Ch 27 – Upper Respiratory Problems
Ch 27 – Upper Respiratory Problems
	


	Types – all topics are in the book & need to be reviewed on our own!!! They are subject to exam material so don’t blow it off.
nasal polyps – benign mucous membrane masses that from slowly in reponse to repeated inflammation of the sinus or nasal mucosa – bluish, glossy projection in the naris, can get as big as a grape!
deviated nasal septum – deflection of the normally straight nasal septum – due to trauma or congenital disproportion, appears bent to one side, altering the air passage, causing edema, and dryness, with possible crusting and bleeding
nasal fracture – 40% of bone injuries in facial trauma, complications include, airway obstruction, epistaxis, meningeal tears, septal hematoma, and cosmetic deformity, classified as unilateral (no displacement), bilateral (flattened look – most common) or complex (may cause additional damage to teeth, eyes or facial bones)
post-op edema – apply ice
tumors –
spasms –
paralysis –
epistaxis – nose bleed, due to trauma, foreign bodies, topical corticosteroid use, nasal spray abuse, street drug us, anatomic malformations, allergic rhinitis and tumors – stop with direct pressure pinching the entire soft lower portion of the nose for 10-15 min (Pldges – nasal tampons)
sinusitis – inflammation of the mucosa marrows or blocks the ostia (exit) and secretions accumulate behind the obstruction creating a growth of bacteria, viruses (after URI), and fungi (uncommon)
Allergic rhinitis – reaction of nasal mucosa to a seasonal, perennial triggers
Viral rhinitis – common cold or acute coryza caused by an adenovirus, spread by airborne droplets

Trachs are for long term issues














Originates from wild aquatic birds
Can be fatal
Roughly 36,000 deaths per year in the USA
Epidemic = localized – occurs in fall/winter time
Spread thru droplets
Incubation period = 1-4 days

Type A is more serious.

	


	

	

	

	


	

	


	Sudden onset of myalgia & fever separates flu from a cold (see handout)
Symptoms w/o complication usually subsides in 7 days
Complications of the flu:
              #1 = pneumonia
               #2 = Bronchitis other main complication
              Complications is what usually leads to fatality
              New symptoms SOB, abnormal lung sounds like crackles


	

	Most of the time will be the health history (how diagnosed)
Viral culture is expensive, swab back of throat or nares & takes 15 minutes to get results, not used very often

	


	Supportive measures: 
· Fever – Tylenol
· Muscle pain – analgesic
· Rehydration – fluids orally or thru IV
Preventing complications 
Vaccinations only 70-90% effective
       No vaccination if :
· Fever (have to be afebrile for 24 hours  
             before ok to give) 
· Allergy to eggs or chicken
Zanamivir – inhaled med
Tamiflu – oral med (have to be given within 48 hours of onset of 
         symptoms to be effective) same as Rimantadine (oral too??)
Droplet precautions – 5 days from diagnosis at FRMC
        If immunocompromised they stay in isolation the whole time


	


	Can occur 200-400 times or maybe even more, which can lead to severe hypoxemia and hypercapnia (high CO2)
Startle response/snort/gasps for air will relieve the obstruction briefly
Risk factors
BMI greater than 28
Men higher than women until menopause then equals out
Older than 65
Smokers
Neck circumference greater than 17”


	

	s/s HTN and other heart problems on in the list are complications if sleep apnea is not treated
affects 2-10% of the population
sleeping on side instead of on back
sx – during airway obstruction, after hemorrhaging
can use a mouth guard to keep jaw inline and mouth forward
Must use a Polysomnography for diagnosis
ETOH = alcohol – avoid 3-4 hr prior to bed
Surgery may be used to remove part of the soft palate, tonsils or uvula


	


	Sometimes these machines are not tolerated very well

	


	Trach is for  long term  - it is less traumatic and more comfortable

	

	Lose the humidification that normally occurs so that is why humidification is added
Lose filtration from nasal passages
Main differences – variations of different models
Diameter of inside of lumen
Length
Curvature
Cuff is to prevent aspiration & to keep air from escaping up & out instead of going down into lungs like it should, chance of aspiration is significantly lessened with cuffs
Fenestrated – holes in lower portion of tube beneficial for long term use and for speaking


	


	



Shows area that is bypassed
Do not give NC, O2 source attaches directly to the trach
Single cannula – one lumen – not suitable for someone with a lot of secretions 


	


	Every trach has an obturator – has a soft tip that helps with insertion
Universal = most common – has an inner & out cannula & a cuff
Fits as one unit, can be removed for cleaning
Respiratory will typically inflate cuffs for us
Single – no inner cannula
Not used if pt has a lot of secretions that they can’t expectorate on their own
Fenestrated – holes in outer cannula
Passey muir valve (pictured) 
Trach must have No cuff or cuff must be deflated, air has to be able to travel up over vocal cords
Speaking valve, it is one way for air to come in and not escape
If there is a balloon hanging off trach – there is a cuff


	

	Obturator must be kept at the bedside at ALL times, put in bag & tape to head of bed
If trach comes out need it to reinsert


	


	












A lot of these are related to overinflation of the cuff – can kill the tissue & lead to necrosis
Necrosis – due to pressure from cuff – kills the tissue
Fistula – can attach the trachea to the esophagus – food can go down the esophagus & then into the trachea – aspiration, also can have air escape and go into the stomach
Dilation – due to over inflation of the cuff
Stenosis – chronic inflammation from the cuff being over inflated – maybe scar tissue develops reduces the lumen or size of trachea itself





Tracheomalacia – softening of tracheal wall from secretions pooling above or around cuff itself – softer = weaker & could collapse during inspiration
Obstruction – incorrect size of trach tube or not in the right position, or secretions
Infection – partially related to bypassing the upper part of the airway – you lose that part of the defense mechanisms that would normally protect against infection – also possible to develop infection at stoma itself
Decannulation – can happen by coughing, can dislodge or remove it, if ties are secure it won’t happen, if this occurs use obturator  that is in a sterile trach tray at the bedside at all times
SubQ Emphysema – if air leaking around the area it can go into the tissues of the neck or travel outside of the trachea (between the trachea & the skin)
A rice krispy sound is an indication of this, air will eventually be absorbed but still needs to be addressed so that it doesn’t travel further from the localized area
Aspiration – cuff needs to be deflated for patient to be able to eat, have to assess if problem with swallowing 1st

	


	

	

	

	


