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Abstract: Upper respiratory illness (URI) has a major impact on both training and competition in an
athletic setting. High school athletes are a sub‐category who have reported higher illness rates than
professional and sub‐elite high school athletes of the same sport. Olive leaf extract (OLE) is an over‐
the‐counter supplement that contains polyphenols, notably oleuropein and hydroxytyrosol, that
have antiviral, antibacterial, anti‐inflammatory and antioxidant properties that may reduce URI
rates. Thirty‐two high school students who play sport for the elite team at their school were recruited
to a randomised controlled trial and allocated to a daily placebo or OLE (extent equivalent to 20 g
of olive leaf, containing 100 mg oleuropein) supplementation for nine weeks during their
competitive season. Twice weekly measures of wellbeing, training load and respiratory illness
(sporting upper respiratory illness (SUPPRESS) questionnaire) were recorded at trainings, meetings
or games. There was no significant difference in illness incidence (odds ratio (OR): 1.02 (95%
confidence interval (CI) 0.21–4.44)), but there was a significant 28% reduction in sick days (OR: 0.72
(95% CI 0.56–0.93) p‐value = 0.02) when supplemented with OLE. The dietary intakes of the athletes
were sub‐optimal with regard to immune support. OLE supplementation over a season did not
significantly reduce URI incidence, but did decrease duration in high school athletes, potentially
aiding return to play.
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1. Introduction
When an individual exercises, there is a 3 to 72 hour subsequent period known as the 'open
window' where they are susceptible to illness due to altered immune function and activity [1].
Consequently, upper respiratory illness (URI) is a prevalent health complaint for athletes [2,3]. URI
episodes have a significant impact on training and performance with 19% and 31% of athletes
reporting a decrease in or complete cessation of training, respectively [4]. School athletes are a specific
cohort who, in addition to high training loads, have external contributors (e.g., academic and social
demands) that are associated with increased stress and URI risk [5]. This is illustrated by the increased
illness rates in the 2012 Winter Youth Olympic Games (8.4%) [2,6]. In addition, it has been reported
that the respiratory illness rates in elite high school athletes is higher than other levels in the same
sport [7].
With no effective front‐line cure, treatment plans for URIs are centred on symptom alleviation
[8]. Sports teams are therefore focusing on novel nutritional supplements that may decrease URI
incidence [9–12]. A recent meta‐analysis reported that flavonoids, a sub group of polyphenols,
decreased URI incidence by 33% after at least 7 days' supplementation [9]. Olive leaf extract (OLE) is
an over‐the‐counter supplement containing a range of polyphenols, predominately oleuropein and
hydroxytyrosol (HT). Oleuropein and HT have a range of mechanisms that may reduce URI incidence
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and duration. Firstly, oleuropein acts as an antioxidant with dose‐dependent inhibition of the copper
sulphate‐induced oxidation of low‐density lipoproteins (LDLs) [13]. Furthermore, oleuropein
increases nitric oxide production in macrophages, increasing functional activity [14]. Oleuropein also
has an effect on the aetiology of URIs by producing strong antimicrobial activity against gram‐
positive and gram‐negative bacteria and antiviral activity against respiratory syncytial virus (RSV),
a common URI virus [15–17].
Scientific and anecdotal evidence of the health benefits of OLE supplementation have led to
significant attention and use [18]. To date, there is no research investigating the effect of OLE on URI
incidence or duration. The objective of this study is therefore to determine the effect of OLE
supplementation on URI incidence and duration in high school athletes.
2. Materials and Methods
2.1. Design
The study was a two‐month parallel double‐blind randomised controlled trial (RCT) conducted
from May to July 2018. Participants were randomly allocated to OLE (extent equivalent to 20 g of
olive leaf, containing 100 mg oleuropein) or placebo tablets (gluten‐free corn starch). Both capsules
were the same size and colour. Participants were required to take one tablet daily for two months
and complete a questionnaire twice weekly. The participants were instructed to ingest the tablets at
the same time every day. Participants were recruited by R.M. and subsequently randomly allocated
by A.B. using a research randomiser (https://www.randomizer.org/#randomize). A.B. had no contact
with participants and was not involved in data collection. The tablets were put into a white envelope
with the participant number written by A.B. and distributed by V.S. and R.M. to ensure double‐
blinding. At completion, participants gave back the remaining tablets to measure compliance and
asked which product they believed they were consuming. The primary outcome was to determine
the effect of OLE on URI incidence and duration. Secondary outcomes were to determine the effect
of OLE on different characteristics of wellbeing when training load was controlled for and the
potential effect of nutritional status on URI incidence and duration. The trial and study design was
registered with the Australian New Zealand Clinical Trials Registry (ACTRN12618000328279).
2.2. Participants
Participants were recruited from one West Auckland school in New Zealand in May 2018. To be
included, participants had to be aged 16 to 19 years, attend school, play an elite sport for that school,
be healthy and have not consumed polyphenol supplements (quercetin, propolis, turmeric,
curcumin, etc.) in the three previous months. Participants were excluded if they had asthma or were
smokers. All participants were advised to continue their usual training and diet regime (including
other medicines and supplements). In the parallel‐group randomised trial, a sample size estimation
of 28 subjects was estimated based on an expected rate of 2.0 ± 1.0 URI episodes (mean ± SD) during
training months [19], a target 33% reduction in the number of episodes (incidence reduction of 0.6
episodes), requiring a statistical power of 80%, and a Type I error of 5%. The reduction target is based
on previous research indicating that dietary polyphenols decrease URI incidence by 33% (95%
confidence interval (CI): 31%, 36%) following at least 7 days' supplementation [9]. As a result, 32
participants were recruited to allow for a 10% drop‐out rate. The study was conducted in accordance
