this meta-synthesis has applied a systematic and transferable 

approach to evidence, whereas the previously conducted work has included studies with 

unreported participants’ ages. This may raise a question as to why another synthesis was 

needed, especially if diverse studies were synthesised and knowledge was produced. 

Experiences, perspectives, and needs of different age groups may broadly differ. The 

existing evidence has not fully recognised the differences across younger and older age 

adults, nor has it explored similarities that may connect the two major age groups. 

Additionally, older adults with LSA and LOA were grouped under the same categories with 

younger adults who might have different periods of asthma diagnosis, and underwent 

different experiences with asthma over the years. This has suggested that everyone, 

regardless of their age, underwent through similar experiences of living with asthma, which 

in fact may not be the case.   

 

3.7.1 Overview of the synthesised findings with older adults 

Synthesised findings of this systematic review have produced the lines of action for 

immediate use in practice and knowledge development. Through a systematic approach of 

meta-aggregation, five synthesised findings from 5 studies with older adults have emerged. 
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In contrast, in the comparison group of younger adults, 5 synthesised findings have derived 

from 13 studies.  

The studies with older adults have entailed experiences about the diagnostic journey, asthma 

care and interactions with healthcare practitioners, treatment and adherence behaviours, but 

had limited evidence on older adults’ personal lives and experiences self-managing and 

coping with asthma. Their experiences were mainly focused around the spectrum of 

institutional care, and the role of self, including how their lives were shaped by asthma were 

not discussed in depth. In Figure 5, I present the conceptual map of the qualitative findings 

from the synthesised studies with older adults with asthma. The aim of this figure is to 

provide a concise view of how the findings function together and show their position and 

role in the continuum of a life with asthma.  

Figure 5. Conceptual map of the qualitative findings from the studies with older adults. 

 

The idea of dividing the continuum of living with asthma into the phases of a diagnosis and 

post-diagnosis of asthma occurred naturally based on the emerging findings. The line that 

positions all of the five synthesised findings is shaped in the form of a continuity to represent 

people’s ongoing lives with asthma.  

The line around the phase of asthma diagnosis is particularly unstable as it represents a 

challenging period. In here older adults have discussed the importance of an asthma 

diagnosis, and provided insights of the challenging diagnostic journeys that have been 
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previously noted  in the quantitative literature (Abramson, Perret, Dharmage, McDonald, & 

McDonald, 2014; Cousens, Goeman, Douglass, & Jenkins, 2007; Wilson, Appleton, 2005; 

Gibson et al., 2010; Hanania et al., 2011; Yáñez et al., 2014). Wanting to be diagnosed with 

asthma was a prolonged and delayed process marked with frustration. However, there was a 

limited understanding about the acceptance of an asthma diagnosis as part of their life 

contexts and identities, including a limited idea on how they have incorporated asthma in 

their daily routines and lifestyles. Most understanding was communicated by older adults 

with LOA, whereas no clear evidence was noted from individuals with LSA. Examining 

findings closer, the first finding is linked with the second finding. Although there are 

differences related to the position and role of these findings on the continuity line, both entail 

older adults’ experiences and perspectives focused on the medical context about, receiving 

insufficient support for asthma diagnosis (Finding 1) and not receiving patient-centred 

asthma care (Finding 2). The content of the second finding however is more descriptive. 

Older adults did not receive appropriate asthma care, and sadly in the majority of cases felt 

unvalued, forgotten, and not prioritised. They all recognised the need for improvement in 

asthma care, and highlighted the concept of patient-centeredness, where their experiences 

and personal matters would be recognised. They believe that ageing was a major reason for 

exclusion. People have felt disheartened and frustrated, believing that nothing will ever 

improve, but also that their current issues were not dealt with. These experiences have 

provided a better understanding regarding older adults’ support for asthma, and identified 

their views of healthcare system that previously were little known about. 

Regarding the third synthesised finding, the evidence about asthma treatment behaviours is 

presented by itself not linked to other findings. This is because the sole focus of this finding 

was about issues of intentional and non-intentional non-adherence. The struggle to adhere to 

recommendations was often due to either physical or perceived side effects of medications 

that have prompted older adults to discontinue or alter the dosages of medication without 

reasoning about how it may impair their symptoms control.  

On the line of continuum, the remaining two findings (4 and 5) related to the life with a post-

diagnosis of asthma. Both findings consist of experiences and perspectives that inform about 

older adults’ perception of living with and managing asthma. The key difference between 

the two findings related to a negative and positive outlook. In the fourth finding, it was found 

that the increasing severity of asthma, co-morbidities and ageing have negatively interfered 

with older adults’ lives and wellbeing. For example, severe mobility issues have caused 
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overwhelming frustration and sometimes loss of independence (Asthma UK, 2013). 

Nevertheless, coming to terms with ageing and acceptance of the new self was difficult. 

However, the evidence regarding the evaluations of the new self in the phase of later life 

with asthma has provided fairly limited insight. It was difficult to know at what stage older 

adults have begun to realise their new selves, and whether it was because of asthma, other 

illnesses or the individual factor of ageing. It did however suggest that older adults might 

face more challenges than just acceptance and integration of asthma in their lives. Multiple 

factors might interact, of which ageing, and asthma suggested further areas for exploration. 

In particular knowledge about older adults’ experiences with other health conditions and age 

related challenges is a current gap in literature (Barua & O’Mahony, 2005; Goeman & 

Douglass, 2007). 

The remaining fifth finding covered older adult’s perspectives regarding the facilitation of 

self-agency of living with asthma. They believed that maintaining a positive approach to life 

and learning to cope with the illness by themselves can help achieve successful self-

management of asthma. This finding is in line with the current asthma management 

guidelines that support self-agency as an essential factor for achieving successful 

management of asthma (BTS/SIGN, 2016; Caress, Beaver, Luker, Campbell, & Woodcock, 

2005; GINA, 2017). However, only a minority has shared this perspective, therefore, success 

of this strategy is not clear.  

Overall, this conceptual map has provided a visual summary of the existing qualitative 

knowledge about older adults’ experiences of living with asthma. It can be noted in the figure 

that most knowledge concentrated on the post-diagnosis of asthma, whereas little evidence 

was found about older adults experiences with an asthma diagnosis. Examining findings 

together, it was noted that four of the qualitative findings have linked together and provided 

two perspectives.  

The first one was about the importance of the healthcare system. It has overtaken the priority 

over people’s lives with asthma. Older adults were saddened by the lack of support from 

their asthma carers and importantly did not see their lives improving. This is an important 

observation. The systemised evidence suggested that asthma care has a central role in the 

lives of some of the older adults. While the systemised evidence is small, this may indicate 

that older adults assess how good or bad their lives with asthma are through the scope of 

their asthma carer’s support.  
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Another perspective related to the positive and negative perceptions about the daily living 

with asthma. A positive approach to life and being self-proactive were associated with 

successful outcomes of living with and managing asthma. Whereas co-morbidities, ageing, 

increasing severity of asthma were central factors that have negatively affected people’s 

lives and wellbeing. Although the evidence is limited, it has suggested that older adults’ lives 

with asthma are particularly individualistic with no clear categories. It is dependent upon 

other factors that overall create a meaning for how older adults experience their lives with 

asthma.  

 

3.7.2 Comparison with younger adults  

As for the studies with younger adults, in-depth findings were noted. Topics have ranged 

from the quality of life and coping with the diagnosis of asthma to the medication use 

behaviour and its’ impact on younger adults’ lives and identities. Through the process of 

comparison, it became apparent that to younger adults, asthma was an illness that has 

damaged their identities, self-image and wellbeing altogether. Although there were 

examples, of positive acceptance of living with asthma, and self-managing it on a daily basis, 

the majority have struggled to associate themselves with a chronic illness and accept the 

deterioration of their wellbeing. They have concentrated on the decreasing health, and 

diminishment of their self-identities as the point of priority. This has suggested that 

alongside physical treatment of asthma symptoms, healthcare specialists should consider the 

effect of asthma on people’s psychosocial roles and identities. Asthma has caused a great 

deal of struggle to the majority of younger adults, however, time had a detrimental effect in 

helping people to come to terms of living with asthma.  

I have undertaken the same process as with older adults, and in Figure 6, I present the 

conceptual map of the qualitative findings from the synthesised studies with younger adults 

to provide a concise view of how the findings function together and show their position and 

role in the continuum of a life with asthma.  
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Figure 6. Conceptual map of the qualitative findings from the studies with younger adults. 

 

 

Similar to the studies with older adults, studies with younger adults were mostly focused on 

the lives with a post-diagnosis of asthma. However, different to the studies with older adults, 

synthesised qualitative findings of younger adults were interlinked and were generally 

focused on people’s wellbeing and the effect of asthma illness on their psychosocial and 

health related experiences. There was a sense of unity, whereas findings from the studies 

with older adults were more scattered and not fully representative of their lives with asthma.  

Investigating findings in more detail, it can be seen that similar to the studies with older 

adults, the line of continuum around the phase of asthma diagnosis was particularly unstable. 

This is because the majority of younger adults did not want a diagnosis of asthma. Asthma 

diagnosis was associated with unstable and unwelcoming changes to people’s identities and 

life quality. Regarding the synthesised findings about the post-diagnosis of asthma, there 

was a sense of instability, unwillingness to accept asthma and negative experiences about 

the impact of asthma on people’s personal and social lives. In comparison to the studies with 

older adults, findings with younger adults were far more explorative and rich in data. Most 

studies have concentrated on the meaning of asthma in younger adults’ lives and wellbeing. 

Whereas studies with older adults have concentrated on asthma care and management in the 

context of healthcare system, with no particular interest on the meaning of asthma in their 



130 
 

lives and identities. In addition, there was no understanding regarding their acceptance of 

asthma diagnosis, and adjustment to a new identity. This is important to explore from the 

perspective of long-term sufferers with asthma as well as those with late onset, to understand 

their needs and to identify what, if any, support they might need.  

Regarding similarities across the two age groups, insights about the disabling image of 

asthma was noted. In the majority of cases with younger adults and a few with older adults, 

people responded that asthmatics were perceived as weak people, who struggled to breathe 

and were associated with wheelchairs. To those individuals, asthma had a negative image, a 

stigma that they struggled to associate with and accept as the new self-identity. The labelling 

theory of deviance in the context of the conceptualisation of the old age, suggests that the 

concept of self and the sense of worth can form from interactions with social contexts 

(Berger & Berger, 1975). Thus if ‘others’ attach a stigmatising image to older people and 

view them as losing the ability to be independent, those older adults might accept the label 

and perceive themselves through those descriptions. Older and younger adults with asthma 

were influenced by the perception of what people with asthma were like and the views of 

society. Therefore, they have resisted these associations and labels. However, this can only 

partially suggest why some have avoided the label of asthma. Particularly for older adults 

these perceptions might have been mixed with other factors of ageing and co-morbidities, 

and various other personal experiences that have not been well understood.  

Another similarity across both age groups was the behaviours of self-regulating asthma 

medications linked to treatment non-adherence. Most individuals of both age groups have 

associated the asthma preventer inhalers, and the reliever asthma treatment, with negative 

life interfering experiences. Synthesised findings from the studies with younger adults were 

far more descriptive and consisted of in-depth explanations for how steroid based 

medications have affected their identities, self-image and daily routines. To them the concept 

of relying on medication and struggling with the side effects prompted self-regulation 

behaviours. Although in less detail, similar reasoning was observed in the findings with older 

adults. In the latest asthma diagnosis and management guidelines in the UK, dealing with 

medication self-regulation for when symptoms deteriorate, essentially recognising and 

acting on asthma symptoms is considered part of the self-management approach 

(BTS/SIGN, 2016). However, the findings synthesised in this meta-synthesis have suggested 

that medication self-regulation behaviours were not related to the effective asthma treatment. 

Older and younger adults have self-managed their treatment behaviours based on their 
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perceptions of how they wanted to feel and based on their experiences with the side effects. 

This suggested that perhaps there is an existing misunderstanding about the concept of 

asthma self-management as well as poor understanding of the effectiveness and risks of the 

treatment for patients’ symptoms control. There are several health theories that explain the 

factors associated with treatment adherence, however to fully understand the underlying 

reasons for these specific groups more investigative work is needed, in particular with older 

adults as the evidence is limited.  

Dittmann-Kohli (1990) found that the construction of age-specific meaning is different 

among younger and older adults. Elder people in contrast to younger have fewer aspirations 

about their personality and life realisation believing that their life goals were either achieved 

or have passed. Older people of ages 60 to 90 were unlikely to plan their future or the next 

few days and focused on the present, attempting to preserve their current life and self. Due 

to fear of losing control of what they have now, older people seek for positive meaning in 

the present. Whereas younger people are concerned with their personal inadequacies and 

worries about the failure of fulfilling their future goals, desires and in essence their self-

realisation. This in fact can offer some explanation to the findings of this meta-synthesis. 

Younger adults with asthma have directly focused on the impact of asthma on their 

psychosocial and health related wellbeing. They were concerned about how their lives and 

their identities have changed because of the chronic illness of asthma. Whereas for older 

adults a sense of urgency was noted. They were mostly concerned with the present events 

most of which related to their asthma care and management. The meaning of living with a 

chronic illness of asthma may in fact differ among younger and older adults.  

 

3.7.3 Strengths and limitations 

This meta-synthesis was novel and signified strength through going beyond the regular 

approach, it compared and contrasted studies of two major age groups in order to contribute 

knowledge to older adults with asthma. This review has included 18 studies in total of which 

the majority aimed to explore perspectives of living with, managing, and coping with 

asthma, with some focusing on investigating perspectives and behaviour in the context of 

asthma care. Thus, it has incorporated a plethora of experiences.  

This meta-synthesis can inform various healthcare practitioners working with older adults 

with asthma. Additionally, this review has enhanced the understanding regarding older 
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adults’ reflections of living with asthma and has highlighted their particular worry about the 

lack of patient-centeredness approach.  

This review has incorporated available worldwide evidence, used comprehensive literature 

searches across an extensive list of electronic databases, covered grey literature and hand 

searching information across relevant organisations, and used quality appraisal tools to 

evaluate the studies. Furthermore, a rigorous approach of meta-aggregation was followed. 

As discussed earlier, it did not aim to re-conceptualise the findings, instead it gathered 

primary evidence from included studies to form the knowledge base that was presented in a 

robust and reader-friendly format of synthesised findings, the  lines of action and 

recommendations for practice and policy (Hannes & Lockwood, 2011; Korhonen, 

Hakulinen-Viitanen, Jylhä, & Holopainen, 2013). 

This meta-synthesis has encountered several limitations. Limitations are part of any research 

work, and it is important to emphasise that it is not there to undervalue the work but to 

interpret the meaning and influence of errors. It is also used to gain  scientific progress, and 

observe how a piece of research can be genuinely improved in future work (Ioannidis, 2007). 

To begin with, the first limitation that future researchers and practitioners should consider is 

the definition of an older person with asthma. Some studies had different associations as to 

what an older age asthma is, as previously noted in earlier chapter. This may result in 

confusion, and accordingly misrepresent older persons with asthma. For example, the cut off 

age inclusion criteria in some studies was defined as someone in their 50s, over/ or 55 years 

of age, or 65 and over. This leaves a gap for deciding the age inclusion criteria for older 

adults with asthma. The literature of clinical respiratory studies and reviews suggest that 

older age asthma should be set to an age threshold  of 65 years old (Chaudhuri et al., 2016; 

Battaglia, Benfante, Spatafora & Scichilone, 2016), whereas others argue asthma in the 

elderly should be defined as people over 55 years of age. In the initial release of this meta-

synthesis protocol the age inclusion threshold for older adults was set to 65 years of age 

(Linceviciute, Dewey & Kilburn, 2013). However, following the observation in studies of 

different age definitions for older age asthma, it was decided to update the protocol, and use 

the age of 60, as the cut off age criteria to ensure no dismissal of studies due to the mismatch 

in definition.  

Another limitation was to do with the failed attempts to contact authors of studies for 

information clarification. Due to unresponsiveness to emails, letters, and potential change in 
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contact details, information was impossible to clarify. This has prompted the suggestion that 

reviewers of literature should be able to seek information from the editorial team of a specific 

journal where the article was published, as an alternative to unsuccessful contact with 

authors (Soilemezi & Linceviciute, 2018).  

Another important limitation of this meta-synthesis was the limited evidence of studies with 

older adults. It may be assumed that different findings might emerge if more studies would 

be published in this field. However, findings of this meta-synthesis with older adults as well 

as with younger, were generated from high quality studies, that have appropriately 

represented participants’ voices and had informative findings.  

Regarding the publication timeframe, synthesised studies with older adults were published 

in 2004 to 2013 covering a period of 9 years. However, considering updates and changes in 

the practice of asthma, some of these findings may not reflect the current reality of older 

adults living with asthma. This finding is particularly applicable to studies with younger 

adults, as studies covering the period of 23 years were included in this meta-synthesis, 

published from 1992 to 2015. However, reflecting on a particular finding regarding the use 

of personalised written asthma action plans, the finding in this meta-synthesis is in tandem 

with current practices as identified in recent national review of asthma deaths across the 

United Kingdom (Royal College of Physicians, 2014). Of 195 asthma related deaths, 

between 2012 and 2013, only 23% of patients had received a personal, up to date written 

asthma action plan (PAAP) to support their daily and emergency management of asthma. 

This highlights that despite the inclusion of the studies with prolonged timeframes, some 

findings may still be applicable and up to date. This additionally can suggest that despite the 

update of asthma guidelines, the same issues persisted.  

The majority of included studies in this meta-synthesis has derived from high economic class 

countries such as UK, USA and Australia, where the living circumstances may be of better 

quality compared to individuals with asthma living in more poverty prone circumstances. 

Therefore, the generalisation of this research may not go beyond the similar populations used 

in the review. However, the heterogeneity of studies is inevitable in systematic reviews 

(Mohammed, Moles, & Chen, 2016a), especially in the qualitative context that can provide 

a range of distinct views and perspectives to the same phenomena (Tong, Sainsbury & Craig, 

2007; Tong, Flemming, Mcinnes, Oliver, & Craig, 2012).  
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Another important limitation regarding the quality of included studies, was under reported 

information of the researchers’ influence on data collection and analysis, and relationship 

with participants. According to the Consolidated Criteria for Reporting Qualitative Research 

(COREQ), qualitative researchers work closely with participants and personal bias may not 

be avoidable (Tong, Sainsbury & Craig, 2007). Therefore, for transparency and validity of 

findings, it is vital to recognise researchers’ values and credentials in a study and address 

them as part of conducting qualitative research. Qualitative researchers who will read this 

meta-synthesis are suggested to consider reflexivity as a normal and non-negotiable practice 

of the qualitative research, especially to aid transparency and trustworthiness of the data 

shared.  

 

3.7.4 Implications for practice   

Although some quantitative and qualitative reviews have sought to explore living with 

asthma in adults including treating and managing it (Melani, 2013; Miles et al., 2017; 

Peterson & Naunton, 2008; Pickles et al., 2018), this meta-synthesis has accumulated 

existing international qualitative knowledge and introduced new understanding through the 

evaluation of studies with younger and older adults.  

Synthesised findings produced in this meta-synthesis can provide a better understanding for 

healthcare practitioners regarding older and younger adults’ experiences of living with 

asthma. Importantly, it has represented ‘voices’ of patients with asthma, who may not share 

these  experiences with their general practitioners and/ or asthma nurses, prompting 

healthcare practitioners to perhaps initiate these discussions in future. 

Regarding the context of healthcare, a considerable amount of disappointment was 

manifested in relation to the lack of support and guidance for the asthma care and treatment 

of both older and younger adults. The failure to acknowledge patient-specific requirements 

and preferences in the asthma care have encouraged sufferers to self-regulate their asthma 

without often considering the potential implications. Considering each patients’ individual 

needs, preferences, values and lifestyle choices can help to maximise a better asthma 

management but also to improve patients’ quality of life.  Therefore, as a point of reminder, 

priority is necessary for patient-centeredness approach in the process of asthma care, 

irrespective of patients’ age. For older adults, more involvement from general practitioners 

and asthma specialists, is needed, to help them better understand the prognosis of their 
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asthma, to improve their self-management, and subsequently to enhance overall health 

outcomes. A potential solution to this is to apply a multi-disciplinary approach to better 

support and guide difficulties imposed by asthma, co-morbidities, and ageing issues (Gibson 

et al., 2010).  

In studies with younger adults, the focus was on their wellbeing with asthma, and intricacies 

on barriers and facilitators of their life quality with asthma. Whereas for studies with older 

adults, there was minimal focus on their wellbeing and adjustment to asthma. The main 

suggestion for researchers is to carry out more explorative qualitative research of asthma, in 

particular with the group of older adults. Of the five qualitative studies of asthma with older 

adults, only one study was undertaken in the UK.   

 

3.7.5 Summary and suggestions for further work  

Using the JBI approach of meta-aggregation, this meta-synthesis has provided a systemised 

knowledge of the existing qualitative evidence of the studies with asthma in older adults. 

Nevertheless, it has established important differences and similarities between older and 

younger adults’ experiences of living with asthma. Most importantly, it has identified that 

there is a profound uncertainty about older adults’ lives with asthma starting at the point of 

an asthma diagnosis and leading up to their current daily living with the illness.  

There is no understanding about concerns, emotions and experiences, and certainly no in-

depth insights about older adults’ commitment and willingness to obtain asthma diagnosis 

nor the duration it takes to be diagnosed. It is important to reflect that the diagnosis of a 

chronic disease can occur in the spectrum of other life responsibilities, and learning to accept 

and live with it may require time, effort, but also coming to terms that there is no cure but 

only management of the illness (Carrier, 2016). People’s evaluations of their diagnostic 

journeys are important for building wider understanding about the condition, including 

capturing the meaning of the illness in people’s lives and their identities (Karnilowicz, 2011; 

Kostova, Caiata-Zufferey, & Schulz, 2014). Expanding knowledge of this topic can provide 

clarification to some of the diagnostic complexities, and perhaps guide the development of 

potential solutions in minimising the obstacles, or completely demolishing them.  

Regarding the available evidence about older adults’ experiences with asthma in their daily 

lives, several findings were found but with no clear overarching meaning. It was noted that 
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the findings have mainly concentrated on older adults’ experiences in relation to healthcare 

systems. The majority was disappointed and felt let down; whereas some were conscious of 

ageing and believed it to be a reason for exclusion in their asthma care. Others have 

negatively associated ageing with their self-image. It appeared that some individuals 

struggled to comprehend their new ‘self’. However, all of these insights were not fully 

explored; instead, they indicated that older adults’ lives with asthma may be more complex 

than only coping with asthma. Some were coping with asthma alongside other health 

conditions and experienced struggles specific to their circumstances.  

Issues raised in this meta-synthesis have highlighted several restraints and informed about 

the need for a better approach to explore older adults’ circumstances with asthma. The broad 

five topic areas that needed in-depth research were about older adults’ storylines about 

asthma diagnosis, daily experiences and quality of life with asthma, asthma management 

including alongside other co-morbidities, asthma care and treatment, future goals and 

expectations. After carefully considering these broad topics together, it became more 

apparent that these topics were assisting the formation of one broad perspective, i.e. the need 

to understand older adults’ lives with asthma from the point of diagnosis to their daily living 

with the illness. The meta-synthesis has directly informed the primary qualitative study.  

As there is no research addressing older adults psychosocial and health related experiences 

with asthma from the point of asthma diagnosis to the current daily living with the illness, it 

was decided to investigate this broad perspective with an aim to explore and explain the 

meaning of asthma illness experiences in the lives of older adults. This perspective was 

investigated between older adults with LSA and LOA. The next chapter discusses the 

method of the primary qualitative study that was guided by the meta-synthesis of the 

qualitative evidence.  
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CHAPTER FOUR 

 

Methodology 

Illness Narratives: Exploring experiences with the illness of asthma in older adults 

 

4.1 Qualitative research 

Qualitative research explores the subjective meaning and the socio-cultural perspectives of 

people, and produces an understanding and interpretation, in other words, an enlightenment 

of a particular phenomena (Ritchie, Lewis, Nicholls, & Ormston, 2014).  

The aim of this study is to understand and interpret the meaning of asthma illness experiences 

in the lives of older adults. In the current research, a qualitative approach was a natural 

progression from the systematic review of the qualitative literature given the nature of the 

topics that emerged for further exploration. The aim was to explore the psychosocial and 

health related illness experiences related to older adult’s journeys with an asthma diagnosis 

and illness experiences of their current lives with asthma. In this study, experiences of living 

with asthma were gathered from older adults with a long-standing asthma (LSA) and those 

who developed asthma as a late-onset (LOA). The intention was to explore illness 

experiences between people with LSA and LOA, to understand what potential differences 

and similarities both groups have.  

 

4.1.1 Methodological journey  

Prior to data collection of this primary qualitative study, there was no known intention for 

using a narrative approach for the analysis of interviews. Following the completion of the 

meta-synthesis, the aim of the study was to explore older persons’ psychosocial and health 

related experiences of living with asthma to understand to understand the meaning of asthma 

illness experiences in the lives of older adults. At the time, it was hoped that by undertaking 

a Thematic Analysis for in-depth interviews, I would be able to identify the key 

understandings about people’s lives with asthma and reveal ideas about how older adults 

experience asthma diagnosis and what were their lives like with a post-diagnosis of asthma. 

However, after collecting the data, the planned analysis was no longer applicable. Although 
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Thematic Analysis has a rigorous and systematic approach of fragmenting long accounts 

into a set of clearly defined themes, it no longer seemed reasonable to generalise unique 

people’s experiences. People’s accounts were long, their experiences about asthma diagnosis 

and their current lives were sometimes intertwined and particularly complex, and carried the 

message of uniqueness. There were structures of storytelling. They told stories of their lives 

with asthma that were not previously noted. Therefore, distilling those rich stories with a 

deep meaning and picking out experiences out of the context to fit one model seemed to lose 

the particularity of people’s experiences and opportunity to contribute important knowledge 

about people’s lives with asthma.  

With the insightful and inspiring ideas and support from the project supervisor, the move 

from a Thematic Analysis to a Narrative Analysis has begun and started with a search for 

the approach that could allow in-depth analysis and attending to structural features and 

context of the telling and the told.  

Narrative analysis was chosen as the most suitable approach for producing stories of 

experiences of older adults in their journeys with asthma. Analysing illness experiences 

through storytelling helps to understand the kind of events one has been through, and also, 

learn about the meaning of the illness in one’s life (Riessman, 2000; Riessman, 1993). The 

aim of this thesis was to explore people’s unique point of view about the lives with a chronic 

illness of asthma. Therefore, changing the approach of data analysis to a narrative approach 

was an opportunity in itself to provide new knowledge about illness experiences and 

storytelling. The findings are later discussed in Chapter Five and Chapter Six, where new 

knowledge about the structure and content of older adults experiences with asthma is 

discussed.  

The first part of this methodology chapter discusses literature about the narrative psychology 

and the importance of narrative coherence, and overviews some of the foundational ideas for 

narrative research. The focus then moves onto the literature about illness narratives. In the 

second part of this chapter, information about the data collection including information about 

participants, the recruitment process, and interviewing procedure in detail is discussed. In 

the last part of this chapter, the focus is on information about the data analysis of this study. 

The part about the data analysis discusses the practical side of the data analysis and provides 

details on how the data was analysed using two narrative approaches.  
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4.2 Understanding Narrative Psychology 

4.2.1 Principles of Narrative Psychology  

We live lives that have a sense of order and structure of coherence and continuity, that when 

our lives are disordered, and coherence is disrupted due to various events, we feel frustration 

and distress (Becker, 1997). This requires us to rework and revisit the existing self-story and 

develop meaning of disrupted events and the life itself. This way we create a new sense of 

coherence in our lives, by creating and recreating identities.  

The premise of narrative psychology explains that people organise their everyday life 

experiences into forms of stories to help understand and describe their lives to themselves 

and to others (Yardley & Murray, 2004). We understand and construct ourselves, our worlds 

and those of others, through the stories that we exchange, and thus understand that we are 

different (Murray, 2003; Stephens & Breheny, 2013). Essentially, we are story tellers, and 

the stories that we tell become the stories of “us” (McAdams, Josselson, & Lieblich, 2006). 

We think, speak, and bring meaning to our lives in a storied format (Bruner, 1990). 

Therefore, how we reflect on the events, experiences, and feelings that we have been 

through, can provide insight into how meaningful, understandable and coherent our lives are 

(Atkinson, 1998). Our lives are made up of various events and details, some of which may 

be life changing or regular daily encounters. Narrative has a strength in organising a 

meaningful structure from complex worlds of people’s intentions and actions (Adler, 2008). 

According to the philosopher Ricoeur (1991; 1984), to make sense of ourselves and others 

in this temporal world, narrative provides meaning and a sense of order, emplotment, in an 

otherwise constantly changing and uncontrolled world, the sea of time. Through narrative, 

we bring order and sense to a disordered and ever-changing world (Murray, 2008). Ricoeur 

argued that we are the narrators of our life stories but not complete authors. There is a pre-

narrative structure that we adhere to. Narratives are not constructed in isolation. Instead they 

are socially constructed and shaped by wider social engagement and certain contexts (Sarbin, 

1990). Others add that we are already born into a world shaped by particular stories of social 

contexts, and that these stories then shape our understanding of who we are in this world 

(Maines, 1993). Stories that we tell provide ideas about certain cultural rules of who we can 

be and how we should interact (Bruner, 1990). Bruner states that narrative provides a way 

to organise cultural meanings for the interpretation of our experiences and interactions in a 

social world. Through narratives we define and construct our personal and social selves, 
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essentially we narrate two stories of personal experience and cultural identity (Miller, 1994). 

Narratives can shape and structure our selfhood and our personal identities (Murray, 2008).  

 

4.2.2 Function of Narrative 

4.2.2.1 Narrative Identities   

People are natural storytellers, and as such, the stories that we create, tell, retell about our 

worlds and ourselves form our identities (Polkinghorne, 1991). In essence, human identities 

are conceptualised in narrative terms (Adler, Wagner, & McAdams, 2007; McAdams, 2001). 

The content and construction of our life stories provides an understanding about how our 

identities are shaped and how the meaning of our lives is constructed (McAdams, 2001). 

Meanings and experiences of life events are connected into an order to tell our personal life 

stories that help us clarify coherence, but it also help us to define ourselves, and reveal us to 

the world (McAdams, 1985; Murray, 2008; Stephens & Breheny, 2013; Singer, 2004).  

Identity is not simply who we are, identities are multiple and changing, and are conveyed 

through our understanding and integration of our experiences into stories (Valeras, 2010). 

According to Singer (2004) McAdams’s idea that “identity is a life story” is well supported 

by narrative identity researchers believing that a person is an autonomous being in a lifelong 

journey.  

However, our personal narratives have a certain order that is shaped by various forces. How 

we tell our stories depends on whom the story is being told, social and cultural context, and 

the relationship between narrator and the audience (Murray, 2008). This suggests that we 

have various narrative identities that may differ upon different social contexts, thus some 

narrative identities may be coherent and vice versa. For example, some common experiences 

such as leaving a parents’ home, getting a job, and pregnancy might easily fit in ones story 

of self, whereas other experiences and events such as a life interfering illnesses may be 

unexpected and life-changing, disrupting the successful narrative of self (Habermas & 

Bluck, 2000).  

For example, a narrative study that aimed to explore the identity processes of six adults of 

ages 21 to 53, with hidden and unapparent physical medical conditions since before the age 

of thirteen, of muscular dystrophy, type 1 diabetes, asthma, juvenile rheumatoid arthritis, 

celiac disease and epilepsy, have disclosed multiplicity of identities based on their 
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experiences with hidden disabilities (Valeras, 2010). Their identities were flexible and fluid, 

travelling between categories and not fitting classifications/ boxes according to societal 

norms. This was because these individuals were like chameleons. They have maintained 

multiple identities that helped them to adapt to different situations at any given time, either 

emphasizing or deemphasizing aspects of their identities. They have conformed to social 

context pressures. Living lives with hidden disabilities as theirs was complex and portrayed 

as living on the edge. They had identities bound together, based on various social contexts 

that have overlapped and confounded each other. Developing multiple identities for hidden 

disabilities was a way of coping and building resilience for being able to carry on with their 

lives. 

Whereas in another example with a man in his 50s being diagnosed with prostate cancer, 

psychological ownership was a crucial part of his identity reconstruction (Karnilowicz, 

2011). He argued that self-identity is a construct of personal and social beliefs, values, and 

symbols, and that ownership is a symbol of self. At first, the diagnosis of prostate cancer 

was disruptive, unpredicted, and has invaded all parts of his psychological self. It left him 

overwhelmed, not being able to foresee the future, with every little pain in his body 

interpreted as a sign for the worst. It was a confusing experience. However, referring to the 

research by King et al. (2003), Karnilowicz stated that the psychological ownership of the 

prostate cancer was initiated by an epiphany moment of responding to the initial diagnosis. 

The first thought of being diseased with a life-threatening illness led him to an in-depth and 

determined exploration about the prostate cancer portrayed as a journey of discovery. It 

helped him to get control back in his hands, and to reconstruct his self. 

Narrative identity is essentially one’s life story. Referring to identity transformation and 

change, or stability, is referring to the revision or consistency of one’s life story (McAdams, 

1985). 

Following the completion of the qualitative evidence synthesis, existing qualitative studies 

with older adults with asthma did not offer an explicit understanding about how older adults 

experience the illness of asthma. There were only a few insights about the meaning of asthma 

in older adults’ lives, and yet the majority was interpreted through the medical care 

perspective such as possession of asthma action plans, non-adherence reasons, GP 

appointments etc. The extent of disruption, change or perhaps stability brought by asthma 

illness into older adults’ lives was not explored. Importantly, neither were differences and/ 
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or similarities between people with LSA and LOA. In essence, their illness stories, and how 

it may have changed their lives were not heard. Therefore, regarding the current study of 

qualitative interviews with older adults with asthma, it was necessary to hear how and what 

older adults speak of their lives with asthma; whether their stories of illness have a sense of 

coherence or perhaps unresolved disruption.   

 

4.2.3 The Importance of Narrative Coherence  

Fundamental criteria and perhaps a distinctive feature of a narrative is a certain structure or 

plot that can provide coherent and meaningful account to an expansive sequence of events 

and details (Murray, 2003; Murray, 2008; Ricouer, 1984). Without the degree of ordering of 

a story, the listener might not make sense of a narrator’s words (Salmon, & Riessman, 2008). 

Therefore, consequential linking and evaluation of ideas is an important narrative criteria. 

On the contrary, others propose that narrative is a theoretical approach for interpreting 

people’s talk, rather than a method, and therefore, may not apply to certain research 

questions (Stephens & Breheny, 2013). Attributing participant’s stories of their everyday 

lives into analytical formats based on a researchers’ motives to produce generalised and 

scripted patterns may not tell the delicate experiences (Horton-Salway, 2001). Nevertheless, 

consequential linking of ideas and events in a story is important for sense making in what 

otherwise would be disconnected events (Riessman, 1993). Riessman acknowledges that 

how we make meaning of experiences can be ambiguous, because of multiple interpretations 

that occur in interactions with the self, tellers, listeners, recorders, analysts, and readers 

(Earthy & Cronin, 2008; Riessman, 1993). Narratives are creations of features selected from 

the teller’s entire experiences with interpretive elements, therefore, the meaning is not fixed, 

and instead, it is fluid and contextual. According to Squire (2008) mismatches and lack of 

congruence do not necessarily make some stories bad. Not all stories provide culminating 

events, instead, some narratives may happen over and over, and offer no peak, or occur 

inconsistently (Riessman, 1993). Researchers should learn to accept that understanding of a 

story can always be limited because of its’ autonomy and uniqueness (Squire, 2008). To 

ensure that a stories’ turning point and challenges in narrative accounts are not missed by 

strict theoretical assumptions, schemes for narrative structures should be applied in a flexible 

and open manner (Murray, 2003; 2008). However, consequential linking of ideas and events 
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in a story is important for sense making in what otherwise would be disconnected events 

(Riessman, 1993). 

There is a diversity of arguments surrounding narrative coherence. They all relate to different 

theoretical and methodological underpinnings that affectively provide diverse 

understandings for the meaning making of narratives. In fact, the interview process itself, 

may influence a certain structure of narrative coherence (Murray, 2003). Different styles, 

genres and structures propose different degrees of importance onto a situation, and 

affectively grasp a certain point of view of the narrator (Riessman, 1993).  

For many narrative researchers, analysing coherence is important. When we tell stories of 

our lives, we provide a certain coherence that can suggest ideas of how we lived our lives 

(Adler et al., 2007). For example, Baerger & McAdams (1999) proposed that life stories 

have a certain coherence construct, and are associated with people’s mental health. They 

have coded coherence of life stories into four dimensions of orientation, structure, affect, 

and integration, and found that more coherent life stories were associated with better 

psychological wellbeing. Whereas according to Habermas & Bluck (2000), life stories can 

be conceptualised with four types of coherence. However, these narratives can only be ‘real’ 

or ‘good’, if they are thematically and causally coherent. Similar to McAdams (2006), he 

proposed that our life stories have chronological structure in terms of time, and events told 

with no clear beginning, middle, and culmination confuse the audience, and suggest 

incoherence. However, he also suggested that a ‘good’ life story goes beyond the structural 

coherence, and considered cultural underpinning, the idea that stories’ coherence is tied to 

moral expectations for living action in a given culture.  

Another influential approach, known as Labovian, suggested that narratives are a 

representation and recapitulation of past events that move in a linear pattern through time 

(Labov, 1972). Similar to Becker (1997) who proposed that our lives have a linear pattern, 

and therefore, stories that we tell are expected to be communicated in this manner. Labov 

proposed that the analytic structure of six components of abstract, orientation, complicating 

action, evaluation, resolution, and coda, and argued stories that do not follow this 

chronological sequence are not fully formed and significance of events may not be 

interpreted (Riessman, 2005; Patterson, 2008; Riessman, 1993). Although, Labovian’s 

approach is rigorous for facilitating the identification and analysis of personal narratives, it 

is rigid towards a partial and constructed nature of narratives. The context within which a 
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narrative is created is decontextualized, and the creativity of storytelling is not recognised 

(Patterson, 2008). Reducing the complexity and subtlety of narratives into one type of 

ordered model is not sensible, and can face a loss of rich interpretation (Patterson, 2008).  

It is beyond the scope of this study to review different approaches and concepts of narrative 

coherence. The diversity in schematic strategies for narrative analysis was only briefly 

discussed to emphasise how broad, yet strict some approaches are. Different schematic 

strategies offer certain coherence construct, as well as that, some instruct on what a ‘good’ 

narrative is. However, strict prescription fails to acknowledge that stories may vary and 

standard plots with clear beginnings and endings may be unfinished and inconsistent 

(Murray, 2003). Our life stories are not fixed, and certain events may bring instability to our 

narratives, and shape how our story is told.  

 

4.3 Understanding Illness Narratives 

Narrative is valuable for exploring experiences with various illnesses (Murray, 1997; 

Riessman, 1993). 

People generate stories about their experiences with their health and illness, which in turn 

enables them to grasp meaning and position the control over it (Marks, Murray, Evans, & 

Estacio, 2015).  

Regarding people’s accounts about their lives with a chronic illness, a range of illustrations 

can dominate their narratives. These stories depend on the multiplicity of factors and social 

contexts, and may tell narratives of excitement, pessimism, depressing encounters or offer a 

prospect of advancement.  

However, others propose that a chronic illness has no recovery point. It is a disruptive event 

in the continuum of life that requires alteration and re-examination of one’s identity and 

biography, as well as rethinking of future priorities and goals (Bury, 1982; Radcliffe, 

Lowton, & Morgan, 2013). Chronic illness is likely to generate negative psychological 

responses because of the implications on health which can be a long-term state of 

compromise (Lee & Poole, 2005). 

For example, Williams (1984) in his work with people with rheumatoid arthritis found that 

an illness was destructive and disrupted people’s future perspective and everyday lives. 
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However, people contemplated about the cause of the illness and tried to reconstruct their 

selves by realigning present, past, and self with the world. He termed this as a narrative 

reconstruction.  

In another model of thinking developed to provide an understanding about how people make 

sense of their lives with a long-term condition (LTC), researchers found that living with and 

living alongside LTC are linked to the acquisition of knowledge, informed decision making 

and acceptance (Roddis, Holloway, Bond & Galvin, 2016). Using asthma and thrombophilia 

to illustrate the model, researchers found that people who were knowledgeable about an 

LTC, were able to make informed decisions, and accepted their condition, an LTC was part 

of their identity. However, individuals who seen an LTC as a burden that interrupted their 

daily lives, caused concern and restrictions, their LTC existed separately from the self and 

was not integrated into people’s lives. Recognising enablers and barriers to living with an 

LTC is important for experiencing well-being but also for health practitioners when 

providing tailored support.  

Kleinman (1988) in his clinical practice with various patients with different sufferings has 

learned that an illness has a meaning, and to obtain the meaning meant an opportunity for 

comprehending fundamental ideas about the illness, its’ care, and life in general. His model 

of thinking about the meaning of the lived experience with a chronic illness has informed 

this thesis and provided important ideas about the symptoms meaning, cultural significance, 

and most importantly, personal and interpersonal contexts. He argued that illness was a 

sponge that soaked up personal and social significances from the sick person and that the 

cultural meaning of illness has carried significance to the ill person. He used the term of life 

world that he described as a web of significance between persons’ private inner world and 

illness experience. Similar to Frank’s (1995) approach that was used to analyse the content 

of narrative stories, Kleinman strongly emphasised the importance of recognising unique 

illness experiences, personal and social manifestations that can be affected by an illness to 

deepen practitioners understanding about one’s suffering with an illness.  

Frank (1995) proposed that having a serious life-long illness can be equal to an analogy of 

losing ‘destination and map’ that were the guiding points in an ill person’s life. It requires 

people to learn to think differently. For example, hearing people tell their stories, absorb the 

reactions of others, and then experience their stories being shared, can repair the damage of 

an ill person’s sense of where they are in life; essentially redraw new maps for new 
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destinations. In many of the illness stories, acknowledgement of people’s suffering with an 

illness may be nothing more but a medical description of a body with certain physical 

symptoms, without considering the individuality of suffering (Frank, 1995). Therefore, he 

proposed that diseased body’s need a voice for their challenging experiences that medical 

perspective cannot describe. It can empower people and also help them make sense and 

tolerate diverse thoughts, feelings and experiences arising from the illness suffering (Frank, 

1995; Weingarten, 2001). Nevertheless, these illness stories can be connectors between 

diverse health care provision sites and can be sources for new and revised practices (Frank, 

2006).  

 

4.3.1 Illness narratives in older age    

In this section, the focus is directed to the literature about illness narratives in older adults. 

In the current primary qualitative study, the sample consisted of older adults aged 60 years 

and over. Findings from the meta-synthesis of qualitative literature with older and younger 

adults suggested that there were age related differences in experiencing and coping with 

asthma. However, because evidence about older adult’s experiences with the illness of 

asthma is limited, it was important to reflect on the available evidence and learn insights 

from studies with other chronic illnesses. It is understood that different chronic illnesses 

have different levels of severity, symptoms and the prognosis of illness. Therefore, findings 

of other studies were considered with caution, and instead they were used as observations 

for helping to broaden the understanding about how older adults experience chronic illnesses 

in older age.  

In the qualitative meta-synthesis, it was found that ageing was a contributing factor for why 

older adults did not receive appropriate asthma care and support for their illness 

management. People believed that because they were getting older and were ‘are on the way 

out’, priority was given for younger generation (Asthma UK, 2013).  

There are widespread stereotypes and distorted images of ageing and older people such as 

that older people are lonely, struggle to learn, lose their memory, are in poor health and 

failing body, are dependent on others, and all are alike (Victor, 2005). These sometimes-

stigmatising images of their ‘gloomy existence’ (p.154) form stereotypes that influence the 

way we see and define those individuals but it also influence how older people perceive 

themselves; in essence those negative views about later life form their self-identities.  
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However, studies with chronic and life-threatening illnesses in older adults proposed 

different ideas. Ageing, in most scenarios, normalised and explained the occurrence of 

chronic stressors. In a study that explored the meaning of consequences of having severe 

osteoarthritis of the hip and/ or knee of people of ages 51 to 91, two distinct meanings of 

experiences were noted (Sanders, Donovan, & Dieppe, 2002). Some recognised their lives 

as majorly disrupted, abnormal, and taken over by the pain, whereas others interpreted 

symptoms as inevitable part of ageing. Being crippled and experiencing varying degrees of 

hardship due to osteoarthritis, to some were synonymous with older age. Normalising the 

illness can be a way of coping and distancing oneself from negative stereotypes.  

Faircloth, Boylstein, Rittman, Young, & Gubrium (2004), found that individuals of ages 46 

to 88 who have experienced stroke did not perceive it as a biographical disruption, instead 

stroke was a flow in one’s life continuum. Although, stroke may be seen as a ‘biographical 

attack’ (p.257), due to co-morbidities, age, and pre-existing knowledge of stroke, the impact 

of illness was decreased, and stroke was seen as normal component of ageing.  

The influence of ageing was also noted in another work. In a study about stroke survivors 

with older people with ages ranging from 40 to 87 years, they have minimised and 

downplayed the importance of stroke, and responded that ‘things aren’t that bad’ (Pound, 

Gompertz, & Ebrahim, 1998, p.495). They have normalised stroke as a coping approach for 

minimising the impact on their personal identity, but also for image maintenance as healthy. 

Authors suggested that normalising stroke as part of ageing can be due to being equipped 

with skills and experience for dealing with crises in older age, or because of low expectations 

for health when older.  

An additional study that explored the experiences of older people aged 73 to 94, with a 

chronic kidney disease (CKD) in the context of continuity and disruption, found that 

although CKD diagnosis was sudden and shocking, it did not disrupt people’s lives 

(Llewellyn et al., 2014). Their lives maintained continuity due to association of the illness 

as part of old age, previous experience of serious illness, and choice of treatment with least 

disruption.  

However, in a study that explored the end of life needs of patients with COPD of ages 50 to 

83, it was found that although the lifelong illness had debilitating symptoms, people have 

accepted it ‘as a way of life’ (p.4) instead of the illness (Pinnock et al., 2011). This was due 

to slow progress of COPD where people did not sense immediate biographical disruption, 
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and instead slowly adjusted their sense of selves to the limitations of the illness and saw it 

as a health problem rather than an illness. 

Attributing health concerns to the normal process of ageing may in fact be delaying older 

people seeking help. In the case of asthma in older adults, existing studies suggested that 

ageing might be a contributing factor. However, it is important to emphasise that some older 

adults may have had asthma for most of their lives, whereas others may have been diagnosed 

recently in their later years. According to Bury (1982), the meaning of a chronic illness is 

located in the spectrum of biography, whether the onset has disrupted one’s experience of 

time and anticipation of living to an old age. Whereas Charmaz (1991) proposed that timing 

of the onset is important for comprehending the disruption of the biography, but also for the 

construction of self-identity. Larsson & Grassman (2012) proposed otherwise. In their 

interviews with people with a variety of chronic illnesses, they found that the time spent 

living with an illness did not ease or normalise people’s experiences with recurring bodily 

or functional complications. Individuals who have had a chronic illness since their early 

childhood, experienced a greater disruption later on in their life than in their early years. For 

years people tried to maintain their social identities, keep activity levels up, not giving up to 

difficulties related to their illness. However, when complications and functional losses 

recurred later in their lives, it has affected them most.   

Most older adults in the modern society are equipped with various opportunities for 

maintaining their wellbeing, and have coping mechanisms for keeping positive attitude 

towards ageing (Coleman, 2002) and for dealing with stressors (George, 2005). Therefore, 

it may not be suggestive to think of chronic illness as a disruptive event in all cases. As 

examples from the studies have shown, the age at which people are diagnosed with chronic 

illnesses as well as illness related attitudes are important in how people comprehend their 

diagnosis and the extent of impact on their lives. These links in the studies of asthma in older 

adults are not well understood. Therefore, it is unclear whether ageing is indeed perceived 

as a coping mechanism for downplaying the illness impact, or whether there are different 

aspects that help older adults to cope with their asthma; or whether in fact asthma is hard to 

cope with and therefore, people might have different experiences.  
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4.3.2 Illness Narrative: Life Story Perspective  

Dealing with a serious illness or disability can be perceived as an invasion and can cause 

anxiety, fear, and anger to which people might respond with a flight or fight response, or 

helpless surrender (Lazarus & Folkman, 1984). Additionally, the illness might be seen as a 

challenge that inspires coping strategies such as actively seeking medical support. Shontz 

(1975) however, proposed that a serious illness or disability is dealt with through coping 

stages, from the initial point of discovery. Shock, especially when the illness occurs without 

warning, is followed with encounter, an intense period of panic feeling disorganised and 

helpless. Next, following the retreat phase that corresponds to denial and temporal 

withdrawal to safety, favourable reality testing comes in. Successful completion of these 

coping stages is necessary for a person’s psychological growth of personal worth, 

satisfaction and reduced anxiety. However, each person encounters circumstances within 

their personal history. Therefore, to understand the significance of illness to one’s personal 

life, illness crisis should be understood in the context of their life history (Lazarus & 

Folkman, 1984).  

The life course perspective does not focus on a particular stage of one’s life. Instead, it is 

concerned with implications of passing time, and being at a particular point in time that is 

linked to earlier and later points in time, but also considers links between social context and 

personal experiences (Jamieson, 2002). A life story is essentially about what has happened 

to an individual in a lifetime perspective (Atkinson, 1998). It focuses on making a picture of 

one’s life complete. It invites the respondent of any cohort not just older people, to look back 

on their lives and reflect on changes and transitions of experiences that may have been 

forgotten, hidden, or disregarded, and bring them forward to tell a story (Bornat, 2002). 

Histories collected from various individuals can provide insights to differences and 

similarities of experiences with ageing, it can broaden the understanding of specific 

evaluative research, study aspects of social changes, or experiences with life-long illnesses 

(Victor, 2005). The main emphasis of life story research is on connecting events into a 

chronological sequence of a narrative net (Murray, 2003) to construct a fluid story (Bornat, 

2002).  

In the current study, the lifespan idea is treated with caution. There were two cohorts of 

participants, one with long-standing asthma diagnosed since childhood/ youth, and a late-

onset asthma group diagnosed in later years. The two groups differed in terms of the stage 
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in their lives when they were diagnosed with asthma. Therefore, lifespan perspective from 

the point of childhood to the present were not achieved in all cases. This is because the focus 

was on understanding people’s experiences about living with asthma from the point of 

diagnosis instead of a phase of life that they were in. The lifespan perspective of the events 

with asthma may not be captured in all cases, as some interviewees were more descriptive 

about their passed life events than the others, and some were more concerned about the 

present. However, this study has provided knowledge about two different cohorts in their 

two phases of life, the diagnosis journey and the current lives with asthma. This in essence 

contributes knowledge about a chronological lifespan perspective for living with asthma in 

older persons. This is a novel approach for researching asthma experiences in older age. 

Previous research categorised older persons under one age category and mainly focused on 

aspects related to their present lives such as their adherence to treatment and symptoms 

control. There is very little understanding about how older persons experience their journeys 

with asthma from when it was first diagnosed. Therefore, this study makes an important 

contribution. 

 

4.4 Undertaking Data Collection 

4.4.1 Participants: Inclusion and Exclusion criteria  

The literature review and the meta-synthesis of this study has identified that in the literature, 

the cut-off age criteria for older persons with asthma is not fixed, and different ages, ranging 

from late 40s, 50s to late 60s are proposed. Based on the national and international asthma 

diagnostic and management guidelines, the cut-off age criteria for older persons with asthma 

is 60 years old. Therefore, taking into consideration these differences for this current study, 

the definition of older persons with asthma was both males and females, aged 60 years and 

over.  

In total, 19 participants completed this study. One participant, due to a change in 

circumstances withdrew the participation and the option of re-scheduling the interview was 

declined.  

Older adults, regardless of the severity (e.g. mild, moderate, severe) and duration of asthma 

diagnosis (e.g. LSA and LOA) were able to take part in this study. Additionally, individuals 

with or without co-morbidities with asthma were eligible. Individuals from all regions of the 
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United Kingdom were eligible to participate. Table 4 represents the characteristics of this 

study’s sample, including fictional name, age, gender, location, and the phenotype of asthma 

diagnosis (i.e. LSA or LOA). 

 

Table 4. Participants characteristics (N=19).  

Fictional name 

Analysis 

Group (1 LSA 

2 LOA) Gender Age 

Geographical location 

in the UK (postcode) 

Length of 

interview 

George 2 Male 74 Kirkcudbright 30mins 

Sarah 1 Female 69 Hengoed 49mins 

Robert 2 Male 72 Wolverhampton 31mins 

Nellie 2 Female 66 Durham 41mins 

Jeremy 2 Male 67 Gainsborough 37mins 

Eleanor 2 Female 73 Walkford 40mins 

Patricia 1 Female 63 Harbury 32mins 

Rose 2 Female 61 Winsford 38mins 

Alice 2 Female 65 Swansea 50mins 

Adam 1 Male 64 Ware 55mins 

Colin 1 Male 64 Winchester 70mins 

James 1 Male 68 Portsmouth 36mins 

Violet 1 Female 75 Portsmouth 30mins 

Anna 2 Female 71 Portsmouth 54mins 

Emma 1 Female 62 Portsmouth 27mins 

John 2 Male 74 Portsmouth 23mins 

Elizabeth 1 Female 81 Portsmouth 39mins 

William 1 Male 79 Titchfield 33mins 

Mary 1 Female 68 Braintree 22mins 

 

Older adults with a self-reported diagnosis of asthma not confirmed by a doctor, those  

diagnosed with Chronic Obstructive Pulmonary Disease (COPD),those not taking prescribed 

asthma medications, non-English speakers, those that could not consent for themselves were 

not eligible to participate in this study. It was aimed to achieve a purposive sampling that 

could be valid and represent older adults with a current diagnosis of asthma. As this was not 

a clinical study and there was no available option to verify people’s asthma diagnosis, 

questions related to current asthma treatment and confirmation about their asthma diagnosis 

by a doctor were asked. This was not a limitation; instead, it strengthened the generalisability 

of findings for older people with a current diagnosis of asthma.  
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Older adults who were not able to participate in this study due to the above-mentioned 

reasons were thanked for their interest and time and, where applicable, were advised to 

contact other respiratory societies/ charitable organisations, and to explore other research 

opportunities that may be of interest and applicability to them. Two individuals were not 

eligible to participate in this study due to one not meeting the age criteria, and another not 

currently taking prescribed asthma medications (not receiving any treatment or care for 

asthma).  

 

4.4.2 Recruitment process  

This qualitative research study has successfully received a favourable ethical opinion from 

the University of Portsmouth Science Faculty Ethics Committee for the ethics application, a 

study proposal and peer reviewed research protocol for this thesis (see Appendix A).   

This study has employed a purposive sampling framework. Participants were selected 

according to pre-determined inclusion and exclusion criteria that helped the researcher to 

select eligible participants to represent the detailed understanding of older adults with 

asthma. A key element of the purposive sampling is a pre-defined criteria that is relevant to 

both the research aim and objective (Robson, 2011). The aim of this research was to find out 

experiences of older adults with asthma no younger than 60 years of age. It was aimed to 

represent older adult’s experiences and explore similarities and differences between older 

adults with LSA and LOA. Purposive sampling allows in-depth representation of 

characteristics of a particular subject matter or group (Ritchie, Lewis, Elam, Tennant & 

Rahim, 2014). The three eligibility questions were: (a) date of birth/ age in years, (b) whether 

they have doctor-diagnosed asthma, and (c) currently using prescribed asthma medications. 

A purposive sampling framework allowed a representation of older adults, both males and 

females, of 60 years and over with a currently diagnosed asthma, either with LSA or LOA, 

currently taking prescribed asthma treatment and using asthma care services in the UK.  

Asthma UK was the main source of recruitment for this study. This is a UK based charitable 

organisation which is accessible to the general population of people with asthma and 

healthcare practitioners working in the field. The charity is concerned with promoting 

research in both asthma diagnosis and management, as well as exploration of people’s 

experiences living with asthma. After discussing this current study with Asthma UK and 

completing their requirements for advertising the studies, successful confirmation of their 
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interest in this study was received. In addition, this study was advertised through other UK 

based charitable organisations and local communities/ societies/ network groups (e.g. 

Independent Age, Portsmouth Pensioners, British Lung Foundation network groups). This 

helped to promote the study and ensure that a sufficient number of participants were 

recruited.  

The study was advertised in their monthly newsletters, the members’ bulletin, and social 

media channels (e.g. Twitter, Facebook) accessible to the public. The advertisement poster/ 

form is provided in Appendix B. On the advertisement notices, eligible people were asked 

to contact the lead researcher (by telephone number and/ or email address) to discuss their 

interest and potential participation. To save their expenses, participants were offered a call 

back. Individuals that did not meet the inclusion criteria were thanked for their interest and 

time, and the reasons for exclusion were given. Eligible individuals were informed about the 

study and the purpose, as well as the method of data collection (i.e. telephone interviews). 

All eligible individuals were willing to participate and arrangements (by email, post) for 

participant packs were made. The participant pack included an invitation letter, an 

information sheet and a copy of a written consent form for people’s reference. Participants 

were contacted after one week to check whether they have received participant packs, and 

whether they wanted to clarify any information, and if they were happy, a suitable date and 

time for the telephone interview was arranged.  

Consent forms did not require returning. Individuals consent to participate in this study was 

recorded on a telephone handset via a recording connector. Therefore, audio copies of their 

consent to take part in this study are available. Participants’ consent to take part in this study 

were recorded on the day of the scheduled interview prior to a telephone interview. The 

invitation letter is located in Appendix C, information sheet, in Appendix D, consent form, 

in Appendix E.  

 

4.4.3 Interviewing procedures  

4.4.3.1 Telephone Interviews  

Telephone interviewing with semi-structured interviews was the approach taken in this 

study. Telephone interviews were not time limited, and the majority of interviews lasted 

between 30 minutes to 50 minutes, with some interviews lasting for over an hour. However, 



155 
 

telephone interviews is a criticised approach by traditional qualitative researchers. It has no 

access to visual cues and body language that can restrict the development of a ‘natural’ 

rapport between the researcher and participant (Irvine, Drew, & Sainsbury, 2012). 

Nevertheless, telephone interviews can be shorter and have fewer details than face-to-face 

interviews, which can result in the researcher doing more talking (Irvine, 2011). This, Irvine 

argues, can result in a reduction for covering qualitative themes. However, other researchers 

highlighted that telephone interviews apart from being a convenient opportunity for 

researching scattered populations without causing additional travel and money 

inconveniences (Robson, 2011) can be particularly advantageous for maximising anonymity 

with sensitive and confidential topics (Gwartney, 2007; Sturges & Hanrahan, 2004). 

Nevertheless, it provides more flexibility, as telephone interviews can be re-arranged, they 

can be scheduled on different times of the day without needing to travel and leave home or 

work (Cachia & Millward, 2011). Importantly, regarding the coverage of themes and the 

length of telephone interviews, these aspects can be dependent upon several factors. The 

successful rapport between the interviewer and interviewee, and whether the interviewee 

feels sufficiently motivated to engage in the telephone interview (Cachia & Millward, 2011; 

Holt, 2010; Lechuga, 2012). In the current study, a rapport with participants was successfully 

established. They were happy to discuss various topics, and they were not afraid to ask 

questions during the interview if they were unsure about anything and were generally 

talkative.   

 

4.4.3.2 Public Patient/ Persons Involvement  

To seek feedback and opinions about the study and supporting documents, i.e. invitation 

letter together with an information sheet, consent form, interview schedule, advert of the 

study, Public Patient/ Persons Involvement (PPI) groups were involved. The Breathe Easy 

Portsmouth group was contacted and in person a discussion was arranged regarding their 

thoughts and suggestions about this study. A number of members shared their stories of 

living with respiratory illnesses. It was suggested that the impact of a respiratory illness on 

social life and the role of family support were important. Another PPI group ENGAGE was 

approached and in-person a discussion was arranged. ENGAGE is a group of individuals 

(e.g. patients, carers, members of local voluntary organisations) of any age who use health 

and social care services and wish to help researchers by giving their views at the inception, 
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planning and implementation stage. This ensures that research projects are more relevant 

and accessible to patients and the public. Members have provided valuable comments on the 

information sheet, consent form, and interview schedule. Feedback was related to ensuring 

that the documents used a simple everyday language. Members informed that complex 

information can sometimes discourage them to respond to questions or instead provide very 

short answers if they are unsure about the meaning of a question. PPI involvement in research 

studies is becoming an important part of research (NICE, 2013). Although better guidelines 

and toolkits are needed for a more efficient involvement and impact, some suggest that PPI 

is a good indicator for high quality research (Bagley et al., 2016). It can raise awareness, 

help disseminate research, and importantly comment or help develop research materials and 

identify research priorities (INVOLVE, 2012). In this current study, PPI involvement 

provided additional ideas regarding interviewing topics and provided valuable feedback for 

research materials.  

 

4.4.3.3 Interview Schedule  

The interview schedule covered five broad topic areas. These included:  

1) Asthma diagnosis, the storyline of when and how people were diagnosed and their 

experiences;  

2) Quality of life with asthma and their daily experiences;  

3) Asthma management, including asthma management alongside co-morbidities (if any);  

4) Asthma services including access to support and treatment;  

5) Future goals and expectations.  

Participants were able to comment on any asthma related concerns, fears or issues that were 

of interest and of importance to them. Additionally, individuals were encouraged to share 

and contribute their positive experiences and practices living with asthma. The full interview 

schedule with prompting questions is located in Appendix F. Telephone interviews lasted 

from 22 minutes to 70 minutes. The full breakdown of the participants’ details, including the 

length of each interview, are located in Table 4.  

All interviews, including the participants consent to participate in this study were recorded 

on a telephone handset via recording connector (Retell Telephone Connector 157). Every 
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interview started with a consent procedure that participants were informed about in their 

information sheets and verbally over the phone prior to the interview day. All participants 

were happy to give their consent over the telephone. Participants were made aware of their 

voluntary participation and their right to withdraw from the study. Additionally, participants 

were made aware of their rights to stop during the interview, to not answer questions that 

they did not find comfortable, and that during the emotional intervals were asked if they 

wish to stop and reschedule or cease participation. There was no specific time limit for how 

long interviews should last. On several occasions, there were participants who had 

difficulties breathing whilst talking, i.e. coughing, and wheezing, despite offering, no 

participant terminated the interview. Coughing and wheezing intervals were considered 

normal given the nature of the illness. At the end, participants were thanked for sharing their 

experiences and time, and as a thank you gesture, were offered a £10.00 gift voucher.  

Participants who answered yes for receiving a transcript copy were made aware of the 

deadline for returning any additional thoughts and comments (i.e. validation of the 

transcript). In this study, transcript validation was associated with allowing participants to 

have ownership of their shared experiences and to observe their individual story in the 

interview format and to provide any additional ideas that they might forgotten. However, no 

additional comments were received. Some researchers propose that member validation is 

important for credibility check, whereas others propose that, it is not possible to know that 

the participants account is true (Lewis, Ritchie, Ormston & Morrell, 2014). It is their reality, 

and we can only judge the adequacy of the evidence that they provided us with. Robson 

proposed that returning findings to participants may be complex, because participants might 

not like certain interpretations (2011). However, in this study, only transcripts were offered 

for returning without any interpretations made.  

Although, no participant finished the telephone interview feeling agitated or upset, 

participants at the start of the interview were made aware of the available support links listed 

in the information sheet. On several occasions the researcher had to remind the participant 

that she was not a clinician and could not provide medical advice in relation to their asthma. 

Therefore, in these cases, people were advised to contact an asthma nurse or a GP.  
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4.5 Undertaking Data Analysis 

4.5.1 Narrative analysis  

Narrative analysis has a broad cross-disciplinary use (Earthy & Cronin, 2008; Riessman, 

2000; Ritchie et al., 2014; Riessman & Quinney, 2005). The popularity of using narrative in 

various professions and disciplines such as history, psychology, law, nursing, and many 

more, has greatly increased (Riessman, 2000). However, the challenge for using a narrative 

analysis, is that it offers no automatic starting and finishing point, neither overall rules or 

best approach to study narratives (Andrews, Squire, & Tamboukou, 2008; Robson, 2011). 

A no strict approach to narrative analysis suggests that the framework or guidance for 

analysis can be structured around the interests of research questions (Yardley & Murray, 

2004).  

The current study has focused on the subjective experiences of older adults living with 

asthma, and employed a two level analysis based on narrative content and form (structure). 

