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Sex-related differences in asthma prevalence are well established and change through the reproductive phases of life. As children, boys have increased prevalence of asthma compared to girls. However, as adults, women have increased prevalence of asthma compared to men. Many factors, including genetics, environment, immunological responses, and sex hormones, affect the sex disparity associated with the development and control of asthma and other allergic diseases. Fluctuations of hormones during puberty, menstruation, pregnancy, and menopause, alter asthma symptoms and severity. In this article, we review clinical and epidemiological studies that examined the sex disparity in asthma and other allergic diseases as well as the role of sex hormones on asthma pathogenesis.
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INTRODUCTION

There is a sexual dimorphism in asthma and allergic disease that changes through life. Among children, boys have an increased prevalence of asthma and allergic disease compared to girls. Interestingly, around puberty the frequency of asthma and allergic disease starts to change from being higher in males to higher in females. By adulthood, the prevalence of asthma and allergic disease is increased in women compared to men (1). This change in prevalence around puberty suggests sex hormones and other factors alter pathways important in asthma pathogenesis and allergic disease.

Asthma is a heterogeneous disease characterized by episodes of airway narrowing or hyper responsiveness, obstruction, inflammation and mucous production. Asthma clinically presents as wheezing, coughing, chest tightness and shortness of breath (2, 3), and different inflammatory pathways drive the airway inflammation and hyperresponsiveness associated with asthma. Patients with allergic asthma have increased eosinophils in the airway or bronchoalveolar lavage fluid (BAL) caused by increased type 2 inflammation. Type 2 inflammation is characterized by increased production of interleukin (IL)-4, IL-5, and IL-13, increased IgE antibody production, and mast cell or basophil degranulation (4–6). However, some patients with more severe phenotypes of asthma have increased neutrophils in the airway and BAL fluid that is driven by IFN-γ or IL-17A-mediated pathways (4, 5). Patients with increased airway neutrophils may or may not have increased airway eosinophils as well. Multi-variate cluster analyses on adults with asthma and healthy controls determined a female predominance in two clusters: (1) less atopic, less corticosteroid responsive patients and (2) late-onset, more severe phenotypes of asthma in obese patients (4, 7). As summarized in Figure 1, studies also highlighted the many different factors, including genetics and epigenetics, environment, respiratory mechanics, immunological responses, sex hormones and obesity, regulated asthma pathophysiology and the various endotypes seen in asthma throughout
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FIGURE 1. Multiple factors are associated with asthma and may contribute to the sex disparity seen in asthma throughout the life span. These factors may independently or jointly be associated with asthma or regulate each other (e.g., genetics may impact immune response and/or obesity). Factors are color-coded based on importance in asthma at various phases of life: orange, in utero and childhood; green, throughout life; blue, adolescence and adulthood.



the lifespan. Therefore, understanding how sex hormones and other factors regulate asthma pathogenesis is important since asthma affects approximately 235 million people with a global annual health care burden in 2007 of approximately $56 billion for medical costs, lost school and work days and early deaths (8). In this review, we primarily focused on the sex differences and sex hormone regulation in asthma pathogenesis in the clinical and epidemiological literature organized by maternal factors, childhood asthma, and asthma after puberty (Table 1). At the end of the review, there will be a brief overview of the sex disparity in other allergic diseases.


Table 1. Summary of clinical findings for gender disparities in asthma during various reproductive phases of life.
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MATERNAL FACTORS, EPIGENETICS, THE MICROBIOME, AND ASTHMA

Maternal factors, such as smoking, antibiotic or corticosteroid use, and prenatal stress, are associated with increased development of asthma or wheeze in children (33–36). While boys have increased development of asthma and wheeze as children, no sex specific association was determined with maternal smoking or antibiotic use and the development of wheeze in children (34, 35). Further, a prospective study showed no sex differences in maternal asthma control during pregnancy and asthma risk in offspring (37). However, previous studies showed that female infants from mothers not taking inhaled corticosteroids had reduced birth weights compared to female infants from mothers administered inhaled corticosteroids, with no change in birth weights in male infants from these groups (38). A female fetus was also associated with increased circulating monocytes compared to the male fetus in this study. A sex bias, with more boys compared to girls, was also determined with prenatal maternal stress and the development of asthma or wheeze (39). However, not all maternal exposures are adverse, as maternal exposure to farming and farm milk is protective against the development of asthma (40). Women who farmed during pregnancy and had exposure to multiple animal species and consumed farm milk led to enhanced innate immune responses through increased expression of pattern recognition receptors, upregulated IFN-γ production, upregulated T regulatory cell function and reduced Th2 cell dependent allergic inflammation in early childhood (41–43). Further, breastfeeding is known to decrease the risk of asthma in infants (44). However, sex was not addressed as a variable in some breastfeeding studies (37, 38), or was listed as a co-variate that did not impact the findings in other studies (45–49). Combined, these studies suggest that prenatal stress and potentially maternal asthma control may differentially affect male and female offspring in childhood development of asthma/wheeze.

Microbiome formation in early life is vital for educating the immune system and many environmental factors, including mode of delivery, formula feeding, antibiotic use, and exposure to animals, are important in microbiome formation and are associated with asthma. The Canadian Healthy Infant Longitudinal Development (CHILD) study determined that the microbiome composition, specifically reductions in bacterial genres Faecalibacterium, Lachnospira, Veillonella, and Rothia, at 3 months of age (but not 1 year) increased the risk of developing asthma or allergic diseases (50). No sex differences were observed in the abundance of these bacterial genres and development of asthma or allergic disease. However, additional analysis of this cohort showed a decreased abundance of Lactobacillus in Caucasian male infants at 3–4 months of age born to mothers' with asthma compared to female infants (51). Lactobacillus are associated with increased production of anti-inflammatory cytokines in cord blood and Lactobacillus johnsonii reduced ovalbumin or cockroach allergen-mediated airway inflammation in mouse models of asthma (52, 53).

Gene transcription can be altered by epigenetic modifications that are established in utero or developed due to environmental exposures, disease states, antibiotic or medication use, and lifestyle choices. Alterations in the epigenome in utero or during childhood may also drive asthma development (54, 55). Maternal smoking alters DNA methylation and maternal smoking is a known risk factor for childhood asthma. Further, asthmatic children have differences in DNA methylation levels at 19 different loci depending on in utero exposure to maternal smoking (54, 56, 57). However, none of these studies showed a sex disparity in maternal smoking and the development of asthma. Studies looking at maternal stress during pregnancy and maternal obesity have also shown similar findings, with differences in DNA methylation depending on the mother's status (54). A study investigating maternal immune status during pregnancy found that while maternal production of IL-13, IL-4, IL-5, IFN-γ, IL-10, and IL-17 during pregnancy was unrelated to childhood asthma, the ratios of IFN-γ/IL-13 and IFN-γ/IL-4 during pregnancy were associated with a decreased risk of asthma (58). In utero and early exposures to farm and animal barns is protective against asthma even in genetically similar Amish and Hutterite populations (59). However, no sex difference in the development of asthma was seen the Amish or Hutterite children (n = 30 from each population), although the sample size may not have provided the power needed to detect sex differences within and between the groups. Taken together, these studies show that maternal factors are important in the development of asthma, but it is not yet clear if there is a sex bias in the offspring developing asthma for some of these risk factors and additional studies are warranted.

SEX DISPARITY IN CHILDHOOD ASTHMA

Maternal environment and genetics are important in development of asthma during childhood. However, it is still unclear why boys have an increased prevalence of asthma compared to girls. A potential explanation is that boys have dysynaptic growth of their large airways, meaning the growth of their airway lags behind the growth of the lung parenchyma, leading to narrower airways in boys compared to girls (60). Peripheral blood mononuclear cells (PBMCs) from boys have also been shown to have increased IFN-γ in response to phytohaemagglutin stimulation compared to PMBCs from girls (61). Atopy, defined as the genetic tendency to develop allergic disease, as evidenced by specific IgE and skin prick testing to common allergens is increased in also boys compared to girls (62–64). Some studies have also shown that boys have an increased immunological response compared to girls. One study analyzing 81 infants hospitalized with a diagnosis of RSV bronchiolitis found that boys were more severely affected than girls using a severity index based on heart rate, respiratory rate, wheezing, and oxygen saturation (65). Multiple other studies found that in children, the male sex was a risk factor for acute and chronic otitis media (66–68). These different factors contribute to the sex disparity in childhood asthma and may explain the sex differences in childhood asthma.

