
Original Article
Associations of Herbs and Nonvitamin Dietary
Supplements Use with Clinical Outcomes Among
Adult and Pediatric Patients with Asthma in the
United States
Nan Huo, MD, MS, and Jingjing Qian, PhD Auburn, Ala
What is already known about this topic? As one kind of complementary and alternative medicine, herbs and nonvitamin
dietary supplements (NVDS) have been broadly used among patients with asthma.

What does this article add to our knowledge? Herbs and NVDS use was not associated with a patient’s likelihood of
having an asthma episode, but potential benefit of these supplemental medications use on asthma-related emergency
department visits might exist for adult patients with asthma.

How does this study impact current management guidelines? Based on this study, herbs and NVDS use among
patients with asthma needs to be considered and further evaluated.
BACKGROUND: Herbs and nonvitamin dietary supplements
(NVDS) have been commonly used among patients with asthma,
yet evidence of their impact on patients’ clinical outcomes is
limited.
OBJECTIVE: This study examined the associations of herbs and
NVDS use with asthma episodes and asthma-related emergency
department (ED) visits among US adults and pediatric patients
with asthma.
METHODS: A cross-sectional analysis of the 2012 National
Health Interview Survey data included 2,930 US adults and 1923
children with self-reported asthma. We estimated the prevalence
and type of herbs and/or NVDS use and identified factors
associated with their use. We then used multivariable logistic
regression models to examine the associations between these
supplemental medications use and asthma outcomes, controlling
for patient-related covariates. All results were weighted to
represent national estimates.
RESULTS: Approximately 7.20% of American children and
21.17% of adults with asthma used herbs and/or NVDS in 2012.
Herb and/or NVDS users were more likely to be female, non-
Hispanic white, living in the West region, having higher family
income, and having comorbidities compared with nonusers.
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Herbs and/or NVDS use was associated with lower likelihood of
having asthma-related ED visit (adjusted odds ratio [ 0.48;
95% confidence interval: 0.31, 0.75) among adult patients with
asthma, but not for pediatric patients with asthma. No associa-
tion between herbs and/or NVDS use and having an asthma
episode was observed in either adults or children.
CONCLUSIONS: This study found high prevalence of herbs
and/or NVDS use among US patients with asthma. Potential
benefit of these supplemental medications use on asthma-related
ED visits might exist for adult patients with asthma. � 2017
American Academy of Allergy, Asthma & Immunology (J Allergy
Clin Immunol Pract 2018;6:936-43)
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Asthma is one of the most common allergic diseases in the
world.1,2 It is a chronic lung disease with characteristics that are
variable and recurrent and include reversible airflow obstruction
and bronchospasm.1,2 Asthma can cause recurring periods of
coughing, wheezing, tachypnea, dyspnea, hypoxemia, and mucus
plugging.1,2 It not only affects the function of the body but also
reduces patients’ quality of life.3-6 During the years 2001-2010,
an estimated 25.7 million Americans, including 18.7 million
adults and 7.0 million children, had been diagnosed with
asthma.7

As a chronic disease,1,2 asthma treatment typically involves
symptom management and control by using a variety of medi-
cations such as b-agonists, corticosteroids, and leukotriene
modifiers.2,8,9 In addition, an increasing number of Americans
pursue complementary and alternative medicine (CAM) to
improve quality of life.10-12 Research has indicated that 40% of
adult13 and 27% of pediatric patients14 with asthma in United
States may use CAM. There are a variety of CAM that have
been used for asthma management, such as herbs, dietary sup-
plements, homeopathy, chiropractic, acupuncture, hypnosis,
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Abbreviations used

