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Asthma Prevalence and Control Characteristics
by Race/Ethnicity — United States, 2002

During 1980–1999, asthma prevalence, morbidity, and
mortality increased among U.S. adults. These annual rates
were higher among certain racial/ethnic minority populations
than among whites (1). In addition, racial/ethnic minority
populations reported higher use of emergency departments
(EDs) and doctors’ offices for asthma treatment than whites
(1). To assess asthma prevalence and asthma-control charac-
teristics among racial/ethnic populations, CDC analyzed 2002
data from the Behavioral Risk Factor Surveillance System
(BRFSS). This report summarizes the results of that analysis,
which indicated that among the estimated 16 million (7.5%)
U.S. adults with asthma, self-reported current asthma preva-
lence among racial/ethnic minority populations ranged from
3.1% to 14.5%, compared with 7.6% among whites. Com-
prehensive state-specific asthma surveillance data are neces-
sary to identify disparities in asthma prevalence and asthma-
control characteristics among racial/ethnic populations and
to develop targeted public health interventions.

BRFSS is a state-based, random-digit–dialed telephone sur-
vey of the noninstitutionalized, civilian U.S. population aged
>18 years. The survey collects information about modifiable
risk factors for chronic diseases and other leading causes of
death and is administered in English and Spanish. In 2002,
two questions about asthma were used in the core survey by
the 54 reporting areas (i.e., the 50 states, the District of
Columbia [DC], Guam, Puerto Rico, and the U.S. Virgin
Islands [USVI]). Lifetime asthma was defined as a “yes”
response to the question, “Have you ever been told by a doc-
tor, nurse, or other health professional that you have asthma?”
Current asthma was defined as a “yes” response to the same
question and the question, “Do you still have asthma?”
Weighted prevalence estimates and 95% confidence intervals
(CIs) were calculated by using SUDAAN to account for the
complex survey design.

In 2002, the median response rate for all 54 reporting areas
was 58.3% (range: 42.2% [New Jersey]–82.6% [Minnesota])
(2). The overall prevalence of lifetime asthma for the 54
reporting areas was 11.9% (N = 247,646) (range: 8.6% [South
Dakota]–19.6% [Puerto Rico]). Within the 50 states and DC,
lifetime asthma prevalence was 11.8% (range: 8.6% [South
Dakota]–14.5% [Montana]). The prevalence of current
asthma in the 54 reporting areas was 7.6% (range: 4.7%
[USVI]–11.5% [Puerto Rico]). Within the 50 states and DC,
current asthma prevalence was 7.5% (range: 5.8% [South
Carolina]–10.0% [Maine]) (Table 1).

Eight questions in the Adult Asthma History Module were
used in 19 areas* to examine the asthma-control characteris-
tics among respondents with current asthma in eight racial/
ethnic populations: 1) non-Hispanic whites, 2) non-Hispanic
blacks, 3) non-Hispanic Asians, 4) non-Hispanic American
Indians/Alaska Natives (AI/ANs), 5) non-Hispanic Native
Hawaiians/Pacific Islanders (NH/PIs), 6) non-Hispanic per-
sons reporting “other” race/ethnicity, 7) non-Hispanic per-
sons reporting multiple races/ethnicities, and 8) Hispanics.
Respondents with current asthma were asked to report the

* California, Delaware, District of Columbia, Idaho, Iowa, Louisiana,
Massachusetts, Michigan, New Hampshire, New Jersey, New Mexico, North
Carolina, Ohio, Oklahoma, Rhode Island, Texas, Utah, Wisconsin, and the
U.S. Virgin Islands.
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1) number of ED visits during the preceding 12 months,
2) number of doctors’ office visits for urgent care during the
preceding 12 months, 3) number of routine check-ups for
asthma during the preceding 12 months, 4) presence of asthma
attacks or episodes during the preceding 12 months, 5) pres-
ence of asthma symptoms during the preceding 30 days,
6) number of days with sleep disturbances during the preced-
ing 30 days, 7) use of medication during the preceding 30
days, and 8) number of days with activity limitation during
the preceding 12 months. Respondents who answered “yes”
or provided a numeric response (other than zero) to any ques-
tion were coded as “yes” to the question, and all other
responses were coded as “no.” Respondents who answered “don’t
know” or who refused to answer the question were excluded.

The overall current asthma prevalence in the 19 areas using
the adult asthma module without race/ethnicity stratification
was 7.3% (95% CI = 6.9%–7.6), compared with 7.6% for all
54 reporting areas. Current asthma prevalence in the 19 areas
ranged from 4.7% (USVI) to 9.1% (DC). Current asthma was
highest among non-Hispanic respondents of multiple races
(15.6%), followed by non-Hispanic AI/ANs (11.6%), non-
Hispanic blacks (9.3%), non-Hispanic whites (7.6%), non-
Hispanic persons of “other” race/ethnicity (7.2%), Hispanics
(5.0%), non-Hispanic Asians (2.9%), and non-Hispanic NH/
PIs (1.3%) (Table 2). Hispanic respondents in Puerto Rico
reported higher current asthma (11.6%) than Hispanic respon-
dents in the 19 areas using the adult asthma module (5.0%)
and Hispanic respondents in the 50 states and DC (5.5%).

