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Abstract: 
 
AIM: This study aimed to identify the preparations, clinical consistencies, management 
consensus and current practice patterns among the Speech language pathologists while treating 
tracheostomy patients with and without mechanical ventilator within the kingdom of Saudi Arabia. 
METHODS: The questionnaire used by Ward et al., [2007, 2008 and 2012] and McGowan et al, 
[2014] in their respective studies was adapted for this study with approval from the authors. Thirty-
eight Speech language pathologists working in Saudi Arabia responded to this survey and their 
responses were recorded. 
RESULTS: Response analysis revealed low consensus in clinical practice patterns of the speaking 
valve fitting in ventilated patients, decision making of the type of tracheostomy tube and 
decannulation recommendations, whereas moderate consensus expressed in using speaking 
valve in tracheostomy patients without mechanical ventilator and dysphagia management in such 
patients.  
CONCLUSION: The findings of this study warrant the need to establish an academic based 
training program, formal multidisciplinary team and clinical care pathway in respective 
institutions and hospitals for timely referral and managements of tracheostomy patients with and 
without mechanical ventilation. This study advocates the respective professional governing body 
to announce a position statement for managing tracheostomized patients and need for periodic 
training or continuing professional educations to enhance the preparedness of the Speech 
language pathologists in Saudi Arabia. 
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racheostomy is performed for airway 
maintenance, ventilation, in severe 

dysphagia patients for removal of secretions, 
or as an alternate airway. The presence of the 
tracheostomy tube in patients may be 
permanent or temporary. The presence of 
tracheostomy tube could lead itself to voice 

and swallowing problems. There is reportedly 
high incidence [50% to 87%] of aspiration in 
tracheostomized patients who pose potential 
risk of developing aspiration pneumonia [1]. 
Successful Tracheostomy weaning could be 
achieved by well-established stable 
respiratory status, achieving good oral 
secretion management and safe oral 
nutritional intake; Optimized verbal 
communication, educating the patient and the 
family members on the safe and hygienic 
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trach care in case patient required permanent 
tracheostomy tube. Optimized verbal communication, 
educating the patient and the family members on the safe 
and hygienic trach care in case patient required 
permanent tracheostomy tube. To summarize, successful 
tracheostomy weaning / management could be a result of 
well-defined efficient multidisciplinary team, well tested 
and established policies and procedure and it reflects on 
the training and the competencies of the team members. 
The scope of practice by Speech language pathologists 
(SLPs) in tracheostomy management in-patient with or 
without mechanical ventilation is not only restricted to 
optimizing and managing communication and dysphagia. 
SLPs also participate in the decision-making and 
selection of tracheostomy tubes and course of achieving 
the milestones in weaning process [2, 3].  In the current 
context of medical rehabilitation, the tracheostomy 
patient loads dealt by the SLPs are becoming more 
complex and diverse [4] and their involvement on the 
tracheostomy weaning is considered as a key contribution 
in the critical care [5] and multidisciplinary tracheostomy 
team [6, 7]. 

Despite this expanding scope of practice and the role 
played by the SLPs in the tracheostomy management, less 
is known on what is being done throughout the SLPs 
academic and professional training in order to achieve 
quality practice standard and their competency. In 
addition, very less literature had been done focusing on 
the clinical consistency of the skills performed by the 
SLP on tracheostomized population. No validated 
information available on how they are practicing being a 
vital member of the tracheostomy weaning team. 
From this survey, we reached out to the practicing SLPs 
working with the patients with tracheostomy tube in the 
Kingdom of Saudi Arabia and attempted to establish the 
clinical consensus towards their understanding of the 
scope of practice, practice patterns, their competency and 
method of training obtained. 

Few such studies were done in the past aiming to 
investigate the clinical consistency and the service 
consensus by the SLPs working with tracheostomized 
patients in countries like Australia and United Kingdom 
(UK) [8, 9]. Study conducted among Australian SLPs, 
revealed that most of their clinical practice was in line 
with the published research evidenced and the practice 
guidelines prescribed by their national body governing 
the SLPs. However, there were also some aspects that 
showed practice inconsistencies among the SLPs, which 
was due to the limited evidences and/ or conflicting 
expert opinion. Another similar study was conducted 
examining the clinical patterns of the practicing SLPs in 
the UK [9]. They found that there was a moderate to high 

consistencies in various areas of practices among SLPs in 
UK in line with the literature evidence and national 
guidelines. The high consistencies were observed in the 
practice of assessment and management, Subjecting 
patients to instrumental assessment of swallowing, use of 
cuff deflation and reflation protocols and in the use of 
speaking valve.  

The field of speech language pathology is relatively 
new to Saudi Arabia. The first Audiology and SLP 
program was established at King Saud University about 
30 years ago. The Saudi Society of Speech-Language 
Pathology and Audiology [SSSPA] was officially 
established in 2003. As of 2018, in the Kingdome of 
Saudi Arabia, only 29 hospitals out of 196 hospitals that 
was surveyed render SLP services employing a total of 
183 SLPs. Only, 20 hospitals provide voice and 
swallowing related services [10]. However, the number 
of SLPs practicing in the area of tracheostomy 
management was not ascertained. 