ALT- A
dult Alternative Medicine file

AOR- A
djusted odds ratio

CAL- C
hild Alternative Medicine file

CAM- C
omplementary and alternative medicine
CI- C
onfidence intervals

ED- E
mergency department
NCHS- N
ational Center for Health Statistics

NHIS- N
ational Health Interview Survey

NVDS- N
onvitamin dietary supplements
relaxation techniques, and Chinese, Japanese, and Indian medi-
cines.15 There also has been considerable research investigating
the motivations of patients with asthma pursuing CAM treat-
ment. In general, patients with asthma seek CAM treatments for
health promotion and disease prevention.16 As the most
commonly used CAM,17,18 herbs and/or nonvitamin dietary
supplements (NVDS) have higher prevalence (17.7% and 4.9%
for adults19 and children,20 respectively) and have been indicated
to have potential benefits for asthma management.21-24

Despite the high prevalence of herbs and/or NVDS use in
patients with asthma and the potential beneficial effect on
asthma management,17,18,21-24 there have not been any nation-
ally representative studies to assess their impact on clinical
outcomes of patients with asthma in real-world settings. There-
fore, the main objectives of this study were to estimate the uti-
lization patterns of herbs and/or NVDS use among adult and
pediatric patients with asthma in United States, and to examine
the associations between herbs and/or NVDS use and asthma-
related clinical outcomes.

METHODS

Study sample
This was a retrospective cross-sectional study design using the

2012 National Health Interview Survey (NHIS) datasets, which is a
large scale of continuing probability survey of households’ repre-
sentative of the civilian noninstitutionalized population in the
United States. It is conducted annually by the National Center for
Health Statistics, Centers for Disease Control and Prevention. The
NHIS administers face-to-face interviews in a nationally represen-
tative sample of households. In 2012, more than 100,000 US
individuals in 43,345 families responded to the NHIS.

For this study, we used the Adult and Child CAM files, the
person file, and imputed income files in the 2012 NHIS datasets.
Adult Alternative Medicine file (ALT) and Child Alternative Med-
icine file (CAL) are 2 NCHS-added supplementary questionnaires.
These 2 core surveys collected information on various types of CAM
use among respondents. The response rates for ALT and CAL in
2012 were 61.2% and 69.7%, respectively. The Sample Child Core
obtains additional information on the health of one randomly
selected child (the sample child) in the family. For sample children,
information is provided by a knowledgeable adult family member
residing in the household. In 2012, the supplement included sample
children aged 4-17 years (n ¼ 13,275 children). The Person File
contains information on health status and limitation of activity,
health care access and utilization, health insurance, sociodemo-
graphics, and income and assets. The information of family income
data is in the Imputed Income File. A detailed description of the
NHIS sample design and the survey questionnaires for specific years
is available from NHIS description documents.25

The study population was limited to US adults (aged �18) and
children (aged 4-17) with concurrent asthma. Both adult and pe-
diatric participants were classified as having current asthma by
answering “yes” to both of the following questions: “Has a doctor or
other health professional EVER told you that you had asthma?” and
“Do you still have asthma?” Individuals who responded “no” to “Do
you still have asthma?” were considered as formerly but not currently
having asthma and were excluded from the analysis. We also
excluded individuals with missing or incomplete data on asthma
status (n ¼ 20 adults and n ¼ 12 children). The final study sample
size included 2,930 adults (weighted n ¼ 19,168,471) and 1,923
children (weighted n ¼ 10,353,461). This study was approved by
the Auburn University institutional review board.

Measurements
Herbs and/or NVDS use was measured as a binary variable from

the 2012 ALT and CAL files based on the question: “During the
past 12 months, have you taken any herbal medication or other
nonvitamin supplements listed on this card for yourself?” The in-
dividual herbs and NVDS included in the survey can be found at the
NHIS website.26

Asthma clinical outcomes were identified as binary variables of
having asthma episodes (yes/no) and having asthma-related emer-
gency department (ED) visits (yes/no) among patients with asthma.
Two questions from the ATL and CAL files were asked to the re-
spondents to determine whether they had asthma episodes or went
to ED because of asthma in the past 12 months. The first question
was: “During the past 12 months, have you had an episode of
asthma or an asthma attack?” The question pertaining to the ED
visit because of asthma was: “During the past 12 months, have you
had to visit an ED or urgent care center because of asthma?”

