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Abstract

Importance

Asthma is a multifactorial disease composed of endotypes with varying risk profiles and out-

comes. African Americans experience a high burden of asthma and of psychosocial stress,

including racial discrimination. It is unknown which endotypes of asthma are vulnerable to

racial/ethnic discrimination.

Objective

We examined the association between self-reported racial/ethnic discrimination and bron-

chodilator response (BDR) among African American youth with asthma ages 8 to 21 years

(n = 576) and whether this association varies with tumor necrosis factor alpha (TNF-α) level.

Materials and methods

Self-reported racial/ethnic discrimination was assessed by a modified Experiences of Dis-

crimination questionnaire as none or any. Using spirometry, BDR was specified as the

mean percentage change in forced expiratory volume in one second before and after albute-

rol administration. TNF-α was specified as high/low levels based on our study population

mean. Linear regression was used to examine the association between self-reported racial/

ethnic discrimination and BDR adjusted for selected characteristics. An interaction term

between TNF-α levels and self-reported racial/ethnic discrimination was tested in the final

model.
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Results

Almost half of participants (48.8%) reported racial/ethnic discrimination. The mean percent

BDR was higher among participants reporting racial/ethnic discrimination than among those

who did not (10.8 versus 8.9, p = 0.006). After adjustment, participants reporting racial/eth-

nic discrimination had a 1.7 (95% CI: 0.36–3.03) higher BDR mean than those not reporting

racial/ethnic discrimination. However, we found heterogeneity of this association according

to TNF-α levels (p-interaction = 0.040): Among individuals with TNF-α high level only, we

observed a 2.78 higher BDR mean among those reporting racial/ethnic discrimination com-

pared with those not reporting racial/ethnic discrimination (95%CI: 0.79–4.77).

Conclusions

We found BDR to be increased in participants reporting racial/ethnic discrimination and this

association was limited to African American youth with TNF-α high asthma, an endotype

thought to be resistant to traditional asthma medications. These results support screening

for racial/ethnic discrimination in those with asthma as it may reclassify disease

pathogenesis.

Introduction

Despite asthma prevalence variation according to sex over the life course, African Americans

have one of the highest asthma prevalence and mortality rates in the U.S.[1] Overall, African

American children experience higher prevalence of asthma (11.2%) than non-Hispanic whites

(7.7%). This is also true for asthma mortality (0.23 per 1000 individuals in African Americans

versus 0.13 per 1000 individuals in non-Hispanic whites) [1]. While there are well known risk

factors for these disparities, psychosocial stress [2], including experiences of racial/ethnic dis-

crimination [3], seems to be surfacing as an important risk factor. Experiences of racial dis-

crimination are biased treatment associated with individual characteristics such as skin color

[4]. A high proportion of minority youth (up to 88%) have reported experiencing racial dis-

crimination [5].

However, the response to psychosocial stress is inconsistent [6,7] and, similarly, may also

vary with experiences of racial/ethnic discrimination as the result of the heterogeneous nature

of asthma. Asthma is no longer thought of as a single disease, but as a disorder composed of

distinct types with varying pathophysiology. These varying types are endotypes of asthma and

are thought to reflect a particular biologic mechanism linked to specific health outcomes such

as inhaled corticosteroid response and frequent exacerbations [8]. Consequently, experiences

of racial/ethnic discrimination may affect asthma outcomes differently according to these

asthma endotypes.

A commonly used outcome of asthma is bronchodilator response (BDR), which aids in

diagnosis [9], to assess responsiveness to inhaled corticosteroids, and as a predictor of future

lung function [10]. Previous research has shown that a BDR� 10% is associated with poor

asthma control. Therefore, BDR is thought to be useful as a clinical tool to identify individuals

at risk of poor asthma outcomes. Youth who experience racial/ethnic discrimination tend to

have poor asthma control [3,11,12]. Thus, it is important to measure and assess the effects of

discriminatory experiences related to race and/or ethnicity on BDR.

Racial/ethnic discrimination and drug response in youth with asthma
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For this study, we focused on a moderate-to-severe asthma endotype that is neutrophilic

and is associated with up-regulation of Tumor Necrosis Factor Alpha (TNF-α) [13]. This

asthma endotype is characterized as having lower lung function [14]. It has been previously

showed that even within a moderate-to-severe asthma group, a subgroup characterized by ele-

vated TNF-α had higher reports of symptoms and excessive health care use compared to those

with lower TNF-α [15]. Even within one endotype of asthma there are overlapping mecha-

nisms [16], and thus, individuals may respond differently to the same trigger, including racial/

ethnic discriminatory experiences.

Objective: We aimed to examine the association of self-reported racial/ethnic discrimina-

tion with BDR to albuterol among youth and whether this association varies with TNF-α
levels.

