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OFFICE MANAGEMENT OF COMMON  
NON-PAIN PALLIATIVE CARE SYMPTOMS  
Michael Gabriel, MD and Matthew S. Ellman, MD  

Week 6 
 

Educational Objectives:   
 

1. Choose appropriate treatment options based on the pathophysiology and causes of 
nausea/vomiting in ambulatory palliative care patients  

2. Review the assessment and treatment of dyspnea in ambulatory palliative care patients 
3. Review the assessment and treatment of xerostomia in ambulatory palliative care patients 

 
 
CASE ONE: 

 
Mrs. O. is a 76-year-old patient with class 4 systolic heart failure with an ejection fraction 
<20% and a history of hypertension and hyperlipidemia.  She is seen in the clinic with a 
chief concern of nausea. She states that since her hospitalization for a CHF exacerbation 
one week ago, she has had constant nausea during the day and has vomited once. The 
constant nausea has made it harder for her to leave the house. She reports that her edema, 
dyspnea and other symptoms related to CHF are at baseline. Mrs. O. has been hospitalized 
for CHF exacerbations three times in the past year. She is not a candidate for heart 
transplantation.  Her medications include ASA 325mg daily, lisinopril 10 mg daily, 
metoprolol succinate 150 mg daily, spironolactone 25 mg daily, atorvastatin 10 mg daily, 
furosemide 80 mg daily, and SL NTG prn. Mrs. O. would like to know what is causing this 
nausea and what can be done to help. Her overall health goals include remaining at home 
and avoiding future hospitalizations.  
 

 
Questions: 
 
1. What are the pathophysiologic pathways and receptor types related to nausea and 

vomiting? 
 
 
 
 
2. What are the potential clinical causes of nausea and vomiting and what is the approach 

to assessment? 
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CASE ONE CONTINUED: 

 
Through further questioning, you discover that Mrs. O.’s furosemide dose was increased to 
80mg from 40mg daily during the last hospitalization. She did not have nausea prior to her 
recent hospitalization. At times, rest could help alleviate her nausea, but she could not 
identify exacerbating factors. Her vital signs are within normal limits, including testing of 
orthostatic vital signs; there is trace edema on lower extremity exam; and the remainder of 
the physical exam is unchanged from baseline. 
 

 
3. What are symptomatic treatment options available for nausea/vomiting? 

 
 
 
 

CASE ONE CONTINUED: 

 
Mrs. O.’s BMP shows a sodium of 130 mmol/L and potassium of 3.4 mmol/L. After 
discussing with Mrs. O.’s cardiologist the lab results and the timing of the furosemide dose 
increase and the onset of her nausea and vomiting, you decide with Mrs. O to reduce the 
dose of furosemide from 80 mg to 40 mg daily. In addition, you prescribe odenasteron to 
use as needed as a treatment for multi-factorial nausea, targeting the 5HT3 receptor. In 
addition, you begin a discussion with Mrs. O. about the current benefits and risks of statin 
therapy and simplification of chronic medications. One week later, a repeat BMP is normal 
and Mrs. O. reports by phone that her nausea resolved without using odenasteron.  
 

 
CASE TWO: 

 
Mr. S. is a 68-year-old with severe COPD who returns to clinic for routine follow-up. He 
reports that his shortness of breath has worsened over the last three months and he feels 
breathless with minimal activity and sometimes at rest. He is especially distressed by 
periods of dyspnea waking him from sleep. He states that his quality of life has been 
significantly affected. Mr. S.  has had three COPD exacerbations resulting in 
hospitalizations in the past six months. His pulmonologist recently advised him that he is on 
maximal therapy for his COPD and his disease is now Stage 4.  His continuous 
supplemental oxygen was recently increased from to 2L to 3L via nasal cannula.   Current 
medications include salmeterol/fluticasone 50/500 dry powdered inhaler (DPI) one puff 
twice daily, tiotropium DPI one cap inhaled daily, albuterol metered dose inhaler (MDI) or 
solution for nebulization every six hours as needed, lisinopril 40mg daily, and simvastatin 
20mg daily.  
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4. What are the potential causes and pathophysiology of dyspnea in advanced diseases?  
 
 
 
 
 
5. What is a palliative care approach to the evaluation of dyspnea?  
 
 
 
 
 
CASE TWO CONTINUED: 

 
Exploring his symptoms further, Mr. S. states he often feels very anxious when he 
experiences night time dyspnea. He explains that he will wake up thinking about his 
prognosis, his future, and his children. He then becomes very anxious and feels more short 
of breath, which leads to a worsening cycle of dyspnea and anxiety. He says he is now 
staying on one floor of his home and does not use the stairs due to symptoms.  On exam, 
Mr. S. has a pulse oximeter reading of 91% (on 3L nasal cannula), decreased breath 
sounds diffusely, and no other significant physical exam findings. At his recent 
pulmonology visit, a chest X-ray and laboratory tests were unchanged from baseline. 
 

 
6. What are the treatment options available for dyspnea?  
 
 
 
 
 
 
CASE TWO CONTINUED: 

 
The patient’s goals and values, current condition, and prognosis are discussed at length. 
Mr. S. accepts psychosocial support and coping strategies for management of anxiety. An 
occupational therapist aids him in modifying his home to better suit his symptom 
limitations, including the installation of a chair glide for stairs and shower chair. He agrees 
to try a fan at night to help with the sensation of dyspnea. After discussing the option of 
using opioids with Mr. S. and his pulmonologist, it is decided to try non-pharmacologic 
methods first, but if his condition worsens, opioids will be used for additional symptom 
relief and as a method to try to reduce the need for hospitalization.  
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CASE TWO CONTINUED: 

 
One month later, Mr. S. returns for follow-up and says that he has made great strides in 
working through his anxiety and that his dyspnea has improved. However, he is now 
experiencing a very dry mouth and that when he wakes up in the morning his mouth feels 
‘raw.’  He has lost taste of some foods and notices that he can’t get through conversations 
without his voice weakening due to less saliva. 
 

 
7. What are the potential causes and evaluation of xerostomia?  
 
 
 
 
CASE TWO CONTINUED: 

 
No new medications have been added recently to Mr. S.’s regimen.  His symptoms of 
xerostomia have progressed since the time of his last visit, although he states that he had 
dryness previously from time to time. He is currently on 3 L of oxygen nasal cannula.  He 
had one episode of a minor nose bleed recently. On physical exam, he exhibits cracked lips 
and dry oral and nasal mucosa. 
 

 
8. What are the treatment options available for xerostomia? 

 
 
 
 
 

CASE TWO CONTINUED: 

 
A humidifier is connected to the patient’s home oxygen tank to lessen the drying effect of 
the nasal cannula oxygen. Mr. S. is advised to take small sips of water during the day and 
use sugar free candy to promote saliva production. Proper oral care and avoidance of 
mouth breathing is encouraged. At follow-up, Mr. S. reports significant improvement in 
xerostomia.  He continues long-term goals of care planning. 
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CME Questions: 
 

1. Which of the following receptors is not active in the nausea/vomiting pathway? 
 

a. Histamine 
b. Serotonin 
c. Norepinephrine 
d. Dopamine 
e. Acetylcholine 

 
 
2. When assessing dyspnea, a requirement exists for objective findings such as hypoxemia 

and increased respiratory rate.  
 

a. True 
b. False 

 
 
3. In the geriatric population, pilocarpine as treatment for refractory xerostomia should 

be used with caution due to what side effects? 
 

a. Cholinergic 
b. Constipation 
c. Hyperglycemia 
d. Hypokinesia  

 
 
 


