
11. O’Driscoll et al. The experience of breathlessness in lung cancer. 
European Journal of Cancer Care, 1999; 8: 36-43
12. Vigano A, Donaldson N, Higginson IJ, Bruera E, Mahmud S, 
Suarez-Almazor M.Quality of life and survival prediction in terminal 
cancer patients: a multicenter study.Cancer.2004;101:1090–8, 
13. Dudgeon D, Lertzman M. Dyspnea in the advanced cancer patient. 
J Pain Symptom Manage. 1998;16:212–9.
14. Dudgeon DJ, Lertzman M, Askew GR. Physiological changes and 
clinical correlations of dyspnea in cancer outpatients. J Pain Symptom 
Manage. 2001;21:373–9.
15. Bausewein C, Booth S, Gysels M, Higginson I.Non-pharmacological 
interventions for breathlessness in advanced stages of malignant and 
non-malignant diseases.Cochrane Database Syst Rev. 2008;2: 
CD005623.
16. Jennings AL, Davies AN, Higgins JP, Gibbs JS, Broadley KE..A 
systematic review of the use of opioids in the management of dyspnea. 
Thorax. 2002;57:939–44.
17. Viola R, Kiteley C, Lloyd NS, Mackay JA, Wilson J, Wong RK. The 
management of dyspnea in cancer patients: A systematic review. 
Support Care Cancer. 2008;16:329–37.
18. Currow DC, McDonald C, Oaten S, Kenny B, Allcroft P, Frith P,et 
al. Once-daily opioids for chronic dyspnea: A dose increment and 
pharmacovigilance study. J Pain Symptom Manage. 2011;42:388–9.
19. Clemens KE, Quednau I, Klaschik E. Is there a higher risk of 
respiratory depression in opioid-naive palliative care patients during 
symptomatic therapy of dyspnea with strong opioids? J Palliat Med. 
2008;11:204–16.
20. Clemens KE, Klaschik E. Symptomatic therapy of dyspnea with 
strong opioids and its effect on ventilation in palliative care patients. J 
Pain Symptom Manage. 2007;33:473–81.
21. Kamal AH,Maguire JM,Wheeler JL, Currow DC, Abernethy 
AP,.Dyspnea Review for the Palliative Care Professional: Treatment 
Goals and Therapeutic Options.J Palliat Med. 2012;15:106–14.

dyspnoea. �e family physician is well placed to manage not 
only the symptoms, but also the psychological and social 
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ABSTRACT
Dyspnoea is the subjective experience of breathing 
discomfort, made up of distinct sensations varying in 
intensity. It is caused by multiple factors in palliative 
patients, such as infections, anaemia or anxiety. Tools like 
the Visual Analogue Scale (VAS), Numerical Rating Scale 
(NRS) and the Modified Borg scale, together with Functional 
Assessment Scales like the Medical Research Council 
Dyspnoea Scale and Baseline Dyspnoea Index (BDI) are used 
to measure the severity of Dyspnoea. Oxygen therapy can 
provide comfort for patients and can increase survival in 
selected COPD patients. An N=1 trial of supplemental 
oxygen is encouraged for patients with dyspnoea.Other 
non-pharmacological interventions such as breathing 
training and walking aids have been proven to be effective in 
managing dyspnoea. Studieshave shown that oral or 
parenteral opioids are useful for relieving dyspnoea. They 
are safe to use in titrated doses. However, morphine should 
be used cautiously in patients with impaired renal and liver 
functions. Benzodiazepines are not recommended for 
first-line treatment, and should be administered after 
consult with a palliative physician. Effort should always be 
made to correct reversible causes.Family education is 
important to alleviate the stress of caring for patients with 
dyspnoea. 
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INTRODUCTION

Family medicine embraces the ethos of cradle-to-grave1 care. A 
family physicianequipped to deal with the symptoms at the 
end of a patient’s life is able to ful�l this ethos. Dyspnoea is a 
common and distressing symptom in palliative care patients.2 

�is includes patients with cancer  or advanced organ failure.4,5 
�erefore a family physician may inevitably have to manage 
patients with dyspnoea. �ere is now some evidence on the use 
of medications like opioids for the treatment of dyspnoea and 
these evidences are incorporated in several national 
guidelines.6,7,8

DEFINITION

Dyspnoea is a subjective sensation. �e American �oracic 
society de�nes dyspnoea the following way9: 

"Dyspnea is a term used to characterize a subjective experience 
of breathing discomfort that is comprised of qualitatively 
distinct sensations that vary in intensity. �e experience derives 
from interactions among multiple physiological, psychological, 
social, and environmental factors, and may induce secondary 
physiological and behavioral responses."