	
Education – care, how often and when; speech/communication will never be able to speak normally while it is in soft hoarse, whispering sound; pain/discomfort until the site heals, once healed some discomfort while moving trach but shouldn’t be pain; body image – encourage them to seek counseling or become a member of a group; nutrition
Post-op:  
      Assess: Bleeding, drainage,  oxygenation, swelling, pain, respiratory status – getting the oxygenation that they need, 

Equip – 
      trach tray includes obturator & trach (2 of them, 1 the same size & 1 that is a size smaller)
Trach care: 
     

 Suctioning- not routine- hopefully only prn (oxygen level, rhonchi, secretions, sob, restlessness, increased HR );  semi or high fowlers if conscious,  if unconscious sidelying; hyperoxygenate at least 1 minute at 100%, use pulse ox at all times while suctioning to know if denying them oxygen, moderate pressure 100-150 on gauge, only suction coming out (helpful to have the pt exhale to help move secretions in the right direction); suction for 10 seconds at a time and for up to 3 times per setting;  stop suctioning if pulse ox drops 5% from normal if their baseline is low, if normally greater than 95% stop if drops below 90%, If HR increases/decreases significantly stop suctioning












Humidification
Trach humidifier – larger bottle of sterile water, the orange piece controls percentage of O2 (like the venture mask); reservoir bag tries to trap excess humidification so you may have to empty it, humidification is a nursing judgment, usually everyone has it because it helps to thin secretion; mucus plugs can occlude airway = respiratory distress; Change bottle of humidification every 24 hours


	


	

	

	

	


	Trach care every 8 hours & prn – 24 hours out for a new trach to change the ties, semi or high fowlers, do not use hydrogen peroxide for trach care!; Do not cut 4x4 gauze because lose fibers can be inhaled and cause pneumonia; 
Bloody secretions usually from irritation – might be from incorrect technique or suction setting may be too high, suctioning & don’t get anything back – may not have anything to bring up, or too thick to come up: increase hydration (if not contraindicated), use humid, chest physiotherapy, if not getting anything to come up you may not be going far enough in with the catheter
Dr. may order suction every 2 hrs = irritation = document refusals and assess for need
If several mucus plug or too large of plugs = emergency bronchoscopy to remove them 
Practice C & DB often with them 
Carina is very sensitive – causes coughing during suctioning


	


	

	

	· Dressing – keep clean & dried, not allowed to be submerged in water, no bathing, no swimming, have to keep the area covered so nothing goes into the stoma before it heals. Be very careful while shaving as well – risk for aspiration
· Some stomas will remain permanently open



	


	2 reasons to keep hob up – to help with chest chest compliance for expansion & also decreases the swelling to that area
Cough and DB – every 2 hours at a minimum
Change positions frequently for skin break down as well


	


	Communication boards – esp with new trachs
If they know sign language – be sure to get a translator!

	

	Tuck chin to chest opens up esophagus instead of airway, speech therapist usually tells you which interventions to use
Even with dysphagia screen you have to have a doctor’s order for diet
See hospital policy for dysphagia screening

	


	Do not have to have a doc order for I&O
Mouth care helps promote comfort & might promote appetite as well
Calorie count all meals and drinks



	


	

	

	Trach care every 8 hours & prn, might find mucus sitting on skin, on the trach shield,  or in trach if pt able to cough up their own secretions = be sure to keep area dry and clean


	


	

When vocal orders & epiglottis is bypassed they are at an increased risk for constipation (not able to bear down), assess frequency & consistency of bm
Ability to bear down is bypassed due to epiglottis not being able to close off and create pressure within the system


	


	Primary cause of cancer is smoking (esp. cigarettes) , diet low in fruits/veg, over age of 50, men more often than women

Singers develop polyps often due to overuse

	

	Squamous cell cancer – men more than women get head and neck cancer

	


	Leukoplakia = white patchy area of mouth or pharynx

Erythroplakia = red patches 






















Laryngoscopy – scope passed into the airway to used to visual the vocal cords









Care depends on the type and severity of cancer

Radiation – localized to specific area of the tumor
                     S/E dry mucous membranes, very easily irritated (red/sores), taste buds might be permanently damaged – need to do frequent oral care & keep pt hydrated, might be some specific oral rinses prescribed, avoid any rinses that have alcohol (will dry it out more), activity level – makes you fatigued, alternate rest & activity, diet – bland food, high protein, soft foods, salt could irritate area. Ice chips might be helpful, may have some skin irritation , there are some prescribed lotions that doc may order , cannot use anything on your skin within 2 hours prior to radiation
Chemo – IV, subq or oral
s/e could have nausea/vomiting, appetite loss, loss of hair, lots of different s/e to chemo drugs
Brachytherapy – similar to radiation but higher  concentration & goes to a very specific area (less surrounding tissue damage)

TNM – Tumor size, N – Number & location of lymph nodes involved, M – metastasized
Surgical - cordectomy


	


	

	

	

	


	


Hemi & supra – temp trach tubed placed during sx, once they have healed they will still be able to speak but voice may be hoarse, possible risk for aspiration (no trach for cordectomy)
Radical everything in total plus lymph nodes = permanent trach for both, will not be able to speak normally
Total laryngectomy = muscles, veins, part of mandible, jugular veins, maxillary glands, never endings, lymph nodes = permanent trach


	


	Without epiglottis  you can’t eat orally any longer
Can never fully prepare someone for an outward appearance change
Give pt as much info as possible


	

	Exercise, perform range of motion pretty quickly after sx, don’t want muscles to lock if some have been removed
Start stoma care right away if the pt is willing to learn
Drain would expect serosanguinous – check drains at least every 4 hours for patency and pressure
Blood tinged secretions  initially - use humidification


	


	

If not able to ambulate – reposition frequently

	


	In area post-op


	

	Try non-pharm interventions, distraction, repositioning
Keep head elevated will decrease swelling 
Reassess and document if intervention was helpful


	


	
Education – so pt will be aware that something might happen, or help them deal easier with things as they occur
Home care teaching includes controlling pain


	

	Advance diet as tolerated with doc’s orders
High protein foods
Daily weights
Hydrogen peroxide H2O2 - small white container with blue writing – for rinsing mouth out


	

	Assistive devices, speaking valve or handheld machine that helps pt communicate


	


	Picks up vibrations & uses a mechanical voice


	


	Take care of area so infection dosen’t further affect appearance
[bookmark: _GoBack]Improve appearance can be something as simple as covering the area with a scarf or turtleneck, so trach is not always visable


	

	#4


	

	

#1, can shower but have to cover area, don’t limit fluid, sense of taste & smell may never come back
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Nursing Diagnoses cont

 Disturbed body image



Provide privacy



Encourage personal hygiene



Encourage socialization with family & friends



Provide info on ways to improve appearance



Answer questions honestly about body 

changes



Assure patient of self-worth



Involve patient in self-care
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Improve appearance – wear high neck clothing, accessories to cover up the scars
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Question

1. Twenty-four hours after a patient had a tracheotomy, 

the tube is accidentally dislodged after a coughing 

episode. Which of the following actions should the 

nurse take first?

