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OBJECTIVES

▪ Discuss patient safety and educational needs in the hospital setting

▪ Review the importance of the Respiratory Therapists active involvement with Tracheostomy 
patients – we are the airway experts

▪ Examine the formation of collaborative Tracheostomy Teams – how to !



THE WHY?

▪ Abstract

▪ Background

▪ Tracheostomies are increasingly common in hospital wards due to the rising use of percutaneous and 
surgical tracheostomies in critical care and bed pressures in these units. Hospital wards may lack 
appropriate infrastructure to care for this vulnerable group and significant patient harm may result.

▪ Objectives

▪ To identify and analyze tracheostomy related incident reports from hospital wards between 1 October 
2005 and 30 September 2007, and to make recommendations to improve patient safety based on the 
recurrent themes identified. The study was performed between August 2008 and August 2009.

▪ Methods

▪ 968 tracheostomy related critical incidents reported to the National Patient Safety Agency over the 2 
year period, identified by key letter searches, were analyzed. Incidents were categorized to identify 
common themes, and root cause analysis attempted where possible.

▪ Results

▪ In the 453 incidents where patients were directly affected, 338 (75%) were associated with some 
identifiable patient harm, of which 83 (18%) were associated with more than temporary harm. In 29 
incidents (6%) some intervention was required to maintain life, and in 15 cases the incident may have 
contributed to the patient’s death. Equipment was involved in 176 incidents and 276 incidents 
involved tracheostomies becoming blocked or displaced.

▪ Conclusions

▪ By identifying and analyzing themes in incident reports associated with tracheostomies, 
recommendations can be made to improve safety for this group of patients. These recommendations 
include improvements in infrastructure, competency and training, equipment provision, and in 
communication.

Patient safety incidents 

associated with tracheostomies 

occurring in hospital wards: a 

review of reports to the UK 

National Patient Safety Agency 

B A McGrath, A N Thomas, Patient safety incidents associated with tracheostomies occurring 
in hospital wards: a review of reports to the UK National Patient Safety Agency, Postgraduate 
Medical Journal, Volume 86, Issue 1019, September 2010, Pages 522–525,



RESEARCH



McGrath, Brendan A., et al. “Improving Tracheostomy Care in the United Kingdom: Results of 

a Guided Quality Improvement Programme in 20 Diverse Hospitals.” British Journal of 

Anaesthesia, vol. 125, no. 1, 2020, pp. e119–e129. https://doi.org/10.1016/j.bja.2020.04.064





INTERVENTIONS IMPLEMENTED



RESULTS 



RESOURCES? HTTPS://WWW.GLOBALTRACH.ORG



GLOBAL TRACHEOSTOMY COLLABORATIVE



GLOBAL TRACHEOSTOMY COLLABORATIVE 





INTERDISCIPLINARY ASSESSMENT OF TRACHEOSTOMY CARE KNOWLEDGE: AN OPPORTUNITY 
FOR QUALITY IMPROVEMENT

PANELRADHIKA DUGGAL A, RUTH J. DAVIS B, SWATHI APPACHI C, WILLIAM 
S. TIERNEY C, BRANDON D. HOPKINS C, PAUL C. BRYSON C

AMERICAN JOURNAL OF OTOLARYNGOLOGY VOLUME 44 ISSUE 4 JULY-AUGUST 2023

▪ Results

▪ 173 nurses, respiratory therapists, and residents participated in this study. Over 75 % of 
respondents identified correct answers to questions addressing basic tracheostomy care, such 
as suctioning and humidification. Significant variation was observed in identification and 
management of tracheostomy emergencies, and appropriate use of speaking valves. Only 
47 % of all respondents identified all potential signs of tracheostomy tube displacement. 
Respiratory therapists with over 20 years of experience (p = 0.001), were more likely to 
answer correctly than those with less. Nurses were less likely than respiratory therapists to 
have received standardized tracheostomy education (p = 0.006) and were less likely than 
others to choose the appropriate scenario for speaking valve use (p = 0.042), highlighting 
the need for interdisciplinary education.



