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Abstract
Although our previous GWAS failed to identify SNPs associated with pulmonary function at

the level of genomewide significance, it did show that the heritability for FEV1/FVC was

41.6% in a Japanese population, suggesting that the heritability of pulmonary function traits

can be explained by the additive effects of multiple common SNPs. In addition, our previous

study indicated that pulmonary function genes identified in previous GWASs in non-Japa-

nese populations accounted for 4.3% to 12.0% of the entire estimated heritability of FEV1/

FVC in a Japanese population. Therefore, given that many loci with individual weak effects

may contribute to asthma risk, in this study, we created a quantitative score of genetic load

based on 16 SNPs implicated in lower lung function in both Japanese and non-Japanese

populations. This genetic risk score (GRS) for lower FEV1/FVC was consistently associated

with the onset of asthma (P = 9.6 × 10−4) in 2 independent Japanese populations as well as

with the onset of COPD (P = 0.042). Clustering of asthma patients based on GRS levels

indicated that an increased GRS may be responsible for the development of a particular

phenotype of asthma characterized by early onset, atopy, and severer airflow obstruction.

Introduction
Reduced lung function at birth is a risk factor for asthma at 10 years of age [1]. Recently, genes
implicated in fetal lung development have also been reported to influence asthma susceptibility
and treatment response, supporting the involvement of deregulated lung development in the
early ontogeny of asthma [2]. Adverse factors affecting lung development during fetal life and
early childhood reduce the attainment of maximum lung function and accelerate lung function
decline in adulthood, thereby predisposing individuals to reduced lung function and increased
respiratory morbidity, particularly asthma and COPD, throughout life [3]. We have previously
reported that TSLP gene variants, as a potential susceptibility locus to asthma [4], was

PLOSONE | DOI:10.1371/journal.pone.0145832 January 11, 2016 1 / 11

a11111

OPEN ACCESS

Citation: Yamada H, Masuko H, Yatagai Y,
Sakamoto T, Kaneko Y, Iijima H, et al. (2016) Role of
Lung Function Genes in the Development of Asthma.
PLoS ONE 11(1): e0145832. doi:10.1371/journal.
pone.0145832

Editor: Chunxue Bai, Zhongshan Hospital Fudan
University, CHINA

Received: August 9, 2015

Accepted: December 9, 2015

Published: January 11, 2016

Copyright: © 2016 Yamada et al. This is an open
access article distributed under the terms of the
Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any
medium, provided the original author and source are
credited.

Data Availability Statement: All relevant data are
within the paper and its Supporting Information files.

Funding: The authors have no support or funding to
report.

Competing Interests: The authors have declared
that no competing interests exist.

http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0145832&domain=pdf
http://creativecommons.org/licenses/by/4.0/


associated with lower lung function in healthy individuals, which is also in line with the con-
tention that genetic determinants of lung function influence susceptibility to asthma [5]. In
addition, several cluster analyses of asthmatic patients including ours indicated that lung func-
tion was among the important discriminating factors of the asthma phenotype [6, 7]

To date, genomewide association studies (GWASs) on pulmonary function including pre-
dicted percentage of forced expiratory volume in 1 second (%FEV1) and ratio of forced expira-
tory volume in 1 second to forced vital capacity (FEV1/FVC) have identified a number of risk
loci in multiethnic populations [8–13]. Although our previous GWAS failed to identify SNPs
associated with pulmonary function at the level of genomewide significance in a Japanese pop-
ulation, it did demonstrate that the heritability of pulmonary function can be explained by
additive effects of multiple common SNPs, providing compelling evidence for a strong genetic
influence on FEV1/FVC [14]. Furthermore, our study indicated that lung function genes identi-
fied in previous GWASs in non-Japanese populations accounted for 4.3% to 12.0% of the entire
estimated heritability of FEV1/FVC in a Japanese population. Therefore, in the current study,
we constructed a multi-SNP genetic risk score (GRS) for reduced FEV1/FVC using genotype
information for 16 genes associated with lower FEV1/FVC in a GWAS of Japanese populations
as well as in previous GWASs of non-Japanese populations. In this study, we investigated the
relationship between the onset of asthma and genetic susceptibility to lower lung function as
indicated by a multi-SNP GRS, and also attempted to identify a relevant asthma phenotype
associated with an increased multi-SNP genetic score.

