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BACKGROUND: Exercise-induced bronchoconstriction (EIB) can lead to long-term respiratory
illness and even death. EIB prevalence rates are both high and variable in college athletes. Also,
prevalence rates may be underestimated due to ineffective screening. The purpose of this study is
to investigate the prevalence of EIB and the perceived impact of EIB in college athletes via a
self-report questionnaire. METHODS: A self-report EIB questionnaire was administered to college
athletes on 8 different sports teams. Information collected was used to identify athletes who selfreported: (1) a history of EIB and/or asthma, (2) respiratory symptoms during exercise, (3) medication use, and (4) concern about EIB. RESULTS: Results showed that 56 of 196 athletes (28.6%)
self-reported a history of EIB or asthma. Over half (52%) reported a history of EIB/asthma or
current EIB symptoms. Forty-six of the 140 athletes (32.9%) who did not report a history of EIB
or asthma indicated symptoms of EIB during sports, training, or exercise. Fourteen of 56 athletes
(25%) self-reporting a history of EIB or asthma did not report the use of a respiratory medication.
Nineteen of 196 athletes (9.7%) reported being concerned that EIB was adversely affecting their
sports performance. CONCLUSIONS: College athletes self-report a high prevalence of EIB or
asthma. Although college athletes may not report a history of EIB or asthma, they indicate symptoms of EIB. A majority of athletes reported a history or current symptoms related to EIB or
asthma. Many athletes with a history of EIB or asthma are not taking any asthma medication. Last,
athletes report concern about EIB adversely affecting their sports performance. More work is
needed using a combination of a screening questionnaire and standardized EIB testing to develop
a validated tool for accurately screening and diagnosing EIB in college athletes. Key words: bronchoconstriction; respiratory; asthma; exercise; sports; athletes. [Respir Care 2016;61(7):897–901. © 2016
Daedalus Enterprises]

Introduction
Exercise-induced bronchoconstriction (EIB) can cause
intermittent inflammation and constriction of the airways,
characterized by symptoms of chest tightness, wheezing,
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coughing, and unusual shortness of breath. Exercise and
physical training can trigger bronchoconstriction, causing
symptoms of EIB in 80 –90% of individuals with asthma.1
In addition, 10% of the population without asthma may
experience symptoms related to EIB.2,3
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EXERCISE-INDUCED BRONCHOCONSTRICTION
Reports have shown that between 30 and 70% of elitelevel athletes have indicated a prevalence of EIB.3 Athletes with a high cardiopulmonary capacity can reach a
minute ventilation as high as 200 L/min.4 As a result of
this hyperpnea, it is theorized that the airway epithelium
senses water and heat loss, leading to the release of proinflammatory mediators causing bronchoconstriction.5,6
Based on previous prevalence data and the effects of highintensity training, a considerable proportion of the 777,263
NCAA athletes7 may be predisposed to EIB.
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Airway remodeling in athletes may occur due to recurring episodes of exercise or training. This airway remodeling may lead to long-term morbidity, including irreversible airway obstruction.8,9 Even more notable is the potential
for a severe episode of EIB leading to mortality in competitive athletes. Results of a 7-y study by Becker et al10
reported 61 EIB-related deaths during competition or practice, with 81% of these deaths occurring in athletes ⬍21 y
old.
College athletes’ perceived symptoms have not been
associated with their results when performing a standardized EIB test. Previous studies on college athletes indicated that self-reporting positive symptoms and history of
EIB were not associated with a positive eucapnic voluntary hyperventilation test.11,12 Specific to perceived symptoms, Parsons et al12 showed that symptoms were not a
good predictor of a positive eucapnic voluntary hyperventilation test. Hence, college athletes may discount symptoms of EIB as due to bad conditioning or a poor training
day. These findings are consistent with reports suggesting
that EIB is frequently underdiagnosed due to lack of awareness among athletes and athletic trainers.13,14 The lack of
awareness of EIB and subsequent misperception of symptoms may lead to unnecessary morbidity and mortality in
college athletes.
An American Thoracic Society clinical practice guideline report on EIB indicated a need for more studies to
determine the efficacy of a screening program for EIB on
health and performance.6 To prepare an effective EIB
screening program, we must develop an accurate screening
questionnaire that will be useful for stratifying at-risk EIB
athletes. The purpose of this study is focused on understanding the perceived impact of EIB in college athletes to
help develop a screening questionnaire with the potential
to predict an EIB-positive athlete based on a standardized
test. This preliminary study will contribute to our all-encompassing work aimed at developing an effective strategy for improving the respiratory health of college athletes
and could be implemented on most college campuses. This
article discusses the impact that EIB has on college ath-
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QUICK LOOK
Current knowledge
If untreated, EIB may lead to increased respiratory illness and even death. Previous reports show the prevalence of EIB is high in college student-athletes. However, an athlete’s report of EIB symptoms and/or history
may not be associated to a positive test.
What this paper contributes to our knowledge
This study supports the high prevalence rate of EIB in
college athletes by self-report. These college athletes
tended to acknowledge symptoms of EIB when presented an EIB questionnaire, although they did not report a positive EIB/asthma history. Many athletes are
not using an asthma medication, even though they report a past history or current symptoms. College athletes are concerned that EIB/asthma is affecting their
sports performance.

