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Abstract: Asthma is a common condition in the elderly people which lead to impaired quality of life, disability and increased risk of life-threatening asthma attacks. The study aimed to assess the quality of life among elderly people with bronchial asthma in Benha City. Research design: Descriptive research design was utilized to conduct this study. Setting: the study was conducted at Outpatient Clinics at Chest Hospital in Benha City. The sample: Simple random sample was used in this study, it includes (100) elderly patients with bronchial asthma. Tools: Three tools were used in this study, it includes: I: A structured interviewing questionnaire to assess a); socio-demographic characteristics of the elderly people with bronchial asthma b), medical history of the elderly people c), knowledge of the elderly people regarding bronchial asthma. II: Quality of life questionnaire for elderly people to assess domains of quality of life. III: An observational checklist sheet was used to assess practices of the elderly people regarding asthma and home environment of the elderly people. Results: Asthma was more prevalent among females than males, 59% of the study subjects were females. 62% of the elderly people had average knowledge about the disease, 91% of them had unsatisfactory practice and 44% of them had poor total quality of life. Conclusion: More than three fifths of the elderly people had average knowledge about asthma, most of the elderly people had unsatisfactory practice regarding bronchial asthma and less than half of the elderly people had poor quality of life. Recommendations: Health education program should be conducted at the Out-patient Clinics to improve knowledge, practice and quality of life of the elderly people with bronchial asthma.
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Introduction 

Elderly people constitute a vulnerable group that needs special care. By the year 2025, the world will have 1.2 billion people aged 60 and over and rising to 1.9 billion in 2050. Also 60 % of elderly people live in developing countries; by 2050, that proportion will increase to 80 %. According to the results of the general census of the population during the past two decades that the proportion of Egyptian seniors (60 years and over) rose from 5.6% 
to 6.1% between the censuses 1986 and 2006 and is expected to reach 12.3 % in 2050(Hassan, 2015).
Bronchial asthma is a chronic inflammatory disease of the airways that causes narrowing of the airways, increased airway responsiveness to stimuli and hyper-secretion of mucus. The increased responsiveness of the airway leads to bronchoconstriction and the excess mucus production further blocks the airflow. Asthma is usually reversible, either spontaneously or with treatment. Nevertheless, it has significant effects on the elderly asthmatic’s life. It may interfere with the everyday life and limit one’s life-style choices (Nenone, 2014). 

Quality of life seems to be lower in elderly people with bronchial asthma and decreases even further in asthma since elderly asthmatics tend to have higher levels of anxiety and depression. However, QoL in elderly asthmatics seems even more related to the perceived intensity of symptoms, particularly dyspnea rather than to depression. In global terms, QoL in elderly asthmatics is most often low due to difficulty in carrying out domestic activities, walking, climbing stairs, because these actions induce dyspnea. Thus, it is possible that low QoL in elderly patients is essentially related to sub-optimal control of asthma symptoms, due to eventual under-treatment (Smith et al., 2012).
The complications of asthma can be severe, and may include death, decreased ability to exercise and take part in other activities, lack of sleep due to night time symptoms, permanent changes in the function of the lungs, persistent cough and trouble breathing that requires breathing assistance(ventilator), pneumonia, pneumothorax, respiratory failure and arrest (Lugogo etal., 2010).

Role of community health nurse (CHN) is essential in establishing open communication; identifying and addressing patient and family concerns about asthma and asthma treatment, developing treatment goals, selecting medications collaboratively with the physician, patient, and family, encouraging self-monitoring and treatment. Also self-management education, in particular, to reduce the number of emergency department visits, hospitalizations, limitations on activities and improve health status, QOL and perceived control of asthma (Rance, 2011).
Significance of the study:

The World Health Organization (WHO) estimates that 235 million people worldwide suffer from asthma. In 2005, asthma was the cause of death of 255,000 individuals. The incidence and severity of the condition varies globally. Asthma has now been identified as a health issue in developing countries because more than 80% of asthma deaths occur in developing countries and more than 50 million people in Africa have asthma (WHO, 2012).
The prevalence of asthma among Egyptians ranged between 4.8% to 9.4%. Despite a large volume of clinical and epidemiological researches within affected populations, the etiology and risk factors of these conditions remains poorly understood (Abdel-Azeem & Rashad, 2013).         
 The prevalence of bronchial asthma in elderly varies between countries from 7% to 15% and associated with an increased morbidity and a lower quality of life. However, elderly patients with asthma are under diagnosed and underestimated. (Ariano & Panzani, 2012).
Aim of the study:

The study aimed to: Assess the quality of life among elderly people with bronchial asthma in Benha City through:

-Assessing the elderly people knowledge about bronchial asthma.