Materials and methods

Study population

Participants for this study were enrolled through the Study of African Americans, Asthma,

Genes & Environments (SAGE II) between 2008 and 2014. This parent study is a case-control

study designed to examine the complex genetic and socio-environmental contributors to

asthma prevalence, control and severity among minority children and adolescents. The SAGE

II study recruited African American youth with and without asthma aged 8–21 years of age

from urban regions in the San Francisco Bay Area. Asthma was defined as physician diagnosis

and report of symptoms and medication use within the two years prior to recruitment [9]. To

be eligible for the study, the survey respondent (participants <16 years old) or participant

(�16 years old) must have self-identified the parents and all four grandparents of the partici-

pant as African American. Those in the third trimester of pregnancy, a�10 pack-year

smoking history, and current smokers were not eligible (S1 Table). All parents/participants

provided appropriate written consent/assent. The University of California, San Francisco and

each study site institutional review board (IRB) approved the SAGE II protocol (UCSF-IRB#

10–02877, Reference#155745).

Assessment of self-reported racial/ethnic discrimination

Trained interviewers administered comprehensive questionnaires to the parents/caretakers of

the participants to collect socio-demographic information, medical histories, and environmen-

tal exposure-related information. Interviewers were recruited from the same communities of

potential participants and trained on respectively ascertaining sensitive information through

questionnaires, spirometry, and biospecimen collection. The primary exposure for this analy-

sis was self-reported racial/ethnic discrimination, ascertained using the Experiences of Dis-

crimination (EOD) Questionnaire [17]. Consistent with a previous study [3], we included

questions pertaining to our population: Have you ever experienced discrimination, been pre-

vented from doing something, or been hassled or made to feel inferior, in any of the following

situations because of your race, ethnicity, color, or language? (1) At School; (2) Getting medi-

cal care; (3) Getting services in a store or restaurant; and (4) On the street or in a public setting;

with choice for each question of Yes or No. Experiences of discrimination were specified as

none or any (affirmative answer to at least one situation).

Assessment of biomarkers

Biomarkers were measured in stored frozen (-80˚C) plasma specimens with storage times

ranging from 3.1–9.5 years. Specimens were stored in multiple aliquots to minimize freeze-

Racial/ethnic discrimination and drug response in youth with asthma
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thaw cycle. TNF-α has been shown to remain stable over prolonged storage periods [18].

TNF-α was measured using a Magnetic Luminex Performance Assay from R&D systems in

duplicate (n = 29) or triplicate form (n = 4). We excluded 16 individuals with failed assay

(n = 5) or >10% variation in duplicate/triplicate value (n = 11). For individuals with x-10%

variation in measured values (n = 8), we randomly selected one duplicate value to include as

the measured value. Averages of remaining duplicate/triplicate values were used to determine

the final measured TNF-α level for each individual. Storage time of TNF-α was added as a

covariate and calculated based on date of recruitment and biomarker processing time. Consis-

tent with previous studies [19,20], we classified individuals as TNF-α high and low based on

being above or below our study population mean of 1.42 pg/ml.

Covariates

Informed by previous studies, age [1], sex [21], in utero smoke exposure [22] (i.e., maternal

smoking during pregnancy), socioeconomic status [23], body mass index (BMI) [24], early life

exposure to daycare [25], and African ancestry [26] were considered as potential confounders.

We used maternal educational attainment as a stable measure of socioeconomic status [3]

and categorized as less than high school graduate, high school graduate, and some college or

greater. Body mass index (BMI) was specified as BMI percentiles obtained using sex- and age-

specific growth curves [27]. Estimates of African ancestry were obtained for each participant

using an unsupervised analysis in ADMIXTURE assuming three ancestral populations. We

used reference haplotypes from European and African individuals from HapMap phase II

[28].

For this analysis, we included a measurement of baseline lung function and the report of

asthma controller medications. Baseline lung function was measured using spirometry per

American Thoracic Society guidelines. We used an individual’s percent of predicted force

expiratory volume per one second (FEV1) measurement with a cutoff of 80%. The brief medi-

cation questionnaire [29] was used to ascertain reported controller medications use to ascer-

tain asthma control. The National Heart, Lung, and Blood Institute’s (NHLBI) definition of

asthma control is a composite score and the accepted standard to measure control [9]. Asthma

control was derived from information collected through a modified version of the 1978 Ameri-

can Thoracic Society–Division of Lung Diseases Epidemiology Questionnaire [30] on symp-

toms, nighttime awakening, interferences with normal activities, and rescue medication use

during the week prior to participant recruitment and interview and lung function measure-

ments. Asthma control was defined for our analysis purposes as Controlled, Partially Con-

trolled, or Poorly Controlled [3,22,25]. Controller medication use was defined as the report of

inhaled corticosteroid, leukotriene inhibitor, or long-acting-beta agonist in the two weeks

prior to recruitment. Finally, recruitment site was also considered as a covariate.

Pulmonary function measures and bronchodilator response

The primary outcome for this study was maximal BDR to albuterol. All asthma medications

were held for 12 hours before spirometry. Per the American Thoracic Society recommenda-

tions, pulmonary function was measured before albuterol administration and then repeated 15

minutes after administration of four puffs of albuterol (90 μg per puff) [31]. Spirometry was

repeated a third time after a second dosage of albuterol (two puffs if< 16 years old or four

puffs if� 16 years old) [32]. We assessed the maximal BDR as the mean percentage change in

measured FEV1 before and after albuterol administration, using the post-albuterol spirometry

with the maximal change. For analytical purposes, BDR was specified as a continuous variable.

