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Breathlessness in Depression

By B. H. BURNS

Ir@n'stoDuc'noN

Breathlessness is a difficult symptom to
define (Howell and Campbell, 1966). Comroe
(1966) spoke of the value of obtaining detailed
accounts, in the patients' own words, of how
they experience their breathlessness. Olsen
(1964), who wrote that, â€˜¿�theproblem of
defining dyspnoea becomes a little easier
ifitisconsideredas a complex of completely
subjectivesymptoms,'alsostatedâ€˜¿�itisrecognized
that difficult breathing may be observed
by the physicianwithout the patientbeing
aware of respiratoryembarrassment'.

As early as 1934 Baker, in a study of patients
with sighing respiration, reported that many
were depressedand thatthe conditionat that
time was unresponsive to treatment. Fraser
and Sargant (1938) made the unelaborated
statement that â€˜¿�ina few cases of acute hyper
ventilation, the attacks occurred during the
acute stage of a depressive illness'. Dyspnoea
ismentioned in an undifferentiatedseriesof
â€˜¿�physicalsymptoms in endogenous depression'
by Ayd (1961);and,depressionoccurredin
12 per cent of Lewis's (1941) patients with the

â€˜¿�effortsyndrome'. The characteristics of respira
tory symptoms in depressive illness have not
been clearlydemarcated.Patientswith such
symptoms frequently present as medical out

patients.
The purposeofthepresentpaperisan attempt

to delineate the respiratory symptoms des
cribed as breathlessness in depressive illness
and to distinguish them from those experienced
by patientswithobstructiveairwaydisease.

METHOD

Depressive Illness (D.I.) Group. Thirty-three
patients who complained of breathlessness
with a concurrent depressiveillness,seen in
the Royal Infirmary,Manchester,formed the
basis of the present study. Twenty-four had

been referred to the Respiratory Clinic of the
University Department of Medicine in a
three-year period and 9 to the University
Department of Psychiatry. The first group of
24 patients had had extensive pulmonary

function tests, some of the details of which have
been reported earlier (Burns and Howell,
1969). All had a forced expiratory volume in the
first second (F.E.V.,) of greater than i litre
(mean 2@ 4 litres) and a resting arterial pCO2
below the upper limit of normal for the labora
tory of 47 mm. Hg., (mean 40@3 mm. Hg.).
All the patients in this group had a current
depressive psychosis (W.H.O. 1967 ClassifIca
tionNumber 296,seeTable III).

Obstructive Airway Disease (O.A.D.) Group.
Thirty-three patients with complaints of breath
lessness and moderate to severe obstructive
airway disease are described for comparison.
The severityof theorganicpulmonary disease
was considered to be appropriate to their

breathlessness, (Burns and Howell, 1969),

since the F.E.V.1 was found to be less than i
litrein allofthem (mean o@6 litres).Eighteen
had a resting arterial pCO2 of over 47 mm. Hg.
(mean 5o@6 mm. Hg.). Cases of allergic air

way disease, including asthma and chronic

airway diseaseassociatedwith sputum eosino
philia, were deiberatelyexcluded from this study.

Detailed information concerning breathless
ness,historyand mentalstateintheD.I.Group
and the O.A.D. Group was standardized by
means of a questionnaire which considered

the following:
@. Onset, duration and circumstances of

breathlessness, e.g. exertional or non-exertional.
2. Subjective experience of breathlessness.

3. Evidence of hyperventilation.
4. Factors related to obtaining relief.
5. Precipitating factors in the preceding three

years.
6. Previous and family history.
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D.I. Group n= 33O.A.D.Group n=33N%N%A

More Common in D.I. group
I. Poor relationship with exertion..3091392.

Occurrence atrest .. ....29885553.
Grossrecentincrease.. .. ..

4. Variation with social situation ..
5. Dominant inspiratory dLffiCUlty ..
6.Associationwithacutehyperventilation29

@z8
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2788
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826

5
9
5**i8

@5
27

557.
Episodic fluctuation (even within

minutes) .. .. ....2679C)08.
Association with fear of sudden death..2679139.
Morningworseningunrelievedby
expectoration.. .. .. ..