A patient who is breathing rapidly may not feel subjectively 
dyspnoeic while another who has normal respiratory rate may 
be feeling severe dyspnoea. A good example would be how we 
feel when we run. Despite tachypnoea, use of accessory muscles 
of respiration and other signs of respiratory distress, most 
people would not report themselves as experiencing dyspnoea. 
It is therefore important to note the subjective nature of the 
sensation of dyspnoea.

WHY BOTHER ABOUT DYSPNOEA: THE BURDEN 
OF DYSPNOEA

Dyspnoeahas both physical and psychological e�ects on 
patients and their families. Patients with dyspnoea have a 
worsened functional status,10 resulting in increased dependence 
on caregivers, and this causes further functional decline.Often, 
their daily activities are limited by the symptom. In addition, 
patients with dyspnoea are more likely to be depressed or 
anxious.11 Such burdens not only a�ect patients, but their 
families as well. Dyspnoea itself is a poor prognostic marker 
but has been shown to be associated with increased mortality 
amongst cancer patients.12

What Causes Dyspnoea

Palliative patients commonly have multiple causes for 
dyspnoea. It is important to rule out reversible causes of 
dyspnoea such as infections, anaemia etc. In a case series of 100 
palliative patients, the majority has at least one reversible cause 
of dyspnoea.13 It is also important to note that although anxiety 
is a common contributing factor to dyspnoea, it is rarely the 
sole cause.14 

How to Measure Dyspnoea

�ere are many validated tools to assess dyspnoea in palliative 
care. Practical tools that can be used in the outpatient clinics 
include the Visual Analogue Scale (VAS), Numerical Rating 
Scale (NRS) and the Modi�ed Borg scale. �ese are 
simple-to-administer scales that measure the intensity of 
dyspnoea. Functional assessment scales such as the Medical 
Research Council Dyspnoea Scale and Baseline Dyspnoea 
Index (BDI) exist but are not commonly used outside the 
research setting.
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Many physicians would use an ordinal intensity scale 
mentioned above in combination with some questions on 
functional assessment as part of their measurement of 
dyspnoea severity. �ese functional assessments includee�ort 
tolerance, ability to ambulate, the comfort level of speaking or 
eating, and the quality of sleep. �e measurement of dyspnoea 
is not only important to determine the severity of the 
symptom, but also to measure the response to treatment. 

Management of Dyspnoea

Often, a family physician may see a patientpresenting with 
chronic dyspnoea. Several questions may occur to the 
physician. When do we use oxygen for symptom relief? Is there 
any evidence in non-pharmacologicaltherapy for dyspnoea? 
When should we use opioids? Are opioids safe to use? �e 
following questions are answered below. 

Oxygen �erapy

Oxygen therapy is frequently employed in the hospitals due to 
its availability. In the community, supplemental oxygen 
commonly comes in the form of an oxygen concentrator. 
While the cost of buying or renting an oxygen concentrator is 
not exorbitant, the electrical consumption of this equipment 
can be hefty.

Supplemental oxygen can improve both survival and quality of 
life in patients with chronic obstructive pulmonary disease who 
are hypoxic. Forpalliative care patients with other life-limiting 
illnesses, oxygen use may help relieve symptoms, but is unlikely 
to prolong survival. 

Multiple small studies on the use of supplemental oxygen 
versus medical air (room air)for the control of dyspnoeain the 
palliative care setting showed con�icting results. �is was the 
same in both the hypoxaemic and the non-hypoxaemic 
patients.

A large randomised controlled trial studied oxygen versus 
medical air for non-hypoxaemic patients.Both groups of 
patients had improved dyspnoea and quality of life scores to 
the same extent. �is suggested that the air�ow itself rather 
than oxygen might improvedyspnoea. �ere are some 
suggestions that using a handheld fan may have similar e�cacy 
in reducing dyspnoea. However, small studies on the use of 
handheld fans for treatingdyspnoea have not been conclusive.

