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Abstract 

Problem: Will education provided to nurses at a Midwest community hospital about the Respiratory 

Distress Observation Scale (RDOS) result in increased knowledge on how to assess patients who are 

unable to self-report dyspnea? Intervention: Dyspnea is a common and distressing symptom which 

occurs in critically ill and end-of-life patients. Due to sedation and physiological changes which occur 

during critical illness and the dying process, many patients are unable to communicate dyspnea. The 

Respiratory Distress Observation Scale (RDOS) is the only evidence-based tool available to assess 

dyspnea in uncommunicative end-of-life patients. A pre-intervention survey was sent to participating 

oncology nurses to assess their knowledge on how to assess dyspnea in a patient who is unable to self-

report. Next, education on the RDOS tool was provided to participants. After the intervention, the 

participants were asked to complete a post-intervention survey. The purpose of this quality 

improvement program was to increase nursing knowledge on dyspnea assessment in uncommunicative 

end-of-life patients. Measures: The pre-intervention survey and post-intervention survey utilized a 4-

point Likert Scale (1 = Strongly agree, 2 = agree, 3 = disagree, and 4 = strongly disagree) which asked 

participants to rate their knowledge on the dyspnea assessment in non-communicative end-of-life 

patients and the RDOS tool. Results: The intervention did not significantly improve nursing knowledge 

of how to assess dyspnea in non-communicative end-of-life patients. Conclusions: While the 

intervention was not successful at improving knowledge on dyspnea assessment, the RDOS is being 

widely used in hospitals across the country to improve the ability to assess dyspnea in patients who 

cannot self-report.  

 Keywords: respiratory distress observation scale, end-of-life, dyspnea, RDOS, unable to self-

report, palliative 

 



RELIABLY ASSESSING DYSPNEA IN NON-COMMUNICATIVE END-OF-LIFE PATIENTS 4 
 

Reliably Assessing Dyspnea in Non-Communicative End-of-Life Patients  

  Dyspnea is the subjective experience of breathing discomfort which occurs in the presence of 

cardiopulmonary and neuromuscular disease. It is one of the most common and distressing symptoms 

experienced by critically ill patients (Campbell, 2018). Pain and dyspnea often occur simultaneously in 

critically ill patients. Pain has been the topic of many studies which have resulted in the specific and 

effective pain measurement tools and management guidelines. Dyspnea, on the other hand, has not 

been studied to the same extent and is often under assessed and under treated by nurses (Gentzler et 

al., 2019).    

 Overview 

Problem Description 

In acute care settings, pain is assessed on a regular basis and has a variety of evidence-based 

scales which are implemented as part of nursing assessments. For example, in the pediatric population, 

nurses use the FACES pain scale which allows children to reliably report pain intensity. In advanced 

dementia patients, nurses utilize the Pain Assessment in Advanced Dementia Scale (PAINAD) to reliably 

assess the patients’ pain. In patients who are unable to speak due to intubation, dementia, or sedation, 

nurses utilize the Nonverbal Pain Scale (NVPS) which provides a reliable pain assessment. The American 

Thoracic Society defines dyspnea as a “subjective experience of breathing discomfort that consists of 

qualitatively distinct sensations that vary in intensity” (Baker et al., 2020). Using this definition, dyspnea 

can be perceived and reported on by the patient experiencing it. This also means that clinicians, nursing 

staff, and respiratory therapists can implement interventions to reduce dyspnea and thereby reduce 

suffering and anxiety caused by it. Patients who are critically ill or near the end-of-life are most often 

lightly sedated, cognitively impaired, or unconscious and limited in their ability to communicate the 

experience of dyspnea (Campbell, 2018). Approximately 40% to 70% of critically ill patients with the 
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ability to self-report, communicated the experience of dyspnea as a symptom (Campbell, 2018). Air 

hunger is the most distressing and severe form of dyspnea and has been linked with post-traumatic 

stress disorder (PTSD), anxiety, and depression in patients who have been weaned off mechanical 

ventilation. Air hunger has been reported to be a more distressing symptom to these patients than pain 

(Worsham et al., 2021).  Dyspnea at the end-of-life can be a symptom which is distressing to patients, 

family members, and care providers (Birkholz & Haney, 2018). At the end-of-life, dyspnea is a common 

occurrence but there are currently few measures in place to evaluate and treat dyspnea and the 

associated outcomes to improve quality of life at the end-of-life (Birkholz & Haney, 2018).  The 

Respiratory Distress Observation Scale (RDOS) gives clinicians and nurses the ability to assess dyspnea 

in patients who are unable to self-report their distress (Campbell, 2010). Using the RDOS will help to 

increase patient comfort, decrease anxiety in the patient’s family, and ease the mental burden in care 

providers by reducing distressing symptoms in their critically ill patients.  

