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ABSTRACT

Introduction Breathlessness is debilitating and increases
in prevalence with age, with people progressively reducing
their everyday activities to ‘self-manage’ it. This study
aimed to evaluate the impact of breathlessness on function
in terms of activities that have been reduced or ceased
(‘compromised’) in older men.
Methods A cross-sectional postal survey of Swedish
73-year-old man in the VAScular and Chronic Obstructive
Lung disease study self-reporting on demographics,
breathlessness (modified Medical Research Council
(mMRC) scale, Dyspnoea-12, Multidimensional Dyspnea
Scale) and its duration, anxiety/depression (Hospital
Anxiety and Depression Scale), performance status (WHO
Performance Status), everyday activities reduced/ceased
and exertion.
Results 148/828 (17.9%) respondents reported
breathlessness (mMRC >2), of whom 51.9% had reduced/
ceased activities compared with 9.6% who did not.
Physical activity was the most common activity reduced/
ceased (48.0%) followed by sexual activity (41.2%) and
social activities (37.8%). Of 16.0% of respondents with
mMRC 3–4 talking on the phone was affected compared
with only 2.9% of respondents with mMRC 2. Worsening
breathlessness was associated with increasingly sedentary
lifestyles and more limited function, those reporting
reduced/ceased activities had an associated increase in
reporting anxiety and depression. In adjusted analyses,
breathlessness was associated with increased likelihood
of activities being ceased overall as well as physical and
sexual activities being affected separately.
Conclusion Worsening breathlessness was associated
with decreasing levels of self-reported physical activity,
sexual activity and function. Overall, the study showed that
people with persisting breathlessness modify their lifestyle
to avoid it by reducing or ceasing a range of activities,
seeking to minimise their exposure to the symptom.

INTRODUCTION
Breathlessness is one of the most prevalent,
debilitating symptoms in chronic, progressive conditions,1 with increasing prevalence
in advanced disease and age.2 Persisting
breathlessness3 4
detrimentally
affects
people’s quality of life, including their physical, mental, social and sexual well-being.5–8

WHAT IS ALREADY KNOWN ON THIS TOPIC
⇒ People living with persisting breathlessness pro-

gressively reduce their everyday activities. A more
nuanced understanding of the impact is needed to
help inform older people’s mastery of the symptom
to optimise their independent living and functioning.

WHAT THIS STUDY ADDS
⇒ In this cohort of elderly men, worsening persisting

breathlessness was associated with increased likelihood of everyday activities being progressively reduced or ceased.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE AND/OR POLICY
⇒ This study highlights the full breadth of impact of

persisting breathlessness with social, sexual and
physical functioning progressively diminishing as
persisting breathlessness worsens. Delineating the
type and degree to which everyday activities have
been compromised is critical for providing adequate
clinical care for this population.

Everyday activities are also affected, with
people forgoing activities and everyday
interactions as their persisting breathlessness worsens.9 The symptom also associates
with increased health service utilisation and
earlier death.10 11
Persisting breathlessness is insidious, and
over time, results in marked disability as
people progressively reduce their day-to-day
and social activities to ‘self-manage’ it.9 12 This
often leads to a downward spiral of worsening
breathlessness, with physical deconditioning
which, in turn, worsens the person’s breathlessness. Consequently, people’s impaired
function and perceived inability to do their
usual everyday activities increases burden
on their caregivers13 and increases contact
with health services, including primary care,
emergency departments and hospitalisations.14 This is particularly the case for older
people who are often at an increased risk
of declining physical activity.15 Given that
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chronic symptom burden can be amplified in the older
population,16 it is important to understand the range of
activities that are affected by worsening breathlessness
in this population.17 A more nuanced understanding of
the impact on everyday life will help inform the development of support mechanisms to improve older people’s
mastery of the symptom and ultimately optimise their
independent living and functioning.18
The aim of this study was to evaluate the impact of
breathlessness on function in terms of activities that have
been reduced or ceased (‘compromised’) in older men.
METHODS
Study design and population
This was a cross-sectional study of 73-year-old men in the
county of Blekinge, Sweden taking part in the VAScular
and Chronic Obstructive Lung disease (VASCOL) study.19
The VASCOL study is a longitudinal cohort study; the
details have been presented elsewhere.19
Study participants were recruited from a screening
campaign of aortic aneurysm offered to all men aged 65
(n=1900) in the county of Blekinge, Sweden in 2010–
2011. All men invited to the screening were also invited
to participate in the VASCOL study, of which a total of
1302 agreed to participate (wave 1; baseline). Data for
the current study were collected at follow-up in 2019
using a postal survey that was sent out to 1193 participants
who were still alive and who had a known address (wave
2; follow-up). The postal survey was completed by 907
participants. Eligible for inclusion in the current analysis
were complete responses on self-reported everyday activities reduced or ceased (n=828) as well as self-reported
breathlessness and its duration, anxiety/depression,
performance status. No missing data were imputed.
The associations between breathlessness and activities
compromised were analysed using data collected at this
single time point follow-up (wave 2) only as this was the
first time that questions about breathlessness were asked.
Patient and public involvement
Ten pilot participants of similar age to the VASCOL study
participants provided critical feedback on the length,
layout and linguistics aspects of the wave two survey. The
full details have been presented elsewhere.19
Data collection and key measures
Demographics (marital status; education level) were
collected at baseline (wave 1). Self-
reported data
collected at follow-up (wave 2) included height, weight,
smoking history, conditions; breathlessness (modified
Medical Research Council (mMRC) breathlessness
scale20; Dyspnoea-12 (D-12)21; Multidimensional Dyspnea
Profile (MDP)22), anxiety/depression (Hospital Anxiety and
Depression Scale (HADS)23), performance status (WHO
Performance Status (WHOPS),24 use of walking aids (yes/
no) and long-term oxygen therapy for breathlessness (yes/no),
2

