The Medical Realities of Breath Control Play


(This is a copy of an essay that I have posted many times in internet newsgroups, particularly soc.subculture.bondage-bdsm) 

Hi folks, 

As many of you know, the subject of breath control play pops up here from time to time, and I often participate in the resultant threads. 

I notice that I repeatedly tend to post the same basic information about the physiology of what's involved, and such "re-inventing the wheel" is unnecessary. I have therefore been working on a basic "position paper" of what's involved for some time, and here it is. Assuming that it's factually accurate (and I cordially invite _informed_ challenge on this point), this will become my "boilerplate" statement on the matter. 

Given that "any subject can be written about at any length" it has been a distinct challenge to write this article. I have tried to keep it short enough so that people will actually read it, but also make it long enough to cover what I consider are the important points. I have tried to provide relevant physiological and biochemical information, but not go so deeply into detail that the average reader would get lost. I have tried to provide basic "starting point" references for my points and concerns for those who wish to research this matter further on their own (and I certainly encourage such research), but not to provide such an exhaustive list of citations that the researcher would become overwhelmed. Hopefully, my efforts have been at least adequate. My best wishes to all. 

Regards, 

Jay Wiseman 

Copyright issues footnote: I wrote this article with the hope that it would be widely read and distributed, and without any particular expectation of financial compensation in return for writing it. Therefore, I consent to the following uses of this essay: 

1. It's fine with me if you read it. 

2. It's fine with me if you send it, in unaltered form and including the foreword, in private e-mail to approriate others. 

3. It's fine with me if you post it, as mentioned in point # 2, to newsgroups and closed mailing lists. 

4. If you put it up on a private, no-fee-to-access, website, please put it up as mentioned in point # 2 and include a link to the Greenery Press website (www.bigrock.com/~greenery). 

5. I do require that you get my specific prior permission before putting this article up on a pay-to-access website, putting it in a book offered for sale, or otherwise charge for any sort of access to it. 

######################################################################## 

The Medical Realities of Breath Control Play 

Copyright 1997 by Jay Wiseman, author of "SM 101: A Realistic Introduction". All rights reserved. 

For some time now, I have felt that the practices of suffocation and/or strangulation done in an erotic context (generically known as breath control play; more properly known as asphyxiophilia) were in fact far more dangerous than they are generally perceived to be. 

As a person with years of medical education and experience, I know of no way whatsoever that either suffocation or strangulation can be done in a way that does not intrinsically put the recipient at risk of cardiac arrest. (There are also numerous additional risks; more on them later.) 

Furthermore, and my *biggest* concern, I know of no reliable way to determine when such a cardiac arrest has become imminent. 

Often the first detectable sign that an arrest is approaching is the arrest itself. Furthermore, if the recipient does arrest, the probability of resuscitating them, even with optimal CPR, is distinctly small. Thus the recipient is dead and their partner, if any, is in a very perilous legal situation. (The authorities could consider such deaths first-degree murders until proven otherwise, with the burden of such proof being on the defendant). There are also the real and major concerns of the surviving partner's own life-long remorse to having caused such a death, and the trauma to the friends and family members of both parties. 

Some breath control fans say that what they do is acceptably safe because they do not take what they do up to the point of unconsciousness. I find this statement worrisome for two reasons: 

(1) You can't really know when a person is about to go unconscious until they actually do so, thus it's extremely difficult to know where the actual point of unconsciousness is until you actually reach it. 

(2) More importantly, unconsciousness is a *symptom*, not a condition in and of itself. It has numerous underlying causes ranging from simple fainting to cardiac arrest, and which of these will cause the unconsciousness cannot be known in advance. 

I have discussed my concerns regarding breath control with well over a dozen SM-positive physicians, and with numerous other SM-positive health professionals, and all share my concerns. We have discussed how breath control might be done in a way that is not life-threatening, and come up blank. We have discussed how the risk might be significantly reduced, and come up blank. We have discussed how it might be determined that an arrest is imminent, and come up blank. 