Narrative content considers aspects such as what happened, how people reacted, who was 

present, what happened after, and in general, what was the talk about (Earthy & Cronin, 

2008; Yardley & Murray, 2004). Whereas narrative form is interested in how a narrative is 

structured to convey an argument, the sequence of events, and language expression (i.e. 

narrative coherence) (Murray, 2003; Riessman, 1993).  

The two level analysis of linking coherence of participants’ narratives (the telling), with 

content of their lived experiences with asthma (the told), can inform about the integration of 

asthma in older adults’ lives. It can explain whether their lives with asthma have been 

positive or perhaps chaotic and caused disruption, but also show how older adults make 

meaning of it all through the structure of their stories.  

Therefore, for this study, the structural analysis of narratives was inspired by Riessman 

(1993), whose ideas offered firm, but also a flexible approach. More specifically, Riessman’s 

approach (1993) was influenced by the work of Gee (1986, 1991) on the poetic structure of 

narrative accounts. The emphasis using this approach is on attending to how a story is told. 

Essentially the meaning is established through the interpretation of how a narrative is 

spoken, drawing on the oral aspects of talk. It is important to note that the structural analysis 
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of narratives is one part of a two level analysis. The second part focused on the content, and 

was done so using illness narrative typologies of restitution, chaos, and quest developed by 

Frank (1995).  

4.5.2 Analysing Narrative Structure: Representation of Experiences by Riessman   

Riessman proposed that researchers have no direct access to a participants’ experiences, and 

instead has to deal with representations of those experiences such as talk, text, and 

interpretation (Riessman, 1993). To comprehend people’s experiences and to provide some 

ground for researchers collecting and analysing narratives, five levels representing the 

research process were developed. These include focusing on attending, telling, transcribing, 

analysing, and reading of experiences (Riessman, 1993, p.10). In the current study, of the 

five level representation of experiences, transcribing and analysing levels were important for 

guiding the structural narrative analysis.  

In the first level, the focus is on attending to experiences that includes processes of reflecting, 

remembering, and recollecting observations. Whereas the second level of telling about 

experiences is particularly complex, because it may involve restructuring of events in 

response to listeners and larger context. As such, the meaning of the story shifts in interaction 

with different people, and based on how we would like to be seen. Transcribing, Riessman 

argues, is similar to telling, because decisions of how and what to transcribe should be made. 

Transcribing is an essential part of a narrative analysis, and although she recognises that 

there is no easy way to transfer talk into text, transcribing is essentially the initial step of 

analysis. This step and the analysing step were particularly important for the analysis of the 

current study. Analysing experiences requires identifying similarities between recorded 

stories, and then aggregating them into a comprehensive summary. This involves formation, 

ordering, styling of presentation, deciding what can be included and excluded, to tell a story 

about what happened, and what these narratives signify. Lastly, reading of experiences refers 

to a written report that may change upon different readings, or after discussing it with a team. 

Additionally, all narratives may have different meaning in different contexts. The writer 

cannot tell all irrelevant participant’s circumstances. Therefore, writer’s reflections on 

meaning making of the narratives are necessary.  

The following section entails information about transcribing and analysing interviews. This 

part focuses on the analysis of narrative structures.  
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4.5.2.1 Analysing Narrative Structure: Transcribing and Analysing using poetic structures 

This part of the analysis was informed by the principles of Riessman's (1993) approach on 

the poetic structures of talk, i.e. the building blocks of narrative. Her approach in turn was 

influenced by the work of Gee (1986, 1991) who focused on how a story is told drawing on 

the theory of units of speech (i.e. idea units, stanzas, strophes, and parts). Gee has drawn 

attention to the oral aspects of talk rather than written, and recognised that organising 

narrative into ideas of poetic units and stanzas has provided a meaningful and coherent 

discourse. Riessman, guided by Gee’s theory of the units of speech, has attended to how a 

narrative was spoken. She listened to how narrative was organised into a system of lines, 

stanzas, and parts. This approach influenced the analysis of interviews for this study.  

The transcribing and analysing processes were completed in Microsoft Excel Worksheets. 

All 19 transcripts were coloured by rows and columns and were divided  into line breaks 

with numbers, frames, stanzas, parts, themes, key metaphors and key words (i.e. see 

Appendix G). Prior to discovering Riessman’s approach of poetic structures, all 19 

interviews were transcribed in Microsoft Word and had interviewer’s comments. However, 

all 19 interviews needed to be re-listed and re-transcribed using Riessman’s approach by 

listening to how narrative was spoken.  

Before describing this approach, it is important to emphasise that according to Riessman, 

transcription and analysis cannot be separated from each other because of how methodical 

transcribing (displaying of the text) can shape the process of narrative interpretation 

(Riessman, 1993). Close and repeated listening alongside a methodological transcribing 

brings ideas that then shape representation of narrative in text. This idea was applied to the 

current study; therefore, both aspects are described here together.  

The first step of using this approach in this study required re-transcribing interviews, i.e. 

transforming talk into written text, into numbered lines. This was accomplished by drawing 

attention (listening) to the changes in the speaker’s pitch (rising, falling) and intonation to 

make line breaks. Pitch glide is important because it signals that the speaker tells new 

information.  

Groups of lines then fallen into stanzas, and stanzas fallen into larger units of parts that made 

the story. Stanzas are ‘series of lines on a single topic that have a parallel structure and sound 
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as if they go together by tending to be said at the same rate and with little hesitation between 

lines’ (Riessman, 1993, p.45). Gee explained that, ‘Each stanza is a particular ‘take’ on 

character, action, event, claim, or piece of information, and each involves a shift of focal 

participants, focal events, or a change in the time or framing of events from the preceding 

stanza. Each stanza represents a particular perspective, not in the sense of who is doing the 

seeing, but in terms of what is seen; it represents an image, what the “camera” is focused on, 

a “scene” (Gee, 1991, p. 23-24).  

It is important to emphasise that the method of poetic structures exclude features of speech 

such as false starts, pauses, break-offs, non-lexical expressions, emotional moments, and 

interviewer’s interactions. It is a ‘sole-authored’ narrative, and interactional context of its 

telling is not part of the interpretation (Riessman, 1993). Riessman pointed out that this 

methodical transcribing/ analysing formalises the talk into reduced representation. However, 

it attends to talk subtleties and structures that other methods do not consider. Riessman also 

suggests that it is necessary to decide the level of detail for transcription. Those unfamiliar 

with sociolinguistics might be in danger of making their transcripts unreadable and 

decontextualized if a strict approach to narrative is applied. However, a stanza form is ideal 

for capturing the sole focus on the speaker but it also, provides coherence to the narrative. 

Attending to how the text was spoken using the stanza form tells about the sequence, 

thematic, and structure of the talk, i.e. the general criteria for narrative coherence.  

The next step after grouping discourses into a stanza form (i.e. lines, stanzas, parts), was 

attending to how the text was spoken, interpreting the nuances of text was essential. This 

step has involved examining text for structural properties (frames, stanzas, parts), key 

metaphors and words that can signal meaning, verb tense (past, present, future), and seeing 

how substantive themes develop through these nuances. These structural properties were 

particularly beneficial in this study and provided a deeper understanding for people’s 

experiences.  

Riessman, in her more recent work, proposed that what makes diverse texts narrative, is the 

sequence and consequence of selecting events, organising, connecting, and evaluating them 

as meaningful for a particular audience (Riessman, 2005, p.1). She has questioned strict 

criteria of narrative coherence, and have a strict construct of beginning, middle and end 

(Salmon & Riessman, 2008). She argued that in the research settings, there are no clear 

boundaries for the beginning and ending of stories. It is profoundly based on the theoretical 
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interests linked to disciplinary context, research question in deciding which segments of the 

story to analyse, and thus create boundaries around it (Riessman, 2000). It is however, a 

complex interpretive decision that can alter the shape and meaning of narrative.  

In the current study, deciding where a narrative begins and ends in most cases was led by a 

new question. However, every time a new question/ topic (not a prompt for more information 

on the already given question) was introduced it did not mean the beginning of a new 

narrative. In some cases, new questions prompted speakers to return to the previously posed 

question and extend their talk, instead of answering the new question. Differentiating the 

story’s beginning and ending was a particularly challenging task. However, using 

Riessman’s (1993) approach of a stanza form, listening for the changes in speaker’s pitch 

and intonation aided the understanding of where a story begins and ends, and where a change 

was coming. This task was aided when the examination of structural properties, metaphors, 

and verb tense were applied. The examination of structural properties is proposed by 

Riessman and was subsequently followed for this study’s analysis.  

Some respondents, who used metaphors, have framed the beginning of a narrative with an 

inextricable ending, whereas others clearly stated the entrance and exit of their talk. Frames 

in this study was a particularly important structural property. It helped to differentiate 

between stories with frames and no frames to find patterns, and discover whether events 

were told in sequence or had ‘jumps’ between topics with no clear endings.  

It is important to mention that after trialling the transcribing/ analysing and interpretation 

levels with a few interviews of the current study, structural nuances of talk unique to this 

study were noted. In addition to Riessman’s structural properties of frames, metaphors, 

returns, few other aspects were noted. For example ‘jumps’ when participants without 

finishing their talk, jumped to another topic. These new proposed terms have substituted 

some of Riessman’s terms but also new terms were found. These structural properties were 

useful for the analysis of this study as it helped the researcher to comprehend some of the 

structural properties of people’s talk, and therefore may not be applicable to other topics and 

studies.  

For example, stories that had frames (a binding/ starting point), a term proposed by 

Riessman, were in most cases coherent. Stanzas in these stories were sequentially ordered 

and had a structure with clearly emerging themes.  
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Another structural property was related to attending to the verb tenses and resolution, as 

proposed by Riessman. For this analysis, it was noted that verb tenses were associated with 

ideas about resolution/ resolved outcome. Stories that were left in immediacy and unfinished, 

with no ending point, did not have a resolution, they were ongoing. The term of resolution 

in Riessman’s analysis was too associated with conflict, distress and closure or lack of it.  

The present tense in the current study suggested a lack of resolution, whereas sequentially 

told events in the past tense suggested resolution. The future tense was used less often, and 

it referred to the idea of how individuals would like to see themselves, their asthma or their 

life in future. The future tense had ambiguous use because it did not always refer to change. 

Sometimes it referred to keeping things the way they are. 

Returns and past to present jumps were the other two structural nuances unique to this study 

that were not highlighted by Riessman. Returns in this study referred to two aspects, when 

speakers returned to emphasise a point that they have spoken about already or to extend the 

previously made point with new information. It is important to note that returns in some 

cases were either prompted or were self-arising by the participant. In the cases of prompted 

returns, it was related to when a researcher wanted to seek more information on a particular 

topic and prompted the participant to return and extend on the previously made point.  

Past to present jumps had an important role in this study too. These jumps often signalled 

non-sequential stanza form of the talk. Additionally, stories with many past to present jumps 

were often unresolved, in Riessman’s terms there was no closure. Past to present jumps 

suggested that these particular stories did not have a resolution/ closure. For example, some 

participants whilst talking about their current  experiences and events with asthma, made a 

sudden unrelated jump to their past asthma. Past to present jumps differ from returns because 

instead of emphasising or extending an already spoken point with new information (i.e. 

returns), jumps to the past or present were sudden, not prompted, and introduced new theme/ 

topic. Past to present (and vice versa) jumps were in some cases ‘out of context’ and raised 

questions about why has the participant decided to make the jump without any prompt and 

why did it happen now. Narratives that entailed past to present jumps in most cases were 

incoherent, had no resolution, and the stanzas had no sequential order.  

Lastly, tension point was another structural property. This term has been used in Riessman’s 

analysis and it refers to challenging experiences. In the current study, tension referred to 

distressing experiences (e.g. war bombing, familial death experiences, some of which were 
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tragic in nature). When people shared tension-provoking experiences, the structure of their 

narratives changed, and in most cases, narratives were non-sequential or instead were listed 

without reflection.  

The final step for using Riessman’s approach was determining the meaning of narratives and 

understanding what the narrative form (structure) signified. Attending to the form of stanza, 

essentially looking at how the text was organised sequentially, thematically, and structurally 

told about the coherence of a story.  

Incoherent stories had no sequence, contained past to present jumps, introduced several 

themes without resolution/ ending point, and had no story binding structure. Coherent 

stories, on the other hand, had a story structure with binding frames and ending point (s), 

events were told in sequence, and themes had a coherent ‘flow’ with resolution. 

Additionally, there were some partially coherent stories. These stories had a similar stanza 

form to the fully coherent stories, apart from one missing aspect. For example, a story had 

no clear frame, but had resolution, and events were told in sequence. Therefore, these stories 

were referred to as partially coherent to ensure that their differences were highlighted from 

the rest of the stories. Examining structural properties aided understanding about the 

meaning of stories. Therefore, their contribution in the analysis of this study is particularly 

important.  

Using Riessman’s approach for analysis and interpretation was essentially divided into three 

aspects. These included a) transcribing/ analysing, b) interpreting and examining structural 

properties, c) and attending to the meaning of what the form of talk signified. Riessman was 

influenced by Gee’s theory for her analytical work on divorce talks, however, she also went 

beyond Gee’s approach, and adapted other ideas. She has made inferences about the context 

informed by the politics, and how this was related to the speakers’ story (e.g. budget welfare 

cuts affected the participant) (Riessman, 1993). Murray (2008) suggested flexibility in 

narrative analysis, and argued that different theoretical frameworks and ideas can aid the 

sense making of stories. However, despite offering flexibility and openness, using a 

combination of approaches requires caution with how different theoretical frameworks work 

and influence each other.  

Riessman’s approach provided in-depth ideas for a structural analysis of narratives. 

However, it was decided to go beyond the narrative structure and attend to the content of 

narratives to undertake a deeper level of analysis and grasp the meaning of asthma narratives 
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and explain the impact of asthma on the lives of older adults. Table 5 summarised the 

protocol for the analysis of narrative structure using Riessman’s approach.  

 

Table 5. Protocol for the analysis of narrative structure using Riessman’s approach.  

Analysis of Narrative Structures 

Steps Description 

1) Transcribing/ 

Analysing  

 

 

 

 

 

 

 

 

A STANZA FORM 

 Transforming text into numbered lines by drawing attention (listening) to changes 

in speaker’s pitch, intonation to make line breaks.  

 Groups of lines fallen into stanzas, and stanzas formed larger units of story parts.  

 Stanzas and parts were attributed names for representativeness and emerging 

substantive themes, topics.  

 Important to highlight that features of speech such as false starts, pauses, break-offs, 

non-lexical expressions, emotional moments, and interviewer’s interactions were 

excluded, and were not included as part of the analysis and interpretation 

 

2) Interpreting 

Attending to how 

the text was 

spoken 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Structural properties of talk 

 After re-transcribing all interviews into a stanza form of talk (lines, stanzas, parts), 

examining how the text was spoken was the next step.  

 Riessman attends to structural properties of frames, stanzas, parts, key metaphors, 

key words, verb tense, seeing how substantive themes develop. In this study 

additional structural properties were noted and some of Riessman’s terms were 

substituted with new terms to meet the needs of the current study.  

Frames  

A binding/ starting point of a story. It helped differentiating between stories with 

frames and no frames. Stories that had frames (a binding/ starting point), were in 

most cases coherent. Stanzas in these stories were sequentially ordered and had a 

structure with emergent themes.  

Verb tense (past, present, future) 

Attending to the verb tense has helped to identify whether a story had a resolution, 

or was left in immediacy and unfinished with no ending point. Present tense 

suggested a lack of resolution, and that the experience(s) were ongoing, whereas past 

tense suggested resolution. In the majority of cases when experiences were told in 

past tense, stanzas were sequentially ordered and had coherence. Future tense was 

used less often, and it referred to perspectives of how individuals would like to see 

themselves, their asthma or their life. Future tense had ambiguous use because it did 

not always referred to change. Sometimes it referred to keeping the things the way 

they are.  
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3) Attending to the 

meaning of what 

the form of talk 

signified 

 

Returns  

Returns referred to when speakers returned to emphasise a point that they have 

spoken about already or to extend the previously made point with new information. 

Returns were either prompted or self-arising by the participant.  

Past to present jumps  

These jumps often signalled non-sequential stanza form of the talk, and provided 

understanding about resolution, and existing unresolved worries.  

Past to present jumps differ from returns because instead of emphasising or 

extending an already spoken point with new information (i.e. returns), jumps to the 

past or present were sudden, not prompted, and introduced new theme/ topic.  

Tension point  

Tension point was another structural property. It referred to distressing experiences 

(e.g. war bombing, familial death experiences, some of which were in tragic nature). 

 

 

The level of coherence 

 

Incoherent stories  

 Had no sequence, contained past to present jumps and introduced several themes 

without resolution/ ending point, and had no story binding structure.  

Coherent stories 

 Had a structure with binding frames and ending point (s), events were told in 

sequence, and themes had a coherent ‘flow’ with resolution.  

Partially coherent stories 

Similar stanza form to fully coherent stories, apart from one missing aspect. For 

example, a story had no clear frame but had a resolution/ ending point, and events 

were told in sequence. 

 

 

4.5.3 Analysing Narrative Content: Illness Narratives Using Frank’s Approach 

There is a wide range of literature about the illness narratives, and frankly another variety of 

perspectives for how illness narratives can be understood. One of the influential approaches 

is by Arthur Frank using the typologies of quest, chaos and restitution for illness narratives. 

This approach is discussed in-depth in his book of the The Wounded Storyteller: Body, 

Illness, and Ethics and offers inspiring ideas and ways of analysis for stories of illness 

(Frank, 1995).  
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For the content analysis of narratives of this study, Frank’s approach for illness narrative 

typologies was chosen. Analysing narrative contents was the second part of a two level 

analysis. 

Frank proposed three typologies of narratives but argued that actual stories combine all three 

typologies, one interrupting another, like a kaleidoscope, changing colours and forms as the 

tube shifts. He argued that his aim was not to produce a “general unifying view” of personal 

people’s experiences, but to encourage attention to the ill people’s stories (p. 76). This is the 

underlying perspective of the current study because of how little we know about older adults 

suffering with asthma. Current understanding about asthma experiences in older adults come 

from the medical perspectives, whereas Frank’s approach intended to demonstrate the 

richness of ill people experiences outside of that context (Frank, 2000), which is the aim of 

this study. Frank responds to Atkinson’s criticism, and explains that ‘The Wounded 

Storyteller’ is about how ill people narrate their own experiences. Frank suggested that 

medical voices fragment people’s stories into a medical history of treatment, diagnosis, 

prognosis without empowering people’s personal lives and experiences with an illness. This 

approach was chosen as the most appropriate for the aims of this study, but also because of 

its’ diversity for the context of asthma studies. Using this analysis together with Riessman’s 

approach, revealed various insights about how older adults live and experience asthma, 

particularly since they were diagnosed at different phases in their lives.  

The first type of the restitution narrative dominates illness stories, especially among recently 

ill and those who are often ill. It is a culturally preferred narrative, with a plot of ‘Yesterday 

I was healthy, today I’m sick, but tomorrow I’ll be healthy again’’ (p.77). The puzzle in 

restitution is focused on how to get the body working back to a previous point. It reflects 

people’s desire to get well and remain well. Their present illness is perceived as a blip in the 

normal trajectory of time, with no major disruption as the cure/ solution is in the near future. 

Restitution stories, Frank argues, are learnt from institutions where for example, in the 

brochure about cancer, different types and treatments are described without providing 

information about how the patient feels. Restitution plot at first shows misery, then 

introduces solution/ remedy, and then physical restoration and comfort that closes the story. 

Restitution plot recognises that the self-overcoming of the illness is almost a routine course 

of the day.  
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Whereas the chaos narrative is the complete opposite of the restitution, and offers no happy 

ending of the stories. Instead, chaos stories are anxiety provoking and very hard to hear. 

Frank has referred to chaos stories as anti-narrative because they have no sequence, no 

memorable past and no future worth waiting. People in chaos stories have no control over 

things. It is described as suffering with no way out. In chaos stories, bodies have no agency, 

they are dissociated, contingent, and lack desire. When one shares their struggles and reflects 

upon them, and pursues a purpose, it is no longer a chaos because there is some distance; a 

person can look at his struggles retrospectively. A person in the chaos cannot deal with their 

illness experiences, and lives in the immediacy portrayed as being muted. Events and 

experiences have syntactic structure of “then, and then, and then” that cuts each clause with 

new information, making it difficult to follow. The speech in these stories is lacking, as if 

there is a hole in the telling. Chaos cannot be transcended; it can only be accepted before 

developing new lives and building new stories. These stories are particularly important for 

medical staff to hear about the realities of people suffering with illnesses. However, people 

in chaos, sometimes do not accept help; therefore, more interpersonal and tolerating relation 

between a patient and a healthcare professional may be needed.  

Quest narrative, on the other hand, is a journey where an illness is accepted and used to gain 

something through that experience. It is perceived as a challenge that needs to be met. In 

quest stories, an ill person is a teller because one has a story to tell. Quest tellers’ voices are 

in the foreground, whereas restitution and chaos remain in the background. When an ill 

person gradually realises their sense of purpose, one forms an idea that their illness is a 

journey. It begins with a stage of departure, the presence of initial symptoms. Following a 

threshold of diagnosis, the next step is realising what has happened. A person begins to 

organise experiences into meaningful coherence. Lastly, a person arrives at a return, a stage 

of mastery, where a person is marked by an illness but is no longer ill. The quest stories are 

mostly published because they have a purpose, to tell about one’s change of character 

achieved through suffering. It is about finding a voice when being seriously ill.  

 

4.5.3.1 Analysing Narrative Content: Applying Frank’s Typologies    

This section outlines the analysis of narrative content. Reflecting back on Riessman’s 

approach, she has suggested that the reading of narratives should begin with a structure of 

narrative, rather than simply looking for content, and should ask questions of how narrative 
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is organised, why the informant developed the story this way. Therefore, structural analysis 

was completed first, whereas content analysis was second.  

Frank argues that although Atkinson (1997) criticises this typology as being difficult in 

systematic engaging, Frank proposed that the focus is on personal engagement. Storytellers, 

he argues, “call for other stories in which experiences are shared, commonalities discovered, 

and relationships built” (p.355, Frank, 2000).  

It is important to note that after completing the structural analysis for 19 interviews, 

interviews were divided into two groups of older adults with LSA and those with LOA. As 

argued from the start, there is a limited understanding about the differences and 

commonalities that LSA and LOA share because in the majority of studies older adults with 

asthma are classed into one category. Furthermore, LSA and LOA are diagnosed at different 

times in people’s lives. Therefore, classification into one category may not represent their 

true experiences. From this point forward, LSA and LOA interviews were separated into two 

data sets.  

Firstly, interviews in the stanza form were re-read several times with Frank’s typology in 

mind for restitution, chaos, and quest stories. Narrative content analysis was particularly 

complimented by Riessman’s structural approach. The structural coherence and structural 

properties in a stanza form, provided an important foundation for applying Frank’s approach.  

For example, stories that were incoherent (i.e. had no sequence and structure, had no 

thematic coherence, and no resolution etc.) were clear representations of chaos illness 

narratives. Whereas coherent stories in most cases consisted of restitution plot.  

The next step using Frank’s approach, was to categorise narratives into restitution, chaos, 

and quest, to find commonalities and differences between and within groups. After this 

categorisation, all narratives were attributed two labels, i.e. coherence (coherent, incoherent, 

partially coherent) and a narrative typology (restitution, chaos, quest) (Table 6 and Table 7). 

This categorisation has helped researcher to differentiate between the stories, but also to 

understand the essence that those stories shared.  

During the structural analysis, stories were attributed substantive (non-final) themes that 

were used as informative descriptors to help the researcher in the next stage. Then during 

the content part of the narrative analysis, these stories (in a stanza form) with their 

substantive themes and structural properties were re-read several times, together and 
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individually, and then based on the shared commonalities of interest were categorised into 

broader categories.  

A major unifying category/ theme of Then and Now was developed that differentiated stories 

into two streams. Then referred to the content about the time when people were diagnosed 

with asthma, and Now referred to the content about the current living with asthma. Stories 

about Then were categorised into four sub-themes of straightforward, debilitating, 

uncomfortable/ chaos, and continuum. For older adults with long-standing asthma, stories of 

Then referred to their childhood/ youth period when they were diagnosed with asthma, 

whereas for older adults with LOA, Then, referred to later years when they were diagnosed 

with asthma.  

Stories of Now were about people’s current lives with asthma, that were either challenging 

or non-challenging. These two broad themes then had another level of categories/ sub-

themes that related to the concept of purpose. These sub-themes related to whether people 

wanted a better life with asthma, a life with no asthma, or accepted circumstances as they 

were. 

It was noted that some interviews had a strong sense of purpose, and because of various 

challenges with asthma, they wanted to change and improve their circumstances with 

asthma. They were not happy with their current lives. However, a sense of purpose was not 

always clear. Some interviewees were torn between having a purpose to accepting their lives 

as they are. Whereas others were clear about accepting their circumstances without needing 

a change. At this point, previously made categorisation of stories into challenging and non-

challenging lives with asthma helped to comprehend why older adults needed a change, in 

essence why they had a purpose. This analysis provided an interesting opportunity for 

grasping how stories were different and what were the underlying reasons.  

Regarding the categorisation of the stories into a challenging and non-challenging type, 

interviews were re-read and people’s descriptions about their current lives with asthma were 

assessed. For example, some participants were particularly descriptive about their challenges 

with asthma and informed the researcher about how complex their lives were. They provided 

examples regarding asthma’s impact on their social life, physical and psychological 

wellbeing. Whereas others informed the researcher that they did not experience challenges 

with their asthma or that the occasional concerns were minor. A set of these themes and sub-

themes are listed in Table 6 and Table 7.  
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          Table 6. The analytical categorisation of the interviews of older adults with LOA. 

Older Adults with Late Onset Asthma 

Then and Now 

Late diagnosis of asthma Current Life with Asthma 

Straightforw

ard  

Robert (Restitution/ Partially 

Coherent)  

 

Jeremy (Restitution/ Coherent) 

 

John (Restitution/ Partially 

Coherent)  

 

George (Restitution, Partially 

Coherent)  

 

Challenging life 

Debilitating  Nellie (Quest with Restitution 

element/ Partially Coherent)  

 

Anna (Quest with Restitution 

element/ Partially Coherent)   

 

Rose (Restitution with Quest element/ 

Partially Coherent)  

Continuum  Eleanor (Quest with Restitution 

element/ 

Partially Coherent) 

 

Alice (Quest with Chaos element/ 

Incoherent)  

 

 

 

 

 

With purpose 

 

 A better life with asthma  

 

Nellie (Partially Coherent/ Quest and 

Chaos element) 

 

Accepting circumstances as they are  

 

Eleanor (Quest with Chaos element/ 

Incoherent)  

 

Anna (Restitution, Quest with Chaos 

element/ Incoherent 

 

George (Restitution with Quest/ 

Incoherent)  

 

 

Not Challenging Life 
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With purpose 

A better life with asthma 

 

Rose (Quest/ Partially Coherent)  

 

Alice (Quest/ Partially Coherent)   

 

 

Without purpose 

 

Accepting circumstances as they are  

 

Robert (Partially Coherent/ 

Restitution)  

 

Jeremy (Partially Coherent/ 

Restitution with Quest element) 

 

John (Partially Coherent/ 

Restitution) 
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          Table 7. The analytical categorisation of the interviews of older adults with LSA 

Older Adults with Long Standing Asthma 

Then and Now 

Childhood with Asthma Current Life with Asthma 

Straightforw

ard  

William (Restitution, Coherent)  Challenging life 

Debilitating  James (Restitution, Coherent)  

 

Mary (Restitution, Coherent)  

  

 

 

Without purpose 

Uncomforta

ble/ Chaotic  

Elizabeth (Chaos, Incoherent)  

 

Patricia (Chaos, Incoherent)  

Accepting circumstances as they are  

 

Elizabeth (Incoherent/ Chaos)  

 

Patricia (Incoherent/ Chaos)  

Continuum  Adam (Quest/ 

Partially Coherent) 

 

Colin (Quest and Chaos/ 

Incoherent) 

 

Emma (Chaos/  

Incoherent) 

 

Sarah (Chaos, Incoherent)  

 

Violet (Chaos, Incoherent) 

 

 

 

 

 

 

With purpose 

 A better life with asthma  

 

William  (Partially Coherent/ Restitution 

and Quest element) 

 

Sarah (Incoherent story/ Chaos) 

 

A life with no asthma  

 

Adam (Incoherent/ Chaos with Quest 

element) 

 

Colin   (Incoherent/ Chaos with Quest 

element) 

  

Accepting circumstances as they are  

 

Violet  (Incoherent/ Chaos) 

 

Emma  (Partially coherent/ Chaos) 

 

 

Not Challenging Life 



174 
 

 

 

With purpose 

 

 

A better life with asthma 

 

James  (Partial Coherence/ Quest with 

Restitution 

 

 

With no purpose 

 

Accepting circumstances as they are  

 

Mary  (Coherent/ Restitution) 

 

 

4.5.3.2 Summary  

This combination of structural and content analysis provided an opportunity to look beyond 

the medical context of living with asthma and explored people’s personal experiences of 

living with this illness. Narrative coherence combined with the narrative typologies of illness 

experiences revealed that some stories had a sense of purpose, and people wanted their lives 

to improve. This information is particularly valuable for asthma care providers to know how 

and what support people might need, essentially provide more targeted support. This analysis 

is important for other asthma sufferers. Hearing other people’s stories of suffering can help 

people validate their experiences, especially, but not limited, for those who have incoherent 

chaos stories and may struggle to comprehend their challenging illness experiences.  

 

 

 

 

 

 

 

 

 



175 
 

CHAPTER FIVE 

 

Interviews with Older Adults with a Long Standing Asthma 

 

5.1 Introduction  

This chapter focuses on the experiences of older adults with a long-standing asthma. This 

group comprises ten individuals, between the ages of 62 to 81. These individuals had asthma 

for the majority of their lives. Their stories of living with asthma were categorised into a 

major category/theme of “then” and “now” that discussed periods about childhood with 

asthma and current life with the illness. As with the corresponding Chapter Six, the term of 

“then” marks the time (period) when individuals were diagnosed with asthma, essentially 

the beginning of their journey with asthma. On most occasions, interviews began with 

prompting questions about the time when individuals were diagnosed with asthma and what 

was it like. Then somewhat later on in the interview, conversation moved to the topic about 

people’s current life with asthma. Arranging people’s stories into a major category/theme of 

“then” and “now” has occurred naturally based on the organisation and content of the 

interviews. “Then” and “now” is about two passages (stages) in the lives of older adults 

with asthma. 

Analysis attended to the structure and content of narratives and comprised restitution, chaos 

and quest stories that differed in structure, and were coherent, partially coherent, and 

incoherent. In this group of older adults with long-standing asthma, stories of “then” were 

about childhood with asthma, because that was the stage in people’s lives when they were 

diagnosed. Stories in this theme were categorised into four sub-themes of “straightforward”, 

“debilitating”, “uncomfortable/ chaotic”, and “continuum”. Then, based on the narrative 

structure of people’s storytelling, stories in those four sub-themes were additionally 

categorised into three levels of coherence. Narrative coherence of the interviews was a 

unique indication of different storytelling. 

The term “straightforward” has referred to a coherent restitution story about childhood 

asthma with a resolved outcome. “Debilitating” stories have communicated restitution with 

resolved outcomes. However, the process of reaching restitution has entailed challenging, 

and somewhat difficult encounters with asthma. On the other hand, “uncomfortable/chaotic” 

stories were incoherent, upsetting and difficult to listen to, and had no clear ending or 
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resolution. “Continuum” stories were about the ongoing challenges and worries of asthma 

that have continued since childhood. Those stories had vague purposes, no resolution, and 

were interrupted by present circumstances.  

 

5.2 Childhood with Asthma  

5.2.1 Straightforward  

Straightforward is a sub-theme about childhood experiences of asthma diagnosis. In this sub-

theme, there is one restitution story. The concept of straightforward refers to the 

uncomplicated journey of asthma diagnosis with resolved outcome. Story was told in 20 

stanzas, and related to experiences with GP. To William, asthma was a blip in the normal 

trajectory of life. 

5.2.1.1 Coherent  

William’s story  

William’s story consisted of 20 stanzas told in lines 4-55, and had three parts. It is about the 

aspects of his diagnosis, medication, support, and reactions. Events were communicated in 

past tense, despite a few past to present jumps. There was no tension in his story, the events 

that occurred at the beginning of his asthma were successfully resolved, and life continued 

as normal.  

William’s response to the first question about his experiences with asthma diagnosis was 

formed into a short narrative fragment told in eight stanzas in lines 4-27. He told a story 

about his best friend’s father who provided support in relation to his asthma. William 

explained that hi best friend’s father, who was a doctor and researcher of asthma at the time, 

had willingly diagnosed and provided him with recently developed treatment, that were 

approved by William’s GP. In this representation, the procedural side of asthma diagnosis 

appeared uncomplicated, and was solved there and then. While this story had a sequential 

order, it took another turn in lines 22-27, where a past to present jump was made. William 

reflected on the medication change and brought the topic of asthma diagnosis into today’s 

asthma care context. A jump to the present was short and unfinished, however, it was 

associated with his current asthma worsening.  
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3 part 1: asthma diagnosis (happy with)    

4 Well initially 1 

5 I had breathing problems   

6 and my best friend at school 2 

7 he had a father who was a doctor   

8 Who was in fact working on research   

9 I think it was into asthma   

10 And he suggested   

11 I obviously contacted my GP 3 

12 doctor T   

13 and he was happy with the diagnosis 4 

14 and was happy for me 5 

15 to try the new inhaler that has only recently been produced   

16 Called Brovon   

17 Which I started using in 1947 
 

18 And I used it for many years   

19 I can’t remember how many years   

20 My asthma improved quite markedly 6 

21 during my 30s 40s   

22 and then started to get bad again 7 

23 at which time 8 

24 obviously Brovon had been superseded   

25 by Ventolin   

26  which was prescribed by my local doctor   

27 here in Hampshire   

 

In Part 2, William returned to the topic regarding asthma care providers. In lines 29-35 he 

made an inconclusive past to present comparison. However, from lines 36-42 the 

conversation had turned to the appreciation of his two doctors who had supported him. In 

this representation, the purpose of comparison was to emphasise that nowadays there is a lot 

more support, whereas back in the old days sources of support were limited.  

28 part 2: first asthma doctors were helpful    

29 I didn’t see a nurse 12 

30 respiratory nurses   

31 I’ve only seen recently 13 

32 back in the old days 14 

33 so to speak   

34 I was just seen by my doctor   

35 and by my friends’ father Doctor K.   

36 They were obviously 15 
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37 or he specifically   

38 was very interested obviously   

39 to know my progress   

40 and my doctor was very supportive 16 

41 Doctor T   

42 was really good   

 

Combined support from two doctors had made a positive difference to his childhood 

experiences with asthma. This was confirmed in the conclusion of Part 3 in lines 54-55, 

where he briefly returned to talk about his two doctors. In lines 44-49 William admitted that 

he had worries about the possibility of not being able to carry on pursuing his athletic 

lifestyle. Being active was part of his identity, and asthma was a potential threat. However, 

the encouragement he received from his doctors helped William to progress from negative 

into the positive. 

43 part 3: asthma diagnosis reaction (encouraged)   

44 I was a bit worried about it actually 17 

45 Because   

46 I’ve always been very athletic 18 

47 and I was 19 

48 concerned about   

49 it’s effects on my ability to take part in various sports and 

activities 

  

50 but I was encouraged to do so 20 

51 it was suggested that this exercise was   

52 a very useful regime   

53 to be supportive for asthmatics.   

54 I can’t now remember whether it came from my GP   

55 or whether it came from Dr K.   

 

5.2.2 Debilitating  

“Debilitating” is another sub-theme for the stories about childhood journeys with asthma. It 

entails two coherent, restitution stories about the challenging experiences with asthma.  

Structurally, Mary’s story was told in 16 stanzas in lines 4-48, consisting of one frame, one 

part, and a returning frame that has provided a coherent structure. James’s story consisted of 

16 stanzas told in lines 4-51. Although, different to Mary’s, his story consisted of one frame 

and three parts. Structurally both James’s and Mary’s stories had minor variances. However, 
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thematically, both discussed the challenging period of not having the appropriate asthma 

medication and having to cope with difficult symptoms as best as possible.  

Following the question about the diagnosis of asthma, Mary framed her narrative with the 

frustration of never knowing not having asthma and emphasised her childhood being 

particularly difficult. This sudden self-disclosure of her identity has created emotional 

tension that she has chosen to move away from by referring to the present availability of 

modern medication. Although, in lines 12-14 she concluded the narrative segment by 

referring to her difficult childhood, in Part 1 she returned to the topic of medications, where 

she retrospectively overviewed their effect, including her first inhaler experience.  

Receiving her first inhaler made a tremendous difference in her experience with asthma. 

Interestingly, this event was associated with a life-changing experience of a motherhood, 

outlined in lines 16-25. This suggested that the change in her personal family circumstances 

may have influenced the transformation in her wellbeing with asthma. The chaotic childhood 

story of asthma had transformed into restitution, where asthma was no longer impossible to 

control, it was a blip in the normal trajectory of life.   

Having outlined her feelings towards being an asthmatic and reflecting on her difficult 

childhood with asthma with no appropriate medication at hand, Mary has ended her narrative 

about “then” with a return to the frame in lines 27-48. During her childhood asthma was 

something she needed to put up with because there was no other choice or support available. 

It was a case of making the best of what was available.  

3 frame childhood asthma (bad) (asthmatic all her life)   

4 well it was diagnosed before I could even remember 1 

5 I was asthmatic   

6 all my life I’ve been an asthmatic   

7 it was pretty 2 

8 difficult in my early years   

9 Breathing got quite 3 

10 serious but as I got older it has improved a bit   

11 I mean the medications improved as well which probably helps 4 

12 But 5 

13 my childhood   

14 my school years I can remember being quite bad.   

15 Part 1: first asthma medications (asthma in youth)    

16 I did not actually have an inhaler until I was pregnant with my child 6 

17 which was 1973   
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18 until then I was   

19 I had tablets 7 

20 which obviously took a while to work   

21 and if you had an asthma attack and had to take a tablet   

22 and it took a while before it even had any effect   

23 but once I got the inhalers it was incredibly different 8 

24 the relief was almost immediate   

25 which was fantastic   

26 Return to frame childhood asthma (bad) (you took tablets, put up with it, that’s it)   

27 I think 9 

28 in my early childhood   

29 it was basically just something you had to put up with   

30 And   

31 yes you’ve got it 10 

32 and here are the tablets 11 

33 and that was about it   

38 well as far as I can remember   

39 I never actually had any   

44 nebuliser nebuliser.   

45 And there was nothing like that in my early years 16 

46  it was literally just doctor gave you tablets   

47 and you took them when you needed them   

48 and that was it.   

 

James’s story about his childhood with asthma had a similar trajectory of storytelling 

beginning with a self-disclosure of his identity. However, as opposed to Mary, James’s 

identity of a ‘sickly child’ was a generalised description of him at a particular period in his 

life that he had moved on from.  

Further into the frame, James reflected on the date of his asthma diagnosis and introduced 

the key theme about medications, a central feature of his childhood story of asthma. 

Medications had a negative association, particularly a ‘hydrogen tablet’ that he later 

discussed in Part 1. The non-availability of effective medication at the time left people like 

James stranded with limited options, some of which have caused challenging side effects.  

However, his story had taken another turn, when in lines 13-19 the narrative frame was no 

longer sequential, and a minor jump to the present was made. He referred to the start of 

something unpleasant progressing that seemed like allergies, however, he chose not to 
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discuss it further. James concluded this narrative segment abruptly, with no explanation to 

his comment other than re-stating the time of his asthma diagnosis.  

Later, in Part 2 he introduced a tension point, which   was a story of resolution of his chaotic 

childhood, turning into restitution. Referring to his childhood, James personified asthma as 

a life threatening mystical object in the form of disability. His reference suggested that 

asthma was perceived as debilitating and life-consuming mystical terror that however, did 

not win. James’s positive outlook and perseverance had resolved the negative challenges and 

helped him remain positive.  

3 Frame childhood asthma was bad (unpredictable, and lack of medication)   

4 I was a very sickly child 1 

5 and in those days it was   

6 not so much now in the condition   

7 and I was finally referred to a paediatrician in about 1951. 2 

8 came out it was asthma   

9 and then from then on   

10 I was getting various treatments which were very limited in the affect they had. 3 

11 A horrible tablet called hydrogen 4 

12 that made my heart beat   

13 and that’s when all started 5 

14 And then it’s been progressive and since then I could   

15 I could elaborate on the allergy side of it   

16 but I wont   

17 but that’s when it was   

18 I was diagnosed with it 6 

19 basically I think from birth.   

20 Part 1: treatment then was limited  (hydrogen tablet)   

21 not until the late 60s when the introduction of bronchodilators 7 

26 but prior that it was just hydrogen 8 

27 hydrogen tablet   

28 I used to take.   

29 Part 2: asthma then was evil disability (past to present)   

30 When I was younger 9 

31 I think initially you think about it as some sort of evil disability   

32 But I think as you grow older 10 

33 It didn’t affect as much that   

34 I played football at school 11 

35 I played quite a bit of sport   

36 so I think the positive attitude towards the condition prevailed 12 

37 and I get on with my life in as positive as possible 13 

38 But saying that   



182 
 

39 there were times where I had significant issues with asthma. 14 

40 Part 3: treatment non-availability then (unpredictable asthma)   

43 the non-availability of modern medication   

45 it was more difficult   

46 and the condition was more unpredictable 16 

47 I couldn’t say for certain when I was gonna be very wheezy   

49 it add a degree of uncertainty about it.   

 

Debilitating asthma stories are about difficult childhood experiences turning into 

manageable ways of living with asthma. Both restitutions happened progressively over time; 

however, in James’s case, childhood restitution was self-initiated, whereas for Mary, it was 

associated with a motherhood. Although there were a few minor past to present jumps that 

may suggest frustration in the current life with asthma, their childhood journeys of asthma 

were resolved and no longer worried them.  

 

5.2.3 Uncomfortable/ Chaotic  

The sub-theme of uncomfortable is about two chaotic childhood stories of asthma with no 

sequential and structural coherence, nor a clear thematic perspective. Stories were told in the 

immediacy, and the past was remembered in snapshots that were interrupted by the present 

events. 

Different to the stories in the other sub-themes, Patricia’s chaotic story was told in 32 stanzas 

in lines 28-73 consisting of two parts and a frame told separately from the theme. Whereas 

Elizabeth’s story was told in 36 stanzas in lines 4-82, consisting of five parts. Both stories 

had similarities in the chaotic style of storytelling. They both had not reached a resolution 

over their childhood asthma stories, and therefore, the tension has remained. Contextually, 

their life events have differed, however both, Elizabeth and Patricia have encountered tragic 

life events that were anxiety provoking. 

Patricia chose to start her story in three frames about the current asthma, the childhood 

asthma, and then returned to the current asthma. Events were told in no sequential time order, 

and her first communication about her childhood story of asthma was a return to the asthma 

attacks and hospitalisations, which she described as a tough period. However, her description 

in lines 10-17 was not explicit because a sudden past to present jump was made.  



183 
 

3 Frame to current asthma (always bubbling away underneath)   

10 Frame to childhood asthma was bad (serious attacks) 

11 When I was a child it was very tough 

12 I’ve been in hospital for about 

13 5 times I think with asthma attacks 

14 And the last one I think I was 28 

15 And something 

16 yeah I was about 28 I think 

17 when I had a serious attack 

18 Frame 2 to current asthma (serious attacks, but no hospital) 

19 but since then I’ve managed to keep it out of hospital. 

20 And I’ve only had 

21  what was 

22 about half a dozen 

23 yeah relatively serious attacks, you think 

24 but not bad enough to take me into hospital. 

25 But most of the time 

26 it’s well managed and it doesn’t bother me. 

 

After referring back to her last asthma attack, she confirmed that to date the attacks are 

managed without hospitalisations and do not bother her. This however, did not fully explain 

her experiences regarding childhood journey with asthma. Therefore, she was prompted to 

return to the theme about asthma diagnosis, where in 32 stanzas her chaotic childhood story 

of asthma was documented.  

Referring to the length of time, Patricia recounted her memories about her mother taking her 

to the doctor, who, when seeing Patricia experiencing a severe attack, provided immediate 

support. However, her story had taken another turn, and she concentrated on recounting 

memories about the range of treatments that she had received. In lines 36-62, with several 

interrupting stops and new starts, she listed medications that used to calm her asthma attacks, 

and importantly, made her feel better. Having more energy was almost addictive and easily 

achieved. From then on, her medications for asthma attacks served other purposes that her 

doctors did not know about. At this point, she concluded her narrative fragment with no 

resolution or intention to elaborate further.  

28 part 1: childhood asthma attacks (calmed down with 'energy bouncing' 

medication)   

  

29  it was a long time ago 1 

30 I was taken to the surgery 2 

31  cause my mother didn’t know what was wrong with me 3 
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32 and the doctor himself 4 

33 rushed out of the surgery   

34 put me in his car and drove me home   

35 and said that I was not to move 5 

36 and I had various things 6 

37 I think they had to give you an adrenaline injection 7 

38 And in suddenly it would all go 8 

39 it was wonderful. 9 

40 But they’re stopped being the thing to use. 10 

41 But it was   

42 I mean that used to work brilliantly 11 

43 but obviously couldn’t do it all the time 12 

44 And I always had in the beginning   

45 I had tablets that I would put under my tongue 13 

46 To dissolve   

47  that would help calm down the attack. 14 

48 And I had inhalers 15 

49 and I had tablets 16 

50 no before I did inhalers I had ephedrine   

51 It was a tablet called asthma packs   

52 And it was terrific 17 

53 cause it gave me so much bounce and energy 18 

54  Loved it 19 

55 But on the other hand 20 

56 they give me gitters   

57 and was alright if I took   

58  there was no proper dose 21 

59 but I knew if I wanted more energy 22 

60 I would just double it 23 

61 and I’d be fine   

62 And my doctor didn’t know about that 24 

63 part 2: psycho-somatic diagnosis (difficult childhood)    

64 Well I was only 7 25 

65 I was taken to 26 

66 various doctors and consultants in clinics and   

67  when I had the attack I was not willing to go through for observation 27 

68  And they decided that it was what they then called psycho-somatic 28 

69 because at that time my father died 29 

70 and life was extremely difficult 30 

71  and I think I was   

72 asthma takes were 31 

73 because of the stressful situations I was in 32 
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When followed up with a question about her reaction to asthma diagnosis, she referred back 

to the age of 7 years old, where she again reflected on being taken to the doctors. This time 

she admitted that seeking help from the doctors was not her choice. Then unexpectedly, 

Patricia disclosed that she was diagnosed with a psychosomatic illness because of her tragic 

family circumstances at the time. This aspect of her past seemed distressing, which at this 

point Patricia ended her childhood story of asthma. There was no resolution and no apparent 

conclusion to her challenging memories. The story remains in tension.  

Similar to Patricia’s story, Elizabeth’s childhood story was told in five non-sequential parts 

that entailed several past to present jumps. Additionally, Elizabeth adopted a syntactic 

structure of storytelling of then, then, then (Frank, 1995) without stopping and reflecting on 

the events.  

In Part 1, responding to the question about her asthma diagnosis, Elizabeth returned to 1941 

when she was diagnosed with asthma during the war. At that time, there were no medications 

and her asthma attacks lasted for few weeks, and everything was fine again until the next 

episode. However, at this point Elizabeth moved to the present and changed the theme to a 

COPD diagnosis. After non-sequential inclusion of the present event in lines 22-33, 

Elizabeth then compared her past and present medications, and left Part 3 in the immediacy, 

explaining the nuances of asthma attacks. Having discussed three themes in different time 

contexts in Part 1 to Part 3, Part 4 and Part 5 have taken particularly chaotic approach where 

anxiety-provoking events were told in 18 stanzas in lines 44-82.  

Elizabeth returned to the 1940s events where she had experienced bombing. Asthma in that 

context was one of the things that had happened to her that she got through and was fine 

again. Although, she admitted that asthma was taken for granted and that she was lucky to 

have received a lot of care, at this point tension was introduced. Her breathing became 

particularly noticeable when she made a past to present jump to the tragic fragments of her 

recent life. Her husband was killed, and then her granddaughter died unexpectedly. Asthma 

was in the background of these experiences. However, with the support of the family, her 

doctor and asthma treatment she got through those tragic losses. The syntactic structure of 

then, then, then was particularly noticeable. She was listing tragic life events in the ‘ticking 

box’ process, surviving one tragedy, then moving on to the next one. Referring back to Part 

4, learning to accept tragic events and quickly move on may have been her coping strategy.   
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The tension in her story was uncomfortable and anxiety provoking. Elizabeth was saddened 

with all the events that had happened to her, despite getting through them. There was no 

‘happy’ ending of resolution, nor a way out to explore the topic in further depth. Her 

childhood story of asthma has ended in immediacy of the present events.  

3 part 1: asthma attacks (you got through it)    

4 I was diagnosed in 1941 1 

5  A long time ago   

6 I was 12 in Portsmouth 2 

7 during the war 3 

8 And I started with hay fever 4 

9 and then when it got to the winter 5 

10 I had first attack of asthma 6 

11 and there was no drugs available at all 7 

12 at that time   

13 for asthma   

14 and I would get   

15 as a child I would get 8 

16 attack of asthma that lasted two or three weeks   

17 and then I would be fine 9 

18 and nothing at all till the next one   

22 part 2: it’s not COPD, its asthma    

23 I’ve just been seeing people you know, doctors, various doctors 11 

27  so many people have said   

28 I have COPD   

33 I just have asthma.   

34 part 3: modern drugs (Past to Present jumps)   

43 part 4: tragic experiences (you got through it, and then asthma was fine) PAST    

44 at that age we all had gone through a lot of bombing in Portsmouth 19 

45  I just took it for granted   

46 it was one of those things that happens 20 

47 like all the other things that happened to me   

48 I was lucky that I was living in a very nice place 21 

49 with a lot of care   

50 and people just took it in their stride   

51 it was one of those things that happened 22 

52 and you got through it   

53  and then you were fine again   

54 part 5: tragic experiences (you got through it, and then asthma was fine) NOW    

55  I’ve had St Patricks when its been severe, 23 

56  And partly 24 

57  my husband was   
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58 killed crossing the road   

59 when it was a 20 miles an hour limit road   

60 which was a shock.   

61 which we all 25 

62  I wasn’t really that bad 26 

63 family were here 27 

64 they were worried   

65 and the doctor came 28 

66 and I went on   

67 I was actually on steroids 29 

68 but I got through that 30 

69  And then a year ago 31 

70 a granddaughter died unexpectedly   

71 so that was another shock which almost triggered a bad attack but 32 

72 I stayed on the drugs and the doctor   

73 I got through that one again 33 

74 And   

75  the only time was in the last few years 34 

76 I had the   

77 really really bad   

78 when I had a chest infection 35 

79 so that 36 

80 in between was   

81  I don’t think   

82  been not too bad   

 

5.2.4 Continuum  

The concept of continuum refers to childhood stories of asthma that have carried through to 

the present with unanswered, ongoing questions. This sub-theme consists of five stories, four 

of which are incoherent, with non-sequential order and with numerous past to present jumps, 

and another, partially coherent story. Different to other sub-themes, continuum stories were 

particularly detailed in information, and were told in stanzas, that ranged from 49 to 70. 

Contextually, all stories contained elements of chaotic and quest type narratives that were 

intertwined and difficult to separate. It is important to note that only two stories of continuum 

contained experiences of asthma that returned in people’s later years. Both Sarah and Violet 

experienced asthma in their childhood that disappeared after several years, and returned with 

more severity later in their life. Their stories were not as detailed as the other three continuum 

stories and were told in approximately 20 tightly structured stanzas.   
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5.2.4.1 Incoherent  

Colin’s story  

Colin’s childhood story of asthma was told in 60 stanzas in lines 4-130, and consisted of 7 

parts and 2 frames that provided structure to his story. However, his story was non-sequential 

and events were sometimes unrelated. There were several past to present jumps that mixed 

his childhood asthma experiences with the present, which introduced tension. Some events 

were listed in syntactic structure of then, then, then without reflecting. Thematically, there 

were several aspects spoken about, such as appointments with an asthma nurse, medical 

procedures, past related severe suffering with asthma, and medications effect. All of those 

encounters that he experienced were related to his suffering with asthma that had not been 

resolved.  

The frame of his story was short and included a jump to the present. He described having 

asthma for 58 years, he then jumped and introduced a new theme about traveling with asthma 

and having present difficulties. After this introduction, he then moved to Part 1, where the 

existential question of what is wrong with his asthma was posed.  

In lines 9-38 he explained how unpredictable and difficult his asthma was, and has been for 

about 10 years. Therefore, he would like to know how and why this happened. To illustrate 

the difficulties that he deals with, he told a story about his asthma nurse who tells him that 

his asthma is unique and not like everybody else’s. Then unexpectedly in lines 21-38, he 

took a turn and explained how during the asthma check-ups he can ‘strangely feel ill’, but 

that he is not quick to act on it. At this point, a confusion was introduced. Avoiding disclosure 

of those symptoms to the nurse, and not using rescue medication until it is too late was vague, 

and the reason behind it was not known.  

3 Frame to asthma diagnosis THEN THEN THEN    

4 I’ve had asthma for 58 years. 1 

6 And I’m doing travelling I’ve just been to United States for 3 months 3 

7 and had asthma there   

8 Part 1: trying to understand how my asthma works for me    

9 I’ve never been hospitalised 4 

10 But it’s a nuisance basically. 5 

11 I get it sort of unpredictably 6 

12 And in the last sort of 5 or 10 years, 7 

13  I’ve been having   

14  difficulties to dealing with it. 8 
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15 this is partly of why I became more interested in what’s happened to me 9 

16 because the asthma nurse I go to, 10 

17 in Winchester has not had anybody   

18  at all come to with those   

19 that description of asthma.   

20 Nobody else has actually experienced it 11 

21 she always says 12 

22  oh yes I can hear it   

23 and I dilate straight away 13 

24 whereas my brain seems to be going   

25 suddenly strangely I feel ill 14 

26 with it   

27  slightly hungry 15 

28 slightly faint. 16 

29 When I’ve got sort of the flu symptoms coming on, 17 

30  sometimes I’m not quick enough in saying to her 18 

31 oh I feel ill because I’ve got asthma 19 

32 so I delay taking the Ventolin 20 

33 longer than I should,   

34  in which case that doesn’t work   

35  I need four succinct puffs of it before it goes away or it means I’ve got to wait for half an 

hour to three quarters of an hour 

21 

36 and that leaves me exhausted 22 

37  feeling odd for anything 23 

38  up to between 24 and 30 hours.   

39 part 2: trying to find out what is wrong with me (lung function testing)   

41 and at the moment they have given me the lung function test 24 

42 And   

43 this is part of the procedure 25 

44 which they need to do in order to see if I need to be referred to a specialist   

49 part 3: allergy testing   PAST    

50 Basically, I’ve been tested 27 

51 over the years,   

52 for allergies.   

 

Then in Part 2 and Part 3, he introduced fragments about his present and past medical 

procedures of lung function and allergy testing. However, the inclusion of these themes was 

non-sequential, and the structure of the start and end was not clear. The purpose seemed to 

be his willingness to seek answers.  
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However, in Part 4 Colin made a jump to his past and returned to his childhood story of 

asthma. At this point, he disclosed his other self-identities of a hay fever and eczema sufferer 

for which he was hospitalised and unsuccessfully treated with experimental medications. 

Then he took a turn and used a syntactic structure of then, then, then, and explained about 

having asthma and having no available treatment, other than his mother patting him on the 

back for hours. She was his comfort and the only ‘treatment’ for surviving the asthma.  

62 part 4: eczema and asthma sufferer  (hospitalisations) had 

severe attacks  

  

63 cause I’ve also been eczema 32 

64 and hay fever sufferer as well. 33 

65 I was hospitalised for 34 

66 eczema at the age of 8. So that would have been 1958.   

67 I had three weeks in London,   

68 and then the medication for eczema   

69 was experimental,   

70 and didn’t really succeed.   

71 Then I had the asthma at that stage 35 

72 there was really no treatment 36 

73 Whatsoever   

74 and no medication   

75 Which was hard to breathe, really. 37 

76 My mother just used to spend hours patting 38 

77 me on the back,   

78 and waiting till it went away. 39 

79  So I remember well.   

 

After disclosing a stressful memory, Colin shared another past event in lines 81-90, this time 

a distressing near death experience that brought tension into his story. Asthma was 

associated with death that came into his life when he was 14 years old. It was a particularly 

severe asthma attack during which he was unable to breathe. However, eventually, 

medications were developed that have helped with the symptoms. References to death are 

also found in his present life with asthma. 

80 part 5: severe asthma attack PAST (near death experience)    

81 When it’s came to my 40 

82 being 14   

83 I had   

84 what I thought it was a very bad attack, 41 

85 and the physiotherapist for it came along 42 
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86  helped me breathe better,   

87 and the attack went over but at that stage I wondered whether I was gone now 43 

88 I don’t know whether I was   

89 but it felt like it   

90 cause I was unable to breathe   

91 part 6: medications (steroids) PAST    

92 and gradually 44 

93 medication came in, suppositories   

98 and they seemed to help   

 

After a distressing story fragment, he made a jump to the present about the theme of his 

current asthma medications, and him being a long-term user of asthma medications. Having 

defined himself as being particularly ill with asthma, he returned to a frame about wanting 

to know more about the diagnosis, and find an answer as to why his asthma sessions cause 

discomfort.   

100 part 7: wondering about the long term effect of steroids  

(I’m on maximum steroids)  

  

101 I also have been wondering about it, 49 

102 and spoke to the asthma nurse the other day, 50 

103 because I’ve been such a long term user of medication 51 

104 I’ve had Serotide for for   

105 maybe 15 years   

106  I suppose   

107 And the Ventolin all the time,   

124 Frame to long term use of steroids (linked to asthma diagnosis, looking 

for an explanation) 

  

125 so I’ve been wondering 57 

126 and it’s the friend of mine pointed out that   

127 as I’m still getting some where I am getting uncomfortable with these 

sessions of asthma and this poor diagnosis I have with myself 

58 

128 whether that might anything to do with the fact that I’m a long term user 59 

 

Colin’s childhood story with asthma was complex and had several past to present jumps that 

made his story chaotic and incoherent. However, there was a sense of purpose; he was in a 

quest looking for answers.  
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5.2.4.1.2 Emma’s story  

Emma’s childhood story of asthma in comparison to other older adults with an LSA was less 

spoken about. The experiences that she shared has entailed several past to present jumps, 

therefore her story was non-sequential, and chaotic with tension. Thematically, she has 

concentrated on the issues of asthma ruling her life and the lack of support she received from 

the doctors. Her story was told in 70 stanzas in lines 4-185, and consisted of 8 parts, two 

frames, and two returns. Her childhood story of asthma was a chaotic continuum of issues 

and worries that have persisted to present. There was no resolution.  

Her story began with a past to present jump outlining the start of her asthma. Admitting that 

asthma is controlling her, she has then, in Part 1, made an unrelated reference about her GP 

surgery and their ‘waned’ interest. An asthma check-up over the telephone was concerning 

and upset her.  

3 Frame THEN and NOW   (conflict of control)   Past to Present jumps   

4 I had asthma since I was in   

5 the university   

6 So   

7 Probably   

8 since I was about 20 and   

9 it speaks of things that   

10 I’ve always liked to try to think that I was controlling   

11 But   

12 in fact was not   

13 it was controlling me.   

14 part 1: GP surgery (lack of support, interest) (phone consultation)   PRESENT     

15 And in recent times 1 

16 I felt that the   

17 interest in me 2 

18 from my GP surgery has   

19 definitely waned shall we say.   

20 Well they phone me up and say, 3 

21 you’re due your asthma 4 

22 your annual asthma check   

23  that we’ll do it now over the phone. 5 

24  I think that’s not quite right 6 

25  they shouldn’t be doing that over the phone   

26 they should be getting me in to actually check 7 

27 how I am.   

28 So that annoys me a little bit. 8 
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Then in Part 2, she was prompted to return to her diagnosis of asthma. The memories of her 

childhood with asthma were about the lack of support from her doctors and the non-

appropriate diagnosis. This suggested that the issue of support from her asthma care 

providers started at the point of diagnosis and continued through to the present. Having to 

rely on the rescue inhaler for a number of years, has not improved her current situation. After 

explaining that her Ventolin usage is particularly high, she then admitted that nobody steps 

in to break the vicious cycle and support her.  

29 part 2:   asthma diagnosis (got inhaler, that’s all)   PAST    

30 Well it came on 9 

31  during the university   

32  until that was 10 

33 when I went to a GP   

34 And said 11 

35 I think I’ve got asthma   

36  and he said fine 12 

37  here is an inhaler   

38  and that was basically 13 

39  how it happened which is appalling really.   

40  I was never checked at that time 14 

41 and he 15 

42 Prescribed   

43  a blue inhaler   

44 the one really   

45  you should only use when you have an attack   

46 He didn’t give me a preventer 16 

47 I wasn’t given a preventer for   

48 many many years.   

49 part 3: medication usage (Ventolin, no one checks)   Present    

50 And I’ve now got to the stage 17 

51 where I have a preventer   

52 which I use   

53 but I’m getting through the blue inhaler 18 

57 about once a month   

58 which I shouldn’t be.   

59 I know I shouldn’t be   

60 but when I send in my repeat prescription to the doctors 19 

61  it comes back never queried.   

62 Nobody actually says 20 

63 goodness me she’s getting through a blue inhaler a month.   
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However, in lines 65-78 she changed the topic and spoke about the reasons for not being 

able to change her situation. Distressing events of her husband’s and mother’s death were 

listed in the then, and then, and then approach with no reflection, other than the immediacy 

of the present events. After unresolved tension, Emma returned to the stories frame and 

admitted that her life is being controlled by asthma.  

64 part 4: no time to worry (reasons)   

65  But to be honest 21 

66  I haven’t   

67  had time to worry about it   

68  because   22 

69 when I retired   

70 my husband died suddenly 23 

71  then my mother became very needy 24 

72 and so I’ve been 25 

73 I was sorting out all my husband’s affairs   

74  then looking after my mother   

75  and in fact she died last year 26 

76 but I’m only just let it to complete the sale of the house next week. 27 

77 So   

78  I certainly don’t have time to worry about myself. 28 

79 return to frame  (asthma rules me)     

85 I don’t let it rule me 31 

86  I will rule it.   

87 But then when I actually thought about it 32 

89  it does rule me   

90  because 33 

91  I can’t run upstairs   

92 I can’t go on the very intense walks 34 

93 when they go climbing with the stalls   

94  I can’t do a lot of things I actually like to do because I know it will lead to 

asthma. 

35 

95 so I don’t have that many asthma attacks 36 

96 but its   

97 because I let it rule me and I don’t do the things that it may going to cause it 37 

 

Although, her return to the frame  implied the end of the story, in the remaining four parts 

and two returns, she has once again emphasised the lack of support from her asthma care 

providers, the over usage of the Ventolin, and asthma’s interference with her daily life.   
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An important aspect of those fragments in lines 103-140 was her unspoken call for help with 

the Ventolin over usage. She was distressed and frustrated. However, it seemed that it was 

not her decision to change the situation. She was struggling with an internal conflict and did 

not come forward to ask for help. In the meantime, asthma was severely affecting her life, 

noted in lines 141-160.   

 

102 return to PART 3      

current medications for asthma  (Ventolin use at least daily)  

  

103 I am managing them [symptoms] but with difficulty 40 

104 I’ve got a Ventolin preventer 41 

108 since I was about 20.   

109 This is regularly 42 

110 re-prescribed   

111 and I have had 43 

112  a variety   

113 of preventers   

123 and it’s been so long since I’ve seen anybody 48 

130 and the Ventolin   

131 I take   

132 as I when I need it   

133 which is at least daily.   

137 I’m not sure 52 

138 I’m not sure   

139 It should be working better because I shouldn’t be taking the Ventolin so much 53 

140 I know that.   

141 part 6: asthma symptoms affect daily life (life-interfering)    

144 but I wake up   

145 with the difficulty breathing and have to use it [the reliever inhaler] then.   

146 And that’s most nights.   

147 And during the day 56 

148 it really applies towards what I’m doing.   

149 if I run upstairs cause I’ve forgotten something 57 

150 then that might trigger it.   

151 Go out in the garden to feed the birds in the cold 58 

152 would trigger it.   

153 Heavy lifting everything like that would might trigger it. 59 

154 Walking 60 

155 I should exercise more   

156 I’m not overweight   

157 but walking   
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158 makes it worse   

159 it could bring it on   

160 that’s why I don’t walk as much as I would like to.   

 

Before finishing her story, she returned to her experience of having an asthma review over 

the telephone, and disclosed being demoralised and viewed as a “box ticking process”. 