Nurses utilize physical assessments including inspection, palpation, and auscultation while 

determining a patient’s respiratory status. During a respiratory assessment, nurses assess rate, depth, 

rhythm, pattern, and effort of respirations to determine if the patient is breathing comfortably or 

experiencing respiratory distress. Patient report is also incorporated in the respiratory assessment and 

is considered the gold standard for assessing dyspnea. The most common tool utilized to assess 

dyspnea is patient report, completed by asking the patient “Are you feeling short of breath?” 

(Campbell, 2010). For this type of self-report assessment to be done, the patient needs to be conscious 

with cognitive functions in place. Unfortunately, hypoxemia temporarily impairs cognition and 

hypercarbia produces a narcotic effect which may alter the patient’s ability to reliably report dyspnea 

(Campbell, 2010). Patients with declining or impaired cognition are vulnerable to being under or over 

treated for their respiratory distress because health care providers may not accurately identify the 
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autonomic and emotional responses to dyspnea (Campbell, 2010). Appropriate utilization of the RDOS 

tool has the potential to lead to better medical treatment of dyspnea, reduce distressing psychological 

symptoms such as anxiety in patients and their families, and increase patient satisfaction. The problem 

statement guiding this project was: Will education provided to nurses at a Midwest community hospital 

about the Respiratory Distress Observation Scale (RDOS) result in increased knowledge on how to 

assess patients who are unable to self-report dyspnea? 

The intended outcome of this project was to increase nurses’ knowledge of the RDOS tool in 

patients who cannot self-report. Nurses would be able to utilize the RDOS to accurately assess patients 

who cannot communicate their level of dyspnea. 

Available Knowledge 

Assessing Dyspnea  

Dyspnea is one of the most distressing symptoms experienced by patients with advanced illness 

and occurs in up to 70% of patients in the last week of life (Campbell, 2018). The prevalence of dyspnea 

is high across diagnoses, especially those with cardiopulmonary diseases (Campbell et al., 2021). The 

trajectory of dyspnea remains high in the last 90 days of life for patients with chronic obstructive 

pulmonary disease (COPD) and reports of dyspnea also increases for lung cancer patients in the last 

week of life (Campbell et al., 2021). Other diagnoses that produce dyspnea include AIDS, pneumonia, 

renal disease, and cancer (Campbell, 2010). Severe clinical manifestations of COVID-19 also include 

dyspnea and acute respiratory failure (Kim et al., 2020).  

While patient report is considered the gold standard for measuring symptom distress, there are 

multiple tools available to assess dyspnea in patients who can self-report. One tool is a numeric rating 

scale (NRS) which utilizes a zero to ten integer scale where zero is associated with “no shortness of 
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breath” and ten is associated with “shortness of breath as bad as it can be” (Campbell, 2010). Another 

tool used to assess dyspnea is the visual analog scale (VAS) which has a 100 mm line that has zero 

labeled as “no breathlessness” and 100 labeled as “greatest breathlessness” (Campbell, 2010). Both 

scales require patients to be cognitive aware and conscious to utilize these tools appropriately. Multiple 

studies conducted by Campbell et al., and Baker et al. (2010) have identified a patient population where 

dyspnea assessment is difficult due to impaired cognition, sedation level, and unconsciousness.  