Indeed, so far not one (repeat, not one) single physician, nurse, paramedic, chiropractor, physiologist, or other person with substantial training in how a human body works has been willing to step forth and teach a form of breath control play that they are willing to assert is acceptably safe -- i.e., does not put the recipient at imminent, unpredictable risk of dying. I believe this fact makes a major statement. 

Other "edge play" topics such as suspension bondage, electricity play, cutting, piercing, branding, enemas, water sports, and scat play can and have been taught with reasonable safety, but not breath control play. Indeed, it seems that the more somebody knows about how a human body works, the more likely they are to caution people about how dangerous breath control is, and about how little can be done to reduce the degree of risk. 

In many ways, oxygen is to the human body, and particularly to the heart and brain, what oil is to a car's engine. Indeed, there's a medical adage that goes "hypoxia (becoming dangerously low on oxygen) not only stops the motor, but also wrecks the engine." Therefore, asking how one can play safely with breath control is very similar to asking how one can drive a car safely while draining it of oil. 

Some people tell the "mechanics" something like, "Well, I'm going to drain my car of oil anyway, and I'm not going to keep track of how low the oil level is getting while I'm driving my car, so tell me how to do this with as much safety as possible." (They may even add someting like "Hey, I always shut the engine off before it catches fire.") They then get frustrated when the mechanics scratch their heads and say that they don't know. They may even label such mechanics as "anti-education." 

A bit about my background may help explain my concerns. I was an ambulance crewman for over eight years. I attended medical school for three years, and passed my four-year boards, (then ran out of money). I am a former member of the American Academy of Family Physicians and a former American Heart Association instructor in Advanced Cardiac Life Support. I have an extensive martial arts background that includes a first-degree black belt in Tae Kwon Do. My martial arts training included several months of judo that involved both my choking and being choked. 

I have been an instructor in first aid, CPR, and various advanced emergency care techniques for over sixteen years. My students have included physicians, nurses, paramedics, police officers, fire fighters, wilderness emergency personnel, martial artists, and large numbers of ordinary citizens. I currently offer both basic and advanced first aid and CPR training to the SM community. 

During my ambulance days, I responded to at least one call involving the death of a young teenage boy who died from autoerotic strangulation, and to several other calls where this was suspected but could not be confirmed. (Family members often "sanitize" such scenes before calling 911.) Additionally, I personally know two members of my local SM community who went to prison after their partners died during breath control play. 

The primary danger of suffocation play is that it is not a condition that gets worse over time (regarding the heart, anyway, it does get worse over time regarding the brain). Rather, what happens is that the more the play is prolonged, the greater the odds that a cardiac arrest will occur. Sometimes even one minute of suffocation can cause this; sometimes even less. 

Quick pathophysiology lesson # 1: When the heart gets low on oxygen, it starts to fire off "extra" pacemaker sites. These usually appear in the ventricles and are thus called premature ventricular contractions -- PVC's for short. If a PVC happens to fire off during the electrical repolarization phase of cardiac contraction (the dreaded "PVC on T" phenomenon, also sometimes called "R on T") it can kick the heart over into ventricular fibrillation -- a form of cardiac arrest. The lower the heart gets on oxygen, the more PVC's it generates, and the more vulnerable to their effect it becomes, thus hypoxia increases both the probability of a PVC-on-T occurring and of its causing a cardiac arrest. 

When this will happen to a particular person in a particular session is simply not predictable. This is exactly where most of the medical people I have discussed this topic with "hit the wall." Virtually all medical folks know that PVC's are both life-threating and hard to detect unless the patient is hooked to a cardiac monitor. When medical folks discuss breath control play, the question quickly becomes: How can you tell when they start throwing PVC's? The answer is: You basically can't. 

Quick pathophysiology lesson # 2: When breathing is restricted, the body cannot eliminate carbon dioxide as it should, and the amount of carbon dioxide in the blood increases. Carbon dioxide (CO2) and water (H2O) exist in equilibrium with what's called carbonic acid (H2CO3) in a reaction catalyzed by an enzyme called carbonic anhydrase. (Sorry, but I can't do subscripts in this program.) 