with the Declaration of Helsinki and ethical approval was obtained from the Health and Disabilities
Ethics Committees (Reference number 18/NTA/38). All subjects gave their informed consent for
inclusion before they participated in the study.
2.3. Questionnaires
Participants were required to complete a questionnaire twice a week before their respective
trainings. The questionnaire was broken down into (1) wellbeing, (2) training load and (3) respiratory
illness (validated sporting upper respiratory illness (SUPPRESS) questionnaire). Participants also
completed three random 24‐h food recalls to assess dietary and polyphenol intake.
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2.3.1 Wellbeing
Wellbeing was investigated in five categories: Soreness, stress, sleep quality, fatigue and satiety.
Participants were asked to rate a question relating to each category on a scale of 1–7. The questions
were designed after piloting and consultation from strength and conditioning coaches (n = 4), key
players (n = 2) and school‐team coaches (n = 1). The questions included:
1. How sore are you today?
2. How stressed are you currently?
3. Rate last night’s quality of sleep.
4. How physically fatigued are you today?
5. How hungry have you been recently?
2.3.2. Training Load
Each questionnaire required participants to report game time, cardio training and resistance
training undertaken since the last questionnaire. No information about training intensity or heart rate
was collected.
2.3.3. Upper Respiratory Illness
This section comprised the validated SUPPRESS questionnaire [20]. Participants were asked if
they had a cold and then to rate four respiratory symptoms (nasal, sore throat, cough and sneezing)
that they may have experienced over the last 48 h on a 0–3 scale of increasing severity and impact. A
URI was codified as per the SUPPRESS protocol.
2.3.4. 24‐Hour Food Recalls
Participants completed three randomly allocated 24‐h food recalls. Each recall was examined by
one nutritional researcher (V.S. or R.M.) who asked participants further questions to elucidate details
(i.e., amount, brand, cooking process) where insufficient information was provided. At the
completion of the study all participants were sent an automated self‐administered 24‐h (ASA24)
questionnaire.
2.4 Statistical Analysis
Participant characteristics were collected and presented as the mean ± standard deviation (SD)
where appropriate. Data for incidence and duration were reported as the odds ratio (OR) with a 95%
CI. Data were analysed via GraphPad Prism (version 7.03, GraphPad Software, La Jolla, California,
USA, www.graphpad.com) using a two‐sided Fisher’s exact test with significance reported if p < 0.05.
2.4.1. URI Incidence
The number of URI episodes per person was calculated by the SUPPRESS protocol. The total
number of people who experienced a URI was also calculated. If a participant failed to fill in a
questionnaire on a certain date and the previous questionnaire had classified them as having a URI
episode, the missed questionnaire was also counted as the same URI episode. Conversely if the
previous questionnaire had not codified a URI episode, the missed questionnaire was similarly
coded.
2.4.2. URI Duration
To calculate the duration of URI episodes, where the participant symptom score was ≥4 on day
1 of the URI episode, 2.5 days were added to the duration to reflect the symptoms lasting more than
48 h as per the questionnaire. When the symptom score was <4, 1 day was added to reflect the period
in which a participant could self‐identify as having a cold. Missing data was similarly recorded as
the above illness.
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2.4.3. Secondary Outcomes
The effect of the intervention on aspects of wellbeing between the two groups was analysed
using the sportscience pre‐post parallel‐groups controlled trial spreadsheet, using day 0 as the
baseline (http://sportscience.sportsci.org/). Training load was added as a cofounding variable and
was taken as a sum of game time, cardio training and resistance training. Data were entered into the
spreadsheet and presented as the percentage difference in the means and an associated odds ratio
clinical inference statement. The outcomes have been interpreted using the odds ratio clinical
inference statement. This approach takes into account the risks of benefit and harm, rather than the
line of no effect, to declare a clear or unclear outcome. The wellbeing scores were deemed clear if the
odds ratio was >66 between the OLE and control groups.
2.4.4. 24‐Hour Food Recalls
The 24‐h food recalls were entered into FoodWorks Professional (Xyris Ltd, Version 2015, Xyris
Software Australia Pty Ltd, Brisbane, Australia). For the ASA24, data were collected and analysed
using the ASA24 Dietary Assessment Tool, (Version 2016, National Cancer Institute, Bethesda, MD,
USA) (https://epi.grants.cancer.gov/asa24). From this the daily average total energy intake (kJ·day‐1),
the macronutrient and the micronutrient intake were extracted. Over‐ and under‐reporters were
identified using Tukey’s fences method of interquartile range (IQR) to create a lower and upper cut‐
off ((quartile 1 – (1.5 × IQR)) and (quartile 3 + (1.5 × IQR)), respectively) [21]. The polyphenol intake
was analysed using the PhenolExplorer Food Composition Database (http://phenol‐explorer.eu/) and
was recorded in the database if a food serving contained >30 mg of total polyphenols. Foods high in
polyphenol content were identified by each reviewer and inserted into the polyphenol database.
Given the subjective nature of polyphenol food selection, one 24‐h recall was examined for each
participant by two researchers independently (V.S. and A.B.) for polyphenol intake. Discussion was
conducted when researchers disagreed.
3. Results
3.1. Population Characteristics
Thirty‐two students were recruited from three different sport codes (hockey, football and
netball). Twenty‐two of these participants were female. The characteristics of each group are shown
in Table 1. Throughout the study three participants (OLE n = 1; placebo n = 2) did not complete the
questionnaire a sufficient number of times (25%) or withdrew (n = 2) and were excluded from the
analysis (Figure 1). Sixty percent of each group correctly identified whether they were on OLE or a
placebo, therefore the blinding appeared effective. Of note is the difference in the mean training load
between the groups. One person allocated to the OLE group was also a competitive swimmer,
training substantially more, which may have accounted for the discrepancy.
Table 1. Population characteristics of included participants.