1. Call the health care provider.

2. Place the obturator in the tracheostomy tube.

3. Position the patient in a semi-Fowler’s position.

4. Grasp the retention sutures to spread the tracheostomy

opening.
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Question

1.	Twenty-four hours after a patient had a tracheotomy, the tube is accidentally dislodged after a coughing episode. Which of the following actions should the nurse take first?



1.	Call the health care provider.

2.	Place the obturator in the tracheostomy tube.

3.	Position the patient in a semi-Fowler’s position.

4.	Grasp the retention sutures to spread the tracheostomy opening. 
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Answer: 4

Rationale: All of the actions are indicated; however, the nurse should first grasp the retention sutures to spread the tracheostomy opening.





Question
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Question

2. The nurse is providing discharge teaching to a patient 

who had a laryngectomy. The nurse determines that 

the teaching has been effective if the patient states,

1. “I will need to cover the stoma when shaving.” 

2. “I will not be able to take a shower for 2 weeks.”

3. “I should limit my fluid intake to prevent choking spells.”

4. “My sense of taste and smell will return in 7 to 10 

days.”
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Question

2.	The nurse is providing discharge teaching to a patient who had a laryngectomy. The nurse determines that the teaching has been effective if the patient states,



1.	“I will need to cover the stoma when shaving.” 

2.	“I will not be able to take a shower for 2 weeks.”

3.	“I should limit my fluid intake to prevent choking spells.” 

4.	“My sense of taste and smell will return in 7 to 10 days.”
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Answer: 1

Rationale: 

-The patient should cover the stoma during shaving to prevent aspiration of foreign material. 

-The patient is able to shower but will need to cover the stoma to prevent water from entering the stoma opening. 

-Fluid intake should be increased, not decreased.

-Senses of smell and taste are permanently lost because the person is not able to breathe through the nose. 





Question
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 Chief complaint for upper airway disorders 

is difficulty with breathing.

 Types = nasal polyps, deviated nasal 

septum, nasal fx, post-op edema, tumors, 

spasms, paralysis, epistaxis, sinusitis, 

Allergic and viral rhinitis, etc.

 Methods of treating upper airway disorders 

= antihistamines, surgery, intubation, and 

tracheostomy
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Chief complaint for upper airway disorders is difficulty with breathing.



Types = nasal polyps, deviated nasal septum, nasal fx, post-op edema, tumors, spasms, paralysis, epistaxis, sinusitis, Allergic and viral rhinitis, etc.



Methods of treating upper airway disorders = antihistamines, surgery, intubation, and tracheostomy
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There are short sections that you need to review individually.





- Chief complaint forupper airway disorders

is difficul wih breathing

- Types = nasal polyps, deviated nasal
septum, nasal fx, posi-op edema, tumors,
‘spasms, paralysis, epistaxs, sinusits,
Allergic'and viral fhints, etc.

- Methods of reating upper airway disorders
nihistarines, surgery, intubation, and
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Influenza

 Acute viral infection of the respiratory 

tract.

 AKA “Flu”

 Epidemic seasonally

 Most at risk are very young, elderly, 

people with chronic illness, institutional 

settings, healthcare workers.

 Types A & B
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Acute viral infection of the respiratory tract.

AKA “Flu”

Epidemic seasonally

Most at risk are very young, elderly, people with chronic illness, institutional settings, healthcare workers.

Types A & B
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Influenza related deaths average 36,000 per year in the US.

Virus Originates from wild aquatic birds



Epidemics are localized outbreaks

Pandemics are global outbreaks



Spread through droplet contact

Incubation period is 1-4 days







Influenza

Acute viral nfection of the respiratory
tract,

e
Epigemicseasonally

Hostat rsk are very young, elderly
people with chroniciliness, insitutional
setings, healthcareworkers.
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Influenza cont.

 Type A = most serious form that is 

epidemic producing

 Type B = can be epidemic but generally 

milder form
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Influenza cont.

Type A = most serious form that is epidemic producing

Type B = can be epidemic but generally milder form
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Influenza cont.

- TypeA = most serious form that s
epidemicproducing

* TypeB = can be epidemic but generally
milderform
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Influenza cont.

 Clinical manifestations:



Sudden onset of symptoms



Headache



Sore throat



Myalgias (muscle pain)



Cough



Fever

 Complications
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Influenza cont.

Clinical manifestations:

Sudden onset of symptoms

Headache

Sore throat

Myalgias (muscle pain)
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Complications such as viral bronchitis or (#1) pneumonia

typically what causes death of patients with influenza

Additional symptoms include crackles and SOB



Differs from a common cold because common cold has a gradual onset

typically doesn’t have fever and myalgias associated

most symptoms are nasal with a cold.



Symptoms subside in 7 days generally





Influenza cont.

- Clinical manifestations:
onsstofsymptoms

+ Complications
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Influenza cont.

 Diagnostic Studies



Viral Cultures



Health History and Clinical Symptoms
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Influenza cont.

Diagnostic Studies

Viral Cultures

Health History and Clinical Symptoms
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Rapid Flu Test 

- takes 15 minutes

Nasal or throat swab



Health History and Clinical Symptoms

The majority of patients are no diagnosed based on viral cultures, but rather based on clinical symptoms, health history, and presence of other cases of influenza in the community





Influenza cont.

+ Diagnostic Studies
v c
« Hesitn History and Clncal Sympioms.
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Influenza cont.

 Nursing and Collaborative Care



Supportive of symptoms



Prevention of Secondary Infections



Vaccinations



Antiviral medications – Rimantadine, 

Symmetrel, Zanamivir, and Tamiflu.



Droplet precaution



Prevention is key – stay at home, good hand 

washing, cover mouth when 

sneezing/coughing
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Influenza cont.

Nursing and Collaborative Care

Supportive of symptoms

Prevention of Secondary Infections

Vaccinations

Antiviral medications – Rimantadine, Symmetrel, Zanamivir, and Tamiflu.

