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Abstract

Background: The integration of a quantitative assessment of dyspnea in nursing records (NR) allows adjusting
nursing care delivery to each patient’s needs.

Objectives: To compare NR and the self-assessment of dyspnea intensity using the Numerical Rating Scale (NRS)
in patients with advanced progressive chronic disease and palliative care needs who were admitted to internal med-
icine wards.

Methodology: A quantitative study was conducted using a cross-sectional, descriptive, and observational approach.
The NRS was applied to assess dyspnea intensity. Seventy-seven NR were selected using a non-random, purposive
sampling technique.

Results: Nurses diagnosed dyspnea at rest and/or functional dyspnea correctly without using a dyspnea assessment
tool. Not all patients diagnosed with dyspnea had nursing care plans. In addition, the specific nursing interventions
do not consider all dimensions of total dyspnea.

Conclusion: Quantitative NR allow for a more accurate identification, monitoring, and management of dyspnea.

A more systematic approach to dyspnea in patients with palliative care needs is required.
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Resumo

Enquadramento: Os registos de enfermagem (RE) que
englobam uma avaliagio quantitativa da dispneia per-
mitem adequar a prestacio de cuidados de enfermagem
as necessidades do doente.

Objetivos: Comparar os RE e a autoavalia¢io da in-
tensidade da dispneia realizada com recurso a Escala de
Avaliagio Numérica (EAN) por individuos com doen-
cas crénicas, progressivas e avangadas, com necessidades
paliativas, internados em servicos de medicina interna.
Metodologia: Realizou-se uma pesquisa quantitativa,
descritiva, transversal e observacional através da aplica-
¢ao de EAN da intensidade da dispneia. Recolheram-
-se RE de 77 selecionados de forma intencional e nio
aleatéria.

Resultados: Os enfermeiros diagnosticam corretamen-
te a dispneia em repouso e/ou dispneia funcional sem
recurso a uma escala de avaliagio de dispneia. Nao se
observam intervengoes auténomas de enfermagem em
todos os individuos com o diagnéstico de dispneia, bem
como, as interven¢des nao abrangem todas as dimen-
soes da dispneia total.

Conclusao: Os RE quantitativos contribuem para
maior rigor na identificagdo, monitorizagio e interven-
¢ao na dispneia. Considera-se necessdria uma aborda-
gem mais sistematizada da dispneia em individuos com
necessidades paliativas.

Palavras-chave: dispneia (enfermagem), dispneia (clas-
sificagdo), registros de enfermagem, cuidados paliativos,
avaliacdo da dispneia
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Resumen

Marco contextual: Los registros de enfermerfa (RE)
que engloban una evaluacién cuantitativa de la disnea
permiten adecuar la prestacién de cuidados de enferme-
ria a las necesidades del paciente.

Objetivos: Comparar los RE y la autoevaluacién de la
intensidad de la disnea realizada con la Escala de Evalua-
cién Numérica (EEN) por individuos con enfermeda-
des crénicas, progresivas y avanzadas, con necesidades
paliativas, internados en servicios de medicina interna.

Metodologia: Se realizé una investigacidn cuantitati-
va, descriptiva, transversal y observacional a través de
la aplicacién de EEN de la intensidad de la disnea. Se
recopilaron RE de 77 seleccionados de forma intencio-
nal y no aleatoria.

Resultados: Los enfermeros diagnostican correctamen-
te la disnea en reposo y/o disnea funcional sin recurrir
a una escala de evaluacién de la disnea. No se observan
intervenciones auténomas de enfermerfa en todos los
individuos con diagnéstico de disnea, y las intervencio-
nes no abarcan todas las dimensiones de la disnea total.
Conclusién: Los RE cuantitativos contribuyen a un
mayor rigor en la identificacién, el seguimiento y la in-
tervencién en la disnea. Se considera necesario un en-
foque mds sistemdtico de la disnea en individuos con
necesidades paliativas.

