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Abstract: Objective: Asthma and obesity are prevalent chronic childhood diseases that commonly
co-occur in youth from low-income, minority backgrounds. Diet is a known risk factor for obesity;
however, its role in asthma/obesity comorbidity is not well established. This analysis examined
the association between diet and lung function and effect modification by weight status. Methods:
Lung function (FEV1 % predicted), anthropometric, and dietary data were collected from 95 children,
ages 7–9 years old with persistent asthma, from low-income, urban communities in the United States.
Associations between lung function, diet and weight status were examined using multivariable
linear regression. Results: There were no significant differences in dietary intake between children
with persistent asthma with and without obesity; however, >85% of participants did not meet
recommendations for fruit, vegetable, and whole grain intake for their age and sex. Only intake
of fruit (whole fruit and juice) was significantly associated with FEV1 % predicted (−3.36; 95% CI:
−6.5 to −0.2). Conclusions: Diet quality was poor in this sample, independent of weight status.
More research is needed to understand the relationship between diet, lung function, and weight
status, so that interventions can be developed to concurrently address obesity and weight.
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1. Introduction

Asthma is the most prevalent childhood chronic illness in the US [1,2]. Approximately 13.8% or
10 million American children have asthma, on average; yet, rates are over 20% in urban centers where
exposure to environmental allergens and irritants is high [3–5]. Moreover, the prevalence of asthma is
higher in African-American and Hispanic populations, particularly Puerto Rican children, and asthma
morbidity is greater in these groups as compared to non-Hispanic white (NHW) children [6–9].
Childhood asthma is associated with high health care utilization often involving preventable emergency
room visits and hospital admissions, and is responsible for over 13 million missed school days
annually [10].

The co-occurrence of childhood asthma and overweight and obesity (OW/OB) is well documented,
with close to 50% of youth with asthma categorized as having overweight or obesity [11]. Some studies
have found that children with asthma are at greater risk for OW/OB, while others show that having
OW/OB may increase risk for the development of asthma [12–14]. Regardless of the directionality of
the relationship, overlapping genetic, developmental, lung mechanical, immunological, and behavioral
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factors have all been implicated [15]. The highest co-morbidity occurs in Hispanic and African
American children and in those from low-income and/or urban settings [1–3,16–22]. While some risk
factors shared by asthma and OW/OB are not modifiable, others, including behaviors such as diet,
physical activity, and sedentary time, are modifiable and may lessen the burden of these two conditions,
especially among urban minority youth [17,23]. Thus, research is needed to elucidate shared behavioral
processes to identify those at greatest risk and to inform both prevention and treatment approaches.

Diet may help to explain one shared pathway between these conditions, as it is a risk factor for both
asthma and OW/OB. The relationship between dietary intake, both quantity and quality, and excess
weight gain in children is well established [24,25]. Similarly, multiple aspects of diet have been shown
to increase or decrease the risk for asthma prevalence and/or symptoms. Cross-sectional data suggest
that high daily consumption of sugar-sweetened beverages, snacks, sweets and dairy is associated with
increased odds of having asthma [26,27]. Findings from the ISAAC Phase Three study, a cross-sectional
study of children living in Latin American countries (The International Study on Asthma and Allergies
in Children; ISAAC), suggest that fast food consumption three or more times per week is positively
associated with risk for current wheeze, while fruit and vegetable consumption is associated with
reduced odds of having asthma and current wheeze [28–30]. Finally, dietary pattern analyses suggest
that a diet rich in fruit, vegetables, and fish, similar to the Mediterranean diet, is associated with
lower asthma risk, better lung function, and lower use of asthma medications (bronchodilators and
corticosteroids) among children with asthma [31–36].

While there is a growing literature supporting the association between dietary intake and asthma
symptoms/lung function, few studies have investigated this relationship in urban, ethnically diverse
children with diagnosed persistent asthma. Further, how weight status affects the association between
diet and lung function has not been well studied. Therefore, research is needed to clarify whether
dietary intake contributes to variations in lung function among urban children with persistent asthma
with and without OW/OB.

The primary objective of the current study was to examine the association between dietary intake
and lung function in urban children with persistent asthma. As secondary outcomes, we sought to
characterize dietary intake of children with asthma with and without OW/OB, and examine whether
the association between diet and lung function (FEV1 % predicted) is moderated by weight status.
We hypothesized that dietary intake, particularly the consumption of fruit, would be associated with
better lung function in this sample of racially and ethnically diverse urban children with persistent
asthma, and that OW/OB would modify this relationship, such that the potential benefits of fruits on
lung function would not be as strong in children with OW/OB.

2. Methods

Data for this investigation were collected from a larger study (R01HL116254, Koinis Mitchell
and Jelalian, PIs), which was designed to examine the association between asthma and participation
in physical activity in urban children, ages 7–9 years old with persistent asthma, and multi-level
factors that contribute to this relationship. Data included herein were collected between the fall of
2013 and the spring of 2016 as part of clinic visits that occurred as part of this larger observational
study, which is described elsewhere [37,38]. All study assessments were administered in English or
Spanish by research staff fluent in both languages, and per each participant’s preference. Families
were compensated with small cash payments at the end of each research visit. The parent study was
approved by the Institutional Review Board at Rhode Island Hospital.

