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TODAY’S OBJECTIVES
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1. Seeing the heart and lungs as ONE system matters 
2. Underutilized therapy that is a low-cost high-impact 

foundational element to patient success - RMW 
3. Diagnoses and treatments associated with RMW
4. Learn an easy treatment protocol to combat RMW with RMT
5. The working definition of RMT
6. Demo the first device of its kind used for RMT, The Breather   
7. Take-away - New protocols & research you can utilize today
8. Questions and Answers
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TWO PUMPS - ONE SYSTEM 

Cardiac Pump Ventilatory Pump

Oxygen intake

CO2 excretionOxygen delivery 
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TWO PUMPS - ONE SYSTEM 
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DIAPHRAGM



Definition of RMW:

● MIP < 70% of predicted value

Reasons for RMW:

● Respiratory Muscle Atrophy or 

Impairment due to

○ Hyperinflation

○ Increased work of breathing

○ Cachexia 

● Neurological dysfunction

RESPIRATORY MUSCLE WEAKNESS 
Symptoms of RMW:

● Dyspnea, Exercise 

intolerance, reduced QoL

Consequences of RMW:

● Increased risk of 

exacerbations

● Increased LOS and 

readmission rates

● Increased risk 

Dysphagia/silent aspiration

● Reduced QoL
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PREVALENCE OF RMW 
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Percentage of Patients Who Present With RMW

● 30 - 50% of CHF patients
● 76% of acute heart failure patients
● 50% of moderate to severe COPD patients
● Up to 100% of institutionalized elderly
● Also, 69% of patients have RMW at ICU discharge
● 30% reduction of diaphragm strength occurs within 6 

days primarily associated with MV
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RESPIRATORY MUSCLE TRAINING (RMT)

● Inspiratory Muscles: diaphragm, external intercostals, 

accessory muscles.

● Expiratory Muscles: internal intercostals, abdominals.

● Muscles of deglutition and phonation

RMT is a direct treatment of RMW by strengthening 

11



Dysphagia 
→ Improved swallow function and reduced risk of pneumonia

Congestive Heart Failure 
→ Improved symptoms and physiological causes of CHF

Post-Op Pulmonary Complications (pneumonia, atelectasis) 
→ Reduction of PPC and LOS

Weaning from Mechanical Ventilator 
→ Faster time to vent liberation and reach decannulation

Treatment of ICU Acquired Weakness
→ Enhanced recovery from ICU-AW

Chronic Lung Disease 
→ Lower Dyspnea, LOS, higher QOL, 

reduced readmissions (RMT with PR) 

RMT APPLICATIONS
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PRIMARY PATIENT GROUPS

Respiratory: COPD, asthma, chronic lung disease

Cardiac: Congestive heart failure

Neuromuscular: Parkinson’s, dysphagia, stroke

Surgery: Major thoracic and abdominal surgery, 

neurosurgery, prolonged MV

Aging:  Poor posture, comorbidities, lack of movement, 

fatigue, memory loss, and dyspnea
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THE BREATHER® is a low-cost evidence- based 
respiratory muscle training device providing a 
non-pharmacological intervention for a number of 
patient types.  It’s ideal for use through a 
continuum of care to provide lifelong respiratory 
benefits.
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Invented by, Peggy Nicholson, a 
Respiratory Therapist.  Over one 
million devices prescribed.



1) Sit upright and hold the mouthpiece between your lips

2) Breathe in and out through the Breather using diaphragmatic breathing

3) At training onset, set both inhale and exhale dials to 1 and 1

4) Regularly adjust dial settings so you can manage 10 breaths at 60-70% effort 

5) Do 2 sets of 10 breaths 2 times per day

6) Repeat 6 days per week

Benefits should become apparent between 2 to 4 weeks of training 

GENERAL PROTOCOL
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GENERAL PROTOCOL
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Answers

IMPROVING PATIENT OUTCOMES

Questions



19

TOP PATIENT ASSESSMENT AND EVALUATION TOOLS 
We will relate these tools to the changes in the PDPM & PDGM models

NEXT EPISODE (October 2019)
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UPCOMING EPISODE
Highly Effective Patient Assessment and Eval Tools
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MEET WITH A CLINICIAN
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Q1: Has the Breather been used in clinical trials? 
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Q2: Can RMW be determined without using a 
manometer? 

While a bona fide diagnosis of RMW can not be confirmed without 
establishing MIP or MEP using a manometer, the underlying diagnosis, 
patient history and present symptoms can give a good indication of 
RMW. While dyspnea and exercise intolerance are good indicators for 
RMW, additional symptoms such as fatigue and reduced hr QOL may 
also imply the presence of RMW. 

As RMT has no side effects, it should be considered in all cases of 
suspected RMW due to its beneficial effects. 
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Q3: Is RMT suitable for people with 
comorbidities? 
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Q4: How do I determine the correct 
intensity/setting on the Breather? 
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Q5: What is the difference between resistive 
and threshold devices? 
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Do Not Do This question - - skip it for now

When should RMT not be used? 

During initial training, we recommend careful monitoring for episodes 

of acute exacerbation or excessive fatigue. Caution is advised before 

initiation of therapy for: active hemoptysis, untreated pneumothorax, 

recent esophageal surgery, acute upper airway stenosis (true vocal 

fold mass, vocal fold paralysis in adducted position, subglottic 

stenosis), recent oral, facial or skull trauma / surgery, acute sinusitis, 

epistaxis, hemodynamic instability, tympanic membrane rupture or 

acute middle ear pathology (otitis, labyrinthitis).
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