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EVALUATION OF THE PATIENT WITH DYSPNEA 
Jeremy Schwartz, MD 

Week 25 
 
Educational Objectives: 
 

1. Review the spectrum of presentations associated with chronic dyspnea 
2. Describe a systems-based approach to the differential diagnosis of chronic dyspnea 
3. Develop a comprehensive, thoughtful work-up of chronic dyspnea 

 
 
CASE ONE: 

 
SM is a 70-year-old woman with a past medical history of diabetes and hypertension who is 
presenting to the office with trouble catching her breath over the past three months. She 
finally was prompted to come see you when she was unable to sleep last night without 
gasping for breath. She has not experienced fevers or chest pain, though says her chest feels 
heavy, mostly when lying back in her recliner to watch TV and lying down in bed. She also 
says that she has been finding her routine housework to be exhausting. She notes weight 
gain of 10-15 pounds over the past six months but has not changed her diet, which has 
consisted largely of canned and frozen foods for many years. She is a never-smoker. She 
consumes 10-14 glasses of wine per week in the evenings and has done so for many years. 
She takes a fixed-dose combination of amlodipine, hydrochlorothiazide, and valsartan as 
well as metformin and sitagliptin. 
 

 
Questions:  
 

1. How is chronic dyspnea defined? 
 
 
 
 
 
 
 

2. What are the most common causes of chronic dyspnea? 
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CASE ONE CONTINUED: 

 
On exam, her blood pressure is 160/100mmHg, heart rate is 70 beats per minute, 
respiratory rate is 14 breaths per minute, and oxygen saturation is 92% while breathing 
ambient air. She has an obese habitus. On examination of her jugular venous pulsation, 
you notice that her pinna is moving in a triphasic pattern and that her external jugular 
veins are distended. Lung exam reveals normal respiratory effort when seated, symmetric 
chest expansion, and inspiratory, coarse, bibasilar crackles. Cardiac exam is regular rate 
and rhythm with an S3 gallop and no murmurs. When you ask her to lie down, she 
becomes very anxious and refuses to do so. There is symmetric pitting edema to the level of 
her thighs.  
 

 
3. What is your most likely diagnosis, and how will you pursue a work-up? 

 
 
 

 
 
CASE TWO: 

 
TL is a 66-year-old man presenting to the office with a three-month history of 
breathlessness. He has rheumatoid arthritis with moderately erosive joint disease but has 
done well on anti-TNF therapy. He has been an avid golfer since his 50s and this has 
become his primary social outlet.  Now he is despondent because he has been unable to 
play. Initially he thought he was ‘coming down with a cold’ when he found he had to ride 
the golf cart around the course instead of walking with his friends. But that feeling did not 
improve, in fact it worsened; to the point that he can no longer tolerate even swinging the 
club without losing his breath. He has developed a non-productive cough and has had no 
fevers, chills, or weight loss. He smoked two packs of cigarettes a day for 55 years but 
stopped cold turkey last year after his wife was diagnosed with advanced lung cancer and 
passed away shortly thereafter. He is feeling increasingly socially isolated now and asks you 
to please figure out what is going on and fix it.  
 
On exam, his resting vital signs are normal with the exception of an oxygen saturation of 
92%. Given his report of dyspnea on exertion, you check his ambulatory oxygen 
saturation, which drops as low as 86%. He becomes dyspneic but recovers within a few 
minutes after sitting down. His jugular venous pulsation is elevated to 8 cm. He has 
bibasilar fine crackles, normal respiratory effort, and symmetric chest expansion. There is 
a 2/6 systolic murmur at the left lower sternal border that intensifies with inspiration. He 
has finger clubbing and no leg edema.  
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4. What is your differential diagnosis, and how will you proceed with an evaluation? 
 
 
 
 
 
CASE TWO CONTINUED: 

 
You confirm with the patient that he had been on methotrexate many years ago, but only 
for a brief period. He has no occupational exposures. When asked, he states that as far as 
he knows, he does not live in an area with known airborne environmental toxin exposure. 
You are able to confirm this using the National Air Toxics Assessment interactive mapping 
tool (https://www.epa.gov/national-air-toxics-assessment and 
https://gispub.epa.gov/NATA/). The ECG demonstrates normal sinus rhythm with 
increased P wave amplitude in leads II, III, and aVF. You send him for lab testing and tell 
him you will call with results. The CBC reveals normocytic anemia. There is no 
leukocytosis. BMP is normal. Chest x-ray demonstrates normal lung expansion, 
enlargement of the cardiac silhouette, and diffuse interstitial markings without focal 
infiltrates or pleural effusions.  
 

