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Abstract
Background There is few objective, clinically feasible and inexpensive test for diagnosing childhood asthma. We want to 
find an ideal way to solve it.
Methods The control group was 301 non-asthmatic children, and the asthma group was 286 asthmatic children. The asthmatic 
children were divided into three groups according to the severity of their disease. Pre- and post-bronchodilator spirometer 
tests were performed, and the main spirometer parameters were compared. The bronchodilator response (BDR) [BDR is 
used to determine the reversibility of airway obstruction by measuring the changes of forced expiratory volume in the first 
second  (FEV1) before and after inhalation of bronchodilators] was then determined, and the optimal threshold of BDR for 
diagnosing childhood asthma was found.
Results 301 non-asthmatic children and 286 asthmatic children participated in the study, the demographics were similar. 
 FEV1 for pre-bronchodilator of asthmatic children was significantly lower than that of non-asthmatic children (P ≤ 0.01). 
BDR of non-asthmatic children was 3.30 ± 3.85%. BDR of asthmatic children was 9.45 ± 9.15%. There was no significant 
difference in BDR for patients with different severities of asthma within the group. BDR had no statistical correlation 
with gender, age, height, weight in neither non-asthmatic children nor asthmatic children. On the receiver-operating 
characteristic curve, a BDR threshold of ≥ 7.5% offered an optimal balance in asthma diagnosis with a sensitivity rate of 
50.7% and specificity rate of 87.7%. Meanwhile, with a BDR threshold of ≥ 12%, the sensitivity rate was 28.7% and the 
specificity rate was 96.3%.
Conclusion A BDR threshold of ≥ 7.5% has more value in childhood asthma diagnosis as compared to ≥ 12%.

Keywords Asthma diagnosis · Bronchodilator response · Threshold

Introduction

The prevalence of childhood asthma in China is increasing 
significantly. The national statistics in 1990, 2000 and 2010 
showed the cumulative prevalence in children under 14 years 
of age was 1.09% [1], 1.97% [2], and 3.02% [3], respectively. 

Early identification of these children will allow earlier treat-
ment and improve outcomes.

Using an objective, clinically feasible and inexpensive 
test will improve the diagnostic level. Challenge test for 
diagnosing asthma using methacholine, histamine or cold 
air is expensive and difficult for the regional clinics that 
provide the bulk of care for children in China. There are 
not enough resources to diagnose children who had asthma. 
Studies by Galant et al. [4], Tse et al. [5] and Dundas et al. 
[6] showed that using bronchodilator response (BDR) 
rather than the classic challenge test is an effective way 
of diagnosing asthma in children. They found that BDR 
≥ 8% or ≥ 9% as the positive threshold value had the best 
combination of sensitivity and specificity. These studies 
did not include native Chinese children, so we want to find 
the threshold of BDR for diagnosing asthma in Chinese 
children.
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Methods

The Ethics Committee of Capital Institute of Pediat-
rics approved the study and signed informed consent was 
obtained from each child’s parent or legal guardian.

Control group

Children aged 4–12 years were selected from kindergartens 
and primary schools located near the Children’s Hospital 
Affiliated to the Capital Institute of Pediatrics from Janu-
ary 2012 to December 2015. First, leaflets were released 
to the children’s parents. If they consented to participate 
in the study, their children would perform the BDR [BDR 
is used to determine the reversibility of airway obstruction 
by measuring the changes of forced expiratory volume in 
the first second  (FEV1) before and after inhalation of bron-
chodilators] test at the appointed time and fill in a detailed 
questionnaire on that day. The original questionnaire is a 
section of the American Thoracic Society pulmonary disease 
questionnaire for children under the age of 13 years (AST-
DLD-78-C) [7]. Physicians from our department translated 
the original questionnaire into Chinese. Later other physi-
cians translated the Chinese questionnaire back into English 
to check the quality and accuracy of the translation.

The inclusion criteria included: (1) subjects were willing 
to participate in the study, parents signed informed consent; 
(2) subjects were 4–12 years old; (3) pulmonary physical 
examination was normal.