letes, including self-reported: (1) history of EIB and/or
asthma, (2) symptoms of EIB, (3) medication use, and (4)
concern about EIB affecting their performance.
Methods
Participants in this descriptive study were selected from
athletes at the University of Kansas during the 2014 –2015
academic year. Athletes were presented a questionnaire
with 16 questions relating to respiratory and allergy history, perceived symptoms, and medications (see the supplementary materials at http://www.rcjournal.com). All
questions have been previously included in a health survey
developed by the United States Olympic Committee. In
addition, 6 questions relating to perceived EIB symptoms
and athletes’ concern about EIB affecting sports performance were presented in the format of a 5-point Likert
scale (see the supplementary materials). An answer of ⱖ2
(some of the time) on the Likert scale was considered as a
positive response. The questionnaire was explained by the
same head athletic trainer from the sports medicine staff
during participating team meetings. All participation was
voluntary, and informed consent was obtained from every
participant before completion of the questionnaire. The
study received approval from the Institutional Review
Board at University of Kansas and University of Kansas
Medical Center.
Statistical Analysis
Descriptive statistics were used to describe group characteristics as shown in Table 1. Numbers and proportions
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Table 1.

Characteristics and Questionnaire Response Data
Variables

Values

Participants, n
Male sex, %
Age, mean (range) y
History of asthma or EIB, n (%)
Symptoms of asthma or EIB, n (%)
Reported history of asthma/EIB or symptoms,
n (%)
No history of EIB but report EIB symptoms,
n (%)
Reported history of asthma or EIB but currently
not using a respiratory medication, n (%)
Concerned that asthma/EIB may be affecting
their sports performance, n (%)

196
56
19.8 (18–23)
56/196 (28.6)
93/196 (47.4)
102/196 (52)
46/140 (32.9)
14/56 (25)
19/196 (9.7)

EIB ⫽ exercise-induced bronchoconstriction

Fig. 1. Proportion of athletes reporting a history and symptoms
of asthma or exercise-induced bronchoconstriction (EIB).

were used to explain the prevalence and perception of
EIB/asthma in college athletes.
Results
Two hundred thirty-four athletes completed the questionnaire. Responses were complete from 196 of 234
athletes (84%). Participant characteristics and questionnaire responses are presented in Table 1. Almost 29%
(56 of 196) of the athletes self-reported a history of EIB
or asthma (Fig. 1). Self-reported history of EIB or asthma
varied greatly among sports (Fig. 2). Approximately
47% (93 of 196) of the athletes reported having symptoms of EIB or asthma (questions 6, 7, and 1– 4 of the
Likert scale), as shown in Figure 1. Over 50% (102 of
196) of the athletes self-reported a positive history of
EIB/asthma or indicated symptoms of EIB (Fig. 1). Interestingly, almost 33% (46 of 140) indicated symptoms
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of EIB or asthma, although they did not report a positive
history by diagnosis. Twenty-five percent (14 of 56) of
athletes self-reporting a history of EIB or asthma did
not report the use of a respiratory medication. Last,
almost 10% (19 of 196) of athletes reported concern that
asthma or EIB may be affecting their sports performance.
Discussion
The purpose of this study was to evaluate the prevalence
and perceived impact of EIB in college athletes by a selfreport questionnaire administered during routine team
meetings. This study demonstrated that we could collect
data from a majority (84%) of questionnaires distributed to
athletes on 8 different sports teams. Results of our study
indicate that we may improve the burden of EIB in college
athletes by: (1) educating athletes, trainers, coaches, and
parents about EIB; (2) helping in the development of accurate EIB screening programs, and (3) assuring the proper
treatment of EIB-positive athletes to mitigate associated
morbidity and mortality.
The result of this study suggests that about 29% of
college athletes report a past history of EIB or asthma.
This is on the high end of the range (10 –31%) recorded in
past studies, including self-reports on prevalence of EIB in
athlete populations.11,12,15,16 In addition, 47% of the athletes in this study perceived symptoms of EIB. These data
raise concern that some athletes may not be appropriately
screened and may potentially be experiencing silent episodes of EIB, resulting in possible long-term respiratory
health complications and a potential fatal event.
Many athletes may fail to report symptoms suggestive
of EIB and do not seek medical care to undergo a formal
diagnosis. This may be attributed to athletes’ lack of awareness of symptoms and their association with EIB. Rather
than recognizing the potential of having EIB, athletes may
consider their symptoms to be indicative of poor conditioning or a bad training day. As a result, athletes may
continue to experience silent episodes of EIB. A previous
study demonstrated that only 14% (6 of 42) of the college
athletes who tested positive for EIB reported a prior history of EIB or asthma.12 However, 36% (15 of 42) of those
same athletes who were found to be EIB-positive reported
symptoms when presented a questionnaire on EIB. Similarly, our findings support the theory that athletes may not
seek medical attention when symptoms occur, since 33%
of the athletes reporting symptoms of EIB in our study did
not report a positive history of asthma or EIB. This supports the idea that athletes may attribute EIB symptoms to
a cause other than respiratory issues. These findings suggest that specialists in respiratory care need to do a better
job at teaching awareness of EIB to athletes, coaches,
trainers, and parents. As previously mentioned, this can be
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Fig. 2. Prevalence of exercise-induced bronchoconstriction among college athletes, by sport. Softball not reported due to small number
reported (n ⫽ 2).