This questionnaire-based survey was electronically 
distributed to the working SLPs in the hospitals in Saudi 
Arabia. The Questionnaire consists of different sections 
like participant demographics, their training and 
confidence levels in handling patients with tracheostomy, 
their clinical roles and responsibilities in their setting 
while handling tracheostomized patients, their skills and 
decision making in using speaking valve and dysphagia 
management. The questionnaire predominantly consists 
of closed choice rating like responses that could be used 
in analyzing the responding SLPs clinical consensus on 
the specific questions and this shall be represented in 
percentage. 

This study aims to explore and identify the areas that 
required immediate attention in helping the speech 
language pathologists at various level of experiences to 
achieve the required competencies for treating patients 
with tracheostomy with or without ventilators. Hence, 
this study aims to identify the current pattern of practice 
by SLPs in treating adult patients with tracheostomy in 
the kingdom of Saudi Arabia.  

 
Materials and Methods 
This study involves online distribution (Google Forms) of 
the questionnaire to the SLPs working in the Kingdom of 
Saudi Arabia. The questionnaire was developed by Ward 
et al., [8, 11, 12 ] and used by McGowan et al, [9] for their 
study in UK SLTs from which this was adapted. Prior 
permission was sought through email from the authors. 
The survey questions would be adapted appropriately and 
distributed. The outcome of the survey response would be  
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analyzed for the presence of clinical skills consistency 
among the SLPs working with patients who are  
tracheostomized.  

The questions in the survey were presented as closed 
choice questions either in either in a “Yes or No” or multi 
choice options or in a rating scales format. Some the 
questions, in addition to the above-mentioned form of 
responses, an option for open answer was given in case if 
the participant want to comment or describe their own 
answers or express their thoughts. In this investigation, the 
term ‘tracheostomy management’ [11] refers to the 
assessment and management of dysphagia [including 
decisions relating to decannulation], voice and 
communication. 

The approval of this study was obtained from the 
department research approval committee and Ethical 
approval committee in Research affairs at King Faisal 
Specialist Hospital and Research Centre.  
 
Subjects  
This questionnaire was filled by the SLPs working in the 
Kingdom of Saudi Arabia with at least one year of working 
experience. They were expected to read the introduction 
part of the questionnaire in order to understand the purpose 
and the confidentiality agreement. In addition, by filling in 
the questionnaire, they consent us to publish the collective 
result in whatsoever purpose it was intended to. A total of 
thirty-eight respondents participated in the survey and 
were analyzed.  
 
Results and Discussion 
All the thirty – eight responses were analyzed. Table 1 lists 
the professional demographics of the respondents. 
On an average, 15.8% respondents reported to have handled 
a caseload of more than 50 consisting of tracheostomy 
patients with and without mechanical ventilator, followed   
by 36.8% respondents had treated between 11-50 patients in 
a year. 
 
Training, Preparedness and Confidence: 
Based on the response provided, it seems that a significant 
proportion of the respondents had received some form of 
formal training or clinical supervision prior to managing 
patients with tracheostomy tubes. Around 21.1% and 31.6% 
had received formal training and clinical supervision of more 
than 20 hours. The courses that were listed by the 
respondents are mentioned in Table 2. However, it is  
 

 

 
concerned that a notable percentage of respondents reported 
receiving no formal training 10.5% or supervision 13.2%,  
which could indicate limited availability or poor awareness 
of such training programs or courses. It is important to note 
that managing patients with tracheostomy tubes requires 
specialized knowledge and skills, which can only be 
acquired through appropriate training and supervision. Lack 
of proper training and supervision can lead to poor quality 
service provided by the health care provider concerned, 
SLPs. It may be beneficial for healthcare organizations and 
institutions to review their policies and practices regarding 
the training and supervision of the SLPs who manage 

Table 1: Demographic details of the participants 

Demographic Category 
Number of 
respondents 

Respondents in 
percentage 

Gender Male 6 15.8% 

 Female 32 84.2% 

Qualification Bachelor’s 18 47.4% 

 Master’s 17 44.7% 

 Ph.D. 3 7.9% 
Work 
experience 1-3 years 11 28.9% 

 4-8 years 10 26.3% 

 9-10 years 6 15.8% 

 >10 years 11 28.9% 
Working 
population Pediatrics 7 18.4% 

 Adults 9 23.7% 

 Both 22 57.9% 

Job setting Acute care 26 68.4% 

 Rehab 9 23.7% 

 Private rehab 1 2.6% 

 
Educational 
facility 1 2.6% 

 Acute & Rehab 1 2.6% 

Table 2: Courses listed / attended by the responding SLPs 
• Workshops arranged by SSSPA   
• Non-SSSPA organized workshops  
• Conference presentations 
• Visited specialist Centre[s] where patients who are 

tracheostomized and ventilator assisted are treated by expert 
speech language therapists 

• Simulation workshops, online webinars and recorded workshops 
o Passy Muire and ASHA websites 
o SNAP, MedSLP and ASHA CEUS 

• Paid training in hospitals 
• Through self-reading 
• Part of formal education in graduate and Post graduate curriculum 
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patients with tracheostomy tubes. From the response 
provided, it appears that a majority of the respondents 
[60.5%] reported that their department or workplace does not 
have a formal competency training program in their work 
setting, which is concerning given the specialized knowledge 
and skills required for tracheostomy management by SLPs. 