Droplet precaution

Prevention is key – stay at home, good hand washing, cover mouth when sneezing/coughing
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Supportive treatment 

PO fluids, or IV fluids



Vaccinations 

– can’t give if allergy to eggs/chicken or if have history of Guillain-Barre syndrome.  

- Should receive late fall, early winter each year – before start of “flu season”.  

- 70-90% effective in preventing the flu in adults.



Medications

- Given propholatically or as treatment 

– Zanamivir (given as an inhaled med) 

- Tamiflu (oral)  must be given within 1-2 days of onset of illness and is extremely effective in preventing massive multiplication of the virus. 

- Rimantadine can be used to treat type A & B in adults.  When given in first 48 hours of onset, the duration of illness is reduced.



Droplet Precautions at FRMC- 5 days; entire hospital stay if immunocompromised





Influenza cont.

+ Nursing ang Collaborative Care
- Supeorva ofsymptams.

e

on of Sacondsry Infactons.

- Vacanstons

+ Antus] megications - Rimsniading,
Syrmatel Zaname, and Tamf

- Dropistoracaton

e

on s key— stay sthoms, good nsnd
wsnng. sovarmautn wnsn

snesznglcougning






image8.emf
Obstructive Sleep Apnea

Ch. 9 (pg. 120-122)



A condition causing partial or complete upper 

airway obstruction during sleep.  



Occurs due to the tongue and soft palate falling 

backward and obstructing the pharynx.



Apneic periods last 10 to 90 seconds



Severe hypoxemia and hypercapnia occur 

during apneic periods



Risk Factors
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Obstructive Sleep Apnea
Ch. 9 (pg. 120-122)

A condition causing partial or complete upper airway obstruction during sleep.  

Occurs due to the tongue and soft palate falling backward and obstructing the pharynx.

Apneic periods last 10 to 90 seconds

Severe hypoxemia and hypercapnia occur during apneic periods

Risk Factors
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Hypoxia and high CO2 causes patient to partially awaken with a generalized startle response, snort, gasp, which causes the tongue and soft palate to move forward and the airway to open.



Can occur 200-400 times during the night.



Risk Factors

Obesity- BMI greater that 28 kg/m2

Occurs in 2-10% of population

men more than women until after menopause and then they are equal

>65 y/o most common

Neck circumference greater than 17 inches

Acromegaly- really tall people

Smokers







Obstructive Sleep Apnea
Ch. 9 (pg. 120-122)
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Obstructive Sleep Apnea



S&S = frequent awakening, insomnia, 

excessive daytime sleepiness, witnessed 

apnea, loud snoring, morning headaches, 

personality changes, irritability, HTN, cardiac 

arrhythmia, pulmonary hypertension, and 

right sided heart failure



DX:  Polysomnography (PSG)



TX:  avoid sedatives and ETOH 3-4 hr before 

bed, weight loss, sleeping positions, mouth 

guard, and surgery



CPAP or BiPAP
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Obstructive Sleep Apnea


S&S = frequent awakening, insomnia, excessive daytime sleepiness, witnessed apnea, loud snoring, morning headaches, personality changes, irritability, HTN, cardiac arrhythmia, pulmonary hypertension, and right sided heart failure

DX:  Polysomnography (PSG)

TX:  avoid sedatives and ETOH 3-4 hr before bed, weight loss, sleeping positions, mouth guard, and surgery

CPAP or BiPAP
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-Personality changes occur and morning HA from hypercapnia.  

-Chronic sleep loss leads to diminished ability to concentrate, impaired memory, failure to accomplish daily tasks and interpersonal difficulties, impotence, driving accidents more common, severe depression.

-Complications of OSA is the hypertension, right sided heart failure, pulmonary hypertension, and cardiac dysrhythmias 



DX:  sleep lab- Defines by more than 5 apneic events per hour, including a 3-4% decrease in oxygen saturation

CPAP (continuous positive airway pressure)

– nasal mask attached to a high flow blower that is adjusted to maintain positive pressure in airway during insp. and exp. (prevent airway collapse)  

-BiPAP delivers higher pressure during inspiration and lower pressure during expiration – better tolerated.

-Machines are loud, difficult to get used to, noncompliance occurs.  

-May not be able to sleep in same room as spouse because of sound.  

-Patients may be admitted to hospital and bring own sleep apnea machines, because each machine has settings that are specific to that patient.

Surgery

-Remove tonsils, uvula, and posterior soft palate

-Complications of surgery are sore throat and foul smelling breath for several days and/or airway obstruction and hemorrhage





Obstructive Sleep Apnea

85 = frequent awakening, insomis,
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Tracheostomy



Surgical incision (stoma) into the trachea to provide an 

airway



Can be done as temporary, emergency, or long-term.



Indications:



Acute/chronic upper airway obstruction



Continuous mechanical ventilation (>2weeks)



Removal of pulmonary secretions



Bilateral vocal cord paralysis



Permit oral intake and speech in long-term ventilation
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Tracheostomy

Surgical incision (stoma) into the trachea to provide an airway

Can be done as temporary, emergency, or long-term.

Indications:

Acute/chronic upper airway obstruction

Continuous mechanical ventilation (>2weeks)

Removal of pulmonary secretions

Bilateral vocal cord paralysis

Permit oral intake and speech in long-term ventilation
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Advantages of Trach. For long-term care

Less trauma to resp airway tissue

More comfortable with no tube in the mouth

Pt can eat and talk

Tube is more secure

Able to have increased mobility





Tracheostomy
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Tracheostomy cont.

 Bypasses the upper airway and glottis –

bypasses normal airway with filtration 

and humidification

 Various types of tubes



Vary is size – diameter, length, curvature



Cuff



Fenestrated


Microsoft_PowerPoint_Slide12.sldx
Tracheostomy cont.

Bypasses the upper airway and glottis – bypasses normal airway with filtration and humidification

Various types of tubes

Vary is size – diameter, length, curvature

Cuff

Fenestrated
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Diameter 

– should be smaller than the trachea 

– sits comfortably within the trachea lumen.  

- Air should pass between the outer wall of the tube and tracheal mucosa.  

- Diameter is measured in mm (8mm)



Length – should sit just above the carina.  



Cuff 

– helps during mechanical ventilation 

– doesn’t hold trach in place. 

Keeps air from escaping around trachea and tube.



- Cuff is inflated during mechanical intubation, 

- deflate when eating and placing valve for speaking 

– prevents aspiration when cuff inflated.