critically relevant, since a vast majority (81%) of EIB
deaths were in the college athlete age group or younger.10
Evidence-based guidelines recommend the prophylactic
use of a short-acting bronchodilator (␤2 agonists) shortly
before exercise as the main therapeutic treatment for EIB,17
when warm-up prior to intense activity does not permit a
refractory period. Another practice for reducing the need
to rely on pharmacologic treatment is the athletes’ awareness of environmental triggers, including cold dry air, pool
and turf chemicals, and poor air quality days. When pharmacologic treatment is necessary, the National Athletic
Trainers Association guidelines suggest that athletic trainers in direct contact with athletes should understand the
use, misuse, and abuse of ␤2 agonists.13 A previous study
showed that tachaphylaxis was associated with a ␤ adrenergic drug when treating bronchoconstriction in EIB subjects.18 Although guidelines support the use of ␤2 agonists
to minimize or prevent symptoms of asthma, asthma patients may not adhere to their prescribed medication treatment.19 Our study revealed that 25% (14 of 56) of the
athletes who indicated a history of asthma or EIB did not
report taking any asthma medication. More work is needed
to educate the sports community and determine the barriers for the adverse effects, abuse, and non-use of asthma
medications in athletes.
EIB can reduce participation in sports and may have a
negative effect on an athlete’s quality of life. Valued life
activities, including participation in sports, have been reported to be negatively impacted by asthma and associated
with asthma-specific quality of life.20 Our findings showed
that almost 10% (19 of 196) of the athletes reported concern that asthma may be affecting their sports performance.
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It is possible that EIB symptoms may be affecting the
college athletes’ quality of life, but more qualitative work
is needed to investigate such a relationship. Furthermore,
it is unknown whether sports performance will improve
after an EIB athlete is accurately diagnosed and properly
treated.
Some athletes may continue to present with EIB symptoms although they test negative during an adequate exercise challenge test. As a result, it has been suggested that
a second EIB challenge is necessary to improve the sensitivity of the challenge test.21 Also, consideration of a
differential diagnosis should be made when an athlete continues to present with symptoms of EIB after testing negative. Symptoms that may mimic EIB include vocal cord
dysfunction, overtraining syndrome, right to left shunt,
and even hyperventilation syndrome.22
The present study has some limitations. The prevalence
data collected is from self-reported questionnaires while
we prepared to perform standardized EIB testing on the
same athletes. This study used a convenience sample of
athletes from a single university. We did not test athletes
from all sports, so our data may not be representative of
athletes on all teams. Larger studies are needed to provide
a better generalization of the college athletic population
and investigate any differences between sports.
Conclusions
Our data revealed that a majority of the questionnaires
were returned and completed by the college athletes. In
addition, the Departments of Pulmonary Critical Care Medicine and Respiratory Care Education received support from
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the sports medicine team and coaches for conducting our
study with the athletes. Based on responses to our questionnaire, it is common for college athletes to report a
history of EIB or asthma. Almost half of all college athletes perceived having symptoms of EIB when provided a
questionnaire. Also, a good proportion of the college athletes did not report any use of a respiratory medication
although they indicated a history of EIB or asthma. Our
study suggests that college athletes are concerned that
asthma or EIB may be affecting their sports performance.
Findings from this study indicate that we can improve EIB
awareness and education through collaboration with sports
medicine staff, athletes, and parents. Future studies are
needed to determine the clinical importance of an EIB
screening program and concurrent development of a validated screening tool for athletes while comparing qualitative and quantitative data from a questionnaire with the
results from a standardized EIB test that can be performed
on most college campuses. It is imperative that we develop
an accurate screening tool to correctly diagnose and treat
athletes who are EIB-positive.
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