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Abstract 
Aim: The aim of this paper is to highlight evidence and key nursing practice, education, organization and policy 
recommendations from the original and revised Registered Nurses’ Association of Ontario Best Practice Guideline, 
Nursing Care of Dyspnea:  The 6th Vital Sign in Individuals with Chronic Obstructive Pulmonary Disease (COPD). This 
paper introduces the notion of dyspnea as the sixth vital sign and presents evidence from the RNAO Best Practice 
Guideline and other relevant literature to support and enhance nursing care of dyspnea in clients with COPD. 

Background: COPD is an increasingly serious health issue. Nurses have significant opportunity to positively influence 
client outcomes and quality of life by assessing dyspnea, identifying problems, and applying appropriate evidence-based 
interventions. Best practice guidelines developed by the RNAO provide a framework to enhance nursing practice and 
client care.  

Design: A panel of nurses was assembled for the initial development of the guideline and more recently, the revision to the 
original guideline.  

Method: A structured evidence review based on the scope of the original guideline and supported by three clinical 
questions was conducted to capture the relevant literature and guidelines published since the original publication.  

Results: As a result of this work recommendations for nursing practice and education are discussed. Organizational and 
policy recommendations are also outlined. 

Conclusions: Nurses have opportunity to positively influence client outcomes and quality of life by assessing dyspnea, 
identifying problems, and applying appropriate evidence-based interventions.  

Relevance to Clinical Practice: Recommendations made in the best practice guideline will enhance nursing care of 
dyspnea in clients with COPD and dyspnea should be recognized as the sixth vital sign in individuals with COPD. 
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1 Introduction 
Chronic obstructive pulmonary disease is an increasing health issue worldwide [1-5] and is expected to be the third leading 
cause of death by 2020 [6, 7]. Similarly, the World Health Organization [8] reports that COPD is the fifth most common 
cause of death and the tenth most burdensome disease worldwide. COPD is to be ranked as the fifth global burden of 
disease by 2020 [9]. There appears to be a continuous rise in the incidence and morbidity of COPD in women between the 
ages of 55 and 74 [6, 10, 11]. 

To support nurses in the care of individuals living with COPD, the Registered Nurses’ Association of Ontario (RNAO), 
with funding from the Ministry of Health and Long-Term Care, has developed a Best Practice Guideline (BPG), Nursing 
Care of Dyspnea: The 6th Vital Sign in Individuals with Chronic Obstructive Pulmonary Disease [12, 13]. This article 
introduces the notion of dyspnea as the sixth vital sign and presents evidence from this guideline and other relevant 
literature to support and enhance nursing care of dyspnea in clients with COPD. 

A panel of nurses was assembled for the initial development of the guideline and more recently, the revision to the original 
guideline. A structured evidence review based on the scope of the original guideline and supported by three clinical 
questions was conducted to capture the relevant literature and guidelines published since the original publication. Initial 
findings regarding the impact of the current evidence, based on the original recommendations, were summarized and 
circulated to the review panel. The revision panel members were given a mandate to review the original guideline in light 
of the new evidence, specifically to ensure the validity, appropriateness and safety of the guideline recommendations as 
published in 2005. 

2 Vital signs 
Traditionally, the monitoring of vital signs has been used to alert healthcare providers of critical changes in health  
status [14]. These bio-markers have historically included the physiologically-based parameters of temperature, pulse, 
respirations, and blood pressure. Deviations from normal are classically correlated with more or less risk of increased 
mortality [15, 16]. Researchers have attempted to understand more clearly the relationship between the changes in vitals 
signs and the potential for adverse outcomes [15, 17-20]. Although they consistently report that a change in respiratory rate of 
hospitalized individuals is a strong predictor of life-threatening outcomes, researchers also note that respiratory rates are 
frequently not recorded by clinicians even when individuals are hospitalized in acute care settings [21, 22]. In situations of 
inadequate documentation, researchers suggest that dyspnea or notations of difficulty breathing have been used as a proxy 
for respiratory rate [17]. Such work serves to highlight the importance of monitoring change in an individual’s present level 
of dyspnea; dyspnea as a potential additional vital sign in the monitoring of risk for adverse events for individuals with 
lung disease. 

