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BACKGROUND: Dyspnea is a common symptom in
patients hospitalized with acute cardiopulmonary diseases.
Routine assessment of dyspnea severity is recommended
by clinical guidelines based on the evidence that patients
are not treated consistently for dyspnea relief.

OBJECTIVE: To evaluate attitudes and beliefs of hospital-
ists regarding the assessment and management of
dyspnea.

DESIGN: Cross-sectional survey.

SETTINGS: Nine hospitals in the United States.

MEASUREMENTS: Survey questions assessed the follow-
ing domains regarding dyspnea: importance in clinical care,
potential benefits and challenges of implementing a stand-
ardized assessment, current approaches to assessment,
and how awareness of severity affects management. A 5-
point Likert scale was used to assess the respondent’s level
of agreement; strongly agree and agree were combined into
a single category.

RESULTS: Of the 255 hospitalists invited to participate,
69.8% completed the survey; 77.0% agreed that dyspnea

relief is an important goal when treating patients with car-

diopulmonary conditions. Approximately 90% of respond-

ents stated that awareness of dyspnea severity influences

their decision to intensify treatment, to pursue additional

diagnostic testing, and the timing of discharge. Of the

respondents, 61.0% agreed that standardized assessment

of dyspnea should be part of the vital signs, and 64.6%

agreed that awareness of dyspnea severity influences their

decision to prescribe opioids. Hospitalists who appreciated

the importance of dyspnea in clinical practice were more

likely to support the implementation of a standardized

scale.

CONCLUSIONS: Most hospitalists believe that routine

assessment of dyspnea severity would enhance their clini-

cal decision making and patient care. Measurement and

documentation of dyspnea severity may represent an

opportunity to improve dyspnea management. Journal of

Hospital Medicine 2015;10:724–730. VC 2015 Society of

Hospital Medicine

Dyspnea, defined as a “subjective experience of breathing
discomfort,”1 is the seventh most frequent reason adult
patients present to the emergency room and the most fre-
quent cause for emergency room visits in patients 65
years or older.2 Moreover, dyspnea is experienced by
49% of patients hospitalized with a medical condition3–5

and by 70% of patients who are seriously ill.6

Based on evidence that patients are not treated con-
sistently and effectively for relief of their shortness of

breath, the American College of Chest Physicians
(ACCP) statement on dyspnea management in patients
with advanced lung or heart disease recommended
that patients should be asked to rate their dyspnea,
and the rating should be routinely documented in the
medical record to guide management.7 Although clini-
cians may question the utility of routine assessment of
dyspnea using a standardized scale, studies have found
that the prevalence of dyspnea reported from chart
review is much lower than when patients are directly
interviewed.8 This may be the result of underrecogni-
tion of dyspnea or poor documentation by physicians,
or that patients may not communicate their symptoms
unless the physician specifically asks. As is the case
with pain, routine assessment of dyspnea severity
could lead to improved clinical management and
greater patient-centered care. However, unlike in the
case of pain, regulatory bodies, such as the Joint
Commission for Accreditation of Healthcare Organi-
zation, do not require routine dyspnea assessment.9
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Currently, there are more than 40,000 hospitalists
in the United States, and the vast majority of hospitals
with >200 beds have a hospitalist group.10 Hospital-
ists care for over 60% of inpatients11 and play a
major role in the management of patients with acute
cardiopulmonary diseases. If standardized approaches
for the assessment and documentation of dyspnea are
to be implemented, hospitalists would be a key stake-
holder group for utilizing enhanced clinical informa-
tion about dyspnea. Therefore, we evaluated attitudes
and practices of hospitalists in regard to the assess-
ment and management of dyspnea, including the
potential benefits and challenges related to the imple-
mentation of standardized assessment. We hypothe-
sized that hospitalists would believe that a dyspnea
scale for assessment of severity could improve their
management of patients with cardiovascular diseases.
Further, we hypothesized that physicians who agreed
with the general statement that dyspnea is an impor-
tant clinical problem would be more likely to believe
that routine dyspnea assessment would be valuable.

