MALDEK
PATIENT TEACHING - MALDEK CONDITION CATALOG

Acute Dyspnea

A plain-English guide for you and your family

WHAT IS HAPPENING

Normal breathing moves air in and out through open airways—your windpipe and the
branching tubes inside your lungs. Blood flows through tiny vessels wrapped around
millions of tiny air sacs (alveoli) deep in your lungs. Oxygen jumps from the air sacs into
the blood, and carbon dioxide (the waste gas your cells make) jumps out of the blood into
the air sacs so you can breathe it out. A control center in your brainstem watches oxygen
and carbon dioxide levels in your blood and automatically speeds up or slows down your
breathing to keep them balanced. When breathing suddenly becomes hard, one of these
systems has broken. The airway may be blocked by something stuck in it or squeezed shut
by swelling or tight muscles. The lungs may be filled with fluid (like a soaked sponge),
infected and full of pus, collapsed because air leaked into the chest, or blocked by a blood
clot cutting off blood flow. The heart may be too weak to pump blood forward through the
lungs, causing blood to back up and leak fluid into the air sacs. Sometimes the problem is
not in the lungs at all—the body may simply need more oxygen than healthy lungs can
deliver, such as during a severe infection spreading through the blood (sepsis), dangerous
acid buildup in diabetes (diabetic ketoacidosis), or too few red blood cells to carry oxygen
(anemia). Your body fights back by breathing faster and harder, pulling in neck and rib
muscles to suck in more air, and racing your heart to move blood faster. If oxygen stays
low, confusion sets in because the brain is not getting enough fuel. If carbon dioxide builds
up, drowsiness follows because too much CO: acts like a sleeping pill on the brain. How
you sit, what sounds you make when you breathe, and whether you can speak a full
sentence without gasping all point backward to which system broke. Every sign you see—
the fast breathing, the gasping, the panic—is your body's emergency attempt to buy time,
not the disease itself. Trace each sign back upstream to find the one thing that broke,

because fixing that break is the only way to truly help.

What you might feel

» Fast breathing (Tachypnea) (breathing faster than 20 breaths per minute in adults)

* Accessory muscle use (you can see neck, shoulder, or belly muscles working hard during
breathing)
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* Intercostal or supraclavicular retractions (skin sucks in between the ribs or above the
collarbone when you breathe in)

* Inability to speak full sentences (can only get out 2 to 3 words per breath)

* A high-pitched noise on breathing in (Stridor) (a loud, high-pitched squeaky sound when
breathing in)

* Wheezing (a musical, whistling sound when breathing out)

* Crackles or crackles in the lungs (rales) (popping or crackling sounds when breathing in)

* Silent chest (very quiet or no breath sounds even though the person is trying hard to
breathe)

* Bluish skin (Cyanosis) (lips, tongue, or nail beds turn blue or purple)

» Altered mental status (confusion, agitation, or unusual sleepiness)

Call the doctor right away if...

* Silent chest (no breath sounds) in someone struggling to breathe or having an asthma or
COPD attack—means almost no air is moving and breathing may stop completely any
second.

* Confusion, drowsiness, or not responding—means the brain isn't getting enough oxygen or
carbon dioxide is building up dangerously high in the blood.

* Can only speak 2 to 3 words per breath—means breathing is taking every bit of energy and
the person is in severe respiratory distress.

* A high-pitched noise on breathing in (Stridor) (high-pitched squeaky sound when breathing
in)—means the upper airway is blocked or swelling shut and could close off completely,
cutting off all air.

* Blue lips, tongue, or nail beds even with oxygen being given—means oxygen levels are

dangerously low (usually below 85 percent) and the lungs can't deliver enough oxygen to
the blood.

What the care team will do

* Place the patient on continuous pulse oximetry (the finger or toe clip that measures oxygen)
and apply supplemental oxygen immediately to keep saturation 88 to 92 percent if the
patient has COPD or 94 to 98 percent for everyone else.

* Sit the patient completely upright at 90 degrees or let them lean forward with arms
propped on the bedside table.

* Obtain a full set of vital signs including respiratory rate, heart rate, blood pressure,
temperature, and oxygen saturation, and repeat every 5 to 15 minutes until the patient is
stable.
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» Establish intravenous access with at least one large-bore IV (18-gauge or bigger) and draw
blood for labs including complete blood count, basic metabolic panel, troponin (heart
enzyme), B-type natriuretic peptide or BNP (heart failure marker), and D-dimer (clotting
marker) if ordered.

* Prepare to give nebulized albuterol 2.5 to 5 milligrams plus ipratropium 0.5 milligrams for
wheezing or known asthma or COPD, or prepare intramuscular epinephrine 0.3 to 0.5
milligrams in the thigh if you see hives, lip swelling, or a high-pitched noise on breathing in
(stridor) (high-pitched squeaky breathing sound).