number of years with breathing problems (years); everyday
activities reduced/ceased due to breathlessness (multiple item
question) and self-rated exertion (multiple item question).
Height and weight were used to calculate body mass
index (BMI) as weight (kg)/height (m).
Breathlessness was assessed using the mMRC breathlessness scale20 and the validated Swedish postal versions
of the D-12 and MDP.21 22 The mMRC20 is a five-point
ordinal scale (0–4) correlating level of exertion before it
is limited by breathlessness. Higher scores reflect higher
functional impairment due to breathlessness. Breathlessness was defined as an mMRC score of ≥2 for the current
analysis. The D-
1221 is a 12-
item questionnaire with
descriptors of breathlessness across two domains: physical
(items 1–7) and affective (items 8–12); scores range from
0 to 3 for each question, giving a total score range 0–36.
The minimum clinically important difference (MCID)
for the D-12 total score is 2.83 (95% CI 1.99 to 3.66).25
The MDP22 is an 11-item questionnaire with descriptors
of breathlessness across three domains: A1 unpleasantness (score range 0–10), immediate perception (score range
0–60) and emotional response (score range 0–50). The
MCID for the A1 component has been reported as 0.82
(95% CI 0.56 to 1.08).25 Higher scores of all breathlessness measurements in the present study indicate worse
breathlessness.
Anxiety and depression were assessed using the HADS,
a validated 14-
item screening tool that assesses each
symptom separately (scores each 0–21).23 Higher scores
indicate greater likelihood of the symptom being present.
The MCID for HADS has been reported as 1.32 for the
anxiety score, 1.4 for the depression score and 1.17 for
the total score.26
Performance status was assessed using the WHOPS
ordinal scale (0–4),24 with higher scores reflecting poorer
function. This study merged grades 2–4 into a single category for the analysis.
Assessment for the mMRC, D-
12, MDP, HADS and
WHOPS focused on the period ‘during the last 2 weeks’.
Respondents were able to select from a list of everyday
activities they have reduced or ceased due to breathlessness. These included: physical (eg, walking, carrying
things, exercise), social contact, clubs or associations,
telephone conversations, sexual activity and ‘other’.
There were three possible responses for each type of
activity: 1 = ‘unchanged’; 2 = ‘more rarely’ and 3 = ‘given
up completely’ and, given small numbers, the latter two
were combined and recoded to ‘yes’.
Exertion was self-
rated as: 1 = ‘sedentary’ (walk or
cycle less than 2 hours a week); 2 = ‘moderate exercise’
(moderate physical activities for at least 4 hours a week
including, for example, walking, regular gardening or
bowling); 3 = ‘moderate but regular exercise’ (engage in
activities for at least 2–3 hours a week on average and
exercise regularly 1–2 times a week for at least 30 min at
a time with activities that causes more exertion such as
sports or more strenuous gardening); 4 = ‘frequent exercise’ (engage in strenuous exercise and sports regularly/
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Table 1 Demographic and clinical description of those who have responded to activities reduced/ceased and mMRC (n=828)
Activities reduced/ceased
Yes (n=162)

