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Triage of the patient in respiratory distress 

When a patient with breathing abnormalities arrives at the hospital, it should be evaluated 

immediately by a staff member trained in triage in order to determine the nature of its problem and 

whether it requires immediate care.  The first evaluation of the patient is referred to as the primary 

survey. During the primary survey, a brief clinical history is obtained in addition to performing a 

focused, systematic physical examination directed at identifying life-threatening problems. The goal of 

the primary survey is not necessarily to establish a specific diagnosis, but rather to create a problem 

list, which is ranked in order of urgency. This problem list directs ongoing stabilizing efforts, which 

should be initiated as soon as a problem is identified, and guides diagnostic decisions. The primary 

survey should be performed quickly, taking at most just a few minutes. The primary survey 

includes an evaluation of the three major body systems: the respiratory, cardiovascular and neurologic 

systems and is classically known by the pneumonic: ABCs. All causes of death can ultimately be tied 

back to failure of one of these body systems.  

 

The primary survey always begins with evaluation of the respiratory system. This evaluation is focused 

on determining the presence or absence of hypoxemia or hypoventilation. Any disease resulting in 

hypoxemia or hypoventilation must be treated immediately, as prolonged hypoxemia results in 

multiple organ failure and death. The respiratory system examination includes evaluating the Airway 

and Breathing. This is a limited respiratory examination that is performed very quickly, focusing on 

identifying the most severe problems that require immediate treatment. Airway evaluation includes 

confirming the patient is breathing and evaluating the mouth, pharynx, larynx and trachea. For patients 

that are not breathing, basic life support should be initiated a this phase. The reader is referred to the 

RECOVER guidelines for further details. If an upper airway obstruction is present, the airway must 

immediately be controlled, either through endotracheal intubation or an emergency tracheostomy.  

 

After confirming the airway is patent and the patient is breathing, all other aspects of breathing are 

evaluated. This includes determination of the respiratory rate, evaluation of the respiratory effort and 

pattern, auscultation of the trachea and thorax, and observation of any postural changes (such as 

orthopnea). It is important to remember that cyanosis is present only in states of severe hypoxemia, 

so the absence of cyanosis does not rule out hypoxemia. Tachypnea can also be caused by non-

respiratory conditions such as pain, anxiety and hyperthermia. Patients that have respiratory disease 

as a cause of their tachypnea usually also have an increased respiratory effort, although there are 



exceptions to this rule (such as deep breaths with Kussmaul breathing secondary to metabolic 

acidosis). A decreased respiratory rate rarely indicates primary respiratory disease. This occurs more 

commonly secondary to neurologic disease, medications, or as a compensatory mechanism for 

metabolic diseases and can result in hypercapnia and hypoxemia. Normally, there is very little effort 

during inspiration, and expiration is a passive event.  The chest should rise with inspiration and the 

abdomen should get smaller. Changes in these patterns are abnormal and indicate underlying 

respiratory pathology. The patient should be evaluated for increased effort during inspiration, 

expiration, or both; increased abdominal movement; and the relationship between abdominal 

movement and the phase of respiration including paradoxical abdominal movement. Tracheal 

auscultation can be used to differentiate referred upper airway sounds from intrathoracic noises. 

Careful thoracic auscultation can provide important information about the lungs. Abnormal lung 

sounds such as harsh sounds or crackles suggest that part of the lung is filled with fluid instead of gas 

(indicating edema, pneumonia, etc).  Wheezes can suggest bronchiolar disease such as 

asthma. Decreased lung sounds can suggest pleural fluid, pneumothorax, intra-thoracic masses or a 

diaphragmatic hernia. Postural changes and auxiliary respiratory movements are a result of an animal 

attempting to maximize oxygen intake. An animal may display any combination of these signs, 

which include extension of the neck, abducted elbows, open mouth breathing, an anxious facial 

expression, nasal flaring, rapidly changing body position and pupillary dilation (cats). When 

abnormalities of breathing are present during the primary survey, supplemental oxygen should be 

administered and treatment of the underlying disease should be initiated.  

 

Localization 

The respiratory tract is commonly divided into different anatomic regions and disease in each region 

can give certain patterns of clinical findings. Once the location of the respiratory distress is 

determined, a differential diagnosis list, diagnostic plan, and focused treatment plan can be created. 

Upper airway disease is often characterized by stridor or stertor, increased inspiratory effort, a long 

inspiratory time, and dyspnea. Examples include collapsing trachea, laryngeal paralysis and 

brachycephalic obstructive airway syndrome. 

Lower airway disease is often characterized by dyspnea, a dry/hacking cough, increased expiratory 

effort, increased bronchovesicular sounds and/or wheezes. Examples include feline asthma or 

foreign bodies. 

