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Abstract

Background: Although atopic sensitization is one of the strongest risk factors for
asthma, its relationship with asthma is poorly understood. We hypothesize that
‘atopy’ encompasses multiple sub-phenotypes that relate to asthma in different
ways.

Methods: In two population-based birth cohorts (Manchester and Isle of Wight —
ToW), we used a machine learning approach to independently cluster children into
different classes of atopic sensitization in an unsupervised manner, based on skin
prick and sIgE tests taken throughout childhood and adolescence. We examined
the qualitative cluster properties and their relationship to asthma and lung
function.

Results: A five-class solution best described the data in both cohorts, with strik-
ing similarity between the classes across the two populations. Compared with
nonsensitized class, children in the class with sensitivity to a wide variety of aller-
gens (~1/3 of children atopic by conventional definition) were much more likely
to have asthma (aOR [95% CI0; 20.1 [10.9-40.2] in Manchester and 11.9 [7.3—
19.4] in IoW). The relationship between asthma and conventional atopy was
much weaker (5.5 [3.4-8.8] in Manchester and 5.8 [4.1-8.3] in IoW). In both
cohorts, children in this class had significantly poorer lung function (FEV,/FVC
lower by 4.4% in Manchester and 2.6% in IoW; P < 0.001), most reactive air-
ways, highest eNO and most hospital admissions for asthma (P < 0.001).
Conclusions: By adopting a machine learning approach to longitudinal data on
allergic sensitization from two independent unselected birth cohorts, we identified
latent classes with strikingly similar patterns of atopic response and association
with clinical outcomes, suggesting the existence of multiple atopy phenotypes.

Atopic sensitization is one of the strongest risks of developing
asthma (1-3), and yet the relationship between the two is still
poorly understood (4-6). We speculate that one reason for this
stems from a coarse clinical definition of the atopic phenotype
(7, 8). Atopy is conventionally defined as a positive allergen-
specific serum immunoglobulin E (sIgE) or skin prick test
(SPT) to any food or inhalant allergen (9) — a definition that
ignores temporal trends and patterns of sensitivity to different
allergens (9). We propose that this is an oversimplification and
that atopy encompasses multiple sub-phenotypes (10), as is
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often seen with complex clinical conditions. We hypothesize
that identifying these sub-phenotypes can help elucidate the
relationship between atopy and important clinical outcomes
such as asthma, as well as aid in discovering consistent causal
environmental and genetic risk factors.

New approaches are required to identify sub-phenotypes
within complex, high-dimensional, longitudinal data sets,
where underlying data patterns may not be immediately obvi-
ous. We propose that sub-phenotypes should be inferred
using a statistical approach, capable of discovering latent
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structure in an unsupervised manner, while incorporating
prior investigator knowledge and assumptions. Latent class
analysis has previously been useful in identifying distinct
asthma phenotypes (5, 11-15). In a recent study, we used a
machine learning approach to redefine atopy, moving from a
dichotomous (atopic/nonatopic) to a five-class phenotype
(10), where each class reflected a distinct temporal and quali-
tative pattern of atopic sensitization. Only one of these clas-
ses was unequivocally associated with asthma; the
relationship between asthma and conventionally defined
atopy was much weaker.

In this work, we evaluated the validity of the sub-pheno-
types found in our previous study (10). We inferred multino-
mial atopy phenotypes in two population-based birth
cohorts. We compared the characteristics of the obtained
phenotypes in the two cohorts qualitatively in terms of typi-
cal atopic sensitization patterns for each class. We then
examined the associations between the new phenotypes and
clinical outcomes, including asthma and lung function, con-
trasting our inferred phenotypes with conventionally defined
atopy.

Methods
Study design, setting and participants

Manchester Asthma and Allergy Study (MAAS) is a popula-
tion-based birth cohort (ISRCTN72673620) (16-18). Partici-
pants were recruited prenatally and followed prospectively,
attending review clinics at ages 1, 3, 5, 8 and 11 years. The
Isle of Wight birth cohort study (IoW) is a whole population
birth cohort study established in 1989 (2, 19-21). Participants
were recruited prenatally and followed prospectively with
assessments at ages 1, 2, 4, 10 and 18 years. Both studies
were approved by the local research ethics committees. Par-
ents and participants, as appropriate, gave informed consent.
For detailed descriptions of both cohorts, see online supple-
ment.

Definition of clinical outcomes

Sensitization

In MAAS, we ascertained sensitization by SPT (ages 1, 3, 5,
8 and 11) and measurement of sIgE (ages 1, 3, 5 and 8§,
Immuno-CAP; Thermo Fisher, Uppsala, Sweden) to a panel
of inhalant and food allergens. In IoW, we carried out skin
prick test at ages 4, 10 and 18. We defined positive SPT as
mean wheal diameter at least 3 mm greater than the negative
control. We assigned three levels of allergen-specific sIgE sen-
sitization: negative (<0.35 kU/I), positive (0.35-10 kU/I) and
highly positive (> 10 kU/I). Atopy was defined according to
convention as a dichotomous variable, corresponding to a
child having a positive SPT to at least one allergen.

Asthma

It was defined as ‘yes’ to ‘Have you ever had asthma?” and
either of ‘Have you had wheezing in the last 12 months?’ or
‘Have you had asthma treatment in the last 12 months?’
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Asthma-related hospital admissions were transcribed from
primary care records in MAAS (age 3-8 years). In oW, par-
ents were asked at the age 10 year follow up to recall any
previous asthma-related hospital admissions.

Lung function

Forced expiratory volume in 1 s (FEV,) was corrected for
gender, age and height using the Asthma UK predictive
equations (20) at 11 years in MAAS and 10 in IoW. The
FEV,/forced vital capacity (FVC) ratio provided a measure
of airway obstruction. Methacholine bronchial hyper-respon-
siveness, at 11 years in MAAS and 10 in oW, was quantified
as the normalized dose-response ratio (DRR) to incorporate
participants without a 20% drop into FEV; (21). Exhaled
nitric oxide (eNO) was used as a measure of eosinophilic air-
way inflammation (19) at 11 years in MAAS and 18 in IoW.

Statistical methods

Atopic sensitization class model

Our previous work (10) contains a detailed description of the
model used to infer sensitization classes in the two cohorts,
and we only provide a brief summary here. Sensitization of
each child to each allergen over time was modelled using the
hidden Markov model (22) illustrated in Fig. 1. In the model,
the hidden state at each time point corresponds to ‘true’ sen-
sitization, and the probabilities of observing positive SPT/
sIgE responses can be viewed as true-/false-positive rates.
The probabilities of acquiring/losing sensitization over time
for all available allergens define cluster membership: they are
shared between all children within a single sensitization class,
but allowed to differ between classes. Cluster assignments
and posterior distributions over all model parameters, latent
variables and missing values were inferred using variational
message passing (23), a method for approximate Bayesian
inference, implemented under the Infer.NET framework (24).
To determine the number of clusters, we used a cross-valida-
tion approach, where we trained the model on 90% of the
data and evaluated the log-likelihood of the remaining 10%.
The removed patients were randomly selected among those
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Figure 1 hidden Markov model used to model the sensitization of
a child to a particular allergen over time. Each latent variable 55"")
corresponds to ‘true’ underlying sensitization to allergen a at time
t S(ta) determines the probability of observing positive skin prick
test (SPT) and sIgE responses, as well as sensitization at the next
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with at least one positive response, and the procedure was
repeated 100 times.

The model was independently applied to cluster all MAAS
SPTs and sIgEs (ages 1, 3, 5, 8, 11), and all IoW SPTs (ages
4, 10, 18). In a previous work (10), we clustered MAAS data
using the same model, and this solution was refined here
using additional data (age 11 SPTs) and a semi-quantitative
rather than binary representation of sIgE responses.

Association analysis

We investigated the clinical characteristics of the sensitization
classes by comparing each of the atopic classes with the refer-
ence nonatopic class. Categorical variables were reported as
odds ratios with 95% confidence intervals; continuous vari-
ables were reported as mean differences and standard devia-
tions, with adjustment for gender. We assessed significance
levels using chi-squared, Fisher’s exact or two-sample t-tests,
as appropriate, using Stata, version 12.1 (StataCorp, College
Station, TX, USA).

Results
Participant characteristics

In MAAS, after excluding children who had been rando-
mised prenatally to an environmental intervention (25) and
children with no SPT or sIgE data, 1028 children were
included. In IoW, 230 of 1457 participants with no SPT data
were excluded. All remaining children with available clinical
outcomes were included at each time point. Demographic
characteristics of the two cohorts are summarized in Table 1.
Using a conventional definition of atopy, 22.7% of IoW

Table 1 Characteristics of the two cohorts

MAAS (n =1028) loW (n = 1226)

Male 568/1027 492/1028

(55.3%) (47.9%)
Asthma* Age 8 131/866
(15.1%)

Age 11 100/789  Age 10 177/1176

(12.7%) (15.1%)

Age 18 202/1125

(18.0%)

Atopy’ Age 11 241/710  Age 10 278/1226

(33.9%) (22.7%)
Rhinoconjunctivitis ~ Age 8 161/890
(18.1%)

Age 11 192/801 Age 10 153/1173

(24.0%) (13.0%)

Age 18 290/1127

(25.7%)

MASS, Manchester Asthma and Allergy Study; loW, Isle of Wight.
*Asthma was defined as 'yes’ to 'Have you ever had asthma?’ and
either wheezing or asthma treatment in the last 12 months.
tAtopy was defined as any positive skin prick test (mite, pollens,
cat, dog, egg, milk or peanut).
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children were sensitized at 10 years of age, compared with
33.9% MAAS children at 11 years. At 10 years of age,
15.1% IoW children had asthma, compared with 12.7%
MAAS children at 11 years.

Sensitization classes

While there was no clear best number of clusters according
to the cross-validation procedure (Figure S1), we observed
that solutions with more than five clusters produced empty
or nearly empty clusters (<30 members) in both cohorts, and
so we opted for a five-class model. For the MAAS cohort,
the inferred sensitization classes were similar to the results of
our previous work (10) in terms of qualitative properties and
class membership (Table SI and Figure S2).

In MAAS, the inferred classes can qualitatively be
described as follows: (0) few or no positive tests (676/1028,
[65.7%]), (1) early childhood sensitivity to grass pollens and
transient sensitivity to eggs, but not to mite (39/1028,
[3.8%]), (2) sensitivity to mite, but rarely to other allergens
(83/1028, [8.1%]), (3) early sensitivity to mite and grass and
tree pollens, later onset of sensitivity to pets (147/1028,
[14.3%]) and (4) sensitivity to a wide variety of allergens,
including mite, pollens, cat and dog, throughout childhood
(83/1028, [8.1%]).