No (n=666)

P value

Age follow-up (mean (SD))
73.27 (0.72)
Marital status*
Living separately/living alone/divorced/widowed 33 (22.3)

73.21 (0.67)
78 (12.6)

0.330
0.003

Education*

Smoking status

BMI (kg/m2)

Married/partnered

115 (77.7)

543 (87.4)

Elementary

63 (42.3)

193 (30.8)

Upper secondary

26 (17.5)

150 (23.9)

Professional school

32 (21.5)

136 (21.7)

University

28 (18.8)

148 (23.6)

0.040

Current smoker

10 (6.2)

40 (6.0)

Former smoker

99 (61.1)

388 (58.3)

Never smoked

49 (30.2)

232 (34.8)

Mean (SD)

28.83 (4.7)

26.64 (3.4)

<0.001

Underweight/healthy
weight

28 (17.6)

213 (32.9)

<0.001

Overweight

73 (45.9)

342 (52.8)

Obese

58 (36.5)

93 (14.4)

WHO categories
n (%)

0.61

Duration of breathing
problems (years)

Mean (SD)

6.66 (9.3)

3.59 (9.8)

0.020

Hospital Anxiety and
Depression (HADS)
scores†

Anxiety summary score (0–21)

5.25 (4.5)

2.98 (3.0)

<0.001

Anxiety grouped
n (%)

Normal (0–7)

111 (71.6)

585 (91.0)

<0.001

Borderline (8–10)

16 (10.3)

42 (6.5)

Abnormal (11–21)

WHO
Performance Status;‡ n
(%)

Exertion; n (%)

Additional therapies/
supports

28 (18.1)

16 (2.5)

Depression summary score (0–21)

4.75 (3.8)

2.56 (2.7)

<0.001

Depression grouped
n (%)

Normal (0–7)

117 (74.5)

614 (95.2)

<0.001

Borderline (8–10)

25 (15.9)

24 (3.7)

Abnormal (11–21)

15 (9.6)

7 (1.1)

Fully active; no performance restrictions.

52 (32.7)

536 (81.5)

Strenuous physical activity restricted; fully
ambulatory and able to carry out light work.

79 (49.7)

102 (15.5)

Capable of all self-care but unable to carry out 28 (17.6)
any work activities. Up and about >50% of
waking hours/capable of only limited self-care;
confined to bed or chair >50% of waking hours/
completely disabled; cannot carry out any self-
care; totally confined to bed or chair.

20 (3.0)

Sedentary

29 (17.9)

34 (5.0)

<0.001

<0.001

Moderate exercise

104 (64.2)

411 (61.0)

Moderate but regular exercise

25 (15.4)

190 (28.2)

Frequent exercise

4 (2.5)

39 (5.8)

Use walking aids; n (%)

11 (7.3)

2 (0.3)

<0.001

Use oxygen therapy; n (%)

7 (4.6)

4 (0.6)

<0.001
<0.001

modified Medical
0
Research Council (mMRC) 1
breathlessness scale; n
2
(%)
3
4

45 (27.8)

528 (79.3)

33 (20.4)

74 (11.1)

30 (18.5)

39 (5.9)

26 (16.1)
28 (17.3)

17 (2.6)
8 (1.2)
Continued
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Table 1 Continued
Activities reduced/ceased
Multidimensional Dyspnea Total§
Profile (MDP)†
Perception¶
Emotional**
A1††
MDP—A1 by group
score

No (n=666)

P value

14.88 (22.4)

1.64 (5.4)

<0.001

8.20 (11.0)

1.08 (2.9)

<0.001

5.40 (8.0)

0.83 (3.2)

<0.001

2.05 (2.1)

0.35 (0.8)

<0.001

0

479 (77.6)

47 (30.5)

<0.001

1

88 (14.3)

25 (16.2)

2

28 (4.5)

32 (20.8)

3

16 (2.6)

24 (15.6)

4–8
Dyspnoea-12
(D-12)‡‡

Yes (n=162)

6 (1.0)

26 (16.9)

Total Score

5.61 (7.0)

0.61 (2.0)

<0.001

Total score with imputation (according to
Yorke)§§

5.63 (6.9)

0.60 (2.0)