The exclusion criteria included: (1) abnormalities of the 
thorax; (2) previous history of severe cardiac (significant 
changes in hemodynamics) or lung disease, or other sys-
temic diseases; (3) recurrent episodes of wheezing diseases 
(such as asthma, bronchiolitis), tuberculosis, pleurisy, his-
tory of chronic lung disease; (4) upper or lower respiratory 
tract infections within the previous 4 weeks; (5) obesity 
[body mass index (BMI) > 30] [8]; (6) regular smoking for 
over 1 month (including first-hand and second-hand smok-
ing); (7) a living environment in which they are exposed 
to harmful gases or smog from serious pollution; (8) poor 
cooperation.

We sent leaflets to 541 parents whose children were in 
kindergartens or primary schools nearby. 450 parents agreed 
to participate in our study. On the appointed day, 53 children 
coughed, expectorated or were absented. 11 children had 
obesity or thoracic deformity. Six children could not cooper-
ate with the test. A total of 380 children completed the test. 
Detailed questionnaires were given to the children, and 23 
of them did not answer it. 56 patients with suspected asthma 
or other lung diseases were excluded. Therefore, there were 
301 cases of children who met the requirements and were 
included in the study as the control group.

Asthmatic children

Asthmatic children aged 4–12 years were recruited from 
the Asthma Prevention and Treatment Center of the Chil-
dren’s Hospital Affiliated to the Capital Institute of Pediat-
rics, diagnosed by specialists. Diagnostic criteria were used 
according to the national guidelines for the diagnosis and 
prevention of asthma in Chinese children (2008 edition) [9].

If the patients were diagnosed with asthma, and fit the 
inclusion criteria, they were included in the asthma group.

The inclusion criteria included: (1) subjects were willing 
to participate in the study, parents signed informed consent 
form; (2) asthma diagnosed by specialists; (3) have not used 
controller medications in the previous 6 weeks (including 
inhaled corticosteroids and leukotriene receptor modula-
tors); (4) no symptoms or mild symptoms, no wheezing 
upon initial visit.

The exclusion criteria included: (1) thorax was abnormal, 
such as chicken, funnel chest, costal margin eversion, etc.; 
(2) previous history of tuberculosis, pleurisy, or chronic lung 
disease, severe cardiac (significant changes in hemodynam-
ics), or other systemic diseases; (3) upper or lower respira-
tory tract infections within the previous 4 weeks; (4) regular 
smoking for over 1 month (both first-hand and second-hand 
smoke); (5) obesity (BMI > 30) [8]; (6) a living environment 
in which they are exposed to harmful gases or smog from 
serious pollution; (7) in the past 6 hours, short acting bron-
chodilators had been used; (8) in the past 24 hours, long-
acting bronchodilators had been used; (9) in the past 3 days, 
systemic steroid had been used; (10) poor cooperation.

There were 306 patients that fulfilled the inclusion crite-
ria, but five patients took relevant medication recently, eight 
had upper respiratory infection in the last 4 weeks, four had 
thorax abnormalities, three could not cooperate with the 
spirometer tests. Consequently, they were all excluded. 286 
patients completed the study. According to the classification 
of asthma severity of Global Initiative for Asthma 2008 [10], 
asthmatic children were divided into four groups: intermit-
tent status, mild persistent status, moderate persistent sta-
tus, and severe persistent asthma. Patients were assessed for 
1 month to determine their severity.

In this study, we used the Master Screen IOS (made by 
JARGER in Germany) for testing. All operations and quality 
control of spirometer testing were referred to Practical Guide 
to Pulmonary Function testing [11].