Palabras clave: disnea (enfermeira), disnea (clasifi-
cacién), registros de enfermerfa, cuidados paliativos,
evaluacién de disnea

Received for publication: 26.09.17
Accepted for publication: 11.12.17

Série [V-n.°16 - JAN./FEV./MAR. 2018

pp.53-62



Introduction

In palliative care, dyspnea, which is common-
ly known as breathing difficulty, occurs both
in patients with and without cancer at any
stage of the disease (Coccia, Palkowski, Sch-
weitzer, Motsohi, & Ntusi, 2016).

The prevalence of dyspnea in individuals with
a chronic disease can range from 19% to 50%
(Feio, 2016). In fact, there is no consensual
statistical data because patients with dyspnea
underestimate their breathing difficulty or
health professionals consider patients’ com-
plaints as irrelevant (Banzett & O’Donnell,
2014).

Patients’ self-assessment of dyspnea is a quick
process that does not require patients to de-
cide what is relevant or not to report to the
health professional and allows accurate re-
cords (Banzett & O’Donnell, 2014).

This process has many advantages. On the
one hand, the early and regular quantitative
assessment of dyspnea improves its manage-
ment, relieves the patients suffering, and
reduces the possibility of disease worsening
(Baker et al., 2013). On the other hand, it
allows more reliable nursing records (NR)
about patients' complaints and, therefore,
contributes to the development of nursing
interventions adjusted to each patient’s needs.
However, although there are several scales to
measure dyspnea intensity, it is known that
the application of dyspnea assessment tools is
not a common practice in nursing care deliv-
ery. In view of the above, it is important to as-
sess the whole process, from the identification
to the implementation of nursing interven-
tions in cases of dyspnea using the Numerical
Rating Scale (NRS).

To better understand the phenomenon under
analysis, the sampled subjects’ self-assessment
of dyspnea using the NRS included in forms
was analyzed and then compared with the NR.
Therefore, this study aimed: to compare the
NR with patients’ dyspnea self-assessment; to
identify the intensity of functional dyspnea;
to identify the nursing care plans record-
ed by nurses; to determine the prevalence
of nursing care plans; to achieve an optimal
treatment for dyspnea; and to determine if
patients’ dyspnea self-assessment is biased by
nursing shifts.
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Background

Dyspnea is a subjective experience of breath-
ing discomfort that consists of distinct qual-
itatively sensations that vary in intensity
(American Thoracic Society, 2012). The ex-
perience derives from interactions among
multiple physiological, psychological, social,
and environmental factors, and may induce
secondary behavioral and physiological re-
sponses (Coccia et al., 2016).

Due to its subjective nature, only the person
with dyspnea is in a position to determine
its severity (Hayen, Herigstad, & Pattinson,
2013). Thus, whenever possible, dyspnea in-
tensity should be self-reported.

There are multiple scales available for the
self-assessment of dyspnea intensity (Berlin-
er, Schneider, Welte, & Bauersachs, 2016),
among which the NRS stands out due to its
objectivity and easy interpretation and appli-
cation (Johnson et al., 2016). In addition,
according to Bailey et al. (2013), the NRS
allows nurses to identify the presence of dys-
pnea, as well as to explain and assess the effec-
tiveness of their interventions.

The NRS consists of a ruler divided into 11
equal sections, each numbered 0 to 10 (Wysh-
am et al., 2015). In this scale, individuals are
expected to rate their dyspnea intensity using
a numerical rating, in which 0 corresponds
to not breathless ar all and 10 corresponds to
breathlessness as bad as you can imagine (Wade
etal., 2017).

Despite the recommendations to implement
the NRS in nursing care delivery and, there-
fore, in NR (American Nurses Association,
2010), the state-of-the-art on this topic, both
at national and international levels, is still
very tenuous.

