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Abstract
In recent years, additional expressions such as ‘sensation of breathing discomfort’ and ‘discomfort of 

dyspnea’ are being used in daily nursing care in Japan. To better understand the current status of the use of these 
terms by nurses, and to ascertain what the term ‘dyspnea’ may not express, we designed an original questionnaire 
and conducted a study with all nurses at our hospital. The questionnaire included questions to determine if nurses 
used these terms, and in what context. Of the 279 nurses in our hospital, 225 (80.6%) responded. Three-quarters 
of nurses indicated that they use these terms in clinical nursing practice. There was no difference in the usage of 
these terms between nurses who had or had not worked in a respiratory outpatients/ward. However, the percentage 
of nurses using these terms was higher amongst those with 10 years or less nursing experience compared with those 
with more than 10 years’ experience. Open-ended questions revealed that these terms were used to communicate 
information between nurses and between nurses and patients’ families. Our observations need to be verified in 
large-scale studies to determine if these terms are meaningful for nursing practice in that they describe something 
not expressed with ‘dyspnea’. There is the possibility of confusion due to the use of inappropriate terms and a lack 
of education on the subject. Many nurses used these terms, and there may be things that the term ‘dyspnea’ could 
not express. The results of this study can be used to identify something that is lacking in communication about 
dyspnea between nurses, nurses and patients, and nurses and patients’ families.
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Introduction
The American Thoracic Society (ATS) defines 

dyspnea as “a term used to characterize a subjective 
experience of ‘breathing discomfort’ that is comprised 
of qualitatively distinct ‘sensations’ that vary in 
intensity. The experience derives from interactions 
among multiple physiological, psychological, social, 
and environmental factors, and may induce secondary 
physiological and behavioral responses” (ATS, 1999). 
Dyspnea is the only clinical term that specifically 
relates to breathing discomfort. However, there are two 
additional terms commonly used in clinical practice, 
especially in nursing practice in Japan, that do not 
currently have a corresponding English expression. 
One term is ‘kokyu-konnan-kan’ (呼吸困難感) in 

Japanese (‘kokyu’ means respiration, ‘konnan’ means 
difficulty, and ‘kan’ means sensation). This seems like 
an expression that intentionally adds a “feeling” to the 
term dyspnea and emphasizes ‘sensation’. It is most 
closely defined by the ATS expression describing the 
‘sensation of breathing difficulty’. The second term is 
‘kokyu-ku’ (呼吸苦) in Japanese (‘kokyu’ means 
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respiration, and ‘ku’ means discomfort). This seems to 
be an expression that intentionally adds “discomfort” 
to the word dyspnea. The closest ATS expression to 
this term is ‘discomfort of dyspnea’. These terms are 
used clinically without a clear definition, and we seem 
to use these expressions for convenience. Technical 
terms should be used appropriately. Regarding dyspnea, 
various terms seem to be used in nursing practice in 
recent years. This is not limited to our facility, but is 
the situation broadly in Japan that the Japan Medical 
Association has identified as a problem (Japan Medical 
Association, 2015). The background of using other 
terms instead of the defined term ‘dyspnea’ might be 
due to the spread of the concept of spiritual pain 
(Hagmann et al., 2018; Hanson et al., 2017) and the 
use of expressions of dyspnea with or without objective 
findings. However, no study has investigated the 
reason. If it might be a change in expression that takes 
into account such ideas, this might be a movement that 
is not limited to Japan. The significance of this study 
was to help understand the current situation and 
elucidate the nurses’ own ideas behind the use of these 
terms. This survey was conducted for two purposes: 
to ascertain how often these terms are currently being 
used in practice, and to understand what kinds of 
meanings were intended by nurses using these terms.

Methods
Study Population

A survey of as many nurses as possible in 
multi-institutional facilities would be ideal. Before 
conducting multi-institutional research, we conducted 
a survey at our hospital as a pilot sample study at a 

tertiary medical institution. This study was approved 
by the ethical committee of Mito Medical Center, 
University of Tsukuba-Mito Kyodo General Hospital 
(Project approval number: NO18-35). A descriptive 
cross-sectional study using a questionnaire was 
conducted in March 2019 and included nurses in our 
hospital. The eligibility criteria were all the nurses 
working at our hospital, and there were no specific 
exclusion criteria. All the nurses working at our 
hospital were invited to participate in the survey.

