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wheezing and respiratory insufficiency in pregnancy: 
was it bronchial or cardiac asthma? 

J.C. Yernault 

1989 issue of Chest, 'I'ENHoLDER and 
the case of a 27 yr old pregnant 
gestation who presented with 

ng shortness of breath, cough 
sputum, and wheezing. When hospi-
3), 1987, she was receiving therapy 

inbalcd tcrbuLaiJne nnd oral lheophyl
was begun two weeks earlier 

.(unction tests had shown "reactive 
, Unfortunately no figures are given to 
to fully appreciate the meaning of that 

to describe spirometric results. On 
was afebrile, had tachycardia (124 
(22 breaths per min). Diffuse bilat

heard with dullness to percussion on 
·were no heart murmurs, nor jugular 

The chest X-ray showed bilateral 
lower lobes and pleural effusions. No 

e~l. Arterial blood gases showed 
60.6 mmHg on 4 l oxygen by 

nypocaJpma (Paco1 29.5 mmHg). The 
the intensive care unit and treated 
aminophylline and methylpredni

of terbutaline and atropine. On 
admission, a spirometry showed 

defect (FVC 59% predicted, FEV / 
a parallel 300 ml improvement in FVC 

.5. 
clearly stated, I presume that the 
was concurrent bronchial asthma and 

patient without any past history of 
improved steadily during 

""">v•umzation and the chest film taken 
normal. The authors were puzzled 
. obstructive pattern of severe 
u to an out-of-proportion reduction 

.,,.,,,""'"''v and inability for the patient to 

their case history, I wonder whether 
might not have been considered, 

nuher than "bronchial" asthma. Actu
Ch~t issue, PtsoN et al. [2], describing 

s•vcncss to inhaled methacholine in 
left heart failure, remind us that the 

ng is as characteristic of ex
left ventricular failure as it is of 

bronchial asthma, with dyspnoea present in their 12 
patients (5 of them also complaining of chest tightness), 
cough in 7 and wheezing in 9. Hypoxaemia was also 
present in several of their patients during the acute phase 
with the lowest measured Pao1 at 6.9 kPa (52 mmHg). 
The chest X-ray, which was abnormal in all their pa
tients during the exacerbation, returned to normal after 
increased diuretic therapy in several of them. Significant 
airway obstruction with reduced FEV1 and FEV/FVC 
was initially presem in 6/12 patients. 

Several of the features of the patient described by 
TENHoLDER and SoUrH-PAUL [1) including the chest X
ray findings with bilateral pleural effusions [3, 4], are 
thus compatible with a diagnosis of cardiac rather than 
bronchial asthma. Admittedly, this is an unusual problem 
in a young woman without a previously recognized heart 
problem, but the hypothesis should at least have been 
discussed because situations such as critical mitral regur
gitation can present without audible murmur as recalled 
by SCHREIBER et al. [5] also in the same Chest issue. 
Moreover recent studies [6, 7] have emphasized the 
limited reliability of physical signs for estimating the 
pulmonary capillary wedge pressure in patients with 
impaired left ventricular function. A raised jugular venous 
pressure is a rather specific but poorly sensitive indicator 
of heart failure [7), and other signs such as a third heart 
sound or a displayed apex beat are difficult to appreciate 
[8, 9]. In the presented case, a significant heart problem 
cannot be excluded only on the basis of clinical data. 
Similarly the improvement under therapy cannot be taken 
as an argument pro bronchial rather than cardiac asthma, 
because bed rest, oxygen and theophylline administra
tion might have contributed to an improvement of the 
haemodynamic status. 

Moreover, wheezing cannot be equated with 
bronchospasm nor wilh asthma [10]. It is produced when 
oscillations of the airway wall occur, induced by an 
acceleration of the gas flow through a narrowed lumen 
and/or by dynamic compression. In so-called cardiac 
asthma, narrowing of airway lumen most probably 
results from congestion and oedema of the bronchial wall 
[11). Following these lines, the bronchial hyperrespon
siveness to inhaled methacholine observed in these 
circumstances has been attributed to its vasodilating effect 
on the bronchial arterioles [12]. 

To conclude, with the data that were summarized in 
the above case presentation, I believe that no definite 
diagnosis can be proposed, but that a simple diagnostic 
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manoeuvre would have been very useful. Should a 
thoracocentesis have been pcrfonned, the chemical analy
sis of the pleural Ouid demonsrraling a transudate might 
have pcnniucd very strong arguments in favour of a 
diagnosis of cardiac rather than bronchial asthma and 
pneumonia, in which case an exudate would have been 
expected. 
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