All subjects produced at least three technically accept-
able spirometer curves (in fewer than 8 attempts). The 
best curve was recorded for analysis. the main observation 
parameters included pre- and post-bronchodilator  FEV1, 
and the percentage of predicted value of  FEV1, forced vital 
capacity (FVC), peak expiratory flow (PEF), average flow 
rate of 25–75% out of vital capacity (MMEF) and the BDR 
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[calculated as:  (FEV1 L post-bronchodilator − FEV1 L 
pre-bronchodilator)/FEV1 L pre-bronchodilator × 100%]. 
After the baseline spirometer test, the subjects inhaled 
0.5% salbutamol sulfate (GlaxoSmithKline, United King-
dom) using a PARI compressor nebulizing with a mask. For 
subjects ≥ 5 years old, 1 mL (5 mg) was inhaled. For sub-
jects < 5 years old, 0.5 mL (2.5 mg) was inhaled. 15 minutes 
after nebulization, spirometer tests were performed again.

Statistical analysis

Data were analyzed using the SPSS 20.0 software. Stu-
dent’s t tests were used to compare the characteristics of 
each group, as well as the changes to spirometer param-
eters before and after bronchial dilation tests and to compare 
spirometer between asthmatic children and non-asthmatic 
children. The characteristics of different severity groups of 
asthma patients were compared with a variance analysis. 
Linear correlation analysis was performed to evaluate the 
relationship between the  FEV1 improvement rate and gen-
der, age, height, and weight. The data were used to plot a 
receiver-operating characteristic (ROC) curve (this is a com-
prehensive index reflecting the continuous variables of sen-
sitivity and specificity). It reveals the relationship between 
sensitivity and specificity by composition. It draws a curve 
with sensitivity as ordinate and specificity as abscissa. The 
larger the area under the curve, the higher the diagnostic 
accuracy represents the sensitivity and specificity of BDR 
for diagnosing childhood asthma.

Results

Basic characteristics

There were 301 normal children as the control group and 286 
asthmatic children as the asthma group, the demographic 
and clinical data of the two groups were consistent. There 
were no significant differences between the control group 
and the asthma group in age (P = 0.10), height (P = 0.27) or 
weight (P = 0.81) (Table 1). There were 79 children younger 
than 6 years old in the control group and 87 in asthma group, 
accounted for 26.2% and 30.4% separately.

Non‑asthmatic group

There were no significant differences in age, height, weight 
and main spirometer parameters between male and female 
subjects (Supplementary Table 1). The main spirometer 
parameters  (FEV1, FVC, PEF, MMEF) in non-asthmatic 
children post-bronchodilator were higher than the baseline 
(Table 2), but the increase is relatively small. And the BDR 
in non-asthmatic children was 3.30 ± 3.85%. There was no 
correlation with gender (rs = 0.016, P > 0.5), age (rs = 0.106, 
P > 0.5), height (rs = 0.118, P = 0.041), or weight (rs = 0.143, 
P = 0.013).

Asthma group

At this group, 53.8% (154/286) had intermittent asthma, 
35.3% (101/286) had mild persistent asthma, and 10.8% 
(31/286) had moderate persistent asthma (Supplementary 
Table 2). PEF decreased more in the moderate group com-
pared to the intermittent group (P < 0.05). There was no sig-
nificant difference in other characteristics between different 
severity groups (P > 0.05). The main spirometer parameters 
of asthmatic children were significantly improved post-
bronchodilator (Table 2). The BDR of asthmatic children 
was 9.45 ± 9.15%. There was no significant correlation with 
gender (rs = 0.058, P > 0.1), age (rs = 0.018, P > 0.5), height 
(rs = 0.014, P > 0.5) or weight (rs = -0.054, P > 0.1).

Table 1  The basic characteristics of the non-asthmatic and asthmatic 
groups

SD standard deviation

Variables Non-asthmatic 
group (n = 301)

Asthmatic group (n = 286)

Males, n (%) 160 (53.2) 194 (67.8)
Age (y), mean ± SD 7.56 ± 2.41 7.22 ± 2.44
Height (cm), mean ± SD 129.61 ± 15.63 128.19 ± 15.75
Weight (kg), mean ± SD 29.65 ± 11.01 29.89 ± 12.27

Table 2  Pre- and post-BD parameters in non-asthmatic and asthmatic group

Values are mean ± SD. BD bronchodilator, FEV1 forced expiratory volume in the first second, FVC forced vital capacity, PEF peak expiratory 
flow, MMEF average flow rate of 25–75% out of vital capacity, SD standard deviation