Materials and Methods

Ethics Statement
This study was approved by the Human Genome Analysis and Epidemiology Research Ethics
Committee of the University of Tsukuba and by the Human Genome/Gene Analysis Research
Ethics Review Committees of the Tsukuba Medical Center, RIKEN, and the Hokkaido Univer-
sity School of Medicine. Written informed consent was obtained from each participant in
accordance with institutional requirements and the principles of the Declaration of Helsinki
(IRB approval date: January 31st, 2008; IRB number: 2008-01-31).

Study populations
We defined 3 cohorts. (1) “Tsukuba cohort”: 1364 healthy adults who visited the Tsukuba
Medical Center for an annual health checkup and 578 asthmatic patients from the Tsukuba
University Hospital and its affiliated hospitals [5, 6, 15]. For the Tsukuba cohort, we conducted
GWAS genotyping in 967 healthy adults and 244 asthmatic patients [14, 15]. (2) “Hokkaido
cohort”: 998 healthy adults and 565 asthmatic patients from the Hokkaido University Hospital
and its affiliated hospitals [15, 16]. (3) “COPD cohort”: 562 COPD patients were studied. Of
those, 307 patients were from the Hokkaido University Hospital and its affiliated hospitals
[17]; the other 255 patients were newly recruited at the University of Tsukuba and its affiliated
hospitals. The participants’ characteristics are summarized in S1 Table. The data were pre-
sented as means ± SDs unless otherwise indicated.

Diagnosis criteria for asthma and COPD
Asthma was diagnosed by respiratory physicians according to the American Thoracic Society
criteria [15]. COPD patients were enrolled when they showed chronic irreversible airflow limi-
tation defined by an FEV1/FVC< 70% after the inhalation of a β2-agonist. Patients with
COPD were carefully screened to exclude those with asthma [17]. Patients were also excluded
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if they had other significant respiratory diseases, such as lung cancer, eosinophilic pneumonia,
or pulmonary tuberculosis, on the basis of the questionnaire and chest X-ray results [5, 14, 15]

Pulmonary function data
Spirometry was required in order to meet the criteria established by the Japanese Respiratory
Society (JRS) [18]. For the 1364 healthy adults who visited the Tsukuba Medical Center for an
annual health checkup, pulmonary function was measured using an electronic spirometer
(Autospiro series; Minato Medical Science, Osaka, Japan), as described previously [14, 19].
Briefly, well-trained spirometry technicians continuously monitored the procedure and
reviewed the flow-volume curves to ensure adherence to the standards. Participants performed
up to 3 forced expiratory maneuvers so that acceptable maneuvers could be obtained. Broncho-
dilation was not applied. Annual decline of FEV1 was calculated as previously described [19].
Data for FEV1/FVC were available for all the participants, and data for annual decline of FEV1

were available for 803 nonasthmatic, non-COPD individuals [19].

Genotyping
Two hundred forty-four patients with asthma and 967 nonasthmatic, non-COPD controls
underwent GWAS genotyping [14, 15]. For those individuals without GWAS genotyping (899
asthmatic patients, 562 COPD patients, and 1395 nonasthmatic, non-COPD healthy individu-
als), genotypes for 16 SNPs were defined using the TaqMan allele-specific amplification
method (Applied Biosystems, Foster City, CA, USA), as described previously [4].

Statistical analysis
Considering the presence of allelic heterogeneity and different linkage disequilibrium patterns
according to different ethnicities, 24 genes previously associated with FEV1/FVC with proba-
bility values less than 5.0 x 10−8 (S2 Table) were tested for gene-level replications rather than
for SNP-level replications in Japanese nonasthmatic, non-COPD individuals (N = 967) in the
Tsukuba cohort [14]. We selected a top SNP with the strongest statistical evidence of associa-
tion in each region extending ± 100 kb from each candidate gene for lung function, as
described previously [14]. Because 16 of the 24 genes were nominally associated with FEV1/
FVC in the Japanese nonasthmatic, non-COPD individuals, we used the genotype information
from these 16 genes to calculate the multi-SNP genetic risk score (GRS) for lower FEV1/FVC in
each participant. The GRS, which combines the modest effects of multiple SNPs into a single
variable, is calculated as the weighted sum of the number of high-risk alleles, where the GRS
for person is

GRSi ¼
X16

k¼1

jbkjRAk

GRSi: GRS for individual i
βk: regression coefficient of SNPk as the weight of each risk allele derived from our GWAS

for FEV1/FVC
RAk: number of risk alleles for SNPk (0, 1, or 2)
The score was then divided by the highest risk score multiplied by 100 to rescale the scores

to a range between 0 and 100. We used a linear mixed model (SPSS version 22) to compare the
GRSs of healthy participants and of patients with asthma or COPD. The standardized coeffi-
cient “β” was selected as the weight (instead of, for example, simply counting the number of

Lung Function Genes and Asthma

PLOSONE | DOI:10.1371/journal.pone.0145832 January 11, 2016 3 / 11



risk alleles) because it considers both the expected magnitude and direction of effect of an indi-
vidual SNP.