Thus: CO2 + H2O H2CO3 

A molecule of carbonic acid dissociates on its own into a molecule of what's called bicarbonate (HCO3-) and an (acidic) hydrogen ion. (H+) 

Thus: H2CO3 <> HCO3- and H+ 

Thus the overall pattern is: 

H2O + CO2 <> H2CO3 <> HCO3- + H+ 

Therefore, if breathing is restricted, CO2 builds up and the reaction shifts to the right in an attempt to balance things out, ultimately making the blood more acidic and thus decreasing its pH. This is called respiratory acidosis. (If the patient hyperventilates, they "blow off CO2" and the reaction shifts to the left, thus increasing the pH. This is called respiratory alkalosis, and has its own dangers.) 

Quick pathophysiology lesson # 3: 

Again, if breathing is restricted, not only does carbon dioxide have a hard time getting out, but oxygen also has a hard time getting in. A molecule of glucose (C6H12O6) breaks down within the cell by a process called glycolysis into two molecules of pyruvate, thus creating a small amount of ATP for the body to use as energy. Under normal circumstances, pyruvate quickly combines with oxygen to produce a much larger amount of ATP. However, if there's not enough oxygen to properly metabolize the pyruvate, it is converted into lactic acid and produces one form of what's called a metabolic acidosis. 

As you can see, either a build-up in the blood of carbon dioxide or a decrease in the blood of oxygen will cause the pH of the blood to fall. If both occur at the same time, as they do in cases of suffocation, the pH of the blood will plummet to life-threatening levels within a very few minutes. The pH of normal human blood is in the 7.35 to 7.45 range (slightly alkaline). A pH falling to 6.9 (or raising to 7.8) is "incompatible with life." 

Past experience, either with others or with that same person, is not particularly useful. Carefully watching their level of consciousness, skin color, and pulse rate is of only limited value. Even hooking the bottom up to both a pulse oximeter and a cardiac monitor (assuming you had either piece of equipment, and they're not cheap) would be of only limited additional value. 

While an experienced clinician can sometimes detect PVC's by feeling the patient's pulse, in reality the only reliable way to detect them is to hook the patient up to a cardiac monitor. The problem is that each PVC is potentially lethal, particularly if the heart is low on oxygen. Even if you "ease up" on the bottom immediately, there's no telling when the PVC's will stop. They could stop almost at once, or they could continue for hours. 

In addition to the primary danger of cardiac arrest, there is good evidence to document that there is a very real risk of cumulative brain damage if the practice is repeated often enough. In particular, laboratory studies of repeated brief interruption of blood flow to the brains of animals and studies of people with what's called "sleep apnea syndrome" (in which they stop breathing for up to two minutes while sleeping) document that cumulative brain damage does occur in such cases. 

There are many documented additional dangers. These include, but are _not_ limited to: rupture of the windpipe, fracture of the larynx, damage to the blood vessels in the neck, dislodging a fatty plaque in a neck artery which then travels to the brain and causes a stroke, damage to the cervical spine, seizures, airway obstruction by the tongue, and aspiration of vomitus. Additionally, there are documented cases in which the recipient appeared to fully recover but was found dead several hours later. 

The American Psychiatric Association estimates a death rate of one person per year per million of population -- thus about 250 deaths last year in the U.S. Law enforcement estimates go as much as four times higher. Most such deaths occur during solo play, however there are many documented cases of deaths that occurred during play with a partner. It should be noted that the presence of a partner does nothing to limit the primary danger, and does little or nothing to limit most of the secondary dangers. 

Some people teach that choking can be safely done if pressure on the windpipe is avoided. Their belief is that pressing on the arteries leading to the brain while avoiding pressure on the windpipe can safely cause unconsciousness. The reality, unfortunately, is that pressing on the carotid arteries, _exactly_ as they recommend, presses on baroreceptors known as the carotid sinus bodies. These bodies then cause vasodilation in the brain, thus there is not enough blood to perfuse the brain and the recipient loses consciousness. However, that's not the whole story. 