Yet, a pilot study by Baker et al. (2013) should
be highlighted. In this study, the authors test-
ed the feasibility of nurses measuring dys-
pnea in inpatient units using an assessment
tool derived from three scales, including the
NRS. At the end of the study, 92% of the
nurses reported that it was important to assess
dyspnea using an assessment tool. According
to the authors, the integration of dyspnea as-
sessment into care delivery did not increase
the nursing team’s workload. More recently,
Johnson et al. (2016) recommended the use

Dyspnea in palliative care: nursing records and patient self
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of NRS in detriment of the modified Borg
scale for the assessment of dyspnea intensity
at various moments and in certain situations,
such as at rest and during exertion. Finally,
according to Wade et al. (2017), although the
NRS is highly recommended for the assess-
ment of dyspnea intensity, it requires accurate
statements.

Therefore, an appropriate dyspnea assessment
allows monitoring the intensity of dyspnea
during hospitalization facilitates the assess-
ment of the nursing interventions for reliev-
ing dyspnea, thus contributing to the vis-
ibility of nursing care and the combination
of multidisciplinary care (Registered Nurses’
Association of Ontario, 2012).

NR are defined as the information written
down by nurses during their clinical practice,
which includes information related to pa-
tients’ nursing care needs (Ordem dos Enfer-
meiros, 2005). Nursing information systems
(NIS) were created to enable the standard-
ization and automation of this process. The
NIS in use in the units under analysis is the
Nursing Practice Support System (Sistema de
Apoio a Pritica de Enfermagem, SAPE®). The
SAPE® allows diagnosing dyspnea at rest and/
or functional dyspnea and, based on clinical
judgement, identifying, recording, and moni-
toring the patient’s needs. However, and con-
trary to what is recommended by the above-
mentions scientific evidence, the SAPE® does
not include a dyspnea assessment scale.

Research question

What is the association between NR and
dyspnea self-assessment (using the NRS) per-
formed by adult individuals with advanced
progressive chronic disease?

Methodology

This study was approved by the Ethics Com-
mittee, and the Board of Directors of the
Hospital Garcia de Orta, EPE (HGO), and
the by Ethics Committee of the Lisbon Aca-
demic Medical Center.

This is a quantitative, descriptive, cross-sec-
tional, and observational study. The target
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population is composed of consecutive pa-
tients admitted to the medicine units I and
IT of the HGO between 13 May 2016 and 13
June 2016.

The inclusion criteria were: subjects aged over
18 years, diagnosed with advanced progres-
sive chronic disease, who signed informed
consent form, were capable of self-reporting
the intensity of their dyspnea on a NRS, and
had complete NR available.

Taking into account the guidelines of the Por-
tuguese National Plan for Palliative Care (Di-
recio-Geral da Satide, 2005) and of the Euro-
pean Association for Palliative Care (2009),
an advanced progressive disease is defined as a
chronic disease that causes patients to require
palliative care and is expected to result in the
death of the patient within a period of 1 to
2 years.

The final sample was selected using a
non-random purposive sampling technique.
It was composed of all individuals who met
the above-mentioned criteria and had less
than four incorrect answers in the potuguese
version of the Short Portable Mental Status
Questionnaire (SPMSQ). A form, which
included sociodemographic questions, the
SPMSQ, and two NRSs for self-assessment
of dyspnea at rest and functional dyspnea in
light of the studies by Baker et al. (2013) and
Johnson etal. (2016), was applied to the sam-
pled subjects.

The first NRS asks the respondent to assess
the intensity of dyspnea at rest: “How would
you rate your shortness of breath and breath-
ing difficulty when you are resting?”. The
second NRS asks “How would you rate your
shortness of breath and breathing difficulty
when you are performing an activity of daily
living, such as eating or bathing?”.

Data were also collected from the NR avail-
able in the SAPE® and gathered in a docu-
ment created for this purpose.

Prior to the application of the final version
of the form, a pre-test was applied to five
subjects. It was concluded that the subjects’
answers should be written down by the in-
terviewer.