Emma believed the lack of support was devaluing. She was in a chaos of wanting more 

support but not being proactive about it.  

161 return to Parts 1 and 5 asthma reviews are demoralising    

162 The telephone one I found 61 

163 it was demoralising   

164 because I wasn’t 62 

165 important enough for the thought to be called in for them to check me properly   

166 I was obviously just 63 

167 I felt I was just   

168 part of the box ticking process. 64 

171 which is ridiculous. 65 

173 yes, I felt 66 

174 totally demoralised after this.   

175 part 7: prescribed and that’s it  (no support from GP)  Present     

181 part 8: nobody has offered support  (pharmacists)    

183 I’ve not asked for any 70 

184 and I’ve not been offered any   

185 Nobody has offered.   

 

5.2.4.1.3 Sarah’s story  

Sarah’s childhood story of asthma diagnosis was told in 18 stanzas in lines 3-49 and 

consisted of only 2 parts. Her story was non-sequential and had several past to present jumps. 

Events were told in both past and present tenses. The story had no resolution. Events were 

often told with a connecting and, without stopping and reflecting what has happened in her 

past. This story, the same as Violet’s, is different to other stories of continuum. Sarah was 

diagnosed with asthma in her childhood at the age of 3 but then, at the age of 14 the asthma 

had disappeared and returned in her 40’s. Therefore, Sarah, the same as Violet, had a long 

period with no asthma symptoms.  

Sarah’s story had no frame, and when asked about the diagnosis of asthma, in lines 4-22, in 

part one, she listed several events, including her asthma disappearing then returning, and 
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then reflecting on the event related to smoking that has prompted her to seek help. 

Experiences were told in a listing approach with no particular emotional input other than her 

reaction about potential death because of smoking.  

3 Part 1: Diagnosis (diagnosed at 3, went away at 14, came back at 42)  

PAST TO PRESENT Jump 

  

4 I was diagnosed when I was 3 1 

5 and it went when I was 14   

6 It was diagnosed when I was 3 when my left lung collapsed I was rushed to hospital. 2 

7 At the time we were living in London 3 

8 but not for very long   

9 And about 14 years old it went   

10 And at 42 4 

11 I went to the doctors because I’ve been coughing most nights   

12 And sort of about a month   

13 and the doctor   

14 first time the doctor asked me ‘Do you smoke Sarah?’ 5 

15 I said yes   

16 but a packet of 20 last me for the week   

17 So he listened to my chest back and front   

18 and he said to me   

19 said Sarah if you don’t get rid of this   

20 you’ll be dead in five years   

21 That was easy   

22 I’ve never smoked from that day    

 

Part two of her story had a few grasps related to her use of medication  when asthma was 

first diagnosed. Although, events were non-sequentially told, she jumped from a topic related 

to asthma inhalers, then to her allergies, and then briefly mentioning having used 

homeopathic medication. This indicates that the ‘past asthma’ was not as severe as the 

‘returned asthma’.  

33 Part 2:  Diagnosis (medication)    

34 Well I focused on   

35 at that time I was just getting a Ventolin and a 11 

37 I had the two lots 12 

38 one was I’ve took it twice a day   

39  and then something else when I took out only when necessary which wasn’t that often 

in actual fact 

13 

40 once I got the asthma under control 14 

41 I’ve known for quite some years that I have allergies 15 
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42 and I tried   

43 I can’t remember what it exactly was   

44 I mean this is a long time ago 16 

45 must be 30 years ago actually or even longer   

46 and because the things that doctor gave me at that time didn’t work I took homeopathic 17 

47 Medication   

48 I don’t take any of that now 18 

49 just so you know   

 

This story was incoherent and had limited elements of a narrative story, such as there was 

no clear start and end nor a structure with clearly identifiable topics. She did not prioritise 

what happened in the past, her focus was on telling a story about what is happening right 

now.  

 

5.2.4.1.4 Violet’s story  

Violet’s story of asthma diagnosis was similar to Sarah’s, because like Sarah’s, Violet’s 

asthma  started off in her childhood, then disappeared and returned in her later life around 

her late 50’s. Her story was particularly complex, told with past and present jumps, and 

mixed between two major categories of then and now.  

At first when asked about her asthma diagnosis, she told two short parts of that experience, 

covered in 13 stanzas, in lines 9-27. Events were non-sequentially told, and had a factual 

mistake related to the official diagnosis, whether it had happened in later life when her 

asthma had returned or whether in her childhood.  

9 Part 1: asthma since childhood, diagnosed in later life    

10 I had asthma since I was a baby 1 

11 But it was not diagnosed till later on in life. 2 

12 Terrible cough 3 

13 unable to get a breath 4 

14 congestion at times 5 

15 but really making me very ill 6 

16 Part 2: no treatment    

17 No medication 7 

18 They took my tonsils out 8 

19 Made no difference 9 

23 they never said it was asthma   

24 I don’t know when they actually put a name on it 12 
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25 I suppose later on I knew I had asthma when   

26 I was 10 12 14   

27 They never gave me any medication for it. 13 

 

Childhood asthma symptoms were difficult for her to cope with, and because there was no 

medication, Violet was particularly ill. At this point, Violet ended her story about childhood 

asthma and started a conversation about her current life with asthma. This was covered in 

two themes. These themes consisted of 22 parts that are later discussed under a major 

category of now. However, whilst discussing her present asthma, she gave more insight 

about her childhood and returning asthma.  

In Part 7, in lines 85-92, in 7 stanzas she provided new information related to recognising 

when the asthma had returned. This part of the story was told with no particular context and 

had no sequential approach of a story telling.  

85 part 7 asthma was bad in childhood then returned more severe   

86 Because I had it as a child 33 

87 it took me a long time to realise it was asthma as it came back. 34 

88 It got worse in the later years 35 

89 it was very very bad when I was young 36 

90 and then it eased as I started having children 37 

91 I always had the cough 38 

92 but then it got really bad again 39 

 

However, in Part 9, in lines 115-122, she told another 5 stanzas in relation to her returning 

asthma. Violet indicated that it has taken some time to realise it was asthma that had returned.  

115 part 9 jump to diagnosis/ RETURNING asthma   Return    

116 About 15 years ago when the asthma started coming back very badly 49 

117 I thought it was just a bad cough for about a year 50 

118 and then all of a sudden realised it was asthma that was back 51 

119 it had faded during the years 52 

121 and then it came back again about 15 years ago 53 

122 really badly.   

 

This story was incoherent and had limited elements of a narrative story. Her story had no 

clear start and end, nor a structure with clearly identifiable topics. Like Sarah, Violet did not 
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prioritise what had happened in the past, her focus was on telling a story about what is 

happening right now.  

5.2.4.2 Partially Coherent  

Adam’s story  

Adam’s childhood story of asthma was a partially coherent quest narrative told in 49 stanzas 

in lines 4-104. The story consisted of 6 parts and two returns that provided structure to his 

story. His story was partially sequential and had limited past to present jumps. His story was 

framed with a clear aim that he liked to achieve. He wanted answers about the damage done 

to him over the years through the use of asthma medication. However, the story had no 

resolution. As with other continuum narratives, Adam’s childhood story was connected to 

the present because the issue was ongoing.  

Before framing his story with a reason, Adam stated that asthma is part of his life and that it 

has never been any other way.  

2 Part 1: had asthma all my life (always an asthmatic)   

3 According to my medical records 1 

4 I was diagnosed with asthma in the August 1954   

5 so given I was only just three and a half   

6 I’ve had it all my life as far as I’m concerned 2 

7 I haven’t been aware of not being an asthmatic 3 

8 Part 2: first inhaler    

 

Having discussed his first inhaler in Part 2, he then extended his talk to include steroid 

medications in Part 3. With a past to present jump, he explained that the medication he was 

taking during his childhood was recently prescribed again. Medications back then had 

challenging side effects, some of which were growth impairing. To prevent that, he 

remembered taking growth hormones in his teenage years. Concluding this story fragment 

in the immediacy with no ending suggested that he felt discomfort in sharing the challenging 

memories of his childhood with asthma.  

 

22 frame /reason I NEED TO KNOW    

23  Basically 13 

24 one of the reasons why I’m interested in this study   
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25  is a the medication I was given in the 1960s 14 

26 Part 3: steroids (wasn’t greatest thing) PAST    

27  because at that sort of time   

28 the medication was around   

29 I think I took three pills a day 15 

30 and one of those was a Cortisone oral steroid   

31 Which was a Prednisolone 16 

32 which is still around today 17 

33 Because I was prescribed it 18 

34  when I had   

35  a recent chest infection   

36 So I was taking Prednisolone 19 

37 I was taking 20 

38  a couple of other ones.   

39 One of which was a decongestant 21 

40 and then I had this 22 

41 Inhaler   

42  that basically what the inhaler did was to increase your heart rate 23 

43 ie to push as much oxygen around the body   

44  Which wasn’t the greatest thing 24 

45 and also as a result of taking the steroids 25 

46  I was actually given growth hormones at some stage 26 

47  during sort of my middle teens because I wasn’t growing 27 

 

In the non-sequential order, he then introduced a new theme about a medical procedure of 

allergy testing that he had received in the late 1950s. Concluding that he did not have any 

allergies other than house dust, he moved, in lines 65-75, to a personal theme about having 

no sympathy for other people with illnesses. After what seemed, a non-coherent attempt of 

self-victimization for having a constant illness, he returned to the memory of his college 

years.  

48 part 4: allergy testing  PAST    

51  late    

52 1950s    

53 when my parents were lucky enough to sent me to  29 

54 a specialist    

55 At that sort of time  30 

56 they were trying to identify whether it was in fact a    

57 an allergy   

63  So I wasn’t allergic to anything other than the house dust  35 
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65 part 5: no sympathy for others  because I have constant illness 

PRESENT  

  

67  I’ve got no sympathy for people with illness 38 

68  Because   

69 Being 39 

70 Having 40 

71 a constant condition   

73 Well   

74 just man up 41 

75 and take your medicine and get on with it 42 

 

In Part 6 he spoke about the lack of support from the asthma care providers linked to 

medication adherence. He was worried because for a number of years his medication was 

not reviewed. This issue has continued to the present. In lines 97-104 he returned to the 

frame and emphasised his need to know about the medication damage to his body. He was 

on a journey in trying to understand the damage inflicted upon his body, through years of 

prolonged steroid treatments for asthma. 

76 part 6: taking medication without review PAST    

77  I suppose the big issue was 43 

78  That   

79 it was only when I went to college 44 

80 that actually I went through a situation where   

81 I decided whether I was actually going to   

82  take the medication anymore   

83 And that was part of the problem   

84 there was never ever 45 

85 Anything   

86  that came from a medical profession in terms of a plan   

87  The people didn’t review 46 

88 the medication you’re actually taking   

89  and in fact the inhalers that I had 47 

90  lasted me from the 1960s   

91  all the way through to the early 80s   

92  When   

93  it was changed   

94 to Ventolin   

95 so I’ve been taking Ventolin now since the early 1980s 48 

96 return to reason/ frame I NEED TO KNOW    

97 and that’s one of the concerns I’ve got 49 

98 Is what   
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99 what’s sort of damage of the drugs done to me   

100 Cause that’s 30   

101 well 40 or 50 years of taking   

102  inhaled medicine   

103 What’s the impact of that inhaled medicine   

104  on my body   

 

 

5.3 Current Life with Asthma  

5.3.1 Introduction  

Stories about the lives with asthma of older adults with LSA were divided into two parts. 

One that entailed stories about the experiences with an asthma diagnosis, the stories of 

“then”, and another part about their current living with this illness, the stories of “now”. In 

this current part of the analysis, the focus is on the stories of “now”.  

LSA stories of “now”, in comparison to LOA stories, were particularly descriptive. People 

shared various experiences of which the majority related to various extents of challenges. 

Interestingly, in the LSA stories of “now” more individuals told stories that consisted of 

purposes. However, the clarity of purposes varied, and related to how their stories were told.  

5.3.2 Challenging Life  

In this theme, the concept of a challenging life referred to daily struggles, including physical 

activities and day-to-day routines. However, there were stories where challenges were 

associated with fear of having asthma. In all eight stories, participants were frustrated with 

their asthma. Their lives were structured according to the needs of their asthma and their 

daily routines were organised around the needs of medication taking.  

Many stories had a sense of resistance, indicating that their asthma is well controlled and did 

not cause much disruption, then somewhat later told otherwise. Interestingly, at the start of 

the conversations, the majority of people were slow to open up, and only towards the middle 

or end, they admitted what it is like to live with asthma and how they feel about it.  

This chapter is organised thematically into one broad theme about current life with asthma, 

and although there were jumps to childhood stories, these nuances were part of this analysis. 

However, the main categorisation of this chapter is stories about challenging and non-
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challenging life either with purpose or without purpose. All stories had categories in relation 

to their context and structure as noted in Table 8.  

5.3.2.1 Without Purpose  

5.3.2.1.1 Accepting circumstances as they are  

This sub-category consists of two stories of chaos. Patricia’s and Elizabeth’s stories about 

their current life with asthma were chaotic and difficult to follow. Structurally, both stories 

were incoherent with no clear beginning and ending, no sequence and no resolution to their 

story. However, Elizabeth’s story was different, instead of jumps to her childhood with 

asthma or returns to emphasise a point, Elizabeth listed her experiences in a then, then, then 

syntactic approach. Contextually, both Patricia and Elizabeth experienced struggles with 

asthma, and had no foreseeable future of improvement. They had accepted their challenges 

and concentrated on their immediate present. Elizabeth’s story had a sense of giving up.   

5.3.2.1.1 Incoherent  

Elizabeth’s story  

Overview  

Elizabeth’s story about her current situation living with asthma consists of four topics 

communicated in lines 83 to 475, and is a story of chaos. Her experiences were listed without 

reflection, had new beginnings and unclear endings. Her story had an incoherent structure 

and consisted of 19 parts told in 177 stanzas. Topics were about severe symptoms of asthma 

and the importance of medications, coping with good and bad days, sources of support and 

lastly, about decreasing attempts in keeping active. Topics were related to the broad theme 

of the challenging life with asthma. The concept of a challenge was directly related to daily 

struggles and loneliness.  

Analysis  

Elizabeth’s story was difficult to follow due to the lack of sequential structure and because 

events were disheartening making her story difficult to listen to. In the first topic about her 

challenging life with asthma, told in five parts, in 46 stanzas, in lines 84-192, Elizabeth 

discussed the severity of her asthma. She admitted that her asthma is easily triggered by 

cleaning products, cats, food, and pollen. Informing that most times she can cope by herself, 
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because she had asthma for a long time, she informed that a nebuliser is a fundamental part 

of her life. It helps her start her day, improves her breathing and helps her sleep at night. 

83 Theme 2. Asthma severely triggered, but nebuliser gets me going    

84 part 1: nebuliser gets me going in the morning    

85 I have a nebuliser 1 

86 with Salbutamol   

87 which I use twice a day at the moment 2 

88 because that get me out and going in the morning 3 

89 and it make sure that I get a better night sleep 4 

90 and I’m not good without it   

101 part 2: you learn to cope    

102 So most of the time 12 

103 I can cope with myself   

104 quite well   

105  Because I’ve had it so long 13 

106 And for such a long time I was   

107 there was nothing that 14 

108  you learn to know 15 

109 when you can do things 16 

110 and when you’ve got to be 17 

111 sensible and just stop   

114 part 3: nebuliser gets me going in the morning    

121 It’s much easier to start off in the morning 21 

123  If I haven’t I will suffer for a little while 22 

125 part 4: asthma triggers (coping)    

126 It takes me much longer to do anything 23 

127 and then   

128 my breathing gets very noisy 24 

129 As well as being breathless   

130 my breathing gets noisy   

131 and then you know either take extra medication 25 

132  or you stop if necessary 26 

133 and you see a doctor 27 

134 the weather can have an effect 28 

135 especially when it’s thunder   

136 that would trigger an asthma attack but mostly it’s   

137 It’s cats 29 

138 I no longer have a cat   

146 a lot of it   

147 I found cleaning products 30 

148 And   

149 I’ve always going to try and clean the shower   
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150  this morning 31 

151  you know, in Portsmouth its hard water   

152 You need to use 32 

153 the spray and   

154 I bought couple of sprays   

155  no, I can’t do this   

156 I had it horrible 33 

157 So my shower still needs cleaning 34 

165 There are some 38 

166 some foods will   

167  like olives   

168 and eggs   

170  the last thing makes me quite as bad now 39 

171 as it used to be pollen   

172 I have sometimes been very bad from trees it makes me out of breath 40 

178  and I’m lucky now 42 

179  that if I do need it   

180 our surgery runs a triage system 43 

181  so if I want to see somebody I can phone up and I see the triage nurse   

184 I’m really lucky   

185 part 5: Salbutamol (last time used)    

187 but the last time I needed to use anything in between was yesterday 44 

188  It was very damp 45 

189 and I went to church   

190 and I came back   

191 and I felt as if I didn’t have enough energy to cook a lunch without using it 46 

192 so I did use the ordinary Salbutamol inhaler.   

 

In second topic, arranged in four parts, her challenging life was discussed in lines 194-294 

and was told in 50 stanzas. Elizabeth shared experiences on coping with asthma on good and 

bad days. After briefly listing co-morbidities and her treatments, she then in Parts 2, 3 and 4 

discussed coping with asthma. After stating that even general housework can be difficult for 

her, Elizabeth admitted that she has learnt to accept these struggles and either ask for help 

or wait until she feels better. Interestingly, to pass the time during her bad days when her 

asthma is severe, Elizabeth admitted carrying playing cards for when she needs to sit down 

and wait for her symptoms to pass. Another approach discussed in Part 4 relates to having 

activities that provide a structure to her week. Attending social meetings, exercising 

programmes, and going to a church act as motivation for her to keep going. This was not 
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only for the purpose of asthma; attempts in being active was a coping approach with being 

older and living by herself.  

 

193 Theme 3: More bad days than good, but I learn to manage and keep going   

194 part 1: co-morbidities and medications    

222 part 2: things can wait (when I'm unwell)    

224 housework and cooking 13 

225 and shopping and things like that 14 

226 can at times be 15 

227 quite awkward   

228 And difficult   

229 but you sort of learn to know when you ask somebody else for help 16 

230 or want to leave things alone. 17 

231 I mean as long as   

232 I’m clean 18 

233 my clothes are clean 19 

234 and I’m fed anything else can wait 20 

235 until I feel better 21 

236 part 3: good and bad days with asthma (bad days are really bad)    

237 On a good day I might do, I can do whenever I need to do 22 

238 And on a bad day, I feel 23 

239 right I’ve got to take it slowly   

240 and do one thing   

241  sit down 24 

242  then do another thing 25 

243 and then going to sit down again   

244 And   

245 so I’ve got a 26 

246 pack of playing cards now   

247 play patiently and sitting down 27 

248 but I get up and get on with what I was doing 28 

249 unless it is really bad 29 

250 then I can’t do things at all   

253 I feel like I can’t get from one room to another   

254  then I know that I’m really bad   

255  and I just stay put. 31 

256 At this time of year its more bad days than good days 32 

259 part 4: activities that keep me going (structure to the week) 34 

260 But I also   

261 I belong to Breathe Easy Southsea   

263 So I do   
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264 two exercise boot a week with them 35 

265 I also do quite a few social things 36 

266 we’ve got a meeting this week with Chris  37 

271 and we also have   

272 we trip out with them which is good for me so 40 

273 and I also go to an ordinary keep fit class on a Tuesday 41 

274 Well that 42 

275 keeps me going   

276 I mean sometimes I feel like oh I don’t want to go but it does make me get up and go out 43 

277 And do it   

278 so many times when I don’t feel well enough to do it then 44 

279 I don’t go but, you know   

280 it gives you a structure to the week 45 

281 When you’re old 46 

282 and on your own 47 

283 you need something like that   

284 and I go to church 48 

285 usually twice a week   

289 and it gives me   

290 I know that I’m going to do something on this day, 50 

291 gotta get up and get myself going   

 

A third topic was discussed in lines 295-386, and was told in 44 stanzas. These were arranged 

in six parts, relating to sources of support for health and lifestyle purposes. However, these 

events were non-sequential. Firstly, she mentioned traveling with asthma and using inhalers 

in public. Admitting that it did not cause embarrassment as it did when she was young, she 

then stated that after her husband’s death, she does not travel much. Then in lines 345-386, 

Elizabeth listed asthma support opportunities from different providers. This included, an 

asthma consultant for when she is unwell and cannot manage, an asthma nurse for reviewing 

inhaler techniques, advice from pharmacists and a local breathing support group. Informing 

that she is happy with her support system, she then moved on to discuss her decreasing 

attempts in keeping active. Four parts discussed in lines 387-475 were told in 37 stanzas 

some of which have included tension and disheartening perspectives. After asking about the 

future, she did not see her asthma improving, and acknowledged that because of ageing, she 

is getting worse. Keeping active was also getting harder because most of her friends have 

died, her family lives far away, and social events were not frequent. Admitting that she is 

annoyed being unable to carry out her plans, she then ended her story inconsistently with 

unresolved tension. After emphasising the need for understanding difficulties of older adults, 
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she related this to living alone without her husband. The story ended with her reference about 

no foreseeable future apart from enjoying life while she can.  

387 Theme 5. Decreasing attempts in keeping active   
388 part 1: can't see asthma improving, neither getting much worse   

389 I really 1 

390 I don’t   

391 I don’t think that I can do anymore 2 

392 than I am doing   

393 unless there are medications 3 

394 I can’t see that improving 4 

395 especially as I get older because as you get older some of these things get 5 

396 you tend to get worse   

397 and you   

398 you haven’t got the energy that you had when you were younger 6 

399 that get you through things   

400 I can’t see me getting that much worse 7 

401 I see myself fairly about the same but   

402 part 2: keeping active (ups and downs)    

403 there are times that I feel I should 8 

404 go out more   

405 and do more   

406 but at my age 9 

407 the friends that I used to go out with 10 

408 had died   

409 So   

410 people I used to go out with   

411 I have 11 

412 two of the   

413 there are quite good friends at the exercise groups   

414 I go to but   

415 not enough to say   

416  might go for a coffee after a class   

417 and sit and chat   

418 but that’s about it and at times I think I would like to go to a theatre 12 

419 but I don’t want to go on my own 13 

420 and that gets a bit difficult   

421 my family is all 14 

422 live quite far away   

427 So I mean   

428 And I play scribble with a friend once a week 17 

429 you know   

430 and Breathe Easy groups 18 
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434 part 3: frustration with daily activities (difficulties)   

435 I just find it very annoying 21 

436 I think today I’m going to do so and so   

437 and I think   

438 I haven’t got enough breath to do that 22 

446 it gets very annoying at times 26 

447 and frustrating because you can’t always do what you want to do   

448 And   

449 that is 27 

450 is the main thing about it   

451 is the frustration that you think   

452 especially now 28 

453 I was watering some house plants and I overwatered one and I split water all 

over the place 

  

454 and took much longer than it would have done if I was feeling well   

455 part 4: older have different difficulties, enjoy it while you can    

462  and nobody seems to,   

463 you know   

464 well you know, you had asthma 32 

465  you had it a long time   

466 and you just get on with it   

467 and in fact that somebody’s 33 

468 actually taking notice   

469 that older people can have different difficulties from children   

470 especially when you’re on your own 34 

471 and having to do the things my husband always did 35 

472 As well as the things I did   

473  but it’s difficult at times 36 

474 but oh you get on with it 37 

475 and you just enjoy it while you can enjoy   

 

Patricia’s story  

Overview  

Patricia’s story regarding her challenging life with asthma was discussed in lines 74 to 433. 

Her story was mainly chaotic and had an incoherent structure. It entails 13 parts, three 

frames, three returns, and three jumps to the past. Her experiences regarding her present life 

with asthma were formed into one broad topic told in 150 stanzas. Her experiences described 

a conflict. She insisted that her asthma is under control, but then she used examples of 
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various challenges that suggested otherwise. There was no obvious purpose in her story. She 

has focused on immediacy of current events.  

Analysis 

Patricia’s story is non-sequential and has several contradictory aspects. At the start of the 

interview, Patricia defined her asthma as fragile and ‘bubbling away underneath’. In her 

second frame and in Part 1, she admitted that she manages her asthma without worries. 

However, in Part 2 she introduced her COPD co-morbidity and stated that she finds it 

depressing.  

74 Theme 2. Current asthma is chaotic, I don’t know what’s happening   

75 Part 1: asthma review (had asthma for long time 

I don’t understand it, but I manage) 

  

92 Generally   

93 with mine its very well controlled 10 

94 and I’ve had it for such a long time 11 

95 I don’t quite understand it. 12 

96 it’s not really a huge issue 13 

97 part 2: COPD diagnosis (depressing, but I manage)   

102 My doctor is now 15 

103 because my asthma has made my lungs kind of 16 

104 not functioning   

105 I’m not using a great deal of my lungs to breathe 17 

106 so he is now treating me for COPD 18 

107 Which is a bit depressing but 19 

108 Hey   

109 you know   

110 I manage 20 

111 So I have an inhaler for that as well 21 

112 I carry the blue reliever inhaler with me 22 

113 all the time   

 

In Part 4 she has extended her story about COPD, which she believes nothing will improve. 

Patricia admitted that she likes to give doctors a chance in trying to improve her COPD. 

While this suggested an element of giving up, in Parts 5 and 6 she gave examples of her 

daily and emergency routines that suggests she is precautious about asthma attacks. Patricia 

informed that she has never had to use her emergency card, but she is aware of when her 

symptoms worsen, one of which is contact with dogs. Later in lines 338-371, she returned 

to this topic and extended her experience with asthma triggers relating to dogs and cats. She 
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remembered having a severe asthma reaction to her friends’ dog, and admitted that due to 

this, her social life is affected.  

131 part 4: nothing will change, everything it is as it is   

132 He’s got a review in January to see [COPD] 31 

133 whether it has made a slightest difference   

134 which I don’t think it has but, you know 32 

135 you have to believe these doctors sometimes 33 

136 they all like to think oh it can improve 34 

137 but it can’t 35 

138  But I like to let them try. 36 

139 not bothered 37 

140 Every situation is as it is 38 

141 and I don’t think   

142 there is better in the world with all these doctors 39 

143 there’s anything they can do to make it better 40 

149 part 5: action plan not needed, I know what to do   

153 I don’t know just think   

154 I don’t really do need an action plan 45 

155 I know exactly what to do 46 

156 so I don’t really need to have it all written down to refer to it 47 

157 I have a routine 48 

158 where I keep my inhalers in the bathroom   

159 and I take them before I clean my teeth 49 

160 because if you don’t rinse them all out or gargle 50 

161 then you likely to get a thrush or some other infection in your throat.   

162 So that’s my   

163 that’s all my routine really is 51 

164 I keep them in the bathroom.   

173 part 6: emergency asthma card  (precaution)   

174 I carry a card with me. 56 

175 It says   

176 if I have an asthma attack   

177  this is what you need to do   

180 I can’t imagine I would suddenly receive an asthma attack in the middle 

of shopping 

57 

181 but the other thing is that if you have a serious attack 58 

182 it’s very difficult for you to speak 59 

183 And if you can’t speak   

184 then you need to go to a hospital.   

185 So I carry this card with me 60 

186 but I’ve never had to use it. 61 

187 part 7: asthma triggers (aware and know how to deal)   
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189 I wheeze   

190 I start wheezing 62 

191 and it’s the tightness 63 

192 If its tightness around the chest   

193 and you wheeze   

194 and you are very uncomfortable   

195 and in that case I take the blue reliever inhaler 64 

206 And the only time when this dog decided to make friends with me 70 

207 And   

208 you know   

209 I’ve tried to whack him   

210 I’m afraid   

211 to get that bloody thing off me   

212 and when I came home I was wheezy   

213 cause I’ve got the fur on my coat and stuff   

214 but that wasn’t too bad   

215 you know   

216 I was wheezy for the afternoon   

217 and then it all went off by the evening.   

 

338 return extension to part 7: asthma triggers (dog) affect social life    

339 Only if somebody has got a dog 118 

340 I can cope with a cat in the house for couple of hours 119 

341 But I can’t cope with two cats   

342 Two cats is too much   

343 too much   

350 So it’s where the dog in the house 122 

351 then I can’t go   

352 That’s all there is to it.   

353 Because I did go once a week to a friend’s house 123 

354 and she’s got   

355 she suddenly got this massive dog   

356 and all I did was I stood in the hall   

357 and waited for them to   

358 you know   

359 are you ready   

360 we are picking you up   

361 we are taking you to so and so   

362 I was there about 10minutes I suppose   

363 Then I had to go out   

364 and sit in the car cause I was wheezing   

365 and then I wheezed all that weekend   
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366 because of the encounter with a dog   

367 So it does affect my social life in that 124 

371 and I can’t go to places where people got dogs 126 

 

From Part 8 the perspective of her story changed, and Patricia shared various struggles. In 

Parts 8 and 9, she talked more about her other medical conditions of acid reflux and COPD, 

she admitted that both are impairing her wellbeing. Acid reflux affects her voice and COPD 

affects her lungs and causes tiredness. Then suddenly, in lines 250-255, she returned to her 

previous frame about current asthma and admitted being fine. However, when asked about 

her good and bad days with asthma, she admitted that she struggles to walk, particularly 

outside when it is cold, exercise in a gym, and undertake housework.  

218 part 8: acid reflux co-morbidity (medication didn’t work)   

219 I mean I have this terrible voice 71 

220 and the doctor decided it was acid reflux 72 

222 and they’ve given me omeprozol for it 73 

225 obviously didn’t make any difference 75 

227 and it comes and goes 77 

228 sometimes it’s a lot worse than this.   

231 part 9: oxygen in my system is low, therefore I'm very tired    

232 The thing the reason that he did it [testing for COPD]  78 

233  my peak flow is always very low, you know 79 

238 well I’m normally very tired 80 

239 because one of the nurses explained that  81 

240 although I have enough oxygen in my system   

242 my lungs have to work that much harder   

243 To process   

244 the air because it’s not enough of it to do it   

245  to do the job.   

246 So that makes 82 

247  apparently that’s what makes me tired   

250 return to frame 2 current asthma (I’m alright)    

251 I think I’ve done very easily 84 

252 I take the stuff 85 

253 and I’m alright   

254 It’s only if I get attacked by dogs 86 

255 I’m going to be in a bit of a problem   

256 part 10: good and bad days with asthma   

257 good days are days when I feel fine 87 

258 and fit and walking 88 

259 And   
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260 exactly the same as everybody else.  89 

261 Bad days 90 

262 when I’m struggling a bit   

263 when it’s very very cold   

264 When it’s very cold I struggle a bit 91 

265 I find walking   

268 quite difficult.   

269 I mean I can do, you know   

270  couple of hundred yards 93 

271 but after that I can be struggling a bit.   

272 part 11: I can’t do exercising   

274 I do I mean   

275 about a lot but I’m not a fitness freak 95 

276 because I can’t do it 96 

277  I can’t do it   

278  I’ve tried going to the gym 97 

279  you’ve got to get fit   

280 alright I’ll go to the gym but have no stamina. 98 

285 and I’m exhausted 99 

286 I’m absolutely exhausted   

287  so I just think   

288 I’m not doing this 100 

301 part 12: house cleaning is difficult (dust trigger)    

302 I have a cleaner because she cleans the house from top to bottom. 106 

306 and on the occasions when I’ve done it from top to bottom   

307 I’ve spent the next few days wheezing. 108 

308 So it’s not a good idea   

315 because I can’t do it   

316  it’s too much dust. 109 

 

Towards the end, Patricia’s story turned chaotic and had several jumps to her childhood. In 

lines 317-337, she shared her experiences of traveling with asthma. Patricia admitted that in 

her childhood, due to tragic events, she was afraid to leave home. However, she can now 

travel abroad providing that an emergency plan is organised prior to traveling. Then in lines 

373-418, Patricia remembered stressful school experiences that involved bullying. 

Particularly, perceptions told in lines 402-410 were tension provoking. Patricia referred to 

people see her struggle and do nothing about it. Then she stated that using inhaler in public 

is admitting that you are different. This may suggest that her upsetting childhood experiences 

have contributed to her current struggles with asthma, thus explaining why her story is 

incoherent.  

317 part 13: asthma and travelling  PAST to PRESENT jumps    
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318 I did when I was a child   [had difficulties travelling] 110 

319 Because   

320 after my father died 111 

321 I was frightened to leave home 112 

322 in case the mother died as well, you know 113 

323 or somebody else died.   

326 I got over that 114 

327 and I used to be afraid 115 

328 if I had an attack abroad   

329 I wouldn’t be able to get home   

330 So I used to work 116 

331 if I went away   

332 whether it was in this country   

333 or whether it was abroad   

334 how I would get home in an emergency 117 

335 And once I work that one out   

336 I was fine   

373 JUMP to childhood asthma was distressing (school experience)    

374 Everyone knew about it because I was so ill 127 

378 And there were things I couldn’t do, you know 129 

379 Things at school   

381 the games was an impossibility 130 

382 You know   

383 Take this little asthmatic child 131 

384 and make them run up   

385 and down the hockey pitch, really?   

386 one three hundred and forty yards round this track   

387 I used to run the first hundred yards   

388 not second hundred yards   

389 and then my friends would come along   

390 and help me do the last hundred yards.   

391 So it was not   

392 games and I don’t get on 132 

393 JUMP asthma shameful, you're not like everybody else    

394 There is some sort of shame in having asthma 133 

395 I don’t know why it is   

396 I think because it’s not a very pretty illness 134 

402 But if you are wheezing 136 

403 it’s not attractive   

404 you get very sweaty in your head 137 

405 they can see you struggling and do nothing about it. 138 

406 It’s not a nice disease. 139 

409 if you have to use your inhaler in public 140 



217 
 

410 not kind of admitting that you’re not the same as everybody else 141 

413 I don’t know but as a child I found it very difficult 143 

414 and I was bullied because I had asthma. 144 

415 Because people didn’t believe it cause I had a lot time off school 145 

416 a lot of time off school.   

417 So   

418 no it was not a happy time at all.   

 

Lastly, in lines 419-433 in five stanzas, Patricia ended her story in non-clarity about wanting 

to live a better life, but that her asthma has worsened and that it is ‘bloody awful’ to live 

with it. Leaving her story with no clear resolution, there was no vision for the future.  

419 Return to FRAME to current asthma  

(it is worsening, I don’t know what is happening)  

  

420 I want to go out and live it really 146 

421 I don’t know what’s happening to it 147 

422 it’s certainly not getting any better   

423 It’s gone worse over the past 148 

424 10 years I suppose   

425 in as much as my ability to breathe out the peak flow measurements   

426 has gone down and down.   

427 Frame to current asthma (bloody awful)    

428 Bloody awful 149 

429 Not a nice thing to have 150 

 

5.3.2.2 With Purpose  

5.3.2.2.1 A better life with asthma 

This sub-category consists of two stories about wanting a change in living with asthma and 

co-morbidities. These stories have different structures and vary in length and description. 

However, contextually, both share commonalities. These two stories had similar ideas 

regarding wanting an improved life with their asthma. It was noted that William had more 

comprehension of his illness and struggles and therefore his storytelling was clearer. 

Whereas Sarah has experienced chaos related experiences that affected her storytelling. 

Combining two different coherence structures under the same sub-theme may suggest lack 

of clarity. However, Frank suggests that illness narratives can combine all three typologies, 

one feeding into another. In this case, stories had different structures; however, both 

consisted of ideas about the future.   
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William’s and Sarah’s stories were about the somewhat challenging experiences and the 

impact of illnesses. Co-morbidities were integrated as part of the living with asthma, and 

insights about managing them were intertwined as part of their life routine with asthma. 

Although, these somewhat challenging complexities were central experiences in their lives 

with chronic illness, at the heart of their stories, the focus was on the importance of 

medication. Experiences, including the impact of living with asthma and co-morbidities were 

understood through the scope of medication taking.  

5.3.2.2.1 Partially Coherent  

William’s story  

Overview  

William’s story about current living with asthma entails two topics communicated in lines 

56 to 378. His story is partially coherent and consists of 18 parts, two frames and two returns 

told in 105 stanzas. One topic relates to the management of asthma using Ventolin inhaler, 

and the other is about his frustration with COPD restricting his life. This is a story about 

trying to achieve restitution. The first topic has a coherent structure with a beginning and 

ending, and sequential events. Whereas, the second topic about COPD disrupting William’s 

life had no ending. It is an ongoing journey of attempting to achieve restitution. Despite the 

challenges, most events were sequential, and a sense of purpose for wanting a better life was 

noted.  

Analysis 

Following the question about the state of his current asthma, William began his story with a 

frame. William disclosed that he experiences sudden asthma attacks that range from minor 

to severe. William then moved on to discuss the importance of his Ventolin inhaler illustrated 

in the first two parts in lines 69-128. After briefly mentioning his recent diagnosis of COPD, 

William disclosed that Ventolin has a purpose of preventing his symptoms when he 

undertakes physical activities. In addition, William uses it for triggers such as temperature 

changes. 

Stating that his asthma is not a concern, despite his friends thinking otherwise, William, in 

lines 116-128, admitted having recent asthma exacerbation. Then later on in lines 138-147, 

where he returned to the frame about his current asthma, he has once again downplayed the 
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severity of his asthma. William stated that having asthma for a long time, and having 

confidence in the treatment, meant that even stressful asthma attacks did not concern him.  

56 Theme 2. Can have severe attacks, but generally the state of my asthma does 

not concern me, Ventolin helps   

  

57 Frame to current state of asthma: generally good, but can have severe 

attacks  

  

58 In general it is   

59 it has been good   

60 I have the occasional   

61 quite serious   

62 attack which usually takes you by a surprise   

63 because most of my   

64 bouts what I would consider   

65 quite minor   

66 but I do get taken by surprise every now and again   

67 with quite   

68 severe bout   

69 Part 1: Ventolin helps me with various triggers and situations (medication)    

70 Currently I’m on a Fostair 1 

72 I am in addition also on Tiotropium 2 

73 which in fact is for the COPD 3 

74 which was been diagnosed in the last couple of years 4 

76 And then I have a Ventolin 5 

77 which I use as a preventative before every 6 

78 athletic activity I take part in   

79 And then during that activity 7 

80 if I needed as well   

84 My asthma these days is most commonly 9 

85 triggered by   

86 change in temperature   

92 and have to use my Ventolin then   

94 well I don’t have any major problems at all 13 

95 I have had friends and colleagues get occasionally 14 

96 get concerned about my congestion   

97 particularly after athletic event but   

98 it’s never concerned me personally 15 

99 Part 2: Ventolin for usual and severe attacks    

116 last Wednesday 25 

117 I was at a   

118 meeting for training   

119 accredited martials for cycle racing   

120 And we were in   
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121 in the Mountbatten Centre which is an athletic centre locally   

122 and then we went outside   

123 temperature was minus 2 degrees   

124 And we were out for an hour and doing extra and all   

125 Training   

126 then I came back in   

127 and I was set off straight away   

128 As soon as I walked in to the building and upstairs   

129 Part 3: asthma triggers (past and present jumps)   

138 Return to frame to current asthma  

(can be severe, but not concerned)  

  

139 I’ve never had an emergency appointment 28 

140 I’ve never been to hospital with it 29 

141 Although I have been sufficiently bad that I had to crawl out of buildings before 

and out 

30 

142 but because I’ve had asthma for so long   

143 and I always got better on the treatments   

144 I’ve never personally   

145 been majorly concerned   

146 Although as I say some of my colleagues have been really concerned about my 

condition 

  

147 but I’ve always recovered satisfactory with treatments   

 

Concerns, on the other hand, were related to his recently diagnosed COPD that has restricted 

his life. After listing breathing related symptoms and comparing the extent of impact 

between asthma and COPD on his physical levels of activity, he admitted feeling disabled. 

These experiences told in 14 stanzas in lines 149-182 had no sequential order and a jump to 

the past was made. At this point tension was introduced and events were listed in no 

sequential order. After emphasising his achievements in sports, William disclosed having 

arthritis. William admitted putting himself in danger when cycling up hills.  

148 Theme 3. COPD has brought undesirable change to my active life    

149 part 1: COPD has brought restrictions to my active life (running, cycling up 

hills)  

  

150 I would say the COPD element 1 

151 Has really only noticeably affected with my exercise   

152 I get short of breath 2 

153  the tightness in the chest   

154 Which I never used to suffer from with the asthma 3 

158 I have catarrh signs of coughing with COPD 4 

159 which I never used to have with the asthma   
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160 yes I feel somewhat 5 

161  disabled than I was in the past   

162 obviously I’m ageing as well 6 

163 and because I’ve been   

165 I was a marathon runner for over 50 years   

166 I played squash for the county 8 

167 as well for 13 years   

168 My knees and hips are bit knocked about 9 

169 I’ve got arthritis in sort of   

170 two major joints   

171 which affects my physical ability 10 

172 as well in the sports   

173 but I do feel restricted by my breathing now 11 

174 certainly on a bike   

175 going up hills   

176 frame to frustration (putting himself in danger)   

177 I get to a stage where I am so short of breath 12 

178 that obviously my heart rate goes through the sky   

179 and once it gets to the danger zone 13 

180 I obviously have to get off   

181 and walk instead of cycling up hills   

182 which I normally would be able to get up. 14 

 

In spite of these few chaotic examples relating to the disruption with COPD, William’s story 

was an example of restitution. William was in a centre of frustration, having found out he 

has another illness as well as having to deal with the symptoms of asthma he was looking 

for solutions to return to his previous wellness.  

One of the solutions for William was receiving support from an asthma nurse, the Breathe 

Easy group, and the pharmacist, discussed in Parts 4, 5 and 6. Another important solution, 

in Part 7, was adapting to the change and recognising the danger of cycling outside.  

200 part 4: asthma nurse (continuous support)   

201 They look after me very well 23 

202 there is an asthma nurse   

204 and I have an appointment with her half an hour to 20minutes 24 

205 every year   

218 part 5: inhalation techniques (annual check-up)   

219 I’ve done with the asthma nurse 28 

220 We also talk about it at the Breathe Easy 29 

221  meetings.   
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227 But they do a lot of talking about inhalers and techniques 32 

231 I was corrected in my technique   

236 part 6: pharmacist’s support    

237 the pharmacist in our local chemist shop has had a chat with me 36 

243 she discussed the situation with me   

244 and was happy that I was happy with what I was getting through   

247 part 7: cycling (outside to inside) recognised the danger    

248 I try not to let it in any way [affect me] 38 

249  but if the weather conditions are very adverse   

250 I now certainly 39 

251 as far as cycling is concerned   

252 I don’t do anything violent outside   

253 I’ve got a turbo in the house 40 

254 which has a bike on it mounted   

256 and I would do internal exercises rather than going out   

258 Cause most of the time I tend to ride on my own 41 

259 and obviously that is not the most sensible thing to do   

260 if I’ve got no support whatsoever   

263 when I’ve been out on my own 43 

264 I thought   

265 is this really wise   

266 perhaps I ought not be doing this   

267 I’ve got an alternative   

 

However, from part 9, William returned to emphasise the challenging symptoms of COPD. 

Deteriorating breathing causes him frustration, particularly noted in Part 12 and the summary 

of Part 12. William has experienced disruption to his identity of an active sportsman who 

used to cycle, climb up hills without stopping, and run marathons. This has prompted 

William to contemplate about futuristic treatments discussed in Parts 11 and 13.  

285 part 9: COPD is affecting more than the asthma ever has    

286 As far as sort of walking down to the shops is concerned 48 

287  unless there is a temperature change when the asthma tends to kick in   

288 just walking down to the village   

289 I get this tightness in the chest 49 

290 which I have associated now with COPD   

291 and not with the asthma   

294 I have sort of tightness 50 

295 and pain in the centre of my chest   

296 the asthma 51 

297 basically is been fairly constant   
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303 but the COPD is affecting me more than the asthma ever had.   

312 part 10: family asthma (we don’t discuss in depth)    

325 part 11: future medication/ better medication would be nice    

326 through the Breathe Easy group   

327 I have spoken to the respiratory research professor at Portsmouth 59 

328 they are trying to develop 60 

329 a once a day inhaler which will be nice   

336 part 12: having to adjust my cycling is frustrating    

337 I mean would be nice for me to be back 63 

338 as I was as a forty year old   

339 certainly as far as the breathing is concerned 64 

340 summary to part 12 return to frame frustration    

341 I find it frustrating that I have 65 

342 that my heart rate goes up to over 155 on some hills climb   

343 and I have to get off and walk 66 

344 I find that frustrating   

345 part 13: future medication to improve the breathing    

346 if some future product was to improve the matter 67 

347 that would be nice   

348 and obviously the preventatives would be super   

349 if they were developed   

350  and agreed that you didn’t need a treatment   

351 but obviously I think that’s unlikely 68 

366 part 15: try not to let it interfere    

367 I try to not let me affect it at all 72 

368 that is how I look at it   

369 Positive   

370 but unfortunately it does to a degree 73 

371  and certainly in older age it’s been more noticeable. 74 

372 Although 75 

373 when I was 50   

374  equally as bad as a child   

375  I was encouraged to do all the exercises I could   

376 I was encouraged   

377 I did a cross country running   

378 I tried to not let it interfere   

 

His story about the current living with asthma and co-morbidity has ended with a comparison 

about the past told in four stanzas in Part 15. William admitted that his symptoms have 

deteriorated, however, this did not stop William’s activities; he was in a quest in trying to 

overcome restrictions and achieve restitution with his COPD.  
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5.3.2.2.2 Incoherent  

Sarah’s story 

Overview  

Sarah’s story about the current living with asthma is particularly descriptive and consists of 

three topics communicated in lines 50 to 633. One topic, discussed in lines 50-277 told in 

90 stanzas, entails eight story parts all of which are about medications for asthma and her 

other co-morbidities. As noted in the initial description, all three participants have co-

morbidities and are currently taking medications. Sarah’s co-morbidities were discussed in 

the context of medication taking and were intertwined with the experiences of asthma. In 

this part, her story has a chaotic approach of storytelling; events were listed in no clear 

sequence.  

Another topic, discussed in lines 278-469 told in 82 stanzas, entails six story parts about the 

impact of asthma and other illnesses in the context of medication taking. This part entails 

several coherent stories. Although, stories were sequential with a beginning and ending, they 

were listed as examples. She did not reflect on how she felt about those events.  

The last topic, discussed in lines 470-633 told in 79 stanzas, consists of ten story parts and a 

frame, and are about the chaotic living with asthma. This part of her challenging life with 

asthma is more chaotic; it has no coherent structure, no clear sequence of events, but entails 

perspectives about wanting to improve her wellbeing. Although there was a purpose in her 

story, her story is mainly incoherent, and has elements of chaos narrative. She has 

concentrated on the somewhat challenging immediacy of present events and had blurred 

ideas about the past. 

Analysis  

Following the question regarding her current asthma, in Part 1, Sarah gave information about 

her sensitive lungs and admitted that she does not go anywhere without the Ventolin inhaler. 

She defined her asthma as not completely controlled and stated that her sleeping is disrupted 

most nights.  

Then, in a syntactic structure of then, then, then, from Part 2 to Part 6 inclusive, she listed 

her medication routines. Informing that she keeps her medication at hand, Sarah disclosed 

taking over 20 different medications per day. Without reflecting on how she feels about it, 
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she carried on listing her medication routine. From line 109-126, Sarah made two jumps; 

one, to mention her yearly medication review with a pharmacist, and another, a return to 

listing her medications. Part 3 of her story was particularly chaotic. In lines 127-188, in 27 

stanzas, Sarah listed her co-morbidities and medication routines. Admitting that ‘cramps in 

her lungs are awfully frightening’ (in line 155), she then did not stop to reflect on how she 

feels about the rest of her illnesses, instead, she has emphasised the importance of her 

treatments.  

It appeared that Sarah’s daily life was conceptualised through various medication taking, 

some of which have brought various side effects. Her reference in line 124 about her immune 

system being ‘shot to pieces’ suggested that her health is particularly weak. Her days start 

and end with various medications. In Parts 7 and 8, where she gave an overview of the 

process of her medication reviews, Sarah admitted that she is supported by pharmacists and 

her GP. As a result of this support, Sarah has accepted asthma as part of her life.  

50 Theme 2: All the co-morbidities and medication routines   

51 part 1: Ventolin (goes everywhere) because lungs are reactive    

56 wherever I go   

58 a Ventolin goes with me   

59 with my spacer   

64 part 2: medication routine (then, then then)    

65 If I start coughing 5 

66 it’s my asthma just so you know   

67 My asthma is not 6 

68 what I would call completely controlled   

69 because twice this week I have woken up at the night coughing not just 

once but most of the nights 

7 

74 I get up in the morning 10 

75 and I take my Seretide inhaler.   

76 Right   

77 I also take 11 

78 I know this is going onto something else   

79 my nasal spray because I’ve got chronic rhinitis   

80 Right   

81 I go on to that later after we dealt with the asthma   

82 Then 12 

83 I take a Loratadine tablets that’s also for my allergies   

84 During the course of the day I take Carbocisteine capsules   

85 I take two of those because to keep my airways open   

86 And I also take   
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87 Montelukast tablets   

88 during the course of the evening to keep my airways open at night   

91 And it stays on the bed 14 

92 part 3: medication routine (co-morbidities)    

CHAOS, several aspects combined  (then then then) 

  

93 I have an action plan over here 15 

94 Because I am on so many different tablets 16 

95 so I take 23 one day and 25 another   

96 I have these 17 

97 little pouch cases with for each day   

98 which is morning   

99 Lunch   

100 tea and night on them   

101 Right so that’s how I make them up. 18 

109 also I have yearly review of my meds from my pharmacist 21 

110 and its excellent.   

112 if I’ve got a problem   

113 they’re there to help   

115 so I take my Seretide two puffs in the morning and two puffs last thing 

before I go to bed 

22 

116 I take my Carbocisteine 23 

117 two tablets three times a day   

118  and I also take the Montelukast for the evening 24 

121 I also take 26 

123 Let’s better look at my prescription 27 

124 I take (unclear) two tablets 250mg every other day because my immune 

system is shot to pieces 

28 

126 You’ve got the Loratadine down to my allergies, have you? 30 

127 Right, I also got osteoporosis. 31 

129 I buy (unclear) [medication name]    

130 once a month 150mg   

131 And I take on the daily basis Calcium and Vitamin D tablets   

132 And over the years 33 

133 my osteoporosis is in remission   

134 To the best, you know   

135 The last time I had a bowel scan which was about three years ago 34 

136 it was better than the last one so that was good.   

137 Alright   

138 I’ve also got acid reflux which I’ve had for approximately four years 35 

139 I take Ranitidin 150mg tablets after breakfast 36 

140 and the last thing that I take at night before I actually lie down to go to bed.   

141 the allergy clinic also prescribed me sodium (unclear) at 2% eye drops 

which I put in my eyes 

37 
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142 one drop morning and evening.   

143 I also have got a bowel that doesn’t work 38 

144 I was diagnosed with that 3 years ago 39 

145 it was diagnosed at hospital   

146 I had a scan and I have to take a lactulose liquid medication   

147 and I normally take about 25ml during the course of each day.   

148 That’s that   

149 I suffer with cramps. 40 

155 I can get a cramp in my lungs which is awfully frightening   

156 and the doctors have prescribed (unclear) 10mg tablets which I take two 

four times a day. 

44 

157 part 4: co-morbidities (family history)  heart angina     

158 I haven’t got 45 

159 any heart conditions but it runs in the family   

161 My sister has 47 

162 my dad had angina 48 

163 and he died of the heart attack   

164 and they want for me to take statins 49 

166 and I’ve had terrible problems with cramps   

170 I’m waiting to see the   

171 a chemical pathologist shortly about that   

172 part 5: another co-morbidity (medication routine)     

173 I’ve also got osteoarthritis 51 

174 I can’t be treated for that because all the treatments have aspirin in it which 

I am allergic to 

52 

177 I take a (unclear) tablet just one a day which is 1100mg with 700mg of 

(unclear) and I also take two a day of (unclear) 

54 

178 750mg two of those because the physio told me that was the best thing for 

me to do. 

  

179 And I occasionally, just very occasionally 55 

180 can’t stand the pain and I take two cod of tablets that the doctor prescribed 

me.  

  

181 The reason I don’t like taking them is that they make me constipated cause 

I’m taking 

56 

182 lactulose medication   

183 occasionally I have to increase the dose of the 60ml which is maximum you 

are allowed to take. 

57 

184 I also 58 

187 it’s mint mouth wash   

188 I have to use that because if I don’t with my inhalers I get thrush in my 

mouth 

  

189 part 6: life routine=medication routine  Chaos  (then then then)    

234 part 7: medication reviews    
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235 I go and see the asthma nurse about once a year 77 

238 I think I may have a yearly review 79 

240 at the chemist   

252 part 8:  medication renewing (GP)    

253 Well when the prescription 82 

254 needs renewing   

255 I go and see the doctor   

256 they say to me ‘Are you alright Sarah?’ 83 

268 and she always says to me ‘Is there anything I can help you Sarah?’   

269 so if there was   

270 if I had any problems I could ask her at any time   

 

The second topic started with a story about Sarah’s emergency hospitalisation with asthma 

told in 23 stanzas in lines 279-320. This was a particularly descriptive example about her 

challenging life with asthma. However, the link between this part and other parts of her story 

was vague.  

278 Theme 3: Living with severe asthma and allergies    

279 part 1: emergency asthma hospitalisation (Story fragment narrative)   

280 I’ve only been to hospital with my asthma once which was 11 years ago 1 

281 And 2 

282 the paramedics came within minutes with me phoning   

283 And put me on a nebuliser 3 

284 and I got taken to hospital 4 

285 I got kept in overnight 5 

286 the consultant came and saw me on the morning 6 

287 and jolly send me home   

288  and I knew nothing about Prednisolone tablets at that time 7 

289 and jolly send me home with 10mg of Prednisolone to take 8 

290 and some antibiotics   

291 So happened to be Easter Monday at that particular year 9 

292 and I coughed so much at the bottom of my lungs which sore every time I breath 10 

293 I could feel the soreness there   

294 Anyway I got to the Wednesday 11 

295 and I thought   

296 oh okay cause I was on the six 12 

297 I got to the Wednesday 13 

298 and I thought this is no good   

299 So I went online and had a look 14 

300 And then I found Asthma UK   

301 so I phoned the asthma nurse 15 

302 This is how I got in contact with Asthma UK 16 
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303 anyway she said to me   

304 she said how much did they give you Prednisolone? 17 

305 I said 10mg   

306 she said that’s about a young child’s dose   

307 she said somebody who’s been in emergency have at least 30mg   

308 she said I would suggest you go straight to the doctors as soon as you put the phone down   

309 and you get prescribed 40mg.   

310 I went to the doctors 18 

311 that’s what I have prescribed   

312 and it’s been 1 2 3 days 19 

313 it’s all   

314 that was the experience I had at that time 20 

 

Then, in part 2, after telling a short story about her friends with asthma advising her about 

the Ventolin usage, in Parts 3, 4, 5 and 6 Sarah told other short stories about the impact of 

asthma and her allergies.  

Firstly, in lines 334-367, informing about her allergy to dust and struggling to deal with it in 

shopping centres, she then moved on to tell another example about her struggles with 

allergies. In lines 368-398, she told a stressful experience about the thinning of her skin, a 

side effect of the prolonged usage of asthma medication. Sarah admitted to having sensitive 

skin that can easily bruise and bleed, her skin was also allergic to nickel. Then in lines 399-

469 she listed descriptive examples about her other allergies, ranging from sun lotions, 

medication, foods, and their interactions with asthma. Examples with her various medical 

conditions were listed in a then, then, then syntactic approach with no reflection or reactions 

about how she feels about them. She was focused on the immediacy of those events, almost 

dissociated from what those struggles mean.  

321 part 2: increasing the usage of Ventolin (recommended by friend)     

325 we met a couple from Scotland   

326 and the gentleman is in his late 70s 27 

327 it just so happens he’s got bad asthma 28 

329 he could hear me cough and he said   

330 you need to take more of your Ventolin   

332 and I found that if I do that my asthma is a lot better now for doing that   

334 part 3: asthma triggers (story fragments/ examples) struggles (dusts)   

335 My asthma gets worse just because 31 

336 mainly to do with allergies, this is how I figured, cause my biggest allergy is to dust   

340 I spray my house also often for house dust mites   
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341 And my biggest thing that I hang on my asthma is when we go shopping 35 

342 We go in   

343 and most have air conditioning   

344 and its only when you have asthma like I have 36 

348  a lot of these stores or warehouses not ever been cleaned   

349 they don’t clean their air conditionings   

350 so they’re blowing dust at me   

353  The other thing 40 

357 I used to like shopping in the store called Primark 41 

358 but I can’t go there anymore 42 

359 and I don’t know why that was affecting me   

360 it’s the cheap dye they use for their clothes   

368 part 4: thin skin (medication side effect) story fragment struggles   

369 The other thing is because of the medications that I take 47 

370 My skin has become very thin   

371 and all my arms between my elbows and the tips of my fingers   

372 from time to time my veins will pop 48 

373 And my veins will bleed   

382 Previous summer I had to go and see a dermatologist in the summer because we go on 

holiday in the sun 

51 

383 and so I took some sun lotion 52 

384 and I’ve put it all over my body as you do   

385 and was sunbathing   

386 and all of a sudden on my arms where I said to you that my skin is thin below my elbows 53 

387 it went bright red   

388 And I thought to myself ah oh   

389 this is gotta be an allergic reaction   

390 So when I came I immediately went up and had a shower 54 

391 cause I was sunbathing by the hotels swimming pool   

392 went up and had a shower   

393 but it didn’t go red anywhere else only just where my skin is very very thin.     

396 when I come home I went to the doctors and saw them   

397 so she send me to the dermatologist   

398 and they found that I’m allergic to nickel 57 

399 part 5: allergies (betabot sulfates) struggles    

400 and I am also allergic to sodium betabot sulfates 58 

414 wine and dried fruit   

415 and some other things that can cause an allergy   

421 part 6: allergies (several) struggles     

422 But there was something else I find out 69 

427 is iodine   

429 and I only found that out when I was having the scan on my bowel four five years ago. 71 

430 And I was asked to drink this liquid 72 
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431 And it had acid in it   

432 and I’m allergic to acid 73 

433 I’ve only taken two mouthfuls but I knew   

434 it hit my brain   

435 I thought I can’t be drinking something I am allergic to 74 

436 and my lips were tingling and my lips were swelling   

437 and my cheeks were tingling   

438 so I turned to him 75 

439 and said I’m having allergic reaction   

440 he shot and got the radiographer 76 

441 and she took me in the cube and the doctor came along 77 

442 it turns out 78 

443 Right   

444 they gave me   

445 the Periton   

446 it affected me   

447 thankfully I haven’t drunk too much   

448 And it turns out when I did go on and have the scan a fortnight later the radiographer said 

to me 

79 

449 she said the usual thing is we inject you with iodine   

450 she said if I would have done that she said you would have been dead!   

451 So hence I know am allergic to iodine 80 

452 So I’m allergic to iodine, aspirin, bananas 81 

453 because I can’t eat anything high in potassium   

454 I just project vomit   

455 my stomach just doesn’t take it   

456 and some yellowing (unclear) food   

457 and as it has aniseed   

465 I can’t eat anything spicy   

466 it just sets my asthma off   

467 I don’t eat potatoes, the skin of potatoes, or the skin on tomatoes   

468 cause they all got natural aspirin in it.   

469 various things in that nature   

 

The last topic about the chaotic life with asthma was more personal and included her 

reflections about how asthma and other illnesses have interfered and changed her life. After 

admitting being slowed down her story shifted. In the remaining story parts, she discussed 

ideas about improving her wellbeing.  

For example, in Parts 2, 3 and 4, Sarah reminisced about being physically active in her 

childhood and middle age. Sarah spoke about signing up for an exercise programme to 
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improve her wellbeing, including her physical fitness and her mood. She emphasised the 

necessity of exercising and admitted looking forward to this change.  

Then in Part 5 tension was introduced when she discussed her experiences with being 

assessed for caring needs when she is no longer able to care for herself. This story fragment 

was told in 14 stanzas and was uncomfortable with several starts and abrupt stops indicating 

her frustration about the experience. After admitting that she is trying to be as active as she 

can, she then in Parts 6 and 7 returned to talk about her Ventolin inhaler and its successful 

usage. 

Lastly, in Parts 8, 9 and 10, Sarah emphasised that she needs to stay on top of managing her 

asthma and advised others to be proactive about their care needs. Her story finished with a 

frame regarding the importance of medications, which was the essence of her story.   

470 Theme 4: Living with asthma is chaotic, but medications keep me alive   

471 part 1: life is slowing down  (it’s over now)    

472 I have become slow in doing things because going back 7 maybe 8 years ago 1 

473 I get up in the morning 2 

474 and I would have been showered   

475 put the make up on,   

476 and eat my breakfast in half an hour   

477 it’s over now I know 3 

478 That’s the sort of thing that I find 4 

479 It annoys more than anything   

480 part 2: physical activity has reduced    

481 To do with exercise 5 

482 I’ve actually put my name down 6 

483 I’ve had my first interview to go on this exercise plan through the NHS 7 

488 The reason being when I was in work 10 

490 I had a very physical job 12 

491 I was lifting and carrying all day long   

496 when I wasn’t working hard I used to go to the gym as well 14 

497 and I stopped doing any of that 15 

501 part 3: exercise programme    

505 You see I know I need exercise 18 

506 everybody needs exercise at the end of the day   

507 And I thought to myself 19 

508 that’s nice   

514 for the reasons to lose weight because I am not a right weight for my built   

515 Because of my allergies 22 

516 I can be in very bad mood because of the azitives they put it in   
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517 Just makes me ill 23 

520 so that’s a good thing I think   

521 I am looking forward to actually doing that 24 

532 part 4: exercising (jump to childhood)      

533 I think people with asthma should have access 29 

534 and I should tell you why 30 

535 When I was 7 years old 31 

536 6 to 7 years old in Cardiff   

537 and there was a hospital called St David’s   

538 it was one of the biggest hospitals in Cardiff at that time   

539 my mother used to take me twice a week and what did we do 32 

540 we did exercises in the gym 33 

541 then climbing up ropes etc   

542 to get you 34 

543 your airways breathing   

544 I don’t think they do anything like that these days in hospitals 35 

545 And I thought it really helped me at the time 36 

546 part 5: assessed for care needs (short story)   incoherent, chaotic   

547 I thought I was going to see the consultant at this hospital but I wasn’t 37 

548 I was being assessed 38 

549 so I took   

550 I came back   

551 that nearly shook me up for good 39 

552 she said well we were looking at who is going to be your carer 40 

553 when you can’t do anything 41 

554 I said what do you mean can’t do anything 42 

555 Because my sister is a carer 43 

556 I said to her and I said look   

557 I said I’ve never looked at it like that to be honest with you 44 

558  I said there’s got to be a good reason because I did go to physio down in hospital 45 

559 and they showed me what I should do etc.   

560 and they   

561 and I always 46 

562 when I go shopping in the supermarket 47 

563 I park the furthest spot away so I’ve got the longest way to walk to get into the shop   

564 not like the youngsters do 48 

565 they park as close as they can so they can get in and out as fast as they can   

566 But I like to walk as far as I can 49 

567 I know personally this is why I want to go on this programme because I know I’m not 

having enough exercise and I want my joints and my fingers to keep going 

50 

568 part 6: traveling with asthma (no difficulties)    

580 part 7: using Ventolin (reliever) in public (no difficulties)    

596 part 8: future goal (keep on managing)    
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597 Well I just hope I can keep on top of it 62 

598 all I can do is manage 63 

599 part 9: you have to be proactive yourself    

621 part 10:  reason for participation    

629 frame to current life with asthma  (story end)    

630 it’s like I said all my medication I am on 77 

631 my husband says how the hell do you take all that lot 78 

632 and I say   

633 well it keeps me alive. 79 

 

5.3.2.2.2 A life with no asthma  

This sub-category of the current challenging life with asthma entails two stories. 

Structurally, both stories were very descriptive and covered various experiences about living 

with asthma. Both stories had no coherence and mainly had elements of chaos narrative. 

Their stories have no clear beginnings and endings, nor resolutions. Contextually, both 

shared similarities in wanting asthma to go away, although, at times they shared ideas about 

accepting asthma. Their stories were difficult to follow and links between experiences were 

often missed. The challenge in their stories relates to living with a fear of asthma, rather than 

the impact of asthma on their daily life.   

