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Chronic breathlessness is a distinct clinical syndrome defined as “breathlessness that persists despite an
optimal use of the therapeutic resources available to treat the underlying causative condition” [1, 2]. This
is a frequent clinical condition encountered in chronic respiratory diseases, cardiac diseases,
neuromuscular disorders, terminal cancers, whether respiratory or not, and in patients receiving
mechanical ventilation for acute or chronic respiratory failure. The above definition includes not only
chronic conditions, but also acute breathlessness that persists despite maximal pathophysiological
treatment. The term “persistent” breathlessness has been proposed to encompass both acute and chronic
situations [2]. Persistent or not, breathlessness is under-recognised by respiratory physicians, particularly
in settings of advanced palliative care or intensive care, where verbal communication is difficult [3, 4],
thereby leading to calls for greater awareness of this problem [5, 6]. CURROW et al. [7] have pointed to the
need to assess and treat chronic breathlessness with opioids as outlined in specialist clinical guidelines and
argued that failure to do so is a breach of human rights. In this editorial, I expand further on this issue in
the hope of clarifying potential moral and human rights issues in proper clinical management of chronic
breathlessness or breathlessness in general. As breathlessness is an intensely traumatic event, the issue of
proper psychological care of patients is also briefly addressed.

The traumatic nature of breathlessness
Breathlessness is a multidimensional symptom with a sensory and an affective component. It is commonly
associated with anxiety, fear and depression in patients with chronic breathlessness [8–10]. A study [11]
found that patients experiencing breathlessness under mechanical ventilation were eight times more likely
to report anxiety than patients not experiencing breathlessness. Furthermore, studies [12, 13] have shown
that respiratory events rank first in the list of stressful recollections in patients who develop post-traumatic
stress disorder (PTSD) after an intensive care unit stay. These findings are evidence of the traumatic
nature of breathlessness.

It is indeed the inherently traumatic nature of breathlessness that accounts for common use of
asphyxiation as a method of torture. Its association with traumatic stress reactions is also confirmed by
our studies of torture survivors. In our studies, we used a structured Exposure to Torture Scale to obtain
data on the severity of distress associated with 46 different forms of torture. As this scale included
measures of both objective (e.g. number of exposures) and subjective (e.g. perceived distress and
uncontrollability) severity of each form of torture, we could examine the relative psychological impact of
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different torture methods. Our first study [14], conducted in the early 1990s, involved 55 survivors of
torture. In this study asphyxiation was not only the most important predictor of more PTSD symptoms
but also one of the few torture methods that had a cumulative psychological impact with repeated
exposures. (M. Başoğlu and S. Mineka, unpublished manuscript; these findings could not be published
at the time, because the study participants were concerned that they could guide torturers in designing
more effective torture. They were made public in summary form many years later in 2012 in a blog
article explaining why waterboarding constitutes torture [15].) A further study of 279 torture survivors
in countries of the former Yugoslavia revealed similar results [16]. In a listing of 46 different forms of
torture (including some excruciatingly painful physical torture methods) according to the ratings of
perceived distress and uncontrollability, asphyxiation ranked first with respect to perceived
uncontrollability and second (after rape) with respect to perceived distress.

The traumatic nature of asphyxiation can be explained by two factors. First, it is an extremely aversive
physiological process associated with intense fear of imminent death. Second, it is a totally uncontrollable
event, as our study demonstrated. There is nothing one can do to avoid it or reduce its impact and, if it
continues long enough, death is inevitable. Abundant evidence from work with both animals and humans
shows that unpredictable and uncontrollable stressors have greater traumatic impact than predictable and
controllable stressors [17]. Helplessness induced by uncontrollable stressors leads to PTSD and
hopelessness is associated with depression [18]. It could be argued that chronic breathlessness because of
an underlying medical condition is worse than asphyxiation torture in terms of the duration of pain or
suffering involved. The latter is a time-limited experience. Individuals know that if they survive such
torture (and many do), they will be able to breathe normally again. Patients with chronic breathlessness,
on the other hand, have to live with this debilitating condition for the rest of their life and are thus likely
to develop more pervasive feelings of helplessness and hopelessness in the knowledge that all medical
efforts have failed to alleviate their suffering. Indeed, evidence from work with patients suffering from
chronic pulmonary disease [19–21] supports this point.

