Approach to a patient
with dyspnea

Dr. Tala Al-aujali



CASE

» 70 year old FLP, k/c of HTN and ESRD, presented to the ER
with progressive dyspnea (Grade 4) from 5 days ago,
orthopnea, pleuritic chest pain, dry cough, epigastric
pain, vomiting (once) and fever (on and off)

» No history of hemoptysis, palpitation, intermittent
claudication, hematemesis, melena, bowel changes. Other
systems unremarkable.

» PMH

» Admitted twice before for same illness
» HTN: on Amlor (10g), Concor (5mg)
» ESRD: since 2016, started dialysis 2 weeks ago (7 sessions)



» O/E pt was conscious, oriented, dyspneic, Afebrile, Pallor
++, Bilateral p.edema +++, PPP

» No Jaundice, clubbing, tremors or signs of DVT
» Chest : decreased breath sounds in Rt side

» BP: 160/80, PR: 106, Temp: 37.3




Investigation ??

CBC

RFT & Electrolytes
LFT

ABG

Skin Tuberculin test
AFB

CXR & USS

Urine catheter

ECG and Echo

vV vV vV vV vV v v v Y




s FULL BLOOD COUNT

......................... or/aL 11.4 - 165
------------------------ 3.1 x10°6/mwm3 3.8 -58

-------------------------- 25.9 % 37.0 - 47.0

---------------------------- . 83.5 n 77.0 - 93.0

B s 28.1 pg 27.0 - 32.0

V-- 0. - 336 % 310- 350

- dse e - - : 13.2 9% 130 - 16.0

— <0.49 % 34.0 - 47.0

\7.80) x10~9,L 4.00 - 11.00

E
|

B e o d o« o o e -- 83.6 % S0.0 - 75.0 6.52 x10~3/L

a H ‘. 25.0-5S00 0.69 x10°3/L

. .S "\ 20-80 0.59 x10~3ML

o5 - s "":‘) o‘:-'?:o‘.s’:o =1073fiL

AT A Sy BT = % 0.0-20 x10~3/iL
g R R : %
............. H S
oo o - -, - B S
B ek o o e = %

R et e oo 7 o B s " 5" = & = 393 JOo~3/mm~3 1S5S0 - 400
i PERD e - - s 10.7 %% 7.0 - 20.0
L PR R s 9.2 n 7.0- 120
' = 19.50 %

1““””"""'
BIOCHEMISTRY =]

Female :7 -17
Male : 9 -20

0.70 - 1.:20
. 137.0-145.0
" B0 SERA0 =







ABG

Compensated
Metabolic Acidosis




Chest X-Ray

Rt.
Massive
Pleural
Effusion




Next Step ?? Pleural Tapping !!




Cause of Pleural Effusion

. Transudates

Heart failure
Cirrhosis

Neprotic syndrome
Hypoalbumimnemia
Hypothyroidism

Exudates

Pneumona

Malhignancy (rarely transudate)
Tuberculosis

Pulmonary embolism
Rheumatoid arthritis
Systemic lupus erythematous
Sjorgens syndrome
FPancreatitis

Esophageal rupture

Post coronary bypass surgery
Viral/parasitic disease

Post myocardial syndrome
Drug induced




LIGHT’S CRITERIA - Transudate

Absolute value Pl.fluid:serum ratio
Protein < 3g/dl <0.5
LDH < 200 units/L <0.6
Glucose < 60 mg/dl 1.0

Exudate

Protein > 3g/dL
Glucose low Empyema, Ca, SLE, RA, TB
LDH high Empyema, Ca, SLE, RA, TB
pH low Empyema, Ca, SLE, RA, TB

Amylase high Acute pancreatitis




Thoracentesis #1

Procedure under septic condition
On first puncture - 500ml of fluid
Bloody fluid

No Complications
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Pts claimed to be a little relieved.







Appearance of | Type of fluid Predominant Other DX

fluid cells feature

Cloudy
Bloody
Yellow

Exudate Lymphocytes- +TT &
pl.biopsy 80%

Malighant CBloodD Exudate lymphoctes Positive pl
disease .biopsy 40%
Pul. infarction <BloodD Exudate RBC Source of

embolism
Rheumatoid Serous Yellow Exudate Lymphocyte) RF , ANTI CCP
disease

SLE Serous Exudate Lymph. Anti-DNA

Obst. of Milky Chyle None Chylomicrons
thoracic duct




Thoracentesis #2

Under septic condition

>
» After 2" puncture - 1500ml of bloody aspirate
» Complicated ?

>

Dyspnea improved




Hydropneumo-
thorax




Rapid reaccumulation of fluid
................................. . Chest Tube !!!!




Next Step?? CT Chest and Abdomen

d. ?




Can we manage it ??

» Initially manage the underlying cause

» Drainage: <2L/24hr and <1L in the first to occasion ( to prevent RE-
EXPANSION PULMONARY EDEMA )

» Pleurodesis: Tetracycline, Bleomycin (for recurrent effusion eg. malignancy)
» Intrapleural Streptokinase: used to break down pleural adhesions

» Surgery: for persistent collection and increased pleural thickness
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