-Evaluating elderly people with bronchial asthma practices regarding their disease.

-Assessing the effect of bronchial asthma on quality of life among elderly people.

 -Developing instruction guideline to help elderly people with bronchial asthma to improve their quality of life.

Research Questions:
-What is the elderly people knowledge about bronchial asthma?

 -Is bronchial asthma affect elderly people quality of life?-
-Is there a relation between socio demographic characteristics of elderly people and bronchial asthma?
-Is there a relation between elderly people knowledge and their practices to improve their quality of life? 
Subjects and method:

Research design:

   A descriptive research design was utilized in this study.
Research Setting:

   The study was conducted at Out-Patient Clinic affiliated to Chest Hospital in Benha City where a large number of elderly people with bronchial asthma are attended to be treated then followed by home visit to complete the data collection.

Subjects:

   The subject of this study consists of (100) elderly patients with bronchial asthma admitted to Out-Patient Clinic affiliated to Chest Hospital in Benha City.
Tools for Data Collection:
Three tools were used to collect the data:

Tool I: A structured interviewing questionnaire: It was developed by investigator and supervisor staff, based on reviewing related literatures, and written in Arabic language.  It was consisted of three parts to assess the following:

  First part: Socio-demographic characteristics of the studied sample. It included 9 items in form of closed ended questions about age, sex, marital status, level of education, occupation, residence, monthly income, family type and number of home rooms.
  Second part: - Medical history of elderly people with bronchial asthma. This part included 13 items in form of closed ended questions about  duration of disease, recurrent  hospitalization, relatives complaining of ma, time of follow-up, food allergy, having other type of allergy, other chronic diseases, smoking, diagnosis of asthma, treatment, recurrence of asthma episodes during the year, recurrence of asthma episodes during the month, the time of frequency for an asthma attack during the day.

 Third part: - Knowledge of elderly people about bronchial asthma. It was constructed to assess the elderly people knowledge regarding bronchial asthma, which included 9items close ended questions of multiple choice type covering areas such as meaning, risk factors for bronchial asthma, symptoms, triggers, complications, prevention, first aid during attack, healthy diet, exercise.
Tool II: Quality of life questionnaire for elderly people with bronchial asthma adopted from (Marks, 1999) which was modified by the investigator to assess physical, emotional and social domains of quality of life and its component. It was translated into Arabic by the investigator and divided into:

-Physical status 
-psychological status

-social status
Tool III:  An Observational checklist sheet was used and it was consisted of two parts:   
First part: It was adopted from (Black, 2009 and Mohamed, 2013) and modified by the investigator to assess patients’ practice level regarding using the inhaler (7 items), using the nebulizer (11 items), breathing exercise (6 items) and nutritional practices only collected as reported(7 items).

Second part: was concerned with asthma home environment checklist guided by (United States Environmental Protection Agency, 2004) which was adopted and modified by the investigator to assess the home environment of the elderly people with bronchial asthma. It include19 items as ventilation at home, house is quiet and away from the noise, curtains on the windows, home is clean and free of odors, lighting in rooms and corridors, a healthy source of drinking water, adequate home sanitation, the kitchen is clean, tidy and separate from the living space, floor coverings, bathroom is clean and has a personal hygiene items, furniture, animals such as cats and dogs at home, birds at home, mold on the walls or windows or in the bathroom, plants near the house and there is stagnant water in their containers, conditioning at home, traces of insects and rodents at home, holes and gaps in the walls and the disposal of garbage.
Pilot study: 

     The pilot study was carried out on 10% of the elderly patients who were excluded from the study sample. The pilot study was made to access the tools clarity, applicability and time needed to fill each sheet as well as to identify any possible obstacles that may hinder the data collection. 