Longitudinal studies tracking children for asthma symptoms and diagnoses of asthma through childhood, adolescence, and adulthood determined that increasing sex hormones were important for change in asthma prevalence observed in males and females. The (Prevention and Incidence of Asthma and Mite Allergy (PIAMA) cohort tracked sex differences in asthma through the first 8 years of life from questionnaires. In the PIAMA cohort, the prevalence of asthmatic wheeze, defined as wheeze that resulted in diagnosis of asthma by age 8, was increased in boys compared to girls from the first year of life. This study also showed that atopy, defined as a specific IgE > 0.70 IU/mL for at least one standard inhalant allergen (house dust mite, cat, dog, birch, grass, or mold), was more prevalent in boys than girls at age 8 years (36.4% vs. 24.0%: OR, 1.8; 95% CI, 1.3–2.5) (10). While a longitudinal study tracking early life development of wheeze and asthma, this study stopped at age 8, prior to puberty. Additional longitudinal studies have tracked asthma symptoms and prevalence from childhood through adolescence. The Childhood Asthma Management Program (CAMP) study longitudinally tracked asthma symptoms in children ages 4–18 alongside the progression of puberty, recorded by Tanner stage measurements. Prior to the start of puberty, when the Tanner stage was at 1 (ages <7), boys had increased reporting of asthma symptoms compared to girls. However, when Tanner stages began increasing in girls, starting around age 9–10, there were also increased asthma symptoms in girls. Asthma symptoms in the boys did not increase as puberty progressed and actually declined at the end of puberty (Tanner stages 4–5) (9). Similar results were determined from the Tracking Adolescents' Individual Lives Survey (TRIALS) study. In TRIALS, the prevalence of asthma was similar in boys and girls at a mean age of 11.1. However, by age 16.3, the prevalence of asthma was significantly higher in females compared to males. This shift in the prevalence of asthma was thought to be due to an increased incidence and decreased remission of asthma in females compared to males (11). Further, in a longitudinal study, a German cohort of 274 children with current asthma at age 10 were asked about asthma and symptoms via a questionnaire at ages 14 and 20. In this cohort of children with asthma (age 10), males continued to have the higher percentage of asthma at ages 14 and 20. However, in the control group, with no asthma at age 10, females had a significant development of asthma by age 20 (6.4% of females compared to 3.3% of males) (13). Combined, these longitudinal studies suggest that during puberty, the sex associated switch in asthma prevalence may be driven by increased incidence in females.

Using large retrospective cohort data and hospitalization records, investigators were able to look at asthma care utilization during childhood and adolescence. Retrospective Kaiser-Permanent care computerized data from a cohort of 60,694 patients determined asthma care utilization and severity was higher in males compared to females from ages 2 to 13, was similar between males and females from ages 14 to 22, and was higher in females compared to males from ages 23 to 64 (12). Further, a review of 288,977 asthma related hospitalization records among the Canadian population determined that the 3 year cumulative incidence of asthma hospitalization was substantially higher for males compared to females less than 15 years of age and this pattern was reversed for adults (1). The longitudinal and retrospective studies show there is a shift in asthma prevalence and hospital utilization during puberty, but the age at which female prevalence becomes higher than male prevalence varies in the studies. This variation is likely from different patient population demographics, variations in outcome measures, and the time of sampling for each study. Nevertheless, these studies strongly suggest that the prevalence of asthma in females increases during puberty and adolescence.

The association of obesity and asthma is well-established in both pediatric and adult populations and there is increasing interest in obesity and the sex discrepancy in asthma. A study evaluating 5,984 children in Israel determined obesity was associated with increased incidence of asthma in both boys and girls. However, chest symptoms, including wheezing and shortness of breath, and asthma were reported more frequently in obese boys compared to obese girls (69). As children age, the sex and obesity associated pattern changes. A study tracking body mass index (BMI) from birth to adolescence among children with and without asthma found that BMI development differed between girls with and without asthma, with the highest BMI seen among females with persistent asthma (70). Among males in this cohort, there were no clear associations between asthma and BMI (70). Castro-Rodriguez et al. also looked at the relationship between obesity and asthma. Their study showed that females who became overweight or obese between ages 6 and 11 were seven times more likely to develop new asthma symptoms at age 11 or 13 while this pattern was not seen in females who remained lean. Conversely, males who became overweight or obese in this time frame had a similar prevalence of asthma symptoms as those who did not become overweight or obese (71). These studies showed that in the pediatric populations obesity and asthma are associated with boys, but that as adolescents the association of obesity and asthma shifts to females.

Sex-related differences in the lung development, obesity, nutrition, and responses to viral infection and environmental exposures, including farm and second-hand smoke exposure, should be considered when determining sex differences in asthma pathophysiology. While sex hormones are important in regulating the inflammatory response in asthma, other factors are also important, particularly in children prior to puberty when sex hormone levels are minimal.

ASTHMA AFTER PUBERTY

As discussed above, asthma incidence begins to increase in females during late adolescence and as adults women have an increased prevalence of asthma compared to men. This increased prevalence of asthma is true in the Hutterite farming population that has a similar lifestyle, except for farming practices, and asthma risk factors as the Amish, but asthma prevalence rates similar to westernized populations (59). Over a 10–13 year study period, 1,325 Hutterites between the ages of 6 and 91 (with a mean age of 26) were assessed using asthma questionnaires, pulmonary function tests, methacholine challenges and measures of atopy (72). This study found that the overall prevalence of asthma increased over the study period while prevalence of atopy stayed the same. Even further, the rise in asthma was only found among females while the prevalence among males did not change, suggesting a sex-specific response (72). Sex hormone fluctuations are frequent for women during the reproductive phase of life, and asthma symptoms are known to vary during the menstrual cycle, pregnancy, and menopause.

Asthma and the Menstrual Cycle

Approximately 30–40% of women with asthmatic report worsening of asthma symptoms during the pre or perimenstrual phase of their menstrual cycle (14). Women with pre or perimenstrual asthma symptoms (PMA) self-reported increased use of inhaled short acting beta agonist and decreased morning peak expiratory flow rates during the perimenstrual interval of their menstrual cycle compared to women with asthma without PMA. However, there were no differences in FEV1 or methacholine-induced bronchoprovocation between the two groups (14). A study by Pauli et al. collected daily records of asthma symptoms and peak expiratory flow rates from both women with asthma and healthy controls through the follicular, mid-luteal and late luteal phases of the menstrual cycle. Within the healthy control group as well as the group of asthmatic women, there were no significant changes in spirometry and airway reactivity at any point of the menstrual cycle. However, in asthmatic women, morning peak flows and asthma symptoms (shortness of breath, cough, wheeze, and chest tightness) deteriorated significantly from the follicular to luteal phase (15). A survey conducted among women with asthma described 33% of the women had worsening pulmonary symptoms during the premenstrual period, menstrual period or both with the most significant symptom worsening noted in dyspnea, wheezing and chest tightness in the premenstrual period. Of these women whose asthma was affected by menses, 68% had noted a history of previously being hospitalized for their asthma (19). Multiple other studies have also shown premenstrual deterioration of symptoms and decrease in premenstrual peak expiratory flow rate values (20). Clinical asthma symptoms may appear after ovarian hormones have impacted inflammatory pathways, explaining why increased asthma symptoms are noted during the pre-menstrual and menstrual phases of menses when ovarian hormones levels are not at peak levels.

Data from the Severe Asthma Research Program also revealed that women with self-reported pre-menstrual worsening of asthma had increased use of oral corticosteroid bursts and increased health care utilization compared to women without PMA (16). However, studies determining emergency department utilization for asthma exacerbations during various times of the menstrual cycle are discordant. No difference in emergency department visits for asthma during the perimenstrual phase compared to other points in the menstrual cycle was determined in 792 women with acute asthma exacerbations (17). Increased emergency department visits during the preovulatory phase were determined by interviews and medical record review in 288 women with asthma (18). While the menstrual cycle clearly impacts women with asthma, the mechanisms underlying the cyclical changes and worsening of symptoms is poorly understood (73).