<0.001

Physical subdomain score¶¶
Affect subdomain score***

3.54 (4.1)
2.07 (3.2)

0.46 (1.4)
0.15 (0.7)

<0.001
<0.001

*Activities (reduced/ceased) include: physical activities, social contacts, associations, talking on the phone, sexual activities, other;~baseline
data (not collected at Wave 2).
†Respondents’ numbers reflect complete data for that measure.
‡grades 2–4 merged into a single category.
§65.6% scored 0 for MDP Total.
¶61.4% scored 0 for MDP Perception.
**76.1% scored 0 for MDP Emotional.
††68.2% scored 0 for MDP-A1.
‡‡71.7%scored 0 for D-12 total score.
§§71.4% scored 0 for D-12 total score with imputation.
¶¶71.6% scored 0 for D-12 Physical.
***86.4% scored 0 for D-12 Affect.

several times a week, at least three times per week and at
least 30 min at a time, including competitive sports).27
Statistical analysis
The population was described and comparisons between
those who identified and those who did not identify reduced/ceased activities were conducted using t
tests for continuous variables, χ2 or Kruskal-Wallis tests
for categorical variables. Logistic regression was used
to explore the impact of known confounders on the
model exploring the factors likely to influence participation levels in everyday activities. Statistical analysis
was conducted using SPSS for Windows V.26.0. (SPSS
Chicago, Illinois, 2011).
RESULTS
Participants
Of the 1193 men invited to the study, 828 (69.4%)
responded with complete data for all relevant fields.
(table 1) Respondents were aged 73, with 520 (62.8%)
educated above elementary school, 658 (79.5%) lived
with a partner and 566 (68.4%) reported being overweight or obese (table 1).
4

Breathlessness of mMRC >2 was reported by 148/828
(17.9%) of respondents (table 1); and by 84/162 (51.9%)
of respondents who identified they had reduced/ceased
activities compared with 64/666 (9.6%) who did not
(table 1). Those reporting activities reduced/ceased
experienced breathing problems for a median of 4.0
years (IQR 2.0–7.0) compared with a median 0 years
(IQR 0.0 to 3.0) for those not reporting any activities
reduced/ceased (table 1)
Higher anxiety scores (HADS 11–21) were reported
by 44/828 (5.3%) respondents of whom 22/44 (52.4%)
reported breathlessness of mMRC >2 (table 2). Higher
depression scores (HADS 11–21) were reported by 22/828
(2.7%) respondents of whom 9/22 (22.2%) reported
breathlessness of mMRC >2. Of those reporting activities
reduced/ceased (n=162), 28 (17.3%) reported higher
anxiety scores and 15 (9.3%) reported higher depression
scores, compared with 16 (2.4%) and 7 (1.1%) of those
whose activities were not affected (n=666) (table 1).

Activities reduced/ceased
Activities reduced/ceased were reported by 162 (19.6%)
of respondents (table 1) and its prevalence increased with
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Table 2

Depression

Anxiety

Additional therapies/supports

Self-rated exertion
n (%)

WHO Performance Status

Body mass index (BMI) (WHO
categories)

Hospital anxiety
and depression
scale (HADS)*

0 (0)

Frequent
exercise

6 (1.1)
3 (0.6)

Use walking
aids; n (%)
Use oxygen
therapy; n (%)

1 (1.0)

0 (0)

23 (21.9)

Moderate but
173 (30.8)
regular exercise
38 (6.8)

71 (67.6)

21 (3.7)
329 (58.7)

Sedentary
Moderate
exercise

11 (10.5

5 (4.7)

More limited
than capable
of all self-care
but unable to
carry out any
work activities.
Up and
about >50% of
waking hours.
18 (3.2)

35 (33.1)

66 (62.3)

25 (24.3)

56 (54.4)

22 (21.4)

5 (4.8)

9 (8.6)

91 (86.7)

9 (8.6)

10 (9.5)

86 (81.9)

1 (n=107)

Strenuous
74 (13.1)
physical activity
restricted; fully
ambulatory and
able to carry
out light work.

474 (83.8)

297 (53.2)
65 (11.7)

Overweight
Obese
Fully active; no
performance
restrictions.