Currently, there is little information available on how to quantitatively measure and document 

dyspnea because it is a subjective experience. Several studies have shown dyspnea to be a strong 

predictor of morbidity and mortality in specific populations, thus it is an important symptom to include 

in a nursing assessment and requires ongoing monitoring in patients that are nearing the end-of-life 

(Stevens et al., 2016). Dyspnea was a more accurate predictor of five-year mortality in COPD patients 

when compared to FEV1 (Nishimura et al., 2002). Dyspnea experienced during cardiac stress tests was 

proven to be a more accurate predictor of cardiac death when compared to angina experienced during 

cardiac stress testing (Abidov et al., 2005). Patients who are not suffering from cardiopulmonary 

diseases also benefit from having dyspnea assessments performed. Patients with gastrointestinal (GI) 

disease experience hallmark symptoms of nausea, pain, loss of appetite and fatigue, but dyspnea was 

found to be a stronger predictor of mortality than GI symptoms in esophageal and gastric cancer 

patients (Djärv et al., 2010; Healy et al., 2008). These studies provide evidence supporting the 

importance of assessing, documenting, monitoring trends of dyspnea. 

Nursing Perceptions 

One study performed by Baker et al. (2017) assessed nurses’ attitudes toward incorporating a 

dyspnea assessment into their documentation, their perception of patient response, and their 

perception of the utility and burden of dyspnea. In the study, nurses were educated on the importance 
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of assessing dyspnea, the possibility to predict adverse events, and the first step in managing the 

symptom is to measure it (Baker et al., 2017). Nurses utilized a single numeric scale to assess dyspnea 

where zero was defined as ‘none’ and ten was defined ‘unbearable’. This assessment was implemented 

for approximately seven months and then focus groups were held to ask for the nurses’ views on the 

process nurses use for assessment of dyspnea, the importance of dyspnea assessment and awareness, 

patients’ ability to rate and use the dyspnea scale, impact of routine assessment on workflow, and 

suggestions for improvement. Baker et al. (2017) found 94% of 39 nurses surveyed found it was 

important or very important to assess and document dyspnea upon admission, 90% of nurses agreed 

utilizing a uniform tool to assess for dyspnea was important, and 90% of nurses also agreed that 

tracking dyspnea every shift was important. They also found 78% of nurses surveyed felt routine 

assessment of dyspnea provided improved patient centered care (Baker et al., 2017). A shortcoming 

identified by the study was nurses were unable to assess patients who were not able to respond to the 

assessment due to sedation or inability to use the number scale. 

The same researchers who conducted the previous study in medical-surgical units extended 

their utilization of the numerical scale to the intensive care unit (ICU). ICU nurses utilized the numerical 

scale to assess dyspnea where zero was defined as ‘none’ and ten was defined ‘unbearable’. The focus 

groups were used to assess ICU nurses’ perception of the utility of routine dyspnea assessment, ease of 

use, patients’ comprehension of questions, impact on the practice, and to collect suggestions for 

improvement (Baker et al., 2020). The study found that often ICU nurses supplement or supplant the 

dyspnea assessment by observed physical signs of respiratory distress. This most occurred in patients 

who were unresponsive or were unable to use the numerical scale (Baker et al., 2020). This indicates 

that nurses are using their acquired assessment skills and past experiences to guide their assessment of 

dyspnea. The physical symptoms ICU nurses identified as signaling respiratory distress included (listed in 
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descending order of frequency): accessory muscle use, tachypnea, difficulty speaking, restless 

movements, heart rate, nasal flaring, ventilation desynchrony, and fearful facial expression (Baker et al., 

2020).  

The RDOS is the only validated evidence-based tool available for the assessment of dyspnea in 

patients who cannot self-report. It is an 8-item tool assessing heart rate, respiratory rate, restlessness, 

paradoxical breathing pattern, accessory muscle use, grunting at end of expiration, nasal flaring, and 

look of fear (Campbell, 2010). Points are assigned depending on the frequency or presence of the eight 

variable items, with patients who score zero to two experiencing no respiratory distress, a score of 

three signifies mild distress, four to six signifies moderate distress, and a score of seven or greater 

represents severe distress (Campbell, 2018).  

Rationale 

The IOWA model was used as the framework for the implementation of this quality 

improvement project. The IOWA model promotes practice changes within health care helping to 

improve patient care (Buckwalter et al., 2017). New knowledge regarding dyspnea assessment was the 

triggering event which prompted this project. Utilizing the RDOS for the assessment of dyspnea in 

patients unable to self-report is considered a priority in practice change. The IOWA model was used to 

guide the research aspect of this project in addition to the formulation of PICOT question, 

implementation, and evaluation of the implementation. Educating nurses about the RDOS tool will 

improve patient care by helping nurses to assess dyspnea easily and accurately in patients who are 

unable to self-report.  