Among respondents with current asthma, ED visits were
reported with greater frequency by non-Hispanic black
(37.2%) and Hispanic (26.0%) respondents and least fre-
quently by non-Hispanic multiracial respondents (13.5%).
Non-Hispanic white and non-Hispanic Asian respondents
were the least likely to report doctors’ office visits for urgent
care (25.8% and 17.1%, respectively). These two racial/ethnic
populations exhibited the most positive asthma-control pro-
file, with moderate-to-low percentages of respondents report-
ing each of the negative indicators (i.e., ED visits, urgent care
visits, symptoms, attacks, sleep disturbance, and activity limi-
tation). Both racial/ethnic populations also reported a mod-
erate-to-low frequency of routine doctors’ visits for asthma
care and medication use. Non-Hispanic black, AI/AN, mul-
tiracial, and Hispanic respondents all had less positive asthma
profiles, with high percentages reporting three to five of the
six negative indicators.
Reported by: L Rhodes, MPH, CM Bailey, MS, JE Moorman, MS,
Div of Environmental Hazards and Health Effects, National Center
for Environmental Health, CDC.
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Editorial Note: Asthma is a chronic
respiratory illness often associated with
familial, allergenic, socioeconomic, psy-
chological, and environmental factors
(3). Although recent reports suggest
asthma-related mortality has been
declining since 1996, a disparity
remains between rates for non-Hispanic
whites and those for non-Hispanic
blacks and other racial/ethnic popula-
tions (4). Non-Hispanic blacks experi-
ence higher rates than non-Hispanic
whites for ED visits, hospitalizations,
and deaths; these trends are not
explained entirely by higher asthma
prevalence among non-Hispanic blacks
(4). Other racial/ethnic populations
experience higher asthma mortality and
hospitalization rates than non-Hispanic
whites while also reporting lower
asthma prevalence and fewer outpatient
and ED visits. The asthma-control char-
acteristics described in this report can
contribute to increased mortality and
higher hospitalization rates.

In 2002, the BRFSS adult lifetime
asthma prevalence estimate and the adult
current asthma prevalence estimate for
the 50 states and DC were higher than
in 2001 and 2000. Consistent with pre-
vious BRFSS findings, the data in this
report indicate variability across states
and territories in the lifetime and cur-
rent asthma estimates. In addition, racial/
ethnic populations with the highest cur-
rent asthma prevalence in 2001 (non-
Hispanics of multiple races, non-
Hispanic AI/ANs, and non-Hispanic
blacks) reported higher adult current
asthma prevalence in 2002. Non-
Hispanic whites also reported higher
adult current asthma prevalence in 2002
than in 2001. Although non-Hispanic
Asians reported the lowest current
asthma prevalence in 2001, current
asthma prevalence decreased in 2002 in
contrast to the increases reported by
other racial/ethnic populations. Non-
Hispanic NH/PIs also reported a
decrease in current asthma prevalence in

TABLE 1. Prevalence of lifetime* and current† asthma among adults, by area — Behav-
ioral Risk Factor Surveillance System, United States, 2002

Lifetime asthma Current asthma
Area No.§ (%) (95% CI¶) No. (%) (95% CI)