5.3.2.2.2.1 Incoherent  

Colin’s story  

Overview 

Colin’s story about his current life with asthma consists of five topics communicated in lines 

131 to 1008, it has 28 story parts that varied in length and was told in 428 stanzas. This is a 

particularly descriptive story, therefore, only the essence of his story is shared. The first 

topic, discussed in lines 131-256, was told in 53 stanzas consisting of five story parts that 

are about strategies in trying to achieve asthma stability. The second topic, discussed in lines 

257-390, was told in 67 stanzas, consisting of five parts relating to Colin’s resistance, and 

being reminded that he has asthma. The focus of the third topic was on asthma medications. 

This was discussed in lines 391-611 and told in 136 stanzas made up of five parts. The fourth 

topic was communicated in lines 612-738 and was told in 52 stanzas consisting of three parts 

and a return. This topic relates to Colin’s medical and psychological asthma support. Lastly, 

the fifth topic was discussed in lines 739-1008, and was told in 120 stanzas consisting of 
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nine story parts. This topic relates to the limiting experiences with asthma with an emphasis 

on needing more visibility and respect for asthma. Most of the events had no sequence and 

clear thematic perspective. Experiences were shared through many new starts and unclear 

endings, with an emphasis ranging from his personal life to needing better understanding 

about asthma and asthmatics. In relation to the purpose in his story, Colin shared ideas 

related to not wanting asthma and asking for it to go away. Some experiences were tension 

provoking and jumping between his present and past lives. Additionally, his story shifted 

between chaos and quest narratives. Colin tried to comprehend his asthma in the chaos of 

struggles, but also advise others about improving their asthma knowledge. However, many 

ideas remained unfinished with no resolution to his story. The focus was on the immediacy 

of present events.  

Analysis  

Five parts of the first topic consisted of information about Colin’s asthma triggers and 

strategies for tackling them. Having found a link between asthma and the digestion system, 

Colin admitted taking several medications which potentially could have a negative effect on 

his heart. In lines 187-235, he told a story about how he decided to ignore these risks for the 

purpose of improving his asthma stability. However, this topic ended with a jump to another 

part about learning to correctly use an inhaler for achieving a life free of asthma.  

131 Theme 2. Strategies in trying to keep asthma as stable as possible   

132 Part 1: bad sessions of asthma are unpredictable (trigger to dust)   

147 part 2: known triggers of asthma  (digestion system)   

148 I wouldn’t eat a lot of 10 

149 food or drink a lot of alcohol last thing at night   

150 because then the digestive system 11 

151 seems to cause the asthma   

152 It troubled me long time to actually 12 

160 part 3: medication routine (365 days)  Then Then Then    

187 part 4: risk with digestion medication (ignored)     

188 I have Domperidone which 27 

189 was another interesting tablet   

190 because there was a notice that came around about last June 28 

191 So that’s   

192 the tablet had to be withdrawn 29 

193 because there was a risk of people getting 30 

194 adverse effects to their heart   

195 Actually   
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196 it wasn’t June   

197  it was November   

198 I can remember it exactly November 2014 31 

199 when that notice came on and the doctor withdrew them   

200 At the same my asthma increased rather badly 32 

201 I had about sort of a three week period of being uncomfortable.   

202 So I went back again 33 

203 and said, you know, your letter actually said that the pharmaceutical company said there 

is a risk 

  

204 and I’m of these people that says 34 

205 I don’t understand what a risk means   

206 Because it could be anything between 0.01% to 99% risk   

207 So I wish advertisers 35 

208 and all sorts of chemical and pharmaceutical people would never use the word   

209 there is a risk   

210 cause it just doesn’t help for comment   

211 And the GP looked up the answer on the message that he had from a pharmaceutical 

company 

36 

212 and it did say a risk   

213 it didn’t specify what risk   

214 so he agreed with me 37 

215  and put me back on the tablets again because   

216 I don’t have any   

217 any problems with my heart so he thought that the   

218  that risk 38 

219 whatever that meant   

220 was worthwhile taking   

221 so I was put back on those Domperidone 39 

222 I still get the asthma 40 

223 but obviously it’s coming off   

224 seemed to be that it’s fair to say   

225 that I needed the tablets 41 

226 As far as I know they have a job to do with digestion 42 

227 and to help the food to go more rapidly through the stomach   

228 and out the other end   

229 Don’t really know how that works   

230 but obviously it had effect on the asthma   

236 part 5: correct use of asthma inhaler    

237 When I was in Las Vegas I had this 45 

238 I had bad a session   

239 and I looked at the leaflets again 46 

244 I wasn’t shaking the 48 

245 container    
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246 I wasn’t holding my breath 49 

247 after using it   

251 So I’m doing that now and I’m hoping that’s 51 

252 will improve things but I’m still getting the getting asthma   

253 it hasn’t gone away completely.   

254 Which is the aim of the asthma nurse 52 

255 and mine to try and see if I can have an asthma free life 53 

256 which would be wonderful   

 

In the second topic, Colin disclosed his experiences and perceptions about how he does not 

want to be reminded that he has asthma and that his life could be in danger because of it. In 

Part 1 he shared a story about how an asthma nurse suggested for him to see a 

psychotherapist. Colin disclosed that he did not agree to this because of his previous 

experiences of suffering with eczema. Descriptions and stories about suffering with asthma 

remind him of his own struggles, whilst he is trying to forget and live a normal life. Although 

he agreed that asthma attacks were frightening and sudden, he stated he does not want to talk 

about asthma with other sufferers or be associated with psychosomatic asthma. In Parts 3 

and 4 he chose to tell two non-sequential stories related to needing more understanding and 

more respect for sufferers with asthma. One story was a jump to his childhood about a 

bullying experience and another about him not being sympathetic towards an arthritis 

sufferer. This topic ended with him emphasising the importance of not wanting to be 

reminded that he has asthma.   

257 Theme 3. I don’t want to be reminded that I have asthma, but I think more 

sympathy is needed 

  

258 part 1. I don’t want to be reminded that I have asthma (unhelpful advice)   

259 one of the asthma nurses said I should go to 1 

260 an asthma psychotherapist   

261 I was a bit reluctant to do that 2 

262 one of it because again with the eczema 3 

263 at one stage I bought a magazine ‘inside the eczema’   

266 and the descriptions of people with who had eczema  4 

267 was so horrible   

268 I just felt I didn’t want to be involved with 5 

269 their suffering because I suffered myself 6 

270 enough really so I didn’t look at that   

271 And it was slightly the same with the asthma 7 

272 I’m not sure that I really want to   

273 be reminded that I’ve got asthma 8 
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274 because you try to have a normal life 9 

278 and it’s there all the time, and you know 11 

279 it’s quite frightening 12 

285 but nevertheless I can’t 17 

286 help but think   

287 oops I’ve got to treat this [asthma] 18 

288 in case its goodbye. 19 

289 part 2: don’t want to talk about asthma, it’s frightening, I have to live with this     

290 I haven’t spoken to other people with asthma about it at all 20 

291 as I said it’s not something that I really wanted to do yet 21 

294 you want to try and forget about it 23 

299 and I suppose I’m coping 27 

300 and I don’t think I get a psycho-somatic asthma 28 

301  that’s something a lot of people have said   

309 part 3: understanding about asthma has improved since my school experiences 

(attitude)  (bullying experience) 

  

312 because when I was at school 33 

313 in 1956 asthma was not really known about   

314 And   

315 I suppose I was almost bullied by the physical education staff at school 34 

316 and I managed to work way around it   

317 He didn’t understand how asthma can come on when you run a round 35 

327 And there must be a much better attitude in schools 38 

328 These days   

329 when it didn’t used to be when I was young 39 

330 part 4: need more sympathy and understanding about asthma and sufferers (story 

about not being sympathetic himself)  

  

331 I’ve been a manager of other teachers 40 

335 and then I was called out once because 41 

336 one of the teachers I was supervising   

337 was actually not ill with asthma 42 

341 she’s only about 30 44 

342 but she had severe arthritis 45 

343 and I knew nothing about it   

344 And I didn’t know how was affecting her work or attitude   

345 and at one point she broke down in tears actually because she 46 

346 I didn’t know she got it so wasn’t being sympathetic enough 47 

347 So that could be diverted 48 

349 I suppose to people and employers   

360 do you know what affect asthma could have on your employees   

362 And are you aware that probably if you have asthma you not likely to tell anybody 

you’ve got it 

54 

363  unless you got it so severe that you can’t hide it   
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364 part 5: asthma action plan another reminder about having asthma, don’t need 

that, I am self-disciplined 

  

 

Another aspect of his challenging life with asthma focused on medication. Colin recognised 

the importance of Ventolin. Colin  admitted that the recovery period after an asthma attack 

is challenging, and that he wished that there were other medications available to ease this 

process. Then, after emphasising how important it is to learn about your own asthma, he 

changed the conversation towards the side effects of asthma inhalers and steroids. Colin 

illustrated this in two examples in Parts 2 and 3. The first example relates to meeting a 

woman who used the same round inhaler as him, but she experienced hair loss which 

prompted Colin to stop using this inhaler. In the second example, Colin experienced a 

clogged-up throat when using asthma steroids, which he thought was cancer. These 

experiences suggested that Colin was anxious about any asthma related issues and 

considered them as an immediate threat to his wellbeing. This topic ended in a discussion 

about a systematic process of asthma attacks and a list of various asthma triggers.  

391 Theme 4. Ventolin is a life saver for all the difficulties that asthma brings    

392 part 1: Ventolin is a life saver, but I need something to help me with the recovery period    

407 The after effects as I would feel exhausted 73 

408 So the another wish I had 74 

409 was for a counter pill that I could take   

410 to have my recovery period for which I’ve not got at all   

412  so you have to sort of   

413 go round feeling rather poorly for the 24 30 hours 76 

439 part 2: it is important to learn about your condition   

450 I think it depends on the individual really whether you want to know much about your 

condition or whether you 

87 

454 somebody who is less thinking 88 

461  I did come across somebody who had the 90 

462 it was a round inhaler   

463 And I met her very briefly   

464 and she said she had asthma   

465 and she took it   

466 and her hair started falling out   

467 and I was on the same one at the time   

472 So I came off that as well 91 

473 part 3: steroid side effects (throat)    

474 I had a period of some problems 92 

475 when I wasn’t rinsing out the medication enough   
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476 and I went to hospital with that to have my throat looked at 93 

477 because I was worried that I’ve got   

478 basically some sort of cancer was clocking up 94 

479 And the specialist there 95 

482 so they said its typical of the long-time inhaler user 96 

483 that the powder   

484 gets stuck   

485 at the back of the throat   

493 I’ve got a friend of mine that I know doesn’t do that 97 

494  he’s kind of unaware of that   

495 But the consequences were quite unpleasant really   

509 Summary medication importance (part 1, 2)    

510 I couldn’t live without them basically 100 

511 So not as helpful but essential 101 

512 part 4: the asthma attack process (from recognising the symptoms, to asking it to go 

away, to then using Ventolin, and late after informing the wife)  

  

563 part 5: mystery of asthma triggers    

 

In the fourth topic, after a descriptive discussion about the process of asthma reviews and 

guidance with asthma inhalers, Colin returned to speak about his experience with being 

offered psychological support. In addition to not wanting to think about asthma, Colin felt 

disheartened by the nurses’ ignorance about his need for help. However, he then suddenly 

admitted wanting to help others, which suggested that in his chaotic life with asthma there 

was a level of purpose.   

612 Theme 5. Asthma support: medical and psychological   

613 part 1: frequent asthma review appointments (testing asthma)    

653 Return to extend part 1: asthma reviews with asthma nurse (support)   

686 part 2: checking inhaler technique (doctors are happy with my technique)    

704 part 3: psychological support not needed  (don’t want to think about asthma all the 

time)  

  

705 There was one asthma nurse 38 

706 who was a little bit more abrupt   

709 and I did mention the fact that I suppose I was worried about it 40 

710 and she said well would you like   

711  why don’t you contact the psychotherapy people 41 

712 and she didn’t do it terribly subtly really   

713 and I felt a little bit 42 

714 not insulted but   

715 she didn’t seem to care quite enough about the 43 

716 about it   
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717 she sort of rather said well   

718 you know   

719 you can go and ask these people   

721 I can’t help you.   

726 So that put me off a bit 46 

727 I didn’t really feel I wanted to be psychoanalysed 47 

728 And made to think about my asthma all the time 48 

732 except now   

735 and obviously contacted you   

736 and thought maybe I can actually help other people 51 

737 have an understanding as a long term sufferer   

738 so maybe I can actually give something to other people away 52 

 

The last topic consisted of tension-provoking experiences and perceptions. They relate to his 

limited life with asthma. After defining his life as living with a shadow with a reference to 

death and asthma personification, he then moved on to discuss examples of asthma impact, 

such as social situations where people smoked, his family and his concerns about traveling.  

739 Theme 6. Asthma is life limiting and it needs more visibility and respect   

740 part 1: living with a shadow    

741 well I live a normal life but there’s always a shadow 1 

742 overhead sometimes if there is a   

743 somebody standing over you with an axe above your head 2 

744 and at any moment the axe can drop   

745 And then you say goodbye to the life   

746 It’s quite frightening really 3 

747 part 2:  social activities that I avoid  (life restrictions with asthma)   

783 part 3: try not to worry my family   

814 part 4: worry about travelling (scenarios of what if)    

 

However, what seemed to have influenced his worries about living with asthma was his 

negative childhood experiences when people did not know what asthma was and did not 

consider it important.  

828 part 5: people's attitudes about asthma (Then and Now)    

829 I think it’s much much much 38 

830 better these days.   

831 I think I’ve been a victim of 39 

832 the time in ones youth   

833  you know   
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834 what happens in education seems to affect you quite a lot 40 

835 So I think I still have that at the back of my mind 41 

836 where it was not respected at all   

837 which is dreadful   

838 And I suppose it had to go on in my head still 42 

839 I can’t sort of get rid of the fact that 43 

840 people might still disrespect it   

843  I don’t know a lot of us about it really 44 

844 because I don’t talk about it very much   

845 so I suppose I ought to talk about it   

846 But I don’t want to be one of these people that say 45 

847 these days you go to supermarket 46 

848  and they say how are you   

849 and I say how much medical history do you really want to know 47 

850 that goes through my head quite a lot 48 

 

Colin ended his story with examples about the need for a wider understanding of asthma and 

more positive support towards asthma sufferers. Colin shared a comparison story between 

asthma and Motor Neuron Disease (MND). He believed that asthma is an invisible but 

pervasive illness, whereas with a MND, death was fast coming.  

Following his few references towards dying with asthma, it was clear that Colin was trying 

to do everything possible to manage his asthma and keep away from death, while in the 

meantime suffering with childhood memories. Although his story had no clear direction and 

various complex ideas were shared, Colin wanted his asthma to go away.  

861 part 6: asthma support groups are useful (but the purpose is more important)   

908 part 7: I want something for asthma to go away    

909 with all my honesty 78 

910  if there is enough medication to make sure I didn’t have any attacks at all.   

913 so that maybe you could have an injection   

914 and then that’s it.   

915 No more tablets 80 

916 no more medication   

917 no more asthma   

921 part 8: asthma needs more visibility and respect (comparison with MND)     

924 when my mother died 84 

925 my brother’s wife 85 

926 died from motor neuron disease   

927 in a very horrible way 86 

928 And   
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929 we had a collection at my mother’s funeral 87 

930 which was split 50 50 between 88 

931 the asthma research UK   

932 and motor neuron disease   

933 so it’s an interesting bit of research 89 

934 that people recognise motor neuron disease 90 

935 as being far more worthy charity than the asthma research   

936 because we had about only a third of the amount donated to the asthma 91 

937 as was to motor neuron disease   

938 And I thought do people understand how widespread asthma is 92 

939 and how serious it is   

940 what affect it can have on lifestyle. 93 

941 The effect of motor neuron disease is much more obvious. 94 

958 So I think perhaps people for motor neuron disease immediately becomes sympathetic 100 

959 because they can see how disabled you are.   

960 Whereas people walking around wouldn’t 101 

961 have no idea that you’ve got asthma at all   

962 so maybe that they don’t donate enough money to asthma research because 102 

963 it’s not visible   

964 when you meet somebody   

965 so a lot more publicity from asthma research if they can afford it 103 

966 To get more money cause the poor chaps 104 

967 who do have the motor neuron disease   

968 it is awful 105 

969 but they die.   

970 people die from the asthma but we have to 106 

971 it’s a condition which is ever pervasive   

986 part 9: asthma illness and suffering with illness need more public awareness   

 

Adam’s story  

Overview 

Adam’s story about his current life with asthma consists of three topics communicated in 

lines 105 to 588.These topics contained 22 story parts, one frame and one return, which was 

told in 188 stanzas and is particularly descriptive. The first topic, discussed in lines 105-327 

was told in 79 stanzas consisting of ten story parts. These ten parts focused on controlling 

the symptoms of asthma with the support of medications, and contained insights about 

wanting new treatments. The second topic, which was discussed in lines 328-436, was told 

in 41 stanzas consisting of five parts, one frame and one return. This relates to Adam’s 

difficult childhood and missed opportunities that he is now trying to accomplish. This topic 
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had a mixture of past and present tenses and the events had no sequential time order nor a 

clear ending. The third topic was discussed in lines 437-588 and was told in 68 stanzas 

consisting of seven story parts with no clear link and direction. Adam shared his perceptions 

of his challenges with asthma and the meaning of what it is like to live with asthma. 

Regarding the purpose in his story, his ideas ranged from wanting new treatments to 

admitting that he wants his asthma to go away. Therefore, some experiences had no sequence 

and clear thematic perspective. Adam’s story  shifted between chaos and restitution, 

although the restitution ideas were not always clear.  

Analysis 

Following the question about his current asthma, Adam in Parts 1 and 2, spoke about his 

medication routine that keeps his asthma under control. Then in Part 3, Adam described the 

process of dealing with his symptoms when they worsen. This process included taking a 

reliever, relaxing and not panicking. Adam then changed the focus of his story and disclosed 

being worried about the lack of information for better asthma treatment. He admitted that 

his medication has not been changed for a long time and that alternative or new treatments 

could work better. However, the reasoning for this change was not clear. In between these 

perspectives, in Parts 5, 6, 8 and 9, Adam in no sequential order reflected on his asthma 

reviews and asthma triggers.  

106 part 1: well controlled with medication, but carry an inhaler    

107 the symptoms are reasonably well controlled 1 

108  because I take 2 

109 Inhalers   

110 morning and evening 3 

116 its reasonably well controlled   

117 but of course you have to carry 7 

118 an inhaler around with you all the time   

123 So it’s been pretty well controlled for the last 15 years   

124 part 2: medications morning and evening  (used to taking pills)   

148 part 3: process when symptoms worsen (listing)   

208 part 4: what is there out there (medications)   

209  the thing that 40 

210  I suppose what worries me the most is   

211  I’m lucky 41 

212 but if I had   

213  you know   

214  more severe asthma   
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215 What is there out there 42 

225 part 5: annual asthma review   

236 part 6: asthma reviews have improved over time   

260 part 7: medications haven’t changed for many years   

261 All the nurse does is to check 53 

262  to see whether the inhalers are out of date   

263  But in terms of the 54 

264 the inhalers   

273 I’ve been taking Ventolin now since the 1980s 57 

274  so that’s 35 years   

275  Doesn’t change much.   

276 part 8: sensitive to environment (trigger)   

295 part 9: allergy to a cat (story fragment)   

310 part 10: could have something that works better (medication)   

311 I’m quite self-aware when it comes to my own condition 71 

319 the pharmacists will ask me once a year 73 

320 whether I’m still happy with the medication that I’m taking   

321  the blood pressure and cholesterol medication 74 

322 but they never asked me about the asthma 75 

323  and I’ve never been offered an alternative inhaler   

324 it works 76 

325  but if I could have something that works better 77 

326  But I don’t know what would that look like 78 

327 I’m not going to grow out any taller or run any faster 79 

 

His story took another turn in lines 328-436, when after asking about his challenges with 

asthma, he jumped to his childhood to tell a distressing experience about not being 

encouraged to take up sports. In response to this stressful frame, Adam disclosed having 

recently learnt to swim and being a regular walker. Assuring that both activities are good for 

his fitness, he then briefly reflected on his other asthma triggers, and then returned to extend 

his previous talk about his childhood experience. In 10 stanzas, he spoke about his frustration 

with being unwell, thus not being able to achieve the things that he wanted, such as holidays 

free of asthma and playing outside with other children. Explaining that his parents were 

protective, he stated that perhaps matters would have been different if he was a ‘normal 

child’. In response to this distressing self-blaming reference, he stated that asthma is his own 

and that he manages things himself. This parenting style might have affected his childhood 

experiences and influenced his adult life in relation to not wanting asthma.  

329 frame different childhood (never encouraged to take up sports)    
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330  I mean asthma is a controlling thing 1 

331  probably when I was younger 2 

332  I   

333 was never encouraged to take up sport 3 

334 so I’ve never learnt to run 4 

335 I can walk 5 

336 but I can’t run   

337 part 1: recently I learnt to swim      

338  And it’s only very recently I’ve learnt to swim 6 

339 I can never get my breathing right swimming 7 

340  so I just   

341  sort of drowning but its   

342  yeah I think the swimming is good for you 8 

343  I feel better for it   

347 part 2: regular walking activity     

348 I’m a regular walker 10 

349  So I enjoy walking 11 

350  And in fact 12 

351  I am a walk leader for healthy walks   

359 I find it helps 15 

366 part 3: travelling (air quality trigger)    

391 part 4: stress is not a trigger    

403 Return to extend to childhood was difficult  (normal child vs. not normal)     

406 I mean   

407 being an asthmatic years 28 

408 there are probably things I haven’t achieved which I would like to have achieved if I 

could remember what they were 

29 

409  it’s more like frustration 30 

410 you know sort of   

411 when I talk about my childhood 31 

412 to my wife   

413 my childhood was completely different to hers   

414 cause I was always ill when we went on holidays 32 

415 for some reason   

416 Or 33 

417 because you ill you didn’t go out to play   

418  Because you were an asthmatic   

419 you didn’t do other boys stuff 34 

420 You know   

421 and probably my parents were more concerned about where I was 35 

422  than they would have been   

423  perhaps with a normal child   

424  And those things carried through 36 
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425 you know   

426  cause I think when I got to university it was a conscious effort 37 

427  to almost   

428  throw off being an asthmatic   

429 Part 5: asthma is my issue, I do everything myself    

430 Doesn’t stop me doing anything 38 

431 I just do it myself 39 

432 Cause once you leave home 40 

434 everyday bonds disappear   

435 it’s my issue 41 

436 I keep it to myself   

 

Later when discussing the usage of inhalers in public, in lines 438-469, besides not wanting 

to use inhaler in public, Adam admitted that he has not openly shared his identity of an 

asthmatic. He recognised that asthma is not stigmatised the way it used to be, and that he has 

had it for most of his life. However, to Adam, asthma was personal. In Part 2, after 

mentioning that he wants his asthma to go away, the conversation then changed to learning 

about the ‘does and don’ts’ with asthma. After listing aspects such as avoiding smoking and 

polluted environments, Adam in Part 4, returned to his first topic and emphasised wanting 

his medication to change. However, this time it was related to the design of asthma inhaler. 

Having to carry inhalers was a topic raised at the start of his story, and only now it became 

clearer that he was conscious of being an asthmatic. After admitting that living with asthma 

is fearful, panic provoking and hard to deal with, especially when his symptoms worsen, 

Adam self-labelled himself as a person with asthma. Adam ended his story with hypothetical 

reference about not having asthma, then blaming that he never had that chance. Only towards 

the end of his story it became clearer, that Adam is not happy with asthma. He wanted his 

asthma to go away. He was not happy about his missed childhood opportunities even though 

he was successfully managing his current life. He was conscious of asthma’s presence in his 

life and believed that his life was structured around asthma. This has made his life 

challenging.  

438 part 1: haven’t told many people that I have asthma, its mine    

439 I wouldn’t do it in public 1 

441 I wouldn’t draw   

442 attention to myself.   

445  and probably majority of people 5 

446 that know me wouldn’t know I was asthmatic   

447 Cause I wouldn’t share it with them   6 
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448  it’s only recently 7 

449 that I’ve become   

450 more sharing with other people   

451 perhaps that I’m 8 

452 sort of   

453 have asthma   

460 And I suppose I just got to the stage where 12 

462  you’ve gotta grow up 13 

463 I’ve had it for 60 years 14 

464 it’s not a stigma 15 

468  I haven’t told many people 17 

469  It’s mine 18 

470 part 2: it won’t go away, I need to control it    

471  It would be nice if it went away 19 

472  but it’s not going to.   

473 So all I’ve got to do 20 

474 is to do my best to   

475 control it   

476 part 3: education around the does and don’ts is important    

496 part 4: would like my medication to change (to be less intrusive)   

497 The reason I want self-education is to improve self-awareness 31 

498 To improve the individual 32 

499 ability to take control   

502 one of the things that 34 

503 is not happening   

504  is the way that medication is delivered   

505 is not designed for the individual   

506 So from my perspective 35 

507 If somebody changed   

508 the design of the inhaler   

509 so for my condition 36 

510 it was like a lipstick   

511 Like an atomiser 37 

512 that could dispense 20 doses   

513  that could slip into my pocket   

514 and be completely unobtrusive   

515 But at the moment 38 

516 I’m still carrying around something which is two or three inches long but   

522 People don’t often disclose 41 

523 so they could just keep it in their sleeve   

525  But that’s a frustration 43 

526 is when it comes back down to it   

527  my actual 44 

528 treatment   

529 or medication has changed very little in the last 30 years   

530 part 5: you live with fear of symptoms unpredictably worsening    
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544 I mean one of the things is sort of 49 

545 one of the things I suppose you live with is   

546 is the fear   

547  that you know   

548  most days I don’t think about it 50 

549 but there will be some days   

550 When something   

551 you feel tightness, you think, you know 51 

552  the condition it might be worsening   

553 and it’s a potential to panic 52 

554 Which is the hardest thing to deal with   

555 And I think probably for majority people with asthma 53 

556 it is that panic   

557 that over reaction   

558 because it’s just makes everything worse.   

559 part 6: disabled description, I stopped fighting it, I am a person with asthma    

560 I’ve been thinking about it for a while 54 

561 and it’s how you describe yourself because   

567 

and I think that then has a whole range of psychological and other collocations with how 

you see yourself 58 

568 And how you actually then living with that part of your personality   

569 or the part of you which describes yourself as an asthmatic   

570 and probably that it is 59 

571 that I’m a person with asthma   

572 and that’s what you got to live with 60 

573 I stopped fighting it 61 

574 part 7: hypothetical (not wanting asthma)   

575 it was interesting that 62 

576  Louise Hamilton’s brother has got cystic fibrosis   

577  and he said that   

578  for one day he would like to be without cystic fibrosis 63 

579 but then going back to being a person with cystic fibrosis   

580 and I suppose we would all like that 64 

581  that for one day you would like to experience what it would have been like   

582 if you haven’t been asthmatic   

583 because you never had that chance 65 

584  because it’s been with you for such a long time 66 

585 but it’s the first thing you think about when you get up   

586 and it’s the last thing you treat before you going to sleep   

587 So it’s with you all the time 67 

588 You might not think about it all the time 68 

 

5.3.2.2.3 Accepting circumstances as they are  

This sub-category of the current challenging life with asthma consists of two stories. 

Structurally these two stories differed in length and description, however, contextually, both 
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shared commonalities in relation to medication taking. Interestingly, both Violet and Emma 

shared similar experiences and perceptions about using inhalers in public and agreed that 

this experience can be stigmatised. Both stories had elements of chaos narrative. Both Violet 

and Emma focused on their current challenging experiences. However, regarding the 

purpose in their stories, both Violet and Emma have accepted their difficulties, but also 

expressed a willingness to not give up. Violet’s story was far more descriptive and had an 

incoherent structure. Whereas, Emma’s story was partially coherent.  

5.3.2.2.3.1 Partially Coherent  

Emma’s story  

Overview 

Emma’s story about her current living with asthma consists of two topics communicated in 

lines 186 to 402. One topic, discussed in lines 186-234 was told in 22 stanzas, consisting of 

three short story parts. All of these story parts focused on co-morbidities and medication 

taking. This topic is made up of elements of chaos story; the events had no clear sequence, 

and instead they were listed without reflection. The second topic, which was discussed in 

lines 237-402, was told in 55 stanzas. The focus of this topic was on the challenging 

experiences living with asthma and other illnesses. This topic consists of seven parts, one 

frame, and one return to a frame that has provided a partially coherent structure to her story. 

The purpose in Emma’s story  related to wanting a better care plan for all her illnesses, not 

just asthma.  

Analysis 

Emma’s story about her current living with asthma started abruptly with a list of other 

illnesses she experiences, some of which were particularly severe and life interfering. After 

listing them in 9 stanzas, Emma shifted the conversation to tell a short story about how the 

anti-inflammatory medication she takes has affected her asthma for the worse. Leaving Part 

2 with no resolution to her story, she then, after being asked about her medication routine, 

defined it as having ‘a pile of packets’ for different times of the day.  

186 Theme 2. Co-morbidities and a pile of medications    

187 part 1: current co-morbidities     

188 I’ve got eczema 1 

189 hay fever 2 

190 I am anaphylactic 3 
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191 I have a lot of allergies. 4 

192 I’ve got osteoporosis 5 

193 and lumbar and cervical spondylosis 6 

194 I’ve also had a breast cancer. 7 

195 How long have I have them? 8 

196 with the   

197 osteoporosis   

198 and the lumbar and cervical spondylosis   

199 have come on over the last two to three years   

200 And I’m on medication for some 9 

201 part 2: medication for pain conflicted with asthma    

202 my dermatologist sent me to a physio therapist 10 

203 Because as a physio therapist he said he couldn’t work with me   

204 because I was in too much pain 11 

205  he said I had to go to a doctor 12 

206  he wrote a referral to my doctor   

210  But he only prescribed 13 

211 an anti-inflammatory   

212 which I knew I shouldn’t be taking because of my asthma 14 

213 but he said oh it will be alright 15 

214 just see how you get on   

215  And so I started taking it 16 

216 and it has actually helped the pain   

217 but I think   

218 it has conflicted with the asthma.   

219 Because since I’ve been on it 17 

220 which is   

221 started last September   

222 my asthma has been worse   

223 And nobody has ever 18 

224 suggested any   

225 relation with the asthma.   

226 It is never come into conversation. 19 

227 part 3: medication routine (pile of packets)   

230 I just   

231 got a pile of the packets so I take them out 22 

232 in the appropriate time and take them   

 

After asking about her life with asthma, she provided examples of restricted activities and 

admitted that asthma controls her life and tells her what to do. Emma stated that she does 
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not go anywhere without her reliever inhaler. She then admitted that she has adapted to this 

lifestyle, but strongly believes that her asthma manages her. 

237 Theme 3. Asthma tells me what to do   

238 FRAME  asthma tells me what to do    

239 the asthma stops me doing 1 

240 several things I’d like to do like   

241 go on you know 2 

242 Walks   

243 and you know   

244 if I run upstairs 3 

245 well I had to try not to run upstairs for something I’ve forgotten   

246 because I know it’s going to trigger   

247 asthma so   

248 I have to be careful when I do 4 

249 not do anything too strenuous   

250 making sure my 5 

251  blue inhaler is close to hand.   

252 I never go out without it 6 

253 never.   

254 I think I’ve adapted. 7 

255 I thought I was managing the asthma 8 

256 but in fact   

257 the asthma manages me   

258 in as much as   

259 it tells me what 9 

260 what I can’t do   

261 So   

262 I mean just like 10 

263 I can’t eat certain things because I’m highly allergic   

264 I also know 11 

265 that I can’t do certain things because of my asthma.   

266 So in that respect it’s managing me. 12 

267 Because it’s preventing me doing some things I would like to do.   

 

Her story shifted and began to focus on medications. Good and bad days were measured 

through the scope of her medication usage. Stating that there are activities that she cannot 

do, she  then illustrated this idea with a story in lines 282-304. Admitting that she has to 

mind her grandchild, the essence of that story was related to being embarrassed about 

struggling to breathe and use inhalers in public.  In Part 4, she  elaborated on this idea and 

disclosed that she was raised to not ‘make a show of herself’. Reflecting back on her 
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childhood story suggested that perhaps being raised to ‘not make a fuss’, resulted in Emma  

not proactively seeking help for her asthma. This was partially confirmed in Part 6 in lines 

336-380, where Emma spoke about her GP practice not providing the support that she 

requires. Emma wanted to be looked at as ‘a whole’ for all her illnesses and medications. 

Part 6 had several new starts and unclear ends. This suggested that she is experiencing chaos. 

However, believing that her struggle with asthma is unlikely to change, she has accepted 

these restrictions. Then in lines 391-402 she ended her story by accepting the challenging 

and chaotic life with asthma which seemed as a progression to restitution. Believing that her 

difficulties will not change, she has accepted being controlled by asthma.  

 

268 Part 1: Good and bad days with asthma   

269 a good day would be only having to use the blue inhaler once 13 

270 maybe when I got up in the  morning.   

271 a bad day would be having it in my back pocket at all times 14 

272 because I would never know   

273 when I would need it   

274 and that could be 15 

275 it could be hourly.   

276 part 2: restrictions (vague)   

277 there are things I can’t do 16 

278 there’s things I can’t do   

279 or I have to be careful doing 17 

282 part 3: minding my grandchildren (strenuous activity) (story)    

283  I’ve started minding my 18 

284 grandchildren.   

285 And   

286 it’s silly things like 19 

287 if I take my grandson shopping   

288  and I need to lift him into the   

289 shopping trolley   

290 He’s quite heavy 20 

291 and that is quite strenuous   

292 and that my trigger   

293  the breathless attacks   

294 so before I start pushing the shopping trolley as we get into the shop 21 

295 I have to use the blue inhaler   

296 to be able to push the shopping trolley.   

297 And I’m on medications 22 

298 people have actually seen me struggling   
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299 to get him in and out of the trolley,   

300 and they rushed off to help me which is very kind. 23 

301 Very embarrassing for me 24 

302 but you know, kind of them   

303 so they see I’m struggling and starting 25 

304 struggle to breathe   

305 part 4: not making a show of myself  

(discrete inhaler usage in public)  

  

306 I feel embarrassed doing it. [using inhaler in public] 26 

307 I try and do it as discretely as possible. 27 

308 I don’t know why I feel embarrassed but I do.   

309 I know it’s common, I know lots of people have them   

310 But I suppose I was always brought up not to 28 

311 make a show of myself   

312 And I would think I was   

313 it’s not quite right to do it   

314 other than discretely I feel   

317 It’s what you brought up to do 30 

318 you don’t make a fuss.   

319 part 5: travelling with asthma (brings on the attack)   

336 part 6: look at me as a whole (want more GP input) chaos    

337 Certainly going to have more 35 

338 Input   

339 from my GP surgery   

340 from their doctor   

341 I would like more   

342 more interest shown   

343 In my shoes 36 

344 as they say.   

345 I know they are very busy surgery 37 

346 but you know I do have quite a lot of   

347 medical issues   

348 But   

349 nobody at any time says 38 

350 Right   

351 let’s sit down and look at this as a whole   

352 you know   

353 this medication, this medication, this medication   

354 you’ve got asthma, you’ve got this, you’ve got that.   

355 I’d like somebody to sit down and look at me   

356 as a whole   

357 but that doesn’t happen.   

358 It just doesn’t happen.   
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359 I suppose 39 

360 the attitude of the GP surgery is driven by their own   

361 staffing needs and   

362 I mean we hear so much about 40 

363 there’s not enough GPs so   

364 I suppose   

365 they just haven’t got the funding to have the asthma nurses or time   

366  or time   

367 because they haven’t got enough GPs   

368 I just like there to be 41 

369 somebody somewhere   

370 if there’s a respiratory department at the hospital 42 

371 to call me and to say   

372 Right   

373 let’s have a look at you as a whole 43 

374 all the medications you take,   

375 all the medical issues you have   

376 and see if we can   

377 put together a better plan for your care   

378 That is what I would like.   

379 But it’s not going to happen 44 

380 I know.   

381 part 7: things I would like to do, but at the moment I can’t    

382 I’d like to choose to be able to exercise more to actually 45 

383 go to a gym 46 

384 go on walks. 47 

385 I’d like to be able to do that   

386 but at the moment I know I can’t 48 

387 So   

388 I just accept when I can’t 49 

389 But   

390 I would like to do that.   

391 RETURN TO FRAME asthma tells me what to do    

392 It’s   

393 Limiting   

394 it limits what you can do. 50 

395 You can learn to live with it 51 

396 But   

397 I think I should tell myself 52 

398 don’t kid myself that 53 

399 I’m managing the asthma because in fact it’s managing my life 54 

401 but it only because I manage my lifestyle appropriately   

402 and there’s things I would like to do that I can't do because of my asthma. 55 
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5.3.2.2.3.2 Incoherent  

Violet’s story 

Overview 

Violet’s story was told in two incoherent topics. One related to medication taking for her 

unstable asthma.  The second topic related to the stigma with using inhalers in public. 

Thematically, both broad themes were related to one another and focused on the medication 

taking role. Structurally, her story was told in 22 parts and 145 stanzas, without a clear 

beginning and ending. Events were often non-sequential and had jumps. Her story was 

mostly chaotic, and life was understood through the context of medication taking. Events 

were mostly told in the immediacy, with no obvious sense of purpose, she accepted things 

as they were. However, towards the end of her story there were a few insights related to 

restitution that suggested Violet’s willingness not to give up. Therefore, her story was 

categorised under a challenging life with a purpose.  

Analysis 

Violet’s story about her current life with asthma had no frame. Instead, in the first eight 

stanzas, she began with a description about her medications. Having identified taking two 

inhalers, from line 40 her focus moved onto an asthma reliever (i.e. Ventolin). Ventolin had 

an important role for providing relief from Violet’s symptoms.. Violet admitted that her 

asthma can ‘come out of nowhere’ and lately has been ‘playing up’. Her strategy was to 

carry Ventolin and instruct her partner and family members about what to do in an 

emergency.  

28 Theme 2: Now, is about taking medications and managing unstable asthma    

29 part 1: two inhalers (asthma treatment)  non-narrative   

30 I have two inhalers. 1 

34 Ventolin and   

35 Fostair   

37 the Fostair is taking two puffs twice daily. 4 

39 that is like a preventer 6 

40 The Ventolin is two doses as needed 7 

41 that’s when my asthma is playing up 8 

42 And it gives an instant relief   

43 part 2: last two weeks (asthma playing up)    
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44 I don’t know what triggers it 9 

45 But the last three weeks the asthma has been playing up 10 

48 part 3: asthma is unstable (importance of emergency inhaler)    

49 It just comes out of nowhere 13 

50 I have instructed my partner on what to do 14 

51 if I am coughing so much and I can’t manage to get the inhalers 15 

58 The Ventolin   

59 that’s the emergency one   

60 I carry that at all times. 17 

61 part 4: importance of emergency inhaler    

62 None of my children or my family live here in Portsmouth 18 

66 and I always tell them this is my emergency inhaler 20 

67 so that they know what to do. 21 

68 part 5: when symptoms come I take inhaler    

70 I’m breathless and I’m coughing   

72 and I suddenly realise it's asthma. 24 

73 that’s when I take the inhaler 25 

74 part 6: asthma triggers    

75 It could be weather changes 26 

76 I used to smoke 27 

77 And my parents smoked 28 

81 But if I go now near people smoking that would trigger my cough 30 

 

These experiences were discussed in six non-narrative and non-sequential parts told in 32 

stanzas. Then Violet made several jumps to her childhood, which she compared to her 

current circumstances. These jumps were made in Parts 7 and 9, with a return in lines 154-

159. After recognising that her asthma has worsened in the remaining four parts from Part 

10 to Part 13, she  discussed nuances of her inhalers in three different contexts.  

The first context, related to the importance of her friends knowing about her inhaler (in 

stanzas 54-57). The second context related to her asthma nurse checking her inhaler 

technique (in stanzas 58-64).The last context related to her good and bad days with asthma, 

which she assessed through the dosage she needed from the inhaler (in stanzas 65-71). 

Fostair and Ventolin were inseparable from her social and personal life.  

123 part 10: others know about asthma inhaler (instructed)   

125 People I go out with now know that I have an inhaler 55 

128 I mean I always speak about inhaler 57 

130 part 11: the asthma nurse    

135 part 12: asthma inhaler instruction    
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136 I was instructed very well 62 

139 It is easy and if you use it correctly it works 64 

140 part 13: good and bad day with asthma (taking medications differently)   

141 A good day with asthma is taking my inhaler 65 

142 my Fostair inhaler on a morning   

143 Two puffs and hope I can manage it throughout the day 66 

146 On a bad day 68 

147 I know when it’s about 69 

148 I take the Fostair   

149 and sometimes a couple of times during the day 70 

150 I have to take the Ventolin   

152 If it gets any worse 71 

153 I am instructed to contact the asthma nurse or the doctor   

 

However, her story took another turn, when she returned to her childhood and admitted 

having to adapt her life due to asthma.  

154 Return to childhood asthma   Prompted return    

155 It did as a child, yes [had difficulties with asthma] 72 

156 As a child because I was undiagnosed 73 

157 I couldn’t run or 74 

159 but I would have to stop because I was coughing so much 75 

160 Now 76 

164  I adapt my life 76 

165 Most of the time I lead a totally normal life. 77 

 

After disclosing about the impact of asthma, she opened up about the stigmatising 

perceptions received from the public. Using an inhaler in public was associated with 

appearing ‘weird’ and a ‘druggie’. Interestingly, she believed that her family had similar 

ideas.  

166 Theme 3: Using in inhaler in public is stigmatised   

167 part 1: asthma interferes with daily life    

175 part 2: travel (public use of inhaler)    

181 part 3: public use of inhaler    

182 sometimes they look at you 10 

183 as you are weird   

184 when you are in 11 

185 and you are picking your inhaler 12 

190 part 4: public use of inhaler (they think you’re a druggie)    

191 it would help if they knew a bit more 15 
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192 They think you are ‘druggie’ 16 

199 I just use it discretely and get on with it. 21 

200 part 5: family knows of my asthma   

201 I do tell them  [to family]  22 

203 but they are aware that I have it   

204 and that I must use the inhaler if anything goes wrong. 24 

206 They think I am a bit weird but then never mind 26 

 

Leaving her story unfinished, she has then introduced another ‘take’ about the lack of 

awareness with the dangers of asthma and the issue of smoking.  

207 part 6: more awareness (asthma can kill)    

208 I think people should be made more aware of the danger of asthma 27 

209 People think   

210 oh gosh she’s having a cold cough 28 

212 They don’t realise that it is 30 

213 it can lead to death if it all goes wrong, can’t it? 31 

218 like being there with somebody who smokes   

219 and I just say sorry got to move 34 

223 part 7: smoking now (get on with it)   

224 But now as people are smoking 36 

225 well they do smoke out in the street 37 

226 but   

227 I just deal with it 38 

228 and get on and deal with it really   

229 part 8: asthma impact on physical activity   

230 I can’t walk fast 39 

231 I’ve given up cycling 40 

232 I drive now 41 

233 But I do go out 42 

234 I can’t walk very fast   

235 but I do go out walking   

236 because I think you’ve got to keep attempting things 43 

237 you can’t just accept that you can’t do this anymore 44 

248 because you can’t let anything beat you.   

249 part 9: public inhaler usage (people look)    

250 I just think people should be made more aware of asthma 52 

254 they look at you as if you are weird one using the inhaler in a shop   

255 you know.   

256 But no, no 54 

257 It’s   

258 no its fine. 55 

259 Sometimes when I start coughing in the shop 56 

261 people would come forward with their inhaler in their hand and say 57 
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262 do you need this?   

263 Which is very good 58 

264 they’re recognising a fellow sufferer 59 

269 But people generally aren’t aware of what to do 62 

270 if something happens when you’ve got asthma   

272 Perhaps the public should be made aware of what to do. 63 

273 the public should be made more aware of it.   

276 it happens without warning 64 

277  and people look at you as if you are a bit weird sometimes 65 

278 and you try and hide when your coughing 66 

279 and you’re trying to get this inhaler out 67 

280  and they’re looking at you as if you’re a bit crackers 68 

281 but anyway.   

282 Bit stupid   

283 but anyway   

 

After listing a range of non-sequential experiences and ideas about living with asthma, 

Violet, in 13 stanzas in Part 8 admitted that asthma has changed her life and limited her 

physical wellbeing. However, she had no intention of giving up and accepting that she can 

no longer do things. Having revealed a sense a purpose in her story with asthma, she hoped 

for an increased awareness of asthma from the public. Although, there were some restitution 

ideas in her story, this was a chaotic story about the importance of asthma medication and 

limited tolerance for the sufferers using asthma inhalers. Her story ended in frustration with 

no resolution suggesting that circumstances may be unlikely to change and there is nothing 

left, but accepting things as they are.  

 

5.3.3 Not Challenging Life  

This theme was about a non-challenging life with asthma. It includes two stories of James 

and Mary. They both experienced a challenging past, but now they have dealt with these 

issues, their asthma was not a disruption. They were both positive about their quality of life 

and their wellbeing. They both have achieved restitution, and asthma was only a part of other 

life experiences.  

5.3.3.1 With Purpose  

5.3.3.1.1 A better life with asthma  
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This sub-category consists of James’s story, which contains elements of both restitution and 

quest. James had a purpose, he wanted to maintain a stable life with asthma.  

5.3.3.1.1.1 Partially Coherent  

James’s story  

Overview  

James’s story about his current living with asthma was a partially coherent story structured 

into three topics told in lines 52-576 communicated in 199 stanzas. It is a particularly 

descriptive story consisting of of 22 parts, one frame at the start, and seven returns. The first 

topic communicated in lines 52-406 consisted of a conversation about how his asthma has 

improved and that he is enjoying great stability. The second topic is about the embarrassment 

associated with asthma and how it has changed over the years. The last topic relates to 

James’s perceptions and suggestions about accepting asthma and dealing with it. Although 

some experiences were listed without reflection, he wanted to share his asthma journey about 

his struggles and successes. He had an intention to inspire and encourage others to hear his 

story and seek ways to improve their asthma. His story contained elements of restitution and 

quest.  

Analysis  

His story is particularly descriptive; therefore, the parts that only communicate the essence 

of his story were shared. After stating that his chest condition is very stable, he listed the 

reasons why and how his asthma has improved. Most of his reasons were listed in the first 

six story parts and included nasal surgeries for rhinitis, asthma medications, exercising in a 

gym, and support from an asthma nurse. While all of these have contributed in improving 

his asthma, exercising has helped the most. 

52 Theme 2. At the moment I enjoy a great stability    

53 frame to current state of chest condition    

54 My chest condition now is very stable 1 

55 part 1: reasons for improvement (had nasal operations)    

56 And the reasons for that are over many years from the 50s 2 

57 to the like middle 70s   

58 I had operations on my nose because of chronic allergic rhinitis 3 

59 And deflected septum   

60 This rhinitis went like hay fever   

61 And   
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62 asthma very closely related   

63 so that was medicated as best as they could 4 

64 part 2: reasons for improvement (preventer medication)    

68 I just take the preventer and used to use Salbutamol   

69 if when needed   

70 part 3: reasons for improvement (exercising in gym)    

71 But my stability of my chest condition has greatly improved in as much 6 

72 over the last two years I use the gym 7 

73 And that   

74 I did it because of my knee 8 

75 as I had a knee replacement   

76 I got stability in my leg   

77 I can walk   

78 And then 9 

79 few months ago   

80 I looked and thought   

81 good god   

82 this also using this gym   

83 is also   

84 the cardio-vascular sort of input   

85 this also has improved my chest condition 10 

86 where it is very very rare.   

87 And to have this tightness and the wheezing   

88 I put this down to using the gym   

89  and the exercise   

90 part 4: there is a great stability now (surprised, given older age)   

91 and I think as I’ve got older 11 

92 there’s greater stability in the condition more than I thought 12 

93 I thought as one gets older   

94 you gonna experience more damage   

95 and difficulties   

96 but at the moment I’m quite happy 13 

97 I’m moderly surprised.   

98 part 5: current medications    

108 Return to extend part 5: last Ventolin use    

109 About three weeks ago 16 

110 I just had two puffs because I had a cold 17 

115 part 6: asthma nurse (advice and guidance on medications)   

128 Return to part 5, 6 (medication usefulness) reasons for improvement    

138 I mean I can’t say for definite but the preventer that I’m taking 26 

139 I’m sure has that affect   

140 Because I wouldn’t say it that my asthma is on decline 27 

141 its stable   
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142 But I have to have faith in the medication that I’m taking 28 

 

James admitted that he is happy and surprised in having great stability with his asthma in his 

older age. In Parts 7-10, which included two returns in lines 143-300, James reflected on a 

few of his concerns. For example, he fears that his symptoms may worsen; he is also 

concerned with various asthma triggers and co-morbidities, and lastly, medication changes.  

143 part 7: symptoms worsening (threat to great stability)    

144 Because of I am enjoying a period of great stability chest wise 29 

145 I take this as a great   

146 and at the moment 30 

147 I am free from this tightness   

148 when I get tight chested 31 

149 and I wheeze more than perhaps I would do normally   

150 or you start to wheeze   

151 then I’m thinking 32 

152 ay ay I’ve got   

153  this is asthma coming on   

154 or as a result of a cold   

155 and then I up the medication from Ventolin point of view. 33 

156 part 8: asthma triggers   

172 Return to extend part 1 rhinitis co-morbidity is stable    

184 part 9: co-morbidities and medication routine (the programme)     

185 well I’ve got   

186 I’ve got a wonky knee 50 

187 that’s gonna have to be replaced   

189 I have got blood pressure 51 

190 And in two days at the night 52 

191 I have must taken three pills because of my hypertension   

192 was difficult to manage   

198 And also when I had my last my well men check 54 

199 although my cholesterol was within a normal range   

200 it’s very fashionable to ‘dishate’ statins at the most GPs 55 

203 my cholesterol wasn’t that high   

204 I take a statin a Candesartan 57 

205 for the hypertension   

208 Well obviously the Clenil I take two puffs in the morning two in the evening 

before I go to bed. 

58 

209 Candesartan for the hypertension   

210 I take one tablet when I get up in the morning    

211 and the statin  59 

212 or Atrostatin   
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213 whatever it’s called   

218 that’s continuous 60 

219 so it’s easy to follow 61 

220 follow the requirements   

221 the programme   

222 and I’ve got a kit at home  62 

223 where I take my hypertensials  63 

224 and my blood pressure readings in the morning  64 

229 But to a distress I’m not a hypochondriac 65 

230 you know   

231 seems rather eccentric way to    

232 manage your affairs    

234 it’s just I like to see what’s going on. 66 

235 Return to extend part 6: asthma annual review (support) medication 

change 

  

250 Now  72 

251 when she just switched to the Clenil    

253 it’s just a preventer 73 

254 there’s no relief 74 

255 reliever content in there.   

270 part 10: concern with medication (small alcohol content)   

273 and I think it was one before Clenil 84 

274 I noticed looking at it 85 

275  it was something   

276 there was an alcohol content 86 

277 obviously very very very small dose   

287 I said I wonder would it have affect on me    

288 and she reassured me   

289 and said no    

290 but it’s something I did challenge with her   

 

In parts 11-14, and a return, James shifted his story to his previous focus and discussed the 

reasons why his asthma and wellbeing has improved. It ranged from not being afraid to ask 

for advice, sharing his concerns with doctors to undertaking different breathing techniques. 

However, the main reason for his asthma improvement was exercising. Whilst trying to 

improve his other conditions, his asthma and his general health have improved.   

301 part 11: communication with professionals (not afraid to ask)    

321 part 12: exercise for better breathing    

328 part 13: support from a pharmacist (not needed)   

338 return to part 3 exercising improved life quality and wellbeing    
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341 I wasn’t really aware of  109 

342 because I was looking for improvements in my knee   

343 What I noticed 110 

344 I lost weight and 111 

348 also had stability in the knees 112 

349 It’s still painful   

350 and also I had a terrible pain in the groin cause my knee was pushing it 113 

351 well that went   

352 I’ve noticed my blood pressure was normal 114 

353 and then it took me   

354 I was concentrating on knees affect   

355 and then as I said it was quite few months  115 

357 goodness my respiratory condition  116 

358 It went   

359 it was very mild   

360 and I’m thinking is something I never was   

361 I wasn’t aware of it    

368 I’m totally convinced my quality of life  117 

369 is first class due to my little exercise programme.    

370 part 14: keeping the activity levels up    

371 I do ride the bicycle as well to the gym 118 

378 I wish I perhaps done it years ago  120 

379 I go four times a week. 121 

386 part 15: good and bad days    

387 a good day is when I can sort of can do a deep breathing 124 

390 Without tightness or wheeze   

391 And bad days is obviously  126 

392 is obviously torturous   

393 and lots of tendency to wheeze   

394 when you speak    

395 you can feel it sort of at the top of the chest 127 

397 part 16: asthma triggers (dusts, feathers)   

 

After briefly comparing his good and bad days with asthma, James moved on to discuss his 

experiences about the embarrassment associated with asthma. This topic was covered in lines 

407-514 and told in 41 stanzas consisting of five parts and two returns. In the first 4 parts, 

James stated that he is not embarrassed to use inhalers in public and that he stopped hiding 

his asthma. In his youth, however, he remembered being embarrassed by asthma. He then 

extended this experience in lines 443-473 and told a story about a doctor who did James’s 

first nasal operation and was excellent in helping him get his confidence back.  
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Then in lines 475-514, he returned to discuss his experiences relating to the first topic and 

admitted being particularly happy and confident with his current asthma situation. Although 

he was concerned that his wellbeing might deteriorate, he believed that exercising, nasal 

operations, the correct inhaler technique and positivity can maintain this stability. In his 

childhood, James found asthma  challenging, whereas now, asthma does not restrict him. He 

has accepted the illness and learnt to cope with it. 

407 Theme 3. asthma embarrassment has changed since then and now    

408 part 1: not embarrassed to use inhaler in public   

430 part 2: I don’t hide asthma anymore   

431 I sit and tell my wife 11 

432 And when I first met her 12 

433 I told her I was an asthmatic    

434 I don’t know   

435 from the last April 13 

436  I’ve not tried to hide it   

437 part 3: embarrassment in younger age    

438 I think when you’re younger 14 

439 there’s a slight embarrassment   

440 when you first try with  15 

441 young ladies    

442 and you’re prone to wheeze 16 

443 part 4: story fragment (nasal surgery helped with confidence)   

444 And I must tell the story that 17 

445 I once went to see a throat consultant   

446 a wonderful man in the 60s   

447 and did my first nasal operation    

448 cause my nose was blocked    

449 so terrible with a chronic rhinitis   

450 And he did say   

451 I did say to him   

452 look I’m a young man starting off in life   

453 I said I like to play football   

454 I like to have fun    

455 and I said I like to meet the young ladies    

456 but the fact is I said   

457 with the wheezy chest and acutely blocked up nose   

458 It really is restricting my ability to   

459 you know be brave and look for a mate    

460 And he saying that   

461 Mr A    

462 very very eminent man   
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463 he saying that highly amusing   

464 and    

465 oh you wonderful young man   

466 he said   

467 obviously we’ll sort you out   

468  And so then, you know   

469 I had the nasal operation which helped me considerably    

470 and    

471 set me on the path   

472 you know   

473 to sort of go chasing the young ladies    

475 return to part 4 stable asthma (surprised, waiting for bubble to burst)   

476 at this moment in time  18 

477 I’m more than happy with the condition   

478 and the stability of the condition    

479 What I tend to think was probably 19 

480 oh I’ll become a real wheezy poorly old man as I get older  20 

481  but at the moment I’m full of confidence 21 

482 and I’m sometimes thinking  22 

483 and I’m waiting for the bubble to burst 23 

484 and think to myself   

485 Crikey   

486 its gonna deteriorate 24 

487 I can’t feel this good at my age 25 

488 For many years to come.    

489 But I hope that’s wrong 26 

490 I hope I do    

491 Return to emphasise reasons for improvement    

497 part 17: asthma doesn’t restrict me    

498 I think it’s just an inconvenience 32 

500 but as a child or younger person 33 

503 it was confidence draining   

506 As an older person 36 

509 and I don’t even think of it as inconvenience 37 

510 I’ve got the condition 38 

511 I accept the condition 39 

512 it doesn’t restrict me. 40 

513 In anything I want to do    

514 and I know that I have to take the medication to keep it away.  41 

 

Lastly, he offered advice about accepting asthma, even if it is challenging, rather than hiding 

behind it or feeling sorry for yourself. He continued by suggesting that it is important to get 
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an accurate diagnosis, learn about it and find ways to maintain stability. In James’s case, 

exercising has changed his look on asthma and therefore, he decided to not hide behind 

asthma and instead accept it as part of his life.  

515 Theme 4. It’s important to accept asthma and deal with it    

516 part 1: it’s important to face the asthma and accept it (advice)   

517 And finally   

518 I would just want to say that 1 

519 it’s no good putting a condition in denial 2 

520 some people try to hide behind it   

521 and you have to face it   

522 it’s a fact of life 3 

523 and it can be debilitating   

540 but don’t hide behind it 13 

541 and feel sorry to the self.    

542 part 2: it’s important to face the asthma, diagnose it, learn about it and 

control it (advice)  

  

 

5.3.3.2 With no Purpose  

5.3.3.2.1 Accepting circumstances as they are  

This sub-category contains one restitution story about living with asthma with no challenges 

and accepting circumstances as they are.  

5.3.3.2.1.1 Coherent  

Mary’s story 

Overview  

Mary’s story about the current living with asthma was a coherent story structured into one 

topic. It was told in lines 49-277, communicated in 80 stanzas and was mainly about her 

experiences with various triggers with the emphasis that her asthma is well managed. Despite 

a few triggers, her life was not challenging, instead, she has accepted that her asthma is well 

managed, and therefore, there was no reason for a change. Her story is an example of 

restitution illness narrative; at first life with asthma was bad, but now life is good again. 

Structurally, her story had several nuances. It included two frames, two jumps to her past, 

six returns, some of which were returns to frames, and in total had 12 parts. Her story had a 

clear beginning and ending, and the events were mostly sequential and had resolution.  
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Analysis  

After asking about her current situation with asthma, she started and ended her entire story 

with a frame in lines 50-51, 76-78 and 273-277. The frame was about her current life being 

normal and ‘not too bad’. This perspective about her life was noted throughout her entire 

story.  

50 frame to current asthma (its not bad at all)   

51 at the moment its not too bad at all   

76 Return to frame to current asthma (not too bad)   

77 On the whole 11 

78 generally I think it’s not too bad.   

273 Return to frame (now life is normal)    

274 but now 80 

275 to be honest   

276 I am okay   

277 Life is pretty normal   

 

When discussing her current life with asthma, in Part 1, Part 5 and Part 10, Mary talked 

about how cats, dogs, sometimes grass, running for a bus, alcohol and smoking causes her 

asthma to react. However, she admitted that with medication her asthma attacks have 

decreased and that it does not worry her. Informing that she does not need an asthma action 

plan because she knows her medications well, Mary admitted that her asthma nurse is 

supportive and guides her asthma treatment.  

52 part 1: asthma triggers (with medications it’s all fine)   

53 I mean I know if I walk 1 

57 it’s about 300 yards I suppose   

58 and I’m out of breath but not overly gasping 3 

59 and once I stand still its fine 4 

60 but I have had this last year 5 

61 My daughter has got a cat 6 

62 she doesn’t live with me she lives away   

63 and we stayed with them at Christmas   

64 and it did affect me quite badly   

65 luckily I knew it was going to 7 

66 because we had a weekend with them before   

67 and my asthma nurse gave me to take steroids just over the 

Christmas period 

8 

68 and they certainly helped   

72 So really its   
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73 Sometimes 9 

74  if people are cutting grass   

75 and I get too close that’s when I get a bit wheezy 10 

79 part 2: medications every morning and night (less attacks)   

80 At the moment I take 12 

81 its Salbutamol twice a day morning and night   

82 and Ventolin when I need to. 13 

83 that was about a week ago 14 

84 when I had to run for a bus   

85 I was a bit breathless when I got there   

86 but in the general day when I’m not doing anything extra physical 15 

87 I don’t need the Ventolin.   

88 I mean since I’ve been having it [Salbutamol] 16 

89 the attacks have been a lot less   

95 part 3: peak flow is low, but it doesn’t bother me, had it all life    

103 part 4: asthma action plan not needed, I know what to do   

111 part 5: asthma triggers (avoiding contact) and its fine    

113 I know straight away because my breathing just gets more difficult.   

114 A lot of things   

115 a lot of animals with fur 27 

116 anything with fur   

117 brings it on   

120  some types of dogs or cats don’t affect me quite as much as others 28 

121 I think it depends on their fur but I know I’m in the room with a cat 

or a dog even if I can’t see them 

  

123 The other thing that can cause problems is pollen 29 

124 in season when their obviously blooms are out   

129 part 6: asthma nurse (support with medications) it’s all fine    

130 the last couple of years it’s been pretty stable 31 

131 but it did   

132 started getting bad few years ago 32 

133 can’t remember exactly when   

134 But   

135 I was on the lower dose of   

136 Salbutamol or a different preventer   

137 and she put me on the Salbutamol which helped 33 

138 the asthma nurse been pretty good in that respect. 34 

 

In Part 7 Mary disclosed that she has eczema that ‘started when she was a baby’. Mary’s 

eczema  reacts to animal fur, therefore she tries to stay away from them. However, she then 

jumped to her childhood memories and remembered being bullied by other children, which 

she defined as ‘the only real problem’.  



271 
 

139 part 7: co-morbidity (eczema) (triggers)   

140 I’ve got eczema 35 

147 if I touch animal fur my eczema will come up. 39 

148 So basically I just keep away from animals.   

149 Jump to past Eczema caused problems in childhood (school event)   

150 the only real problems I had when I first went to school as a five year old 40 

151 my eczema was very bad   

152 and I did have 41 

153 problems with other children thinking you know it was catching   

154 but apart from that no   

155 and I’ve had a very good friend to basically beat them up for me 42 

156 so no I did not really have any problems at all in that respect   

 

Then towards the end of her story, Mary concentrated on her current life with asthma and 

once again returned to emphasise and extend her point about leading a normal life and 

knowing how to cope. She then shared examples about her daily routine, tasks such as 

sewing, reading, singing, shopping, and housework, were not affected by asthma because 

she had learnt how to undertake them without problems.  

181 return to frame life is normal (avoid triggers and that’s all)     

182 it’s not too bad at all 52 

183 I mean I can lead a pretty normal life   

184 As long as I just avoid the things that I know going to make me wheeze. 53 

191 return to frame good and bad days with asthma (there are no problems)    

192 a good day I don’t even have it 55 

193 I don’t have any problems at all   

194 a bad day 56 

195 I haven’t had any recently   

196 I mean years ago 57 

197 I had some very bad days when I could barely breathe   

198 but recently in the last few years I’ve been very lucky   

202 part 9: daily routines and roles not affected    

203 I’m retired now 59 

204 its just hobbies and things that I really want to do. 60 

205 I do a lot of sewing 61 

206 I’ve got a little business I sew things on a machine and I am   

207 I do singing 62 

208 that I think has possibly helped the breathing   

209 lots of reading 63 

210 a lot of it more sedentary than exercise 64 

215 I’ve no trouble with shopping 65 
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216 I mean   

217 there’s nothing in a shopping centre that would sort of affect me   

218 housework 66 

219 house dust is a bit of a problem   

220 but you learn how to do it   

221 so it doesn’t fly everywhere and cause problems   

222 and you learn how to do it without the problems.   

 

At the end, after briefly mentioning her husband worrying about her breathing and her not 

being keen on using inhaler in public, Mary returned to her frame and emphasised that she 

is living a fine life. Life with asthma was only complicated when she was a child; right now 

there are no concerns. She has resolved difficulties with asthma and has accepted being 

asthmatic.  

235 part 11: husband can be worried (breathing)    

236 my husband used to get very worried when we first met because it was quite 

bad in those days 

70 

237 but now there’s 72 

241 he says   

242 you alright   

245 he’s concerned   

246 but it’s not something we actually discuss 73 

248 part 12: public inhaler use (don’t want people looking)    

249 I don’t have to do it quite so much now 74 

250 but when I did it was more embarrassing 75 

253 I don’t mind using it   

254 but I find that I don’t want people looking at me 76 

255 that’s about the only problem.   