Parameters Non-asthmatic group Asthmatic group

Pre-BD Post-BD P Pre-BD Post-BD P

FEV1 (L) 1.76 ± 0.58 1.81 ± 0.59 < 0.001 1.48 ± 0.54 1.60 ± 0.57 < 0.001
FVC (L) 1.91 ± 0.65 1.93 ± 0.66 < 0.001 1.78 ± 0.69 1.84 ± 0.69 < 0.001
PEF (L) 4.11 ± 1.26 4.26 ± 1.26 < 0.001 3.37 ± 1.20 4.61 ± 1.20 < 0.001
MMEF (L) 2.07 ± 0.77 2.42 ± 0.83 < 0.001 1.46 ± 0.62 1.79 ± 0.69 < 0.001
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Comparison of spirometer parameters 
between non‑asthmatic children and asthmatic 
children

Compared with the non-asthmatic children, the main 
spirometer parameters of the asthmatic children were sig-
nificantly lower (Table 3).  FEV1 is 1.76 in the non-asth-
matic children, 1.48 in the asthmatic children, and FVC 
1.91, 1.78; PEF 4.11, 3.37; MMEF 2.07, 1.47, respectively. 
Comparing of the improvement to main spirometer param-
eters post-bronchodilator between non-asthmatic children 
and asthmatic children, we found FVC improved the least, 
and MMEF improved the most among spirometer parame-
ters. The main spirometer parameters of asthmatic children 
all significantly improved compared with non-asthmatic 
children (Table 4).

The ROC curve is plotted in Fig. 1. The area under the 
curve is 0.738. A comparison of different BDR thresholds 
in the bronchodilation test is available in Supplementary 
Table 3. The maximum value of the Youden index was 
7.5%, its sensitivity and specificity were 50.7% and 87.7%, 
respectively. When BDR was 9%, the sensitivity and speci-
ficity were 30.9% and 94.7%, respectively (Supplementary 
Table 3).

Discussion

The main pathological and physiological change of asthma 
patients is chronic airway inflammation. The most prominent 
feature of respiratory dysfunction in asthma patients is vari-
able expiratory airflow limitation.

Airway responsiveness to bronchodilators can be used as 
a predictor of asthma in the childhood population [12–14]. 
This has been shown in various populations other than native 
Chinese children. In a large and populous country like China, 
medical resources are strained and complex and expensive 
tests are not widely available. Finding easy to administer and 
inexpensive tests is essential to get the testing and diagnostic 
process started at the local level. Then the treatment can be 
started earlier improving morbidity and reducing costs.

Bronchodilation test is a good choice, but we have been 
using adult indicators for a long time. The cutoff point of 
12% for adult is too conservative for children. In the study 
carried out by Galant et al. among 51 non-asthmatic children 
and 346 controller-naïve asthmatic children between 4 and 
17 years, the BDR value could achieve 12% in only 30.6% 
asthmatic children, across all severity [4]. Meanwhile, when 
observing BDR value in the above study, results were 2.2% 
[95% confidence interval (CI) 0.2–4.3] in the non-asthmatic 
group compared with 8.6% (95% CI 7.5–9.8) in the asth-
matic group. The range seen was 7.6% (95% CI 5.8–9.5) 
for mild asthma to 10.1% (95% CI 7.6–12.6) in the severe 
persistent group. In addition, in a study [15] carried out 

Table 3  Comparison of pulmonary function parameters in non-asth-
matic and asthmatic group

Values are mean ± SD. FEV1 forced expiratory volume in the first 
second, FVC forced vital capacity, PEF peak expiratory flow, MMEF 
average flow rate of 25–75% out of vital capacity, SD standard devia-
tion. *P value of Student’s t test. †P value of rank sum test

Parameters Non-asthmatic group Asthmatic group P

FEV1 1.76 ± 0.58 1.48 ± 0.54 < 0.001*
FVC 1.91 ± 0.65 1.78 ± 0.69 0.016*
PEF 4.11 ± 1.26 3.37 ± 1.20 < 0.001*
MMEF 2.07 ± 0.77 1.47 ± 0.62 < 0.001†