Administrative design:

Official letter was obtained and delivered from the Dean of the Faculty of Nursing, Benha University directed to the Director of Chest Hospital where the study was conducted. After obtaining the approvals from Director of Chest Hospital for conducting the present study, the investigator started to communicate with the study subjects, and explained the aim of the study to the study participants.

Ethical consideration:

All ethical issues were assured; oral consent has been obtained from elderly people before conducting the interview and given them a brief orientation to the purpose of the study. They were also reassured that all information gathered would be treated confidentially and used only for the purpose of the study. The elderly people have the right to withdraw from the study at any time without giving any reasons. 

Statistical analysis

All data collected were organized, tabulated and analyzed using appropriate statistical test. The data were analyzed by using the Statistical Package for Social Science (SPSS) version 17, which was applied to calculate frequencies and percentages as well as test statistical significance and associations by using chi-square test and person correlation test to detect the relation between the variables for (p value).
Result: 
Table (1):- Distribution of the elderly people regarding to their socio-demographic characteristics, (n=100).

	Items
	No
	%

	Age in years

	60<65
	68
	68.0

	65<70
	22
	22.0

	70+
	10
	10.0

	Gender

	    Male
	41
	41.0

	Female
	59
	59.0

	Marital status

	Single
	6
	6.0

	Married
	69
	69.0

	Widowed
	25
	25.0

	level of education

	Illiterate
	58
	58.0

	Read and write
	24
	24.0

	Basic education
	15
	15.0

	University education and more
	3
	3.0

	Occupation

	Employee after retirement
	6
	6.0

	Handicraft
	3
	3.0

	Housewife
	56
	56.0

	Retired
	35
	35.0



Table (1): Showed that, 68% of elderly people aged from 60 ≤ 65 years old, while 69% of them were married and 59% of them were female. Regarding the level of education, 58% of the elderly people were illiterate.
Table (2): Distribution of elderly people regarding to their family characteristics,    (n=100).

	Items 
	No
	%

	Monthly Income

	   Adequate and save
	20
	20.00

	   Adequate
	53
	53.00

	   Inadequate
	27
	27.00

	Type of Family

	Consisting of a single individual
	13
	13.00

	Nuclear family
	45
	45.00

	Extended family
	42
	42.00

	Number of rooms in the house

	Two rooms
	32
	32.00

	Three rooms
	43
	43.00

	 More than four rooms
	25
	25.00


Table (2): Described that 53% of the elderly people had adequate monthly income, while 45% of them were living as nuclear family and 43% having a house consisting of three rooms. 

. 

Figure (1): Distribution of the elderly people with bronchial asthma regarding to their residence (n=100).
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Figure (1): Illustrated that 81% of the elderly people were living in rural areas and 19% of them were living in urban areas.

Table (3): Distribution of the elderly people regarding to their medical history, (n=100).

	Items 
	No
	%

	Duration of the disease

	< 5 yrs
	7
	7.0

	5 - 10 yrs
	29
	29.0

	> 10 yrs
	64
	64.0

	Recurrent hospitalization due to asthma 

	Non
	33
	33.0

	Once 
	23
	23.0

	Twice and more
	44
	44.0

	Relatives complaining of asthma

	Relatives of the first degree
	34
	34.0

	Relatives of second degree
	6
	6.0

	Not present
	60
	60.0

	*Time of follow-up 

	Every two weeks
	1
	1.0

	Every month
	93
	93.0

	As needed
	48
	48.0

	*Having other type of allergy

	   Nose  allergy
	21
	21.0

	Skin allergy
	5
	5.0

	Eye allergy
	27
	27.0

	    No 
	50
	50.0

	*Diagnosis of bronchial asthma

	Lung function
	56
	56.0

	Chest x-rays
	100
	100.0

	Analysis of sputum
	40
	40.0

	Blood tests
	28
	27.0


The result wasn't mutually exclusive. 

Table (3): cont.

