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Breathlessness 

Breathlessness varies in intensity; its severity can only be judged by the patient. Breathlessness should not 
be confused with tachypnoea (rapid breathing). Breathlessness can be frightening for both patients and 
their carers, as well as staff. 

The neurophysiology of breathlessness is complex and not well understood. Normal breathing is 
maintained by regular rhythmical activity in the respiratory centre in the brain stem. This is stimulated by 
mechanical receptors (stretch receptors in the airways, intercostal muscles and diaphragm) and by 
hypoxia and hypercapnia (detected by chemoreceptors in the aortic and carotid bodies and in the 
medulla). In malignant lung disease, breathlessness is usually due to distortion and stimulation of the 
mechanical receptors, and blood gases may be normal. 

Breathlessness occurs in >50% of hospice patients, increasing into end-stage disease and is most common 
in cancers of the lung, breast, prostate, colon and rectum; in 25% of patients there will be no evidence of 
lung or pleural involvement. 

Causes of breathlessness: 

1) Cancer-related causes: 

•Primary or secondary tumour causing airway obstruction (look for stridor), lung infiltration/lymphangitis 
carcinomatosis 

•Pleural/pericardial effusion 

•SVC obstruction 

•Phrenic nerve palsy 

•Chest wall pain 

•Ascites 

•Fatigue/weakness 

2) Treatment-related causes: 

•Surgery - lobectomy, pneumonectomy 

•Radiotherapy/chemotherapy - pneumonitis, fibrosis 

•Medications precipitating fluid retention or bronchospasm 

•Tracheostomy complications, if the tube is blocked by secretions 
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3) Other conditions: 

•Infection 

•Heart failure 

•Pneumothorax 

•Pulmonary embolus 

•COPD 

4) Existing debilitating factors: 

•Infection 

•Anaemia 

•Fatigue / Muscle weakness 

5) Co-existing psychological factors: 

•Fear 

•Anxiety / Distress 

•Claustrophobia 

Management: 

The palliation of breathlessness depends on the cause and the patient’s suitability for the available 
treatments. A comprehensive, holistic assessment is essential. Individual causes may prompt specific active 
and symptomatic treatments. General measures may be non-pharmacological or pharmacological. 

1) Specific treatments: 

•Pleural effusion - pleural aspiration ± pleurodesis 

•Pulmonary embolus - anticoagulation 

•Pericardial effusion - consider aspiration 

•Pain - analgesia 

•Symptomatic anaemia - blood transfusion 

•Heart failure - diuretics etc. 
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•Infection - antibiotics ± physiotherapy 

•Large airway obstruction - stenting, radiotherapy, laser, brachytherapy, corticosteroids 

•Small airways obstruction - inhaled or nebulised bronchodilators and corticosteroids 

•Superior vena cava obstruction - corticosteroids, stenting, anti-cancer treatment 

•Lymphangitis carcinomatosis - steroids / anti-cancer treatment 

•Deconditioning - rehabilitation 

•Depression - antidepressants 

•Panic attacks - non-pharmacological approaches and benzodiazepines, SSRI antidepressants 

2) General measures:  

Non-pharmacological approaches: 

•A fan 

•Positioning   

•Breathing techniques 

•Energy conservation 

•Physiotherapy 

•Distraction 

•Anxiety reduction 

•Visualisation 

•Pulmonary rehabilitation 

•Non-invasive ventilation 

•Cognitive Behaviour therapy 

•Goal setting 

Physiotherapists can teach patients and carers techniques to reduce the work of breathing, to encourage 
relaxation, to aid expectoration of secretions, and coping strategies to improve breathing control.  
Occupational Therapists can provide advice on pacing activities, relaxation and the provision of aids to 
help functional activities which have been limited due to breathlessness. Explanation to carers is also vital 
and carers can be involved in ensuring that patients use the “tripod” sitting position, using a stream of air 
from a fan or window across the face, in reassurance and in reminding the patient of breathing 
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techniques. Breathlessness management clinics, where a multi-professional team approach is used to 
assess and teach patients and carers to cope with breathlessness, can be of value. 

