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Impact on Anatomy & Physiology Trach Problems Identified by
SLPs

WHO? Team Management of

Challenges to Establishing Teams Prhb St v Rt

Research: Supporting the Team Defining SLP Role

Journal of
Critical Care.

Tracheostomy teams reduce total tracheostomy time
and increase speaking valve use: A systematic review
and meta-analysis

Lauren Speed BSpPath*, Katherine E. Harding MPH
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¢ “Each practitioner evaluates his or her own experiences with

preservice education, practice, mentorship and supervision,

and continuing professional development. As a whole, these

experiences define the scope of competence for each

individual. The SLP should engage in only those aspects of the

profession that are within her or his professional competence.”
ASHA Scope of Practice for Speech Language Pathology,
2016

¢ Responsible for:
Optimizing a patient’s ability to communicate and swallow,
thereby improving QOL
Decisions are based on best available evidence
Work collaboratively

4 Role in relationship to other team members

¢ Create role-specific protocols for EACH
member of the team

¢ Consider establishing regular treatment times
for streamlined scheduling

¢ Consistent education of all team members,
on all shifts, who will be providing care

¢ Identify established decannulation
indicators pertinent to SLP Scope of
Practice:

Level of alertness/cognitive and
emotional state

Assessing for patent upper airway
Tolerance of cuff deflation
Use of speaking valve

Evaluating swallowing and
secretion management

Identify and define aspiration risk
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Reduces aspiration’?

Improves laryngeal elevation

Complete Cuff
Deflation

Weaning time shorter with
cuff deflation -avg of 3 days
vs 8 days?

Fewer respiratory infections,
including VAP in cuff
deflated group (20% vs.
36%)3

Swallowing better in cuff
deflated group and 1mpr0ved
more from baseline?

1. Davis, et al. (2002). Journal of Intensive Care Medicine. 17(3) 132-135.

2. Ding, R. & Logeman, J. (2005). Head & Neck. 27(9):80¢
3. Hernendez, etal. (2013). Intensive Care Medicine. 39(6) 1053 -70

4 Patented “no leak” & 5
design y y

¢ Opens only during active

inspiration ﬁ-\\
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4 Closes at end inspiration

6 Remains closed t/o
expiratory cycle

6 Air is re-directed thru the -
upper airway Lt

¢ Offers a buffer to
secretions

L AR N S U Rk SRSl

[ 2

Improved scores on PAS!
Restores expiratory airflow?
Improves laryngeal clearance?
Improved secretion rating scale3
Maintains lung volumes*
Restores subglottic pressure for
cough’®
Decreased Decannulation time
 Prgen, Teene. Totenihe Cae Meh 2013 TSR350

3. Blumenfeld, L. Oral Abstract Presented at DRS Annual Meeting 2012
4. Gross, R, et al. (2006). The Laryngoscope, 116:753-761

5. Fibling, D. & Gross, R. (1996). Annals of Otology, Rhinology, & L l

105(4)2538.
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¢ Literature supports that there ARE established
predictors of decannulation success:

Alert and responsive/level of consciousness
Resolution of tracheostomy indication

¢ No acute respiratory compromise

4 Vent settings support weaning
Medically/hemodynamically stable

Patent upper airway

Tolerates cuff deflation, speaking valve,
capping or plugging

Good secretion management

¢ Effective expectoration

& Protective reflexes: cough and throat clear

¢ Improved swallow to prevent aspiration
Supportive environment post-decannulation
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Resistive flow

device :
Pressure Threshold Devices

4 Reason for tracheotomy has resolved

6 Medically stable

4 Patent upper airway

¢ Tolerates speaking valve

4 Can manage oral and tracheal secretions
6 Tolerates capping/plugging

4 Risk of aspiration assessed

°

Consider original reason for the trach

‘Weaned from mechanical ventilation,
effective cough, no significant upper
airway lesion!

Absence of distress, stable arterial
blood gases, hemodynamic stability,
absent fever!

A peak cough flow of 160
liters/minute?

Survey: patient’s level of
consciousness, cough effectiveness,
secretions, oxygenation®

1. Christopher, K.(2005). Respiratory Therapy. 50(4):538 ~54.
2. Bach & Saporito, (1996). Chest. 110(6): 1566-71.
3. Stelfox, H. et al (2009). Respiratory Care. 54(12): 1658-68.
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PMV Protocol for Cuffed Tracheostomy Tubes

¢ Establish patient’s ability to:
& Tolerate cuff deflation

canzule M for

+ Use upper airway for respiration, cough, throat clear, and speech

4 Manage secretions

+ Exhibit voice: quality
¢ Swallowing safely
¢
L]

Participate in care
Understand education

¢ Factors affecting weaning
¢ Patient status
4 Tube size
¢ Need and use of cuff

¢ For decannulation success
4 Sufficient air movement through upper airway when cuff is
deflated or with uncuffed tracheostomy tube
& Cuff must be completely deflated; open fenestration is
insufficient for adequate air movement

Air Whoosh - Backpressure
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RT- secretion status, cough ability, airway patency, respiratory
condition

[ d

SLP- secretion management, cough, airway patency, swallow
status

>

RN- secretion status, level of consciousness

L d

MD- medical stability, whole patient assessment,
recommendations from team

All members communicate to each other regarding the
patients readiness to decannulate
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. Communication

Patient Safety

Risk of Aspiration

Risk Associated with Trach

Tube

Infection Control

Mechanical Ventilation

Long-Term Trach Placement

Education

Staff Confidence/Knowledge

10. Plan of Care and Continuity
of Care

11. Quality of Care

12. Quality of Life
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TACT:
L LENGTH OF STAY =
Ranks Third

FACT
COST OF CARE = $219,000
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°>

‘What are your experiences — successes and frustrations, B o
solutions with Trach Team work? 2

°>

Adbvice that you would share regarding your work with %
tracheostomized/ ventilated patients?

°>

Recent research/developments you might share regarding
SLP role regarding decannulation? "
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