Age (±SD)
Weight (±SD)
Height (±SD)
Male
Wellbeing (±SD)
Game Time (±SD)
Cardio (±SD)
Weight (±SD)
Compliance (%)

Olive Leaf Extract
(OLE) (n = 17)
16.5 years (±0.5)
69.2 kg (±13.0)
1.73 m (±0.07)
35%
65.6% (±12.7)
137 min·week‐1 (±117)
182 min·week‐1 (±372)
19 min·week‐1 (±35)
74.7

Control (n = 12)
16.5 years (±0.5)
64.3 kg (±7.9)
1.73 m (±0.10)
33%
64.8% (±12.5)
112 min·week‐1 (±114)
99 min·week‐1 (±72)
37 min·week‐1 (±72)
83.8
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Figure 1. CONSORT flowchart.

3.2. URI Incidence and Duration
There were 17 participants in the study who experienced a total of 26 URI episodes. There was
no significant difference in incidence; however, there was a significant 28% reduction in sick days
(Table 2). The average duration of each URI episode was 9.7 and 12.3 days in the OLE and control
groups, respectively. Four participants in the OLE group experienced more than one URI episode
during the intervention, compared with two in the control group. Of these (n = 6), three episodes was
the maximum number experienced. There was no significant effect of OLE incidence in either males
or females when separated; however, there was a significant reduction in sick days for females (OR:
0.57 (95% CI 0.43–0.77), p value < 0.01) and an increase for males (OR: 1.96 (95% CI 1.01–3.85), p value
< 0.05).
Table 2. Effect of olive leaf extract (OLE) on upper respiratory illness (URI) incidence and sick days.