Finally, data were entered and processed in
IBM SPSS Statistics, version 23.0, and a
statistical and descriptive analysis was per-
formed.
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Results than 71 years (65%), with primary education.

In addition, circulatory system diseases were the
Ninety-two forms were applied, of which 15  main cause of hospitalization, with stroke and
were excluded because subjects did not meet the  heart failure (HF) representing almost 40% of
inclusion criterion related to the SPMSQ. Thus,  health problems. More than half of the subjects
the final sample consisted of 77 individuals. The  had three or more health antecedents. Table 1

sample was mostly composed of men, older  describes the characteristics of the sample.

Table 1

Sample sociodemographic characterization

Sociodemographic characteristics of the sample

Age Years
Mean 73
Median 74
Minimum-Maximum 28-90

Age, age groups % of subjects
Under 70 years 35.1
71 to 80 years 29.8
Over 81 years 35.1

Gender
Male 53.2
Female 46.8

Education level
None 16.9
Primary education 68.8
Secondary education 10.4
Higher education 3.9

Table 2 shows that 16.9% of the patients reported dyspnea at rest. However, according to the
NR, only 11.7% had dyspnea at rest.

Table 2
Dyspnea at rest
Self-assessment Nursing records
% of subjects % of subjects
Dyspnea at rest
Yes 16.9 11.7
No 83.1 88.3
Dyspnea at rest (yes)
Mean 3.8 -
Median 4 -
Mode 5 -
Minimum-maximum 1-7 -
Standard deviation 1.9 -
Coefficient of variation 0.5 -

' ' Dyspnea in palliative care: nursing records and patient self
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With regard to the assessment of functional dys-
pnea, 31.2% of patients reported dyspnea when
performing an activity of daily living (ADL). As
Table 3 shows, patients’ self-assessment of func-

Table 3
Functional dyspnea

tional dyspnea intensity is very heterogeneous,
with some of them experiencing a very intense
sensation of dyspnea. According to the NR,
28.6% of the patients had functional dyspnea.

Self-assessment
% of subjects

Nursing records
% of subjects

Functional dyspnea

Yes 31.2
No 68.8
Functional dyspnea (yes)

Mean 5.3
Median 5
Mode 5
Minimum-maximum 2-10
Standard deviation 2.5
Coefficient of variation 0.47

28.6
71.4

After reencoding the data for functional dyspnea
in Table 3 into mild (NRS 1-3), moderate (NRS
4-6), and severe (NRS 7-10) functional dyspnea,
it can be concluded that 7.8% of individuals had
mild functional dyspnea, 14.3% had moderate
functional dyspnea, and the remaining 9.1%
had severe functional dyspnea. Equal percentag-
es were obtained in the NR.

Association between patient self-assessment
and NR

In order to ensure data consistency between the
NRg and the NR, an eligibility filter was applied
in the database of the IBM SPSS Statistics soft-
ware, thus dividing the sample into two large
groups. The first group was composed of the
sampled individuals whose dyspnea self-assess-
ment was consistent with the NR — consistent
group; and the second group was composed of
the sampled individuals whose dyspnea self-as-

sessment was inconsistent with the NR — incon-
sistent group.

For reasons of simplicity and organization, the
filter was applied in two phases: the first phase
focused on dyspnea at rest, and the second phase
on functional dyspnea. Absolute frequencies
were calculated after the eligibility filter was ap-
plied.

The first phase of filter application resulted in
60 consistent and 17 inconsistent cases. In 10
of the 17 inconsistent cases, the patient reported
dyspnea at rest but it was not documented in the
NR; in the remaining 7 cases, the patient did not
report dyspnea at rest, but it was documented in
the NR.

Later, the second phase of filter application re-
sulted in 26 inconsistent cases. Table 4 shows a
cross-comparison between the self-assessment of
the subjects included in the inconsistent group
and the NR, based on dyspnea intensity.