10. Occurrence in conversation .. ..24 2472 723 8â€¢*924II.
Absence of benefit from stopping

smoking .. .. .. ..
12. Multiple nocturnal attacks .. ..
â€˜¿�3.Reliefbysedativesoralcohol.. ..
B. More commonin O.A.D. group

I. Marked bronchial irritability presentt
2. Relief by rest .. .. .. ..
3.Insidiousdeterioration.... ..
4.Dominantexpiratorydifficulty ..21

19
12

22
12

4
26@

@8
37

67
36
12

610

9
6

32
31
26
15â€¢@30
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97
94
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7. Psychiatric symptomatology and mental
state.

The D.I. Group were treated for depression
and followed up for at least one year (mostly
for more than three years) to assess any rela
tionshipbetween the resolutionof depression

and the respiratory symptomatology.
The patientswith depressionand breathless

ness were younger (mean age@ y@@s)
than those with advanced obstructive airway
disease (mean age @8@5years). This was not
a significantdifferencein proportions.There
were 17 male and 16 female depressedpatients,
and 23 male and 9 female in the O.A.D.
Group, a non-significantdifference.

RESULTS

The frequencyof the main characteristics
of the breathlessnessdescribedby thepatients
in each group is shown in Table I. The signifi
cance of the difference between the two groups
was determined by using j@@'with Yates correc

tion.

The breathlessness in the D.I. Group was
marked by a sudden onset, in contrast with
its more insidious development in the O.A.D.
Group. This coincided with the simultaneous
onset of the principal symptoms of depression
and ofa depressive psychopathology (Table III).

Most of the depressed patients experienced
breathlessness at rest, which was episodic,
fluctuating even within minutes and bearing
little relationship to exertion. On a simple
exercise tolerance test, ventilation was frequently
outofproportiontotheseverityoftheexercise.
They often panicked and hyperventilated
at the outset or even before exercising. Other
disorganized respiratory rhythms were both
observed and recorded on a spirogram (Fig. i),
in particular sighing and rapid shallow breath
ing. The disorganizedrespiratoryrhythms
disappearedwithsleep.A strikingfactemerged
thatthepatientswithdepressionemphasizedthe
difficulty in breathing in, whilst those in
the O.A.D. Group usually complained that the
main difficulty was in breathing out.

T4@rn2I
Characteristics of breathlessness in depressive illness (D.I.) and obstructive airway disease (O.A.D.) groups

** = p <o@0I, * = p <O@O5
tBronchialirritabilityisdefinedastheeffectofenteringa smokyatmosphere,orgoingfromwarm to

cold air, or from various irritating fumes such as diesel and cooking, in inducing cough and tightness in the chest.
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Eighty-two per cent of the D.I. Group had
sufferedfrom panicattacks,sometimesatnight,
often associatedwith acute hyperventilation
and terrorof sudden death.The symptoms
attributable to hyperventilation have been
describedby Lewis (1953and 1954)and Burns
and Howell (1969).Recurrentattacksofdizzi
ness,sweating,palpitationsand parasthesiae
were often mentioned. The patientsmight
not have noticed that they were breathing
deeply during these episodes. The hyperventila
tion attacksexperiencedby 27 of the D.I.
Group were recurrent(@ or more attacks),
whereasrecurrenceoccurredin only one sub
ject with advanced obstructive airway disease.