Incidence
Sick Days
Episodes

OLE (n = 17)
N
Proportion
10
0.59
145.5
0.16
N
15

Control (n = 12)
N
Proportion
7
0.58
135.5
0.20
N
11

Incidence odds ratio = 1.02 (95% CI 0.21–4.44) (p value > 0.05); sick day odds ratio = 0.72 (95% CI 0.56–
0.93) (p value = 0.02).

3.3. Secondary Outcomes
OLE had a possibly harmful and a likely harmful effect on soreness and stress, respectively,
when training load was controlled. The remaining categories were unclear and needed more data.
Dietary intake is summarised in Table 3, with no significant differences between the groups. One
participant was removed from the control group based on the Tukey fence method due to over‐
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reporting. One recall from a participant in the OLE group was removed as they had a gastro‐intestinal
illness the day before.
Table 3. Population characteristics of included participants.

Total Energy (±SD)

OLE (n = 16)
8209.9 (±3351.3) kJ·day‐1

Control (n = 11)
7826.9 (±2684.9) kJ·day‐1

Carbohydrate (±SD)
Protein (±SD)
Fat (±SD)

3.67 (±2.00) g·kgBW‐1·day‐1
1.28 (±0.61) g·kgBW‐1·day‐1
0.91 (±0.46) g·kgBW‐1·day‐1

3.58 (±1.41) g·kgBW‐1·day‐1
1.34 (±0.39) g·kgBW‐1·day‐1
1.04 (±0.47) g·kgBW‐1·day‐1

Vitamin C (±SD)
Vitamin D (±SD)
Selenium (±SD)
Iron (±SD)
Zinc (±SD)
Polyphenol (±SD)

94.50 (±69.02) mg·day‐1
1.66 (±1.21) µg·day‐1
54.40 (±19.96) µg·day‐1
15.17 (±9.60) mg·day‐1
11.54 (±5.74) mg·day‐1
115.60 (±176.76) mg·day‐1

82.40 (±69.85) mg·day‐1
2.06 (±1.50) µg·day‐1
59.43 (±21.51) µg·day‐1
11.41 (±3.58) mg·day‐1
10.21 (±3.82) mg·day‐1
69.75 (±55.63) mg·day‐1

Macronutrient

Micronutrient

kgBW = kg of body weight.