With variations in asthma symptoms during the menstrual cycle, investigators also evaluated changes in asthma symptoms and pulmonary function in women taking hormonal oral contraceptives. A cross sectional study using a postal survey found that contraceptive pill use in premenopausal women was associated with an increased reporting of asthma symptoms and wheezing in normal and overweight women, but not lean women (BMI < 25) (23). However, another study determined no difference in FEV1, response to methacholine, or use of asthma medications in women taking oral contraceptives compared to those with a natural menstrual cycle (22). Both the Swiss Study on Air Pollution and Lung Diseases in Adults (SAPALDIA) and data from the national Scottish Health Surveys showed similar data. The SAPALDIA study reported that women taking oral contraceptives had a decrease in airway responsiveness compared to women not on oral contraceptives and the Scottish data reported that women taking oral contraceptives had a reduced risk of physician diagnosed asthma and urgent care use (24, 74). These discordant findings suggest that additional studies are needed to determine the effects of birth control medications on asthma.

Asthma Control Varies During Pregnancy

During pregnancy, studies have reported discordant findings in pregnancy and changing of asthma symptoms. Increased asthma symptoms, tracked by daily diaries and monthly spirometries, were reported in approximately one third of women with asthma (26). The increase in asthma symptoms was maintained until 3-month post-partum when 73% of the women had asthma symptoms revert to the pre-pregnancy course. Importantly in this study, the course of asthma was studied in successive pregnancies in 34 of these women and a statistically significant concordance in the course of asthma symptoms during the two pregnancies was found in 58.8% of the women (26). A later study showed that more severe asthma was linked to worsening of asthma symptoms during pregnancy as 12.6% of patients initially classified with mild asthma had exacerbations while pregnant, while 25.7% of patients classified as moderate and 51.9% of patients classified as severe suffered from exacberations (25). No change in asthma symptoms and asthma medication use during pregnancy was determined in symptom and medication data collected by in-person and telephone interviews from 800 women with physician diagnosed asthma during any trimester of pregnancy when patients continued to use their prescribed medications (27). Further, viral infections and non-adherence to medications were determined to be the primary triggers for asthma exacerbations during pregnancy (75). However, in a prospective study on 16 women during pregnancy showed improved airway responsiveness and asthma severity during pregnancy and a return to preconception levels 1 month after delivery (28). The National Heart, Lung, and Blood Institute and the Global Initiative for Asthma (GINA)'s current guidelines designate that during pregnancy, women should maintain their current regimen of asthma medications (76). A better understanding of how asthma symptoms will change will enable a more personalized approach for managing asthma and educating women on the importance of medication adherence during pregnancy.

Asthma and Menopause

There are variable findings related to menopause and asthma. The European Community Respiratory Healthy Survey I (ECHRS I) analyzed questionnaire results from 2,206 women aged 46–54 years of whom 884 were menopausal and 540 had used hormone replacement therapy (HRT). This study found an increased risk of asthma in lean women taking HRT, but no differences in self-reported asthma between pre-menopausal and postmenopausal women not taking HRT (29). The ECHRS II trial then reported that women who were in the menopause transition, those who had been amenorrheic for 6 months) had lower lung function and increased asthma symptoms compared to pre-menopausal women (30). The US Nurses' Health Study data revealed that postmenopausal had a decreased incidence of asthma than pre-menopausal women (31). The magnitude of this difference was noted to be higher among the postmenopausal women who had never used HRT compared to women who reported current or previous use (31). BMI was not addressed in this study data. The etiology of the discrepancy of these studies is unclear but may be related to other associated factors including symptom reporting rates and health care seeking behavior, concordant smoking and time course of HRT initiation in relation to diagnosis of asthma. The RHINE study in addition to others have also described a new phenotype of asthma in a subset of women who have onset of the disease after menopause (32, 77). These studies illustrate that fluctuations of hormones during menopause, including the use of HRT, may contribute to asthma symptoms. However, more studies are needed to determine the extent of this effect.

Testosterone May Be Protective Against Asthma

Given the sex disparity in asthma, male sex hormones have also been a topic of interest when studying the disease process. Using the SARP database of patients, one study looked at hormone data which was collected by blood draws assessing estradiol, progesterone, testosterone, and dehydroepiandrosterone-sulfate (DHEA-S) levels in 187 children while simultaneously analyzing Tanner stages, lung function and asthma symptom control using an asthma control questionnaire (ACQ6) (78). In males, higher DHEA-S levels were associated positively with pre and post bronchodilator FEV1% and pre-bronchodilator FVC% as well as improved ACQ6 scores while in females, higher estradiol levels were associated negatively with pre-bronchodilator FEV1% and FVC% (78). In another study evaluating 2,143 adult men, it was found that higher early morning serum testosterone and dihydrotestosterone levels were associated with a higher FEV1 and FVC (79). Our lab has shown that in humans, women with asthma had higher numbers of lung ILC2 (type 2 innate lymphoid cells) compared to men with asthma (80). Further, in adult mice, testosterone negatively affected, or lowered, the number of ILC2s showing that sex hormones do play a role in mediating inflammation in asthma (80). More studies are needed to evaluate a potential protective effect of testosterone as this would provide a better understanding of the underlying mechanism for the sex disparity that is seen in asthma.

Obesity and Adult Asthma

As adults, obesity and asthma are associated in women but not men. The National Population Health Survey in Canada determined data from 9,149 men and women tracked longitudinally from ages 20 to 64, that a baseline BMI greater than 30 had a 1.9 odds ratio of asthma incidence compared to a baseline between BMI of 20-24.9 (normal BMI) (81). No significant association between asthma and baseline BMI was determined in men (81). Further, cross-sectional and longitudinal data from 5,114 adults found the prevalence ratio of asthma was 1.93 in obese women compared to normal weight women with no difference in men that were obese or had a normal BMI (82). A cluster analysis of adults in the Severe Asthma Research Program showed that obese women with late onset of asthma had a more severe asthma phenotype with an average forced expiratory volume in 1 s (FEV1) of 75% (a moderate reduction) and this cluster of women also required frequent oral corticosteroid use to manage exacerbations (4, 7). Similar findings, with a female predominance in clusters that had obese patients with either controlled or uncontrolled asthma, were found in a multi-variable cluster analysis with patients from the Asthma Clinical Research Network (83). Further, increased neutrophils in the sputum were also found in obese women compared to non-obese women with asthma, and no differences were determined in obese and non-obese men with asthma (84). Therefore, a sex disparity in associations with obesity and asthma was seen in cross-sectional and longitudinal studies as well as with multi-variable cluster analyses. Overall, it is unclear why obesity in women, but not men, is associated with asthma and increased asthma severity. With obesity, there are increases in adipose tissue, which is known to secrete estrogen, as well as increased leptin, an energy-regulating hormone that promotes inflammation. No differences in estrogen concentrations were determined in the serum of obese and non-obese women, (84) but increased leptin levels were detected in women compared to men, at any given measure of BMI (85). Select studies in patients with asthma undergoing bariatric surgery have also determined that reducing BMI improved asthma symptoms and FEV1 (86). However, these small studies were not powered to determine if women had a more dramatic improvement compared to men. Therefore, additional research is needed to determine the mechanisms driving the sex differences in obese asthma.