Alabama 3,087 (11.0) (9.8–12.3) 3,083 (7.2) (6.2–8.2)
Alaska 2,690 (11.6) (9.7–13.6) 2,681 (7.4) (5.7–9.1)
Arizona 3,223 (13.9) (12.0–15.8) 3,217 (9.0) (7.5–10.5)
Arkansas 3,894 (12.1) (10.8–13.3) 3,883 (7.6) (6.5–8.6)
California 4,210 (12.7) (11.4–13.9) 4,207 (6.4) (5.6–7.3)
Colorado 4,050 (12.1) (11.0–13.3) 4,039 (7.7) (6.8–8.6)
Connecticut 5,554 (13.2) (12.1–14.3) 5,538 (8.5) (7.6–9.4)
Delaware 4,029 (11.8) (10.4–13.3) 4,022 (7.6) (6.5–8.8)
District of Columbia 2,405 (14.2) (12.3–16.2) 2,389 (9.1) (7.5–10.6)
Florida 6,134 (10.5) (9.6–11.4) 6,119 (6.5) (5.8–7.2)
Georgia 5,060 (11.7) (10.5–12.8) 5,049 (7.4) (6.5–8.3)
Hawaii 5,994 (13.4) (12.3–14.6) 5,977 (6.9) (6.0–7.7)
Idaho 5,028 (11.8) (10.7–12.9) 5,015 (7.7) (6.8–8.6)
Illinois 5,238 (10.7) (9.8–11.7) 5,233 (7.2) (6.4–8.0)
Indiana 5,778 (11.3) (10.4–12.3) 5,760 (7.5) (6.8–8.3)
Iowa 3,657 (9.0) (7.9–10.1) 3,651 (6.4) (5.4–7.5)
Kansas 4,591 (11.2) (10.2–12.2) 4,577 (7.6) (6.8–8.5)
Kentucky 7,052 (12.8) (11.5–14.1) 7,038 (9.5) (8.4–10.6)
Louisiana 5,030 (10.4) (9.4–11.5) 5,015 (6.0) (5.3–6.8)
Maine 2,436 (13.6) (12.1–15.1) 2,430 (10.0) (8.7–11.4)
Maryland 4,394 (12.7) (11.4–13.9) 4,380 (8.2) (7.2–9.3)
Massachusetts 7,417 (12.9) (11.9–13.9) 7,398 (8.9) (8.1–9.8)
Michigan 5,927 (12.8) (11.7–13.9) 5,909 (8.8) (7.8–9.7)
Minnesota 4,477 (11.3) (10.2–12.4) 4,455 (7.5) (6.6–8.4)
Mississippi 4,084 (10.6) (9.4–11.9) 4,072 (6.1) (5.3–7.0)
Missouri 4,721 (12.5) (11.2–13.8) 4,703 (8.5) (7.4–9.6)
Montana 4,027 (14.5) (12.7–16.2) 4,018 (8.9) (7.6–10.1)
Nebraska 4,379 (10.6) (9.4–11.7) 4,370 (7.2) (6.3–8.2)
Nevada 3,155 (12.4) (10.8–14.1) 3,135 (7.6) (6.3–8.9)
New Hampshire 5,034 (13.9) (12.8–15.0) 5,024 (8.7) (7.8–9.6)
New Jersey 6,169 (11.8) (10.1–13.6) 6,153 (7.8) (6.3–9.3)
New Mexico 4,669 (11.7) (10.5–12.8) 4,662 (7.8) (6.9–8.8)
New York 4,456 (11.5) (10.4–12.6) 4,450 (7.9) (7.0–8.8)
North Carolina 6,739 (10.9) (9.7–12.1) 6,725 (6.5) (5.5–7.4)
North Dakota 2,994 (10.3) (9.0–11.5) 2,987 (7.3) (6.3–8.4)
Ohio 4,088 (10.3) (9.2–11.4) 4,076 (7.3) (6.4–8.3)
Oklahoma 6,759 (11.2) (10.3–12.2) 6,740 (7.1) (6.4–7.8)
Oregon 3,073 (14.0) (12.6–15.4) 3,058 (8.7) (7.6–9.8)
Pennsylvania 13,477 (11.5) (10.8–12.3) 13,444 (7.9) (7.3–8.6)
Rhode Island 3,838 (12.8) (11.6–14.1) 3,824 (8.9) (7.9–9.9)
South Carolina 4,496 (10.0) (8.8–11.2) 4,488 (5.8) (4.9–6.8)
South Dakota 4,786 (8.6) (7.6–9.6) 4,779 (5.9) (5.1–6.7)
Tennessee 3,204 (12.2) (10.9–13.5) 3,198 (8.2) (7.1–9.3)
Texas 6,105 (11.6) (10.7–12.6) 6,092 (7.1) (6.4–7.9)
Utah 4,076 (12.3) (10.9–13.7) 4,068 (8.0) (6.8–9.2)
Vermont 4,233 (12.7) (11.6–13.9) 4,224 (8.6) (7.7–9.6)
Virginia 4,387 (12.1) (10.8–13.3) 4,367 (7.2) (6.2–8.2)
Washington 4,880 (14.3) (13.1–15.5) 4,850 (8.9) (7.8–9.9)
West Virginia 3,345 (12.8) (11.5–14.1) 3,335 (9.1) (8.0–10.2)
Wisconsin 4,352 (11.7) (10.5–12.9) 4,344 (8.5) (7.5–9.6)
Wyoming 3,541 (11.1) (9.9–12.3) 3,528 (7.3) (6.3–8.3)

Total** 240,422 (11.8) (11.6–12.0) 239,779 (7.5) (7.3–7.7)
Guam 829 (12.0) (9.5–14.6) 829 (5.7) (4.0–7.5)
Puerto Rico 4,118 (19.6) (18.1–21.1) 4,118 (11.5) (10.3–12.7)
U.S. Virgin Islands 2,277 (9.4) (7.9–11.0) 2,269 (4.7) (3.5–5.9)

* Persons who answered “yes” to the question, “Have you ever been told by a doctor, nurse, or other
health professional that you have asthma?”