3.4. Adverse Effects
Five participants reported adverse effects, of which four were on OLE. Three participants on
OLE reported stomach aches and headaches, and the other reported bad skin and acne. The
participant on the placebo reported vomiting, stomach aches, rash and period cramps.
4. Discussion
To the authors' knowledge, this is the first study investigating the effects of OLE
supplementation on any athlete cohort relating to health and illness indices. The primary outcome of
the study suggests that OLE has little effect on URI incidence but reduces sick days by 28% in high
school athletes. Secondly, both cohorts had sub‐optimal carbohydrate intake, which may have
mitigated any further effects of OLE supplementation [22–24]. This study highlights that URIs are a
problem in high school athletes, with at least 50% experiencing one or more URIs over a nine‐week
period, and 10% experiencing three. Although OLE did not decrease URI incidence, further research
should investigate other individual and polyphenol combinations that may decrease incidence.
Although both groups had nearly equal gender distribution, overall the study had more women
(66%) than men, which may have influenced the outcomes. One previous study on athletes reported
that the URI incidence in females was insignificantly higher than in males (0.6 ± 0.8 in males and 0.8
± 1.0 in females); however, the duration was longer for females (6.8 ± 7.1 days for females and 4.7 ±
5.0 days for males (p = 0.016)) [25]. Conversely, in the 2012 Winter Youth Olympics women had an
increased overall illness rate (risk ratio = 1.84 (95% CI 1.21 to 2.78)); however, this was not separated
into URIs [6]. In this study, there was no significant effect of OLE on incidence when gender was
controlled for (p > 0.05), but interestingly there was a significant reduction in illness days in the
females supplemented with OLE, but an increase in males (OR: 0.57 (95% CI 0.43–0.77) and 1.96 (95%
CI 1.01–3.85), respectively). Stress and menstrual cycle are known influencers of immune parameters,
including natural killer cells and CD4+:CD8+ ratio, and it is possible OLE has an improving effect on
URI risk in women, ameliorating menstrual immune dysfunction [26]. Additional research should be
conducted in single gender populations to elucidate this potential effect.
Interestingly, the majority of studies conducted investigating whether other nutritional
supplements (vitamin D, vitamin C probiotics, bovine colostrum protein, flavonoids and ‐glucan)
decrease URI in athletes have shown no significant decrease in duration irrespective of a decrease in
incidence [9,10,27–30], although vitamin C appears to decrease sick days while not influencing the
incidence [31]. This difference could be explained by the effects of OLE, which include an increase in
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the functional activity of macrophages and in antimicrobial and antiviral activity [14–17]. Rather than
alleviating the altered immune function that occurs post‐exercise, OLE may have an effect once a
pathogen has entered the host, preventing further replication and improving the host's defence, thus
reducing duration.
Four participants on OLE supplementation experienced side effects. No serious adverse effects
have been reported in OLE studies; however, other side effects have been reported, notably allergic
reactions in those who have an allergy against the plant species (Oleaceae) [32]. Studies in mice have
reported no adverse effects with acute oleuropein doses at 1000 mg·kgBW‐1, including no toxicity of
its breakdown products (HT and elenolic acid) at this dosage [33,34]. Despite recent studies on OLE
supplementation for humans, which reported no increased adverse effects, more research is needed
examining the safety in humans and potential long‐term effects [35–38]. The authors recommend that
the product is tolerable to the majority; however, as sport requires optimum performance, if any side
effects are perceived by the athlete, supplementation should cease immediately.
Nutritional intake can also be an important confounding variable when it comes to athletes and
illness rates, especially in sports that require elements of leanness. Recent statements by the
International Olympic Committee (IOC) and American College of Sports Medicine (ACSM) have
remarked that athletes with low energy availability (LEA) have an increased risk of infections and
illnesses, especially noting women and the female triad [22,23]. Both cohorts consumed less than the
5 to 7 g·kg‐1·day‐1 of carbohydrates recommended by the IOC for athletes exercising at this level [24].
The authors propose that the athletes may be in an immune‐compromised state due to a lack of
carbohydrates and subsequent LEA, which OLE supplementation is unlikely to offset. In addition to
potential OLE supplementation, there is a need to educate sports people at this level regarding
adequate macro and micronutrient intake to ensure optimal performance and health.
There are limitations in this study—notably, training intensity was not measured. Training
intensity is an important variable in the extent and duration of the 'open window' [1]. This study
included team sports, therefore an individual’s game time may have been the same but they had
different demands and intensity profiles based on their position. If accounted for, this may have
elucidated an effect of OLE not otherwise detected.
It is also noted that compliance is not perfect in either group. As compliance analysis was
undertaken at completion, the authors were not able to track what days or periods that participants
missed. OLE has a rapid bioavailability with conjugated HT metabolites peaking approximately 1
hour after consumption [39]. Once ingested, oleuropein undergoes extensive hydrolysis during Phase
I metabolism, releasing more HT, and then undergoes sulfation and glucuronidation during Phase II
[40]. Consequently, the majority of oleuropein consumed circulates as other conjugated metabolites
[40]. Research using another OLE product reported that consuming 76.6 or 51.1 mg of oleuropein (in
OLE capsule form) resulted in peak plasma concentrations of 0.60 ± 0.37 and 0.52 ± 0.24 ng·mL‐1,
respectively [39]. It is noted that the liquid version of OLE has a significantly higher peak of
metabolites; however, the liquid has a very strong and bitter taste which is likely to decrease
compliance even further [39]. Both oleuropein and HT metabolites are excreted in urine within 24 h,
so daily supplementation is needed to ensure circulating levels [41]. If a participant missed a few
days consecutively it may have attenuated any effect of OLE supplementation.
5. Conclusions
This is the first study investigating the effect of OLE on URI incidence and duration in school
athletes. OLE had no significant effect on incidence but significantly reduced the number of sick days
by 28%. A reduction in the number of days would likely aid in 'return to play' and potentially
improve performance. High school athletes should be educated on adequate intake of nutrients to
support immune function, mainly concerning carbohydrates, prior to any consideration of
supplementation. This research shows that OLE supplementation could be used to alleviate the effect
of URI on high school athletes; however, adequate food‐based nutrition and potentially other
polyphenol products should still be investigated to decrease incidence.

Nutrients 2019, 11, 358

8 of 10

Author Contributions: Conceptualisation, V.S. and A.B.; methodology, V.S. and A.B.; software, V.S.; validation,
V.S., R.M. and A.B.; formal analysis, V.S. and R.M.; investigation, V.S. and R.M.; resources, A.B.; data curation,
V.S. and R.M.; writing—original draft preparation, V.S.; writing—review and editing, V.S., R.M. and A.B.;
visualisation, V.S. and A.B.; supervision, A.B.; project administration, A.B.; funding acquisition, V.S. and A.B.
Funding: This research was funded by The University of Auckland Food and Health Programme Seeding Fund,
grant number 3714630.
Acknowledgments: The authors would like to thank the sports coaches and administration of the school used
in the study for allowing us to work with the participants throughout the study.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study, in the collection, analyses, or interpretation of data, in the writing of the manuscript or in the decision to
publish the results.