Potential human rights issues in pharmacological treatment
CURROW et al. [7] argue that “opioids are the pharmacological therapy with the strongest evidence base”
and cite evidence showing that regular low-dose sustained release oral morphine can provide relief from
chronic breathlessness in cases where “disease-modifying” treatments have been exhausted and that such
benefit is sustained for long periods of time in many cases. They also note that this “improved evidence
has been reflected in seminal statements” by some American and Canadian professional bodies, which
“remove equivocation” around this issue. On the basis of these developments, they conclude that “failure
to enquire about, assess and properly treat chronic refractory breathlessness with opioids as outlined in
specialist clinical guidelines is now sub-standard medical care and also a violation of the right to the
highest attainable standard of physical and mental health as outlined in the International Covenant on
Economic, Social and Cultural Rights. They also note that, despite these developments, “many clinicians
are convinced that using opioids in patients with respiratory compromise is an unacceptable risk, despite
the absence to date of any case reports in prospective studies of respiratory depression when low-dose
regular opioids are used”.

As a mental health professional, I am not in a position to pass judgement on these arguments. It is
worth, however, pointing to some potential legal issues that might arise if certain conditions are met.
For example, if one could assume that there is 1) sufficient evidence and 2) consensus on drug efficacy
and safety, failure to treat persistent breathlessness with opioids could also be regarded as a violation of
the United Nations Convention against Torture [22]. This Convention defines torture as “any act by
which severe pain or suffering, whether physical or mental, is intentionally inflicted on a person” for
certain purposes with some level of official involvement. Although this definition was originally drafted
with state-perpetrated torture in mind, its interpretation is now much broader in scope, covering also
ill-treatment that may amount to torture in various other institutional settings, including hospitals.
Although failure to provide relief from breathlessness, when this is medically possible, does not meet the
criterion of intent, it could nonetheless be legally regarded as “reckless” conduct or omission amounting
to torture. Juan Méndez, the former United Nations Special Rapporteur on Torture, and Andra
Nicolescu, Assistant Director, United Nations Anti-Torture initiative, note that while purely negligent
conduct is not currently sufficient to qualify an act or omission as torture under international law,
unintentional acts, such as deprivation of medical care or “other similarly reckless conduct or omissions
in custody could amount to torture when they are known or should be known to inflict severe pain or
suffering” [23].

An example relevant to breathlessness in this respect concerns denial of pain treatment. MÉNDEZ and
NICOLESCU [23] explain the current position of international law on this issue as follows:

https://doi.org/10.1183/13993003.02099-2016 2

BREATHLESSNESS | M. BAŞOĞLU



The SRT [Special Rapporteur on Torture] mandate has held that a State’s failure to ensure access to
controlled medicines for the relief of pain and suffering threatens fundamental rights to health and
to protection against CIDT [cruel, inhuman, or degrading treatment], highlighting the fact that
governments must guarantee essential medicines as part of their minimum core obligations under
the right to health, and take measures to protect people under their jurisdiction from inhuman and
degrading treatment… Whether the denial of pain treatment, which involves an act of omission
resulting from neglect and poor government policies, will constitute CIDT or punishment will
depend on whether (1) the suffering is severe and meets the minimum threshold under the
prohibition against torture and ill-treatment; (2) the state is, or should be, aware of the suffering,
including when no appropriate treatment is offered; and (3) the government failed to take all
reasonable steps to protect individuals’ physical and mental integrity. It is critical to realize that
ensuring the availability and accessibility of medications included in the WHO Model List of
Essential Medicines is a legal obligation under the Single Convention on Narcotic Drugs.
Accordingly, when the failure of states to take positive steps, or to refrain from interfering with
health-care services, condemns patients to unnecessary suffering from pain, states not only fall foul
of the right to health but also violate an affirmative obligation to prevent torture and ill-treatment.

Méndez makes the same point in his 2013 report to the Human Rights Council [24]. Although chronic
breathlessness is not specifically mentioned in this report, there is no reason to assume that the severity of
suffering caused by breathlessness does not meet the minimum severity threshold under the prohibition
against torture and ill-treatment. Evidence briefly reviewed earlier strongly suggests that breathlessness in
general and chronic breathlessness in particular constitute “severe pain or suffering.” Considering that
asphyxiation can induce more severe pain or suffering than other forms of physical torture [16], it could
be reasonably argued that, if denial of medication for chronic pain constitutes torture, then the same could
also apply to breathlessness.

There is some disagreement among international law scholars, however, as to whether “reckless” acts of
omission can constitute torture. GINBAR [25], for example, legal adviser to Amnesty International, argues
that “recklessness” does not meet the requirement of intent, while also noting that intent to torture must
be individual, not institutional, although this would not rule out that certain institutional policies can be
traced to the intention of specific individuals. He also notes that as assigning responsibility to individuals
can be difficult in institutional contexts, a finding of “cruel, inhuman, or degrading treatment” (CIDT)
might be easier to establish, as it does not require “severe pain or suffering,” intent or purpose. The
prohibition of CIDT is also absolute. Whichever term might be appropriate, there are clearly potential
legal issues that surround withholding effective medical care. It is also worth noting in this connection that
acts of “negligence” constitute CIDT in international law [23].

