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Summary box

 ► Salbutamol inhalations do not increase peak ex-
ercise performance in non-asthmatic, non-athlete 
individuals.

 ► Ventilation during exercise is unaffected by salbu-
tamol inhalations despite improved dynamic spi-
rometry, impulse oscillometry and breathing reserve 
capacity.

 ► Our data emphasise that inhaled salbutamol is not 
ergogenic, thus strengthening current WADA guide-
lines regarding its use in competitive sports.

AbSTrACT
background Asthma is a frequent diagnosis in 
competitive sports, and inhaled β

2
-agonists are commonly 

used by athletes. Although inhaled β
2
-agonists do not 

seem to improve performance in athletes, it has remained 
uncertain whether they can increase exercise performance 
in non-athletes.
Objective To investigate the effect of inhaled β

2
-agonists 

on exercise performance in healthy non-athlete individuals.
Methods In a double-blinded, placebo-controlled, 
cross-over trial, healthy, non-asthmatic, non-athlete 
individuals were randomised to inhalation of either 900 
µg of salbutamol or placebo. Cardiopulmonary exercise 
testing, dynamic spirometry and impulse oscillometry 
were performed. The primary outcome was the effect from 
salbutamol on peak oxygen uptake, whereas secondary 
outcomes were breathing reserve and ventilation 
efficiency, and workload, heart rate, breath rate and minute 
ventilation at peak exercise under influence of salbutamol.
results A total of 36 healthy subjects with a mean age 
of 26±5 years were included. Salbutamol had no effect on 
peak oxygen uptake compared with placebo, 46.8±1.3 mL/
kg/min versus 46.6±1.2 mL/kg/min, p=0.64. Salbutamol 
had no effect on workload, p=0.20, heart rate, p=0.23, 
breath rate, p=0.10, or minute ventilation, p=0.26, at peak 
exercise compared with placebo. Salbutamol lowered 
oxygen uptake, p=0.04, and workload, p=0.04, at anaerobic 
threshold compared with placebo. Forced expiratory volume 
in 1 s, 116%±13% of predicted, and peak expiratory 
flow, 122%±16% of predicted, increased after inhalation 
of salbutamol compared with placebo; 109%±13% and 
117%±17%, respectively, p<0.01. Breathing reserve was 
found to be higher, 22%±2%, after salbutamol inhalation 
than after placebo, 16%±2%, p<0.01.
Conclusion Inhaled salbutamol did not improve peak 
oxygen uptake in healthy, non-asthmatic, non-athlete 
individuals compared with placebo.
Trial registration number NCT02914652.

InTrOduCTIOn
The prevalence of asthma in competitive 
athletes is higher than in the background 
population,1 and the use of β

2
-agonists among 

competitive athletes has gradually increased 

since the Olympic Games in 1984.2–4 It could 
be questioned whether this increase in 
inhaled β

2
-agonists is related to an increase 

in prevalence of exercise-induced bronchoc-
onstriction. Based on the assumption that 
systemic β

2
-agonists might increase exer-

cise performance, all systemic β
2
-agonists 

are prohibited in and out of competition.5 
However, inhaled formoterol, salbutamol and 
salmeterol are permitted if the prescribed 
maximal dosage is obeyed. The ergogenic 
potential of these drugs has been subject to 
intense debate in recent decades. Although 
the available literature does not point 
towards an ergogenic effect of inhaled β

2
-ago-

nists,6 7 systemically administered β
2
-agonists 

have been found to improve endurance 
time,8–10 peak power11–14 and muscle 
strength.10 15 One may speculate on whether 
β

2
-agonists could affect individuals differently 

depending on their baseline physical perfor-
mance level. van Baak et al16 demonstrated 
an ergogenic effect on endurance time after 
inhalation of salbutamol, where the largest 
improvements were seen in the subjects with 
poorest baseline performances, suggesting 
that the ergogenic effect may depend on 
baseline physical performance level. In the 
literature, studies have almost exclusively 
been conducted on highly trained athletes in 
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Table 1 Demographics and clinical characteristics of non-
asthmatic, healthy individuals

Age at examination (years) 26±5

Sex distribution (♂/♀) 18/18

Weight without shoes (kg) 71±12

Height without shoes (cm) 175±8

Body mass index (kg/m2) 23±3

  Fat-free mass (%) 78±7

International Physical Activity Questionnaire (IPAQ)

  High-intensity exercise (min/week) 188 (0–1350)

  Moderate-intensity exercise (min/week) 264 (0–1350)

  Low-intensity exercise (min/week) 454 (40–3360)

Data are reported as mean with SD, median with total range or 
number of participants.

relatively small sample sizes and do not show any ergo-
genic effect.17–25 Whether inhaled β

2
-agonists increase 

exercise performance in non-asthmatic, non-athlete indi-
viduals needs to be elucidated in order to entirely cover 
β

2
-agonists’ possible ergogenic potential. Therefore, 

the aim of this study was to investigate the effect of an 
inhaled β

2
-agonist on exercise performance in non-ath-

lete, non-asthmatic, healthy individuals.