3. Participants

Children were enrolled from one of four large urban school districts in a Northeastern state
in the United States of America, through hospital-based, ambulatory pediatric clinics, or from a
hospital-based asthma educational program. Eligibility criteria for the study at screening included:
(1) an age of between 7 and 9 years old, (2) the child’s legal guardian being willing to participate, (3) the
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caregiver ethnicity’s being self-identified as Latino (Dominican or Puerto Rican), non-Latino white,
or black/African American, (4) the incidence of physician-diagnosed asthma or breathing problems in
the last 12 months, and (5) the child had attended public school in 1 of 4 of the largest urban school
districts in the state in which the study took place. In addition, each child was required to meet the
diagnosis of persistent asthma at study screening, either by current prescription of an asthma controller
medication, and/or recurrent daytime symptoms, nighttime symptoms, activity limitation, rescue
medication use, or≥2 oral steroid bursts during the previous 12 months. During the study, confirmation
of asthma diagnosis and persistent severity status was made by a study clinician. Exclusion criteria
were moderate-to-severe cognitive impairment as determined by school placement, use of stimulant
medication for ADHD, another pulmonary or chronic health condition, or a diagnosed sleep disorder
(e.g., restless leg syndrome, chronic insomnia).

4. Measures

4.1. Demographic Information

Primary caregivers provided key demographic information (see Table 1). Poverty status was
determined by dividing the family’s annual income by the Federal per capita poverty threshold for a
family of that size in the year of the family’s participation in the study [39,40].

Table 1. Demographics and measures of lung function in children with asthma who have a normal
weight vs. overweight (OW)/obesity (OB).

Normal Weight
(n = 46)

OW/OB
(n = 49) p-Value

Age (years ± SD) 8.1 + 0.9 8.1 + 0.8 0.98
% Female 45.6% 44.9% 0.94

Race/Ethnicity
Latino 52.2% 53.0%

0.99Non-Hispanic Black 28.3% 28.6%
Non-Hispanic White 19.6% 18.4%

SES (Lives below the Poverty Line) 68.9% 67.4% 0.88
Baseline Asthma Severity

Mild Intermittent 6.5% 2.0%

0.50
Mild Persistent 50.0% 46.9%

Moderate Persistent 30.4% 28.6%
Severe Persistent 13.1% 22.4%

Forced Expiratory Volume (FEV) 85.0 ± 13.4 85.5 ± 12.7 0.72
Forced Vital Capacity 85.6 ± 17.3 84.9 ± 19.9 0.85

FEV below 80% predicted 30.4% 34.8% 0.65
Asthma Control Test (<19 = poorly controlled) 31.1% 25.5% 0.55

4.2. Asthma Diagnosis/Persistent Severity Status

Confirmation of asthma and classification of severity were made by a study clinician at the clinic
visit using standard NHLBI EPR-3 guidelines [2]. Current asthma medication use was also confirmed,
and caregivers provided ratings indicating how often their child missed doses of daily controller
medications on a scale from 1 (misses doses all of the time) to 5 (never misses doses). Lung function
was assessed during the clinic visit using Koko incentive spirometer (nSpireHealth, Longmont, CO,
USA) before and after short acting β-agonist administration [41]. Koko spirometer was used to obtain
measurements of forced vital capacity (FVC), forced expiratory flow (FEV1 % predicted), and forced
expiratory flow, with 25%–75% vital capacity (FEV25-75%).
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4.3. Asthma Control

Parents and children completed the Asthma Control Test (ACT), a well-validated questionnaire
commonly used in the classification of asthma severity. In accordance with previously used procedures,
scores on the ACT were dichotomized, with a total cutoff score below 19 indicating suboptimal asthma
control, and ≥19 indicating well-controlled asthma [42–45].

4.4. Anthropometrics

Trained research assistants obtained each participant’s weight and height during a clinic visit.
Weight was measured in street clothes, without shoes, using a digital scale to the nearest 0.1 kilogram.
Height was measured using a portable stadiometer to the nearest millimeter. BMI-for-age percentile
and BMI-for-age z-scores (BMIz) were calculated using the Centers for Disease Control and Prevention
(CDC) standards [46]. Children with a BMI < 85th percentile for age and sex were categorized as having
normal weight, those with BMI ≥ 85th percentile and < 95th percentile for age and sex were categorized
as being overweight, and those with a BMI > 95th percentile for age and sex where categorized as being
obese [47]. Children with overweight and those with obesity were examined as one group given the
similarities in comorbidity risk in both groups and FEV1 % predicted scores (overweight: 86.9 ± 10.8
vs. obesity: 84.2 ± 14.4; p = 0.47) [48].

4.5. Dietary Intake

Children’s usual, relative dietary intake was measured using the Block Kids Food Screener
(BKFS; NutritionQuest, Berkley, CA, USA). The BKFS, which asks about intake during the past week,
is designed to measure dietary intake by food groups and focuses on the intake of fruits, juices,
vegetables, breakfast cereal, protein sources, dairy, soda, sweets, and high-fat snacks. The BKFS has
been validated using 24–hour diet recalls in middle and high school students [48], and provides an
estimate of total energy intake.