	*Treatment of bronchial asthma

	Tablets such as (Salbovent - Theophiline)
	99
	99.00

	inhaler such as (Vental compound - Vental)
	100
	100.00

	injection Such as (Rametacks)
	55
	55.00

	Nebulizer
	37
	37.00

	Herbal therapy
	18
	18.00

	Recurrence of asthma episodes during the year

	During winter
	100
	100.00

	During spring
	82
	82.00

	During autumn
	12
	12.00

	During summer
	15
	15.00

	During seasons change
	34
	34.00

	I do not know
	1
	1.00

	Recurrence asthma episodes during a month

	Twice
	12
	11.00

	Three times and more
	88
	88.00

	The time of frequency for an asthma attack during the day

	Early in the morning
	11
	11.00

	At night
	90
	90.00

	Day and night
	11
	11.00


The result wasn't mutually exclusive. 
 Table (3): Indicated that, 64% of the elderly people had the disease for more than ten years, 60% didn't have relatives complaining of bronchial asthma, while 93% of them made follow up every month and 100% preformed chest x-rays for diagnosis of asthma, used the vental inhaler and had repeated asthma episodes during the winter respectively. This table also showed that 82% of the elderly people had recurrent asthma episodes during spring, 88% had asthma episodes three times and more per month and 90% of them had daily frequent asthma attack at night.
Figure (2): Percentage distribution of the elderly people with bronchial asthma regarding their medical history for other chronic diseases.
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Figure (2): Revealed that 32%of the elderly people suffered from heart disease, 24% suffered from diabetes, 17% suffered from rheumatoid, 10% suffered from liver disease, while 6% suffered from renal diseases and tumors respectively and 32% of them didn't suffer from any chronic diseases.     
Figure (3): Percentage distribution of the elderly people with bronchial asthma regarding smoking (n=100)
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Figure (3): Revealed that 79% of the elderly people were no smokers, 14% were smoking cigarette, while 4%were smoking shisha and 3% were smoking both shisha and cigarette.
Table (4): Distribution of the elderly people regarding to their knowledge about bronchial asthma, (n=100).

	Items
	Good
	Average
	Poor

	
	No
	%
	No
	%
	No
	%

	Meaning of asthma 
	5
	5. 0
	22
	22. 0
	73
	73. 0

	Risk factors for bronchial asthma 
	22
	22. 0
	5
	5. 0
	73
	73. 0

	Symptoms 
	97
	97. 0
	3
	3. 0
	0
	0. 0

	Triggers 
	54
	54. 0
	36
	36. 0
	10
	10. 0

	Complications 
	5
	5. 0
	9
	9. 0
	86
	86. 0

	Prevention 
	9
	9. 0
	40
	40. 0
	51
	51. 0

	First aid during attack
	25
	25. 0
	42
	42. 0
	33
	33. 0

	Healthy diet
	53
	53. 0
	15
	15. 0
	32
	32. 0

	Exercise 
	10
	10. 0
	55
	55. 0
	35
	35. 0

	Total
	5
	5. 0
	62
	62. 0
	33
	33. 0


Table (4): Showed that 97% of elderly people had good knowledge regarding symptoms of bronchial asthma, while 86%, 73% and 73% had poor knowledge regarding complications, meaning of bronchial asthma and factors leading to development of asthma respectively. This table also showed that 5% of elderly patients had good knowledge about bronchial asthma, 62% had average knowledge and 33% had poor knowledge about bronchial asthma. 

Table (5): Distribution of the elderly people with bronchial asthma regarding to their total quality of life score, (n=100).

	Quality of life domains
	Good
	Average
	Poor

	
	No
	%
	No
	%
	No
	%

	Physical status domain
	15
	15.0
	5
	5.0
	80
	80.0

	Psychological status domain
	11
	11.0
	74
	74.0
	15
	15.0

	Social status domain
	10
	10.0
	52
	52.0
	38
	38.0

	Total QOL score
	17
	17.0
	39
	39.0
	44
	44.0


Table (5): As regards to domains of quality of life of the studied sample namely physical status, psychological status and social status it was found that, total quality of life of the studied sample was poor concerning physical status domain (80%), average concerning psychological status domain (74%) and social status domain (52%). 