MeThOdS
Study design
In a double-blinded, placebo-controlled, cross-over trial, 
participants were randomised to inhalation of either 900 
µg of salbutamol (Ventoline) or placebo (Evohaler). 
Investigations were performed on two separate occasions 
with 2–14 days of interval at Aarhus University Hospital, 
Denmark. A block randomisation sequence with six 
participants in each block was made by the Hospital Phar-
macy of Region Midtjylland. Each participant received 
an identification number, which was linked to the partic-
ipant’s intervention containers. Allocation information 
was concealed for all involved personnel until comple-
tion of the data analyses. The participants were requested 
not to perform exhausting exercise within 24 hours prior 
to each visit and they were asked to abstain from large 
meals, coffee and tobacco smoking for at least 2 hours 
before the visit. The International Physical Activity Ques-
tionnaire was handed out and bioelectrical impedance 
measurements were performed using the ImpediMed 
Model SFB7 (ImpediMed, Brisbane, Queensland, 
Australia) prior to interventions at first visit. Each partic-
ipant performed pulmonary reversibility tests and a 
cardiopulmonary exercise test at both visits.

Study population
Participants were healthy, non-athlete individuals aged 
18–40 years, approached through flyers and announce-
ments on official web pages. Exclusion criteria were 
cardiac abnormalities, pulmonary disease, syndromes 

(eg, Down’s), pregnancy or current breast feeding, and 
metabolic disorders (eg, hyperthyroidism).

Interventional protocol
A metered dose inhaler containing either salbutamol 
or placebo was used for administration of intervention. 
To ensure correct and systematic administration, an offi-
cial, governmental instruction video was shown at both 
visits. Approximately 10–15 min prior to the pulmonary 
reversibility test, eight doses of either 100 µg Ventoline 
or Placebo Evohaler were administered. An additional 
dose of 100 µg Ventoline or Placebo Evohaler was given 
approximately 60 min before the cardiopulmonary exer-
cise test to ensure maximal effect during the test. Hence, 
the cumulative dose of salbutamol was 900 µg.

Pulmonary function tests
Dynamic spirometry
For dynamic spirometry measurements an IntraMedic 
Jaeger MasterScreen PFT pro Diffusion System and 
a BodyBox from CareFusion (IntraMedic, Gentofte, 
Denmark) were used. Tests were performed in accor-
dance with established guidelines.26

Impulse oscillometry
A CareFusion Vyntus Impulse Oscillometry using Sentry-
Suite Software and a Vyntus Spirometer (IntraMedic) 
using Lab Manager V.4.67.0.1 (CareFusion Germany, 
Hoechberg, Germany) were used and measurements 
were performed per current guidelines.27

Cardiopulmonary exercise testing
Cardiopulmonary exercise testing was performed on an 
upright ViaSprint 150P ergometer cycle (Ergoline, Bitz, 
Germany) by trained experienced personnel following 
current international guidelines.28 All participants were 
instructed to hold a pedalling speed between 60 and 70 
rounds/min throughout the test without standing, talking 
or releasing the handlebars. Investigators chose an indi-
vidual workload protocol for each participant based on 
the participant’s body mass, gender and habitual activity 
level. Each protocol had an initial rest period of 2 min 
followed by a start workload of 25 or 100 W, increasing 
with 10, 15 or 25 W/min. Participants were encouraged 
to pedal until complete exhaustion, defined as inability 
to maintain the instructed pace.

Gas exchange was measured breath by breath using 
a Jaegers MasterScreen CPX system (IntraMedic) from 
onset of the test until 1 min after exhaustion. Heart rate, 
12-lead ECG and arterial oxygenation were continuously 
monitored, while arterial blood pressure was measured at 
rest and every second minute during active pedalling. A 
test was considered valid if the respiratory exchange ratio 
reached a value of 1.1 or above. Anaerobic threshold was 
calculated using the V-slope method.29 Maximal volun-
tary ventilation was estimated using the forced expiratory 
volume in 1 s (FEV

1
) multiplied by 40, from which the 

breathing reserve index at maximum exercise was calcu-
lated as 100 × (maximal voluntary ventilation − maximum 

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://bm
jopensem

.bm
j.com

/
B

M
J O

pen S
port E

xerc M
ed: first published as 10.1136/bm

jsem
-2018-000397 on 30 A

ugust 2018. D
ow

nloaded from
 

http://bmjopensem.bmj.com/


3Eckerström F, et al. BMJ Open Sport Exerc Med 2018;4:e000397. doi:10.1136/bmjsem-2018-000397

Open access

Figure 1 Flow chart of investigations performed at first and second visits. The red and blue lines represent the randomisation 
order.

ventilation at peak exercise)/maximal voluntary.30 VE/
VCO

2
 slope was calculated as the slope from onset of 

exercise until exhaustion.

Outcomes
The primary outcome was the effect of salbutamol on 
peak oxygen uptake. Secondary outcomes were the 
effects from salbutamol on workload, heart rate, breath 
rate, minute ventilation, breathing reserve and ventila-
tion efficiency, defined as VE/VCO

2
.