The RDOS has a wide range of applicability for patients. For this project, the focus is patients 

who are at the end-of-life, but the use of this tool has the potential to affect and improve the quality of 

care provided to a wider population. Implementing the RDOS will require nurses to be proficient at 
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assessing and recognizing symptoms of dyspnea including heart rate, respiratory rate, restlessness, 

paradoxical breathing, accessory muscle use, grunting at end of expiration, nasal flaring, and 

expressions of fear.  

Purpose 

  The purpose of this project was to improve oncology nurses’ knowledge of the RDOS tool and 

dyspnea assessment in end-of-life patients who are unable to self-report.  

Methods 

Context 

The community hospital where the project was implemented is located in a Midwest 

metropolitan area and associated with a major health care system in the area. Overall, the health care 

system consists of four not-for-profit hospitals, and over 60 clinics in the Midwest. The health system 

provides services such as behavioral health, emergency care, intensive care, oncology, women’s health 

services, cardiology, neurology, orthopedics, pain management, and palliative care. The largest campus 

in the health system, which is where this project is planned, employs over 2,000 full-time employees 

and over 300 physicians. The hospital admits approximately 22,000 patients every year and has a 423-

bed capacity. The RDOS project was implemented on the oncology unit of this Midwest community 

hospital. The oncology unit was chosen for this project due to the higher proportion of patients who are 

receiving end-of-life care. Often these patients are placed on comfort care. The registered nurses 

working on this unit have experience caring for this population and understand the communication 

challenges that are faced relating to dyspnea at end-of-life. Oncology nurses were prime participants for 

the RDOS project based on their experiences.  
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Intervention 

The intervention utilized for this project was nursing education which was implemented on the 

oncology unit of a Midwest metropolitan community hospital.  The intervention was initiated by the 

project facilitator, who is the author of this project. Initially, an electronic pre-intervention survey was 

sent out to the oncology nurses’ employee email. The results of the pre-intervention survey provided a 

baseline to measure the intervention’s impact. The pre-intervention survey was developed through the 

utilization of an online survey development website called SurveyMonkey. This pre-intervention survey 

asked participants to create a three-digit ID pin which enabled the project facilitator to match their pre-

intervention survey with their post-intervention survey. The pre-intervention survey consisted of four 

questions which assessed the oncology nurses’ knowledge on dyspnea assessment in patients who are 

uncommunicative and assessed the nurses’ understanding of the RDOS tool. The pre-intervention 

survey was available for the participants for five days. The nursing education provided to the oncology 

nurses was an asynchronous PowerPoint presentation about the RDOS tool, including how to use the 

tool correctly, examples of measurement data (e.g., looks of fear and nasal flaring), and case studies to 

allow the oncology nurses to practice utilizing the tool in a safe environment without causing potential 

harm to patients. The education was not mandatory for the oncology nurses but was strongly 

encouraged by department leaders. The PowerPoint presentation was sent out by the project facilitator 

via employee email was available for participants to view for five days. The post-intervention survey 

asked the participants to use the same three-digit ID pin created for the pre-intervention survey and 

utilized the exact same questions as the pre-intervention survey. The post-intervention survey was sent 

out via employee email and was available for the participants to complete for five days.  
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Study of the Intervention 

   To study the impact of the nursing education, the pre-intervention survey and post-intervention 

survey were compared and analyzed to determine if the nursing education improved the participants’ 

knowledge of the RDOS tool and dyspnea assessment in patients who cannot self-report. There were 

four questions as part of the pre-intervention survey and post-intervention survey which were 

compared and analyzed. These findings determined the level of impact the nursing education had on 

the oncology nurses who participated in the intervention.  

Measures 

   The measurement tool utilized to determine the outcome of the intervention was a pre-

intervention survey and post-intervention survey which utilized a 4-point Likert Scale (1 = Strongly 

agree, 2 = agree, 3 = disagree, and 4 = strongly disagree). The surveys asked participants to rate their 

knowledge on dyspnea assessment with non-communicative end-of-life patients and the RDOS tool.  