Questionnaire
As there was no previous research and no 

appropriate questionnaire, we developed the original 
questionnaire described below with some questions 
requiring a “yes” or “no” response, while other questions 
allowed an open response (open-ended questions). The 
questionnaire form contained a section describing the 
content of the study and an informed consent section. The 
survey was anonymous and we only included questionnaires 
for which consent was obtained. The original questionnaire 
was written in Japanese, but Table 1 shows the English 
translation of the question and answer section. The main 
questions were as follows: (1) the nurses’ utilization of 
these terms, (2) situations in which they use these terms 
in clinical practice, (3) utilization of these terms in relation 
to whether the nurse has worked in the respiratory 
outpatients/ward or not, and (4) utilization of these terms 
in relation to the extent of their nursing experience. The 
chief nurse of respiratory outpatients/ward distributed the 
questionnaires. During the one-week response period, 
each respondent completed (hand-written) the questionnaire 
freely at work or at home. Completed questionnaires were 
collected by the chief nurses and analyzed.

Table 1 Questions on ‘sensation of breathing discomfort’ and ‘discomfort of dyspnea’

Questions
1. Do you use the term ‘sensation of breathing discomfort’? (Yes, No)
2. Do you use the term ‘discomfort of dyspnea’ when working? (Yes, No)
3. By whom and where were these terms used? Please describe.

4. Do ‘dyspnea’, ‘sensation of breathing discomfort’, and ‘discomfort of dyspnea’ mean different things? (Yes, No)
5. Would ‘sensation of breathing discomfort’ be easier for patients to understand than ‘dyspnea’? (Yes, No)
6. Is ‘sensation of breathing discomfort’ easier to understand than ‘dyspnea’? (Yes, No)
7. Can ‘sensation of breathing discomfort’ compensate for something that the term ‘dyspnea’ lacks? (Yes, No)
8. Can ‘sensation of breathing discomfort’ compensate for something that is not sufficient for ‘dyspnea’? (Yes, No)
9. Please describe years of nursing experience _______ (year)
10. Have you worked at respiratory outpatients/ward? (Yes, No)
11. What do ‘sensation of breathing discomfort’ and ‘discomfort of dyspnea’? Please describe.
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Statistical Analysis
Data were analyzed with a Chi-squared test 

with P < .05 considered statistically significant.

Results
Response to Yes/No Questions

Of the 279 nurses in our hospital, 225 (80.6%) 
nurses answered the questionnaire. Demographic 
characteristics of the respondents are shown in Table 2. 
In clinical nursing practice, 182 (80.9%) of the 225 
nurses answered that they used the term ‘sensation of 
breathing discomfort’ and 141 (62.7%) used ‘discomfort 
of dyspnea’. The terms were most often used to 
express subjective symptoms. The majority of nurses 
(197; 87.6%) answered that ‘dyspnea’ and ‘sensation 
of breathing discomfort’ were different, and 129 
(57.3%) of nurses felt that ‘sensation of breathing 
discomfort’ would be easier for patients to understand 
than ‘dyspnea’. Moreover, while 180 (80.0%) felt that 
it was better to use both “breathing discomfort” and 
“breathing difficulty” properly, only 117 (52.0%) of 
nurses agreed that ‘sensation of breathing discomfort’ 
is easier to understand than ‘dyspnea’, and only 92 
(40.9%) agreed that ‘sensation of breathing discomfort’ 
compensates for the shortcomings of the term ‘dyspnea’ 
in communication between nurses.

Relationship with Years of Nursing 
Experience

Figure 1 shows the utilization of ‘sensation 
of breathing discomfort’ and ‘discomfort of dyspnea’ 
by nurses with 10 years or less of nursing experience 
compared with those with more than 10 years’ 
experience. Both terms were used significantly more 
by nurses with 10 years or less of experience (P < 
.0002 and P < .0373, respectively).

Relationship with Respiratory Ward/
Outpatient Work

Figure 2 shows the utilization of ‘sensation 
of breathing discomfort’ and ‘discomfort of dyspnea’ 
by nurses who have worked in the respiratory 
outpatients/ward compared with those who have not. 
There was no statistical difference between these two 
groups (P < .6555 and P < .7529, respectively).

Response to Open Questions: By Whom 
and Where Were These Terms Used?

