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Discharging a Patient Home with a Tracheostomy

Introduction
The majority of patients who require a tracheostomy
during their treatment in hospital are decannulated
prior to discharge home. However, there are occasions
when the patient will continue to require their tra-
cheostomy tube either as a long-term option or even
permanently. As a result, tracheostomies are becoming
increasingly common in the community setting.1 The
wide range of tracheostomy tubes and accessories avail-
able and the advances in specialist knowledge are con-
tributing to the individual’s living successfully at home
as a neck breather.

It is important to clarify why an individual has a long-
term tracheostomy as this will determine their manage-
ment and care requirements. Examples will include:

• to deliver mechanical ventilation
• to bypass an upper airway obstruction 

(e.g. tumour or vocal cord palsy)
• to protect the airway from aspiration
• to access and remove chest secretions

Before the discharge process can begin, the medical sta-
bility of the individual must be established. The tra-
cheostomy site should be healed and there should be no
signs of infection.2

The community team
The focus of the discharge planning will be effective
communication between the hospital-based and com-
munity team. Early identification of a patient who will
not be decannulated before discharge will be pivotal to
the discharge process. Once this has been established,
referral to the patient’s general practitioner and com-
munity team will begin a complex process of events.

The community team should be encouraged to attend
the ward to meet with the staff and patient. This will
provide the opportunity to discuss the patient’s clinical
condition and care needs. The community nurses will
provide the patient and their family with support and
guidance in the routine management of the tube and
first line management in the event of a critical incident.3

This will include basic life support with a tracheostomy.

However, these are not skills commonly acquired during
nurse training4 and the community nurse’s experience
may vary enormously within the team. It will be impor-
tant that they are adequately prepared in order to fulfil
this role.5 The hospital based staff must support this
need with training and information. The following con-
siderations should be presented to the community
team:

Why has the patient got a tracheostomy? 
If the tracheostomy is providing a primary airway
(there is compromised airflow above the level of the
tube) this will have considerations for the community
team. If the tube were to block with secretions or acci-
dentally fall out, the priority will be to reinsert another
tube without delay. The tracheostomy tube should be
double lumen with a removable inner cannula. Should
the tube block with secretions, the cannula can be
removed, cleaned and reinserted therefore promoting
tube patency and avoiding the need for an emergency
tube change (Figure 1).  

A cuffed tracheostomy tube will be required to pro-
vide protection from aspiration for the patient with
swallowing difficulties. In this situation, the cuff should
be checked regularly using a cuff pressure manometer to
ensure it is inflated correctly (Figure 2).

Who will be caring for the tracheostomy?
To care for a tracheostomy at home requires advanced
technical skills.4 Ideally, the individual will be able to
carry out their own care, providing them with a sense of
self-control and reducing the dependency on others.6

An education programme7 to include suctioning,
humidification, wound care and inner cannula care
should be provided. These practical aspects require
physical ability and dexterity to perform competently.
The individual should be able to identify and manage
complications and apply their knowledge and skills to
the changing needs of their tracheostomy. They should
be motivated to carry out their care consistently and
reliably. Any cognitive impairment or anticipated
decline should cause the healthcare team concern as to
the individual’s suitability to self-care. In this instance a
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‘Blueline Ultra’
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tube - 

Smiths Medical
International Ltd

Figure 2: Cuffed
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Medical International Ltd.
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‘key carer’ should be identified to provide the
tracheostomy care. However, the healthcare
team should not assume that this is a role a
family member is willing or indeed capable of
undertaking. A tracheostomy can cause a sub-
stantial amount of caregiver strain and this
should be considered when deciding on a
treatment plan.8 Caregivers will be required to
learn skills to apply to the care of the tra-
cheostomy which can be daunting and over-
whelming. Depending on the level of supervi-
sion the individual requires, the family mem-
ber may become exhausted. Stressors the carer
may experience will include knowledge
deficit, worry over the individual’s health,
level of responsibility and restricted social
activities.9 The healthcare team should con-
sider these issues and discuss the possibility of
respite services to prevent the carer becoming
unable to cope.

