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Background: Although airway hyperresponsiveness to

bronchoconstrictors has been extensively investigated,

epidemiologic studies on airway hyperresponsiveness to

bronchodilators are limited.

Objective: Our goal was to characterize the distribution and

determinants of bronchodilator response (BDR) and

bronchodilator hyperresponsiveness (BDHR) in rural Chinese

children age 8 to 15 years.

Methods: Our study included children with and without

asthma from asthma index families (1131 boys, 1143 girls) and

subjects without asthma from general population controls (457

boys, 377 girls). BDR was calculated as [(post bronchodilator

FEV1 2 baseline FEV1)/baseline FEV1] 3 100. BDHR was

defined as BDR greater than 12%. We investigated the

distributions and major determinants of BDR and BDHR using

scatterplots and multiple linear and logistic regression models.

Results: There was a gradient in BDR by asthma status and

family history. The mean (6SD) BDR was 7% 6 9% in

subjects with asthma, 4% 6 5% in subjects without asthma

from index families, and 3% 6 5% in controls. This trend was

also seen for BHDR. BDR generally decreased with age. There

was a notable sex difference in BDR around puberty in subjects

with asthma. Sex difference was also seen in the relationship of

BDR with body mass index. Additional variables correlated

with BDR included height and prebronchodilator FEV1. Atopy

was not correlated with BDR. In models accounting for these

variables, chronic respiratory symptoms were associated with

BDR and BDHR.

Conclusion: In these Chinese children, multiple factors affected

BDR, including age, sex, height, body mass index, asthma

status, and family history of asthma.

Clinical implications: Because BDR can be affected by multiple

factors, interpretation of clinical or research findings on BDR
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needs to take these factors into consideration. (J Allergy

Clin Immunol 2006;117:1257-63.)
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Despite intensive research, the morbidity and mortality
of asthma remain relatively high.1 Some of this difficulty
ensues from the fact that asthma is a complex trait with
multiple, variably defined intermediate phenotypes.
These phenotypes themselves are not fully understood in
terms of mechanism and are not fully characterized. Of
these, airway responsiveness remains a central and stan-
dard assessment in asthma.2 Airway reactivity to broncho-
constrictor agents has been assessed among populations
with different age, ethnicity, and disease status.3

The conventional approach for assessing airway reac-
tivity has been with the use of bronchoconstrictor agents.
However, bronchodilator response (BDR or [baseline
FEV1 2 postbronchodilator FEV1]/baseline FEV1 3

100) may be preferred over methacholine challenge in
large-scale population-based studies. This is not only a re-
sult of the fact that methacholine challenges are time and
labor intensive. They also entail more risk to the patient
than may be accommodated in large-scale population-
based studies in which the study visit often occurs in the
community. Finally, it is not clear that BDR and methacho-
line challenges are necessarily equivalent. The relationship
of b-receptor polymorphisms to methacholine responsive-
ness is present in some4-6 but not all7,8 studies. Therefore, it
is important to evaluate the determinants of BDR to under-
stand better this intermediate phenotype in asthma.

Bronchodilator response and bronchodilator hyperres-
ponsiveness (BDHR) aggregate in families in both the
general population and among families with asthma.9,10

BDR has been used as an epidemiologic parameter of
asthma among different populations9,11-13 and is a charac-
teristic finding in subjects with asthma.14,15 Given the var-
iability of response,16,17 BDR distribution and variability
patterns among various populations need to be described
further to increase this central measure’s utility as an inter-
mediate phenotype.

The purpose of this report is to characterize the
distribution of BDR and BDHR among a sample of chil-
dren age 8 to 15 years including children with and without
asthma (family history only) from asthma index families,
and control children without asthma randomly selected
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from the general population, respectively. Secondary aims
included developing sex-specific predictive models of
BDR among children of the control families to elucidate
which of the epidemiologic demographic variables are
important determinants of BDR and BDHR.

METHODS

Study site and population

This study was conducted by the Harvard School of Public Health

in collaboration with Anhui Medical University and Anqing Health

Bureau in a rural area in Anqing, China. The purpose of the main

study was to evaluate gene-environment interactions as they relate to

the development of asthma and familial aggregation of lung function

in this rural Chinese cohort. This report used the data from 1131 boys

and 1143 girls age 8 to 15 years from 2756 asthma index families and

457 boys and 377 girls from 935 random control families.