Table (6): Relation between recurrence of asthma episodes during the year and residence of elderly people with bronchial asthma

	Recurrence of asthma episodes during the year
	Residence
	Chi-square

	
	Urban
	Rural
	

	
	No
	%
	No
	%
	X2
	p-value

	During winter
	Yes
	19
	100.0
	81
	100.0
	-
	-

	During spring
	No
	3
	15.79
	15
	18.52
	0.08
	0.778

	
	Yes
	16
	84.21
	66
	81.48
	
	

	During autumn
	No
	19
	100.0
	70
	86.42
	4.94
	0.026*

	
	Yes
	0
	0.0
	11
	13.58
	
	

	During summer.
	No
	19
	100.0
	67
	82.72
	6.41
	0.011*

	
	Yes
	0
	0.0
	14
	17.28
	
	

	During seasons change
	No
	9
	47.37
	57
	70.37
	3.47
	0.062

	
	Yes
	10
	52.63
	24
	29.63
	
	

	Don't know
	No
	19
	100.0
	81
	100.0
	-
	-



*Significant p≤ 0.05         
Table (6): Showed that, there was a statistically significant relation between residence of elderly people with bronchial asthma and recurrence of asthma episodes during autumn and summer(x2= 4.94& P= 0.026, x2=6.41&P= 0.011) respectively. 

Table (7): Correlation between total knowledge score, total practices score and total QOL score of elderly people with bronchial asthma
	Items 
	Knowledge 
	Total QOL

	Total QOL
	R
	0.207
	- 

	
	P-value
	0.039*
	- 

	Total practices
	R
	0.518
	0.317

	
	P-value
	<0.001*
	<0.001*


**Highly significant p< 0.001                                      *Significant p≤ 0.05         
Table (7): Showed that, there were a highly statistically significant difference between total knowledge score and total practices score of elderly people with bronchial asthma (p<0.001), a highly statistically significant difference between total QOL score and total practices score (p<0.001), and a statistically significant difference between total QOL score and total knowledge score.

Discussion:
Regarding to  socio-demographic characteristics of the elderly people with bronchial asthma, the finding of the present study revealed that around two thirds of the elderly people with bronchial asthma were aged from 60<65 years old (table 1). This finding is in contrast with Ross et al. (2013), who performed a study on "quality of life, health care utilization and control in older adults with asthma in Michigan" and reported that more than half of the elderly people age ranged between 66 and 92 years old. This may be due to that this period of age makes asthma more badly.
As regards to gender, the result of the present study showed that more than half of the elderly people were females (table 1). This finding is in accordance with Bożek et al. (2013), who performed a study on "characteristics of atopic bronchial asthma in seniors over 80 years of age in Poland" and reported that 63% of the elderly people were females. This may be due to females were exposed to more asthma triggers than males.

In relation to marital status, the result of the present study showed that around two thirds of the elderly people were married (table 1). This finding is in agreement with Putman (2004), who performed a study on "predictors of asthma treatment adherence in rural Appalachian adults with asthma in West Virginia" and reported that 68.6% of the study participants were married. Regarding residence, the results of this study revealed that the majority of the elderly people were from rural areas (figure 1). This finding is in accordance Taha & Ali, (2011) who studied "the effect of therapeutic guidelines for bronchial asthma patients' knowledge, practice, compliance and disease severity in Egypt" and reported that 66.7% of the patients were from rural areas. This may be due to lack of health care centers and environmental pollution.

Regarding to the educational level of the elderly people with bronchial asthma, the present study revealed that more than half of them were illiterate, while a quarter of them read and write (table 1). This finding is in contrast with Ozturk et al. (2015), who studied "the association between asthma self-management and asthma control in the elderly in Turkey" and reported that the education level was below the secondary level in 79% of elderly patients. This finding might be due to the majority of the elderly people were from rural areas with less attention to education.

Regarding to the medical history, the present study revealed that around two third of the elderly people were suffering from bronchial asthma for more than ten years (table 3). This finding is in accordance Ozturk et al. (2015), who founded that the mean duration of asthma in elderly people is 13.7±15.4 years. This may be due to chronicity of the disease and age of the onset of the disease.