196 (35.1)

8 (1.4)

Abnormal
(11–21)
Underweight/
healthy weight

529 (95.5)
17 (3.1)

Normal (0–7)

13 (2.4)

Abnormal
(11–21)

Borderline
(8–10)

505 (91.7)
33 (6.0)

Normal (0–7)
Borderline
(8–10)

0 (n=573)

mMRC

2 (3.1)

1 (1.5)

3 (4.5)

8 (11.9)

47 (70.2)

9 (13.4)

6 (8.7)

34 (49.3)

29 (42.0)

25 (36.8)

29 (42.7)

14 (20.6)

2 (2.9)

9 (13.0)

58 (84.1)

7 (10.3)

7 (10.3)

54 (79.4)

2 (n=69)

Clinical description of respondents including self-reported activities reduced/ceased by mMRC (n=828)

Continued

1 (2.7)

5 (13.9)

1 (2.3)

6 (14.0)

24 (55.8)

12 (27.9)

9 (21.4)

22 (52.4)

11 (26.2)

15 (34.9)

23 (53.5)

5 (11.6)

3 (7.5)

5 (12.5)

32 (80.0)

7 (16.3)

5 (11.6)

31 (72.1)

3 (n=43)

4 (12.5)

1 (3.2)

1 (2.9)

3 (8.6)

22 (62.9)

9 (25.7)

10 (29.4)

16 (47.1)

8 (23.5)

21 (60.0)

10 (28.6)

4 (11.4)

4 (11.8)

9 (26.5)

21 (61.8)

8 (25.8)

3 (9.7)

20 (64.5)

4 (n=36)

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

P value
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<0.001
3 (20.0)

measures of breathlessness. For respondents reporting
breathlessness of mMRC ≥2, physical activity was the most
common activity reduced/ceased (48.0%) followed by sexual
activity (41.2%) (table 2). Social activities (social contacts; associations) were the third most commonly activity reduced/
ceased (37.8%). For 16.0% of respondents with mMRC 3–4,
talking on the phone was identified as being affected compared
with only 2.9% of respondents with mMRC 2 (figure 1).
A similar pattern was seen when using MDP A1 for
breathlessness although the group with the highest
(worst) MDP A1 scores had more reduced/ceased sexual
and social activities (figure 2). The same relationships
were seen when breathlessness was evaluated using D-12.
Activities most often reduced/ceased for people reporting
breathlessness include physical or sexual activity alone or in
combination with each other as well as in combination with
social activities (social contact; associations) (figure 3).

*Respondents’ numbers reflect complete data for that measure.
mMRC, modified Medical Research Council.

6 (12.5)
2 (2.5)
5 (0.9)
Other

0 (0)

<0.001
22 (61.1)
17 (25.0)
24 (22.8)
37 (6.5)
Sexual
activities

22 (51.2)

<0.001
6 (16.7)
2 (2.9)
8 (7.6)
Talking on the
phone

8 (1.4)

7 (16.3)

<0.001

<0.001

12 (33.3)

12 (34.3)
12 (27.9)

11 (25.6)
4 (5.8)

5 (7.4)

7 (6.6)

11 (10.4)
18 (3.1)

Social contacts 12 (2.1)

Associations

<0.001
27 (75.0)
27 (25.5)
Activities reduced/ceased

Physical
activities

19 (3.3)

23 (33.3)

21 (48.8)

P value
4 (n=36)
3 (n=43)
2 (n=69)
1 (n=107)
0 (n=573)

mMRC

Continued
Table 2

6

Figure 1 Activities reduced/ceased by modified Medical
Research Council (mMRC) breathlessness scale (n=828).

Self-rated exertion and performance status
People reported increasingly sedentary lifestyles with
increasing severity of breathlessness (by mMRC; though
the same relationship was seen when using MDP A1
and D-12; data not shown) (table 2). Of those reporting

Figure 2 WHO performance status by Multi-Dimensional
Dyspnea Profile (MDP)—A1 unpleasantness (n=771).
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Figure 3 Combinations of self-reported activities reduced/
ceased by 73-year old men in a Swedish sample (n=828).