The study protocols were reviewed and approved by the local

Chinese human subjects committees and the Institutional Review

Board of Harvard School of Public Health. All of the subjects have

given their written informed consent. The detailed description of

protocols for informed consent and multilayer screening procedures

have been published elsewhere.9,11,18

Definition of asthma (American Thoracic
Society–Questionnaire)

Asthma was determined by a previous doctor diagnosis of asthma

(subject report) along with the following criteria: (1) there is a history

of repeated episodes of wheeze and dyspnea, but the subject is

asymptomatic between episodes; and (2) the obstructive symptoms

can be significantly improved by a bronchodilator.9,11,18

Identification of asthma index families
and random control families

Asthma index families were identified in the 8 counties through a

multistage process described elsewhere.18 Index families were chosen

by using the following criteria: (1) the presence of an index patient

with asthma who was at least 8 years old; (2) the existence of 1 or

more siblings of the asthma index case, at least 8 years old; (3) the

availability of both parents; and (4) no more than 1 parent with a his-

tory of asthma. These criteria were determined by the purpose of the

main study, which was to evaluate gene-environment interactions

around the development of asthma. To perform family-based associ-

ation testing, we required heterozygous parent pairs for the trait of

asthma. Random families were recruited from the general population

of the rural communities of Anqing (from which the asthma index fam-

ilies were ascertained) on the basis of the 1992 census data by a 2-stage

random sampling technique as described previously.9,11 Asthma

index families were excluded from potential recruitment as controls.

Pulmonary function tests and definition
of BDR and BDHR

Standardized pulmonary function tests were conducted with

American Thoracic Society ‘‘Snowbird Guideline’’–approved equip-

ment and procedures (Schiller, Switzerland), as described

Abbreviations used

BDHR: Bronchodilator hyperresponsiveness

BDR: Bronchodilator response

BMI: Body mass index
previously.18 The BDR is based on pulmonary function measure-

ments before and after administration of 200 mg albuterol.18 BDR

was calculated as [(postbronchodilator FEV1 2 baseline FEV1)/base-

line FEV1] 3 100. BDHR was defined as a change of at least 12%

from baseline FEV1.0.2,19

Statistical analysis

In this report, the primary outcome variables were BDR (a

continuous variable) and BDHR (a binary variable). We first exam-

ined the distributions of BDR and BDHR among children from

random control families and among children from the asthma index

families (with and without physician-diagnosed asthma). We further

explored association of BDR with sex, age, height, body mass index

(BMI), and parental smoking. All children in the study were younger

than 15 years, with a mean age of 11 years. Active smoking was

present in only 1 child, and this subject was excluded from analysis.

We first explored the functional relationships between BDR and

the important variables listed using smoothing plots. These programs

perform this function by smoothing out the described curve without

constraining the data to a pattern that does not adequately describe the

relationship. All plots were stratified by sex and plotted separately for

each of the subgroups of subjects using locally weighted least squares

(LOESS) regression as a nonparametric method for smoothing with

SAS procedure LOESS (SAS Institute, Cary, NC).20,21 On the basis

of the findings of the plots, we determined the relationship between

variables and used this to aid in regression analysis to develop a pre-

dictive model for BDR.

For the predictive model of BDR and BDHR, we used multiple

linear and logistic regression models, respectively. We stratified all of

the analyses by sex and adjusted them for covariates significant in

univariate analyses, including age, height, BMI, and parental smok-

ing. We also evaluated the effect of atopy. Other variables such as

smoking and age were kept because they have been well established

as important determinants in multiple previous epidemiologic stud-

ies. Finally, we evaluated the model with and without inclusion of

baseline FEV1 as a covariate. We performed the same analyses in the

subjects with and without asthma from asthma index families. We

examined the goodness of fit of the model by plotting the residual

of BDR by age for male and female subjects separately. The results

confirm that the model fits our data very well. We presented the result-

ing plots are in this article’s Fig E1 in the Online Repository at

www.jacionline.org.

In addition, we examined association of BDR and BDHR with

clinical characteristics including chronic cough (more than 3 months

per year), chronic phlegm (more than 3 months per year), breath-

lessness, persistent wheeze, physician-diagnosed asthma, and family

history of asthma.

Because our analyses included multiple offspring from the

same parents, the SEs were estimated by the generalized estimation

equation22 for correction of the interfamilial correlation of BDR.

All of the analyses used statistical software SAS for Windows 8.20

(SAS Institute).