Nurses mostly used these terms when speaking 
“nurse to nurse” (172; 76.4%) compared with “nurse 
to patient family” (13; 5.8%). Regarding the situation 
these terms were used in, 158 (70.2%) nurses answered 
“hand over to other nurses” and 29 (12.9%) nurses 

Table 2 Demographic Characteristics of the Respondents

Total number of nurses in MMC-UT-MKGH 279
Number of respondents 225 (80.6%)
Working experience at the respiratory outpatients/ward
  experienced 120 (53.3%)
  not experienced 102 (45.3%)
  not answereda   3 (1.3%)
Nursing experiencea

  1–10 years 151 (67.1%)

  1–5 years 111 (49.3%)
  6–10 years   40 (17.8%)
  11 and more years   72 (32.0%)
  11–15 years   13 (5.8%)
  16–20 years   23 (10.2%)
  20 and more years   36 (16.0%)
  Not answereda   2 (0.9%)

MMC-UT-MKGH: Mito Medical Center-University of Tsukuba-Mito Kyodo General Hospital.
a The answers of nurses who did not respond to years of nursing experience were excluded from this analysis.
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Figure 1  Relationship between years of nursing experience and use of terms related to ‘dyspnea’. Utilization of ‘sensation of 
breathing discomfort’ and ‘discomfort of dyspnea’ by nurses with 10 years or less of nursing experience compared with those 
with more than 10 years’ experience. Solid bar: number of nurses who answered ‘Yes, I use the term’; open bar: number of nurses 
who answered ‘No, I do not use the term’. The percentage of nurses using these terms was higher amongst those with 10 years 
or less of nursing experience compared with those with more than 10 years’ experience (P = .0002 and P = .0373, respectively). 

Figure 2  Relationship between respiratory ward/outpatient work experience and use of terms related to dyspnea. Utilization 
of ‘sensation of breathing discomfort’ and ‘discomfort of dyspnea’ by nurses who have worked in a respiratory outpatients/
ward compared with those who have not. Solid bar: number of nurses who answered ‘Yes, I use the term’; open bar: number of 
nurses who answered ‘No, I do not use the term’. There was no difference in utilization of these terms between the two groups 
(P = .6555 and P = .7529, respectively).
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answered “charting record”. Therefore, these terms are 
mainly used to communicate information between nurses 
rather than in explanations to patients’ families.

Response to Open Questions: What do These 
Terms Represent?

One hundred and eighteen nurses answered what 
‘sensation of breathing discomfort’ represented and 72 
nurses answered on ‘discomfort of dyspnea’ (Figure 3). 
Ninety (76.3%) and 45 (62.5%) nurses, respectively, felt 
these terms describe ‘subjective symptoms’. Interestingly, 
12 (10.2%) and 4 (5.6%) nurses, respectively, indicated 
that these terms describe ‘subjective symptoms considering 
no severe objective findings’. Eight (6.8%) and 17 (23.6%) 
nurses, respectively, felt these terms describe ‘objective 
symptoms’, while 8 (6.8%) and 6 (8.3%) nurses indicated 
they described ‘both subjective and objective symptoms’.

Discussion
Three-quarters of nurses in our hospital indicated 

that they use the terms ‘sensation of breathing discomfort’ 
and ‘discomfort of dyspnea’ in clinical nursing practice. 
There was no difference in the usage of these terms 

between nurses who had or had not worked in a 
respiratory outpatients/ward. However, the percentage of 
nurses using these terms was higher amongst those with 
10 years or less nursing experience compared with those 
with more than 10 years’ experience. The two terms were 
most often used to describe subjective symptoms, but 
some nurses used them to express ‘objective symptoms’ 
or ‘both subjective and objective symptoms’. Interestingly, 
some nurses used these terms to explain subjective 
symptoms without any accompanying objective findings. 
Open-ended question revealed that these terms were used 
to communicate information between nurses and during 
explanations to patients’ families.

‘Dyspnea’ is a term used to describe subjective 
symptoms, and the definition by the American Thoracic 
Society (ATS, 1999) is widely accepted worldwide, 
including Japan. ‘Dyspnea’ has mainly been studied in 
patients with cancer (Damani, Ghoshal, Salins, Deodhar, 
& Muckaden, 2018; Henoch, Bergman, Gustafsson, 
Gaston-Johansson, & Danielson, 2008; Tanaka, Akechi, 
Okuyama, Nishiwaki, & Uchitomi, 2000) and COPD 
(Anzueto & Miravitlles, 2017; Hanania & O’Donnell, 
2019; Soffler, Hayes, & Schwartzstein, 2017), especially 
those with terminal stage respiratory failure (Hashimoto, 
Yoshida, & Kanda, 2017; Pisani, Hill, Pacilli, Polastri, 