Unfortunately, a message is also sent to the main pacemaker of the heart, via the vagus nerve, to decrease the rate and force of the heartbeat. Most of the time, under strong vagal influence, the rate and force of the heartbeat decreases by one third. However, every now and then, the rate and force decreases to zero and the bottom "flatlines" into asystole -- another, and more difficult to treat, form of cardiac arrest. There is no way to tell whether or not this will happen in any particular instance, or how quickly. There are many documented cases of as little as five seconds of choking causing a vagal-outflow-induced cardiac arrest. 

For the reason cited above, many police departments have now either entirely banned the use of choke holds or have reclassified them as a form of deadly force. Indeed, a local CHP officer recently had a $250,000 judgment brought against him after a nonviolent suspect died while being choked by him. 

Finally, as a CPR instructor myself, I want to caution that knowing CPR does little to make the risk of death from breath control play significantly smaller. While CPR can and should be done, understand that the probability of success is likely to be less than 10%. 

I'm not going to state that breath control is something that nobody should ever do under any circumstances. I have no problem with informed, freely consenting people taking any degree of risk they wish. I am going to state that there is a great deal of ignorance regarding what actually happens to a body when it's suffocated or strangled, and that the actual degree of risk associated with these practices is far greater than most people believe. 

I have noticed that, when people are educated regarding the severity and unpredictability of the risks, fewer and fewer choose to play in this area, and those who do continue tend to play less often. I also notice that, because of its severe and unpredictable risks, more and more SM party-givers are banning any form of breath control play at their events. 

If you'd like to look into this matter further, here are some references to get you started: 

"Emergency Care in the Streets" by Caroline (I'd recommend starting here.) 

"Medical Physiology" by Guyton

"The Pathologic Basis of Disease" by Robbins

"Textbook of Advanced Cardiac Life Support" by American Heart Association

"The Physiology Coloring Book" by Kapit, Macey, and Meisami

"Forensic Pathology" by DeMaio and Demaio

"Autoerotic Fatalities" by Hazelwood

"Melloni's Illustrated Medical Dictionary" by Dox, Melloni, and Eisner

People with questions or comments can contact me at www.bigrock.com/~greenery or
write to me at Greenery Press, 3739 Balboa # 195, San Francisco, CA 94121. 

Regards, 

Jay Wiseman
Breath Control: Is Epinephrine The "Smoking Gun"?


Hi folks, 

I want to share a new thought that I've recently had on this topic. I haven't got much time just now, so this will be brief and preliminary, but I think I just may have a new insight on this matter. 

There are five basic categories of people who get choked. (I'll skip suffocation play for now.) 

1. People being criminally assaulted.

2. People being arrested by the cops.

3. Martial artists.

4. People doing erotic choking on their partner.

5. People doing erotic choking on themselves.

Most of the people in group # 5 seem to die because they pass out while the noose is still constricting their necks. 

Let's set aside group number 4 for the moment, and look at groups 1, 2, and 3. 

_Lots_ of documented deaths from even brief periods of strangulation in groups 1 and 2. _No_ reported deaths in group number 3. (Actually, one death in group 3, but even I will agree that one was due to a high dose of hubris.) 

So what's the difference? 

I don't believe that it's the technique, as is sometimes claimed. Indeed, I still think that the technique, even or perhaps especially when done properly, is a major contributing factor. 

What is the essence of the difference between situations 1 and 2, and situation 3? 

Try this thought out: Situations 1 and 2 are "real" while situation 3 is "play." A person being choked "for real" is likely to have a far different, and far stronger, fear/anger-type emotional response than a person in situation 3. 

In particular, a person in a "real" situation such as 1 or 2 is likely to have a much stronger "flight or fight" response than a person in situation 3 -- and that means that they likely pump a lot more epinephrine (aka adrenalin) into their system. 