The following covariates were also identified from Sample Adult
File, Sample Child File, Person File, and Imputed Income Files:
sociodemographic variables included sex (male and female), race/
ethnicity (non-Hispanic white, non-Hispanic black, Asian,
Hispanic, or others), age (18-44, 45-64, �65 in the adult sample
and 4-10, 10-17 in the pediatric sample), region (Northeast, Mid-
west, West, and South), marital status, annual family income,
drinking, smoking, physical activities status, and the status of adult
family members using herbs and/or NVDS (only in pediatric sam-
ple). Comorbidity variables included the self-reported diagnosis of
mental disorder, chronic obstructive pulmonary disease, emphy-
sema, hypertension, bronchitis, influenza/phenomena, sinusitis, acid
reflux/heartburn, and allergy conditions in the past 12 months
(respiratory allergy, hay fever, food allergy, and eczema).

Statistical analyses
First, we estimated the prevalence of herbs and/or NVDS use,

overall and by individual type, among adult and pediatric patients
with asthma. Then we compared covariates between patients with
asthma with and without any herbs and/or NVDS use in both adult
and pediatric asthma samples using c2 tests. Proportions of partic-
ipants with any asthma episodes and asthma-related ED visits were
also compared between patients with asthma with and without any
herbs and/or NVDS use in both adult and pediatric asthma samples.
Proportion estimates were calculated by using NHIS weights, which
were calibrated to the US 2010 census totals for sex, age, and race/
ethnicity of the 2012 US population.



TABLE I. Sample characteristics for US adults with asthma and adjusted odds ratios of associations with herbs and/or nonvitamin dietary
supplements (NVDS) use among adult patients with asthma (N ¼ 2,930, weighted n ¼ 19,168,471)

Variable

Patients with asthma Likelihood of using herbs and NVDS

Herb and NVDS users

N (%)*

Herb and NVDS non-users

N (%)*

P† AOR (95% CI)zN [ 594 Weighted % (21.17) N [ 2,336 Weighted % (78.83)

Age, y .0001†

18-44 221 40.38 1,045 50.03 Ref

45-64 264 45.28 824 34.08 1.68 (1.26-2.25)

�65 109 14.34 467 15.89 1.16 (0.74-1.80)

Sex .0263†

Male 153 30.58 792 37.67 Ref

Female 441 69.42 1,544 62.33 1.32 (1.00-1.78)

Race/ethnicity <.0001†
Non-Hispanic white 423 76.96 1,369 65.24 Ref

Non-Hispanic black 67 8.04 483 16.52 0.63 (0.42-0.95)
Asian 24 3.19 71 2.82 0.91 (0.50-1.66)

Hispanic 50 7.02 340 12.60 0.55 (0.34-0.89)

Others 30 4.79 73 2.82 1.43 (0.80-2.58)

Region <.0001†
Northeast 94 16.08 513 22.52 Ref

Midwest 127 26.27 486 22.78 1.53 (0.96-2.44)

South 156 23.92 826 35.70 1.02 (0.67-1.53)

West 217 33.73 511 19.00 2.54 (1.66-3.89)

Marital status .0075†

Not married and other 351 47.47 1,525 55.91 Ref

Married 243 52.53 811 44.09 0.98 (0.72-1.32)

Annual family income <.0001†
�$14,999 104 10.95 722 23.14 Ref

$15,000-$34,999 115 15.58 578 22.59 1.25 (0.83-1.89)

$35,000-$64,999 151 27.53 512 23.53 1.87 (1.20-2.91)

�$65,000 224 45.94 524 30.74 2.21 (1.43-3.41)
Physical activity level <.0001†
Low 208 33.29 1,199 50.68 Ref

Moderate 177 33.28 515 22.91 1.81 (1.29-2.53)

High 209 33.43 622 26.41 1.62 (1.18-2.23)

Drink .0004†

No drink 183 30.55 1,025 42.30 Ref

Social drink 309 52.33 959 42.78 1.37 (0.99-1.91)

Often drink 102 17.12 352 14.92 1.42 (0.97-2.06)