Racial/ethnic discrimination and drug response in youth with asthma
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By 2014, there were 1009 eligible participants with asthma and stored biospecimens in

SAGE II. Participants were excluded from the analysis if they were missing self-reported

racial/ethnic discrimination questions (n = 194), variables related to SES (n = 20), environ-

mental exposure data (daycare attendance and in utero smoke exposure; n = 45), pulmonary

function measures (n = 69), or had inconclusive or missing TNF-α measurements (n = 83), or

other covariate information (n = 22). These exclusions yielded an analytical sample size of 576.

When comparing records for excluded and included participants, excluded participants were

older (14.5 versus 13.5 years, p = 0.008), more likely to report in utero tobacco smoke exposure

(24.1 versus 18.6%, p = 0.034), and less likely to have mothers with higher education (50.7 ver-

sus 60.9%, p< 0.001).

Statistical analysis

Descriptive statistics for cases according to reports of self-reported racial/ethnic discrimina-

tion were calculated. Significance differences and associations were determined using Student

t-test and Kruskal-Wallis test according to whether continuous variables were normally dis-

tributed or not, respectively, and chi-square tests for categorical variables. Covariates associ-

ated with BDR (p< 0.2) were included in the final model. We used linear regression to

estimate the association between self-reported racial/ethnic discrimination and BDR before

and after controlling for selected covariates. To determine whether this association varies with

TNF-α level, an interaction term between self-reported racial/ethnic discrimination and TNF-

α was tested in the final model. Significance for main effects was determined at 0.05 and for

interaction terms at 0.10. All analyses were conducted with R 3.1.2 [33].

Results

Baseline study characteristics

Selected characteristics of participants according to self-reported racial/ethnic discrimina-

tion are displayed in Table 1. Almost half (48.8%) of our participants reported experiences

of racial/ethnic discrimination in any setting at some point in their life. When compared

with youth who do not report experiencing racial/ethnic discrimination, participants with

self-reported experiences of racial/ethnic discrimination were older (median age 15.4

versus 12.1 years, p < 0.001), more likely to be exposed to in utero smoke (22.1 versus

15.3%, p-value = 0.036) and had mothers with higher levels of educational attainment com-

pared with those who did not reported racial/ethnic discrimination (67.3 versus 54.9%,

p-value = 0.008). Participants who reported racial/ethnic discrimination were more likely

to have very poorly controlled asthma (50.2 versus 33.9%; p < 0.001). Moreover, the

mean percent BDR was higher among those reporting racial/ethnic discrimination (10.8,

SD 9.8) than among those not reporting racial/ethnic discrimination (8.9, SD 7.8;

p = 0.006). There was no association between TNF-α and self-reported racial/ethnic

discrimination.

Bronchodilator response and self-reported racial/ethnic discrimination

Participants who reported any racial/ethnic discrimination had a 1.7 (95%CI 0.36–3.03)

greater mean percent BDR compared with children not reporting racial/ethnic discrimination

after adjusting for sex, age, maternal education, recruitment center, in utero smoke exposure,

daycare attendance, baseline lung function, controller medication use, African ancestry, TNF-

α mean, and biomarker storage time (Table 2). However, a significant heterogeneity of this

Racial/ethnic discrimination and drug response in youth with asthma

PLOS ONE | https://doi.org/10.1371/journal.pone.0179091 June 13, 2017 5 / 13

https://doi.org/10.1371/journal.pone.0179091


association was observed according to TNF-α status (High/Low; p-interaction = 0.040). For

participants in the TNF-α high group, those reporting racial/ethnic discrimination had a 2.78

(95%CI: 0.79–4.77) greater mean percent BDR to albuterol than those not reporting racial/eth-

nic discrimination. This association was not observed among those in the TNF-α low group

(S1 Fig). Selected characteristics of participants with TNF-α high and low asthma are reported

in the supplement and displayed in S2 Table.

Table 1. Selected characteristics of participants with asthma according to self-reported racial/ethnic

discrimination in SAGE II (2006–2014).