RESULTS

Table I presents the baseline characteristics among 3
subgroups: children from random control families and
children with and without asthma from asthma index fam-
ilies. The 3 groups did not differ significantly in age, sex,
height, weight, BMI, atopy, and parents smoking.

There was a difference in BDR by group. Compared
with the control group, the group with asthma had much
higher prevalence of respiratory symptoms, lower baseline
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FEV1.0, and higher BDR and BDHR. The subjects without
asthma from asthma index families (family history only)
had a lesser degree of BDR (4% 6 5%) compared with
the subjects with asthma (7% 6 9%), but a greater degree
compared with the control families (3% 6 5%). This was
not a result of inclusion of undiagnosed subjects with
asthma in the subjects without asthma from index families.
The distribution of BDR was not bimodal as might be
expected if this sample included a significant number of
undiagnosed subjects with asthma (see this article’s Fig
E2 in the Online Repository at www.jacionline.org).
The proportion of subjects with hyperresponsiveness
was 21%, 10%, and 9%, respectively, for the subjects
with asthma, the subjects without asthma from index fam-
ilies, and random control subjects.

We sought to elucidate further the relationships be-
tween the clinical and epidemiologic variables in Table I
and BDR. Table II presents the sex-specific predictive
models for BDR among 713 nonsmoking healthy individ-
uals from random control families ages 8 to 15 years. The
covariates in the models included age, height, BMI, paren-
tal smoking status, atopy, and baseline FEV1. There were
significant relationships of BDR with height and baseline
FEV1 in both male and female subjects.

However, we recognize that the BDR variable includes
baseline FEV1 and first developed a model without base-
line FEV1. We then created a model with baseline FEV1.
The results of the analysis were no different, and FEV1

was not included in the predictive models. We did assess
the relationship of BDR and prebronchodilator FEV1 de-
spite the fact that it was not included in the model. This
was done to ensure that the data did not vary from the ex-
pected inverse relationship. We performed S-plus
(Mathsoft, Cambridge, Mass) graphic plots of BDR with
prebronchodilator FEV1.0, stratified by sex (see this arti-
cle’s Fig E3 in the Online Repository at www.jacionli-
ne.org). This relationship was not linear on the basis of
the output of the s-plus program. The S-plus program is
a scatterplot smoother that will not constrain data to a
function it does not fit. We adjusted age and BMI both
as background variables. BDR was inversely related to
prebronchodilator FEV1.0. The slope of the curve was
much steeper at the lower end of FEV1.0 (<2.0 L).

Body mass index was significantly associated with
BDR in male subjects only. However, because of previous
studies showing a relationship between BMI and asthma,
this was included in the predictive models for both male
and female subjects. We analyzed BMI in tertiles as noted
in Table I. There was no association with BDR and BHDR
and atopy. We further evaluated whether individual aller-
gens were associated with BDR and BDHR and did not
find a relationship (data not shown).

On the basis of these findings in the control populations,
we evaluated the relationships between these epidemio-
logic variables and BDR. All plots were stratified by sex
and plotted separately for each of the groups of subjects.
We first plotted the relation of age with BDR, adjusted for
height. We then plotted BDR against BMI with adjust-
ment for age.
Fig 1 presents sex-specific relationships between BDR
and age among the 3 subgroups (subjects with asthma in
index families, subjects without asthma in index families,
and control subjects). In general, BDR decreased with age.
The association of BDR with age was nonlinear in subjects
with and without asthma from index families. In subjects
from control families, there was a more linear decrease
of the BDR with increasing age from 8 to 15 years, but
there was still a relative plateau in the peripubertal period
around 10 to 12 years.

There were interesting sex differences in the effects of
pubertal age on BDR and the effect of BMI on BDR.
Female subjects with and without asthma from index
families showed a nonlinear pattern, which was more
pronounced in the subjects with asthma. BDR dramati-
cally decreased between 8 and 10 years of age, with a
plateau between age 10 to 12 years; finally, it decreased
linearly in the age range of 12 to 15 years. In male subjects,
BDR also deceased with age. As with the girls, there was a
nonlinear relationship in the peripubertal age range in boys
with and without from index families. However, the male
subjects with asthma from index families had an actual
increase in BDR between 10 and 12 years of age. There is

TABLE I. Epidemiologic and clinical characteristics of

children from asthma index families and random

control families

Asthma index families

(N 5 2286)
Random

control

families

(N 5 766)Characteristics

With

asthma

(n 5 697)