A SEX DISPARITY IN OTHER ATOPIC DISEASES

A sex disparity is also described in other atopic conditions such as rhinitis, eczema, food allergy, vernal conjunctivitis, and drug hypersensitivity (87, 88). A systematic meta-analysis looking at 67 cross-sectional population based studies internationally found that as children (age less than 11), boys had a higher reported rate of rhinitis compared to girls (89). In this same review, in adolescents (ages between 11 and 18), significantly more females than males were affected (89). Questionnaire data amongst the Isle of Wight cohort in the UK showed that atopic rhinitis prevalence was more common in boys at age 18 and was associated with a greater positive transition in boys from age 10 to 18 (90). This study also showed that non-atopic rhinitis was greater in girls at age 18 and was associated with a greater positive transition in girls from age 10 to 18 (90). The meta-analysis did not differentiate between allergic and non-allergic rhinitis. A study in the United States and multiple studies in Europe have indicated a higher prevalence of eczema in boys vs. girls (91–93). In some studies of preschool aged children, boys were more often atopic and girls suffered significantly more from non-atopic or “intrinsic” eczema (94, 95). However, other studies showed no sex difference in prevalence of eczema (96, 97). In school aged children, there have been discordant findings with one study in Taiwan showing no sex differences in the prevalence of eczema and another from Germany showing more girls than boys suffering from eczema (98, 99). In adulthood, few studies have shown a higher female prevalence of the disease (100, 101). Similar to eczema, with food allergy, the data regarding sex is variable. A systematic literature review revealed that among children with food allergies, 64.4% were males and 35.6% were females but among adults, 34.8% were males and 64.2% were females (102). Another disease of interest in terms of sex differences is vernal conjunctivitis, a condition caused by allergies. This condition typically occurs in the younger population, between 4 and 12 years of age and more frequently amongst boys with the male to female ration ranging from 3 to 5:1. Interestingly, after puberty, the disease spontaneously disappears in majority of patients (87, 103). Sex differences have also been described in drug hypersensitivity. Overall, females have increased allergic and non-allergic drug reactions (104). A common cause of adverse drug reactions (ADRs) is anaphylaxis during anesthesia, and interestingly, there were some differences with specific medications; males were more likely to have an ADR to atracurium during surgery while females were more likely to react to suxamethonium during surgery (104). Combined, these study show a sex disparity in other atopic diseases, but a better understanding of how sex hormones regulates these diseases is warranted.

CONCLUSION

Clinical studies showed a sexual dimorphism in asthma along different hormonal points of life. Prior to puberty, asthma symptoms are increased in boys compared to girls. However, after puberty, sex differences are variable during menstruation, pregnancy, and menopause. Deciphering how sex hormones regulate airway inflammation may also personalize treatment strategies for asthma-based therapeutics (including neutralizing biologics), repurpose androgens as asthma therapeutics, and determine the percentage of women and men with different asthma phenotypes are needed to test new asthma therapeutics. Further, a greater understanding of how sex hormones regulate different asthma phenotypes would enable the use (or avoidance) of hormonal therapy, help predict asthma symptoms during pregnancy, and help determine ways to control peri-menstrual and menstrual asthma (73, 105). Finally, understanding how sex hormones regulate asthma pathogenesis is crucial for treating patients during various phases of life (e.g., puberty or pregnancy), asthmatic women on hormonal birth control medications or hormone replacement therapy, or patients with comorbidities, like obesity.

AUTHOR CONTRIBUTIONS

RS: wrote and edited the manuscript; DN: edited the manuscript.

FUNDING

This work was supported by National Institute of Health R01 HL122554.

ABBREVIATIONS

ACQ, asthma control questionnaire; ADR, adverse drug reactions; BAL, bronchoalveolar lavage fluid; BMI, body mass index; CAMP, childhood asthma management program; CHILD, canadian healthy infant longitudinal development; DHEA-S, dehydroepiandrosterone-sulfate; ECHRS, european community respiratory healthy survey; FEV1, forced expiratory volume in 1 s; GINA, global initiative for asthma; HRT, hormone replacement therapy; IFN, interferon; IL, interleukin; ILC2, group 2 innate lymphoid cells; PBMCs, Peripheral blood mononuclear cells; PIAMA, prevention and incidence of asthma and mite allergy; PMA, pre or perimenstrual asthma symptoms; SAPALDIA, swiss study on air pollution and lung diseases in adults; TRAILS, tracking adolescents' individual lives survey.

REFERENCES

 1. Chen Y, Stewart P, Johansen H, McRae L, Taylor G. Sex difference in hospitalization due to asthma in relation to age. J Clin Epidemiol. (2003) 56:180–7. doi: 10.1016/S0895-4356(02)00593-0

 2. NIH: National Institute of Allergy and Infectious Diseases (2018). NIH Statement on World Asthma Day. Available online at https://www.niaid.nih.gov/news-events/nih-statement-world-asthma-day-2018 (Accessed July 26, 2018).

 3. Baldaçara RP de C, Silva I, Baldaçara RP de C, Silva I. Association between asthma and female sex hormones. Sao Paulo Med J. (2017) 135:4–14. doi: 10.1590/1516-3180.2016.011827016

 4. Moore WC, Meyers DA, Wenzel SE, Teague WG, Li H, Li X, et al. Identification of asthma phenotypes using cluster analysis in the severe asthma research program. Am J Respir Crit Care Med. (2010) 181:315–23. doi: 10.1164/rccm.200906-0896OC

 5. Trejo Bittar HE, Yousem SA, Wenzel SE. Pathobiology of severe asthma. Annu Rev Pathol. (2014) 10:511–45. doi: 10.1146/annurev-pathol-012414-040343

 6. Fajt ML, Wenzel SE. Asthma phenotypes and the use of biologic medications in asthma and allergic disease: the next steps toward personalized care. J Allergy Clin Immunol. (2015) 135:299–310. doi: 10.1016/j.jaci.2014.12.1871

 7. Wu W, Bleecker E, Moore W, Busse WW, Castro M, Chung KF, et al. Unsupervised phenotyping of severe asthma research program participants using expanded lung data. J Allergy Clin Immunol. (2014) 133:1280–8. doi: 10.1016/j.jaci.2013.11.042

 8. Centers for Disease Control and Prevention. Asthma in the US, VitalSigns CDC (2011). Available online at: https://www.cdc.gov/vitalsigns/asthma/index.html

 9. Fu L, Freishtat RJ, Gordish-Dressman H, Teach SJ, Resca L, Hoffman EP, et al. Natural progression of childhood asthma symptoms and strong influence of sex and puberty. Ann Am Thorac Soc. (2014) 11:939–44. doi: 10.1513/AnnalsATS.201402-084OC

 10. Wijga A, Tabak C, Postma DS, Kerkhof M, Wieringa MH, Hoekstra MO, et al. Sex differences in asthma during the first 8 years of life: the prevention and incidence of asthma and mite allergy (PIAMA) birth cohort study. J Allergy Clin Immunol. (2011) 127:275–7. doi: 10.1016/j.jaci.2010.09.022

 11. Vink NM, Postma DS, Schouten JP, Rosmalen JGM, Boezen HM. Gender differences in asthma development and remission during transition through puberty: the tracking adolescents' individual lives survey (TRAILS) study. J Allergy Clin Immunol. (2010) 126:498–504.e6. doi: 10.1016/j.jaci.2010.06.018

 12. Schatz M, Camargo Jr. CA. The relationship of sex to asthma prevalence, health care utilization, and medications in a large managed care organization. Ann Allergy Asthma Immunol. (2003) 91:553–8. doi: 10.1016/S1081-1206(10)61533-5

 13. Nicolai T, Pereszlenyiova-Bliznakova L, Illi S, Reinhardt D, von Mutius E. Longitudinal follow-up of the changing gender ratio in asthma from childhood to adulthood: role of delayed manifestation in girls. Pediatr Allergy Immunol. (2003) 14:280–3. doi: 10.1034/j.1399-3038.2003.00047.x

 14. Shames RS, Heilbron DC, Janson SL, Kishiyama JL, Au DS, Adelman DC. Clinical differences among women with and without self-reported perimenstrual asthma. Ann Allergy Asthma Immunol. (1998) 81:65–72. doi: 10.1016/S1081-1206(10)63111-0

 15. Pauli BD, Reid RL, Munt PW, Wigle RD, Forkert L. Influence of the menstrual cycle on airway function in asthmatic and normal subjects. Am Rev Respir Dis. (1989) 140:358–62. doi: 10.1164/ajrccm/140.2.358