4.6. Statistical Analysis

All statistical analyses were conducted using SAS 9.4 (2014; SAS Institute, Inc., Cary, NC,
USA), at the two-sided 0.05 level of significance. General descriptive statistics were generated for
demographics and anthropometrics and differences by weight status group (healthy weight: BMI < 85th

percentile for age and sex vs. those with OW/OB: BMI ≥85th percentile for age and sex) were assessed
using Student’s T- and Chi-square tests as appropriate. For participants with complete anthropometric
and dietary data and missing lung function data (n = 5), FEV1 % predicted values were determined
using matching. Specifically, participants with missing FEV1 % predicted values were matched by sex,
age (years), race/ethnicity and baseline asthma severity with participants with complete data. A mean
FEV1 % predicted value was determined from all matched cases and assigned to the participant with
missing data. Chi-square tests were used to determine the frequency of participants meeting dietary
recommendations for their age and sex. Multivariable linear regression was used to estimate the
relationships of lung function (FEV1 % predicted) with adiposity measures (BMI z-score and waist
circumference) and diet (cup equivalents of fruits, vegetables, whole grains, meat, poultry and fish,
and added sugars). Each dietary variable was examined in a separate model, and the assumptions
of linear regression were met by the data. To determine if the relationship of diet and lung function
differed in children with normal weight vs. OW/OB, we tested the significance of an interaction term
for weight status and dietary intake in the multivariable linear models. A priori, all multivariable linear
regression models controlled for sex, race/ethnicity, poverty status, and estimated total energy intake.

5. Results

A total of 147 children enrolled in the larger study; however, the analytic sample included
90 children who had complete lung function, anthropometric, and Block kid’s dietary screener data
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and five children with complete anthropometric and dietary data as well as imputed lung function
data. When grouped by weight status, 51.6% (n = 49) of the sample had a weight consistent with
OW/OB. As shown in Table 1, children with normal weight and those with OW/OB did not differ
based on their race/ethnicity (19.6 vs. 18.4 NLW) or poverty status. While not statistically significantly
different, there were more children with OW/OB who had severe persistent asthma as compared to
children with normal weight (22.4% vs. 13.1%, respectively); however, the two weight status groups
did not differ with respect to lung function or asthma control.

As shown in Table 2, we compared the reported food group intake (as measured in cup or ounce
equivalents) in children with and without OW/OB to dietary recommendations for their age and sex.
No differences were found between groups; however, independent of weight status, more than 85%
of participants did not meet recommendations for fruit and vegetable intake for their age and sex.
Similarly, 100% of participants in the sample did not meet the recommendation for whole grain intake.
More than 40% of participants exceeded the recommendation to limit added sugar to six teaspoons per
day for females and nine teaspoons for males. Finally, despite the strong evidence recommending
avoidance of sugar-sweetened beverages, nearly half the sample consumed them daily.

Table 2. Proportion of youth with asthma and normal weight or OW/OB who DO NOT meet dietary
recommendations for their age and sex 1.

Normal Weight
(n = 46)

OW/OB
(n = 49) p-Value

Nutrients and Food Groups to Increase (Adequacy)
Fruit and vegetable intake 2 87.0% 85.7% 0.86

Whole grain intake 3 100% 100% –
Fiber (g) 4 100% 98.0% 0.33

Nutrients and Food Groups to Decrease (Moderation)
Added sugar intake 5 41.3% 46.9% 0.58

Sugar-sweetened beverages intake 6 47.8% 55.1% 0.47
Sodium (mg) 7 30.4% 30.6% 0.98

1 Dietary recommendations identified from the Dietary Guidelines for Americans, 2010 for age and sex specific
groups. 2 Fruit & Vegetable intake recommendations: Ages 4–8 years: 2.5 cups/day for males & females; Ages 9–13
years: 4 cups/day for males, 3.5 cups/day for females.3 Whole Grain intake recommendations: Ages 4–8 years: 2 to
4 oz/day for females, 2.5 to 5 oz/day for males; Ages 9–13 years: 3 to 5 oz/day for females, 3 to 6 oz/day for males.
4 Fiber recommendations: Ages 4–8 years: 25 grams/day; Ages 9–13 years: 26 grams/day for females, 31 grams/day
for males. 5 Added sugars: Females: <6 tsp, Males: <9 tsp. 6 Sugar-sweetened Beverages: 0 for all ages, sexes.
7 Sodium: Ages 6–18 years: <2300 mg per day.

To understand how diet may relate to lung function and obesity co-morbidity, we examined the
linear relationship between food group intake and lung function, as measured by FEV1 % predicted.
As shown in Table 3, each additional cup equivalent of fruit intake (whole fruit and juice) was associated
to −3.36% of FEV1 % predicted (p = 0.04) after controlling for sex, race/ethnicity, poverty status and
estimated total energy intake. In separate models, the associations of vegetables, whole grains, dairy,
meat, poultry and fish, added sugars, fiber and sodium were not statistically significantly related to
lung function (FEV1 % predicted). Moreover, weight status did not modify the association of any food
group with lung function (p’s > 0.05).



Nutrients 2019, 11, 2943 6 of 10

Table 3. Linear relationship between diet and lung function, as measured by FEV1 % predicted,
in children with persistent asthma from a low-income, urban setting.

Regression Coefficient (95% CI) 2 p-Value R2

Fruit, CE 1 −3.36 (−6.5 to −0.2) 0.04 0.11
Vegetables (no potato), CE 9.97 (−0.31 to 20.3) 0.06 0.10

Whole grains, ounces −3.96 (−11.1 to 3.2) 0.27 0.07
Meat, fish, and poultry, ounces 1.76 (−0.4 to 3.9) 0.1 0.09

Dairy 1.84 (−1.8 to 5.5) 0.32 0.07
Added sugar (teaspoons) −0.60 (−1.4 to 0.2) 0.12 0.08

Fiber (grams) 0.06 (−0.94 to 0.81) 0.88 0.05
Sodium (milligrams) 0.006 (−0.002 to 0.015) 0.15 0.08

1 Cup Equivalents (CE). 2 Separate regression models controlling for sex, race/ethnicity, poverty and estimated daily
total energy intake.