Characteristic Racial/ethnic Discriminationa

None Any

No. (%)b No. (%)b p -value

Prevalence 295 (51.2) 281 (48.8)

Age, median (IQR) 12.1 (4.8) 15.4 (5.5) < 0.001

Sex, male 160 (54.2) 151 (53.7) 0.904

Tobacco Exposure

Current 82 (28.4) 88 (31.5) 0.410

In-Utero 45 (15.3) 62 (22.1) 0.036

Daycare Attendance

Yes 204 (69.2) 208 (74.0) 0.196

No 91 (30.8) 73 (26.0)

Education Levelc

Some HS 35 (11.9) 32 (11.4) 0.008

HS Graduate 98 (33.2) 60 (21.4)

Some College 162 (54.9) 189 (67.3)

%African Ancestry, mean (SD) 77.3 (12.7) 78.9 (11.0) 0.298

Atopy

None 104 (35.9) 106 (38.0) 0.976

Rhinitis or Eczema 119 (41.0) 102 (36.6)

Both 67 (23.1) 71 (25.4)

Asthma Control

Controlled 110 (37.3) 59 (21.0) < 0.001

Not well Controlled 85 (28.8) 81 (28.8)

Very Poorly Controlled 100 (33.9) 141 (50.2)

Controller medication use

No 178 (60.3) 190 (67.6) 0.069

Yes 117 (40.0) 91 (32.4)

TNF-α level

High 142 (48.1) 136 (48.4) 0.950

Low 153 (51.9) 145 (51.6)

% Bronchodilator Response, mean (SD) 8.9 (7.8) 10.8 (9.4) 0.006

Definition of Abbreviations: HS = high school, SAGEII = Study of African Americans, Asthma, Genes and

Environment, SES = socioeconomic status
a Racial/ethnic discrimination was categorized as None (negative answer to all 4 situations) or Any

(affirmative answer to one or more situations)
bValues are reported as numbers (percentages) unless otherwise specified
cRefers to the education level of the participant’s mother

https://doi.org/10.1371/journal.pone.0179091.t001
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Discussion

In this study, we observed an association between self-reported racial/ethnic discrimination

and mean BDR. However, the significant increased mean BDR with those self-reporting

racial/ethnic discrimination was observed only among participants in the TNF-α high group.

Our results corroborated previous studies suggesting that self-reported racial/ethnic discrimi-

nation as a psychosocial stressor may affect health in youth, including asthma outcomes

[2,3,12]. In contrast to a previous study which showed that psychosocial stress reduces BDR

[34], we observed an increase in BDR in participants with reports of self-reported racial/ethnic

discrimination and TNF-α high level. This supports the theory that asthma is heterogeneous

and that this heterogeneity extends to the endotypes already identified, such as TNF-α asthma

[16].

Our study shows that screening for experiences of racial/ethnic discrimination, as a type of

psychosocial stress, may be important among those with moderate-severe asthma. This is clini-

cally relevant as different treatments or interventions may be applied to this difficult to control

group. There is evidence that adjunct socio-behavioral interventions to traditional asthma

management improve outcomes [35]; however, these interventions are perceived as time and

labor intensive. By identifying a risk factor profile that includes measures of racial/ethnic dis-

criminatory experiences and inflammatory biomarkers, we may be better able to screen and

identify individuals who are most susceptible to this type of psychosocial stress, and thus,

more likely to benefit from such therapy. In addition, identification of such profile provides

illumination on the various biological mechanisms to the development of TNF-α high asthma.

The different responses to medication among individuals thought to represent one endo-

type of asthma generate speculation on mechanisms for the various asthma endotypes

[8,36,37]. One pathway may involve inflammatory and neuro-endocrine mechanisms that lead

to different asthma endotypes [38]. These pathways may explain the variation in response to

stress brought on by childhood upbringing, environment, genetics and race/ethnicity. Bio-

markers of stress involved in systemic inflammation, such as TNF-α, have been shown to be

elevated in acute asthma exacerbations in comparison to individuals with well controlled

asthma [39]. Additionally, individuals reporting racial/ethnic discrimination have been shown

to have elevated levels of cytokines, including TNF-α, compared with those not reporting

racial/ethnic discrimination [40]. In asthma, psychosocial stress secondary to experiences of

racial/ethnic discrimination may enhance airway inflammation by modulating immune cell

function through hormonal pathways [38,41]. One mouse model shows how social stress

potentially alters lung function: stress led to increased levels of TNF-α and decreased drug

Table 2. Mean difference in bronchodilator responsea and 95% CI for reports of racial/ethnic discrimination and according to TNF-α status for

SAGE II participants with asthma (2006–2014).

TNF-α Statusc

Adjustedb Lowb Highb

Racial/ethnic Discrimination

Never 0 0 0

Any 1.70 (0.36, 3.03) 0.78 (-1.07, 2.63) 2.78 (0.79, 4.77)

a Bronchodilator response: mean percentage change in measured FEV1 before and after albuterol administration, using the post-albuterol spirometry with

the maximal change.
bAdjusted for sex, age, maternal education, recruitment center, in utero smoke exposure, daycare attendance, baseline lung function, controller medication

use, African ancestry, TNF-α mean, and biomarker storage time.
cP-interaction = 0.04

https://doi.org/10.1371/journal.pone.0179091.t002

Racial/ethnic discrimination and drug response in youth with asthma

PLOS ONE | https://doi.org/10.1371/journal.pone.0179091 June 13, 2017 7 / 13

https://doi.org/10.1371/journal.pone.0179091.t002
https://doi.org/10.1371/journal.pone.0179091


response to inhaled corticosteroids [41]. A similar pathway has been described for TNF-α-

high-asthma, which has been known to be severe and non-responsive to asthma medications

[15].