WHO IS MINDING THE STORE?
TRACHEOSTOMY CARE AND EDUCATION IN THE HOSPITAL SETTING VARIES DRAMATICALLY

▪ Respiratory Therapists (or a combination of RT’s and Nursing)

▪ Nursing

▪ Speech Pathologists

▪ Providers

▪ Social Worker/Discharge planning

▪ Many have nothing and assume DME companies provide education post discharge

▪ Some facilities DO have aggressive safety and educational protocols or are in the 
process of creating collaborative teams



QUESTION OF THE DAY



WHAT IT IS-

▪ The primary purpose of an 
obturator in a tracheostomy 
tube is to guide the tube's 
insertion into the trachea 
during a tracheostomy 
procedure or tube change. It 
provides a smooth, rounded 
surface to protect the airway 
from damage during insertion 
and is removed once the outer 
cannula is properly placed.

https://www.google.com/search?sca_esv=b62a81363822e03c&sxsrf=AE3TifPxV9m7hpx0FDmBB9gyP0FtQrdEyA%3A1756306824103&q=tracheostomy+tube&sa=X&ved=2ahUKEwjE7vfioKuPAxW8K1kFHbQNI1EQxccNegQIMxAB&mstk=AUtExfD7JPdYn0sm1kxmv-C7ND9xuNb8fiYZXCymUSrvnYcrS3zhbHP0Asp9S0bzW5yaNEx9REKNb4MardnLR6ygUzYz5_FDKXorTykHFHE5uoqR7X1FpUD6Ik26jm7K9oy0EIK_iV5_F8AxxmrQi6yBSwgog7AfiPlOYMYe85rTqjKT01Dfsog7TLBiPUtkWQZUU1FZN-ZFVLXDE10P-U6azvvMVTITurUPTVYxzyr3JlfFTxB1tEAKLh3L5ZAq-QClL2TJSdXuTaLZ_I5RLmypRcxG&csui=3
https://www.google.com/search?sca_esv=b62a81363822e03c&sxsrf=AE3TifPxV9m7hpx0FDmBB9gyP0FtQrdEyA%3A1756306824103&q=tracheostomy+tube&sa=X&ved=2ahUKEwjE7vfioKuPAxW8K1kFHbQNI1EQxccNegQIMxAB&mstk=AUtExfD7JPdYn0sm1kxmv-C7ND9xuNb8fiYZXCymUSrvnYcrS3zhbHP0Asp9S0bzW5yaNEx9REKNb4MardnLR6ygUzYz5_FDKXorTykHFHE5uoqR7X1FpUD6Ik26jm7K9oy0EIK_iV5_F8AxxmrQi6yBSwgog7AfiPlOYMYe85rTqjKT01Dfsog7TLBiPUtkWQZUU1FZN-ZFVLXDE10P-U6azvvMVTITurUPTVYxzyr3JlfFTxB1tEAKLh3L5ZAq-QClL2TJSdXuTaLZ_I5RLmypRcxG&csui=3
https://www.google.com/search?sca_esv=b62a81363822e03c&sxsrf=AE3TifPxV9m7hpx0FDmBB9gyP0FtQrdEyA%3A1756306824103&q=outer+cannula&sa=X&ved=2ahUKEwjE7vfioKuPAxW8K1kFHbQNI1EQxccNegQINhAB&mstk=AUtExfD7JPdYn0sm1kxmv-C7ND9xuNb8fiYZXCymUSrvnYcrS3zhbHP0Asp9S0bzW5yaNEx9REKNb4MardnLR6ygUzYz5_FDKXorTykHFHE5uoqR7X1FpUD6Ik26jm7K9oy0EIK_iV5_F8AxxmrQi6yBSwgog7AfiPlOYMYe85rTqjKT01Dfsog7TLBiPUtkWQZUU1FZN-ZFVLXDE10P-U6azvvMVTITurUPTVYxzyr3JlfFTxB1tEAKLh3L5ZAq-QClL2TJSdXuTaLZ_I5RLmypRcxG&csui=3
https://www.google.com/search?sca_esv=b62a81363822e03c&sxsrf=AE3TifPxV9m7hpx0FDmBB9gyP0FtQrdEyA%3A1756306824103&q=outer+cannula&sa=X&ved=2ahUKEwjE7vfioKuPAxW8K1kFHbQNI1EQxccNegQINhAB&mstk=AUtExfD7JPdYn0sm1kxmv-C7ND9xuNb8fiYZXCymUSrvnYcrS3zhbHP0Asp9S0bzW5yaNEx9REKNb4MardnLR6ygUzYz5_FDKXorTykHFHE5uoqR7X1FpUD6Ik26jm7K9oy0EIK_iV5_F8AxxmrQi6yBSwgog7AfiPlOYMYe85rTqjKT01Dfsog7TLBiPUtkWQZUU1FZN-ZFVLXDE10P-U6azvvMVTITurUPTVYxzyr3JlfFTxB1tEAKLh3L5ZAq-QClL2TJSdXuTaLZ_I5RLmypRcxG&csui=3