In ToW, the inferred classes of latent atopic vulnerability
can be qualitatively described as follows: (0) few or no
positive atopy tests (791/1226, [64.5%]), (1) sensitivity to
grass pollens and late-onset sensitivity to peanut (69/1226,
[5.6%]), (2) sensitivity to mite (120/1226, [9.8%]), (3) sensi-
tivity to mite and grass pollens, late-onset sensitivity to pets
(153/1226, [12.5%]) and (4) sensitivity to a wide variety of
allergens, including mite, pollens, cat and dog (93/1226,
[7.6%]).

Tables S2-S4 summarize the SPT and sIgE tests overall,
by conventionally defined atopy and by sensitization class.
The patterns of sensitization (SPT) are shown for each of the
five classes in Fig. 2, each bar representing a single time
point.

Association between sensitization classes, conventional atopy
and clinical outcomes

Asthma

We investigated the relationship between asthma (age
11 years in MAAS and 10 years in IoW) and conventional
atopy and the four atopic classes in the five-class model
(using the nonatopic class as reference). The results are pre-
sented in Fig. 3 and Table S5. Children in Class 4 (early
sensitization to a broad panel of allergens) were much more
likely to have asthma (aOR 20.1 [95% CI 10.9-40.2] in
MAAS and aOR 11.9 [95% CI 7.3-19.4] in IoW). Although
conventional atopy also predicted asthma, the relationship
was much weaker (aOR 5.5 [3.4-8.8] in MAAS and 5.8 [4.1-
8.3] in IoW). Class 1 was not associated with asthma in
either cohort at age 10/11 years, whereas Class 3 was in both
cohorts, and Class 2 was at risk of asthma in MAAS, with a
trend in IoW. Hospital admissions for asthma were much
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Figure 2 Sensitization class characteristics for the Manchester
Asthma and Allergy Study (MAAS) cohort (top) and loW cohort
(bottom). The figures show the number of positive skin prick test
(SPT)s (black) and negative SPTs (white) for ages 1, 3, 5, 8 and 11

more common in Class 4 (aOR 15.3 [5.3-44.1] in MAAS and
aOR 2.5 [1.3-4.7] in IoW) and were also associated with
Class 1 in MAAS and Class 3 in IoW (Table S5). The
strength of the association with rhinoconjunctivitis also dif-
fered between the classes (Table S95).

Lung function

Lung function was materially and significantly poorer in Class
4 in both cohorts (Fig. 4, Table S6). The most striking differ-
ences were seen for FEV/FVC ratio, where for Class 4 at
age 10/11 years, ratios were 4.4% lower in MAAS and 2.6%

in MAAS and ages 4, 10 and 18 in loW, arranged according to aller-
gen and class. Time is increasing across the horizontal axis in each
figure.

lower in IoW (P <0.001). In addition, in both cohorts,
children in Class 4 had the most reactive airways (P < 0.001)
and significantly higher eNO (P < 0.001).

Discussion

By adopting a machine learning approach to longitudinal
data on allergic sensitization from two independent, unse-
lected birth cohorts from distinct geographical areas within
the UK, we identified qualitatively similar latent structure in
the atopic responses of children. The similarities in the sensi-

© 2013 John Wiley & Sons A/S. Published by Blackwell Publishing Ltd
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Figure 3 Asthma in the two cohorts at ages 11 Manchester

Asthma and Allergy Study (MAAS) and 10 (loW), by current atopy
and by sensitization classes. The figure shows gender-adjusted
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Figure 4 Top: lung function in the Manchester Asthma and Allergy
Study (MAAS) cohort, by conventional atopy at age 11 and by
sensitization classes (group means and 95% confidence intervals).

tization classes of the two cohorts in terms of patterns of
atopic response and association with clinical outcomes sug-
gest that they are indicative of the existence of multiple true
atopy phenotypes. Our results validate the findings of our
previous study (10), showing that very similar classes can be
identified in an independent population, in which data had
been collected to adulthood. The data within MAAS also
suggest that these atopy clusters change little over time
(Tables S1 and S7, Figure S2). Importantly, of the four clas-
ses of children showing evidence of allergic sensitization, one
(Class 4) was associated with a much higher risk of asthma
during childhood. Children in this class had materially
poorer lung function, more reactive airways and much higher
risk of acute exacerbation of asthma resulting in hospital
admission. This class comprises only approximately one-third
of children who would be considered atopic by conventional
criteria. This supports our hypothesis that the clinical expres-

© 2013 John Wiley & Sons A/S. Published by Blackwell Publishing Ltd

Bottom: Lung function in the oW cohort, by conventional atopy at
age 10 and by and sensitization classes (group means and 95%
confidence intervals).

sion of asthma does not merely depend on the presence of
specific IgE antibodies, but rather on patterns of IgE
responses over time.

The sensitization classes in the two cohorts are qualita-
tively very similar, despite the fact that they were derived
independently from cohorts with participants assessed at dif-
ferent ages and by a different panel of allergens. For exam-
ple, the MAAS data extend from 1 to 11 years (compared
with 4-18 years for the IoW cohort) and include both skin
tests and IgE (compared with only skin tests in IoW). The
similarities between Class 2 (sensitization to mite) and Class
4 (early sensitization to multiple allergens) in two cohorts are
striking. Classes 1 and 3 are also similar in general, although
they differ somewhat in sensitization to grass pollen. We
speculate that clustering more data at multiple time points in
each cohort might lead to an even better correspondence.
The prevalence of positive skin tests and of asthma in our
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two populations was generally similar to that of UK children
in this age group (6, 26), confirming that our results are
broadly applicable to the general population.

In a setting with high-dimensional, longitudinal data that
can depend on various environmental factors, it can be
advantageous to use a statistical approach to summarize
different patient characteristics in place of a potentially
biased, investigator-imposed, deterministic phenotype. A
machine learning approach coupled with Bayesian inference
allows one to incorporate prior knowledge and assumptions
into the process of discovering latent structure in data,
while handling missing data in a principled manner. In
applying these techniques, which we acknowledge are unfa-
miliar to many clinicians, we are capitalizing on develop-
ments in computer science and harnessing them to help us
solve clinical problems that have eluded resolution by tradi-
tional means. The phenotype replication seen between the
MAAS and IoW data sets appears to validate this
approach. We acknowledge that our cross-validation proce-
dure did not identify any material difference in the likeli-
hood between solutions with three or more clusters and
therefore no clear ‘correct’” number of clusters. As the solu-
tions with more than five clusters typically contained empty
or very small clusters in both cohorts, they were rejected.
We opted for a five-class model based on the results of our
previous clustering and the face validity of the clusters. We
emphasize that the number of clusters is not necessarily
definitive and that our approach is predominantly hypothe-
sis-generating. It is possible that with more subjects, there
would be more evidence for the five-class solution, rather
than an increase in the number of clusters. We also
acknowledge that as the clusters serve to summarize the
characteristics of patient subpopulations, it is possible that
including more variables (e.g. different allergens) might pro-
duce more or a different number of clusters.

Asthma is a complex disease (5), and conventional atopy is
neither necessary nor sufficient for this disease, despite being
the strongest risk factor. We suggest that statistical modelling
of high-dimensional atopic sensitization data can lead to a
more precise understanding of the relationship between
asthma and atopy. We hypothesize that atopic sub-pheno-
types will facilitate a better understanding of the mechanisms
underlying the development of different allergic sensitization
patterns and therefore the development of associated allergic
diseases. This is an important step in the development of new
therapies for asthma, which remains the most common
chronic disease of childhood.
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Multiple atopy phenotypes and their associations with asthma: similar findings from
two birth cohorts— Online Supplement

METHODS
Study design, setting, and participants
Manchester Asthma and Allergy Sudy (MAAS) birth cohort

Manchester Asthma and Allergy Study (MAAS) is a population-based prospective study which follows the
development of asthma and other atopic disordersin a cohort of children. Children were followed prospectively,
and attended review clinics at ages 1, 3, 5, 8 and 11 years. A validated ISAAC questionnaire was interviewer-
administered to collect information on parentally reported symptoms, physician-diagnosed illnesses and
treatments received. Study was approved by the Local Research Ethics Committee. Informed consent was
obtained from all parents.

Atopic sensitization was ascertained by skin prick testing at age 1, 3, 5, 8, and 11 years (D pteronyssinus, cat,
dog, grass pollens, tree pollens, moulds, milk, egg, peanuts [Bayer, Elkahrt, IN, USA]). We defined sensitization
as a mean weal diameter 3mm greater than negative control to at least one of the allergens tested.

We also measured specific serum IgE to mite, cat, dog, grasses, milk, egg and peanut by ImmunoCAP (Phadia,
Uppsala, Sweden) collected at the four time points. For sIgE, we defined three levels of sensitization: negative
(sIgE<0.35kU/1), positive (0.35kU/I<sIgE<10kU/N), and high (SIgE>10kU/I). A cut-off for high positive sIgE
(=10kU/) was defined based on the distribution of the sIgE data; amongst the positive IgE tests, this cut-off
identified the highest 5%. We defined conventional atopy as a positive SPT to any alergen.

Airway reactivity was assessed using a 5 step protocol performed according to ATS guidelines.* Quadrupling
doses of methacholine (0-0625 — 16-0 mg/mL) were delivered to subjects via a DeVilbiss 646 nebuliser (Sunrise
Medical HHG, Somerset, PA) and a KoK o dosimeter (Pulmonary Data Services, Doylestown, PA) calibrated to
deliver 0-009 mL per 0-6second actuation. The predicted FEV, was calculated and if the measured values was
<1-0 litre or less than 60% predicted the test was not performed. If the child was unable to produce reproducible
FEV 1 measurements the procedure was abandoned. Assuming the child met the criteria to continue, the 20%
drop from the child’s baseline value was calculated so that the operator would know when to stop the test. FEV;
was measured 30 and 90 seconds after 5 inhalations of each dose of methacholine. The challenge was stopped
when either a 20% fall in FEV,; was observed, or the maximum methacholine concentration had been
administered with afall of less than 20% in FEV,.

Exhaled NO was used as a measure of eosinophilic airway inflammation®. It was measured during slow
exhalation (6L/min) from total lung capacity to residual volume via a wide-bore Teflon tube. NO was
continuously sampled from a side arm and the reading was taken when levels had plateaued and the CO2
concentration exceeded 5%. During measurement of eNO, subjects wore a nose clip and pressure during
expiration was kept constant (3 + 0-4 mm Hg) by using a visual display of expiratory flow measured by the
pressure and volume sensorsin the analyzer. The mean value of two readings with <5% variability was taken.