Tracheostomy cont.

- Bypassesthe upperainvay and gotis -
bypasses normal airway with filration
and humidification

« Various types of tubes

iengtn, cunsture
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Tracheostomy cont.

 Types of trach tubes:



Universal tracheostomy tube



Single-Cannula tracheostomy tube



Fenestrated tracheostomy tube



Speaking tracheostomy tube
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All trach tubes include an obturator and face plate

Universal (most common type)

- Has 2 parts – outer cannula with cuff and inner cannula 

- Fit together as one unit.  

- Obturator at head of bed in bag when not used.  

- Secure the outer cannula to patient with ties or velcro ties, prevent dislodgment of tube, excessive movement, or misalignment. 

- Distal end of cannula is 15mm in diameter which fits the end of a ambu bag for ventilation in emergency situation.

Single cannula 

– slightly longer than standard

- no inner cannula so shouldn’t be used on people with a lot of thick secretions since can’t remove to clean.  

- Must provide supplemental humidification to prevent obstruction of secretions.

Fenestrated 

– has either one large opening or several small along the tube.  

- Has an inner cannula which when removed allows air to move through the trachea which allows for speaking and more effective coughing.    

- Use when expect to have trach long-term.

Speaking valve 

– one-way valve gets attached to end of inner cannula

valve allows air in during inspiration and closes on expiration

 air is directed from the lungs up through the vocal cords and phonation occurs.  

- If patient has cuffed trach, deflate cuff when use the speaking valve (prevent suffocation)  

- Cuff inflation prevents exhalation
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Tracheostomy cont.

- Types oftrach tubes
+ Unvarssitmcheostomy be
+ Singia-Cannuia rachsostomy tube
+ Fanestitad tacheostomy be
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Obturator helps to insert trach in place without causing damage to mucosa – keep extra at head of bed taped to wall in case of accidental decanulation – will need to replace trach.
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Potential Problems with 

Tracheostomy Tubes and 

Cuffs

 Tracheal wall necrosis

 Tracheoesophageal fistula

 Tracheal dilation

 Tracheal stenosis
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- Tracheal cuff pressures should not exceed 20mmHg or 25 cm H2O 

with greater pressures on the mucosa ischemia and necrosis may result.    

Damage to tracheal mucosa from cuffs can occur in 3-5 days. 



Fistula 

– abnormal opening between the posterior trachea and esophagus due to necrosis.  

- Air can escape to stomach and lead to distension, and aspiration can occur.  



Dilation 

– prolonged intubation can lead to this from the cuff.  

- More and more air is needed in cuff is a clue to this



Stenosis 

– narrowing of the trachea can be from 1week to years later.  

- Related to chronic inflammation, fibrosis, necrosis, scar formation, excessive movement of the tube

- Prevent with right size tube, adequate cuff pressures, preventing infection, and reduce movement of tube. 







Potential Problems with
Tracheostomy Tubes and
Cuffs

- Trachealvall necrosis

- Tracheoesophagea fistla
- Tracheal dilation

- Tracheal stenosis
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Potential Problems cont.

 Tracheomalacia

 Airway obstruction

 Infection

 Accidental decannulation

 Subcutaneous emphysema

 Aspiration


Microsoft_PowerPoint_Slide18.sldx
Potential Problems cont.

Tracheomalacia

Airway obstruction

Infection

Accidental decannulation

Subcutaneous emphysema

Aspiration





















18

Tracheomalacia 

– softening of the trachea due to secretions pooling above the cuff and thinning the cartilage.  

- The weakened area can collapse during inspiration and impede air flow. 

Obstruction 

– can be from several things: secretions, kinking of tube, misallignment of tube, cuff overinflation

- Initially the pt should receive humidified air to compensate for the upper airway warming and moisturizing of secretions

Infection 

– since bypassing normal upper airway  

– stoma site can get infected 

- lower airway due to our equipment

Accidental decannulation – from coughing or manipulation of ties, 

serious problem- stoma can close in < 4 day old sites, 

If post-op retention sutures are still intact- untilize these to keep the stoma open

need obturator in immediately and replace 

hyperextend neck, provide oxygen, call respiratory stat.

Keep a replacement tube of equal or lesser size at bedside for emergency reinsertions

SQ emphysema – air escapes around tube into skin of neck, usually not a problem, gets absorbed.

Aspiration

When the cuff is deflated the pt is at risk for aspiration

The hospital has a policy for nursing to perform a bedside swallow study

Speech therapy can evaluate as well

Proper deflation of the cuff includes:

Have the pt cough up secretions or suction

Then have the pt exhale while deflating the cuff

Have the pt cough or suction again

Re-inflate the cuff during inspiration







Potential Problems cont.

« Tracheomalacia

+ Airway obstruction

« Infection

+ Accidental decannulation
- Subcutancous emphysema
« Aspiration
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Nursing Management of 

Tracheostomy

 Pre – op:



Education

 Post – op:



Frequent assessment 



Have equipment at bedside



Trach care



Humidification
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Pre-Op Education

Communication	Nutrition	Comfort

Oxygenation		Equipment	What happens during procedure

Routine care	Include support system



Ask what will be assessed?

	respiratory status	trach site	ventilation 

	perfusion	 	VS	hemorrhaging

	secretions		color	consistency 



Trach care includes 

changing ties (>24hours old) 

Cleaning around stoma and changing dressing 

cleaning inner cannula 

suctioning 



-Have 2 size trachs at bedside, one same size and one smaller in case of dislodgement.  

-If dislodges, nursing is to try and immediately reinsert 

-call respiratory stat





Nur:

g Management of
Tracheostomy

- Pre-op:
- Esucston
- Post- op:

- Have zqupmantatos:

« Fumteston
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GOING OVER THIS IN LAB



**FOUND IN MANY PLACES: LEWIS, SKILLS BOOK, ATI, AND THE CHECKLIST ON EDVANCE



Assess need for suctioning



Explain procedure to patient



Sterile technique



Hyperoxygenate patient before suctioning



Only apply suction when withdrawaling catheter 
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LSS RN Procedure for S

1. Assess the need for suctioning g2hr. Indications include coarse
crackles or rhonchi over large airways, moist cough, increase in peak
inspiratory pressure on mechanical ventilator, and restlessness or ag-
itation if accompanied by decrease in SpO, or PaO,. Do not suction
routinely or if patient is able to clear secretions with cough.