Table 4  Comparison of the improvement rate of main pulmonary 
function parameters in non-asthmatic and asthmatic group

Values are mean ± SD. FEV1 forced expiratory volume in the first 
second, FVC forced vital capacity, PEF peak expiratory flow, MMEF 
average flow rate of 25–75% out of vital capacity, SD standard devia-
tion, Δ improvement rate

Parameters (%) Non-asthmatic group Asthma group P

ΔFEV1 3.30 ± 3.85 9.45 ± 9.15 < 0.001
ΔFVC 0.89 ± 3.55 4.53 ± 7.86 < 0.001
ΔPEF 4.06 ± 7.54 8.73 ± 11.53 < 0.001
ΔMMEF 19.30 ± 17.53 25.36 ± 24.00 < 0.001

Fig. 1  Sensitivity and specificity of BDR in the BDT. BDR broncho-
dilator response, BDT bronchodilator test
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by Harvard University among 3052 children in rural area 
between 8 and 15 years in Anhui Province in China, results 
showed BDR was 3 ± 5% in non-asthmatic children, and 
7 ± 9% in asthmatic children. Moreover, in a study [6] among 
142 children between 5 and 10 years in UK, 9% increase in 
 FEV1 after bronchodilator use was suggested as the cutoff 
point with good sensitivity and specificity.

It has been shown that a persistent BDR value, even less 
than 12%, in asthmatic children suggests poor prognosis. 
In the article written by Sharma et al. [16], it showed in a 
4 years study among 1041 asthmatic children in America, 
individuals who had a BDR of 10% had poor clinical out-
comes (e.g., more hospital visits, more prednisone bursts, 
increased nocturnal awakenings, and missing more days of 
school) similar to those with a BDR of 12% and 200 mL.

The same results were also obtained in Galant et al. [17] 
study among 679 asthmatic children among 5–18 years.

In this study, we obtained the subjects’ information from 
the questionnaires which the subjects reported it by them-
selves or by their parents. We had a small response in  FEV1 
in the control group. We had careful screened this popula-
tion but may have had some influence of general or indoor 
air pollution cause an increase in airway reactivity that our 
screening did not eliminate. Despite this the technique of 
using BDR to separate asthmatic from non-asthmatic chil-
dren was effective.

In this study, we enrolled mild asthmatic children as these 
would be the ones who would likely pose the most diagnostic 
dilemmas. Their symptoms are atypical and not serious, often 
neglected by themselves and their parents, and they are easy to 
be missed by doctors when they see a doctor. If there is a sim-
ple and easy test to help diagnosing quickly, their asthma will 
be controlled more timely and their prognosis will be better. 
Of the 286 asthmatic children, 53.8% (154/286) had intermit-
tent asthma, 35.3% (101/286) had mild persistent asthma, and 
10.8% (31/286) had moderate persistent asthma. The results 
of this study showed that the BDR in non-asthmatic children 
was 3.30 ± 3.85%, which was consistent with the BDR results 
(3 ± 5%) of large-scale studies on children aged 8–15 years in 
rural China conducted by Kumar et al. [15]. The BDR in asth-
matic children was 9.45 ± 9.15%, which was generally consist-
ent with the results by Galant et al. [4] and Tse et al. [5].

BDR of the intermittent asthma group, mild persistent group 
and moderate persistent group was 9.09 ± 8.25%, 9.80 ± 10.54%, 
and 10.13 ± 8.84%, respectively, indicating no significant differ-
ences among the three groups. It prompts the thought that there 
is little difference in BDR between asthma patients with different 
attack frequencies and different severities.

Our results showed no relationship between BDR and 
gender, age, height or weight, and can be used as an inde-
pendent and objective index to diagnose childhood asthma 
some other studies have found a relationship between BDR 

and gender [17–20]. The subjects of these studies were 
people at a special stage, these may be the influencing fac-
tors (for example, women who use contraceptives).

