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RESUMO

Objetivo: Avaliar e comparar a frequência e intensidade 
do broncoespasmo induzido pelo exercício (BIE) em adoles-
centes asmáticos obesos e não-obesos. 

Métodos: Estudo transversal e descritivo realizado com 39 
adolescentes de ambos os sexos, com idade entre dez e 16 anos, 
divididos em dois grupos conforme o histórico clínico de asma 
e/ou rinite alérgica e o índice de massa corporal: asmáticos 
obesos (n=18); asmáticos não-obesos (n=21). Utilizou-se o teste 
de broncoprovocação com exercício para a avaliação do BIE, 
considerando-se positiva uma diminuição do volume expiratório 
forçado no primeiro segundo (VEF

1
) ≥15% do valor pré-exer-

cício. Para avaliar a intensidade e a recuperação do BIE, foram 
calculadas a queda percentual máxima do VEF

1
 (QM%VEF

1
) 

e a área acima da curva (AAC
0-30

). A análise estatística utilizou 
o teste exato de Fischer para comparar a frequência de BIE e 
o teste de Mann-Whitney para a intensidade e recuperação. 
Rejeitou-se a hipótese de nulidade se p<0,05.

Resultados: Não houve diferença significativa na fre-
quência de BIE entre os grupos de asmáticos obesos (50%) e 
não-obesos (38%). Entretanto, a queda máxima do VEF

1 
e a 

AAC
0-30 

foram maiores nos asmáticos obesos em comparação 
aos não-obesos (respectivamente 37,7% e 455 versus 24,5% 
e 214, p≤0,03).

Conclusões: A obesidade não contribuiu para o aumento 
da frequência do BIE em asmáticos e não-asmáticos, entre-
tanto, a obesidade contribuiu para o aumento da intensidade 
e do tempo de recuperação da crise de BIE em asmáticos.
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ABSTRACT

Objective: To assess and compare the frequency and 
severity of exercise-induced bronchospasm (EIB) in obese 
and non-obese asthmatic adolescents.

Methods: Cross-sectional and descriptive study with 39 
subjects aged ten to 16 years of  both genders divided into 
two groups according to clinical history of asthma and/or 
allergic rhinitis and body mass index, as follows: asthmatic 
obese (n=18) and asthmatic non-obese (n=21). An exercise 
bronchoprovocation test was applied to diagnose EIB and 
was considered positive if the forced expiratory volume in 
one second (FEV

1
) decreased ≥15% in relation to pre-exercise 

FEV
1
. Maximum percent of fall in FEV

1
 (MF%FEV

1
) and the 

area above the curve (AAC
0-30

) were calculated to evaluate 
the intensity and recovery of EIB. Fisher exact test was used 
to compare the frequency of EIB and Mann-Whitney test to 
compare the severity and recovery of EIB. Null hypothesis 
was rejected when p<0.05.

Results: No significant difference was found in the 
frequency of EIB between the asthmatic obese (50%) and 
non-obese (38%) adolescents. However, the MF%FEV

1
 and 

AAC
0-30

 were significantly higher in the asthmatic obese as 
compared to the asthmatic non-obese patients (respectively, 
37.7% and 455 versus 24.5% e 214, p≤0.03).

Conclusions: Obesity did not contribute to the increase 
of the frequency of EIB in asthmatic and non-asthmatic 
patients. However, obesity contributed to the increase of 
severity and recovery time of EIB in asthmatics. 

Key-words: asthma; asthma, exercise-induced; obesity; 
overweight; adolescent.

Rev Paul Pediatr 2010;28(1):36-40.

Original Article



Introduction

Obesity is a public health problem in most developed(1) 
and developing(2) countries. Overweight and obesity are 
considered to be risk factors for the development of chronic 
degenerative diseases such as cardiovascular diseases, type 
2 diabetes, and certain types of cancer(3). 

Overweight has been associated with chronic respiratory 
conditions such as asthma(4,5). Excessive accumulation of adi-
pose tissue in the central region may change the pulmonary 
mechanics(6), leading to an increase in the constriction and 
responsiveness of bronchial smooth muscles(7). In addition, 
adipose cells produce inflammatory mediators that may 
change the airway response at high levels(8). 