3 Dyspnea 
Similar to pain, often referred to as the fifth vital sign, in this guideline we suggest that dyspnea be considered as the sixth 
vital sign for individuals with COPD. Dyspnea is a complex phenomenon that is most commonly understood as the 
subjective experience of breathlessness [23-26]. Dyspnea is the most disabling symptom of COPD. From a physiological 
perspective dyspnea is associated with elements involving sensory perception, central processing and motor commands; 
factors associated with respiratory effort, chemoreceptors or chemical factors that affect the respiratory drive and 
mechanoreceptors or sites of dyspnogenesis [27, 28]. Moreover, O’Donnell et al. [29] suggest that peripheral airway 
obstruction traps air during expiration resulting in hyperinflation which in turn reduces inspiratory capacity and is possibly 
the main mechanism of exertional dyspnea. 
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There is a consensus within the research literature focused on the physiological elements of dyspnea that the degree of 
perceived breathlessness is proportional to respiratory effort; the greater the unsuccessful respiratory effort exerted by an 
individual, the greater the sensation of breathlessness experienced [28, 30-35]. Although the evidence suggests a relationship 
between respiratory effort, chemoreceptors and mechanoreceptors, the precise link to the physical mechanism of dyspnea 
remains unclear.  

In an attempt to better understand the psychological aspect of dyspnea, a number of studies have investigated the 
relationship between anxiety and levels of dyspnea [36-40]. Indeed, patient descriptors of breathlessness vary depending on 
the intensity of the dyspnea experience [39]. Often the presenting symptom of acute dyspnea is anxiety [40]. Nurses may 
focus on anxiety to the exclusion of dyspnea and associated physiological changes [41] rather than recognizing anxiety as an 
important and initial sign of invisible dyspnea for individuals with acute respiratory distress [42]. 

Although dyspnea is a subjective experience, it is characterized by observable behaviors [43]. The inability of an individual 
to self-report dyspnea may result in a failure by nurses to identify this as a change in the patient status from a physiological 
perspective and appropriately treat this distressing symptom [44]. Campbell [43] suggests that stimulation of the autonomic 
nervous system produces observational and measurable behaviors. These involuntary responses are elicited sequentially 
and include: increased heart rate, tachypnea, restlessness, accessory muscle use, end expiratory grunting, involuntary nasal 
flaring and fearful facial expressions [45]. The Respiratory Distress Observation Scale (RDOS), a reliable and valid 
observer-rated instrument, that measures these involuntary responses to dyspnea, is available to help nurses in the 
assessment of dyspnea in individuals who are unable to self-report [46, 47]. 

4 Guideline recommendations 
Informed decision making is essential in the care of individuals living with COPD. Nursing BPGs are one source of 
knowledge available to nurses to support the integration of evidence into practice [48-50]. In this guideline, we outline 
recommendations for nursing practice, education, the organization of health services and policy development specifically 
in relation to dyspnea and COPD. Guideline implementation and evaluation strategies and areas for future research are 
discussed. 

4.1 Nursing practice 
Recommendations for nursing practice are statements of best practice directed at the practice of healthcare professionals 
that are evidence-based. Some nursing practice recommendations discussed in the guideline include: acknowledgement 
and acceptance of client’s self-reported level of dyspnea, appropriate assessment of dyspnea related to COPD, 
identification of stable and unstable dyspnea and acute respiratory failure, appropriate screening of individuals most likely 
to be affected by COPD, advocacy of spirometric testing to establish early diagnosis in at risk individuals, implementation 
of appropriate nursing interventions for all levels of dyspnea, appropriate administration of medications and vaccinations, 
appropriate administration of  oxygen therapy, and disease self-management. Some of the above-mentioned practice 
recommendations will be discussed below. 

