
APPROACH TO DYSPNOEA 
 

THE SENSATION OF BREATHLESSNESS AND THE PATIENTS’ REACTION 
TO THAT SENSATION. USUALLY RESULTS FROM THE IMBALANCE 
BETWEEN VENTILATORY DEMAND BEING GREATER THAN CAPACITY 
 
DIAGNOSTIC APPROACH: 

• Large differential considerations, broken down into acute and chronic, many 
of which are pulmonary causes 

• Break down diagnoses into critical vs emergent and non-emergent, as this will 
delineate approach and best management. THIS INITIAL DIVISION IS 
BASED ON THE DEGREE OF BREATHING EFFORT ASSOCIATED 
WITH THE SYMPTOMS.  

o The most critical diagnoses must be considered first and appropriate 
intervention taken as necessary 

 
• PIVOTAL FINDINGS: 

o HISTORY: 
 Duration: 

• Chronic or progressive more suggestive of respiratory 
or cardiac cause 

• Acute  asthma, inhalational injury, PE, intermittent 
cardiac dysfunction, allergens, foreign bodies 

 Onset: 
• Sudden  think PE, spontaneous pneumothorax, AMI 

 Positional changes: 
• Orthopnoea: 

o Can occur in CHF, COPD, neuromuscular 
disorders 

• PND  most common in left CHF, but can occur 
COPD 

 Traumatic chest injury  think haemopneumothorax, flail, 
tamponade 



 Patient descriptions vary significantly and generally correlate 
poorly with severity 

 
ANCILLARY TESTING: 

• BASIC WORK UP: 
o CXR 
o ABG if pulse oximetry unreliable 
o ECG 

• Consider addition of imagery to rule out PE if this is factored in to differential 
consideration 

 



 

 

This is the approach 
suggested in Rosen’s. 
Major considerations are 
AMI, CHF, 
asthma/COPD, 
anaphylaxis, pneumonia, 
PE, haemopneumothorax.  

Tailor your management to presumptive diagnosis 