Without

asthma

(n 5 1589)

N (%)

Male 348 (50) 794 (50) 421 (55)

BMI

Low tertile 242 (35) 540 (34) 231 (30)

Mid tertile 240 (35) 526 (33) 246 (32)

High tertile 212 (31) 512 (32) 289 (38)

Parents’ education 152 (23) 337 (22) 76 (11)

(both at elementary

or lower)

Parents’ smoking

None 105 (16) 253 (17) 104 (15)

Former smoker 47 (7) 128 (9) 33 (5)

Current smoker 505 (77) 1132 (75) 538 (80)

Chronic cough 146 (21) 87 (6) 19 (3)

Chronic phlegm 160 (23) 95 (6) 17 (2)

Breathlessness 290 (42) 198 (13) 31 (4)

Persistent wheeze 178 (26) 89 (6) 5 (1)

BDHR 148 (21) 167 (11) 70 (9)

Atopy 289 (49) 571 (42) 317 (48)

Mean 6 SD

Age, y 11.3 6 1.9 11.3 61.9 11.5 6 1.9

Height, m 1.35 6 0.12 1.36 6 0.12 1.37 6 0.13

Weight, kg 29.8 6 7.5 30.3 6 8.0 31.6 6 8.5

FEV1, prebroncho-

dilator, L

1.90 6 0.53 2.00 6 0.56 2.05 6 0.59

FEV1, postbroncho-

dilator, L

2.00 6 0.55 2.08 6 0.57 2.12 6 0.60

BDR, % 6.5 6 9.4 4.4 6 4.8 3.4 6 4.6
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TABLE II. Sex-specific epidemiologic determinants of BDR among children from the random control families

Male Female

N

Regression

coefficient SE P N

Regression

coefficient SE P

Age, y 1170 1.34 2.78 .63 1329 2.99 2.35 .20

Age squared 1170 20.09 0.12 .43 1329 20.16 0.10 .12

Height, m 1166 10.05 63.74 .88 1323 2187.66 72.0 <.01

Height squared 1166 22.22 21.96 .92 1323 70.40 26.21 <.01

Atopy 456 20.82 0.53 .12 472 20.13 0.64 .84

BMI

Low tertile 361 Ref 467 Ref

Mid tertile 408 0.77 0.75 .31 423 20.19 0.83 .82

High tertile 396 1.64 0.77 .03 431 0.07 0.84 .93

Parents’ smoking

None 184 Ref 202 Ref

Former smoker 85 1.40 2.07 .50 73 20.92 1.20 .44

Current smoker 831 0.32 0.58 .58 955 0.08 0.79 .92
a plateau in the boys with asthma from index families
between 12 to 14 and followed by a linear decrease in
BDR. The boys without asthma from index families do not
show the same degree of increase in BDR after the initial
decline in BDR until age 10 years. They do plateau, and
they have a level of BDR between that of subjects with
asthma and controls. The peripubertal changes were more
marked in male than female subjects.

Fig 2 presents the Splus graphics plots of BDR against
BMI in the 3 groups stratified by sex. The presentation has
age factored in as a background variable given the findings
noted in Fig 2. The response of BDR to BMI was different
in male and female subjects. Specifically, in male subjects,
there was a linear increase in BDR with increasing BMI in
all 3 groups. In female subjects, BDR had a roughly U-
shaped relationship in subjects with asthma and to a lesser
extent in controls. There was greater BDR at lower and
higher ranges of the BMI spectrum with less BDR at the
mid range. In subjects without asthma from index families,
BDR showed a different pattern with BMI than the other 2
groups. BDR increased to a BMI of 16 and then plateaued
with a gradual decrease at higher BMI levels. As such, the
response in female subjects was nonlinear and differed
between the 3 groups.

There was a linear relationship between BDR and
height. However, as noted, the relationships between BDR
and BMI were not linear.

We performed sex-specific analyses on BDR and
BHDR, respectively, in relation to an array of clinical
signs and symptoms in the subjects from all 3 groups. The
variable of family history was included in the analysis,
allowing us to adjust for membership in an asthma index
family. Multiple linear regression is applied with adjust-
ment for demographic variables from the analysis in Table
II, including age, height, BMI in tertiles, parental smok-
ing, and family history of asthma (subject from an asthma
index family).

The mean BDR and the prevalence of BHDR increased
among subjects with chronic respiratory symptoms and
physician-diagnosed asthma. Family history of asthma
was significant for BDR. The associations were similar
between male and female subjects (see this article’s Tables
E1 and E2 in the Online Repository at www.jacionline.org).