 16. Rao CK, Moore CG, Bleecker E, Busse WW, Calhoun W, Castro M, et al. Characteristics of perimenstrual asthma and its relation to asthma severity and control: data from the severe asthma research program. Chest (2013) 143:984–92. doi: 10.1378/chest.12-0973

 17. Brenner BE, Holmes TM, Mazal B, Camargo Jr. CA. Relation between phase of the menstrual cycle and asthma presentations in the emergency department. Thorax (2005) 60:806–9. doi: 10.1136/thx.2004.033928

 18. Zimmerman JL, Woodruff PG, Clark S, Camargo CA.Relation between phase of menstrual cycle and emergency department visits for acute asthma. Am J Respir Crit Care Med. (2000) 162:512–5. doi: 10.1164/ajrccm.162.2.9910105

 19. Eliasson O, Scherzer HH, DeGraff Jr. AC. Morbidity in asthma in relation to the menstrual cycle. J Allergy Clin Immunol. (1986) 77(1 Pt 1):87–94. doi: 10.1016/0091-6749(86)90328-3

 20. Gibbs CJ, Coutts II, Lock R, Finnegan OC, White RJ. Premenstrual exacerbation of asthma. Thorax (1984) 39:833–6. doi: 10.1136/thx.39.11.833

 21. Agarwal AK, Shah A. Menstrual-linked asthma. J Asthma. (1997) 34:539–45. doi: 10.3109/02770909709055398

 22. Juniper EF, Kline PA, Roberts RS, Hargreave FE, Daniel EE. Airway responsiveness to methacholine during the natural menstrual cycle and the effect of oral contraceptives. Am Rev Respir Dis. (1987) 135:1039–42.

 23. Macsali F, Real FG, Omenaas ER, Bjorge L, Janson C, Franklin K, et al. Oral contraception, body mass index, and asthma: a cross-sectional Nordic-Baltic population survey. J Allergy Clin Immunol. (2009) 123:391–7. doi: 10.1016/j.jaci.2008.10.041

 24. Nwaru BI, Sheikh A. Hormonal contraceptives and asthma in women of reproductive age: analysis of data from serial national Scottish health surveys. J R Soc Med. (2015) 108:358–71. doi: 10.1177/0141076815588320

 25. Schatz M, Dombrowski MP, Wise R, Thom EA, Landon M, Mabie W, et al. Asthma morbidity during pregnancy can be predicted by severity classification. J Allergy Clin Immunol. (2003) 112:283–8. doi: 10.1067/mai.2003.1516

 26. Schatz M, Harden K, Forsythe A, Chilingar L, Hoffman C, Sperling W, et al. The course of asthma during pregnancy, post partum, and with successive pregnancies: a prospective analysis. J Allergy Clin Immunol. (1988) 81:509–17. doi: 10.1016/0091-6749(88)90187-X

 27. Belanger K, Hellenbrand ME, Holford TR, Bracken M. Effect of pregnancy on maternal asthma symptoms and medication use. Obs Gynecol. (2010) 115:559–67. doi: 10.1097/AOG.0b013e3181d06945

 28. Juniper EF, Daniel EE, Roberts RS, Kline PA, Hargreave FE, Newhouse MT. Improvement in airway responsiveness and asthma severity during pregnancy. A prospective study. Am Rev Respir Dis. (1989) 140:924–31. doi: 10.1164/ajrccm/140.4.924

 29. Gomez Real F, Svanes C, Bjornsson EH, Franklin KA, Gislason D, Gislason T, et al. Hormone replacement therapy, body mass index and asthma in perimenopausal women: a cross sectional survey. Thorax (2006) 61:34–40. doi: 10.1136/thx.2005.040881

 30. Real FG, Svanes C, Omenaas ER, Antò JM, Plana E, Jarvis D, et al. Lung function, respiratory symptoms, and the menopausal transition. J Allergy Clin Immunol. (2008) 121:72–80.e3. doi: 10.1016/j.jaci.2007.08.057

 31. Troisi RJ, Speizer FE, Willett WC, Trichopoulos D, Rosner B. Menopause, postmenopausal estrogen preparations, and the risk of adult-onset asthma. A prospective cohort study. Am J Respir Crit Care Med. (1995) 152:1183–8.

 32. Triebner K, Johannessen A, Puggini L, Benediktsdóttir B, Bertelsen RJ, Bifulco E, et al. Menopause as a predictor of new-onset asthma: a longitudinal Northern European population study. J Allergy Clin Immunol. (2016) 137:50–57e6. doi: 10.1016/j.jaci.2015.08.019

 33. Duijts L. Fetal and infant origins of asthma. Eur J Epidemiol. (2012) 27:5–14. doi: 10.1007/s10654-012-9657-y

 34. Duijts L, Jaddoe VWV, van der Valk RJP, Henderson JA, Hofman A, Raat H, et al. Fetal exposure to maternal and paternal smoking and the risks of wheezing in preschool children. Chest (2012) 141:876–85. doi: 10.1378/chest.11-0112

 35. Lux AL, Henderson AJ, Pocock SJ. Wheeze associated with prenatal tobacco smoke exposure: a prospective, longitudinal study. ALSPAC study team. Arch Dis Child. (2000) 83:307–12. doi: 10.1136/adc.83.4.307

 36. McKeever TM, Lewis SA, Smith C, Hubbard R. The importance of prenatal exposures on the development of allergic disease. Am J Respir Crit Care Med. (2002) 166:827–32. doi: 10.1164/rccm.200202-158OC

 37. Liu X, Agerbo E, Schlünssen V, Wright RJ, Li J, Munk-Olsen T. Maternal asthma severity and control during pregnancy and risk of offspring asthma. J Allergy Clin Immunol. (2018) 141:886–92.e3. doi: 10.1016/j.jaci.2017.05.016

 38. Murphy VE, Gibson PG, Giles WB, Zakar T, Smith R, Bisits AM, et al. Maternal asthma is associated with reduced female fetal growth. Am J Respir Crit Care Med. (2003) 168:1317–23. doi: 10.1164/rccm.200303-374OC

 39. Sutherland S, Brunwasser SM. Sex differences in vulnerability to prenatal stress: a review of the recent literature. Curr Psychiatry Rep. (2018) 20:102. doi: 10.1007/s11920-018-0961-4

 40. Riedler J, Braun-Fahrländer C, Eder W, Schreuer M, Waser M, Maisch S, et al. Exposure to farming in early life and development of asthma and allergy: a cross-sectional survey. Lancet (2001) 358:1129–33. doi: 10.1016/S0140-6736(01)06252-3

 41. von Mutius E, Vercelli D. Farm living: effects on childhood asthma and allergy. Nat Rev Immunol. (2010) 10:861–8. doi: 10.1038/nri2871

 42. Pfefferle PI, Büchele G, Blümer N, Roponen M, Ege MJ, Krauss-Etschmann S, et al. Cord blood cytokines are modulated by maternal farming activities and consumption of farm dairy products during pregnancy: the PASTURE study. J Allergy Clin Immunol. (2010) 125:108–15.e3. doi: 10.1016/j.jaci.2009.09.019

 43. Ege MJ, Bieli C, Frei R, van Strien RT, Riedler J, Ublagger E, et al. Prenatal farm exposure is related to the expression of receptors of the innate immunity and to atopic sensitization in school-age children. J Allergy Clin Immunol. (2006) 117:817–23. doi: 10.1016/j.jaci.2005.12.1307

 44. Abreo A, Gebretsadik T, Stone CA, Hartert T V. The impact of modifiable risk factor reduction on childhood asthma development. Clin Transl Med. (2018) 7:15. doi: 10.1186/s40169-018-0195-4

 45. Scholtens S, Wijga AH, Brunekreef B, Kerkhof M, Hoekstra MO, Gerritsen J, et al. Breast feeding, parental allergy and asthma in children followed for 8 years. The PIAMA birth cohort study. Thorax (2009) 64:604–9. doi: 10.1136/thx.2007.094938

 46. Wright AL, Holberg CJ, Taussig LM, Martinez FD. Factors influencing the relation of infant feeding to asthma and recurrent wheeze in childhood. Thorax (2001) 56:192–7. doi: 10.1136/thorax.56.3.192