6. Discussion

While the shared mechanisms underlying co-occurring childhood asthma and obesity are not
well understood, it is likely that overlapping behavioral risk factors, including diet, play a role. In this
carefully evaluated sample of 95 racially and ethnically diverse children from low-income urban
communities and with persistent asthma, we found that children consumed an overall poor-quality
diet. Moreover, we found that dietary intake, in this sample, was not associated with lung function,
as measured by FEV1 % predicted.

Another important finding from this study was that among youth with persistent asthma from
low-income and diverse racial and ethnic backgrounds, the prevalence of overweight or obesity was
more than 50 percent. This is substantially higher than national prevalence data, which suggests that
33% of American youth have OW/OB [49]. The observed prevalence is similar to other samples, as for a
cohort of multiethnic children from Southern California, researchers found that 46.5% of the surveyed
youth had OW/OB [50]. This finding supports the co-occurrence of asthma and obesity and emphasizes
the need for research in high-risk populations.

Based on evidence that consuming a diet low in fruits and vegetables, high in added sugars,
energy-dense snacks and sweets and fast foods, and low in omega-3 fatty acids is independently
associated with a higher prevalence of asthma and obesity, we anticipated that children with asthma
and OW/OB would be less likely to meet the recommendations for daily fruit, vegetable, and whole
grain intake and more likely to consume more added sugars and sugar-sweetened beverages that
is recommended [26,36,50–52]. However, findings from this sample do not support differences in
food group intake by weight status. Instead, we found that the majority of participants, independent
of weight status, did not meet daily recommendations for fruits, vegetable or whole grain intake.
Moreover, nearly half of participants reported consuming at least one sugar-sweetened beverage
per day, despite consistent public health messages to avoid sugar-sweetened beverages based on
their strong association with obesity and other co-morbidities [53,54]. These results contribute to
the literature as previous work in this area has not considered how dietary intake of children with
asthma and obesity compares to national recommendations. Our findings are also consistent with
evidence that children from low-income families often consume low quality diets due to barriers of
cost and accessibility of nutrient-dense foods [55,56]. Thus, they emphasize that intervening on poor
diet, and the poverty that often causes it, is a necessary component for interventions aimed at lowering
the burden of both asthma and obesity in similar populations.

The primary objective of this analysis was to examine the associations of food group intake with
lung function and to determine whether associations differed by weight status. In this sample, intake
of vegetables, whole grains, meat, poultry and fish, or added sugars were not related to lung function
measurements. Consumption of fruit was associated with a lower FEV1 % predicted. This finding is
inconsistent with the literature, which suggests that fruit intake is associated with reduced wheeze
and higher FEV1 % predicted in children with asthma [35,57]. However, we attribute this unexpected
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finding to the Block Kid’s Food Screener, which does not differentiate between whole fruit consumption
and fruit juice intake. Nationally representative data suggest that children who consume five or
more beverages high in fructose per week, which include sugar-sweetened beverages, apple juice,
and fruit drinks, have 5.29 times the odds of having asthma as compared to those who consumed
one or fewer [58]. Thus, participants in this sample may consume more fruit juice than whole fruit,
which led to a spurious association between overall fruit intake (whole and juice) and reduced FEV1

% predicted. Finally, we did not find that OW/OB modified the relationships of any food group
intake with lung function (FEV1 % predicted). While unexpected, we did not observe any dietary
differences in participants with persistent asthma with and without OW/OB, such that this may need
to be examined in a sample with more variety in dietary intake.

The primary strength of this study is that it was carried out in a sample of racially and ethnically
diverse children with persistent asthma who were from low-income, urban communities. Another
strength of this paper is that we examined the relationship of asthma, weight status and diet, which
has not been done within this population. This study is not without limitations, however. First,
only 90 children from the parent study had complete lung function, anthropometric and dietary data.
Given that these children were from one specific geographic region in the US, the generalizability of our
findings is limited. Second, the Block Kid’s Food Screener may not have included foods that routinely
contribute to participant’s usual diet in this sample of youth. Finally, it is possible that we have not
included all relevant confounders in our analyses, as we did not measure exposure to environmental
tobacco smoke or other household triggers that may affect lung function and asthma control in urban
children. Each of these limitations along with the potential for regression toward the mean, increase
the risk of a type two error.

Findings from this study suggest that in a sample of racially/ethnically diverse youth with
persistent asthma, adherence to national dietary recommendations was low, independent of weight
status. Intervening on diet may yield meaningful health benefits in similar populations. Moreover,
while the majority of associations between food group intake and lung function were not statistically
significant in this sample, it is possible that interventions designed to improve diet and reduce
inflammation may lead to concurrent weight loss and improved lung function. Further research is
warranted with a more precise measure of diet and biomarkers of inflammation, so as to elucidate
potential mechanisms of shared behavioral risk factors for the two common childhood diseases.

Author Contributions: This study was conceived and designed by D.K.-M., S.J.K. and E.J., data were collected by
S.J.K., data were analyzed and interpreted by E.W.E., D.K.-M. and E.J., the first draft of the manuscript was written
by E.W.E. All authors provided contributed to the final version of the manuscript and approve the final version.

Funding: This work was funded by the National Heart, Lung and Blood Institute (R01HL116254).