To estimate the dose effect of a GRS for asthma, using 1143 patients with asthma and 2362
healthy adults, we conducted a Cochran-Armitage trend test for the prevalence of asthmatic
patients according to the different ranges of the GRS using R software (version 3.1.1) [20].

To examine whether the significant association between a GRS and asthma is driven by a
single SNP, the association analysis was repeated by recalculating the GRS after excluding the
genotype information from each of the 16 SNPs (a leave-one-out sensitivity analysis).

To identify distinctive patient characteristics related to an increased GRS level, we applied
k-means cluster analysis to the asthmatic patients by including the GRS as a discriminating
variable. For this cluster analysis, among a total of 1143 asthma patients in the study, 1063
patients with complete data on GRS, age at onset, and %FEV1 were studied. Because several
cluster analyses of asthma including ours showed that age at onset of asthma and %FEV1 were
the most important discriminators for asthma [6], in addition to the GRS, age at onset of
asthma and %FEV1 were intentionally selected for this cluster analysis. Differences in demo-
graphic and clinical characteristics between the resulting clusters were analyzed using ANOVA
for continuous normally distributed variables, chi-squared tests for categorical variables, and
the Kruskal-Wallis test for non-normally distributed variables. Although our previous cluster
analysis identified 6 clusters largely based on age at onset of asthma and %FEV1 [6], in the cur-
rent study, the clustering that resulted in 5 groups was chosen for further analysis because of a
clinical judgment that going from 5 to 6 groups resulted in patient clinical characteristics
becoming more homogeneous rather than more distinct; especially, the number of clusters (k)
that gave the maximum difference in the GRS score among the k clusters was 5 (S3 Fig). Then,
given the 5 distinct clusters, we applied multinomial logistic regression analysis to examine
association of a GRS with each of the 5 asthma clusters, which was adjusted for sex, age, atopy,
smoking index group, and the cohorts.

To explore the biologic pathways related to a GRS, the Gene Relationships Among Impli-
cated Loci (GRAIL) program was applied [21]. Briefly, GRAIL is a text mining tool that identi-
fies nonrandom, evidence-based links between genes using PubMed abstracts. On the basis of
the textual relationships between genes, GRAIL assigns a probability value to each region sug-
gesting its degree of functional connectivity among genes at different loci. As input, we
uploaded 16 SNPs used for the construction of a GRS. The GRAIL algorithm is available online
at https://www.broadinstitute.org/mpg/grail/. We used the VIZ-GRAIL software (http://www.
broadinstitute.org/mpg/grail/vizgrail.html) [22], which was implemented as 2 separate perl
scripts, to visualize the results from the GRAIL analysis with default parameters. To explore
the biologic relevance of a GRS, we also conducted pathway enrichment analysis for FEV1/
FVC using MetaCore™ software (Thomson Reuters, Philadelphia, PA, USA), an integrated soft-
ware suite for functional analysis of all omics data, which connects the inputted SNPs to bio-
logic effect or function to define the biologic relevance of the SNPs to lower lung function. We
uploaded SNPs with probability values less than 0.05 in our GWAS of FEV1/FVC (n = 24,309)
for the enrichment analysis, and we then compared the results of GRAIL and MetaCore™ to
identify possible clues to the molecular events leading to asthma.

Results
Among the 24 genes associated with FEV1/FVC in 6 previous GWASs in non-Japanese popula-
tions, we found that 16 genes were nominally associated with FEV1/FVC in a Japanese non-
asthmatic, non-COPD population (S3 Table). A multi-SNP genetic risk score, or GRS,
calculated on the basis of these 16 SNPs for healthy individuals in the Tsukuba cohort follows a
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normal distribution (S1 Fig). The GRS for lower FEV1/FVC was significantly correlated with
FEV1/FVC in 1364 healthy individuals in the Tsukuba cohort (R2 = 0.040, P = 4.1 × 10−14), but
not with an annual decline in FEV1 in 803 healthy individuals (R2 = 0.0001, P = 0.34) (S2 Fig).