References
1.
2.

3.

4.
5.

6.

7.
8.
9.
10.

11.
12.

13.
14.
15.
16.
17.

Nieman, D.; Pedersen, B. Exercise and Immune Function. Sports Med. 1999, 27, 73–80.
Engebretsen, L.; Steffen, K.; Alonso, J.M.; Aubry, M.; Dvorak, J.; Junge, A.; Meeuwisse, W.; Mountjoy, M.;
Renstrom, P.; Wilkinson, M. Sports Injuries and Illnesses during the Winter Olympic Games 2010. Br. J.
Sports Med. 2010, 44, 772–780.
Engebretsen, L.; Soligard, T.; Steffen, K.; Alonso, J.M.; Aubry, M.; Budgett, R.; Dvorak, J.; Jegathesan, M.;
Meeuwisse, W.H.; Mountjoy, M.; et al. Sports Injuries and Illnesses during the London Summer Olympic
Games 2012. Br. J. Sports Med. 2013, 47, 407–414.
Cox, A.J.; Gleeson, M.; Pyne, D.B.; Callister, R.; Hopkins, W.G.; Fricker, P.A. Clinical and Laboratory
Evaluation of Upper Respiratory Symptoms in Elite Athletes. Clin. J. Sport Med. 2008, 18, 438–445.
Brink, M.S.; Visscher, C.; Arends, S.; Zwerver, J.; Post, W.J.; Lemmink, K.A. Monitoring Stress and
Recovery: New Insights for the Prevention of Injuries and Illnesses in Elite Youth Soccer Players. Br. J.
Sports Med. 2010, 44, 809–815.
Ruedl, G.; Schobersberger, W.; Pocecco, E.; Blank, C.; Engebretsen, L.; Soligard, T.; Steffen, K.; Kopp, M.;
Burtscher, M. Sport Injuries and Illnesses during the First Winter Youth Olympic Games 2012 in Innsbruck,
Austria. Br. J. Sports Med. 2012, 46, 1030–1037.
Somerville, V.; Gill, N.D.; Ross, A.; Braakhuis, A. Upper Respiratory Illness in Different Tiers of Rugby
Union. Sport Sci. for Health 2018, 1–9.
Common Cold. Best Practice. Available online: http://bestpractice.bmj.com.ezproxy.auckland.ac.nz/best‐
practice/monograph/252/highlights.html (accessed on 27 November 2018).
Somerville, V.S.; Braakhuis, A.J.; Hopkins, W.G. Effect of Flavonoids on Upper Respiratory Tract Infections
and Immune Function: A Systematic Review and Meta‐Analysis. Adv. Nutr. 2016, 7, 488–497.
Haywood, B.A.; Black, K.E.; Baker, D.; McGarvey, J.; Healey, P.; Brown, R.C. Probiotic Supplementation
Reduces the Duration and Incidence of Infections but Not Severity in Elite Rugby Union Players. J. Sci. Med.
Sport 2013, 17, 356–360.
Douglas, R.M.; Hemilä, H. Vitamin C for Preventing and Treating the Common Cold. PLoS Med. 2005, 2,
e168.
Strasser, B.; Geiger, D.; Schauer, M.; Gostner, J.M.; Gatterer, H.; Burtscher, M.; Fuchs, D. Probiotic
Supplements Beneficially Affect Tryptophan–kynurenine Metabolism and Reduce the Incidence of Upper
Respiratory Tract Infections in Trained Athletes: A. Randomized, Double‐Blinded, Placebo‐Controlled
Trial. Nutrients 2016, 8, 752.
Visioli, F.; Galli, C.; Galli, G.; Caruso, D. Biological Activities and Metabolic Fate of Olive Oil Phenols. Eur.
J. Lipid Sci. Technol. 2002, 104, 677–684.
Visioli, F.; Bellosta, S.; Galli, C. Oleuropein, the Bitter Principle of Olives, Enhances Nitric Oxide Production
by Mouse Macrophages. Life Sci. 1998, 62, 541–546.
Aziz, N.H.; Farag, S.E.; Mousa, L.A.; Abo‐Zaid, M.A. Comparative Antibacterial and Antifungal Effects of
some Phenolic Compounds. Microbios 1998, 93, 43–54.
Bisignano, G.; Tomaino, A.; Cascio, R.L.; Crisafi, G.; Uccella, N.; Saija, A. On the In‐vitro Antimicrobial
Activity of Oleuropein and Hydroxytyrosol. J. Pharm. Pharmacol. 1999, 51, 971–974.
He, Z.; Deng, X.; But, P.P.; Ooi, V.E.; Xu, H.; Lee, S.H.; Lee, S. In Vitro Evaluation of Secoiridoid Glucosides
from the Fruits of Ligustrum Lucidum as Antiviral Agents. Chem. Pharm. Bull. 2001, 49, 1471–1473.

