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Closing the door on social determinants
of health and asthma disparities: Not
so fast

®

To the Editor:

We read with interest the article by Guilbert et al,' which
aims to address the important question of whether racial and
ethnic asthma disparities are caused by differences in social de-
terminants of health. Although asthma disparities research is
critically important, particularly because we have made little
progress in reducing these disparities, there are some methodo-
logic limitations and overinterpretation of the results, which
call for a reevaluation of the study’s conclusions and
implications.

Because the statistically significant differences in measures of
asthma burden between black and white children were not
eliminated by including various factors in statistical models, the
authors concluded that the study “extends the finding of an
increase in asthma burden in black compared with white children
to a phenotype with severe or difficult-to-treat asthma.” The
results of the analyses, however, suggest that a substantial
proportion of differences observed between black and white
children were in fact explained by fairly simplistic measures of

CORRESPONDENCE AND REPLIES 2101

socioeconomic status (SES). For example, adjustment for resi-
dence in an urban area, health insurance type, and median income
in the zip code of residence reduced differences in the exacerba-
tion score by approximately 40%, suggesting that addressing
poverty- and neighborhood-associated factors would reduce the
exacerbation disparity by this amount. This degree of reduction
would dwarf the advances in reducing disparities that have been
made over more than 3 decades!

A second concern is that the measures of SES and
environmental differences were unlikely to capture all relevant
variation by race that has resulted from multigenerational
policies of segregation and racial discrimination. On the one
hand, the experience of what it means to live in an urban core
or neighborhood with a particular level of SES can be quite
different for black and white families, with important
implications for health outcomes.” And, on the other hand,
the measures fail to capture multiple aspects of SES.? For
example, even when comparing blacks and whites with similar
incomes, blacks experience much greater financial and social
hardship, and one study found that these differences in hard-
ship explained approximately 40% of differences in asthma
readmission rates between black and white children.* Not
only were measures of financial and social hardship not
captured in the Guilbert et al study, other factors such as
wealth, health literacy, and direct measures of a host of envi-
ronmental exposures were also not captured. The authors
acknowledge this limitation, but the magnitude of this limita-
tion warrants a reevaluation of the conclusions.

A final important point is the framing of racial and ethnic
differences in the burden of asthma as being confounded by SES
and other factors rather than what mediates racial and ethnic
differences. Focusing on mediation enables us to pay critical
attention to the role that race—including a broad range of
historical antecedents, contemporary policies, and everyday
experiences—plays in the distribution of these factors, which
may in turn catalyze poorer outcomes.”

Although we can all agree with their conclusion that there is
a “high unmet need for this population” and “on the
importance of improving outcomes for black patients with
pediatric asthma,” focus on the biologic factors that underlie
disparities in asthma outcomes obscures the modifiable factors
that help us understand and address a large portion of these
disparities.
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Reply ,')
To the Editor:

We thank Matsui et al' for their interest in our analysis from
The Epidemiology and Natural History of Asthma: Outcomes
and Treatment Regimens (TENOR) observational study.” The ti-
tle, “Closing the Door on Social Determinants of Health and
Asthma Disparities: Not So Fast” implies that our conclusions,
albeit inadvertently, deemphasized the importance of social
determinants in asthma disparities. This was certainly not our
intention. Indeed, despite not being able to fully explain the
black/white differences after accounting for socioeconomic sta-
tus (SES) and other environmental factors as available in the
TENOR database, we described other research that has exam-
ined individual risk factors and neighborhood qualities to deter-
mine the differences. Our general position is that all explorations
to identify modifiable factors that bridge gaps in health out-
comes are important, but we would like to address the specific
concerns.

Matsui et al' state that our analysis suggests that differences
between black and white children were substantially explained
by fairly simplistic measures of SES and our own adjustments
“reduced differences in the exacerbation score by approximately
40%.” Although we agree this is a substantial reduction, and
perhaps should have been more greatly emphasized, asthma con-
trol scores outcome was reduced by only approximately 12% after
adjustment.

We agree that our SES and environmental measures may not
have captured all relevant variation by race. Health literacy and
direct measures of environmental exposures are difficult to
obtain and were not collected in TENOR. However, other robust
measures were used, such as urban core area, geographic region,
income, and insurance coverage. These “traditional” measures
are consistent with previous studies, and additional measures,
including medication adherence, treatment setting, comorbid-
ities, atopic characteristics, and medications, were also exam-
ined. Interestingly, Matsui et al' cite a study examining the effect
of SES and hardship,” which used a less comprehensive assess-
ment of SES (income and caregiver educational attainment) than
our analysis. This study found that nearly half the disparity was
explained by SES and hardships, and stipulated that “additional
factors are also likely to affect and explain residual disparities,”
including genetic impact, and that personalized management
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“may benefit from complementing genetics with a focus on
financial or social hardships....” This reminds us that drivers
of disparities are not mutually exclusive and can be addressed
holistically.

Matsui et al' finally suggest that our choice of “confounders”
was an attempt to reframe social determinants. In our analysis,
confounders were variables that might have alternatively
explained observed differences. We used confounders for no other
reason than it is widely adopted by the epidemiologic literature
rather than the term “mediated” as suggested by Matsui et al.

We maintain that our report provided a comprehensive
assessment of the black/white differences in pediatric severe
asthma in a large cohort of patients within the limits of our data
collection, but still applied a broad array of SES markers and
other extrinsic and intrinsic factors. While acknowledging the
importance of socioeconomic determinants, we suggest that other
determinants may also exist among black children, as previously
noted in black adults.” Our intention was that our final remarks be
appropriately circumspect and reflective of this important possi-
bility.
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