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__ Percepcién del paciente




e pulse oximeter alarm should be used at all times during
eep and when a ventilator-dependent patient is not being
bserved.

4a. For children requiring chronic home Conditional Verylow  Small indirect studies and the experience of the Work
invasive ventilation, we suggest suggest that ventilator alarms may not always fun
monitoring, especially when the child is correctly. Furthermore, hypoxemia is most likely to
asleep or unobserved, with a pulse first indicator of a serious issue in a child with resp
oximeter rather than use of a disease. The workgroup believes pulse oximetry is
cardiorespiratory monitor or sole use of preferred method for monitoring patients on home
the ventilator alarms. mechanical ventilation. This recommendation place
high value on the safety of the child and low value
possible increase in caregiver burden secondary to
alarms.

5 .n:ted,g"z"‘“pulse. oximetry was the preferred monitoring modality at home, during non-

/e and invasive ventilation, particularly for children with neuromuscular disorders. This
ich is in agreement with the regimen for managing acute and chronic neuromuscular

itory failure at home described by Bach and colleagues.™




MultidisciplinaEvaluation team should include: physician (including physiatrist), nurse, pulmonary specialist, registerec
ry evaluations physical therapist, occupational therapist, speech/language pathologist, child life/therapeutic recreation
education specialist, psychologist, pharmacist, social worker

Readiness to Evaluation tests should include: chest films, blood gas (correlate with SaO,, ETCO,), tracheostomy cultt
ean: Initial pulmonary function tests, secretion management evaluation, airway clearance capacity, bronchoscopy,
evaluation  and function of muscles involved in inspiration and exhalation, posture analysis

comorbidities

Establishmen <Program should accomplish the following: Initiate rehabilitation interventions to increase inspiratory/exy
of a therapy strength and endurance, increase chest wall movement, maximize skeletal muscle strength and endura
mobility, decrease spasticity, increase independence in activities of daily living, enhance vocal quality al
oropharyngeal function, improve communication skills (verbal and nonverbal), promote cognitive develo
*Manage anxiety and compliance with therapy program and weaning from ventilation

*Maximize nutritional status

*Manage secretion and airway clearance through positioning, bronchodilators, chest physiotherapy, bre
exercises, suctioning, assistive cough, mechanical insufflation-exsufflation, oscillatory devices, speaking
Establish a patient-driven weaning process that considers the energy expended for breathing and exer
rehabilitation the child's physiologic and psychologic response to weaning, decreases support by either increasing the
off of the ventilator or gradually decreasing the pressure or number of assisted breaths.

*Plan for discharge and community reintegration.
dapted from Maclintyre NR, Epstein SK, Carson S, et al. Management of patients requiring prolonged mechanical ventilation: Report of a

consensus conference. Chest 2005;128:3937a€“54
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habilitation Considerations for Children Dependent on

ng-Term Mechanical Ventilation

Helene M. Dumas

TasLE 3: General rehabilitation goals and projected outcomes for children dependent on long-term mechanical ventilation.

General goals

Appropriate positioning for functional activity such as feeding, play, and fine motor activity
Activity tolerance/cardiorespiratory response adequate for activity

Developmental motor milestone achievement

Improved functional mobility

Maintenance or improvement of skin integrity and musculoskeletal alignment

Provision of adequate equipment (e.g., ADL equipment, seating and positioning, orthotics)
Functional communication

Adequate nutrition for health

Caregiver education

Intended rehabilitation outcomes

Clinical outcomes

Prevention outcomes

Child/family satisfaction outcomes

Developmental skill attainment

Mobility independence

Independence with activities of daily living

Communication commensurate with cognitive ability

Health promotion to minimize dependence on ventilator and caregivers

Reduction in need for additional intervention
Reduction in risk of impairment or impairment progression
Reduction in risk of re-hospitalization

Clinical proficiency of rehabilitation staff
Coordination of care is demonstrated
Access and availability of services acceptable
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