Many physicians will report that some patients seem to bene�t 
greatly from supplemental oxygen. �is group of patients 
however could not be consistently identi�ed in the studies. 
While the RCT above found that patients who are more 
breathless bene�ted more from oxygen compared to room air, 
other studies showed that hypoxaemic patients bene�ted more 
from oxygen. Given the complex mechanism of dyspnoea, it is 
not surprising that the subgroup of patients who may �nd 
oxygen useful cannot be easily classi�ed into categories. In view 
of this, an N=1 trial of supplemental oxygen is useful to 

determine who may bene�t from this intervention. 

Other Non-pharmacological Interventions for Dyspnoea

�ere is a good Cochrane review on non-pharmacological 
interventions for breathlessness in advanced stages of 
malignant and non-malignant diseases. Most studies have 
found that breathing training and walking aids are e�ective for 
dyspnoea. Chest wall vibrations and neuromuscular electric 
stimulation may be useful, but would require a skilled 
therapist. Other interventions such as handheld fans, 
counselling and relaxation techniques do not have su�cient 
evidence tosuggest for or against their use. 

Opioids

�ere is good evidence from a meta-analysis that oral or 
parenteral opioids are useful for relieving dyspnoeain 
patients.16 Morphine is the most commonly studied opioid in 
the trials and has been found to be equally useful in both the 
oral and parenteral forms.17 Low doses of morphine may be 
su�cient to help with dyspnoea. A 2011 pharmacovigilance 
trial showed that the majority of patients required 10mg per 
day for dyspnoea relief.18

Opioids are safe to use in titrated doses and studies have shown 
that opioids do not cause a clinically signi�cant respiratory 
depressionor iatrogenic blood gas changes.19.20 

Practices of starting opioids vary in di�erent places. Many 
physicians would start an opioid-naïve patient on oral mist 
morphine (syrup) 2.5mg every 4 hours with the option of 
adding 2.5mg of oral morphine every 4 hours as needed as 
breakthrough dose. Morphine should be used with caution or 
avoided in patients with renal and liver impairment. All 
patients who are on opioids should be prescribed laxatives in 
order to prevent opioid-induced constipation. 

Benzodiazepines
Benzodiazepines have been studied both alone and in 
combination with opioids for the relief of dyspnoea.21 �e 
results were mixed and use of benzodiazepines for 
relievingdyspnoea should be second line, and preferably done 
in consultation with a palliative physician. 

CONCLUSION

Dyspnoea is common and can be disabling in palliative care 
patients. Most of these patients have multiple causes of 
dyspnoea, and there must be an attempt to correct the 
reversible causes. Breathing exercises and walking aids can be 
useful to patients and they can be given an N=1 trial of oxygen 
to determine if they may bene�t symptomatically from 
supplemental oxygen.

Opioids are useful for the relief of dyspnoea and physicians 
should consider using them in titrated doses to control chronic 
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dyspnoea. �e family physician is well placed to manage not 
only the symptoms, but also the psychological and social 
burden of dyspnoea on the patient and his family.
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ABSTRACT
Dyspnoea is the subjective experience of breathing 
discomfort, made up of distinct sensations varying in 
intensity. It is caused by multiple factors in palliative 
patients, such as infections, anaemia or anxiety. Tools like 
the Visual Analogue Scale (VAS), Numerical Rating Scale 
(NRS) and the Modified Borg scale, together with Functional 
Assessment Scales like the Medical Research Council 
Dyspnoea Scale and Baseline Dyspnoea Index (BDI) are used 
to measure the severity of Dyspnoea. Oxygen therapy can 
provide comfort for patients and can increase survival in 
selected COPD patients. An N=1 trial of supplemental 
oxygen is encouraged for patients with dyspnoea.Other 
non-pharmacological interventions such as breathing 
training and walking aids have been proven to be effective in 
managing dyspnoea. Studieshave shown that oral or 
parenteral opioids are useful for relieving dyspnoea. They 
are safe to use in titrated doses. However, morphine should 
be used cautiously in patients with impaired renal and liver 
functions. Benzodiazepines are not recommended for 
first-line treatment, and should be administered after 
consult with a palliative physician. Effort should always be 
made to correct reversible causes.Family education is 
important to alleviate the stress of caring for patients with 
dyspnoea. 
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INTRODUCTION

Family medicine embraces the ethos of cradle-to-grave1 care. A 
family physicianequipped to deal with the symptoms at the 
end of a patient’s life is able to ful�l this ethos. Dyspnoea is a 
common and distressing symptom in palliative care patients.2 

