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Patient identification


TRACHEOSTOMY CARE PROCEDURE DOCUMENTATION FORM

TRACH TYPE:______________TRACH SIZE:____________TRACH PLACED:_______


DATE  :








Procedure and frequency
TIME/initials


TIME/intials

 
TIME/initials


TIME/initials


TIME/initials


TIME/initials




Assess patient for suctioning Q2hrs and PRN








If pt. suctioned, indicate time









1000

2200
Change inner cannula Q12 hrs









1000

2200
Trach care done Q12 hrs.and PRN









1000

2200
Check for additional

Trach at bedside Q12 hrs. 









1000

2200
Check for Ambu bag, suction cannister and catheters at bedside 

Q 12 hrs.








Cuff pressures checked by respiratory therapy Qshift (pressure reading/initials)








Indicate cuff inflation/deflation times, if appropriate







NAME
INITIALS       
NAME
INITIALS
NAME
INITIALS





























· HOB >30 degrees unless contraindicated
· If Speaking Valve used, cuff must be deflated
· Oxygen should be humidified to facilitate moist secretions
· If trach becomes dislodged, maintain patent airway and notify physician immediately.
· Teaching/Education initiated and documented.
