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Abstract

Introduction: Pectus excavatum is the most common congenital deformity of the anterior chest wall that, under
certain conditions, may pose functional problems due to cardiopulmonary compromise and exercise intolerance.

Case presentation: We present the case of an otherwise physically-adept 21-year-old Chinese sportsman with
idiopathic pectus excavatum, whose symptoms manifested only on bearing a loaded body vest and backpack
during physical exercise. Corroborative objective evidence was obtained via load-stressed pulmonary function
testing, which demonstrated restrictive lung function.

Conclusion: This report highlights the possible detrimental synergism of thoracic load stress and pectus
excavatum on cardiopulmonary function. Thoracic load-stressed pulmonary function testing provides objective
evidence in support of such a synergistic relationship.

Introduction
Pectus excavatum, also known as sunken or funnel
chest, is the most common congenital deformity of the
anterior chest wall, with a prevalence of approximately
one in 300 births and a 4:1 male predominance. It is
now generally well-accepted that these individuals pos-
sess true functional problems due to cardiopulmonary
compromise and exercise intolerance, as well as with
cosmetic issues alongside possible psychological and
social consequences that interfere with quality of life.
Furthermore, the condition often deteriorates in late
adolescence and early adulthood, with progressive
aggravation of the deformity and symptom manifesta-
tion [1].
In this paper, we present a case of pectus excavatum

in an otherwise physically-adept sportsman, whose
symptoms manifested only when he was required to
bear a loaded body vest and backpack during physical
exercise. The synergistic effect of load-stress and pectus
excavatum on cardiopulmonary function is then further
discussed.

Case presentation
Our patient was a 21-year-old Chinese man with a his-
tory of congenital idiopathic pectus excavatum without
a history of documented cardiac or pulmonary compro-
mise. He was initially seen by the authors reporting of a
marked reduction in physical ability whenever he put on
a loaded body vest and backpack for training. The attire
was a new requirement that arose as a result of a new
vocation. At the time of consult, our patient was forth-
coming in the description of his symptoms. He had
experienced marked dyspnea on exertion, central chest
tightness and easy fatigability, which resolved upon
removal of the heavy load followed by a few minutes of
rest. As a result, he was never able to actively participate
in proper training when in full gear, and was never able
to keep up with the rest of his colleagues. Prior to this
vocation, he was an active sportsman with an outstand-
ing physical condition despite the pectus excavatum
defect. His exercise routine included running of more
than 30 minutes three or more times per week. His
records revealed that he was able to complete a 2.4 km
run in 10 minutes whilst in singlet and shorts only. A
routine resting pulmonary function test, echocardiogra-
phy and electrocardiography performed prior to his* Correspondence: jasoncys@live.com.sg
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vocational change did not demonstrate any significant
abnormalities (Table 1).
Upon physical examination, the caved-in appearance

of his anterior chest was clearly observed (Figure 1).
Compensatory anterior flaring of his lower ribs at the
costal margins was noted. The apex beat was undis-
placed and his heart sounds were normal. No murmurs
or other additional sounds were heard. His lung sounds
were clear and of equal intensity bilaterally. Plain chest
radiographs with anteroposterior and lateral views were
subsequently taken, along with computed thoracic
tomography (Figure 2). Interestingly, a Haller index of
2.5 was obtained, which is considered to be of mild
severity based on such anatomical considerations only.
Due to the nature of the precipitating factors (that is,
the body vest and backpack) leading to his symptoms, it
was highly possible that his chest wall defect compro-
mised his pulmonary function upon load-stress. In order
to provide objective evidence to support his symptoms,
he agreed to undergo static pulmonary function testing
while putting on a body vest and backpack weighing
30% of his body weight. The test was performed on a
spirometer (Microlab ML 3500) under close supervision,
with the best effort amongst three results recorded. The
amount of air which can be forcibly exhaled in the first
second (forced expiratory volume in one second, FEV1)
and the total amount of air which can be forcibly
exhaled after maximal inspiration (forced vital capacity,
FVC), were measured. Interestingly, the results showed
that, although his pulmonary function at rest was nor-
mal when he was in normal work dress (FEV1 94.3%,
FVC 92.2%, FEV1/FVC: 86.7), there was a significant
deterioration with a restrictive pattern when wearing the
body vest and backpack (FEV1 75.5%, FVC 69.3%,
FEV1/FVC 92.3). On the other hand, a physically-
matched healthy control who voluntarily agreed to
undergo the same test did not demonstrate such a dras-
tic deterioration in lung function (Figure 3). Throughout
the tests, physical examination and vital signs were
otherwise generally unremarkable. A definitive diagnosis
of restrictive lung function triggered by load-stress was
made in this patient with idiopathic pectus excavatum,