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Quinn, K.; Shalowitz, M.U.; Berry, C.A.; Mijanovich, T.; Wolf, R.L. Racial and ethnic disparities in diagnosed
and possible undiagnosed asthma among public-school children in Chicago. Am. J. Public Health 2006, 96,
1599–1603. [CrossRef] [PubMed]

2. National Heart Lung and Blood Institute. Guidelines for the Diagnosis and Management of Asthma; National
Institutes of Health: Bethesda, MD, USA, 2007.

3. Clark, N.M.; Brown, R.; Joseph, C.L.; Anderson, E.W.; Liu, M.; Valerio, M.; Gong, M. Issues in identifying
asthma and estimating prevalence in an urban school population. J. Clin. Epidemiol. 2002, 55, 870–881.
[CrossRef]

4. Rhode Island Department of Health—Center for Health Data and Analysis. Rhode Island Youth Risk Behavior
Survey. 2017. Available online: http://health.ri.gov/data/adolescenthealth/ (accessed on 20 May 2019).

5. National Center for Health Statistics. Summary Health Statistics for U.S. Children: National Health Interview
Survey, 2009. Vital Health Stat. 2010, 2010, 1–82.

http://dx.doi.org/10.2105/AJPH.2005.071514
http://www.ncbi.nlm.nih.gov/pubmed/16507720
http://dx.doi.org/10.1016/S0895-4356(02)00451-1
http://health.ri.gov/data/adolescenthealth/


Nutrients 2019, 11, 2943 8 of 10

6. Centers for Disease Control and Prevention. Asthma Prevalence, Health Care Use and Mortality: United
States, 2003–2005. Available online: https://www.cdc.gov/nchs/data/hestat/asthma03-05/asthma03-05.htm
(accessed on 18 May 2019).

7. Claudio, L.; Stingone, J.A.; Godbold, J. Prevalence of childhood asthma in urban communities: The impact of
ethnicity and income. Ann. Epidemiol. 2006, 16, 332–340. [CrossRef]

8. Akinbami, L.J.; Moorman, J.E.; Liu, X. Asthma prevalence, health care use, and mortality: United States,
2005–2009. Natl. Health Stat. Rep. 2011, 32, 1–14.

9. McDaniel, M.; Paxson, C.; Waldfogel, J. Racial Disparities in Childhood Asthma in the United States: Evidence
from the National Health Interview Survey, 1997 to 2003. Pediatrics 2006, 117, e868–e877. [CrossRef]

10. National Center for Environmental Health. Asthma-related Missed School Days among Children aged
5–17 Years. Available online: https://www.cdc.gov/asthma/asthma_stats/missing_days.htm (accessed on
18 May 2019).

11. Peters, J.I.; McKinney, J.M.; Smith, B.; Wood, P.; Forkner, E.; Galbreath, A.D. Impact of obesity in asthma:
Evidence from a large prospective disease management study. Ann. Allergy Asthma Immunol. 2011, 106,
30–35. [CrossRef]

12. Lu, K.D.; Manoukian, K.; Radom-Aizik, S.; Cooper, D.M.; Galant, S.P. Obesity, Asthma, and Exercise in Child
and Adolescent Health. Pediatr. Exer. Sci. 2016, 28, 264–274. [CrossRef]

13. Gold, D.; Damokosh, A.; Dockery, D.; Berkey, C. Body-mass index as a predictor of incident asthma in a
prospective cohort of children. Pediatr. Pulmonol. 2003, 36, 514–521. [CrossRef]

14. Gilliland, F.; Berhane, K.; Islam, T.; McConnell, R.; Gauderman, W.; Gilliland, S.; Avol, E.; Peters, J. Obesity
and the risk of newly diagnosed asthma in school-age children. Am. J. Epidemiol. 2003, 158, 406–415.
[CrossRef]

15. Permaul, P.; Kanchongkittiphon, W.; Phipatanakul, W. Childhood asthma and obesity-what is the true link?
Ann. Allergy Asthma Immunol. 2014, 113, 244–246. [CrossRef] [PubMed]

16. Centers for Disease Control: Asthma Surveillance Data. 2019. Available online: https://www.cdc.gov/asthma/

asthmadata.htm (accessed on 18 May 2019).
17. Koinis-Mitchell, D.; McQuaid, E.L.; Seifer, R.; Kopel, S.J.; Esteban, C.; Canino, G.; Garcia-Coll, C.; Klein, R.;

Fritz, G.K. Multiple urban and asthma-related risks and their association with asthma morbidity in children.
J. Pediatr. Psychol. 2007, 32, 582–595. [CrossRef] [PubMed]

18. Belamarich, P.F.; Luder, E.; Kattan, M.; Mitchell, H.; Islam, S.; Lynn, H.; Crain, E.F. Do obese inner-city
children with asthma have more symptoms than nonobese children with asthma? Pediatrics 2000, 106,
1436–1441. [CrossRef] [PubMed]

19. Bender, B.G.; Fuhlbrigge, A.; Walders, N.; Zhang, L. Overweight, race, and psychological distress in children
in the Childhood Asthma Management Program. Pediatrics 2007, 120, 805–813. [CrossRef] [PubMed]

20. Saha, C.; Riner, M.E.; Liu, G. Individual and neighborhood-level factors in predicting asthma. Arch. Pediatr.
Adolesc. Med. 2005, 159, 759–763. [CrossRef]

21. Stingone, J.A.; Ramirez, O.F.; Svensson, K.; Claudio, L. Prevalence, demographics, and health outcomes of
comorbid asthma and overweight in urban children. J. Asthma 2011, 48, 876–885. [CrossRef]