Smoking .0104†

Nonsmoker 321 52.83 1,222 52.85 Ref

Former smoker 172 30.52 562 24.09 1.15 (0.84-1.58)

Current smoker 101 16.65 552 23.06 0.83 (0.55-1.26)

Mental disorder .0850

No 332 56.46 1,366 61.53

Yes 262 43.54 970 38.47

COPD .4571

No 528 88.76 1,994 86.74 Ref

Yes 66 11.24 342 13.26 0.82 (0.48-1.42)

Emphysema .2532

No 566 93.82 2,113 90.91

Yes 28 6.18 223 9.09

Hypertension .2900

No 336 56.36 1,318 59.46

Yes 258 43.64 1,018 40.54
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TABLE I. (Continued)

Variable

Patients with asthma Likelihood of using herbs and NVDS

Herb and NVDS users

N (%)*

Herb and NVDS non-users

N (%)*

P† AOR (95% CI)zN [ 594 Weighted % (21.17) N [ 2,336 Weighted % (78.83)

Bronchitis .8638

No 489 82.82 19,00 82.37

Yes 105 17.18 436 17.63

Influenza/pneumonia .0498†

No 518 86.69 2,100 90.37 Ref

Yes 76 13.31 236 9.63 1.30 (0.88-1.93)

Sinusitis .0028†

No 386 67.51 1,731 75.16 Ref

Yes 208 32.49 605 24.84 1.21 (0.91-1.62)

Flu shot .0015†

No 226 37.81 1,039 47.13 Ref

Yes 368 62.19 1,297 52.87 1.28 (0.96-1.71)

Acid reflux/heartburn .0698

No 337 57.24 1,450 62.65

Yes 257 42.76 886 37.35

Other allergy conditionsx
0 212 33.45 1,153 48.56 <.0001† Ref

1 197 33.59 656 28.99 1.11 (0.83-1.47)

�2 185 31.96 527 22.44 1.78 (1.09-2.89)

COPD, Chronic obstructive pulmonary disease.
Bold indicates statistical significance (P < .05).
*Weighted percent.
†c2 test significant at P < .05.
zAll covariance variables that had c2 test P � .05 or small cell size (<20) were removed from the multivariable logistic regression models; adjusted odds ratios (AOR) and 95%
confidence intervals (CI) were reported.
xOther allergy conditions included a history of respiratory allergy, hay fever, food allergy, and eczema in the past 12 mo.
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We conducted a total of 5 multivariable logistic regression models
to identify factors associated with any herbs and/or NVDS use
among patients with asthma (model 1: adults; model 2: pediatrics),
and test the associations between any herbs and/or NVDS use with
asthma outcomes (model 3: having asthma episodes; model 4:
having asthma-related ED visits) among adults patients with asthma.
Because of the small numbers of asthma-related ED visits for pe-
diatric patients with asthma, only 1 multivariable logistic model
(model 5) was completed to access the association between herbs
and/or NVDS use and the likelihood of having an asthma episode in
pediatric patients with asthma. All multivariable models were
adjusted for covariates that were statistically significant in the
bivariable analysis at P < .05. We further tested the significance of
the interaction term of herbs and/or NVDS use and family income
in models 3 and 4 because the previous literature has indicated that
individuals with higher income are more likely to prefer supple-
mental treatments.27-29 The results from multivariable models were
weighted to represent national adult and pediatric patients with
asthma. The parameter estimates from the models were presented as
adjusted odds ratio (AOR) and their corresponding 95% confidence
intervals (CI). Statistical significance was tested at P < .05.

RESULTS

Patterns of herbs and/or NVDS use among US adult

and pediatric patients with asthma
The descriptions of the study sample are presented in Table I

(adults) and Table II (pediatrics). In 2012, approximately
21.17% adult and 7.20% pediatric patients with asthma used at
least one herb and/or NVDS in the last 12 months. Adjusted
results showed that adult patients with asthma who were older,
female, non-Hispanic white, residing in West region, with higher
family income, having better physical activity level, and having
more allergy conditions were more likely to use herbs and/or
NVDS than their counterparts (Table I, all P < .05). In addi-
tion, pediatric patients with asthma who were older in age, non-
Hispanic white, residing in West region, with higher family
income, living with family members using herbs or NVDS, and
not having flu shot were more likely to use herbs and/or NVDS
than their counterparts (Table II, all P < .05).