Unmeasured factors related to discriminatory experiences may account for some of the

association seen with bronchodilator response. Individuals experiencing racial/ethnic discrim-

ination are likely to be from communities that are marginalized and the most affected by struc-

tural racism. This includes living in areas exposed to higher levels of indoor and outdoor air

pollution, substandard housing, and exposure to community violence; all factors that are also

associated with segregated neighborhoods and associated socioeconomic disadvantages. In

fact, racial segregation has been independently shown to be a fundamental cause of health dis-

parities in health [42], including asthma.[43]

There are several other limitations in the study. First, the cross-sectional design of our

study limits our ability to identify causal relationships or reverse causation between our expo-

sure and outcome. We are unable to determine if the observed relationship between asthma

and reports of racial/ethnic discrimination is actually the result of asthma itself as a socially

stigmatized status [44,45]. Second, we observed that the response to albuterol varied greatly in

our study population and ranged from -10% (a negative response) to 105% increase from the

pre-albuterol FEV1. This variability in bronchodilator response is common [46] and similar

to what has been observed in other study populations [34]. Our findings of increased broncho-

dilator response in those with high TNF-α high asthma plus self-reported racial/ethnic dis-

crimination should be taken in this context. While the exclusion of outliers (those with

bronchodilator responses greater than 60%) reduces the standard deviations, similar results to

the ones we presented here were observed, suggesting the association between BDR and

reports of racial/ethnic discrimination were not influenced or driven by the outliers. Third,

because asthma is an inflammatory disease, TNF-α, a marker of inflammation may be elevated

in youth with asthma as a result of the underlying disease and altered by controller medica-

tions, which have anti-inflammatory properties. Our analyses included controller medication

use and a marker of lung function severity as covariates to help address these issues. Fourth,

we excluded 433 participants due to missing data mostly for discrimination measures, pulmo-

nary function measures, or TNF-α measurements. However, participants were selected based

on disease status and not on reports of racial/ethnic discrimination and/or spirometry mea-

sures, and thus, it is unlikely that these exclusions have biased our results. Finally, the discrimi-

nation questionnaire tool we used has been validated in adults, but not in children. Despite

this limitation, the questions we included overlap with those previously used in instruments

validated for children [5,47]. In addition, we previously found that racial/ethnic discrimina-

tion, ascertained using these questions, was associated with asthma related outcomes in a pedi-

atric population [3]. Despite these limitations, these data were obtained from a well conducted

case control study [3] collecting a wide breadth of sociodemographic, medical history and

environmental exposure data.

Future studies should aim for the development of an advanced tool to assess experiences of

racial/ethnic discrimination and other psychosocial stressors in youth. Furthermore, studies

addressing discrimination across the lifespan could give better insight to how asthma out-

comes change based on acute versus chronic psychosocial stressor exposure and allow inter-

ventions to take place with follow up to examine changes in asthma outcomes. Finally, other

asthma endotypes such as atopic asthma and obese asthma would be worth examining to

observe their response to racial/ethnic discrimination as a form of psychosocial stress.

Strengthening risk profiling abilities will allow health care providers to identify those at highest

risk and intervene earlier in children’s lives, when they are most susceptible to social stress.
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Conclusions

Our study confirms previous findings that psychosocial stress impacts asthma outcomes in

children [2,3]. We found BDR to be increased in participants who self-reported racial/ethnic

discrimination with this increase being greater among African American youth with TNF-α
high asthma, an asthma type thought to be resistant to traditional asthma medications. This

finding is clinically important, as those who are at risk of poor asthma outcomes and were pre-

viously thought to be unresponsive to asthma medications [15] may actually be responsive and

benefit from adjunct behavioral and/or environmental interventions. These results support the

need to screen for racial/ethnic discriminatory experiences among those with moderate-severe

asthma as it may help to reclassify asthma type and identify more precise treatments for high-

risk population.
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Bastidas-Ramı́rez BE, et al. Establishment of a cut-point value of serum TNF-alpha levels in the meta-

bolic syndrome. J Clin Lab Anal [Internet]. 2009; 23(1):51–6. Available from: http://www.ncbi.nlm.nih.

gov/pubmed/19140212 https://doi.org/10.1002/jcla.20289 PMID: 19140212

20. Silvestri M, Bontempelli M, Giacomelli M, Malerba M, Rossi G a, Di Stefano a, et al. High serum levels

of tumour necrosis factor-alpha and interleukin-8 in severe asthma: markers of systemic inflammation?

Clin Exp Allergy. 2006; 36(11):1373–81. https://doi.org/10.1111/j.1365-2222.2006.02502.x PMID:

17083347

21. Almqvist C, Worm M, Leynaert B. Impact of gender on asthma in childhood and adolescence: a

GA2LEN review. Allergy [Internet]. 2007/09/08. 2008; 63(1):47–57. Available from: http://www.ncbi.

nlm.nih.gov/pubmed/17822448 https://doi.org/10.1111/j.1398-9995.2007.01524.x PMID: 17822448

22. Oh SS, Tcheurekdjian H, Roth L a, Nguyen E a, Sen S, Galanter JM, et al. Effect of secondhand smoke

on asthma control among black and Latino children. J Allergy Clin Immunol. 2012 Jun; 129(6d):1478–

83.e7.