and he was subsequently referred to a cardiothoracic
surgeon for follow-up.

Discussion
Pectus excavatum refers to the posterior intrusion of the
chest wall into the thoracic cavity. Its occurrence has
been documented as far back as the 10th to 16th centu-
ries [2]. Despite its incidence, the etiology of pectus
excavatum remains unknown. In a large series in North
America, 43% of patients gave a family history of pectus
excavatum, demonstrating a genetic component to the
disease [3]. Intrinsic abnormality of the costochondral
cartilage is suggested by the significant occurrence of
pectus excavatum among patients with connective tissue
disorders, such as Marfan syndrome, as well as scoliosis
[1]. Altered growth of the sternum and costal arches,
together with biomechanical factors, are alleged in the
pathogenesis (reviewed in [4]). Abnormalities of the car-
tilages obtained from surgery have also been reported,
including stress and/or strain deformation and abnormal
collagen content. Such abnormality of the costochondral
cartilage may imply a reduced ability to maintain normal
work of breathing when the chest wall is restricted by
external stressors.
The current standard objective measure of severity of

pectus excavatum is the Haller index. This refers to the

Table 1 Physical characteristics of the patient and control
subject

Patient Control

Age (years) 21 21

Height (m) 1.74 1.74

Weight (kg) 60 60

Body mass index (kg/m2) 19.8 19.8

FEV1 predicted 3.67 3.67

FVC predicted 4.33 4.33

Figure 1 Chest of our patient with pectus excavatum.
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ratio of the internal transverse diameter of the thorax and
the sternal-vertebral distance of the most depressed seg-
ment of the deformity. A Haller index of more than 3.25
is associated with moderate-severe disease with cardiore-
spiratory symptoms. The origin of these symptoms how-
ever - whether anatomic, physiologic, or psychological -
has long been debated and remains controversial. Two
important meta-analyses demonstrated a significant
improvement of post-operative cardiopulmonary func-
tion along with symptom reduction [5,6], indicating that
pectus excavatum is more than just a cosmetic condition.
Whilst most individuals with pectus excavatum are

functionally asymptomatic and often demonstrate nor-
mal cardiopulmonary tests, the effect of the pectus
deformity may manifest only in certain situations or
types of exercise performed. Specifically, cardiac output
has been shown to be impaired during upright but not
supine exercise in patients with pectus excavatum [7].
In addition, other factors which further burden upon
cardiopulmonary function can adversely affect these
individuals. Internal factors may include the concurrent
association of scoliosis, rib hypoplasia or structural heart
defects [1], whilst external factors may comprise the
type of attire or gear that the individual may be required
to bear in certain occupations, such as body vests and
backpacks.

Figure 2 A Haller index of 2.5 was obtained by dividing the
internal transverse distance of the thorax by the sternal-
vertebral distance at the most depressed segment of the
deformity. (a) Computed tomography image; (b-d) X-ray images.