There was no measurement tool available to measure oncology nurses understanding of the RDOS tool 

and dyspnea assessment in patients who cannot self-report. The measurement tool utilized for this 

project was a self-designed survey tool and thus the validity and reliability. 

Analysis 

   Microsoft Excel was utilized for the analysis of the data collected from the surveys. Descriptive 

statistics were analyzed, including the means and standard deviations of the initial and post 

intervention surveys. A dependent samples t-test was run on the surveys. Ordinal data was coded as 1 = 

Strongly agree, 2 = agree, 3 = disagree, and 4 = strongly disagree. Only participants who completed both 

the pre-intervention survey and the post-intervention survey had their data scored and included in the 

analysis. To ensure accuracy of the data, two data sets were created to compare. The results of this 
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analysis were able to report if nursing knowledge of the RDOS tool and dyspnea assessment in non-

communicative end-of-life patients had increased.  

Ethical Considerations 

Ethical considerations included obtaining consent of the participants to utilize the information 

provided via the initial and post-intervention surveys. The surveys did not collect any identifying 

personal data such as birth dates or names. There was an agreement to participate in research provided 

to participants prior to starting the pre and posttests discussing how long the study will take place, what 

responsibilities the participants had while in the study, risks, and benefits of participating in the study, 

and the option to not participate in the study. The agreement to participate in research also ensured 

the participants that all information collected would remain private and included contact information 

for the researcher and Nebraska Methodist College’s Institutional Review Board (IRB) if the participant 

had any questions or concerns. All data was collected electronically, and the electronic data resided only 

on the project facilitator’s personal computer which required a biometric fingerprint match for access. 

One conflict of interest considered was the project facilitator’s employment at the facility in which the 

study took place. To mitigate the conflict of interest, the study was conducted on a different floor where 

the project facilitator was not employed. The project facilitator and the faculty mentor involved in the 

development of this study completed training through the Collaborative Institutional Training Initiative 

(CITI). Prior to implementation, this study was examined by Nebraska Methodist College’s IRB and 

Nebraska Methodist Hospital’s IRB for approval.  

Results 

 For the pre-intervention survey there were nine individuals who chose to respond to the survey, 

however only five of these individuals responded to the post-intervention survey. For the post-

intervention survey there were six individuals who chose to respond to the survey, however one of the 
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individuals did not complete the pre-intervention survey. Only participants who completed both the 

pre- and post-intervention surveys had their responses analyzed (n = 5). For the pre-intervention survey 

the µ = 9, SD = 2.2; the post-intervention survey had a µ = 6, SD = 1.2. The dependent t-test found p = 

0.06, α = 0.05, df = 4. There was no statistically significant difference between the pre-intervention 

survey scores and post-intervention survey scores. The RDOS education did not significantly improve 

oncology nurses’ knowledge on dyspnea assessment. 

 

Discussion 

Summary 

 The outcome of this project was to improve oncology nurses’ knowledge on dyspnea 

assessment on end-of-life patients who are unable to self-report. The findings do not support that this 

outcome was reached.  There were no significant differences in testing results between the pre-

intervention survey and the post-intervention survey. Additionally, the education provided on the RDOS 

did not significantly improve nursing knowledge on dyspnea assessment in patients unable to self-

report.  The RDOS tool is the only validated dyspnea assessment tool available for patients who cannot 

self-report and providing the knowledge to participants about the RDOS allows for them to utilize the 

education provided in their daily assessments.  Although the project did not show a statistically 

significant increase in nursing knowledge there is potential with the framework. Utilizing a pre-

intervention survey and post-intervention survey was a reliable way to assess changes in knowledge 

after the intervention took place.  