Those in the O.A.D. Group who experienced
breathles,,ness at rest or during conversation,
or woke at night breathless, had the most ad
vanced ventilatory incapacity. They for the
most parthad respiratoryfailure,with resting
arterial pCO2.s over 6o mm. of mercury and
a low F.E.V.I(.@ofa litreinone case).
Besidessymptoms of hyperventilation,21

of the D.I. Group complainedof a persistent
unfamiliar, unpleasant sensation of heaviness
on the sternum, independent of exertion.
This was most commonly described as â€˜¿�Like
a weight on my chest' and â€˜¿�aheaviness here
(sternum), a horrible feeling, I could not
breathin,I feltallthetime thatI was about
to die'. Other descriptions included: â€˜¿�My
breathing is getting heavier and heavier.'
â€˜¿�Itisas ifsomethingheavy lieson my chest,
like cement, a strange feeling that I can't
describe.'Such sensationsof pressureon the

chest were often present for several hours,
especially during the fluctuations of depression
of mood, which were typically worse in the
mornings. The morning worsening invariably
lasted longer than one hour, sometimes into
the afternoon. In contrast, the morning tight
ness experienced by the O.A.D. Group usually
improvedwithinan hour especiallyaftera hot
drink and bringing up sputum. Two of the
D.I. Group spontaneously stated that the
sensation of heaviness on the sternum was
distinctly different from the sensation of morn
ing tightness.

Patients in the O.A.D. Group did not experi
ence heaviness on the chest at rest. Only one
used the expression that his â€˜¿�breathingbecame
heavy', and then only on exertion. More
commonly a tightnesswas described,such as:
â€˜¿�There'sa tightnessin the chest,I can'tget
rid of air'; or â€˜¿�There'ssomething blocking
my breathing like a steel casket'; or â€˜¿�Atightness
in breathing out on exertion'. Another common
variation was, â€˜¿�Mychest seems full, I can't
get the breath away.'

Twenty-nine of the 33 in the D.I. Group
had persistent depressive delusions associated
with their sensations of breathlessness. These
were expressed as: their lungs were failing
and that they must have cancer of the lung
(@@);that their heart was failing (i I) and that
they had an embolus (i),tuberculosis(i),
brain tumour (i), blood disease(I), and
cancer of the stomach (i). Seven had multiple
hypochondriacal depressive delusions. Twenty
fivethoughtdeathwas imminent (independent
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Previous historyD.I. Groupn= 33O.A.D. Group n=33N%N%Smoked

cigarettes .. .. ....25762885Lower
respiratory tract disease (total) ..237026.79Cough

and sputum continuously for3months
or more each year, for atleasttwo

years .. .. .. ....226733100Depressive
illness (at least one attack)..i649Iâ€˜@â€˜@3Breathless

on moderateâ€”severeexertion(grade
3+) independent of attacksofdepression..

.. .. ....92733â€˜@@â€˜100One
or more attacks of acute bronchitisinpastthreeyears

.. .. ....72!22**67Family
history infirst degreerelativesonlyLower
respiratory tract disease (total)..2679i6Depressive

illness .. .. ....144213Eczema,
hay fever, asthma ....515412Psychogenic

stressfactors in thepast@yearsBereavement
(total) .. ....2576927Death

of at least one first degree relativeorspouse
.. .. .. ....22676z8Witnessed

the death less than one yearago1339I3Disruption
of the family other thanbydeaths

.. .. .. .. ..i64939

** â€”¿�

4'
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of fears of sudden death in an actual hyper
ventilation attack) , some from an unknown
impending catastrophe. Ten wanted to die,
and one thought he was dead, eight described
feeling â€˜¿�likean old man'.

Sixteen of the 33 patients with depression
had had a total of 30 previous episodes of
depression (Table II). In 26 of these, breath
lessness had been a major symptom, and in i 2
frequent attacks of acute hyperventilation
appeared to have occurred.

Twenty-two patients in the D.I. Group
had experienced the death of a first degree
relative or spouse during the preceding three
years, and a total of 30 such relatives had died
during that period. Thirteen patients had
witnessed such a death within the previous
year, with considerable emotional impact.

Psychogenic factorsother than death were
much more common in the D.I. Group,
especially stress factors within the family.
These included illness other than death,
feuds between members of the family, and

BREATHLESSNESS IN DEPRESSION

marital difficulties. Some of these disturbances
post-dated the onset of the patients' depression.