Table 4
Cross-comparison between patient self-assessment and the NR, based on the intensity of dyspnea
NR/NRS No functional Mild functional ?A odf:ratel f SevFre |
(ﬂ) d spnea dyspnea unctiona unctiona
4 dyspnea dyspnea
No functional dyspnea - 2 7 3
Mild functional dyspnea 6 - 0 1
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4
0

Moderate functional dyspnea

Severe functional dyspnea

1
1

0

Nota. NR = Nursing records; NRS = Numerical Rating Scale; # = Number of subjects.

Association between nursing shifts and re-
sponse bias

The obtained results do not allow concluding
on whether patients’ answers were biased by
the shift during which the form. Of the 77 el-
igible forms, 32 (41.5%) were collected during
the morning shift (8:00 a.m. to 4:30 p.m.), 35
(45.5%) during the afternoon shift (4:31 p.m. to
10:30 p.m.), and 10 (13.0%) during the night
shift (10:31 p.m. to 7:59 a.m.).

In the inconsistent group, which was ob-
tained in the first phase of eligibility filter ap-
plication, seven forms were collected during
the morning shift, six during the afternoon
shift, and three during the night shift. In the
second phase, 14 inconsistent cases were ob-
tained during the morning shift, 11 during

Table 5

Autonomous nursing interventions

the afternoon shift, and one during the night
shift.

Autonomous nursing interventions

Nursing interventions can only be designed
based on a diagnosis. In this study, only 38%
of the sampled individuals were diagnosed with
dyspnea at rest and/or functional dyspnea. Thus,
Table 5 shows the autonomous nursing inter-
ventions identified within the sample under
analysis and the percentage of subjects to whom
they were provided. These data were collected
by analyzing only the interventions that were
designed using the SAPE”. Based on the NR,
not all individuals diagnosed with dyspnea at
rest and/or functional dyspnea receive targeted
interventions (Table 5).

Autonomous nursing interventions

% of subjects

Praising the learning of new skills

Performing respiratory kinesiotherapy

Optimizing ventilation through positioning techniques

Optimizing inhalation therapy

Monitoring breathing

7%
28%
62%
10%
90%

Discussion

The sample was composed of 77 subjects,
mostly men. It was very heterogeneous re-
garding personal health history and diagnosis,
among which HF was the most prevalent. It
is well known that dyspnea is one of the most
common clinical manifestations of HF (Ar-
rigo, Parissis, Akiyama, & Mebazaa, 2016).

The results show that more than half of the
sampled subjects did not report dyspnea at
rest and/or functional dyspnea. Indeed, it
should be noted that the forms and, conse-
quently, the NRSs for assessment of dyspnea
intensity, were applied at any moment during
the patient’s hospitalization at the internal
medicine ward. It is likely that the patient
had already received dyspnea care to manage
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symptoms before completing the form, either
in the emergency department or in the inter-
nal medicine ward. In addition, the heteroge-
neity of the sample in terms of diagnosis and
comorbidities can influence the presence of
dyspnea.

Based on the self-assessment of individu-
als who reported dyspnea at rest/functional
dyspnea, its intensity, calculated through the
NRS, was very heterogeneous. Some individ-
uals experienced maximum intensity (NRS-
10) while performing an ADL.

The results obtained from the NR reveal that
the majority of the subjects did not have
dyspnea at rest and/or functional dyspnea.
Moreover, the eligibility test showed consis-
tency between the NR and patients’ dyspnea
self-assessment.

Dyspnea in palliative care: nursing records and patient self
assessment of dyspnea



Therefore, given that the SAPE® does not in-
clude a dyspnea assessment scale to be used
by nurses, it can be concluded that nurses
tend to diagnose dyspnea at rest and func-
tional dyspnea correctly, even without a spe-
cific assessment tool.