256 Return to Frame to current life (doesn’t bother me)    

257 I mean it’s pretty well under control now 77 

258 so I’m   

259 I can live a normal life   

260 so it doesn’t really bother me in that respect   

261 I am reasonably happy with the way things are   

262 mine is well controlled   

263 its fine   

264 I can live a normal life   

265 Return to childhood asthma was bad (severe attacks)   

266 When I was younger 78 

267 when a lot of medication wasn’t as good   

268 and I seemed to have it a lot more often and seriously   
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269 it made life very complicated   

270 I mean I had to couple of times 79 

271 I had to leave the class at school because I was wheezing so badly   

272 it frightened everybody else   

 

5.3.4 Summary  

The analysis of the interviews with older adults with LSA have shown that some stories 

contained challenging, life interfering, and sometimes disheartening experiences. Older 

adults in this group told stories about their childhood experiences with the diagnosis of 

asthma and about their current lives with asthma. However, one important observation was 

noted. Some childhood stories were linked to people’s current lives, whereas others were 

resolved in the past and had no link to their present lives. Of the four categories regarding 

childhood stories of asthma, continuum stories were directly linked to people’s current lives. 

In that category, people had ongoing worries and questions that persisted to their present 

lives with asthma. Whereas for individuals with straightforward stories or even debilitating, 

it was clear that their memories about the asthma diagnosis were no longer worrying them. 

Chaos stories, as the title indicates, were particularly complex. Experiences of the past and 

their present lives were intertwined and overtaking one another.  

This observation suggested an important implication for research and practice. In cases of 

older adults with LSA with severe symptoms, it may be proposed that there is a link to 

people’s past that may explain their current challenges. For example, Colin was hesitant to 

discuss his worries with asthma with his asthma nurse, even though he recognised that some 

of those worries have persisted since his childhood. Evidence regarding this observation 

suggest important link between the past and present lives of older adults with LSA. However, 

the reliability for this may not be clear and further explorations are needed. If established, it 

may be useful for asthma nurses or GPs to wonder if older adults had any persisting worries 

about their asthma that have not been resolved for many years. This may prompt a valuable 

discussion and may strengthen the partnership between a patient and a doctor.  
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CHAPTER SIX 

 

Interviews with Older Adults with a Late Onset Asthma 

 

6.1 Introduction  

This chapter focuses on the experiences of older adults with a late-onset asthma. This group 

consists of nine individuals, between the ages of 61 to 74. These individuals have had asthma 

on average for seventeen years; however, for some it ranged from three to over thirty years. 

One individual was diagnosed with asthma in his late 30s, four in their 40s, two in their 50s, 

and the remaining two in their 60s. The cut-off age criteria for the diagnosis of the late-onset 

asthma is debateable, but typically diagnosed as an adult. As reviewed in Chapter 2, some 

research argues that the initial symptoms of the late onset asthma can begin around the age 

of 40 and become more noticeable few years later. Others suggest that the diagnosis of a late 

onset asthma should be made with individuals who are at the age of 50 or 60 and later. It is 

important to emphasise that the categorisation of this analysis was developed relying on the 

available literature, and therefore, it is not a clinical categorisation. After reading the 

participants stories, two major groups have emerged; those diagnosed with long-standing 

asthma in their childhood and others that were diagnosed with asthma later in their lives. 

Furthermore, it is important to clarify that the categorisation of people’s stories into the LSA 

and LOA groups were not related to the recruitment inclusion criteria. Recruiting individuals 

with asthma at the minimum age of 60 years and above was for the purpose of researching 

asthma in older adults only. 

As with the LSA stories, LOA stories about living with asthma were categorised into a major 

category/ theme of “then” and “now”. Stories of “then” were about the time when people 

were diagnosed with asthma, whereas stories of “now” were about their current lives with 

the illness.  

Different to the categorisation of the LSA stories of “then”, LOA stories had three sub-

themes of “straightforward”, “debilitating”, and “continuum” stories. The term of “then” 

referred to the time when people were diagnosed with asthma, which in some cases was 

three, sixteen or over thirty years ago. The term “straightforward” referred to the coherent 

and partially coherent restitution stories about the non-complex process of an asthma 

diagnosis in older adults with a resolved outcome. “Debilitating” stories consisted of 
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restitution and quest stories with a resolved outcome. However, the process of reaching 

restitution involved challenging encounters with asthma. “Continuum” stories of “then” 

related to the current ongoing journeys with an asthma diagnosis. These stories had vague 

purposes, no perspective of resolution, and were interrupted by present circumstances.  

The analysis has focused on the structure and content of the narratives and were grouped 

together based on these similarities. It is important to emphasise that the structure of some 

stories have differed. As identified in Chapter 5 there were three levels of coherence (i.e. 

incoherent, coherent, and partially coherent) that helped distinguish those differences. While 

in this part of the analysis the majority of stories were either coherent or partially coherent, 

there was one story with an incoherent structure. The story was categorised under a separate 

level of coherence, but within the same theme of “continuum”. Stories of different level of 

coherence were categorised under the same themes, but within a different level of coherence. 

This was because of their shared ideas and experiences in a particular topic. In the example 

of this part of the analysis, the incoherent story was under the same theme as the partially 

coherent story because both stories were ongoing with a link to the present, and with no clear 

perspective of resolution. Therefore, in spite of their different levels of storytelling they had 

mutual ideas about their asthma diagnosis.  

 

6.2 Late Diagnosis of Asthma 

6.2.1 Straightforward  

“Straightforward” is a sub-theme that consists of four restitution stories about their 

experiences with a late diagnosis of asthma. As with the LSA stories, the concept of 

straightforward in the LOA stories refers to the uncomplicated journey of asthma diagnosis 

with resolved outcomes. Although these four stories varied in the description, people 

emphasised that after their diagnosis of asthma, their lives returned to normal. This was 

because the majority considered asthma as an illness that can be successfully controlled. On 

average, all three stories were told in 19 stanzas.  

6.2.1.1 Partially coherent  

Robert’s story  
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Robert’s story about the process of his asthma diagnosis was told in 17 stanzas in lines 2-41 

and consisted of two parts. Events in relation to an asthma diagnosis were told in past tense 

and in sequential order. However, Robert’s past reflections about his asthma diagnosis were 

interrupted by a jump to the present, where Robert spoke about his recently diagnosed COPD 

illness.  

Robert was diagnosed with asthma around the age of 45. During physical activities, Robert 

experienced breathing difficulties, which resulted in him visiting his doctor, and then being 

diagnosed with asthma. This was an example of a restitution narrative; after feeling unwell, 

Robert wanted to restore his health, therefore, he made the necessary decisions. 

The process of his asthma diagnosis was quick and straightforward. However, he did not 

share descriptive details about the process. When asked about the post-treatment of asthma, 

Robert spoke about his COPD diagnosis. Although he associated the COPD diagnosis with 

his asthma getting worse, his diagnosis of asthma and COPD did not disrupt his life. This 

was later confirmed in his story about the current living with an asthma.  

2 Theme 1: Asthma and COPD diagnosis    

3 part 1: asthma diagnosis    

4 I didn’t develop asthma until I was about 45. 1 

5 Well I used to jog. 2 

6 And I found that   

7 when I came back from jogging I couldn’t breathe.   

8 So I went to the doctors 3 

9 and they diagnosed asthma. 4 

10 It’s quite a time ago now 5 

11 part 2: COPD diagnosis   

12 I mean in those days we didn’t get information about asthma 6 

13 we were just told about asthma    

14 they gave you a prescription and that was it. 7 

15 I think the first one I had was 8 

16 a first set of medication   

17 was the brown inhaler.   

18 And the blue inhaler 9 

19 the Bricanyl   

20 It must have been alright but I think its progressive 10 

21 it got worse.   

22 because I’ve now been diagnosed with COPD 11 

23 COPD   

24 I think it has happened in the last 12 
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25 within the last 5 years I would think   

26 About 5 years ago.   

27 at that time 5 years ago 13 

28 I was going for annual check ups   

29 I think that was about first or the second annual check up that I had.   

30 And 14 

31 because before that   

32 I didn’t   

33 here wasn’t any annual check ups 15 

34 It’s only very recently that annual check ups have been in place   

35 And I wasn’t living in the West Midlands 16 

36 at the time I was living in Essex   

37 And 17 

38 when I went for the annual check up   

39 I don’t know the details   

40 but you breathe in to a machine   

41 and the practice nurse said that showed COPD.   

 

John’s story  

John’s story was told in 15 stanzas in lines 7-44 and consisted of five parts. Past events were 

told in a sequential time order, returning to approximately ten years ago, the time when John 

was diagnosed with asthma.  

John was diagnosed with asthma around the age of 64. The process of John’s asthma 

diagnosis was straightforward and promptly resolved. After experiencing unpleasant 

breathing related symptoms, John’s wife played a role in persuading him to visit a GP. After 

initial tests for his heart, the outcome of the process was a late onset diagnosis of asthma. 

Although the medication prescription followed last, John promptly accepted the illness and 

was relieved with an outcome. To him, asthma was not a threatening illness as opposed to a 

heart condition. John stated that asthma is a controllable illness, which may explain why his 

story of diagnosis was promptly resolved. The effective support John received from his 

doctors and his acceptance of asthma meant his breathing symptoms were no longer a threat, 

and his asthma was a blip in a normal trajectory of time.  

7 Theme 1: straightforward process of asthma diagnosis   

8 part 1: process of asthma diagnosis (short story fragment)   

9 It was 1 

10 must have been 8 to 10 years ago   

11 I cannot remember exactly   
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12 the reason for diagnosis was that 2 

13 I was wheezing and whistling   

14 and my wife persuaded me to go to the GP 3 

15 The GP believed there was a possibility I had a congestive heart failure 4 

16 This proved not to be the case 5 

17 and they decided that I had late onset asthma   

18 Which needed to be brought under control   

19 About 10 years ago   

20 part 2: late onset diagnosis (short story fragment)   

21 About 6 weeks [taken to receive diagnosis] 6 

22 The reason was that my General Practitioner 7 

23 GP sent for specific tests on my heart function which proved to be found   

24 He then sent me to a clinic in   

25 For further tests at   

26 where they decided that I had impaired 8 

27  slightly impaired breathing function due to late onset asthma.   

28 part 3: first asthma medications   

29 they were very helpful 9 

30 they decided not to prescribe any medication until such term 10 

31  as they found out exactly what the condition was.   

32 And so the first prescription was written by the 11 

33 specialist at the clinic    

34 part 4: medication use (inhaler use)   

41 part 5: relieved (reaction to diagnosis)    

42 Relieved 15 

43 Because the initial diagnosis of heart complaint would have seriously 

shortened my life 

  

44 I was relieved to find it was something which could be controlled such as 

asthma 

  

 

George’s story  

George’s story of asthma was told in 20 stanzas in lines 3-53, and consisted of 4 parts and 1 

frame. His story was partially coherent. Events were told in past tense, apart from one link 

to the present about using inhalers for 40 years, in lines 21-22.  

Although, George was diagnosed with asthma as a 34-year old, he remembered experiencing 

symptoms and having difficulties with physical activities in his childhood. After briefly 

identifying the time of his diagnosis, he then mentioned his first asthma treatment linking it 

to the present. In lines 24-28, he admitted that asthma diagnosis was a surprise, however, 
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without discussing it in great detail, he moved on to the topic about his asthma care providers 

associated with the change in locations.  

Although, some of the events that he has shared were non-sequential, his story about the 

diagnosis of asthma was straightforward and consistent. George’s story is an example of 

restitution; after feeling unwell, he sought help at the hospital where he was diagnosed with 

asthma. After receiving treatment that proved successful, he then moved on to the 

appreciation of his doctors. The focus in his story is on the positive support from the doctors. 

Although, his story is not detailed, it may be thought that due positive encounters with 

asthma care providers, that his experience of asthma diagnosis was easily resolved. 

3 Frame to asthma diagnosis    

4 I have had asthma identified since   

5 1975 when I was 34   

6 Part 1: asthma diagnosis    

7 At that time I developed pneumonia  1 

8 And I don’t know why   

9 but when I went to the hospital because of pneumonia   

10 they told that I had asthma.    

11 I was not aware of it before then but   

12 However 2 

13 as a child   

14 as a young person    

15 I was never any good   

16 at running the long distances   

17 So I may well of had a reduced lung capacity even then.  3 

18 Part 2: first treatment    

19 at that time I was in hospital 4 

20 and I started with inhalers at that time   

21 and ever since then   

22 40 years ago   

23 Part 3: asthma diagnosis reaction (doctors related)   

24 long time ago 5 

25 quite a surprise 6 

26 but the treatment I received 7 

27 I think was very good   

28 but it was a surprise to find out that I had 8 

29 to find out    

30 that I had asthma   

31 Then  9 

32 I was then referred to my local    
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33 GP, a doctor   

34 And I have lived in 10 

35 that is when I lived somewhere else   

36 I lived in three   

37 different places since then   

38 And I’ve always find the medical practices to be very good.  11 

39 part 4: asthma care providers (support) fragments    

50 moved other three places since then 18 

51 and they all been very  19 

52 satisfied with the advice I’ve received 20 

53 Both, my doctors and nurses, yes.    

 

6.2.1.2 Coherent  

Jeremy’s story  

Jeremy’s story was told in 25 stanzas in lines 2-64 and consisted of four parts. Events in 

relation to his asthma diagnosis were told in the past tense and in sequential order. In 

comparison to the other two stories, Jeremy was more descriptive about how he was 

diagnosed with asthma.  

Jeremy was diagnosed with asthma around the age of 45. After experiencing severe 

symptoms, that were gradually getting worse, Jeremy decided to visit his GP. He admitted 

that prior to visiting a doctor he was putting up with the symptoms and waiting for them to 

go away. However, after several attempts in treating the symptoms Jeremy’s health was not 

improving. Several months later, after visiting a doctor once again, Jeremy was told that he 

has developed asthma. After suggesting that this may be a result of an infection, he was 

treated for asthma.  

Although his experience is partially straightforward because of the challenges he 

encountered prior to his diagnosis, this was not a prolonged journey of struggles. Jeremy 

was in control of making decisions about when to visit his doctor. Furthermore, after feeling 

surprised at his initial diagnosis, Jeremy’s life continued as normal. Jeremy viewed asthma 

as a “mild inconvenience” with no disturbance to his life. The diagnosis of his asthma and 

effective treatment has brought resolution to his story.  

2 Theme 1: asthma diagnosis    

3 part 1: asthma diagnosis (process)    

4 I developed so bad 1 
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5 Chest   

6 around about June July time   

7 21 years ago now [diagnosed age 45] 2 

8 And   

9 you know   

10 you expect it to go away but it didn’t it just got worse and worse 3 

11 eventually you go to a doctor 4 

12 and he says yes you got an infection   

13 we try one more time of antibiotics 5 

14 didn’t help at all   

15 Went back a couple of weeks later to try another lot 6 

16 that didn’t help either   

17 he then said okay we need to get an analysis done of the stuff that the mucus 

is generating 

7 

18 So that was done   

19 and he said yeah you have a conditional cold 8 

20 and I can’t remember the full name   

21 pseudo pneumo something like that   

22 and having identified what the infection was precisely you could use a target 

antibiotics  

10 

23 and couple of weeks later I was a lot lot better   

24 by this time it was about September   

25 However 11 

26 I wasn’t fully fit so I went back again   

27  and he said oh I think you have developed asthma 12 

28 either you may had asthma before and that caused the infection or assisted in 

a way  

  

29 or the infection may have assisted   

30 may have triggered the asthma to start   

31 Don’t know what the situation was   

32 but anyway from that time on I have been treated for asthma. 13 

33 part 2: asthma diagnosis (you put up with symptoms)    

34 It was 14 

35 generating a lot of mucus   

36 and coughing an awful lot   

37 And short of breath   

38 I don’t think quite severe is right 15 

39 You put up with these things for a while cause you think it will go away 16 

40 but it comes down that you have to do something.   

41 part 3: after diagnosis (mild inconvenience)   

42 I have had many many different tests and experiences since then but nowadays 

now I was diagnosed with asthma 

17 

43  I was given a blue reliever inhaler   
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44 Although looking back my peak flow 18 

45 you know   

46 at that time was actually still pretty good   

47 it certainly compare to you know more recent years   

48 and I just used to use the reliever inhaler when I needed to 19 

49 Which wasn’t all that often   

50 and still playing a lot of squash 20 

51 and still   

52 you know   

53 very active   

54 So it was only at that time 21 

55 you know   

56 a mild inconvenience   

57 I would say.   

58 But it has got progressively worse 22 

59 part 4: surprised, but didn’t bother me (asthma diagnosis)   

60 Surprised 23 

61 because as far as I know there is no history in my family 24 

62 but in the early two or three years 25 

63 as I said it was only a milder inconvenience   

64 so it didn’t trouble me too much.   

 

6.2.2 Debilitating  

“Debilitating” is another sub-theme that consists of three stories about experiences with a 

late diagnosis of asthma. The concept of debilitating refers to the challenging and 

complicated experiences with a resolved outcome. Nellie, Anna and Rose’s stories were 

partially coherent and had elements of quest and restitution illness narratives. The focus of 

this sub-theme is the complex journeys in securing an asthma diagnosis. On average, these 

stories were told in 52 stanzas, apart from one that was shared in 27 stanzas.  

 

6.2.2.1 Partially coherent  

Rose’s story  

Rose’s story was told in 52 stanzas in lines 14-141 and consisted of seven parts. Events in 

relation to her asthma diagnosis were told in the past tense; however, the order of the events 

was partially sequential.  



283 
 

In response to a question about her asthma diagnosis, Rose listed her journey in detail using 

a syntactic structure of then, and then, and then. After experiencing troublesome symptoms 

for several years and undergoing different tests, she was diagnosed with asthma in her 40’s. 

Then, in lines 27-40 she made non-sequential references about her prescribed medications 

and re-occurring challenging symptoms. After relating this to the chest infections, she was 

prompted to return and discuss the process of her diagnosis.  

In Parts 2 and 3, a complex aspect was introduced. Rose admitted being particularly 

proactive in seeking help, however, when asked about the procedure of her diagnosis, she 

appreciated that it was a prompt procedure. Rose was pleased with her doctors and the 

“exceptional care” that she received.  

When asked about her experiences in coping with asthma after she was diagnosed, Rose 

compared her past with the present. In her jump to the present, she disclosed that as she is 

getting older, her attitude is changing, she is expecting more patient-centred support. Rose 

believed that asthma is perceived as a ‘strange illness’, which some people do not 

understand. Therefore, Rose believed that attitudes towards asthma should change.  

Towards the end of her story, Rose communicated perspectives of restitution. She disclosed 

that at first, she was worried about having to live with asthma. However, this changed into a 

state of relief after realising that asthma is a controllable illness. After suggesting that 

managing asthma is a task in itself, Rose stated that she has learnt to incorporate asthma into 

her daily routine.  

14 part 1: asthma diagnosis process (interrupted by present comparison)    

15 I started with asthma 5 

16 I was just doing some checking    

17 in 1989   

18 I was officially diagnosed with it.   

19 I was 6 

20 it was a trouble for couple of years   

21 and first would been officially diagnosed   

22 I always had sort of problems with chest infections 7 

23 And you know 8 

24 my doctors sent me through chest x-rays   

25 and to a specialist   

26 And then it was officially diagnosed   

27 and then I went on to 9 

28 initially just reliever inhaler   
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29 and then I’ve been on progressively on stronger dose of preventers and 

protectors 

  

30 It’s coughing more than anything else 10 

31 and wheezing   

32 you know that type of thing   

33 which I still tend to get   

34 they still tend to be my symptoms   

35 not so much breathlessness   

36 I’m affected really badly by infections 11 

37 but it tends to be sort of on a regular basis 12 

38 is coughing   

39 And   

40 you know I can’t get my breath and things like that   

41 part 2: extension to asthma diagnosis    

42 I made the decision 13 

43  I just kept going because it didn’t seem as I was getting any better 14 

44 and every time I got the slightest 15 

45 you know   

46 Cold   

47 it made me wheezy and coughing   

48 part 3: diagnosis process (GP practice very good)    

49 it was at the time [prompt procedure] 16 

50 I had a very good doctor   

51 I stopped coughing 17 

52 you know it was very good   

53 and they were very keen to get things 18 

54 diagnosed properly   

55 I suppose they could have just gone on treating me for chest infections but   

56 you know that wasn’t the underlying cause   

57 so I was very pleased with the care I got then   

58 And also the ongoing care then I had 19 

65 overall then my asthma care was exceptionally good   

67 part 4: support at the GP practice    

81 part 5 JUMP to Theme 3 (future) no sequence   

86 and that’s why I’m keen for take part in this study because 31 

87 I do see   

88 as you do get older 32 

89 I think the attitude can be a bit well   

90 you lived with it for so long 33 

91 so well just sort of carry on   

92 treating it   

93 gives you that next level of support 34 

94 I suppose   
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95 and that’s why the notes I’ve made about what I’d like 35 

96 you know   

97 to see sort of more forums 36 

98 and sort of local studies maybe 37 

99 and sort of self-help groups 38 

100 cause I think sometimes   

101 it’s very its very strange illness in a way 39 

102 people don’t know you’ve got it 40 

103 If you start coughing 41 

104 they say   

105 oh you should stop smoking   

106 That really really aggravates me because I’ve never been a smoker 42 

107 you know   

108 And that’s how people see it   

109 they don’t see that you’ve got asthma   

110 I think the local self-help groups or forums 43 

115 I think that would help a lot of people   

116 part 6: asthma diagnosis reaction (relieved)   

117 I have felt relieved more than anything 44 

118 and I think   

119 it was probably   

120 I was little concerned 45 

121 cause you think   

122 oh crikey   

123 am I gonna have to live with it   

124 but relieved actually   

125 perhaps if there’s something proactive that could be done 46 

126 and would help in the longer term   

127 part 7: asthma becomes part of the daily routine    

129 I mean I had three children at that time 48 

130 so I didn’t have much time to sort of sit and think to be honest   

131 But 49 

132 I was given the medication   

134 trying not so much to cure 50 

135 but alleviate the symptoms then you do it   

136 And you know 51 

137 it does get a bit of a chore sometimes   

138  you think oh crikey 52 

139 I’ve got spray inhalers again   

140 and you know   

141 it’s just something becomes part of your daily routine   
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Nellie’s story  

Nellie’s story was told in 27 stanzas in lines 2-67 and consisted of five parts and a frame. 

Events about her asthma diagnosis were told in the past tense and were mainly sequential.  

Nellie began her story with a frame about how many years ago she was diagnosed with 

asthma. After prompting her to discuss the process of how the diagnosis happened, she told 

a story covered in the first three parts in 20 stanzas.  

She first experienced the symptoms many years before her diagnosis. However, during her 

last mountain climb hobby, her breathing worsened and began to threaten her health. This 

however did not encourage her to seek advice from her GP, it was during another unrelated 

visit, that she mentioned her symptoms to the GP and was diagnosed with asthma as a result. 

Thinking that her fitness and health is outstanding, she was shocked at being diagnosed with 

asthma. Although Nellie has experienced challenging symptoms, her journey was eased 

when she received “excellent” support from her GP.  

3 frame to asthma diagnosis    

4 I was diagnosed with asthma as in adults 1 

5 probably I think maybe about 10 years ago now   

6 so in my mid 50s   

7 but I probably had it for a number of years before that 2 

8 And I just 3 

9 picked the symptoms   

10 were asthma   

11 part 1: had the symptoms, resisted to go, but then I went and was 

diagnosed with asthma (diagnosis process)  

  

12 I mean I used to notice that between about October and April every year 4 

13 I would get very wheezy and breathless   

14 And I just put it down to cold weather   

15 I also used to do a lot of 5 

16 rock climbing and mountain climbing and   

17 I tried do mountaining in Southern Spain quite a lot 6 

18 and then on a last occasion when I was probably my late 40s   

19 I thought I was gonna die when I got to the top 7 

20 because I just couldn’t breathe   

21 but I was precipitated to go to the GP 8 

22 because a colleague of mine at work 9 

23 noticed that I couldn’t even climb a flight of stairs without getting really 

breathless 

  

24 just my level of fitness 10 
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25 so in the end I went to the GP with something else 11 

26 and I said   

27 oh by the way   

28 a colleague suggested that I get my breathing check out   

29 so that’s how it started really 12 

30 but probably had the symptoms for 10 to 15 years before   

31 part 2: frightened (asthma worsening)    

32 very very frightening 13 

33 so I knew that something was happening   

34 and something was getting worse   

35 and I probably should have kind of not done it really [climb mountains]  14 

36 and I was a bit foolish really 15 

37 part 3: diagnosis process    

38 Well my GP kind of looked for signs and didn’t find any 16 

39 So she arranged for me to have a spirometry 17 

40 With a nurse   

41 And the nurse sent me straight back to the GP 18 

42 and the GP printed out the graph of my breathing   

43 and my breathing the kind of breath went underneath the bar chart   

44 So I had loads of tests with a GP 19 

45 and then I was sent to the hospital 20 

46 and I was diagnosed with asthma with airways obstruction   

47  with six airways obstruction   

48 part 4: shocked (but family members have asthma too)    

49 Well I was quite shocked 21 

50 I was very shocked   

51 Because   

52 I was as I say I was really fit and very very healthy apart from that 22 

59 part 5: asthma diagnosis (GP was excellent)    

60 my doctor was absolutely excellent 24 

66 and I know that my practice was really really good in terms of diagnosis 27 

67 because some people don’t get a spirometry or anything   

 

Anna’s story  

Anna’s story about her asthma diagnosis was told in 53 stanzas in lines 2-172. It consisted 

of six parts and one extension. Her story in comparison to the other two stories contained 

more description and covered information about her childhood. Events were mainly told in 

the past tense, although, there were several links to the present. Due to her jumps to the 

present, her story at times was difficult to follow. As with the other two stories, Anna’s story 

had a resolution.  
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Anna’s story begun with a sequential overview of her breathing symptoms during her 

childhood. After disclosing that she has experienced breathing related symptoms most of her 

life, she was only diagnosed with asthma in her 50’s. Anna had never experienced an asthma 

attack before this, but she did experience the symptoms of a persistent dry cough, and she 

was prone to chest infections. Anna stated that the diagnosis of asthma was difficult for her.  

In Part 4 Anna shared fragments of different experiences in different time periods. After 

reminiscing that she may have had asthma during her childhood, but she was not tested for 

it because of the stigma, she then made two non-sequential jumps to the present. After 

disclosing feeling hopeless during her asthma check-ups, she started a new topic about her 

singing activity. Learning to breathe from her abdomen was associated with a remedy that 

improved her breathing.  

In Part 5 and the extension of Part 5, Anna linked her past to the present and shared details 

about the management of her asthma. It consisted of asthma review appointments, an inhaler 

technique check, but most importantly, asthma medications of a reliever and preventer. After 

stating that she is proactive in self-managing her asthma and her medications, she 

communicated perspectives of restitution. Anna experienced a particularly challenging 

journey to an asthma diagnosis. However, her diagnosis has given her an explanation and 

relief to her symptoms. Her difficult journey was resolved.  

3 part 1: asthma diagnosis    

4 It wasn’t until my 50s 1 

5 I however 2 

6 I grew up in London   

7 And I always suffered really really badly with cough   

8 And I went for breathing exercises 3 

12 I came out of school for those   

13 once a week for a time   

14 I had numerous TB tests 5 

15 all of which proved to be negative   

16 but I obviously had an exposure at some point   

17 you know because when I had BCG 6 

18 and I continue to have problems with cough 7 

19 I’d get a cold and it would invariably end up on my chest.   

20 And this continued all my life   

21 and it didn’t seem to have too much affect where we lived 8 

27 Although 9 

28 I did have hay fever for the first time   
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29 in my 40s when we moved here   

30 and that was diagnosed as hay fever   

31 and still I hadn’t been diagnosed with asthma 10 

32 And it was after yet another really really bad winter   

33 When it was finally diagnosed   

34 And obviously this was difficult 11 

35 part 2: asthma symptoms (past)   

36 I’ve never had the 12 

37 well I can’t breathe   

38 It was a persistent dry cough   

39 Which had no other cause   

40 and the fact that every time I had a cold it ended up on my chest which would   

41 and it would go on for about three weeks   

42 part 3: extension to asthma symptoms (past)   

43 I coughed so much 13 

44 it was difficult to breathe   

45 although I never had one 14 

46 It’s not what I understand to be an asthma attack where   

47 you really feel as in you can’t breathe   

 

52 part 4: asthma diagnosis (from childhood symptoms to current breathing 

technique) chaotic fragment  

  

53 Well it never occurred to me before 16 

54 I think it had been mentioned in my childhood   

55 but back in those days   

56 it was a working class family and   

57 it was   

58 considered to be   

59 what’s the right word   

60 it wasn’t something you had   

61 and my mother resisted that 17 

62 That’s my understanding   

70 and it was after several 18 

71 Occasions   

72 where a cough had gone on and on and on   

73 through the winter   

74 My doctor you know sort of mentioned asthma 19 

75 and she tested me with the   

76 some thing you had to blow in   

77 I was hopeless 20 

78 and I’m still not good.   

79 At the examination it never comes out that well 21 



290 
 

80 when I go for my check ups   

81 I see now 22 

82 it’s something I took out in retirement 23 

83 and that has really helped because I’m breathing properly.   

84 I’m breathing from my abdomen 24 

85 and instead of my chest   

86 and that has really really helped   

87 and I can hold my breath   

88 I’m one of the best in our little signing group 25 

94 part 5: medication prescription (past linked to present)    

95 It was my GP 28 

96 she diagnosed it   

97 and prescribed   

98 an inhaler   

99 And I just had the one to deal with 29 

100 In between times 30 

101 I saw a dedicated asthma nurse   

102 at the surgery   

103 and she was very good   

104 making sure I was taking the inhaler properly   

105 every time I went for a check up they checked that I was using it correctly 31 

106 I’ve been told by both the asthma nurse and the GP   

115 although I have had to up the 36 

116 the dosage   

117 Well it started off fine 37 

118 then I took it down   

119 Cause I don’t like taking more than I need of anything 38 

120 And with the doctors approval   

121 But in the winters time I always up it   

122 And that again   

123 that is sort of agreed that it is a sensible thing to do   

135 extension to part 5 medication (current)    

163 part 6: relieved (reaction)   

164 I just felt 51 

165 that explains everything   

168 and when I have had those awful times   

169 in the night with a really bad cough   

170 I have had some relief   

171 I mean I was relying on steam before 53 

172 which is difficult in the middle of the night   
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6.2.3 Continuum  

The concept of “continuum” is about two unresolved and currently ongoing stories of the 

late diagnosis of asthma. Different to the LSA stories of continuum, LOA stories are about 

individuals who were diagnosed with asthma in their later adult years. Structurally, Eleanor’s 

story was told in 58 stanzas, and was more descriptive, whereas Alice’s story was told in 38 

stanzas. Contextually, both stories were examples of the quest illness narratives, with  

elements of restitution and chaos. After experiencing severe breathing symptoms, Eleanor 

and Alice were no longer able to cope, and therefore, had initiated their journeys of an asthma 

diagnosis. Although their experiences of an asthma diagnosis were illustrated in the 

somewhat coherent elements of storytelling, there were non-sequential details with an 

unclear perspective of resolution.   

6.2.3.1 Partially coherent  

Eleanor’s story  

Eleanor’s story about her asthma diagnosis was told in 58 stanzas in lines 2-185. It consisted 

of three returns and eleven parts. Her story about her asthma diagnosis was mainly 

sequential, although, the direction of her story was unclear. After introducing the process of 

her asthma diagnosis and admitting that she struggled with comprehending the illness, she 

then moved on to the topic of her asthma support. Events about the process of her asthma 

diagnosis were mainly told in the past tense. Whereas, experiences about her asthma support 

had a link to the present, making it the focus of her story.  

Her story had three tightly structured frames that provided structure to her story. In the first 

frame, in lines 3-10, Eleanor has briefly overviewed the events of her diagnosis, and then in 

Parts 1 and 2 illustrated them with stories. After suffering with severe and life-interfering 

breathing symptoms, Eleanor turned to a homeopathic doctor whose help, as she later learnt, 

was unsuccessful. Eleanor’s GP in response to this, explained the dangers of asthma to her, 

and gave her the Ventolin reliever in the form of tablets, and instructed her to come back if 

she felt unwell. As her symptoms were not improving, she required assistance from another 

doctor who initiated a steroid treatment. To Eleanor, as later noted in her story about the 

current living with an asthma, this marked the beginning of her suffering with the side effects 

of steroid treatments.  
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Then, before returning to her second frame about her asthma diagnosis in lines 96-104, in 

Parts 3, 4, 5 and 6, Eleanor discussed the lack of understanding about her asthma. Admitting 

that at first, she was ignorant about her asthma diagnosis, with almost no support from her 

GP, she decided to seek knowledge and support in the asthma society. However, this was 

not a sudden transition. Believing that asthma will eventually ‘go away’, Eleanor did not 

accept her asthma for the first several years. This changed when her steroid treatments were 

no longer supportive, and Eleanor had no choice but to accept her asthma. Leaving this topic 

in the immediacy, Eleanor, in the last Parts of 8, 9, 10 and 11, changed the conversation 

towards her support from the asthma society. In 15 stanzas in lines 128-185, Eleanor 

discussed the importance of the asthma support group, and admitted that receiving 

educational guidance has improved her knowledge as well as her personal asthma 

management. Interestingly, her story had no clear ending, apart from a reference about her 

asthma volumiser.  

Eleanor’s story in comparison to other continuum stories was different. It had no clear 

purpose. Whilst discussing events of her asthma diagnosis, Eleanor disclosed ideas about 

her acceptance of asthma. This suggestively categorised Eleanor’s story of the asthma 

diagnosis into a challenging journey with a resolved outcome. However, for Eleanor the 

acceptance of asthma diagnosis was not a resolution. Eleanor associated her asthma 

diagnosis with an ongoing journey of steroid treatments. To her this was a concern that have 

persisted to the present.   

2 Theme 1: asthma diagnosis: a journey of struggles    

3 frame to asthma diagnosis   

4 When I was 40 years old 1 

5 was sudden sort of   

6 well I had a cold and then that went on to long coughing 2 

7 and eventually coughing got very bad    

8 I could barely walk   

9 and I went to the doctor 3 

10 and over that process I was diagnosed with asthma.   

11 Part 1: couldn’t walk (first symptoms)   

12 Well I couldn’t walk 4 

13 I couldn’t breathe well enough to walk   

14 I had to go downstairs sort of on my bottom  5 

15 if I walked just a few yards I’d be absolutely struggling for breath  6 

16 and I’ve never experienced anything like that before 7 

17 Part 2: went to see a doctor (story)   
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18 When I went to see a homeopathic doctor I think first  8 

19 cause I was working with him on a book   

20 and he tell me 9 

21 eat a lot of onions and all sorts of strange things    

22 and then eventually I thought no this isn’t working 10 

23 so I went to see a GP   

24 And  11 

25 he said    

26 oh you’re very stupid to go and to see this homeopathic   

27  you could have died 12 

28 and I said I don’t need to be frightened 13 

29 I’m frightened enough that I can’t breathe   

30 And he gave me  14 

31 I think    

32 first some    

33 Ventolin tablets    

34 and he was going away for fortnight  15 

35 and he said if you don’t get any better in few days you better get back and see 

the local doctor 

16 

36 And I wasn’t any better    

37 so   

38 my husband drove me to the doctor 17 

39  and she was puzzled because it was summertime  18 

40 and I was sitting outside sort of looking brown    

41 but I couldn’t do anything    

42 and then she sort of sent me away  19 

43 and then about couple of hours later she telephoned    

44 having spoken I think to her husband who is a doctor but had more experience 

with respiratory  

20 

45 and medicine   

46 And she said I think I’ve got a pill that will help you 21 

47 can I bring it to you   

48 and I said yes   

49 and she brought me a steroid tablet.   

50 And that was the beginning of steroid treatment 22 

51 In tablets forward that stage    

52 And then I must have seen a consultant 23 

53  few months later I think   

54 Part 3: lack of knowledge (asthma)    

55 I didn’t really understand what asthma was 24 

56 and I didn’t think it was a condition that was likely to stay with me for good  25 

57 I don’t think   

58 when I first had it    
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59 because I have believed that asthma was something that children had  26 

60 and grew out of   

61 So I was very ignorant about asthma altogether  27 

62 so I joined the asthma society as it was then 28 

63 I think I went to the meetings to learn about it  29 

64 Part 4: medication (initial)   

65 I was gradually I think given Ventolin  30 

69 part 5: non-supportive GP   

70 I don’t remember him [GP] doing tests  31 

74 I think he [GP] was assuming  32 

75 you know from his own experience of seeing people I suppose with asthma   

76  but that was what the problem was 33 

77  I don’t know   

78 he wasn’t an easy person to talk to   

79 he was very brisk    

80 and just you know   

81 do as you’re told    

82 part 6: seeking knowledge    

83 took a little while  34 

84 to sort of get the information from    

85 the asthma society so I could read about it   

93 I think that I went to    

94 an asthma society local meeting   

95 To learn about what else there was you know   

96 Frame return to asthma diagnosis    

97 So it took me a little while I think from probably  36 

98 when was this    

99 80th year trying to think   

100 I think it probably took me two or three years    

101 to really    

102 understand    

103 that this was something I had to go on dealing with   

104 I thought I will get better and it will go away you know 37 

105 part 7: infections worsen asthma    

106 I think I took steroids for a while and it was better 38 

107 And then it must have been a while 39 

108 before I had another cold   

116 I think for couple of years   

117 I just had the steroid tablets 41 

118 and then got better   

119 but I don’t think I had very many infections 42 

120 so wasn’t till two or three years later   

121  when I started to get more infections   
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122 frame return to asthma diagnosis   

123 But  43 

124 I realised    

125 that this was something    

126 that    

127 I needed to deal with on a permanent basis   

128 part 8: support (following diagnosis)   

129 And I went to the doctor there [London] 44 

135 And again  46 

136 I joined a local group of the national asthma campaign    

137 which it was then    

138 And went to meetings    

139 and learnt things from them   

140 so I didn’t get a great support from GPs themselves 47 

144 Part 9: asthma support group (a sense of belonging)    

145 I think because by that time I had belonged to the asthma society which then 

became the national asthma campaign  

48 

146 I knew that they had  49 

147 local groups and found one in Bridgend Wales   

148 And belonged to that for several years   

155 Part 10: asthma support group (importance)   

156  It used to have doctors  51 

157 sometimes the consultant in a local hospital    

158 because they held the meetings in the hospital   

159  sometimes we would have a nurse 52 

160 sometimes we would have somebody who had  53 

161 very bad experiences with asthma    

162 we talk about it   

163 whole range of   

164 it was basically trying to be educational  54 

165 to teach people about asthma    

166 and how to deal with it   

167  Which was very valuable    

168 Part 11: extension to asthma support group (the volumiser)   

169 because for instance  55 

170 I found I hadn’t realised that    

171 when I was using steroid inhaler    

172 that I should protect my throat from it    

173 so I had nothing   

177  and it wasn’t till a nurse came to one of these meetings  56 

178 and showed us this big spacer    

185 Gone for a long time with nobody telling me that 58 
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6.2.3.2 Incoherent  

Alice’s story  

Alice’s story about her asthma diagnosis was told in 38 stanzas in lines 2-165. Although it 

consisted of nine story parts, the events that she shared were not sequential and lacked 

clarity. This was because she was in the process of trying to understand her recent diagnosis 

of asthma. On a few occasions, she was making decisions while discussing her experiences 

about the asthma diagnosis. For Alice, her asthma diagnosis was new, surprising and came 

with a learning curve. Therefore, Alice’s story was not resolved; it was ongoing.  

Alice’s journey to an asthma diagnosis started around the year of 2014 when she experienced 

severe breathing symptoms during her holiday. She was around the age of 63 years. 

Interestingly, in Part 4 Alice disclosed that she was aware of her breathing symptoms before 

her holiday trip.  She was “putting it off’” in case she would be unable to travel. However, 

her symptoms became particularly worrying when they interfered with her normal daily life. 

This prompted Alice to visit her GP. Feeling relieved after her visit, Alice then in a syntactic 

structure of then, and then, and then listed events about her asthma treatment and 

management. However, there were inconsistencies in her story. In lines 38-39 after 

disclosing that she finally visited a GP, Alice in lines 50-63 told about having previously 

seen a doctor for her asthma. Believing that she “should be doing a bit more” about her 

asthma, she then shared experiences about the helpful support she received from a chemist 

and an asthma nurse.  

Leaving this part of her story unfinished and with no clarity, she then in Parts 5 and 6 opened 

up about how she feels about the diagnosis of asthma. Disclosing that she has accepted her 

asthma, she then in the next line doubted herself and questioned her symptoms. However, in 

Part 6 it became apparent that Alice’s worry is not living with asthma itself, it is having to 

use steroid treatments for the rest of her life. Once again leaving this part of her story 

unfinished, in Part 7 she listed her asthma triggers, and then in Part 8 she returned to her 

childhood memories. Feeling surprised about asthma related perceptions, she remembered 

experiencing similar breathing difficulties in her childhood that interestingly, she associated 

it with feeling unhappy and vice versa.  

Her story ended with a chaotic reference about her last Ventolin use. In lines 156-165, she 

admitted feeling unsure about using her Ventolin inhaler. However, she decided to carry on 

using the inhaler, and then, after identifying herself as being positive, she admitted to feeling 
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fine. Her story about her asthma diagnosis consisted of chaotic storytelling of unfinished 

ideas with no perspective for resolution. However, similar to Eleanor’s story was their shared 

worries about the steroid treatments. Eleanor and Alice have experienced challenging 

symptoms, with a fairly straightforward process of asthma diagnosis, but had ongoing 

concerns that persisted to the present.  

2 Theme 1: recently diagnosed asthma   

3 part 1: asthma diagnosis (story fragment)    

4 I am just looking Skaiste at my diary at 2014 1 

5 Because I think   

6 I was in New Zealand then and I think I had great difficulty going up a quite a steep hill with 

my son 

2 

7 And I had to stop several times and Tom was very worried that   

8 he thought I was going to have a heart attack or something   

9 So that worried me a bit   

10 and when I came back to the UK 3 

11 I had to stop going up the stairs    

12 so I decided I just couldn’t go on    

13 So I went to the GP 4 

14 But I can’t remember whether it was 2014 or 2013   

15 part 2: asthma symptoms    

16 Breathlessness 5 

17 lots of saliva   

18  it was mainly the breathlessness    

19 and I got terrible hot  6 

20 I mean in New Zealand it was hot anyway    

21 but I find that I do get hot when I get breathless   

22 These days 7 

23 And lots of saliva   

24 I told my asthma nurse that I’m producing saliva not phlegm   

25 I mean it’s both    

26 but it’s the lots of saliva really    

32 part 3: testing (diagnosis)    

33 he send me for a blood test and check my heart straight away 8 

34 and that was all fine.    

35 Because he thought it was the asthma    

36 but he wanted to make sure    

37 part 4: asthma diagnosis (story fragments) chaos, then then then    

38 I was so relieved because I finally went to the GP  9 

39 because I have been putting off going    

40 because I didn’t want to be stopped flying to New Zealand to see my son  10 

41 And the doctor   
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42 the GP said   

43 oh well of course airlines fly dead people all the time    

44 which is not terribly helpful    

45 and he also said quite encouraging me while I’ve been puzzling about this ever since 11 

46 that Olympic athletes   

47 lots of them have asthma    

48 And they manage   

49 So that was interesting    

50 and then I was given 12 

51 I had to do   

52  what’s that blue gage that you have to breathe into   

53 thing that you puff into to quantify how much puff you have   

54 peak flow meter, yes   

55 So did that a couple of times   

56 and he asked me to   

57 he did it with me at my first   

58 the first time he saw me about asthma   

59 and then I think we did it a month later something like that    

60 And then  13 

61 It haven’t changed at all for years   

62 it’s just   

63 I don’t know maybe I should be doing a bit more about it 14 

64 and then what happened 15 

65 but then I went for some reason   

66 I went to the chemist in Sainsbury’s   

67 she gave me a very good leaflet about asthma   

68 Which explained what I’ve been put on was a maintenance dosage that kept it at a sort of level   

69 That’s why I haven’t been given   

70 at that point I had been given another inhaler in case I needed it  16 

71 if I was out on my bike or something    

72 And then 17 

73 what happened then   

74 then I think I was made an appointment with the asthma nurse    

75 And she put me on Symbicort 200    

76 Morning and evening   

77 turbo inhaler and explained that it was just to keep the symptoms steady as they were    

78 That’s what I am on at the moment    

79 She put on   

80 she put me down to 1 a day   

81 one puff morning and evening    

82 but when I came back from New Zealand in March this year 18 

83 2015 I got much worse   

84 I went to see her   
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85 and she put me on two puffs morning and evening   

86 I think I’m trying to work out whether its weather related  19 

87 part 5: asthma diagnosis (surprised)   

88 I’m surprised cause it haven’t occurred to me because I thought it was 20 

89 I thought it was to do with heart or lungs or something   

90 and of course it is to do with lungs but   

91 and I accepted it and 21 

92 now that I thought about it a bit more   

93 I’m not sure   

94 well my asthma nurse says yes yes  22 

96 you know I’ve got the sort of classic symptoms of wheezing   

97 breathlessness and phlegm and coughing and    

98 all the things    

99 so it probably is   

100 but nobody mentions saliva   

101 part 6: symptoms (learning to live with)   

102 Cause you know I wake up at night 23 

103 I don’t cough and I don’t wheeze    

104 and I’m fine    

105 but I just got lots of saliva    

106 Well she just noted it down [asthma nurse] 24 

107 but I might go back and ask her again    

108 I don’t want any more medicine than I need  25 

109 it’s just odd 26 

110 but liveable with    

111 the thing that slightly bothers me is having to take 27 

112 sorry forgotten the word   

113 steroids    

114 For the rest of my life    

115 Possibly    

116 But what I’m trying to do 28 

117 is to see how I’m feeling now and work out system    

118 and then when I go to New Zealand to compare it    

119 part 7: triggers (chaos)   

120 I went to party last night  29 

121 and I thought oh well this is going to be very hot    

122 and there’s dancing   

123 I’m not sure that I can    

124 maybe in the context of a party   

125 But not in the context of being outside in the weather  30 

126 It seems to be the other way round    

127 I mean cause I’m walking up a hill or cycling or something    

128 I can feel my breath getting shorter    
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129 and I getting hotter if you see what I mean    

130 So even if it’s freezing I have to strip off and punt    

131 Cause I don’t want it to stop me cycling or walking    

132 part 8: asthma in childhood (past to present jump)   

133 I’m amazed that people take it seriously  31 

134 so seriously   

135 Cause I think I had it 32 

136 I think I had it as a teenager    

137 I was brought up on a farm in Wales West Wales   

138 And we had dogs and cats and things   

139 and then I went to a boarding school in Bristol when I was 11    

140 And I’ve always been active and healthy and stuff   

141 and then I went to school    

142 and I was miserable    

143 and I say this cause I think its psychological as well  33 

144 I was really miserable   

145 I hated it and obviously no pets   

146 and I can remember being made to go for a run in a wet in the cold   

147 In Bristol   

148 and feeling as I do sometimes now   

149 and I was about 14 I think then and that was familiar  34 

150 and of course the old thing catarrh just a lots of a catarrh    

151 And I think that was asthma   

152 and then it seemed to gone 35 

153 cause the symptoms were the same as I get now    

154 but then it went   

155 it must have stopped I must have got happier   

156 part 9: last Ventolin use (self-identity)   

157 at my nieces wedding  36 

158 I didn’t stay and dance    

159 because it was quite bad then    

160 That was two years ago as well    

161 but I don’t think I was as aware then that I should use it    

162 But now 37 

163 I’ll take it with me and life will go on as usual    

164 You can probably tell I’m quite sort of positive and outgoing  38 

165 I’m fine touch wood   
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6.3 Current Life with Asthma  

6.3.1 Introduction  

Stories about the lives of older adults with a late onset asthma were divided into two parts. 

One part consisted of stories about experiences with an asthma diagnosis, named the stories 

of “then”. The second part is about their current lives with asthma, named the stories of 

“now”. In this current part of the analysis, the focus is on the stories of “now”.  

The categorisation of the stories of “now” consist of three levels. Different to the LSA stories 

of “now”, LOA stories did not contain information under two sub-themes of the challenging 

life with asthma. No one has shared experiences under the sub-theme of a life “with 

purpose” in the level of “a life with no asthma”, and under the sub-theme of a life “without 

a purpose” in the level of “accepting circumstances as they are”.  

6.3.2 Challenging Life  

In this theme, the concept of a challenging life refers to daily struggles that mainly included 

challenges with physical wellbeing and daily life routines. However, different to the stories 

of the LSA group, most participants from LOA were indecisive about accepting their asthma. 

At the start of their stories, the majority were confident and spoke about their abilities of 

asthma self-management and self-regulation of medications. While they appeared proactive 

about the management of their asthma, towards the middle part of their stories this changed. 

People with LOA shared challenging experiences about the impact of asthma and other co-

morbidities onto their lives, some of which were tension provoking. Interestingly, at this 

point people became indecisive about how severe their asthma was. They were torn between 

accepting the impact of asthma on their life and learning to live with it, to then suggesting 

that they wanted less of an impact. This may be because people were still undergoing a 

journey with asthma. In addition, they have linked their illness as a part of getting older. 

Contextually, all three stories consisted of quest and chaos illness narratives, with only one 

story containing a potential perspective of restitution. Structurally, storytelling of the three 

stories varied between partial coherence and incoherence. Incoherent stories consisted of 

non-sequential details, whereas a story with a partial coherence had a clearer direction of 

purpose. However, despite the differences in the levels of coherence, all three stories shared 
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similarities related to experiencing a challenging life and having different extent of ideas for 

future improvement. 

This chapter is organised thematically into one broad theme about current life with asthma. 

Following the main categorisation, there are two sub-themes related to a challenging life 

with asthma and a non-challenging life with asthma. The next level is related to whether 

stories had a purpose. Then in the final level of categorisation, all stories had categories 

related to their context and structure.   

6.3.2.1 With Purpose  

6.3.2.1.1 A better life with asthma   

This sub-category consists of one quest story with an element of chaos. Nellie’s story was 

mainly sequential, apart from a few chaotic references. Her story about her current living 

with asthma has only recently started; therefore, she was still in the process in trying to 

accept the illness. In this sub-category, the concept of purpose was about wanting a better 

life with asthma. 

6.3.2.1.1. Partially Coherent  

Nellie’s story  

Overview  

Nellie’s story about her current life with asthma consisted of three topics communicated in 

lines 68-593. Her story was partially coherent. It consisted of 24 parts told in 215 stanzas. It 

was a particularly descriptive story with the topics relating to her current coping and living 

with asthma and her perspectives about her future. The first topic covered in lines 68-385, 

was told in 148 stanzas in 14 parts, relating to her coping experiences with asthma, with a 

focus on the importance of medication. The second topic was communicated in lines 386-

497, and was told in 42 stanzas, which were covered in six parts. This was about her 

difficulties of living with asthma. Overall, both of these topics were sequential. However, 

there were elements of chaos narrative with unfinished ideas and new starts. The third topic 

was told in lines 498-593 and was communicated in 25 stanzas. This was covered in four 

parts relating to Nellie’s future worries regarding her use of asthma medication.. Nellie’s 

story had an unclear perspective of purpose. After disclosing that she was going through a 

change in trying to accept the impact of asthma on her life, she also disclosed her purpose in 
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wanting to have a better life with asthma with less steroid medication. Although Nellie had 

a purpose that she was driven to achieve, her story was not resolved; it was an ongoing and 

challenging transformation.    

Analysis  

Nellie’s story about her current life with asthma started with references about her ability to 

self-manage and self-regulate the use of medications. However, in lines 95-97, she disclosed 

being worried about the medication side effects. Then, after leaving this idea unfinished, she 

shared a few experiences about her asthma care. In Part 3, she disclosed not having her 

inhaler technique checked, whereas in Part 4, she shared her successful experiences with a 

role in the asthma charity. Suggesting that she is proactive in seeking support, Nellie then 

opened up about  coping with asthma.  

In Part 5, Nellie discussed her attempts of trying to stay physically active. However, after 

confessing, in lines 150-152, that her asthma symptoms have been interfering, she then in 

Part 6, disclosed feeling confident in knowing how to manage her asthma symptoms. 

Interestingly, in lines 166-171, Nellie introduced another concern about her use of 

medication. Defining herself as a ‘slave to the medication’, Nellie, in the remaining story 

parts shared her positive and negative experiences about asthma medications.  

After listing her asthma medication routine and recognising their importance for the relief 

of her asthma symptoms, in lines 209-239 Nelly reflected on the “horrendous” side effects 

of oral steroids and confessed to hating them. The reliever inhaler, on the other hand, had a 

positive role for when her symptoms got worse or during activities. It was evident that steroid 

medication was causing her frustration, as her storytelling in Part 9 consisted of several new 

starts with unfinished ideas. Then in Parts 11 and 12, after listing the range of triggers that 

can bring up her asthma symptoms and addressing ways in dealing with them, Nellie told a 

chaotic story fragment in lines 308-361. Nellie’s ideas were non-sequential, had unclear 

endings and several new starts. It consisted of her experiences of additional asthma triggers 

related to travelling, her feeling of embarrassment, insights about medications and her vague 

statement about feeling fine. Interestingly, the first topic ended with an emphasis on her 

ability to self-manage the illness and make decisions about her asthma care.  

68 Theme 2: coping with asthma: the role of medications    

69 part 1: asthma action plan (I self-manage)    

70 I didn’t really have an action plan 1 



304 
 

71 however I’ve taught myself about it 2 

72 so I do self-manage 3 

77 I know for instance if I get to the stage where I need oral steroids 5 

78 I would just ring up and speak to a duty doctor   

80 part 2: range of inhalers (self-regulation)    

81 for instance so I would get range of 6 

82 inhalers I get like Clenol   

83 and I get Labal long action beta-antagonist   

84 and I can up and down Clenol 7 

85 I also take Montilukast 8 

89 so I can take it in the winter and now 10 

90 I used to come off it in the summer 11 

95 I do worry about the 13 

96 side effects of the kind of amount of medication I’m taking   

98 part 3: asthma inhaler technique check-ups    

99 Well I use it with a spacer device 14 

100 and I was shown both by the GP in a hospital 15 

101 but the last person to check my inhaler technique was the chemist 16 

111 But I don’t   

112 I don’t get my inhaler technique 20 

113 I have my reviews yearly when I kind of 21 

114 my medication reviewed yearly   

115 and the doctor does an asthma review 22 

117 and I don’t really get my inhaler technique checked out 23 

118 part 4: charitable work (asthma research)    

119 Well I do loads of work with Asthma UK 24 

128 It’s absolutely great 29 

129 they are fantastic because they see the patients experiences 30 

137 part 5: trying to keep physically active     

139 I still try and keep myself very very fit   

140 as I can   

141 cause I know that is kind of   

142 one of the important factors   

143 I do as much exercise as I possibly can 33 

146  I don’t I climb mountains anymore   

147 I used to really enjoy kind of hill walking 35 



305 
 

148 And   

149 you know long distance walking   

150 but if I’m honest 36 

151  I get breathless even kind of climbing the small upgrade   

152 so it’s kind of affected my life in that way   

153 part 6: learnt to cope with severe symptoms (medication importance)   

154 I’ve learnt not to panic so you know 37 

155 if I’m going into asthma attack 38 

156 I just take my short acting beta inhaler   

157 and I try not to panic about it   

158 and learnt what I need to do 39 

160 I suppose I’m just really more aware 40 

161 and I try and keep away from the triggers 41 

166 and the other thing is   

167 I am an absolute slave to the medication 44 

168 cause like   

170 I know I need it despite   

171 the possible side effects of it   

172 part 7: medication routines    

197 part 8: symptoms worsening (recognise symptoms)   

198 I recognise the symptoms 53 

199 If I’m awoken at night with symptoms 54 

201 I know kind of that’s 55 

202 airway tightening is kind of trigger and coughing   

206 I would increase 58 

207 my preventer inhalers to see if I can kind of   

208 slow things down   

209  I absolutely hate oral steroids 59 

210 so I try and keep off as soon as possible 60 

211 And I try and avoid cold obviously 61 

212 part 9: steroids side effects   

213 they’re absolutely horrendous 62 

215 I just don’t sleep all the time 63 

216 I am on them   

217 so I’m kind of waking up wide awake 3 o’clock in the morning   

218 I’m irritable 64 
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220 Jittery on them   

221  and I’m not sure they do any good really 66 

222 because while I’m on them 67 

223 The symptoms don’t seem to subside anymore   

224 they subside after I come off them   

226 Having said that I know that if I don’t go on them 68 

227 if I go like into wheezing or coughing attack   

228 I’d be very frightened for that 69 

229 kind of end up in hospital 70 

231 so I know I probably do need to 71 

232 but I do try and pull them off as possible 72 

235 although I am on a very large dosage 74 

237  it’s just mainly sleep and then the mood 75 

238 and there kind of hyper activity 76 

239 and yeah I don’t like that no. 77 

240 part 10: symptoms worsening (importance of reliever inhaler)    

241 the doctor said particularly during the winter 78 

242 I should make sure I have a reliever inhaler in   

246 but like if I don’t have asthma relieved 81 

248 if I haven’t got my reliever inhaler which would be fairly rare 82 

249 and I start to panic a little bit 83 

250 so I have during the winter 84 

253 because when I was 87 

254 when my asthma is not well controlled   

257 if I’m going swimming 88 

258 I’d always take two puffs anyway   

259 reliever inhaler    

260 because it just helps with 89 

261 I think its chlorine probably affects me   

262 so I would take it that anyway   

267 part 11: triggers (temperature changes)   

268 so I’ve had a few colds now 92 

269 so I’ve been really quite affected by them 93 

270 particularly in terms of changes in temperature 94 

274 and then I kind of go into spasms of coughing 96 

275 that I know I’m gonna have to take my reliever inhaler soon   
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284 part 12: dealing with triggers    

285 I just try and cover the mouth 101 

287 wrap something up   

291 But like the gym is quite good 104 

292 cause you get exercise indoors in the gym so   

293 I go to the gym and I swim 105 

296 I do long walks and if it’s not too cold 107 

297 colds are very bad triggers for me 108 

299 and   

300 pollen but I don’t know particularly which pollen during the hay fever season 109 

301 so I just kind of try and self-medicate with Becanise inhalers spray 110 

308 part 13: list of triggers (story fragment with new starts and endings)    

309 I’m not terribly bad 114 

310 things like say   

311 if I use a very strong 115 

312 I use something to spray 116 

313 and that set me off but that was probably   

314 I just probably sprayed a little bit too much of it you know   

315 Perfume 117 

316 I’m quite lucky with them   

317  I’m not too bad with those   

318 Air con I’m not very good with 118 

319 And I used to have 119 

320 I used to have a terrible time on planes   

321 so when like the plane took off   

322 And was landing and things and   

323 on trains you know 120 

324 used to be quite an embarrassment 121 

325 because   

326 people would look at you and think you were spreading kind of viruses and things 122 

327 but I think that was when my asthma was less well controlled   

328 I mean it’s quite interesting for number of points to get but   

329 I am on the Montilukast probably about 4 or 5 years ago 123 

330 and what happened was   

331 I’ve gone through a flu injection 124 

332 and the nurse has asked me you need to come for an asthma review because up until   
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333 by the way you speaking your asthma not well controlled 125 

334  and I just finished the course of oral steroids at the time anyway 126 

335 I went and she did my peak flow 127 

336 and she said it was absolutely terrible   

337 and I have never picked that up myself 128 

338 as you learn to live with   

339  a lot of things   

340  and you know   

341 they’re not important   

342 and that’s when the doctor stepped up and put me on Montilukast 129 

343 now I must say that since my asthma is been better controlled generally 130 

344 the triggers aren’t as bad   

345 so I’m not   

346 I’m fine on things now and on the whole   

347 I’m fine   

348 I can hop on public transport as well 131 

349 but room temperatures changing 132 

350 temperatures can set me off so you know   

351 if I go into an air conditioned room come outside   

352 I start coughing quite a lot   

353 Well do you know what sometimes might would not just talking over the phone likely 

any kind of talking 

133 

354 my voice breaks up quite a lot   

355 and I think how is that kind of a symptom of asthma   

356 but again it’s something you think 134 

357 oh I shouldn’t be worrying people about it   

358 but that’s happened for absolutely ages 135 

359 it’s not a new thing now   

360 I mean I’m quite good state 136 

361 on other occasions I could my voice could be breaking quite regularly while I’m 

talking to you 

137 

362 part 14: good support link (GP practice)    

363 I try and just manage it myself 138 

374 so as I say if I see it all 145 

375 I need   

376 kind of the hospital or doctor appointment   

377 I can get them pretty quickly   
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378 And as I say if I must ring the doctor surgery today 146 

381 a duty doctor would ring me back within half an hour   

383 but I make the decision 148 

 

The second topic on the other hand, consisted of experiences relating to her difficulties of 

living with asthma. In lines 387-434, Nellie shared stories about her daily struggles with 

asthma, such as hill walking and experiencing asthma symptoms during meetings. However, 

those experiences were about her difficulty in accepting asthma and her new identity. She 

was struggling to admit to herself and others, that her physical wellbeing has changed, and 

as a result of this, she was required to slow down. Then in Part 2, after disclosing that she 

has difficulties with public use of an inhaler, in Part 3 she changed the topic to mortality 

with asthma. Remembering that a family member has died in an asthma attack, she was 

trying to stay as healthy as possible, which suggested a potential fear of an asthma related 

death. However in Parts 5 and 6, it became clearer that she was a frequent user of a reliever 

inhaler, which suggested that her asthma might be uncontrolled.  

386 Theme 3: asthma is difficult to live with   

387 part 1: difficulty accepting asthma (conflict) I live well but I struggle to accept 

that asthma slows me down 

  

388 I think I can live with it quite well really 1 

389 I’m quite well controlled   

398  I think because I look so fit people kind of forget I’ve got asthma 4 

399 even things like walking outside and trying to have a conversation 5 

400 all I wish really 6 

401 just not talk to me   

402 like yesterday 7 

403 my husband and I went to see our grandchild walking down the hill   

404 and I couldn’t get a kind of sense of 8 

405 I mean if you’re sort of 9 

406 god you know 10 

407 if you’re can’t go down the hill   

408 and even in your bad times you think   

409 I’m alright   

410 if I’m doing something on my own   

411 But then if I do things which other people think I’m capable of 11 

412 and I kind of sometimes find some difficulty there   

413 and I can’t   

415 it’s quite difficult to say 12 

416 hang on I’ve got asthma   
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417 and I need to slow down cause its make you look 13 

418 as if you not talking very well   

419 do you know what I mean?   

420 I hate to say that you’re one of the I hate to say that 14 

421 you’ve got something that slows you down because of your condition. 15 

422 I mean last week I was in meeting in Asthma UK 16 

423 and I had   

424 I had like an attack really tight airways 17 

425 and I was coughing   

426 and there were loads of kind of high level doctors there   

427 and they were all saying to me if you got your inhaler   

429 and I just sort of felt really embarrassed to take my inhaler out with the group of 

people that are 

18 

431 see it everyday   

432 it’s their life kind of thing   

433 so I think there’s still kind of stigma attached to it 19 

434 and you try and hide the fact that you getting symptoms all like that   

435 part 2: public use of inhaler (find it really hard)   

436 I try not to use it very excessing 20 

437 like people look at you a bit kind of 21 

438 oh my god are you alright   

455 I find it really hard using it in public   

456 part 3: life with asthma is harder    

457 I suppose I realise 26 

458 do you know the mortality 27 

459 3 people die every day from asthma   

460 what happened to 28 

461 my auntie   

462 I mean my auntie died in the acute asthma attack   

465 I suppose on the one hand   

466 I am just trying to keep myself as fit and active and healthy as possible really   

467 But then 30 

468 I’ve always did that   

469 so I suppose that’s not a change 31 

470  it’s just a little bit harder now   

471 part 4: coping on my own as my family worries    

472 I mean my husband’s very very good and he will 32 

473 you know if he thinks I’m kind of wheezing a bit or getting tight airways   

474 I think the family just worries 33 

480 I try and just be as independent as possible with it really   

481 part 5: good and bad days with asthma (measured by reliever inhaler)    

482 good day would be one where I think I didn’t use my inhaler at all 37 

483 and didn’t think about it my reliever inhaler   
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485 a bad day is when I have to use it more than three or four times 38 

486 part 6: reliever inhaler (frequent usage)   

487 well again because ah of the change in the weather 39 

488 I probably used it on average   

489 Four or five days a week   

Interestingly, it was only in the last topic about her future that the purpose of her story 

became clearer. Nellie was concerned about steroid medications, particularly their side 

effects, and wanted to “keep off them”. However, she also recognised the importance of 

those medications for the control of her symptoms and therefore, reasoned about the 

medication change. Interestingly, it was not a straightforward process. In Parts 3 and 4, 

Nellie shared a story about her struggle in discussing her preference with her GP. Disclosing 

that there was an issue in her doctor-patient partnership, Nellie’s only concern was to have 

a better life with asthma with less steroid medication. 