WHAT IT ISN’T

Demogorgon



SO MANY TRACHS SO MUCH TO KNOW



MONTGOMERY “T” TUBES

▪ Combination of tracheal stent and 
artificial airway

▪ Prevents post operative stenosis after 
laryngotracheal surgery

▪ To assist in patency of subglottic 
stenosis

▪ To maintain structural integrity of the 
trachea due to trauma and collapse 



MONTGOMERY “T” TUBE 



LARYNGECTOMY “LARY” TUBE

▪ Full or partial removal of the larynx 
due to cancer, damage or other 
health condition 

▪ Complete laryngectomy results in 
loss of speech (complete removal of 
larynx which houses vocal cords)

▪ Speech is possible with implanted 
prosthetic device or electrolarynx

▪ Complete loss of connection with 
upper airway for a complete.



LARYNGECTOMY “LARY” TUBE



TRACHEOSTOMY SAFETY EXAMPLES



THE STORY OF ONE HOSPITAL
▪ All patients with artificial airways are seen and assessed daily by RT’s.

▪ Report is generated every morning – GPU patients are seen by a Therapist or “Trach Navigator”

▪ ICU tracheostomy patients are cared for by Therapists (vented or non-vented- includes 
tracheostomy care, tracheostomy changes (cuffed to uncuffed) exception: difficult airway or initial 
tracheostomy change: percutaneous to standard.

▪ Capping trials ICU and GPU performed by RT, decannulation performed by RT or surgical staff

▪ Daily floor assessments are documented in the EHR and include site assessment, FI02 (if using) 
humidification type, spare tracheostomy or ETT tube, suction, resuscitation bag/mask

▪ RN/RT discussion if any concerns or signs of tissue breakdown caused by device or ties.

▪ Appropriate safety signage posted at head of bed 

 



THE STORY OF ONE HOSPITAL

Start LDA (activation of 
report and safety – even 

if patient has an open 
stoma)

Call Respiratory 
Supervisor 160627 (not 

necessary for ICU 
admission)

Must provide aerosol 
humidity via Trach Collar 

or T-Bar if frequent 
suction is required

Spare tracheostomy tube 
in box (Same size and 
type, standard only)

Obturator placed at 
Head Of Bed (if 

available)

IF difficult or ANY 
OTHER type of 

tracheostomy an 
endotracheal tube of the 

same size should be 
placed at head of bed

Resuscitation bag and 
mask – clearly visible



TRACHEOSTOMY SAFETY EXAMPLES



TRACHEOSTOMY CAPPING TRIALS 



HOW TO START?

▪ Gather information and network with facilities that have formed collaborative 
teams already. 

▪ EVIDENCE is crucial – bring the facts

▪ When groups are siloed, mistakes happen – you don’t know what you don’t know or 
what they don’t know until you are together

▪ Reach out to all key personnel

▪ Use as a safety/quality initiative

▪ Do you have a risk management department?  Is there access to sentinel events 
that have occurred? 

▪ You need to take the first steps for the sake of the patients



COLLABORATIVE TEAM EDUCATION 

▪ Speech Pathology is responsible for swallow studies and assessments necessary 
for determination of speaking valve.

▪ Mechanically ventilated patients have, on occasion, used inline speaking valves

▪ Ventilator alarms need to be adjusted, and patients monitored closely

▪ More commonly seen in long term facilities

▪ RT’s “train the trainer” WE train the nurse educators on the floors.  The nurse 
educators in turn train the their  nurses to provide basic tracheostomy care.