4.2 Self-reported level of dyspnea 
Since dyspnea has, by definition, a subjective component but more so is a subjective assessment, nurses need to 
acknowledge and accept an individual’s self-report of the level of dyspnea they are experiencing. According to Devito [51], 
individuals living with chronic lung disease felt the need to hear nurses acknowledge that their dyspnea during a flare up, 
was acute, required attention and was different from the dyspnea they tolerated on a daily basis. Acknowledgement and 
acceptance of an individual’s self-report would validate the dyspnea. 
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4.3 Appropriate assessment of dyspnea 
Dyspnea is a subjective symptom of physiological distress [52]. A number of tools are available to measure dyspnea in the 
clinical and research settings. Two tools nurses use to measure a patient’s present level of dyspnea are the visual analogue 
and numeric rating scale. These tools are useful to assess the effectiveness of an intervention such as pharmacotherapy or 
position change however; they do not predict what function the patient is capable of or what activities they are avoiding to 
prevent dyspnea [53]. 

An individual’s usual dyspnea can be assessed using the Medical Research Council Scale (MRC); a simple and valid 
method of categorizing patients with COPD in terms of their disability [54] or functional ability. The MRC scale is easy to 
administer and requires very little time. It is useful for capturing prolonged changes in dyspnea status. Furthermore, 
although there may be changes in pulse rate, blood pressure and respiratory rate of an individual living with COPD, these 
changes are not specific to COPD except during acute exacerbation (AECOPD) events or end-stage disease [25, 26]. During 
AECOPD, individuals experience incapacitating dyspnea caused by a severe increase in the work of breathing and may 
exhibit increased use of accessory muscles. These individuals may also experience alterations in their vital signs [55, 56]. 
Changes in the volume, color and viscosity of the sputum may also be present [56]. As the dyspnea worsens, individuals are 
less able to complete a full sentence and experience alterations in the level of consciousness.  In this guideline we outline 
a COPD decision tree to assist nurses an appropriate respiratory assessment (see Figure 1). 

 

Figure 1. COPD decision tree 
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4.4 Medications and vaccinations 
Nurses must do an assessment of an individual’s medical history and medication regimen prior to the administration of 
medications related to COPD treatment. Bronchodilators are the mainstay of pharmacological therapy and can be inhaled 
or taken orally. There are three major classes; anticholinergics, beta-2 agonists and methylxanthines. All three classes 
contain drugs that are short and long acting. Bronchodilators are used to relieve symptoms as they provide relief of 
bronchoconstriction. The ideal bronchodilator would be well tolerated by the patient, demonstrate sustained improvement 
in spirometry, exercise performance, dyspnea, and quality of life and a decrease in lung hyperinflation [56]. The use of a 
metered dose inhaler (MDI) with spacer device or a dry powder inhaler (DPI) is preferred over the use of a nebulizer for all 
patients regardless of age or level of severity. 

Corticosteroids are available in inhaled, oral and parenteral forms. Although corticosteroids are recommended for use in 
acute exacerbations of COPD (AECOPD) [56], the role of inhaled corticosteroids in the daily management of COPD is 
controversial [57]. Studies have not reported consistent effects on airway inflammation, pulmonary function, symptoms, 
frequency or severity of exacerbation in clients with COPD [57]. An inhaled corticosteroid alone is generally inferior to an 
inhaled corticosteroid (ICS) and long acting beta-2 agonist (LABA) combination product. Combination products 
(fluticasone propionate plus salmeterol and budesonide plus formoterol) allow for a simple regime. For individuals with 
moderate to severe COPD demonstrating persistent symptoms and a history of exacerbations (one or more per year, on 
average for two years), combination of tiotropium plus a LABA and ICS therapy product is recommended to reduce the 
frequency and severity of exacerbations and to improve health status [58]. 