It is positive to note that 26.3% of the respondents 
reported that their workplace is currently developing a 
competency training program, and 13.2% reported that their 
workplace already has a tracheostomy competency program 
for SLPs. However, it is important to consider the method 
and mode of the competency training, as it can greatly impact 
the effectiveness of the program. 

The fact that a majority of respondents [52.6%] 
expressed uncertainty about whether they are up-to-date with 
current evidence-based practices in tracheostomy 
management highlights the need for continuing professional 
education and skilled training courses in the region. It is 
crucial for healthcare professionals to stay up-to-date with 
the latest research and best practices in their field to ensure 
the best possible outcomes for their patients.  

Overall, the lack of formal competency training 
programs and continuing education opportunities for 
healthcare professionals in tracheostomy management in the 
region is a concerning issue that needs to be addressed. It is 
important for healthcare organizations and institutions to 
prioritize the development and implementation of such 
programs to ensure the highest quality of care for patients. 

The respondents emphasized the specific areas of 
training and support they feel would benefit their 
management of tracheostomy patients. The fact that a large 
majority of respondents expressed the need for specialized 
training or expert support in dysphagia management (76.3%) 
and speaking valve fitting (76.3% and 44.7%) highlights the 
importance of these areas in tracheostomy management. 
Additionally, the need for a standardized weaning protocol 
(60.5%) is also an important consideration, as it facilitates to 
provide systemic weaning approach which can greatly 
impact the success of the weaning process and patient 
outcomes. It is encouraging to see that the respondents 
recognize the importance of this aspect of tracheostomy 
management and feel that it is within the scope of practice 
for SLPs. The small number of respondents (2.6% each) who 
expressed the need for specialized training on cuff inflation 
and deflation, changing of inner cannula, subspecialty 
training of voice especially in pediatrics, and management of 
oral secretions in both pediatric and adult populations. 

Overall, the specific areas of training and support 
identified by the respondents suggest that there is a need for 
specialized knowledge and skills in tracheostomy 
management beyond the basic competency level. It is 
important for healthcare organizations and institutions to 
prioritize the development and implementation of training 
programs and support systems that address these specific 
areas to ensure the highest quality of care for patients. 

Literature also approves the requested service as most of 
the studies [11, 12] recommended that efforts need to be 
directed to providing more and varied types of advanced 
learning experiences for clinicians working in this field in 
order to ensure that there is an adequately trained clinical 
workforce.  There are also strong recommendations stating 
that tracheostomy management should be well covered in the 
university programs as it is regarded as a practice that 
requires specialist skill level.  

The collaborative team approach is crucial in the 
management of critical care patients [5], and SLPs are 
recognized as important team members in acute 
rehabilitation settings. However, the role of SLPs can vary 
between teams and wards, with critical care and ICUs 
supporting the role of SLPs more than other general wards. 
From the responses obtained, it is concerning to note that 
only 34.2% of the respondents reported having an optimal 
interdisciplinary team to work with tracheostomy patients, 
with 42.1% reporting that they are only sometimes a part of 
an optimal team. Additionally, a considerable 23.7% 
reported that there is no established team in their work 
setting. 

The lack of an optimal interdisciplinary team can greatly 
impact patient outcomes. It is important for SLPs to be 
recognized as important team members in the management 
of tracheostomy patients and to be included in 
interdisciplinary teams to ensure the best possible outcomes 
for patients. Overall, the importance of interdisciplinary 
teams in the management of tracheostomy patients cannot be 
overstated, and healthcare organizations and institutions 
must work to establish and optimize these teams to ensure 
the highest quality of care for patients. 

Various studies in the past discusses the challenges faced 
by speech and language pathologists (SLPs) in getting 
recognized as a team member in managing tracheostomy 
patients in critical care. This challenge seems to be a trend 
observed internationally and has been reported in various 
studies [11 , 13]. There are studies that highlights the benefits 
of a hospital-wide coordinated multidisciplinary team 
approach to tracheostomy management. Such an approach 
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can lead to better support for team members, reduced 
complications, more efficient achievement of goals, 
improved quality of care, and decreased time to   
decannulation and length of stay [14, 15, 16]. 

In terms of the role and support of speech and language 
pathologists (SLPs) in managing tracheostomy patients 
within a multidisciplinary team, a majority of the 
respondents [55.3%] reported having a defined role in an 
established multidisciplinary team working in tracheostomy 
patient management. However, 34.2% of the respondents 
reported that their role is only sometimes clearly defined and 
supported by other health professionals. Furthermore, 10.5% 
reported having no clearly defined role and not being 
involved in tracheostomy weaning/management. 

Regarding the level of support received from the 
multidisciplinary team, the survey results showed that a 
majority of the respondents (63.2%) reported receiving 
expert clinical support from their team for managing patients 
with tracheostomy only. Additionally, 34.2% of the 
respondents reported receiving support for managing both 
tracheostomy patients with and without mechanical 
ventilator. Only one respondent (2.6%) reported receiving no 
support within the team. 