Small doses of epinephrine strengthen the rate and force of cardiac contraction. Large doses of epinephrine also do the above, but also make the heart more susceptible to sudden, lethal arrythmias such as ventricular fibrillation -- and greatly increase its need for oxygen. (This sudden dumping of a large amount of epinephrine onto the heart can and does occasionally stop it. It's a large part of the reason why someone occasionally "dies of fright.") 

There are a large number of documented cases of someone dying suddenly from "merely" having a gun pointed at them or having a "real world" criminal assailant "merely" reach their hands towards the victim's neck. No physical contact at all was involved, yet the person went into cardiac arrest almost immediately. It seems to me that such deaths can quite reasonably be called "epinephrine deaths." 

We know that a "proper" choke causes a substantial amount of vagal outflow onto the heart, slowing its rate and weakening its force. The question emerges: Is it plausible that the same amount of vagal outflow onto an "epinephrine-drenched" heart (assault/arrest situations) would cause that heart to be considerably more likely to flop over into ventricular fibrillation than a "non-epinehprine-drenched" heart (martial artists)? IMO, hell, yes! The relevant physiology and pharmacology strongly support such an assertion. 

Interestingly enough, _IF_ this line of reasoning is correct, then it would follow that SM-related "play" choking would be a relatively safe activity _compared_to_ the more "real" chokings of actual arrests and criminal assaults. 

I dunno yet what to make of this, and I certainly wouldn't want anyone to take this as my final word on the subject or as an endorsement of strangulation play. (Among other things, there are a number of other dangers that I haven't mentioned here.) As I said, these are preliminary musings, not carefully thought out statements. Still, on the question of why is there is such a strong disparity in the deaths rates, little ol' Jay just may be on to something here. 

Regards, 

Jay Wiseman

More On The "Smoking Gun"


Hi folks, 

"In our last episode" [grin] of discussion on this subject, I made a post to the general effect that possibly the difference between fatal and non-fatal chokings had something to do with the relative levels of catecholamines in the systemic circulation of the victim. I'm making this as a follow-up post to that one. I'm not trying to start a flame war or anything like that. It's just that I'm aware that a number of people put the "smoking gun" essay on their web pages and stuff like that, and I'd therefore like them to include this essay as well. 

Brief review of terms: The sympathetic aspect of the autonomic nervous system puts out the catecholamines called epinephrine and norepinephrine (the "fight or flight" response) and these chemicals, among other things, speed up the heartbeat. The parasympathetic nervous system puts out a chemical called acetylcholine (the "feed and breed" response) and this chemical, among other things, slows down the heartbeat. Fear or anger can cause sympathetic outflow. Sexual arousal, eating (and, interestingly enough, being choked) can cause parasympathetic outflow. 

Basically, my hypothesis was that high levels of catecholamines significantly predisposed the heart to fatal arrythmias, and people who were "really" being assaulted/choked/etc. (people being choked by cops/criminals/etc.) presumably had significantly higher levels of catecholamines than people who were "not really" being assaulted/choked/etc (people being choked by martials artists during a match). 

In other words, high levels of both sympathetic and parasympathetic stimulation, at the same time, significantly increased the risk of a cardiac arrest as opposed to high levels of either sympathetic or parasympathetic stimulation alone. 

Therefore one had a plausible explanation regarding the difference in death rate between the two groups, and _possibly_ reason to believe that most BDSM play fell into the "not really being choked" category. 

(I have to tell you that I've been somewhat nervous about the conclusions, and the behavior, that could result from my previous post. I believe that I now have some empathy with the people who said that oral sex was a "relatively low risk" behavior in terms of transmitting HIV. Yeah, the data probably supports that conclusion, but what does one say to the family and friends of the "exceptional" person who gets it anyway. Hell, for that matter, what does one say to the "expectional" person themself?) 

Anyway, while I still like this hypothesis, I definitely don't feel that it's an all-inclusive explanation and I've felt the need to make a follow-up post. 