Ten of the O.A.D. Group had experienced
a superficial depression of mood which resolved
with good news or company and was usually
tinged with self pity. There was no morning
worsening of mood, and the thought content
was not profoundly depressed. The principal
symptoms of depressive psychosis occurred
significantly more frequently (p o@ ox) in the
D.I. Group than in the O.A.D. Group (Table
III).

General irritability, constipation and restless
nights (middle insomnia) were common to both
groups. The complaint of consistent early
morning awakening, in which the patient
cannot get back to sleep again, occurred in
all33 of the D.I. Group and in only 3 of the
O.A.D. Group. Of the depressed patients
82 per cent were off work, compared with a
quarter of the O.A.D. Group. Further, 70
per cent of the depressed patients had been
housebound for more than two months, com

T@ni.z II
Distribution offactors in the preceding medical and social history

p <0.0!, * = p < 005
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Distribution of the principalsymptoms ofdepressiveillnessD.I.

GroupO.A.D.Groupfl=33fl=33Moderate

toseveredepression
of mood..330Loss

of all interest..332Depressive
thought con

tent,includingsuicidal
ideas, depres

sive delusionsandself
reproach....333Early
morningawakening333Anergia

.. ....3320Weightlossofover4lbs.3!8Depression

worse inthemornings
....300Anorexia
....295Psychomotor

retardation260Loss
of libido .. ..245
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Tun.z ILl airway disease. Doris Baker (i 934) similarly
reported that her patients with sighing respira
tion experienced the greatest effort on inspira
tion, which she contrasted with asthma.
Inspiratory cramps can, however, occasionally
occur with anxiety in an attack of asthma and
in the terminal stages of such an illness.

It was noted that in those depressed patients
with stridor, it was inspiratory. Gasping, with
prolonged inspiration, occurs with acute anxiety.
In the panic attacks of the depressed patients
the chest cage would remain elevated, giving
rise to a raised end expiratory level and the
sensation of being unable to get any more air in.
This would return to normal when the patient
was induced to relax.

Expiratory difficulties, on the other hand,
occur in patients with airway disease and
parenchymal pulmonary disease. This is be
cause there is narrowing and softening of the
airways, especially peripherally together with
a reduction of the elastic recoil of the lungs
in expiration. Therefore, for a number of
mechanical reasons, narrowing of the airways
interferes more with expiration than inspiration.

Hyperventilation. This study has shown that
recurrent and prolonged attacks of hyper
ventilation were commonly experienced by
patients with depressive psychosis, who also
complained of breathlessness.

In descriptions ofthe chronic hyperventilation
syndrome, Lewis (i@@@) and Sparrer and
Davis ( 1964) pointed to the invariable presence
of an underlying psychological disturbance,
sometimes with â€˜¿�strongdepressive features'
(Lewis, ibid.). The above findings suggest
that one should be cautious in seeing most
attacks of psychogenic hyperventilation as
conversion, hysterical phenomena occurring
predominantly in hysterical personalities
(Fraser and Sargant, 1938).

Psychogenic precipitation and fears of sudden
death, especially in the initial attacks, were
frequently noted in the patients of this study.
These were also reported by Lewis (i@j@@and
1954), Sparrer and Davis (1964), and Wahi
(1966).

At night the depressed patient often had a
short attack of panic and hyperventilationon
going to sleep, possibly induced by bad dreams

pared with only a quarter of the O.A.D. Group.
Both these differences were significant (p o@ o i).

TREATMENT AND FOLLOW-UP

Of the D.I. Group, i 7 received psychiatric
treatment as in-patients, i6 as out-patients,
9 had electroconvulsive therapy and 24 tri
cyclic anti-depressant drugs. In all 33 cases
the current episode of depression resolved.
During a i 2 month follow-up there were 6
patients who had a recurrence of depression.
In all of them there was a recurrence of the
sensation of heaviness on the chest and separate
hyperventilation attacks. Disorganized respira
tory rhythms, especially sighing, also recurred.

Exertional breathlessness (Grade 3+) re
mained in 9 patients, those who had experienced
breathlessness on exertion prior to their depres
sive illness. These had a lower mean F.E.V.I
than the rest of the D.I. Group. Non-exertional
breathlessness persisted in only 2 patients,
and took the form of abortive attacks of acute
hyperventilation.