METHODS
Study Sample

We invited 255 attending hospitalists from 9 geo-
graphically and structurally diverse hospitals to com-
plete a survey about the assessment and management
of dyspnea. The 9 hospitals represent range of practice
environments including 4 academic medical centers, 2
community teaching and 3 nonteaching hospitals, 1
Veterans Administration hospital, and 2 staff-model
HMOs (see Supporting Table 1 in the online version
of this article). The survey was distributed online
using REDCap (Research Electronic Data Capture), a
secure web-based interface application.12 A coinvesti-
gator who was a pulmonary critical-care physician at
each site sent an initial email to their hospitalist
groups that alerted them to expect a survey from the
principal investigator. This notification was subse-
quently followed by an email invitation containing an
informational cover letter and a link to the online sur-
vey. The cover letter stated that the completed surveys
would not be stored at the local sites and that all the
analyzed data would be deidentified. Nonrespondents
were sent reminders at 2 and 4 weeks after the initial
mailing. A $25 electronic gift card was provided as a
gesture of appreciation for their time. The survey was
conducted between September 2013 and December
2013.

The study was approved by the Baystate Health
Institutional Review Board, Springfield, Massachu-
setts, with a waiver for written informed consent.

Questionnaire

We developed a 17-item instrument based on a review
of the dyspnea literature and a prior ACCP survey.12

Questions were piloted with 4 hospitalists at a single
institution and modified to improve face validity and

clarity (see Supporting Information in the online ver-
sion of this article for the full survey).

Hospitalists were asked to consider the care of
patients admitted for acute cardiopulmonary disease,
including heart failure, chronic obstructive pulmonary
disease, and pneumonia. A series of 5-point Likert
scales were used to assess the respondents level of
agreement with statements related to the following
domains: the importance of dyspnea in clinical care,
the potential benefits and challenges of routine dysp-
nea assessment (statements such as: “Having a stand-
ardized assessment of dyspnea severity would be
helpful in management of patients with cardiopulmo-
nary diseases.” “Dyspnea assessment by a scale should
be part of the vital signs for patients with cardiopul-
monary diseases.”), and management of dyspnea
(questions regarding the use of opioids and other non-
pharmacological therapies). Additional questions were
asked about current assessment practices (questions
such as: “How often do you assess severity of dysp-
nea?” “What is your approach in assessing dyspnea?”
with options of choosing a categorical or numerical
scale), if dyspnea is assessed in their institution by
nurses and how often, and the influence of dyspnea
severity assessment on their management. The survey
had 1 question that solicited comments from the par-
ticipants: “If you don’t think that it would be useful
to have a standardized dyspnea assessment, please tell
us why.”

Data Analysis

Responses to survey questions were summarized via
counts and percentages in each response category.
Adopting the methodology used in the ACCP consen-
sus statement, strongly agree and somewhat agree
were combined into a single category of agreement.
We also presented percentage of responses in the 2
levels of agreement (strongly agree and somewhat
agree) for each question in a bar graph.

Associations between tertiles of physicians’ time in
practice and attitude toward dyspnea were evaluated
via v2 or Fisher exact test.

To examine how answers to the first 2 questions,
which assessed attitude toward importance of dyspnea
in clinical care, affect answers to the remaining ques-
tions, we grouped respondents in 3 categories
(strongly agree, agree to these questions, do not agree)
and tested the associations using v2 or Fisher exact
test.

All analyses were performed using SAS version 9.3
(SAS institute, Inc., Cary, NC) and Stata release 13.1
(StataCorp, College Station, TX).

RESULTS
Overall, 178 (69.8%) of 255 identified hospitalists
completed the survey, and all 9 participating hospitals
had a response rate greater than 50%. The median
number of years in practice was 6 (range, 0–38 years).

