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Examples of patient groups

▪ COPD – most common non-malignant chronic respiratory 
disease with a limited prognosis and progressive decline

▪ Cystic Fibrosis

▪ Cancer Patients – lung primary and metastases

▪ Severe fibrotic lung disease e.g. idiopathic pulmonary fibrosis, 
particularly post COVID-19

▪ Respiratory failure due to respiratory muscle disorders e.g. 
Motor Neurone Disease, Muscular Dystrophy



Dyspnoea (breathlessness)

• “A subjective sensation of difficulty in breathing”

• Commonest respiratory problem – can be devastating
– COPD 90-95%, heart failure 60-88%, cancer 22-58%

• Not necessarily related to exertion

• Increase ventilation but decrease activity

• Relates poorly to objective measurements of lung function

• Trigger for acute admissions



Identify reversible causes

Any patient

• Anaemia

• Bronchoconstriction

• Hypoxia 

• Heart Failure

• LRTI – even if dying

• Pulmonary Embolism

• Pneumothorax

In patients with malignancy

• Pleural effusion

• Superior vena cava obstruction

• Bronchial obstruction (tumour related)

• Pericardial effusion



Non-pharmacological treatment

• Address fear and anxiety
• Breathing retaining or exercises e.g. pursed lip breathing
• Activity pacing advice
• Keep room temperature cool
• Positioning – upright, legs uncrossed, droop shoulders and keep head upright
• Pulmonary rehabilitation where appropriate
• Fans – 2nd and 3rd branches of trigeminal nerve reduces sensation of 

breathlessness
• Complementary therapies

– Hypnosis
– Acupuncture / acupressure
– Massage
– Relaxation techniques



Should a fan be used for breathlessness if COVID 
positive?

• Yes

• No



Opioids and dyspnoea

• Being used in both malignant and non-malignant lung disease

• Evidence base is quite poor in comparison to evidence related 
to pain, though there are a few trials out there

• Important to explain carefully to the patient why it is being 
prescribed

– Misconceptions about opioids and impending death



Evidence for use?

• Abernethy et al BMJ 2003 – placebo RCT
– Multiple aetiologies 20mg MR morphine
– Improved symptoms vs placebo

• Johnson MJ et al EJHF 2002 – placebo RCT
– Heart failure 2.5 – 5mg morphine qds
– Better than placebo

• Currow et al Thorax 2020 – placebo RCT
– Medical Research Council (MRC) Breathlessness score 3-4
– 20mg MR morphine ONCE daily vs placebo over 1 week (145 vs 139)
– Both arms allowed 2.5mg morphine prn up to six times daily
– No difference seen but placebo arm had more prn doses than morphine arm (8.7 vs 5.8 p < 0.001)

• Oxberry SG et al EJHF 2011 – placebo RCT
– Heart failure short term morphine vs oxycodone vs placebo
– No difference between any of the arms
– Opioids well tolerated with no clinical deterioration



What dose of morphine could you start on 
(assuming opioid naïve and normal eGFR)?

• 2.5 – 5mg prn orally

• 2.5mg prn subcutaneously

• 10mg subcutaneously over 24 hours in a driver

• 1.25mg prn subcutaneously

• 5mg MR twice daily

(choose all that apply)



Pick the maximum dose of morphine that should be 
used in dyspnoea

• 20mg total daily dose

• 30mg total daily dose

• There is no maximum

• When the patient starts to get side effects



• There are limited studies examining titration of morphine 
above 30mg daily.  Appears that benefit is seen within 24 hours 
of initiation but maximal benefit is not evident until about day 
5 so dose titration should not occur within the first week 
(Currow et al 2017)

• We tend to go with MR morphine twice daily, seem to get a 
better response more quickly



What if the patient is already on morphine?

• Then titrate up by 25% in the first instance

• No evidence that increasing by 50% adds any benefit (Allard 
1999, JPSM 17:256–65) but this was in cancer patients so may 
not be applicable to all of your groups

• Generally, shouldn’t increase by more than this anyway, unless 
on really low doses where it’s hard to increase by less than 
50%

• No opioid is licensed in the UK for dyspnoea



Do opioids have a class effect on the management 
of dyspnoea?

• Yes

• No



Do opioids have a class effect on the management 
of dyspnoea?

• Unclear if there is a class effect.  One study (Ferreira et al 2020 
JPSM) showed that oxycodone MR 5mg 8 hourly was of no 
extra benefit vs placebo (Australian study) – 74 vs 81 but 
placebo arm needed more breakthrough doses (7 vs 4.2) at 
days 5-7 of treatment

• But what do you do, for example, if the patient has renal 
impairment….deprive them of a treatment option???



Dyspnoea and steroids

• Use of steroids is generally ineffective for the management of 
breathlessness in e.g. COPD 

• BUT

• Depends if COVID-19 related – 6mg dexamethasone daily for 
10 days

• If SVCO or carcinoma pressing on bronchus high dose 16mg 
daily / in divided doses can be of benefit



Benzodiazepines

• There is no evidence to support the use of benzodiazepines for 
relief of breathlessness

• Causes more drowsiness than placebo but less than with 
opioids 

• But we know they work for some patients and there is a trend 
towards benefit



Benzodiazepines

• We would use opioids first line but choose benzodiazepines especially if 
the patient becomes very anxious during a bout of severe 
breathlessness

• There is a drive to decrease benzodiazepine use due to addictive side 
effects, however, stopping these medicines is inappropriate for palliative 
patients if they are deriving clinical benefit and their quality of life has 
improved as a result



Which benzodiazepine would be your first choice?

• Diazepam

• Lorazepam

• Lormetazepam

• Nitrazepam



Anxiety (related to dyspnoea)

• More prone to anxiety if
– Illness related symptoms e.g. pain

– Other family concerns

– Advancing disease and frightened of future

– Lack of social support

– Prior history of anxiety

– Female

– Prevalence approx 60% in COPD



Treatment Options – “antidepressants”

• Depends on principal symptom

• Beware of sodium lowering potential (lung cancer patients)

• Mirtazapine / trazodone good for sleep / appetite – trazodone 
licensed also for anxiety



Treatment Options cont…

• SSRI

– Citalopram / paroxetine / sertraline licensed for depression and panic 
disorder

– Duloxetine licensed for depression / generalised anxiety disorder

– More likely to lower sodium

• Tricyclics – side effects often limit usage and caution in CVD 
but established therapy if associated neuropathic pain



Breathlessness and dying

• Sometimes, we know that an intervention such as BiPAP is no 
longer working and this is prolonging life where the outcome is 
inevitable

• In these scenarios, we can make the patient as comfortable as 
possible using medicines in advance of the BiPAP mask being 
removed

• Gives the patient time to see family prior to death



Breathlessness and dying

• Midazolam 10mg / 24 hours +/- morphine 10mg / 24 hours in a 
CSCI (or appropriate opioid dependant on renal function)

– If on oral opioids then add that up and convert into a syringe driver 
(halve the oral dose for the subcut dose)

• Up to 30mg morphine and up to 60mg midazolam if needed

• This is recommended in NICE COVID-19 rapid guidance 
managing symptoms in the community



Dying of / with COVID

• Although, traditionally we use prn first and titrate, in COVID 
patients they become breathless and die quite quickly so in 
practice we have been setting up the driver much sooner than 
we would usually to maximise comfort as quickly as possible

• I’m not sure we can say that this differs if the patient has other 
co-morbidities alongside COVID infection, but maybe the 
audience may have a different view?
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Thank you

Any questions?