Pulmonary parenchymal disease does not have consistent characteristics, but may result in a mixed 

dyspnea with increased inspiratory and expiratory effort, rapid and shallow breathing, increased 

bronchovesicular sounds, crackles, cyanosis and/or a moist cough. Examples include pulmonary 

contusions, pneumonia, and pulmonary edema (cardiogenic and non-cardiogenic). 



Pleural space disease is often characterized by an inspiratory dyspnea, rapid shallow breathing, 

extension of the head and neck, abduction of the elbows, paradoxical breathing and decreased lung 

sounds on auscultation.  Examples include liquothorax (pyothorax, chylothorax, hemothorax, etc), 

pneumothorax, and diaphragmatic hernia. 

Chest wall and diaphragmatic disease presents differently depending on the underlying cause. 

Patients with thoracic wall trauma may hypoventilate due to pain during breathing. Patients with 

respiratory muscle paralysis due to neuromuscular disease will have a paradoxical breathing pattern. 

Non-respiratory look alikes of respiratory distress include pain, anxiety, stress and do no have a 

specific breathing pattern. 

 

Diagnostics 

Thoracic radiographs can provide very useful information in patients with respiratory distress. 

However, they are very stressful and generally should not be performed on patients in severe 

respiratory distress. Taking one dorsoventral view may minimize patient stress and decompensation. 

Point-of-care thoracic ultrasound is a more suitable modality for patients in respiratory distress. It 

can be performed bedside and without changing the patient’s preferred position, and is therefore a 

lower stress technique as compared to radiographs. Ultrasound can be used to identify pleural 

effusion, soft tissue in the pleural space, pneumothorax, and pulmonary infiltrates, among other 

things. The reader is referred elsewhere for more information on thoracic ultrasound in the ER 

setting. 

 

Arterial blood gas analysis is considered the gold standard to assess oxygenation (which can’t be 

assessed on a venous sample) and ventilation status, and with experience is relatively easy to 

perform in many patients. Pulse oximetry can be used to noninvasively assess arterial hemoglobin 

saturation. This tool is useful is sedated and anesthetized patients, but in the author’s experience can 

be unreliable in patients in respiratory distress due to interference from patient movement, 

abnormal perfusion, arrhythmias and pigmented mucous membranes.  

 

Treatment 

Treatment for all the potential causes of respiratory distress is outside of the scope of this lecture. 

However, there are some therapies that may be useful in a variety of causes of respiratory distress. It 

is vitally important to provide prompt therapy to patients in respiratory distress, as soon as any 

abnormalities are noted during the primary survey. 

 



Oxygen should be immediately administered to any patient with abnormalities on their respiratory 

examination. Ideally this should be done in a manner that does not increase the patient’s stress level. 

Oxygen can be administered via a mask, oxygen tubing in front of the nose, nasal prongs/catheters, 

oxygen cages and endotracheal intubation. High flow nasal oxygen and other methods to administer 

higher rates of oxygen (and airway pressure) are becoming more accessible in veterinary medicine. 

Some animals will not tolerate an oxygen mask or high flows via nasal prongs, and therefore 

alternative routes of administration should be attempted for these patients. 

Sedation should be considered for any patient showing signs of anxiety or stress, either causing or 

resulting from respiratory disease, as this can become a vicious cycle. Since sedation often has to be 

administered without a complete knowledge of underlying cardiac, respiratory and metabolic 

function, care should be taken with drug selection. Butorphanol is often a good first choice, and it 

can be administered intramuscularly (avoiding the stress and restraint associated with IV injections). 

Low doses of acepromazine (1-5mcg/kg) can be a useful adjunctive drug when the effect of 

butorphanol is insufficient, especially in patients with upper airway disease (such as tracheal collapse 

or laryngeal paralysis). Very low doses should be used to minimize the potential harmful side effects 

of acepromazine (such as hypotension), and it should be used cautiously considering the history, 

signalment and patient risk factors. 

Thoracocentesis should be performed as soon as possible in any patient suspected of pleural effusion 

or a pneumothorax. Referring a patient to another facility for this procedure is strongly discouraged 

by the author, as the stress of transport prior to evacuation of the thorax can lead to acute 

decompensation and death. Patients should not standardly be anesthetized or even sedated for this 

procedure; the majority of animals will tolerate it awake, with potentially butorphanol to keep them 

calm. The reader is referred elsewhere for a description of how to perform thoracocentesis. 

Intubation should be promptly performed in all patients that are not breathing or have an upper 

airway obstruction. Even if a patient only has a partial airway obstruction (such as with 

brachycephalic obstructive airway syndrome or laryngeal paralysis), intubation is often necessary to 

break the cycle of stress and anxiety that worsens the airway disease and helps to prevent or 

minimize the airway edema and hyperthermia that often occur in these patients. 
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