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Providing Tracheostomy Care

Goal: The patient will exhibit a tracheostomy tube and site free from skin irritation or breakdown.
 *Indicates a critical behavior that must be performed in order to pass the skill successfully.
Trach care is performed once a shift or every 8 hours, depending on the facility policy.

1. *Determine the need for tracheostomy care. If the patient has a new tracheostomy, enter the room 30 minutes before the procedure to perform a pain assessment.

2. *Perform hand hygiene. Identify the patient. If unable to speak, compare the armband with the   

 information in the chart (name, date of birth AND medical record number). Confirm the patient’s allergies, if any. Assess patient's pain using the 0-10 pain scale. Administer pain medication if indicated and document this on the MAR.
3. *Return in 30 minutes and perform hand hygiene. Identify the patient. If unable to speak, compare the armband with the information in the chart (name, date of birth AND medical record number). Reassess the patient’s pain using the 0-10 pain scale.

4. *Tell the patient that you are there to perform trach care, even if the patient does not appear to 
be alert. 
5. Adjust bed to comfortable working position. Lower side rail closer to you. If patient is conscious, place 
    him or her in a semi-Fowler’s position. If patient is unconscious, place him or her in the lateral  

   position, facing you.  
6. *Complete a full respiratory assessment. This includes, auscultation of lung sounds 6-8 places both anteriorly and posteriorly, looking at the patient’s chest to assess work of breathing, a full set of vital signs and the skin color around the mouth.
7. Move the bed table close to your work area and raise to waist height. Place a trash   

    receptacle within easy reach of work area. Lay drape over patient’s chest to protect clothing from  

    secretions.
8. *Put on PPE (gown, eye shield or goggles, and mask). 

Cleaning the Tracheostomy (Nondisposable Inner Cannula)

9. *Prepare supplies:

a. Open tracheostomy care kit. Remove glove packet and sterile drape touching only the outer 
    one inch. Lay drape on table.


b. Holding the outside of the kit, quickly and carefully dump out the contents onto the center of the 

    sterile field. Set empty kit container on the table without touching the inside.

c. Fill the basins with saline solution. Remember to never turn your back on your sterile field.
10. *Put on clean, nonsterile gloves. *Set the oxygen source (trach collar) to the side if one is present.        Stabilize the outer cannula and faceplate of the tracheostomy with one hand. Rotate the lock on the inner cannula in a counterclockwise motion with your other hand to release it. Continue to hold the faceplate. Gently remove the inner cannula and carefully drop it in the basin with hydrogen peroxide/saline solution mixture.

11. Remove site dressing and assess the drainage for color, odor, consistency, and amount 
             (COCA). Dispose in the trash.   

Replace the oxygen source over the outer cannula. Remove gloves and discard. Perform hand hygiene (gel) at the bedside.
12. *Don sterile gloves. 
13. *Clean the inner cannula as follows:
a. Holding the outer-cuff portion of the inner cannula, insert brush into the tube and use back-and-
 
    forth motion to clean. Clean the outside as well. Keep the cannula low in the compartment to 

   avoid spraying into the other solution compartments.
b. Move cleaned cannula to basin containing saline solution. Agitate cannula in solution to 

remove the hydrogen peroxide. Lift holding only the outer portion.
c. Use a sterile gauze to hold the clear portion of the inner cannula (like a hotdog in a bun). Insert pipe cleaner into the white portion of the cannula and pull out the other side to remove all remaining fluid. Use the second pipe cleaner in the same manner. 
14. *Hold the outer portion of the inner cannula and remove the gauze. Set oxygen source to the side.

Stabilize the outer cannula and faceplate with one hand. Replace 
inner cannula into the trach by holding hand at the nine o’clock position and then rotate to the six o’clock position and advance to complete insertion. Turn lock clockwise to lock in place and check that inner cannula is secure. Reapply oxygen source.
Applying Clean Dressing and Trach Ties

14. Remove oxygen source. Dip cotton-tipped applicators in the unused section containing only
     saline and clean stoma under faceplate. Use each applicator only once, moving from stoma  

     site outward. Clean outer portion of faceplate. Dry skin under faceplate gently with 4" x 4" gauze using

     a different corner for each of the 4 sides.
15. *Change the tracheostomy tie:
a. Leave soiled tie in place until new one is applied.
b. Thread the Velcro tab on the long piece through the back of the faceplate (the white cotton side is against the patient’s neck). Adhere the Velcro tab to the neck band.
c. Bring the neckband behind the patient’s neck. Reapply oxygen source.
d. Thread the Velcro tab on the short piece though the back of the face plate. Adjust the neckband to the proper lengths. Adhere the Velcro tab from the short piece to the long neckband. 
Reapply oxygen source.
16. *Slide tracheostomy split gauze dressing under faceplate. Never cut a gauze to fit around a 
trach! Small gauze particles can enter the airway.
17. *Remove gloves and discard. 
18. * Complete a respiratory assessment. This includes, auscultation of lung sounds 6-8 places both anteriorly and posteriorly, looking at the patient’s chest to assess work of breathing, a full set of vital signs and the skin color around the mouth.19. **Place the patient in a comfortable position with side rails up, bed in the lowest position, call bell within reach and brakes locked.
20. *Perform hand hygiene.
21. Document the pre-respiratory assessment, including auscultation of lung sounds 6-8 places both anteriorly and posteriorly, looking at the patient’s chest to assess work of breathing, a full set of vital signs and the skin color around the mouth, COCA of the secretions on the split gauze, that you performed trach care, the condition of the skin under the faceplate, and how the patient tolerated the procedure, and the post-respiratory assessment, including, auscultation of lung sounds 6-8 places both anteriorly and posteriorly, looking at the patient’s chest to assess work of breathing, a full set of vital signs and the skin color around the mouth.

Adapted: Burton, M. & Smith, D (2023). Davis Advantage for Fundamentals of Nursing Care: Concepts, Connections, and Skills. Philadelphia, PA: FA Davis









