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There are many stages of weaning procedure that can be attained over time,
1]

This stage may be achieved using the tube in situ. However, when there in situ

sufficient oxygen then downsizing a tube may\ be of importance. There is no any
indication that if airflow the nose or mouth be enough, then regularly reducing or
changing to a fenestrated tube helps with weaning. 1 used Cuff deflation, T emptied
the cuff using synchronous suction and depression to prevent the transfer of secretions

at the top of the overblown cuff into the lungs.Gloved finger occlusion: Once Mr.

Jone was able to endure insistent periods of cuff deflation, I applied a glovec! towards |
the ehd of the tracheostomy tube to check the flow of air, flow within the tube and
through the vocal cords to the nose and mouth. The finger being in the mouth I
him to count to threel. During obstruction, I monitored Mr. Jone for symptoms of

distress if this occurs, but I had to abort the process since it caused obstruction.

complications as a result old age, so I did not do many of the
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Because Mr. Jone was not able to secrete his own emission i always assessed
a

him for sputum in the airways (Mullet et al, 201 3). The process called suctioning is

supposed to be reserved for patients who are not able to secrete theu' own secretions.
As the suction tube and suction pressure may have caused tracheal injury and may
have found the process stressful (Sherlock et al 2009). Pre-oxygenate for 30-60's
particularly in those patients getting additional oxygen (AARC, 2010); in COPD
patients this must be no more than 20% above zero (Day et al., 2002). I made sure

that a non-fenestrated inner cannula was existing through suctioning. Tha;sucﬁmi.n‘,

tube was not more than half the ID of the tube.

The tracheostomy| tube is supposed to be checked at least once da
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System 10 increase airtiow 1o the lungs.

Mﬁg is required at the start of each turn if a cuff seepage is
overheard after any process where the tube might have moved VQ-E&* (Hess, 2005).
Ischaemia can be caused by an over-inflated cuff which can result in the damage of
the :dnrgﬂ\rnamm an under-inflated cuff may cause exhalations of gastric contents

into the lungs and inhibit suitability of mechanical ventilation. Common causes of

excessive cuff pressure include; small tracheostomy tube, poor tube placing and over-
inflated cuff and lessened lung-compliance (St George's w&&g,ﬁeg.g |
methods have been proposed for specialist care of the cuff; subjective es

ssure by palpation of the pilot balloon, minimal occlusior

pressure measurement and minimum leak technique (Rose and F
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A tracheostomy avoids the ordinary upper airway mechanisms for
humidification, purification, and warming of inhaled gases. Ander usual

circumstances the point where air reaches 100% qualified humidity is just below the
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a local anesthesia. This anesthetizes the area of the neck where the whole »m%
The procedure will start only after the anesthesia has begun working. The surgeon

then makes a hole in the neck of the patient just below Adam's apple. The ¢

through the cartilage rings of the outer wall of the trachea. Then a wide eno

opened tofita tracheostomy tube. The doctor may connect the tube to a vt

wmmownun patient is needed to breathe through a machine. The tube needs to b
a

 (Ceriana, A, et al 2003).
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diaphragm disfunction, mr::_mn lung disease, coma, facial burns or surgery, infection,
injury to the larynx, injury to the chest wall, need for prolonged respiratory or
ventilator support, obstruction of the airway by a foreign body, obstructive sleep
apnea paralysis of muscles used in swallowing, tumors, vocal cord paralysis and

cancer in the neck (Huang, T. et al, 1963).

The patient to undergo tracheostomy will be told to prepare for the procedure.

This may include fasting up to 12 hours before the procedure. Most scheduled

tracheostomies are given a general anesthesia, which makes them fall asleep so as not

to feel pain. In case, the patient case was an emergency he/she will be vaccinated with
2]

a local anesthesia. This anesthetizes the area of the neck where the whole is made.

‘The procedure will start only after the anesthesia has begun working. The surgeon

‘makes a hole in the neck of the patient just below Adam's apple. The cut will go
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= The nursing diagnosis that I identified and concentrated on is trac]
this wm a medical procedure that is either temporary or
creating an opening in the neck in order to place a tube into a person's n
is implanted through a cut in the neck below the vocal cords
through the m&n, avoiding the mouth, nose, and throat. A traci
many reasons. It is commonly used in patients who require long me

ventilation, mainly to provide a more relaxed long-term airway and

from ventilatory support (Brook, G, et al 2000).
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\ The patients of tracheostomy are subjected to il(‘)ss of the ability to converse

‘ verbally which is|a great frustration for these patients (ﬁostcr, 2010; Sherlock et al.,

| 2009; Donnelly and Wiechula, 2006). The patient or the relatives should be made to

understand that lhegm"*nﬁﬂi not be able to speak with the tracheostomy tube in
| place this is because Mmr is not passing through the vocal cords. This was

applicable to Mr. Jone since members of his family because of worry wanted to listen

and hear him talk, I had to explain to them as to why he was not able to speak and I
reassured them of recovery. A one-way speaking valve or alternating finger blocking
can be used to create a voice. In the conscious patients, different means of
‘communication should be found using lip reading or electronic communication loold‘.
gne way speaking valve, if the patient wlen:tzs tube occlusion then this method is

applied 50 s to allow the patient breathing tﬁrough the vocal cords, nose, and mouth.

This may aid the patient to speak audibly. The duration of time the patient is able to
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without aspiring with the cuff overblown. In the normal situation, the cuff should be
fully deflated, and a test of swallowing is introduced —hn..ﬁa oral intake is started. The
tisk of aspiration is highest in those patients with related o pre-existing neurological
or mechanical sources of dysphagia, following head and neck surgery or in those
ongoing significant breathing problems. ,M»va of sterile water should be given to the
patient and if stood without coughing, desaturation or symptoms of aspiration on
tracheal suctioning then the patient may eat and drink. Patients under the critical care
unit are likely to have loosed appetite. A mixture of oral and enteral feeding may help
inspire swallowing and appetite while preserving nutritional needs. If the patient does
not swallow effectively he or she should be referred to speech and language

professional for further evaluation (St. George Healthcare, 2012). Mr. Jone was one.

had no appetite for any food, swallowing was difficult for him, so 1 offered

B e ———
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decannulation. This cap occludes the tube completely requiring the patients to breathe

through their nose and mouth. It is not normal to usé the cap for more than 4 hours a8
it increases the work of breathing. And may make the. E:a.a, get tired frequently. For
my patient, all this methods dint apply since he was old even in a normal situation he

would not have spoken correctly in a hurry so we just used the lips to communicate

which proved to be effective with him since he didn't have to speak.

|
Decannulation is supposed to be undertaken as soon as it is possible to minimize the

risks accompanied by a long-term tube. However, it also avoids dangers such as
airway blockage, exhalation, ventilatory failure, spectrum rendition and problem in
oral retention.

a "
The other main problem for patients with the tracheostomy is the incapability

wallow cfficiently (Foster, 2010; Sherlock et al., 2009). Some manage oral i

overblown. In the normal sif
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This may aid the patient to speak audibly. The duration of time the patient is able to

bear a speaking valve will vary from one patient to the other and that can be the best

known by observing the patient's work of breathing. For other patients” tolerance will
not pose a problem, others may have to create the time they use the valves starting

‘with a few minutes. The intention is to create tolerance to enable the patient

a
For patients who have suffered upper airway obstruction, de