498 Theme 4: future is about changing my steroid inhalers   

499 part 1: my goals (steroids related)   

500 well I’d like just to keep myself 1 

501 while my future goal is keep off oral steroids 2 

502 keep off of any like oral steroids   

503 admissions to hospital   

504 and having to go onto nebuliser etc   

508 but in order to do that I know I’ve got to keep my asthma well controlled   

511 keep myself as fit and healthy as possible   

513 if I get any worse 5 

514 my next step in kind of turn the GINA guidelines   

515 going onto more oral steroids   

516 and that’s absolutely what I want to avoid 6 

517 part 2: I'm worried about the side effects of steroids (the impact on my body)    

518 probably I think it takes over more of my life than I think people would expect really 7 

520 I mean you know one of the things we haven’t discussed is 8 

526 is that I have cataracts which you probably   

527 as a result of the   

528 inhaled steroids the kind of   

529 amount of inhaled steroids  that I take   

530 So I kind of worry cause it’s no 10 

532 I worry about what else they’re doing to my body kind of thing   

533 so you know it’s not just about the kind of breathing difficulties in the air   

535 it’s also about what steroids are doing to your body   

541 but I would never not adhere 12 

542 cause I kind of know the consequences   

543 but I do kind of worry about the effects of inhaled corticosteroids   
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545 part 3: patient-doctor partnership (doctor power) (change of medication)    

546 and do you know what else 13 

547 I mean like when I go to these Asthma UK sessions   

548 Several kind of doctors say to me 14 

549 you should get your medication changed to a combined inhaler   

550 but I kind of never discuss that with my doctor 15 

551 because I think   

552 well they’re gonna say   

553 how do you know about that kind of thing   

558  it’s still kind of a lot of professional power   

559 and knowledge that makes you worried   

561 I think one day I will do it   

562 but its waiting for the right time   

579 part 4: change of medications (need a change)    

580 I think I just need to take a bull by the horns 21 

581 and say I mean   

582 like the cataracts 22 

583 cause the optician have said to me you’ve got cataracts   

584 well I do worry about the doses 23 

586 and whether combined inhaler 24 

587 be better   

588 and I’m not saying the combined inhalers don’t have kind of side effects either   

589 but   

590 it may kind of   

591 allows some reduction in the dose   

593 it’s just up to me to do it really    

 

6.3.2.1.2 Accepting circumstances as they are  

This sub-category of the current challenging life with asthma consists of two stories. 

Structurally, both stories were particularly descriptive and had incoherent structures. 

Contextually, both stories shared elements of the quest and chaos illness narratives and 

involved experiences about undergoing a journey of difficulties. In addition to having 

asthma, both participants were diagnosed with several other illnesses that brought additional 

challenges. However, in the case of Anna, asthma was not a major disruption; her life was 

affected by osteoporosis. Regarding the acceptance of asthma and other illnesses, both 

participants were indecisive. They shared ideas about wanting less of an impact and then 

confessed that they accepted their struggles as they were, and therefore had no clear purpose. 

Interestingly, at the end of their stories, both participants linked their struggles with getting 
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older. In their cases, acceptance of a challenging life was not a resolution; it was a form of 

coping.  

6.3.2.1.2. Incoherent  

Eleanor’s story  

Overview  

Eleanor’s story about her current living with asthma consisted of four topics communicated 

in lines 186-569. It consisted of 17 parts and one frame told in 133 stanzas. The first topic 

about the role of medications in asthma care, was covered in lines 186-342, told in 59 stanzas 

and was covered in 7 parts. The second topic was covered in lines 343-404, told in 18 stanzas, 

and was covered in two parts and a frame. This was about her co-morbidities. The third topic 

was covered in lines 405-545, told in 46 stanzas, and was covered in 7 parts. This related to 

the impact of asthma on her life. The last topic was covered in lines 546-569, told in 10 

stanzas, and was covered in one part which involved insights about her future. Structurally, 

her story had no clear coherence, and events were mainly non-sequential. Eleanor’s story 

had an unclear purpose, she was torn between wanting less asthma impact on her life, to 

accepting the damage it has caused and learning to live with it. She was indecisive about 

being affected by asthma. Eleanor’s story was not resolved; it was an ongoing journey. 

Analysis  

Eleanor’s story about her current living with asthma started with references about her ability 

to self-manage and self-regulate the use of asthma medications. However, the focus in those 

references, and later in the rest of her story, was addressed onto the importance of asthma 

medications. Soon after a change in medication, Eleanor found out that her breathing 

symptoms worsened, therefore she returned to her regular steroid medication. However, in 

Part 2, when the conversation shifted to the side effects of asthma medication, Eleanor 

opened-up, and shared tension provoking experiences. In lines 230-260, Eleanor disclosed 

that she experiences side effects of skin bruising and tearing because of a prolonged use of 

steroid medications. After reflecting on needing to be careful and protect her skin from any 

hazards, Eleanor confessed that she has no choice but to live with it. Although she was 

proactive and had informed the asthma research society about this distressing side effect, she 

concluded that steroids have not been in use long enough to know their harmful damage. 

This experience as later noted, was central and influenced her life with asthma.  
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In Parts 3, 4, 5, 6, and 7, her focus was on her experiences with asthma care. Her asthma 

care consisted of asthma review appointments, support from an asthma nurse on aspects such 

as the inhaler technique, and her self-learning with breathing exercises to help minimise the 

use of steroids. Although support from her asthma care providers was helpful, Eleanor 

confessed that because she had asthma for a number of years, she has learnt to cope with it 

by herself.  

186 Theme 2: Caring for asthma: role of medications   

187 part 1: importance of medication (self-management)    

188 I’m certainly not a severe asthmatic  1 

189 or brittle asthmatic    

190 but I have fairly   

191 it does need to be controlled  2 

192 with quite a high dose of   

193 I take Serotide  3 

194 two puffs in the morning two in the evening   

195 And I tried to reduce that 4 

196 and found very quickly 5 

197 that I got phlegm mucus   

198 and was coughing a lot more   

199 And that wasn’t recommended 6 

200 so I went back on those regular doses 7 

201 and then more recently I tried 8 

202 18 months ago I was given Fostair   

203 as an inhaler   

204 which was supposed to have less steroid in it   

205 and I used that for probably 8 to 9months   

206 and then I went back to the surgery and said 9 

207 I was struggling   

208 I was coughing a lot more   

209 I’d rather get back on the Serotide 10 

210 which I did   

216 I use the Ventolin 12 

217  probably in between   

218  more perhaps two or three times a day   

219 if it’s worse   

221 and would sometimes up the Serotide 13 

222 perhaps take one in a middle of a day   

223 I just make decisions myself 14 

228  but mostly I know now how my body is   

229 and just treat myself accordingly   

230 part 2: side effects (skin bruising)    
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231 a major side effect 16 

232 over the long term   

233 and this didn’t appear until I was in my early 60s 17 

234  is very thin skin 18 

235 and I have bruises all over my skin and tears   

236 if I catch my legs or my lower arms or lower legs on anything 19 

237 it tears the skin    

238  in a quite alarming sort of way   

239 And that’s that 20 

240 I have to live with it   

241  there’s nothing I can do about that, you know 21 

242 apart from protect myself and be careful in the garden and when I’m travelling 

and things 

22 

243 but there’s nothing they [doctors] can do 23 

244 as far as I’m aware 24 

245 there is no research on that   

246 because the asthma research that’s going on tends to be for you know severe 

asthmatics and asthma in children and things 

25 

247 by the time the skin got like this 26 

248  I’ve been on them for 30 well   

249 25 to 30 years   

250 people seem to accept that this is the case 27 

251 Asthma UK people I know 28 

252 I liaised it with them because   

253 I said it’s something that they need to look into to protect other people   

254 because when I was first given a steroid inhaler 29 

255 it said we don’t think it will affect your skin   

256 it shouldn’t harm you in any way   

257 But they didn’t know then 30 

258 I mean these things haven’t been in use long enough 31 

259 For them to know that it would do that damage you know   

260  so they didn’t know it would happen   

261 part 3: asthma action plan and reviews   

280 part 4: asthma reviews (medication focused)   

281  I think he’d  39 

282 I do breathing test   

283 and I’m asked about how I’ve been 40 

284 and you know   

285 ways I’ve been handling it worked alright   

286 and you know   

287  if been any changes   

288  or any other health problems   
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289  for instance I’ve had polymyalgia for two and a half years which I’ve just 

finished taking steroids for 

41 

290  And I was on   

291  I started at 15 milligrams a day   

292  and went down to one milligram every other day   

293  and I stopped about two or three weeks ago   

294 so I’ve had a sort of protection of the steroid tablets for the last few years which 

was you know 

42 

295  although I was told by my GP to take my usual inhaled steroid 43 

296  as well   

297 which I did   

298 part 5:  asthma nurses (support)     

299 I mean I had found pharmacies helpful 44 

300 but I haven’t actually needed to ask them about anything in connection with 

asthma because I’ve had other sources of information 

45 

301 really   

302  either Asthma UK or nurse to talk to   

303  or you know   

304  the doctor   

318 part 6: inhaler technique (supported by nurse)   

319  I found it [inhaler technique] a bit awkward to begin with 51 

320  but I did have several demonstrations from nurses 52 

323 I think I’m asked to do that   

324 when go to the check usually   

326 part 7: breathing exercises (to reduce steroids)    

327  I have come across them [breathing exercises] 54 

328 but I haven’t actually used any of them   

329  there’s something called Buteyko method 55 

334  I have wondered whether they would be useful 57 

335 cause anything that would reduce lots of steroid going into my body the better 58 

 

However, when asked about other illnesses and asthma, Eleanor listed a range of co-

morbidities and associated treatments. In addition to asthma, Eleanor was diagnosed with 

osteoporosis, osteoarthritis and glaucoma, and had previously experienced migraines. 

Interestingly, she did not reflect on how she felt about having asthma and several other 

challenging illnesses until she was prompted to consider this question. In lines 375-379, she 

vaguely defined her co-morbidities as “a pile” and associated them with getting older. Then, 

when asked about the link between her asthma and her other illnesses, she reflected on her 

experiences between asthma treatment and arthritis. Asthma steroid treatment was relieving 

her arthritis inflammation, which subsequently worsened when her treatment stopped. In this 
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topic of her story, Eleanor did not share sequential information, and therefore it was difficult 

to comprehend the extent of challenges in managing her asthma alongside other illnesses.  

343 Theme 3: A pile of co-morbidities    

344 part 1: co-morbidities    

345 I have osteoporosis 1 

346 and I have osteo arthritis  2 

347  just trying to think all the things that I have 3 

348 I fortunately don’t suffer from migraines these days  4 

349 because I’ve been taking   

350 something called Propanolol for some years    

351 which keeps my migraines at the bay    

358 I do have glaucoma   

359  but that’s not totally you know   

360 I have drops in my eyes for glaucoma 8 

361 I have osteo arthritis 9 

362 it has been around for a while   

363 but it’s sort of a gradual process   

367 For osteo arthritis I don’t have any medication form 10 

368  I do take medication for the osteoporosis 11 

375 frame to co-morbidities    

376 I don’t know really 12 

377 they just [co-morbidities]   

378 seem to pile on to you as you get older   

379 and you add something else   

380 part 2: asthma and other illnesses (medication)   

381  I did think 13 

382 probably   

383 because of the polymyalgia   

384 and having the steroids my asthma has been better   

385 At the time when I was on fairly 14 

386  Well   

387 relatively high doses   

394  so when as I came down off the loads of steroids 16 

395 I think   

396  then   

397 my arthritis also became worse 17 

400  that was helping with the inflammation   

401 the fact that I was taking the steroids   

402 There are connections 18 

403 I think   

404 between my asthma and other conditions as it were   
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In the third topic of her story, Eleanor discussed her experiences about the impact of asthma. 

In Part 1, after disclosing that asthma has no impact on her life, and that she is used to living 

with it, in Part 2 she returned to her tension provoking experiences about skin bruising and 

tearing. In lines 419-444, Eleanor reflected on how worrying, stressful and uncomfortable it 

is for her to protect her skin. It ranged from having to cover herself up, to asking people to 

be careful around her. Eleanor confessed that being covered in bruises and cuts was a 

distressing impact. However, to her this was the only concerning effect on her life. Eleanor 

was asked about the disruption to her sleep, family life, working environment, exercising 

and inhaler use in public. She disclosed that none of these were affected, apart from a few 

experiences when she first had her asthma symptoms and when smoking in public places 

was allowed.  

405 Theme 4: Apart from health issues, asthma has no impact    

406 part 1: used to living with asthma (no impact)    

407 I’m fairly active  1 

408 so I don’t think it does [affect the lifestyle]    

415 it hasn’t affected me that way   

417  I know I get used to living with it    

419 part 2: skin bruises (main side effect causing worry)    

420  I think that 6 

421  the worst thing for me about asthma now    

422 because my skin deteriorating is that    

423 having to be very protective of my skin 7 

424 and having to cover my skin 8 

425 Because I feel a lot awful when I’m covered in bruises  9 

426 or cuts you know    

427  So that’s the most effect on me  10 

428 really   

429  that means I cover myself up  11 

430 where I might wear short sleeves to do yoga I wear long sleeves    

431 cause I don’t need the looks 12 

432 and I’m nervous around  13 

433 luggage and things    

434 you know   

435  people pulling cases in a station    

436 Or at the airport 14 

437  or even trolleys in the supermarket    

438  makes me a bit nervous about people getting near my legs    

439 And having to say please 15 

440  if somebody gets too close to me or bangs into me    
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441 and I say   

442  can you please be careful with my skin    

443  That’s the only 16 

444  side effect of asthma for me   

445 part 3: sleep is not affected   

457 part 4: smoking (past jump)   

458  I wouldn’t go into pubs before 20 

459 when there was smoking in public house places like that   

460  I would try to avoid that 21 

465  I think that’s the only time I did find 24 

466 smoking   

467 when I was first diagnosed 25 

468 and I was working in offices and doing temporary work in the city in London 26 

469 and I found that if I was put into a smoking place   

470 I would try ask to not put me in places where the was heavy smoking   

471  And they said that   

472 I was being too fussy   

473  because I wouldn’t go to work if I didn’t want to be where there was smoke   

474 that was difficult 27 

482 but smoke isn’t the problem anymore 19 

483 part 5: family life not affected (jump to past)   

484 my husband has been fairly supportive 20 

485  in the early stages   

486 I mean I don’t think we think about it very much now 21 

487 it’s just part of life   

494  I think it might have very early on affected the youngest son in 24 

495 I was supposed to play in a cricket match 25 

496 Against him   

497 he was the leader of his cricket team 26 

498 and I was supposed to lead the mother’s team 27 

499 and I wasn’t well enough then to do that 28 

500 I couldn’t run and breathe and   

501 so my daughter did it for me 29 

502 That’s the only instance I can think of like that 30 

505 part 6: swimming and asthma    

506 I probably ought to go to swimming regularly 31 

507 and the one time I do know I am asthmatic 32 

508 is if I swam a length or two   

509 and I haven’t done it for a little while because it gets to the bottom of your lungs 33 

512 I do like to swim 34 

513 but I’m not very keen on public swimming places 35 

523 part 7: inhaling in public (not affected)   

530 it wouldn’t bother me at all 43 
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531 I mean I sometimes have to do it at church 44 

532 Because   

533  it’s fairly early in the morning   

534 when I go to a church service on a Sunday   

535 And I sing 45 

537 that obviously working my lungs   

540 that’s when I probably cough the most   

541 So I might use it in church   

542 but I just do it discretely 46 

 

Interestingly, in the fourth topic that consisted of only one part, Eleanor shared vague ideas 

about her asthma acceptance with hopes that her asthma might go away and would stop 

damaging her skin. However, she has accepted that her skin was already damaged and that 

she has no choice but to live with it. Eleanor hoped her asthma would  interfere with her life 

as little as possible. She then then disclosed that her asthma does not interfere with her life, 

and that she considers herself lucky to have her asthma under control. Eleanor ended her 

story with references about getting older and believing that her current health difficulties 

were a normal part of life.  

546 Theme 5: Future hopes    

547 Part 1: wish asthma would go away (accepting)   

548 I don’t know 1 

549  I had hope that it might go away    

552  the hope that   

553 as long as I can breathe well enough to do the things I need to do or want to do 3 

554  I am very lucky that we have the modern medicines enable me to do that 4 

555 I would love it to go away 5 

556 and not make my skin any worse   

557  but I think the skin is damaged   

558 and I have to live with that   

559 it’s just a question of coping with it 6 

560 and letting it interfere with my life as little as possible   

561 it doesn’t really interfere with my life 7 

562 I think   

563  I’m very lucky   

564 that I’m reasonably well controlled    

565  it's frustrating as you can’t move as quickly as you used to  8 

566 and things don’t work as well as they used to   

567 it's just 9 

568  part of life    
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569 and getting older 10 

 

Anna’s story  

Overview  

Anna’s story about her current living with asthma was divided into two major aspects 

communicated in lines 173-581. It consisted of 18 parts told in 106 stanzas. The first topic 

consisted of reflections about living a controlled life with an asthma. It was covered in lines 

173-333 and was told in 40 stanzas in 7 parts. The second topic however, was about living a 

challenging life with a new diagnosis of osteoporosis. It was covered in lines 334-581, told 

in 66 stanzas in 11 parts, and was the focus of her story. Her story was mostly chaotic and 

events were non-sequential. However, it was evident that most of her experiences with 

asthma were resolved and accepted. Asthma in Anna’s story was manageable, and therefore, 

it was in the background. Anna’s osteoporosis was her current worry that brought about 

various challenges. There was no clear purpose in her story. Anna was torn between wanting 

a better management for her illnesses and accepting her current challenges as they are.   

Analysis  

Her story about her current life with asthma began with references about being in control. 

After emphasising that her asthma is stable, Anna in Part 2 changed the conversation and 

spoke about the medication side effects. In lines 194-229, Anna shared a story about how 

her blood salt levels have reduced. Anna explained that this was because of her steroid 

medication, she then disclosed having successfully dealt with it. However, in Part 3 her story 

took another turn and Anna confessed that her asthma symptoms have worsened. She was 

experiencing a dry cough and had difficulties with her breathing which according to Anna, 

was “making her life more difficult”. After disclosing that she experienced a catarrh-based 

cough, she then in Part 4 clarified that apart from the occasions when her symptoms were 

severe before her asthma diagnosis, she has never needed emergency support or assistance 

for her asthma. Although these events were non-sequential and lacked clarity, it seemed that 

Anna was indecisive about how severe her asthma was. In line 261, after informing that her 

asthma is mild, she then in lines 262-296 listed her asthma triggers. These included coughing 

in the heat, walking up hills, experiencing hay fever symptoms, smoking and heavy dust. 

Anna’s indecisiveness regarding her asthma severity was once again noted in Parts 6 and 7. 

In Part 6 when Anna spoke about her asthma reviews, she mentioned having difficulties with 
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her breathing. However, in Part 7, when asked about the asthma education, Anna stated that 

her asthma was in control and that additional knowledge was not necessary.  

173 Theme 2: there are triggers, but asthma is controlled    

174 part 1: asthma is stable (current state)   

175 I’m in control I would say 1 

176 I think it’s fairly stable   

177  and I think the GP would agree with me   

178 I mean 2 

179 it is very much self-regulation   

192 things haven’t got worse   

193 It’s stable   

194 part 2: Medication side effects (reduced blood salt levels)    

195 I wasn’t aware of any symptoms 6 

196 but apparently my salt   

197 blood salt levels   

198 Went really   

199 very low   

200 Too low   

201 And so 7 

202 my GP at the time   

203 was concerned   

204 After couple of blood tests showing this   

205 she referred me to endocrinology department at QA   

206 And I had all sorts of tests 8 

207 Including   

208 an hour long adrenaline test   

209 And they could find no obvious reason.   

210 it was at that point the reliever was changed 9 

211 because that was the only possibility that the steroids were   

212 causing this   

213 Although they are very low dose   

214 And   

215  the advice from the endocrinologist when I was finally signed off 10 

216 was to   

217 to drink less water and eat more salt   

218 because I was following all the health guidelines   

219 drinking lots of water   

220 and we didn’t cook with salt   

221 and we didn’t have much salt in all this   

222 the salt levels went up   

230 part 3: symptoms deterioration    

231 It’s when I find a cough 11 
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232 is sitting there   

233 and it’s a dry cough   

234 and its making difficult to breathe   

235 not to a desperate level   

236 but its making life more difficult   

237 This year I had this ongoing 12 

238 you know   

239 went on for days   

240 everybody seems to have had a cough   

241 but it was very loose 13 

242 All the time   

243 it was very loose   

244 it was more catarrh based   

250 part 4: severe symptoms prior to diagnosis and treatment    

251 It has never got to that point where I felt 16 

252 I needed an outside help or assistance   

253 I mean 17 

254 it did before I had treatment   

255 There were occasions where I really   

256  it was very hard in the night   

257 and my husband used to help me with   

258 the steam and everything and I’d have to sit up in bed   

259 And steam   

260 and that hasn’t happened since I’ve been treated since it was diagnosed   

261 It’s mild it’s classified as mild asthma. 18 

262 part 5: triggers (symptoms)    

263 I’m more likely to cough in heat 19 

264 And I had found 20 

265 I don’t walk now for other reasons   

266 but walking up hill   

267 Was always harder   

268 and walking up in heat   

269 looking back over my life 21 

270 it was even difficult when I was younger doing that   

271 If we had a heat wave and I was trying to climb up the hill   

272 that was hard really   

273 other than that   

274 I mean 22 

275 hay fever   

276 brings out the   

277 the weeping eyes and you know and nose and everything   

278 but smoke 23 

279 Heavy dusts I always avoid 24 
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285 I do wonder whether I’m a lot better these days because after the reduction in smoking   

286 Everywhere   

287 I’d find if I go somewhere like that 26 

288 very rarely now   

289 down to Commercial Rd in Portsmouth   

290 where there is still a lot of smoking   

291 I don’t like it   

292 and I’d feel it as if tightening up   

293 and I just get into the shopping centre where there isn’t smoke   

294 as fast as I can   

295 and of course I grew up in the household where father 27 

296 and a much older brother smoked heavily   

297 part 6: asthma reviews (positive support)    

302 And they always check 29 

303 whether or not my   

304 short sharp breath   

305 improved which it never has   

306 but at least it’s not going backwards   

312 And of course they always check   

313 do make sure you have your flu jab 33 

319 part 7: asthma education is not needed (asthma is in control)   

320 I don’t think it’s necessary 36 

321 for me where I am now   

322 I’d think many years ago it would have been very helpful 37 

323 I think it’s in control 38 

324 The medication I’m receiving   

325 and I’m managing myself   

 

In the second topic, Anna’s story has changed. After being asked about any additional 

illnesses, she disclosed that apart from asthma, she also has high blood pressure, gallbladder 

problems, and osteoporosis that was causing her difficulties. Although most of these 

conditions have occurred recently, she has dealt with them without having to wait. In Part 2, 

when asked about her ability to cope with asthma and osteoporosis, she suggested that 

asthma does not affect her life, whereas osteoporosis has completely interfered with her life 

and taken over her ability to undergo physical activities. After stating that it has taken a long 

time to be diagnosed with osteoporosis, Anna shared her experience about purchasing a 

rollator. This was an important decision that helped her to return to walking and continue 

enjoying her life. Although aspects of this experience were told in a chaotic story fragment 
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with several new starts and unclear endings, Anna was positive about osteoporosis and was 

learning to cope with a new illness.  

334 Theme 3: living with challenges of osteoporosis    

335 part 1: co-morbidities (more impact) chaos fragment   

336 Well I mean I have a high blood pressure 1 

337 it’s very low dosage of medication that I have 2 

338 and the last year 3 

339 I’ve been suffering quite badly   

340 and finally it took 10 months to get there 4 

341 was diagnosed with osteoporosis of the spine with two crushed fractures   

342 So that has been 5 

343 quite difficult to deal with   

344 

And when I get breathless now I think it’s more about the effort of not moving around 

than it is any asthma issues 6 

345 I’m getting there 7 

346 I’m having medication for that   

347 but I’ve also at the same time 8 

349 There were two things going on 9 

350 it was just purely coming through dental 10 

351 but I’ve got gallbladder problems 11 

352 

So I was getting pain back and front and I’ve now booked to have my gallbladder 

removed. 12 

353 So hopefully that will move things   

354 but I’ve gone private for that because I was just fed up and didn’t want to wait 13 

355 part 2: osteoporosis has major impact (story fragment) chaos fragment    

356 I mean the asthma is copable with 14 

357 it doesn’t affect my lifestyle because I’ve never liked smoke 15 

358 you know I’ve never smoked   

365 and my husband doesn’t smoke 17 

366 and my children don’t smoke 18 

367 so but it doesn’t affect my life that way 19 

368 whereas the osteoporosis does 20 

369 cause I was very active before   

370 we’ve only just got to the point of diagnosis 21 

371 It was not finally diagnosed until early December   

372 and I had the first severe back pains in February last year 22 

373 It’s taken that long   

374 I mean my posture has gone to pot 23 

375 I find that I can’t walk 24 

376 I mean I now bought a rollator 25 

377 I had one from the red cross and then   

378 I realised just how much difference that was going to make   
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379 And the doctor agreed   

380 and the physio   

381 because I have had few sessions with a physio   

382 so I bought a lightweight one that I can lift myself   

383 And get into my car myself   

384 and it’s got a seat   

385 and it’s got a bag   

386 and it folds   

387 And that is   

388 

a big plus because for the first time in nearly a year I walk round to our corner shop and 

back on my own 26 

389 And that’s why I wanted it because I love going to garden 27 

390 I like meeting friends   

391 and going to gardens   

392 going to galleries   

393 going to museums   

394 I couldn’t do that   

395 And that’s made a big difference because I’ve got support 28 

396 Cause I was very bent over   

397 and of course that does affect the breathing   

398 So the more up rise I can be   

399  the better   

400 so it’s been a big   

401 I just got to learn to cope with it 29 

402 You know which is what I’m doing   

403 and trying to be quite positive about it   

 

In Part 3, Anna returned to her asthma and stated that although she experiences asthma 

symptoms during the winter, she knows how to manage them, therefore it was not an issue. 

However, in Part 4, when asked to compare her good and bad days with asthma, she reflected 

on times before her osteoporosis diagnosis. Her daily life was measured through the scope 

of osteoporosis. In Part 6, when asked further questions about her asthma, Anna shared her 

experiences of traveling with asthma. Reflecting back on when smoking used to be an issue, 

she then in Parts 7 and 8 introduced another topic. In lines 495-533, Anna spoke about her 

singing choir activity and disclosed that it has improved her breathing.  

407 part 3: no severe asthma symptoms (controlled)    

408  I haven’t actually had [severe symptoms] 31 

409 so far fingers crossed   

410 I have not had a cough that I could not cope with   
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411 Since I’ve had the osteoporosis 32 

412 I did have bad cough last winter but before the February   

413 And that was just the usual   

414 I know how to manage things now 33 

420 but since then the cough I had this year   

421 that everybody seemed to have   

422 it wasn’t a dry cough   

423  it wasn’t a cold that then seem to settle and not shift   

424 which was the usual pattern   

425 it started off almost as a cough   

426 and was very catarrh cough   

430 Yeah so touch wood   

431 and everything crossed   

432 I haven’t had one since I’ve had the osteoporosis.   

433 part 4: good days (affected by osteoporosis)    

434 A good day is usually in the summer 34 

435 after the end of May   

436 When the hay fever is gone   

440 summer day when it’s not too hot   

441 just an English summer   

442 and   

443 feeling I can go for a nice walk   

444 that’s   

445 the really good day   

446 and to be fair 36 

447 there are more   

448 far more of those or it were before the osteoporosis   

450 part 5: housework affected by osteoporosis    

451 the housework has been far more affected by the osteoporosis 37 

460 part 6: smoking trigger (story fragments)    

461 Travelling was more of an issue when you were allowed to smoke 39 

462 Because I really feel it   

463 and that was probably before the asthma was diagnosed   

464 or about the same time   

465 and I   

466 we went on a cruise two three years ago now 40 

467 and the nearest exit on the deck for us was the smoking area   

468 was a small smoking area on the deck   

469 and there seem to be a lot of smokers   

470 and I just hold my breath   

471 go as fast as I could through this   

477 I mean we went on another cruise 41 

478 more recently   
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479 There seem to be far less smoking   

480 and the smoking area was much more rigorously enforced   

486 I mean there are certain places that you get it   

487 I mean Derby 44 

488 the daughter lives in Derbyshire   

490 not in the shopping centre but   

491 you know there’s a lot of smokers there   

492 And its noticeable now 45 

493  my husband notice it   

494 and he hasn’t got asthma   

495 part 7: singing activity    

496 I sing 46 

497 I always thought I couldn’t sing   

498 and sometime ago now 6, 7 years ago   

499 I went on a course and then I joined the local community choir   

510 part 8: singing has improved breathing    

511 Enormously [helped] 49 

513 the tutor on the course I went to that was excellent cause really taught about the 

breathing 

  

514 And the musical director of the community   

515 it’s a big community choir 51 

522 And she does a lot on the breathing 53 

523 it’s part of our warm up   

524 and I’ve carried on that 54 

525 Because I never breath from my diaphragm before   

 

However, in Part 9, the perspective of her story as well as the purpose became clearer. Stating 

that she can use her asthma inhaler at any time, she then disclosed she has accepted her hair 

colour as well as using her rollator because judgements of others did not concern her. She 

has accepted that she was getting older and therefore her main concern was making her life 

as easy as possible. Although she confirmed that her asthma was not a priority and that her 

main concern was walking, in Part 11, Anna unexpectedly proposed an idea of smoking free 

zones around entrances. This suggested that although her asthma did not worry her, there 

were issues that she wanted resolved.  

534 part 9: attitude (no embarrassment)    

535 I’ve used it in meetings before now 55 

536 I suppose it depends on your personality   

537 I tend to do my own thing   

538 I’ve had silver hair for a very long time 56 
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539 And   

540 a lot of my friends are still dyeing their hair   

541 and I think   

542 I’m getting old   

543 so what   

544 So my attitude is a bit like that   

545 it’s the same with buying a rollator 57 

546 it’s making my life easier   

547 I don’t care what it looks like   

548 part 10: physical wellbeing affected by osteoporosis (walking)   

549 I mean so low of a priority for me at the moment [asthma] 58 

559 As I said previously   

560 if I was going uphill in heat   

561 But because I was in a walking group 61 

562 so I did long distance walks and so on   

563 but I haven’t more recently as 62 

564 the bones have started to crumble   

565 And this year 63 

566 no I’ve not been doing   

567 much walking at all   

568 Unfortunately   

569 I do walk 20mins everyday on the   

570 Treadmill   

571 You know just to keep ticking over   

572 part 11: future change (non-smoking entrances)    

573 A no smoking zone round all the entrances 64 

574 for public buildings of some distance   

575 having to take a deep breath before you even go into a hospital   

576 I mean that has improved actually over the last year or so 65 

577 but I mean    

578 last night we went to the theatre 66 

579 and both my husband and I   

580 took a deep breath to go past two smokers   

581 It was right outside the door   

 

George’s story  

Overview  

George’s story about the current living with asthma consisted of three topics communicated 

in lines 54 to 342. One topic, discussed in lines 54-184 was told in 50 stanzas, and consisted 

of ten story parts, one frame and one return. Most of this related to the challenges with a 
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bronchiectasis co-morbidity and the emphasis of the importance of medication. Although 

George has started this topic with a frame, most parts of his story entailed non-narrative 

responses; therefore, events had no sequential order. The second topic, discussed in lines 

185-223 was told in 18 stanzas, consisted only of three parts, all of which were about the 

support from asthma care providers in relation to his asthma and bronchiectasis. The last 

topic, discussed in lines 224-342 was told in 45 stanzas, consisted of 11 parts and a return to 

frame, and was about the somewhat challenging experiences with bronchiectasis co-

morbidity. George’s entire story was torn between partial coherence and incoherent. It began 

with a frame, and some of his experiences were shared in sequential order with ideas for 

improvement. However, his story had limited narrative elements, his experiences with 

asthma suggested restitution; asthma was under control and was no longer a worry, then told 

otherwise. Bronchiectasis, however, caused various ongoing challenges. Therefore, George 

was on a journey learning to live with a new illness.  

Overview  

Responding to the question regarding the state of his asthma, George admitted having a 

broad knowledge about his condition with an access to treatments. However, from line 66, 

he shifted the conversation to talk about his bronchiectasis co-morbidity, a condition that has 

brought him various challenges. In Parts 3, 4, 5, and 6, George shared aspects of his life and 

health that have been affected by a new illness. For example, bronchiectasis interacted with 

asthma, he was more prone to infections and colds, had difficulty breathing and was not able 

to undertake physical activities (i.e. walking groups).  

54 Theme 2: Issues with bronchiectasis and importance of Prednisolone   

55 Frame to current management of asthma    

56 I know as much about my asthma condition as any doctor or nurse can tell me   

57 part 1: asthma treatment (non-narrative)   

58 and I know when to take oral steroids 1 

59 if I need them   

60 and they provide me with the supply   

61 I also need to take  2 

62 antibiotics from time to time as well.    

63 part 2: co-morbidity (more issues than asthma)   

66 but I also have another condition which does affect my asthma 4 

67 Another condition is bronchiectasis   

68 And I’ve had  5 

69 I think more trouble with my bronchiectasis recently than with the asthma.    
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70  about five or six years ago.  6 

71 part 3: co-morbidity (more issues - discomfort)    

78 much worse susceptible now to  10 

79 colds and so on    

80 And pick up infections 11 

81 and for that I need to take the antibiotics.    

82 but then when if my breathing goes 12 

83 and that doesn’t necessarily reduce my breathing 13 

84 it just makes it very uncomfortable.   

85 part 4: managing co-morbidity and asthma    

89 It’s been suggested sort of exercises I should take to try to  16 

90 to bring up the mucus in my tubes.    

91 But if my breathing goes down 17 

92 I know that’s on my asthma side   

93 and if it gets very low then I take  18 

94 Prednisolone.    

95 part 5: co-morbidity (unpleasant symptoms)   

96 My doctor referred  19 

97 With bronchiectasis 20 

98 it’s much further up in my    

99 chest   

100 and I can feel some stuff that are rattling around in my chest 21 

101 and that’s when I take the antibiotics   

105 But it can happen quite regularly.  23 

106 part 6: breathing symptoms (affect physical activity)   

107 well if my breathing is down, 24 

108 if my breathing is low   

113 I can’t go to sort of 28 

114 we go in a walking group 29 

115 I can’t go in a walking group for a walk of two hours because my breathing is 

too low.  

30 

 

While discussing challenges with bronchiectasis and asthma, it became apparent that the role 

of medication was important. In the remaining Parts 7, 8, 9, 10 and a return, George shared 

his insights about the Prednisolone steroid. Alongside George’s regular medication routine 

of using a preventer and a reliever inhaler, he was also relying on another steroid to treat 

severe symptoms. George agreed that his Prednisolone usage was far too frequent but 

admitted that the benefits of it outweighed that. Whenever George’s breathing symptoms 

have worsened, Prednisolone was always at hand as a ‘backbone’ to stabilise his breathing 
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back to normal. The importance of Prednisolone medication was covered in over 20 stanzas 

with short story fragment covered in lines 167-184.  

116 part 7: treatment routine (medications)   

117 I take an inhaler 31 

120 I think it’s now called Flutiform.    

125 And 33 

126 I have a Ventolin as well, the blue inhaler    

127 For immediate relief but I don’t take that very often, really.    

128 but if my breathing goes really low 34 

129 and I then   

130 because it’s not under control   

131 I then go on to the oral steroids, Prednisolone.    

132 part 8: Prednisolone (backbone for when asthma worsens)   

136 two puffs in the morning   

137 and two puffs in the evening of the Flutiform   

138 and that should keep it under control and less of flares up.    

139 Obviously, if for some reason my asthma becomes worse 36 

141 it can be set off by whatever reason 37 

142 I’ve no idea whether it’s the atmosphere or anything else   

143 and then 38 

144 once the    

145 my breathing goes really low   

146 I then say take the Prednisolone   

147 and I’ve been taking that for years now 39 

148 Much far too often really   

149 but it’s the only thing that then brings my breathing back up again.     

150 And it brings it back up again very quickly   

151 But I need to take a week’s course.  40 

152 part 9: asthma self-managed (Prednisolone is key)   

153 I self-manage 41 

154 I had it so many years    

155 I’ve had asthma for 40 years so    

156 I am fortunate that the Prednisolone does help my breathing 42 

159 part 10: medication routine (two puffs in the morning, two in the 

evening)  

  

167 Return to Part 8 & 9  (Prednisolone is very important)   

168 I should say I did go  46 

169 I did see a consultant recently.    

170 because of my asthma   

171 I thought it was time for me to have a check   

174 but I went to see a consultant and he suggested I should go onto a lower 

strength inhaler.  
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175 Called Fostair   

176 but that didn’t work  48 

177 within    

178 10 days of using that my breathing has dropped considerably   

179 And I then went to my local doctor and he suggested 49 

180 I take    

181 the weeks course of Prednisolone to bring it back up again   

182 and then go back on to Flutiform again   

183 which I’ve been on since then.    

184 So Fostair didn’t actually work.  50 

 

The second topic about asthma care providers included information about receiving support 

from an asthma nurse, the Asthma UK charity, and an asthma consultant. George has 

received support in relation to asthma reviews, advice about Prednisolone and asthma 

triggers. However, these story parts were non-sequential with no clear beginning and ending.  

However, from line 225 his story has taken another turn and George opened up about 

difficulties living with bronchiectasis. After explaining that his asthma was under control, 

he then, in the first five parts of his story described daily restrictions. These restrictions 

included weekly walks, distance walks up hill, gardening and sleeping. In addition, he 

believed that experiencing bronchiectasis symptoms in public was embarrassing. These 

events were listed in 16 tightly structured stanzas and had no sequential order.  

224 Theme 4: Bronchiectasis is the main source of worry right now    

225 Return to overview asthma control (similar to Frame in Theme 2)    

226 it’s under control  1 

227 I know what medications to take when necessary 2 

228 if my breathing over bronchiectasis is bad   

229 Part 1: Physical restrictions   

231 I can’t go on the weekly walks and it restricts me 3 

232 it restricts gardening 4 

233 that I can’t do as well.    

234 Walking any distance up hill particularly 5 

235 is what would cause me a problem   

236 when my breathing is down.    

237 Part 2: sleeping restrictions (bronchiectasis) also when taking 

Prednisolone 

  

238 Sleeping at night 6 

239 Yes, but that’s due to the bronchiectasis.    
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240 Because that’s when there is obviously some mucus in the upper part of my 

chest  

  

241 And that causes discomfort and I’ve got to try and clear that.    

242 But the asthma side of it does not cause me difficulty.  7 

243 although, when I take Prednisolone  8 

246 It’s difficult to sleep   

247 My wife says I am hyper   

248 When I take the steroids.    

249 But that is the side effect of it, yeah 9 

250 Part 3: travelling and asthma (no major restrictions)    

257 Part 4: Wife (support link)   

260 she knows how I feel 13 

261 Part 5: embarrassment (coughing up) 

bronchiectasis not the asthma  

  

264 I am more concerned about the   

265 I’m not breathing properly because of the bronchiectasis   

266 and I really need to clear my throat   

267 I need to cough something up   

268 That is much more 16 

269 that’s much more awkward and embarrassing   

 

Interestingly, after being asked about future improvement, George wished for his asthma to 

go away. At this point, in lines 270-288, inconsistencies were noted. He admitted that asthma 

was under control with the support of doctors, and then subsequently recognised that walking 

up hills was no longer possible. After recognising this disruption to his life, he then jumped 

to another topic and disclosed wanting sympathetic support from health practices.  

However, in Parts 9, 10 and 11 told in 16 stanzas George accepted his asthma and gave 

assurance that it was under control. Bronchiectasis, on the other hand, was actively 

disrupting his life. Therefore, he was in the process of trying to improve the situation.  

270 Part 6: Asthma care providers (more support)       

271 Well wish I could get rid of it  17 

272 No, I think its  18 

273 is well managed as it can be   

274 I find the 19 

275 where we are now   

276 the doctors and nurses provide a great service.    

285 Part 7: hill walking is no longer possible   

286 I mean ideas of hill walking and so on 22 
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287  I think they’re over because I just couldn’t cope with climbing up and 

maintenance and so on because of my asthma 

  

288 I recognise that now 23 

289 Part 8: references about needing more sympathetic support    

290 I think the most important thing is for the local health practice to have a 

dedicated asthma nurse.  

24 

291 other thing that is very helpful 25 

292 but I do think perhaps   

293 some people have difficulty in understanding the condition   

294 and its got to be somebody very sympathetic.  26 

303 Part 9: bronchiectasis (more support/ advice) not asthma    

305  I mean 31 

306 the situation where its [asthma] under control   

307 Because in the life 32 

308 the bronchiectasis been much more recent 33 

309 I’ve certainly have check that more recently   

310 on the internet and so on.    

311 Because I didn’t know anything about it before at all    

312 Part 10: Bronchiectasis diagnosis-a surprise, exercise programme 

important 

  

313 when I was diagnosed at that time it came as a surprise to me because 34 

318 the consultant suggested I should see  37 

319 physiotherapist for exercises   

320 So I could try and clear clear my   

321 my tubes and so on   

322 And I went to a couple of  38 

323  couple of sessions of that    

324 and there were other people there as well 39 

325 and I’ve realised how other people are unfortunate were much ill than I 

was.  

  

326 And I 40 

327 I worked the basics   

328  followed exercises   

329 sort of lying down and coughing the stuff up and so on   

330 and that was about it   

331 and I still do that if necessary 41 

332 Part 11: impact of asthma on older need more attention    

333 I was really pleased that you are actually studying impact of asthma on 

people of over 60s over 65s 

42 

341 nothing much for older people 45 

342 and I don’t know many people of my age group with asthma   
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6.3.3 Not Challenging Life  

In this part of the analysis, the concept of a not challenging life referred to stories where 

people were mostly free from asthma related issues. To the majority of older adults in this 

category, asthma was alongside other life matters and it did not cause disruption. They have 

accepted asthma and moved on with their lives. However, there were a few individuals who 

experienced occasional asthma impact. In their cases, they have accepted their lives with 

asthma but had additional ideas about wanting to improve their lives with asthma. Overall, 

in these stories, older adult’s lives with LOA did not appear complex. Asthma did not 

overtake their lives, instead, asthma was alongside other life matters.   

6.3.3.1 With Purpose  

6.3.3.1.1 A better life with asthma   

This sub-category consists of two quest stories about a non-challenging life with asthma. In 

Alice’s case, she was recently diagnosed with asthma, therefore, her purpose related to 

actively improving her life with asthma. The concept of challenge was still forming. She was 

in the process of learning about asthma and its role in her life. In Rose’s case, she accepted 

her asthma and was no longer in a journey of challenges. However, she was not consistent 

about her asthma management and although she managed her asthma well, she wanted to 

manage it better.  

 

6.3.3.1.1. Partially Coherent  

Rose’s story  

Overview  

Rose’s story about her current living with asthma was communicated in lines 142-556. It 

consisted of 26 parts told in 124 stanzas. Although her story was divided into two topics, the 

focus was on the first topic that was told in 110 stanzas in lines 142-503. In the first topic, 

Rose shared her experiences of controlling her asthma symptoms that included dealing with 

her asthma triggers and when her asthma worsens. In the second topic, the focus was on 

Rose’s future management of asthma. Rose’s story was particularly descriptive. At the start 

of her story there were few non-sequential details, however, towards the middle part, Rose’s 

storytelling was more sequential with a clearer direction of the story. It appeared that while 
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she has accepted asthma and was no longer experiencing challenging circumstances, she 

however, did have a purpose of wanting to improve her life with asthma.  

Analysis  

Rose’s story started with references of how she has to be careful to avoid getting a cold. 

After stating that she needs to use steroids to help her get through a cold, she then advised 

that being careful and knowing your triggers was a better management than needing steroid 

medication. In Part 2, she listed her additional asthma triggers that included dust, humid 

weather, the smell of flowers and air fresheners.  

In Part 3, in response to a question about her current asthma symptoms she disclosed that 

over the past year she has had difficulties where she has had to rely on medications often. 

After addressing that she was not happy about it, she then told a non-sequential story about 

her medication changes and self-regulation. After reflecting on having no asthma action 

plan, in Parts 5, 8, and 9, Rose shared her ideas about her asthma control. The use of reliever 

inhaler was a sign of asthma deterioration. However, in Parts 8 and 9, Rose gave assurances 

of being able to control her asthma well. She believed that asthma was an illness that can be 

controlled, especially with the support of doctors, medication adherence and positive attitude 

about being pro-active.  

142 Theme 2: asthma is manageable if triggers are dealt with   

143 part 1: asthma triggers (new starts and unfinished endings)    

144 I did have a cold cause I caught up from my youngest grandson 1 

145 That’s really my danger point 2 

146 I have to cut contact with anyone who has a cold 3 

147 I do seem to pick it up   

149 I did have a course of steroids   

150 it takes a while to get through it   

151 Eventually I got rid of it 5 

152 I still got a bit of it   

153 a left over of a niggling cough   

154 but you just deal with that   

155 I make sure I have plenty of fluids 6 

156 but I think it’s very much   

157 well you do have to sort of  7 

158 have to put up with some of these things   

159 It doesn’t stop me doing anything 8 

160 I mean I’m just sort of careful I don’t go out if it’s 9 

161 if it’s very cold   



338 
 

162 I would take my relievers before I go out 10 

163 there’s the damp that sort of affects it 11 

164 so I’m sort of very careful 12 

165 You know with things like that   

166 Knowing your triggers I think 13 

167 and knowing how to deal with it rather than get into a situation   

168 Where   

169 it needs an intervention by the doctor   

170 part 2: asthma triggers    

171 I moved houses about year and a half ago 14 

172 and I was 15 

173 that made me really quite bad cause obviously you are packing stuff up   

174 then you moving into a new place   

175 and when it’s humid as well I find that 16 

176 that can trigger it   

177 I can have difficulty breathing when it gets very humid   

178 I find 17 

179 sometimes fresh flowers   

180 a cologne of fresh flowers or   

181 air freshener   

188 it makes me wheezy.   

189 part 3: symptoms worsening (importance of medications)   

190 For the last year 20 

191 I think it is [worsening]   

192 I had quite a few 21 

193 issues over the previous 12 months where I had antibiotics and steroids of perhaps every 

three months 

  

194 but I wasn’t particularly happy 22 

195 So when I went for my asthma check-up last November 23 

196 I think it was 24 

197 with my new doctor   

198 and my new asthma nurse   

199 I did ask about reviewing medications cause I’ve been on the previous ones for a quite a 

while 

25 

200 So she put me onto Fostair   

201 which I take twice a day now but I can also use that   

202 I increase the dose if I feel I’m getting 26 

204 particularly bad   

209 I’ve got other repeat prescriptions 27 

210 Beclomethasone Formoterol   

211 I take that   

212 and then I have my Ventolin as well that I take 28 

215 That’s one of the things that I know if I have to take my Ventolin 29 
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216 that it’s getting worse   

218 But I mean if I do take it then I tend to go to the doctors 30 

222 so I can get it out of the way.   

223 part 4: no asthma action plan (vague support)   

224 I don’t feel as if I’ve got anything 31 

225 Last time I went 32 

226 I think it was about four weeks ago for my latest asthma check   

230 and it was just a print out   

231  which is handy   

232 But 34 

233 I don’t know sometimes I think   

234 and I have asked this   

235 I need to have a peak flow meter again 35 

236 and they said no   

237 so I thought okay   

239 I’m bound to your judgement   

241 part 5: when symptoms worsen (approach)    

242 well the one thing is 36 

243 I have to take my Ventolin   

248 but if I do feel as though I have to take the Ventolin 38 

249 then my asthma is getting a bit worse   

252 well like a said after about a week 40 

253 I would go to the doctor or sooner if it’s   

254 Deteriorating   

255 part 6: no side effects (medication)   

258 part 7: asthma triggers (weather)    

273 part 8: asthma control (recognise worsening)    

274 I think 48 

275 I do tend to control it quite well   

276 and I do know like I say 49 

277 if I have to start taking the Ventolin   

278 if it isn’t better within the week then I will go   

280 before it gets to the point   

281 I’ve never had to go to the hospital 50 

282 I’ve never got to that point   

283 I’ve always managed to control it before 51 

284 part 9: asthma can be controlled (overview)   

285 I am great believer that with something like asthma 52 

286 it’s in your hands to control it   

287 you have to sort of try and keep   

288 make sure you go to the doctors when you feel unwell 53 

289 make sure you take your medication as its prescribed 54 

290 and if you don’t think it’s working 55 
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291 then go to see your asthma nurse or go to see the doctor   

292 And tell them   

294 no one is going to come and ask you about it 56 

295 Perhaps sounds a bit harsh but just saying it’s up to you to sort of manage it   

296 not anyone else.   

 

In Parts 10, 11, 12 and 13, the conversation changed and Rose spoke about her co-morbidities 

with asthma. After stating that in addition to asthma, she also has high blood pressure and 

nasal polyps, both of which were currently under control, she confessed that she has 

experienced some challenges in the past.  

297 part 10: co-morbidities (and treatment)    

298 I have high blood pressure 57 

299 and I just take one   

300 tablet a day for that   

301 I’ve not had any further issues since I started taking that 58 

303 Then I do take a nasal spray 59 

304 I take a nasal cause I had nasal polyps   

306 That does help as well cause it keeps my sinuses clear as well   

307 so I think that helps 60 

308 part of the asthma as well   

309 part 11: high blood pressure (story fragment)   

310 that started happening in 2010 when I first finished work 61 

311 And at that time   

312 cause its quite common 62 

313 when I went to see the doctor and you know the pressure was high 63 

314 I said I just sort of had quite a stressful job when I worked 64 

315 and as a result of working at nights   

317 But when I have actually finished working you then sort of relax a bit 65 

319 but it’s been steady 66 

321 for the last five years   

322 it’s not caused any major problems   

323 part 12: medication taking (remembering)    

324 I’ve been taking them so long 67 

325 I did get to the point when I was quite poorly 68 

326 probably about three years ago   

327 and I did actually cover everything on the spread sheet  69 

328 and ticked it off every day of what I was taking   

331 part 13: high blood pressure is managed    

332 I think it’s quite manageable 70 

333 the high blood pressure is absolutely fine   

336 steady for the last five years since I was on medication for that   
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In Part 14, Rose confessed that because she has had several courses of asthma steroid 

treatments in the last year and that she is susceptible to colds, additional doctor advice was 

necessary. As she was already receiving advice about her medication from her chemist (i.e. 

Part 15), Rose suggested that knowing how to prevent colds from worsening her asthma, 

especially now that she is getting older was important.  

Interestingly, while in Part 17, she shared references about asthma having no impact onto 

her life, and in Part 16, she confessed that she experiences distressing side effects of steroid 

medication. It appeared that while asthma itself was not a major impact on her life, steroids 

was a bigger problem. Rose had additional concerns relating to the asthma misconception. 

In Part 18, Rose spoke about the public’s attitudes of asthma and believed that a lot of people 

did not know what asthma was nor its cause. Therefore, she was investing her time in getting 

involved in asthma research. It seemed that she was experiencing a moral duty in wanting to 

improve asthma awareness for perhaps herself and fellow sufferers. This idea was later found 

in her second topic. 

In Parts 19 and 20, in a non-sequential order, Rose once again reflected on her asthma 

triggers, and then disclosed that she was capable of managing her asthma on her own despite 

living alone. Rose finished this topic with references about not being embarrassed to use 

inhalers in public and she suggested that she just “deals with things”. In the second topic, 

she reflected on the future opportunities for better asthma management.  

338 part 14: asthma is controlled but need more advice (triggers)    

339 Well when I last went to the doctors 71 

340 probably I’ve done that four or five weeks ago   

343 he was concerned   

344 because I’ve had two lots of steroids in the last year 72 

345 I have been at the point where I’ve had perhaps five lots of steroids in a year where it 

hasn’t been managed very well 

  

346 So I’m going back to the asthma nurse in March I think 73 

351 I will just say how I’ve gone over the winter this year and you know 75 

352 its unavoidable sometimes when you’re out shopping 76 

353 like I said I have my grandson who is just  77 

354 he is two and a half   

355 so he’s picking up sorts of things from the nursery   

357 you just do pick them up   

358 I think I probably would like more advice as to how to prevent that getting worse 78 
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360 I am an asthmatic 79 

361 when he gets a cold   

362 does it automatically mean you gonna have really bad   

364 I think as you do get older 80 

365 and you do get perhaps more susceptible to these sorts of picking things up 81 

366 But as I said   

367 I think it would be useful 82 

369 sort of an asthma group or forum   

372 part 15: chemist advice    

395 part 16: side effects of steroids    

396 When I’ve been on steroids 88 

397 I do get an increased appetite   

398 Nearly always get that side effect   

399 and I don’t sleep well when I’m on steroids 89 

400  that’s why I hate taking them 90 

401 Just feel a lot tired when I’m taking them   

402 I can stay up till midnight thinking if I go to bed   

403 but couldn’t sleep   

406 part 17: asthma has no major impact   

407 nothing’s changed 91 

408 I don’t think it has major affect with my lifestyle   

409 I tend to do the same things   

412 part 18: public's attitudes about asthma are important   

413 I am very conscious of how 92 

414 how people perceive what asthma is   

415 I don’t think we do a great job of telling people what asthma is   

416 and if its portrayed say in a drama on a television or whatever it is 93 

417 someone is breathless takes one puff of Ventolin and everything’s fine   

418 and I think people just think it’s being wheezy and breathless   

419 and it can be a lot more than that   

422 to get an understanding   

423 I think it’s like that with a lot of illnesses   

425 I don’t think there’s that general understanding   

426 it’s a misconception 95 

427 what can cause it   

428 and again 96 

429 what annoys me   

430 people assume that is because you smoke that you got asthma   

431 You hear those misconceptions   

432 so I think perhaps made me more aware   

433 and I think   

434  trouble is   

435 I’ve been taking a bit more time to look at what Asthma UK doing and 97 
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436 I am more interested   

437 now I’ve got the time   

438 cause I’m retired to actually see what I can do   

439 to get involved   

440  and to help I suppose   

441 part 19: asthma triggers (moving house helped)   

456 part 20: asthma triggers (cold)   

464 part 21: manage asthma on my own    

465 I live alone 102 

466 well the reason I moved up here 103 

467 is to be nearer to my daughter but   

470 I sometimes think you’re best on your own 105 

471 and you can do things at your own pace     

475 I will ask for help if I need it   

480 part 22: no embarrassment (inhaler use)   

481 I perhaps I was conscious of it 106 

482 Years ago   

483 but doesn’t bother me now   

484 if I need to take it   

485 I take it   

491 part 23: getting upset (asthma trigger)    

492 Perhaps very occasionally [stress triggers asthma] 107 

493 I’m not a very stressful person 108 

494 if I’m honest   

495 that be quite   

496 I deal with things. 109 

 

In lines 505-556, the purpose of her story became clearer. She stated that although her asthma 

was well managed, she would like to manage it better, either with new medications, 

breathing techniques or self-help opportunities. It was evident that she has accepted her 

asthma and was no longer in a journey of challenges. However, she was interested in 

improving her life with asthma and additionally alongside improving opportunities for 

others.  

504 Theme 3: Opportunities for better asthma management    

505 part 1: new treatment opportunities (to improve)   

506 I would like to see if there’s any sort of new medication coming on board 1 

507 cause I feel 2 

508 on the whole   

509 I manage my asthma really well   

510 but I still think it could be managed better if that makes sense   
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513 I have a constant sort of   

514 sort of tickly sort of cough   

515 And   

516 you do tend to get told 4 

517 oh well that will take a few weeks to go   

518 if there’s anything else that can help 5 

519 if there’s a new medication to be tried on and you think   

520 anything else   

521 as you mentioned breathing techniques 6 

522 is that something that’s available   

523 what is available   

527 part 2: self-help opportunities (future)    

528 I think if you’re going to the doctors 7 

529 or to the asthma nurse   

530 they should be advising what’s available locally   

531 but I suppose on the other hand 8 

532 I think that’s how I got to find out about this survey   

533 was going into Asthma UK   

537 again little sort of help 9 

538 self-help forum   

539 have you tried this   

540 have you considered that   

543 part 3: self-help for asthma management   

544 I think it will probably get a little bit worse [my asthma] 10 

545 You know when the weather changes   

546 like I said in the cold and damp weather   

547 But again 11 

548 it’s how you deal with it   

549 and how you prevent itself   

550 before you go out shopping 12 

551 take some reliever inhalers   

552 try not to go out when it’s really bad 13 

553 And these are all things that I think 14 

554 can be really big self-help things   

556 it’s how you can help yourself   

 

Alice’s story  

Overview  

Alice’s story about her current life with asthma was communicated in lines 166-350. It 

consisted of 10 parts and was told in 43 stanzas. Her experiences were shared in two topics, 
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one of which related to learning and comprehending her asthma, the second topic related to 

her future plans to improve her wellbeing with asthma. However, Alice’s story was different 

to Rose’s. Rose’s quest story was about discussing control of her asthma and sharing ideas 

about improving the management of asthma for a wider audience. Whereas, Alice’s quest 

story was about her current ongoing learning process with asthma. For Alice, asthma did not 

bring a challenging impact on her life. However, regardless of that, she was worried about 

the cause, the prognosis, and the management of her asthma.  

Structurally, her story had non-sequential details with elements of chaos narrative and with 

sometimes unfinished ideas. However, despite the at times unclear direction of her story, she 

had a clear purpose of wanting to improve her wellbeing with asthma which she was actively 

pursuing.  

Analysis   

Her first topic was discussed in lines 166-264 and was told in 6 parts, in 20 stanzas. Alice 

began with references of being amazed about asthma recognition. Alice suggested that she 

was still learning about what asthma is, its cause and ways of coping with the illness. In Part 

2, she shared non-sequential stories of other asthma sufferers about how it affected their life 

and how they coped with it. After sharing ideas about her voluntary work with asylum 

seekers and her wish to find out how many of them have asthma, she disclosed details about 

one person’s mother dying with asthma. Then after re-telling this story relating to the image 

of a dying woman with asthma that Alice was introduced to, she reflected on the challenges 

of another asthma sufferer.  

In Part 3, Alice disclosed that she coped with her asthma alone. In Parts 4 and 6, she 

confessed to trying to find out the reasons for her asthma worsening as well as why it 

happened to start with. In between these story parts, in Part 5, Alice confessed that her 

asthma symptoms have worsened. Although she was judging it by symptoms such as phlegm 

and breathlessness, she also confessed that her symptoms varied from day to day. Leaving 

this topic unfinished with references to her family being healthy, in her second topic, Alice 

opened up about future perspectives with asthma.  

In lines 267-268, after confessing her worries about asthma deterioration in future, she then 

changed the perspective of her story and spoke about her plans and current ideas for 

improving her breathing. This includes future ideas about undertaking yoga, breathing 
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exercises and academic work. Interestingly, her current ideas for improving her breathing 

consisted of campaigning to stop air pollution.  

After leaving this part unfinished, Alice, in a non-sequential order reflected on her worsening 

asthma. Alice disclosed that she has a way of measuring her wellness with asthma whilst 

visiting New Zealand. She also stated that her asthma improves in New Zealand and that she 

loses weight whilst she is there. Alice then returned to her topic about future improvement 

with asthma. Suggesting that she would like to lose weight and find out more about yoga, 

she was no longer on track with her story. In response to this, in Part 4, Alice confessed to 

being an unsuitable participant because her asthma did not disrupt or challenge her life. Then 

once again, after sharing details of other asthma sufferers she has ended her story with 

references of people having differences in relation to coping and reacting to asthma.  

166 Theme 2: learning about asthma    

167 part 1: asthma recognition (amazed)    

168 I’ve been amazed because unless one mentions it in conversation  1 

169 people don’t talk about it   

170 but when it gets mentioned people have amazing stories    

171 And observations   

172 and know people who suffered from it or something.    

173 part 2: learning about asthma through other stories (chaos fragment) then then then   

174 Concerned really 2 

175 Especially hearing children with asthma   

176 how horrible is that   

177 I do quite a lot of voluntary work with asylum seekers  3 

178 And I thought it would be quite interesting to see how many of them come without asthma   

179 and then when they get to wet and foggy England   

180 and they’ve gone through a bit of trauma   

181 how many they get asthma   

182 and that’s been quite interesting there’s   

183 and I want to do a bit more about that when I come back.    

184 And one woman I met she was a New Zealander  4 

185 so I got talking to her    

186 I said I had asthma   

187 she just told me amazing stories   

188 she’s grown up in this country    

189 then went to New Zealand for her mother’s asthma   

190 she was brought up in New Zealand   

191 and then her father got a promotion   

192 that was a great success to start with in one part of New Zealand    

193 and her mother’s asthma   
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194 got better   

195 this is the first story 5 

196 first bit of  a story she told me   

197 And then they moved to another bit of New Zealand   

198 and her mother’s asthma got worse    

199 and she died   

200 Very sadly   

201 and then her daughter came back here   

202 but the second time I met her 6 

203 she explained a bit more    

204 and she said her father had been a very heavy smoker all this time   

205 she had this horrible image of her mother lying in bed with these pots of phlegm around the 

place 

  

206 I just registered it 7 

207 But it’s a horrible image   

208 and then   

209 she very nicely had said that I can meet her brother who’s a reporter in New Zealand 8 

210 and has also developed late onset asthma   

211 So I’m about to email him today    

212 and see if I can come and meet him   

213 go and meet him    

214 and then a friend of mine 9 

215 I told a friend of mine who’s friend with another asylum seeker who’s Chinese   

216 who’s husband    

217 who’s British    

218 has quite severe asthma    

219 and they were very worried when they went back to Beijing that the husband would get much 

worse  

  

220 but exactly the opposite happened   

221 he went to Beijing and his asthma cleared up    

222 part 3: coping with asthma (learning)    

223 well I live on my own with a friend who’s sort of my lodger 10 

224 and I cope on my own really    

233 part 4: looking for reason (worsening asthma)    

234 it’s getting worse  14 

235 which is why I’m relating it to the weather    

236 pollution I think   

237 cars but I’m not sure    

238 I’m trying to work out what it might be  15 

239 part 5: symptoms worsening (current)   

240 I assess it by my breathlessness  16 

241 and I suppose phlegm   

242 if you go just by phlegm it got quite a lot worse just recently    
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243 If you go by breathlessness been more or less the same in the last week so it hasn’t got worse    

244 In fact no   

245  it varies from day to day    

246 because on Friday which was a lovely day    

247 my benchmark it’s whether I can cycle up a steep hill without having to stop  17 

248 and I did it on Friday    

249 but yesterday I couldn’t hardly get up 10 yards back    

251 part 6: family link (looking for reason)   

252 my mother 18 

253 it maybe genetic   

254 we’re as a family touch wood    

255 we are pretty healthy    

256 My mother is still alive   

257 I suspect that she 19 

258 she coughs a lot and she sneezes a lot    

262 my sister both sisters are very healthy    

263 so maybe genetic  20 

264 we’re lucky touch wood    

265 Theme 3: future plans of improvement    

266 part 1: looking to improve the breathing    

267 Well its sort of slightly worries me about the future 1 

268 is it gonna get a lot worse or am I going to take a lot more medicine    

269 But obviously exercise is important  2 

270 and I think I need to do something more like  3 

271 I’d like to know more about yoga or this other breathing exercise    

273 so I feel in the way optimistic cause I feel I can do something about it  4 

274 And it’s interesting academically  5 

275 It opened up the whole new sort of life to me   

276 in New Zealand 6 

277 lorries are not allowed to put on their air breaks when they going through towns and people 

are not allowed to sit with their engines idling  

  

278 So I’m having this sort of  7 

279 personal campaign I go round and moan at people who have   

280 engines running    

281 and I actually said to one woman    

282 I said very politely    

283 do you have to have your engine running    

284 and she said yes I do why   

285 so I said I’ve got asthma   

286 and I’m worried about pollution    

287 and she said well there’s plenty of fresh air    

288 and my sons got COPD   

289 And I thought    
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290 oh god I don’t know what COPD is    

291 So this is a very salutary    

292 I haven’t said that to anybody else  8 

293 but I’ve gone to   

294 I want to do something about the council    

295 Cause I think pollution is important   

296 part 2: recognising worsening symptoms (current state)   

297 said to my son who lives here that my asthma in New Zealand is much better  9 

298 And he said don’t be silly   

299 you had to pause when you just went out on front door once   

300 and I forgotten that    

307 but I feel I definitely felt when I came back in March  12 

308 That my asthma got much worse    

310 difficult to tell    

311 but certainly it’s    

312 the breathlessness gone worse and the phlegm and stuff   

313 part 3: future plans for improving wellbeing   

314 one thing I’m trying to do is to lose weight 14 

315 when I’m in New Zealand I generally lose weight    

316 and generally doing more exercise    

319 Well here I have much more menial things to do  15 

320 Which means I don’t exercise   

321 there I don’t have anything particularly to do    

322 although that may change this time    

323 sorry what was I saying  16 

324 well as I said I want to know more about breathing 17 

325 Yoga and what’s the one with a Russian sounding name    

326 as an alternative therapy    

334 part 4: current asthma has limited impact   

335 perhaps I’m not a very good subject  19 

336 because it haven’t affected me a great deal   

337 you just have to keep an eye on it    

338 lots of people if you mention asthma  20 

339 I think they think in maybe horrified way of childhood asthma    

340 Which is so frightening really    

341 For the unluckiers   

342 my mother’s cleaner has got 21 

343 her two year old has just had several asthma attacks   

344 and the family was terribly upset    

345 but the little boy was completely unconcerned    

348 if somebody would mention asthma to me before I knew that I had it    

349 I think that’s what I would have thought of    

350 But as you say everybody’s reactions are completely individual  23 
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6.3.3.2 Without Purpose  

6.3.3.2.1 Accepting circumstances as they are  

This sub-category consists of three restitution stories with partial coherence. Asthma in the 

lives of those older adults played a minor role. Two individuals experienced no impact to 

their lives, and instead emphasised that their asthma was well controlled. They were not 

worried about their illness. However, one individual experienced some degree of asthma 

worsening but it did not affect his life. He recognised that these experiences were occasional 

and therefore, did not worry him very much. The reason for their positive experiences with 

asthma related to adhering to their asthma treatments, having access to information and 

receiving support from their healthcare practitioners. John, Robert and Jeremy did not have 

aims for improving their asthma. They were satisfied with the severity of their asthma and 

the quality of their lives.  

