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I:
Purpose: To provide guidelines to prevent the transmission of infections when performing 
tracheotomy care and tracheal suctioning.
II:
Definition: None
III:
Policy: Tracheotomy care shall be administered by trained personnel, preferably a 
physician, nurse, or a qualified respiratory therapist using aseptic technique.

IV:
Role Responsibility: Department head/designee will ensure compliance
V:
Procedures/Guidelines:  
Tracheotomy increases the susceptibility to pulmonary infections by several mechanisms:  Naso-pharyngeal defense mechanisms are bypassed by tracheotomy, suctioning is frequently required because of inherent mechanical or physiologic pulmonary abnormalities that decrease the patient's ability to cough up secretions and inhalation therapy and tracheal suction are common vehicles for the introduction of pathogenic microorganisms.

Tracheotomy shall be performed electively, under aseptic conditions in an operating room, except when strong clinical indications for emergency or bedside operation supervene.  Emergency tracheotomy may usually be avoided by temporary oral or nasal endotracheal intubation, thus allowing the scheduling of an elective procedure.

Careful attention to post-operative wound care is important. Sterile gloves shall be worn for all
manipulations at the site. The area is cleansed with a solution of hydrogen peroxide and normal 

saline or as per the physician's order. An antimicrobial ointment may be applied locally to the wound site only when ordered by a physician.

After stabilization of the tissue tract, the tracheotomy tube is changed if dislodged or obstructed.  Strict aseptic technique, including the use of sterile gloves and drapes shall be used.  

The patient shall be placed in a high humidity atmosphere to prevent desiccation of tracheal and bronchial mucosa or the formation of crusts.  A croup tent or croupette can provide adequate humidification for children.  Humidification for adults is more readily provided with heated humidifier, bubbling air or oxygen through a sterile reservoir containing sterile distilled water or a heat and moisture exchanger. Equipment that increases humidity by vaporization with heat from a reservoir is less likely to produce aerosols, with high concentrations of micro-organisms, than nebulizers that produce droplets by mechanical action.  The sterile distilled water contained in the nebulizer reservoir shall be changed at least daily. 

Fine-particle aerosols from unheated (cold mist) room nebulizers have been shown to cause heavy environmental contamination with Pseudomonas aeruginosa, thus room nebulizers are not used at this facility.  The nebulizers or heat and moisture exchanger used are attached to an individual patient's ventilatory circuit.  Nebulizers and ventilatory circuits are not changed routinely. They are replaced between patients and only when visibly soiled or mechanically malfunctioning.

Tracheal suction catheters and suction tubing are made of transparent material. The transparency illustrates to staff members the presence and potential hazard of residual material in the tubing. Catheters are disposable. The suctioning procedure shall be carried out as atraumatically as possible. Sterile catheters and two disposable sterile gloves shall be used.  The frequency of suctioning depends on the rate of formation of secretions; fresh tracheotomies may require suctioning every 15 minutes or so.  A large supply of disposable sterile catheter sets must be anticipated and readily available.  One to 5cc of sterile saline may be instilled into the tracheotomy at the time of suctioning.  “Dispos-a-vial” may be used for this purpose as it is a unit dose and does not contain a preservative. The patient may also be pre-oxygenated with 100% oxygen via an ambu bag, both to hyper-oxygenate the patient and to disperse the saline lavage and thereby loosen tenacious secretions.  Rinsing the catheter by dipping it in a disposable container filled with sterile normal saline and drawing the sterile solution through will help flush out thick material from the catheter during the suctioning procedure.

Suction canisters are changed at least every 24 hours on the same patient.

All portable suction machines are used with disposable canisters since the filter in these canisters prevents the aerosolization of micro-organisms.
VI:
Reason for Revision: Review
VII:
Attachments: None
VIII:
References: CDC, APIC
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