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PALLIATIVE CARE: PRINCIPLES & PHILOSOPHY

 Goals of palliative medicine
• Prevent and relieve suffering
• Promote physical and psychosocial health
• Support for the best quality of life

 Whole-person care for the seriously ill
 A philosophy of care and an organized, structured system of 

care delivery
 Interdisciplinary team

CAPC 2019; WHO 2013 
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N Engl J Med 2015; 373:747-755
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Dtsch Arztebl Int 2013; 110(12): 195-202. DOI: 10.3238/arztebl.2013.0195
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DYSPNEA: ASSESSMENT & MANAGEMENT
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DYSPNEA: MULTIDIMENSIONAL 
Determine and assess cause/s of dyspnea
• Looking for reversible problems is always 

warranted
• Understanding where patients are at in the 

dying trajectory, and their identified goals 
of care, is essential to guide the extent of 
workup to discover reversible causes  

If the patient is clearly dying and the goals of 
care are comfort, then:
• pulse oximetry, arterial blood gases, EKG, or 

imaging are not indicated 
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DYSPNEA: GENERAL TREATMENT MEASURES

• Avoid strong odors, fumes, & smoke
• Identify & avoid any triggers
• Positioning (sitting up) 
• Increasing air movement via a fan or 

open window 
• Use of bedside relaxation techniques 

• In the imminently dying patient, 
discontinuing fluids or feeding is 
appropriate

Fast Facts, April 2015
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DYSPNEA: NON-PHARMACOLOGIC MANAGEMENT

Multi-disciplinary regimens are most 
effective for chronic dyspnea
• Disease management
• Anxiety reduction
• Emergency contingent planning
• Self-mastery of breathing 

mechanics 
• Exercise training
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DYSPNEA: NON-PHARMACOLOGIC MANAGEMENT

• Pulmonary rehabilitation
• Patient education including the psych-social-

spiritual impact of the dyspnea-anxiety cycle 
• Energy conservation techniques: reorganizing 

living spaces to reduce energy expenditure, 
prioritizing activities within their ability, and 
utilizing restorative aids such as walkers or canes

• Cognitive behavioral therapy: delivered by 
trained therapists 

• Relaxation techniques: diaphragmatic and 
pursed lip breathing training, guided imagery, 
meditation, and music therapy 

• Acupuncture
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DYSPNEA: PHARMACOLOGIC MANAGEMENT

• Opioids: Oral, subcutaneous, and intravenous 
opioids have long been regarded as the mainstay 
of pharmacologic treatment for chronic dyspnea 

• Opioids appear to be safe and moderately 
effective at low doses (oral morphine equivalent 
dose < 30 mg/day) for advanced COPD, 
interstitial lung disease, and advanced cancer, 
even when prognosis is anticipated to be several 
months or years 

• When utilizing opioids for chronic dyspnea 
relief, communication is vital to allay concerns 
amongst the patient, family, and clinicians

• Extra caution is warranted in patients with sleep 
apnea and when concomitantly prescribed with 
benzodiazepines as increased mortality has been 
noted 

• Starting at low doses (e.g. short-acting morphine 
dose of 0.5-2 mg q4 hours as needed), 
monitoring for effect, and then titrating up at 
small intervals until the lowest effective dose is 
identified, allows for confidence that the 
treatment is safe and effective 

• If tolerated, consider a low dose, once daily, 
long-acting opioid (e.g. morphine ER 15-30 
mg/day)

Fast Facts, April 2019
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DYSPNEA: PHARMACOLOGIC MANAGEMENT

• Benzodiazepines: A Cochrane systematic review 
found no convincing evidence for or against the 
use of benzodiazepines for chronic dyspnea  
 Associated with an increased mortality risk when 

co-prescribed with opioids 
 Many experts prescribe them for select patients for 

whom refractory anxiety is a significant component 
to their symptomatology

• Antidepressants: One case series suggested that 
mirtazapine could benefit select patients with 
chronic dyspnea