Regarding the level of confidence reported by speech 
and language pathologists (SLPs) in managing 
tracheostomized patients, both with and without mechanical 
ventilation, within a multidisciplinary team. 60.5% of 
respondents reported that they feel confident in managing 
tracheostomized patients without mechanical ventilation, 
while only 15.8% reported feeling confident in managing 
tracheostomy patients with mechanical ventilation. 

Additionally, 34.2% and 44.7% of respondents reported 
only sometimes they feel confident in managing 
tracheostomized patients without mechanical ventilation and 
with mechanical ventilation, respectively. There was a 
significant difference in lack of confidence expressed in 
managing patients only on tracheostomy tube (5.3%) 
compared to patient with tracheostomy with Mechanical 
ventilation (39.5%). The reason for the lower confidence 
level in managing tracheostomized patients with mechanical 
ventilator was due to the limited opportunities and limited 
training/supervision available to manage tracheostomized 
patients requiring ventilator assistance [11]. With the 
increased awareness regarding the role of SLPs in 
tracheostomy management among the health care providers, 
the SLPs’ caseload of tracheostomy patients on mechanical 
ventilators is growing, which underscores the importance of 
a multidisciplinary team approach in managing these patients 

[15, 17]. From the responses, there is an explicit indication 
of the need for increased training and support for SLPs in 
managing tracheostomy patients, particularly those requiring 
mechanical ventilation, to ensure that they feel confident in 
their roles within a multidisciplinary team. 
 
Clinical roles and responsibilities: 
Based on the responses recorded by the SLPs, the primary 
reason for referral to speech language pathology services of 
patients with tracheostomy tube is for swallowing 
assessment to commence oral feeding which is closely 
followed by speaking valve fitting. However, relatively a 
very small number of respondents reported that they are 
involved in determining the suitability of the decannulation. 
Table 3 lists down the primary reason for referral to speech 
language pathology services of patients with tracheostomy 
tube as reported by the participating SLPs. 
 
Table3: primary reason for referral to speech language pathology 
services of patients with tracheostomy tube 

 Never Seldom 
Half 
the 
time 

Usually Always 

 n (%) n (%) n (%) n (%) n (%) 
Swallowing 
assessment to 
commence oral 
intake 

2 (5) 2 (5) 1 (3) 12 (32) 21 (55) 

Communication 
and speaking 
valve fitting 

2 (5) 3 (8) 11 (29) 13 (34) 9 (24) 

Determining 
suitability for 
decannulation 

5 (13) 14 (37) 11 (29) 3 (8) 5 (13) 

 
Based on the respondent’s responses regarding the 

timing and appropriateness of referrals for speech and 
language pathologists (SLPs) in managing tracheostomy 
patients, a majority of participating SLPs reported that the 
timing of the majority of referrals was mostly appropriate 
and consistent (13.2% always appropriate and 44.7% mostly 
appropriate), while around 39.5% reported appropriate but 
inconsistent timing of referral. Regarding the fit of referred 
patients for SLP intervention, a total of 65.8% of respondents 
(31.6% reporting 76%-100% of referred patients and 34.2% 
reporting 51%-75% of referred patients) reported that the 
referred patients fit the criteria for SLP intervention. 
However, a significant proportion of respondents, 34.2%, 
reported that referred patients were not fit for SLP 
interventions. Despite the reported lack of fit for SLP 
interventions in some cases, a majority of respondents 
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(44.7% and 50%) reported that the trend of referral is either 
increasing or being constant, which may suggest an 
increasing recognition of the role of SLPs in managing 
tracheostomy patients. Similar findings of majority of the 
respondents reported timing of the patient referral was 
mostly to always consistent and appropriate [9]. However, 
most SLPs felt a considerable proportion of the patients with 
tracheostomy who would benefit from speech language 
therapy services were not being referred in their settings. 

Based on the responses provided, it appears that there is 
variability in the degree of involvement of SLPs in the 
decision-making process for tracheostomy tube management 
and decannulation. There was low consensus among the 
responded SLPs (5.3% and 26.3% of the respondents) 
reported that they are either always or usually involved 
respectively in the decision making of the type and size of 
the tracheostomy tube during the weaning management. 
34.2% reported that only half of the time they are involved 
in the decision making for such those events for tracheotomy 
management. This is significantly less than that of the 
findings from the similar study done among Australian SLPs 
[8], where they reported that 83.3% of the Australian SLPs 
who responded to the study, participate in decannulation 
decision-making processes. There was a moderate to high 
clinical consistency among the UK SLPs as they reported 
that they involve in participating in team decision making for 
suitability of decannulation [9]. SLPs in the United States are 
often consulted to determine if a patient is suitable for 
speaking valve trialing [5].  

