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– Relatively small improvement in some of 
the causes of dyspnea can give 
significant relief to the patient and their 
family.
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mediate bronchoconstriction in resp to mech 
or chem stimuli

• Juxtapulmonary receptors in the alveolar 
walls and blood vessels that respond to 
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sensation for patients with many chronic illnesses 
as well as at EOL.
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scales.

• Reviewed use of nonpharmacologic and 
pharmacologic treatments.

• REMEMBER the PATIENT living with or dying with 
this distressing symptom and their family.

• Resist temptation to do tests when the patient is 
dying --- listen to them and relieve their suffering
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