Having presented this legal analysis so far, it is important to emphasise once again that it pertains to a
hypothetical situation. To the best of my understanding, a violation of international law or any other
human rights law would occur only in situations where there is “intentional,” “reckless” or “negligent” lack
of adherence to well-established guidelines for “best clinical practice.” If consensus on “best clinical
practice” is lacking, this legal analysis should not be interpreted as incriminating clinicians who act in
good faith and intentions in withholding opioid treatment because of reasonable reservations about drug
efficacy or safety. But it is also worth bearing in mind that the term ‘reasonable reservations’ means credible
research evidence to the contrary or justifiable concerns about the validity of findings reported by existing
studies because of methodological problems. One might even reasonably argue, for example, that a study
finding evidencing the efficacy and safety of a treatment needs to be replicated several times by
methodologically sound studies before it qualifies as “best clinical practice.” If reservations concerning use of
opioids centre around these issues, then one might reasonably argue that more research is needed to resolve
this issue. Indeed, to the best of my understanding, although the use of opioids to treat breathlessness has
strong supporters, the evidence in the field does not seem to be strong enough to meet the usual standards
in medicine. There seem to be questions regarding the magnitude and consistency of treatment effect, extent
of improvement in activity, and the possible delimiting effects of drug tolerance on improvement.

On the other hand, accumulating sufficient evidence on these issues can be a painfully slow process, often
subject to many conditions (e.g. availability of funding, bureaucracy) beyond the control of clinicians. It
might help to bear this in mind in this connection that international law holds states responsible for
failure to take the necessary measures to avoid unnecessary suffering in patients, as noted earlier. It could
be reasonably argued that these measures include, among others, facilitating research necessary to
ascertain “best clinical practice.” Like severe chronic physical pain, chronic breathlessness deserves to be
singled out as a medical condition that requires priority attention from all parties concerned.
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Potential legal issues aside, it is important to bear in mind that good intentions do not necessarily avoid
moral issues on a different level. It might be in the interest of patients to consider several issues. First, the
exceptional nature of suffering induced by persistent breathlessness, chronic or acute, comparable only to
that of severe torture, places clinicians under a moral obligation to resolve their differences of opinion as
urgently as possible, whether by further research or by further discussion or careful reconsideration of
existing evidence with moral issues in mind. “First do no harm” is the guiding principle in medicine but
there are times in medical practice when one faces ‘double-bind’ situations where both the use and
non-use of a treatment pose potential medical problems. Such a dilemma is often resolved by a reasonable
trade-off based on cost–benefit assessment. Erring on the conservative side might be the reasonable
approach when there is perceived uncertainty around cost–benefit balance but sometimes this might turn
out to mean greater harm than benefit for the patient, particularly when the holistic concept of health as
both physical and psychological well-being is overlooked. Chronic breathlessness is one of the exceptional
medical conditions where this concept needs to be even more stringently observed. More specifically, this
implies that, in the absence of an alternative option, clinicians with reservations about opioids, even when
their reservations are fully justifiable, may still need to reconsider their position, particularly with patients
who experience high levels of breathlessness-induced distress, anxiety or fear and therefore who would be
at greater risk of lasting psychological harm when deprived of rapid relief from breathlessness. This is one
of the occasions where one might even be required by law to place alleviation of symptoms above safety
issues. The French laws that delineate end-of-life practices, for example, clearly state that distressing
symptoms must be treated effectively even if the treatment side-effects carry a risk of shortening life.

Second, it might help to bear in mind that individuals tend to underestimate the pain or distress caused by
stressor events if they have not had a personal experience of similar events themselves [26] – a
psychological phenomenon known as “empathy gap.” Many people know what severe physical pain feels
like from personal experience but very few are likely to have had an experience of breathlessness. (This
psychological phenomenon explains why torture advocates find it relatively easy to convince the public
that enforced asphyxiation (e.g. “waterboarding”) is not severe enough to constitute torture.) It is thus
important not to allow such “empathy gap” bias one’s clinical judgement on this issue. It might help to
ask oneself “what would I prefer as treatment if I were in this situation?” Last but not least, if risk of
respiratory depression with low doses is indeed not an issue, clinicians might also consider allowing their
patients to have a say in their treatment, or at least take into account their preferences, after informing
them about the pros and cons of opioid treatment based on available evidence. After all, this is an
important decision likely to affect the rest of their life.