Statistical analyses
Continuous data are reported as mean with SD or 
median with total range and, if appropriate, binary data 
are presented as absolute numbers and percentage of 
participants. For continuous data, differences between 
interventions are analysed using paired Student’s t-tests 
or two-way analyses of variance. Χ2 tests are used for 
binary data. Level of significance was set to p values 

<0.05 for the primary outcome and p values <0.01 for 
secondary outcomes. Descriptive data were stored in 
Microsoft Excel 2016 (Microsoft, CA, USA) and data 
analysis was performed using STATA/IC V.12.1 for Mac 
(StataCorp, Texas, USA). Graphical illustration was made 
with GraphPad Prism V.6 (GraphPad Software, La Jolla, 
CA, USA).

reSulTS
Participant characteristics
Between October 2016 and June 2017, a total of 36 
non-asthmatic, healthy individuals were included at 
Aarhus University Hospital, Denmark (figure 1). All 
enrolled participants completed both study visits and no 
serious adverse events were observed. Demographics and 
clinical characteristics, including the International Phys-
ical Activity Questionnaire, are displayed in table 1. None 
of the included participants were competitive endurance 
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Table 2 Exercise outcomes during intervention with salbutamol and placebo in non-asthmatic, healthy individuals

Salbutamol (n=36) Placebo (n=36) P values*

Rest values

  Oxygen uptake (mL/kg/min) 4.4±1.3 4.9±1.4 0.07

  Carbon dioxide excretion (mL/kg/min) 3.9±1.5 4.1±1.2 0.44

  Ventilation (L/kg/min) 0.15±0.05 0.15±0.04 0.73

  Breath rate (breaths/min) 14±4 14±3 0.59

  Heart rate (beats/min) 85±14 79±15 <0.01

Anaerobic threshold values

  Workload (W/kg) 2.62±0.17 2.91±0.11 0.04

  Oxygen uptake (mL/kg/min) 31.9±1.6 34.6±1.2 0.04

  Heart rate (beats/min) 153±4 161±2 0.05

Peak exercise values

  Workload (W/kg) 4.16±0.13 4.12±0.12 0.20

  Oxygen uptake (mL/kg/min) 46.8±1.3 46.6±1.2 0.64

  Carbon dioxide excretion (mL/kg/min) 56.6±1.6 56.4±1.5 0.80

  Heart rate (beats/min) 186±1 184±2 0.23

  Ventilation efficiency (VE/VCO
2
 slope) 32.2±0.6 32.3±0.6 0.74

    Respiratory exchange ratio 1.21±0.01 1.21±0.01 0.87

    Ventilation (L/kg/min) 1.97±0.05 2.01±0.06 0.26

    Breath rate (breaths/min) 52±1 54±1 0.10

    Maximal voluntary ventilation (L) 182±38 172±36 <0.01

    Breathing reserve (%) 22±2 15±2 <0.01

    Systolic blood pressure (mm Hg) 208±6 195±7 0.08

    Diastolic blood pressure (mm Hg) 96±6 97±4 0.89

Relative anaerobic threshold values

  Workload (%peak) 62±3 71±2 0.01

  Oxygen uptake (%peak) 67±2 74±2 0.02

  Heart rate (%peak) 83±2 88±1 0.02

Data are reported as means with SD.
*Difference between salbutamol and placebo intervention, with p<0.05 considered statistically significant.
VCO2, carbon dioxide production;  VE, minute ventilation.

athletes. One participant performed more than 2 hours 
of high-intensity exercise per day, three participants 
performed more than 1 hour/day whereas the rest 
performed less than 1 hour/day. None of our participants 
performed competitive high-intensity sports (eg, cycling, 
long-distance running or swimming). Four participants 
were smokers, of which three smoked less than 20 ciga-
rettes per week, and one smoked more than 20 cigarettes 
per week. Twelve participants received prescribed drugs: 
attention deficit hyperactivity disorder medication (n=1), 
psoriasis medication (n=1), antidepressants (n=1), 
migraine medication (n=1), contraceptives (n=6) and 
acne medication (n=2).

The effect of salbutamol on physical performance
All tests were considered valid according to above-men-
tioned criteria with no premature test terminations. 
Exercise outcomes are shown in table 2. Oxygen uptake 
at peak exercise after salbutamol inhalation did not 

differ from the peak oxygen uptake after inhalation of 
placebo, 46.8±1.3 mL/kg/min versus 46.6±1.2 mL/kg/
min, p=0.64. Salbutamol did not affect workload, p=0.20, 
heart rate, p=0.23, breath rate, p=0.10, or minute venti-
lation, p=0.26, at peak exercise differently compared 
with placebo. Breathing reserve was found to be higher, 
22%±2%, after salbutamol inhalation than after placebo, 
16%±2%, p<0.01, while ventilatory efficiency was compa-
rable between interventions, p=0.74.