23. Dubow EF, Boxer P, Huesmann LR. Long-term Effects of Parents’ Education on Children’s Educational

and Occupational Success: Mediation by Family Interactions, Child Aggression, and Teenage Aspira-

tions. Merrill Palmer Q (Wayne State Univ Press) [Internet]. 2009; 55(3):224–49. Available from: http://

www.ncbi.nlm.nih.gov/pubmed/20390050%5Cnhttp://www.pubmedcentral.nih.gov/articlerender.fcgi?

artid=PMC2853053

24. Ogden CL, Lamb MM, Carroll MD, Flegal KM. Obesity and socioeconomic status in children and adoles-

cents: United States, 2005–2008 [Internet]. Vol. 127, NCHS data brief. 2010. Available from: http://

www.ncbi.nlm.nih.gov/pubmed/21211166

Racial/ethnic discrimination and drug response in youth with asthma

PLOS ONE | https://doi.org/10.1371/journal.pone.0179091 June 13, 2017 11 / 13

http://www.jacionline.org/article/S0091-6749(14)01578-4/pdf
http://www.jacionline.org/article/S0091-6749(14)01578-4/pdf
https://doi.org/10.1016/j.jaci.2014.10.036
http://www.ncbi.nlm.nih.gov/pubmed/25498790
https://doi.org/10.1164/rccm.201504-0763PP
http://www.ncbi.nlm.nih.gov/pubmed/26161792
https://doi.org/10.1016/j.jaci.2006.01.050
http://www.ncbi.nlm.nih.gov/pubmed/16750985
http://www.ncbi.nlm.nih.gov/pubmed/23455872
https://doi.org/10.1177/1367493512456109
http://www.ncbi.nlm.nih.gov/pubmed/23455872
https://doi.org/10.1093/jpepsy/jsl050
http://www.ncbi.nlm.nih.gov/pubmed/17218338
http://www.ncbi.nlm.nih.gov/pubmed/22561835
https://doi.org/10.1038/nm.2678
https://doi.org/10.1038/nm.2678
http://www.ncbi.nlm.nih.gov/pubmed/22561835
https://doi.org/10.1067/mai.2001.119411
http://www.ncbi.nlm.nih.gov/pubmed/11692100
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4461527/pdf/nihms-660308.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4461527/pdf/nihms-660308.pdf
http://graphics.tx.ovid.com/ovftpdfs/FPDDNCGCECMCFF00/fs046/ovft/live/gv025/00130832/00130832-201504000-00010.pdf
http://graphics.tx.ovid.com/ovftpdfs/FPDDNCGCECMCFF00/fs046/ovft/live/gv025/00130832/00130832-201504000-00010.pdf
http://graphics.tx.ovid.com/ovftpdfs/FPDDNCGCECMCFF00/fs046/ovft/live/gv025/00130832/00130832-201504000-00010.pdf
https://doi.org/10.1097/ACI.0000000000000148
http://www.ncbi.nlm.nih.gov/pubmed/25961390
https://doi.org/10.1016/j.socscimed.2005.03.006
http://www.ncbi.nlm.nih.gov/pubmed/16005789
http://www.tandfonline.com/doi/full/10.3109/13547500903340570
http://www.tandfonline.com/doi/full/10.3109/13547500903340570
http://www.ncbi.nlm.nih.gov/pubmed/19140212
http://www.ncbi.nlm.nih.gov/pubmed/19140212
https://doi.org/10.1002/jcla.20289
http://www.ncbi.nlm.nih.gov/pubmed/19140212
https://doi.org/10.1111/j.1365-2222.2006.02502.x
http://www.ncbi.nlm.nih.gov/pubmed/17083347
http://www.ncbi.nlm.nih.gov/pubmed/17822448
http://www.ncbi.nlm.nih.gov/pubmed/17822448
https://doi.org/10.1111/j.1398-9995.2007.01524.x
http://www.ncbi.nlm.nih.gov/pubmed/17822448
http://www.ncbi.nlm.nih.gov/pubmed/20390050%5Cnhttp://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=PMC2853053
http://www.ncbi.nlm.nih.gov/pubmed/20390050%5Cnhttp://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=PMC2853053
http://www.ncbi.nlm.nih.gov/pubmed/20390050%5Cnhttp://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=PMC2853053
http://www.ncbi.nlm.nih.gov/pubmed/21211166
http://www.ncbi.nlm.nih.gov/pubmed/21211166
https://doi.org/10.1371/journal.pone.0179091


25. Thakur N, Martin M, Castellanos E, Oh SS, Roth LA, Eng C, et al. Socioeconomic status and asthma

control in African American youth in SAGE II. J Asthma [Internet]. 2014/03/25. 2014; 51(7):720–8. Avail-

able from: http://www.ncbi.nlm.nih.gov/pubmed/24654704 https://doi.org/10.3109/02770903.2014.

