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What is post extubation dysphagia?

ETT on base of tongue can lead to atrophy
of muscles

Lack of airflow through larynx and pharynx
combined with presence of ETT leads to
altered laryngeal and pharyngeal
sensation > reduced cough reflex

Build up of material (food, drink or saliva)

Relc_zluced swallow frequency > increased
saliva

Inflated cuff and presence of ETT can lead
to reduced frequency of swallowing and
disuse atrophy

In complete laryngeal closure during the
swallow > aspiration

Impacts on the oesophzifeal s]Phincter
opening duration > build up of residue >
tips into the airway > aspiration

Intubations can cause trauma to the vocal
cords/larynx resulting in reduced airway
protection
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Prevalence:

« Rates vary from 10% to 62%

« Approximately 50% of patients
with post-extubation dysphagia |
(PED) will aspirate silently
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Table 1 Laryngeal complications after tracheal intubation and
tracheostomy. VC, vocal cord.

Complications associated = Complications associated

with tracheal intubation with tracheostomy
Early As for tracheal intubation,
Laryngeal oedema plus:

VC palsy or paresis (unilateral  Stoma infection, wound

or bilateral) breakdown and granulation
Desensitisation of the Incoordinated glottic closure
laryngopharynx with mechanical ventilatory
Aspiration or aspiration airflow

pneumonia VC tremor

Dysphagia Dysphonia

Impaired saliva secretion Prolonged cuff inflation
management and airway leading to:

protection Desensitisation
Intubation granuloma Stasis of secretions

VC ulceration Incoordinated glottic
Erythema closure

Polyp Poor cough strength

VC atrophy or bowing Aspiration risk
Dysphonia: temporary

hoarseness
Late

VC palsy or paresis
Arytenoid cartilaginous
I&‘::yp:::; rores trauma: fixation, subluxation
True vocal or dislocation

d .
=2 Persistent laryngeal oedema

§ Thyroid Epiglottis Dysphagia
e VC atrophy
False vocal cord —Felse vocal cord Anterior glottic web

Impaired saliva secretion

~True vocal cord management and airway

protection
__ Leftrecurrent Aspiration
laryngeal nerve Cuneiform tubercle Y arvenoid b i
- Rima glotidis chie Dysphonia: prolonged
—— Corniculate tubercle J ©3r11age hoarseness
Very late

Glottic or subglottic stenosis

Wa”ace et al 2021 Laryngeal or tracheomalacia

From vagus nerve
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What’s the implication of post extubation
dysphagia?
* Recurrent aspiration pneumonia
* Re-intubation
* The need for a trache
* Prolonged length of ICU/ hospital stay
* The need for a PEG
* Increased risk of mortality
* Persistent symptoms of dysphagia after discharge from hospital
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Risk factors for post extubation dysphagia
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Why Screen?

* Dysphagia screening after Stroke is well established and has shown to
reduce odds for pneumonia, mortality, LOS and is now included in
national guidance

* Silent aspiration in stroke = ~30%
* Silent aspiration in PED = ~70%
* No Specific Screening Tool for PED
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Aims of the project

* To improve the consistency of approach to recommencement of oral intake after extubation by the
introduction of a post-extubation dysphagia screening tool.

* To evaluate the introduction of a PED screening tool

* To look at the effectiveness of L-PEDS and by early identification of patients that are not dysphagic, should
ensure that they are able to commence oral intake more quickly.

* By using a screening tool that can be repeated, it should ensure that patients with a quickly resolving
dysphagia are not kept nil-by-mouth unnecessarily.

* To ensure all patients that require SLT input, are referred

* Nursing staff to feel confident in their decisions/ management of patients swallowing who have recently
been extubated



The Leeds Teaching Hospitals [\/aM

NHS Trust

Objectives:

*To ensure that 280% of patients identified with post-extubation dysphagia are referred to speech and
language therapy for assessment and management.

*To evaluate the impact of the introduction of L-PEDS on a range of patient outcomes e.g. time to consistent
oral intake, ICU length of stay, reintubation rates, tracheostomy insertion rate

*To evaluate the impact of the introduction of L-PEDS on services including, time spent by nursing staff
completing L-PEDS, number of referrals to SLT, number of specialist dysphagia assessments (i.e., FEES or VFSS).
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When should LPEDS be used?

« With patients who have been intubated for >24 hours v
* In the first hour post-extubation

* 21 hour post-extubation v/

« With patients with a tracheostomy 3§

« With patients at end of life 3¢

« By staff that have completed the L-PEDS training \/
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Method:

* Initial project work started in 2017

* Baseline audit of number of patient extubated patient who would have been suitable for the L-PEDS screen

» Collecting 10 weeks worth of pre-intervention baseline data and comparing that with post-intervention data
after the L-PEDS is introduced

» Patients criteria: will be identified for each of the 10 weeks prior to L-PEDS implementation:
o i) Intubated for >24 hours

o ii) Were given something to eat or drink post-extubation (i.e., can have subsequently gone on to be reintubated or
have a tracheostomy)
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Method:

* E-learning training package that is live on LTHT’s trust training interface

e R&l approval

* All nurses that have completed their Step One competencies, will be trained
» Key ‘L-PEDS’ trainers — Senior sister, sister and clinical educator

e Multi Centre - Royal Free Hospital and Barnet Hospital
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Next steps

* To look at the effectiveness of the screen — validate against gold
standard FEES

* Claire is awaiting the outcome of a Stage 2 Application for an NIHR
Research for Patient Benefit grant, to evaluate LPEDS.
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Thank you for listening
Any Questions?

@ abby.clay@nhs.net
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