�is includes patients with cancer  or advanced organ failure.4,5 
�erefore a family physician may inevitably have to manage 
patients with dyspnoea. �ere is now some evidence on the use 
of medications like opioids for the treatment of dyspnoea and 
these evidences are incorporated in several national 
guidelines.6,7,8

DEFINITION

Dyspnoea is a subjective sensation. �e American �oracic 
society de�nes dyspnoea the following way9: 

"Dyspnea is a term used to characterize a subjective experience 
of breathing discomfort that is comprised of qualitatively 
distinct sensations that vary in intensity. �e experience derives 
from interactions among multiple physiological, psychological, 
social, and environmental factors, and may induce secondary 
physiological and behavioral responses."

A patient who is breathing rapidly may not feel subjectively 
dyspnoeic while another who has normal respiratory rate may 
be feeling severe dyspnoea. A good example would be how we 
feel when we run. Despite tachypnoea, use of accessory muscles 
of respiration and other signs of respiratory distress, most 
people would not report themselves as experiencing dyspnoea. 
It is therefore important to note the subjective nature of the 
sensation of dyspnoea.

WHY BOTHER ABOUT DYSPNOEA: THE BURDEN 
OF DYSPNOEA

Dyspnoeahas both physical and psychological e�ects on 
patients and their families. Patients with dyspnoea have a 
worsened functional status,10 resulting in increased dependence 
on caregivers, and this causes further functional decline.Often, 
their daily activities are limited by the symptom. In addition, 
patients with dyspnoea are more likely to be depressed or 
anxious.11 Such burdens not only a�ect patients, but their 
families as well. Dyspnoea itself is a poor prognostic marker 
but has been shown to be associated with increased mortality 
amongst cancer patients.12

What Causes Dyspnoea

Palliative patients commonly have multiple causes for 
dyspnoea. It is important to rule out reversible causes of 
dyspnoea such as infections, anaemia etc. In a case series of 100 
palliative patients, the majority has at least one reversible cause 
of dyspnoea.13 It is also important to note that although anxiety 
is a common contributing factor to dyspnoea, it is rarely the 
sole cause.14 

How to Measure Dyspnoea

�ere are many validated tools to assess dyspnoea in palliative 
care. Practical tools that can be used in the outpatient clinics 
include the Visual Analogue Scale (VAS), Numerical Rating 
Scale (NRS) and the Modi�ed Borg scale. �ese are 
simple-to-administer scales that measure the intensity of 
dyspnoea. Functional assessment scales such as the Medical 
Research Council Dyspnoea Scale and Baseline Dyspnoea 
Index (BDI) exist but are not commonly used outside the 
research setting.

Many physicians would use an ordinal intensity scale 
mentioned above in combination with some questions on 
functional assessment as part of their measurement of 
dyspnoea severity. �ese functional assessments includee�ort 
tolerance, ability to ambulate, the comfort level of speaking or 
eating, and the quality of sleep. �e measurement of dyspnoea 
is not only important to determine the severity of the 
symptom, but also to measure the response to treatment. 

Management of Dyspnoea

Often, a family physician may see a patientpresenting with 
chronic dyspnoea. Several questions may occur to the 
physician. When do we use oxygen for symptom relief? Is there 
any evidence in non-pharmacologicaltherapy for dyspnoea? 
When should we use opioids? Are opioids safe to use? �e 
following questions are answered below. 

Oxygen �erapy

Oxygen therapy is frequently employed in the hospitals due to 
its availability. In the community, supplemental oxygen 
commonly comes in the form of an oxygen concentrator. 
While the cost of buying or renting an oxygen concentrator is 
not exorbitant, the electrical consumption of this equipment 
can be hefty.

Supplemental oxygen can improve both survival and quality of 
life in patients with chronic obstructive pulmonary disease who 
are hypoxic. Forpalliative care patients with other life-limiting 
illnesses, oxygen use may help relieve symptoms, but is unlikely 
to prolong survival. 

Multiple small studies on the use of supplemental oxygen 
versus medical air (room air)for the control of dyspnoeain the 
palliative care setting showed con�icting results. �is was the 
same in both the hypoxaemic and the non-hypoxaemic 
patients.