According to Baker et al. (2013), only a small
percentage of the nurses recognized the im-
portance of implementing a dyspnea assess-
ment tool in NISs. Indeed, based on the
obtained results, the lack of a standardized
scale in NR does not bias nurses’ judgment
at the time of diagnosis of dyspnea. Howev-
er, according to the recommendations of the
American Nurses Association (2010) and the
Registered Nurses' Association of Ontario
(2012), the implementation of a dyspnea as-
sessment tool provides objective and accurate
NR that facilitate the multidisciplinary team’s
understanding of how dyspnea intensity will
evolve throughout hospitalization.

The NR were analyzed based on these results.
At the time of data collection, there was no
differentiated therapeutic plan for the symp-
tomatic management of different intensities
of dyspnea. Only the autonomous nursing
interventions targeting dyspnea from the
SAPE® were considered. These interventions
were not observed in all individuals diag-
nosed with dyspnea, possibly due to a docu-
mentation error or the lack of symptom man-
agement measures.

The most prevalent intervention was mon-
itoring breathing, followed by optimizing
ventilation through positioning techniques.
According to Bailey et al. (2013), dyspnea can
be reduced through positioning, however, in a
study conducted by Costa (2016), nurses rec-
ognized the importance of an adequate posi-
tioning to relief dyspnea, but not all of them
had enough knowledge about appropriate po-
sitioning techniques.

More specific and accurate NR, Based on in-
terprofissional reflective practice, would cer-
tainly provide greater visibility to the profes-
sion, enable the monitoring of interventions,
and promote care quality and development of
indicators (Registered Nurses’ Association of
Ontario, 2012).

As previously stated, dyspnea is a subjective
experience with physiological, psychological,
social, and environmental factors (American
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Thoracic Society, 2012). No nursing inter-
ventions were found that covered the social
and environmental dimension. The psycho-
logical dimension is represented by praising
the learning of new skills.

No NR were found on the effectiveness of the
above-mentioned autonomous nursing inter-
ventions.

Finally, assuming that dyspnea intensity var-
ies throughout the day (Mercadante et al.,
2016) and that the most severe episodes of
dyspnea occur more frequently during the
day than at night (Weingirtner et al., 2015),
the potential influence of the nursing shift in
dyspnea assessment was also analyzed. Thus,
the forms were applied during three different
shifts (morning, afternoon, and night) and it
was concluded that the shift during which the
form was applied did not influence dyspnea
self-assessment.

This study had some limitations, namely the
use of a non-random purposive sample, the
sample heterogeneity in terms of personal
health history and diagnosis, regardless of any
inclusion criteria, the institution’s organiza-
tional aspects, and the lack of a protocol that
defined the criteria for form application.

In view of the above, these findings can only
be used to describe the context under analysis
and cannot be generalized to other popula-
tions or situations. However, the importance
of the findings and the innovative nature of
the study should not be underestimated.

Conclusion

Dyspnea is a subjective experience, which is
often described as a feeling of breathlessness or
breathing difficulty resulting from the interac-
tion of multiple physiological, psychological,
social, and environmental factors.

This study compared NR and patient self-as-
sessment of dyspnea using a NRS. Although
nurses lack dyspnea assessment tools, the ob-
tained results show little discrepancy between
nurses’ and patients’ assessment of dyspnea.
The NR available in the SAPE® are structured
based on the nursing process, thus each di-
agnosis of dyspnea at rest and/or functional
dyspnea must have associated interventions.
The analysis of the NR revealed the lack of a
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differentiated therapeutic plan for managing
dyspnea symptoms of different intensities.
Similarly, it also revealed that autonomous
nursing interventions did not cover all the
dimensions of dyspnea. Due to documenta-
tion errors or lack of dyspnea management
measures, No autonomous nursing interven-
tions were associated with some diagnoses of
dyspnea.

In addition, the effectiveness of the auton-
omous nursing interventions performed on
patients was not assessed.