It is important to note that the scope of practice for SLPs 
may vary depending on the country and healthcare system in 
which they work. Irrespectively, it was well known that 
Speech language pathologists usually do not perform 
tracheal or oral suctioning and for that, they usually rely on 
the nurses or the respiratory therapists for the same. In recent 
times, in some settings, SLPs are trained to perform tracheal 
suctioning as part of their role in managing patients with 
tracheostomies. However, in intensive care units and / or for 
patients who are fragile or high risk, it may be necessary to 
rely on critical care experts like nurses and respiratory 
therapists to perform suction. There are reports of SLPs 
trained and performing tracheal suctioning in Australia [11] 
and in UK by [9]. 

Within Saudi Arabia, only a mere 13.2% respondents 
reported that they practicing suctioning on the patients during 
their management as approved by their work place and the 
rest of the respondents [86.8%] reported that suctioning is 
still not included their scope of practice. Of the 13.2% 

responding SLPs practicing suctioning; only a 7.9 % had 
formal training or underwent competency check for 
performing tracheal suctioning. A majority of 68.4% of the 
respondents in this current study expressed that they should 
be trained and allowed to perform tracheal and oral 
suctioning during their management in tracheostomy 
patients. This shows that there is a growing demand from 
SLPs to practice and perform oral and tracheal suctioning. 
Ultimately, the decision to include tracheal suctioning as part 
of the SLP scope of practice should be made based on careful 
consideration of the potential risks and benefits, as well as an 
assessment of the SLP's training and competency in this area. 
   
Use of speaking valve: 
The findings suggest that a majority of responded SLPs 
(81.6%) are aware of commercially available speaking 
valves that can be used on tracheostomy patients; 55.3% of 
the respondents recommended there is a need for further 
education and training on the evidence-based practices for 
managing tracheostomy patients with mechanical ventilation 
as they feel that they are not aware/up to date on the current 
evidence-based practice on managing tracheostomy patients 
with mechanical ventilation; It is concerning that almost half 
of the respondents feel that they are not up to date on the 
current evidence-based practice for managing tracheostomy 
patients with mechanical ventilation. This highlights the 
need for ongoing education and training in this area to ensure 
that SLPs are equipped with the knowledge and skills 
necessary to provide effective care for these patients.  

Given that a majority of the respondents (97.4%) are 
aware of the clinical benefits of using speaking valves in 
tracheostomy patients, it is important to continue to promote 
the use of these devices in appropriate patients as part of 
comprehensive tracheostomy management.  

Based on the responses, it appears that there is a 
significant knowledge gap among SLPs in terms of assessing 
the candidacy of patients with mechanical ventilation for 
speaking valve fitting and training, as well as trouble-
shooting issues related to ventilator parameters. 65.8% 
respondents reported that they know how to assess the 
candidacy of the patient with mechanical ventilation for 
speaking valve fitting and training whereas a 34.2% of the 
respondents reported that they do not know how to assess. 

It is crucial for SLPs to have a solid understanding of 
ventilator settings (52.6% respondent reported to be aware of 
different settings) and changes in mechanical ventilators' 
parameters, as well as the patient's respiratory physiology, in 
order to work effectively with tracheostomy patients who, 
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require mechanical ventilation. Moreover, collaboration with 
respiratory therapists is vital in trouble-shooting issues 
related to ventilator parameters and (A majority of 73.7% 
respondents do not know) recommending the necessary 
adjustments to ensure optimal patient outcomes.  

It is important to note that the primary purpose of 
speaking valve fitting is to facilitate verbal communication 
for patients, regardless of whether they are on mechanical 
ventilation or not. The secondary benefits of speaking valve 
fitting for tracheostomy patients include improving 
swallowing abilities, enhancing oropharyngeal sensorium, 
and training patients to improve subglottal pressure essential 
for pharyngeal swallow and glottic closure. It is encouraging 
to see that a majority of the respondents (63.2%) reported 
that they know how to manage voice disorders in 
tracheostomized patients. However, it is crucial for SLPs to 
receive ongoing education and training to stay up-to-date 
with the latest research and best practices for working with 
this patient population. 

Table 4 likely provides further details on the knowledge 
and preparedness of SLPs in dealing with tracheostomized 
patients with and without mechanical ventilators for 
speaking valve fitting and training. 

There are different studies done in the past with results 
of some supporting and some refuting the benefits of 

speaking valve fitting for dysphagia management in 
tracheostomized patients. One such study was done using 
scintigraphy technique done on head and neck cancer 
patients with tracheostomies that all of the patients aspirated 
under the open tracheostomy tube and on the other hand, half 
of the patients’ whose tracheostomy tube was occluded 
experienced no aspiration. Among the half that did aspirate 
under occluded tracheostomy tube, it was observed that the 
frequency and severity of the aspiration were reduced in all 
patients except for one [18].  

A similar study using same technique with and without 
Passy Muire valve in place was done on 11 patients with 
known or suspected aspiration. The findings revealed that 
eight of 11 patients aspirated significantly less while wearing 
the valve while three of eleven saw no improvement. These 
findings suggest that a speaking valve may offer swallowing 
benefits to a majority of patients, but not all [19].  