Compared with GRS levels in healthy individuals, we found significantly higher levels of
GRS in patients with asthma in the Tsukuba cohort (P value = 0.033) (Table 1). We replicated
this significant association between a GRS and asthma in the independent Hokkaido cohort (P
value = 0.014). GRS levels were consistently higher in patients with asthma than in those in
healthy adults; in the combined analysis of the Tsukuba and Hokkaido cohorts, higher levels of
GRS were associated with the presence of asthma with the adjusted P value of 9.6 × 10−4. These
results did not change when individuals with a smoking history of over 10 pack-years were
excluded from the analysis. In addition, GRS levels were also significantly higher in patients
with COPD (Table 1).

The Cochran-Armitage trend test showed that the prevalence of asthma increased as GRS
levels increased (P = 0.0059) (Fig 1). In contrast, the prevalence of atopic status did not change
according to GRS levels (P = 0.46), indicating that association between the GRS and presence
of asthma was independent of atopic status.

In the sensitivity analysis, we calculated a GRS based on 15 SNPs excluding each of the 16
SNPs (S4 Table). Every GRS calculated based on each of the 15 SNPs was also significantly
associated with asthma, suggesting that none of the single SNPs drives the significant associa-
tion between a GRS and asthma in the current study.

Our cluster analysis revealed 5 distinct asthmatic clusters (Fig 2). The cluster with the high-
est GRS (n = 197) was characterized by the youngest age at onset, moderate-to-severe lung
function, the highest levels of total IgE, the highest prevalence of atopy (sensitizations to com-
mon inhaled allergens), and the lowest prevalence of smokers (S5 Table). In a multinomial
logistic regression analysis, the strongest association between GRS levels and asthma was found
in this particular cluster (P = 3.6×10−5, S6 Table).

To explore the biologic relevance of a GRS, we applied the top SNPs at 16 genes to the
GRAIL program (Fig 3). For each SNP, GRAIL identified the genomic region in linkage dis-
equilibrium and identified the overlapping genes. It then checked to see how many other loci
already known to be associated with FEV1/FVC contained functionally related genes. GRAIL
determined the corresponding probability values for all gene–gene connections. The outer ring
contains the input SNPs, and the inner ring shows all possible genes corresponding to each

Table 1. Association between genetic risk score and onset of asthma or COPD.

cohort Tsukuba cohort Hokkaido cohort Combined Combined
(smoking

index ≦ 200)

COPD cohort

status HV BA HV BA HV BA HV BA HV COPD

Number 1364 578 998 565 2362 1143 1604 857 2362 562

GRS (mean) 56.06 56.79 56.09 56.96 56.07 56.87 55.97 56.73 56.07 56.53

GRSh (SD) 7.2 6.7 7.6 7.3 7.4 7.0 7.3 7.1 7.4 6.8

P value 0.037 0.014b 0.0022 0.013 0.021b

P value (corrected)a 0.033 0.007b 9.6×10−4 0.0020 -

HV, healthy volunteer; BA, bronchial asthma; COPD, chronic obstructive pulmonary disease; SD, standard deviation
aCorrected for sex, age, smoking index group, and atopy. In the combined analysis, cohort effects was also adjusted using the random effect model.
bone-sided test

doi:10.1371/journal.pone.0145832.t001
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SNP locus. GRAIL indicated the presence of possible underlying biologic networks across these
16 loci. FAM13A, one of the genes annotated by the 16 SNPs, was the most functionally con-
nected gene when that locus was scored against the 15 other validated risk loci (S7 Table).
MetaCore™ revealed several pathways associated with FEV1/FVC using the results of our
GWAS (S8 Table). Among the top 20 pathways, two, “Signal transduction calcium signaling”
and “Development regulation of epithelial-to-mesenchymal transition (EMT),” included genes
that were annotated by GRAIL based on the 16 SNPs. Specifically, the EMT pathway contained
3 genes: TGFB2, TNF, and NOTCH4.