 

Pharmacological approaches: 

- Bronchodilators 

Even in the absence of obvious wheeze, there may be an element of reversible bronchoconstriction which 
will benefit from a trial of salbutamol. Nebulized salbutamol, however, can cause tachycardia, tremor and 
anxiety. 

•Salbutamol 2.5-5mg q.d.s. via nebuliser, or 2 puffs q.d.s. via spacer 

•Ipratropium 250-500µg up to q.d.s. via nebuliser, or 2 puffs t.d.s.-q.d.s. via spacer device 

- Opioids 

There is good evidence that opioids reduce breathlessness in cancer and non-cancer patients.  Opioids 
do not cause CO2 retention, if used appropriately, they have also been shown to improve sleep in the 
breathless patient. 

•Morphine 2.5mg 4 hourly initially, immediate release; modified release and continuous infusion are also 
beneficial. Titrate to effect as with treating pain. Caution should be used in the elderly or in the presence 
of renal impairment. 

- Corticosteroids 

Reduction of peri-tumour oedema may improve breathlessness due to multiple lung metastases and in 
lymphangitis carcinomatosis. Benefit should be apparent within 3-5 days. 

•Dexamethasone 4-8mg o.m. daily, for a one week trial and if there is no improvement, stop. 

- Benzodiazepines 

There is no evidence that benzodiazepines directly relieve breathlessness but they are commonly used for 
anxiety that can accompany dyspnoea. Patients experiencing panic attacks may also benefit from 
explanation, including reassurance about suffocation, and a management strategy including breathing 
technique, and cognitive behavioural therapy as well as benzodiazepines (caution in the elderly). 

•Lorazepam 0.5-1mg SL PRN 6-8h 

•Diazepam 2-5mg b.d. 

•Midazolam 5-15mg CSCI/24h in terminal phase 

- Oxygen 
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Oxygen is often given in the hope of relieving breathlessness, but there is no consistent evidence for 
specific efficacy. A double-blind randomized trial in 239 patients with mild or no hypoxemia reported the 
same improvement in breathlessness with oxygen and with air. 

The costs of using oxygen therapy are high, financially and in terms of patient and family inconvenience 
and anxiety, and there are significant logistical disadvantages and safety risks. Thus a trial with a fan is 
advisable, before starting oxygen, even in patients with hypoxia and when oxygen is tried it must be 
regularly assessed and stopped if there is no reduction in breathlessness.  Patients may prefer to use 
oxygen in short bursts around exercise. Local supplementary oxygen guidelines should be consulted 
particularly for COPD patients: target saturations must be safe, for most patients this is SpO2 of 94-98%, 
but lower if unsure or where there’s a known risk of hypercapnic respiratory failure, SpO2 of 88-92%. 
Start low i.e. 1-2L/min via nasal specs and titrate. 

 

Terminal Breathlessness 

Breathlessness in imminently dying patients appears problematic for both patients and healthcare 
professionals. Indeed, breathlessness is more common and more difficult to relieve than pain. A calm, 
positive, logical approach can do much to alleviate the distress of the patient. Occasionally terminal 
breathlessness can appear resistant to specific treatments and anxiolytics may then be necessary to 
alleviate the associated distress. 

•Morphine/diamorphine via continuous subcutaneous infusion (CSCI). 

•The dose of opioid will depend on whether the patient is already receiving an oral opioid. If taking oral 
morphine, divide the total 24-hour dose by two for the appropriate 24-hour dose of SC morphine or by 
three to convert to 24-hour SC diamorphine. 

•If the patient is opioid naive, start morphine or diamorphine 5-10mg/24hours CSCI with 2.5mg SC PRN 
and titrate as required. Alternatively, alfentanil 0.5-1mg/24 hours CSCI could be used, particularly in 
view of predictable renal dysfunction. 

To relieve the distress of terminal breathlessness, consider adding: 

•Midazolam 10mg/24hours CSCI with 2.5-5mg SC stat and titrate as required 

And /Or 

•Levomepromazine 25mg/24 hours CSCI with 6.25mg SC stat and titrate as required. 

It is very important to discuss the rationale for anxiolytic medication with the patient and their family. 