activities reduced/ceased (n=162), 17.9% reported being
sedentary compared with only 5.0% of those who did not
forgo any activities (n=666) and, if exercising, doing so
less often (table 1).
Participants reported progressive limitations on their
performance for work and everyday activities as their
breathlessness worsened (table 2). People reporting no
breathlessness (mMRC 0) reflected that 83.8% were able
to function without any restrictions decreasing to 23.5%
for people with an mMRC of 4. Again, these findings are
consistent across measures of breathlessness.
Logistic regression
Adjusting for key demographic factors (marital status,
highest level of education), BMI and HADS scores,
breathlessness is associated with increased likelihood of
activities being ceased overall, and separately, for physical
and sexual activities. The ORs increase as breathlessness
worsens, having controlled for other factors (table 3).
DISCUSSION
This study demonstrated that worsening breathlessness
was associated with decreasing levels of self-
reported
physical activity, sexual activity and function. Overall, it

showed that people with persisting breathlessness modify
their lifestyle to avoid their breathlessness by reducing
or ceasing a range of activities, seeking to minimise their
exposure to the symptom.
These findings are consistent with studies that have
shown progressive limitations in everyday activities
for people living with the symptom in the community,
with physical activities that require more strenuous
exertion being most commonly affected for all age
groups, followed by sexual activity.8 28 Everyday activities, including hobbies and recreation, are affected
within the home (eg, gardening) and more broadly (eg,
sports).9 One population study showed a positive association between the presence of breathlessness and the
prevalence and duration of sexual inactivity in Australians aged 65 and over.8 Sexual function is integral to a
person’s quality of life across the lifespan, including for
people living with chronic, progressive conditions and at
the end of life.29 30 Optimising the physical and sexual
well-being of older adults is important, and both aspects
should be addressed proactively in clinical consultations
where persisting breathlessness is identified.31
This study showed that social activities are also adversely
reduced in the presence of persisting breathlessness, which
can lead to increased social isolation.32 33 Changes in people’s
capacity to engage in social activities within their family unit
or community may play a role in the observed relationship
between anxiety, depression or both.34 Optimising people’s
physical function and providing social support may improve
their social functioning.
Findings also include that speech (ie, talking on the
phone) also becomes challenging, which limits a critical
enabler of social interactions. Persisting breathlessness
restricts mobility,35 with people experiencing an increasingly
shrinking physical and social environment.33 36 A decreasing
ability to communicate verbally would contribute to isolation and loneliness. For younger people, such breathlessness can potentially have implications for their employment
and performance at work. Speech production is altered by
respiratory diseases (respiratory muscle activity and speech
breathing patterns).37 Studies have shown that breathlessness impacts speech, especially when combined with a
physical activity.37 Given the role communication plays in
everyday life, it is important that this impact be minimised
through effective management.
Importantly, these findings pertain to people with
breathlessness of a median of 4 years as they report
on activities reduced or ceased. The chronicity of the
symptom is important in considering the impact on
people’s lives and well-being.
Strengths and limitations
This population-based study offers a detailed snapshot
of the impact worsening breathlessness has on everyday
activities in older men, with more activities being affected
as breathlessness progresses. The study offers a correlation with impaired function and level of exertion in a
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Table 3 Adjusted ORs of correlates of self-reported activities reduced/ceased (excluding MDP-A1 as a categorical variable
with levels at 0, 1, 2, 3, 4)
Reduced/ceased any
activities*

Reduced/ceased physical
activities

Reduced/ceased sexual
activities

OR (95% CI)
Highest level of education†
 Elementary

Ref

 Upper secondary

0.68 (0.37 to 1.26)

0.90 (0.43 to 1.88)

0.70 (0.36 to 1.37)

 Professional school

0.58 (0.31 to 1.08)

0.73 (0.35 to 1.52)

0.75 (0.39 to 1.42)

 University

0.76 (0.40 to 1.44)

0.69 (0.30 to 1.57)

0.58 (0.28 to 1.19)

0.70 (0.35 to 1.43)

0.82 (0.43 to 1.56)

Marital status†
 Living separately/living alone/
divorced/widowed

Ref

 Married/partnered

0.50 (0.28 to 0.90)

Body mass index (BMI)‡ WHO category
 Underweight/healthy weight

Ref

 Overweight

1.46 (0.8 to 2.66)

1.58 (0.71 to 3.5)

1.87 (0.95 to 3.69)

 Obese

2.53 (1.27 to 5.04)

3.45 (1.47 to 8.13)

2.12 (0.97 to 4.64)

Hospital Anxiety and Depression (HADS) Anxiety‡ Score classes
 Normal (0–7)

Ref

 Borderline (8–10)

1.26 (0.59 to 2.71)

1.51 (0.63 to 3.64)

1.25 (0.54 to 2.86)

 Abnormal (11–21)

1.95 (0.76 to 4.99)

3.83 (1.40 to 10.51)

1.97 (0.78 to 4.97)