Hospital admission for asthma/wheeze: A trained physician reviewed the written and computerized primary care
medical records and extracted the data on hospitalisations for wheeze or asthma.

The Idle of Wight birth cohort

The Ide of Wight birth cohort study is a whole population birth cohort study established on the Isle of Wight in
1989 with the principal aim of prospectively studying the natural history of alergic disease from birth to young
adulthood. Detailed descriptions of the previous methodology, data collection and the results of study
assessments at 1, 2, 4, 10 and 18 years have been previously described®®. Ethics approval (06/Q1701/34) and
informed consent was obtained to follow-up children born between 1 January 1989 and 28 February 1990.
Where participants could not attend in person, a telephone or postage questionnaire was undertaken.
Questionnaires, based on the ISAAC questionnaire®, were updated at each assessment with additional skin prick
testing at 4, 10 and 18 years. Skin prick testing was performed by a standardised method’ to a panel of common
aeroallergens and food allergens (dust mite, grass pollen, tree pollen, cat, dog, milk, egg, peanut, soya, cod,
Cladosporium, Alternaria; Alk-Abello, Horsholm, Denmark). Single-headed lancets were used and the skin
pricked at an angle of 90°. The wheal diameter was recorded at 15 min. Participants underwent spirometry,
bronchodilator reversibility (BDR) to 600 micrograms inhaled salbutamol and methacholine challenges at 10
and 18 years using previous published methods®. This is similar to the protocol used in MAAS except that
doubling doses of methacholine where used. FeNO was measured (Niox mino, Aerocrine AB, Solna, Sweden)
according to American Thoracic Society (ATS) guidelines’. A biofeedback mechanism was used to maintain the
expiratory flow rate at 50 ml/s and subjects exhaled against resistance to prevent upper airway contamination.
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Measurements were made in a standardised manner with the subject standing without a nose clip; FeNO was
measured before spirometric testing. Participants were rescheduled if they had clinical symptoms consistent
with either current infection or a recent (within 2 weeks) asthma exacerbation, or had required antibiotics or oral
steroids in the preceding 2 weeks.

Atopic sensitisation class model

We model sensitisation to a particular allergen over time using a Hidden Markov Model, where the hidden state
at each time point models true underlying sensitisation. This sensitisation state determines whether there is a
high or low probability of observing positive SPT/sIgE responses, and the corresponding parameters can be
viewed as true/false positive rates. The state transition probabilities (i.e. the probabilities of acquiring/losing
sensitisation over time) for all available allergens define class membership: they are shared between all children
within a single sensitisation class but allowed to differ between classes. We inferred posterior distributions over
all model parameters, latent variables, and missing values using variational message passing, a method for
approximate Bayesian inference that maximizes a lower bound on the marginal likelihood of the data. The
model and inference were implemented in Infer.NET (http://research.microsoft.com/infernet), a Microsoft-
owned library for large-scale Bayesian inference freely available for research purposes. We determined the
appropriate number of clusters by comparing models in terms of margina likelihood and cluster assignment
reproducibility across multiple random initializations of the inference algorithm with subsets of the data
removed. We allowed the model to include up to five clusters, as a larger number resulted in empty or nearly-
empty clusters, and evidence from previous work suggested a five-class solution. Robustness and reproducibility
of the obtained sensitization classes in each cohort were ensured by running the inference a large number of
times starting with random initializations, and computing confusion matrices between solutions obtained in
different runs.

RESULTS
Atopic sensitization class model: number of clusters

To determine the number of clusters, we first used a cross-validation approach, where we trained the model on
90% of the data and evaluated the log-likelihood of the remaining 10%. The removed patients were randomly
selected among those with at |east one positive response. The procedure repeated over 100 random data splitsin
both cohorts. There was no clear winning solution (Figure S1); however, solutions with more than five clusters
typically contained empty or very small clustersin both cohorts, and so we chose 5-cluster solutions.

Figure S1: Average log-likelihood of held out data (mean and standard deviation across 100 cross-
validation data splits) versusthe number of clusters.
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Comparison of MAAS sensitization classesin thisstudy and in previous one™

In clustering MAAS cohort data, we used the same approach as that described in our previous analysis™ on the
same data, augmented with age 11 SPTs, and using a ternary rather than binary representation for sIgE tests.
This changed the individual class membership somewhat (see confusion matrix in Table S1); however, there
was little effect on the qualitative class characteristics (Figure S1) and the relationship between sensitization
classes and clinical outcomes (Table S2).



Table S1: Confusion matrix between sensitization classes from this study (0a, 1a, 2a, 3a, 4a) and
sensitization classes (Ob, 1b, 2b, 3b, 4b) from previous wor k*°

Ob 1b 2b 3b 4b
Oa 594 66 2 14 0
la 1 32 0 3 3
2a 3 1 45 34 0
3a 0 1 0 120 26
4a 0 0 0 0 83

Figure S2: MAAS cohort characteristics for the sensitization classes from this study (top) and previous

work (bottom).
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The figures show the number of positive SPTs (black) and negative SPTs (white) for ages 1, 3, 5, 8, and 11,
arranged according to allergen and sensitisation class.

Sensitization class characteristics

The relationship between sensitisation defined by a positive serum specific IgE result and both atopy defined
conventionally and by the sensitisation classes in MAAS are shown in Table S3. Similar results are shown for
the relationship between sensitisation defined by a positive skin prick test results and both atopy defined
conventionally and by the sensitisation classesin MAAS and oW in Tables S4 and S5 respectively. In general,
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sensitisation defined by either a positive serum specific IgE or a positive skin prick test increases with
progression from the Class 1 to Class 4 sensitisation clusters.

Table S2: MAAS cohort positive slgEs at ages 5 and 8, for the entire cohort, atopic children (conventional

definition), and by sensitization class

MAAS Whole group Atopy age 11 Class1 Class2 Class3 Class4
(n=1028) (n=241) (n=39) (n=83) (n=147) (n=83)
Dust By 94/534 (17-6%)  64/146 (43-8%)  0/22 22/44 (50-0%) 39/74 (52:-7%) 30/45 (66-7%)
mite 8y 119/511(23-3%) 85/149 (57:0%)  0/15 39/49 (79-6%) 44/80 (55-0%) 30/38(78-9%)
Grass 5y  85/534 (15:9%) 6/146 (38-4%) 5/22 (22-7%) 0/44 49/74 (66-2%) 30/45 (66-7%)
pollen 8y 138/511(27:0%)  97/149 (65-1%) 3/15 (20:0%) 7149 (14-3%) 76/80 (95-0%) 33/38 (86-8%)
Cat 5y  47/534 (8-8%) 32/146 (21-9%) 0/22 0/44 9174 (12-2%) 37/45 (82-2%)
8y 59/511 (11-5%) 43/149 (28-9%) 0/15 3/49 (6-1%) 22/80 (27-5%) 33/38 (86-8%)
Dog By  45/534 (8-4%) 28/146 (19-2%)  0/22 2144 (4-5%) 9/74 (12-2%) 33/45 (73-3%)
8y 77/511(151%)  56/149 (37-6%)  0/15 4149 (8-1%) 40/80 (50-0%) 32/38 (84-2%)
Milk 5y  48/531 (9-0%) 23/145 (15-9%) 5/22 (22-7%) 4/44 (9-1%) 13/74 (17-6%) 15/44 (34-1%)
8y 49/511 (9-6%) 22/149 (14-8%) 2/15 (13-3%) 8/49 (16-3%) 8/80 (10-0%) 12/38 (31-6%)
Egg 5y  29/534 (5-4%) 16/146 (11-0%) 3/22 (13:6%) 2/44 (4-5%) 8/74 (10-8%) 13/45 (28-9%)
8y 39/511 (7-6%) 18/149 (12-1%) 2/15 (13-3%) 3/49 (6-1%) 10/80 (12-5%) 12/38 (31-6%)
Peanut By  36/534 (6:75) 25/146 (17-1%)  2/22 (9-1%) 0/44 13/74 (17-6%) 19-45 (42-2%)
8y  48/511 (9,45) 37/149 (24-8%)  0/15 0/49 27/80 (33-8%) 19/38 (50-0%)

Positive sIgE defined as aresult of at least 0-35kU/1; atopy at 11 years defined as any positive SPT. Classes
represent clusters of participants in each cohort generated according to their skin prick testing and specific IgE

results.



Table S3: MAAS cohort positive SPTsat ages 1, 3, 5, 8, 11 years, for the entire cohort, atopic children
(conventional definition), and by sensitization class