A systematic review has indicated that acute bacterial exacerbations of COPD are common, costly and difficult to  
manage [59]. A number of researchers have linked AECOPD to bacterial infection by pathogens such as Streptococcus 
pneumoniae, Haemophilus influenzae, Pseudomonas aeruginosa and M. catarrhalis, these bacteria may be associated with 
increased sputum volume and purulence [59-63]. Antibiotics are often prescribed to alleviate and treat the cough and 
increased purulent sputum production that leads to increased breathlessness, and in these instances, the use of antibiotics is  
controversial [59, 62, 64-66]. More recently, it has been suggested that there is an increased recognition that exacerbations may 
be due to viral infections of the upper respiratory tract so antibiotic treatment may not always be warranted.  

The use of antibiotic treatment in the management of acute exacerbations is further supported by the work of Anthonisen 
and colleagues [65], as they found a statistically significant advantage when antibiotic therapy was compared with placebo 
and suggest that it is favorable where increased dyspnea, sputum production or increased purulence of sputum is present in 
more severe exacerbations. These results are further supported by Adams and colleagues [64] whose findings suggest that 
individuals treated with antibiotics had significantly lower relapse rates than those who did not receive antibiotics. 

Inherent in the discussion of the assessment of medication use is the priority for nurses to be able to assess an individual’s 
respiratory medication device technique to ensure accurate use. The inhaled route is the preferred method of delivery for 
most of the medications used to treat the symptoms of COPD as it minimizes systemic availability and therefore minimizes 
side effects [67]. Researchers have consistently demonstrated that patients have difficulty using their devices correctly [68-70]. 
Since this skill needs to be frequently reassessed [67, 70], it is critical that nurses be able to assess and then demonstrate the 
correct device technique to optimize technique. 

Annual influenza vaccination is recommended for all individuals who do not have a contraindication. The Canadian 
Thoracic Society guidelines [56] suggest that individuals with COPD who are infected with influenza have a significant risk 
of requiring hospitalization. An AECOPD may be caused by bacterial infection and may be associated with increased 
volume and purulence of the sputum [59-63]. Yohannes and Hardy [71] suggest that studies of the efficacy of influenza 
vaccination on varying severities of COPD are lacking, however there is a 70% reduction in mortality from influenza 
following vaccination. Individuals who experience recurrent acute exacerbations who are vaccinated in the autumn will 
experience a reduced number of acute exacerbations over the winter months [56, 71-75]. 
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Individuals living with COPD should receive a pneumococcal vaccine at least once in their lives (high risk patients every 
5 to 10 years) [12, 13, 58]. Streptococcus pneumonia may cause an AECOPD [59, 60, 62, 63]. Unlike the evidence that supports the 
recommendation of annual influenza vaccination, the benefits of pneumococcal vaccination in individuals with COPD are 
less established [56, 72, 74]. Similarly, Butler, Breiman, Campbell, Lipman, Broome & Facklam [75] as cited in O’Donnell et 
al. [56], indicate that the vaccine has efficiency in those living with COPD of up to 65% although a reducing effect on the 
frequency of AECOPD has yet to be established. Despite this lack of evidence, current practice advocates that individuals 
with COPD receive pneumococcal vaccination least once in their lives; or every 5 to 10 years for high risk  
individuals [12, 13, 58].  

4.5 Oxygen therapy 
Nurses should be able to assess for hypoxemia/hypoxia and administer appropriate oxygen therapy for individuals with all 
levels of dyspnea. During an AECOPD, individuals experience an increase in the work of breathing due to the ongoing 
disease progression and the underlying pathology. This may cause difficulty in maintaining adequate oxygenation. When 
treating acute or unstable dyspnea, usual treatment should include appropriate controlled oxygen therapy via a high flow 
system to maintain oxygen saturation greater than or equal to 90-92% [78]. Clinical status should be monitored carefully by 
continuous oximetry or arterial blood gases measurements [79]. Oxygen therapy for individuals experiencing acute dyspnea 
may be complicated by the presence of co-morbidities such as asthma, heart failure, pneumonia, and sleep apnea. These 
individuals may require higher concentration of oxygen therapy and intense monitoring of their respiratory status is 
essential [79].  