Salbutamol had a significant impact on anaer-
obic threshold parameters, resulting in lower oxygen 
uptake, 31.9±1.6 mL/kg/min, p=0.04, and lower 
workload, 2.62±0.17 W/kg, p=0.04, after salbutamol inha-
lation compared with placebo; 34.6±1.2 mL/kg/min and 
2.91±0.11 W/kg, respectively. A tendency towards lower 
heart rate, 153±4 beats/min, p=0.05, was observed with 
salbutamol intervention compared with placebo, 161±2 
beats/min.
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Figure 2 Exercise parameters related to workload during bicycle ergometry after salbutamol and placebo intervention in 
healthy, non-asthmatic individuals. (A) Oxygen uptake. (B) Oxygen pulse. (C) Heart rate. (D) Carbon dioxide excretion.

Exercise parameters related to workload after salbu-
tamol and after placebo intervention are illustrated in 
figures 2 and 3. Breath rate decreased with salbutamol 
compared with placebo, but minute ventilation was 
comparable between treatments. Ventilatory efficiency 
decreased after salbutamol intervention compared with 
placebo.

The effect of salbutamol on pulmonary function
Pulmonary function after salbutamol and placebo inter-
vention is outlined in table 3. None of the participants 
had clinical undiagnosed asthma. FEV

1
, 116%±13% 

of predicted, and peak expiratory flow, 122%±16%, 
increased after inhalation of salbutamol compared with 
placebo, 109%±13% and 117%±17%, respectively, p<0.01. 
We did not observe an effect from salbutamol on forced 
vital capacity. Salbutamol lowered the resistance in the 
conducting airways, 89%±26% of predicted compared 
with placebo, 102%±28%, p<0.01, where the bronchodi-
lation could be localised to the large conducting airways, 
96%±24% versus 112%±27%, p<0.01.

dISCuSSIOn
Our main finding in this double-blinded, randomised, 
cross-over study on non-asthmatic, untrained, healthy 

individuals was that inhaled salbutamol did not increase 
peak oxygen uptake compared with placebo. Further-
more, inhaled salbutamol and placebo administration 
were comparable in terms of workload, heart rate and 
breath rate at peak exercise. We did not observe any 
difference between treatments on minute ventilation or 
ventilation efficiency. Lastly, inhalation of salbutamol had 
a divergent effect on anaerobic threshold parameters, 
where we observed a decreased workload, oxygen uptake 
and heart rate during salbutamol condition compared 
with placebo.

This is the first study investigating the effect of supra-
therapeutic doses of inhaled salbutamol on exercise 
performance and pulmonary function in healthy non-ath-
letes. Our findings are in line with those which have 
previously been reported in highly trained athletes.17–25 
During exercise, salbutamol increases plasma lactate 
due to a β

2
-stimulated shift in glucose metabolism, from 

aerobic to anaerobic metabolic pathways, and a following 
accentuation of lactic acid production.11 31–33 Our study 
population responded, as described in literature, when 
administered salbutamol with increased carbon dioxide 
excretion as a measure of increased lactic acid production, 
significantly shifting the ventilatory anaerobic threshold 
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Figure 3 Exercise parameters related to workload during bicycle ergometry after salbutamol and placebo intervention in 
healthy, non-asthmatic individuals. (A) Breath rate. (B) Ventilation. (C) Ventilatory efficiency.

Table 3 Pulmonary function during placebo and 
salbutamol intervention in non-asthmatic, healthy individuals

Baseline
(n=36)

Placebo
(n=36)

Salbutamol
(n=36)

P 
values*

Dynamic spirometry 

   FEV
1
 (%) 110±13 109±13 116±13 <0.01

     FVC (%) 117±12 116±12 118±12 0.06

   FEV
1
/FVC 

ratio
0.80±0.06 0.80±0.06 0.84±0.06 <0.01

     PEF (%) 118±18 117±17 122±16 0.01

Impulse oscillometry 

   R5 (%) 105±26 102±28 89±26 <0.01

   R20 (%) 113±25 112±27 96±24 <0.01

   D5-20 13±13 12±13 12±12 0.87

Data are reported as mean percentage of predicted values with 
SD.
*Difference in effect from placebo and salbutamol intervention.
D5-20, part of the total resistance originating from the small 
conducting airways;  FEV1, forced expiratory volume in 1 s;  
FVC, forced vital capacity;  PEF, peak expiratory flow;  R5, total 
resistance in the conducting airways;  R20, resistance in the large 
conducting airways.

downwards, for example, reaching the threshold earlier 
during the exercise test compared with placebo. The 
VE/VCO

2
 curve as a function of workload further eluci-

dates this physiological mechanism, as the curve is shifted 
downwards during salbutamol intervention compared 
with placebo. This implies that inhalations with salbu-
tamol decrease the amount of aerobic work performed 
and increase the amount of anaerobic work, without 
increasing maximal performance. In competitive endur-
ance sports requiring a high anaerobic threshold this 
would be detrimental. Our observations contradict the 
findings of Carlsen et al17 who found unaffected anaer-
obic threshold in highly trained athletes after inhalation 
with 800 µg salbutamol or 50 µg salmeterol compared 
with placebo. Hence, either athletes are not as affected 
by the β

2
-stimulated increase in glucose metabolism as 

untrained individuals, or our sample size was not large 
enough to detect a significant difference.