Dyspnea Assessment and Management Survey | Stefan et al

An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 10 | No 11 | November 2015 725



A majority (77.5%) of respondents agreed with the
statement that dyspnea is 1 of the major symptoms of
patients with cardiopulmonary disease, and that its
treatment is central to the management of these
patients (77.0%) (Figure 1).

Attitude and Practices Surrounding
Dyspnea Assessment

When asked about their current assessment of dysp-
nea, a majority (84.3%) of the hospitalists stated that
they assess dyspnea on a daily basis; two-thirds indi-
cated that they use a categorical scale (ie, no shortness
of breath, improved or worsened compared with a
prior date), and one-third indicated that they ask
whether the patient is dyspneic or not. Fifty-six per-
cent of hospitalists stated that dyspnea is regularly
assessed by nurses in their hospital.

The majority of respondents agreed (78.6%, 23.0%
strongly and 55.6% somewhat agree) that standardized
assessment of dyspnea severity, using a numeric scale
and serial measurements as part of the vital signs,
would benefit the management of patients with cardio-
pulmonary diseases. Furthermore, 79.6% (33.0%
strongly and 46.6% somewhat agree) reported that
using a dyspnea scale that included information to fur-
ther characterize the patient-reported experience, such
as the level of distress associated with dyspnea, would
be helpful in management.

Approximately 90% of the hospitalists indicated
that awareness of dyspnea severity has an influence on
clinical decision making, including whether to inten-
sify treatment of underlying conditions, to pursue
additional diagnostic testing, or to modify discharge
timing. Additionally, two-thirds of hospitalists agreed
that awareness of dyspnea severity influences their

decision to add opioids, whereas only one-third pre-
scribed nonpharmacologic symptom-oriented treat-
ment (Table 1).

Forty-two percent of the respondents agreed that
patients are able to rate their dyspnea on a scale
(2.3% strongly agree and 40.0% agree), and 73.0%
indicated that patient experience of dyspnea should
guide management independent of physiologic meas-
ures such as respiratory rate and oxygen saturation
(Figure 1).

Several potential barriers were identified among the
18 participants who did not think that a standardized
assessment of dyspnea would be beneficial, including
concerns that (1) a dyspnea severity scale is too sub-
jective and numerical scales are not useful for a sub-
jective symptom (19.0%), (2) patients may overrate
their symptom or will not be able to rate their dysp-
nea using a scale (31.0%), or (3) categorical descrip-
tion is sufficient (31.0%).

Practices in Dyspnea Management

Seventy-nine percent of respondents agreed with the
statement that judicious use of opioids can provide
relief of dyspnea (26.1% strongly and 52.8%
agreed), and 88.7% hospitalists identified the risk of
respiratory depression as 1 of the barriers for the
limited use of opioids. The majority of physicians
(60%–80%) considered nonpharmacologic therapies
effective for symptomatic treatment of dyspnea,
including in the order of agreement: noninvasive ven-
tilation, relaxation techniques, cool air/fan, use of
pursed lip breathing, and oxygen for nonhypoxemic
patients (Table 1).

FIG. 1. Attitude and practices regarding dyspnea assessment and management.
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Physician Experience and Attitudes Toward
Dyspnea Management

When we stratified hospitalists in tertiles of median
years of time in practice (median [range]: 2 [0–4], 6
[5–8] and 15 [9–38]), we did not find an association
with any of the responses to the questions.

Attitude Regarding the Importance of Dyspnea in
Clinical Care and Responses to Subsequent
Questions

Respondents who strongly agree or agree that dyspnea
is the primary presenting symptom in patients with
cardiovascular condition and that dyspnea relief is
central to the management of these patients were

more likely to believe that patients would like to be
asked about their dyspnea (61.2% vs 30.2% vs
29.7%). They also had a more positive attitude about
the usefulness of a standardized assessment of dyspnea
and the inclusion of the assessment of dyspnea by a
scale in the vital signs (Table 2).

