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Things to consider: 
1. Very common symptoms.  

2. Can occur in any age patient. 

3. Respiratory symptoms are similar in patients with 

cancer and those with chronic benign conditions, 

such as COPD, Pulmonary Fibrosis. 

4. Management principles are also the same.   

 

 



Common symptoms 

 

 1. Breathlessness (dyspnoea) 

 

 2. Cough 

 

 3. Secretions 



1. Breathlessness 

 ‘An uncomfortable awareness of 

breathing.’ 

 Complex symptom involving many 

different factors – physiological, 

psychological, environmental and 

functional status of patient. 

 Distressing 

 Restricts Activities of Daily Living 

 



Common conditions: 

 Lung cancer – primary and metastatic 

lesions.  

 COPD, asthma. 

 Pulmonary Fibrosis 

 Cardiac – heart failure, arrhythmias. 

 Others: anaemia, high urea, pressure on 

diaphragm eg ascites.  

 Anxiety  

 



Management Approach for 

Breathlessness 



Management Approach for 

Breathlessness: 
 

 

 i. Consider general measures 

 ii. Reversible causes where     appropriate. 

 iii. Non-pharmacological 

 iv. Pharmacological  



i. General Management: 

 Explanation 

 Reassurance 

 Building confidence and rapport 

 Discussing patient’s and family’s fears 

openly 

 Remaining calm 

 



ii. Assessing for Reversible Causes – 

things to consider: 
 Does this patient have an acute episode 

of breathlessness? 

 Where is this patient in their disease 

trajectory?   

 Is there any intervention that would be of 

benefit and not cause further harm or 

risk? 

 Does this patient have any current plan to 

manage this symptom? 

 



To consider: 

 Does this patient have an acute episode 
of breathlessness?  

 - Yes or No answer.   

 - Is this patient known to you? 

 - Do they have times where they feel more 
breathless? 

 - Is this situation different to other times? 

  

 

 



To consider: 

 Where is this patient in their disease 

trajectory?   

 - Is this a patient who is in an advanced 

stage of their condition? 

 - Has there been a discussion on Place of 

Care? 

 - What are the patient’s wishes relating to 

their healthcare? 



To consider: 

 Is there any intervention that would be of 
benefit and not cause further harm or risk? 

  - Antibiotics if possible infection 

  - Steroids 

  - Nebuliser/Oxygen  

  - Chest drain 

  - Chemo/Radiotherapy 

  - Bronchial stenting 

  - Blood transfusion if anaemic 



To consider: 

 Does this patient have any current plan to 

manage this symptom? 

 - Check the notes. 

 - Is there a prescription for any 

medications which may relieve 

breathlessness? 

 - Do you need to arrange a Medical review 

for your patient?   

 



iii. Non-pharmacological measures: 

 

 Alone 

 

 Combined with treating reversible causes. 

 

 Combined with Pharmacological 

management – medications.  





Non-pharmacological measures:  

 Relaxation 

 

 Positioning 

 

 Hand-held fan or bedside fan 

 

 Physiotherapy/Occupational Therapist 



iv. Pharmacological measures: 

 Opioids – Morphine based drugs. 

 - Oramorph, MST, Sevredol, Oxynorm, 
Oxycontin, Oxycodone, Palladone, Fentanyl.   

 

 

 Anxiolytics – benzodiazepines.  

 - alprazolam (xanax), lorazepam (ativan), 
diazepam (valium), Midazolam (hypnovel). 



Opioids:  

 Main things to remember   

 

  -  Start low 

  -  Go slow 

  -  Monitor for effects 

  -  Most likely starting with liquid    

preparation orally, as capsules/tablet 

doses not low enough.  



How do Opioids work? 

 Is an evidence base for opioids.  

 

 - decrease sensation of breathlessness. 

 - reduces response to hypoxia and 

hypercapnia. 

 - reduces oxygen comsumption. 

 - decreases respiratory drive.  



Anxiolytics: 

 Not as much evidence. 

 

 Can be useful when anxiety is a strong 

component of breathlessness.  

 

 Also remember other non-

pharmacological measures when anxiety 

is a strong feature.  



Vicious Cycle 



Breathlessness in Terminal Phase: 

 Can be distressing. 

 Oral Vs alternative route. 

 Most common route of administration of 

medications is subcutaneously – PRNs 

and continuous subcut infusion (csci) 

using a syringe driver.  

 Most common medications in syringe 

driver – Opioid & Anxiolytic.  



Syringe Driver: 



Other medications: 

 

 

 Steroids – oral/subcut/nebulised/inhalers. 

 

 Salbutamol, ipratropium.  

 



Oxygen Therapy 

 Important to consider on an individual 

patient basis. 

 May be useful in those patients who are 

hypoxic either at rest or on exertion. 

 May also help those with a normal O2 

level due to effect of facial or nasal 

cooling or as a placebo effect.  