Most studies that have investigated the association be-
tween obesity and asthma used the respiratory symptoms to 
establish the clinical diagnosis of asthma(9,10). Such procedure 
impairs the results because many individuals are classified 
as asthmatics even when there is no evidence of bronchial 
hyperresponsiveness (BHR)(11). BHR, used to directly as-
sess asthma, is a useful measure that makes it possible to 
understand the relation between these diseases; however, 
the assessment of BHR in obese individuals has shown 
conflicting results(12). Urger et al(13) found a higher frequency 
of exercise-induced bronchospasm (EIB) in obese children 
and adolescents without a history of asthma. On the other 
hand, studies involving children and adolescents with a 
positive(14,15) or negative(16,17) history of asthma did not find 
any differences in the frequency of EIB between obese and 
non-obese subjects. 

Overweight is associated with the severity of asthma, sug-
gesting that obese asthmatic individuals have more severe 
exacerbation of the asthmatic crises and higher use of medi-
cation compared to non-obese individuals(18,19). Severity of 
EIB, using a parameter such as the maximum decrease in the 
forced expiratory volume in the first second (MDFEV

1
), has 

been rarely investigated and there are discordant results(13-17). 
Therefore, the objective of the present study was to assess 
and compare the frequency and severity of EIB in obese and 
non-obese asthmatic adolescents. 

Method

Cross-sectional descriptive study comprising 39 individu-
als aged between ten and 16 years. We used convenience 
sampling to choose the participants, who were selected from 
the Outpatient Clinics of Obesity of the Endocrinology and 

Pediatric Allergy Unit of Hospital de Clínicas de Curitiba 
and from public schools located nearby the hospital.

Overweight adolescents due to endocrine disorders or 
syndromic diseases, those who were unable to exercise in a 
treadmill because of motor or neurological disorders, smok-
ers, those who had neurological and psychomotor deficit 
or difficulty to understand the instructions regarding the 
spirometric test were excluded from the study.

Participants were divided into two groups according to 
their body mass index (BMI) and clinical history of asthma 
and/or allergic rhinitis. The obese asthmatic group included 
18 individuals with BMI ≥ P85 with asthma and/or rhinitis 
and the non-obese asthmatic group was comprised of 21 
subjects with BMI < P85 with asthma and/or rhinitis. 

We used BMI to classify obesity based on the cutoff points 
suggested by Conde and Monteiro(20). Diagnosis of asthma 
was established according to the recommendations of the 
3rd Brazilian Consensus on Asthma Management(21) and 
the consensus on allergic rhinitis based on the guidelines 
of the 2nd Brazilian Consensus on Rhinitis(22). The study 
protocol was approved by the Research Ethics Committee 
of Hospital de Clínicas of Universidade Federal do Paraná, 
in compliance with resolution 196/96. All participants were 
assessed by a multidisciplinary team after their parents or 
guardians signed a written consent form.

BHR was evaluated using an exercise bronchoprovoca-
tion test. The parameter of pulmonary function measured 
was the forced expiratory volume in the first second (FEV

1
) 

before and after exercising (3, 5, 10, 15, and 30 minutes). 
Physical exercise was performed in a treadmill (Series 2000 
Treadmill, Marquette, USA) during 8 minutes at an intensity 
≥85% of the maximum heart rate measured in a previous 
cardiac stress test. The speed of the treadmill was estimated 
using the equation: S (mph): 1.16 + 0.02 x height (cm) and 
the treadmill slope ranged from 10 to 15%. Both speed and 
slope were adjusted by the researcher until the individual 
reached the heart rate intended. Heart rate was monitored 
by a frequency meter (Polar A1, Polar Eletro, Finland). The 
tests were carried out during the afternoon, from 2 to 5 pm, 
and the temperature and humidity of the environment were 
controlled, with temperatures between 20 and 25°C and 
humidity lower than 50%. 

Participants were instructed not to take coffee, tea, or 
soft drinks containing caffeine two hours prior to the test, 
to stop using short- and long-acting bronchodilators 12 
hours before the test and to stop using short- and long-acting 
antihistamines, respectively, 48 hours and five days before 
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the test. In order to be able to take the test, participants 
should not have had any symptoms compatible with viral 
infection (cold or flu) in the last four weeks and should not 
be going through an asthmatic crisis, showing values of 
FEV

1 
≥80% of expected and FEV

1
/FVC relation ≥ 75%(23). 