Inhalation of salbutamol increased dynamic pulmonary 
function and lowered the resistance of the conducting 
airways, however, without an analogous increase in exer-
cise ventilation. However, our cohort of non-athletes 
had a breathing reserve capacity of 15% after placebo 
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inhalation, and a breathing reserve capacity below 20% 
may indicate that the pulmonary function is the limiting 
factor at peak performance.30 Salbutamol inhalations 
in supratherapeutic doses lowered the resistance of the 
conducting airways, increased dynamic pulmonary func-
tion and increased the breathing reserve capacity to 
22%. Despite these improvements, inhalation of salbu-
tamol does not seem to improve exercise ventilation in 
healthy individuals, thus suggesting that the potential 
ergogenic effect must lie within another possible physio-
logical mechanism, beyond the respiratory system. These 
observations mimic the results previously found in highly 
trained athletes,17–21 34 where maximal performance was 
unaffected after salbutamol inhalations despite increased 
resting pulmonary function. Altogether, our data support 
the consensus that pulmonary function is not a limiting 
factor for exercise performance in healthy individuals. 
Improved lung function at rest cannot be interpreted as 
ergogenic in an exercising setting.

In the literature, only two studies have demonstrated 
an ergogenic effect after inhalation of β

2
-agonists. Signo-

rile and colleagues35 performed a 15 s Wingate test 
on healthy men and women, and observed a gain in 
sprint capacity after inhalations with 180 µg albuterol 
compared with placebo. van Baak et al10 demonstrated a 
2% increase in performance during an ergometer time 
trial in 16 non-asthmatic male athletes after 800 µg salbu-
tamol inhalations. The most significant improvement was 
seen in subjects with poorest test times, raising the ques-
tion whether the potential ergogenic effect from inhaled 
salbutamol could depend on baseline physical perfor-
mance level. However, our data showed that there is no 
ergogenic effect of salbutamol inhalations in non-ath-
letes either. On the other hand, the ergogenic effect after 
systemic administration seems to be explained by delivery 
route and subsequently plasma concentration.8–15 36 It 
seems conceivable to assume that the explanation for the 
potential ergogenic effect of salbutamol lies within the 
pharmacokinetics and, subsequently, the pharmacody-
namics as systemic administration of β

2
-agonists is known 

to mediate, directly and indirectly, increase plasma 
glucose,37 38 increase availability of free fatty acids8 37 39 40 
and stimulate insulin secretion and glycolysis,9 37 with 
increased lactate and pyruvate release from muscle.

Plasma concentrations are significantly lower after 
inhalation than after oral administration. Nevertheless, 
studies have demonstrated changes in free fatty acids, 
glycerol, lactate and potassium after salbutamol inhala-
tions,16 41 42 suggesting its capability to reach peripheral 
organs and affect its metabolism, but this effect might be 
of poor clinical relevance in the light of the negligible 
effects on exercise performance.7

A potential way to reach higher plasma concentration 
through inhalations is chronic administration. In a place-
bo-controlled trial, Dickinson et al43 investigated whether 
1600 µg of inhaled salbutamol for 6 weeks improved 
endurance, strength and power performance in a group 
of healthy athletes of mixed sports. They found no 

significant increase in performance outcomes, further 
supporting the statement that inhaled salbutamol does 
not possess an ergogenic potential.

Given the nature of the drug, and what have been 
reported in literature on no improvement in exercise 
performance after inhalation with a β

2
-agonist, one might 

assume that athletes with exercise-induced bronchocon-
striction would derive no ergogenic benefit in terms of 
maximal performance. Therefore, the debate regarding 
inhaled β

2
-agonist as a possible ergogenic agent seems 

to be inappropriate. Consequently, these drugs should 
be allowed as treatment for exercise-induced bronchoc-
onstriction in athletes according to same guidelines as 
in non-athletes and patients with asthma as long as the 
WADA guidelines5 are obeyed.

A possible limitation to our study worth mentioning 
is the fact that we performed the exercise performance 
measurements on an ergometer bicycle without giving 
our participants the opportunity to try the bicycle and 
the protocol prior to the test. Since the participants were 
non-athletes, one can claim that unfamiliarity with using 
an ergometer bike could have affected the outcome. 
However, with the cross-over design this possible source 
of error can be ruled out. Another limitation is that we 
did not perform a bronchodilation test prior to inclu-
sion; however, none of the participants had any asthmatic 
symptoms, neither at rest nor in relation to exercise.

In conclusion, acute supratherapeutic inhalation of 
salbutamol does not have an ergogenic effect on exer-
cise performance compared with placebo in healthy, 
non-athlete individuals. Improved lung function at 
rest cannot be interpreted as ergogenic in an exer-
cising setting since neither minute ventilation nor peak 
oxygen uptake was increased. Our data support the 
consensus that pulmonary function is not a limiting 
factor for exercise performance in healthy adults. 
Furthermore, this study encourages that inhaled β

2
-ag-

onists can be used as an acceptable treatment option 
for exercise-induced bronchoconstriction in athletes.

