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Advice Note on Dysfunctional Breathing in Asthma 
 

(For use in a fully assessed and monitored patient as part of a difficult asthma service) 
 

A key feature of asthma is dyspnoea, the symptom that may cause many patients to be referred for 

physiotherapy assessment.  

Dysfunctional breathing disorders have been described in people with asthma and asthma-like symptoms.(1) 

Vocal cord disorders and dysfunction in patients with diagnosed asthma and those with ‘asthma like’ symptoms 

have been reported as a cause of respiratory symptoms including wheeze, chest tightness and dyspnoea.(2) 

Symptomatic hyperventilation has been implicated as a factor in apparent steroid resistant asthma(3) and may 

complicate severe and brittle asthma.(4) Patients with asthma-like symptoms but lacking objective evidence of 

asthma may hyperventilate when provoked by psychological or physiological stress (5,6) Dysfunctional 

breathing may, however, be responsive to interventions directed at breathing retraining; improvements have 

been reported in clinical series(7,8,9) and in a randomised controlled trial.(1)   

Techniques generally centre on manipulating the respiratory pattern to reduce respiratory rate and/or tidal 

volume and therefore reduce hyperventilation and improve breathing pattern. The physiotherapist has a choice 

of treatment modalities available, many of which have been in use for a considerable period of time. Dyspnoeic 

patients are treated on an individual basis, with the therapist continuously altering treatment components in 

response to patient feedback. 

Joint BTS/AC.PRC guideline 

Breathing exercises in asthma 

A 2000 systematic review of breathing techniques (10) concluded that too few studies had been carried out to 

warrant firm judgments, but that collectively the data implied that physiotherapeutic breathing techniques may 

have some potential benefit.   

Three large RCTs have since been completed.(11-13) A 2007 RCT(11) demonstrated that breathing retraining 

and relaxation (termed the Papworth method) significantly reduced respiratory symptoms and improved health-

related quality of life in a cohort of patients with asthma. A 2008 RCT (12) adds further strong support to this 

work, also finding significant reductions in asthma symptoms. The most recent RCT (13) controlled for placebo 

effect by offering the control group exactly the same time with a healthcare professional—that is, an 

experienced respiratory nurse providing asthma education. There were significant improvements in asthma-

related quality of life in both groups after 1 month, but at 6 months a large difference between groups was 

found, in favour of breathing exercises, in asthma quality of life, anxiety and depression, Nijmegen score and a 

trend for an improvement in asthma control. No effect on airway inflammation was found. Monitoring of the 

effect of treatment is important, as is the understanding that this form of therapy does not replace usual medical 

care. 

 

Recognising dysfunctional breathing 

 Consider this in patients with difficult asthma who have disproportionate/persisting symptoms of 

breathlessness where peak flow monitoring and pulmonary function testing do not support the degree 

of reported symptoms 

 Consider where patients are on optimal medical therapy and symptoms persist 

 Consider use of Nijmegen questionnaire. It should be recognised that whilst the questionnaire identifies 

characteristic symptom patterns, it cannot be regarded as a definitive diagnostic test since it was not 

developed in patients with asthma and there is some overlap of asthma and dysfunctional breathing 

symptoms. 

 

Treatment plan (delivered by specialist respiratory physiotherapist): 

 Where over-breathing is a component of the manifestation of asthma symptoms, the focus should be on 

breathing exercises that maximise conscious control of nose breathing, aim to decrease ventilation, 

particularly inspiration, and ‘re-establish a more normal and slower pattern of movement  

 The Papworth method of breathing exercises should be used. This incorporates breathing awareness, 

reducing respiratory rate and/or tidal volume, end expiratory pause and also relaxation training where 

appropriate,  

 Patients should be advised that breathing strategies are adjunctive to, not replacement therapy for, 

medication. 



Assessment: 

Measure Asthma symptom score (ACS or ACT) Nijmegen score and mAQLQ at start and finish of treatment 

period. The clinically significant difference in ACS and mAQLQ is 0.5; no data exists on the clinically 

significant difference for Nijmegen score. 

 

 

References 

 

1. Thomas M, McKinley RK, Freeman E, et al. Prevalence of dysfunctional breathing in patients treated 

for asthma in primary care: a cross sectional survey. BMJ 2001;322:1098–100. 

 

2. British Thoracic Society. Guidelines for management of asthma in adults: I—Chronic persistent 

asthma. Statement by the British Thoracic Society, Research Unit of the Royal College of Physicians of 

London, King’s Fund Centre, National Asthma Campaign. BMJ 1990;301:651–3. 

 

3. British Thoracic Society. Guidelines for management of asthma in adults: II— Acute severe asthma. 

Statement by the British Thoracic Society, Research Unit of the Royal College of Physicians of 

London, King’s Fund Centre, National Asthma Campaign. BMJ 1990;301:797–800. 

 

4. British Thoracic Society, Scottish Intercollegiate Guidelines Network. British Guideline on the 

Management of Asthma. Thorax 2003;58. 

 

5. British Thoracic Society. Guidelines on the management of asthma. Statement by the British Thoracic 

Society, the British Paediatric Association, the Research Unit of the Royal College of Physicians of 

London, the King’s Fund Centre, the National Asthma Campaign, the Royal College of General 

Practitioners, the General Practitioners in Asthma Group, the British Association of Accident and 

Emergency Medicine, and the British Paediatric Respiratory Group. Thorax 1993;48:S1–24.  

 

6. British Thoracic Society. The British Guidelines on Asthma Management 1995 Review and Position 

Statement. Thorax 1997;52:1S–20. 

 

7. British Thoracic Society. British guideline on the management of asthma. Thorax 2008;63(Suppl 

IV):iv1–121. 

 

8. Pryor JA, Prasad SA. Physiotherapy for respiratory and cardiac problems. 3rd edn. Edinburgh: 

Churchill Livingstone, 2002. 

 

9. Bruton A, Thomas M. Breathing therapies and bronchodilator use in asthma. Thorax 2006;61:643–5. 

 

10. Ernst E. Breathing techniques—adjunctive treatment modalities for asthma? A systematic review. Eur 

Respir J 2000;15:969–72. 

 

11. Holloway EA, West R. Integrated breathing and relaxation training (the Papworth Method) for adults 

with asthma in primary care: a randomised controlled trial. Thorax 2007;62:1039–42.   

 

12. Cowie RL, Conley DP, Underwood MF, et al. A randomised controlled trial of the Buteyko technique 

as an adjunct to conventional management of asthma. Respir Med 2008:726–32. 

 

13. Thomas M, McKinley RK, Mellor S, et al. Breathing exercises for asthma: a randomised controlled 

trial. Thorax 2009;64:55–61. 

 

 

 
 
Prepared by West of Scotland Difficult Asthma Group 
Clinical Lead: Pamela Vaughn, Clinical Specialist Physiotherapist in Respiratory Care 
May 2013 
 
Review Date: May 2015 