 47. Oddy WH, Holt PG, Sly PD, Read AW, Landau LI, Stanley FJ, et al. Association between breast feeding and asthma in 6 year old children: findings of a prospective birth cohort study. BMJ (1999) 319:815–9. doi: 10.1136/bmj.319.7213.815

 48. Kull I, Wickman M, Lilja G, Nordvall SL, Pershagen G. Breast feeding and allergic diseases in infants-a prospective birth cohort study. Arch Dis Child. (2002) 87:478–81. doi: 10.1136/adc.87.6.478

 49. Klopp A, Vehling L, Becker AB, Subbarao P, Mandhane PJ, Turvey SE, et al. Modes of infant feeding and the risk of childhood asthma: a prospective birth cohort study. J Pediatr. (2017) 190:192–9.e2. doi: 10.1016/j.jpeds.2017.07.012

 50. Arrieta M-C, Stiemsma LT, Dimitriu PA, Thorson L, Russell S, Yurist-Doutsch S, et al. Early infancy microbial and metabolic alterations affect risk of childhood asthma. Sci Transl Med. (2015) 7:307ra152. doi: 10.1126/scitranslmed.aab2271

 51. Koleva PT, Tun HM, Konya T, Guttman DS, Becker AB, Mandhane PJ, et al. Sex-specific impact of asthma during pregnancy on infant gut microbiota. Eur Respir J. (2017) 50:1700280. doi: 10.1183/13993003.00280-2017

 52. Prescott SL, Wickens K, Westcott L, Jung W, Currie H, Black PN, et al. Supplementation with Lactobacillus rhamnosus or Bifidobacterium lactis probiotics in pregnancy increases cord blood interferon-γ and breast milk transforming growth factor-β and immunoglobin A detection. Clin Exp Allergy (2008) 38:1606–14. doi: 10.1111/j.1365-2222.2008.03061.x

 53. Fujimura KE, Demoor T, Rauch M, Faruqi AA, Jang S, Johnson CC, et al. House dust exposure mediates gut microbiome Lactobacillus enrichment and airway immune defense against allergens and virus infection. Proc Natl Acad Sci USA. (2014) 111:805–10. doi: 10.1073/pnas.1310750111

 54. DeVries A, Vercelli D. The neonatal methylome as a gatekeeper in the trajectory to childhood asthma. Epigenomics (2017) 9:585–93. doi: 10.2217/epi-2016-0149

 55. Vercelli D. Are we what our mothers made us? Lessons from epigenetics. J Allergy Clin Immunol. (2018) 141:525–6. doi: 10.1016/j.jaci.2017.12.973

 56. Breton C V, Siegmund KD, Joubert BR, Wang X, Qui W, Carey V, et al. Prenatal tobacco smoke exposure is associated with childhood DNA CpG methylation. PLoS ONE (2014) 9:e99716. doi: 10.1371/journal.pone.0099716

 57. Gunawardhana LP, Baines KJ, Mattes J, Murphy VE, Simpson JL, Gibson PG. Differential DNA methylation profiles of infants exposed to maternal asthma during pregnancy. Pediatr Pulmonol. (2014) 49:852–62. doi: 10.1002/ppul.22930

 58. Rothers J, Stern DA, Lohman IC, Spangenberg A, Wright AL, DeVries A, et al. Maternal cytokine profiles during pregnancy predict asthma in children of nonasthmatic mothers. Am J Respir Cell Mol Biol. (2018) 59:592–600. doi: 10.1165/rcmb.2017-0410OC

 59. Stein MM, Hrusch CL, Gozdz J, Igartua C, Pivniouk V, Murray SE, et al. Innate immunity and asthma risk in amish and hutterite farm children. N Engl J Med. (2016) 375:411–21. doi: 10.1056/NEJMoa1508749

 60. Carey MA, Card JW, Voltz JW, Arbes SJ Jr, Germolec DR, Korach KS, et al. It's all about sex: gender, lung development and lung disease. Trends Endocrinol Metab. (2007) 18:308–13. doi: 10.1016/j.tem.2007.08.003

 61. Uekert SJ, Akan G, Evans M, Li Z, Roberg K, Tisler C, et al. Gender differences in cytokine immune response profiles and wheezing phenotypes during the first three years of life. J Allergy Clin Immunol. (2005) 115:S254. doi: 10.1016/j.jaci.2004.12.1024

 62. AAAAI. Atopy Defined. Available online at https://www.aaaai.org/conditions-and-treatments/conditions-dictionary/atopy (Accessed August 28, 2018).

 63. Mohammad HR, Belgrave D, Kopec Harding K, Murray CS, Simpson A, Custovic A. Age, sex and the association between skin test responses and IgE titres with asthma. Pediatr Allergy Immunol. (2016) 27:313–9. doi: 10.1111/pai.12534

 64. Borish L, Chipps B, Deniz Y, Gujrathi S, Zheng B, Dolan CM. Total serum IgE levels in a large cohort of patients with severe or difficult-to-treat asthma. Ann Allergy Asthma Immunol. (2005) 95:247–53. doi: 10.1016/S1081-1206(10)61221-5

 65. Papadopoulos NG, Gourgiotis D, Javadyan A, Bossios A, Kallergi K, Psarras S, et al. Does respiratory syncytial virus subtype influences the severity of acute bronchiolitis in hospitalized infants? Respir Med. (2004) 98:879–82. doi: 10.1016/j.rmed.2004.01.009

 66. Vartiainen E. Changes in the clinical presentation of chronic otitis media from the 1970s to the 1990s. J Laryngol Otol. (1998) 112:1034–7. doi: 10.1017/S0022215100142409

 67. Alho O-P, Oja H, Koivu M, Sorri M. Risk factors for chronic otitis media with effusion in infancy: each acute otitis media episode induces a high but transient risk. Arch Otolaryngol Head Neck Surg. (1995) 121:839–43. doi: 10.1001/archotol.1995.01890080011002

 68. Hotomi M, Yamanaka N, Samukawa T, Suzumot M, Sakai A, Shimada J, et al. Treatment and outcome of severe and non-severe acute otitis media. Eur J Pediatr. (2005) 164:3–8. doi: 10.1007/s00431-004-1564-0

 69. Bibi H, Shoseyov D, Feigenbaum D, Genis M, Friger M, Peled R, et al. The relationship between asthma and obesity in children: is it real or a case of over diagnosis? J Asthma. (2004) 41:403–10. doi: 10.1081/JAS-120026097

 70. Ekström S, Magnusson J, Kull I, Andersson N, Bottai M, Besharat Pour M, et al. Body mass index development and asthma throughout childhood. Am J Epidemiol. (2017) 186:255–63. doi: 10.1093/aje/kwx081

 71. 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. doi: 10.1164/ajrccm.163.6.2006140

 72. Motika CA, Papachristou C, Abney M, Lester LA, Ober C. Rising prevalence of asthma is sex-specific in a US farming population. J Allergy Clin Immunol. (2011) 128:774–9. doi: 10.1016/j.jaci.2011.06.046

 73. Fuseini H, Newcomb DC. Mechanisms driving gender differences in asthma. Curr Allergy Asthma Rep. (2017) 17:19. doi: 10.1007/s11882-017-0686-1

 74. Leuenberger P, Künzli N, Ackermann-Liebrich U, Schindler C, Bolognini G, Bongard JP, et al. [Swiss Study on Air Pollution and Lung Diseases in Adults (SAPALDIA)]. Schweiz Med Wochenschr. (1998) 128:150–61.

