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Introduction

Tracheostomies are common in the critically
unwell, with approximately 12,500 performed each
year in England. Indications may include upper
alrway obstruction, airway protection, weaning,
long-term ventilation or secretion management.
Complications are common, and the nature of harm
may depend on the clinical environment and level
of staff training. Despite difficult airway guidelines
becoming  widely accepted, tracheostomy
emergencies were historically managed by relying
on individually acquired skills. NAP4 [1]
highlighted a number of significant tracheostomy
complications. As a consequence, national
guidelines for emergency tracheostomy were
published in 2012 [2]. The National Tracheostomy
Safety Project advocates for the improved care and
safety for patients with a tracheostomy. The
COVID-19 pandemic led to mass redeployment of
the clinical workforce to support intensive care
units (ICUs). Many junior doctors and nurses have
little to no experience of dealing with patients with
a tracheostomy. We set out to establish the need for
developing an educational package to support staff
who may be new to ICU.

Emergency tracheostomy management - Patent upper airway

Call for airway expert help
Look, listen & feel at the mouth and tracheostomy
A Mapleson C system (e.g. ‘Waters circuit’) may help assessment if available
Use waveform capnography when available: exhaled carbon dioxide indicates a patent or partially patent airway

N% Is the patient breathing? Nes

Call Resuscitation Team Apply high flow oxygen to BOTH
CPR if no pulse / signs of life the face and the tracheostomy

¢’

The tracheostomy tube is patent
Perform tracheal suction
Consider partial obstruction
Ventilate (via tracheostomy) if
not breathing

Continue ABCDE assessment

Assess tracheostomy patency

Remove speaking valve or cap (if present)
Remove inner tube
Some inner tubes need re-inserting to connect to breathing circuits

[ Can you pass a suction catheter?

Nov‘v

Deflate the cuff (if present)
Look, listen & feel at the mouth and tracheostomy

Use waveform capnography or Mapleson C if available

‘ Tracheostomy tube partially
Yes obstructed or displaced
[ Is the patient stable or improving? }—b Continue ABCDE assessment
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{ REMOVE THE TRACHEOSTOMY TUBE ]

Look, listen & feel at the mouth and tracheostomy. Ensure oxygen re-applied to face and stoma
Use waveform capnography or Mapleson C if available

Call Resuscitation team NO
CPR if no pulse / signs of life

Is the patient breathing?
Primary emergency oxygenation

assessment

e

Secondary emergency oxygenation

Continue ABCDE ]

Cover the stoma (swabs / hand). Use: Prepare for difficult intubation
Bag-valve-mask Uncut tube, advanced beyond stoma
Oral or nasal airway adjuncts l

Supraglottic airway device e.g. LMA J
sy 2

Attempt intubation of STOMA

Small tracheostomy tube / 6.0 cuffed ETT
Consider Aintree catheter and fibreoptic
‘scope / Bougie / Airway exchange catheter

Standard ORAL airway manoeuvres E {Attempt ORAL intubation ]

Tracheostomy STOMA ventilation
Paediatric face mask applied to stoma
LMA applied to stoma
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Fig 1. National Tracheostomy Safety Project,
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Fig 2. National Tracheostomy Safety Project,
Bedside Tracheostomy Indication

Methods

We devised and disseminated a survey to all
clinical staff working on the general ICU 1n a
tertiary university hospital. We received 40
responses from a diverse group including doctors
of varying grades, ACCPs and nurses of ICU and
non-ICU background.

Results

The majority of respondents had looked after a
patient with a tracheostomy within the last week.
Most had experience with dealing with an
emergency and were aware of the national
tracheostomy safety project. Despite this, the
majority were not confident at dealing with
tracheostomy emergencies. Of concern, the
majority had received no formal training on dealing
with tracheostomy emergencies. The overwhelming
majority would like further training

Discussion

The clinical course of COVID-19 meant many more
patients than normal are receiving a tracheostomy
as part of their care. There 1s a clear need and want
for further training for clinical staff on dealing with
tracheostomy emergencies. We are exploring the
options of delivering education, with the
involvement of key stake holders such as the
physiotherapy teams and tracheostomy
practitioners. We hope to develop a simulation
package to be completed on induction to ICU.
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