Later, a video fluoroscopy study done on 14 
tracheostomy patients across the three conditions of cuff 
inflated, cuff deflated with open tube, and cuff deflated with 
speaking valve placed. No sPignificant differences were 
observed in the penetration-aspiration scale, irrespective the 
cuff was inflated or deflated. However, the ratings were 
significantly reduced with the speaking valve placement for 
thin liquid trials. Their findings indicate that a valve reduces 

Table 4: SLPs Knowledge and Preparedness in dealing with tracheostomized patients with and without Mechanical Ventilators 
for speaking valve fitting and training. 

Questions 

Response categories 

Yes No 

n (%) n (%) 

Are you aware of the commercially available speaking valves to be used on patients with tracheostomy with and 
without ventilator assistance? 

31 (81.6) 7 (18.4) 

Are you aware of the current evidence-based procedures on speaking valve fitting on tracheostomy tubes without 
ventilator assistance? 

32 (84.2) 6 (15.8) 

Are you aware of the current evidence-based procedures on speaking valve fitting on tracheostomy tubes with 
ventilator assistance? 

17 (44.7) 21 (55.3) 

 Are you aware of the clinical benefits of the use of speaking valve in tracheostomized patients with and without 
ventilator assistance? 

37 (97.4) 1 (2.6)  

Do you know how to assess the candidacy of the patients for speaking valve fitting and training in ventilated patients? 25 (65.8) 13 (34.2) 

Are you aware of the ventilator modes that are favorable for the speaking valve fitting? 20 (52.6) 18 (47.4) 

Do you know the various ventilator trouble shooting strategies that could help the patients to adapt speaking valves 
with ease? 

10 (26.3) 28 (73.7) 

Do you know how to manage voice disorders in tracheostomized patients? 24 (63.2) 14 (36.8) 
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but does not eliminate the frequency of aspiration and that 
the benefits of valve use vary among individual patients [20]. 
Some studies were unable to establish the benefits of 
speaking valve by investigating the effect of speaking valve 
on swallowing that is by reducing or eliminating aspiration 
and they found no differences in aspiration status across open 
and occluded conditions [21-24]. These findings do not 
indicate that the use of the one-way speaking valve improves 
swallowing function and may suggest that other 
biomechanics of swallowing should be considered.  
 
Dysphagia Management: 
Despite the fact that the modified Evan’s Blue dye test has 
poor sensitivity and good specificity [25], there is a moderate 
level of clinical consensus among the responding SLPs 
(44.7% always use and 39.5% sometimes) stating that they 
use modified Evan’s Blue dye swallowing test/ screening. 

Mostly, the dysphagia management by the SLPs in 
tracheostomized patients with and without mechanical 
ventilator starts with dysphagia screening using Modified 
Evan’s Blue dye test/screening which involves the SLPs 
presenting PO trials of different blue colored consistencies 
[one at a time of assessment) to the patient and performing 
tracheal suctioning (by the nurses or the respiratory 
therapists) to observed for any blue discoloration as a sign of 
aspiration. However, this method was currently not widely 
used due to the advancement of the options of objective 
swallowing assessment using video fluoroscopy 
(VFS/MBSS) Modified Barium swallow study and Flexible 
Endoscopic Evaluation of Swallowing (FEES). The criteria 
for objective swallowing assessment post blue dye screening 
were not discussed in this study. A majority of 73.7% of 
responding SLPs reported that they accept the referrals to 
commence dysphagia management in patients with 
tracheotomy tube who are on mechanical ventilators. 
However, a significant 26.3% reported that they do not 
accept tracheostomy patients with mechanical ventilation. 
Post swallowing screening, the preferred method of objective 
assessment was reported to be VFS/MBSS where 68.4% 
favored MBSS and 31.6% reported they prefer FEES.  The 
reasons were not ascertained. 

One of the most important points of discussion was 
whether the swallowing trials of food and fluids to be done 
with fully inflated cuff or not. A vast majority of the 
respondents 76.3% reported that they never conduct PO trials 
in fully inflated cuff of the tracheostomy tube.  However, 
23.7% reported that sometimes they do conduct PO trials 
with fully inflated cuff.  It is noteworthy to highlight the 

findings of studies conducted on the impact of risk of 
aspiration during oral feeding with cuff inflated. There was a 
reporting of 2.7 times higher aspiration while feeding with 
inflated cuff (17.8% vs 6.5%) compared to deflated cuff. A 
retrospective analysis of 623 patients’ video fluoroscopic 
study revealed that the frequency of reduced laryngeal 
elevation and silent aspiration were found to be significantly 
higher in the cuff-inflated condition as compared to the cuff-
deflated condition [27].     

Post Objective swallowing assessments, only less than 
half, 44.7% of the SLPs reported that their recommendations 
on food and fluid consistencies always strictly followed by 
the other medical staffs involved and a significant 44.7% of 
the SLPs reported that their recommendations are mostly 
followed. 10.5% reported that their recommendations are 
rarely followed by the other health care professionals in their 
settings. A survey in 2007, reported from their survey that 
RNs reported their compliance with SLPs’ recommendations 
to be high. However, more than 80% of RNs requested for 
more education regarding dysphagia and reported that the 
time necessitated to feed individuals with dysphagia was the 
most common frustration [28]. Another survey focusing on 
nursing staff attitudes toward compliance with dysphagia 
management recommendations of the SLP revealed “hassle” 
(i.e., items related to the difficulty and extra work associated 
with SLP recommendations), the lack of knowledge of 
feeding techniques, and disagreement with SLP 
recommendations as the main factors of noncompliance with 
SLP recommendations [29]. On the contrary, study [28] 
revealed No association was found between the frustration 
and level of compliance. 
 