* Perform a focused lung assessment every 15 to 30 minutes, listening for wheezes (high-
pitched whistling), crackles (popping or bubbling sounds), absent breath sounds, or a silent
chest (no sounds even though the patient is working hard to breathe).

* Keep suction equipment, a bag-valve mask (BVM), and intubation supplies at the bedside
and notify the provider immediately if the patient becomes confused, drowsy, cannot speak,
or has oxygen saturation below 90 percent despite high-flow oxygen.

* Monitor for accessory muscle use (neck and shoulder muscles working with each breath),
intercostal retractions (skin sucking in between the ribs), and inability to speak full
sentences, and document these findings every 15 minutes.

Medicines you may be given — and why

Oxygen (titrated to target saturation)

Pure oxygen raises the amount of oxygen in every breath so more can cross from your lungs
into your blood. It does not fix what caused the low oxygen, but it buys time while doctors treat
the real problem. Think of it like turning up the volume when the radio signal is weak — it
helps you hear better, but the real fix is fixing the antenna.

Albuterol

Albuterol flips a switch on the muscle cells that wrap around your airways, telling them to
relax. When the muscle relaxes, the airway opens wider so air can flow in and out easily. Think
of it like loosening a tight belt around your chest — you can suddenly take a deeper breath.

Ipratropium

Ipratropium blocks acetylcholine (a chemical messenger that normally tells airway muscles to
squeeze). By blocking the signal, the muscle stays relaxed and the airway stays open. It works
alongside albuterol but uses a different route, so together they open airways better than either
alone.
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Methylprednisolone or Prednisone

Corticosteroids turn down the entire alarm system causing swelling in the airways. They shrink
swelling, reduce mucus, and make airways less twitchy. Think of swelling like a fire in the
airway walls — steroids are the fire extinguisher that calms everything down over hours to
days.

Furosemide

Furosemide makes the kidneys dump salt and water into the urine. This shrinks the total fluid
volume in the body, which takes pressure off the heart and pulls fluid back out of the lungs.
Think of the bloodstream like an overfilled water balloon — furosemide opens a drain so the
balloon shrinks and stops leaking.

Nitroglycerin

Nitroglycerin relaxes the smooth muscle in blood vessel walls, especially veins. When veins
widen, blood pools there instead of returning to the heart. This takes pressure off the heart and
lungs. Think of it like opening a relief valve on a pressure cooker — the steam (fluid) spreads
out and the pressure drops.

Heparin (unfractionated) or Enoxaparin (low-molecular-weight heparin)

Heparin does not dissolve clots that already exist. Instead, it stops the clot from growing
bigger and prevents new clots from forming while the body's own enzymes slowly dissolve the
clot over days to weeks. Think of it like putting out a campfire — heparin does not remove the
burnt logs, but it stops new wood from catching fire.

Alteplase (tPA)

Alteplase is a copy of the enzyme your body uses to dissolve old clots. It wakes up plasminogen
(a sleeping protein in the blood) and turns it into plasmin (the active enzyme), which chews up
the fibrin threads holding the clot together. Think of it like pouring drain cleaner on a clog — it
actively breaks down the blockage so blood can flow again.

Epinephrine

Epinephrine is the body's emergency hormone. It does three things at once: (1) squeezes blood
vessels to raise blood pressure, (2) relaxes airway muscles to open breathing passages, and (3)
stops mast cells from dumping histamine (the chemical that causes allergic swelling). It is the
only drug that can reverse anaphylaxis (life-threatening allergic reaction). Think of it as
flipping the body's fight-or-flight switch to maximum.
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Antibiotics (varies by pathogen and setting)

Antibiotics kill bacteria or stop them from multiplying. Each class targets a different part of the
bacterial cell: some punch holes in the cell wall (beta-lactams like amoxicillin-clavulanate),
some stop protein assembly (macrolides like azithromycin), and some break bacterial DNA
(fluoroquinolones like levofloxacin). The right antibiotic depends on which bacteria are most
likely in that setting (community, hospital, nursing home) and your allergies and kidney
function.

Noninvasive Positive Pressure Ventilation (NPPV: BiPAP or CPAP)

NPPV is a tight-fitting mask that pushes air into the lungs under pressure. BiPAP delivers two
pressures: higher when you breathe in (to inflate collapsed air sacs and push fluid out) and
lower when you breathe out (to make exhaling easier). CPAP delivers steady pressure. Think of
it like inflating a partly deflated basketball — pressure pushes the walls open so air can fill it
again.

Where this information comes from

* American College of Emergency Physicians (ACEP) Clinical Policy on Acute Dyspnea

* American Heart Association / American College of Cardiology (AHA/ACC) Heart Failure
Guidelines 2022

* Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2024
e Global Initiative for Asthma (GINA) 2024
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