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1. Endotracheal Suctioning:

I. Suctioning Techniques:

1. Remember that suctioning is a sterile technique; this is because the airways are sterile environments and highly susceptible to viral and bacterial forms of infection.

2. Simple oral suctioning is NOT a sterile procedure.

3. The nurse must carefully assess clients for suctioning; too-frequent suctioning can result in hypoxemia, hypotension, dysrhythmias,  and trauma to the mucosa of the lungs.
II. Suctioning Procedure:

1. This skill must be delegated cautiously. Remember that assessment can NEVER be delegated by an RN. Therefore, the RN must set the assessment parameters for the AP performing the technique. Also, the RN should assess the client’s pre and post respiratory status. Only clients with permanent suction lines are candidates for AP suctioning. It is important to have an AP or CNA provide assistance during the procedure.
2. Identify the client and make sure all suctioning orders have been verified.

3. Assessment: Assess the client’s lung sounds, pulse oximetry reading, use of secondary/accessory muscles, HR, rhythm, behavioral status, etc.

4. Explain the procedure to the client; note that chronic tracheostomy patients will probably be quite familiar with the procedure; it is still essential to make sure that the client understands what will be performed.

5. Attach the client to a Pulse Ox.
6. Wash hands and mentally prepare for a sterile procedure.

7. Place a large chuck, towel, drape, or ABD pad over the client to maintain a clean environment.

8. Open the suction kit using a clean, but none-sterile technique (WATCH THE CATHETER AND DO NOT ALLOW IT TO BECOME CONTAMINATED).

9. Unwrap sterile basin and place on table; fill w/ 100cc NS.

10. Turn on suction device at level of 80-120 mm Hg.
11. Apply STERILE gloves.

12.  Using the dominant hand, pick-up the suction catheter; pick-up the connecting tubing with nondominant hand and connect.

13.  Ensure proper suctioning by suctioning a small amt. of NS from the basin.

14. AP/CNA: Hyperoxygenate the client by providing 3-5 compressions from an ambu bag.

15. Gently and quickly insert the catheter down the tracheostomy until the client coughs; DO NOT APPLY SUCTIONING WHEN INSERTING THE CATHETER. Note that the entire suction procedure should last no more than 12 seconds.
16. Apply intermittent suction and remove the tubing from the tracheostomy using circular motion.

17. Rinse the catheter with NS.

18. Wait one full minute and reassess the client’s pulmonary status. Repeat procedure as needed. 

19. Perform a final assessment of the client and document the procedure, noting the client’s respiratory status prior to the start of the procedure (assessment data, lung sounds, pulse oximetry reading, etc.), how well the client tolerated the procedure, and the client’s post-procedural status and current status. See below for sample documentation:

Sample Documentation for Suctioning Procedure:

1522: Performed routine assessment. SpO2 at 92% and client c/o “shortness of breath” and need for suctioning.  Auscultation of lung sounds revealed diffuse rhonchi bilaterally.  After reviewing MD orders, client suctioned using sterile technique. Client was hyperoxygenated prior to procedure with ambu bag. 3 passes with one minute between each pass was completed. Client tolerated procedure well without complications. Auscultation of lung fields post-suction revealed a decrease in rhonchi while SpO2 increased to 95%. Will continue to assess client.
Christopher Blackwell, PhD, ARNP

2. Changing of Tracheostomy Dressing and Cleaning of Tracheostomy Tubing:
I. Care of an Artificial Airway:

1. This is another task that must be delegated cautiously to AP. Only in a very few settings do UAP perform these tasks. Remember, assessment of the artificial airways is ALWAYS performed by the RN. The use of an AP/CNA during the procedure is extremely helpful.
II. Technical Procedures: Cleaning the Tracheostomy Site and Tubing and Replacing the Dressing:
1. Identify the client and review all MD orders for the procedure.

2. Explain the procedure to the client and clarify any questions or concerns regarding the procedure.

3. Clean the hands and don CLEAN gloves. Mentally prepare for a sterile procedure.

4. Assess the ET site: Assess for peri-erythema, discharge (type, consistency, color, amount, odor), intactness of the dressing, foreign obstructions, etc. 

5. Open 2 packages cotton-tipped swabs and soak one pack in H2O2 and the other in NS. Arrange 1-2 sterile 4 x 4 dressings on the sterile field.
6. Open STERILE trachestomy kit.

7. Unwrap sterile basin and pour H2O2 into the basin (about ¾ in.).
8. Aspectically, place the sterile brushes into the basin.

9. Don sterile gloves; note that the dominant hand will remain sterile throughout the procedure.

10. Remove the inner cannula with the nondominant hand (being careful to ensure that the tube is stabilized) and drop into basin.

11. Using the nondominant hand, place oxygen source near outer cannula.

12. Pick-up the inner cannula from the basin using the dominant (sterile) hand and quickly brush the inner and outer surfaces of the cannula. After scrubbing the tubing, use the nondominant hand to rinse the cannula by pouring NS over the basin. 
13. Replace the cannula and lock back into place using the nondominant hand. Reattach oxygen source or ventilation equipment, also using nondominant hand.

14. Pick-up H2O2 prepared swabs (#5) using the dominant (sterile) hand and clean from inner portion of tracheostomy site outward using as many swabs as necessary. Repeat the procedure using the NS-soaked swabs to clear the H2O2 from the site.

15.  Dry the site with the 4 x 4 dressings using the dominant (sterile) hand.

16. The remainder of the procedure is not sterile:

A. Cut twill tape diagonally enough length to encircle the neck twice (approx. 24-20 inches);

B. Insert one end of the twill tape into right eyelet and pull ends even;
C. Encircle head with twill tape and insert one end into the left eyelet;

D. Using a double-knot, secure the two ends of the twill tape together.

E. Replace the dressing under the tracheostomy tube in a fenestrated manner.

17. Document the procedure, noting the physical appearance of the tracheostomy site prior to the procedure (noting peri-erythema, discharge type, consistency, amt., color, and odor), how the client tolerated the procedure, and the current status of the client.

Sample Documentation for Care of an Artificial Airway Procedure:

1739: Assessed and cleaned tracheostomy site and re-dressed tracheostomy dressing. Site without peri-erythema, discharge, obstructions, or complications. Using sterile procedure, cleaned tubing and site with H2O2 and NS. Changed old dressing ties, sub-tracheostomy dressing, and resecured with new twill tape and new sub-tracheostomy dressing. Client tolerated procedure very well and without complications. Client now resting comfortably watching television. SpO2 reading at 95% with no acute respiratory distress. 