Acknowledgements The nurses from the Department of Paediatrics are warmly 
acknowledged for their contribution to data collection.

Contributor All persons who meet authorship criteria are listed as authors, and 
all authors certify that they have participated sufficiently in the work to take public 
responsibility for the content. All authors have made substantial contribution to 
the work in the manuscript including participation in the concept, design, analysis, 
writing, or revision of the manuscript.

Funding The project was supported with aid from the following funds: Aarhus 
University, Aase and Ejnar Danielsen’s Fund, Children’s Heart Foundation and 
Dagmar Marshall’s Fund.

Competing interests None declared.

Patient consent Obtained.

ethics approval The study was approved by the Danish (chart: 2016061269) and 
the European (EudraCT No 2015-005507-89) Medicines Agency, and the Committee 
on Biomedical Research Ethics of the Central Denmark Region (chart: 1-10-72-153-
16). Further, approval was obtained from the Danish Data Protection Agency (chart: 
1-16-02-315-16). The trial was conducted in accordance with Danish law and the 
Helsinki Declaration of 1975, revised in 2008, for research involving human subjects, 
and is listed on  ClinicalTrials. gov (identifier: NCT02914652). The Good Clinical 
Practice (GCP) Unit at Aalborg and Aarhus University continuously monitored the trial.

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://bm
jopensem

.bm
j.com

/
B

M
J O

pen S
port E

xerc M
ed: first published as 10.1136/bm

jsem
-2018-000397 on 30 A

ugust 2018. D
ow

nloaded from
 

http://bmjopensem.bmj.com/


8 Eckerström F, et al. BMJ Open Sport Exerc Med 2018;4:e000397. doi:10.1136/bmjsem-2018-000397

Open access

Provenance and peer review Not commissioned; externally peer reviewed.

data sharing statement No additional data are available.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non-commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/

reFerenCeS
 1. Rundell KW, Jenkinson DM. Exercise-induced bronchospasm in the 

elite athlete. Sports Med 2002;32:583–600.
 2. Anderson SD, Fitch K, Perry CP, et al. Responses to bronchial 

challenge submitted for approval to use inhaled β2-agonists before 
an event at the 2002 Winter Olympics. J Allergy Clin Immunol 
2003;111:45–50.

 3. McKenzie DC, Stewart IB, Fitch KD. The asthmatic athlete, inhaled 
beta agonists, and performance. Clin J Sport Med 2002;12:225–8.

 4. Pierson WE, Voy RO. Exercise-induced bronchospasm in the XXIII 
summer Olympic games. N Engl Reg Allergy Proc 1988;9:209–13.

 5. Agency WA-D. 2018.The Prohibited List https://www. wada- ama. 
org/ sites/ default/ files/ prohibited_ list_ 2018_ en. pdf (accessed 18 Aug 
2018).

 6. Kindermann W. Do inhaled beta(2)-agonists have an ergogenic 
potential in non-asthmatic competitive athletes? Sports Med 
2007;37:95–102.

 7. Pluim BM, de Hon O, Staal JB, et al. β2-Agonists and physical 
performance: a systematic review and meta-analysis of randomized 
controlled trials. Sports Med 2011;41:39–57.

 8. Collomp K, Candau R, Collomp R, et al. Effects of acute ingestion 
of salbutamol during submaximal exercise. Int J Sports Med 
2000;21:480–4.

 9. Collomp K, Candau R, Lasne F, et al. Effects of short-term oral 
salbutamol administration on exercise endurance and metabolism. J 
Appl Physiol 2000;89:430–6.

 10. van Baak MA, Mayer LH, Kempinski RE, et al. Effect of salbutamol 
on muscle strength and endurance performance in nonasthmatic 
men. Med Sci Sports Exerc 2000;32:1300–6.

 11. Le Panse B, Arlettaz A, Portier H, et al. Effects of acute salbutamol 
intake during supramaximal exercise in women. Br J Sports Med 
2007;41:430–4.

 12. Le Panse B, Arlettaz A, Portier H, et al. Short term salbutamol 
ingestion and supramaximal exercise in healthy women. Br J Sports 
Med 2006;40:627–31.

 13. Le Panse B, Collomp K, Portier H, et al. Effects of short-term 
salbutamol ingestion during a Wingate test. Int J Sports Med 
2005;26:518–23.

 14. Collomp K, Le Panse B, Portier H, et al. Effects of acute salbutamol 
intake during a Wingate test. Int J Sports Med 2005;26:513–7.

 15. Martineau L, Horan MA, Rothwell NJ, et al. Salbutamol, a beta 
2-adrenoceptor agonist, increases skeletal muscle strength in young 
men. Clin Sci 1992;83:615–21.

 16. van Baak MA, de Hon OM, Hartgens F, et al. Inhaled salbutamol 
and endurance cycling performance in non-asthmatic athletes. Int J 
Sports Med 2004;25:533–8.