Therefore, according to the NR, and par-
ticularly in what concerns dyspnea, nurses
diagnose dyspnea at rest and/or functional
dyspnea without using standardized criteria,
document non-differentiated autonomous
nursing interventions that do not target the
patient’s needs, and, finally, do not reassess
the effectiveness of their interventions.
Lastly, it can be concluded that the research
question was answered and the study objec-
tives were reached.

However, some aspects should be considered.
The correct identification and monitoring of
dyspnea is essential to ensure the quality of
life of the patient with dyspnea. This proce-
dure should be performed at the beginning
of hospitalization and be regularly performed
throughout it using a single assessment tool.
The NRS is recommended for the assessment
of dyspnea intensity because it enables the
self-report of subjective conditions and the
assessment of dyspnea at rest and functional
dyspnea.

Furthermore, it would be interesting to con-
duct a study on nurses” perceptions about the
use of dyspnea assessment tools for measur-
ing and monitoring dyspnea. It is important
to understand if the nursing team becomes
more aware of dyspnea in nursing care deliv-
ery after using dyspnea assessment tools.

It would also be important to study whether
nurses’ greater awareness would translate into
the development of a differentiated therapeu-
tic plan for managing dyspnea symptoms of
different intensities.

Finally, it is urgent to conduct a study on
nursing interventions targeted at individuals
diagnosed with dyspnea and their expected
outcomes.

In summary, despite the limitations and diffi-
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culties experienced throughout this study, the
research question was answered and the pro-
posed objectives were achieved through the
scientific method. This study contributed to
the production of knowledge about this topic
and opened the way to future studies. A more
systematic approach to dyspnea is required in
case of individuals with advanced progressive
chronic disease and palliative care needs.

References

American Nurses Association. (2010). Standards and
scope of respiratory nursing practice (2™ ed.). Wash-
ington, WA: Author.

American Thoracic Society. (2012). Dyspnea: Mecha-
nisms, assessment, and management: A consensus
statement. American Journal of Respiratory and Crit-
ical Care Medicine, 159(1), 321-340. doi:10.1164/
ajrccm.159.1.ats898

Arrigo, M., Parissis, J. T., Akiyama, E., & Mebazaa, A.
(2016). Understanding acute heart failure: Patho-
physiology and diagnosis. European Heart Journal
Supplements, 18(sup.), 11-18. doi:10.1093/eu-
rheartj/suw044

European Association for Palliative Care. (2009) White
paper on standards and norms for hospice and palli-
ative care in Europe: Part 1. Retrieved from heep://
www.eapcnet.eu/LinkClick.aspx?fileticket=f-
63pXXzVNEY%3D&tabid=735

Bailey, P. H., Boyles, C. M., Cloutier, J. D., Bartlett, A.,
Goodridge, D., Manji, M., & Dusek, B. (2013).
Best practice in nursing care of dyspnea: The 6th
vital sign in individuals with COPD. journal of
Nursing Education and Practice, 3(1), 108-122.
doi:10.5430/jnep.v3n1p108

Baker, K., Barsamian, J., Leone, D., Donovan, B. C,,
Williams, D., Carnevale, K., ... Banzett, R. (2013).
Routine dyspnea assessment on unit admission.
The American Journal of Nursing, 113(11), 42-49.
doi:10.1097/01.NAJ.0000437112.43059.a0

Banzett, R. B., & O’Donnell, C. R. (2014). Should
we measure dyspnoea in everyone? Europe-
an Respiratory Journal, 43(6), 1547-1550. doi:
10.1183/09031936.00031114

Betliner, D., Schneider, N., Welte, T., & Bauersachs,
J. (2016). The differential diagnosis of dyspnea.
Deutsches Arzteblatt International, 113(49), 834-
845. doi:10.3238/arztebl.2016.0834

Coccia, C. B., Palkowski, G. H., Schweitzer, B., Mot-
sohi, T., & Ntusi, N. A. (2016). Dyspnoea: Patho-

Dyspnea in palliative care: nursing records and patient self
assessment of dyspnea



physiology and a clinical approach. South African
Medical Journal, 106(1), 32-36. Retrieved from
http://www.samj.org.za/index.php/samj/article/
view/10324/7076

Costa, M. (2016). A intervengio dos enfermeiros no con-
trolo da dispneia (Master’s dissertation). Instituto
Politécnico de Viana do Castelo, Escola Superior de
Satde, Portugal.