A large randomised controlled trial studied oxygen versus 
medical air for non-hypoxaemic patients.Both groups of 
patients had improved dyspnoea and quality of life scores to 
the same extent. �is suggested that the air�ow itself rather 
than oxygen might improvedyspnoea. �ere are some 
suggestions that using a handheld fan may have similar e�cacy 
in reducing dyspnoea. However, small studies on the use of 
handheld fans for treatingdyspnoea have not been conclusive.

Many physicians will report that some patients seem to bene�t 
greatly from supplemental oxygen. �is group of patients 
however could not be consistently identi�ed in the studies. 
While the RCT above found that patients who are more 
breathless bene�ted more from oxygen compared to room air, 
other studies showed that hypoxaemic patients bene�ted more 
from oxygen. Given the complex mechanism of dyspnoea, it is 
not surprising that the subgroup of patients who may �nd 
oxygen useful cannot be easily classi�ed into categories. In view 
of this, an N=1 trial of supplemental oxygen is useful to 

determine who may bene�t from this intervention. 

Other Non-pharmacological Interventions for Dyspnoea

�ere is a good Cochrane review on non-pharmacological 
interventions for breathlessness in advanced stages of 
malignant and non-malignant diseases. Most studies have 
found that breathing training and walking aids are e�ective for 
dyspnoea. Chest wall vibrations and neuromuscular electric 
stimulation may be useful, but would require a skilled 
therapist. Other interventions such as handheld fans, 
counselling and relaxation techniques do not have su�cient 
evidence tosuggest for or against their use. 

Opioids

�ere is good evidence from a meta-analysis that oral or 
parenteral opioids are useful for relieving dyspnoeain 
patients.16 Morphine is the most commonly studied opioid in 
the trials and has been found to be equally useful in both the 
oral and parenteral forms.17 Low doses of morphine may be 
su�cient to help with dyspnoea. A 2011 pharmacovigilance 
trial showed that the majority of patients required 10mg per 
day for dyspnoea relief.18

Opioids are safe to use in titrated doses and studies have shown 
that opioids do not cause a clinically signi�cant respiratory 
depressionor iatrogenic blood gas changes.19.20 

Practices of starting opioids vary in di�erent places. Many 
physicians would start an opioid-naïve patient on oral mist 
morphine (syrup) 2.5mg every 4 hours with the option of 
adding 2.5mg of oral morphine every 4 hours as needed as 
breakthrough dose. Morphine should be used with caution or 
avoided in patients with renal and liver impairment. All 
patients who are on opioids should be prescribed laxatives in 
order to prevent opioid-induced constipation. 

Benzodiazepines
Benzodiazepines have been studied both alone and in 
combination with opioids for the relief of dyspnoea.21 �e 
results were mixed and use of benzodiazepines for 
relievingdyspnoea should be second line, and preferably done 
in consultation with a palliative physician. 

CONCLUSION

Dyspnoea is common and can be disabling in palliative care 
patients. Most of these patients have multiple causes of 
dyspnoea, and there must be an attempt to correct the 
reversible causes. Breathing exercises and walking aids can be 
useful to patients and they can be given an N=1 trial of oxygen 
to determine if they may bene�t symptomatically from 
supplemental oxygen.

Opioids are useful for the relief of dyspnoea and physicians 
should consider using them in titrated doses to control chronic 
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dyspnoea. �e family physician is well placed to manage not 
only the symptoms, but also the psychological and social 
burden of dyspnoea on the patient and his family.
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DYSPNOEA IN PALLIATIVE CARE: THE WHY, WHAT AND HOW FOR PRIMARY CARE PHYSICIANS?

ABSTRACT
Dyspnoea is the subjective experience of breathing 
discomfort, made up of distinct sensations varying in 
intensity. It is caused by multiple factors in palliative 
patients, such as infections, anaemia or anxiety. Tools like 
the Visual Analogue Scale (VAS), Numerical Rating Scale 
(NRS) and the Modified Borg scale, together with Functional 
Assessment Scales like the Medical Research Council 
Dyspnoea Scale and Baseline Dyspnoea Index (BDI) are used 
to measure the severity of Dyspnoea. Oxygen therapy can 
provide comfort for patients and can increase survival in 
selected COPD patients. An N=1 trial of supplemental 
oxygen is encouraged for patients with dyspnoea.Other 
non-pharmacological interventions such as breathing 
training and walking aids have been proven to be effective in 
managing dyspnoea. Studieshave shown that oral or 
parenteral opioids are useful for relieving dyspnoea. They 
are safe to use in titrated doses. However, morphine should 
be used cautiously in patients with impaired renal and liver 
functions. Benzodiazepines are not recommended for 
first-line treatment, and should be administered after 
consult with a palliative physician. Effort should always be 
made to correct reversible causes.Family education is 
important to alleviate the stress of caring for patients with 
dyspnoea. 
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INTRODUCTION