 17. Carlsen KH, Ingjer F, Kirkegaard H, et al. The effect of inhaled 
salbutamol and salmeterol on lung function and endurance 
performance in healthy well-trained athletes. Scand J Med Sci 
Sports 1997;7:160–5.

 18. Goubault C, Perault MC, Leleu E, et al. Effects of inhaled salbutamol 
in exercising non-asthmatic athletes. Thorax 2001;56:675–9.

 19. Larsson K, Gavhed D, Larsson L, et al. Influence of a beta2-agonist 
on physical performance at low temperature in elite athletes. Med 
Sci Sports Exerc 1997;29:1631–6.

 20. Morton AR, Joyce K, Papalia SM, et al. Is salmeterol ergogenic? Clin 
J Sport Med 1996;6:220–5.

 21. Sandsund M, Sue-Chu M, Helgerud J, et al. Effect of cold exposure 
(-15 degrees C) and salbutamol treatment on physical performance 

in elite nonasthmatic cross-country skiers. Eur J Appl Physiol Occup 
Physiol 1998;77:297–304.

 22. Koch S, Ahn JR, Koehle MS. High-dose inhaled salbutamol does not 
improve 10-km cycling time trial performance. Med Sci Sports Exerc 
2015;47:2373–9.

 23. Koch S, Karacabeyli D, Galts C, et al. Effects of inhaled 
bronchodilators on lung function and cycling performance in female 
athletes with and without exercise-induced bronchoconstriction. J 
Sci Med Sport 2015;18:607–12.

 24. Dickinson J, Hu J, Chester N, et al. Acute impact of inhaled short 
acting b2-agonists on 5 km running performance. J Sports Sci Med 
2014;13:271–9.

 25. Molphy J, Dickinson JW, Chester NJ, et al. The effect of 400 µg 
inhaled salbutamol on 3 km time trial performance in a low humidity 
environment. J Sport Sci Med 2017;16:581–8.

 26. Miller MR, Hankinson J, Brusasco V, et al. Standardisation of 
spirometry. Eur Respir J 2005;26:319–38.

 27. Oostveen E, MacLeod D, Lorino H, et al. The forced oscillation 
technique in clinical practice: methodology, recommendations and 
future developments. Eur Respir J 2003;22:1026–41.

 28. Balady GJ, Arena R, Sietsema K, et al. Clinician's Guide to 
cardiopulmonary exercise testing in adults: a scientific statement 
from the American Heart Association. Circulation 2010;122:191–225. 
10.1161/CIR.0b013e3181e52e69.

 29. Beaver WL, Wasserman K, Whipp BJ. A new method for 
detecting anaerobic threshold by gas exchange. J Appl Physiol 
1986;60:2020–7. http://www. ncbi. nlm. nih. gov/ pubmed/ 3087938.

 30. American Thoracic Society, American College of Chest Physicians. 
ATS/ACCP Statement on cardiopulmonary exercise testing. Am J 
Respir Crit Care Med 2003;167:211–77.

 31. Beloka SP, Janssen C, Woff E, et al. Effects of β2-adrenergic 
stimulation on exercise capacity in normal subjects. Eur J Appl 
Physiol 2011;111:2239–47.

 32. Fleck SJ, Lucia A, Storms WW, et al. Effects of acute inhalation of 
albuterol on submaximal and maximal VO2 and blood lactate. Int J 
Sports Med 1993;14:239–43.

 33. Tobin AE, Pellizzer AM, Santamaria JD. Mechanisms by 
which systemic salbutamol increases ventilation. Respirology 
2006;11:182–7.

 34. Koch S, MacInnis MJ, Sporer BC, et al. Inhaled salbutamol does not 
affect athletic performance in asthmatic and non-asthmatic cyclists. 
Br J Sports Med 2015;49:51–5.

 35. Signorile JF, Kaplan TA, Applegate B, et al. Effects of acute 
inhalation of the bronchodilator, albuterol, on power output. Med Sci 
Sports Exerc 1992;24:638–42.

 36. Hostrup M, Kalsen A, Auchenberg M, et al. Effects of acute and 
2-week administration of oral salbutamol on exercise performance 
and muscle strength in athletes. Scand J Med Sci Sports 
2016;26:8–16.

 37. Clutter WE, Bier DM, Shah SD, et al. Epinephrine plasma 
metabolic clearance rates and physiologic thresholds for 
metabolic and hemodynamic actions in man. J Clin Invest 
1980;66:94–101.

 38. Rizza RA, Cryer PE, Haymond MW, et al. Adrenergic mechanisms of 
catecholamine action on glucose homeostasis in man. Metabolism 
1980;29(11 Suppl 1):1155–63.

 39. Kendall MJ, Clark NW, Haffner CA, et al. Investigation of the effects 
of beta-2 stimulation on free fatty acids in man. J Clin Pharm Ther 
1991;16:31–40.

 40. Schiffelers SLH, Van Harmelen VJA, De Grauw HAJ, et al. 
Dobutamine as selective β1-adrenoceptor agonist in in vivo studies 
on human thermogenesis and lipid utilization. J Appl Physiol 
1999;87:977–81.