2. If suctioning is indicated, explain procedure to patient.

3. Collect necessary sterile equipment: suction catheter (no larger than
half the lumen of the tracheostomy tube), gloves, water, cup, and
drape. If a closed tracheal suction system is used, the catheter is en-
closed in a plastic sleeve and reused. No additional equipment is
needed.

4. Check suction source and regulator. Adjust suction pressure until the
dial reads —120 to —150 mm Hg pressure with tubing occluded.

5. Assess SpOy, heart rate and rhythm to provide baseline for detecting
change during suctioning.

6. Wash hands. Put on goggles and gloves.

7. Use sterile technique to open package, fill cup with water, put on
gloves, and connect catheter to suction. Designate one hand as con-
taminated for disconnecting, bagging, and operating the suction con-
trol. Suction water through the catheter to test the system.

8. Provide preoxygenation by (1) adjusting ventilator to deliver 100%
Oy; (2) using a reservoir-equipped manual resuscitation bag (MRB)
connected to 100% oxygen; or (3) asking the patient to take 3-4
deep breaths while administering oxygen. The method chosen will
depend on the patient’s underlying disease and acuity of illness. The

10.

11

12.

13.
14.

15.

16.
T

18.

patient who has had a tracheostomy for an extended period of time
and is not acutely ill may be able to tolerate suctioning without use
of an MRB or the ventilator.

. Gently insert catheter without suction to minimize the amount of ox-

ygen removed from the lungs. Insert the catheter the length of the
artificial airway. Stop if an obstruction is met.

Withdraw the catheter ,—% inch (1-2 cm) and apply suction inter-
mittently, while withdrawing catheter in a rotating manner. If secre-
tion volume is large, apply suction continuously.

Limit suction time to 10 seconds. Discontinue suctioning if heart
rate decreases from baseline by 20 beats/minute, increases from -
baseline by 40 beats/minute, a dysrhythmia occurs, or SpO, de-
creases to less than 90%.

After each suction pass, oxygenate with 3—4 breaths by ventilator,
MRB, or deep breaths with oxygen.

Rinse catheter with sterile water (if in suction kit).

Repeat procedure until airway is clear. Limit insertions of suction
catheter to as few as needed.

Return oxygen concentration to prior setting.

Rinse catheter and suction the oropharynx or use mouth suction.
Dispose of catheter by wrapping it around fingers of gloved hand
and pulling glove over catheter. Discard equipment in proper waste
container.

Auscultate to assess changes in lung sounds. Record time, amount,
and character of secretions and response to suctioning.
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GOING OVER THIS IN LAB



**ALSO FOUND IN LEWIS, SKILLS BOOK, ATI, AND EDVANCE TRACH LESSON CHECKLIST



Semi-Fowlers position



Respiratory assessment first; may require suctioing before trach care



Clean gloves to removed solid materials; Sterile gloves to clean and redress



**DISREGARD HYDROGEN PEROXIDE**  EBP DOES NOT INCLUDE THIS



Do not remove old trach ties until new ties are secured; do not remove trach ties for 24hrs post op



Do not cut a slit in gauze to go around trach; patient can inhale loose fibers into their lungs



Completed at least once a shift
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TABLE 27-7

AR AL L= B DR 2 Dl Lo s s e e e e

acheostomy Care

oo s ®

. Explain procedure to patient.
. Use tracheostomy care kit or collect necessary sterile equipment

(e.g., suction catheter, gloves, water, basin, drape, tracheostomy
ties, tube brush or pipe cleaners, 4 X 4 gauze pads, hydrogen per-
oxide [3%], sterile water, and tracheostomy dressing [optional]).
Note: Clean rather than sterile technique is used at home.

. Position patient in semi-Fowler’s position.

. Assemble needed materials on bedside table next to patient.

. Wash hands. Put on goggles and clean gloves.

. Auscultate chest sounds. If rhonchi or coarse crackles are present,

suction the patient if unable to cough up secretions (see Table 27-6).
Remove soiled dressing and clean gloves.

. Open sterile equipment, pour sterile H,O and hydrogen peroxide in

basins, and put on sterile gloves.

. Unlock and remove inner cannula, if present. Many tracheostomy

tubes do not have inner cannulas. Care for these tubes includes all
steps except for inner cannula care.

. If disposable inner cannula is used, replace with new cannula. If a

nondisposable cannula is used:

a. Immerse inner cannula in 3% hydrogen peroxide and clean inside
and outside of cannula using tube brush or pipe cleaners.

b. Drain hydrogen peroxide from cannula. Immerse cannula in sterile
water. Remove from sterile water and shake to dry.

c. Insert inner cannula into outer cannula with the curved part
downward and lock in place.

10.

i

12.

13.

14.

15.

Remove dried secretions from stoma using 4 X 4 gauze pad soaked
in hydrogen peroxide. Rinse with another 4 X 4 soaked in sterile wa-
ter. Gently pat area around the stoma dry. Be sure to clean under the
tracheostomy faceplate, using cotton swabs to reach this area.
Maintain position of tracheal retention sutures, if present, by taping
above and below the stoma.

Change tracheostomy ties. Use two-person change technique or se-
cure new ties to flanges before removing the old ones. Tie tracheos-
tomy ties securely with room for one finger between ties and skin
(see Fig. 27-8). To prevent accidental tube removal, secure the tra-
cheostomy tube by gently applying pressure to the flange of the
tube during the tie changes. Do not change tracheostomy ties for

24 hr after the tracheotomy procedure.

As an alternative, some patients prefer tracheostomy ties made of
Velcro, which are easier to adjust.

If drainage is excessive, place dressing around tube (see Fig. 27-8).
A tracheostomy dressing or unlined gauze should be used. Do not
cut the gauze because threads may be inhaled or wrap around the
tracheostomy tube. Change the dressing frequently. Wet dressings
promote infection and stoma irritation.

