
Dyspnea in Advanced Illnesses 
 
DEFINITION: “A subjective experience of breathing discomfort that consists of qualitatively 
distinct sensations that vary in intensity.” (Am Thoracic Society) 
 

“The experience is derived from interaction among physiological, psychological, social 
and environmental factors and may induce secondary physiological and behavioral responses.” 
 
SCOPE: 

Common in malignancy: 
-50% of outpatients w/cancer 
-70% in terminal phases of cancer (90% for lung cancer) 

 
Common in the last year of life in other illnesses: 

-37% w/CVA 
-80% w/CHF 
-40-50% w/ALS 
-70% w/dementia 
-80% w/ESRD 
->98% in COPD 

 
Causes considerable distress: 

-Impairs function, mood and sense of well-being 
-One study found the will to live inversely proportional to the severity of dyspnea 
in terminal cancer patients 
 

PATHOPHYSIOLOGY: 
Complex interactions between physical (mechanical), biochemical and neural 
efferents/afferents (see diagram at end). 
 
Concept of neuromechanical dissociation: dyspnea occurs when there is a mismatch 
between the outgoing motor command to the respiratory muscles and the afferent 
information arriving in the CNS. Tachypnea != dyspnea 
 

CAUSES OF DYSPNEA IN ADVANCED ILLNESS: 
-Muscle weakness -Metabolic acidosis -Pleural effusion 
-Anemia -Hypoxemia -Pulmonary edema 
-Hypercarbia -Bronchospasm -Airway obstruction 
-pulmonary htn -PE -lymphangitic carcinomatosis (use steroids!) 
-infection -pneumothorax -ascites 
-pericardial effusion -restrictive process -panic/anxiety 
-aspiration -neuromuscular disease (primary or 2/2 nerve involvement of 

tumor) 
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ASSESSMENT: 
Multiple scales have been developed and validated for assessing dyspnea 

-Several extended scales used in research settings 
-Those used in clinical settings include: 

--Simple visual analog scale 
--Borg scale: 10 (of 12) point scale with descriptors at each number (very 
slight, slight, moderate, severe, very severe, etc) 

TREATMENT: 
Cause-specific treatments 

-pleural effusion: diuretics or thoracentesis 
-ascites: diuretics or paracentesis 
-CHF/pulmonary edema: diuretics, ACE-I, beta-blockers, vasodilators 
-Infection: ??antibiotics?? 
-Pulmonary embolism: ??anticoagulation?? 

 
Non-pharmacologic 

-Repositioning (lie on dependent side if has an effusion/pneumonia) 
-Energy conservation (bedside-commode, wheelchair, etc) 
-Pursed-lip breathing 
-Relaxation techniques 
-Non-invasive ventilator support (CPAP/BiPAP) 
-Fan: Should blow from the side, onto cheek 

Presumed to stimulate trigeminal nerve 
-Oxygen: Only very small studies, many with < 10 patients 

--No evidence of benefit in the absence of hypoxia (when compared with 
increased room air flow!) 
--Mixed results when studied in hypoxic patients 

---Improvements seen in O2 saturation 
---Some studies show benefit over room air, others do not 

--2010 large, multicenter RCT: 
---239 patients in US, UK, Australia 
---PaO2 > 55 
---About 60% had COPD, 15% had lung cancer, rest mixed 
---Randomized to oxygen vs room air via concentrator for 7 days 
---Dyspnea “right now” scores (0-10 scale) each morning/evening 
---No difference between groups in overall dyspnea scores 
---Approximately half in both groups had clinically meaningful 
response 
---Oxygen group with slightly higher response rate in morning 
measurements only 

 
Pharmacologic 

-Bronchodilators: inhaled, nebulized 
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-Corticosteroids: most helpful in reactive airway disease or lymphangitic 
carcinomatosis 
-Opioids 

--Appear to act on central and peripheral mu receptors 
+Decrease perception of dyspnea, decreased minute ventilation 
and sensitivity to elevated pCO2 

--Dosing 
+Opioid naive: 5mg morphine SC prn, titrate to effect 
+If taking opioids: 25-50% increase above current opioid dose 

--Clinically significant respiratory depression rare if doses are titrated 
incrementally 
--No evidence that use of opioids for dyspnea hastens death 
--Nebulized opioids: Mixed results in past studies. Currently no clinical 
role but continue to be used in research settings. 

-Other medications:  
--anxiolytics: Poor evidence base. May help with management of anxiety 
related to dyspnea 
--Mixed results with chlorpromazine, SC midazolam 
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CONTROL OF RESPIRATORY FUNCTION 
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