 75. Murphy VE, Gibson PG, Talbot PI, Kessell CG, Clifton VL. Asthma self-management skills and the use of asthma education during pregnancy. Eur Respir J. (2005) 26:435–41. doi: 10.1183/09031936.05.00135604

 76. Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention (2018). Available online at: www.ginasthma.org

 77. Balzano G, Fuschillo S, De Angelis E, Gaudiosi C, Mancini A, Caputi M. Persistent airway inflammation and high exacerbation rate in asthma that starts at menopause. Monaldi Arch Chest Dis. (2007) 67:135–41. doi: 10.4081/monaldi.2007.484

 78. DeBoer MD, Phillips BR, Mauger DT, Zein J, Erzurum SC, Fitzpatrick AM, et al. Effects of endogenous sex hormones on lung function and symptom control in adolescents with asthma. BMC Pulm Med. (2018) 18:58. doi: 10.1186/s12890-018-0612-x

 79. Mohan SS, Knuiman MW, Divitini ML, James AL, Musk AW, Handelsman DJ, et al. Higher serum testosterone and dihydrotestosterone, but not oestradiol, are independently associated with favourable indices of lung function in community-dwelling men. Clin Endocrinol. (2015) 83:268–76. doi: 10.1111/cen.12738

 80. Cephus J-Y, Stier MT, Fuseini H, Yung JA, Toki S, Bloodworth MH, et al. Testosterone attenuates group 2 innate lymphoid cell-mediated airway inflammation. Cell Rep. (2017) 21:2487–99. doi: 10.1016/j.celrep.2017.10.110

 81. Chen Y, Dales R, Tang M, Krewski D. Obesity may increase the incidence of asthma in women but not in men: longitudinal observations from the Canadian national population health surveys. Am J Epidemiol. (2002) 155:191–7. doi: 10.1093/aje/155.3.191

 82. Loerbroks A, Apfelbacher CJ, Amelang M, Stürmer T. Obesity and adult asthma: potential effect modification by gender, but not by hay fever. Ann Epidemiol. (2008) 18:283–9. doi: 10.1016/j.annepidem.2007.11.001

 83. Sutherland ER, Goleva E, King TS, Lehman E, Stevens AD, Jackson LP, et al. Cluster analysis of obesity and asthma phenotypes. PLoS ONE (2012) 7:e36631. doi: 10.1371/journal.pone.0036631

 84. Scott HA, Gibson PG, Garg ML, Upham JW, Wood LG. Sex hormones and systemic inflammation are modulators of the obese-asthma phenotype. Allergy (2016) 71:1037–47. doi: 10.1111/all.12891

 85. Kennedy A, Gettys TW, Watson P, Wallace P, Ganaway E, Pan Q, et al. The metabolic significance of leptin in humans: gender-based differences in relationship to adiposity, insulin sensitivity, and energy expenditure. J Clin Endocrinol Metab. (1997) 82:1293–300. doi: 10.1210/jc.82.4.1293

 86. Dixon AE, Pratley RE, Forgione PM, Kaminsky DA, Whittaker-Leclair LA, Griffes LA, et al. Effects of obesity and bariatric surgery on airway hyperresponsiveness, asthma control, and inflammation. J Allergy Clin Immunol. (2011) 128:508–15.e2. doi: 10.1016/j.jaci.2011.06.009

 87. Laffont S, Blanquart E, Guéry J-C. Sex differences in asthma: a key role of androgen-signaling in group 2 innate lymphoid cells. Front Immunol. (2017) 8:1069. doi: 10.3389/fimmu.2017.01069

 88. Chen W, Mempel M, Schober W, Behrendt H, Ring J. Gender difference, sex hormones, and immediate type hypersensitivity reactions. Allergy Eur J Allergy Clin Immunol. (2008). 63:1418–27. doi: 10.1111/j.1398-9995.2008.01880.x

 89. Pinart M, Keller T, Reich A, Fröhlich M, Cabieses B, Hohmann C, et al. Sex-related allergic rhinitis prevalence switch from childhood to adulthood: a systematic review and meta-analysis. Int Arch Allergy Immunol. (2017) 172:224–35. doi: 10.1159/000464324

 90. Kurukulaaratchy RJ, Karmaus W, Raza A, Matthews S, Roberts G, Arshad SH. The influence of gender and atopy on the natural history of rhinitis in the first 18 years of life. Clin Exp Allergy (2011) 41:851–9. doi: 10.1111/j.1365-2222.2011.03765.x

 91. Moore MM, Rifas-Shiman SL, Rich-Edwards JW, Kleinman KP, Camargo CA Jr, Gold DR, et al. Perinatal predictors of atopic dermatitis occurring in the first six months of life. Pediatrics (2004) 113(3 Pt 1):468–74. doi: 10.1542/peds.113.3.468

 92. Böhme M, Svensson A, Kull I, Nordvall SL, Wahlgren CF. Clinical features of atopic dermatitis at two years of age: a prospective, population-based case-control study. Acta Derm Venereol. 81:193–7. doi: 10.1080/000155501750376294

 93. Smidesang I, Saunes M, Storrø O, Øien T, Holmen TL, Johnsen R, et al. Atopic dermatitis among 2-year olds; high prevalence, but predominantly mild disease—the pact study, Norway. Pediatr Dermatol. (2008) 25:13–8. doi: 10.1111/j.1525-1470.2007.00574.x

 94. Kusel MMH, Holt PG, de Klerk N, Sly PD. Support for 2 variants of eczema. J Allergy Clin Immunol. (2005) 116:1067–72. doi: 10.1016/j.jaci.2005.06.038

 95. Möhrenschlager M, Schäfer T, Huss-Marp J, Eberlein-König B, Weidinger S, Ring J, et al. The course of eczema in children aged 5-7 years and its relation to atopy: differences between boys and girls. Br J Dermatol. (2006) 154:505–13. doi: 10.1111/j.1365-2133.2005.07042.x

 96. Wadonda-Kabondo N, Sterne JA, Golding J, Kennedy CT, Archer CB, Dunnill MG, et al. A prospective study of the prevalence and incidence of atopic dermatitis in children aged 0-42 months. Br J Dermatol. (2003) 149:1023–28. doi: 10.1111/j.1365-2133.2003.05605.x

 97. Purvis DJ, Thompson JM, Clark PM, Robinson E, Black PN, Wild CJ, et al.Risk factors for atopic dermatitis in New Zealand children at 3.5 years of age. Br J Dermatol. (2005) 152:742–9. doi: 10.1111/j.1365-2133.2005.06540.x

 98. Yang Y-C, Cheng Y-W, Lai C-S, Chen W. Prevalence of childhood acne, ephelides, warts, atopic dermatitis, psoriasis, alopecia areata and keloid in Kaohsiung County, Taiwan: a community-based clinical survey. J Eur Acad Dermatology Venereol. (2007) 21:643–9.doi: 10.1111/j.1468-3083.2006.02036.x

 99. Zutavern A, Hirsch T, Leupold W, Weiland S, Keil U, Mutius E. Atopic dermatitis, extrinsic atopic dermatitis and the hygiene hypothesis: results from a cross-sectional study. Clin Exp Allergy (2005) 35:1301–8. doi: 10.1111/j.1365-2222.2005.02350.x

 100. Harrop J, Chinn S, Verlato G, Olivieri M, Norbäck D, Wjst M, et al. Eczema, atopy and allergen exposure in adults: a population-based study. Clin Exp Allergy (2007) 37:526–35. doi: 10.1111/j.1365-2222.2007.02679.x

 101. Saeki H, Tsunemi Y, Funita H, Kagami S, Sasaki K, Ohmatsu H, et al Prevalence of atopic dermatitis determined by clinical examination in Japanese adults. J Dermatol. (2006) 33:817–9. doi: 10.1111/j.1346-8138.2006.00187.x

 102. Kelly C, Gangur V. Sex disparity in food allergy: evidence from the PubMed database. J Allergy. (2009) 2009:159845. doi: 10.1155/2009/159845

 103. Bremond-Gignac D, Donadieu J, Leonardi A, Pouliquen P, Doan S, Chiambarretta F, et al. Prevalence of vernal keratoconjunctivitis: a rare disease? Br J Ophthalmol. (2008) 92:1097–102. doi: 10.1136/bjo.2007.117812

 104. Light KP, Lovell AT, Butt H, Fauvel NJ, Holdcroft A. Adverse effects of neuromuscular blocking agents based on yellow card reporting in the U.K.: are there differences between males and females? Pharmacoepidemiol Drug Saf. (2006) 15:151–60. doi: 10.1002/pds.1196

 105. Yung JA, Fuseini H, Newcomb DC. Hormones, sex, and asthma. Ann Allergy Asthma Immunol. (2018) 120:488–94. doi: 10.1016/j.anai.2018.01.016

Conflict of Interest Statement: The authors declare that this review article was written in the absence of any commercial or financial relationships that could be potential conflicts of interest.