Nutrients 2019, 11, 358

18.
19.
20.

21.
22.
23.

24.

25.

26.

27.

28.

29.

30.
31.
32.
33.
34.

35.

36.

37.

9 of 10

New
Zealand's
Exchange.
Comvita
Announces
Records
Earning.
Available
online:
https://www.nzx.com/announcements/264680 (accessed on 27 November 2018).
Gleeson, M.; Bishop, N.; Oliveira, M.; Tauler, P. Daily Probiotic's (Lactobacillus Casei Shirota) Reduction
of Infection Incidence in Athletes. Int. J. Sport Nutr. Exerc Metab. 2011, 21, 55–64.
Somerville, V.; Moore, R.; Braakhuis, A. Creation and Validation of a Sporting Upper Respiratory Illness
(SUPPRESS) Questionnaire to Determine Upper Respiratory Illness Incidence and Duration in New
Zealand Athletes. (manuscript in preparation).
Huang, T.T.; Roberts, S.B.; Howarth, N.C.; McCrory, M.A. Effect of Screening Out Implausible Energy
Intake Reports on Relationships between Diet and BMI. Obes. Res. 2005, 13, 1205–1217.
Otis, C.L.; Drinkwater, B.; Johnson, M.; Loucks, A.; Wilmore, J. American College of Sports Medicine
Position Stand. the Female Athlete Triad. Med. Sci. Sports Exerc. 1997, 29, i‐ix.
Mountjoy, M.; Sundgot‐Borgen, J.; Burke, L.; Carter, S.; Constantini, N.; Lebrun, C.; Meyer, N.; Sherman,
R.; Steffen, K.; Budgett, R.; et al. The IOC Consensus Statement: Beyond the Female Athlete Triad‐Relative
Energy Deficiency in Sport (RED‐S.). Br. J. Sports Med. 2014, 48, 491–497.
Maughan, R.J.; Burke, L.M.; Dvorak, J.; Larson‐Meyer, D.E.; Peeling, P.; Phillips, S.M.; Rawson, E.S.; Walsh,
N.P.; Garthe, I.; Geyer, H. IOC Consensus Statement: Dietary Supplements and the High‐Performance
Athlete. Int. J. Sport Nutr. Exerc. Metab. 2018, 28, 104–125.
He, C.; Bishop, N.; Handzlik, M.K.; Muhamad, A.S.; Gleeson, M. Sex Differences in Upper Respiratory
Symptoms Prevalence and Oral‐Respiratory Mucosal Immunity in Endurance Athletes. Exerc. Immunol.
Rev. 2014, 20, 8–22.
Pehlivanoglu, B.; Balkanci, Z.; Ridvanagaoglu, A.; Durmazlar, N.; Öztürk, G.; Erbas, D.; Okur, H. Impact
of Stress, Gender and Menstrual Cycle on Immune System: Possible Role of Nitric Oxide. Arch. Physiol.
Biochem. 2001, 109, 383–387.
Brinkworth, G.D.; Buckley, J.D. Concentrated Bovine Colostrum Protein Supplementation Reduces the
Incidence of Self‐Reported Symptoms of Upper Respiratory Tract Infection in Adult Males. Eur. J. Nutr.
2003, 42, 228–232.
Nieman, D.C.; Henson, D.A.; McMahon, M.; Wrieden, J.L.; Davis, J.M.; Murphy, E.A.; Gross, S.J.;
McAnulty, L.S.; Dumke, C.L. Beta‐Glucan, Immune Function, and Upper Respiratory Tract Infections in
Athletes. Med. Sci. Sports Exerc. 2008, 40, 1463–1471.
Constantini, N.W.; Dubnov‐Raz, G.; Eyal, B.; Berry, E.M.; Cohen, A.H.; Hemilä, H. The Effect of Vitamin C
on Upper Respiratory Infections in Adolescent Swimmers: A. Randomized Trial. Eur. J. Pediatr. 2011, 170,
59–63.
Dubnov‐Raz, G.; Livne, N.; Raz, R.; Cohen, A.H.; Constantini, N.W. Vitamin D Supplementation and
Physical Performance in Adolescent Swimmers. Int. J. Sport Nutr. Exerc. Metab. 2015, 25, 317–325.
Hemila, H.; Chalker, E. Vitamin C for Preventing and Treating the Common Cold. Cochrane Database Syst.
Rev. 2013, 18, doi:10.1002/14651858.CD000980.pub4.
Wheeler, A. Hypersensitivity to the Allergens of the Pollen from the Olive Tree (Olea Europaea). Clin. Exp.
Allergy 1992, 22, 1052–1057.
Petkov, V.; Manolov, P. Pharmacological Analysis of the Iridoid Oleuropein. Arzneimittelforschung 1972, 22,
1476–1486.
D'Angelo, S.; Manna, C.; Migliardi, V.; Mazzoni, O.; Morrica, P.; Capasso, G.; Pontoni, G.; Galletti, P.;
Zappia, V. Pharmacokinetics and Metabolism of Hydroxytyrosol, a Natural Antioxidant from Olive Oil.
Drug Metab. Dispos. 2001, 29, 1492–1498.
Lockyer, S.; Rowland, I.; Spencer, J.P.E.; Yaqoob, P.; Stonehouse, W. Impact of Phenolic‐Rich Olive Leaf
Extract on Blood Pressure, Plasma Lipids and Inflammatory Markers: A Randomised Controlled Trial. Eur.
J. Nutr. 2017, 56, 1421–1432.
Filip, R.; Possemiers, S.; Heyerick, A.; Pinheiro, I.; Raszewski, G.; Davicco, M.; Coxam, V. Twelve‐Month
Consumption of a Polyphenol Extract from Olive (Olea Europaea) in a Double Blind, Randomized Trial
Increases Serum Total Osteocalcin Levels and Improves Serum Lipid Profiles in Postmenopausal Women
with Osteopenia. J. Nutr. Health Aging 2015, 19, 77–86.
De Bock, M.; Derraik, J.G.; Brennan, C.M.; Biggs, J.B.; Morgan, P.E.; Hodgkinson, S.C.; Hofman, P.L.;
Cutfield, W.S. Olive (Olea Europaea, L.) Leaf Polyphenols Improve Insulin Sensitivity in Middle‐Aged
Overweight Men: A. Randomized, Placebo‐Controlled, Crossover Trial. PLoS ONE 2013, 8, e57622.