Concerning the number of hospitalization, the present study revealed that less than half of the elderly people with bronchial asthma were hospitalized twice and more (table 3). This finding is in agreement with Asthma and Allergy Foundation of America (2005), which reported that older patients with asthma had more unscheduled visits to their doctors' offices and found that they also were more likely than younger patients to be hospitalized for asthma. Also this finding is supported with Fitzsimmons et al. (2011) &  Teodorescu et al. (2013), who studied "asthma control and its relationship with obstructive sleep apnea in older adults in United States of America(USA)" and reported that the rate of asthma hospitalization among older adults increased. This may be due to chronicity of the disease.

In relation to smoking the finding of the present study revealed that the majority of the elderly people were not smokers (table 3). This finding is dissimilar with Folan (2015), who studied that "nearly half of older adults with asthma, COPD still smoke in USA" and reported that more than half of the elderly were smokers. This might be due to that many of the elderly people quit smoking because smoking make asthma symptoms worse in addition to more than half of the sample were female. Also in the Egyptian culture females rarely smoke.  

Regarding diagnosis of bronchial asthma, the finding of the present study showed that more than half of the elderly people performed lung functions (table 3). This finding is in accordance with Cardona et al. (2011), who performed a study on "diagnosis: Allergic diseases in the elderly in Spain" and founded that the majority of the older patient adequately performed lung functions such as spirometry.

According to research question number one: “What is the elderly people knowledge about bronchial asthma?” The present study revealed that more than three fifths of them had average total knowledge scores (table 5). This finding is in contrast with Gershwin and Albertson (2008), who studied" bronchial asthma: A guide for practical understanding and treatment" and reported that less than quarter of the study respondents had excellent knowledge about asthma. This may be due to that the majority of the sample from rural areas, more than half of the elderly were illiterate and the neglect of the health team to provide elderly with information and health education needed for their disease.  

Concerning total scores of physical status domain of quality of life of the elderly people with asthma, the finding of the present study revealed that the majority of the elderly people had poor quality of life regarding physical wellbeing/status (table 14). This finding is in agreement with  Nalina et al. (2015), who performed a study on "assessment of quality of life in bronchial asthma patients in Karnataka" and reported that there was a maximum limitation of physical functioning domain compared to other domains. This finding may be due to impact of bronchial asthma on the physical wellbeing presented in signs and symptoms such as dyspnea, chest heaviness, chest tightness and feeling fatigue which affects carrying out activities of daily living.

Concerning total scores of psychological status domain of quality of life of the elderly people, the present study revealed that less than three quarters of the elderly with bronchial asthma had average psychological status (table14). This finding is in an agreement with Oğuztürk et al. (2005), who studied "psychological status and quality of life in elderly patients with asthma" and reported that the majority of the elderly had worse psychological status and quality of life and worse quality of life was predicted by anxiety, depression, and asthma severity scores. This may be due to with long-standing asthma, disease severity and inability to cope with the disease leading to impairment of quality of life.

Regarding total scores of social status domain of quality of life of the elderly, the current study revealed that more than half of the elderly had average social status of quality of life (table 14). This finding is in accordance with Carnegie and Jones (2013), who reported that lower social functioning of the elderly people with bronchial asthma. This may be due to the effect of the disease on social relations with family and others. 

The present study revealed that less than half of the elderly had poor quality of life (table 14). This finding was in agreement with  Nalina et al. (2015), who found that bronchial asthma has a major impact on quality of life of the patients and HRQoL was more impaired in elderly patients with bronchial asthma than younger patients. This may be due to incompliance to treatment regimen.
Regarding relation between socio demographic characteristics of elderly people and bronchial asthma, the present study revealed that there was a statistically relation between recurrence of asthma episodes during the summer and autumn and residence (table 21). This may be due to that the majority of the elderly people from rural areas. 
Regarding relation between total knowledge and total practices of the elderly people, the present study revealed that there was a highly statistically significant relation between total practices and total knowledge (table 18). This finding is in agreement with Parvin et al. (2011), who reported that there is a significant relation between knowledge and practice.
Regarding relation between total QOL and total knowledge of elderly people, the present study revealed that there was a statistically significant relation between total QOL and total knowledge (table 18). This finding is in contrast with Williams (2005), who reported that there is no significant relation between patient's knowledge and quality of life.
Conclusion