The expected values of FEV
1
 were those suggested by Polgar 

e Promodhat(24). 
We used the percentage decrease of post-exercise FEV

1
 

compared to the pre-exercise value calculated based on 
the following formula to establish the diagnosis of EIB: 
%FEV

1
= (FEV

1pre-exercise 
– FEV

1post-exercise
/FEV

1pre-exercise
) x 100. 

A decrease of ≥ 15%(25) was considered to be positive for 
EIB. 

The maximum percent of decrease in FEV
1
 (MD%FEV

1
) 

and the area above the curve (AAC
0-30

) were used to evalu-
ate the intensity of EIB. The AAC

0-30
 was calculated based 

on the values of the percentage of decrease in FEV
1
 at the 

sequential times of assessment after the exercise, using the 
trapezoidal method. This parameter represents the combina-
tion between the maximum decrease and the recovery time 
of FEV

1
(26).

The characteristics of the sample and the post-exercise 
pulmonary function were expressed as mean and standard 
deviation and compared using Student’s t test. The EIB fre-
quencies were expressed as absolute and relative frequency 
and compared using Fisher’s exact test(27). The analysis was 
performed using the computer program Statistica 6.0 and 
the significance level was set at α=5%. 

Results

Table 1 shows the anthropometric characteristics and the 
initial pulmonary function of the groups. Body weight and 
BMI were significantly higher in the obese asthmatic group 
due to overweight. Initial pulmonary function was similar 
between the groups, suggesting that none of the groups was 
going through an asthmatic crisis.

EIB occurred in nine adolescents (50%) of the obese 
asthmatic group and in eight (38%) of the non-obese asth-
matic group. There was no significant difference in the EIB 
frequency between the groups (p=0.42). 

MD%FEV
1
 and AAC

0-30
 were significantly higher in the 

obese asthmatic group when compared to the non-obese 
asthmatic group (Table 2). 

Discussion

Overweight is associated with a large number of physi-
ologic changes that mediate the relationship between 
obesity and asthma(8). Obese individuals have systemic in-
flammation, with increased proinflammatory cytokines and 
chemokines, such as interleukin-6, leptin, interleukin-18, 
and tumor necrosis factor, involved in the etiology of non-
atopic conditions like cardiovascular diseases, diabetes, and 
potentially asthma(4,5).

Obesity is not clearly associated with allergy(12). Over-
weight, however, enhances the non-eosinophilic inflamma-

Table 2 – Frequency of exercise-induced bronchospasm, intensity of decrease in FEV1 and area above the curve in the different 
groups studied

Obese asthmatics (n=18) Non-obese asthmatics (n=21) p-value
MD%FEV1 (m±sd) 37.7±18.5 24.5±8.3 0.02
AAC0-30 (m±sd) 455±469 214±275 0.03

MD%FEV1: maximum percentage decrease in FEV1; AAC0-30: area above the curve.

Table 1 – Anthropometric characteristics and pulmonary function of the groups

Obese asthmatics (n=18) Non-obese asthmatics (n=21) p-value
Age (years) 12.0±1.5 13.7±1.7 NS
Sex (M/F) 8/10 14/7 NS
Height (cm) 157.0±8.7 158.5±9.6 NS
Weight (kg) 71.6±14.2 46.5±9.6* <0.0001
BMI (kg.m-2) 28.9±4.9 18.4±2.0* <0.0001
FEV1 (L) 2.83±0.7 2.95±0.8 NS
FEV1 (% expected) 95±11 96±10 NS

BMI: body mass index; FEV1: forced expiratory volume in the first second.
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tory process and increases the risk of non-atopic asthma(8). 
The values of FEV

1
 and forced vital capacity (FVC) are 

often reduced in obese adults(7); however, in children and 
adolescents, the values are similar in obese and non-obese 
individuals(10). In the present study, the obese asthmatic 
and non-obese asthmatic subjects had similar initial values 
of FEV

1
.

