
Weaning with
One-way Valves



The process of tracheostomy tube weaning 
involves a set pathway of care whereby patients 
are exposed to a stepped reduction in 
tracheostomy dependency leading to the goal of 
decannulation. The process also requires complex 
multidisciplinary efforts, as well as potential 
adjustments to the tracheostomy tube (i.e. 
downsizing) and incorporation of other devices  
to aid in the journey (i.e. OWVs).1

Ventilator and tracheostomy tube weaning 
should be started in parallel as early as possible. 
The advantages are that patients gain quality of 
life during the weaning process, as oral 
communication is at least partially possible and 
swallowing training or oralization can begin.1-4

Enhancing Tracheostomy Weaning 
with One-Way Speaking Valves



1. Improved communication ability for 
patients leading to enhanced exchange of 
information with the treating team, family, 
and friends

2. Improved quality of life for patients

3. Assists the multidisciplinary team (MDT)  
to gain a better understanding of a 
patient’s possible level of delirium, 
cognitive function, and mood

4. Enables assessment of voice quality,  
which provides an indication of potential 
laryngeal injury and laryngeal 
dysfunction, including secretion 
management problems and dysphagia10

Initiating the use of a one-way speaking valve when the cuff is 
deflated may lead to: 

The cuffed tracheostomy tube, which is  
necessary for ventilation, prevents the flow of  
air via the upper airways. The absence of an 
airstream sometimes leads to severe sensory 
impairment because chemo and pressure 
receptors in the laryngeal mucosa are not 
adequately stimulated.4 

The lack of airflow and stimulation can negatively 
affect both coughing and swallowing when cuff 
deflation is attempted. This may lead to further 
complications, such as dysphagia and aspiration.3,4

A stimulating stream of air through the trachea, 
larynx and pharynx is crucial to restoring sensation 
and an adequate rate of spontaneous swallowing.
Laryngeal Rehabilitation using cuff deflation and a 
one-way speaking valve to redirect the airflow via 
the upper airways is therefore important. It 
stimulates oropharyngeal sensation, swallowing 
and effective secretion management, as well as 
enabling communication.3,4

Speech is our most important means of 
communication. Due to the absence of airflow 
over the vocal cords due to the inflated cuff of a 
tracheostomy tube, there is a resultant loss of 
voice, which can highly affect a patient’s life.5

The improved airflow may positively affect tube 
weaning and phonation due to the increasing 
airflow to the upper airway. This can lead to a 
shorter weaning time, fewer respiratory 
infections, improved swallowing functions and 
better secretion management.6-8

However, patients may experience fatigue  
when the resistance of a one-way speaking valve 
is introduced, so time is necessary to adapt to 
this change.1,9

Laryngeal Rehabilitation

Voicing



Swallowing Dysfunction and 
Secretion Management

Humidification and Filtration 

Swallowing dysfunction affects 30% to 70% of 
patients with a tracheostomy11, highlighting the 
close relationship between breathing and 
swallowing due to their shared anatomy and 
neurophysiological control.7 

Clinicians have various strategies to assist with 
tracheostomy weaning, all of which aim to 
reestablish and optimize airflow to the upper 
airway (i.e. downsizing the cannula).  

These methods often lead to improvements in 
swallowing function, particularly in areas like 
secretion clearance, coughing, and airway 
protection.12 Early deflation of the tracheostomy 
cuff and the use of a one-way speaking valve is 
a particular method of interest as it may help 
reduce aspiration during swallowing.7

Pulmonary health is also an important aspect in 
the tracheostomy weaning process. The upper 
airways provide humidification and filtration 
upon inspiration. A tracheostomy bypasses the 
upper airways, leading to the loss of these 
natural functions. This creates an entry point for 
unconditioned air and airborne particles to 
reach the lower airways, potentially causing 
pulmonary issues like excessive mucus production 
and coughing.13,14

A Heat and Moisture Exchanger (HME) helps 
retain heat and moisture during exhalation and 
returns them during inhalation. Using HMEs in 
patients with a tracheostomy can improve the 
humidity and temperature of inspired air, leading 
to positive pulmonary effects such as decreased 
mucus viscosity, less coughing, and better 
respiratory function.14

 

HMEs also support patient mobility, 
rehabilitation, compliance, and sleeping comfort 
more effectively than external humidification 
systems.15 Compared to external humidifiers, 
HMEs significantly reduce adverse events like 
mucus plugs and decrease the number of days 
requiring chest physiotherapy during hospital 
stays.16 Additionally, HMEs partially restore 
natural breathing resistance, which can reduce 
dynamic airway collapse and optimize 
respiratory function.13,14,17,22

To maximize humidification, an HME should be 
used when a one-way speaking valve is not in 
use. This can be achieved either by using a 
device that combines both an HME and a one-
way speaking valve or by utilizing a separate 
HME when the one-way speaking valve is not 
needed.

1. Re-establishes the ability to generate 
physiological Positive End Expiratory 
Pressure (PEEP) from the upper airway

2. Enables the generation of subglottic 
pressure, which enhances the success 
of swallowing and reduces the risk of 
aspiration. 

3. Supports glottic closure, necessary for 
an effective cough and airway 
protection, by triggering the laryngeal 
adductor reflex. 

4. Enhances laryngopharyngeal sensory 
stimulation, improving awareness of 
pooled saliva secretions and the need 
to swallow.