Repeat care 3 times a day and as needed.














image23.emf

Microsoft_PowerPoint_Slide23.sldx






















23

Clean with ½ H2O2 and ½ NS (our hospital policy is NS only)



Remove cannula to clean or replace if disposable



Gauze under face plate protects skin from mucous and breakdown.  
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Decannulation

 Removal of the tracheostomy

 Place dressing over stoma until healed

 Stoma typically closes in several days
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Tracheostomy can be removed when the pt is able to adequately exchange air and expectorate secretions



Steri-strips are placed over the stoma and covered with an occlusive dressing that should be changed when wet or soiled

The stoma could be splinted with a finger when coughing, swallowing, or speaking





Decannulation

+ Removal of the trachesstomy
+ Place dressing overstoma until healed
+ stoma typically closes n several days
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Nursing Care: Ineffective 

Airway Clearance



Monitor Respiratory 

status



Keep HOB elevated 

30-40 degrees



Change position 

frequently



Provide humidification



Adequate hydration



Cough and deep 

breathing



Trach care (sterile)



Ventilator



Bronchodilators



Early ambulation



Suctioning PRN



Mouth care (prevents 

pneumonia)
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Nursing Care: Ineffective Airway Clearance



Monitor Respiratory status

Keep HOB elevated 30-40 degrees

Change position frequently

Provide humidification

Adequate hydration

Cough and deep breathing







Trach care (sterile)

Ventilator

Bronchodilators

Early ambulation

Suctioning PRN

Mouth care (prevents pneumonia)
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Nursing Care: Ineffective
Airway Clearance
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Nursing Care: Impaired 

Verbal Communication

 Call bell in reach

 Communication boards

 Speaking valve when able

 Sign Language
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Nursing Care: Impaired Verbal Communication

Call bell in reach

Communication boards

Speaking valve when able

Sign Language
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Deflating cuff may allow exhaled air to move over vocal cords but patient must be assessed for aspiration with cuff deflated.



When use speaking valve, cuff must be deflated.







Nursing Care: Impaired
Verbal Communication

- Callbellnreach
- Communication boards

+ Speaking valvewnen able
- signLanguage
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Nursing Care: Impaired 

Swallowing or Risk for 

Aspiration



Swallow evaluation



Assess for gag reflex



Chin to chest technique



Sit upright



Thicken liquids



Semi-solid consistency



Cuff deflated
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Nursing Care: Impaired Swallowing or Risk for Aspiration



Swallow evaluation

Assess for gag reflex

Chin to chest technique

Sit upright

Thicken liquids

Semi-solid consistency

Cuff deflated
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Impaired swallowing 

– swallow evaluation 

– assess with thin liquids 

– blue tinged to assess for aspiration or therapist to do eval 

- sit upright, thicken liquids, semi-solid consistency, chin toward chest to close glottis during swallowing.  

- Cuff deflated.







Nursing Care: Impaired
Swallowing or Risk for
Aspiration
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Nursing Care: Imbalanced 

Nutrition: Less than Body 

Requirements



Monitor weight



Calorie count



I+O



High calorie, high protein foods



Thicken liquids



Assess swallowing



Mouth care at least every 8 hours
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Nursing Care: Imbalanced Nutrition: Less than Body Requirements



Monitor weight

Calorie count

I+O

High calorie, high protein foods

Thicken liquids

Assess swallowing

Mouth care at least every 8 hours
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Mouth care promotes patient comfort and appetite







Nursing Care: Imbalanced
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Nursing Care: Impaired 

Gas Exchange



Monitor respiratory status



ABG



Pulse oximetry



Cough and deep breath



Suction PRN



Monitor for hypoxia



Semi-fowlers or higher position
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Nursing Care: Impaired Gas Exchange



Monitor respiratory status

ABG

Pulse oximetry

Cough and deep breath

Suction PRN

Monitor for hypoxia

Semi-fowlers or higher position
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Nursing Care: Impaired
Gas Exchange

« Nantorfornysoxs
+ Semfowarsor ngnarsoston
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Nursing Care: Risk for 

Infection



Trach care



Proper gauze



Mouth care



Sterile suctioning



Hand washing



Assess skin around tracheostomy site
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Nursing Care: Risk for Infection



Trach care

Proper gauze

Mouth care

Sterile suctioning

Hand washing

Assess skin around tracheostomy site
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Trach care is typically completed once every 8 hours but more if needed







Nursing Care: Risk for
Infection
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Nursing Care: Risk for 

Constipation



Stool softeners



Laxatives



Enemas PRN



Monitor bowel sounds



Monitor BM 
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Nursing Care: Risk for Constipation



Stool softeners

Laxatives
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Monitor bowel sounds

Monitor BM 
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When glottis and vocal cords are bypassed, the pt can not perform a valsalva maneuver and therefore constipation may occur.  

- Stool softeners, laxatives, enemas PRN







Nursing Care: Risk for
Constipation
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Neoplastic Disorders

 Benign tumors of larynx = polyps



Most common (from over use of vocal cords)



Most common symptom is hoarseness



TX = voice rest, hydration, or surgical 

removal

 Cancer of the Head and Neck



Includes paranasal sinuses, oral cavity, 

nasopharynx, oropharynx, and larynx


Microsoft_PowerPoint_Slide32.sldx
Neoplastic Disorders

Benign tumors of larynx = polyps

Most common (from over use of vocal cords)

Most common symptom is hoarseness

TX = voice rest, hydration, or surgical removal

Cancer of the Head and Neck

Includes paranasal sinuses, oral cavity, nasopharynx, oropharynx, and larynx





















32







Neoplastic Disorders

+ Benigntumors oflarynx
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 Etiology of Head and Neck Cancer



Primary cause is cigarette smoking



Alcohol



Diets poor in fruits and vegetables



Voice abuse



HPV infection



90% of patients are over 50 years old

 Pathophysiology of Cancer



Head and neck cancer arises from mucosal 

surfaces and is typically squamous cell in 

origin
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Etiology of Head and Neck Cancer

Primary cause is cigarette smoking

Alcohol

Diets poor in fruits and vegetables

Voice abuse

HPV infection

90% of patients are over 50 years old

Pathophysiology of Cancer

Head and neck cancer arises from mucosal surfaces and is typically squamous cell in origin
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An estimated 47,000 cases are diagnosed in America each year



Men 2-5 times more prevalent than women
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

S&S: 

 Oral cavity:  painless growth in mouth, ulcer that 

doesn’t heal, change in fit of dentures.  Pain is a 

late symptom & aggravated by acidic foods

 Oropharynx, hypopharynx, and supraglottic larynx:  

persistent unilateral sore throat or ear pain, 

hoarseness, lump in throat, voice quality changes.  