In particular, there are a very large number of cases in which "purely" parasympathetic outflow is what appears to be what stopped the heart. The most common examples of this seem to be people who suffer a cardiac arrest while having a bowel movement. These are mostly people over 50 with a prior history of heart disease who arrest while engaged in heavy straining during a bowel movement. (This is one example of what's called a Valsalva Maneuver -- a term which I think anybody doing breath control play should be able to define.) 

Such people are often put on laxatives and stool softeners by their physicians, and advised to "never hold your breath during a bowel movement" for just this reason. (By the way, this type of heavy straining can also sometimes cause a cerebral hemorrhage.) 

In any event, we see that there is reason to believe that "purely" parasympathetic outflow can cause such an arrest. This risk seems to be especially higher in "older, sicker" people but I can't conclude that it's non-existent in younger people. (I do admit that it's stastically lower, although how low it would be for a given person on a given day is impossible to know in advance.) 

I've also made two posts in another forum that contained some academic citations, so I thought I'd pass (a lightly edited version of) them along: 

(copy-and-paste post # 1) 

Hi folks, 

I have some new information regarding breath control play. 

Some of you may remember that I have noted in the past that there seems to be considerably more information on exceptionally quick, sudden deaths from choking or suffocation in the British forensic pathology literature than there is in the American literature (perhaps because they seem to lose more politicians from it than we do [grin]), and once more we have heard from our friends across the big pond. 

There is a newly published forensic pathology textbook: "Simpson's Forensic Medicine" (11th edition. ISBN # 0340 61370X) by B. Knight -- a physician and a distinguished expert in the field of forensic pathology. He has quite a bit to say in the chapter on asphyxiation, particularly on the matter I have expressed so much concern about: vaso-vagal-induced sudden cardiac arrest secondary to only a few seconds of choking. 

Dr. Knight states, in so many words, on page 89: "Choking can lead to a rapid, silent death from vaso-vagal cardiac arrest." He goes on to discuss this in much greater depth on pages 90-92. Furthermore, he notes earlier in the chapter, on page 77, at least two case reports of people who died this way secondary to brief self-strangulation with their own bare hands. 

I hope the above will be regarded as credible supportive evidence of my concerns. 

Regards, 

Jay 

(copy-and-paste post # 2) 

[question # 1] 

Someone asked: However, do you think the British study may be revealing cases of Sudden cardiac death due to ventricular tachy-dysrrhythmias, secondary to the changes in vagal tone? And perhaps they were not well versed enough in cardiac electrophysiology (the study of abnormal heart rrhythms)to recognize the connection? 

I replied: I have read very substantial amounts of both British and American forensic pathology literature (and, for that matter, literature from many other countries as well), and I have detected no reason whatsoever to conclude that the British are anything but 100% up to speed on their cardiac electrophysiology -- and on all other aspects of medicine. The only difference seems to be that one finds more case reports of this type of incident in the British literature. (American forensic pathology literature, on the other hand, devotes a lot of space to serial killers.) Certainly the vaso-vagal-induced cardiac arrest syndrome -- cardiac arrest caused by only a few seconds of choking -- is also well-known to American forensic pathologists; see "Forensic Pathology" by DeMaio and DeMaio for starters. 

[question # 2] 

Someone also asked: If this is the case, is it possible , those who might be effected negatively by this type of "Breath control" play, are those who have a strong predisposition to sudden death anyway? 

I replied: This has been a subject of some study. The article "Death from Law Enforcement Choke Holds" (American Journal of Forensic Medicine and Pathology, Volume 3, Number 3, September 1982, pages 253-258) outlines five types of persons who are believed to be of above average risk, but cautions that the risk is never non-existent. There are all-too-many case reports of people who were apparently in excellent health (and in none of the categories listed below) and yet suffered a sudden death due to only brief periods of choking anyway. 