MAAS Whole group Atopy age 11 Class1 Class2 Class3 Class4
(n=1028) (n=241) (n=39) (n=83) (n=147) (n=83)
Dust ly  4/376 (1-1%) 4175 (5-3%) 0/24 2/13 (6-5%) 0/48 2127 (7-4%)
mite 3y  96/85(11-1%) 54/208 (26-0%) 0/34 24/75 (32-0%)  42/127 (33-1%) 30/60 (50-0%)
By  139/859 (16:2%)  86/219 (39-3%) 0/35 41/77 (53-2%)  51/124 (41-1%) 45/70 (64-3%)
8y  157/836 (18-8%) 105/225 (46-7%) 0/34 55/79 (69-6%)  59/125 (47-2%) 43/68 (63-2%)
1ly  146/988 (14-8%) 146/239 (61-1%) 2135 (5-7%) 30/81 (48-1%)  49/143 (34-3%) 36/81 (44-4%)
Grass ly 0/376 0/75 0/24 0/31 0/48 0127
pollen 3y  80/866 (9-2%) 41/208 (19-7%) 935 (25-7%) 0/75 441126 (34-9%) 27/60 (45%)
Sy  146/861 (17-0%) 90/220 (40-9%) 11/35 (31-4%) 077 88/125 (70-4%) 47/70 (67-15)
8y  128/836 (15-3%)  80/225 (35-6%) 0/34 0/79 84-125 (67-2%) 36/68 (52-9%)
11y  136/987 (13-8%) 136/238 (57-1%) 4/35 (11-4%) 12/81 (14-8%)  62/143 (43-4%) 27/80 (33-8%)
Tree ly NA N/A N/A N/A N/A N/A
pollen 3y NA N/A N/A N/A N/A N/A
5y  NIA N/A N/A N/A N/A N/A
8y  44/836 (5-3%) 30/225 (13-3%) 0/34 3179 (3-8%) 29/125 (23-2%) 12/68 (17-6%)
1ly  68/989 (6-9%) 68/240 (28-3%) 3/35 (8-5%) 4/81 (4-9%) 34/143 (23-8%) 18/81 (22-2%)
Cat ly  8/376 (2:1%) 3/75 (4-0%) 3/24 (12-5%) 0/31 1/48 (2-1%) 4/27 (14-8%)
3y  47/862 (5-5%) 25/206 (12-1%) 7135 (20-0%) 75 (1-3%) 1/124 (0-8%) 38/59 (64-4%)
By  83/860 (9-6%) 51/220 (23-2%) 0/35 2077 (2-6%) 19/124 (15-3%) 54/71 (76-1%)
8y  88/836 (10-5%) 50/225 (26-2%) 0/34 4179 (5-1%) 35/125 (28%) 49/68 (72-1%)
1ly  72/988 (7-3%) 71/239 (29-7%) 1/35 (2-8%) 9/81 (11-19%) 23/143 (16-1%) 31/81 (38-3%)
Dog ly  6/376 (1-6%) 175 (1-3%) 0/24 0/31 0/48 4/27 (14-8%)
3y  47/867 (5-45) 26/208 (12-5%) 4/35 (11-4%) 0/75 6/127 (4-7%) 37/60 (61-7%)
By  53/862 (6-1%) 33/221 (14-9%) 0/35 4177 (5-2%) 2/125 (1-6%) 47/71 (66-2%)
8y NIA N/A N/A N/A N/A N/A
1ly  32/987 (3-2%) 31/238 (13-0%) 0/35 2/81 (2:5%) 8/143 (5-6%) 22/80 (27-5%)
Mould ly NA N/A N/A N/A N/A N/A
3y  1/800 (0-1%) 1/200 (0-5%) 0/32 0/67 1/122 (0-8%) 0/52
By  14/845 (1-7%) 11/218 (5-0%) 0/35 0/75 6/121 (5-09%) 8/71 (11-3%)
8y  18/836 (2:1%) 11/225 (4-9%) 0/34 2/79 (2-5%) 7/125 (5-6%) 9/68 (13-29%)
1ly  12/987 (1-2%) 12/238 (5-0%) 0/35 1/81 (1-2%) 5/143 (3-5%) 5/80 (6-3%)
Milk ly  0/369 0/74 0/24 0/30 0/48 0/27 (4-58
3y  4/830 (0-5%) 2/207 (1-0%) 0/34 0/70 0/123 (6-9%)
By  6/847 (0-7%) 4/219 (1-8%) 0/35 0/75 0/122 6/71 (8-5%)
8y  1/836(0-1%) 0/225 0/34 0/79 0/125 1/68 (1-5%)
1ly  0/987 0/238 0/35 0/81 0/143 0/80
Egg ly  29/369 (8-0%) 10/74 (13-5%) 13/24 (54-2%) 0/30 7/48 (14-6%) 9/27 (33-3%)
3y  25/831 (3-0%) 12/206 (5-8%5) 4/34 (11-8%5) 1/69 (1-4%) 7/123 (5-7%) 13/58 (22-4%)
Sy  19/847 (2-2%) 12/219 (5-5%) 1/35 (2-8%) 75 (1-3%) 2/122 (1-6%) 15/71 (21-1%)
8y  11/836 (1-3%) 8/225 (3-6%) 0/34 79 (1-3%) 1/125 (0-8%) 9/68 (13-29%)
1ly  3/986 (0-3%) 3/237 (1-3%) 0/35 0/81 0/143 3/79 (3-8%)
Peanut 1y N/A N/A N/A N/A N/A N/A
3y NA N/A N/A N/A N/A N/A
5y  NIA N/A N/A N/A N/A N/A
8y  39/829 (4-7%) 26/222 (11-7%) 0/34 0/79 13/123 (10-6%) 20/67 (29-9%)
1ly  29/906 (3-2%) 29/206 (14-1%) 1/32 (3-1%) 0/74 11/123 (8-9%) 12/74 (16-2%)

Positive skin prick test defined as wheal of at least 3mm in diameter. Atopy at 11 years defined as any positive
skin prick test. Classes represent clusters of participantsin each cohort generated according to their skin prick

testing and specific IgE results.



Table $4: oW cohort positive SPTs at ages 4, 10 and 18, for the entire cohort, atopic children

(conventional definition), and by sensitization class

low Whole group Atopy age 10 Class1 Class?2 Class3 Class4
(n=1226) (n=278) (n=69) (n=120) (n=153) (n=93)
Dust mite 4y  104/969 (10-7%) 83/227 (36-6%) 1/60 (1-7%) 0/97 52/122 (42-6%) 46/75 (61-35)
10y 199/1026 (19-4%)  199/278(71-6%)  8/62 (12-9%) 37/110 (33-6%) 85/131 (64-8%) 68/83 (81-9%)
18y  241/839 (28-7%) 140/201(69-7%)  9/56 (16-1%) 78/106 (73-6%) 103/120 (85-8%) 51/61 (83-6%)
Grass 4y  68/968 (7-0%) 57/227 (25:1%)  13/59 (22-0%)  3/97 (3-1%) 8/122 (6-6%) 4475 (58-7%)
pollen 10y 133/1027 (13-0%) 133/278 (47-8%)  43/62(69-4%)  0/110 24/131 (18-3%) 66/83 (79-5%)
18y  200/838 (23-9%) 129/201 (64-2%)  56/56 (100%)  29/106 (27-4%) 58/120 (48-3%) 57/61 (93-4%)
Tree 4y  N/A N/A N/A N/A N/A N/A
pollen 10y 18/1026 (1-8%) 18/278 (6-5%) 8/62 (12-9%) 0/110 2/131 (1-5%) 8/83 (9:6%)
18y  49/839 (5-8%) 36/201 (17-9%)  22/56 (39-3%) (/106 0/120 27161 (44-3%)
Cat 4y  51/968 (5:3%) 41/227 (18-1%) 0/59 0/97 9/122 (7-4%) 39/75 (52%)
10y 82/1026 (8-0%) 82/278 (29-5%) 9/62 (14-5%) 0/110 10/131 (7-6%) 56/83 (67-5%)
18y  98/839 (11-7%) 72/201 (35-8%) 9/56 (16-1%0) 0/106 42/120 (35-0%) 44/61 (72-1%)
Dog 4y 18/968 (1-9%) 16/227 (7-0%) 0/59 0/59 01122 17/75 (22-7%)
10y  46/1026 (4-5%) 46/278 (16:5%)  3/62 (4-8%) 3/62 (4-8%) 5/131 (3-8%) 37/83 (44-6%)
18y  90/839 (10-7%) 64/201 (31-8%) 4/56 (7-1%) 4/56 (7-1%) 44/120 (36-7%) 42/61 (68-9%)
Alternaria 4y  41/967 (4-2%) 28/227 (12-3%) 0/60 0/59 23/122 (18-9%) 7175 (22:7%)
10y 22/1026 (2-1%) 22/278 (7-9%) 1162 (17-7%)  11/62 (17-7%) 5/131 (3:8%) 5/85 (6-0%)
18y  68/839 (8-1%) 45/201 (22-4%)  11/56 (19-6%)  11/56 (19-6%) 28/120 (23-3%) 21/61 (34-4%)
Milk 4y 11/969 (1-1%) 71227 (3-1%) 0/60 0/60 2/122 (1-6%) 975 (12:0%)
10y  3/1025 (0-3%) 3/277 (1-1%) 1/62 (1-6%) 1/62 (1-6%) 0/130 2/83 (2-4%)
18y  9/839 (1-1%) 7/201 (3-5%5) 2/56 (3:6%) 2/56 (3:6%) 2/120 (1-7%) 5/61 (8-2%)
Egg 4y 7/969 (0-7%) 71227 (3-1%) 0/60 0/60 2/122 (1-6%) 5/75 (6:7)
10y  4/1025 (0-4%) 41277 (1-4%) 0/62 0/62 1/130 (0-8%) 3/83 (3-6%)
18y  8/839 (1-0%) 6/201 (3-0%) 2/56 (3:6%) 2/56 (3:6%) 1/120 (0-8%) 5/61 (8-2%)
Peanut 4y 10/967 (1-0%) 9/226 (4-0%) 2/59 (3-4%) 2/59 (3-4%) 3/121 (2-5%) 5/75 (6-7%)
10y 18/1025 (1-8%) 18/277 (6-5%) 4/62 (6-4%) 4/62 (6-5%) 5/130 (3-8%) 9/83 (10-8%)
18y  52/839 (6-2%) 41/201 (20-4%)  25/56 (44-6%)  25/56 (44-6%) 7/120 (5-8%5) 20/61 (32-8%)
Soya dy  2/966 (0-2%) 2/227 (0-9%5) 0/59 0/59 0/122 2/75 (2-75)
10y  2/1025 (0-2%) 2/277 (0-7%) 0/62 0/62 0/133 2/83 (2-4%)
18y  5/839 (0-6%) 3/201 (1-5%) 2/56 (3-6%) 2/56 (3-6%) 0/120 3/61 (4-9%)
Cod 4y 5/931 (0-5%) 4/218 (1-8%) 0/56 0/59 2/119 (1-7%) 3/73 (4-1%)
10y  8/1025 (0-8%) 81277 (2-9%) 2162 (3-2%) 2162 (3-2%) 1/130 (0-8%) 5/83 (6-0%)
18y  15/839 (1-8%) 11/201 (5-5%) 9/56 (16-1%) 9/56 (16-1%) 3/120 (2:5%) 3/61 (4-9%)
Clado- 4y  15/967 (1-6%) 9/227 (4-0%) 0/59 0/59 3/122 (2-5%) 7175 (9-3%)
sporium 10y 11/1026 (1-11%)  11/278 (4-0%) 0/62 0/62 1/131 (0-8%) 8/83 (9-6%)
18y  25/839 (3-0%) 19/201 (9-5%) 6/56 (10-7%)  6/56 (10-7%) 3/120 (2-5%) 14/61 (23-0%)

Positive skin prick test defined as wheal of at least 3mm in diameter. Atopy at 10 years defined as any positive
skin prick test. Classes represent clusters of participantsin each cohort generated according to their skin prick
test results.



