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BREATHLESSNESS

• American Thoracic Society defines shortness 
of breath as “a subjective experience of 
breathing discomfort that consists of 
qualitatively distinct sensations that vary in 
intensity.”

• often intermittent occurring in episodes 
• present in 70% of patients with cancer in the 

last few weeks and 25% in last week of life

Causes
DIRECTLY RELATED TO CANCERDIRECTLY RELATED TO CANCER INDIRECTLY RELATED TO INDIRECTLY RELATED TO 

CANCER CANCER 

Pleural tumour Cachexia

Pericardial effusion Anaemia

SVC Syndrome Electrolyte abnormalities

Tracheal -oesophageal fistula Pulmonary embolus

Chest-wall invasion Paraneoplastic syndromes

Ascites

-

RELATED TO CANCER THERAPY UNRELATED TO CANCER

Surgery  COPD

Radiation pneumonitis Asthma

Chemotherapy-induced 
pulmonary fibrosis

Congestive heart failure

Chemotherapy-induced 
cardiomyopathy

Cardiac ischemia

Arrhythmias

Obesity
Aspiration
Pulmonary vascular disease
Pneumothorax

PATHOPHYSIOLOGY

1.Neuro-mechanical dissociation (mismatch between what the brain

desire for respiration and sensory feedback)

2. Increased work of breathing

3.Chemical (Hypercapnia & Hypoxaemia)
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BREATHLESSNESS CYCLE Assessment

Anxiety

Amplified 
Panic

Fear of 
impending 

death

Breathlessness

Lack of 
understanding
Fear of Dying

• Gold standard and most reliable –Patients self 
report

• O2 saturation, ABG, RR do not measure
dyspnoea always

INVESTIGATIONS

• A general rule for palliative care patients is 

that a diagnostic test should be performed 

only if it will yield information that will 

affect management.

• Pulse oximetry

MANAGEMENT

�Therapeutic goal is to relieve patient’s sense 
of the effort of breathing .

�History and physical examination are essential 

elements

�Therapeutic and diagnostic intervention 

should be guided by
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• Complete blood counts

• Chest radiograph

should be guided by

- Patient’s goal and extent/prognosis of 

disease
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Treatment

�Three treatment principles: 
• Correct the correctibles
• Drug treatment
• Non-Drug Treatment

Correct The Correctibles
• Look for reversible 

causes of 
breathlessness.

• Do not assume that 
it is directly caused 
by cancer

NON PHARMACOLOGICAL 
MANAGEMENT

• Positioning
• Airflow  - use of fan /window
• Relaxation / Distraction/ Reassurance 
• Energy conservation / Pacing 
• Controlled Breathing techniques 

/physiotherapy
• Loose clothing

Breathing Techniques
• Start with position of ease
• Relax shoulders / upper chest
• Diaphragmatic ‘tummy’ breathing

• Breath out twice as long as breath in
• Pursed lips on breathing out if needed

Comfortable Positions if short of 
breath
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• Pursed lips on breathing out if needed
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Pharmacological Treatment

Dyspnoea

Opioids

�MOA:
Bronchodilators

Oxygen

Benzodiazepine

Morphine

�MOA:
↓ the central processing of neural signals within 
the CNS 

↓ oxygen consump�on in exercise and rest
↓ percep�on of dyspnea
Pulmonary vasodilatation
Relieve dyspnea by depressing hypoxic or 
hypercapnic ventilatory response

�Use sustained release opioids (baseline) and
immediate release opioids ( breakthrough )

�Systemic administration of naloxone increase
dyspnoea supports the role of endogenous

• Context: Breathlessness is one of the most distressing symptoms experienced by patients with advanced 
cancer and noncancer diagnoses alike. Often, severity of breathlessness increases quickly, calling for rapid 
symptom control. Oral, buccal, and parenteral routes of provider -controlled drug administration have been 
described. It is unclear whether patient-controlled therapy (PCT) systems would be an additional treatment 
option.