DISCUSSION

Impairment of lung function and increased airway
responsiveness to bronchodilator can be observed from
childhood through adult life in cohorts with asthma.12,23-25

Airway responsiveness was reported to predict the devel-
opment of chronic respiratory symptoms in both adults
and children in populations.26-28 By contrast with evalua-
tion of bronchial hyperresponsiveness, bronchodilator re-
versibility is easily obtained, safe, and reliably measured
in epidemiologic studies.17,29 However, there are few
descriptive studies of BDR in general populations,30

underscoring the importance of this study.
This report contributes new information that BDR varied

by family history, age (with more pronounced changes
in male subjects around puberty), sex, and BMI. With
adjustment for these major covariates (age, height, BMI,
parental smoking, and baseline FEV1), BDR was signifi-
cantly increased in subjects with chronic respiratory symp-
toms and physician-diagnosed asthma. These findings
corroborate the clinical relevance of BDR in this population.

Our recent population-based study in China found
significant familial aggregation of BDR.9,11 Similarly, in
the current study, subjects without asthma from index
families (subjects with a family history of asthma) had a
distribution of bronchodilator response between that of
subjects with asthma and random control subjects. The
plots of these responses were all unimodal. This implies
that the finding was not a function of misclassification of
subjects and suggests the importance of inherited determi-
nants of BDR. However, our current understanding of b-
receptor polymorphisms31,32 does not sufficiently explain
variability between populations33,34 and variability caused
by factors including age,35-39 airway caliber,40 and sex.41-44

Given the effect of these factors, it becomes even more
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FIG 2. Smoothing plots of BDR in percent change in FEV1 postbronchodilator on the y-axis against BMI on the

x-axis in 3 study groups, stratified by sex and adjusted by age. Groups are as follows: subject with asthma

from index family (blue line), subject without asthma from index family (green line), and control subjects

(red line).

FIG 1. Smoothing plots of BDR in percent predicted change in FEV1 against age in 3 study groups, stratified by

sex. The y-axis represents Percent predicted change in FEV1, with the x-axis displaying age in years. Groups

are as follows: subject with asthma from index family (blue line), subject without asthma from index family

(green line), and control subjects (red line).
important to determine the epidemiologic characteristics
and determinants of bronchodilator response in individ-
uals with and without asthma to understand better varia-
tion of BDR and its utility as an intermediate phenotype
of asthma in studies. We discuss each of the determinants
of BDR in this population in turn.

There was an inverse, approximately linear relationship
between age and BDR in control subjects. However, in
subjects with and without asthma from asthma index
families, there was a nonlinear relationship with a plateau
at puberty. The peripubertal changes were more pro-
nounced for male subjects. There was an actual increase in
bronchodilator responsiveness in male subjects for the first
part of the pubertal age range. The importance of this
is that the use of a single definition of bronchodilator
hyperresponsiveness would not take this variability into
account. If this were used as 1 criterion for the diagnosis of
asthma, it would result in differences in the frequency
of asthma diagnosis at different ages. There have been
reports examining the effects of age on bronchodilator
response in the past, although most studies focused on the
elderly age range.36,37,39,45,46 Pediatric data are limited
with small sample size and limited age range.36 In-depth
investigations are clearly needed to explore further the
relation between age and BDR.

After age adjustment, BMI seemed to vary linearly with
BDR in male subjects but had a nonlinear response in
female subjects. Female subjects with asthma had higher
levels of BDR at both higher and lower levels of BMI.
This U-shaped relationship would imply that both low
and high BMI is associated with increased responsiveness
to bronchodilator in female subjects. In both male and
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female subjects, higher BMI was associated with in-
creased response to BDR, suggesting that one of the
factors that may account for the association of the
diagnosis of asthma with obesity is airway responsiveness.

Sex played an interesting role in BDR. We did not
detect a significant difference in BDR between men and
women. However, other predictors of BDR varied in their
effect by sex, including BMI and age (especially peri-
pubertally). With respect to sex effects, there is previous
evidence that there is an interaction between the sympa-
thetic system and ovarian response in puberty.47,48 Sex
hormones may also have an effect on the asthmatic re-
sponse.41,42 In this regard, there may be an interaction of
weight, puberty, and sympathoadrenal hormones.49 This
interplay may also play a role in bronchodilator responses
in subjects with asthma.44 This might bear on the findings
of our study in the female subjects, but would not provide
a clear explanation for the findings in the male subjects.