 41. Amoroso P, Wilson SR, Moxham J, et al. Acute effects of inhaled 
salbutamol on the metabolic rate of normal subjects. Thorax 
1993;48:882–5.

 42. Wong CS, Pavord ID, Williams J, et al. Bronchodilator, 
cardiovascular, and hypokalaemic effects of fenoterol, salbutamol, 
and terbutaline in asthma. Lancet 1990;336:1396–9.

 43. Dickinson J, Molphy J, Chester N, et al. The ergogenic effect of long-
term use of high dose salbutamol. Clin J Sport Med 2014;24:474–81.

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://bm
jopensem

.bm
j.com

/
B

M
J O

pen S
port E

xerc M
ed: first published as 10.1136/bm

jsem
-2018-000397 on 30 A

ugust 2018. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.2165/00007256-200232090-00004
http://dx.doi.org/10.1067/mai.2003.1
http://dx.doi.org/10.1097/00042752-200207000-00004
http://dx.doi.org/10.2500/108854188779023405
https://www.wada-ama.org/sites/default/files/prohibited_list_2018_en.pdf
https://www.wada-ama.org/sites/default/files/prohibited_list_2018_en.pdf
http://dx.doi.org/10.2165/00007256-200737020-00001
http://dx.doi.org/10.2165/11537540-000000000-00000
http://dx.doi.org/10.1055/s-2000-7422
http://dx.doi.org/10.1152/jappl.2000.89.2.430
http://dx.doi.org/10.1152/jappl.2000.89.2.430
http://dx.doi.org/10.1097/00005768-200007000-00018
http://dx.doi.org/10.1136/bjsm.2006.033845
http://dx.doi.org/10.1136/bjsm.2006.026237
http://dx.doi.org/10.1136/bjsm.2006.026237
http://dx.doi.org/10.1055/s-2004-821224
http://dx.doi.org/10.1055/s-2004-821223
http://dx.doi.org/10.1042/cs0830615
http://dx.doi.org/10.1055/s-2004-815716
http://dx.doi.org/10.1055/s-2004-815716
http://dx.doi.org/10.1111/j.1600-0838.1997.tb00133.x
http://dx.doi.org/10.1111/j.1600-0838.1997.tb00133.x
http://dx.doi.org/10.1136/thorax.56.9.675
http://dx.doi.org/10.1097/00005768-199712000-00013
http://dx.doi.org/10.1097/00005768-199712000-00013
http://dx.doi.org/10.1097/00042752-199610000-00003
http://dx.doi.org/10.1097/00042752-199610000-00003
http://dx.doi.org/10.1007/s004210050337
http://dx.doi.org/10.1007/s004210050337
http://dx.doi.org/10.1249/MSS.0000000000000679
http://dx.doi.org/10.1016/j.jsams.2014.07.021
http://dx.doi.org/10.1016/j.jsams.2014.07.021
http://www.ncbi.nlm.nih.gov/pubmed/24790479
http://dx.doi.org/10.1183/09031936.05.00034805
http://dx.doi.org/10.1183/09031936.03.00089403
http://dx.doi.org/10.1161/CIR.0b013e3181e52e69
http://dx.doi.org/10.1152/jappl.1986.60.6.2020
http://www.ncbi.nlm.nih.gov/pubmed/3087938
http://dx.doi.org/10.1164/rccm.167.2.211
http://dx.doi.org/10.1164/rccm.167.2.211
http://dx.doi.org/10.1007/s00421-011-1856-9
http://dx.doi.org/10.1007/s00421-011-1856-9
http://dx.doi.org/10.1055/s-2007-1021170
http://dx.doi.org/10.1055/s-2007-1021170
http://dx.doi.org/10.1111/j.1440-1843.2006.00832.x
http://dx.doi.org/10.1136/bjsports-2013-092706
http://dx.doi.org/10.1249/00005768-199206000-00005
http://dx.doi.org/10.1249/00005768-199206000-00005
http://dx.doi.org/10.1111/sms.12298
http://dx.doi.org/10.1172/JCI109840
http://dx.doi.org/10.1016/0026-0495(80)90025-6
http://dx.doi.org/10.1111/j.1365-2710.1991.tb00281.x
http://dx.doi.org/10.1136/thx.48.9.882
http://dx.doi.org/10.1016/0140-6736(90)93099-B
http://dx.doi.org/10.1097/JSM.0000000000000076
http://bmjopensem.bmj.com/

	Exercise performance after salbutamol inhalation in non-asthmatic, non-athlete individuals: a randomised, controlled, cross-over trial
	Abstract
	Introduction
	Methods
	Study design
	Study population
	Interventional protocol
	Pulmonary function tests
	Dynamic spirometry
	Impulse oscillometry

	Cardiopulmonary exercise testing
	Outcomes
	Statistical analyses

	Results
	Participant characteristics
	The effect of salbutamol on physical performance
	The effect of salbutamol on pulmonary function

	Discussion
	References