The prevalence of top 10 types of herbs and/or NVDS use
among adult and pediatric patients with asthma is shown in
Table III. In 2012, the top 5 commonly used individual herbs
and/or NVDS among US adults with asthma included fish oil
(13.31%), probiotics or prebiotics (3.89%), glucosamine
(3.98%), melatonin (3.76%), and Echinacea (3.17%). The top 5
commonly used individual herbs and/or NVDS among US pe-
diatric patients with asthma included fish oil (2.62%), melatonin
(1.91%), probiotics or prebiotics (1.50%), Echinacea (1.15%),
and chondroitin (0.11%).

Associations between herbs and/or NVDS use and

asthma outcomes
Compared with adult patients with asthma without any

herbs and/or NVDS use (Table IV), those adults who used herbs



TABLE II. Sample characteristics and factors of herbs and/or nonvitamin dietary supplements (NVDS) use pattern for US pediatric
patients with asthma (N ¼ 1,923, weighted n ¼ 10,321,849) and adjusted odds ratios of associations with herbs and/or NVDS use
among pediatric patients with asthma

Variable

Patients with asthma

Herb and NVDS users

N (%)*

Herb and NVDS nonusers

N (%)*

P†

Likelihood of using herbs and NVDS

N [ 132 (7.20) N [ 1,791 (92.80) AOR (95% CI)z

Age, y

4-10 45 (33.89) 882 (50.79) .0032† Ref

�10 87 (66.11) 909 (49.21) 1.72 (1.04-2.84)

Sex

Male 75 (59.20) 1,024 (57.93) .8291 Ref

Female 57 (40.80) 767 (42.07) 1.14 (0.68-1.93)

Race/ethnicity

Non-Hispanic white 67 (55.00) 705 (46.69) .0008† Ref

Non-Hispanic black 17 (10.36) 428 (21.93) 0.63 (0.42-0.95)

Hispanic 27 (15.83) 480 (23.24) 0.50 (0.38-1.66)

Others 21 (18.81) 178 (8.14) 1.83 (1.01-3.31)

Region

Northeast 22 (16.37) 320 (17.34) .0262† Ref

Midwest 28 (26.03) 310 (20.13) 0.98 (0.48-2.00)

South 36 (27.06) 724 (41.31) 0.70 (0.33-1.46)

West 46 (30.53) 437 (21.22) 1.85 (1.32-2.59)

Family information

Annual family income

�$14,999 14 (10.56) 360 (18.22) .0170† Ref

$15,000-$34,999 23 (14.05) 468 (24.18) 1.25 (0.78-2.01)

$35,000-$64,999 33 (27.90) 388 (21.14) 1.73 (1.13-2.66)

�$65,000 62 (47.50) 575 (36.46) 2.05 (1.37-3.07)

Adults family members using herbs and/or NVDS

No 76 (53.95) 1,638 (90.93) <.0001† Ref
Yes 56 (46.05) 153 (9.07) 6.77 (3.6-11.58)

Sinusitis

No 105 (79.50) 1,555 (86.07) .0970

Yes 27 (20.50) 236 (13.93)

Pediatrics visit

�1 23 (19.19) 413 (23.05) .0804

2-5 81 (59.25) 1,156 (63.90)

�6 28 (21.55) 222 (13.06)

Flu shot

No 75 (63.02) 895 (49.42) .0104† Ref

Yes 57 (36.98) 896 (50.58) 0.63 (0.39-0.99)

Other allergy conditions

0 52 (39.62) 911 (50.39) .0151† Ref

1 37 (26.65) 518 (28.40) 0.64 (0.29-1.40)

�2 43 (33.73) 362 (21.20) 0.63 (0.15-2.65)