What equipment and supplies are
required?
The care of a tracheostomy demands spe-
cialised equipment and supplies to maintain a
safe and functioning airway. A portable suc-
tion unit and nebulizer must be issued to the
patient before discharge. The patient who
does not require regular suction or nebulizers
should be equipped in the event of deteriora-
tion in their clinical condition (e.g. increased
secretion production as a result of a cold).

Disposable supplies of tracheostomy prod-
ucts will be required.  This will include tra-
cheostomy tubes, dressings, Velcro collars and
heat moisture exchangers (HME).  The com-
munity team will require details of items to
order in preparation for the discharge. The
equipment and supplies will be extensive and
costly for the community team to purchase. It
is recommended that the discharging ward
provide at least one week of supplies for the
patient to take home with them. This will
overcome any delays experienced with the
ordering process and ensure a smooth transi-
tion from the hospital to home setting.

Continuing Care
The community team should be advised as to
the ongoing management plan for the patient
to include further treatment and review of the
tracheostomy. They should be made aware of
the patient’s prognosis or any predicted dete-
rioration in their health.
As discussed, the indication for a long-term or
permanent tracheostomy will vary between
individuals. It will be important to continue
to monitor the patient as to the suitability of
their tube type when considering their chang-
ing clinical needs and indeed whether they
still require their tracheostomy. 

Contact telephone numbers should be pro-
vided to include district nurse, access to ENT
medical team, ENT Ward and tracheostomy
nurse (if available). This will provide the
patient with support and a treatment plan in
the event of a difficulty arising with their tra-
cheostomy.

Tracheostomy tubes need to be changed
according to the manufactures guidelines.
This can vary between monthly (double

lumen PVC tubes) or long term tube materi-
als (silicone, silver). The ongoing manage-
ment of this should be established prior to
discharge. Each individual will require an
assessment to determine the most appropri-
ate setting for their tube to be changed.
Firstly their clinical conditions should be
considered. A large tumour distorting the
trachea may cause difficulty with a tube
change. Excess secretions and a high aspira-
tion risk may complicate the procedure.
Previous tube changes should be examined.
Has there been difficulty either removing or
inserting a tube? This can be caused as a
result of hypergranulation of the stoma
edges or the tract itself.10 If there is an antic-
ipated complication or difficulty associated
with the tube change, the procedure should
be performed in the hospital setting. This
will ensure access to experienced practition-
ers and facilities in the event of a difficulty
arising.

Living with a tracheostomy
The tracheostomy may affect lifestyle in terms
of activities and choices, but it is possible to
successfully adapt without unnecessary
restrictions.

The patient and their carers should receive
clear guidance on living with a tracheosto-
my. This will include adapting their skills to
the community setting and being aware of
hazards in the environment which will be
detrimental to their wellbeing. The patient
will be vulnerable if exposed to risks such as
water entering the tracheostomy tube and
toxic substances including aerosols, smoke,
or fine animal hair causing airway damage
or infection.

The individual or carer should have access
to emergency tracheostomy equipment (suc-
tion unit with tubing and catheters and
portable nebulizer) and supplies at all times.
This will ensure there is no delay in delivering
the tracheostomy care in any environment or
situation. It is recommended that a tra-
cheostomy bag or case (Figure 3) containing
such items should be available to include:

Conclusion
The discharge of a patient with a tracheosto-
my is clearly a complex and multifaceted
process. The healthcare team are presented
with issues unique to a neck breather and the
management of this will be instrumental in
determining the success of the discharge, the
health of the individual and ultimately avoid
readmission to hospital.
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Spare tracheostomy tube of current size

Spare tracheostomy tube one size smaller 
(in event of being unable to insert tube)

Spare inner cannulas

Precut tracheostomy dressing

Velcro collar or tracheostomy tapes

Heat moisture exchange 
(Swedish Nose, Buchanan Bib)

Syringe (if tracheostomy tube is cuffed)

Cuff pressure manometer 
(if tracheostomy tube is cuffed)

Lubricating jelly

Figure 3: 
Kapitex Healthcare Ltd
‘Trachi-Case’.