Table S5: Asthma and rhinitis by conventionally defined atopy and by sensitization class

MAAS (n=1028) loW ( n=1226)
Atopy age 11 Class1 Class 2 Class3 Class4 Atopy age 10 Class1 Class2 Class3 Class4
(n=241) (n=39) (n=83) (n=147) (n=83) (n=278) (n=69) (n=120) (n=153) (n=93)
Asthma age 37(24-59) 079(0-2-34)  436(24-80) 35(2159) 14-6 (8-3-25-9)
8 p<0.001 p=0-759 p<0-001 p<0-001 p<0-001
age 55(34-88) 288(0-9-89)  68(34-136)  53(29-9-8) 210 (10-9 -40-2) age 58(4-1-83) 1.4 (0-6-3-0) 1.7 (1-0-3-1) 4.1(2-6-6-4) 11.9 (7-3-19-4)
I o001 p=0-066 p<0-001 p<0-001 p<0-001 10 p<0-001 p=0-426 p=0-064 p<0-001 p<0.001
age 57 (4-0-8.0) 3-0(1-657) 3-36(2:1-55)  4-87(3-275)  13-6(82-22:8)
18 hc0.001 0-001 p<0-001 p<0-001 p<0-001
Hospital age 26(1.5-46) 55(1-1-285  3-8(0:9-157)  2:1(0-5-85) 153 (5-3-44-1) age 2:07(1334)  1.4(0:5-39) 1.0 (0-4-2-6) 2.4 (1-3-4-5) 2:5(1-3-4-7)
adm|$0n 3-8 —=U- —=U- =) =) . 1-10 )—| =) =U- =) =)
B p=0-001 p=0-041 p=0.062 p=0-31 p<0-001 p=0v004 p=0-541 p=0-989 p=0-006 p=0-006
Rhino- age 58(38-89) 28(06-132)  25(0.8-7.8) 109 (5.3-224)  19.6(9.1-42.2)
conjunctivitis 8 p<0-001 p=0.185 p=0-128 p<0-001 p<0-001
age 92(61-137) 25(11-5.8) 1.6 (0.8-32) 73(4.7-113) 9.9 (5.7-17.0) age 6:3(4-3-9-1) 6:5(3-6-11-8)  1.5(0-7-2:9) 3.6 (2:2-5-9) 11.7 (7-0-19-6)
1 p<0-001 p=0-031 p=0-159 p<0-001 p<0-001 10 p0.001 p<0-001 p=0-266 p<0-001 p<0-001
age 61(4-4-8.4) 124 (71-21.7)  2:6 (1-6-4-1) 6-1(4-1-9-1) 12.0 (7-3-19-9)
18 p<0.001 p<0-001 p<0-001 p<0-001 p<0-001

The table shows gender-adjusted odds ratios and 95% confidence intervals using class 0 as reference. Atopy at 10 or 11 years defined as any positive skin prick test. Classes

represent clusters of participants in each cohort generated according to their allergy test results.



Table S6: Lung function by conventional atopy and by sensitization classes

MAAS (n=1028) oW (n=1226)
No atopy  Atopy Class0 Class1 Class2 Class3 Class4 Noatopy Atopyage  ClassO Class1 Class 2 Class3 Class4
age 11 age 11 (n=676) (n=39) (n=83) (n=147) (n=83) age 10 10(n=278)  (n=791) (n=69) (n=120) (n=153) (n=93)
(n=469)  (n=241) (n=948)
% Predicted By 96-2 95.6 9.6 92:6 963 95.0 95.3%**
FEV, (0-66) (0-87) (0-56) (2:34) (1-53) (1-38) (179
8y  100-2 97.9* 1003 985 99.8 97.0* 92.8x**
(0-61) (0-82) (0-51) (2-76) (1-48) (1-33) (1-53)
11y 993 97.3++ 995 981 99.9 96-3** 94.8** 10y 1036 103-0 1035 1051 103-2 102.0 1038
(0-51) (0-77) (0-6) (2-09) (1-53) (1-17) (1-84) (0-41) (0-71) (0-46) (1-.63) (0-97) (1-02) (1-58)
18y 1055 102:-2%* 1052 1070 104-3 102-5** 104-0
(0-46) (0-92) (0-46) (1-58) (1-28) 1-22) 2:30)
FEV/FVC 8y 870 85.3* 87.0 881 86-1 85.3+ 83.9%**
(%) (0-31) (0-46) (0-26) 122 (0-61) (0-66) (0-97)
1y 874 84.8+* 874 86-9 84.8 85.9 82.4x+* 10y 88-9 87.9 89:0 89-4 884 88-3 86-4x**
(0-31) (0-51) (0-26) (1-17) (0-72) (0-82) (1-22) (0-20) (0-41) (0-26) (0-82) (0-56) (0-56) (0-82)
18y 877 85-8* 88-0 88-.6 875 86-2 84.2xx*
(0-31) (0-56) (0-41) (0-92) (0-72) (0-72) (1-28)
% Predicted 11y 1043 1034 104-2 103-4 105-4 103-0 101-7+**
FEV, Post- (0-56) (0-77) (0-51) (2-09) (1-53) (1-17) (1-68)
bronchio- 18y  110-2 108-7 109-8 111-2 100-8 108-8 110-1
dilator (0-51) (0-87) (0-56) (1.73) (1-22) (1-22) (1.89)
Nor malized 8y 59 4.71%* 6-03 5.46 5.15¢ 4.70%** 3.97x**
DRR (0-14) (0-22) (0-13) (0-64) (0-40) (0-31) (0-49)
11y 511 3.51** 5.23 4.53 3.81%** 3.19%** 2.70%** 10y 605 3.68%** 609 7.21 5.25¢ 3.21%*% 2.64% %%
(0-15) (0-22) (0-16) (0-51) (0-39) (0-31) (0-49) (0-17) (0-30) (0-20) (1-03) (0-48) (0-36) (0-33)
18y 845 7-08%** 850 8-37 8.51** 7.03%** 6-49***
(1-96) (0-40) (2-30) (0-55) (0-67) (0-53) (0-61)
Geometric 8y 933 17.12%** 882 9.56 16.7%** 19.0*** 35.gx**
mean eNO (1-04) (1-09) (1-03) (110 (1-16) (113) (1-15)
1y  9-15 23-44%** 9.08 11.10 21.32%** 24.0%** 37-8¢**
(1-03) (1-07) (1-03) (1-15) (1-15) (110 (1-13)
18y 14.9 33.8%** 13.8 24.8+x* 21.9%** 32.4x%% 42.7%%%
(1-02) (1-06) (1-03) (1-12) (1-08) (1-08) (1-13)

The table shows group means (standard deviation). Atopy at 10 or 11 years defined as any positive skin prick test. Classes represent clusters of participantsin each cohort
generated according to their skin prick testing and specific IgE results. For values significantly different than reference No atopy or reference Class 0,* indicates p<0.05, **

indicates p<0.01, *** indicates p<0.001.



Table S7: Asthma and rhinoconjunctivitisin the MAAS cohort, by sensitization classes from this study

and by sensitization classes from the previous study™

1a (n=39) 2a (n=83) 3a (n=147) 4a (n=83)

1b (n=100) 2b (n=48) 3b (n=171) 4b (n=112)
Asthma (age 8) 0:79(0-2-3-4) 4.36 (2-4-8-0) 350(2:1-59) 14-6 (8:3 - 25.9)

1.05(1-:02-1-2) 4.08(1-9-9'1) 3-:00(1-7-52) 13-4(7-8-23:0)
Asthma (age 11) 2.88(0-9-8-9) 6-8 (3-4-13-6) 5.29 (2.9 - 9-8) 21-0 (10:9 - 40-2)

0-96 (0-3-2-9) 5.26 (2:2 - 12-4) 4.5(2-5-8-3) 15-1 (8-2 - 27-8)
Rhinoconjunctivitis 1.96 (0-7 - 5-3) 2:38(1-2-4-7) 10-5(6:5- 16-7) 14.5 (8-2 - 25.5)
(age 8) 1.45(0-7-3:0) 2:6(1.1-6:0) 8:1(5-1-13-0) 11-7 (6-9- 19-9)
Rhinoconjunctivitis 3:24(1-4-7-3) 2.82(1:5-5-2) 14-0 (8:8-22-3) 12:1(6:8-21-4)
(age11) 2:34(1-2-4-9) 3:68(1-7-7-9) 11.4(7:2-18-1) 12-8 (7:5-22.0)

The table shows gender-adjusted odds ratios and 95% confidence intervals using class O as reference. Columns
represent MAAS classes generated in this study (1a, 2a, 3a, 4a) and the previous study (1b, 2b, 3b, 4b).



References

1. Standardization of Spirometry, 1994 Update. American Thoracic Society. Am J Respir Crit Care
Med 1995;152(3):1107-36.

2. Scott M, Kurukulaaratchy RJ, Arshad SH. Definitions are important and not all wheeze is asthma.
Thorax 2010.

3. Arshad SH, Stevens M, Hide DW. The Effect of Genetic and Environmental -Factors on the
Prevalence of Allergic Disorders at the Age of 2 Years. Clinical and Experimental Allergy
1993;23(6):504-511.

4. Kurukulaaratchy RJ, Waterhouse L, Matthews SM, Arshad SH. Are influences during pregnancy
associated with wheezing phenotypes during the first decade of life? Acta paediatrica (Oslo,
Norway : 1992) 2005;94(5):553-8.

5. Scott M, Raza A, Karmaus W, et al. Influence of atopy and asthma on exhaled nitric oxide in an
unselected birth cohort study. Thorax 2010;65(3): 258-262.

6. Asher MI, Kell U, Anderson HR, et al. International Study of Asthmaand Allergiesin Childhood
(ISAAC): rationale and methods. Eur Respir J 1995;8(3):483-91.

7. Dreborg S. The skin prick test in the diagnosis of atopic alergy. J Am Acad Dermatol 1989;21(4 Pt
2):820-1.

8. Kurukulaaratchy RJ, Fenn M, Twisdlton R, Matthews S, Arshad SH. The prevalence of asthmaand
wheezing illnesses amongst 10-year-old schoolchildren. Respiratory Medicine 2002;96(3): 163-
169.

9. Slutsky AS, Drazen JM, Silkoff PE, et al. Recommendations for standardized procedures for the
online and offline measurement of exhaled lower respiratory nitric oxide and nasal nitric oxidein
adults and children - 1999. American Journal of Respiratory and Critical Care Medicine
1999;160(6): 2104-2117.

10. Simpson A, Tan VYF, Winn J, et a. Beyond Atopy Multiple Patterns of Sensitization in Relation
to Asthmain aBirth Cohort Study. American Journal of Respiratory and Critical Care Medicine
2010;181(11):1200-1206.

10



Multiple atopy phenotypes and their associations with asthma: similar findings from
two birth cohorts— Online Supplement

METHODS
Study design, setting, and participants
Manchester Asthma and Allergy Sudy (MAAS) birth cohort

Manchester Asthma and Allergy Study (MAAS) is a population-based prospective study which follows the
development of asthma and other atopic disordersin a cohort of children. Children were followed prospectively,
and attended review clinics at ages 1, 3, 5, 8 and 11 years. A validated ISAAC questionnaire was interviewer-
administered to collect information on parentally reported symptoms, physician-diagnosed illnesses and
treatments received. Study was approved by the Local Research Ethics Committee. Informed consent was
obtained from all parents.