6.3.3.2.1. Partially Coherent  

Robert’s story  

Overview  

Robert’s story about his current life with asthma was communicated in lines 42-270. It 

consisted of 20 parts and one return which was told in 82 stanzas. Although his story was 

divided into two topics, both topics consisted of experiences about how well he was 

managing his asthma and comments about asthma having no impact to his life. In the first 

topic communicated in lines 42-147, which was told in 36 stanzas in 9 parts, Robert 

discussed positive aspects of his asthma management. In the second topic communicated in 

lines 148-270, which was told in 46 stanzas in 11 parts and a return, Robert emphasised his 

wellbeing with asthma and gave assurances that he was not experiencing an impact on his 

life. Robert’s story was mainly sequential. However, because on most occasions he was 

prompted to discuss his experiences about his life with asthma, some story parts appeared 

short and inconclusive. Regarding the direction of his story, there was a clear sense of 

resolution with no purpose for improvement. Robert explained that because his asthma was 

under control, he did not need to change his management or care of asthma. He was satisfied 

with his illness. Robert has accepted his asthma and life carried on as normal.  

Analysis  
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Robert’s story about his current life with asthma started with references of the importance 

of medication. Stating that taking steroid medication meant that his asthma was under control 

and that without it he would have more symptoms, he then stated that he has a “very mild 

asthma” that was under control. In Part 3, after suddenly changing the conversation to talk 

about the likelihood of him experiencing asthma attacks, in Parts 4, 5, 6, 7, 8, and 9 

conversation was about aspects of his asthma management that included snapshots about his 

asthma care.  

In Part 4, Robert disclosed that he has created his own asthma action plan which he was able 

to memorise. In Part 5, he clarified that because he has been using his asthma medication for 

many years, a prescription list was a sufficient form of information. Then in Part 6, Robert 

stated that once a year he might need steroid medication to help his asthma symptoms. In 

Part 7, he suggested that the cold weather might be a trigger for his asthma. In parts 8 and 9, 

he spoke about his asthma nurse. Robert disclosed that she was supportive and had 

undertaken breathing tests to monitor his asthma. The conversation was then changed to 

topics relating to Robert’s general wellbeing and his life with asthma.  

42 Theme 2: Asthma is well managed   

43 part 1: medication importance (routine)   

44 I’ve never been prescribed a medication 1 

45 particularly for COPD.   

46 Only for the asthma.   

47 And I am now I am on Serotide 500 2 

48 Plus the Bricanyl but I don’t take the Bricanyl that much.   

60 I think I need that    

61 because I think I would be much   

62 if I didn’t take that 6 

63 I would have a lot more asthma.   

64 part 2: very mild asthma    

65 I have very mild asthma. 7 

66 But that might be 8 

68 that could be   

69 because I have it under control.   

70 part 3: asthma attack (aim to discuss)    

71 We haven’t got into 9 

73 but I think it’s important that we talk about 11 

75 about when I am likely to get an asthma attack.   

76 part 4: asthma action plan (I memorise it)   

77 Well I made my own asthma action plan 12 

78 because I do work   
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79 I do a lot of work for Asthma UK. 13 

80 I go out talking to different groups   

81 talking about asthma.   

82 I don’t know where it is actually 14 

83 I memorise it 15 

90 part 5: prescriptions (informative)    

91 When I go and get another 17 

92 Prescription   

94 it tells me how many puffs to take but I know it all the time because you know 18 

95 I’ve been having this medication for years.   

96 part 6: when symptoms deteriorate (Prednisolone)    

97 Occasionally 19 

98 Occasionally   

100 If I do get a bad asthma I have to go to the doctors 21 

101 He has prescribed Prednisolone tablets   

102 Before   

109 very rarely 25 

110 If its once a year   

111 that’s all it is.   

112 I don’t have any severe asthma. 26 

113 part 7: asthma triggers (following up his suggested topic)    

114 Well the wind is not a good thing for my asthma. 27 

115 And if it’s cold   

116 very cold.   

117 part 8: asthma nurse (support)    

118 I mean 28 

119 the practice nurse I have here I know very well   

120 I’ve been with her for a long time   

121 and she 29 

122 she’s got my records   

123 and she recently had this new machine and it tells her when   

124 and how asthma is progressing   

129 part 9: asthma nurse (support)    

130 I have a good practice nurse 32 

131 I know there are a number of practices in the country that don’t have good asthma control   

132 But mine   

133 I am very fortunate that I have a good practice nurse who is asthma trained. 33 

135 She makes sure I am taking the 34 

137 she puts me on this peak flow   

138 to make sure it does the peak flow test   
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The second topic started with references about his asthma being stable and that he did not 

think will ever go away. Leaving this idea unfinished he then disclosed having never 

experienced medication side effects. In parts 3 and 4, Robert emphasised that his life with 

asthma was in control and that all of his days with asthma were the same, apart from activities 

that require exertion could bring about the asthma symptoms, for example, walking up hills 

(i.e. Part 6).  

In part 7, Robert stated that he kept his asthma inhaler in his car. In part 8, he opened up and 

shared his ideas about awareness of asthma attacks. In lines 196-234, Robert mentioned that 

no one can understand what happens during an asthma attack apart from the people who 

have asthma. Robert then shared a story about his personal experience. Disclosing that he 

did not class his asthma exacerbations as asthma attacks, he stated that while he never been 

rushed to hospital, he once required assistance from an all-night surgery to stabilise his 

asthma symptoms. Admitting that he was fortunate for not needing emergency asthma care, 

in the remaining parts Robert gave assurances of having a good quality of life. Interestingly, 

he compared his asthma to other people’s, and suggested that because there was a link to the 

severity of asthma that he was able to have a life with no impact.  

148 Theme 3: asthma it is not an issue, life with asthma is okay    

149 part 1: asthma has improved (but won’t go away)    

150 I think it’s very stable because last time I went to the practice to get my asthma 

checked 

1 

151 she said the results on the machine were improved.   

152 But then you say it’s good 2 

153 I don’t think it will ever go but yeah 3 

154 part 2: no side effects    

157 part 3: life is in control    

158 very much in control [life with asthma] 6 

159 The only thing 7 

163 If I do a lot of exertion   

164 I might find I get some asthma   

165 But not with every day things 8 

166 If I do a lot of gardening and digging or something like that that may affect it. 9 

167 But don’t do much that affects it. 10 

168 part 4: asthma every day is the same    

169 Days with asthma 11 

170 They all the same   

177 part 5: family asthma    

178 they all know I’ve got asthma, of course 15 
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183 part 6: walking up hills (affected by asthma)    

184 The only thing would affect 17 

185 I don’t walk up hills that is   

186 that could bring on my asthma.   

189 part 7: public use of inhalers (no embarrassment)    

190 I do take it with me 19 

191 I keep 20 

192 some Bricanyl in the car   

196 part 8: people don’t understand asthma (attacks)    

197 I don’t think people understand it unless you’ve got asthma 22 

198 I don’t think people understand what it is.   

203 Until that happens 24 

204  yeah people will not understand about what happens in an asthma attack   

205 But I wouldn’t call mine 25 

206 my asthma attacks   

207 I wouldn’t call them   

210 because I don’t really ever   

211 I’ve never 26 

212 only once   

213 only once   

214 and I didn’t go to hospital   

215 I just went to an all night surgery   

216 Only once that has happened. 27 

217 About five years ago   

218 no more than that   

219 It got to be more than that   

220 It got to be about six   

221 seven years ago.   

222 And it was in the middle of the night 28 

223 I was driving home from somewhere   

224 and I could hardly breathe   

225 and I passed this doctors all night surgery   

226 and I stopped and they just gave me a nebuliser   

227 and that pulled it down properly.   

228 But probably where I was 29 

229 It could have been   

230 it could have been in the area   

231 in the place where I was in at that particular time that could bring on asthma   

232 but I’ve never been rushed 30 

233 never gone to hospital   

234 Which is why I am fortunate. 31 

235 part 9: my asthma is well managed (because it is not severe)   

236 I’ve got it managed 32 
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237 I’ve got it under control it doesn’t stop me doing very much. 33 

238 And you know 34 

239 that’s because I’ve got mild asthma   

240 if I had, you know   

241 and a lot of people can’t do anything 35 

243 they can’t even walk from one room to another   

244 But 36 

245 I’m not in that position.   

246 I am fortunate to have a good quality of life   

247 a lot of people with asthma do not have a good quality of life   

248 And it all depends on the severity of the asthma 37 

249 part 10: asthma is not an issue    

250 I think everybody would be different 38 

251 From my point of view 39 

252 it’s not an issue.   

253 return prompted to asthma attacks (aim to discuss)    

254 Well what I wanted to talk about was 40 

255 what brings on my asthma   

256 Because I think that’s important 41 

257 I mentioned to you if it’s windy or it’s very cold 42 

258 and in the summer 43 

259 I have to say   

260 in the summer I hardly get asthma   

261 I think that has a lot to do with it [winter]   

264 part 11: asthma triggers (managing)    

265 The weather hasn’t been bad enough yet 45 

266 It got to be a very cold wind   

267 And   

268 that affects it   

269 I’ll take the Bricanyl out with me 46 

270 I’ll keep in my pocket.     

 

Jeremy’s story  

Overview  

Jeremy’s story about his current life with asthma was communicated in lines 65-469. It 

consisted of 19 parts, told in 131 stanzas. His story was described in one topic. However, 

different to Robert and John, Jeremy, was more descriptive of his experiences and shared 

more insights about what it is like to live with asthma. He was open about the negative 

aspects, but also recognised the importance of a positive attitude and physical activity. The 
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direction of his story entailed similar perspectives to Robert and John. He was proactive 

about his self-management and apart from the occasional asthma worsening; Jeremy was 

satisfied with his life. There was no apparent purpose for improving his asthma. Jeremy has 

accepted the illness and its occasional worsening, and was happy to carry on with his life as 

normal.   

Analysis  

Jeremy’s story about his current life with asthma started with references about his asthma 

worsening. He informed that in addition to asthma, he also had a bronchiectasis. Then after 

telling that with the support of medication he has kept his asthma under control, he 

recognised his asthma was worsening. Informing that he can feel unwell when his asthma 

worsens, he changed the conversation to the positive aspects. In part 2 and 3, he reflected on 

his positive attitude and practical approach towards coping with asthma. However, after 

recognising the benefits of staying active, in parts 4 and 5, Jeremy told about the impact of 

asthma on his social and personal life, and believed that the public does not recognise the 

severity of asthma.    

66 part 1: asthma has worsen (medication role)    

67 it has got progressively worse 1 

68 I had three lots of pneumonia 2 

69 I now have something called bronchiectasis as well as asthma 3 

70 and I take 4 

71 if I count   

72 four medications every day just for the asthma.   

73 I also take 5 

74 a nasal spray for rhinitis   

77 so I am taking a lot of medication 7 

78 as I am doing that 8 

79 then most of the time my asthma is still well controlled   

80 and still able to be pretty active.   

81 However if I do get an exacerbation 9 

82 I’m usually quite ill for some considerable time   

83 and I have to take a lot of   

84 a lot of steroids to get over it   

85 So getting a cold or a sore throat or a chest infection is 10 

86  you know, can be quite poorly with it.   

87 part 2: staying positive, but worried (attitude with asthma)   

88 you do try to stay positive 11 

89 I mean I do everything and plan everything as any normal person would 12 
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96 but if you don’t do that then   

97 you stop living a normal life so I take the risk.   

98 part 3: being active is good for my health    

99 when I’m well I exercise a lot 14 

100 to sort of six hours a week in a gym   

101 Quite a lot of miles walking   

102 bit of biking   

103 bit of swimming   

104 and I do that partly because I enjoy it 15 

105 partly because I think it’s very good for your general fitness   

116 I’ve got to stay as active as I can   

117 and only time I’m not active is when 19 

118  when I can’t be active cause I’m ill.   

119 part 4: impact on family life    

120 if I’m not well and I’m usually coughing a lot 20 

121 particularly at night so   

122 you know   

123 I use another bedroom 21 

124 If I’m going to disturb my wife all night   

125 it’s no good for her either   

126 So that’s that thing 22 

127 and then yeah   

128 occasionally if I’m not well 23 

129 and we have to cancel something or other   

130 and that’s too bad   

131 but it’s at that level   

132 it’s at the social level   

133 if you like rather than anything else I think   

134 part 5: public views about asthma (asthma is not considered as threatening)    

135 I believe that’s absolutely the case 24 

136 most people think it’s something that affects children   

137 have a quick puff of your inhaler and 25 

138 you know   

139 off you go again   

140 and you are fine   

147 it’s a serious illness for a minority of sufferers, you know 27 

148 And most people don’t appreciate that as far as I believe    

 

In parts 6 to 12, Jeremy reflected on his successful experiences of self-managing asthma. In 

part 6, after describing the symptoms when his asthma worsens, in the remaining story parts, 

he overviewed his asthma medications, his asthma action plan, the peak flow meter and his 



358 
 

skills in asthma self-management. However, in part 8, Jeremy briefly changed the 

conversation to mention his concerns about his bone density. He was worried that this aspect 

of his health could affect his life quality. However, he also indicated that with regular health 

checks this experience was manageable.  

149 part 6: when asthma worsens (description of symptoms)   

150 I mean it’s the tightness in the chest 28 

151 I don’t know how you describe that in any other way   

152 it’s an odd feeling 29 

153 but it feels so tight 30 

154  its short of breath so 31 

155 you know   

156 even mild exercise is   

157  demanding   

158 difficulty maintaining a conversation 32 

159 I would struggle to speak at a normal speed for a long period of time   

160 as I’m doing now   

161 If my asthma was bad   

162 I then I generate an awful lot of mucus 33 

163 and   

164 you know   

165 that’s very unpleasant   

166 and you have to try and get it off your chest somehow   

167 part 7: medication routine (list)    

192 part 8: bone density is impaired   

193 nothing bad 43 

194 Nothing I can put directly down to medication   

195 I mean 44 

196 I am aware of potentially osteoporosis   

197 and at times I have been taking calcium supplement   

198 And I’ve also used 45 

199 I forgot the name of the medication   

200 It boosts the uptake of calcium by the bones   

201  it’s an actual calcium supplement.   

202 Can’t remember its name but I haven’t used it for about a year or so   

203 Had a couple of bone density scans 46 

204 I had one about three years ago   

205 and another one about six months ago   

206 and in fact there has been no deterioration 47 

207 and the decision was taken that I didn’t need to carry on taking the calcium 

supplements for time being 

  

208 So at the moment I am not taking that.   
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209 I am slightly nervous about it because 48 

211 because as I say I stay active   

212 I want to stay active   

213 you know I am going skiing early in January if all well 49 

214 And you know you occasionally fall down   

215 and I would like to think I’m no more likely to break bones than anybody else you 

know. 

  

216 So I have been nervous about it   

217 but you know the medical advice is 50 

219  you don’t need it for time being   

224 part 9: written asthma action plan (I remember it all)   

235 it’s all in my head but I think I’m fairly confident that I do the right things. 55 

236 part 10: peak flow meter (self-manage)    

237 I use the peak flow meter twice a day 56 

238 and record it, you know, very conscientiously   

239 Which helps me spot trends as well   

254 part 11: action plan is not needed, I self-manage    

255 it’s all in my head 60 

256 I mean I do know   

257 I think I know what to do.   

258 I could write it down but it would only be for my benefit. 61 

276 part 12: self-management is encouraged (treating condition myself)   

277 They encourage me 66 

278 They’re very supportive   

279 and I think it’s hugely beneficial cause you feel as you are in control 67 

280 but   

281 you are taking some responsibility for that   

283 you are treating the condition yourself 68 

284 I say I think that I have been doing it for so long 69 

285 I think they trust me   

286 put it that way   

 

In parts 13 to 16, in 35 stanzas, Jeremey opened up about the negative aspect of asthma. In 

part 13, he briefly mentioned his asthma triggers, in part 14, Jeremy told about his complex 

co-morbidities, some of which were recently diagnosed. Although he recognised that some 

of those co-morbidities could worsen and impair his life, he did not emphasise the negative 

aspects. Instead, he concentrated on being able to manage these conditions. 

Interestingly, in part 15 and 16 his conversation changed again, and Jeremy informed about 

the extent of asthma impact on his life. However, Jeremy once again did not dwell onto the 

negative aspects, and after informing that asthma can stop his physical activities, he 
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emphasised that these experiences were not common. Nevertheless, medication was at hand 

to support his symptoms control.  

287 part 13: asthma triggers    

288 the only definite trigger is getting a cold or a sore throat 70 

289 My peak flow will fall away   

290 you know as soon as I get a bit of a snuffles   

294 As far as I can detect there is nothing seasonal about it 71 

295 it’s not animal hair 72 

296 it’s not house dust mite 73 

297 it’s not any pollens or foods 74 

298 just possibly 75 

299 damp   

305 it’s not conclusive at all but I avoid it   

307 part 14: a list of co-morbidities (manageable)   

308 Rhinitis for which I use the nasal spray 76 

309 and then I have 77 

310 well   

311 I have three other conditions   

312 one affects my immune system 78 

313 is called MGUF which stands for monoclonal gammopathy of undetermined 

significance 

  

314 bit of a mouthful   

315 It’s a disorder of the immunoglobins produced by the bone marrow   

316 One of my 79 

317 one of those immunoglobins is being produced in greater quantity   

318 than it should be   

319 and is supressing I understand the production all of other immunoglobins    

320 in brief my immune system doesn’t work quite as well as it should   

321 That condition can turn nasty 80 

322 it can turn into mild overall as I understand   

323 chances are reasonably low.   

324 But there is no treatment anyway other than trying to stay as healthy as you can  81 

325 I have a strange heart condition called Wolff Parkinson White syndrome   82 

326 again it’s another weird one   

327 but normally we all have   

328  in very simple terms one nerve pathway between the upper heart vowels on a lower 

heart vowels 

  

329 And that nerve pathway controls the rhythm of the heart   

330 I’ve got two of those nerve pathways 83 

331 and I have had since birth   

332 it’s a congenital condition 84 

333 but it just came to light as a result of various tests and various things at the time   
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334 and   

335 again 85 

336 there is no medication you can take   

337 but I could have a surgery and   

338 you know   

339 that might become necessary at some point   

340 but at the moment it doesn’t bother me   

341 and there is no medication   

342 I then have some old man complaint 86 

343 I have enlarged prostate   

344 and an overactive bladder   

345 and I use a couple of medications to help control that.   

346 something called Tamsulosin   

347 they are recently diagnosed so we still 87 

348 you know   

349 trying on medications to see if it works.   

350 part 15: asthma interfering, but medication has minimised that    

351 it does stop me doing things from time to time 88 

352 I mean I try to be an active as I can 89 

353 But occasionally will be 90 

354 you know   

355 we plan to go for a good long walk somewhere   

356 and you might have to walk 10, 12, 15 miles   

357 and plenty of hills   

358 and if I’ve got if my asthma is bad I can’t do it   

359 just no point in trying. 91 

360 I’ll just make myself   

362 cough and cough and cough   

363 and make myself worse   

364 so you don’t want to do it   

365 But you know 92 

366 Fortunately   

367 that’s not too often.   

369 a recent   

370 drugs regime for asthma   

371 really started   

372 to put exactly 94 

373 for over two years ago now   

374 and that been a great deal of better in the last two years than I was in previous three 

or four years. 

95 

375 That’s basically down to taking the oral steroids everyday I think.   

376 From that time 96 

378 I’ve been somewhat improved what I’m used to doing   
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384 part 16: daily activities (asthma has little impact)    

385 Get up about 7 o’clock have a cup of tea 97 

386 do the crossword 98 

387 get washed and changed all that 99 

388 have breakfast 100 

389 And between sort of 9 o’clock in the morning 101 

390 and 7 o’clock at night we tend to have an evening meal and I’m busy doing   

392 all sorts of things   

393 I do quite a bit of chess   

394 I do quite a lot of walking for fun and for pleasure   

395 I get involved in amateur dramatics which takes a lot of time at certain times 102 

407 I mean most of the time I am 105 

408  and count myself lucky to be able to active, you know.   

409 part 17: happy with doctors support (asthma reviews/ appointments)    

 

Jeremy ended his story with positive references. In part 18 and 19, he recognised that when 

his asthma worsens, his life for that period of time can be negatively affected. However, he 

appreciated that this was not common and instead he was grateful for his positive 

experiences. He recognised that asthma can be dangerous and can affect his life, but he also 

recognised that asthma was manageable. Jeremy accepted his asthma, learnt to cope with it, 

and therefore, there was no need to change anything.  

429 part 18: no goals, just keeping active   

430 I don’t think I have set myself goals particularly 114 

431 it’s just 115 

432 a case of hoping the next exacerbation will be while into the future but   

433 you know   

434  you are not in control of that obviously   

435 But as I say I don’t think I set myself goals 116 

436 well I do in terms of exercise to get more of 117 

437 cause I’m a competitive being 118 

440 I mean when I’m well 120 

441 life is wonderful   

442 I am very lucky chap in many ways   

443 But when you’re not well obviously life is not as good. 121 

444 But there is so much you can do to avoid getting infections and colds 122 

445 If you want a normal life you’re exposed to all sorts of things 123 

446 you can’t completely avoid it   

447 part 19: when symptoms worsen life is not as good, but other times 

life is good, no issues  

  

448 you doing these interviews 124 

449 I suspect you are going to get people with quite different experiences from 

mine 

  

450 Some of them are worse 125 
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451 and some people are in and out of hospital all the time   

454 so it’s difficult to describe but   

456 but for me a lot of the time I tend to control 127 

457 and I have a good quality of life   

458 two or perhaps three times a year for a period of say three weeks it’s not 128 

459 and I am quite poorly   

463 But then again there is so much you can do 129 

464 you know   

465 even if you lock yourself away   

466 you can’t isolate yourself from infections   

467 at the moment I’m fine 130 

468 As I say I wouldn’t be able to maintain this conversation easily 131 

469 if I was unwell with asthma.     

 

John’s story  

Overview 

John’s story about his current life with asthma was communicated in lines 45-179. It 

consisted of 15 parts and one return to a frame, told in 45 stanzas. His story was described 

in one topic. John’s story about his current life with asthma was short but with a clear 

direction. He did not experience the impact of asthma on his life. The majority of responses 

to the questions about his experiences with asthma were statements that his asthma was 

under control or that it was well controlled, and that it did not concern him.  

Analysis 

John’s first response when asked about his current life with asthma was related to asthma 

medication taking. Informing that he rarely has to use his Ventolin reliever inhaler, he then 

in most parts of his story, responded with statements about having his asthma under control.  

In part 5, when asked about the co-morbidities with asthma, this experience was minimised, 

and arthritis, one of his co-morbidities, was associated with ageing. Then on several 

occasions, when asked about the impact of asthma on his life and wellbeing, he emphasised 

that everything was under control and that he had no aims for improving his condition. 

Asthma in his life was a minor problem and did not cause him any challenges. He reasoned 

that because his asthma was under control, he had access to information and he was proactive 

about staying on top of his condition, therefore his asthma did not concern him.  

46 part 1: medication routine    

47 On a day to day basis I take two inhalings 1 

48 two puffs of Fostair   
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49 In morning and evening   

50 If I suffer any shortness of breath 2 

51 I carry a Ventolin inhaler with me   

52 I rarely have to use it 3 

53 I have to use it more in winter than in summer   

54 and that gives immediate relief to symptoms   

55 part 2: last Ventolin use (trigger)    

62 part 3: triggers    

63 Very rarely they occur 6 

70 part 4: symptoms worsening (recognition)    

71 I can hear my breathing as wheezing 8 

72 and I am then conscious that I am making an effort to breathe   

73 That’s when I know I have to use the inhaler 9 

74 part 5: co-morbidities    

75 any other two complaints that I have higher blood pressure which is overly under control 10 

76 with medication   

77 and   

78 not unusual at 74  11 

79 I have certain amount of arthritis.   

88 part 6: action plan not needed    

92 And I have a good memory even now in my older age 16 

93 part 7: no impact    

94 Everything is under control 17 

95 and   

96 as long as I know what to do 18 

97 it has not constrained my life style at all.   

98 part 8: asthma review  (standard procedure)    

111 part 9: asthma highly under control    

112 Mines appear to be highly under control 23 

113 and I don’t think I need anything more   

114 at the present I am fine   

115 If I do 24 

116 believe you me   

117 I will ask for it.   

118 part 10: daily routine (non-asthma)   

119 My day to day activities are very varied. 25 

127 part 11: life is not affected   

138 it does not interfere with my lifestyle at all.   

139 part 12: travelling is not affected    

147 part 13: good and bad days (different)   

148 On a good day I have to remind myself that I have to inhale 35 

149 On a bad day I will find 36 

150 possibly on the two to three occasions during the day that I am conscious of my breathing   
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151 that I need to relief the pressure   

152 and so will use the inhaler.   

153 part 14: no embarrassment (inhaler use)    

154 Perfectly content. 37 

155 I would not wish these people not to know 38 

156 asthma is a common complaint 39 

159 I have no problem by the using inhalers in public. 40 

160 part 15: asthma is a minor problem    

161 As far as asthma is concerned 41 

162 as long as it does not get worse   

163  I am perfectly content   

164 it is a minor problem 42 

165 but compare to many other things   

166 it is a very minor problem.   

167 It does not stop me doing anything that I want to do 43 

168 I ride the bicycle   

169 I climb the stairs   

170 I climb a hill   

171 I may have to stop half way up climbing a hill because I am wheezing 44 

172 but I will climb that hill   

173 Return to frame & Part 1 Reasons for good control of asthma    

174 I think there are two reasons 45 

175 One is that I have good information   

176  and I follow that information   

177 the second that I am bloody minded   

178 and if anything gets in the way of the way I want to live life   

179  I will try and overcome it.     

 

6.4 Summary  

The analysis of stories of older adults with LOA have identified interesting stories. In 

comparison to older adults with LSA, although there were some LOA stories that consisted 

of challenging experiences, overall, LOA stories were more manageable, easier to listen and 

to respond. The majority’s lives were not consumed and overtaken by asthma; in fact, it was 

the opposite. However, it is important to acknowledge that LOA, as the term stands, was 

diagnosed in people’s later lives, therefore, some individuals were still learning and 

comprehending asthma’s impact on their lives. In addition to a variety of experiences 

described in the earlier sections, there were some important observations. For example, there 

were some individuals who remembered having experienced asthma-like symptoms back in 

their childhood. Although, all individuals in this group were diagnosed as adults, it may 
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suggest that there are some who can potentially be misdiagnosed. However, regarding the 

analysis of this study, it was decided, regardless of those references about a potential 

childhood asthma, to categorise those stories under the LOA category. Individuals did not 

provide sufficient evidence about their childhood memories of asthma and importantly, they 

were diagnosed with asthma as LOA. However, this analysis have shown that there may be 

individuals potentially misdiagnosed.  

Regarding the link between the stories of diagnosis and stories about people’s current lives, 

the majority of older adults did not experience particularly complex processes of asthma 

diagnosis; therefore, their current lives were not affected by asthma diagnosis. Although, it 

is important to acknowledge that there were disheartening experiences related to steroid 

medication side effect of skin bruising. Therefore, although, LOA stories may seem as less 

challenging due to potentially a recent diagnosis, people had worries related to their co-

morbidities. They raised questions about wanting a better, person-focused asthma care but 

also for managing many illnesses. 

 

6.5 A worked example of the metanarrative about the meaning of asthma diagnosis in the 

lives of older adults 

Understanding the meaning of an asthma diagnosis in the lives of older adults is one of the 

most important aspects in this thesis. The previous literature has shown that an asthma 

diagnosis for older persons is a complex process with the issues of under diagnosis, 

misdiagnosis and a general delay. The reasons relate to multifactorial challenges such as 

under-reporting and underestimation of symptoms, misperception that asthma is an illness 

of children, or that restricted breathing is a normal part of ageing or part of other co-

morbidities that complicate symptoms differentiation, or failed objective lung function 

testing. Knowing these reasons is important for understanding the kind of difficulties that 

some older adults go through. However, beyond these technical challenges there is a lack of 

qualitative understanding about older adults’ experiences with an asthma diagnosis. The 

literature review has proven to be unhelpful in providing evidence about how older adults 

feel, perceive and experience asthma diagnosis. Asthma diagnosis was associated with a 

medical context and conveyed quantitative information about the challenges of getting a 

diagnosis with no qualitative illustration. This observation was in addition to another 

observation that related to a limited understanding about older adults’ lives with a post-
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diagnosis of asthma. The lack of research relating to older adults’ experiences with an asthma 

diagnosis and limited understanding about older adults’ daily living with asthma prompted 

the first research task of this thesis. It was decided to use the Joanna Briggs Institute approach 

of meta-aggregation to systematically identify and synthesise the qualitative evidence 

containing experiences, perspectives and ideas about living with asthma of older adults. This 

extensive research work has proved to be successful in identifying five qualitative studies 

with older adults of which, five synthesised qualitative findings have provided a systemised 

understanding about the living with asthma of older adults. Of the five synthesised findings, 

one finding has identified evidence about older adults’ experiences with an asthma diagnosis. 

The specific ideas related to this finding have been discussed in-depth in Chapter Three. 

However, the task here in this worked example is not to re-discuss the synthesised finding 

but to discuss the importance of this finding in the context of the second research work 

conducted in this thesis (i.e. narrative analysis) to provide an understanding about how both 

approaches draw out explanations about the meaning of an asthma diagnosis in the lives of 

older adults.  

As I have mentioned earlier in the thesis, the individual parts of this thesis were informed by 

three theoretical frameworks that provided imperative ideas and assisted in the phases of 

data analysis. The potential disadvantage of using several theoretical frameworks is the 

production of disparate findings that need an overarching meaning. Luckily, the three 

theoretical frameworks used in this thesis were all concerned with the importance of 

recognising the uniqueness of people’s illness experiences and understanding their meanings 

in people’s lives. Despite this, Kleinman’s (1988) theoretical framework about the meaning 

of chronic illness experiences in people’s personal and social lives was used to oversee the 

findings and provide an overarching meaning about older adults’ experiences with asthma. 

In the case of this worked example, I refer to his model of thinking to explain the meaning 

of an asthma diagnosis in older adults’ personal and social lives.   

Now returning to the synthesised qualitative findings about an asthma diagnosis in older 

adults’ lives, “Phases of wanting to be diagnosed and having asthma entail difficult 

experiences, and a lack of understanding about asthma is the basis of these challenges”, 

asthma diagnosis was described as a delayed and repeated attempt process. The reasons were 

associated with a limited knowledge about asthma in older age and uniformed decision 

making for when to seek help. Although these perspectives proved uninformative as they 

were previously identified in the quantitative literature, there were important new 
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observations that needed deeper understanding. From the small evidence, the experience of 

an asthma diagnosis was illustrated with feelings of frustration, struggle and relief. 

Interestingly, it was not the lack of knowledge and uninformed decision making that brought 

frustration, but the delay in the process itself. Relief on the other hand was a positive reaction 

in response to being diagnosed with asthma.  

However, after providing a limited understanding about how older adults experience their 

asthma diagnosis, it was an obvious need to investigate this phenomenon via in-depth 

interviews with older adults. One important note to consider here is that although meta-

synthesis have provided limited qualitative understanding about older adults’ experiences 

with an asthma diagnosis, it has informed me about knowledge disparities between older 

adults with LSA and LOA. This prompted the importance of separating older adults with 

asthma into two groups based on their phenotypes. This proved to be one of the most 

important aspects of this thesis.   

A narrative analysis of 19 in-depth interviews with older adults identified four concepts that 

illuminated the meaning of experiences with an asthma diagnosis in older adults’ lives. Of 

the four concepts, the concept of continuum consisted of particularly unique and novel ideas 

about older adults’ experiences with an asthma diagnosis. This concept is about unresolved 

and ongoing concerns with an asthma diagnosis since the time it was diagnosed. In the case 

of LSA, unresolved challenges persisted since older adults’ childhood.  

Reflecting on the synthesised findings about asthma diagnosis and addressing it in the 

context of the in-depth narrative analysis about the continuing struggles with asthma, 

feelings of frustration and struggle had a close association. However, in the case of the 

synthesised findings, there was a lack of explanation because of the limited data, whereas in 

the narrative analysis those feelings were elaborated in-depth. Therefore, it is difficult to 

stipulate the meaning of the synthesised findings because it has only scratched the surface 

in the meaning making process. These ultimate emotions in response to an asthma diagnosis 

were associated with negative experiences that suggested the need for a deeper 

understanding. The narrative analysis was successful in completing the task.  

In the concept of continuum, two stories of Adam with LSA and Alice with LOA provide an 

in-depth understanding and illustration about an asthma diagnosis. In their stories, the idea 

of accepting an asthma diagnosis had an overarching meaning. Both individuals were 

looking for answers. Their lives were associated with uncertainty that Kleinman argues can 
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be a central illness experience, especially when dealing with a serious dilemma. Their stories 

were ongoing, had no perspective of resolution and continued into their present lives. 

However, despite the overarching perspective that asthma diagnosis was unresolved and 

ultimately not accepted, their stories had complex differences. In the case of Adam, this was 

a particularly concerning observation. His worries that started with an asthma diagnosis 

continued since his childhood. The LSA diagnosis was associated with a damage to Adam’s 

body, missed opportunities in his childhood, blame for never not having asthma and instead 

having a constant illness. Alice’s story about the LOA diagnosis of asthma was recent. In 

comparison to Adam’s story, in Alice’s story there was no explicit negativity. Her asthma 

diagnosis was recent and therefore, it was perceived as a learning and exploration 

opportunity. 

With reference to Kleinman’s framework, a comparison of the two data sets suggests 

important insights. In the case of the synthesised findings, an asthma diagnosis brought 

negative experiences to older adults’ personal lives. It has caused frustration and struggle 

with a repeated attempt process in receiving asthma diagnosis. However, interestingly this 

was resolved upon successful asthma diagnosis suggesting that in fact an asthma diagnosis 

has not caused permanent impact. Frustration and struggle were only immediate and 

temporary reactions. In the case of the concept of continuum, this suggested otherwise. An 

asthma diagnosis was associated with a permanent damage.  

Kleinman argues that personal and interpersonal meanings of the illness are clinically most 

important. These aspects can tell the significance of the illness in one’s life. Adam’s life  was 

absorbed by asthma. Adam described his life with asthma as panic provoking, fearful and 

hard to deal with. These negative experiences continued since his childhood, with an 

unresolved dilemma. It is important to note that for him, negative struggles with an asthma 

diagnosis was also associated with steroid medication use. His experience with an asthma 

diagnosis was interchangeably compared with the damage of using steroid medication 

continuously for years. Reflecting on Adam’s story, this in fact suggested an explanation to 

the concept of continuum. Adam’s asthma medications have been continuous throughout his 

life, this explained why he never resolved his worries and disappointment with an asthma 

diagnosis. It was an ongoing reminder of how asthma impaired his childhood opportunities, 

affected his image and forever labelled him with asthma. In Alice’s case, the impact of 

asthma on her personal and social life was very different. To her, an asthma diagnosis 

provided a learning and socialising opportunity with other sufferers. Interestingly, she chose 
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to focus her life around asthma. However, different to Adam’s meaning of continuum, 

Alice’s meaning of continuum was in a way positive and bright because of how recent her 

diagnosis happened. In the future, the meaning of her asthma diagnosis may shift into a new 

category, and the learning opportunity may no longer be appreciated.  

This worked example of metanarrative of attending to the findings about the meaning of an 

asthma diagnosis in older adults’ lives has demonstrated important benefits. It has 

demonstrated that frustration and relief were specific outcomes of the delayed diagnosis of 

asthma, whereas destructive experiences and learning opportunities were broad perspectives 

that explained the meaning of an asthma diagnosis in the lives of two older adults. However, 

both the meta-synthesis and narrative analysis has demonstrated that an asthma diagnosis is 

complex and that the level of acceptance is associated with the process of getting a diagnosis 

as well as the level of impact on people’s lives. This exercise has shown that the process of 

revealing the overarching meaning between the two qualitative data sets can produce new 

ideas and illuminate complex participants’ experiences. With reference to Kleinman’s 

theoretical framework about the meaning of illness experiences, his ideas did not impose a 

strict model of thinking, instead it was used to provide a better understanding about the 

chronic illness experiences of asthma and to help link the scattered findings to reveal a shared 

meaning. 

However, before ending this section it is important to emphasise that although this thesis has 

provided several findings about the meaning of an asthma diagnosis in the lives of older 

adults, it does not lack clarity. It is in fact the opposite. We now know that experiences of an 

asthma diagnosis of older persons are not universal. There are, potentially, four meanings 

that can explain the complex nature of an asthma diagnosis. 
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CHAPTER SEVEN 

 

General Discussion  

7.1 Introduction  

This thesis investigated the experiences of older adults with asthma with an aim to explore 

and explain the meaning of asthma illness experiences in the lives of older adults. This was 

done using two approaches, a meta-synthesis of the qualitative studies and a primary 

qualitative study with in-depth interviews with 19 older adults.  

The objective of the meta-synthesis was to identify and synthesise qualitative literature on 

older and younger adult’s experiences regarding their lives with asthma. It was decided that 

for the purpose of broadening the knowledge of older adults with asthma, the experiences of 

younger adults with asthma were compared and contrasted. Using a systematic approach of 

meta-aggregation (The Joanna Briggs Institute, 2014), five synthesised qualitative findings 

from five studies with older adults were identified. Whereas, regarding the studies with 

younger adults, five synthesised findings were identified that derived from thirteen studies.    

The main findings from the studies with older adults have shown that there was a limited 

understanding about older adult’s daily lives regarding self-managing and coping with 

asthma. The majority of the understanding related to the experiences with asthma care, 

symptoms control, and adherence behaviours. The focus in these studies dwelled on the 

medical aspects. There was no sufficient consideration of how older adults experienced their 

lives with asthma from the point of an asthma diagnosis to their current lives. Nevertheless, 

there was very little information about the management of asthma with other co-morbidities. 

Importantly, there was no sufficient consideration to the differences and similarities between 

older adults with LSA and LOA. Older adults in these studies were grouped under one 

category, with no consideration to different ages nor phenotypes of asthma. Furthermore, the 

findings regarding older adult’s experiences were short and with little description.  

Whereas, a comparison with studies with younger adults has shown that, their findings 

consisted of rich descriptions. It covered topics such as their quality of life with asthma, 

coping with and the acceptance of their asthma diagnosis, the impact on younger adult’s 
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lives and several more in-depth insights. Studies with younger adults provided a variety of 

ideas about their lives and contributed information about the missing links in the studies with 

older adults. 

The knowledge gap identified in this meta-synthesis had important implications. Issues that 

have arisen in this meta-synthesis informed about the need for a better approach to explore 

various circumstances and to expand this topic about asthma in older adults. Therefore, this 

meta-synthesis provided a comprehensive foundation for the primary study with interviews 

with older adults. Findings from this meta-synthesis have directly informed the interview 

schedule that consisted of five broad topics. It covered older adult’s experiences with their 

journey to an asthma diagnosis, experiences with the post diagnosis of asthma with a focus 

on their current lives with asthma, experiences with the management of asthma symptoms 

on a daily basis, experiences of asthma with other co-morbidities and lastly, perceptions 

about future goals. These broad topics were formed into two streams about older adult’s 

experiences with their asthma diagnosis and their current lives with asthma. Meta-synthesis 

had a vital contribution in this study. In addition to providing a foundation for a primary 

qualitative study; it offers the lines of action that are ready to be used for the implementation 

in practice and research.  

The second part of this thesis consisted of a primary qualitative study that was informed by 

a meta-synthesis of qualitative literature reported in the earlier section.  This study consisted 

of 19 in-depth and semi-structured telephone interviews with a diverse sample. The 

interviews with 19 older adults who spoke about their lives with asthma were analysed using 

two approaches. People’s experiences of living with asthma were assessed on the structural 

level of coherence and were categorised into coherent, partially coherent and incoherent 

stories using Riessman’s ideas of poetic structures (1993). In addition to this, older adult’s 

experiences with asthma were categorised into three typologies of illness narratives of 

restitution, chaos and quest using Frank’s ideas of illness narratives (1995). This 

combination of analysis helped in making sense of people’s stories and provided a deeper 

level of analysis, especially regarding the variety of spoken nuances that may have been 

missed with a singular approach.  

Of the 19 older adults with asthma, nine had an LOA, whereas the remaining ten had an 

LSA. Regarding the age and gender characteristics, there was almost an even split between 

the two groups. In the group of older adults with LSA, there were four males and six females 
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with ages that ranged from 62 to 81 years old. Regarding the LOA group, there were four 

males and five females with ages that ranged from 61 to 74 years old. This was a diverse 

sample that represented older adults of several age groups. 

In addition to having identified diverse experiences of older adults, a variety of 

characteristics regarding people’s asthma severity was found. These included individuals 

with mild asthma who did not experience any particular concerns and issues. Furthermore, 

there were individuals with moderate asthma who apart from a few triggers and an occasional 

worsening of asthma symptoms did not experience any major disturbances to their lives. 

Then there were individuals who experienced severe, chronic and re-occurring symptoms of 

asthma. In these cases, asthma was unpredictable and easily triggered by various external 

and internal factors. Individuals with this type of asthma severity experienced most 

disturbances and challenges to their lives. However, characteristics of the asthma severity of 

19 individuals may not be clinically reliable due to several reasons. Firstly, this study had 

no access to people’s medical records to verify the severities of people’s asthma. Secondly, 

on several occasions the majority of older adults were inconsistent. After informing that, for 

example, their asthma symptoms were mild and controlled they then told examples of 

experiences that suggested otherwise. This prompted an idea that participants were either 

accustomed to a certain degree of challenges caused by asthma or were reluctant to accept 

the idea that their lives were disrupted by asthma. This observation relates to broader 

findings about the different types of experiences for living with asthma and are discussed in 

later sections of this chapter.  

This study discovered several important findings. Overall, it was noted that older adults with 

LSA and LOA have experienced commonalities in relation to some of their experiences 

regarding asthma diagnosis and their current living. However, the analysis also revealed that 

there were a number of important differences. This provides new understanding about what 

it is like to live with asthma for older persons with LSA and LOA.  

 

7.2 Discussion of Themes of the Stories of Then 

7.2.1 Straightforward  

The concept of straightforward was one of the categories in the stories of “then” that entailed 

experiences about asthma diagnosis. Different to other categories in the stories of “then”, 
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straightforward stories were positive, uncomplicated and contained a resolved outcome. 

These stories were desirable, with least or no impact onto older adult’s lives. In line with 

Frank's (1995) narrative typologies, straightforward stories were examples of restitution. 

People in this category had a natural desire to get better and restore their health. After 

experiencing unpleasant breathing symptoms people decided to seek medical assistance that 

in all cases resulted with an effective and prompt process of asthma diagnosis. Life then 

continued as normal. Being diagnosed with asthma did not disrupt their normal trajectory of 

time.  

These experiences were identified in both groups of LSA and LOA and did not differ 

between coherent and partially coherent narratives. Different to coherent narratives, partially 

coherent narratives entailed a few non-sequential details. For example, in the odd occasion, 

individuals with partially coherent narratives swiftly moved from a topic about their asthma 

diagnosis to their current life affairs. In most cases, this was because their past affairs about 

asthma diagnosis were dealt with and therefore focus was on the present. However, all 

narratives had a clear direction of the story and everyone experienced a resolved outcome. 

In the category of straightforward stories, there were no incoherent narratives. All 

individuals accepted asthma as part of their lives. Structurally, straightforward stories with 

coherent and partially coherent narratives were told in past tense in over 20 tightly structured 

stanzas. Stories were not particularly descriptive because the process of asthma diagnosis 

was promptly resolved without delay.  

However, it is important to note that the straightforward stories of “then” were identified in 

both childhood and later life contexts, and both have positively perceived their experiences 

of asthma diagnosis. The underlying reason for this was related to the effective support 

received from healthcare professionals and being equipped with the knowledge that asthma 

is a controllable illness. Research on the effective doctor-patient partnership, widely 

discussed in the introduction chapter of this thesis, supports this finding. However, this 

finding disproves Bury's (1982) research that proposes a chronic illness can be a biographical 

disruption to one’s life and to self-concept. This suggested that the stage in life in which a 

person becomes ill may not influenced people’s perception of their illness.  

This is a new finding with regards to the process of an asthma diagnosis for older adults. It 

suggests that a consistent procedural side of asthma diagnosis played an important role in 

the acceptance of asthma diagnosis. Previous research identified in the meta-synthesis of this 
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thesis noted that the majority of older adults did not receive a prompt diagnosis, and instead 

experienced obstacles such as misdiagnosis or under diagnosis for a number of years 

(McDonald, Higgins, & Gibson, 2013; Asthma UK, 2013). However, it is important to note 

that the straightforward stories of “then” were told by men only. Therefore, this finding 

cannot be generalised for all genders.   

7.2.2 Debilitating  

The concept of debilitating was another category in the stories of “then”. Debilitating stories 

were about complicated and challenging experiences of an asthma diagnosis with a resolved 

outcome. In this category, a resolved outcome was synonymous with a positive outcome. 

Essentially, debilitating stories communicated ideas about transitioning from negative and 

chaotic experiences into a positive, resolved and coherent outcome.  

In the childhood context, debilitating stories were about the frustration of not having 

effective medication to relieve severe breathing symptoms and therefore, having to cope as 

best as possible with the little support that they had. To those individuals, asthma symptoms 

was something that they had to put up with. However, with the support of effective treatment 

and a positive outlook of unwillingness to give up, their chaotic and challenging experiences 

have successfully progressed into restitution. At this point, they have accepted their illness 

and asthma was no longer a threat. Life continued as normal. Interestingly, in debilitating 

stories of a childhood context, there was no link that asthma diagnosis caused negative 

experiences. Their memories about asthma diagnosis were negative because of the complex 

symptoms that they experienced.  

Debilitating stories in a later life context consisted of differences. Individuals in this group 

were diagnosed with asthma in their adult years, between the ages of 40 and 50. However, 

their complicated experiences started a few years beforehand, apart from one individual who 

remembered experiencing severe breathing symptoms in her childhood. In that particular 

case, the underlying reason for not seeking medical assistance was related to stigma attitudes. 

Asthma was a perceived as a psychological illness that at the time, approximately 60 years 

ago, people have particularly resisted. This finding is in line with the previous study 

conducted in Scotland (Asthma UK, 2013). For others, a delayed diagnosis in most cases 

was due to a non-proactive approach in seeking help. It appeared that individuals did not 

respond to their initial breathing-interfering symptoms, and only when the symptoms 

worsened or affected their daily lives that they decided to seek assistance. This finding is in 
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line with the literature about symptoms under-reporting by older adults (Carnegie & Jones, 

2013; Cousens, Goeman, Douglass, & Jenkins, 2007; Evers, Jones, Caputi, & Iverson, 2013; 

Melani, 2013; Yáñez et al., 2014). While reasons can range from misinterpretation of 

breathlessness as part of ageing, misconception that asthma is a childhood illness, cognitive 

impairment, depression, social-isolation, individuals of this group did not state their reasons. 

It appeared that they carried on with their lives until they were no longer able to ignore the 

symptoms. This description is in line with the stories of quest (Frank, 1995). In addition to 

their complex experiences, diagnostic procedures were not prompt. However, with the 

effective support of clinicians and a pre-existing knowledge of the illness, coping stages such 

as shock and worry were transformed into relief and acceptance. Their challenging quests of 

asthma diagnosis were resolved.  

Similar to the straightforward stories, debilitating stories consisted of coherent and partially 

coherent narratives. Different to coherent narratives, partially coherent narratives entailed a 

few non-sequential details where individuals moved the focus from their past to present 

affairs. However, different to the stories of people with LSA, individuals with LOA shared 

more informative stories which were told in approximately 50 stanzas, whereas LSA stories 

were told in 16 stanzas. This may be because the experiences of individuals with LOA were 

far more recent, and due to recall bias in older age, LSA stories were shorter. However, 

because this study did not explore the broader aspects related to people’s childhood 

experiences beyond their asthma, it is difficult to know the reasons for why their stories were 

shorter.  

7.2.3 Uncomfortable/ Chaos  

The concept of uncomfortable/chaos was another category in the stories of “then”. As the 

name of this category suggests, chaos stories were tension provoking and hard to hear. These 

stories had no “happy ending” or future worth anticipating (Frank, 1995). Although 

narratives were descriptive, events in these stories were non-sequential and contained no 

clear direction. Individuals who shared these incoherent stories could not maintain their 

focus on one context and were jumping between the past and present life. The ‘past’ in their 

cases was remembered in snapshots, most of which were about tragic life events. It entailed 

experiences such as bombing during the war, severe asthma attacks lasting for a few weeks, 

sudden losses of family members, and psychosomatic diagnosis against their will. However, 

their present seemed no different. It consisted of tragic and sudden losses of their family 
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members that interestingly were listed in a syntactic approach of then, and then, and then 

with no indication of emotions or willingness to reflect. A complex past seemed to have 

merged with the participant’s present lives and continued as one ongoing difficulty. It is 

important to note that these complex stories were told by individuals with LSA only. 

Interestingly, in this complex set of challenges, asthma was in fact in the background. This 

could be due to the tension provoking experiences in their childhoods, which resulted in 

people associating their asthma diagnosis with tragic parts of their lives. Uncomfortable 

stories of “then” started and ended abruptly and in tension. There was no story ending in this 

category, participants stopped with an uncomfortable silence.  

This finding brings a new perspective about the lives of older adults with LSA. Although 

these stories are unique experiences of few individuals, it however, suggests that LSA 

asthmatics might have different approaches and perceptions for dealing with asthma based 

on their early life experiences. These individuals have experienced a transformation of 

moving from the idea that asthma was a stigmatised illness to then having access to new 

medication to help control the symptoms.  

7.2.4 Continuum  

The concept of continuum was another category in the stories of “then”. Continuum stories 

were about unresolved and currently ongoing worries that persisted from the time of an 

asthma diagnosis to the present life. These stories were different to the rest of the stories of 

“then” because in addition to being unresolved and currently ongoing, asthma brought a 

disruption to people’s lives. This finding is in line with Bury’s (1982) ideas on biographical 

disruption.  

These stories consisted of more negative than positive experiences, and were associated with 

terms such as challenge, distress, frustration and also with suffering. In Frank’s (1995) 

approach of analysis, he explains that when a body is suffering during the illness, it creates 

the need for stories. The ill body speaks of pains and symptoms that need to be articulated. 

This suffering however, can become a wound of a severe state of distress that expresses 

overwhelming threat and disintegration. Therefore, in chaos narratives these experiences 

become one’s reality. However, when a person recognises and resists this disruption of 

experiences, they are then ready to encounter the quest of new experiences and learn what 

the illness has done to them. In the case of continuum stories, both quest and chaos story 



378 
 

elements were intertwined. Life with the diagnosis of asthma was portrayed as disrupting 

but also with a perspective of seeking answers and explanations.  

This category contained unique traits. Firstly, the continuum stories were shared by older 

adults with both LSA and LOA. Secondly and most importantly, although the continuum 

stories of “then” were essentially stories of asthma diagnosis, it however was not the 

diagnosis itself that caused complex experiences. For individuals with a childhood context 

of asthma, issues were related to disheartening experiences such as a near asthma death, non-

availability of asthma treatment, unsupportive doctors and severe side effects of medications. 

In most of these cases, these disruptive events may have affected their perception towards 

the acceptance of asthma. It was noted that some participants mixed these past experiences 

with similar events of the present, whereas others were still questioning the meaning of 

asthma and the damage medication caused to their body. Most of these individuals were 

frustrated and confused. Their stories did not have clearly bound themes because their stories 

were not resolved. Some were still in a chaotic quest in seeking answers and explanations 

and questioning their future, whereas others were in a cycle. They were concerned about 

events in their present life with asthma that also consisted of experiences similar to their 

past.  

In the context of the late onset asthma, individuals with continuum stories were recently 

diagnosed. Therefore, the length of a diagnosis was an important difference. Individuals with 

LOA did not experience a prolonged period of struggles as opposed to LSA asthmatics. 

However, to these individuals, an asthma diagnosis was new and surprising. Interestingly, 

although they have come to terms with their diagnosis, acceptance of the illness in their case 

was not a resolution. They have not achieved a resolution due to their ongoing worries about 

using steroid medications. In their stories, steroid medications marked the beginning of their 

suffering.  

Although these stories were particularly descriptive, they contained incoherent structures, 

with a non-sequential order and numerous past to present jumps. Furthermore, most of the 

continuum stories had abrupt starts and unclear endings that indicated older adult’s 

frustration and tension with some of the distressing events that they shared. As their stories 

lacked sequence and their focus was moving from the past to present and vice versa, events 

were described in both past and present tenses.  
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7.3 Discussion of Themes of the Stories of Now 

There are different types of meanings of living with asthma in older age. The current study 

found that there are potentially two streams of lifestyles. One that is a challenging life and 

another, that is a non-challenging life with asthma. Although these two streams are umbrella 

terms for the stories that they consist of, another important trait within these streams was 

whether the stories had a sense of purpose. The analysis found that beyond the difficulties 

and complexities in living with asthma, some individuals wanted a better life with asthma, 

or a life with no asthma, whereas others accepted their lives as they were. Themes revealed 

that a chronic illness of asthma has indeed disrupted some people’s daily lives and adjusted 

their lifestyles as well as identities, as proposed by the broad literature on chronic illnesses. 

However, regarding the field of asthma, findings of this study is an important revelation. It 

may provide ideas about potential reasons for why and how older adult’s lives with asthma 

are impaired. Another important finding that disapproves the literature about the disruption 

of a chronic illness onto one’s life, is that asthma with an appropriate set of support and skills 

can be a non-disruptive illness. This study has encountered additional nuances in relation to 

the similarities and differences between the lives of older adults with LSA and LOA that 

have not been previously addressed.  

7.3.1 Challenging Life  

The concept of a challenging life with asthma was a unifying umbrella term that covered a 

variety of complex stories about the current living with asthma. In total, it consisted of twelve 

stories, some of which were particularly disheartening and life interfering. Of the total twelve 

stories, eight stories were told by older adults with LSA, whereas the remaining four were 

told by individuals with LOA.  

7.3.1.1 Stories of older adults with late onset asthma  

Challenging life stories about living with asthma were directly related to a narrative 

coherence, which is in line with the literature on illness narratives. In the four cases of older 

adults with LOA, their current lives were characterised as incoherent and partially coherent. 

Their stories were associated with currently ongoing struggles. Structurally, their stories 

ranged from descriptive, which was told in 215 stanzas to short and unclear, which was told 

in 50 stanzas. Events were mainly non-sequential and had unfinished ideas. However, 

regardless of the length and the amount of details, individuals with incoherent and partially 

coherent stories were undergoing complex journeys. The difference between the two types 
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of stories related to the clarity of purpose. Older adults with incoherent stories were 

indecisive about the purpose of asthma in their lives, whereas a partially coherent story 

entailed a clear purpose about wanting a better life with asthma. 

Of the four individuals diagnosed with a late onset asthma, three individuals with incoherent 

stories experienced challenges with other co-morbidities. Two of the individuals were 

recently diagnosed with bronchiectasis and osteoporosis. To them, the term complex life was 

associated with a new illness that was actively restricting and dominating their lives. Asthma 

in these stories was not a central focus. On the other hand, people were indecisive about the 

severity of their asthma. It may be suggested that with a recently diagnosed illness people 

felt overwhelmed and unsure about the progression of their lives with asthma. In the research 

about the process of acceptance among rheumatoid arthritis patients, individuals with a later 

diagnosis were spared psychological reactions such as resignation, passiveness, self-pity and 

anger because of a swift diagnosis in comparison to those with a long wait (Kostova, Caiata-

Zufferey, & Schulz, 2014). Although this perspective supports the straightforward stories 

about an asthma diagnosis, in the current category, an additional diagnosis of another chronic 

illness was received with concern and disappointment. The existing literature in this field 

recognises that co-morbidities can compromise an asthma diagnosis and may intervene with 

treatment (Baptist, Deol, Reddy, Nelson, & Clark, 2010; Gibson et al., 2010; Jones et al., 

2011). However, this is an important implication beyond the diagnosis stage. An additional 

diagnosis of another chronic illness in the older age was destructive and life changing.  

Interestingly, in the case of another person with co-morbidities, her increasing illnesses were 

linked to getting older, which she believed was an inevitable process of life. Associations of 

chronic illnesses with ageing are found in the literature, and in the case of asthma, this 

finding was first confirmed in the meta-synthesis of this thesis.  

To the remaining two older adults with an LOA, both a challenging and complex life with 

asthma was related to the impact of steroid medication. Asthma symptoms have restricted 

their daily routines and physical activities, and although, steroid medication was necessary 

for the prevention of symptoms, these medications had negative associations. They were 

hated and feared of and were associated with dependency. This finding about the asthma 

medication is a widely known concern of many patients regardless of age, and it is a potential 

reason for treatment non-adherence. However, an important finding encountered in this 

category was that, apart from providing a sense of security for when symptoms worsen, 
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steroid medication had particularly negative associations. It was related to the loss of 

freedom in the association with slavery and destruction of a body image with a source of 

pain. A prolonged use of steroid medication had severe side effects, it caused skin to tear, 

bruise and bleed. This disheartening experience complicated their quality of life. It caused 

embarrassment as well as anxiety with protecting the body from hazards. This finding was 

also found in the meta-synthesis of this thesis in the younger adult’s group (Gamble, 

Fitzsimons, Lynes, & Heaney, 2007). However, there were minimal amount of details about 

how people experience this medication side effect, and there was no information in the older 

adult’s group. This finding is important for two reasons. Experiences about living with skin 

bruising, a side effect of medication, is mostly known about from health forums. This finding 

provided new insights about a niche topic that has little evidence. Furthermore, skin bruising 

was directly linked to an incoherent life. Sadly, because of poor recognition, people believed 

there was no solution to this experience.  

7.3.1.2 Stories of older adults with a long-standing asthma  

This category consisted of a mixture of stories. It included two stories without a purpose and 

six stories with purposes. In comparison to the stories of older adults with LOA, LSA stories 

were particularly complex in both their structures and contents. Most of the stories were 

incoherent with elements of a chaos illness narrative and were particularly descriptive, 

ranging from 145 to 428 stanzas. Partially coherent stories, on the other hand, ranged from 

77 to105 stanzas. This observation relating to the structure of the stories has several 

important implications.  

The level of coherence was directly related to the content of challenging stories. Incoherent 

stories were generally negative and complex. They were associated with chaos, 

disheartening and life impairing experiences. Illnesses in incoherent stories were perceived 

as an obstruction and a struggle with limited or no opportunities for improvement.  

In the cases of older adults with stories without a purpose, they have accepted the impact of 

asthma on their lives and believed that there was no foreseeable future of improvement. The 

symptoms of asthma were severely affecting their daily routines, social activities and 

physical wellbeing. In one case, an additional impact was received from a new diagnosis of 

COPD. People in this category adhered to their treatments and learnt to cope with the 

worsening of their asthma symptoms. However, they did not challenge the meaning of 

asthma. This finding is similar to Pinnock’s et al. (2011) study of COPD patients. In their 
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study, COPD patients adjusted to the limitations and did not perceive their illness as a 

biographical disruption. This was due to the slow progress of their illness. Whereas in the 

current category, it can be considered that due to tragic childhood experiences and current 

losses, they were more accustomed to challenges. Asthma was amongst other chaotic life 

experiences.  

In the cases of older adults with stories with a purpose, incoherent stories lacked clarity. 

There was no clear perspective of where some of their stories were heading. A challenging 

life with asthma was associated with complexity and frustration. Symptoms were severe and 

life limiting. The symptoms have overtaken people’s normal routines. However, in some 

cases people were dissociated from disheartening and challenging struggles.  

For example, in the story of wanting a better life with asthma, in addition to asthma, a 

participant listed her other co-morbidities and various treatments in a syntactic approach of 

then, and then, and then without reflecting on the meaning of asthma or other troubling 

conditions. According to Frank (1995) “and then” style of speech interrupts story parts this 

way stopping a pursuit of purpose. However, Frank also argues that actual stories combine 

all three illness narratives perpetually interrupting each other. It was noted that although 

most of the challenging stories with a purpose were incoherent and disconnected, people 

regardless had ideas about future improvement.  

However, this was not the case with participants wanting a life without asthma. They were 

disheartened and anxious about having to live with asthma. Asthma was personified as a life 

consuming entity that disrupted and changed their biographies. It was blamed for causing 

bullying and missed childhood opportunities, but also for causing fear and anxiety having to 

deal with severe asthma symptoms. In addition to their ongoing worries since their 

childhood, older adults were simultaneously anxious about their current circumstances and 

therefore wanted their asthma to disappear. This is an important finding relating to long-

standing asthma. It suggested that the challenges people encountered since the time of their 

asthma diagnosis may have carried through to the present life and disrupted its course.  

In the remaining category of accepting circumstances as they are, one individual with an 

incoherent story was indecisive and frustrated. Acceptance of the implications of her asthma 

suggested her personal growth and willingness to integrate asthma into her life. However, 

she also expressed vague ideas about not wanting to give up. In research about the process 

of acceptance with rheumatoid patients, it is argued that part of the personal growth in 
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integrating the illness in daily lives is recognising challenges and then redefining values, for 

example, appreciating life more (Kostova et al., 2014). This was not confirmed in this 

category. It was noted that older adults were either dissociated from their challenges with 

asthma or were completely immersed in their struggles and focused on the negative.  

Another finding about the level of coherence related to the level of description. Challenging 

stories with incoherent structures were more descriptive than partially coherent stories. It 

seemed that older adults with challenging stories felt a need to share a range of experiences, 

most of which were non-sequential, unfinished and interrupted one another. This is in line 

with Frank’s typology of chaos illness narratives.  

Frustration was noticeable in nearly all of the challenging stories of older adults with LSA. 

This was reflected in the abrupt storytelling and vague ideas about the meaning of asthma in 

their lives. This finding shed light onto future use of the narrative approach in an asthma 

context. Attending to a narrative structure using Riessman’s approach (1993) of poetic 

structures with reference to Gee’s theory of the units of speech (1991) suggests diverting the 

initial focus onto a narrative structure and asking questions about its organisation and the 

reasons for why a narrative was developed in this way. This approach individually provided 

a good foundation in understanding stories before reading the narratives for contents.  

7.3.2 A Non-Challenging Life  

The concept of a non-challenging life with asthma was an umbrella term that covered non-

complex stories with two perspectives. One perspective that consisted of ideas for improving 

the management and care of asthma and others who experienced no issues because their 

asthma was resolved. In total, there were seven stories, some of which were stories of 

successes of achieving a good control of asthma, and others were stories in a working 

progress in trying to improve their state of asthma.  

In comparison to challenging stories, in the category of non-challenging stories, there were 

less older adults with LSA. Their two stories, one with a purpose and another without were 

stories of successful journeys with asthma. Restitutions were achieved via knowledge and 

skills in managing asthma symptoms and receiving support from healthcare practitioners. 