Figure 3 Static pulmonary indices of our patient and control subject.
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Restriction of the chest wall results in reduced expan-
sion during inhalation, thus decreasing the volume of air
that the lungs are capable of holding. This may be
observed in certain occupational situations which
involve the need to put on body vests, body armor [8]
or backpacks [9,10], and is often featured in certain
forms of physical deformities, including pectus excava-
tum. Although most patients with uncorrected pectus
excavatum are clinically asymptomatic and frequently
exhibit normal cardiopulmonary tests, a severely con-
cave chest wall may cause significant lung compression,
mediastinal shift and cardiovascular displacement,
resulting in cardiopulmonary impairment and poor exer-
cise tolerance [11].
In our case report, although the affected individual

with pectus excavatum displayed excellent exercise cap-
ability, the underlying respiratory mechanics were most
likely altered in order to compensate for the chest wall
deformity. The increased work of breathing may in turn
imply an inability to increase his ventilatory function
further, as normal subjects can, when the chest wall is
burdened by an added elastic load [12]. It is known that
load carriage induces a limitation on the ventilatory
pump that mimics restrictive lung diseases. Pulmonary
function testing while standing upright and carrying a
backpack weighing 35% to 42% body weight demon-
strated a 5% to 7% decrement in both FVC and FEV1
[9,10] in normal healthy individuals. In addition, the
magnitude of reduction of pulmonary function was
related to the style of load carriage system used. Gener-
ally, the greatest decrements were caused by those
which covered the entire trunk [9]. Such chest wall
restrictive devices provide an added inspiratory load in
the breathing cycle that results in a decline in pulmon-
ary function representative of those seen in restrictive
pulmonary diseases [8]. In our patient, the load stress of
30% body weight resulted in an approximately 20%
reduction in FVC and FEV1, compared to 8% in the
healthy subject. The restriction caused by the concur-
rent carriage of both the backpack and body vest in this
case created a circumferential chest wall-restrictive load,
which in turn inhibited his inspiratory volume because
his chest wall expansion was hampered. The accelerated
development of respiratory muscle fatigue, as would be
expected with physical activity, would thus limit exercise
performance. Such a synergistic effect of load-stress on
lung function in pectus excavatum is reminiscent of a
previous study which showed that pulmonary function
in schoolgirls with adolescent idiopathic scoliosis were
more sensitive to backpack load compared with healthy
girls [13].
It is noteworthy that load-stressed pulmonary function

testing provided corroborative objective evidence in sup-
port of our patient’s subjective complaints. Such a test

may provide a simple, non-invasive, objective tool to
evaluate exercise tolerance, especially in an occupational
setting where heavy loads or body vests are needed to be
borne. In addition, it indicates a true physiologic rather
than completely psychological basis for the symptoms.
Perhaps more importantly, it may be used in the consid-
eration for corrective surgical procedures, as well as in
the evaluation of pre- and postoperative lung function. In
a meta-analysis, Malek et al. concluded that surgical
repair of pectus excavatum does not significantly improve
pulmonary function, but ingeniously added that this may
be ‘a result of testing... under conditions in which pectus
excavatum does not manifest itself’ [6]. Perhaps a better
way to evaluate pectus excavatum will be to assess the
altered respiratory mechanics, and consequently reduced
pulmonary reserve, which can manifest during static or
even exercise thoracic load-stress tests.

Conclusion
The manifestation of asymptomatic pectus excavatum
may be conditional upon the presence of thoracic load
stress. Thoracic load-stressed pulmonary function test-
ing provides corroborative objective evidence in support
of such a synergistic relationship.

Consent
Written informed consent was obtained from the patient
for publication of this case report. A copy of the written
consent is available for review by the Editor-in-Chief of
this journal.

Author details
1Ministry of Health Holdings, Singapore. 2Department of Internal Medicine,
Singapore General Hospital, Singapore.

Authors’ contributions
CJY analyzed and interpreted the patient data regarding the condition, and
wrote the first draft of the manuscript. HWL performed the lung function
tests under the specific conditions mentioned, and was a major contributor
in writing the manuscript. Both authors read and approved the final
manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 26 September 2011 Accepted: 21 December 2011
Published: 21 December 2011

References
1. Jaroszewski D, Notrica D, McMahon L, Steidley DE, Deschamps C: Current

management of pectus excavatum: a review and update of therapy and
treatment recommendations. J Am Board Fam Med 2010, 23:230-239.