Family medicine embraces the ethos of cradle-to-grave1 care. A 
family physicianequipped to deal with the symptoms at the 
end of a patient’s life is able to ful�l this ethos. Dyspnoea is a 
common and distressing symptom in palliative care patients.2 

�is includes patients with cancer  or advanced organ failure.4,5 
�erefore a family physician may inevitably have to manage 
patients with dyspnoea. �ere is now some evidence on the use 
of medications like opioids for the treatment of dyspnoea and 
these evidences are incorporated in several national 
guidelines.6,7,8

DEFINITION

Dyspnoea is a subjective sensation. �e American �oracic 
society de�nes dyspnoea the following way9: 

"Dyspnea is a term used to characterize a subjective experience 
of breathing discomfort that is comprised of qualitatively 
distinct sensations that vary in intensity. �e experience derives 
from interactions among multiple physiological, psychological, 
social, and environmental factors, and may induce secondary 
physiological and behavioral responses."

A patient who is breathing rapidly may not feel subjectively 
dyspnoeic while another who has normal respiratory rate may 
be feeling severe dyspnoea. A good example would be how we 
feel when we run. Despite tachypnoea, use of accessory muscles 
of respiration and other signs of respiratory distress, most 
people would not report themselves as experiencing dyspnoea. 
It is therefore important to note the subjective nature of the 
sensation of dyspnoea.

WHY BOTHER ABOUT DYSPNOEA: THE BURDEN 
OF DYSPNOEA

Dyspnoeahas both physical and psychological e�ects on 
patients and their families. Patients with dyspnoea have a 
worsened functional status,10 resulting in increased dependence 
on caregivers, and this causes further functional decline.Often, 
their daily activities are limited by the symptom. In addition, 
patients with dyspnoea are more likely to be depressed or 
anxious.11 Such burdens not only a�ect patients, but their 
families as well. Dyspnoea itself is a poor prognostic marker 
but has been shown to be associated with increased mortality 
amongst cancer patients.12

What Causes Dyspnoea

Palliative patients commonly have multiple causes for 
dyspnoea. It is important to rule out reversible causes of 
dyspnoea such as infections, anaemia etc. In a case series of 100 
palliative patients, the majority has at least one reversible cause 
of dyspnoea.13 It is also important to note that although anxiety 
is a common contributing factor to dyspnoea, it is rarely the 
sole cause.14 

How to Measure Dyspnoea

�ere are many validated tools to assess dyspnoea in palliative 
care. Practical tools that can be used in the outpatient clinics 
include the Visual Analogue Scale (VAS), Numerical Rating 
Scale (NRS) and the Modi�ed Borg scale. �ese are 
simple-to-administer scales that measure the intensity of 
dyspnoea. Functional assessment scales such as the Medical 
Research Council Dyspnoea Scale and Baseline Dyspnoea 
Index (BDI) exist but are not commonly used outside the 
research setting.

Many physicians would use an ordinal intensity scale 
mentioned above in combination with some questions on 
functional assessment as part of their measurement of 
dyspnoea severity. �ese functional assessments includee�ort 
tolerance, ability to ambulate, the comfort level of speaking or 
eating, and the quality of sleep. �e measurement of dyspnoea 
is not only important to determine the severity of the 
symptom, but also to measure the response to treatment. 

Management of Dyspnoea

Often, a family physician may see a patientpresenting with 
chronic dyspnoea. Several questions may occur to the 
physician. When do we use oxygen for symptom relief? Is there 
any evidence in non-pharmacologicaltherapy for dyspnoea? 
When should we use opioids? Are opioids safe to use? �e 
following questions are answered below. 

Oxygen �erapy

Oxygen therapy is frequently employed in the hospitals due to 
its availability. In the community, supplemental oxygen 
commonly comes in the form of an oxygen concentrator. 
While the cost of buying or renting an oxygen concentrator is 
not exorbitant, the electrical consumption of this equipment 
can be hefty.