Additionally, in the case of a story with a purpose, active exercising improved the 

participant’s life. A purpose in his case was related to maintaining a wellness. Although this 

finding derived from one story, it was found that exercising was associated with a positive 

transformation. An active lifestyle with asthma is promoted among some patients 
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(BTS/SIGN, 2016; GINA, 2017); however, this was not the case in this study’s sample. 

There were several older adults with sedentary lifestyles. The reason was related to the 

severe symptoms of asthma and/ or other co-morbidities that limited people’s activity levels. 

This example story is an important observation for the attention of healthcare practitioners 

and patients themselves.  

Regarding stories of older adults with LOA, five non-challenging stories were divided 

between three individuals. One individual accepted their asthma and did not have a purpose 

and the other two individuals wanted a better life with asthma and were trying to find answers 

to the remaining questions they had about asthma management. Stories in this category were 

short and non-complex and with a clear direction of where they were heading. In their stories, 

their asthma has not overtaken their lives, nor were they avoiding the idea of having asthma. 

They accepted asthma and it was amongst other life matters. This was particularly relatable 

in the category without a purpose with three older adults who accepted asthma and 

essentially moved on with their lives. Their stories were examples of restitution of what 

Frank characterises as a mechanistic view (1995). After experiencing asthma symptoms, “a 

fault in the machinery” people responded and looked for help “of getting fixed” (1995, 88-

89). Once their wellbeing was restored with the support of asthma treatment and assistance 

from doctors, and life was able to carry on as normal, the normal life trajectory was restored.  

However, it is important to consider a gender factor that has not been noted in the studies of 

the meta-synthesis. This category was formed of stories told by males only, who had 

confidence in being in charge of their illness and were equipped with the knowledge that 

asthma is a controllable illness. However, similar personality assets were noted in females 

across other categories that may disapprove this observation. An effective doctor-patient 

partnership, adherence to treatment, and skills in self-management, the essential components 

of a good control of asthma, aided their successful management of asthma.   

 

7.4 Limitations and Strengths  

This study has several limitations and important strengths. Firstly, the aim of this primary 

study was to explore the perspectives and experiences of older adults with asthma, with an 

objective of finding out more information of what it is like to live with asthma. Therefore, 

there was no prior aim to identify specific categories of experiences in living with asthma or 

find causal links between the phenomena of interest. However, after the data was analysed 
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using a narrative approach for attending to interview structure and content, assimilations 

between different types of stories were noted. The level of coherence in the stories of an 

asthma diagnosis were linked to the stories of people’s current living with asthma. This was 

a particularly important observation in the case of a long-standing asthma. Older adults with 

incoherent and chaotic childhood experiences regarding their asthma diagnosis experienced 

incoherent and chaotic stories of now. This finding implies that the negative impact of 

asthma can persist through one’s lifetime. However, this claim is an observatory finding due 

to a following limitation discussed in the next paragraph.  

The interviews were divided into two categories about experiences with an asthma diagnosis 

and the current living. Interviews did not intend to explore people’s lives beyond the 

processes of an asthma diagnosis. It focused on the topics such as the initial symptoms of 

asthma, the decision to seek help, the process of asthma diagnosis, reactions and feelings 

about being diagnosed, etc. However, some individuals disclosed negative experiences about 

their lives that were not related to asthma but were occurring simultaneously with an asthma 

diagnosis. This suggested that factors beyond asthma may have contributed to the process of 

asthma acceptance. Future research with a wider inclusion of experiences is needed to be 

able to consider this proposal.  

Another limitation is related to the characteristics of this sample. Firstly, the majority of 

individuals were recruited through UK charities that specialise in asthma and lung illnesses, 

apart from a few individuals that heard about the study via different community links and 

activities. This suggested that the majority of individuals may be proactive members of the 

national charities with a wider access to support and information resources for asthma; 

therefore, potentially more health literate than older adults without access to this type of 

support. This study has identified a mixture of positive and negative experiences related to 

the living with asthma of older adults who did and did not have access to this type of support. 

Therefore, the link between health literacy and access to an asthma charity for support and 

information resources cannot be assumed. Previous research suggested that there is a link 

between health literacy and health beliefs in relation to medication non-adherence 

(Federman et al., 2013, 2014; Federman, Sano, Wolf, Siu, & Halm, 2009) and a passive role 

in decision making for asthma care (Apter et al., 1998; Newcomb, McGrath, Covington, 

Lazarus, & Janson, 2010). However, this study did not measure the outcomes of health 

literacy, therefore this link requires future testing.  
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Another concern related to using two narrative approaches for the analysis of data. Narrative 

methodology has a broad cross-disciplinary use and has no rules for a best approach to study 

narratives. The combination of structural and content analysis was applied using Riessman’s 

(1993) and Frank’s (1995) approach to aid in making sense of older adults stories. The broad 

limitations of using two approaches related to timing issues and potentially limited 

integration of work (Robson, 2011). Riessman (1993) proposed that using narrative analysis 

is not useful for a large sample because it is a “slow and painstaking” method. It requires 

detailed attention to nuances of speech and organisation of a narrative. In the current study, 

it may be argued that not all of the components of narrative approaches were used in the 

write up of results. This can relate to using Riessman’s approach with very descriptive 

stories. In those cases, only the essence of the stories was communicated, and aspects of less 

importance were listed in between story parts.  

However, there were more benefits for using two approaches than limitations. Frank’s 

approach aided a comprehensive categorisation of stories into typologies of illness 

narratives. In addition, Riessman’s approach provided an essential foundation for 

understanding how the stories were structured and how this was related to the content of 

narratives. These two approaches have complimented each other and provided a 

comprehensive picture of what it is like to live with asthma for older persons. Nevertheless, 

it has pointed out analytical nuances such as Frank’s syntactic approach of “then, and then, 

and then”, the listing of experiences without reflection. This was an indicator of chaotic 

stories. This would not have been noted using Riessman’s approach only.  

Another aspect regarding the use of two narrative approaches for the analysis of data related 

to the time context. Both approaches highlight the importance of considering the time 

context in which stories were told. Reflecting on Riessman’s approach, interaction between 

the interviewee and interviewer is not considered. Instead, Riessman makes additional 

inferences about the social context and considers how it may relate to participant’s stories. 

A similar idea was noted using Frank’s typologies of illness narratives. He proposed that the 

time context in which the stories are told is important, and it is related to the distinction 

between experiencing an illness in modern versus postmodern times. The modernist 

perceives people as being well or sick. Their illness experiences relate to medical culture 

including technical expertise, complex treatments, and with the physician being the 

spokesperson for the illness. Whereas, postmodernist recognises that illness experiences 

entail more than a medical story. It entaisl reflections about the self with an illness, 
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essentially being self-conscious about how the illness has changed one’s body and identity 

and the destination of life. However, both approaches do not dwell on this aspect as the 

underlying explanation for the stories but considers it part of their analyses. Riessman 

suggested that choosing the features of narrative accounts for reporting, is related to a 

research question, the epistemological position, and researcher’s values. Therefore, some 

researchers might choose not to report certain aspects.  

In the current study, all stories were told in the current presence of our lives. However, in 

the case of older adults with LSA, they were asked to reflect on their experiences about 

asthma diagnosis, in some cases nearly 70 years ago. In these stories, a pre-modern 

perspective was noted. There was no available medication and asthma was not understood 

as a chronic respiratory disorder. Therefore, people coped with their symptoms as best as 

they could. Those stories consisted of disheartening and particularly complex experiences 

that do not compare to the current time context where asthma is a well-researched illness 

and people’s experiences are valuable. Although, in the current study the context of time 

was taken into consideration, there was no clear description for what experiences to expect 

from the stories of older adults with LSA and LOA. Therefore, the current study has 

essentially provided novel insights about living with asthma 50 or more years ago and 

describes how this has changed throughout people’s lives. However, it is important to note 

that an in-depth future research regarding the differences between the time contexts of living 

with asthma is needed. This study did not address questions beyond the aspects of an asthma 

diagnosis, and therefore important nuances regarding the life with asthma 50 or more years 

ago may be missed. This should not be considered as a limitation of this study but instead 

an important observation for future researchers. It may be thought that the unstructured type 

of interview that would address questions such as what was it like living with asthma in your 

childhood, instead of a semi-structured, would provide a richer understanding about the life 

with asthma 50 or more years ago. Riessman proposed that to encourage “narrativization” 

(p.54, Riessman, 1993) people should be asked questions that would help them to open up 

and structure their answers in meaningful ways; essentially questions with little structure 

and more freedom. 

Another concern related to the use of telephone interviews. This study did not collect any 

verbal cues and body language. All of the primary data was collected through a telephone. 

While traditional research may consider a non-face-to-face interview as disadvantageous, 

recent proposals about telephone interviews proposed otherwise. According to Holt (2010), 
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telephone interviews for narrative interviewing are no longer a “second best” option for face-

to-face interviews because the success depends on the interview context, the skills of the 

interviewer and interviewee, the data analysis and reflexivity of how the interview went. In 

the current study, the rapport was successfully built with most participants. They were open 

and shared various negative and positive experiences with no intention of stopping the 

interview. The length of interviews ranged from approximately 30 minutes to over an hour. 

Therefore, in the current study telephone interviewing was a successful tool for data 

collection that allowed access to older adults from different parts of the UK.  

Lastly, another concern is related to limitations as a sole researcher. Both approaches of 

meta-synthesis and a primary qualitative study were undertaken by the current PhD student. 

Although supervisory guidance was received throughout student’s PhD studies and this 

thesis, there were several tasks that may have been affected. Qualitative categorising of the 

studies of older and younger adults with asthma for this meta-synthesis may have benefited 

if a broader team of professionals and public members would have been involved. Regarding 

a primary qualitative study of in-depth interviews, PPI was involved to provide feedback for 

the study material such as an interview schedule, information sheet etc., which proved 

beneficial. However, regarding the structural and content analysis of narratives, researcher’s 

novelty in using the approach and strict time limitations may have resulted in some of the 

participant’s experiences to be unreported or not sufficiently reported. This is an important 

learning point for future junior researchers who may consider using complex and lengthy 

approaches to the analysis of in-depth data.  

Stepping away from the definition of a limitation, this may be considered as a strength of 

this thesis. It has provided two sets of broad qualitative data that have arisen from a meta-

synthesis and a primary qualitative study. In addition to this, it involved learning and using 

three approaches. These include The Joanna Briggs Institute approach of meta-aggregation 

(JBI, 2014), Riessman’s analysis of poetic structures for meaning making (Riessman, 1993), 

and Frank’s typologies for illness narratives (Frank, 1995). Lastly, this thesis has explored 

the experiences about living with asthma of three age groups. These included younger adults 

with asthma aged 18 to 60 years, older adults aged 60 years and over, and another group of 

older adults aged 60 years and over of whom ten individuals had LSA and nine individuals 

had LOA.  
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7.5 Reflexivity  

In qualitative research, a researcher is part of the knowledge construction, almost as much 

as the participant is (Robson, 2011). A researcher’s pre-assumptions about the topic, 

personal values, and biases can influence the study process. Although, we as researchers aim 

to avoid bias and try to remain as neutral as possible throughout the stages of qualitative data 

collection, interpretation and presentation, it is impossible to be completely neutral (Squire, 

2008). Therefore, the aim was to exercise an ‘empathic neutrality’ in trying to stay neutral 

but also being transparent and reporting any of my pre-assumptions, values and beliefs 

(Ormston, Spencer, & Snape, 2014).  

Apart from my father having mild asthma, I had a limited understanding about this illness 

and knew very little about how it can affect people’s lives. Furthermore, coming from a 

psychology degree background with no asthma specific knowledge, throughout the course 

of this thesis I had to learn a great deal of new information about this illness and related 

aspects such as treatment and symptoms management. In addition to learning new methods, 

I also learnt a great deal of information about older adults with asthma. However, having 

had no previous personal contact with older adults with asthma, apart from a limited 

understanding that has arisen in the meta-synthesis; I did not have pre-assumed ideas for 

what experiences, feelings and perspectives to expect from older adults with asthma in the 

primary qualitative study. In fact, I was nervous about undertaking telephone interviews 

because of the assumption that having no access to body language will somehow devalue 

the findings, and people’s experiences will not be captured. However, this proved to be 

incorrect. Through the use of telephone interviews, I was able to gather particularly in-depth 

interviews and hear a variety of stories about people’s lives with asthma, some of which 

were particularly challenging and emotional. There was a mutual respect in listening and 

responding. 

On a few occasions, participants were quick to notice my age and perhaps the lack of 

expertise. Interestingly this prompted people to share more details about their experiences 

and expertise with asthma. Most of those stories consisted of coherent or partially coherent 

structures and were restitution illness narratives with elements of quest, when participants 

wanted to share their stories to inspire and advise others.  

Regarding the analysis and presentation of the qualitative data, this process was eased using 

Riessman’s approach of poetic structures of meaning making (1993). This approach does 
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not represent interaction between the interviewer and interviewee. It treats it as “sole-

authored” talk of the participant (p.52, Riessman, 1993). 

Some stories consisted of particularly disheartening experiences that were difficult to listen 

and respond to. However, in those cases, Frank’s approach of typologies for illness 

narratives was particularly helpful. It served as a guide that helped to understand those stories 

and recognise their complexity and anxiety provoking experiences. Using another analysis 

approach may have provided very different interpretations, and chaos narratives may not 

have been noted.  

I have come from a psychology degree background where we studied people’s mental well-

being but also recognised the influence of physical illnesses, especially chronic illnesses, on 

people’s life quality, physical and mental well-being. Although, at the time I had limited 

knowledge about asthma itself, I recognised the importance and value of understanding 

subjective experiences, perspectives and ideas about what it is like to live with a chronic 

illness. People have different interpretations about struggles and suffering with an illness, 

therefore, there may be different meanings about how they live and experience asthma. 

Therefore, qualitative inquiry that is concerned with how people make sense of their world 

with an illness has informed and guided this study.  

 

7.6 Clinical Implications  

This study has identified a number of implications, some of which can inform clinical work. 

Firstly, the findings have shown that there are important differences between older adults 

with LSA and LOA related to the impact and acceptance of asthma. Experiences of older 

adults with a long-standing asthma were mostly challenging and life limiting. In a number 

of cases, their struggles with asthma persisted since childhood and were currently ongoing 

without a perspective of being resolved. This was supported by comparing the level of 

coherence between the stories of “then” and the stories of “now”. Although this assimilation 

may not reflect a true representation of all older adults with an LSA, it however identified 

that there are different types of meanings of living with asthma. Existing research proposed 

that two phenotypes of asthma might require different approaches to asthma treatment and 

management that would consider their clinical differences (Hanania et al., 2011; Yáñez et 

al., 2014). Reflecting on the future ideas and preferences of older adults with LSA, it seemed 

that they wanted additional support that would be tailored towards their struggles. On the 
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other hand, the lives of older adults with LOA were more consistent. They have experienced 

struggles; however, they were either related to their new journeys with asthma or existing 

co-morbidities.   

One of the main reasons for using Kleinman’s model of thinking to inform this thesis was 

its practical aspect for informing patients care. When developing the model Kleinman 

recognised the importance of having a method for the care of chronically ill people that 

would encourage effective collaboration between a patient (family) and a doctor in treating 

an illness. In his understanding, a clinician has an important role in understanding the 

experience of suffering beyond the medical measures. Kleinman proposed that trying to 

understand psychosocial problems and the course of illness in one’s life, essentially 

understanding what impact an illness has on person’s social context such as family life and 

work, and personal significance, can help achieve a change. This is particularly important in 

the case of older adults with asthma. Findings have shown that the level of complexity in 

living with an asthma for older persons is worrying. Some experiences found in this thesis 

have not been researched previously. Additionally, some individuals indicated that some of 

their challenging experiences were not discussed with their practitioners. This suggests that 

there are unresolved physical and psychosocial issues causing significant impact to their 

health and well-being. It is hoped that by carrying out this research, knowledge about the 

level of complexity and issues previously unknown will be attended to by interested parties 

and clinicians with an emphatic interest in trying to help individual asthma sufferers.  

This study found that co-morbidities with asthma, regardless of the phenotype of asthma, 

brought severe and life interfering experiences. In addition to the struggles, some individuals 

had to adjust their lives to suit the needs of several chronic illnesses. According to Townsend, 

Wyke, & Hunt (2006), life with chronic illnesses can be particularly complex. People might 

feel obliged to ensure their symptoms are managed well, and their social roles and 

responsibilities are fulfilled; essentially “maintaining some semblance of a coherent and 

positive identity” (p.192). Co-morbidities is a known issue regarding the diagnosis of a late 

onset asthma and treatment interactions. However, this finding suggested that there are 

existing limitations beyond the medical context. Co-morbidities negatively affected people’s 

lifestyles and wellbeing. This prompted a suggestion for an integrated care that would 

consider the needs of asthma care and other illnesses. Gibson, McDonald & Marks (2010) 

proposed ideas of a multidimensional approach that in addition to asthma management 

needs, considers co-morbidities, frailty, acute care complications; essentially a personalised 
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intervention to help manage biological, clinical, functional and behavioural aspects. The 

ultimate aim of this model is to allow older persons to be in the centre of their asthma care 

and have a plan tailored to their needs. However, this model was developed with an 

Australian healthcare system in mind; therefore, it might not be suitable for the UK 

population. This however raised another concern. The current asthma guidelines of the 

diagnosis and management does not address the limiting effects of living with and managing 

asthma alongside other life-interfering co-morbidities for older persons (BTS/SIGN, 2016). 

There is a variety of effective resources worldwide. However, it is important to synthesise 

this knowledge and identify its suitability for the UK population. This may provide the 

support that older adults are expecting. 

Another finding that requires clinical attention is related to the side effect of skin bruising 

from the steroid medication for asthma. Asthma diagnosis and management guidelines for 

the UK population are currently updated with a release date in mid-2019 (BTS/ SIGN, 2018). 

Apart from subjective experiences shared on health forums online, there is currently no 

information about experiencing and managing this side effect for older adults. In the current 

study, skin bruising was described as a challenging experience with no resources to manage 

it.  

 

7.7 Theoretical Implications  

The application of the narrative illness typologies and assessment of the level of coherence 

of the current study’s stories provided interesting ideas for a new avenue of analysis of 

asthma experiences.  

Firstly, it identified that there are different types of stories and meanings that can describe 

older adult’s experiences with asthma diagnosis and their current living with asthma. 

Furthermore, it identified that some of these stories have causal links between asthma 

diagnosis and current living. This is a novel finding that should however, be considered with 

caution. Potentially, a future validation is required for a better understanding of the causal 

links between experiences with asthma diagnosis and current living. Furthermore, as 

previously described, there is additional causality between challenging stories and the level 

of coherence. However, this too requires validation with more stories.  
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In this section, I would like to reflect on the process of the research discussed in this thesis 

and relate the important emerging findings into a guiding Kleinman’s theoretical framework. 

As mentioned at the start of this thesis, informing research by different theoretical 

frameworks may be favourable as it may identify ideas that would be missed if using single 

approach, but it can also produce disparate findings that may in fact complicate the thinking 

of the large academic work. In the case of this thesis, the different use of theoretical 

frameworks proved to be successful in drawing out findings that were imperative for 

understanding the complexity of asthma illness experiences of older adults. However, it 

added a pressure that potentially not all the ideas were discussed in full depth. However, 

stepping aside from the concept of limitations, this thesis has identified four important 

concepts that can explain the meaning of older adults’ experiences with an asthma diagnosis 

and two concepts related to the meaning of older adults’ current lives with asthma. Before 

the work of this thesis, there was a limited understanding about older adults’ lives with 

asthma; whereas now this thesis has added more understanding about the meaning of asthma 

illness experiences in older adults’ lives. 

In this section, I do not intend to review individual findings, but instead reflect on the 

overarching meaning of the findings identified in this research, with reference to Kleinman’s 

framework about the meaning of illness experiences in the context of people’s personal and 

social lives.  

Reflecting on the literature review, I have observed that the knowledge about asthma illness 

in older age is focused around the topics related to healthcare system. It framed asthma as a 

collective set of technical issues with little or no acknowledgement from the people with 

asthma. Kleinman explained this perspective as a problem of perceiving illness complaints 

as a disease, as opposed to an illness that varies in severity, outcomes and can cause different 

levels of distress to different individuals. This technical view of asthma was also noticeable 

in the meta-synthesis of the studies with older adults. Some of the findings particularly 

concentrated on asthma care and treatment topics and seemed to perceive asthma through 

the scope of what it is important to practitioners. Whereas studies with younger adults have 

empowered unique people’s experiences and their lives. This perspective provided rich 

descriptions and in-depth interpretations about younger people’s lives with asthma.  

However, in the synthesised studies with older adults, ideas about older adults’ lives with 

asthma were produced in a form of snapshots. It was understandable that an asthma diagnosis 
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brought unpleasant experiences and asthma treatments caused health related side effects that 

interfered with their quality of life and that getting older and having asthma has negatively 

impaired older adults’ self-image. Undertaking a meta-synthesis was an important 

systematic step towards the identification of the unique people’s experiences with a chronic 

illness of asthma, and a new production of findings that can inform practitioners.   

Another understanding about the meaning of asthma experiences in older adults’ lives has 

derived from the primary qualitative study. After the in-depth narrative analysis of analysing 

structures and contents of older adults’ stories, it became apparent that a life with a chronic 

illness of asthma among older adults was a particularly neglected topic. The lives of older 

adults with LSA and LOA were different. For example, the current lives of older adults with 

LSA were mostly marked with struggles, difficulties, challenges and issues. There was an 

overriding sense of disruption in their personal and social lives. In a few cases, there was no 

sense of willingness to improve or change their lives with asthma. It was a distressing feeling 

of giving up. Whereas the current lives of older adults with LOA were easier to bare. There 

was a general sense of indecisiveness about accepting asthma in their lives and learning to 

live with it. However, some older adults with LOA admitted that they would like less impact. 

Whereas for a few other older adults with LOA, their lives were free from disruption, apart 

from occasional difficulties with asthma symptoms.  

The theoretical framework about the meaning of illness experiences by Kleinman (1988) 

recognises the uniqueness of the human illness experiences and the importance of getting to 

understand people’s intimate responses about their lives with an illness. This idea strongly 

resonates with the aim of this thesis. Although I have attempted to reflect on the key 

emerging findings to provide an understanding about asthma’s role in people’s personal and 

social lives with reference to Kleinman’s framework, I felt that this task was complex. 

Informed by narrative thinking, producing a generalised overview of people’s stories was 

complicated. The unique trait of narrative approach is to recognise particularities that are 

often missed by other qualitative approaches (Riessman, 2008). The balance proposed by 

narrative researchers is to generate categories/ general concepts that can maintain a sense of 

uniqueness and also provide a broader understanding of the findings. Having successfully 

identified four concepts (i.e. straightforward, debilitating, uncomfortable, continuum) that 

explain older adults experiences with an asthma diagnosis and two important concepts that 

explain older adults’ lives with asthma (i.e. challenge, purpose), I believe that this thesis has 
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captured the particularities of older adults living with asthma and also produced a set of 

informative themes.  

Furthermore, Kleinman’s theoretical framework is used as a clinical methodology for the 

care of chronically ill patients to assist people in coming to terms with their illness problems, 

either accepting, mastering or changing them. This theoretical framework was particularly 

appealing for this thesis. It is concerned with empowering patients and helping them to 

resolve or lessen the variety of disabling problems that may be limiting their personal and 

social lives. In the case of asthma, one of the anticipations of this thesis is the hope that this 

thesis will serve practitioners and interested parties by providing them with a systematic 

evidence about the kinds of lives that older adults have and will inform them of the 

problematic areas that need attending, thus achieving a more effective care. Similar to 

Frank’s framework of illness narratives typologies, it is hoped that this thesis will empower 

older adults lives and experiences of living with asthma and will help other sufferers to voice 

their unique perspectives and validate asthma experiences through the stories identified in 

this thesis.   

 

7.8 Future Research Directions  

A number of ideas for future research were already communicated in other sections as part 

of their given contexts. However, the remaining ideas for future research consists of 

validation of the different types of stories of an asthma diagnosis and current living between 

two phenotypes of asthma. Previous research has shown that older adults with asthma were 

considered under one category, without acknowledging the potential differences between the 

LSA and LOA.  

This study has identified important differences that require validation with two samples. One 

sample of older adults with asthma without co-morbidities and another sample of older adults 

with co-morbidities. In the current sample, additional co-morbidities were described as life 

limiting and a burden. This may suggest that certain types of asthma stories may be 

influenced by the experiences with other co-morbidities. Although the current sample did 

not deny their new illnesses, even though it disrupted and readjusted aspects of their normal 

daily lives, a future sample may communicate new types of stories or add insights to the 

existing types. 
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The current analysis provided an opportunity to look beyond the medical context of 

managing asthma and explored people’s personal experiences of living with this illness. 

Narrative coherence combined with the narrative typologies of illness experiences revealed 

that there is or is not, a sense of purpose in older adult’s lives with asthma. This information 

is valuable for asthma care providers to know the types of experiences that older adults go 

through, and essentially consider a personal-targeted support.  

In addition, the findings of this study are important for other sufferers too. A systemised 

categorisation of the different types of asthma stories with in-depth description and analysis 

may provide an opportunity for other older adults with asthma to validate their experiences; 

especially in the case of chaos stories when comprehending your own illness may be a 

struggle.  

 

7.9 Concluding remarks 

This thesis has used three comprehensive approaches that have provided important findings 

about the experiences of older adults with asthma. The meta-synthesis of qualitative 

literature was an important foundation of this thesis. It provided a systemised knowledge for 

the primary qualitative study and directly informed the interviews with older adults. 

Nevertheless, it produced the lines of action that are ready to be used for practical purposes. 

Regarding the primary qualitative study, a unique narrative approach that combined both the 

structural narrative analysis together with the typologies of illness narratives was used. It 

identified that there are different types of experiences in relation to living with asthma for 

older persons. These experiences however, can depend upon the diagnosis of asthma, and in 

some cases can affect the course of older adult’s current lives. The analysis has shown that 

older adults with LSA and LOA can have different experiences and perspectives about living 

with asthma. Therefore, this suggests that these two groups of older adults with asthma 

should not be considered under one category due to their distinctive features of living with 

asthma. This, and many other findings identified in this thesis are not prescriptive and should 

not be considered otherwise. 

There is a minimal number of in-depth qualitative research studies in the UK that explored 

the experiences of older adults with asthma. Therefore, this study may not capture all the 

existing experiences of older adults with asthma, especially from the perspectives of 
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individuals with LSA and LOA. However, this study has found important strengths for 

providing knowledge and foundations about the topic that previously was little known about. 

Nevertheless, the findings have recognised that storytelling of experiences with an asthma 

diagnosis and the current lives of older adults with asthma, can inform of people’s wellbeing 

with asthma, their adjustment to the illness and their future perspectives with asthma. 

This study did not aim to identify which stories about living with asthma were better or 

prescribe ideas of how people should manage their lives with asthma. It presented a number 

of findings that can inform interested parties and networks and for older adults themselves 

to learn and potentially validate their experiences through other people’s stories. It invites 

future research to address the identified gaps in this study, as well as the importance of a 

narrative approach, and for clinicians to recognise the individualities of older adults with 

LSA and LOA.  
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Appendix D – Information sheet  

School of Health Sciences and Social Work 

University of Portsmouth 

James Watson West 
2 King Richard 1st Road 

Portsmouth  
PO1 2FR 

Tel: 0239284 4441 

Email: skaiste.linceviciute@port.ac.uk 

 

A qualitative study investigating perceptions and experiences of older persons living with asthma: telephone interviews across 

the United Kingdom  

Participant Information Sheet 

 

What is the purpose of this study? 

The purpose of this study is to explore range of experiences, perceptions and management approaches with asthma of adults (60 years 

and over), as well as to find out the affect of asthma on daily life. Previous research in the field has explicitly focused on younger people 

with asthma despite the need for research with adults over age 60. We will seek to better inform healthcare practitioners working with 

this age group and guide future research in asthma for ageing adults.  

 

Do I have to take part?  

No, you have a free choice to decide if you wish to take part or not. If you do decide to take part you can withdraw from the study at 

any time up until three weeks of the completion of the telephone interview without giving any explanation. If you decide to take part in 

this study I would like to suggest you take your time to read this information sheet and keep it for future reference. 

 

What would taking part involve?  

If you decide to take part in this study you will be asked to take part in ONE telephone interview that will be conducted by myself at a 

date and a time of your preference. It is hoped to last 30 minutes to one hour, depending on how much you wish to share. You will not 

have telephone costs. The telephone interview will be audio recorded throughout. 

 

Why a telephone interview? 

Telephone interviews were proven to be a successful approach to collect data in various research studies. People reported that they can 

enjoy telephone interviews as much as a standard interview, and importantly it is flexible around your daily activities as you do not need 

to travel for research purposes. This research study anticipates to interview adults with asthma from various parts of the United Kingdom.  

 

Who else is taking part?  

It is anticipated to recruit approximately 30 to 35 individuals with asthma, both males and females, with any asthma severity and duration 

of diagnosis. Individuals can come from any part of the United Kingdom and can be from any ethnic background. The requirement is to 

speak in English language.  

 

What topics will be discussed during a telephone interview?  

I want to hear your experiences and views told in your own way. It is up to you to share what you want; there are no right or wrong 

answers. However, the list below indicates the types of experiences I would like to hear about, but not limited to:  

 When and how you was diagnosed with asthma   

 How you manage and cope with your asthma on a daily basis 

 If applicable, how you manage other illnesses (e.g. heart conditions) with asthma  

 How you manage your social life and activities with asthma 

 Your experience with accessing asthma medication and services 
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 Your goals and expectations for asthma control   

 Any other topic that you wish to discuss in relation to your asthma  

 

What are the benefits of taking part in this study?  

It is hoped that this study will be a productive experience and you may enjoy sharing experiences and examples about your asthma and 

daily management. We believe that it is a great opportunity to share any concerns, fears or positive experiences with asthma that could 

be useful to inform other adults with asthma. Despite the fact that this research study may not bring immediate changes and benefits, it 

is hoped that this study will raise better awareness and understanding of the needs, difficulties, or positive experiences whilst living with 

asthma for adults (60 years and over). This study may also inform current approaches to asthma management for adults (60 years and 

over), therefore your voice is important. This research study does not foresee any risks incurring to the participant or the researcher.  

 

What are the disadvantages of taking part in this study?  

This study is collecting data through a telephone interviewing approach, therefore depending on how much information you wish to 

share, the telephone interview may last from 30 minutes to one hour. However, please do not feel that you are pressured in any way to 

talk over the telephone for a long period, if you find this uncomfortable. It is better to talk at your own pace and, in your own words. 

However, you are also welcome to stop, re-arrange the telephone interview if you find that the day/ time does not suit you.  

 

Are there any expenses? 

No. The telephone interview will incur no costs. I will call you on the agreed date and time. After the completion of the telephone 

interview, you will receive (i.e. through post) a gift voucher of £10 as a thank you gesture for your time commitment and contribution 

towards this research study.  

 

Is there any support available after the interview?  

If you find yourself feeling unwell or you have any worries with your asthma symptoms and management, please contact your General 

Practitioner (GP) to discuss this as soon as possible.  

In addition, if you wish to find out more information about asthma and raise your personal awareness of the condition, please contact 

the listed organisations/ charities that specialise in various lung illnesses and their management.  

 

 Asthma UK 

www.asthma.org.uk  - 'Contact Us'  tab  and   'Ask a nurse'  tab  

Helpline service (Monday to Friday from 9am to 5pm) on  0800 121 62 44 

 

 British Lung Foundation (BLF) 

www.blf.org.uk - 'Contact Us'   tab  

BLF Helpline on  03000 030 555  (Monday to Friday 9am to 5pm) 

Email: helpline@blf.org.uk 

 

 British Thoracic Society (BTS) 

www.brit-thoracic.org.uk - 'Contact Us'  tab  

Telephone:  + 44 (0) 20 7831 8778   

Email: bts@brit-thoracic.org.uk 

 

 Primary Care Respiratory Society (PCRS) 

www.pcrs-uk.org - 'Contact Us'  tab  

Telephone:  +44 (0) 1675 477600 

 

 Allergy UK  

www.allergyuk.org/ asthma - 'Contact Us'  tab  

Helpline:  +44 (0) 1322619898 

 

If you wish to discuss the process of this study or have any other research related queries, please do not hesitate to contact me or my 

project supervisor.  

 Miss Skaiste Linceviciute - Tel: 023 92 84 4441  Email: skaiste.linceviciute@port.ac.uk 

 

http://www.blf.org.uk/Page/Helpline
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 Dr Ann Dewey - Tel: 023 92 84 4426   Email:    ann.dewey@port.ac.uk  

If you have any concerns about the participation in this research study or wish to make a complaint, please contact the Head of the 

department of the School of Health Sciences and Social Work, University of Portsmouth. 

 Dr Chris Markham - Tel: 023 92 84  2893    Email:   chris.markham@port.ac.uk 

 

How will my information be kept confidential?  

The information collected during this research study will be anonymised and you will be given an anonymous participant number to 

protect your personal identity. Your personal information such as address, telephone number will be kept under a password protected 

entry and stored in the university on researcher's computer with no additional copies made. Transcript of the interview will be securely 

stored in a locked cabinet in the university. Audio recorded interviews will be stored in the university on researcher's computer and 

under a password protected entry. All written and audio quotes from the interview will be anonymised to protect your personal identity.  

 

Can I provide comments on the transcript of the telephone interview?  

Yes. You will have an opportunity to receive a transcript of the interview to offer any changes or further suggestions. You will be asked 

to return your suggestions within one month after receiving the transcript. This will ensure that the researcher has sufficient time for 

data analysis.  

 

What will happen to the results of this study?  

Once the results will be made available you will be offered a summary of findings, of course if you wish to. Upon receiving them you 

will be able to contact me to discuss your opinion about the findings. The findings of this research study will be published in academic 

journals, presented at relevant conferences and research seminars. In addition, it is anticipated to present a summary of findings at local 

asthma groups/ seminars to enable people's understanding of asthma and its complexities in adults (60 years and over).  

 

Who is organising and funding this study?  

This research study is being conducted under a small fees only funded PhD programme at the  School of Health Sciences and Social 

Work, University of Portsmouth. The progress of this study is monitored by the supervisors: First - Dr Ann Dewey, Second - Dr Amy 

Drahota, and Third - Dr Sally Kilburn.  

 

Who has reviewed the study?  

This study will be reviewed by the Faculty of Science Ethics Committee, University of Portsmouth.  

 

What should I do next? 

To take part in this study, please contact me to introduce yourself and discuss your interest in the study. Please contact me by phone or 

email and I will be happy to speak to you. Alternatively, please leave a message and request a call back.  

Tel: 02392 84 4441 

Email: skaiste.linceviciute@port.ac.uk    

Thank you very much for taking the time to read this information sheet.  

 

 

 

 

Skaiste Linceviciute  

PhD Research Student  

mailto:skaiste.linceviciute@port.ac.uk
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Appendix E – Consent form  
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Appendix F – Interview schedule with prompts  
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Appendix G - Analytical process 

Taken from Emma’s analysis  

The worksheet below is a list of all the themes and story parts 

 

 

 

 

 

 

 

 

Theme 1. ASTHMA RULES ME: THE VICIOUS CYCLE OF VENTOLIN RE-PRESCRIPTION  

Frame THEN and NOW     (it controls me)     Past to Present jumps 

part 1: GP surgery (lack of support, interest)   (phone consultation)   PRESENT   

part 2:   asthma diagnosis (got inhaler, that’s all)    PAST  

part 3: medication usage     (increased, especially Ventolin, but no one checks)   Present  

part 4: no time to worry (narrative segment, sequential story, not fully coherent)  

return to frame         asthma  rules me   (narrative segment not fully coherent) 

part 5: asthma reviews, ticking boxes      Present          

extension to PART 3     current medications for asthma    (Ventolin use at least daily)  

part 6: asthma symptoms affect night rest, affect daily activities (life-interefering)  

extension to PART 1 and 5     asthma reviews are demoralising  (box ticking process)  

part 7:   prescribed and that’s it     (no support from GP)    Present   

part 8: nobody has offered support  (pharmacists)  

Theme 2. Co-morbidities and a pile of medications  

part 1: severe  co-morbidities    PRESENT  

part 2: medication for pain conflicted the asthma      PRESENT  

part 3:  a pile of packets (medication routine) 

Theme 3. Asthma tells me what to do 

FRAME  asthma tells me what to do  

Part 1: Good and bad day with asthma 

part 2: minding my grandchildren (strenous activity) 

part 3: story (narrative segment coherent story past event) 

part 4: not making a show of myself (discrete inhaler usage in public)  

part 5: travelling with asthma (brings on the attack) 

part 6: look at me as a whole (want more GP input)    narrative fragment     !!!! 

part 7:  things I would like to do, but at the moment I cant  

RETURN TO FRAME    asthma tells me what to do  
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The worksheet below consists of qualitative data analysed using stanza form  

This example is taken from Emma’s story about her asthma diagnosis  

 

 

1 Line breaks Stanzas Key metaphors Key words 

2 Theme 1. ASTHMA RULES ME: THE VICIOUS CYCLE OF VENTOLIN RE-PRESCRIPTION 

3 Frame THEN and NOW   (conflict of control)   Past to Present jumps

4 I had asthma since I was in it’s the frustration of asthma consuming her life by what seemed her choice, but this feeling of neglect was particularly reinforced following the past event  

5 the university

6 so

7 probably

8 since I was about 20 and asthma diagnosis did not bring stability 

9 it speaks of things that it speaks of things 

10 I’ve always liked to try to think that I was controlling I was controlling 

11 but

12 in fact was not

13 it was controlling me. controlling me 

14 part 1: GP surgery (lack of support, interest)   (phone consultation)   PRESENT  

15 And in recent times 1

16 I felt that the

17 interest in me 2

18 from my GP surgery has

19 definitely waned shall we say.

20 Well they phone me up and say, 3

21 you’re due your asthma 4

22 your annual asthma check

23  that we’ll do it now over the phone. 5

24  I think that’s not quite right 6

25  they shouldn’t be doing that over the phone

26 they should be getting me in to actually check 7

27 how I am.

28 So that annoys me a little bit. 8

29 part 2:   asthma diagnosis (got inhaler, that’s all)    PAST 

30 Well it came on 9

31  during the university

32  until that was 10

33 when I went to a GP

34 And said 11

35 I think I’ve got asthma

36  and he said fine 12

37  here is an inhaler

38  and that was basically 13

39  how it happened which is appalling really.

40  I was never checked at that time 14

41 and he 15

42 prescribed

43  a blue inhaler

44 the one really

45  you should only use when you have an attack

46 He didn’t give me a preventer 16

47 I wasn’t given a preventer for

48 many many years. many many 
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49 part 3: medication usage     (increased, especially Ventolin, but no one checks)   Present 

50 And I’ve now got to the stage 17

51 where I have a preventer

52  which I use

53 but I’m getting through the blue inhaler 18 controled by asthma maybe because of the usage 

54 the

55 relief one

56  in Ventolin

57 about once a month

58 which I shouldn’t be. shouldn’t be 

59 I know I shouldn’t be shouldn’t be 

60 but when I send in my repeat prescription to the doctors 19

61  it comes back never queried.

62 Nobody actually says 20 nobody 

63 goodness me she’s getting through a blue inhaler a month.

64 part 4: no time to worry (narrative segment, sequential story, not fully coherent) 

65  But to be honest 21

66  I haven’t

67  had time to worry about it

68  because  22

69 when I retired

70 my husband died suddenly 23

71  then my mother became very needy 24

72 and so I’ve been 25

73 I was sorting out all my husband’s affairs

74  then looking after my mother

75  and in fact she died last year 26

76 but I’m only just let it to complete the sale of the house next week. 27

77 So

78  I certainly don’t have time to worry about myself. 28
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79 return to frame         asthma  rules me   (narrative segment not fully coherent)

80 Somebody 29 MADE A SACRIFICE, IN ORDER TO NOT HAVE ATTACKS I LET ASTHMA RULE ME 

81  did say to me

82 how’s your asthma?

83  And I said 30

84  I earlier said

85 I don’t let it rule me 31 don’t let it rule me

86  I will rule it. I will rule it 

87 But then when I actually thought about it 32

88 later

89  it does rule me it does rule me 

90  because 33

91  I cant run upstairs

92 I cant go on the very intense walks 34

93 when they go climbing with the stalls

94  I can’t do a lot of things I actually like to do because I know it will lead to asthma. 35

95 so I don’t have that many asthma attacks 36

96 but its

97 because I let it rule me and I don’t do the things that it may going to cause it 37 I let it rule me in this theme the past and now was intertwined and discussed how GP is not raising alarm bells, why no one is helping me, I use a lot of Ventolin. She has introduced her concern with medication usage but also highlighted her main concern with being ruled by asthma 

98  if you see what I mean. Chaotic story of non-monitored Ventolin usage and contemplating about asthma ruling my life

99 part 5: asthma reviews, ticking boxes      Present         

100 You’re in and out very quickly 38

101 they can tick their boxes, its my impression, I’m afraid 39
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102 return to PART 3     current medications for asthma    (Ventolin use at least daily) 

103 I am managing them [symptoms] but with difficulty 40

104 I’ve got a Ventolin preventer 41

105 which I’ve had

106 gosh

107 well

108 since I was about 20.

109 This is regularly 42

110 re-prescribed

111 and I have had 43

112  a variety

113 of preventers

114 and I’m currently on 44

115  hold on a second

116 I will just rush upstairs

117 to have a look and see what its called

118 I take it everyday but I don’t actually look what it says 45

119 lets have a look

120 Seretide. 46

121 I’ve not been given a plan. 47

122 just to take as directed

123 and its been so long since I’ve seen anybody 48 anybody 

124 but there is no plan.

125  I take two puffs of the Ventolin 49

126 in the morning and two puffs in the evening.

127 Sorry not the Ventolin

128 Seretide

129  two puffs in the morning two puffs in the evening

130 and the Ventolin

131 I take

132 as I when I need it

133 which is at least daily.

134 I think its constant. 50 its constant 

135 The weather makes it worse 51

136 but it goes on throughout the year

137 I’m not sure 52 im not sure 

138 I’m not sure im not sure 

139 It should be working better because I shouldn’t be taking the Ventolin so much 53

140 I know that.
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141 part 6: asthma symptoms affect daily life (life-interfering) 

142 Well I start to cough 54

143 it certainly happens at night 55

144 but I wake up

145 with the difficulty breathing and have to use it [the reliever inhaler] then.

146 And that’s most nights.

147 And during the day 56

148 it really applies towards what I’m doing.

149 if I run upstairs cause I’ve forgotten something 57

150 then that might trigger it. trigger it 

151 Go out in the garden to feed the birds in the cold 58

152 would trigger it. trigger it 

153 Heavy lifting everything like that would might trigger it. 59 trigger it 

154 Walking 60

155 I should exercise more

156 I’m not overweight

157 but walking

158 makes it worse

159 it could bring it on could bring it on 

160 that’s why I don’t walk as much as I would like to. solution that’s why 

161 return to PART 1 and 5   asthma reviews are demoralising  (box ticking process) 

162 The telephone one I found 61

163 it was demoralising

164 because I wasn’t 62

165 important enough for the thought to be called in for them to check me properly

166 I was obviously just 63 I was obviously 

167  I felt I was just I felt part of the box ticking process 

168 part of the box ticking process. 64

169 And they would be able to tick the box yes they’ve done

170 my the check over the phone

171 which is ridiculous. 65

172 There’s no way that they could check over the phone properly.

173 yes, I felt 66

174 totally demoralised after this. totatlly demoralised 

175 part 7:   prescribed and that’s it     (no support from GP)    Present  

176 Just prescribed, that’s it. 67 just prescribed that’s it 

177 I could go and ask to see the nurse 68

178 it wouldn’t be the GP

179 he would keep it very short if I went

180 and would often tell me I should have gone to see the nurse.

181 part 8: nobody has offered support  (pharmacists) 

182 I’ve not been offered any [information from a chemist] 69 not offered 

183 I’ve not asked for any 70 not asked 

184 and I’ve not been offered any not offered 

185 Nobody has offered. nobody has offered 
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APPENDICES 2 

 

Appendix 1 – Search terms for all the databases  

 

OLDER ADULTS 

 

1. Web of Science (i.e. Web of Science Core Collection) 

1.1     Web of Science Core Collection: Citation Indexes 

 Science Citation Index Expanded (SCI-EXPANDED) --1970-present  

 Social Sciences Citation Index (SSCI) --1970-present  

 Arts & Humanities Citation Index (A&HCI) --1975-present  

 Conference Proceedings Citation Index- Science (CPCI-S) --1990-present  

 Conference Proceedings Citation Index- Social Science & Humanities (CPCI-SSH) --1990-

present  

  

1. Old  

2. Older  

3. Frail  

4. Geriatric  

5. Elder 

6. 1 to 5 OR 

7. Asthma 

8. Asthma* 

9. 7 to 8 OR  

10. Qualitative  

11. Grounded  

12. Thematic  

13. Conversational  

14. Phenomenology 

15. Ethnography  

16. Observation 

17. Interview  

18. 10 to 17 OR 

19. Experience 

20. Management 

21. 19 to 20 OR 

22. 6 AND 9 AND 18 AND 21 (187) 

23. 1 AND 8 AND 10 (53) 

24. 3 AND 8 AND 10 (0) 

25. 4 AND 8 AND 10 (2) 

26. 5 AND 8 AND 10 (53) 

#of articles found (295) 



456 
 

 

 

1. Web of Science (i.e. BIOSIS Citation Index) 

 

 

1.2  BIOSIS Citation Index (BCI) --1969-present  

 

2. Old  

3. Older  

4. Frail  

5. Geriatric  

6. Elder 

7. 1 to 5 OR 

8. Asthma 

9. Asthma* 

10. 7 to 8 OR  

11. Qualitative  

12. Grounded  

13. Thematic  

14. Conversational  

15. Phenomenology 

16. Ethnography  

17. Observation 

18. Interview  

19. 10 to 17 OR 

20. Experience 

21. Management 

22. 19 to 20 OR 

23. 6 AND 9 AND 18 AND 21 (56) 

24. 1 AND 8 AND 10 (11) 

25. 3 AND 8 AND 10 (0) 

26. 4 AND 8 AND 10 (0) 

27. 5 AND 8 AND 10 (11) 

#of articles found (78) 

 

1. Web of Science (i.e. MEDLINE) 

1.3 MEDLINE --1950-present  

1. Old  

2. Older  

3. Frail  

4. Geriatric  

5. Elder 

6. 1 to 5 OR 

7. Asthma 

8. Asthma* 

9. 7 to 8 OR  

10. Qualitative  
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11. Grounded  

12. Thematic  

13. Conversational  

14. Phenomenology 

15. Ethnography  

16. Observation 

17. Interview  

18. 10 to 17 OR 

19. Experience 

20. Management 

21. 19 to 20 OR 

22. 6 AND 9 AND 18 AND 21 (150) 

23. 1 AND 8 AND 10 (35) 

24. 3 AND 8 AND 10 (0) 

25. 4 AND 8 AND 10 (0) 

26. 5 AND 8 AND 10 (35) 

#of articles found (220) 

 

 

1. Web of Science (i.e. SciELO Citation Index) 

1.4  SciELO Citation Index (SCIELO) --1997-present  

 

1. Old  

2. Older  

3. Frail  

4. Geriatric  

5. Elder 

6. 1 to 5 OR 

7. Asthma 

8. Asthma* 

9. 7 to 8 OR  

10. Qualitative  

11. Grounded  

12. Thematic  

13. Conversational  

14. Phenomenology 

15. Ethnography  

16. Observation 

17. Interview  

18. 10 to 17 OR 

19. Experience 

20. Management 

21. 19 to 20 OR 

22. 6 AND 9 AND 18 AND 21 (1) 

23. 1 AND 8 AND 10 (1) 

24. 3 AND 8 AND 10 (0) 

25. 4 AND 8 AND 10 (0) 

26. 5 AND 8 AND 10 (1) 
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#of articles found (3) 

 

The final numbers of articles found (596) of which 288 were duplicates (308)  

2. EBSCOhost (i.e. CINAHL, eBook Collection (EBSCOhost), E-Journals, Library, Information Science & 

Technology Abstracts, MEDLINE, Psychology and Behavioural Sciences Collection, PsycBOOKS, 

PsycCRITIQUES, PsycINFO, SocINDEX)   

Additional 9 databases were searched.  

 

1. Old  

2. Older  

3. Frail  

4. Geriatric  

5. Elder 

6. 1 to 5 OR 

7. Asthma 

8. Asthma* 

9. 7 to 8 OR  

10. Qualitative  

11. Grounded  

12. Thematic  

13. Conversational  

14. Phenomenology 

15. Ethnography  

16. Observation 

17. Interview  

18. 10 to 17 OR 

19. Experience 

20. Management 

21. 19 to 20 OR 

22. 6 AND 9 AND 18 AND 21 (245) 

23. 1 AND 8 AND 10 (79) 

24. 3 AND 8 AND 10 (0) 

25. 4 AND 8 AND 10 (5) 

26. 5 AND 8 AND 10 (0) 

 

Studies found (329) of which 76 were duplicates, therefore final number is 253 

 

 

3. British Library EThOS 

Advanced Search  

Asthma (745) 

Asthma AND older AND qualitative (0) 
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Asthma AND old AND qualitative (1) 

Asthma AND older (11) 

Asthma AND old* (19) 

Asthma AND elder (0) 

Asthma AND frail (0) 

Asthma AND geriatric (0) 

 

#of articles found (31) of which 7 were duplicates , therefore the final number (24) 

 

4. Cochrane Library 

Asthma (26,011) 

Asthma* AND old* (1808) 

Asthma* AND elder (20) 

Asthma* AND old* AND qualitative (180) 

Asthma* AND frail (27) 

Asthma* AND geriatric (70) 

 

#of articles found (2105) of which 326 were duplicates (1779) 

 

 

5. Google Scholar  

Asthma (1,830,000) 

Asthma AND old (1,310,000) 

Asthma AND elder (32,000) 

Asthma AND elder AND qualitative (11,800) 

Asthma ‘’qualitative’’ AND old (54,300) 

Asthma elder AND interview (10,700) 

Asthma in older (qualitative) (‘’older people’’) (57,700) 

Asthma (qualitative) (‘’older’’) (‘’80 and over’’) (46,900) 

Asthma (qualitative) (‘’middle aged’’) (‘’adult’’) (29,100) 
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Asthma (experience) (‘’older’’) (‘’60 and over’’) (223,000) 

Asthma (qualitative) (‘’adult’’) (‘’60 and over) (51,800) 

Advanced Search  

Asthma (with all of the words) 

Qualitative (with the exact phrase) 

Older OR old (with at least one of the words) 

Children (without the words)  

Anywhere in the article  

Result (54,600) 

Changed to In the title of the article  

Result (8)  

 

Advanced Search  

Asthma (with all of the words) 

Qualitative (with the exact phrase) 

Eld OR elder (with at least one of the words) 

Children (without the words) 

Anywhere in the article  

Result (54,600) 

Changed to In the title of the article  

Result (4)  

 

Advanced Search  

Asthma (with all of the words) 

Interview (with the exact phrase) 

Older OR old (with at least one of the words) 

Children (without the words)  

Anywhere in the article  

Result (44,800) 

Changed to In the title of the article  



461 
 

Result (2)  

 

Advanced Search  

Asthma (with all the words) 

Interview (with the exact phrase) 

Child (without the words) 

Anywhere in the article  

Result (71,700) 

In the title of the article (where my words occur) 

Result (85) 

 

#of articles found (99) of which 16 were duplicates (83)  

 

 

6. JBI Library 

Asthma* (80) 

the database was updated, hence it was impossible to combine search terms, i.e. only separately  

 

#of articles found (80) 

 

 

7. NICE Evidence Search 

Asthma (13,608) 

Primary research (876) 

Asthma AND old (7421) 

Primary Research (551) 

Asthma AND old AND qualitative (1819) 

Primary research (284)  

Asthma AND old AND experience (5547) 

Primary research (382) 
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Asthma AND elder AND qualitative (1817) 

Primary research (284) 

 

#of articles found (1501) of which 967 were duplicates (534)  

 

 

8. PubMed 

Age filter: Middle Aged: 45 - 64 years, Aged 65+ years, 80 and over: 80+years 

Publication date filter from 1980 to 2016 June  

 

1. Asthma OR asthma* (139,551) 

2. Old OR older OR elder OR frail OR geriatric (1129,977) 

3. Qualitative OR grounded OR thematic OR conversational OR phenomenology OR ethnography OR 

observation OR interview (647,505) 

4. Experience OR management (2307,268) 

5. 1 AND 2 AND 3 AND 4 (130) 

6. Asthma AND old AND qualitative (24) 

7. Asthma AND elder AND qualitative (0) 

8. Asthma* AND old* AND qualitative NOT child* (9) 

 

#of articles found (163) of which 20 were identified as duplicates 

Final number of studies (143) 

 

 

9. Science Direct  

Advanced Search 

limited to 1980s 

asthma (175,717) 

asthma AND older (77,938) 

asthma AND qualitative (11,925) 
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asthma AND elder (2,669) 

 

Expert search 

asthma AND older AND qualitative (6,086) 

limit to topic ‘asthma (267)  

asthma AND older people AND qualitative (3,363) 

limit to topic ‘asthma’ (135) 

asthma AND frail AND qualitative (192) 

asthma AND aged AND qualitative (8,445) 

limited to ‘asthma’ (419) 

 

#of articles found (1,013) of which 404 were duplicates (609)  

 

10. Social Care Online  

‘’asthma’’ (91) 

‘’asthma’’ AND ‘’qualitative research’’ (6)  

‘’asthma’’ AND ‘’qualiti’’ (25) 

‘’asthma’’ AND ‘’older’’ (8) 

‘’asthma’’ AND ‘’elder people’’ (7) 

‘’asthma’’ AND ‘’elder’’ (7) 

 

#of articles found (53) 

The number of hits found (53) of which 15 were duplicates (38)  
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YOUNGER ADULTS 

 

1. Web of Science (Web of Science CORE Collection) 

 

 1.1    Web of Science Core Collection: Citation Indexes 

 Science Citation Index Expanded (SCI-EXPANDED) --1970-present  

 Social Sciences Citation Index (SSCI) --1970-present  

 Arts & Humanities Citation Index (A&HCI) --1975-present  

 Conference Proceedings Citation Index- Science (CPCI-S) --1990-present  

 Conference Proceedings Citation Index- Social Science & Humanities (CPCI-SSH) --1990-

present  

 

1. Adult  

2. Age  

3. Middle age  

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  

10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (836) 

21. 1 AND 6 AND 8 (162) 

 

#of articles found (998) 

 

 

Web of Science (BIOSIS Citation Index) 

1.2      BIOSIS Citation Index (BCI) --1969-present  
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1. Adult  

2. Age  

3. Middle age 

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  

10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (326) 

21. 1 AND 6 AND 8 (54) 

 

#of articles found (380) 

 

Web of Science (BIOSIS Previews) 

1.3   BIOSIS Previews --1969-2008  

 

1. Adult  

2. Age  

3. Middle age 

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  

10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (247) 

21. 1 AND 6 AND 8 (32) 
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#of articles found (279) 

 

 

Web of Science (MEDLINE) 

1.4    MEDLINE --1950-present  

 

1. Adult  

2. Age  

3. Middle age 

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  

10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (1037) 

21. 1 AND 6 AND 8 (313) 

 

#of articles found (1350) 

 

Web of Science (SciELO Citation Index) 

1.5 SciELO Citation Index (SCIELO) --1997-present  

 

1. Adult  

2. Age  

3. Middle age 

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  
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10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (5) 

21. 1 AND 6 AND 8 (0) 

 

#of articles found (5) 

 

The final number 2733 of which 1101 were duplicates (1632)  

This number excludes BIOSIS Previews  

 

 

 

2. EBSCOhost (eBook Collection (EBSCOhost), CINAHL, E-Journals, Library, Information Science 

& Technology Abstracts, MEDLINE, Psychology and Behavioral Sciences Collection, PsycINFO, 

SocINDEX with Full Text, PsycARTICLES)  

 

Additional 8 databases were searched  

1. Adult  

2. Age  

3. Middle age 

4. 1 to 3 OR 

5. Asthma  

6. Asthma* 

7. 5 to 6 OR 

8. Qualitative  

9. Grounded  

10. Thematic 

11. Conversational  

12. Phenomenology 

13. Ethnography 

14. Observation 

15. Interview 

16. 8 to 15 OR 

17. Experience  

18. Management 

19. 17 to 18 OR 

20. 4 AND 7 AND 16 AND 19 (469)         
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21. 1 AND 6 AND 8 (956) 

 

#of articles found  (1425) of which 436 were duplicates, hence final number is (989) 

 

 

 

3. British Library EThOS 

Advanced Search  

Asthma (746) 

Asthma AND adult (70) 

Asthma AND adult AND qualitative (4) 

Asthma AND age AND qualitative (10) 

Asthma AND middle age AND qualitative (0) 

 

#of articles found (84) of which 6 were duplicates; final number (78)  

 

4. Cochrane Library 

Asthma (26,014) 

Asthma* AND adult (10,507)  

Asthma* AND adult AND qualitative (178) 

Asthma* AND age (4614) 

Asthma* AND age AND qualitative (206) 

Asthma* AND middle age (1469) 

Asthma* AND middle age AND qualitative (78) 

 

#of articles found (462) of which 226 were duplicates, hence the final number is (236) 

 

5. Google Scholar  

Asthma (2, 000,000) 

Asthma AND adult (1,280,000) 

Asthma AND age (1,710,000) 

Asthma AND middle age (415,000) 
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Asthma AND adult AND qualitative (53,400) 

Asthma AND adult AND interview (82,300) 

Asthma in adult (qualitative) (54,100) 

Asthma (qualitative) (‘’middle aged’’) (‘’adult’’) (29,300) 

Asthma (qualitative) (‘’adult’’) (53,900) 

 

Advanced Search  

Asthma (with all of the words) 

Qualitative (with the exact phrase) 

Adult (with at least one of the words) 

Children (without the words)  

Anywhere in the article  

Result (16,300) 

Changed to In the title of the article  

Result (4)  

 

Advanced Search  

Asthma (with all of the words) 

Qualitative (with the exact phrase) 

Age OR adult OR middle age (with at least one of the words) 

Children (without the words) 

Anywhere in the article  

Result (55,400) 

Changed to In the title of the article  

Result (8)  

 

Advanced Search  

Asthma (with all the words) 

Interview (with the exact phrase) 

Child (without the words) 
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Anywhere in the article  

Result (72,500) 

In the title of the article (where my words occur) 

Result (84)    

 

#of articles found (96) of which 3 were duplicates (93)  

 

6. JBI Library 

Asthma* (80) 

Impossible to combine search terms due to an update of the database.  

 

 

7. NICE Evidence  

Asthma (13,783) 

Primary research (877) 

Asthma AND adult AND qualitative (1839) 

Primary Research (274) 

Asthma AND age AND qualitative (1938) 

Primary research (280) 

Asthma AND middle age AND qualitative (877) 

Primary Research (163) 

 

#of articles found (717) of which 427 were duplicates (290)  

 

8. PubMed 

Age filter: Adult: 19+ years, Young Adult: 19-24 years, Adult: 19 - 44 years, Middle Aged + 45+years 

Publication date filter from 1980 to 2016 June  

1. Asthma OR asthma* (139,621) 

2. Adult OR age OR middle age (6331,280) 
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3. Qualitative OR grounded OR thematic OR conversational OR phenomenology OR ethnography OR 

observation OR interview (647,946) 

4. Experience OR management (2309,000) 

5. 1 AND 2 AND 3 AND 4 (781) 

6. Asthma AND adult AND qualitative (325) 

7. Asthma AND age AND qualitative (91) 

8. Asthma* AND adult AND qualitative NOT child* (212) 

 

#of articles found (1409) of which 436 were duplicates. Final number of studies (973) 

 

9. Science Direct  

Advanced Search 

limited to 1980s 

asthma (175,717) 

asthma AND adult (66,988) 

asthma AND qualitative (11,153) 

asthma AND age (102,256) 

asthma AND middle age (17,676) 

 

Expert search 

asthma AND adult AND qualitative (5,523) 

limit to topic ‘asthma’ (321)  

asthma AND age AND qualitative (7,917) 

limit to topic ‘asthma’ (400) 

asthma AND middle age AND qualitative (2,119) 

limit to topic 'asthma' (75) 

 

#of articles found (796) of which 386 were duplicates so final number (410)  

 

10. Social Care Online  
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‘’asthma’’ (91) 

‘’asthma’’ AND ‘’qualitative research’’ (6)  

‘’asthma’’ AND ‘’qualiti’’ (25) 

‘’asthma’’ AND ‘’adult’’ (15) 

‘’asthma’’ AND ‘’age’’ (27) 

''asthma'' AND ''middle age'' (3) 

 

#of articles found (76) of which 14 were duplicates so final number is (62)  
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                       Appendix 2 – Quality assessment using QARI and CASP  

                        QARI assessment of the studies with older and younger adults  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Q1. Congruity 

philosophical 

perspective and 

research methodology

Q2. Congruity research 

methodology and 

research questions/ 

objectives

Q3. Congruity research 

methodology and 

methods to collect data

Q4. Congruity 

research 

methodology and 

analysis of data

Q5. Congruity research 

methodology and 

interpretation of 

results

Q6. Statement 

about researcher

Q7. Influence of 

researcher

Q8. Participants 

and their voices 

represented

Q9. Research is 

ethical

Q10. Conclusions 

flow from 

analysis

Asthma UK Unclear Yes Yes Yes Yes Unclear Unclear Yes Yes Yes
Baptist No Yes Yes Yes Yes Unclear Unclear Unclear Yes Yes
Koch Yes Yes Unclear Yes Yes Unclear Unclear Unclear Yes Yes
McDonald Unclear Yes Yes Yes Yes No No Yes Yes Yes
Price Yes Yes Yes Yes Yes Unclear Unclear Yes Yes Unclear

Adams Unclear Yes Yes Yes Yes No Unclear Yes Unclear Yes
Al-kalemji Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
Cole Unclear Yes Yes Yes Yes Unclear Unclear Yes Yes Yes
Douglass Unclear Yes Yes Yes Yes Unclear Unclear Yes Yes Yes
Donald Unclear Yes Yes Yes Yes Unclear No Yes Yes Yes
Gamble Yes Yes Yes Yes Yes Unclear No Yes Yes Yes
Oncel Yes Yes Yes Yes Yes Unclear Unclear Yes Unclear Yes
Ross Unclear Yes Yes Yes Yes Unclear Unclear Yes Yes Yes
Schafheutle Unclear Yes Yes Yes Yes No No Yes Yes Yes
Snadden Yes Yes Yes Yes Yes Unclear Yes Yes Unclear Yes
Speck Unclear Yes Yes Yes Unclear Unclear Unclear Yes Yes Yes
Steven Unclear Yes Yes Yes Yes Unclear Yes Yes Unclear Yes

MacDonell Unclear Yes Yes Yes Yes Unclear Unclear Yes Yes Yes

Quality assessment of studies with younger adults (N=13)

Quality assessment of studies with older adults (N=5)
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                                     CASP assessment of the studies with older and younger adults 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Q1. Statement of 

the aims

Q2. Qualitative 

methodology 

appropriate

Q3. Design 

appropriate to 

address aims 

Q4. Recruitment 

strategy 

approrpiate to 

aims

Q5. Collected data 

adressed research 

issue

Q6. Researcher 

and participant 

relationship 

considered

Q7.Ethical 

issues 

considered

Q8. Data 

analysis 

sufficiently 

rigorous 

Q9.Statement 

of findings 

Q10. How valuable 

is research

Asthma UK Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Baptist Yes Yes Yes Yes Yes Cannot tell Yes Cannot tell Yes Yes
Koch Yes Yes Yes Yes Yes Cannot tell Yes Cannot tell Yes Yes
McDonald Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Price Yes Yes Yes Yes Yes Cannot tell Yes Yes Cannot tell Yes

Adams Yes Yes Yes Yes Yes Cannot tell Cannot tell Yes Yes Yes
Al-kalemji Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
Cole Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Douglass Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Donald Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Gamble Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Oncel Yes Yes Yes Yes Yes Cannot tell Cannot tell Yes Yes Yes
Ross Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes
Schafheutle Yes Yes Yes Yes Yes No Yes Yes Yes Yes

Snadden Yes Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes
Speck Yes Yes Yes Yes Yes No Yes Yes Yes Yes
Steven Yes Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes
MacDonell Yes Yes Yes Yes Yes Cannot tell Yes Yes Yes Yes

Quality assessment of studies with older adults (N=5) 

Quality assessment of studies with younger adults (N=13) 
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