Controlled oxygen therapy for the treatment of stable dyspnea is an effective prescription medication for treatment of 
hypoxemia. Oxygen prescriptions (duration and flow) should be based on arterial blood gas measurements and 6 minute 
walk tests results [80]. Longer term exposure to oxygen therapy (> 15 hr/day) over a number of years significantly improves 
survival [81, 82]. Although oxygen therapy prescription during exercise is not well supported by evidence, in current 
practice, oxygen during exercise is being prescribed for individuals with severe COPD who become hypoxemic only when 
exercising. Oxygen treatment during exercise facilitates rehabilitation and permits increased activity by decreasing 
ventilatory requirements and thereby reducing the work of breathing. While there is no concrete evidence for the benefits 
of using oxygen therapy in treatment of palliative end-stage dyspnea [83], oxygen therapy is conventionally used as a 
comfort measure, best delivered by nasal cannula up to 4-5L/min [84]. 

4.6 Non-invasive and invasive ventilation modalities 
Non-invasive positive pressure ventilation (NIPPV) (e.g. bi-level positive airway pressure) is indicated for the treatment of 
both acute hypercapneic and hypoxemic respiratory failure. In individuals with COPD, respiratory muscle fatigue with 
increased airway resistance or decreased compliance often leads to respiratory distress and failure. Bi-level positive 
airway pressure via nasal oral, oronasal, full and total face mask provides alternating levels of inspiratory pressure to keep 
the airway open as an individual breathes in, and expiratory pressure to reduce the work of exhalation. NIPPV is associated 
with lower rates of death and endotracheal intubation in individuals with acute respiratory failure compared with usual 
practice, with the greatest benefit in individuals with an AECOPD [85]. Invasive ventilation is used for hypercapneic failure 
in those individuals who do not tolerate or benefit from NIPPV or cannot sustain NIPPV effort. 

4.7 Disease self-management 
Nurses should support disease self-management strategies including action plan development, awareness of baseline 
symptoms and activity level, recognition of factors that worsen symptoms and early symptom management of acute 
exacerbation or infection. Watson and colleagues [86] developed an action plan incorporating self-management strategies 
for COPD and found that the intervention group readily adopted self-management skills. Action plans typically include 
information regarding usual treatment, what steps to take when experiencing worsening symptoms, when to seek 
emergency help and contact information for care providers. The main focus is to control, manage and prevent the acute 
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exacerbation episode, while returning the individual to a stable level of overall health function. It has been demonstrated 
that with self-management there was an increased use of oral corticosteroids and antibiotics for respiratory symptoms, but 
a reduced need for rescue medication [87]. Other research has shown a decrease in hospital admissions and emergency visits 
with improved quality of life, after individuals participated in a multi-modality self-management program delivered by 
healthcare professionals with expertise in COPD [88]. 

5 Education recommendations 
The guideline also includes education recommendations, statements of educational requirements and approaches/ 
strategies for the introduction, implementation and sustainability of the best practice guideline. The education 
recommendation as outlined in the best practice guideline states that nurses working with individuals with dyspnea related 
COPD will have the appropriate knowledge and skills to: recognize the importance of individual’s self report of dyspnea, 
provide COPD patient education and conduct appropriate referrals to physician and community resources. 
Recommendations pertaining to patient education include: smoking cessation strategies, pulmonary rehabilitation, 
secretion clearance strategies, breathing retraining strategies, energy conserving strategies, relaxation techniques and 
nutritional strategies and end-of-life care. The following section will include discussion regarding various aspects of 
COPD patient education.  

5.1 Secretion clearance strategies 
Chest physiotherapy is effective in helping to clear sputum in COPD [89]. Current practice involves the teaching of 
secretion clearance strategies in rehabilitation and COPD education programs. Deep breathing, controlled coughing and 
huffing are most commonly taught. 

5.2 Energy conserving strategies 
 Some work has been done to address the importance of pacing activities to conserve energy. Pacing was identified as one 
of the main strategies to conserve energy in several qualitative studies [90-93], however, little quantitative research was 
found. Breslin [94, 95] acknowledges that nurses commonly teach individuals living with COPD to pace the performance of 
activities of daily living in relation to their respiratory cycle.    