More than three fifths of the elderly people had average knowledge regarding bronchial asthma, while most of them had unsatisfactory practice regarding bronchial asthma and less than half of them had poor quality of life. There was a statistically significant relation between residence and recurrence of asthma episode during the year. Also there were highly statistically significant relation between elderly peoples’ total knowledge score and their total practices score.

Recommendations:
In the light of the result of the present study, the following recommendations are suggested:
1) Health education program should be conducted at Out-patient Clinics to improve knowledge, practice and quality of life of the elderly people with bronchial asthma.

2) Continuous educational program for health team to improve their knowledge regarding caring of elderly people with bronchial asthma which positively affect quality of life of the elderly people.

3) Further studies need to be focusing on improving quality of life of elderly people with bronchial asthma.

References
    Abdelazeem, A., and Rashed, H. (2013):  Mycobiota of outdoor air that can cause asthma: a case study from Lake Manzala, Egypt, Laboratory of systematic Mycology, Botany and Microbiology Department, Faculty of Science, University of Suez Canal, Ismailia , Mycosphere 4 (4).P.1093. Available at http:// www. aahf. info/sec_ exercise /section /reproductive.htm
Ariano, R., and panzani, R. (2o12): Late Onset Asthma In The Elderly                                                                    and Its Relationship with Atopy, Bordighera, Italy . Eur Ann Allergy Journal44(2):P.35.Available at.http :// www.mattioli1885.com/onlinejournals/index.php/EurAnnAllergy/article/viewFile/1836/1367 P: 35
  Asthma and Allergy Foundation of America, (2005): Asthma and Older Adults, Available at http: //www .aafa .org/display.cfm?id=8&sub= 17& cont =  173. Accessed on 10 June 2015. 
Black, M. (2009): Medical Surgical Nursing Management for positive Out Comes, 7th ed., USA, UK, Elsevier Inc., P.1570,1585.

Bożek, A., Filipowski, M., Fischer, A. and Jarzab, J., (2013): Characteristics of Atopic Bronchial Asthma in Seniors over 80 Years of Age, Medical University of Silesia, Zabrze, Poland, Genetic Laboratory MTD, Munchen, Germany Biomed Research International, 10(1), P. 5. 
   Cardona, V., Guilarte, M.,  Luengo, O., Horrillo, M., Sala-Cunill, A.  and  Garrigam T., (2011): Diagnosis: Allergic diseases in the elderly, , Department of Internal Medicine, Hospital Universitari Vall d'Hebron, Barcelona, Spain, Clinical and Translational Allergy, 1 (11), Pp. 2045-7022. 

