


results of this investigation may be sum¬
marized as follows: a) The above men¬
tioned area of tympany is shaped like a

half moon; below its border is the rim of
the rib cage, above it is limited by a bow¬
like line with its concavity pointed down¬
wards, b) The half moon shape begins
anteriorly below the fifth or sixth rib and
extends along the edge of the thorax, and
posteriorly to the anterior end of the
ninth or tenth rib. c) Its greatest width
approaches three to three and a half
inches, d) Percussion in this area differs
not only in its tympanitic note but also by
its loudness in comparison with the rest
of the lung, e) When the lung expands
during inspiration, the half moon space
becomes smaller and thus shows that the
lung is capable of expanding, f) A con¬
siderable increase in the semilunar space
is usually a sign of immobility of the
lower edge of the lung and thus serves as
an indicator of scarring, g) In the pres¬
ence of pleural effusion, the half moon

space may disappear and its reappear¬
ance heralds the beginning of reabsorp¬
tion. The progress of recovery will be best
determined by the increase of the half
moon space, h) During pneumonic infil¬
tration of the entire lung, the half moon

space remains either intact or is only
slightly narrowed.

Professor Jacoud, who undertook
an intense evaluation of Traube's
space, emphasized two caveats re¬

garding this sign. First, a reduction
in the space may be the only sign of
a subpulmonic pleural effusion. Sec¬
ond, and more important, a reduc¬
tion in the tympanism over the space
could arise with pleural adhesions
("phrenocostal symphysis") and not
solely from pleural effusion.8 Given a

patient with reduction in the semilu¬
nar space, differentiation between
pleural fluid and adhesions would be
possible by observing respiratory
movements; in the latter, one would
see a classic retraction of the lower
intercostal spaces with each inspira¬
tion, a finding not observed in effu¬
sions.8 In the words of Professor
Neumann, however, dullness over

Traube's space was highly sensitive
for effusions: "this can reveal the
presence of pleural effusions in the
left pleura that sometimes can be
missed by expert radiologists and
this has been confirmed on multiple
occasions by thoracentesis."12
Traube never associated dullness

in this space with splenic enlarge¬
ment, a common misconception that
persists today. A recent report sug-

gested that percussion of Traube's
space compares favorably with other
commonly used clinical maneuvers
(none of which are sensitive) and is
better than chance alone in determin¬
ing the presence of an enlarged
spleen.13
We find demonstrating Traube's

space of the greatest utility (even in
this era of portable chest roentgen-
ography and ultrasound) as a spe¬
cialized maneuver when dealing
with a patient with dullness in the
left hemithorax (Fig 3). The maneu¬
ver can be performed with the pa¬
tient supine or sitting. Preservation
of Traube's space suggests that the
dullness is from consolidation or at-
electasis; if Traube's space is obliter¬
ated, a pleural effusion is suspected.
An exceptionmay be the patientwith
consolidation of the left anterior
basal segment and contiguous lin-
gula, where the resonance of
Traube's space may be impaired (K.
V. Thiruvengadam, MD, written
communication, April 22, 1991). Al¬
though each of these conditions will
have their unique signs (bronchial
breathing in consolidation, stony
dullness and mediastinal shift in
pleural effusion), we believe that ac¬
curate bedside diagnosis rests on the
availability of more than one physical
sign to buttress a diagnosis.

As the ward team troops en masse
to Radiology at the end of ward
rounds, we, as long-time clinical
teachers, continue to be amazed at
the slack-jawed expressions of won¬
der on the faces of students and
house staff when bedside diagnosis
correlates with roentgenologic
diagnosis—as if an insidious and
deeply rooted distrust of the
hands-on examination is being
shaken. It is ironic that the ready
availability of diagnostic technology
has not, it seems, enhanced bedside
skills but instead has encouraged
their atrophy.1415 The teaching of
Traube's space is a reminder of the
remarkable bedside skills of years
gone by; in addition, by invoking this
medical eponym, the memory of a

remarkable man lives on.
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