Bold indicates statistical significance (P < .05).
Other allergy conditions included a history of respiratory allergy, hay fever, food allergy, and eczema in the past 12 mo.
*Weighted percent.
†c2 test significant at P < .05.
zAll covariance variables that had c2 test P � .05 or small cell size (<20) were removed from the multivariable logistic regression models; adjusted odds ratios (AOR) and 95%
confidence intervals (CI) were reported.
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and/or NVDS had a lower rate (7.64% vs 13.43%, P ¼ .001) of
asthma ED visits in the past 12 months, but no difference in
having asthma episodes was observed (P ¼ .692). For pediatric
patients with asthma, there was no difference in having either
asthma-related ED visits or asthma episodes between children
with and without herbs and/or NVDS use. Multivariable results
confirmed that herbs and/or NVDS use was independently
associated with the lower likelihood of having asthma-related ED
visits (AOR ¼ 0.48, 95% CI ¼ 0.31, 0.75) but not associated
with the likelihood of having asthma episodes (AOR ¼ 0.95,



TABLE IV. Associations between use of herbs and/or NVDS with asthma clinical outcomes among adult and pediatric patients with
asthma*

Variable

Having asthma episode in last 12 mo

N (%)† AOR (95% CI)

Having asthma-related ED visit in last 12 mo

N (%)† AOR (95% CI)

Adults patients with asthmaz
Herb and NVDS users Yes No Px Yes No Px

Yes 311 (53.09) 283 (46.91) .692 0.95 (0.74-1.22) 52 (7.64) 542 (92.36) .001x 0.48*(0.31-0.75)

No 1,121 (49.11) 1,215 (50.89) Ref 342 (13.43) 1,994 (86.57) Ref

Pediatric patients with asthmak
Herb and NVDS users Yes No Yes No .984

Yes 53 (44.56) 79 (55.44) .212 1.05 (0.58-1.90) 22 (14.81) 270 (85.19) N/A

No 654 (38.26) 1,137 (61.74) Ref 270 (14.73) 1,521 (85.27)

COPD, Chronic obstructive pulmonary disease; ED, emergency department; NVDS, nonvitamin dietary supplements.
Bold indicates statistical significance (P < .05).
*Other covariance variables that had c2 test P < .05 were collected into the multivariable logistic regression models; adjusted odds ratios (AOR) and 95% confidence intervals
(CI) were reported.
†Weighted percent.
zFor adults, covariance variables in both asthma episode and ED visit included sex, race, age, region, marital status, family income, mental disorders, pneumonia, COPD,
respiratory allergy, hay fever, allergy conditions, and interaction of herbs and/or NVDS use.
xChi-square.
kFor children, covariance variables in asthma episode included sex, race, age, region, family income, family herbs and/or NVDS use, respiratory allergy, hay fever, and allergy
conditions.

TABLE III. Top 10 weighted frequencies of adult and pediatric patients with asthma who used selected types of herbs and/or nonvitamin
dietary supplements (NVDS) in the past 30 days

Herb and NVDS use in past 12 mo

Adults* Children*

Weighted % (standard error) Weighted % (standard error)

Fish oil (or omega 3, DHA, or EPA fatty acid) 13.31 (0.82)† 2.62 (0.50)†

Glucosamine 3.89 (0.43)† 0.11 (0.11)

Probiotics or prebiotics 3.98 (0.48)† 1.50 (0.38)†

Melatonin 3.76 (0.45)† 1.91 (0.40)†

Echinacea 3.17 (0.40)† 1.15 (0.32)†

Cranberry pills or capsules 2.68 (0.36) 0.07 (0.07)

Ginseng 2.37 (0.41) 0.09 (0.09)

Combination herb pill 1.97 (0.25) 0.09 (0.05)

Co-enzyme Q10 1.87 (0.29) 0.04 (0.04)