 While there was not a statistically significant increase in nursing knowledge on the assessment 

of dyspnea in patients who are unable to self-report, there was a marked improvement in means across 

all four questions. The first question asked the participant if they were familiar with the RDOS and 
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understood how to use the tool. The first question in the pre-test survey mean was 2.6, compared to 

the post-test survey mean of 1.6. While statistically this is not significant, it does show an increase in 

nursing knowledge on the RDOS tool and using it on patients who are at the end-of-life and unable to 

self-report dyspnea. The second question asked if the nurses felt knowledgeable when caring for non-

communicative end-of-life patients who are unable to self-report. Question two’s pre-intervention 

mean was 2.2 compared to the post-intervention mean of 1.6. Again, this shows an increase in nursing 

knowledge on the ability to assess end-of-life patients who are unable to self-report dyspnea. Question 

number three asked the nurses if they were able to recognize respiratory distress in end-of-life patients 

who were unable to self-report. The pre-intervention survey mean was 2.2 and the post-intervention 

survey mean was 1.4. This suggests an improvement in nursing knowledge when assessing respiratory 

distress in patients who are unable to communicate dyspnea. Finally, question four asked nurses if they 

felt confident in their ability to identify symptoms which indicated respiratory distress in non-

communicative end-of-life patients. The pre-intervention mean was 2.0 compared to the post-

intervention survey mean of 1.4. This shows improved confidence among the participants on their 

ability to identify symptoms indicating respiratory distress in non-communicative end-of-life patients. 

From a clinical standpoint, there was an improvement in nursing knowledge on the RDOS tool and 

assessing end-of-life patients who are unable to report dyspnea through the use of nursing education.  

Interpretation 

 For this project, nursing education on RDOS tool was the intervention. Providing this education 

did not produce statistically significant improvement in the nursing knowledge of the oncology nurses 

regarding dyspnea assessment in end-of-life patients. One reason for this finding could be oncology 

nurses already utilize many of the items included in the RDOS to assess for dyspnea. This supports the 

findings by Baker et. al (2020) which indicated ICU nurses were using their acquired assessment skills 
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and past experiences to guide their assessment of dyspnea. The physical symptoms identified by the 

ICU nurses which signaled respiratory distress included: accessory muscle use, tachypnea, difficulty 

speaking, restless movements, heart rate, nasal flaring, ventilation desynchrony, and fearful facial 

expression (Baker et al., 2020). Out of the eight symptoms utilized by the ICU nurses in the study, six of 

those symptoms are part of the RDOS. The RDOS tool presents a new way to organize the data nurses 

use to assess dyspnea and allows these assessments to be accurately communicated to providers using 

a numerical score. This allows providers to guide their treatments to provide comfort to patients who 

are at the end of life.  

The anticipated outcome of this project was to see a statistically significant increase in 

knowledge related to dyspnea assessment in patients unable to self-report. The observed outcome may 

be linked to lack of participation by oncology nurses or the delivery of the RDOS education. There was 

also a nursing shortage in place which may have limited the amount of down time nurses have during 

their shifts, which could account for the lack of participation.  

Limitations 

There are many limitations to this project. The findings are not generalizable due to such a small 

sample size. The project was conducted on a single hospital unit over the course of fifteen days. Having 

a short timespan did not allow for the expected number of oncology nurses to participate. The 

measurement tools were developed by the project facilitator and lacked validity and reliability.  The 

education provided to the participants was also developed by the project facilitator and may not have 

contained enough information on the RDOS to improve the participants’ knowledge on dyspnea 

assessment. 
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Conclusions 

The revised standards for quality improvement reporting excellence (SQUIRE 2.0) was used as a 

framework for reporting this project. In conclusion, this project did not show an increase in nursing 

knowledge of dyspnea assessment by providing education on the RDOS tool and how to utilize it with 

patients who are unable to self-report. Since the beginning of this project, the RDOS tool has been 

implemented within the electronic charting system at the hospital in which the project was completed 

and is being utilized by the palliative care team to guide opioid treatment in the use of dyspnea. 

Utilizing the RDOS tool to assess dyspnea in patients who are unable to self-report may lead to 

improved patient care, patient and family satisfaction, and the well-being of caretakers and medical 

staff. This can be done in patients who are medically sedated, critically ill, cognitively impaired, and at 

the end of life.  In the future, if this project were to be replicated increasing the amount of time given to 

participants to complete in the surveys would be beneficial. Providing the pre-intervention survey, the 

RDOS education, and the post-intervention survey all in one setting may also improve completion rates. 

Having participants watch a video depicting different scenarios the RDOS would be utilized may have 

been more effective than written case studies.  
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