Carnegie, E. and Jones, A., (2013): Improving The Management of Asthma in Older Adults, UK, London. Nursing Standard RCn Publishing, 28(13), Pp. 50-58.
  Fitzsimmons,F., Huisingh, C., and Zotter, J., (2011):Asthma among Older Adults in Massachusetts, Data Source Massachusetts Behavioral Risk Factor Surveillance System.
  Folan, P., (2015): Nearly Half of Older Adults with Asthma, COPD Still Smoke: CDC, Center for Health Statistics, U.S. Centers for Disease Control and Prevention, 2015, Available at http://consumer.healthday.com/respiratory-and-allergy-information-2/emphysema-news-229/nearly-half-of-older-adults-with-asthma-copd-still-smoke cdc695243.html?lexp=true&utm_expid=383530634.pIV1hUrQR8K_MJ1_OqjLag.1&utm_referrer=https%3A%2F%2Fwww.google.com.eg%2F
 Gershwin, E. and Albertson, T., (2008): Bronchial Asthma: A Guide for Practical Understanding and Treatment, 5th ed, USA, Springer Science & Business Media, P. 138.
Hassan, S., (2015): A Study of Morbidity Pattern among Geriatric Population in Fayoum Governorate, Egypt. J Am Sci 2015; 11(4),Pp:90-95, (ISSN: 1545-1003), Available at http://www. jofamericanscience. org.
 Lugogo N., Que L., Fertel.and Kraft M., (2010): Asthma. In: Mason RJ, Broaddus VC, Martin TR, eds. Murray &Nadel's Textbook of Respiratory Medicine, 5th ed, Pa.: Elsevier Saunders, Philadelphia, chap 38. 
Marks, G. (1999): The Marks Asthma Quality of Life Questionnaire: Further Validation and Examination of Responsiveness to Change, J Clin Epidemiol . 52(7): Pp. 667–675.
Mohamed, N. (2013): Assessment The Quality of Life for Patients with Bronchial Asthma at Benha University Hospital, Master Thesis, Faculty of Nursing Benha University, P.7,8, 32.
Nalina, N., Chandra, S. and Umashankar, (2015): Assessment Of Quality Of Life In Bronchial Asthma Patients, Department of Community Medicine, BGS Global Institute of Medical Sciences, Bengaluru, Karnataka, India International Journal of Medicine and Public Health, 5(1), Pp. 93-97, Available at  http: // www.ijmedph.org / text.asp ?2015/5/1/93/151270
     Nenone, A., (2014): Asthma Interventions Aimed at Older Adults, A Literature Review , Bachelor’s Thesis January 2014, Degree Programme in Nursing Social Services, Health and Sport JAMK university of applied sciences.
  Oğuztürk, O., Ekici, A., Kara, M.,  Arslan, M., Iteginli, M. and Kurtipek, E., (2005): Psychological Status and Quality of Life in Elderly Patients With Asthma, The Departments of Psychiatry, Chest Diseases, and Thoracic Surgery, Faculty of Medicine, Kirikkale University, Psychosomatics, 46(1): 41-46.
    Ozturk, A., Pur, L., Kostek, O. and  Keskin, H., (2015): Association Between Asthma Self-Management Knowledge and Asthma Control in The Elderly, Turkey, Ann Allergy Asthma Immuno, 10 (15), Pp. 1081-1206.
Parvin, I., Ahmed, S., and Islam, M., (2011): Knowledge about Inhaler Use Among The Chronic Asthma Patientsin Selected hospitals, Bangladesh, Med Res Counc Bull, 37:47-50.
Putman, H., (2004): Predictors of Asthma Treatment Adherence in Rural Appalachian Adults with Asthma, , West Virginia University, Online Journal Of Rural Nursing And Health Care, 4(2), P. 37.  
Rance, K., (2011): Helping Patients Attain and Maintain Asthma Control: Reviewing The Role of The Nurse, Journal of Multidisciplinary Healthcare,4(10), Pp. 299—309

   Smith, M., Villareal, M., Bernstein, D. and Swikert, J., (2012): Asthma in The Elderly: Risk Factors and Impact on Physical Function. Annals of Allergy,Asthma and Immunology. 108(5), Pp 305-310.
Taha, N. and Ali, Z., (2011): Effect of Therapeutic Guidelines for Bronchial Asthma on Adult Patients' Knowledge, Practice, Compliance, and Disease Severity, zagazig university, Egypt, Life Science Journal. 2011; 8(3), Pp.199-208, (ISSN: 1097-8135). http://www.lifesciencesite.com.
  Teodorescu, M., Polomis, D., Gangnon, R., Fedie, J., Consens, F., Chervin, D. and Teodorescu, M., (2013): Asthma Control and Its Relationship with Obstructive Sleep Apnea (OSA) in Older Adults, University of Wisconsin School of Medicine and Public Health, Madison, WI, USA, Sleep Disord, 2013 (10), Pp. 25- 1567.
Williams, Z., (2005): Assessment of Knowledge of Asthma among Asthmatics and Their Quality of Life , Master Thesis in Nursing Science, University of South Africa.
World Health Organization (WHO), (2012): Chronic Respiratory Diseases: Asthma, Available at http:// www.who.int/respiratory/ asthma/en/  Accessed on 8 December 2013.
PAGE  
15