Supplemental oxygen can improve both survival and quality of 
life in patients with chronic obstructive pulmonary disease who 
are hypoxic. Forpalliative care patients with other life-limiting 
illnesses, oxygen use may help relieve symptoms, but is unlikely 
to prolong survival. 

Multiple small studies on the use of supplemental oxygen 
versus medical air (room air)for the control of dyspnoeain the 
palliative care setting showed con�icting results. �is was the 
same in both the hypoxaemic and the non-hypoxaemic 
patients.

A large randomised controlled trial studied oxygen versus 
medical air for non-hypoxaemic patients.Both groups of 
patients had improved dyspnoea and quality of life scores to 
the same extent. �is suggested that the air�ow itself rather 
than oxygen might improvedyspnoea. �ere are some 
suggestions that using a handheld fan may have similar e�cacy 
in reducing dyspnoea. However, small studies on the use of 
handheld fans for treatingdyspnoea have not been conclusive.

Many physicians will report that some patients seem to bene�t 
greatly from supplemental oxygen. �is group of patients 
however could not be consistently identi�ed in the studies. 
While the RCT above found that patients who are more 
breathless bene�ted more from oxygen compared to room air, 
other studies showed that hypoxaemic patients bene�ted more 
from oxygen. Given the complex mechanism of dyspnoea, it is 
not surprising that the subgroup of patients who may �nd 
oxygen useful cannot be easily classi�ed into categories. In view 
of this, an N=1 trial of supplemental oxygen is useful to 

determine who may bene�t from this intervention. 

Other Non-pharmacological Interventions for Dyspnoea

�ere is a good Cochrane review on non-pharmacological 
interventions for breathlessness in advanced stages of 
malignant and non-malignant diseases. Most studies have 
found that breathing training and walking aids are e�ective for 
dyspnoea. Chest wall vibrations and neuromuscular electric 
stimulation may be useful, but would require a skilled 
therapist. Other interventions such as handheld fans, 
counselling and relaxation techniques do not have su�cient 
evidence tosuggest for or against their use. 

Opioids

�ere is good evidence from a meta-analysis that oral or 
parenteral opioids are useful for relieving dyspnoeain 
patients.16 Morphine is the most commonly studied opioid in 
the trials and has been found to be equally useful in both the 
oral and parenteral forms.17 Low doses of morphine may be 
su�cient to help with dyspnoea. A 2011 pharmacovigilance 
trial showed that the majority of patients required 10mg per 
day for dyspnoea relief.18

Opioids are safe to use in titrated doses and studies have shown 
that opioids do not cause a clinically signi�cant respiratory 
depressionor iatrogenic blood gas changes.19.20 

Practices of starting opioids vary in di�erent places. Many 
physicians would start an opioid-naïve patient on oral mist 
morphine (syrup) 2.5mg every 4 hours with the option of 
adding 2.5mg of oral morphine every 4 hours as needed as 
breakthrough dose. Morphine should be used with caution or 
avoided in patients with renal and liver impairment. All 
patients who are on opioids should be prescribed laxatives in 
order to prevent opioid-induced constipation. 

Benzodiazepines
Benzodiazepines have been studied both alone and in 
combination with opioids for the relief of dyspnoea.21 �e 
results were mixed and use of benzodiazepines for 
relievingdyspnoea should be second line, and preferably done 
in consultation with a palliative physician. 

CONCLUSION

Dyspnoea is common and can be disabling in palliative care 
patients. Most of these patients have multiple causes of 
dyspnoea, and there must be an attempt to correct the 
reversible causes. Breathing exercises and walking aids can be 
useful to patients and they can be given an N=1 trial of oxygen 
to determine if they may bene�t symptomatically from 
supplemental oxygen.

Opioids are useful for the relief of dyspnoea and physicians 
should consider using them in titrated doses to control chronic 

•  Dyspnoea is a subjective sensation.
Patients with dyspnoea experience adverse physical and psychological effects.
Tools like the Visual Analogue Scale (VAS), Numerical Rating Scale (NRS) and the modified Borg scale are 
used to measure the severity of dyspnoea.
Dyspnoea can be managed with supplemental oxygen, breathing training and walking aids.
Opioids are the first-line medication used for relieving dyspnoea.
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