Decannulation: 
In order to achieve a successful decannulation with restored 
quality of life essential functions like communication and 
swallowing, the patient has to achieve the following 
objectives: 
a. Cuff deflation tolerance 
b. Tolerance of fenestrated tracheostomy tubes with 

downsizing if required 
c. Speaking valve trials / training [restoring communication 

with near normal voice] 
a. Dysphagia management 
d. Tracheostomy capping / spigotting 
e. Maintaining good aerodynamic readings in Physiologic 

testing [arterial blood gas] 
There is a low consensus among the respondents that 

they are not usually involved in the decision making of 
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decannulation [only a total of 23.7% reported to be usually 
involved]. This information revealed that there is either no 
multidisciplinary team for managing tracheostomy patients 
or clear clinical work pathway for such patient population. 

Decannulation must be done as fast and safely as 
possible should be the main focus of the medical and 
therapeutical staff in neurologic rehabilitation to build the 
basis for functional rehabilitation and independence [30].  

This study shows that this is possible with an adequate 
amount of therapeutic intervention time when a 
multidisciplinary approach is followed consequently. 78.9% 
of the respondents reported that it is usually the respiratory 
therapists who initiates the cuff deflation for the 
tracheostomy patients in their work setting; this was followed 
by a significant 42.1% of respondents reported that SLPs are 
the one who initiates the cuff deflation trials in their setting. 
Others reported Primary nurse [7.9% respondents] and it is 
usually the interdisciplinary team which approaches for cuff 
deflation trials. Also, only a little less than 50% of the 
respondents reported that they are involved in cuff re-
inflation either always (18.4%) or only half of the time 
(28.9%).  

The following table 5 represents the number of 
responding SLPs involved in every objectives during the 
tracheostomy weaning process. 
 
Table 5: SLPs involvement and / or participation in the process 
of systemic weaning of tracheostomy tube 

 Never Seldom Half the 
time 

Usually Always 

 n (%) n (%) n (%) n (%) n (%) 

Cuff deflation 
trials 

3 (7.9) 3 (7.9) 5 (13.2) 10 (26.3) 17 (44.7) 

Selection of 
type of tubes 

2 (5.3) 4 (0.5) 3 (7.9) 14 (36.8) 15 (39.5) 

Speaking 
valve trials 

2 (5.3) 4 (10.5) 8 (21.1) 10 (26.3) 14 (36.8) 

Tracheostomy 
capping  

6 (15.8) 3 (7.9) 4 (10.5) 9 (23.7) 16 (42.1) 

ABG 6 (15.8) 9 (23.7) 9 (23.7) 6 (15.8) 8 (21.1) 

 
Apart from responding to these closed choice questions, 

the respondents also expressed some comments and 
suggestions, which are as follows in their own words: 
- An interprofessional knowledge/ education on ventilator 

setting adjustments has to be established between 
respiratory therapist and speech language pathologists 

- needs a lot of education to the SLPs on tracheostomy 
management for patients with and without mechanical 
ventilators 

- More education at the university level and training 
programs during internship/Saudi career development 
program (SCDP) years is needed 

- need more hands-on courses and training program 
frequently to keep update with the current practice 
methods 

- Need to establish a unified policy and procedures for better 
consistent service providing among the SLPs 

- Patient with tracheostomy does not referred by doctors 
because of lack of their updated knowledge.  Hence, 
patients are being referred very late most of the times. 

 
Conclusion  
Despite with the limited number of respondents, still it is 
concerning to hear about the lack of consensus among SLPs 
in clinical practice patterns for tracheostomy patients, 
particularly regarding speaking valve fitting and decision-
making around tracheostomy tube type and decannulation. 
A multidisciplinary approach is important for the effective 
management of tracheostomy patients, and it is unfortunate 
that SLPs may not always be included in these teams due to 
unclear roles, perceived inexperience, and limited access to 
protocols and guidelines [31]. 

The observation of moderate consensus among SLPs 
regarding the use of speaking valves and dysphagia 
assessment and management in tracheostomy patients who 
were not on mechanical ventilation is encouraging. 
However, the lack of consensus on other aspects of care 
highlights the need for a formal multidisciplinary team and 
clinical care pathway to guide decision-making and ensure 
consistent, evidence-based care for tracheostomy patients. 
Developing an internal policy, training SLPs, and educating 
other healthcare providers can help ensure that all team 
members are on the same page and working towards a 
common goal. Ultimately, this can lead to safer weaning and 
shorter cannulation times [30, 32], which can improve 
patient outcomes and reduce healthcare costs. It is important 
for healthcare organizations to prioritize the development of 
such pathways and policies to ensure that tracheostomy 
patients receive the highest quality of care possible. 