5. Improves the senses of taste and smell

Restoring normal upper airway physiology has  
numerous physiological and sensory benefits10:

These factors also create an optimal 
environment for rehabilitating the 
laryngeal complex, with a focus on 
restoring laryngeal airflow and function. 
This process of "laryngeal weaning" is 
crucial for preparing the patient for 
decannulation once they are liberated 
from mechanical ventilation.10



The Tracoe Phon Assist one-way valve has 
infinitely adjustable airway resistance and offers 
therapeutic options, such as weaning from 
ventilation, stimulation of the oropharyngeal 
region, and voice production.1,10 By turning the 
head part of the Tracoe Phon Assist one-way 
speaking valve, the side openings can be 
adjusted to reduce exhalation resistance and 
assist weaning.7-10 

Breathing resistance can be individually adjusted 
as expiration takes place partially via the side 
openings and the natural airway. It functions as 
a bias-closed speaking valve when in the 
completely closed position. 

It is available in transparent or in orange signal 
color for increased distinguishability from other 
attachments, with or without an oxygen 
connection and adapter, and is compatible with 
a 15 mm connector. It is an ideal tool for use at 
the beginning of the weaning process, e.g. in the 
intensive care unit. The Phon Assist can be used 
for up to 3 months.

The TrachPhone is a multifunctional HME  
providing humidification and facilitates speech.
The HME media is a foam which retains heat and 
moisture from exhaled air and uses it to humidify air 
upon inhalation. The foam is treated with calcium 
chloride, referred to as hygroscopic compound, which 
enhances the moisture retention properties. 
Hygroscopic compounds have been found to provide 
better moisture output to the respiratory system, 
when compared to non-hygroscopic HMEs.18,19

HMEs partially restore breathing resistance, 
which can reduce dynamic airway collapse and 
optimize respiratory function.19-22 

TrachPhone contains a valve with a spring that 
can easily be depressed with a finger to facilitate 
speech. After releasing the finger, the valve will 
open automatically.

The integrated suction port allows for tracheal 
suction without removing the HME. In case of 
coughing or blockage the suction port acts as a 
cough relief valve. TrachPhone has an oxygen 
port (4 mm) that allows for integrated 
administration of supplemental oxygen.  
It is compatible with 15 mm connector of a 
tracheostomy tube.

Tracoe Phon Assist I TrachPhone

Ref.no Product name     Qty

REF 650-T Tracoe Phon Assist I 1 pc

REF 650-TO Tracoe Phon Assist I O2 1 pc*

REF 650-TO-5 Tracoe Phon Assist I O2 5 pcs*

REF 650-TO-C Tracoe Phon Assist I orange O2 1 pc*

REF 650-TO-C-5 Tracoe Phon Assist I orange O2 5 pcs*

 
*Including: adapter for oxygen supply

Ref.no Product name     Qty

7723 TrachPhone 5 pcs

7707 TrachPhone 30 pcs

7704 TrachPhone 50 pcs

Important

Do not use a one-way valve during sleep 
since the airway could be blocked 
unintentionally During sleep, use an HME 
instead, e.g. TrachPhone.

!

Ordering information

Ordering information

Important

Replace it every 24 hours or more often as 
required, to avoid resistance increase due 
to accumulation of secretions.

!
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The Freevent DualCare combines a one-way 
valve and a Heat and Moisture Exchanger 
(HME), enabling hands-free speech and 
supporting the lungs with important heat and 
moisture. It can be used as soon as the patient 
can breathe spontaneously.20

Freevent DualCare consists of two parts that are assembled together, a one-way valve and an HME, 
providing patients the ability to voice along with the benefits of an HME. The switch between the 
speaking mode and HME mode is done with a simple twist of the lid.20

The HME is available both with 15 mm and 22 
mm interfaces to fit different tube connections. 
The speaking valve can be cleaned and re-used 
for 2 months whereas the HME needs to be 
replaced at least every 24 hours. The DualCare 
speaking valve is also available in blue color.

Freevent DualCare system makes it possible for 
the patient to use an HME both day and night. 
Freevent HMEs fit with both the speaking valve 
to be used during daytime and with the HME 
DigiTop to be used during sleep.

Freevent DualCare References

Ref.no Product name     Qty

7741 Freevent DualCare Set 15 1 set*

7740 Freevent DualCare Set 22 1 set*

7744 Freevent DualCare Speaking Valve 1 pc**

7755 Freevent DualCare Speaking Valve Blue 1 pc**

7742 Freevent HME 15 Regular 30 pcs

7747 Freevent HME 22 Regular 30 pcs

7756 HME DigiTop O2 Blue 1 pc

7745 Removal Aid 2 pcs

7746 Freevent Connection Strap 2 pcs

 

* Including: 30 pcs Freevent HME, 1 pc Speaking Valve, 1 pc HME DigiTop,  
1 pc Removal Aid and 1 pc Freevent Connection Strap

**Including: 1 pc HME DigiTop and 1 pc Freevent Connection Strap

Ordering information

Important
Do not use the speaking valve during  
sleep since the airway could be blocked 
unintentionally. During sleep,  
use the HME DigiTop instead.

!

The lid is twisted to an 
open position 
The patient breathes 
both in and out 
through the HME, 
saving heat and 
moisture when 
breathing out, and 
giving heat and 
moisture back when 
inhaling. 

The lid is twisted into a 
closed position  
The membrane in the 
lid will open when you 
breathe in through the 
device but will close 
when you breathe out. 
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Head office:
Atos Medical AB  

Hyllie Boulevard 17 

SE-215 32 Malmo, Sweden

Tel: +46 (0) 415 198 00 

Email: info@atosmedical.com
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Atos Medical AB
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SE-242 35 Hörby, Sweden 

Manufacturer:
Tracoe Medical GmbH

Reichelsheimer Straße 1/3

55268 Nieder-Olm, Germany

The information contained in this material does not replace the Instructions for Use.  

Always read the Instructions For Use before starting to use any of the products. For Instructions For 

Use, please visit www.atosmedical.com.  
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