Late = dysphagia, pain, decreased mobility of 

tongue, airway obstruction, cranial nerve 

neuropathies, leukoplakia or erythroplakia in oral 

cavity
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S&S: 

Oral cavity:  painless growth in mouth, ulcer that doesn’t heal, change in fit of dentures.  Pain is a late symptom & aggravated by acidic foods



Oropharynx, hypopharynx, and supraglottic larynx:  persistent unilateral sore throat or ear pain, hoarseness, lump in throat, voice quality changes.  Late = dysphagia, pain, decreased mobility of tongue, airway obstruction, cranial nerve neuropathies, leukoplakia or erythroplakia in oral cavity
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Leukoplakia = white patch in oral cavity

Erthroplakia = red patch in oral cavity





iy painessgrowthin moth,uicer

doastt el change n i of dntures. Fains 3
s symeton 235

by aciic foods

rasupragoi e
e sient e e o o
Foarszness o rinvat oce






image35.emf
Diagnostic Testing



Laryngoscopy



CT scan



MRI



PET



Biopsy


Microsoft_PowerPoint_Slide35.sldx
Diagnostic Testing



Laryngoscopy

CT scan

MRI

PET

Biopsy























35







Diagnostic Testing

+ Layngoscony
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Collaborative Care

 Radiation

 Chemotherapy

 Brachytherapy

 Surgical intervention



Based on TNM staging



Goal- remove CA, maintain adequate airway 

function, achieve acceptable physical 

appearance
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Collaborative Care


Radiation
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Brachytherapy

Surgical intervention

Based on TNM staging

Goal- remove CA, maintain adequate airway function, achieve acceptable physical appearance
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Treatment choice depends on medical history, extent of disease, cosmetic considerations, urgency of treatment and patient choice

T = tumor size 

N = number and location of node involvement 

M = extent of metastasis  - Stage I - IV

Radiation (effective with early vocal cord lesions)

Side effects

Dry mouth due to decreased saliva- treated with medications, hydration, sugarless gum, frequent mouth care

Fatigue- treated with frequent rest periods and light regular exercise

Stomatitis (painful ulcers)- treated with bland foods, ice chips, meds

Red sensitive skin at the radiation site- treated with prescribed lotions, nothing on the skin 2 hours before radiation treatment, avoid sun exposure, use sunscreen

Chemotherapy

Often use in conjuction with radiation for those with unresectable tumors

Cisplatin and Erbitux (chemo meds)

Brachytherapy 

– concentrated and localized method of delivering radiation that involves placing a radioactive source into or near the tumor.  

- The goal is to deliver high doses of radiation to the target area while limiting exposure of surrounding tissues.  

- Radioactive seeds are placed in the needles and injected into tumor area







Collaborative Care

Radiation
Ghemotherapy
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Surgicalintervention
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Surgical Therapy



Cordectomy – partial removal of one vocal cord



Hemilaryngectomy – removal of one vocal cord 

(half of the larynx)



Supraglottic laryngectomy – removes false 

vocal cords and epiglottis 



Total laryngectomy – entire larynx and 

preepiglottic region is removed 



Radical neck resection – removal of lymph 

nodes 



Modified neck dissection- spares as much as 

possible
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Surgical Therapy

Cordectomy – partial removal of one vocal cord

Hemilaryngectomy – removal of one vocal cord (half of the larynx)

Supraglottic laryngectomy – removes false vocal cords and epiglottis 

Total laryngectomy – entire larynx and preepiglottic region is removed 

Radical neck resection – removal of lymph nodes 

Modified neck dissection- spares as much as possible
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Supraglottic 

– temporary trach and high risk for aspiration due to removal of epiglottis.



Hemi and supra- temporary trach placed still able to talk afterwards but voice will be hoarse.  

Total-permanent trach placed and unable to talk after



Radical neck resection typically done at same time of total to prevent spread through lymphatic system.



Along with total laryngectomy and radical neck the following may also be removed 

– sternocleidomastoid muscle 

- internal jugular vein 

- mandible 

- submaxillary gland 

- part of thyroid and parathyroid glands 

- spinal accessory nerve
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Nursing Management



Pre – op education



Monitor nutritional status – albumin, protein



Monitor electrolytes, CBC



Oral hygiene



Discuss alternatives to communication and feeding



Discuss the potential for changes in outward 

appearance



Smoking cessation when appicable
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Nursing Management
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Nursing Management cont



Post – op

 Monitor respiratory status – maintain patent 

airway

 Assess tracheostomy and incision site for 

infection

 Semi-fowlers position

 VS

 Assess drains & dressing

 Suction PRN

 Exercise program

 Stoma care 

 Home care – stoma, incision, speech
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Inflammation at surgical site can compress the trachea.



Semi-fowlers position – decreases edema and tension on suture lines



VS – assess for hemorrhage and respiratory compromise



Drains

Should be serosang

Monitor for patency every 4 hours

Document amount and character of drainage

After drainage tubes are removed monitor area for swelling



Initially may have copious amount of blood tinged secretions and may benefit from a humidifier



Exercise program initiated for affected shoulder and neck to prevent decrease in ROM or frozen arm/shoulder





Nursing Management cont
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Nursing Diagnoses con’t

 Ineffective airway clearance



Monitor respiratory status



Cough and deep breathing



Early ambulation



Suction trach PRN



Humidified air or oxygen



Trach care
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Nursing Diagnoses cont

 Ineffective tissue perfusion R/T tissue 

edema



HOB 30-40 degrees



Monitor VS



Monitor patency of drains



Clean incision to prevent infection
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Nursing Diagnoses cont

Ineffective tissue perfusion R/T tissue edema

HOB 30-40 degrees

Monitor VS

Monitor patency of drains

Clean incision to prevent infection
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Nursing Diagnoses cont

 Acute pain



Assess pain every hour 



Administer pain medications PRN



Keep HOB elevated 30-40 degrees 
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HOB elevated to prevent edema
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Nursing Diagnoses con’t

 Anxiety R/T lack of knowledge



Education



Encourage sharing of feelings of physical 

appearance changing



Information about post-operative care –

trach, incisions, pain, alternatives to 

communication
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Nursing Diagnoses cont



Imbalanced Nutrition:  Less than body requirements



Frequent oral hygiene with saline rinses or dilute 

H2O2



Tube feedings as ordered



Monitor caloric intake – high calorie foods



I+O



Weight



Advance diet as tolerated



Monitor swallowing for signs of aspiration



HOB elevated during feedings
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Nursing Diagnoses cont

 Impaired Verbal communication



Communication boards



Call bell in reach



Speech therapy



Assistive devices



Allow adequate amount of time for 

communication
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Assistive devices 

– can be surgically implanted or have artificial devices that can place in mouth or on side of neck and uses vibrations to make sound



Esophageal speech 

– swallowing air, trapping it in esophagus and releasing to create a sound (sounds like a burp)



Passey Muir Valve
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