• Objectives : To investigate whether intravenous opioid PCT can be an effective therapeutic method to reduce 
breathlessness in patients with advanced disease. Secondary aims were to study the feasibility and acceptance 
of opioid PCT in patients with refractory breathlessness.

• Methods: This was a pilot observational study with 18 inpatients with advanced disease and refractory 
breathlessness receiving opioid PCT. Breathlessness was measured on a self -reported numeric rating scale. 
Richmond Agitation Sedation Scale scores, Palliative Performance Scale scores, vital signs, and a self -developed 
patient satisfaction questionnaire were used for measuring secondary outcomes. Descriptive and interference 
analyses (Friedman test) and post hoc analyses (Wilcoxon tests and Bonferroni corrections) were performed.

• Results: Eighteen of 815 patients (advanced cancer; median age = 57.5 years [range 36–81]; 77.8% female) 
received breathlessness symptom control with opioid PCT; daily morphine equivalent dose at Day 1 was 
median = 20.3 mg (5.0–49.6 mg); Day 2: 13.0 mg (1.0–78.5 mg); Day 3: 16.0 mg (8.3–47.0 mg). Numeric rating 
scale of current breathlessness decreased (baseline: median = 5 [range 1–10]; Day 1: median = 4 [range 0–
8], P < 0.01; Day 2: median = 4 [range 0–5], P < 0.01). Physiological parameters were stable over time. On Day 
3, 12/12 patients confirmed that this mode of application provided relief of breathlessness.

• Conclusion : Opioid PCT is a feasible and acceptable therapeutic method to reduce refractory breathlessness 
in palliative care patients.

Anxiolytic

• Dyspnoea leads to anxiety and anxiety

exacerbates dyspnoea

• Opioids have anxiolytic effect initially, later on

patients become tolerant to this effect

• Anxiolytic alone can not be the first line of

therapy, however this can be safely given in

patients in whom anxiety is a prominent

Cochrane review of anxiolytic / 
dyspnoea

�8 studies (Aug, 16) : RCT/CCT: meta -analysis 

of 6

�200 participants with advanced COPD & 

cancer 

Anxiolytic Therapy
• Lorazepam:0.5-1.0mg/h orally until settled,

then dose routinely every 4-6 h to keep settled

• Diazepam;5-10 mg/h orally until settled then

dose routinely every 6-8 h

• Clonazepam:0.25-2.00mg orally every 12h

• Midazolam:0.5mg IV per15min until settled, 
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�No significant impact : positive small trend

�>drowsiness placebo, <drowsiness 

• Midazolam:0.5mg IV per15min until settled, 

then by s/c or iv infusion
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Bronchodilators Glucocorticoids

�Chronic smoker/ COPD patient 
�Reversible airway obstruction

Diuretics
�End stage heart failure 
�Lymphangitis carcinomatosis
�Nebulized furosemide

�COPD exacerbations

�Tumor related SVCO

�Steroid responsive malignancies(lymphoma, 

thymoma)

�Radiation/chemotherapy induced pneumonitis

�Pulmonary  lymphangitis carcinomatosis

No randomized trials of steroids for dyspnea in 

Oxygen
�If hypoxemia is the cause, then oxygen is the only 

therapy required

�Perceived benefit in patients with cancer who are

dyspnoeic far exceeds the number who have

hypoxemia

�Probably oxygen has got the placebo effect, sensory

stimulating effect, correct hypoxemia

�Disadvantage - costly and cumbersome

Role of NIPPV

• Severe reversible condition
• For symptom relief in dying individual
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Terminal breathlessness

• Patients often fear suffocating to death. A 
positive approach to the patient and their 
family is important.

• No Patient should die with distressing 
breathlessness.

• Failure to relieve terminal breathlessness 
is a failure to
utilize drug treatment correctly.utilize drug treatment correctly.

• Give an opioid with a sedative anxiolytics 
by CSCI and
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THANK YOU.
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