Diregao-Geral da Satude. (2005). Programa nacional de
cuidados paliativos. Lisboa, Portugal: Author. Retrie-
ved from https://www.dgs.pt/areas-em-destaque/
plano-nacional-de-saude/ programas-nacionais/pro-
grama-nacional-de-cuidados-paliativos.aspx

Feio, M. (2016). Dispneia. In A. Barbosa, P. R. Pina,
E Tavares, & I. Galri¢a Neto (Eds.), Manual de
cuidados paliativos (3* ed., pp. 219-229). Lisboa,
Portugal: Nucleo de Cuidados Paliativos/Centro de
Bioética/Faculdade de Medicina de Lisboa.

Hayen, A., Herigstad, M., & Pattinson, K. T. (2013).
Understanding dyspnea as a complex individual ex-
perience. Maturitas, 76(1), 45-50. doi:10.1016/j.
maturitas.2013.06.005

Johnson, M. J., Close, L., Gillon, S. C., Molassiotis,
A., Lee, P H., & Farquhar, M. C. (2016). Use of
the modified Borg scale and numerical rating scale
to measure chronic breathlessness: A pooled data
analysis. European Respiratory Journal, 47(6), 1861-
1864. doi:10.1183/13993003.02089-2015

Mercadante, S., Aielli, F., Adile, C., Valle, A., Fusco,
E, Ferrera, P, ... Porzio, G. (2016). Epidemiol-
ogy and characteristics of episodic breathlessness
in advanced cancer patients: An observational

ANA RAQUEL MARGARIDO VAZ ALVES et al.

61

study. Journal of Pain and Symptom Manage-
ment, 51(1), 17-24. doi:10.1016/j.jpainsym-
man.2015.07.020

Ordem dos Enfermeiros. (2005). Seguranca do doente.
Retrieved from http://www.ordemenfermeiros.pt/
comunicacao/revistas/roe_17_julho_2005.pdf

Registered Nurses' Association of Ontario. (2012).
Toolkit: Implementation of best practice guidelines
(2"ded.). Retrieved from http://rnao.ca/sites/rn-
ao-ca/filess RNAO_ToolKit_2012_rev4_FA.pdf

Wade, J., Mendonca, S., Booth, S., Ewing, G., Gar-
dener, A. C., & Farquhar, M. (2017). Are with-
in-person numerical rating scale (NRS) ratings of
breathlessness ‘on average’ valid in advanced dis-
ease for patients and for patients’ informal carers?
BM]J Open Respiratory Research, 4(1), €000235.
doi:10.1136/bmjresp-2017-000235

Weingirtner, V., Scheve, C., Gerdes, V., Schwarz-Ey-
will, M., Prenzel, R., Otremba, B., ... PAALiativ.
(2015). Characteristics of episodic breathlessness as
reported by patients with advanced chronic obstruc-
tive pulmonary disease and lung cancer: Results of a
descriptive cohort study. Palliative Medicine, 29(5),
420-428. doi:10.1177/0269216314563428

Wysham, N. G., Miriovsky, B. J., Currow, D. C., Hern-
don, J. E.,, Samsa, G. P, Wilcock, A., & Abernethy,
A. D (2015). Practical dyspnea assessment: Rela-
tionship between the 0-10 numerical rating scale
and the four-level categorical verbal descriptor scale
of dyspnea intensity. Journal of Pain and Symptom
Management, 50(4), 480-487. doi:10.1016/j.jpain-
symman.2015.04.015

Revista de Enfermagem Referéncia-1v-n216-2018