905593 PMID: 24654704

26. Kumar R, Seibold MA, Aldrich MC, Williams LK, Reiner AP, Colangelo L, et al. Genetic Ancestry in

Lung-Function Predictions. N Engl J Med [Internet]. 2010 [cited 2017 May 2]; 363(4):321–30. Available

from: http://www.nejm.org/doi/pdf/10.1056/NEJMoa0907897 https://doi.org/10.1056/NEJMoa0907897

PMID: 20647190

27. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, Flegal KM, Guo SS, Wei R, et al. CDC growth charts:

United States. Adv Data [Internet]. 2000; 314(314):1–27. Available from: http://www.ncbi.nlm.nih.gov/

pubmed/11183293

28. Frazer KA, Ballinger DG, Cox DR, Hinds DA, Stuve LL, Gibbs RA, et al. A second generation human

haplotype map of over 3.1 million SNPs. Nature [Internet]. 2007; 449(7164):851–61. Available from:

http://dx.doi.org/10.1038/nature06258 PMID: 17943122

29. Svarstad BL, Chewning BA, Sleath BL, Claesson C. The Brief Medication Questionnaire: a tool for

screening patient adherence and barriers to adherence. Patient Educ Couns. 1999; 37(2):113–24.

PMID: 14528539

30. Ferris B. Epidemiology Standardization Project (American Thoracic Society). Am Rev Respir Dis. 1978;

118(6 Part 2):1–120.

31. American Thoracic Society. Standardization of Spirometry. Am J Respir Crit Care Med. 1995; 152

(3):1107–36. https://doi.org/10.1164/ajrccm.152.3.7663792 PMID: 7663792

32. Pellegrino R, Viegi G, Brusasco V, Crapo RO, Burgos F, Casaburi R, et al. Interpretative strategies for

lung function tests. Eur Respir J. 2005; 26(5):948–68. https://doi.org/10.1183/09031936.05.00035205

PMID: 16264058

33. R Development Core Team. R: A Language and Environment for Statistical Computing. R Found Stat

Comput Vienna Austria [Internet]. 2016;0:{ISBN} 3-900051-07-0. http://www.r-project.org/

34. Brehm JM, Ramratnam SK, Tse SM, Croteau-Chonka DC, Pino-Yanes M, Rosas-Salazar C, et al.

Stress and bronchodilator response in children with asthma. Am J Respir Crit Care Med [Internet]. 2015

[cited 2017 May 2]; 192(1):47–56. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/

PMC4511425/pdf/rccm.201501-0037OC.pdf https://doi.org/10.1164/rccm.201501-0037OC PMID:

25918834

35. McCormick SP, Nezu CM, Nezu AM, Sherman M, Davey A, Collins BN. Coping and social problem

solving correlates of asthma control and quality of life. Chron Respir Dis [Internet]. 2014 [cited 2017

May 2]; 11(1):15–21. Available from: http://journals.sagepub.com/doi/pdf/10.1177/1479972313516878

https://doi.org/10.1177/1479972313516878 PMID: 24431407

36. Anderson GP. Endotyping asthma: new insights into key pathogenic mechanisms in a complex, hetero-

geneous disease. Vol. 372, The Lancet. 2008. p. 1107–19.

37. Douwes J, Gibson P, Pekkanen J, Pearce N. Non-eosinophilic asthma: importance and possible mech-

anisms. Thorax [Internet]. 2002; 57(7):643–8. Available from: http://www.ncbi.nlm.nih.gov/pubmed/

12096210%5Cnhttp://www.ncbi.nlm.nih.gov/pmc/articles/PMC1746367/pdf/v057p00643.pdf https://

doi.org/10.1136/thorax.57.7.643 PMID: 12096210

38. Haczku A, Panettieri R a. Social stress and asthma: the role of corticosteroid insensitivity. J Allergy Clin

Immunol. 2010 Mar; 125(3):550–8. https://doi.org/10.1016/j.jaci.2009.11.005 PMID: 20153032

39. Tillie-Leblond I, Pugin J, Marquette CH, Lamblin C, Saulnier F, Brichet A, et al. Balance between proin-

flammatory cytokines and their inhibitors in bronchial lavage from patients with status asthmaticus. Am

J Respir Crit Care Med [Internet]. 1999 Feb [cited 2017 May 2]; 159(2):487–94. Available from: http://

www.atsjournals.org/doi/abs/10.1164/ajrccm.159.2.9805115 https://doi.org/10.1164/ajrccm.159.2.

9805115 PMID: 9927362

40. Brody GH, Yu T, Miller GE, Chen E. Discrimination, Racial Identity, and Cytokine Levels Among African

American Adolescents. [cited 2017 May 2]; Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/

PMC4409660/pdf/nihms668456.pdf

41. Bailey MT, Kierstein S, Sharma S, Spaits M, Kinsey SG, Tliba O, et al. Social stress enhances allergen-

induced airway inflammation in mice and inhibits corticosteroid responsiveness of cytokine production.