DISCUSSION
In this survey of 178 most hospitalists from a diverse
group of 9 US hospitals, we found that most indicate
that severity of dyspnea has a profound influence on
their clinical practice (including their decision whether
to intensify treatments such as diuretics or bronchodi-
lators, to pursue additional diagnostic testing, add
opioids or other nonpharmacological treatments) and
ultimately their decision regarding the timing of hospi-
tal discharge. More importantly, whereas less than
half reported experience with standardized assessment
of dyspnea severity, most stated that such data would
be very useful in their practice.

Despite being a highly prevalent symptom in diverse
patient populations, several studies have shown that
documentation of dyspnea is sporadic and evaluation
of dyspnea quality of care is not routinely per-
formed.13–15 Statements from a number of professio-
nal societies, including the ACCP, the American
Thoracic Society and the Canadian Respiratory Soci-
ety, recommend that dyspnea management should rely
on patient reporting, and that dyspnea severity should
be recorded.1,4,7 Assessment is an essential step to
guide interventions; however, simply asking about the
presence or absence of dyspnea is insufficient.

Several rating scales have been validated and might
be implementable in the acute care setting, including
the Numerical Rating Scale and the Visual Assessment
Scale.16–20 Our survey shows that standardized docu-
mentation of dyspnea severity in clinical practice is
uncommon. However, most hospitalists in our study
believed that assessment of dyspnea, using a standar-
dized scale, would positively impact their management
of patients with cardiopulmonary disease.

There are a number of potential benefits of routine
assessment of dyspnea in hospitalized patients. Imple-
mentation of a standardized approach to dyspnea
measurement would result in more uniform assess-
ment and documentation practices, and in turn greater
awareness among members of the patient-care team.
Though not sufficient to improve care, measurement
is necessary because physicians do not always recog-
nize the severity of patients’ dyspnea or may not rec-
ognize its presence. A retrospective study that assessed
the prevalence of symptoms in 410 ambulatory
patients showed that one-quarter of patients had dysp-
nea, but only half of them told their doctor about it.21

Two other studies of patients with cancer diagnoses
found that 30%–70% of patients had dyspnea, but
the symptom was recognized in only half of them;
even when recognized, dyspnea severity was

TABLE 1. Responses of Hospitalists to Questions
Regarding Current Assessment and Management of
Dyspnea

Frequency (%)

When caring for patients with acute cardiopulmonary diseases, how often do you assess severity of
dyspnea?*
At admission 66 (37.1)
At discharge 59 (33.2)
Daily until discharge 150 (84.3)
More often than daily 58 (32.6)

Which description best characterizes your approach to assessing dyspnea severity?
I don’t regularly ask about dyspnea severity 3 (1.7)
I ask the patient whether or not they are having
shortness of breath

50 (28.3)

I ask the patient to rate the severity of short-
ness of breath using a numeric scale

4 (2.3)

I ask the patient to rate the severity of short-
ness of breath using a categorical scale (eg,
somewhat SOB, no SOB, improved or wors-
ened compared with a prior date)

120 (67.8)

When is dyspnea severity assessed and documented by nursing at your hospital?*
Dyspnea is not routinely assessed 60 (33.7)
At admission 30 (16.9)
Daily 43 (24.2)
Each shift 64 (36.0)

Awareness of dyspnea severity affects my management by:*
Influencing my decision to intensify treatment
of the patient’s underlying condition

170 (95.5)

Influencing my decision to pursue additional
diagnostic testing

160 (89.9)

Influencing my decision to add pharmacologic-
based, symptom-oriented treatment for dysp-
nea, such as opioids

115 (64.6)

Influencing my decision to add non–
pharmacologic-based, symptom-oriented
treatment for dyspnea, such as fans or pursed
lip breathing technique

58 (32.6)

Influencing my decision regarding timing of
discharge

162 (91.0)

Which of the following nonpharmacologic therapies are effective for the relief of dyspnea?*
Pursed lip breathing 113 (63.5)
Relaxation techniques 137 (77.0)
Noninvasive ventilation 143 (80.3)
O2 for nonhypoxemic patients 89 (50.0)
Cool air/fan 125 (70.2)
Cognitive behavioral strategies 101 (56.7)