5.3 Relaxation techniques 
The American Thoracic Society consensus statement [53] concludes that relaxation training may improve dyspnea in the 
short term, but has not been shown to have long term effects. In a qualitative study, 25 % of patients reported using 
relaxation techniques to control dyspnea [91]. Relaxation techniques that are often included in education programs are 
progressive muscle relaxation, positive thinking and visualization, use of music, yoga and humor. Positioning is a key 
strategy described by individuals to help them cope with dyspnea [91, 93]. The leaning forward position has been reported to 
improve overall inspiratory muscle strength [96], increase diaphragm recruitment, reduce participation of neck and upper 
costal muscles in respiration, and decrease abdominal paradoxical breathing, as well as reduce dyspnea in COPD [97-99]. 
The use of fresh air or a fan has also been used as cold facial stimulation has been shown to reduce induced breathlessness 
in normal subjects [100]. This strategy has been supported by qualitative findings in which individuals say it helps [91, 93]. 

5.4 Nutritional strategies 
Nurses should consider and understand the impact of dyspnea, dysphagia, depression, anxiety, physical limitations, 
social/financial considerations, food allergies, and drug/alcohol consumption on nutritional status for individuals with 
COPD [101]. Individuals with COPD have increased energy expenditure to breathe which results in increased caloric intake 
needs [102]. Individuals with COPD often experience an imbalance between energy intake and expenditure despite a normal 
diet. This may be a reflection of increased catabolism and muscle proteolysis involved in the wasting process [101]. 
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Complications of involuntary weight loss and protein energy malnutrition include: increased disability (decreased activity, 
discomfort, decreased appetite, and progressing protein energy malnutrition), impaired lung function (acute and chronic), 
weakness and increased infection [103]. Protein depletion is a common feature of COPD and may be present in an individual 
who is of normal weight, underweight or obese. This depletion often results in a reduction of muscle function; therefore 
the role of nutritional screening by a registered dietitian is crucial for appropriate intervention. Nutritional treatment of 
protein energy malnutrition associated with COPD may positively affect body composition as well as muscle strength and 
respiratory function [104]. 

An increased incidence of gastroesophogeal reflux (GERD) has been identified in individuals with a diagnosis of  
COPD [105]. Individuals with advanced COPD have an increased prevalence of asymptomatic GERD [106, 107]. Researchers 
also suggest that the presence of GERD symptoms is associated with increased acute exacerbations (AECOPD) [108, 109]. 
Impaired co-ordination between the respiratory cycle and swallowing function has been observed by a number of 
researchers in individuals with moderate to severe COPD [110-112]. The normal deglutition pattern of exhale-swallow-exhale 
is often altered in individuals with COPD who frequently inhale rather than exhale following the swallow. This 
dysfunction may place individuals at increased risk for aspiration as the negative pressure generated by inspiration may 
pull food or liquid toward the lungs. 

5.5 End-of-life care 
To date, there has been little research examining end-of-life care in individuals with advanced COPD [113-116]. 
Nevertheless, improving the quality of end-of-life care in individuals living with COPD is a high priority [113, 115-117]. Those 
with advanced COPD have special palliative care needs as their final years are characterized by progressive functional 
decline, poor quality of life, increasing dependency on informal caregivers and on the health care system as a result of 
incapacitating breathlessness [117]. Although the determination of en-of-life is uncertain in individuals living with  
COPD [83], attention to the management of dyspnea, anxiety and treatment decision-making are priority concerns when 
providing end-of-life care [118-120]. 

While any individual with a serious illness may experience diminished decision-making capacity and incurs the risk of 
receiving health care inconsistent with their preferences, older adults are particularly vulnerable to receiving unwelcome 
and inappropriate curative care [121, 122]. When it eventually becomes clear that dying is inevitable, rapidly hastening 
cognitive impairment and severe disability make it impossible to ascertain with any accuracy the wishes and preferences 
older dying persons may have about their treatment [123]. Up to 75% of hospitalized patients lack decision-making capacity 
when urgent choices about initiating, maintaining or discontinuing life-sustaining therapies should be made [123-125]. 