The effects of obesity can also be evidenced by the changes 
in the airway response, since increased body weight has been 
prospectively associated with increased BHR in asthmatic 
and non-asthmatic children(7). Studies that have assessed 
the EIB frequency in obese and non-obese children and 
adolescents and in obese asthmatics and non-obese asth-
matics have found conflicting results. Ulger et al(13) found a 
significantly higher EIB frequency in obese individuals in 
comparison with non-obese individuals without a history of 
asthma (31.6 versus 3.3%, p=0.003). Other studies(16,17) have 
not found any differences in the prevalence of EIB between 
obese and non-obese and obese asthmatic and non-obese 
asthmatic individuals(14,15). In the present study, there was 
no difference in the prevalence of EIB between obese and 
non-obese asthmatics (50 versus 38.0%, p=0.42). 

Overweight is associated with higher severity of asthma, 
since obese individuals have more severe exacerbation of the 
asthmatic crises and need to use more medications compared 
to the non-obese individuals(18,19). Kaplan and Montana(16) 
found a significantly higher MD%FEV

1
 in obese non-

asthmatic children in comparison with non-obese children 
(10.4 versus 4.1%, p<0.05). Del Rio-Navarro et al(14) showed 
a higher MD%FEV

1 
in obese asthmatic children compared 

with non-obese children (17.4 versus 9.0%, p<0.05). On the 
other hand, Rodrigues et al(15) did not find any differences 

between obese and non-obese asthmatic individuals. In the 
present study, MD%FEV

1
 was significantly higher in obese 

asthmatics in comparison with non-obese asthmatics (37.7 
versus 24.5%, p=0.02).

None of the studies that investigated EIB in obese adoles-
cents used the AAC

0-30
 as a parameter for EIB. The AAC

0-30
 

shows the decrease and the recovery of the post-exercise 
FEV

1
(24). In the present study, the AAC

0-30
 was significantly 

higher in obese asthmatics in comparison with non-obese 
asthmatics (455.0 versus 214.0%, p=0.03). 

In spite of the limitations of our sample, these results 
suggest that there is a different EIB pattern between obese 
and non-obese asthmatics, revealing that in addition to the 
higher intensity of the EIB crisis, obese asthmatic individuals 
may have difficulty to recover normal pulmonary function 
after physical exercise. 

In short, we found that overweight did not increase the 
EIB frequency in obese asthmatic adolescents compared to 
non-obese adolescents; however, overweight in asthmatics 
had a significant influence on the increase in the intensity of 
and recovery time from the EIB crisis. There is need of further 
studies involving a larger number of subjects and using the 
same EIB parameters for obese and non-obese asthmatics, as 
well as studies assessing the effects of weight loss on the in-
tensity of and recovery time from EIB in obese asthmatics. 

Acknowledgements

The authors would like to thank the Exercise and Sports 
Research Center of the Department of Physical Education 
and the Center of Physical Education and Sports of UFPR 
and the Hospital de Clínicas of UFPR.

1.	 Livingstone B. Epidemiology of childhood obesity in Europe. Eur J Pediatr 
2000;159:S14-34.

2.	 Oliveira CL, Fisberg M. Obesidade na infância e adolescência: uma verdadeira 
epidemia. Arq Bras Endrocrinol Metab 2003;47:107-8.

3.	 Kiess W, Galler A, Reich A, Müller G, Kapellen T, Deutscher J et al. Clinical 
aspects of obesity in childhood and adolescence. Obes Rev 2001;2:29-36.

4.	 Shore SA, Johnston RA. Obesity and asthma. Pharmcol Ther 2006;110: 
83-102.

5.	 Chinn S. Obesity and asthma. Paediatr Respir Rev 2006;7:223-8.
6.	 Santiago SQ, Silva ML, Davidson J, Aristóteles LR. Evaluation of respiratory 

muscle strength in overweight/obese children and adolescents. Rev Paul 
Pediatr 2008;26:146-50.

7.	 Boran P, Tokuc G, Pisgin B, Oktem S, Yegin Z, Bostan O. Impact of obesity 
on ventilatory function. J Pediatr (Rio J) 2007;83:171-6. 