NOTE: Abbreviations: SOB, shortness of breath. *Survey respondents selected all that apply, so these num-
bers are not mutually exclusive.
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frequently underrated by physicians.21,22 Importantly,
underestimation appears to correlate with underutili-
zation of symptomatic management of dyspnea.8

Although the results of our survey are encouraging,
they highlight a number of potential barriers and mis-
conceptions among hospitalists. For example,
although dyspnea can be characterized only by the
person experiencing it, only 42% of our survey
respondents believed that patients are able to rate
their dyspnea intensity on a scale. Some of these
responses may be influenced by the fact that dyspnea
scales are not currently available to patients under
their care. Another explanation is that similar to the
case for pain, some hospitalists may believe that
patients will exaggerate dyspnea severity. Almost one-
third of the respondents stated that objective meas-

ures, such as respiratory rate or oxygen saturation,
are more important than a patient’s experience of
dyspnea in guiding the treatment, and that dyspnea is
a subjective symptom and not a vital sign itself. Hos-
pitalists who appreciated the importance of dyspnea
in clinical practice were more likely to support the
implementation of a standardized dyspnea scale for
dyspnea assessment.

Although the potential benefits of including routine
measurement of dyspnea in standard hospital practice
may seem obvious, evidence that implementing rou-
tine assessment improves patient care or outcomes is
lacking. Even if hospitalists see the value of dyspnea
assessment, asking nurses to collect and document
additional information would represent a substantial
change in hospital workflow. Finally, without specific

TABLE 2. Attitude Regarding the Importance of Dyspnea in Clinical Care and Responses to Subsequent Questions

Description

Do Not

Agree, n (%)

Somewhat

Agree, n (%)

Strongly Agree,

n (%) P Value*

37 (20.9) 43 (24.3) 97 (54.8)
Which description best characterizes your approach to assessing dyspnea severity? 0.55y

I don’t regularly ask about dyspnea severity 0 (0) 0 (0) 3 (3.1)
I ask the patient whether or not they are having shortness of breath 11 (29.7) 14 (32.6) 25 (25.8)
I ask the patient to rate the severity of shortness of breath using a numeric scale 2 (5.4) 1 (2.3) 1 (1.0)
I ask the patient to rate the severity of shortness of breath using a categorical scale
(e.g., somewhat shortness of breath, no shortness of breath, improved or
worsened compared with a prior date)

24 (64.9) 28 (65.1) 68 (70.1)

Patients would like me to ask them about their dyspnea. <0.0001
Somewhat agree 9 (24.3) 21 (48.8) 32 (32.7)
Strongly agree 11 (29.7) 13 (30.2) 60 (61.2)

Patients are able to rate their own dyspnea intensity on a scale of 0-10. 0.43y
Somewhat agree 12 (32.4) 16 (37.2) 42 (43.3)
Strongly agree 2 (5.4) 0 (0) 2 (2.1)

Having a standardized assessment of dyspnea severity would be helpful to me in management
of patients with cardiopulmonary diseases.

0.026

Somewhat agree 17 (46.0) 25 (58.1) 57 (58.2)
Strongly agree 7 (18.9) 6 (14.0) 28 (28.6)

Serial measurements of dyspnea would be useful for assessing response to therapy. 0.04y
Somewhat agree 14 (37.8) 28 (65.1) 48 (49.5)
Strongly agree 16 (43.2) 12 (27.9) 43 (44.3)

Dyspnea assessment by a scale should be part of the vital signs for patients with cardiopulmonary diseases. 0.04y
Somewhat agree 13 (35.1) 17 (39.5) 51 (52.0)
Strongly agree 4 (10.8) 5 (11.6) 19 (19.4)

Using an enhanced dyspnea scale that includes information about the following 4 features
1) Current dyspnea severity, 2) Worst dyspnea ever, 3) Improvement of dyspnea since admission,
4) Acceptability of current level of dyspnea, would be more helpful for my management than a single
question focused on dyspnea severity.