Oxygen Therapy 

 Possible adverse effects: 

 - psychological dependence 

 - bulky heavy equipment, limit mobility 

 - fire hazard – smokers.  

 - drying effect on upper airways 

 - Financial cost, particularly in the 

community. (ESB, Drugs Payment 

Scheme.)  



Common symptoms 

 

 1. Breathlessness (dyspnoea) 

 

 2. Cough 

 

 3. Secretions 



2. Cough 

 May be present in up to 50% of patients 
with advanced cancer and up to 80% of 
patients with Lung cancer. 

  

 Also present in non-malignant conditions.  

 

 Result of mechanical & chemical irritation 
of receptors in the Respiratory Tract.  



Many causes: 

Respiratory: 

 - post nasal drip 

 - Infection  

 - Smoking 

 - Tumour 

 

Gastrointestinal: 

 - Gastro-oesophageal reflux 

Medications: 

 - ACE-inhibitors 

 - Beta-blockers 

 



Wet V Dry cough 

 Productive or ‘wet’ cough – physiological 

purpose, to clear mucus.  

 

 Dry cough – no physiological purpose, 

check for and appropriately treat any 

reversible causes.   



Management of Cough: 

 Productive/wet cough: 

 - Steam inhalation or Saline nebs 2.5mls qds 

and prn.  

 - Carbocisteine – mucolytic which reduces 

thickness of sputum. 

   (750mg tds & reduce as per response)  

 - Percussion, postural drainage – chest 

Physiotherapy to aid expectoration.  

 - Consider if antibiotics have a role.  



Management of Cough: 

 In those patients in terminal phase and 

too weak to cough: 

 - anti-muscarinic drugs e.g. buscopan 

(hyoscine butylbromide), glycopyrronium 

(robinol) subcutaneously.  

  

- Cough suppressants e.g. opioids such as 

morphine, oxycodone.  



Management of Cough: 

 Dry cough:  

 - Suppress the cough. 

 

 - Saline nebs 2.5mls qds may help to 

reduce the irritation of dry airways and 

help loosen normal bronchial secretions.  



Management of Cough: 

 Non-opioid 

suppressants: 

- Simple linctus 5mls 

up to qds. 

 Opioid suppressants: 

- Codeine 30mg qds 

- Codeine linctus 

- Morphine – little 

evidence for high 

doses of opioid for 

cough.  

- Methadone. 



Common symptoms 

 

 1. Breathlessness (dyspnoea) 

 

 2. Cough 

 

 3. Secretions 



3.Respiratory Tract Secretions: 

 “Death rattle” 

 Inability to clear respiratory secretions 

leading to noisy breathing.  

 Fluid pooling in the hypopharynx. 

 Can occur in 50% of dying patients.  

 Often very distressing for families and 

healthcare professionals.  



Management of secretions: 

 General measures: 

- Reassurance for family and people 

present.  

- Noise is due to secretions, which are no 

longer being coughed or cleared. 

- Not causing suffocation, choking or 

distress to the dying patient.  

- Regular re-positioning. 



Management of secretions: 

 Specific measures: 

- Consider Acute Pulmonary Oedema and 

treat with frusemide if suspected.  

- Treat prophylactically – easier to prevent 

secretions rather than wait until present.  

- Is patient conscious? 



Medications used for secretions: 

 Buscopan (hyoscine butylbromide)  

 

- does not cross blood-brain barrier, therefore 

not sedating.  

- Stat doses of 20mg subcut 

- csci over 24 hours 80mg – 120mg maximum. 

- Poor Oral bioavailabilty.  



Medications used for secretions: 

 Glycopyrronium (Robinol) 

 

- Non-sedating.  Useful to give if a patient 

remains conscious and alert.  

- Dose: 200micrograms – 400micrograms 

subcut prn. 

- csci dose over 24 hours 0.6mg – 2.4mg 

maximum.  



Medications for secretions: 

 Hyoscine Hydrobromide 

 

- CAN cause sedation, confusion and 

worsen a delirium.  

- Dose: 200micrograms – 400micrograms 

subcut prn. 

- csci dose over 24 hours 0.6mg – 2.4mg.  



Medications for secretions: 

 Rapid respiratory rate, can use an opioid 
such as Morphine subcut or added to csci. 

 PRN dose would be one sixth of background 
dose if already on a strong opioid.  

 

 If distressed – low dose anxiolytic such as 
Midazolam prn and/or added to a csci.  

 Starting dose depends on patient & situation. 
(2.5mg subcut 2-4 hourly prn.) 



Respiratory Secretions 

 Gentle oropharngeal suction can be 

useful.  

 Stop if causing distress, trauma. 

 Reserved for unconscious patients in 

terminal phase.  



In Summary: 

 Respiratory symptoms are common.  

 Always consider non-pharmacological 

measures. 

 Either alone or in combination with 

medications.  

 With opioids – start low, titrate slowly – 

Oramorph 1-2mg qds po.  

 Re-assess your patient at regular 

interventions. 



Thank you.  