Atopic sensitization was ascertained by skin prick testing at age 1, 3, 5, 8, and 11 years (D pteronyssinus, cat,
dog, grass pollens, tree pollens, moulds, milk, egg, peanuts [Bayer, Elkahrt, IN, USA]). We defined sensitization
as a mean weal diameter 3mm greater than negative control to at least one of the allergens tested.

We also measured specific serum IgE to mite, cat, dog, grasses, milk, egg and peanut by ImmunoCAP (Phadia,
Uppsala, Sweden) collected at the four time points. For sIgE, we defined three levels of sensitization: negative
(sIgE<0.35kU/1), positive (0.35kU/I<sIgE<10kU/N), and high (SIgE>10kU/I). A cut-off for high positive sIgE
(=10kU/) was defined based on the distribution of the sIgE data; amongst the positive IgE tests, this cut-off
identified the highest 5%. We defined conventional atopy as a positive SPT to any alergen.

Airway reactivity was assessed using a 5 step protocol performed according to ATS guidelines.* Quadrupling
doses of methacholine (0-0625 — 16-0 mg/mL) were delivered to subjects via a DeVilbiss 646 nebuliser (Sunrise
Medical HHG, Somerset, PA) and a KoK o dosimeter (Pulmonary Data Services, Doylestown, PA) calibrated to
deliver 0-009 mL per 0-6second actuation. The predicted FEV, was calculated and if the measured values was
<1-0 litre or less than 60% predicted the test was not performed. If the child was unable to produce reproducible
FEV 1 measurements the procedure was abandoned. Assuming the child met the criteria to continue, the 20%
drop from the child’s baseline value was calculated so that the operator would know when to stop the test. FEV;
was measured 30 and 90 seconds after 5 inhalations of each dose of methacholine. The challenge was stopped
when either a 20% fall in FEV,; was observed, or the maximum methacholine concentration had been
administered with afall of less than 20% in FEV,.

Exhaled NO was used as a measure of eosinophilic airway inflammation®. It was measured during slow
exhalation (6L/min) from total lung capacity to residual volume via a wide-bore Teflon tube. NO was
continuously sampled from a side arm and the reading was taken when levels had plateaued and the CO2
concentration exceeded 5%. During measurement of eNO, subjects wore a nose clip and pressure during
expiration was kept constant (3 + 0-4 mm Hg) by using a visual display of expiratory flow measured by the
pressure and volume sensorsin the analyzer. The mean value of two readings with <5% variability was taken.

Hospital admission for asthma/wheeze: A trained physician reviewed the written and computerized primary care
medical records and extracted the data on hospitalisations for wheeze or asthma.

The Idle of Wight birth cohort

The Ide of Wight birth cohort study is a whole population birth cohort study established on the Isle of Wight in
1989 with the principal aim of prospectively studying the natural history of alergic disease from birth to young
adulthood. Detailed descriptions of the previous methodology, data collection and the results of study
assessments at 1, 2, 4, 10 and 18 years have been previously described®®. Ethics approval (06/Q1701/34) and
informed consent was obtained to follow-up children born between 1 January 1989 and 28 February 1990.
Where participants could not attend in person, a telephone or postage questionnaire was undertaken.
Questionnaires, based on the ISAAC questionnaire®, were updated at each assessment with additional skin prick
testing at 4, 10 and 18 years. Skin prick testing was performed by a standardised method’ to a panel of common
aeroallergens and food allergens (dust mite, grass pollen, tree pollen, cat, dog, milk, egg, peanut, soya, cod,
Cladosporium, Alternaria; Alk-Abello, Horsholm, Denmark). Single-headed lancets were used and the skin
pricked at an angle of 90°. The wheal diameter was recorded at 15 min. Participants underwent spirometry,
bronchodilator reversibility (BDR) to 600 micrograms inhaled salbutamol and methacholine challenges at 10
and 18 years using previous published methods®. This is similar to the protocol used in MAAS except that
doubling doses of methacholine where used. FeNO was measured (Niox mino, Aerocrine AB, Solna, Sweden)
according to American Thoracic Society (ATS) guidelines’. A biofeedback mechanism was used to maintain the
expiratory flow rate at 50 ml/s and subjects exhaled against resistance to prevent upper airway contamination.

1



Measurements were made in a standardised manner with the subject standing without a nose clip; FeNO was
measured before spirometric testing. Participants were rescheduled if they had clinical symptoms consistent
with either current infection or a recent (within 2 weeks) asthma exacerbation, or had required antibiotics or oral
steroids in the preceding 2 weeks.

Atopic sensitisation class model

We model sensitisation to a particular allergen over time using a Hidden Markov Model, where the hidden state
at each time point models true underlying sensitisation. This sensitisation state determines whether there is a
high or low probability of observing positive SPT/sIgE responses, and the corresponding parameters can be
viewed as true/false positive rates. The state transition probabilities (i.e. the probabilities of acquiring/losing
sensitisation over time) for all available allergens define class membership: they are shared between all children
within a single sensitisation class but allowed to differ between classes. We inferred posterior distributions over
all model parameters, latent variables, and missing values using variational message passing, a method for
approximate Bayesian inference that maximizes a lower bound on the marginal likelihood of the data. The
model and inference were implemented in Infer.NET (http://research.microsoft.com/infernet), a Microsoft-
owned library for large-scale Bayesian inference freely available for research purposes. We determined the
appropriate number of clusters by comparing models in terms of margina likelihood and cluster assignment
reproducibility across multiple random initializations of the inference algorithm with subsets of the data
removed. We allowed the model to include up to five clusters, as a larger number resulted in empty or nearly-
empty clusters, and evidence from previous work suggested a five-class solution. Robustness and reproducibility
of the obtained sensitization classes in each cohort were ensured by running the inference a large number of
times starting with random initializations, and computing confusion matrices between solutions obtained in
different runs.

RESULTS
Atopic sensitization class model: number of clusters

To determine the number of clusters, we first used a cross-validation approach, where we trained the model on
90% of the data and evaluated the log-likelihood of the remaining 10%. The removed patients were randomly
selected among those with at |east one positive response. The procedure repeated over 100 random data splitsin
both cohorts. There was no clear winning solution (Figure S1); however, solutions with more than five clusters
typically contained empty or very small clustersin both cohorts, and so we chose 5-cluster solutions.

Figure S1: Average log-likelihood of held out data (mean and standard deviation across 100 cross-
validation data splits) versusthe number of clusters.
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Comparison of MAAS sensitization classesin thisstudy and in previous one™

In clustering MAAS cohort data, we used the same approach as that described in our previous analysis™ on the
same data, augmented with age 11 SPTs, and using a ternary rather than binary representation for sIgE tests.
This changed the individual class membership somewhat (see confusion matrix in Table S1); however, there
was little effect on the qualitative class characteristics (Figure S1) and the relationship between sensitization
classes and clinical outcomes (Table S2).



Table S1: Confusion matrix between sensitization classes from this study (0a, 1a, 2a, 3a, 4a) and
sensitization classes (Ob, 1b, 2b, 3b, 4b) from previous wor k*°

Ob 1b 2b 3b 4b
Oa 594 66 2 14 0
la 1 32 0 3 3
2a 3 1 45 34 0
3a 0 1 0 120 26
4a 0 0 0 0 83

Figure S2: MAAS cohort characteristics for the sensitization classes from this study (top) and previous

work (bottom).
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The figures show the number of positive SPTs (black) and negative SPTs (white) for ages 1, 3, 5, 8, and 11,
arranged according to allergen and sensitisation class.

Sensitization class characteristics

The relationship between sensitisation defined by a positive serum specific IgE result and both atopy defined
conventionally and by the sensitisation classes in MAAS are shown in Table S3. Similar results are shown for
the relationship between sensitisation defined by a positive skin prick test results and both atopy defined
conventionally and by the sensitisation classesin MAAS and oW in Tables S4 and S5 respectively. In general,
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sensitisation defined by either a positive serum specific IgE or a positive skin prick test increases with
progression from the Class 1 to Class 4 sensitisation clusters.

Table S2: MAAS cohort positive slgEs at ages 5 and 8, for the entire cohort, atopic children (conventional

definition), and by sensitization class

MAAS Whole group Atopy age 11 Class1 Class2 Class3 Class4
(n=1028) (n=241) (n=39) (n=83) (n=147) (n=83)
Dust By 94/534 (17-6%)  64/146 (43-8%)  0/22 22/44 (50-0%) 39/74 (52:-7%) 30/45 (66-7%)
mite 8y 119/511(23-3%) 85/149 (57:0%)  0/15 39/49 (79-6%) 44/80 (55-0%) 30/38(78-9%)
Grass 5y  85/534 (15:9%) 6/146 (38-4%) 5/22 (22-7%) 0/44 49/74 (66-2%) 30/45 (66-7%)
pollen 8y 138/511(27:0%)  97/149 (65-1%) 3/15 (20:0%) 7149 (14-3%) 76/80 (95-0%) 33/38 (86-8%)
Cat 5y  47/534 (8-8%) 32/146 (21-9%) 0/22 0/44 9174 (12-2%) 37/45 (82-2%)
8y 59/511 (11-5%) 43/149 (28-9%) 0/15 3/49 (6-1%) 22/80 (27-5%) 33/38 (86-8%)
Dog By  45/534 (8-4%) 28/146 (19-2%)  0/22 2144 (4-5%) 9/74 (12-2%) 33/45 (73-3%)
8y 77/511(151%)  56/149 (37-6%)  0/15 4149 (8-1%) 40/80 (50-0%) 32/38 (84-2%)
Milk 5y  48/531 (9-0%) 23/145 (15-9%) 5/22 (22-7%) 4/44 (9-1%) 13/74 (17-6%) 15/44 (34-1%)
8y 49/511 (9-6%) 22/149 (14-8%) 2/15 (13-3%) 8/49 (16-3%) 8/80 (10-0%) 12/38 (31-6%)
Egg 5y  29/534 (5-4%) 16/146 (11-0%) 3/22 (13:6%) 2/44 (4-5%) 8/74 (10-8%) 13/45 (28-9%)
8y 39/511 (7-6%) 18/149 (12-1%) 2/15 (13-3%) 3/49 (6-1%) 10/80 (12-5%) 12/38 (31-6%)
Peanut By  36/534 (6:75) 25/146 (17-1%)  2/22 (9-1%) 0/44 13/74 (17-6%) 19-45 (42-2%)
8y  48/511 (9,45) 37/149 (24-8%)  0/15 0/49 27/80 (33-8%) 19/38 (50-0%)

Positive sIgE defined as aresult of at least 0-35kU/1; atopy at 11 years defined as any positive SPT. Classes
represent clusters of participants in each cohort generated according to their skin prick testing and specific IgE

results.