Discussion
The GRS level for lower FEV1/FVC calculated based on the 16 SNPs was significantly higher in
patients with asthma than in healthy adults, suggesting that a genetic susceptibility to lower
lung function may predispose to asthma. Although both reduced growth and accelerated lung
function decline lead to lower lung function levels in adults, given that the GRS calculated
using 16 SNPs was not associated with annual lung function decline in the healthy participants,
we believe that these 16 SNPs (or gene pathways involving these 16 SNPs) may be involved in
the deregulated lung growth or development rather than in the accelerated decline of lung
function. In support of this contention, lung function genetic variants identified in adults
including ARMC2, FAM13A, GPR126, KCNE2, NCR3, PID1, RARB, and THSD4 were recently

Fig 1. Prevalence of asthma according to GRS levels. The X-axis shows the GRS ranges. The left Y-axis shows the number of healthy individuals and
asthmatic patients for each GRS range. The right Y-axis shows the percentages of asthmatic patients and atopic individuals for each GRS range. The upper
line shows the percentage of atopic individuals for each given GRS range. The lower line shows the percentage of asthmatic patients for each given GRS
range. Atopy was defined as the presence of specific IgE antibody toward at least 1 common inhaled allergen. HV, healthy volunteer, BA, bronchial asthma.

doi:10.1371/journal.pone.0145832.g001
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associated with the development of lung function measures such as FEF50 and PD20 during
early childhood [23].

We found that a GRS was associated with COPD as well as with asthma. The present study,
therefore, may identify a common susceptibility factor underlying asthma and COPD, stressing
the importance and implications of these genetic variants in the development of lung function
in early life and later progression to asthma and COPD [24]. Accordingly, our findings support
the Dutch hypothesis that airway obstruction associated with asthma and COPD is related to
different expressions of a primary abnormality in the airways and that both host and environ-
mental factors play a part in the pathogenesis [25]. Alternatively, our findings suggest that the
asthma–COPD overlap can have its origins in childhood [26]

The difference in the levels of GRS between healthy individuals and asthmatic patient was
rather small, which suggested that contribution of genetic susceptibility to lower lung function
to asthma is restricted to particular subphenotypes of asthma. Indeed, our clustering of asthma
patients according to GRS levels showed that the GRS was specifically related to a particular
phenotype characterized by early-onset of the disease, atopy, and severer airflow obstruction,
suggesting that deregulated lung function development ascribed to a GRS might be an impor-
tant genetic determinant specific to this particular phenotype. In the Severe Asthma Research
Program cohort, a similar cluster was identified that was characterized by early-onset atopic
asthma with advanced airflow limitation. The prevalence of this cluster was 18%, and the chil-
dren in this cluster had the highest exhaled nitric oxide values, the highest extent of health-care
use, and the highest daily doses of ICS, and most were receiving at least 3 asthma controller
medications [27]. The ‘‘Environment and Childhood Asthma” birth cohort study in Oslo also

Fig 2. Differences in GRS, age at onset, and pFEV1 among asthma clusters. The left Y-axis shows the mean GRS for each cluster. The right Y-axis
shows the mean age at onset asthma and the mean pFEV1 for each cluster. pFEV1, percent predicted forced expiratory volume in 1 second.

doi:10.1371/journal.pone.0145832.g002

Lung Function Genes and Asthma

PLOSONE | DOI:10.1371/journal.pone.0145832 January 11, 2016 7 / 11



identified a similar asthma phenotype characterized by impaired lung function from birth
throughout childhood with atopic dermatitis and allergic rhinitis [28]. Our clustering allowed
greater specificity for a GRS as a genetic marker to identify this particular asthma phenotype/
endotype related to deregulated lung function as well as better understanding of the mecha-
nisms associated with the heterogeneity of severe asthma.

Our pathway analysis using GRAIL and MetaCore™ showed that molecules such as TGFB2,
TNF, and NOTCH4 that are related to the epithelial-mesenchymal transition (EMT) pathway
could be responsible for the biologic relevance of a GRS. The EMT is a process whereby

Fig 3. Graphic representation of functional connections between genes corresponding to the 16 SNPs.GRAIL found connections among genes in 16
loci. The outer circle shows the 16 SNPs used for the calculation of GRS. The internal ring represents the genes near each SNP. The literature-based
functional connectivity between these genes with lines drawn between them—the redder and thicker the line is, the stronger the connectivity is between the
genes.

doi:10.1371/journal.pone.0145832.g003
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epithelial cells gradually transform into mesenchyme-like cells losing their epithelial function-
ality and characteristics. EMT is a physiologic phenomenon involved in lung development [29]
and is also implicated in aberrant repair of the epithelium and accumulation of fibroblasts (tis-
sue remodeling) in specific chronic bronchial pathologies, such as asthma and COPD [26].
Accordingly, together with our pathway analysis, the biologic relevance of a GRS, which was
associated with both lung function and asthma or COPD, may involve the EMT process in the
lung.