0.03

Somewhat agree 14 (40.0) 24 (55.8) 44 (44.9)
Strongly agree 9 (25.7) 9 (20.9) 40 (40.8)

The patients’ experience of dyspnea should be used to guide treatment decisions independent of objective
measures such as respiratory rate and oxygen saturation.

0.10

Somewhat agree 20 (54.0) 21 (48.8) 51 (52.0)
Strongly agree 5 (13.5) 6 (14.0) 27 (27.6)

Judicious use of oral and/or parenteral opioids can provide relief of dyspnea. 0.21
Somewhat agree 20 (54.0) 23 (54.8) 50 (51.6)
Strongly agree 10 (27.0) 6 (14.3) 30 (30.9)

Limited use of opioids for relief of dyspnea in patients with advanced cardiopulmonary disorders is often
due to concerns of respiratory depression.

0.71

Somewhat agree 17 (46.0) 23 (54.8) 43 (43.9)
Strongly agree 15 (40.5) 14 (33.3) 45 (45.9)

*Chi-square test
yFisher’s exact test
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protocols to guide care, it is unclear whether physi-
cians will be able to use new information about dysp-
nea severity effectively. Future studies need to
evaluate the impact of implementing routine dyspnea
assessment on the management of patients with car-
diopulmonary diseases including the use of evidence-
based interventions and reducing the use of less valua-
ble care.

Most hospitalists agreed with the basic principles of
dyspnea treatment in patients with advanced car-
diopulmonary disease after the primary disease had
been stabilized. Effective measures are available, and
several guidelines endorse opioids in dyspnea manage-
ment.1,4,7 However, many clinicians are uncomfort-
able with this approach for dyspnea, and opioids
remain underused. In our study, almost 90% of physi-
cians recognized that concerns about respiratory
depression limits opioids use as a treatment. A quali-
tative study that explored the physicians’ perspective
toward opioids showed that most physicians were
reluctant to prescribe opioids for refractory dyspnea,
describing a lack of related knowledge and experience,
and fears related to the potential adverse effects. The
findings of our study also outline the need to better
educate residents and hospitalists on the assessment
and management of dyspnea, including prescribing
opioids for refractory dyspnea.23

Study Strengths and Limitations

This study has several strengths. To our knowledge, it
is the first to explore hospitalists’ perspectives on
incorporating dyspnea assessment in their clinical
practice. Hospitalists are the attending physicians for
a large majority of inpatients and would be the main
users of a dyspnea severity scale. Our questionnaire
survey included a large number of hospitalists, from 9
geographically and structurally diverse hospitals,
which increased the generalizability of the findings to
other hospitals around the country.

The study also has several limitations that need be
kept in mind in interpreting the study results. First,
desirability bias may have exaggerated some of the
positive views expressed by hospitalists toward imple-
mentation of routine assessment of dyspnea. Second,
because this was a survey, the estimates of dyspnea
assessment and documentation practices of both
physicians and nurses were based on the respondents’
perception and not an objective review of medical
records, and the results may be different from actual
practice. Third, this was not a population-based ran-
dom sample of hospitalists, and it may not be entirely
representative; however, those surveyed were from a
diverse set of sites with different geographical loca-
tion, size, academic affiliation, and practice environ-
ment, and their time in practice varied widely. Last,
we do not have information on nonrespondents, and
there is a possibility of nonresponse bias, although the
high response rate lessens the risk.

CONCLUSIONS
The results of this survey suggest that most hospital-
ists believe that routine assessment of dyspnea sever-
ity would enhance their clinical decision making and
improve patient care. Standardized assessment of
dyspnea might result in better awareness of this
symptom among providers, reduce undertreatment
and mistreatment, and ultimately result in better
outcomes for patients. However, implementation of
the routine assessment of dyspnea would change
current clinical practices and may have a significant
effect on existing nursing and physician workflows.
Additional research is needed to determine the feasi-
bility and impact on outcomes of routine dyspnea
assessment.
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