
Is Exercise-Induced Bronchoconstriction Exercise-Induced Asthma?

The article in this issue of R espiratory C are by Burnett 
et a l* 1 reports that 34 of 80 college athletes had exercise- 
induced bronchoconstriction (EIB), most in the absence of 
symptoms. The authors further suggest that these athletes are 
at risk and that the identification of those with EIB may 
prevent morbidity and mortality. The implication is that the 
presence of EIB is evidence for asthma. But is the presence 
of EIB in the absence of exercise-induced dyspnea or other 
symptoms of asthma the same as exercise-induced asthma?

EIB in the normal population and in athletes has been 
described previously.2 The absence of apparent dyspnea as­
sociated with EIB was also seen when EIB was observed in 
children with rhinitis but no asthma. Others have reported as 
high as 40% prevalence of EIB associated with only allergic 
rhinitis.3 EIB was also reported in children with decreased 
levels of physical activity and no clinical evidence of asthma.4

But is EIB of clinical importance in the absence of 
dyspnea? Is a >10%  decrease in FEV, subsequent to ex­
ercise in the absence of clinical dyspnea sufficient for the 
diagnosis of exercise-induced asthma? The presence of EIB 
in a child without symptoms of asthma may be, as suggested 
by Burnett et al,1 predictive that some minority will eventu­
ally develop symptoms of asthma, but most apparently will 
not. This study as well as most previous studies relating to 
EIB and asthma symptoms are cross-sectional. The higher 
incidence of EIB compared with symptoms in previous 
studies calls for longitudinal studies to determine a better 
or possibly more stringent criteria for EIB that might in­
clude higher cutoff value in FEV! change, reproducibility of 
symptoms during testing, and reversibility with bronchodila- 
tors to help identify subjects at true risk of exercise-induced 
asthma and in need of attention and/or treatment.

We have previously reported5 our experience with ex­
ercise studies in 140 children examined because of a com­
plaint of dyspnea on exertion. Most had been previously 
diagnosed and/or treated as having asthma by their pri­
mary care physician, but their negative response to albu­
terol before exercise was inconsistent with an asthma di­
agnosis. Despite reproducing their symptom of dyspnea on 
exertion, only 11 of those 140 had EIB. None of the others, 
most of whom were high school athletes, had EIB or other
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evidence of asthma. Their reproduced dyspnea on exertion 
was associated with various physiological findings. The 
difference in prevalence of EIB between our study5 and other
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reports of EIB in subjects without asthma, including that 
of Burnett et al,1 is probably related to the more stringent 
criteria we used to define positive EIB. Our study included 
a higher cutoff value (drop in FEV! of >  15% as opposed to 
>10%) than the study published in this issue of the Journal. 
Our study found EIB to be uncommon (8%) in children seen 
because of dyspnea on exertion, whereas Burnett et al1 re­
ported an EIB prevalence of 43% in college athletes, most 
having no respiratory symptoms. This raises the question of 
the clinical relevance for a modest degree of EIB in the 
absence of dyspnea on exertion or other symptoms of asthma.
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