22. Luder, E.; Thomas, M.A.; DiMaio, M. Association of being overweight with greater asthma symptoms in
inner city black and Hispanic children. J. Pediatr. 1998, 132, 699–703. [CrossRef]

23. Koinis-Mitchell, D.; Sato, A.F.; Kopel, S.J.; McQuaid, E.L.; Seifer, R.; Klein, R.; Esteban, C.; Lobato, D.;
Ortega, A.N.; Canino, G. Immigration and acculturation-related factors and asthma morbidity in Latino
children. J. Pediatr. Psychol. 2011, 36, 1130–1143. [CrossRef]

24. Ebbeling, C.B.; Pawlak, D.B.; Ludwig, D.S. Childhood obesity: Public-health crisis, common sense cure.
Lancet 2002, 360, 473–482. [CrossRef]

25. Lobstein, T.; Jackson-Leach, R.; Moodie, M.L.; Hall, K.D.; Gortmaker, S.L.; Swinburn, B.A.; James, W.P.T.;
Wang, Y.; McPherson, K. Child and adolescent obesity: Part of a bigger picture. Lancet 2015, 385, 2510–2520.
[CrossRef]

26. Han, Y.-Y.; Forno, E.; Brehm, J.M.; Acosta-Pérez, E.; Alvarez, M.; Colón-Semidey, A.; Rivera-Soto, W.;
Campos, H.; Litonjua, A.A.; Alcorn, J.F.; et al. Diet, interleukin-17, and childhood asthma in Puerto Ricans.
Ann. Allergy Asthma Immunol. 2015, 115, 288–293. [CrossRef] [PubMed]

https://www.cdc.gov/nchs/data/hestat/asthma03-05/asthma03-05.htm
http://dx.doi.org/10.1016/j.annepidem.2005.06.046
http://dx.doi.org/10.1542/peds.2005-1721
https://www.cdc.gov/asthma/asthma_stats/missing_days.htm
http://dx.doi.org/10.1016/j.anai.2010.10.015
http://dx.doi.org/10.1123/pes.2015-0122
http://dx.doi.org/10.1002/ppul.10376
http://dx.doi.org/10.1093/aje/kwg175
http://dx.doi.org/10.1016/j.anai.2014.07.001
http://www.ncbi.nlm.nih.gov/pubmed/25091715
https://www.cdc.gov/asthma/asthmadata.htm
https://www.cdc.gov/asthma/asthmadata.htm
http://dx.doi.org/10.1093/jpepsy/jsl050
http://www.ncbi.nlm.nih.gov/pubmed/17218338
http://dx.doi.org/10.1542/peds.106.6.1436
http://www.ncbi.nlm.nih.gov/pubmed/11099600
http://dx.doi.org/10.1542/peds.2007-0500
http://www.ncbi.nlm.nih.gov/pubmed/17908768
http://dx.doi.org/10.1001/archpedi.159.8.759
http://dx.doi.org/10.3109/02770903.2011.616615
http://dx.doi.org/10.1016/S0022-3476(98)70363-4
http://dx.doi.org/10.1093/jpepsy/jsr041
http://dx.doi.org/10.1016/S0140-6736(02)09678-2
http://dx.doi.org/10.1016/S0140-6736(14)61746-3
http://dx.doi.org/10.1016/j.anai.2015.07.020
http://www.ncbi.nlm.nih.gov/pubmed/26319606


Nutrients 2019, 11, 2943 9 of 10

27. Szentpetery, S.S.; Gruzieva, O.; Forno, E.; Han, Y.-Y.; Bergström, A.; Kull, I.; Acosta-Pérez, E.;
Colón-Semidey, A.; Alvarez, M.; Canino, G.J.; et al. Combined effects of multiple risk factors on asthma in
school-aged children. Respir. Med. 2017, 133, 16–21. [CrossRef] [PubMed]

28. Cepeda, A.; Thawer, S.; Boyle, R.; Villalba, S.; Jaller, R.; Tapias, E.; The Isaac Phase II Latin America Group.
Diet and Respiratory Health in Children from 11 Latin American Countries: Evidence from ISAAC Phase III.
Lung 2017, 195, 683–692. [CrossRef] [PubMed]

29. Ellwood, P.; Asher, M.I.; García-Marcos, L.; Williams, H.; Keil, U.; Robertson, C.; Nagel, G. Do fast foods
cause asthma, rhinoconjunctivitis and eczema? Global findings from the International Study of Asthma and
Allergies in Childhood (ISAAC) Phase Three. Thorax 2013, 68, 351–360. [CrossRef]

30. Hosseini, B.; Berthon, B.S.; Wark, P.; Wood, L.G. Effects of Fruit and Vegetable Consumption on Risk of
Asthma, Wheezing and Immune Responses: A Systematic Review and Meta-Analysis. Nutrients 2017, 9, 341.
[CrossRef] [PubMed]

31. Nagel, G.; Weinmayr, G.; Kleiner, A.; Garcia-Marcos, L.; Strachan, D.P. Effect of diet on asthma and allergic
sensitisation in the International Study on Allergies and Asthma in Childhood (ISAAC) Phase Two. Thorax
2010, 65, 516–522. [CrossRef] [PubMed]

32. Papamichael, M.M.; Itsiopoulos, C.; Susanto, N.H.; Erbas, B. Does adherence to the Mediterranean dietary
pattern reduce asthma symptoms in children? A systematic review of observational studies. Public Health
Nutr. 2017, 20, 2722–2734. [CrossRef]