To evaluate the diagnostic value of a test method com-
prehensively and accurately, we used ROC in the analysis. 
The area under the ROC curve (AUC) can be understood 
as the average sensitivity in all specificity and reflects the 
diagnostic value of the method [21]. When AUC = 0.5, the 
method is generally considered to not work at all. When 
AUC > 0.7, the method is considered to have great dis-
crimination [22, 23]. In our study, AUC was 0.738, which 
showed that the BDR has significant diagnostic value for 
asthma.

At present, the BDR threshold for asthma diagnosis 
in children is the same as the one for adults used widely 
in clinics. We found that this existing standard threshold 
was prone to misdiagnosis (when using BDR > 12%, the 
sensitivity was only 28.7% though the specificity rate of 
96.3%). Many children patients with asthma were not 
diagnosed early, correctly and did not receive appropri-
ate early treatment. When the BDR threshold was set 
to > 7.5%, the sensitivity was increased to 50.7%. At the 
same time, the specificity was 87.7%. This significantly 
improves the diagnostic accuracy of childhood asthma, 
reduces misdiagnosis, and prevents the children and their 
parents from bearing the psychological, mental and eco-
nomic costs. International studies have also shown that a 
BDR threshold of > 12% was ineffective, and that > 9% 
or > 8% had better sensitivity and specificity. Although 
some studies have shown BDR are different in different 
races [24], previous results are generally consistent with 
ours [4–6, 25].

In summary, compared with non-asthmatic children, 
BDR in asthmatic children is significantly higher. BDR 
is not correlated with gender, age, height or weight. A 
BDR threshold of > 7.5% is useful in diagnosing asthma 
in native Chinese children.

Acknowledgements We appreciate the valuable support of Shuo Li, 
Xin Song, and Yan-Tao Zhang in spirometer performance.

Author contributions XHK collected the data, drafted and edited the 
manuscript. WW collected and analyzed the data. LC designed the 
study, and reviewed the manuscript, he was the supervisor. All the 
authors have read and approved the final manuscript.

Funding This study was supported by the Merck Investigator Studies 
Program.

Compliance with ethical standards 

Ethical approval This study was approved by the Ethics Committee of 
Capital Institute of Pediatrics. Signed informed consent was obtained 
from each child’s parent or legal guardian.



564 World Journal of Pediatrics (2019) 15:559–564

1 3

Conflict of interest No financial or non-financial benefits have been re-
ceived or will be received from any party related directly or indirectly 
to the subject of this article.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creat iveco 
mmons .org/licen ses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate 
credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made.

References

 1. Chinese Pediatric Asthma Prevention and Coordination Group. 
Prevalence of bronchial asthma in 900 thousand children 
aged 0–14 years in China. Zhonghua Jie He He Hu Xi Za Zhi. 
1993;16:64–8 (in Chinese).

 2. Chinese Pediatric Asthma Prevention and Coordination Group. 
Prevalence of childhood asthma in urban areas of China. Zhong-
hua Er Ke Za Zhi. 2003;41:123–7 (in Chinese).

 3. Chinese Pediatric Asthma Prevention and Coordination Group. 
The third epidemiological survey of childhood asthma in Chinese 
cities. Zhonghua Er Ke Za Zhi. 2013;51:729–35 (in Chinese).

 4. Galant SP, Morphew T, Amaro S, Liao O. Value of the broncho-
dilator response in assessing controller naïve asthmatic children. 
J Pediatr. 2007;151:457–62.

 5. Tse SM, Gold DR, Sordillo JE, Hoffman EB, Gillman MW, Rifas-
Shiman SL, et al. Diagnostic accuracy of the bronchodilator 
response in children. J Allergy Clin Immunol. 2013;132:554–9.

 6. Dundas I, Chan EY, Bridge PD, McKenzie SA. Diagnostic accu-
racy of bronchodilator responsiveness in wheezy children. Thorax. 
2005;60:13–6.

 7. The questionnaire from the American Thoracic Society and the 
Division of Lung Diseases. American Thoracic Society. 1978. 
https ://www.pdffi ller.com. Accessed 6 May 2011.