There are some limitations to this study. Even though the 16 genes used to create a GRS
were selected on the basis of the previous GWASs conducted in non-Japanese populations, all
the study participants were Japanese, and therefore the analysis provides limited information
on other ethnic groups and may not reflect the overall asthma population. In addition,
although the clustering of asthma patients using a GRS gave some implication underlying the
heterogeneity of asthma, the likelihood always exists of spurious findings being generated by
chance. Thus, further replication should aim to confirm these results, particularly given that
the levels of significance in the study were not overwhelming.

In conclusion, we have identified a multi-SNP genetic marker, a GRS based on 16 SNPs,
associated with a specific asthma phenotype related to genetic susceptibility to lower lung func-
tion. By providing important insights into the pathways underlying the development of
asthma, the findings of this study may help us to understand the complexity of asthma pheno-
types and also to appropriately select patients for more targeted prevention and treatments in
the future.

Supporting Information
S1 Fig. Histogram of genetic risk scores (GRS) in healthy Japanese individuals. GRS in non-
asthmatic, non-COPD healthy individuals of the Tsukuba cohort (N = 1364). The solid line
indicates normal distribution.
(TIF)

S2 Fig. Correlation between genetic risk score and FEV1/FVC or annual decline in FEV1 in
healthy individuals. FEV1/FVC (a) or annual decline in FEV1 (b). Linear approximation is
shown by the fine black line (a).
(TIF)

S3 Fig. Differences in the GRS among the given asthma clusters according to the number
of clusters.When k-means cluster analysis was repeated for the number of clusters (k) 3, 4, 5,
6, or 7, the maximum difference in the GRS among the k asthma clusters was obtained for
k = 5 (ANOVA F = 4.8, P< 0.001).
(TIF)

S1 Table. Demographic characteristics of the study cohorts.
(DOCX)

S2 Table. Susceptibility genes to pulmonary function traits in previous 6 GWASs.
(DOCX)

S3 Table. Sixteen genes associated with FEV1/FVC in previous GWASs are nominally repli-
cated in Japanese.
(DOCX)

S4 Table. Association between GRS (by 15 SNPs) and asthma.
(DOCX)
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S5 Table. Characteristics of the asthma clusters.
(DOCX)

S6 Table. Association between genetic risk score and asthma clusters.
(DOCX)

S7 Table. Functionally connected genes in GRAIL.
(DOCX)

S8 Table. Top 20 pathways implicated by MetaCore™.
(DOCX)
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S1 Table. Demographic characteristics of the study cohorts

FEV1, forced expiratory volume in the first second
FVC, forced vital capacity
HV, healthy volunteer
BA, bronchial asthma
COPD, chronic obstructive pulmonary disease
*Values are means ± SD

Tsukuba cohort Hokkaido cohort COPD cohort
HV (n = 1364) BA (n = 578) HV (n = 998) BA (n = 565) (n = 562)

Age, y* 50.4 ± 9.6 56.9 ± 16.6 45.4 ± 13.5 52.2 ± 16.7 72.2 ± 8.8
Female sex, n (%) 734 (53.8%) 348 (60.2％) 443 (44.4%) 317 (56.2%) 47 (8.4%)
Smoking
index group
n(%)

1 (0) 852 (62.5%) 390 (68.8%) 530 (63.2%) 296 (57.4%) 10 (1.8%)
2 (1-200) 172 (12.6%) 83 (14.6%) 50 (6.0%) 88 (17.1%) 9 (1.6%)
3 (> 200) 340 (25.0%) 94 (16.6%) 258 (30.8%) 132 (25.6%) 542 (96.6%)

Atopic, n (%) 786 (57.6%) 316 (71.2%) 515 (51.8%) 386 (69.3%) N/A
Log total IgE* 1.78 ± 0.58 2.20 ± 0.62 1.83 ± 0.61 2.29 ± 0.66 N/A
predicted FEV1, % 92.0% 85.5% 105.2% 90.0% 58.5%
FEV1/FVC, % 83.2% 71.3％ 83.0% 68.1% 48.7%





S2 Table. Susceptibility genes to pulmonary function traits in previous

6 GWASs

Pulmonary Function Gene Locus Reference

FEV1 AGER 6p21.32 [8, 9]

FEV1 C10orf11 10q22.3 [10]

FEV1 GSTCD 4q24 [8, 9]

FEV1 HTR4 5q31-33 [9]