• For associated cough: Anti-tussives

• For associated secretions: Anti-cholinergics
 Scopolamine
 Glycopyrrolate
 Atropine

• Other agents that may have specific disease 
modifying effects include diuretics, 
bronchodilators, and corticosteroids.
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DYSPNEA: TREATMENT WITH OXYGEN

Oxygen is often, but not universally, helpful 
• Supplemental oxygen in those with hypoxemia have 

been associated with improved symptom control in 
appropriate patients with COPD and pulmonary fibrosis

• Therapeutic air by means of a fan to the face has shown 
benefit for cancer and COPD patients

• In dying patients:
– When in doubt, a therapeutic trial, based on symptom relief, 

not pulse oximetry, is indicated
– Patients generally prefer nasal cannula administration than a 

mask
– There is little reason to go beyond 4-6 L/min of oxygen via 

nasal cannula in the actively dying patient

Fast Facts, April 2019
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DELIRIUM & AGITATION: ASSESSMENT & MANAGEMENT
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N Engl J Med 2017; 377:1456-1466. DOI: 10.1056/NEJMcp1605501
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JAMA. 2017;318(12):1161-1174.doi:10.1001/jama.2017.12067
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TERMINAL DELIRIUM

Irreversible delirium and agitation at 
the end-of-life
• End-stage organ failure, imminent death
• Accumulation of toxic metabolites
• An adequate therapeutic trial fails to 

reverse the delirium at end-of-life
• Palliative care emergency
• Common reason for palliative sedation
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APPROACH TO TERMINAL DELIRIUM

Educate and support family and 
caregivers
• To understand its causes
• Finality and irreversibility
• Management approach
Evaluate and reverse treatable 
contributing factors
• Pain, urinary retention, constipation
Irreversible, terminal delirium does 
not respond to conventional 
treatments for causes of reversible 
delirium

Reidy J. Delirium. AAHPM Intensive Board Review Course, 2016



© 2019 Atlantic Health System
24

DELIRIUM: CONSENSUS ON PHARMACOTHERAPY

 Despite the controversy regarding pharmacotherapy, two areas of consensus seem to remain:
a. Hyperactive patients who are a danger to themselves or others (pulling out lines or tubes, striking 
caregivers, etc) despite behavioral and environmental modification, should be treated pharmacologically. 
• Notably, there is no evidence-based drug approach to this, and reasonable treatment options could 

include antipsychotics (especially if symptomatology includes hallucinations or delusions), or sedatives 
such as benzodiazepines or dexmedetomidine if prognosis is felt to be short

b. Patients with terminal delirium should be treated pharmacologically if it is the judgment of their 
caregivers that the delirium is a source of suffering. 
• In these circumstances, it is important to consider the therapeutic goal in the context of the patient’s 

prognosis
• If sedation is acceptable, or even the goal in a dying patient, a sedating dose of a benzodiazepine or a 

sedating antipsychotic such as chlorpromazine is probably a prudent approach even though such 
medications are known to cloud cognitive clarity

Fast Facts, May 2015
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Anesthesiology. 2016 Dec;125(6):1229-1241.
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2 ROADS TO DEATH

NORMAL

Restless
Confused Tremulous

Hallucinations

Mumbling Delirium

Myoclonic Jerks

Seizures

Sleepy

Lethargic

Obtunded

Semicomatose Comatose DEATHTHE USUAL
ROAD

THE DIFFICULT
ROAD



COMMUNITY PCLC ACTION PERIOD 2: 
OCTOBER 2021 – JANUARY 2022
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PCLC BUNDLE ELEMENT 2: PC POWER PLAN

Provider and staff training via CAPC modules

Case-based learning during Open Office Hours

Interdisciplinary team (IDT) Palliative Care Plan/
Symptom management orders



© 2019 Atlantic Health System
29



© 2019 Atlantic Health System
30



© 2019 Atlantic Health System
31

RECOMMENDED CAPC MODULES
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SAMPLE: IDT PALLIATIVE CARE PLAN
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THANK YOU! QUESTIONS? COMMENTS?
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