† Persons who answered “yes” to the questions, “Have you ever been told by a doctor, nurse, or other
health professional that you have asthma?” and “Do you still have asthma?”

§ Unweighted sample size.
¶ Confidence interval.

** 50 states and the District of Columbia.
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2002, compared with 2001. Higher current asthma prevalence
cannot be explained by the distribution of BRFSS respondents
by race/ethnicity because the change in any racial/ethnic popu-
lation in the BRFSS data was <1% from 2001 to 2002. Possible
reasons for variability include demographic, socioeconomic (e.g.,
income and education level), and environmental factors (e.g.,
outdoor air pollution and climate), physician diagnostic proce-
dures, or data-collection practices (3).

The findings in this report are subject to at least four limi-
tations. First, the median response rate for the survey was
58.3%. However, BRFSS asthma prevalence is similar to esti-
mates from other surveys with higher response rates, such as
the National Health Interview Survey (5). Second, BRFSS
does not measure asthma prevalence among institutionalized
adults, military personnel, persons aged <18 years, and resi-
dents without telephones. Third, the validity of self-reported
asthma or asthma-control characteristics in BRFSS is unknown
(6). Actual adherence to prescribed medication or asthma treat-
ment plans in respondents with current asthma is unknown.
Finally, the asthma-control questions were asked in 19 of the
54 BRFSS reporting areas and might not accurately reflect
the asthma-control characteristics of other reporting areas or
accurately represent their racial/ethnic distribution.

States and territories using the BRFSS Adult Asthma His-
tory module can direct asthma management within their
jurisdictions and address disparities in asthma risk and con-
trol characteristics among racial/ethnic populations. Use of
comprehensive state-specific asthma surveillance data to
identify populations with poorly controlled asthma is
instrumental in developing, implementing, and evaluating
asthma-control programs and interventions.
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TABLE 2. Number and percentage of persons reporting current* asthma, by race/ethnicity and selected characteristics — Behavioral
Risk Factor Surveillance System (BRFSS), 19 selected areas†, 2002

Current ED¶ Urgent Routine Asthma Asthma Sleep Activity Used
prevalence§ visit visit visit symptoms attack difficulty limited medication(s)

Race/Ethnicity No. (%) (%) (%) (%) (%) (%) (%) (%) (%)

White, non-Hispanic 5,458 (7.6) (14.5) (25.8) (52.6) (76.3) (52.3) (47.4) (23.6) (70.0)
Black, non-Hispanic 709 (9.3) (37.2) (35.9) (62.9) (68.7) (47.8) (63.3) (39.5) (68.0)
Asian, non-Hispanic 54 (2.9) (18.8) (17.1) (50.9) (67.8) (35.0) —** — (63.2)
Native Hawaiian/Pacific Islander,

non-Hispanic 9 (1.3) — — — — — — — —
American Indian/Alaska Native,

non-Hispanic 143 (11.6) (20.4) (35.2) (66.6) (78.0) (64.2) (48.3) (26.3) (76.0)
Other race, non-Hispanic 50 (7.2) — — — — — — — —
Multiracial, non-Hispanic 115 (15.6) (13.5) (36.9) (53.8) (92.7) (66.0) (60.3) (43.6) (76.6)
Hispanic 546 (5.0) (26.0) (36.9) (51.4) (72.3) (52.4) (64.7) (40.4) (67.0)

Total†† 7,084 (7.2) (18.4) (28.5) (53.9) (75.1) (52.0) (51.1) (28.0) (69.3)

 Lower 95% CI§§ (6.9) (16.4) (26.3) (51.6) (73.1) (49.6) (48.4) (25.6) (67.1)
 Upper 95% CI (7.5) (20.4) (30.8) (56.3) (77.2) (54.3) (53.9) (30.3) (71.5)

* Persons who answered “yes” to the questions, “Have you ever been told by a doctor, nurse, or other health professional that you have asthma?” and “Do
you still have asthma?”

† California, Delaware, District of Columbia, Idaho, Iowa, Louisiana, Massachusetts, Michigan, New Hampshire, New Jersey, New Mexico, North Carolina,
Ohio, Oklahoma, Rhode Island, Texas, Utah, Wisconsin, and the U.S. Virgin Islands.

§ Unweighted number of BRFSS respondents with current asthma.
¶ Emergency department.

** Fewer than 50 respondents; estimates suppressed.
†† Excludes “Don’t know/refused” responses to asthma status or race/ethnicity questions, missing responses, outliers, reporting of “no asthma symptoms,”

and/or response miscodes.
§§ Confidence interval.

http://www.cdc.gov/brfss/technical_infodata/quality-req2000.htm
http://www.cdc.gov/brfss/technical_infodata/quality-req2000.htm
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