FEV1 MECOM 3q26 [10]

FEV1 THSD4 15q23 [9]

FEV1 TNS1 2q35-q36 [9]

FEV1 ZNF323 6p21.31 [10]

FEV1,FEV1/FVC AGPHD1 15q25.1 [12]

FEV1,FEV1/FVC CDC123 10p13 [10]

FEV1,FEV1/FVC CHRNA3 15q24 [12]

FEV1,FEV1/FVC CHRNA5 15q24 [12]

FEV1,FEV1/FVC HHIP 4q28-32 [8, 9, 11]

FEV1/FVC ADAM19 5q33.3 [8]

FEV1/FVC ARMC2 6q21 [10]

FEV1/FVC CCDC38 12q23.1 [10]

FEV1/FVC CFDP1 16q22.2 [10]

FEV1/FVC FAM13A 4q22.1 [8]

FEV1/FVC GPR126 6q24.1 [8]

FEV1/FVC HDAC4 2q37.3 [10]

FEV1/FVC KCNE2 21q22.12 [10]

FEV1/FVC LRP1 12q13-q14 [10]

FEV1/FVC MFAP2 1p36 [10]

FEV1/FVC MMP15 16q13 [10]

FEV1/FVC NCR3 6p21.3 [10]

FEV1/FVC PID1 2q36.3 [8]

FEV1/FVC PPT2 6q21.3 [8]



FEV1/FVC PTCH1 9q22.3 [8]

FEV1/FVC RARB 3p24.2 [10]

FEV1/FVC SPATA9 5q15 [10]

FEV1/FVC TGFB2 1q41 [10]

FEV1/FVC THSD4 15q23 [13]

In previous GWASs, 24 genes showed associations with FEV1/FVC at the level of
genomewide significance.





S3 Table. Sixteen genes associated with FEV1/FVC in previous GWASs

are nominally replicated in Japanese

SNP, single nucleotide polymorphism
*P value < 0.05

genes Top SNP Risk allele P

ADAM19* rs4461616 G 0.0493

AGPHD1 rs12441998 G 0.0931

ARMC2* rs527507 A 0.0147

CCDC38* rs10492227 C 0.0112

CDC123* rs2096396 A 0.01622

CFDP1* rs2904419 C 0.0391

CHRNA3 rs12441998 G 0.0931

CHRNA5 rs12441998 G 0.0931

FAM13A* rs1458562 A 9.42 x 10
-4

GPR126* rs6570503 C 0.049

HDAC4* rs2121980 T 0.0142

HHIP rs6537307 G 0.13

KCNE2 rs2834484 G 0.0648

LRP1 rs11172113 T 0.0835

MFAP2 rs3754511 T 0.105

MMP15 rs9931166 G 0.0588

NCR3* rs2229094 C 4.89 x 10
-4

PID1* rs1226998 T 0.0201

PPT2* rs2071277 G 5.93 x 10
-3

PTCH1* rs16912093 C 3.45 x 10
-3

RARB* rs1286767 A 0.022

SPATA9* rs2548125 C 0.0236

TGFB2* rs947712 A 0.0262

THSD4* rs872471 G 2.46 x 10
-3



S4 Table. Association between GRS (by 15 SNPs) and asthma

Excluded SNP P value

rs4461616 5.6 × 10
-5

rs527507 0.0010

rs10492227 8.1 × 10
-4

rs2096396 0.0030

rs2904419 9.0 × 10
-5

rs1458562 2.0 × 10
-5

rs6570503 7.0 × 10
-4

rs2121980 0.0017

rs2229094 0.047

rs1226998 0.0029

rs2071277 0.026

rs16912093 0.0025

rs1286767 5.2 × 10
-4

rs2548125 0.0048

rs947712 3.6 × 10
-4

rs872471 0.0048



S5 Table. Characteristics of the asthma clusters

Cluster
A

n = 167

B

n = 318

C

n = 197

D

n = 220

E

n = 161
P value

GRS 55.81 56.79 58.03 54.94 56.22 < 0.001

Age 62 64 43 43 62 < 0.001

Age at onset 50 56 14 20 53 < 0.001

pFEV1, % 54 89 68 101 124 < 0.001

FEV1/FVC, % 57 69 66 78 77 < 0.001

Log IgE, IU/L 2.3 2.2 2.4 2.3 2 < 0.001

Body mass

index
23 24 24 24 23 0.769

Sex, female % 56 64 45 65 61 < 0.001

Atopy, % 56 46 75 74 58 < 0.001

Never-smoker,

%
54 64 73 64 58 < 0.001

Cluster C, which had the highest GRS, was characterized by the youngest age at onset,

moderate-to-severe lung function, the highest levels of total IgE, the highest

sensitizations to common inhaled allergens (atopy), and the lowest prevalence of

smokers.