Hospital Anxiety and Depression (HADS) Depression‡ Score classes
 Normal (0–7)

Ref

 Borderline (8–10)

1.78 (0.77 to 4.10)

1.37 (0.55 to 3.43)

2.17 (0.94 to 5.01)

 Abnormal (11–21)

4.42 (1.30 to 15.01)

4.42 (1.21 to 16.12)

4.69 (1.44 to 15.23)

modified Medical Research Council (mMRC) breathlessness scale categories‡
 0

Ref

 1

4.90 (2.74 to 8.77)

10.95 (5.15 to 23.28)

3.54 (1.86 to 6.73)

 2

7.44 (3.96 to 14.00)

12.84 (5.76 to 28.62)

3.50 (1.69 to 7.23)

 3
 4

11.79 (5.36 to 25.92)
21.13 (7.42 to 60.16)

17.4 (6.96 to 43.52)
49.98 (16.30 to 153.27)

10.4 (4.70 to 23.00)
11.08 (4.20 to 29.21)

*Activities (reduced/ceased) include: physical activities, social contacts, associations, talking on the phone, sexual activities, other.
†Baseline data (not collected at Wave 2).
‡Follow-up data (Wave 2).

population that is at increased risk of declining mobility
due to advancing age. The use of validated measures
enables comparisons with other studies. The study had a
high completion rate with 907/1193 (76%) completing
the survey at follow-up.
Limitations include that no breathlessness measures
were taken at baseline, thus limiting this study to a
cross-sectional design. Generalisability does not extend
to women or younger men. Planned follows-up will
include breathlessness measures, which would enable
correlations with activities reduced/ceased to be examined from the current wave 2 over time as well as the
inclusion of women and younger men.
8

Implications for research and practice
Although breathlessness is known to adversely affect
everyday activities for people living with breathlessness,
this study further delineates the enormity of this impact.
It provides a more refined level of detail about the
type and degree to which everyday activities have been
compromised for this population. This more granular
detail can help counteract the pervasive clinical nihilism
about breathlessness and its impact ‘… simply because
it is expected’ by clinicians. It can enable clinicians to
work with patients and caregivers to help them plan
their day-to-day life in anticipation for that which may be
compromised in the future and set meaningful priorities
as people face progressive worsening of their persisting

Kochovska S, et al. BMJ Open Resp Res 2022;9:e001168. doi:10.1136/bmjresp-2021-001168

BMJ Open Resp Res: first published as 10.1136/bmjresp-2021-001168 on 20 May 2022. Downloaded from http://bmjopenrespres.bmj.com/ on August 19, 2022 by guest. Protected by
copyright.

Open access

breathlessness. This can allow people to focus on activities that are real priorities to them.
Current medical history taking often fails to recognise
and assess the extent of the limitations on all aspects of
everyday life experienced by patients and caregivers,
daily.38 This is often because patients underestimate
the severity of their breathlessness and under-report its
impact because they might think that this is irrelevant
information for their clinicians or have reduced their
activities to minimise or avoid being breathless.18 39 Given
that people often live with persisting breathlessness for
years, it is important to identify lifestyle changes as they
occur to minimise deconditioning. Timely, regular and
accurate assessment of persisting breathlessness that
can identify its presence, severity and impact will enable
clinicians to address previously unmet needs with appropriate evidence-based care and empower patients and
caregivers to talk about their modified lifestyle as part
of their history giving. For the health system, systematic
screening and assessment may reduce unplanned contact
with services, including hospitalisations and, if hospitalised, length of stay.
Allied health such as occupational therapists and physiotherapists is skilled at identification and management
of the impact of breathlessness on everyday life.40 41 A
routine referral to allied health is also warranted to
ensure more in-depth exploration of these issues and the
use of effective, non-pharmacological management strategies. Such interventions can help to optimise function
and reduce the anxiety associated with breathlessness
and its impact on everyday life as patients and caregivers
learn how to self-manage breathlessness.41 42
Optimising people’s ability to perform activities that go
beyond basic self-care is important, especially for older
adults who might be living with multiple comorbidities
and who might not have extensive support network(s).
Improving people’s capacity to perform more physically demanding activities, maintain their sexual activity
and intimacy and sustain meaningful social interactions
within their immediate setting and the broader community will have an impact on their overall quality of life,
including their mental well-being. Providing access to
multidisciplinary care, including allied health clinicians,
and enhanced community support will be critical to meet
the needs of the growing older population.
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