Finally, there was no association of atopy with metha-
choline responsiveness and lower lung function in our
cohort. This unusual finding may be a result of our mixed
population of subjects with and without asthma where
there are other determinants of BDR and BDHR as noted.
Also, there is some evidence that these 2 phenotypes
(atopy and BDR) may have some independent inheritance
patterns.50,51

This study highlights that the response to bronchodi-
lator is different in male and female subjects, and varies
according to age, especially around puberty. Furthermore,
BDR varies not only according to the presence of asthma
in the subject but also with family history. This may imply
that some of the mechanisms predisposing to BDR are
heritable in a continuous fashion and present in family
members without asthma more than in the general popu-
lation without a family history. These critical observations
provide important insights into our understanding of the
biological mechanisms underlying BDR. However, these
findings were established in a Chinese population, and
caution must be exercised in generalizing these findings to
other populations. Replication in other large populations
will be important. Finally, this paper underscores the
utility of BDR as an important intermediate asthma phe-
notype in large-scale population studies in which meth-
acholine challenges are less feasible.

We gratefully acknowledge the assistance and cooperation of the

faculty and staff of the Anhui Medical University, Anqing Public

Health Bureau, Yijing Hospital, Huigong Hospital, Fushan Hospital,

and Huaining Hospital, and all of the study participants.

REFERENCES

1. Peat JK, Li J. Reversing the trend: reducing the prevalence of asthma.

J Allergy Clin Immunol 1999;103:1-10.

2. Becklake M, Crapo R, and participants of Workshop on Lung Function

Testing Lung function testing: selection of reference values and interpre-

tative strategies. American Thoracic Society. Am Rev Respir Dis 1991;

144:1202-18.

3. Chan-Yeung M. Spirometry and tests of bronchial hyperresponsiveness

in population studies. Int J Tuberc Lung Dis 2000;4:633-8.
4. D’Amato M, Vitiani LR, Petrani G, Ferrigno L, diPetro A, Trezza R,

Matricardi PM. Association of persistent bronchial hyperresponsiveness

with beta2-adrenoceptor (ADRB2) haplotypes: a population study. Am J

Respir Crit Care Med 1998;158:1968-73.

5. Joos L, Weir TD, Connett JE, Anthonisen NR, Woods R, Pare PD, et al.

Polymorphisms in the beta2 adrenergic receptor and bronchodilator re-

sponse, bronchial hyperresponsiveness, and rate of decline in lung func-

tion in smokers. Thorax 2003;58:703-7.

6. Litonjua AA, Silverman EK, Tantisira KG, Sparrow D, Sylvia JS, Weiss

ST. Beta 2-adrenergic receptor polymorphisms and haplotypes are asso-

ciated with airways hyperresponsiveness among nonsmoking men. Chest

2004;126:66-74.

7. Kim SH, Oh SY, Oh HB, Kim YK, Cho SH, Kim YY, et al. Association

of beta2-adrenoreceptor polymorphisms with nocturnal cough among

atopic subjects but not with atopy and nonspecific bronchial hyperres-

ponsiveness. J Allergy Clin Immunol 2002;109:630-5.

8. Emala CW, McQuitty CK, Eleff SM, Hopkins-Price P, Lawyer C, Hoh J,

et al. Asthma, allergy, and airway hyperresponsiveness are not linked to

the beta(2)-adrenoceptor gene. Chest 2002;121:722-31.

9. Niu T, Rogus JJ, Chen C, Wang B, Yang J, Fang Z, et al. Familial ag-

gregation of bronchodilator response: a community-based study. Am J

Respir Crit Care Med 2000;162:1833-7. Erratum in: Am J Respir Crit

Care Med 2002;166:774.

10. Ouksel H, Meslier N, Badatcheff-Coat A, Racineux JL. Influence of pre-

dicted FEV1 on bronchodilator response in asthmatic patients. Respira-

tion 2003;70:54-9.

11. Xu X, Yang J, Chen C, Wang B, Zhang X, Jin Y, et al. Familial aggre-

gation of pulmonary function in a rural Chinese community. Am J Respir

Crit Care Med 1999;160:1928-33.

