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Rick

• 82-year-old married male, home with wife and two sons
• Day 7 COVID-19 , unvaccinated
• On Antivirals and steroids
• On BIPAP FI02 70% , Variable oxygen saturation
• Met Call, GCS 11/15, Lactate was 11
• Reviewed by ICU (not a candidate for intubation)
• Nursing referral for breathlessness management and end-of-life-care



Gordon

• 68-year-old male, home with wife
• BSLTx in 2015 for COPD, relisted for re transplant for CLAD
• Depressed
• QOL impaired secondary to breathlessness , demoralized
• Referred to palliative care for introduction, breathlessness management and future 

planning



Melissa
• 69-year-old divorced female, COPD for past 20 years, Ex-

smoker, on triple inhaler therapy
• Exertional Retired Nurse
• Estranged from two daughters
• Socially isolated
• Dyspnea for past 2 years and walks with 4WF

Waking up at night with panic episodes  described ”as if 
drowning”
6 admissions with non-infective exacerbation of COPD

• FEV1 26% pred, FVC 68% DLCo20%
• Long-term oxygen therapy
• Completed pulmonary rehab 3 years ago and not interested to 

do it again, delisted from lung transplant list due to lack of 
engagement





Prevalence of chronic breathlessness

Walke L et.al. J Pain Symptom Manage 2006;31(1):31-37



Prevalence of Chronic breathlessness

• The prevalence of breathlessness in cancer varies with the primary tumour site; 
breathlessness occurs as a symptom most frequently in lung cancer, where it might affect 
75% of people with primary disease of the lung, bronchus and trachea (Muers & Round 
1993).

• Refractory breathlessness develops late in the course of the disease in patients 
with COPD,  or advanced lung and heart conditions gradually increasing in severity 
over a period of years in most people. 



Breathlessness

• Common symptom in advanced disease ( cancer, COPD, lung fibrosis, 
MND)

• Continuous and episodic breathlessness



Symptoms at end of life



Unmet Palliative care needs

• High symptom burden
• Patient and carer needs
• Psychological support
• Spiritual needs
• Social isolation
• Carer support
• Quality of Life

1: Moens et al 2014, J Pain symptom management. 2: Disler et al 2014, J Pain symptom management





Chronic breathlessness syndrome

• Chronic breathlessness is "patient's experience”

• Breathlessness which persists despite optimal management of the underlying pathology 
and  leads to disability

• Chronic breathlessness may be the end-result of several differing pathologies, including:
o  respiratory conditions such as chronic obstructive pulmonary disease, interstitial lung 

disease, inflammatory lung disease and lung carcinoma 
o cardiovascular conditions such as chronic heart failure and pulmonary hypertension 
o neuromuscular disorders such as motor neuron disease, amyotrophic lateral sclerosis



Total Dyspnea



Chronic Breathlessness assessment

• Dyspnea severity is a stronger predictor of 5-year mortality than FEV1 in COPD

• Various assessment scales

• Functional dyspnea assessment scale

• Modified Borg scale

• Visual analogue scale

• Modified Medical Research Council breathlessness scale(MMRC)



Modified medical research council scale 



What can palliative care offer?





“ I just can’t get enough air into my lungs. Every 
breath I take is such an effort, it's as if I’m 
wearing a lead jacket. I’m so frightened that the 
next breath will be my last. I just don’t want to be 
treated like another transplant number. “





Booth et al 
2016



Non-pharmacological approaches



Pharmacological approaches

• Oxygen (Abernety et al,2020, Lancet)
• Beneficial only in patients with hypoxemia

• Humidied High flow nasal oxygen (AIIRVO) 

• Opioids  (Currow etal 2011, Journal pain Symptom management)
• Kapanol( Slow-release morphine) PBS listed

• Benzodiazepines (Ekstrom etal,2014,BMJ)
• Lorazepam, clonazepam drops, midazolam
• Antidepressants
• Via treating anxiety or other direct 5HT mechanism?
• Mirtazapine
• Alpha 2 ag; at lower dose greater anticholinergic effect, higher doses more NA (but 

still sedating)
• awaiting RCT evidence; use if sleep/weight/depression

Sertraline/Escitalopram, other GAD treatments



OPIOIDS!!

Opioids and 
palliative care!!!



Opioids

• Opioid receptors are 
found throughout the 
respiratory nuclei, lung 
and brain stem

• Clinical studies have 
shown that relief of 
dyspnea can occur 
without increase in CO2 
and excess respiratory 
depression

   
 Clemens J Pain 
Sympt Manage 2007
 Jennings Thorax 
2002



Opioids
Multiple systematic reviews show small- moderate benefit
Cochrane review 2016 (Barnes H etal. 2016)
• 12 RCTs opioids vs placebo for dyspnea : n=526 (most 

COPD)
• Compared to placebo opioids decreases breathlessness 

intensity (mean 0.8 pints)
• No side-effects like sedation if used in low-doses
• No impact on QOL and more research is needed
• No role of nebulized opioids

Abernethy et al 2003 (BMJ)
• RCT (n=48) 20mg /d morphine for 4 days and 4 days placebo 

: morphine improved dyspnea



Opioid-naïve patients

Currow et al (2020)
Multicentre parallel group RCT (20% cancer pts) 
MOPS :Morphine 2019 (n=284), oxycodone trial 2021 (n=155, COPD)
• Neither 20mg/day SR morphine nor 5mg every 8 hourly of SR oxycodone improved 

primary outcome of intensity of breathlessness compared to placebo over 7 days. 
However, limitations to the studies.