Copyright © 2018 Shah and Newcomb. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fimmu-09-02997-g001.gif





OPS/images/fimmu-09-02997-t001.jpg
Authors Methods

ASTHMA AND PUBERTY

Fuetal. (9) - Longitudinal study for asthma sympton diary
scores (CAMP data)

- Tanner stage scores

Wigaetal.(10) - Longitudinal study, questionnaire based data
collected during pregnancy, 3 months, 1 yr
and yearly thereafter (PIAMA data)

Vink et al. (11) - Longitudinal study, questionnaire based data

Chen etal. (1) - Retrospective study on canadian hospital

records over 3 yrs

Schatzelal.(12) - Retrospective study on computerized data
used to identify and analyze asthmatic

patients with regard to asthma related HCU

Nicolaietal. (13) - Longitudinal study, asthmatic and control
patients recruited at age 10, re-evaluated at
age 14 and 20

ASTHMA AND THE MENSTRUAL CYCLE

Shames etal. (14) - Daily asthma symptoms, medication use,
PEFRSs, spirometry and methacholine
challenges longitudinally over 6 menstrual
cycles

Daily asthma symptom diaries, PEFRs,
spirometry and methacholine challenges
longitudinally during 3-4 menstrual cycles

Pauli et al. (15) -

Rao et al. (16) - Questionnaire based data (SARP),

- Inflammatory markers, spirometry
Brenner etal. (17) - ED interview

- Medical record review

- Visits classified by menstrual phase
Zimmerman - ED interview
etal. (18) - Medical record review

- Visits classified by menstrual phase
Ellasson etal. (19) - Survey based data
Gibbsetal. (20) - Questionnaires and twice daly
PEFRs

Agarwaletal. (21) - Questionnaires based data PEFRs

Juniper etal. (22) - Methacholine challenge performed
longitudinally during 2 consecutive menstrual
cycles

ASTHMA and OCP USE

Macsali etal. (23) - Postal questionnaire based data

Juniper etal. (22) - Methacholine challenge performed
longitudinally during 2 consecutive menstrual
cycles

- Longitudinal, serial survey based data (serial

Scottish Health Surveys)

Nwaru et al. (24)

ASTHMA AND PREGNANCY

Schatz etal. (25) - Women monitored for HOU, lung function
and med use before, during and after
pregnancy.

Asthma symptom and medication diaries
Spirometry during pregnancy and 3 months
postpartum

Schatz et al. (26)

Belanger et al. (27)

Interview based symptom and medication
data

Juniper et al. (26)

Airway responsiveness, FEV1, FVC,
medication use

ASTHMA AND MENOPAUSE
Gomezetal. (29) - Postal questionnaire based data

Real et al. (30) - Questionnaire data (ECRHS )
- Lung function and hormonal serum markers
measured
Toisietal. (31) - Questionnaire data (NHS data)

Triebner etal. (32) - Questionnaire data (RHINE)

Demographics and number of
subjects

- 51017 yrolds
- 418 subjects
- 564,518 records

- 3,308 children followed birth-8 yrs

- 2,230 dutch adolescents

- 288,977 asthma-related records

- 204,304 asthma patients

- 60,694 subjects (2-64 yrs)

- 274 asthmatios and 1,000 healthy
controls (ages 10-20)

- 32 asthmatic women

11 asthmatic women and 29
healthy controls

- 756 women; 483 self-reported PMA

- 792 asthmatic women (18-54 yrs)

- 288 asthmatic women

- 57 asthmatic women
- 126 asthmatic women (1446 yrs)

- 100 asthmatic women

- 17 asthmatics (10 natural cycles, 7
ocP)

- 6,791 nordic-baltic women
(25-54yrs)
- 961/5791 used OCP

- 17 controlled asthmatics (7 on
ocP)

- 3,257 scottish women, 16-45 yrs

- 1,739 pregnant asthmatic women

- 366 pregnancies in 330 women

—872 asthmatic women

—20 asthmatic women

- 2,208 nordic-baltic women 46-54
yrs
- 884 OCP users and 540 HRT users.

- 4,529 women (45-56 yrs)

- 41,202 premenopausal and 23,035
postmenopausal wormen

- 2,322 women aged 45-65 yrs

Conclusions

- 5-6yrs: asthma severity: M > F
- 7-9yrs: no sex difference in severity
- 10-17 yrs: asthma severity: F > M

- 0-3yrs: incidence of asthmatic wheeze: M >F

- 4-7yrs: no significant diifierence

- 8 yrs: atopy prevalence: M > F

- Atmean age 11.1: asthma prevalence: boys = girls

- At mean age 16.3: asthma prevalence: F > M

- 3 yrs cumulative incidence of asthma hospitalization:
boys> girls; reversed in adults

- 25-34 yrs of age, incidence ratio for asthma
hospitalization 2.8 F:M

- Ages 2-13 yrs: asthma HCU and severity: M > F

- Ages 14-22: asthma HCU and severity: F > M

- Ages 23-64: asthma HCU and severity: F > M

- At20yrs, 24.5% stil had symptoms (M > F) and 4.8%
had developed asthma (F > M)

28.2% of subjects reported PMA.
Women with PMA had increased perimenstrual use
inhaled SABA and decreased morning PEFRs.

AM PEFRs and asthma symptoms from follicular to
luteal phasse: asthmatios > controls

No significant changes in spirometry and airway
reactivity

Use of oral corticosteroid bursts and HCU: women
with self-reported PMA > women without PMA

Acute asthma exacerbations do not markedly increase

during perimenstrual phase -Preovulatory +

perimenstrual phases may have adverse impact

- Menstrual phase at time of ED visit: 33% preovulatory,
26% periowlatory, 20% postovulatory, and 21%
perimenstrual

- 339% had increased pre or perimenstrual pulmonary
symptoms.

- 40% reported premenstrual increase in symptorns,
data confirmed by PEFRs.

- 23% patients had
menstruation

- Decreased mean AM and PM PEFR values during pre
or perimenstrual phase

- No difference in FEV, medication use or methacholine

challenge -Symptoms worse during menstruation

increase in symptoms  with

- OCPs associated with
symptoms

- Associations present only among normal and
overweight women, not lean womnen.

increase risk of asthma

- No difference in FEV, medication use or methacholine
challenge

- Symptoms worse during menstruation

- Use of hormonal contraceptive associated with
increased risk of current physician diagnosed asthma
(OR 0.68) and increased risk of asthma HCU (OR 0.45)

- Risk of asthma exacerbation during pregnancy: severe
asthmatic women > mild and moderate asthmatic
women

- During pregnancy, asthma symptoms increased in 33%
women

- 73% of these women reverted back to pre

- pregnancy control by 8 months postpartum.

- Patients who continued to use their prescribed
medication had no change in asthma severity during
pregnancy

- Amjority of women had decreased asthma
symptoms and severity during pregnancy

- Wormen taking HRT: increased risk of asthma

- Women not taking HRTs: no difference in self-reported
asthma between pre-menopausal and
post-menopausal women

- Deciine in lung function and asthma symptoms:
women in the menopause transition (amenorrheic for 6
months) > pre-menopausal women had lower lung
function

- Asthma  incidence:
postmenopausal

- Higher incidence among postmenopausal women who
had never used HRT compared to women who
reported current or previous use.

- Anew phenotype of asthma described with onset after
menopause.

pre-menopausal  wormens

AM, moming; GAMR, The childhood asthma management program; ECRHS, european community respiratory health survey; ED, emergency department; FEV, forced expiratory volume;
FVC, forced vital capacity; PIAMA, prevention and incidence of asthma and mite allergy; HCU, healthcre utization; NHS, nurses' health study; HRT, hormone replacement therapy;

RHINE, respiratory health in northern europe; PEFR, peak expiratory flow rate; PM, evening;

acting beta agonist; SARP, severe asthma research program; yr, year.

PMA, perimenstrual asthma; pub, publication; OCR, oral contraceptive pill: SABA, short
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