Chondroitin 1.79 (0.27) 0.11 (0.11)†

DHA, Docosahexaenoic acid; EPA, eicosapentaenoic acid.
*Respondents may have used more than one herb and NVDS product.
†Top 5 products.
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95% CI ¼ 0.74, 1.22), controlling for all covariates, among
adult patients with asthma. The interaction term of herbs and/or
NVDS use and family income was not significant (P ¼ .785),
indicating that income did not modify the association between
herbs and/or NVDS use and lower likelihood of asthma-related
ED visits.
DISCUSSION

This study provides the first nationally representative profile of
herbs and/or NVDS use in adult and pediatric populations with
asthma. We found that approximately 7.20% American children
and 21.17% of adults with asthma used herbs and/or NVDS in
2012. Although the prevalence of herbs and/or NVDS use
among pediatric patients with asthma was much lower than
adults, it almost doubled compared with its use in the general US
pediatric population (4.9%, 2007).20 The prevalence of herbs
and/or NVDS use among adult patients with asthma was also
higher than its use in the general US adult population (17.7%,
2012).19 Fish oil, probiotics or prebiotics, melatonin, and
Echinacea were the most commonly used herbs and/or NVDS
among both adult and pediatric patients with asthma in the
United States.

The high prevalence of herbs and/or NVDS use among adults
and pediatric patients with asthma is worthy of attention of
caregivers, providers, and policy makers. Specifically, melatonin
is the second most commonly used supplement among pediatric
patients with asthma. Numerous studies have reported that there
may be potential benefits of melatonin in the treatment of
asthma by the suppression of airway inflammation30-32 or
improvement of sleep quality.33 However, melatonin has also
been shown to have differential immunomodulatory effects based
on asthma clinical phenotype, suggesting a potential adverse ef-
fect of exogenous melatonin in some patients with asthma.32

Research suggests that melatonin supplements may make
asthma symptoms worse in people who already suffer from
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nocturnal asthma.34 Adverse effects of melatonin on some chil-
dren with asthma could contribute to the overall lack of associ-
ation with positive asthma outcomes observed in children (vs
adults) in this study. Given the potential side effects and possible
interactions between prescriptions and herbs and/or NVDS,35 it
is important for physicians to be aware of patients’ herbs and/or
NVDS use, monitor closely, and investigate its potential benefit
and risk in asthma symptom management.

One of the main objectives of this study was to examine the
associations between herbs and/or NVDS use and asthma-related
clinical outcomes in both adult and pediatric populations with
asthma. We found that the use of these supplement products
among adults with asthma was associated with less likelihood
(52% less) of self-reported asthma-related ED visits but similar
likelihood of self-reported asthma episodes compared with those
who did not use herbs and/or NVDS. No associations between
herbs and/or NVDS use and asthma-related clinical outcomes
among pediatric patients with asthma were observed. This is the
first evidence that we are aware of to document association be-
tween herbs and/or NVDS use and asthma clinical outcomes
using real-world, nationally representative population level data.
Although previous research has indicated potential health bene-
fits of dietary supplements on asthma symptoms such as reducing
wheeze and cough as well as improving shortness of breath in
adults with asthma,36 we found no evidence of lower likelihood
of having asthma episode in either adult or pediatric patients
with asthma who used herbs and/or NVDS compared with those
who did not use. Evidence indicated that some herb products,
such as quercetin and flavonoids, have antiallergic properties by
improving the immune system, inhibition of histamine release,
decreasing proinflammatory cytokines, leukotrienes creation, and
suppressing IL-4 production.37-39 Our findings indicate that
herbs and/or NVDS use might improve the immune system of
patients with asthma but not necessarily help manage asthma-
related symptoms so that some more severe adverse events,
such as asthma-related ED visit, can be reduced. In addition, the
insignificant interaction term of herbs and/or NVDS use and
family income indicated that the relationship between reduced
asthma-related ED visits and herbs and/or NVDS use among
adult patients with asthma was not mediated by socioeconomic
factors such as income. This finding further suggested that herbs
and/or NVDS use was an independent factor associated with
lower asthma-related ED visits among adult patients with
asthma. Given the inadequate statistical power for the pediatric
group in this study, future studies with better design and larger
sample size are warranted to assess the association between herbs
and/or NVDS use and asthma-related outcomes among the pe-
diatric population.