• Randomized ,parallel-arm trial of oral morphine vs placebo for 7 days
• Randomized ,parallel-arm trial of oral CR oxycodone 5mg TDS vs placebo for 7 days
• As needed IR morphine (2.5mg /dose upto 6x/day) both grps
• No effect on breathlessness ,but less PRN opioid use

Immediate Release morphine vs Placebo (Abdallah etal 2017)
• RCT (crossver) of 20 COPD patients with chronic breathlessness syndrome
• Weight dependent dose (max morphine10mg/day) helped with breathlessness and sleep



Opioid tolerant patients

• Few RCT’s are available
• Cross-over, placebo control trial found single dose of sub/cut morphine given at 50% 

higher than schedules 4-hourly dose resulted in reduction of breathlessness to placebo 
(Bruera et al 1993)

• Second dose-comparison study patients were given opioids 25-50% more than 4 hourly 
prn dose and nil improvement in breathlessness (Allard et al)

• Fentanyl found to useful in prophylactic use prior to exertion.However very small 
number of RCTs









TGA guidelines (Treatment of Chronic Breathlessness )

Kapanol (morphine sulfate pentahydrate )
• Can be safely commenced in patients who are opioid naïve with a starting dose of 10 

mg/day.
•  If a satisfactory clinical response (a one-point reduction in worst breathlessness in the 

previous 24 h on a 0-10 numerical rating scale (NRS)) has not been achieved after 7 
days, and the initial starting dose is well tolerated, an increase of the daily dose by 10 mg 
with evaluation over the coming 7 days is suggested. Dosing can be once or twice daily, 
but the maximum evaluated daily dose is 30 mg/day





• The Palliation and end-of-life issues section of the COPD-X 
Plan states that ‘regular low dose oral morphine may be 
considered for treating breathlessness in patients with severe 
COPD that persists despite optimal medical management.’ The 
same section notes that ‘there is little comprehensive evidence to 
guide clinicians on the use of opioids in COPD symptom control’.

• The European Society of Medical Oncology (ESMO) Clinical 
Practice Guideline for Treatment of dyspnea in advanced cancer 
patients states that

 ‘    Opioids are the only pharmacological agents with sufficient 
evidence in the     palliation of dyspnea’. 

•  The Canadian Thoracic Society Clinical Practice Guideline 
(2011) for managing dyspnea in advance COPD; noted the ‘dearth 
of adequately powered, clinically relevant RCTs’ and 
recommended that ‘oral (but not nebulized) opioids be used for the 
treatment of refractory dyspnea in the individual patient with 
advanced COPD’. 







Barriers to palliative care and use of opioids

Smallwood et al, 2017 IMJ , Smallwood etal, 2018,COPD, Moran & Smallwood, 2019Respiratory



Developing new models of care



Lung transplant palliative care clinic 





Breathlessness and advanced respiratory diseases clinic at Alfred

• Respiratory physician
• Respiratory advanced trainee
• Palliative care physician 
• Palliative care and General medicine physician 







Rick

• 82-year-old married male, home with wife and two sons
• Day 7 COVID-19 , unvaccinated
• On Antivirals and steroids
• Nursing referral for breathlessness management
• On BIPAP FI02 70% , Variable oxygen saturation
• Met Call, GCS 11/15, Lactate was 11
• Reviewed by ICU (not a candidate for intubation)



Gordon

• 68-year-old male, home with wife
• BSLTx in 2015 for COPD, relisted for re transplant for CLAD
• Depressed
• QOL impaired secondary to breathlessness , demoralized
• Referred to palliative care for introduction, breathlessness management and future planning



Melissa
• 69-year-old divorced female, COPD for past 20 years, Ex-smoker, 

on triple inhaler therapy
• Exertional Dyspnea for past 2 years and walks with 4WF

Waking up at night with panic episodes  described ”as if drowning”
6 admissions with non-infective exacerbation of COPD

• FEV1 26% pred, FVC 68% DLCo20%
• Long-term oxygen therapy
• Completed pulmonary rehab 3 years ago and not interested to do it 

again
• Retired Nurse
• Estranged from two daughters
• Socially isolated



Summary

• Breathlessness is complex and frightening 

• Need new models of integrated care to address needs and symptoms

• A palliative approach can be provided by any health care professional

• Opioids can be used in management of chronic breathlessness , however more research 
is needed to show QOL benefits