J Immunol. 2009 Jun; 182(12):7888–96. https://doi.org/10.4049/jimmunol.0800891 PMID: 19494313

42. Williams DR, Collins C. Racial residential segregation: a fundamental cause of racial disparities in

health. Public Health Rep [Internet]. 2001 [cited 2017 May 2]; 116(5):404–16. Available from: http://

www.ncbi.nlm.nih.gov/pubmed/12042604 https://doi.org/10.1093/phr/116.5.404 PMID: 12042604

43. Williams DR, Mohammed S a, Leavell J, Collins C. Race, socioeconomic status, and health: complexi-

ties, ongoing challenges, and research opportunities. Ann N Y Acad Sci. 2010 Feb; 1186:69–101.

https://doi.org/10.1111/j.1749-6632.2009.05339.x PMID: 20201869

Racial/ethnic discrimination and drug response in youth with asthma

PLOS ONE | https://doi.org/10.1371/journal.pone.0179091 June 13, 2017 12 / 13

http://www.ncbi.nlm.nih.gov/pubmed/24654704
https://doi.org/10.3109/02770903.2014.905593
https://doi.org/10.3109/02770903.2014.905593
http://www.ncbi.nlm.nih.gov/pubmed/24654704
http://www.nejm.org/doi/pdf/10.1056/NEJMoa0907897
https://doi.org/10.1056/NEJMoa0907897
http://www.ncbi.nlm.nih.gov/pubmed/20647190
http://www.ncbi.nlm.nih.gov/pubmed/11183293
http://www.ncbi.nlm.nih.gov/pubmed/11183293
http://dx.doi.org/10.1038/nature06258
http://www.ncbi.nlm.nih.gov/pubmed/17943122
http://www.ncbi.nlm.nih.gov/pubmed/14528539
https://doi.org/10.1164/ajrccm.152.3.7663792
http://www.ncbi.nlm.nih.gov/pubmed/7663792
https://doi.org/10.1183/09031936.05.00035205
http://www.ncbi.nlm.nih.gov/pubmed/16264058
http://www.r-project.org/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4511425/pdf/rccm.201501-0037OC.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4511425/pdf/rccm.201501-0037OC.pdf
https://doi.org/10.1164/rccm.201501-0037OC
http://www.ncbi.nlm.nih.gov/pubmed/25918834
http://journals.sagepub.com/doi/pdf/10.1177/1479972313516878
https://doi.org/10.1177/1479972313516878
http://www.ncbi.nlm.nih.gov/pubmed/24431407
http://www.ncbi.nlm.nih.gov/pubmed/12096210%5Cnhttp://www.ncbi.nlm.nih.gov/pmc/articles/PMC1746367/pdf/v057p00643.pdf
http://www.ncbi.nlm.nih.gov/pubmed/12096210%5Cnhttp://www.ncbi.nlm.nih.gov/pmc/articles/PMC1746367/pdf/v057p00643.pdf
https://doi.org/10.1136/thorax.57.7.643
https://doi.org/10.1136/thorax.57.7.643
http://www.ncbi.nlm.nih.gov/pubmed/12096210
https://doi.org/10.1016/j.jaci.2009.11.005
http://www.ncbi.nlm.nih.gov/pubmed/20153032
http://www.atsjournals.org/doi/abs/10.1164/ajrccm.159.2.9805115
http://www.atsjournals.org/doi/abs/10.1164/ajrccm.159.2.9805115
https://doi.org/10.1164/ajrccm.159.2.9805115
https://doi.org/10.1164/ajrccm.159.2.9805115
http://www.ncbi.nlm.nih.gov/pubmed/9927362
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4409660/pdf/nihms668456.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4409660/pdf/nihms668456.pdf
https://doi.org/10.4049/jimmunol.0800891
http://www.ncbi.nlm.nih.gov/pubmed/19494313
http://www.ncbi.nlm.nih.gov/pubmed/12042604
http://www.ncbi.nlm.nih.gov/pubmed/12042604
https://doi.org/10.1093/phr/116.5.404
http://www.ncbi.nlm.nih.gov/pubmed/12042604
https://doi.org/10.1111/j.1749-6632.2009.05339.x
http://www.ncbi.nlm.nih.gov/pubmed/20201869
https://doi.org/10.1371/journal.pone.0179091


44. Walker TJ, Reznik M. In-school asthma management and physical activity: children’s perspectives. J

Asthma. 2014 Oct; 51(8):808–13. https://doi.org/10.3109/02770903.2014.920875 PMID: 24796650

45. van Gent R, van Essen-Zandvliet EEM, Klijn P, Brackel HJL, Kimpen JLL, van Der Ent CK. Participation

in daily life of children with asthma. J Asthma. 2008 Nov; 45(9):807–13. https://doi.org/10.1080/

02770900802311477 PMID: 18972300

46. Kerstjens HA, Brand PL, Quanjer PH, van der Bruggen-Bogaarts BA, Koëter GH, Postma DS. Variabil-
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