DIscUssIoN

Inspiratoty and expiratoiy dy7iculty. The depressed
patients in this study complained that their
principal difficulty with breathing was associated
with increased effort on inspiration; this was
in marked contrast to the expiratory difficulty
emphasized by those with advanced obstructive
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with a depressive content. In addition, such
patients regularly complained of early awaken
ing and being unable to sleep again, when
they were restless and depressed, but not usually
gasping for breath. The few subjects in the
O.A.D. Group who awakened breathless at
night were in respiratory failure. Here the
interruption of sleep by breathlessness occurred
late in the night, for example 4 a.m., but the
patient would often sleep again.

â€˜¿�Vital feelings'. A second category of breath

lessness occurred in the depressed patients
in which they were conscious of the effort
of breathing at re@t even when there was little
change in pulmonary ventilation, or sometimes
associated with sighing. A sensation of heaviness,
or pressure on the chest was described by
Schneider (i@@g) as occurring in depression.
He called these symptoms â€˜¿�Vitalgefithle'â€”
translated (for lack of a better expression)
as â€˜¿�vitalfeelings'. Schneider wrote: â€˜¿�Wherethe
mood represents the vital cyclothymic depres
sion of spirits, which so often fills the total
canvas; as such it tends to have some local
expression either in the head, chest or stomach.'
The sense of physical localization of the depres
sion (â€˜vital feelings') Schneider thought was
almost pathognomonic of depressive psychosis.
A sense of pressure on the chest or on top of
the head are probably the most common modes
of experiencing â€˜¿�vitalfeelings'.

A striking feature of the breathlessness
described by the patients with depression was
its fairly sudden onset and cessation, corre
sponding exactly with the onset and resolution
of the depressive illness, which contrasts with
the more insidious development in obstructive
airway disease. Most of the D.I. Group did
not experience breathlessness before the onset
or after the resolution of their depressive illness.

The O.A.D. Group had a significantly greater
number of attacks of acute bronchitis during
the preceding three years, which accounted
for episodic exacerbation of breathlessness.
Those in the D.I. Group, in contrast, experienced
a continuously fluctuating pattern in the experi
ence of their breathlessness, sometimes varying
within minutes.

The fact that three-quarters of the D.I.
Group were off work and housebound was a

reflection of their total incapacity, even greater
than those with advanced airway disease.
The depressed patients complained bitterly
of exhaustion and weariness, so that sometimes
the affective change was not readily apparent.
It is to such cases that the descriptive title
â€˜¿�depressiosine depressione' has been given.

The prevalence of eczema, hay fever and
asthma in the family history of the two groups
does not differ grossly from their prevalence
in random samples of the population (Leigh
and Marley, 1967; and Crofton and Douglas,

ig6g).

SUMMARY

Sixty-six patients with breathlessness as a
prominent symptom were investigated. The
experience of their breathlessness was studied
in detail. Thirty-three had advanced obstructive
airway disease with an F.E.V.I of below i litre.
A second group of 33 had a depressive illness;
in addition most of this group had chronic
bronchitis and some a mild degree of airways
obstruction.

There were distinct differences in the way in
which the two groups of patients experienced
their breathlessness. In those with depression
breathlessnessoccurred at restand the main
difficulty was on inspiration. They experienced
a persistent â€˜¿�heaviness'on the sternum, and
their breathlessness fluctuated rapidly and
was frequently associated with hyperventilation
and sighing respiration. Depressive delusions
of imminent death were present, most commonly
related to intractable fears of lung cancer and
heartfailure.The somaticsymptoms disappeared
with psychiatric treatment and resolution of
the depressive illness.

Such symptoms were not experienced by the
group with advanced obstructive airway disease.
Their breathlessness was exertional, of insidious
onset and with the main difficulty on expiration.
Recurrent hyperventilation attacks occurred
in only one of the thirty-three. Their breathless
ness was relieved by rest, expectoration and
stopping smoking.
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