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Consultation Case 01

Mdm Ruby Toh (Dyspnoea)

Use this case as practice! The pull-out booklet contains the candidate’s information.

Information for the Candidate

Patient Details: Mdm Ruby Toh, 37 years old

Your Role: Rheumatology Clinic SHO

Referral Letter: Dear Colleague,

Thank you for seeing Mdm Toh who has been on your follow up. She 
has brought forward her appointment because she is short of breath.

Sincerely,

Dr Germaine Loo, GP

Vital Signs: BP 145/87 mmHg, HR 70/min, RR 16/min, SpO2 95% RA, T 37.0°C

Patient’s Brief

Synopsis: A patient with rheumatoid arthritis presents with subacute-onset breathless-
ness, cough, and reduced e!ort tolerance. "e di!erentials are broad and include 
infections, low blood counts, lung #brosis, and others. 

Open the consult with: I’ve been feeling more breathless over the past 3 weeks. In 
addition to this opening line, volunteer the history of rheumatoid arthritis.

History of current problem:
 • !is breathlessness started 3 weeks ago, and has gradually gotten worse since then. 
 • You do not feel overtly breathless at rest; however, you get very breathless on even 

minor exertion. You are no longer able to walk to the bus stop (some 400 m away). 
 • You have had a dry, hacking cough for the past 6 months. !is is mild and does not 

bother you too much. You do not cough out any sputum or blood. !e cough is not 
worse lying down, and you do not have any stu"y or blocked nose.

 • You do not have any fever, night sweats, or weight loss.
 • You do not have any lumps in your neck or armpit.
 • Your breathlessness is not worse lying down. You do not have any chest pain or 

palpitations.
 • You do not have any blood or bubbles in your urine, and no leg pain or swelling.
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 • You have been feeling lethargic and light-headed, especially on exertion. You do not 
have any blood in your stool, black and sticky stools, heavy menses, abnormal 
bleeding, or easy bruising.

 • You have been going about your usual daily activity and have not been bedbound or 
otherwise immobile.

Past medical and surgical history:
 • Rheumatoid arthritis. !is was diagnosed 2 years ago when you presented with pain 

in the small joints of your hand. Your joint pains have been controlled with medica-
tion. You do not have any rashes, mouth ulcers, dry mouth or eyes, red or painful 
eyes, hand numbness or weakness, or neck pain. You have not been told that rheu-
matoid arthritis has a"ected your lungs or any other organs.

 • You do not have any history of tuberculosis, lung nodules, or other lung problems.

Medication list:
 • Folic acid 1 mg daily
 • Methotrexate 20 mg weekly
 • Naproxen 550 mg BD PRN, you take this approximately every alternate day
 • Paracetamol 1 g QDS PRN
 • Supplements and herbal remedies: a daily multivitamin
 • Drug allergy: nil

Family history:
 • No family history of autoimmune disease, joint problems, lung problems, lung 

cancers, or tuberculosis.

Relevant personal, social, occupational, and travel history:
 • You are a primary school teacher. 
 • You are married with no children. After having had 5 miscarriages, you no longer 

hope for a child. You have not had unprotected sexual intercourse since starting 
methotrexate 2 years ago, as you were told that methotrexate is toxic to any foetus.

 • You do not smoke or drink.
 • No relevant travel history. You have not been on a long #ight in the past year.
 • No relevant occupational or recreational exposures to toxic chemicals, construc-

tion, farming/animals, or baking.

Relevant physical examination !ndings:
 • Look: ulnar deviation, subluxation at metacarpophalangeal joints (worse on left), 

swan neck deformity of left ring and little $nger (Photos 1 and 2).
 • Feel: mildly swollen proximal interphalangeal and metacarpophangeal joints, some 

bogginess on palpation.
 • Move: full range of motion of hands.
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 • Able to hold a pen and write with some di%culty, able to unbutton shirt.
 • Bilaterally restricted chest expansion. Fine end-inspiratory crepitations at both lung 

bases.
 • Parasternal heave and loud pulmonary component of second heart sound.
 • No pedal oedema, jugular venous pressure not elevated.
 • No cervical lymph nodes.
 • Conjunctival pallor. 
 • Digital rectal examination – examiner instructs not to proceed.

Photo to be shown to candidate upon request (use colour plates for full-colour photos).

Photo 1 Photo 2

  

Clinical photo generously provided by Dr Stanley Angkodjojo, Sengkang General Hospital

You have some speci!c questions for the doctor at this consultation:
 • What is happening to me doctor? Is this serious?

Approach and Clinical Reasoning

Mdm Toh presents with dyspnoea on a background of rheumatoid arthritis. It will be 
advantageous to brie#y ask for the past medical history before delving into the history 
of presenting complaint — this will allow you to speci$cally consider the causes of 
dyspnoea in rheumatoid arthritis. A smooth way to do so might be: “Mdm Toh, before 
I ask you more about your breathlessness, I will like to get to know you better. Do you 
have any past medical problems?” (See also page 205.)

Table B2.1 lists the important causes of breathlessness to consider in systemic 
rheumatologic illnesses (this table will be applicable to most rheumatologic conditions, 
not just rheumatoid arthritis). 
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Table B2.1. Common causes of breathlessness in systemic rheumatologic illness.