Figure 3  Responses to open questions on ‘sensation of breathing discomfort’ and ‘discomfort of dyspnea’. Ninety (76.3%) 
of 118 and 45 (62.5%) of 72 nurses, respectively, indicated these terms described ‘subjective symptoms’. Twelve (10.2%) and 
4 (5.6%) nurses, respectively, indicated they described ‘subjective symptoms considering no severe objective findings’. Eight 
(6.8%) and 17 (23.6%), and 8 (6.8%) and 6 (8.3%) nurses indicated the terms described ‘objective symptoms’ or ‘both subjective 
and objective symptoms’, respectively.
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& Nava, 2018). In physiology, some researchers refer 
to dyspnea as ‘sensation of breathing discomfort’ to 
emphasize not only the clinical symptoms, but also 
sensory perception (Anzueto & Miravitlles, 2017; 
Dangers et al., 2017; O’Donnell, Milne, Vincent, & 
Neder, 2019). These terms seem to be used in routine 
clinical practice and have appeared in several 
publications in our country (Hashimoto et al., 2017; 
Ito, Imura, & Takaku, 2009; Wada, Minami, & 
Komine, 2010). However, there is no research on the 
present conditions of their usage. In addition, there is 
no formal definition of the meaning or usage of these 
terms. In 2015, the term committee of the Japan 
Medical Association subcommittee discussed the use 
of the terms ‘sensation of breathing discomfort’ and 
‘discomfort of dyspnea’, and concluded they were not 
proper medical terms (Japan Medical Association, 
2015). However, these terms are frequently used 
despite being regarded as inappropriate medical terms. 
In the field of nursing studies in recent years, there 
has been vast progress in research on ‘pain’ such as 
‘total pain’ (Abernethy & Wheeler, 2008; Saunders & 
Baines, 1983; Tan et al., 2017), ‘spiritual pain’ 
(Hagmann et al., 2018; Hanson et al., 2017), and ‘total 
dyspnea’ (Abernethy & Wheeler, 2008; Kamal, 
Maguire, Wheeler, Currow, & Abernethy, 2011; Lovell, 
Etkind, Bajwah, Maddocks, & Higginson, 2019). In 
such situations, if medical staff feel ‘something’ which 
cannot be expressed by the term ‘dyspnea’ in many 
aspects of medical practice and seek alternative 
expressions, this may not be a situation unique to 
Japan. Given these circumstances, we considered it 
worthwhile to understand the current state of the use 
of these terms. Our study clarified some aspects.

The only defined term to indicate the subject’s 
symptoms is ‘dyspnea’. The results of this study 
indicate there may be a lack of nursing education 
regarding the proper use of this clinical term. 
Furthermore, in the medical and nursing fields, the 
term ‘dyspnea’ is often (carelessly or intentionally) 
translated into Japanese as ‘sensation of breathing 
discomfort’ and ‘discomfort of dyspnea’ (Hashimoto 
et al., 2017; Ito et al., 2009; Wada et al., 2010). Thus, 
in addition to correct use of the terms, there are likely 
to be variations in their use in different languages. 
However, the reason may not only be a difference in 
language. If there is a need in clinical nursing practice 
where ‘sensation of breathing discomfort’ and 
‘discomfort of dyspnea’ can describe ‘something’ not 
conveyed by ‘dyspnea’, they may need to be clarified 
and defined as clinical terms.

This study has some limitations. First, we 
composed the questionnaire ourselves due to a lack of 

appropriate published surveys, and it is possible it had 
design flaws. Second, since this was a study of a small 
number of nurses at a single medical institution, we 
cannot make any general conclusions. Third, as neither 
‘sensation of breathing discomfort’ nor ‘discomfort of 
dyspnea’ have appropriate English expressions, they 
may not be able to be translated adequately into 
English. Despite these potential or real caveats, our 
results help to understand the current situation and 
highlight associated issues.

It is important for every nurse to support 
patients with appropriate communication. We have 
reported the present study to raise awareness of the 
current usage of terms related to dyspnea and the need 
for expressions other than ‘dyspnea’. Language and 
clinical practice are different among Asian/Pacific 
Islanders, and it is important to understand them. The 
role of nurses to understand and support the patient’s 
suffering is important, even if they have different 
backgrounds. It is desirable to accurately understand 
subjective symptoms with universal expressions that 
transcend these differences. Without curtailing use as 
inappropriate due to undefined terms, it might be 
meaningful to examine the background of these terms 
that have begun to be used voluntarily among nurses.

Conclusions
Our results showed that the majority of nurses 

used the terms ‘sensation of breathing discomfort’ and 
‘discomfort of dyspnea’. A discussion of the adequacy 
of term use was not performed, but we do know each 
nurse used these terms with intention. It will be 
necessary to verify these results in large-scale studies 
to determine if there is ‘something’ that cannot be 
expressed with ‘dyspnea’ and if these terms have 
meaning in nursing practice.
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