33. Romieu, I.; Barraza-Villarreal, A.; Escamilla-Núñez, C.; Texcalac-Sangrador, J.L.; Hernandez-Cadena, L.;
Díaz-Sánchez, D.; De Batlle, J.; Del Rio-Navarro, B.E. Dietary intake, lung function and airway inflammation
in Mexico City school children exposed to air pollutants. Respir. Res. 2009, 10, 122. [CrossRef]

34. Calatayud-Sáez, F.M.; Calatayud Moscoso del Prado, B.; Gallego Fernández-Pacheco, J.G.;
González-Martín, C.; Alguacil Merino, L.F. Mediterranean diet and childhood asthma. Allergol. Immunopathol.
(Madr) 2016, 44, 99–105. [CrossRef]

35. Douros, K.; Thanopoulou, M.I.; Boutopoulou, B.; Papadopoulou, A.; Papadimitriou, A.; Fretzayas, A.;
Priftis, K.N. Adherence to the Mediterranean diet and inflammatory markers in children with asthma.
Allergol. Immunopathol. (Madr) 2019, 47, 209–213. [CrossRef]

36. Thanopoulou, M.I.; Douros, K.; Boutopoulou, B.; Papadopoulou, A.; Attilakos, A.; Papadimitriou, A.;
Priftis, K. Mediterranean Diet association with inflammatory process in children with asthma. Eur. Respir. J.
2017, 50, PA1316.

37. Koinis-Mitchell, D.; Kopel, S.J.; Seifer, R.; LeBourgeois, M.; McQuaid, E.L.; Esteban, C.A.; Boergers, J.;
Nassau, J.; Farrow, M.; Fritz, G.K.; et al. Asthma-related lung function, sleep quality, and sleep duration in
urban children. Sleep Health 2017, 3, 148–156. [CrossRef]

38. Koinis-Mitchell, D.; Kopel, S.; McQuaid, E.; Vehse, N.; Mitchell, P.; Jelalian, E. Physical Activity and Asthma
Outcomes in Urban Children: Differences by Ethnic Group and Weight Status. In Proceedings of the
American Thoracic Society 2019 International Conference, Dallas, TX, USA, 17–22 May 2019.

39. Brooks-Gunn, J.; Duncan, G.J. The effects of poverty on children. Future Child. 1997, 7, 55–71. [CrossRef]
[PubMed]

40. U.S. Department of Health and Human Services. The 2005 HHS Poverty Guidelines; U.S. Department of Health
and Human Services: Washington, DC, USA, 2005.

41. American Thoracic Society; European Thoracic Society. ATS/ERS recommendations for standardized
procedures for online and offline measurement of exhaled lower respiratory nitric oxide and nasal nitric
oxide. Am. J. Respir. Crit. Care Med. 2005, 171, 912–930.

42. Koinis-Mitchell, D.; Kopel, S.J.; Boergers, J.; McQuaid, E.L.; Esteban, C.A.; Seifer, R.; Fritz, G.K.; Beltran, A.J.;
Klein, R.B.; LeBourgeois, M. Good sleep health in urban children with asthma: A risk and resilience approach.
J. Pediatr. Psychol. 2015, 40, 888–903. [CrossRef] [PubMed]

43. Koinis-Mitchell, D.; Kopel, S.J.; Boergers, J.; Ramos, K.; LeBourgeois, M.; McQuaid, E.L.; Esteban, C.A.;
Seifer, R.; Fritz, G.K.; Klein, R. Asthma, allergic rhinitis, and sleep problems in urban children. J. Clin. Sleep
Med. 2015, 11, 101–110. [CrossRef]

44. Koinis-Mitchell, D.; Kopel, S.J.; Esteban, C.; Seifer, R.; Vehse, G.; Chau, S.; Jelalian, E. Asthma status and
physical activity in urban children. In Proceedings of the American Thoracic Society 2017 International
Conference, Washington, DC, USA, 19–24 May 2017.

http://dx.doi.org/10.1016/j.rmed.2017.11.002
http://www.ncbi.nlm.nih.gov/pubmed/29173444
http://dx.doi.org/10.1007/s00408-017-0044-z
http://www.ncbi.nlm.nih.gov/pubmed/28849295
http://dx.doi.org/10.1136/thoraxjnl-2012-202285
http://dx.doi.org/10.3390/nu9040341
http://www.ncbi.nlm.nih.gov/pubmed/28353635
http://dx.doi.org/10.1136/thx.2009.128256
http://www.ncbi.nlm.nih.gov/pubmed/20522849
http://dx.doi.org/10.1017/S1368980017001823
http://dx.doi.org/10.1186/1465-9921-10-122
http://dx.doi.org/10.1016/j.aller.2015.04.007
http://dx.doi.org/10.1016/j.aller.2018.04.007
http://dx.doi.org/10.1016/j.sleh.2017.03.008
http://dx.doi.org/10.2307/1602387
http://www.ncbi.nlm.nih.gov/pubmed/9299837
http://dx.doi.org/10.1093/jpepsy/jsv046
http://www.ncbi.nlm.nih.gov/pubmed/25991645
http://dx.doi.org/10.5664/jcsm.4450


Nutrients 2019, 11, 2943 10 of 10

45. Kuczmarski, R.; Ogden, C.; Guo, S.; Grummer-Strawn, L.; Flegal, K.; Mei, Z.; Wei, R.; Curtin, L.; Roche, A.;
Johnson, C. 2000 CDC Growth Charts for the United States: Methods and development. Vital. Health Stat.
2002, 11, 1–190.

