
Short article Sport & Exercise Medicine Switzerland, 68 (3), 36–46, 2020

36 Berg et al.

Pharmacological interventions play a substantial role in the
treatment of psychological complaints. However, while psy-
chosocial and psychotherapeutic strategies are preferred for
the treatment of mild to moderately severe symptoms, the use
of drugs is often indicated for severe clinical manifestations
[1,2]. In the general population, favorable and adverse effects
of drugs are well established, specific studies regarding the
effects of pharmaceutics on athletes are rare, and the few
existing suffer frommethodological flaws: Small sample siz-
es, predominant male participants, lower used dosages than
in non-trial-setting or lack of psychiatric diagnoses in the
study population [3]. Besides, in the care of athletes, the lev-
el of physical performance has to be considered, which
should neither be impaired by used medication (e.g., through
sedation, weight gain or disbalance), nor be artificially en-
hanced (e.g., through “ergogenic effects”) to avoid distortion
of competition [4]. Depression, anxiety, sleep disturbances,
and ADHD are common psychiatric conditions in athletes
[1]. In the following, often used pharmaceutical options of
intervention shall be discussed regarding their potential side
effects, effects on performance, and preference of sports psy-
chiatrists [5]. Table 1 is supposed to give a rough overview
of the substances described in the literature, and it does not
claim completeness.

Antidepressants

In the general population, SSRIs (e.g., Escitalopram) or Mir-
tazapine are considered effective and well-tolerated drugs
[6]. However, in the treatment of athletes, potential side ef-
fects like tremor or weight gain could lead to impaired per-
formance [3]. Therefore, in a survey conducted on members
of the international society of sports psychiatrists, Bupropion
was the favorable substance used in the treatment of Depres-
sion without Anxiety [5]. As a remotely amphetamine-relat-
ed substance, Bupropion is classified as an atypical antide-
pressant. It has a relatively unique profile of action (acting as
a norepinephrine dopamine reuptake inhibitor and nicotine
receptor antagonist) that does not typically cause weight gain
or sedation. Because of a potential ergogenic effect, which
can lead to enhanced performance, it is included in the 2020
Monitoring Program ofWADA but is not prohibited in-com-
petition. Bupropion was also shown to cause a suppressed
sensation of heat, and it can lead to enhanced performance
when taken before training in warm temperatures [7]. There-
fore there are concerns that it can potentially increase the risk
of developing heat illness. There are no studies regarding the
effects of SNRIs on athletes, but Reboxetine was shown to
impair physical performance [8] potentially. Paroxetine was

also shown to potentially impair performance [9], which was
the reason why Fluoxetine has been recommended to be tak-
en into consideration, as it had no performance impairment
[5,10,11].

Anxiolytics/Sedatives

Most sports psychiatrists seem to prefer Escitalopram for the
treatment of anxiety disorders [5]. For sleep disturbances,
there is a recommendation to use Melatonin over Benzodi-
azepines (BDZ) or Z Drugs. If the latter ones are used, one
should prefer shorter half-lives over longer ones and Z Drugs
over Benzodiazepines. BDZ can have muscle relaxant side
effects, which could impair performance [4,12]. Long half-
lives of BDZ can cause sedation the next day. Furthermore,
both BDZ and Z Drugs have high abuse and dependency
potential. Buspirone as anxiolytic was shown to have perfor-
mance impairing effects and is therefore not recommended
for the use in athletes [13].

Mood stabilizers

In the treatment of bipolar disorder or as an augmentation of
antidepressive medication, Lithium is a powerful medical
option [14]. Lithium has a narrow therapeutic range, and
about performance-oriented sports activities, it should be
considered that perspiration-related dehydration and reduced
renal clearance could lead to toxic serum levels of Lithium
[15]. However, there is evidence that in the case of sweating,
lithium levels are reduced, which could lower the chance of
acute intoxication [16,17]. Valproic acid could be an alterna-
tive to Lithium, but due to known teratogenic effects, it
should not be prescribed to reproductive-aged women. Con-
sequently, Lamotrigine seems to be the preferred option of
sports psychiatrists in search of a mood stabilizer [5].

Antipsychotics

Psychotic disorders seem to be uncommon in athletes, al-
though there is no reliable prevalence data. Common side
effects of many antipsychotic medications are sedation and
weight gain, both of which might impair athletic perfor-
mance and are avoided by sports psychiatrists. There are no
studies of antipsychotic medication in athletes, but because
of the favorable spectrum of side effects, Aripiprazole or Lur-
asidone are recommended [5].
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Stimulants

Stimulants are banned in-competition by WADA because of
potential performance-enhancing effects. If used, the athlete
needs to have a Therapeutic Use Exemption. There have also
been concerns regarding the dangerous consequences of use,
e.g. sudden cardiac death and heat illness [18]. To this date,
no correlation of SCD and use of stimulants has been shown,
but because of the suppressed heat sensation, heat illness
could be promoted by stimulants, especially in warm envi-
ronments [7,19,20]. There are no medication studies conduct-
ed on athletes with ADHD. Existing studies on healthy ath-
letes are focused on short-lasting stimulants. Sports
psychiatrists in general prefer Atomoxetine in the treatment
of ADHD over stimulants, although it has known side effects
like impotence or liver damage, and the onset of effect takes
several weeks.

Conclusion

There is a lack of medication studies on the effects of psy-
chiatric drugs on athletes. We think it is necessary to conduct
those studies in order to provide the best possible treatment
to athletes, especially when the existing substances of first-
line treatment are prohibited by WADA, like in the case of
stimulants.
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Indication Medication Adverse Side Effects Effect on Performance WADA regulations

Depression Fluoxetine
Paroxetine
(Reboxetine)*

i. a. agitation, indigestion, sex.
dysfunction (men), dizziness,
low sex drive

None
Impairment
Impairment

None
None
None

Bupropion i. a. less sensation of heat Potential ergogenic MP

Anxiety disorders Escitalopram i. a. agitation, indigestion, sex.
dysfunction (men)

Not studied None

Sleep disturbances Melatonin i. a. headache, dizziness, indi-
gestion, elevated liver enzymes

None None

BDZ i. a. drowsiness, muscle relaxa-
tion, misuse potential

Impairment
(esp. longer half-lives)

None

Z Drugs i. a. dizziness, headache,
misuse potential

Impairment
(esp. longer half-lives)

None

Psychosis Aripiprazole

Lurasidone

i. a. nausea, agitation,
weight gain

i. a. nausea, agitation

Not studied

Not studied

None

None

Bipolar disorder Lithium

Lamotrigine

i. a. tremor, weight gain,
intoxication

i. a. dizziness, rash, HLH,
organ damage

Not studied

Not studied

None

None

ADHD Stimulants

Atomoxetine

Bupropion

i. a. agitation, elevated BP/HR,
less sensation of heat

i. a. elevated liver enzymes, sex-
ual dysfunction, nausea

i. a. less sensation of heat

Ergogenic effect

Not studied

Pot. ergogenic

Prohibited
in-competition

None

MP

Table 1: Substances studied on athletes OR preferred by sports psychiatrists (excerpt). MP=monitoring program; BDZ=Ben-
zodiazepines; HLH=hemophagocytic lymphohistiocytosis; BP=blood pressure; HR=heart rate; *not effective in antidepressive
therapy. This table is a rough overview of substances and their effects in the care of athletes and does not claim completeness
(for further information we recommend visiting www.compendium.ch).
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