Nutrients 2019, 11, 358

38.

39.

40.

41.

10 of 10

Perrinjaquet‐Moccetti, T.; Busjahn, A.; Schmidlin, C.; Schmidt, A.; Bradl, B.; Aydogan, C. Food
Supplementation with an Olive (Olea Europaea, L.) Leaf Extract Reduces Blood Pressure in Borderline
Hypertensive Monozygotic Twins. Phytother. Res. 2008, 22, 1239–1242.
De Bock, M.; Thorstensen, E.B.; Derraik, J.G.; Henderson, H.V.; Hofman, P.L.; Cutfield, W.S. Human
Absorption and Metabolism of Oleuropein and Hydroxytyrosol Ingested as Olive (Olea Europaea, L.) Leaf
Extract. Mol. Nutr. Food Res. 2013, 57, 2079–2085.
García‐Villalba, R.; Larrosa, M.; Possemiers, S.; Tomás‐Barberán, F.; Espín, J. Bioavailability of Phenolics
from an Oleuropein‐Rich Olive (Olea Europaea) Leaf Extract and its Acute Effect on Plasma Antioxidant
Status: Comparison between Pre‐and Postmenopausal Women. Eur. J. Nutr. 2014, 53, 1015–1027.
Lockyer, S.; Corona, G.; Yaqoob, P.; Spencer, J.P.; Rowland, I. Secoiridoids Delivered as Olive Leaf Extract
Induce Acute Improvements in Human Vascular Function and Reduction of an Inflammatory Cytokine: A.
Randomised, Double‐Blind, Placebo‐Controlled, Cross‐Over Trial. Br. J. Nutr. 2015, 114, 75–83.
© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open
access article distributed under the terms and conditions of the Creative Commons
Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).