 
5. How do these findings narrow your differential diagnosis, and how do you continue 

in your evaluation? 
 
 
  

 
 
CASE TWO CONTINUED: 

   
TL agrees to perform spirometry in the office today. One of your nurses coaches him 
through the test, and he is able to perform three high-quality exhalations, though does 
experience some dizziness after the second exhalation and needs to sit for a few minutes. 
This is one of the few side effects of spirometry testing. The results generated by the 
spirometry computer application demonstrate a normal forced expiratory volume in one 
second (FEV1)/forced vital capacity (FVC) ratio and FVC 75% predicted.   
 

 
6. How do you interpret these spirometry results? 

 
  

https://www.epa.gov/national-air-toxics-assessment
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CASE TWO CONTINUED: 

 
Over the next two weeks, he gets both the HRCT and additional PFTs. HRCT 
demonstrates traction bronchiectasis and a diffuse honeycombing pattern suggestive of 
usual interstitial pneumonia (UIP). PFTs demonstrate a normal FEV1/FVC ratio, FVC 
70% predicted, decreased lung volumes, and a moderately reduced DLCO. TTE 
demonstrates normal left ventricular ejection fraction and no diastolic dysfunction. The 
only valvular lesion seen is moderate tricuspid regurgitation. The estimated RVSP is 
45mmHg.  
 

 
7. How do you interpret these additional data in the context of the patient’s clinical 

presentation, and what diagnosis do they suggest? 
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CME Questions: 
 

1. A 52-year-old woman with osteoarthritis presents with four months of progressively 
worsening shortness of breath on exertion. She becomes uncharacteristically 
breathless when walking up the stairs of her apartment building. She has been 
taking naproxen 500mg BID for nearly a year, as it helps her function during the 
day. She does not smoke or drink alcohol and has no other chronic medical 
conditions. On exam, her vital signs including ambulatory oxygen saturation are 
normal. Body mass index is 22.5. She has conjunctival and palmar pallor. There is 
no jugular venous distention and lung exam is normal. What is the first test you 
would order in the workup of this patient’s chronic dyspnea? 
 

a. Pulmonary function tests 
b. High resolution CT scan of the chest 
c. CBC 
d. Transthoracic echocardiogram 

 
 

2. A 26-year-old woman with a history of major depression and post-traumatic stress 
disorder from domestic violence victimization presents for an acute care visit with a 
chief concern of, “For the past month, I can’t seem to catch my breath.” She has no 
chronic medical conditions, and her only medications are over-the-counter iron 
tablets and an oral contraceptive pill. She smokes one pack per day for the past five 
years and does not drink alcohol. On further questioning, she recently encountered 
her former abusive boyfriend and has been reliving certain violent episodes with 
him in her mind. She is scared for her safety and that of her children. She works as 
an elementary school librarian and reports not experiencing these episodes of 
breathlessness during the school day when she is distracted from her thoughts. She 
appears anxious but her physical examination is otherwise normal. Her oxygen 
saturation is 98%. A point-of-care hemoglobin is normal, and her 
electrocardiogram reveals normal sinus rhythm. How do you approach the 
diagnostic work-up for her dyspnea? 

 
a. Transthoracic echocardiogram 
b. Refer to social support services and counseling 
c. Pulmonary function tests 
d. Prescription for home oxygen 
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3. An 82-year-old man presents with exercise intolerance. For many years, he and 
friends have briskly walked three miles a day. However, over the past six months, he 
has become progressively unable to keep up with his friends and needs to stop 
throughout the walk to catch his breath. He reports no chest pain, palpitations, or 
leg swelling. He has a history of left anterior descending artery occlusion status post 
stent placement 10 years ago and leg claudication status post femoral-popliteal 
bypass graft 15 years ago. He is adherent to baby aspirin and a high-intensity statin, 
as well as chlorthalidone and amlodipine, the doses of which have been unchanged. 
He is a never-smoker and drinks two glasses of wine on weekend evenings. On 
physical examination, vital signs are normal including an ambulatory oxygen 
saturation of 96%. BMI is normal. Lungs are clear and there is no jugular venous 
distention. On cardiac exam, he has a regular rate and rhythm with a 3/6 harsh 
crescendo-decrescendo murmur loudest at the right upper sternal border that 
radiates to the bilateral carotids. You hear physiologic splitting of the second heart 
sound. There is no pedal edema. Electrocardiogram reveals normal sinus rhythm 
with left ventricular hypertrophy. What is the next step in your work-up of his 
chronic dyspnea? 
 

a. Urgent referral for transcatheter aortic valve replacement 
b. Transthoracic echocardiogram 
c. Chest x-ray 
d. Pulmonary function tests 