It is also important for the professional governing body 
to announce a position statement of SLPs managing 
tracheostomized patients with and without mechanical 
ventilators and ensure conducting periodic training or 
continuing professional educations to support the 
preparedness of the SLPs in the kingdom of Saudi Arabia to 
handle the discussed group of patients. There is a high 
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consensus from the responded SLPs emphasizing the need 
for the Hospital specific development and establishment of 
integrated clinical care pathway and disciplinary specific 
protocols for early successful weaning which could have an 
influence length of the hospital stay and quality of life.  

The outcome of the survey emphasizes on the need for 
the professional governing body to provide guidance and 
support for SLPs managing tracheostomized patients with 
and without mechanical ventilators. A position statement 
and periodic training or continuing professional education 
can help ensure that SLPs in the kingdom of Saudi Arabia 
are prepared to handle these patients and provide high-
quality care. It is also encouraging to hear that there is high 
consensus among the responded SLPs regarding the need for 
hospital-specific integrated clinical care pathways and 
disciplinary-specific protocols for early successful weaning.  

Such pathways and protocols can have a positive impact 
on patient outcomes, including length of hospital stay and 
quality of life. By prioritizing the development and 
implementation of these pathways and protocols, healthcare 
organizations can improve the care of tracheostomy patients 
and ensure that SLPs and other healthcare professionals are 
working together to achieve the best possible outcomes. 
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 ضارمأ يیئاصخأ لبق نم ةیئاوھلا ةبصقلا ةرادإ يف ةیلمعلا ةءافكلاو دادعتسلاا
 ةیدوعسلا ةیبرعلا ةكلمملا يف ةغللاو قطنلا

 

 

 1يلبجلا دوعسم دنھم ،1دمصلادبع يلع ریبش

 يصصختلا لصیف كلملا ىفشتسم ،بطاختو قطن ضارما مسق

 

 .ةیدوعسلا ةیبرعلا ةكلمملا ,ضایرلا ,رذعملا يح ,جرزخلا ةضور :ناونعلا

 12721 :يدیربلا زمرلا

 

 :صلختسملا

 عسوت يف يعانصلا سفنتلا ةزھجا ىلا نوجاتحی لا وا نوجاتحی نیذلا ىضرملا عم ةیماغرلا بیبانلاا ةرادإ يف ةغللاو بطاختلا يئاصخأ ةسرامم قاطن
 ضرغب ةیكینیلكلأاو ةیمیداكلأا نیتیحانلا نم  ةغللاو بطاختلا صصحت لاجم للاخ ھلمع مت ام ىلع ھتفرعم مت ام لیلقف ,عسوتلا اذھ نم مغرلا ىلعو .رمتسم
 .ةیلاع ةدوجب ةءافكو ةسرامم قیقحت

 ةیماغرلا بیبانلأا ىضرم ةجلاعم للاخ قطنلاو بطاختلا يئاصخأ نیب ةیلاحلا ةسرامملا طامنأو ةیریرسلا تاقاستلإا ,تادادعتسلاا دیدحت ىلا فدھت ةساردلا
 ,Ward et al., (2007 ,نوفلؤملا ةقفاوم عم هراتخملا ةئیبلا عم بسانتیل ھلیدعت مت نایبتسلأا .ةیدوعسلا ةیبرعلا ةكلمملا يف يعانصلا سفنتلا نودب وأ عم

2008 and 2012) and McGowan et al, (2014). اذھل اوباجتسا ةیدوعسلا ةیبرعلا ةكلمملا يف نولمعی ةغلو بطاخت يئاصخأ نونامثو ةثلاث 
 .علاطتسلاا

 امیف رارقلا ةعانص ،يعانص سفنت ىلا نوجاتحی نیذلا ىضرملا عم ملاكلا مامص بیكرت نم ةیریرسلا ةسرامملا طامنأ يف ضفخنم عامجإ ترھظأ جئاتنلا
 بیبانلأا ىضرم عم ملاكلا مامص مادختسا صخی امیف لدتعم/طسوتم عامجإ كلانھ امنیب ؛يماغرلا بوبنلأا ةلازإ تایصوتو يماغرلا بوبنلأا عون صخی
 .ىضرملا ءلاؤھ عم علبلا رسع ةرادإو يعانصلا سفنتلا نودب ةیماغرلا

 ةلبقتملا تاسسؤملا يف ةیریرسلا ةیاعرلل راسمو تاصصختلا ددعتم يمسر قیرف ،يمیداكأ بیردت جمانرب ءاشنا ىلا ةجاحلا بلطتت ةساردلا هذھ جئاتن نإ
 ةینعملا ةینھملا ةئیھلا ضحت ةساردلا هذھ .يعانصلا سفنتلا دوجو نودب وأ عم ةیماغرلا بیبانلأا ىضرمل بسانملا تقولا يف ةرادلإاو ةلاحلإل تایفشتسملاو
 قطنلا يئاصخأ دادعتسا زیزعتل رمتسم فرتحم میلعت وأ يرود بیردت ىلا ةجاحلاو ةیماغرلا بیبانلأا ىضرم ةرادلإ فقوم نایب نلاعإ ىلع رملأاب
 .تلااحلا هذھ لثم ةرادلإ بطاختلاو