12. Rasmussen F, Taylor DR, Flannery EM, Cowan JO, Greene JM, Herbi-

son JP, et al. Risk factors for airway remodeling in asthma manifested by

a low postbronchodilator FEV1/vital capacity ratio: a longitudinal popu-

lation study from childhood to adulthood. Am J Respir Crit Care Med

2002;165:1480-8.

13. Joos GF. Bronchial hyperresponsiveness: too complex to be useful? Curr

Opin Pharmacol 2003;3:233-8.

14. Harold FM. From morphogenes to morphogenesis. Microbiology 1995;

141:2765-78.

15. Shore SA. Modeling airway remodeling: the winner by a nose? Am J

Respir Crit Care Med 2003;168:910-1.

16. Kerstjens HA, Brand PL, Quanjer PH, van der Bruggen-Bogaarts BA,

Koeter GH, Postma DS. Variability of bronchodilator response and

effects of inhaled corticosteroid treatment in obstructive airway disease.

Dutch CNSLD Study Group. Thorax 1993;48:722-9.

17. Crapo RO. Pulmonary-function testing. N Engl J Med 1994;331:25-30.

18. Xu X, Niu T, Christiani DC, Weiss ST, Chen C, Zhou Y, et al. Occupa-

tional and environmental risk factors for asthma in rural communities in

China. Int J Occup Environ Health 1996;2:172-6.

19. Barr RG, Somers SC, Speizer FE, Camargo CA Jr, National Asthma Ed-

ucation and Prevention Program (NAEPP). Patient factors and medica-

tion guideline adherence among older women with asthma. Arch Intern

Med 2002;162:1761-8.

20. Cleveland WS. Robust locally weighted regression and smoothing scat-

terplots. J Am Stat Assoc 1979;74:829-36.

21. Rodriguez RN, Strokes ME. Recent enhancements and new directions

in SAS/STAT Software, part II: nonparametric modeling procedure. In:

Proceedings of the 23rd SAS Users Group International Conference.

1998. p. 1262-70.

22. Liang KY, Zeger SL. Longitudinal data analysis using generalized linear

models. Biometrika 1986;73:13-22.

23. Oswald H, Phelan PD, Lanigan A, Hibbert M, Carlin JB, Bowes G, et al.

Childhood asthma and lung function in mid-adult life. Pediatr Pulmonol

1997;23:14-20.

24. Phelan PD, Robertson CF, Olinsky A. The Melbourne Asthma Study:

1964-1999. J Allergy Clin Immunol 2002;109:189-94.

25. Sears MR, Greene JM, Willan AR, Wiecek EM, Taylor DR, Flannery

EM, et al. A longitudinal, population-based, cohort study of childhood

asthma followed to adulthood. N Engl J Med 2003;349:1414-22.

26. Rijcken B, Schouten JP, Weiss ST, Speizer FE, van der Lende R. The

association of airways responsiveness to respiratory symptom prevalence

and to pulmonary function in a random population sample. Bull Eur

Physiopathol Respir 1987;23:391-4.



J ALLERGY CLIN IMMUNOL

VOLUME 117, NUMBER 6

Kumar et al 1263

A
st

h
m

a
d
ia

g
n
o
si

s
a
n
d

tr
e
a
tm

e
n
t

27. Nelson HS. Beta-adrenergic bronchodilators. N Engl J Med 1995;333:

499-506.

28. Wang X, Dockery DW, Wypij D, Gold DR, Speizer FE, Ware JH, et al.

Pulmonary function growth velocity in children 6 to 18 years of age.

Am Rev Respir Dis 1993;148:1502-8.

29. McKay RT, Lockey JE. Pulmonary function testing: guidelines for med-

ical surveillance and epidemiological studies. Occup Med 1991;6:43-57.

30. Deerojanawong J, Prapphal N. Predictors of bronchodilator responsive-

ness in infants with wheezing associated respiratory tract infection.

J Med Assoc Thai 1994;77:351-6.

31. Israel E, Chinchilli VM, Ford JG, Boushey HA, Cherniack R, Craig TJ,

et al. National Heart, Lung, and Blood Institute’s Asthma Clinical

Research Network. Use of regularly scheduled albuterol treatment in

asthma: genotype-stratified, randomised, placebo-controlled cross-over

trial. Lancet 2004;364:1505-12.

32. Lima JJ, Mohamed MH, Self TH, Eberle LV, Johnson JA. Importance of

beta(2)adrenergic receptor genotype, gender and race on albuterol-evoked

bronchodilation in asthmatics. Pulm Pharmacol Ther 2000;13:127-34.

