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Assessment 5 Minute Consult
- Note: dyspnea is the subjective sensation of shortness of breath and is independent of
oxygen saturation, respiratory rate, or other objective indicators
- Assessment is based on patient’s self-report
- If unable to self-report, assess heart rate, respiratory rate, restlessness, abdominal
breathing, accessory muscle use, grunting, nasal flaring, look of fear

Management

- ldentify/treat reversible causes (pulmonary edema, anemia, bronchospasm, etc.)
- Non-pharmacologic
o Patients often naturally lean forward, utilize pursed-lip breathing
o Fan to provide air movement across face'?
o Administration of 1 FiO2 not shown to be superior to administration of room air in
the absence of hypoxia® — possible subjective benefit for patients/families
o Noninvasive or mechanical ventilation, depending on patient’s goals of care
* Consider palliative high-flow nasal canula*
o Allow for viewing of window or open space
o Mindfulness/stress-reduction exercises
- Pharmacologic
o Opioids are mainstay
= No particular opioid better than another
= Data support oral, intravenous, and subcutaneous use over nebulization
= Effective for cough as well
= Mechanisms: (1) alteration of chemoreceptor response to hypercapnia
and hypoxia; (2) vasodilation and decreasing of pulmonary vascular
congestion; (3) centrally-acting effects to reduce perception of dyspnea
= When appropriately dosed, no respiratory depression
o Disease-specific interventions such as beta-agonists, inhaled anti-cholinergics,
steroids, diuretics (no evidence for nebulization), antibiotics, etc.

Intervention Agent Conclusions

Medical Gas Oxygen — Hypoxemic

Oxygen — Normoxemic
Medical air — Normoxemic

1
et
Pharmacologic PEO e f Initial Opioid Dosing for Opioid-Naive Patients
::;T;:::‘::ee:“de : (start conservatively and titrate as needed to higher dosing to obtain effect)
Ansiolytics - Oral (IR) IV/SC
T :::.” T Morphine 5-10 mg q1-4h 2-4 mg q15-30min
s g t Oxycodone 2.5-5 mg q1-4h -
- frrrmrard O . Hydromorphone 1-2mg q1-4h | 0.2-0.6 mg q15-30min
S ST O e P i Fentanyl - 25-50 mecg q15-30min
Complementary Acupuncture eort

1 Evidence generally supports use of intervention

4 Current evidence does not support use
©  Further investigation required
“or T Further investigation is required, but emerging data are compelling to support use

Treatment options for dyspnea®



References

1. Schwartzstein RM, Lahive K, Pope A, Weinberger SE, Weiss JW. Cold facial stimulation
reduces breathlessness induced in normal subjects. American Review of Respiratory
Disease. 1987 Jul;136(1):58-61.

2. Kako J, Morita T, Yamaguchi T, Kobayashi M, Sekimoto A, Kinoshita H, Ogawa A, Zenda S,
Uchitomi Y, Inoguchi H, Matsushima E. Fan therapy is effective in relieving dyspnea in
patients with terminally ill cancer: a parallel-arm, randomized controlled trial. Journal of Pain
and Symptom Management. 2018 Oct;56(4):493-500.

3. Abernethy AP, McDonald CF, Frith PA, Clark K, Herndon Il JE, Marcello J, Young IH, Bull J,
Wilcock A, Booth S, Wheeler JL. Effect of palliative oxygen versus room air in relief of
breathlessness in patients with refractory dyspnoea: a double-blind, randomised controlled
trial. The Lancet. 2010 Sep 4;376(9743):784-793.

4. Ruangsomboon O, Dorongthom T, Chakorn T, Monsomboon A, Praphruetkit N, Limsuwat C,
Surabenjawong U, Riyapan S, Nakornchai T, Chaisirin W. High-flow nasal cannula versus
conventional oxygen therapy in relieving dyspnea in emergency palliative patients with do-
not-intubate status: a randomized crossover study. Annals of Emergency Medicine. 2020
May;75(5):615-626.

5. Kamal AH, Maguire JM, Wheeler JL, Currow DC, Abernethy AP. Dyspnea review for the
palliative care professional: treatment goals and therapeutic options. Journal of Palliative
Medicine. 2012 Jan 1;15(1):106-14.

6. Portions adapted from: Bodtke A and Ligon K. Hospice and Palliative Medicine Handbook: A
Clinical Guide. 2016.