In spite of dyspnea being often poorly controlled and incapacitating [126] in advanced stage COPD, access to supportive 
services such as palliative care services in hospital or at home is much more limited for these individuals than for persons 
with cancer [126, 127]. Because many individuals with advanced COPD have developed trusting relationships with nurses in 
community and hospital settings, it is important for these nurses to develop skill and knowledge in the provision of 
palliative care. Nurses should ensure that end-of-life care planning (which may include the completion of advance 
directives) occurs in a culturally safe manner for all patients with serious illness. End-of-life care planning should include 
dialogue about surrogate decision-makers, resuscitation, emergency treatment (including intubation) and ongoing 
mechanical ventilation, and be initiated as early as possible in the course of the illness before the end-of-life.  

Advance Care Planning (ACP) is the process by which a person considers options about future health care decisions and 
identifies what his or her wishes are [128]. End-of-life care planning may be initiated at diagnosis, if appropriate to the 
patient’s circumstances. Additional triggers for end-of-life care planning include situations where: there is serious 
impairment of functional status; the patient is asking questions salient to the end-of-life; or when the provider would not be 
surprised if the patient died in the next 12 months [117, 118]. 
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There is some evidence supporting the use of opioids for the treatment of dyspnea with individuals in the end stages of 
COPD [113, 114, 117, 129, 130]. Rocker et al. [131] emphasize the usefulness of very small doses of opioids (start low, go slow); 
when conventional treatments have been optimized. Patients with advanced COPD and their health care providers, 
however, have yet to benefit from the breadth of rigorous research studies that have been conducted among their cancer 
counterparts [131]. Although its use is associated with some side effects, a number of randomized trials and a meta-analysis 
suggest that oral opioids reduced the sensation of dyspnea. The efficacy of nebulized opioids has not been demonstrated 
for management of dyspnea. Oral and parenteral routes continue to be recommended as a route of administration [132]. 

6 Organization and policy recommendations 
Organization and policy recommendations are statements of conditions required for a practice setting that enable the 
successful implementation of the best practice guideline. The conditions for success are largely the responsibility of the 
organization, although they may have implications for policy at a broader government or societal level [12, 13]. Organization 
and policy recommendations as outlined in the best practice guideline include: institutionalization of dyspnea as the 6th 
vital sign, organizational need for COPD educators to teach both nurses and patients, organization assurance of a critical 
mass of health professionals are educated and supported to implement the best practice guideline, organization assurance 
of sufficient nursing staff to provide essential care.  

Programs and services 
As recommended in the guideline, pulmonary rehabilitation programs must be available for individuals with COPD to 
enhance quality of life and reduce healthcare costs. Palliative care services must also be available for individuals living 
with COPD and their caregivers. Moreover, nursing research related to interventions for those living with COPD must be 
supported and all nursing programs should include dyspnea associated with COPD as one context for learning core 
curricula concepts. Finally, funding regulations for oxygen therapy must be revisited to include those individuals with 
severe dyspnea, reduced ventilatory capacity and reduced exercise tolerance who do not qualify under the current criteria. 

7 Conclusion 
This article presented some evidence and key nursing practice, education and organization and policy recommendations 
from the RNAO Best Practice Guideline, Nursing Care of Dyspnea: The 6th Vital Sign in Individuals with Chronic 
Obstructive Pulmonary Disease [12, 13]. Nurses have significant opportunity to positively influence client outcomes and 
quality of life by assessing dyspnea, identifying problems, and applying appropriate evidence-based interventions. It is our 
hope that recommendations made in the best practice guideline will enhance nursing care of dyspnea in clients with COPD 
and that dyspnea becomes recognized as the sixth vital sign in individuals with COPD. 
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