Just so you know, the five populations deemed by the authors to be of above-average risk are: 

1. Men over age 40. 

2. Persons with a history of a seizure disorder. 

3. Mentally disturbed persons, particularly the manic-depressive while in the manic phase. 

4. Persons using street drugs and alcohol. 

5. Persons taking prescription drugs, particularly digitalis preparations and tricyclic antidepressants. 

The article goes on to say: "Use of neck holds must be viewed in the same way as use of firearms; the potential for a fatal outcome is present each time a neck hold is applied and each time a firearm is drawn from its holster. The neck hold differs in that its fatal consequence can be totally unpredictable." 

The article concludes: "Any law enforcement agency who prescribes to the policy of using the carotid sleeper should have frequent reinstruction in its use and continued reinforcement of the potential fatal results. No officer should be lulled into the false confidence that squeezing an arm about the neck is a safe and innocuous technique of subduing a suspect. It must be viewed as a potentially fatal tactic and reserved to situations which merit its risk." 

Regards, 

Jay 

(end of copy-and-paste # 2) 

OK, I just wanted to throw those citations out there. As you can see, they help (at least a bit, I hope!) in defining some of the "higher-risk" populations regarding strangulation. 

Regards, 

Jay

want my "Precaution B"!


(I wrote the following essay as part of an ongoing debate on breath control in a forum.) 

Hi Les (et al). 

My thanks to you -- and, of course, to the others -- for your kind words. For the record, the "heat" generated towards me (so far at least [grin]) is well within my ability to withstand. Among other things, after extensive debate and exchange of information, I have pretty much reached agreement with Michael Decker, who is very arguably this nation's leading teacher of and advocate for breath control -- more properly called axphyxiophilia -- so this is mostly a rehash for me. Still, that "kindling effect" post was interesting. I'll have to look more into that. 

I think a lot of the frustration that emerges when breath control is discussed stems from the fact that most people have received their safety education largely in the context of preventing infectious disease transmission. Therefore people are used to hearing safety messages like "practice A is very risky, but precaution B reduces the risk a great deal; therefore, if you engage in practice A please also take precaution B." (Nowadays, precaution B is often, of course, use a condom.) 

There are similar "precaution B" messages regarding bondage (not so tight that the limb goes numb), electricity play (not above the waist), and so forth. Thus, people are used to hearing a "precaution B" message in connection with a risky behavior. 

Unfortunately, given the realities of the physiology of asphyxiophilia, there really is no meaningful "precaution B" that one can take. Yes, one can take a CPR class and, yes, one can "watch one's bottom carefully" (exactly what one will watch for, and exactly how one will interpret what one detects, is often left more than a bit vague -- truth is, it's virtually impossible to tell when cardiac arrest is imment by clinical assessment alone, even by someone highly trained and experienced) but nobody I know who really knows something about the physiology of asphyxiophilia believes that doing either of those things will _really_ do anything to significantly reduce the risk involved. Thus, we are left with the distinctly unusual (and unpopular) message that "practice A is very risky, and there is no significant precaution B, so lotsa luck if you try it" One can certainly understand how people could feel frustrated, and even cheated. 

Unfortunately, about the only thing one could do that would be likely to really reduce the risk would be to equip one's playroom with a defibrillator and become highly skilled in its use and in the related skills. Last I heard, low-end defibs were costing about $4,000.00 -- so this is hardly an option for most of us. (Furthermore, defibrillators most definitely do not come with a guarantee of success regarding restarting a stopped heart.) 

Asphyxiophilia is not just another kink. It is a qualitatively different practice, and plays by its own very stark, not-very-forgiving, and often counter-intuitive rules. You can venture onto its "turf" if you wish, but I'd suggest that you take along as detailed a map as you can get. (As a rough rule of thumb, the less you know about the details of the vagus nerve, the less qualified you are to do breath control play.) Once again, if you're going to try doing this, I very strongly urge you to read my "Medical Realities" essay. 

Regards, 

Jay Wiseman 

"If you're gonna play the game, boy, you'd better learn to play it right." - "The Gambler" by Kenny Rogers