Table S3: MAAS cohort positive SPTsat ages 1, 3, 5, 8, 11 years, for the entire cohort, atopic children
(conventional definition), and by sensitization class

MAAS Whole group Atopy age 11 Class1 Class2 Class3 Class4
(n=1028) (n=241) (n=39) (n=83) (n=147) (n=83)
Dust ly  4/376 (1-1%) 4175 (5-3%) 0/24 2/13 (6-5%) 0/48 2127 (7-4%)
mite 3y  96/85(11-1%) 54/208 (26-0%) 0/34 24/75 (32-0%)  42/127 (33-1%) 30/60 (50-0%)
By  139/859 (16:2%)  86/219 (39-3%) 0/35 41/77 (53-2%)  51/124 (41-1%) 45/70 (64-3%)
8y  157/836 (18-8%) 105/225 (46-7%) 0/34 55/79 (69-6%)  59/125 (47-2%) 43/68 (63-2%)
1ly  146/988 (14-8%) 146/239 (61-1%) 2135 (5-7%) 30/81 (48-1%)  49/143 (34-3%) 36/81 (44-4%)
Grass ly 0/376 0/75 0/24 0/31 0/48 0127
pollen 3y  80/866 (9-2%) 41/208 (19-7%) 935 (25-7%) 0/75 441126 (34-9%) 27/60 (45%)
Sy  146/861 (17-0%) 90/220 (40-9%) 11/35 (31-4%) 077 88/125 (70-4%) 47/70 (67-15)
8y  128/836 (15-3%)  80/225 (35-6%) 0/34 0/79 84-125 (67-2%) 36/68 (52-9%)
11y  136/987 (13-8%) 136/238 (57-1%) 4/35 (11-4%) 12/81 (14-8%)  62/143 (43-4%) 27/80 (33-8%)
Tree ly NA N/A N/A N/A N/A N/A
pollen 3y NA N/A N/A N/A N/A N/A
5y  NIA N/A N/A N/A N/A N/A
8y  44/836 (5-3%) 30/225 (13-3%) 0/34 3179 (3-8%) 29/125 (23-2%) 12/68 (17-6%)
1ly  68/989 (6-9%) 68/240 (28-3%) 3/35 (8-5%) 4/81 (4-9%) 34/143 (23-8%) 18/81 (22-2%)
Cat ly  8/376 (2:1%) 3/75 (4-0%) 3/24 (12-5%) 0/31 1/48 (2-1%) 4/27 (14-8%)
3y  47/862 (5-5%) 25/206 (12-1%) 7135 (20-0%) 75 (1-3%) 1/124 (0-8%) 38/59 (64-4%)
By  83/860 (9-6%) 51/220 (23-2%) 0/35 2077 (2-6%) 19/124 (15-3%) 54/71 (76-1%)
8y  88/836 (10-5%) 50/225 (26-2%) 0/34 4179 (5-1%) 35/125 (28%) 49/68 (72-1%)
1ly  72/988 (7-3%) 71/239 (29-7%) 1/35 (2-8%) 9/81 (11-19%) 23/143 (16-1%) 31/81 (38-3%)
Dog ly  6/376 (1-6%) 175 (1-3%) 0/24 0/31 0/48 4/27 (14-8%)
3y  47/867 (5-45) 26/208 (12-5%) 4/35 (11-4%) 0/75 6/127 (4-7%) 37/60 (61-7%)
By  53/862 (6-1%) 33/221 (14-9%) 0/35 4177 (5-2%) 2/125 (1-6%) 47/71 (66-2%)
8y NIA N/A N/A N/A N/A N/A
1ly  32/987 (3-2%) 31/238 (13-0%) 0/35 2/81 (2:5%) 8/143 (5-6%) 22/80 (27-5%)
Mould ly NA N/A N/A N/A N/A N/A
3y  1/800 (0-1%) 1/200 (0-5%) 0/32 0/67 1/122 (0-8%) 0/52
By  14/845 (1-7%) 11/218 (5-0%) 0/35 0/75 6/121 (5-09%) 8/71 (11-3%)
8y  18/836 (2:1%) 11/225 (4-9%) 0/34 2/79 (2-5%) 7/125 (5-6%) 9/68 (13-29%)
1ly  12/987 (1-2%) 12/238 (5-0%) 0/35 1/81 (1-2%) 5/143 (3-5%) 5/80 (6-3%)
Milk ly  0/369 0/74 0/24 0/30 0/48 0/27 (4-58
3y  4/830 (0-5%) 2/207 (1-0%) 0/34 0/70 0/123 (6-9%)
By  6/847 (0-7%) 4/219 (1-8%) 0/35 0/75 0/122 6/71 (8-5%)
8y  1/836(0-1%) 0/225 0/34 0/79 0/125 1/68 (1-5%)
1ly  0/987 0/238 0/35 0/81 0/143 0/80
Egg ly  29/369 (8-0%) 10/74 (13-5%) 13/24 (54-2%) 0/30 7/48 (14-6%) 9/27 (33-3%)
3y  25/831 (3-0%) 12/206 (5-8%5) 4/34 (11-8%5) 1/69 (1-4%) 7/123 (5-7%) 13/58 (22-4%)
Sy  19/847 (2-2%) 12/219 (5-5%) 1/35 (2-8%) 75 (1-3%) 2/122 (1-6%) 15/71 (21-1%)
8y  11/836 (1-3%) 8/225 (3-6%) 0/34 79 (1-3%) 1/125 (0-8%) 9/68 (13-29%)
1ly  3/986 (0-3%) 3/237 (1-3%) 0/35 0/81 0/143 3/79 (3-8%)
Peanut 1y N/A N/A N/A N/A N/A N/A
3y NA N/A N/A N/A N/A N/A
5y  NIA N/A N/A N/A N/A N/A
8y  39/829 (4-7%) 26/222 (11-7%) 0/34 0/79 13/123 (10-6%) 20/67 (29-9%)
1ly  29/906 (3-2%) 29/206 (14-1%) 1/32 (3-1%) 0/74 11/123 (8-9%) 12/74 (16-2%)

Positive skin prick test defined as wheal of at least 3mm in diameter. Atopy at 11 years defined as any positive
skin prick test. Classes represent clusters of participantsin each cohort generated according to their skin prick

testing and specific IgE results.



Table $4: oW cohort positive SPTs at ages 4, 10 and 18, for the entire cohort, atopic children

(conventional definition), and by sensitization class

low Whole group Atopy age 10 Class1 Class?2 Class3 Class4
(n=1226) (n=278) (n=69) (n=120) (n=153) (n=93)
Dust mite 4y  104/969 (10-7%) 83/227 (36-6%) 1/60 (1-7%) 0/97 52/122 (42-6%) 46/75 (61-35)
10y 199/1026 (19-4%)  199/278(71-6%)  8/62 (12-9%) 37/110 (33-6%) 85/131 (64-8%) 68/83 (81-9%)
18y  241/839 (28-7%) 140/201(69-7%)  9/56 (16-1%) 78/106 (73-6%) 103/120 (85-8%) 51/61 (83-6%)
Grass 4y  68/968 (7-0%) 57/227 (25:1%)  13/59 (22-0%)  3/97 (3-1%) 8/122 (6-6%) 4475 (58-7%)
pollen 10y 133/1027 (13-0%) 133/278 (47-8%)  43/62(69-4%)  0/110 24/131 (18-3%) 66/83 (79-5%)
18y  200/838 (23-9%) 129/201 (64-2%)  56/56 (100%)  29/106 (27-4%) 58/120 (48-3%) 57/61 (93-4%)
Tree 4y  N/A N/A N/A N/A N/A N/A
pollen 10y 18/1026 (1-8%) 18/278 (6-5%) 8/62 (12-9%) 0/110 2/131 (1-5%) 8/83 (9:6%)
18y  49/839 (5-8%) 36/201 (17-9%)  22/56 (39-3%) (/106 0/120 27161 (44-3%)
Cat 4y  51/968 (5:3%) 41/227 (18-1%) 0/59 0/97 9/122 (7-4%) 39/75 (52%)
10y 82/1026 (8-0%) 82/278 (29-5%) 9/62 (14-5%) 0/110 10/131 (7-6%) 56/83 (67-5%)
18y  98/839 (11-7%) 72/201 (35-8%) 9/56 (16-1%0) 0/106 42/120 (35-0%) 44/61 (72-1%)
Dog 4y 18/968 (1-9%) 16/227 (7-0%) 0/59 0/59 01122 17/75 (22-7%)
10y  46/1026 (4-5%) 46/278 (16:5%)  3/62 (4-8%) 3/62 (4-8%) 5/131 (3-8%) 37/83 (44-6%)
18y  90/839 (10-7%) 64/201 (31-8%) 4/56 (7-1%) 4/56 (7-1%) 44/120 (36-7%) 42/61 (68-9%)
Alternaria 4y  41/967 (4-2%) 28/227 (12-3%) 0/60 0/59 23/122 (18-9%) 7175 (22:7%)
10y 22/1026 (2-1%) 22/278 (7-9%) 1162 (17-7%)  11/62 (17-7%) 5/131 (3:8%) 5/85 (6-0%)
18y  68/839 (8-1%) 45/201 (22-4%)  11/56 (19-6%)  11/56 (19-6%) 28/120 (23-3%) 21/61 (34-4%)
Milk 4y 11/969 (1-1%) 71227 (3-1%) 0/60 0/60 2/122 (1-6%) 975 (12:0%)
10y  3/1025 (0-3%) 3/277 (1-1%) 1/62 (1-6%) 1/62 (1-6%) 0/130 2/83 (2-4%)
18y  9/839 (1-1%) 7/201 (3-5%5) 2/56 (3:6%) 2/56 (3:6%) 2/120 (1-7%) 5/61 (8-2%)
Egg 4y 7/969 (0-7%) 71227 (3-1%) 0/60 0/60 2/122 (1-6%) 5/75 (6:7)
10y  4/1025 (0-4%) 41277 (1-4%) 0/62 0/62 1/130 (0-8%) 3/83 (3-6%)
18y  8/839 (1-0%) 6/201 (3-0%) 2/56 (3:6%) 2/56 (3:6%) 1/120 (0-8%) 5/61 (8-2%)
Peanut 4y 10/967 (1-0%) 9/226 (4-0%) 2/59 (3-4%) 2/59 (3-4%) 3/121 (2-5%) 5/75 (6-7%)
10y 18/1025 (1-8%) 18/277 (6-5%) 4/62 (6-4%) 4/62 (6-5%) 5/130 (3-8%) 9/83 (10-8%)
18y  52/839 (6-2%) 41/201 (20-4%)  25/56 (44-6%)  25/56 (44-6%) 7/120 (5-8%5) 20/61 (32-8%)
Soya dy  2/966 (0-2%) 2/227 (0-9%5) 0/59 0/59 0/122 2/75 (2-75)
10y  2/1025 (0-2%) 2/277 (0-7%) 0/62 0/62 0/133 2/83 (2-4%)
18y  5/839 (0-6%) 3/201 (1-5%) 2/56 (3-6%) 2/56 (3-6%) 0/120 3/61 (4-9%)
Cod 4y 5/931 (0-5%) 4/218 (1-8%) 0/56 0/59 2/119 (1-7%) 3/73 (4-1%)
10y  8/1025 (0-8%) 81277 (2-9%) 2162 (3-2%) 2162 (3-2%) 1/130 (0-8%) 5/83 (6-0%)
18y  15/839 (1-8%) 11/201 (5-5%) 9/56 (16-1%) 9/56 (16-1%) 3/120 (2:5%) 3/61 (4-9%)
Clado- 4y  15/967 (1-6%) 9/227 (4-0%) 0/59 0/59 3/122 (2-5%) 7175 (9-3%)
sporium 10y 11/1026 (1-11%)  11/278 (4-0%) 0/62 0/62 1/131 (0-8%) 8/83 (9-6%)
18y  25/839 (3-0%) 19/201 (9-5%) 6/56 (10-7%)  6/56 (10-7%) 3/120 (2-5%) 14/61 (23-0%)