2. Toth GA, Buda BL: Funnel chest (pectus excavatum) in 10-16th century
fossil material. J Paleontol 2001, 13:63-66.

3. Nuss D, Kelly RE Jr, Croitoru DP, Katz ME: A 10-year review of a minimally
invasive technique for the correction of pectus excavatum. J Pediatr Surg
1998, 33:545-552.

4. David VL, Izvernariu DA, Popoiu CM, Puiu M, Boia ES: Morphologic,
morphometrical and histochemical proprieties of the costal cartilage in
children with pectus excavatum. Rom J Morphol Embryol 2011, 52:625-629.

Chan and Huang Journal of Medical Case Reports 2011, 5:592
http://www.jmedicalcasereports.com/content/5/1/592

Page 4 of 5

http://www.ncbi.nlm.nih.gov/pubmed/20207934?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20207934?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20207934?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9574749?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9574749?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21655653?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21655653?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21655653?dopt=Abstract


5. Malek MH, Berger DE, Housh TJ, Marelich WD, Coburn JW, Beck TW:
Cardiovascular function following surgical repair of pectus excavatum: a
metaanalysis. Chest 2006, 130:506-516.

6. Malek MH, Berger DE, Marelich WD, Coburn JW, Beck TW, Housh TJ:
Pulmonary function following surgical repair of pectus excavatum: a
meta-analysis. Eur J Cardiothorac Surg 2006, 30:637-643.

7. Beiser GD, Epstein SE, Stampfer M, Goldstein RE, Noland SP, Levitsky S:
Impairment of cardiac function in patients with pectus excavatum, with
improvement after operative correction. N Engl J Med 1972, 287:267-272.

8. Cline CC, Coast JR, Arnall DA: A chest wall restrictor to study effects on
pulmonary function and exercise. 1. Development and validation.
Respiration 1999, 66:182-187.

9. Legg SJ: Influence of body armour on pulmonary function. Ergonomics
1988, 31:349-353.

10. Muza SR, Latzkaa WA, Epsteina Y, Pandolfa KB: Load carriage induced
alterations of pulmonary function. Int J Ind Ergon 1989, 3:221-227.

11. Lawson ML, Mellins RB, Paulson JF, Shamberger RC, Oldham K, Azizkhan RG,
Hebra AV, Nuss D, Goretsky MJ, Sharp RJ, Holcomb GW, Shim WK,
Megison SM, Moss RL, Fecteau AH, Colombani PM, Moskowitz AB, Hill J,
Kelly RE Jr: Increasing severity of pectus excavatum is associated with
reduced pulmonary function. J Pediatr 2011, 159:256-261.

12. Agostoni E, D’Angelo E, Piolini M: Breathing pattern in men during
inspiratory elastic loads. Respir Physiol 1978, 34:279-293.

13. Chow DH, Ng XH, Holmes AD, Cheng JC, Yao FY, Wong MS: Effects of
backpack loading on the pulmonary capacities of normal schoolgirls
and those with adolescent idiopathic scoliosis. Spine (Phila Pa 1976) 2005,
30:E649-E654.

doi:10.1186/1752-1947-5-592
Cite this article as: Chan and Huang: Objective effect manifestation of
pectus excavatum on load-stressed pulmonary function testing: a case
report. Journal of Medical Case Reports 2011 5:592.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Chan and Huang Journal of Medical Case Reports 2011, 5:592
http://www.jmedicalcasereports.com/content/5/1/592

Page 5 of 5

http://www.ncbi.nlm.nih.gov/pubmed/16899852?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16899852?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901712?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901712?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5038952?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5038952?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10202328?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10202328?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3383837?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21429515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21429515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/705084?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/705084?dopt=Abstract

	Abstract
	Introduction
	Case presentation
	Conclusion

	Introduction
	Case presentation
	Discussion
	Conclusion
	Consent
	Author details
	Authors' contributions
	Competing interests
	References