Issues in psychological care of patients with breathlessness
As potential human rights issues in effective management of chronic breathlessness may go beyond the
use of medications, issues in effective psychological care of patients also deserve attention. There are at
least two important reasons why proper psychological care of patients with chronic breathlessness is
essential. First, breathlessness is an intensely anxiety- or fear-evoking event that can lead to traumatic
stress reactions, as noted earlier. Fear can lead to extensive avoidance of trauma reminders or situations/
activities perceived as posing further threat to safety, which can cause significant functional impairment in
important life areas and also contribute to depression [18]. This is also a common problem in patients
with chronic breathlessness [27], which requires attention. Second, anxiety is likely to cause
hyperventilation, which would in turn further aggravate breathlessness [28] and increase the burden of
breathing in a manner independent from the metabolic needs of the body [29]. Thus, effective treatment
of traumatic stress might well turn out to be an essential component of “best clinical practice” in
management of breathlessness itself.

In view of these considerations, choice of the right intervention is critically important in treating traumatic
stress. Among current treatments, “exposure-based interventions,” such as cognitive-behavioural treatment
(CBT), behavioural (exposure) treatment and prolonged exposure have the strongest evidence base and
thus widely considered to be the treatment of choice in anxiety disorders and PTSD. CBT appears to be
most commonly used in patients with chronic breathlessness. The choice of CBT as an evidence-based
treatment may perhaps not raise the same issues as opioid treatment but it is worth noting here that
exposure-based treatments have certain problems that might limit their usefulness in treating chronic
breathlessness. Most importantly, because they all aim for anxiety reduction, treatment not uncommonly
fails when anxiety cannot be reduced for various reasons [18]. This problem is often encountered in
ongoing traumatic situations where anxiety occurs, not solely because of “catastrophising” thoughts, but
also as a natural response to continuing realistic threats to safety or well-being. In torture survivors who
face a realistic threat of re-arrest and torture, for example, one cannot reasonably expect sufficient anxiety
reduction with CBT focusing solely on restructuring of “catastrophic thoughts”. This also applies to
chronic breathlessness, considering that, although some patients may overestimate risks to their safety (e.g.
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with physical exercise) to some extent, the intense discomfort or physiological distress caused by
breathlessness is very real and naturally anxiety-evoking. This problem can be circumvented only by an
intervention that aims for anxiety tolerance or resilience against anxiety, rather than anxiety reduction.

Furthermore, what works with exposure-based treatments and their mechanisms of action are largely
uncertain. For example, CBT protocols often involve a combination of interventions, such as imaginal
exposure, live exposure (i.e. exposure to trauma cues in natural environment), cognitive restructuring,
anxiety management, skills training and problem-solving techniques. Owing to the scarcity of dismantling
studies, the relative contributions of these interventions to overall improvement are largely unknown. A
meta-analytic study [30] of 41 randomised controlled trials of CBT in PTSD found that cognitive
restructuring alone or CBT not involving any form of exposure is less effective than CBT involving live
exposure. Our treatment studies [31–33] clearly demonstrate that live exposure alone (focusing on
enhancement of sense of control over or resilience against anxiety, rather than anxiety reduction) with no
systematic cognitive interventions can achieve substantial improvement in both PTSD and depression, even
when delivered in a single session [18]. Furthermore, reduction in behavioural avoidance early in
treatment is the single most important predictor of overall improvement [34]. That reduction in
behavioural avoidance plays a more important role in general improvement than reduction in anxiety (or
panic) has also been demonstrated in panic disorder with agoraphobia [35]. All these findings imply that
reduction of avoidance through live exposure is the critical therapeutic ingredient in CBT programmes. It
is thus important for “best clinical practice” purposes to ensure that this important therapeutic element is
not overlooked in choice of treatment protocols to avoid problems of partial improvement and substantial
residual symptomatology. Persistent avoidance of activities involving physical exercise in patients with
chronic breathlessness might be particularly problematic, as it is likely to reduce quality of life. A critical
review of CBT studies in this field cannot be attempted here but a careful examination of their findings in
light of this discussion is likely to reveal these problems.

Conclusions
To conclude, there are potential human rights issues in proper assessment and treatment of persistent
breathlessness, whether acute or chronic, which appear to hinge on consensus on well-established
guidelines for “best clinical practice.” It is worth bearing in mind that “best medical practice” means an
obligation for practitioners to try their best rather than an obligation to succeed. An awareness of the
sensitive nature of the issue and a proactive, systematic and empathic approach in identifying and
addressing breathlessness in all contexts, as well as at individual (best practice) and collective (research
organisation and funding) levels can avoid protracted debate and potential human rights issues.
Furthermore, even if the differences in opinion regarding use of opioids can be resolved in favour of the
medication, “best clinical practice” needs to include not just opioids but also effective prevention and
psychological treatment of traumatic stress in patients. Considering the interaction between anxiety and
breathlessness, proper psychological care, with well-informed choice of interventions, might perhaps even
be a useful alternative to opioid treatment or at least eliminate the need for long-term use of the
medication in some cases. Further research to explore such prospects seems well worthwhile.
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