Positive skin prick test defined as wheal of at least 3mm in diameter. Atopy at 10 years defined as any positive
skin prick test. Classes represent clusters of participantsin each cohort generated according to their skin prick
test results.



Table S5: Asthma and rhinitis by conventionally defined atopy and by sensitization class

MAAS (n=1028) loW ( n=1226)
Atopy age 11 Class1 Class 2 Class3 Class4 Atopy age 10 Class1 Class2 Class3 Class4
(n=241) (n=39) (n=83) (n=147) (n=83) (n=278) (n=69) (n=120) (n=153) (n=93)
Asthma age 37(24-59) 079(0-2-34)  436(24-80) 35(2159) 14-6 (8-3-25-9)
8 p<0.001 p=0-759 p<0-001 p<0-001 p<0-001
age 55(34-88) 288(0-9-89)  68(34-136)  53(29-9-8) 210 (10-9 -40-2) age 58(4-1-83) 1.4 (0-6-3-0) 1.7 (1-0-3-1) 4.1(2-6-6-4) 11.9 (7-3-19-4)
I o001 p=0-066 p<0-001 p<0-001 p<0-001 10 p<0-001 p=0-426 p=0-064 p<0-001 p<0.001
age 57 (4-0-8.0) 3-0(1-657) 3-36(2:1-55)  4-87(3-275)  13-6(82-22:8)
18 hc0.001 0-001 p<0-001 p<0-001 p<0-001
Hospital age 26(1.5-46) 55(1-1-285  3-8(0:9-157)  2:1(0-5-85) 153 (5-3-44-1) age 2:07(1334)  1.4(0:5-39) 1.0 (0-4-2-6) 2.4 (1-3-4-5) 2:5(1-3-4-7)
adm|$0n 3-8 —=U- —=U- =) =) . 1-10 )—| =) =U- =) =)
B p=0-001 p=0-041 p=0.062 p=0-31 p<0-001 p=0v004 p=0-541 p=0-989 p=0-006 p=0-006
Rhino- age 58(38-89) 28(06-132)  25(0.8-7.8) 109 (5.3-224)  19.6(9.1-42.2)
conjunctivitis 8 p<0-001 p=0.185 p=0-128 p<0-001 p<0-001
age 92(61-137) 25(11-5.8) 1.6 (0.8-32) 73(4.7-113) 9.9 (5.7-17.0) age 6:3(4-3-9-1) 6:5(3-6-11-8)  1.5(0-7-2:9) 3.6 (2:2-5-9) 11.7 (7-0-19-6)
1 p<0-001 p=0-031 p=0-159 p<0-001 p<0-001 10 p0.001 p<0-001 p=0-266 p<0-001 p<0-001
age 61(4-4-8.4) 124 (71-21.7)  2:6 (1-6-4-1) 6-1(4-1-9-1) 12.0 (7-3-19-9)
18 p<0.001 p<0-001 p<0-001 p<0-001 p<0-001

The table shows gender-adjusted odds ratios and 95% confidence intervals using class 0 as reference. Atopy at 10 or 11 years defined as any positive skin prick test. Classes

represent clusters of participants in each cohort generated according to their allergy test results.



Table S6: Lung function by conventional atopy and by sensitization classes

MAAS (n=1028) oW (n=1226)
No atopy  Atopy Class0 Class1 Class2 Class3 Class4 Noatopy Atopyage  ClassO Class1 Class 2 Class3 Class4
age 11 age 11 (n=676) (n=39) (n=83) (n=147) (n=83) age 10 10(n=278)  (n=791) (n=69) (n=120) (n=153) (n=93)
(n=469)  (n=241) (n=948)
% Predicted By 96-2 95.6 9.6 92:6 963 95.0 95.3%**
FEV, (0-66) (0-87) (0-56) (2:34) (1-53) (1-38) (179
8y  100-2 97.9* 1003 985 99.8 97.0* 92.8x**
(0-61) (0-82) (0-51) (2-76) (1-48) (1-33) (1-53)
11y 993 97.3++ 995 981 99.9 96-3** 94.8** 10y 1036 103-0 1035 1051 103-2 102.0 1038
(0-51) (0-77) (0-6) (2-09) (1-53) (1-17) (1-84) (0-41) (0-71) (0-46) (1-.63) (0-97) (1-02) (1-58)
18y 1055 102:-2%* 1052 1070 104-3 102-5** 104-0
(0-46) (0-92) (0-46) (1-58) (1-28) 1-22) 2:30)
FEV/FVC 8y 870 85.3* 87.0 881 86-1 85.3+ 83.9%**
(%) (0-31) (0-46) (0-26) 122 (0-61) (0-66) (0-97)
1y 874 84.8+* 874 86-9 84.8 85.9 82.4x+* 10y 88-9 87.9 89:0 89-4 884 88-3 86-4x**
(0-31) (0-51) (0-26) (1-17) (0-72) (0-82) (1-22) (0-20) (0-41) (0-26) (0-82) (0-56) (0-56) (0-82)
18y 877 85-8* 88-0 88-.6 875 86-2 84.2xx*
(0-31) (0-56) (0-41) (0-92) (0-72) (0-72) (1-28)
% Predicted 11y 1043 1034 104-2 103-4 105-4 103-0 101-7+**
FEV, Post- (0-56) (0-77) (0-51) (2-09) (1-53) (1-17) (1-68)
bronchio- 18y  110-2 108-7 109-8 111-2 100-8 108-8 110-1
dilator (0-51) (0-87) (0-56) (1.73) (1-22) (1-22) (1.89)
Nor malized 8y 59 4.71%* 6-03 5.46 5.15¢ 4.70%** 3.97x**
DRR (0-14) (0-22) (0-13) (0-64) (0-40) (0-31) (0-49)
11y 511 3.51** 5.23 4.53 3.81%** 3.19%** 2.70%** 10y 605 3.68%** 609 7.21 5.25¢ 3.21%*% 2.64% %%
(0-15) (0-22) (0-16) (0-51) (0-39) (0-31) (0-49) (0-17) (0-30) (0-20) (1-03) (0-48) (0-36) (0-33)
18y 845 7-08%** 850 8-37 8.51** 7.03%** 6-49***
(1-96) (0-40) (2-30) (0-55) (0-67) (0-53) (0-61)
Geometric 8y 933 17.12%** 882 9.56 16.7%** 19.0*** 35.gx**
mean eNO (1-04) (1-09) (1-03) (110 (1-16) (113) (1-15)
1y  9-15 23-44%** 9.08 11.10 21.32%** 24.0%** 37-8¢**
(1-03) (1-07) (1-03) (1-15) (1-15) (110 (1-13)
18y 14.9 33.8%** 13.8 24.8+x* 21.9%** 32.4x%% 42.7%%%
(1-02) (1-06) (1-03) (1-12) (1-08) (1-08) (1-13)

The table shows group means (standard deviation). Atopy at 10 or 11 years defined as any positive skin prick test. Classes represent clusters of participantsin each cohort
generated according to their skin prick testing and specific IgE results. For values significantly different than reference No atopy or reference Class 0,* indicates p<0.05, **

indicates p<0.01, *** indicates p<0.001.



Table S7: Asthma and rhinoconjunctivitisin the MAAS cohort, by sensitization classes from this study

and by sensitization classes from the previous study™

1a (n=39) 2a (n=83) 3a (n=147) 4a (n=83)

1b (n=100) 2b (n=48) 3b (n=171) 4b (n=112)
Asthma (age 8) 0:79(0-2-3-4) 4.36 (2-4-8-0) 350(2:1-59) 14-6 (8:3 - 25.9)

1.05(1-:02-1-2) 4.08(1-9-9'1) 3-:00(1-7-52) 13-4(7-8-23:0)
Asthma (age 11) 2.88(0-9-8-9) 6-8 (3-4-13-6) 5.29 (2.9 - 9-8) 21-0 (10:9 - 40-2)

0-96 (0-3-2-9) 5.26 (2:2 - 12-4) 4.5(2-5-8-3) 15-1 (8-2 - 27-8)
Rhinoconjunctivitis 1.96 (0-7 - 5-3) 2:38(1-2-4-7) 10-5(6:5- 16-7) 14.5 (8-2 - 25.5)
(age 8) 1.45(0-7-3:0) 2:6(1.1-6:0) 8:1(5-1-13-0) 11-7 (6-9- 19-9)
Rhinoconjunctivitis 3:24(1-4-7-3) 2.82(1:5-5-2) 14-0 (8:8-22-3) 12:1(6:8-21-4)
(age11) 2:34(1-2-4-9) 3:68(1-7-7-9) 11.4(7:2-18-1) 12-8 (7:5-22.0)

The table shows gender-adjusted odds ratios and 95% confidence intervals using class O as reference. Columns
represent MAAS classes generated in this study (1a, 2a, 3a, 4a) and the previous study (1b, 2b, 3b, 4b).
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