Cause Underlying aetiologies Important features

Infection Pneumonia
Tuberculosis
Atypical (e.g., pneumocystis 

pneumonia)

Fever, cough
Weight loss, haemoptysis
Exercise desaturation

Interstitial lung 
disease (ILD)

Secondary to underlying disease 
Secondary to drugs (e.g., 

methotrexate)

Dry cough, !ne inspiratory 
crepitations

Pulmonary 
hypertension

Group 1: Independent of ILD
Group 3: Due to ILD
Group 4: Chronic thromboembolic 

pulmonary hypertension

Parasternal heave, loud P2 on 
examination

Any ILD, recurrent pulmonary 
embolism

Fluid overload Due to heart failure
Due to glomerulonephritis 
Acute kidney injury from NSAIDs
Scleroderma renal crisis

Orthopnoea, pedal oedema
Haematuria, proteinuria

Anaemia Cytopenia from underlying disease
Drug-induced myelosuppression
Gastrointestinal bleed from NSAID 

use

Other symptoms of anaemia, 
cytopenias

Pallor

Pulmonary 
embolism

May be related to a 
hypercoagulable state (e.g., in 
antiphospholipid syndrome)

Hypercoagulable state, immobility, 
leg swelling

Pulmonary 
haemorrhage

Di"use alveolar haemorrhage  
(e.g., ANCA vasculitis)

Haemoptysis

Causes of breathlessness in general (e.g., myocardial infarct, anaphylaxis). 

Rheumatoid arthritis is associated with additional pulmonary manifestations (e.g., rheumatoid 
pleural effusions, bronchiectasis).

ILD: interstitial lung disease

Important considerations for Mdm Toh include:
 • Infection, particularly pneumocystis pneumonia given the immunocompromised 

state, history suggestive of exercise desaturation, and subacute presentation.
 • Anaemia – including macrocytic anaemia due to methotrexate, normocytic anaemia 

due to chronic disease, microcytic anaemia due to iron de$ciency. However, this 
will not explain the cough.

 • Pulmonary embolism – the history of recurrent miscarriage might suggest antiphos-
pholipid syndrome.
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 • She may well have interstitial lung disease (due to rheumatoid arthritis itself or as  
a consequence of methotrexate) or pulmonary hypertension; however, breathless-
ness due to either of these is likely to be more insidious in onset. Mdm Toh’s rapid 
progression of breathlessness over 3 weeks suggests another reason for decompen-
sation. 

Certain encounters are designed to have a clear-cut ‘most likely’ diagnosis, while 
others do not. !is scenario falls into the latter category, and her breathlessness may 
well be multifactorial. Your priority is to rule out emergencies, recognise that the 
patient may be unwell, and make plans to investigate and manage further.

Physical examination serves two purposes: (1) to demonstrate the physical signs of 
rheumatoid arthritis — you should have a sleek routine for examining rheumatoid 
hands, and will be duly awarded marks for this, and (2) to look for causes of breathless-
ness — including examining the lungs for $ne crepitations, checking for pulmonary 
hypertension, and looking at the conjunctivae for pallor and the calves for swelling 
(unilateral suggesting venous thromboembolism, bilateral suggesting #uid overload).

Practice makes perfect: The rheumatological hand examination

Practice the steps of hand examination, using the look-feel-move schema. This should 
look sleek and practiced. Pay speci!c attention to the palpation of the metacarpalphalan-
geal and interphalangeal joints, which tends to be poorly performed. 

Question and Answer

Suggested answer to the patient’s concerns:
Mdm Toh, the exact reason why you are feeling more breathless is not clear at the 
moment, so we need to do more tests to $nd out. Possibilities include an infection, 
lung or heart disease from rheumatoid arthritis, low blood count, blood clots, and 
others. !ese are indeed potentially serious and I am thankful that you have come to 
us early for evaluation. I would like to admit you to do some blood tests, X-rays, and a 
scan of your lungs and heart. When we are clearer about why you are feeling so breath-
less, we will be able to treat you.

Suggested presentation to the examiner:
Mdm Toh presents with a subacute history of dyspnoea, dry cough, and reduced e"ort 
tolerance on a background of rheumatoid arthritis. Examination is remarkable for 
peripheral signs of rheumatoid arthritis including symmetrical small joint polyar-
thropathy a"ecting the metacarpophalangeal joints and proximal interphalangeal 
joints, ulnar deviation of $ngers, and swan neck deformities. Disease is active as indi-
cated by boggy and tender joints. Functionally, she is able to write and button her 
shirt. Extra-articular signs include $ne end-inspiratory lung crepitations, loud pulmo-
nary component of the second heart sound and a parasternal heave suggesting 
pulmonary hypertension, and conjunctival pallor. 
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Causes of breathlessness in Mdm Toh may include infection, particularly pneumo-
cystis pneumonia, anaemia due to disease, methotrexate or gastrointestinal bleeding 
from NSAIDs, as well as interstitial lung disease and pulmonary hypertension. I will 
also like to evaluate for possibility of pulmonary embolism. Breathlessness may be 
multifactorial and thus due to a combination of all these.

Don’t forget: Looking for complications of disease

In a patient with an underlying systemic disease, you must speci!cally look for complica-
tions of that disease, instead of merely the causes of breathlessness in general.

I will admit Mdm Toh to the general ward after ensuring that her airway, breathing, 
and circulation are stable. Initial investigations include:
 • Bloods: full blood count for anaemia, iron studies, B12 and folate levels, in#amma-

tory markers, renal biochemistry, and a blood gas.
 • Imaging: beginning with a chest X-ray, subsequently a high resolution CT looking 

for interstitial lung disease, and considering a CT pulmonary angiogram for pulmo-
nary embolism.

 • Echocardiogram looking at pulmonary pressures. 
 • Spirometry.
 • Sputum for culture, acid fast bacilli, and pneumocystis microscopy/PCR.

She should be managed by a multidisciplinary team including the rheumatologist, 
pulmonary physician, and allied healthcare professionals. !is will depend on the 
cause of breathlessness found and may include treatment of an infection, correction of 
anaemia, and immunosuppression to mitigate progression of interstitial lung disease. 
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