 8. Li H, Ji CY, Zong XN, Zhang YQ. Growth curve of body mass 
index of Chinese children and adolescents aged 0–18. Zhonghua 
Er Ke Za Zhi. 2009;47:493–8 (in Chinese).

 9. Chinese Academy of Medical Sciences, Department of Pediat-
rics, Respiratory Group, Editorial Board of Chinese Journal of 
Pediatrics. Guidelines for diagnosis and treatment of bronchial 
asthma in children. Zhonghua Er Ke Za Zhi. 2008;46:745–53 (in 
Chinese).

 10. Global Initiative for Asthma (GINA). Global strategy for asthma 
management and prevention: NHLBI/WHO Workshop Report 
National Institutes of Health, National Heart, Lung and Blood 
Institute. Update 2008. https ://www.ginas thma.org/. Accessed 21 
Nov 2011.

 11. Jinping Z, Yi G. Method and clinical evaluation of ventilation 
function examination with spirometry. In: T Feng, C Min, editors. 

Practical guide to pulmonary function testing. Beijing: People’s 
Health Publishing House; 2009. p. 61–71.

 12. 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.

 13. Nelson HS. Beta-adrenergic bronchodilators. N Engl J Med. 
1995;333:499–506.

 14. 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.

 15. Kumar R, Wang B, Wang X, Chen C, Yang J, Fu L, et al. Bron-
chodilator responses in Chinese children from asthma index 
families and the general population. J Allergy Clin Immunol. 
2006;117:1257–63.

 16. Sharma S, Litonjua AA, Tantisira KG, Fuhlbrigge AL, Szefler 
SJ, Strunk RC, et al. Clinical predictors and outcomes of consist-
ent bronchodilator response in the childhood asthma management 
program. J Allergy Clin Immunol. 2008;122:921–8.

 17. Galant SP, Morphew T, Newcomb RL, Hioe K, Guijon O, Liao 
O. The relationship of the bronchodilator response phenotype to 
poor asthma control in children with normal spirometry. J Pediatr. 
2011;158:953–9.

 18. Tan KS, McFarlane LC, Lipworth BJ. Loss of normal cyclical 
beta 2 adrenoceptor regulation and increased premenstrual respon-
siveness to adenosine monophosphate in stable female asthmatic 
patients. Thorax. 1997;52:608–11.

 19. Tan KS, McFarlane LC, Lipworth BJ. Beta 2 adrenoceptor regula-
tion and function in female asthmatic patients receiving the oral 
combined contraceptive pill. Chest. 1998;113:278–82.

 20. Castro-Rodriguez JA, Holberg CJ, Morgan WJ, Wright AL, Mar-
tinez 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.

 21. Zweig MG, Campbell G. Receiver-operating characteristic (ROC) 
plots: a fundamental evaluation tool in clinical medicine. Clin 
Chem. 1993;39:561–77.

 22. Hanley JA, McNeil BJ. The meaning and use of the area under 
a receiver operating characteristic (ROC) curve. Radiology. 
1982;143:29–36.

 23. Hong Y. Medical statistics. 2nd ed. Beijing: People’s Medical 
Publishing House; 2010.

 24. Naqvi M, Thyne S, Choudhry S, Tsai HJ, Navarro D, Castro RA, 
et al. Ethnic-specific differences in bronchodilator responsiveness 
among African Americans, Puerto Ricans, and Mexicans with 
asthma. J Asthma. 2007;44:639–48.

 25. Martínez CP, Fernández-Espinar JF, Puerta IN, Pérez-Yarza EG. 
Cut-off point for a positive bronchodilation test. An Esp Pediatr. 
2002;57:5–11 (in Spanish).

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.pdffiller.com
https://www.ginasthma.org/

	A clinical study to determine the threshold of bronchodilator response for diagnosing asthma in Chinese children
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Control group
	Asthmatic children
	Statistical analysis

	Results
	Basic characteristics
	Non-asthmatic group
	Asthma group
	Comparison of spirometer parameters between non-asthmatic children and asthmatic children

	Discussion
	Acknowledgements 
	References