33. Burchard EG, Avila PC, Nazario S, Casal J, Torres A, Rodriguez-

Santana JR, et al. Genetics of Asthmain Latino Americans (GALA)

Study. Lower bronchodilator responsiveness in Puerto Rican than in

Mexican subjectswith asthma. Am J Respir Crit Care Med 2004;

169:386-92. Epub November 14, 2003.

34. Choudhry S, Ung N, Avila PC, Nazario S, Casal J, Torres A, et al. Phar-

macogenetic differences in response to albuterol between Puerto Ricans

and Mexicans with asthma. Am J Respir Crit Care Med 2005;171:

563-70.

35. Turner DJ, Landau LI, LeSouef PN. The effect of age on bronchodilator

responsiveness. Pediatr Pulmonol 1993;15:98-104.

36. Kizkin O, Turker G, Hacievliyagil SS, Gunen H. Asthma, age, and early

reversibility testing. J Asthma 2003;40:317-21.

37. Connolly MJ, Crowley JJ, Charan NB, Nielson CP, Vestal RE. Impaired

bronchodilator response to albuterol in healthy elderly men and women.

Chest 1995;108:401-6.

38. Kelly HW, Murphy S. Beta-adrenergic agonists for acute, severe asthma.

Ann Pharmacother 1992;26:81-91.

39. Ullah MI, Newman GB, Saunders KB. Influence of age on response to

ipratropium and salbutamol in asthma. Thorax 1981;36:523-9.
40. Weir DC, Sherwood Burge P. Measures of reversibility in response to

bronchodilators in chronic airflow obstruction: relation to airway calibre.

Thorax 1991;46:43-5.

41. Tan KS, McFarlane LC, Lipworth BJ. Loss of normal cyclical beta 2

adrenoceptor regulation and increased premenstrual responsiveness to

adenosine monophosphate in stable female asthmatic patients. Thorax

1997;52:608-11.

42. Tan KS, McFarlane LC, Lipworth BJ. Beta2-adrenoceptor regulation and

function in female asthmatic patients receiving the oral combined contra-

ceptive pill. Chest 1998;113:278-82.

43. van Den Toorn LM, Prins JB, Overbeek SE, Hoogsteden HC, de Jongste

JC. Adolescents in clinical remission of atopic asthma have elevated ex-

haled nitric oxide levels and bronchial hyperresponsiveness. Am J Respir

Crit Care Med 2000;162:953-7.

44. Castro-Rodriguez JA, Holberg CJ, Morgan WJ, Wright AL, Martinez

FD. Increased incidence of asthmalike symptoms in girls who become

overweight or obese during the school years. Am J Respir Crit Care

Med 2001;163:1344-9.

45. Kradjan WA, Driesner NK, Abuan TH, Emmick G, Schoene RB. Effect

of age on bronchodilator response. Chest 1992;101:1545-51.

46. Rodrigo G, Rodrigo C. Effect of age on bronchodilator response in acute

severe asthma treatment. Chest 1997;112:19-23.

47. Aguado LI, Petrovic SL, Ojeda SR. Ovarian beta-adrenergic receptors

during the onset of puberty: characterization, distribution, and coupling

to steroidogenic responses. Endocrinology 1982;110:1124-32.

48. Aguado LI, Ojeda SR. Prepubertal ovarian function is finely regulated by

direct adrenergic influences: role of noradrenergic innervation. Endocri-

nology 1984;114:1845-53.

49. Weise M, Eisenhofer G, Merke DP. Pubertal and gender-related changes

in the sympathoadrenal system in healthy children. J Clin Endocrinol

Metab 2002;87:5038-43.

50. Gray L, Peat JK, Belousova E, Xuan W, Woolcock AJ. Family patterns

of asthma, atopy and airway hyperresponsiveness: an epidemiological

study. Clin Exp Allergy 2000;30:393-9.

51. Palmer LJ, Burton PR, Faux JA, James AL, Musk AW, Cookson WO.

Independent inheritance of serum immunoglobulin E concentrations

and airway responsiveness. Am J Respir Crit Care Med 2000;161:

1836-43.


	Bronchodilator responses in Chinese children from asthma index families and the general population
	Methods
	Study site and population
	Definition of asthma (American Thoracic Society-Questionnaire)
	Identification of asthma index families and random control families
	Pulmonary function tests and definition of BDR and BDHR
	Statistical analysis

	Results
	Discussion
	References