GRS, genetic risk score for lower FEV1/FVC

pFEV1, percent predicted forced expiratory volume in 1 second



S6 Table. Association between genetic risk score and asthma clusters

Cluster A B C D E

Odds ratio

(95% CI)

0.98

[0.90-1.07]

1.09

[1.01-1.15]

1.19

[1.09-1.26]

0.96

[0.92-1.04]

1.10

[1.00-1.19]

P 0.71 0.016 8.4×10-5 0.33 0.037

P (adjusted)* 0.74 0.016 3.6×10-5 0.62 0.040

CI, confidence interval

To examine an association of a GRS with each of the 5 asthma clusters in comparison

with healthy volunteers (n = 2362), multinomial logistic regression was modelled.

*Adjusted for sex, age, atopy, smoking index group, and cohorts



S7 Table. Functionally connected genes in GRAIL

Gene GRAIL P value
FAM13A1 0.00083
HSPA1L 0.0042
C6orf48 0.0050
AGER 0.0056
TNXB 0.0059
PRRT1 0.0069

NFKBIL1 0.0087
GPR126 0.011
C6orf27 0.016
DDAH2 0.020
HSPA1B 0.024
ADAM19 0.024

LTA 0.029
THSD4 0.031
ZBTB12 0.034

C2 0.034
NOTCH4 0.035
CYP21A2 0.041
LY6G6C 0.043

C4B 0.044



S8 Table. Top 20 pathways implicated by MetaCoreTM

# Maps

Total

number of

genes

P value Min FDR
In

Data

1 Cell adhesion_Ephrin signaling 45 8.9 × 10-7 3.7 × 10-4 17

2
Development_c-Kit ligand signaling pathway during

hemopoiesis
61 1.4 × 10-6 3.7 × 10-4 20

3
Cytoskeleton remodeling_TGF, WNT and cytoskeletal

remodeling
111 1.4 × 10-6 3.7 × 10-4 29

4
Signal transduction_Activation of PKC via G-Protein

coupled receptor
52 1.9 × 10-6 3.7 × 10-4 18

5 Signal transduction_Calcium signaling 45 4.7 × 10-6 7.1 × 10-4 16

6 Cell adhesion_Chemokines and adhesion 100 5.5 × 10-6 7.1 × 10-4 26

7 Signal transduction_ERK1/2 signaling pathway 32 6.8 × 10-6 7.6 × 10-4 13

8 Cytoskeleton remodeling_Cytoskeleton remodeling 102 8.1 × 10-6 7.8 × 10-4 26

9 Development_WNT5A signaling 47 9.0 × 10-6 7.8 × 10-4 16

10 G-protein signaling_RhoA regulation pathway 34 1.5 × 10-5 1.2 × 10-3 13

11
Neurophysiological process_Long-term depression in

cerebellum
49 1.7 × 10-5 1.2 × 10-3 16

12
Translation_Non-genomic (rapid) action of Androgen

Receptor
40 2.3 × 10-5 1.4 × 10-3 14

13
Development_Thrombopoietin-regulated cell

processes
45 2.3 × 10-5 1.4 × 10-3 15

14
Neurophysiological process_Constitutive and

regulated NMDA receptor trafficking
62 3.1 × 10-5 1.6 × 10-3 18

15
Main growth factor signaling cascades in multiple

myeloma cells
41 3.2 × 10-5 1.6 × 10-3 14



16

Neurophysiological process_NMDA-dependent

postsynaptic long-term potentiation in CA1

hippocampal neurons

80 3.7 × 10-5 1.8 × 10-3 21

17

Development_WNT signaling pathway. Part 1.

Degradation of beta-catenin in the absence WNT

signaling

19 4.3 × 10-5 2.0 × 10-3 9

18
Development_Regulation of

epithelial-to-mesenchymal transition (EMT)
64 4.9 × 10-5 2.1 × 10-3 18

19 Signal transduction_cAMP signaling 38 5.9 × 10-5 2.3 × 10-3 13

20
Development_Gastrin in differentiation of the gastric

mucosa
38 5.9 × 10-5 2.3 × 10-3 13

FDR, false discovery rate
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