Another goal of this study was to determine the factors asso-
ciated with herbs and NVDS use among adults and children with
asthma. We found some significant differences in herbs and/or
NVDS use among different sex, race/ethnicity, geographic re-
gion, and family income subgroups in both adults and pediatric
patients with asthma. Specifically, we found that non-Hispanic
black and Hispanic adult and pediatric patients with asthma
were less likely to use herbs and/or NVDS compared with their
non-Hispanic white counterparts. We also found that patients
with asthma who were female, residing in the West region of the
country, and with higher family income were more likely to use
herbs and/or NVDS. Our findings are consistent with previous
studies focusing on the general US adult population.17,40,41
Given the high prevalence of herbs and/or NVDS use among
both pediatric and adult patients with asthma in the United
States found in this study, practitioners such as primary care
providers, lung specialists, or integrative medicine clinicians
should carefully document and closely monitor herbs and/or
NVDS use in patients with asthma to ensure that these sup-
plements are appropriate and safe to use, especially for patients
with special demographic and socioeconomic profiles identified
from our study.

In addition, our results indicated that those adult patients with
asthma with higher physical activity level were more likely to use
herbs and/or NVDS. This indicates that adult patients with
asthma who use herbs and/or NVDS are more likely to have
better health behaviors. Indeed, evidence has shown that dietary
supplement users are more likely to be nonsmokers, physically
active, and less likely to have risk factors of chronic conditions
such as cardiovascular diseases.42 Thus, herbs and NVDS use
may serve as a marker for the many possible factors that may be
related to the better health behaviors and higher socioeconomic
status. Such factors may also be associated with high medication
adherence43 or response to conventional treatment, emotional
support,44 as well as better health outcomes.

Limitations
There are several limitations with this study. First, the self-

report nature of survey data usually introduces recall bias. Data
in the CAL file were reported by children’s adult proxies, who
may or may not be their primary caregivers. The majority of
variables, particularly self-reported asthma episode and ER visit,
were derived from single survey questions, which may affect the
precision of measurements and thereby introduces measurement
bias. Second, the cross-sectional study design cannot derive
causal relationships between herbs and/or NVDS treatment and
asthma outcomes. The limited numbers of asthma outcome
events among pediatric patients with asthma also prevented us to
conduct multivariable analysis to determine the association be-
tween herbs and/or NVDS use and asthma-related ED visits in
this population. Third, we combined a total of 22 types of herbs
and/or NVDS into a single binary independent variable due to
the limited study sample size. It is possible that asthma severity,
asthma episode, and ER visit, or other adverse events could vary
among different types of herbs and/or NVDS, which could be
investigated among larger samples in the future. Fourth, with
respect to asthma severity and interaction between NVDS and
traditional medications, the NHIS does not include any item
that probes the extent to which these factors affect the life of an
individual with asthma. In addition, the lack of information
among participants regarding reasons for taking herbs and/or
NVDS or adverse reactions to them prevented us from further
investigating the causal relationship between herbs and/or NVDS
use and asthma management in this study sample. Finally, this
study did not capture potential confounders, such as type of care
(eg, specialty), medication use (type and adherence), environ-
mental exposures, and different levels of health literacy of pa-
tients with asthma.

CONCLUSIONS
In conclusion, our findings provide the first national estimates

in herbs and/or NVDS among US adult and pediatric patients
with asthma. The prevalence of herbs and/or NVDS use is high
among both adult and pediatric patients with asthma. We found
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the lower likelihood of having asthma-related ED visits associated
with herbs and/or NVDS use among adult patients with asthma.
No association between herbs and/or NVDS use and having an
asthma episode was observed in either the adult or pediatric
sample. Practitioners should closely monitor patterns of herbs
and/or NVDS among patients with asthma to help balance its
benefits and risks in patient wellness and clinical outcomes.
Further studies of the relationships of herbs and/or NVDS use to
clinical asthma outcomes and patients’ quality of life are
warranted.
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