46. Centers for Disease Control and Prevention; National Center for Health Statistics. CDC Growth Charts:
United States. 2000. Available online: https://www.cdc.gov/growthcharts/clinical_charts.htm (accessed on
12 May 2019).

47. Reilly, J.J.; Kelly, J. Long-term impact of overweight and obesity in childhood and adolescence on morbidity
and premature mortality in adulthood: Systematic review. Int. J. Obes. 2011, 35, 891–898. [CrossRef]

48. Hunsberger, M.; O’Malley, J.; Block, T.; Norris, J.C. Relative validation of Block Kids Food Screener for dietary
assessment in children and adolescents. Matern. Child Nutr. 2015, 11, 260–270. [CrossRef]

49. Fryar, C.; Carroll, M.; Ogden, C.L. Prevalence of Overweight and Obesity Among Children and Adolescents
Aged 2–19 Years: United States, 1963–1965 Through 2013–2014. Available online: https://www.cdc.gov/nchs/
data/hestat/obesity_child_13_14/obesity_child_13_14.htm (accessed on 18 May 2019).

50. Black, M.H.; Smith, N.; Porter, A.H.; Jacobsen, S.J.; Koebnick, C. Higher Prevalence of Obesity Among
Children with Asthma. Obesity 2012, 20, 1041–1047. [CrossRef]

51. Magnusson, J.; Kull, I.; Rosenlund, H.; Hakansson, N.; Wolk, A.; Melen, E.; Wickman, M.; Bergstrom, A. Fish
Consumption in Infancy and Development of Allergic Disease up to Age 12 y. Am. J. Clin. Nutr. 2013, 97,
1324–1330. [CrossRef]

52. Saadeh, D.; Salameh, P.; Caillaud, D.; Charpin, D.; De Blay, F.; Kopferschmitt, C.; Lavaud, F.;
Annesi-Maesano, I.; Baldi, I.; Raherison, C. Prevalence and Association of Asthma and Allergic Sensitization
with Dietary Factors in Schoolchildren: Data from the French Six Cities Study. BMC Public Health 2015, 15,
993. [CrossRef] [PubMed]

53. Amélie, K.; Sophie, B.D.T. Sugar-Sweetened Beverages and Obesity among Children and Adolescents:
A Review of Systematic Literature Reviews. Child. Obes. 2015, 11, 338–346.

54. Imamura, F.; O’Connor, L.; Ye, Z.; Mursu, J.; Hayashino, Y.; Bhupathiraju, S.N.; Forouhi, N.G. Consumption
of sugar sweetened beverages, artificially sweetened beverages, and fruit juice and incidence of type 2
diabetes: Systematic review, meta-analysis, and estimation of population attributable fraction. BMJ 2015,
351. [CrossRef] [PubMed]

55. Dykstra, H.; Davey, A.; Fisher, J.O.; Polonsky, H.; Sherman, S.; Abel, M.L.; Dale, L.C.; Foster, G.D.;
Bauer, K.W. Breakfast-Skipping and Selecting Low-Nutritional-Quality Foods for Breakfast Are Common
among Low-Income Urban Children, Regardless of Food Security Status. J. Nutr. 2016, 146, 630–636.
[CrossRef]

56. Darmon, N.; Drewnowski, A. Contribution of food prices and diet cost to socioeconomic disparities in diet
quality and health: A systematic review and analysis. Nutr. Rev. 2015, 73, 643–660. [CrossRef] [PubMed]

57. Chatzi, L.; Apostolaki, G.; Bibakis, I.; Skypala, I.; Bibaki-Liakou, V.; Tzanakis, N.; Kogevinas, M.; Cullinan, P.
Protective effect of fruits, vegetables and the Mediterranean diet on asthma and allergies among children in
Crete. Thorax 2007, 62, 677–683. [CrossRef]

58. DeChristopher, L.R.; Uribarri, J.; Tucker, K.L. Intakes of apple juice, fruit drinks and soda are associated with
prevalent asthma in US children aged 2–9 years. Public Health Nutr. 2016, 19, 123–130. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

https://www.cdc.gov/growthcharts/clinical_charts.htm
http://dx.doi.org/10.1038/ijo.2010.222
http://dx.doi.org/10.1111/j.1740-8709.2012.00446.x
https://www.cdc.gov/nchs/data/hestat/obesity_child_13_14/obesity_child_13_14.htm
https://www.cdc.gov/nchs/data/hestat/obesity_child_13_14/obesity_child_13_14.htm
http://dx.doi.org/10.1038/oby.2012.5
http://dx.doi.org/10.3945/ajcn.112.045377
http://dx.doi.org/10.1186/s12889-015-2320-2
http://www.ncbi.nlm.nih.gov/pubmed/26423141
http://dx.doi.org/10.1136/bmj.h3576
http://www.ncbi.nlm.nih.gov/pubmed/26199070
http://dx.doi.org/10.3945/jn.115.225516
http://dx.doi.org/10.1093/nutrit/nuv027
http://www.ncbi.nlm.nih.gov/pubmed/26307238
http://dx.doi.org/10.1136/thx.2006.069419
http://dx.doi.org/10.1017/S1368980015000865
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Participants 
	Measures 
	Demographic Information 
	Asthma Diagnosis/Persistent Severity Status 
	Asthma Control 
	Anthropometrics 
	Dietary Intake 
	Statistical Analysis 

	Results 
	Discussion 
	References