▪ Sutured tracheostomy tubes, cuffed tubes and capping trials are only allowed in 
specific areas where more advanced education has been provided, and nurses 
have more experience with tracheostomy patients (IE: post operative areas) 



ICU NURSING STAFF EDUCATION

▪ Provided monthly by the RT Clinical Educator  = ME

▪ Focus on different types of tracheostomy tubes

▪ Cuffed versus cuffless tracheostomy tubes

▪ Communication with RT if transferred to outside facility or floors

▪ Tracheostomy emergencies : obstruction, accidental decannulation, spontaneously 
breathing patients, nonbreathing patients (Respiratory Therapists downsize, cap, 
decannulate and replace tracheostomy tubes that have accidently been dislodged)

▪ Safe suctioning 

▪ Skin integrity



PATIENT EDUCATION IMPORTANT 
CONSIDERATIONS

▪ Who is responsible for providing education to the patient post tracheostomy?

▪ Consider – has the patient even SEEN their tracheostomy? (hand mirrors) 

▪ Is patient discharging to home or long-term facility? (Using 02/humidity or just 
humidity)

▪ Who orders supplies for home ? Case Manager? Social Work? Midlevel? Provider?

▪ Does the patient live alone or with family?

▪ Is the patient insured with access to equipment and supplies?

▪ What education/support does the DME provide ?

▪ The worst mistake anyone can make is assuming everyone knows exactly 
what to do for this unique patient population



PATIENT EDUCATION BOOKLET



TRACH NAVIGATOR? A PILOT PROGRAM

▪ Pilot position

▪ Similar in theory to a COPD Navigator 

▪ Responsible for providing support and education  to new tracheostomy patients

▪ Also provides support to existing tracheostomy patients who have ”fallen through 
the cracks”

▪ Receives referrals from providers 

▪ Goal permanent position, certification? Education? 

▪ Part of a multidisciplinary team consisting of case management, nursing, speech 
pathology and the Physician. (ENT or Surgeon) 



CONSIDERATIONS FOR PATIENTS AT HOME

▪ Patient’s age ranges from infant to adult, each with their own special considerations

▪ Patients may need to care for themselves, caregivers need instruction on how to 
care for their loved one

▪ What equipment is needed in the home?  Suction? Oxygen? Ventilator? 
Humidification type? Ties? Inner Cannulas? Disposable or Non-disposable

▪ What is needed when a patient travels? Emergency Bag – what items should be 
included

▪ What if a patient is home alone and cannot speak?  If 911 is called has local police, 
fire, EMS been notified of this home address and the patient’s inability to speak?

▪ Is there an emergency plan in place? Security Cameras? Emergency Device? 
Contact Person with access to the home



THE WORK IS BEING DONE

▪ Many organizations are taking steps to improve care, safety and education for 
patients with tracheostomies. 

▪ Multidisciplinary teams are the best choice for covering all the steps necessary to 
decrease length of stay and time to decannulation or SAFE discharge to home. 

▪ Know your patients and the WHY for the need for tracheostomy and if this will be a 
temporary or more permanent solution to a pathology. 

▪ Do not assume “someone” is taking care of the patient and providing education to 
them or their caregivers.

▪ Do not assume the proper equipment is being sent to their home and that they will 
know how to use it once there.



RESOURCES

▪ Online education for healthcare providers, caregivers and families through various 
hospitals and other organization

▪ YouTube videos 

▪ Manufacturer websites 

▪ Make sure the information you are accessing are from credible resources and 
based in evidence.

▪ Some of the best multidisciplinary education and rounding models are from the UK. 
(Global Tracheostomy Initiative)

▪ Online collaborative groups  



RESPIRATORY THERAPISTS

▪ Respiratory Therapists are THE airway experts

▪ There is no other service that has received the level of education that we do 
regarding artificial airways and how to handle emergencies

▪ Are you part of a tracheostomy team at your facility?  If not, why?

▪ Is your experience with tracheostomy patients limited? There are resources 
available to expand your knowledge – you will never know where or when you will 
need to use it. 

▪ Remember if you do not have a seat at the table, you may be on the menu.



DINNER IS SERVED



THANK YOU 
IT’S TIME FOR QUESTIONS!

▪ Rena Laliberte BS, RRT, CPFT

▪ Henry Ford Hospital – Detroit

▪ rlalibe1@hfhs.org
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