APPROACH TO THE PATIENT:
Dyspnea (see Fig. 47e-2)

PHYSICAL EXAMINATION
The physical examination should begin during the interview of
the patient. Inability of the patient to speak in full sentences before
stopping to get a deep breath suggests a condition that leads to
stimulation of the controller or impairment of the ventilatory pump
with reduced vital capacity. Evidence of increased work of breathing
(supraclavicular retractions; use of accessory muscles of ventilation;

ALGORITHM FOR THE EVALUATION OF THE PATIENT WITH DYSPNEA
History
Quality of sensation, timing, positional disposition
Persistent vs intermittent
Physical Exam

General appearance: Speak in full sentences? Accessory muscles? Color?
Vital Signs: Tachypnea? Pulsus paradoxus? Oximetry-evidence of desaturation?
Chest: Wheezes, rales, rhonchi, diminished breath sounds? Hyperinflated?
Cardiac exam: JVP elevated? Precordial impulse? Gallop? Murmur?
Extremities: Edema? Cyanosis?

At this point, diagnosis may be evident—if not, proceed to further evaluation

Chest radiograph
Assess cardiac size, evidence of CHF
Assess for hyperinflation
Assess for pneumonia, interstitial lung disease, pleural effusions

Suspect low cardiac output,
myocardial ischemia, or
pulmonary vascular disease

Suspect respiratory pump or gas
exchange abnormality

Suspect high
cardiac output

ECG and echocardiogram to
assess left ventricular function
and pulmonary artery
pressure

Pulmonary function testing—if diffusing
capacity reduced, consider CT
angiogram to assess for interstitial lung
disease and pulmonary embolism

Hematocrit,
thyroid function
tests

If diagnosis still uncertain, obtain cardiopulmonary exercise test

Figure 47e-2 Algorithm for the evaluation of the patient with dyspnea. JVP, jugular venous pulse; CHF, congestive heart failure; ECG, electrocardiogram; CT, computed tomography. (Adapted from RM Schwartzstein, D Feller-Kopman, in E Braunwald, L Goldman [eds]. Primary Cardiology,
2nd ed. Philadelphia, WB Saunders, 2003.)

47e-3

CHAPTER 47e Dyspnea

HISTORY
The patient should be asked to describe in his/her own words what the
discomfort feels like as well as the effect of position, infections, and
environmental stimuli on the dyspnea. Orthopnea is a common indicator of congestive heart failure (CHF), mechanical impairment of the
diaphragm associated with obesity, or asthma triggered by esophageal
reflux. Nocturnal dyspnea suggests CHF or asthma. Acute, intermittent episodes of dyspnea are more likely to reflect episodes of myocardial ischemia, bronchospasm, or pulmonary embolism, while chronic
persistent dyspnea is typical of COPD, interstitial lung disease, and
chronic thromboembolic disease. Information on risk factors for
occupational lung disease and for coronary artery disease should be
elicited. Left atrial myxoma or hepatopulmonary syndrome should be
considered when the patient complains of platypnea—i.e., dyspnea in
the upright position with relief in the supine position.

and the tripod position, characterized by sitting with the hands
braced on the knees) is indicative of increased airway resistance or
stiffness of the lungs and the chest wall. When measuring the vital
signs, the physician should accurately assess the respiratory rate and
measure the pulsus paradoxus (Chap. 288); if the systolic pressure
decreases by >10 mmHg, the presence of COPD, acute asthma, or
pericardial disease should be considered. During the general examination, signs of anemia (pale conjunctivae), cyanosis, and cirrhosis
(spider angiomata, gynecomastia) should be sought. Examination
of the chest should focus on symmetry of movement; percussion
(dullness is indicative of pleural effusion; hyperresonance is a sign
of emphysema); and auscultation (wheezes, rhonchi, prolonged
expiratory phase, and diminished breath sounds are clues to disorders of the airways; rales suggest interstitial edema or fibrosis).
The cardiac examination should focus on signs of elevated right
heart pressures (jugular venous distention, edema, accentuated
pulmonic component to the second heart sound); left ventricular
dysfunction (S3 and S4 gallops); and valvular disease (murmurs).
When examining the abdomen with the patient in the supine
position, the physician should note whether there is paradoxical
movement of the abdomen: inward motion during inspiration is
a sign of diaphragmatic weakness, and rounding of the abdomen
during exhalation is suggestive of pulmonary edema. Clubbing of
the digits may be an indication of interstitial pulmonary fibrosis,
and joint swelling or deformation as well as changes consistent with
Raynaud’s disease may be indicative of a collagen-vascular process
that can be associated with pulmonary disease.