8.	 Poulain M, Doucet M, Major GC, Drapeau V, Sériès F, Boulet LP et al. The effect 
of obesity on chronic respiratory diseases: pathophysiology and therapeutic 
strategies. CMAJ 2006;174:1293-9.

9.	 Ford ES. The epidemiology of obesity and asthma. J Allergy Clin Immunol 
2005;115:897-909.

10.	Bertolace MP, Toledo E, Jorge PP, Liberatone Junior RD. Association between 
obesity and asthma among teenagers. Sao Paulo Med J 2008;126:285-7.

11.	Schachter LM, Salome CM, Peat JK, Woolcock AJ. Obesity is a risk for asthma 
and wheeze but not airway hyperresponsiveness. Thorax 2001;56:4-8.

12.	Nicolacakis K, Skowronski ME, Coreno AJ, West E, Nader NZ, Smith RL et al. 
Observations on the physiological interactions between obesity and asthma. 
J Appl Physiol 2008;105:1533-41.

13.	Ulger Z, Demir E, Tanaç R, Göksen D, Gülen F, Darcan S et al. The effect of 
childhood obesity on respiratory function tests and airway hyperresponsiveness. 

39Rev Paul Pediatr 2010;28(1):36-40.

Wendell Arthur Lopes et al



Turkish J Pediatr 2006;48:43-50.
14.	Del-Rio NB, Cisneros RM, Berber EA, Espinola RG, Sienra MJ. Exercise-

induced bronchospasm in asthmatic and non-asthmatic obese children. Allergol 
Immunopathol 2000;28:5-11.

15.	Rodrigues JC, Takahashi A, Olmos FM, Souza JB, Bussamra MH, Cardieri 
JM. Effect of body mass index on asthma severity and exercise-induced 
bronchial reactivity in overweight and obese asthmatic children. Rev Paul 
Pediatr 2007;25:207-13.

16.	Kaplan TA, Montana E. Exercise-induced bronchospasm in nonasthmatic 
obese children. Clin Pediatr (Phila) 1993;32:220-5.

17.	Gökbel H, Atas S. Exercise-induced bronchospasm in nonasthmatic obese 
and nonobese boys. J Sports Med Phys Fitness 1999;39:361-4.

18.	Belamarich PF, Luder E, Kattan M, Mitchell H, Islam S, Lynn H et al. Do obese 
inner-city children with asthma have more symptoms nonobese children with 
asthma? Pediatrics 2000;106:1436-41. 

19.	Cassol VE, Rizzato TM, Teche SP, Basso DF, Hirakata VN, Maldonado M et al. 
Prevalence and severity of asthma among adolescents and their relationship 
with the body mass index. J Pediatr (Rio J) 2005;81:305-9. 

20.	Conde WL, Monteiro CA. Body mass index cutoff points for evaluation of 
nutritional status in Brazilian children and adolescents. J Pediatr (Rio J) 
2006;82:266-72.

21.	Sociedade Brasileira de Pneumologia e Tisiologia. III Consenso Brasileiro de 
Manejo da Asma. J Pneumol 2002;28:S6-51.

22.	Associação Brasileira Alergia e Imunologia. II Consenso Brasileiro Sobre 
Rinites. Rev Bras Alerg Imunopatol 2006;29:30-58.

23.	Sociedade Brasileira de Pneumologia e Tisiologia. Diretrizes para teste de 
função pulmonar. J Pneumol 2002;28(Suppl 3):S1-238.

24.	Polgar C, Promodhat V. Pulmonary function testing in children: techniques 
and standards. Philadelphia: Saunders; 1971.

25.	Morton AR, Fitch KD. Asthma. In: Skinner JS. Exercise testing and exercise 
prescription for special cases. 3rd ed. Baltimore: Lippincot Williams & Wilkins; 
2005. p. 257-71.

26.	Price JF. Choices of therapy for exercise-induced asthma in children. Allergy 
2001;56:12-7.

27.	Thomas JR, Nelson JK. Research methods in physical activity. 5th ed. 
Champaign (IL): Human Kinetics; 2009.

40 Rev Paul Pediatr 2010;28(1):36-40.

Exercise-induced bronchospasm in obese and non-obese asthmatic adolescents


