CHILD AND ADOLESCENT HEALTH SERVICE
PRINCESS MARGARET HOSPITAL FOR CHILDREN

PAEDIATRIC NURSING PRACTICE MANUAL
SECTION 7
CARE OF THE CHILD WITH A RESPIRATORY CONDITION
7.4 CARE OF THE CHILD WITH A TRACHEOSTOMY

7.4.6

ELECTIVE DECANNULATION OF A CHILD WITH A TRACHEOSTOMY TUBE

Aims
1. To maintain a patent airway during an elective decannulation.
2. To reduce the risks associated with the removal of the tracheostomy tube.
Background information
This protocol relates to the downsizing/capping decannulation method, where the tracheostomy tube size
is reduced by at least 1mm internal diameter (ID).8 Variations to this general guide should be documented
by the ENT medical staff or the CNC TDC.
Prior to admission for decannulation, the patient will be booked for a Laryngotracheo bronchoscopy (LTB)
and 36-48 hour admission to assess suitability for capping the tracheostomy tube. Following the LTB, the
ENT surgeon will advise whether to go ahead with the capping trial. The child should be capped in the
day, +/- night capping as indicated by ENT, as tolerated until discharge. If successful the child can be
discharged home to continue capping during waking hours when they are being fully supervised.2, 3
Capping at night at home is rarely done and requires careful consideration by the ENT Consultant.4 A
child is usually capped for 1-2 nights prior to decannulation however this is an individualised plan.
Due to advances in laryngotracheal surgery, infants and children are being decannulated at a younger
age. Planned decannulation is more difficult in children less than 18 months of age as a larger proportion
of their airway is obstructed by the tube remaining in the trachea.2, 3 Depending on the clinical situation,
these children may require a downsize to a size 2.5mm ID tube.2, 9, 7 The need for this will be determined
only by the ENT Consultant.
Successful decannulation will depend on multiple factors including the underlying reason for the
tracheostomy and the existence of co-morbidities.10 Failed decannulation is usually attributable to
underlying airway abnormality and persistent airway obstruction ie. suprastomal granulation or tracheal
wall collapse.8, 9, 11
Elective Decannulation:
Indications for Elective Decannulation:1
1. The underlying indication for the tracheostomy has resolved or has been surgically corrected.
2. There is an adequate cough and secretion management.
3. Ventilation possible through upper airways.
4. No immediate need for an artificial airway is evident.
5. Traditionally there are two methods of decannulation:
i. Gradual downsizing. The most common method used in paediatrics is the gradual tracheostomy
tube downsizing and capping. The advantages of this method is to allow the child to become
accustomed to breathing through their upper airway, adjusting to the increased physiological dead
space and increased airway resistance.2-5
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ii.

Surgical decannulation is performed in the operating theatre.2, 3 This method is usually attempted
only if the gradual downsizing and capping of tubes has been unsuccessful but the ENT surgeon
still believes the child should tolerate decannulation. This method is more likely in infants and very
young children due to the size of their airway as they may not tolerate capping of even the
smallest available tracheostomy tube. If this decannulation method is utilised, the infant/child will
require PICU admission post decannulation.

Key Points
1. Prior to decannulation, an LTB is usually undertaken to assess the adequacy of the airway and to
exclude complications such as suprastomal collapse and granulation.2, 4, 6
2. A plan for the decannulation of the patient must be clearly documented by the ENT team. All members
of the multidisciplinary team will be informed of the plan (expected, unrelated surgeries are often
completed prior to decannulation).
3. The child should be well on admission.
4. Capping of the tracheostomy tube can occur on any day of the week. See section below re: Cap
Removal. Contact the ENT Registrar/Fellow/Clinical Nurse Consultant Technology Dependent
Children (CNC TDC) if this occurs.
5. For the majority of children, elective decannulation should ideally occur Monday to Friday during ENT
business hours (usually 8am-5pm).
6. Weekend Decannulation:

•

can only occur following ENT and other team collaboration. This decision will be based on many
factors including the child’s age, recent LTB and clinical examination and tolerance of
tracheostomy tube capping.

•

A decannulation will only occur on a weekend when the PMH ENT Registrar or Fellow is on call.

•

PICU must be informed prior to the decannulation. The ward should call the PICU Nurse coordinator on the morning of the decannulation to inform PICU of the expected decannulation time.

•

The child’s medical history, recent LTB findings and a decannulation plan should be documented
in the notes by the ENT Medical team.

•

An ENT Consultant, Registrar or Fellow must remove the tube.8 The medical officer must then
stay on the ward for 30 minutes following the removal of the tube and then remain in the hospital
for another 30 minutes. They should review the child prior to leaving the hospital.

•

Should the ENT Fellow/Registrar become unavailable for any reason following a decannulation
(i.e called to an emergency in another hospital; operating), they must notify the ENT Consultant
on call and the nurse co-ordinator on the ward.

INITIAL ADMISSION FOR CAPPING TRIAL
Equipment: Available at the bedside in addition to equipment specified in PNPM 7.4.1 Mandatory
Equipment for a Child with a Tracheostomy.

•

Yankuer Sucker: For oral suction, in addition to suction catheters for the tracheostomy tube.

•

Spare tracheostomy tubes: 1 x child’s current tracheostomy tube size
2 x size to be inserted
1 x one size smaller
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PROCEDURE

ADDITIONAL INFORMATION

Shiley 15mm
Cap

Fits all Shiley and Bivona tracheostomy tubes.

Consider using a speaking valve prior to the
decannulation process.

Tolerance of an undrilled speaking valve
indicates expiration can occur through the upper
airways.1 Inspiration still occurs through the
tracheostomy tube.

Occasionally a different cap is supplied with a
tracheostomy tube.
Usually available on wards ie. 5C, 9A or the
Consumable Coordinator.
The Consumables Coordinator may also have
caps.
If becomes dirty, wash with small amount of
detergent, rinse well, dry and replace.

Oximetry:
Continuously monitor the child’s oxygen
saturations prior to downsizing the tracheostomy
tube and continue to do so for 1 hour following
the tube change. Continue oximetry if:

•
•
•

the child is asleep
there are signs of respiratory distress
there is concern about his/her condition

DOWNSIZING
Downsize to a tube at least 1.0mm ID smaller ie.
4.5mm tube to a 3.5mm tube. If unsure of the
most appropriate smaller tube consult the CNC
TDC or ENT.

Refer to PNPM 7.4.5 Routine Change of the
Uncuffed/Cuffed Tracheostomy Tube and PNPM
7.4.10 Management of a Cuffed Tracheostomy
Tube.

Unless the patient is an infant, do not downsize
smaller than a size 3.0mm ID tube.1, 2, 6, 7, 12

A 3.0mm tracheostomy tube in an infant will
occlude a larger proportion of their airway in
comparison to a child.1, 2

Some infants/small child may require a 2.5mm
tube. The use of a 2.5mm should be done in
consultation with the ENT Consultant.

Size 2.5mm tubes are more difficult to suction
and more likely to block than larger tubes.4, 7

Following the tube downsize, allow the child time
to recover
Assess for signs of respiratory distress and the
child’s tolerance of the smaller tube.
Document observations and findings from
respiratory assessment.
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PROCEDURE

ADDITIONAL INFORMATION

CAPPING
Explain the procedure to the child and carers.
Ensure the child has an uncuffed tracheostomy
tube in situ before the capping trial begins.6
Nurse the child as per. PNPM 7.4.12 Staffing and
Ward Location Guidelines.

To reduce anxiety associated with process as
anxiety can lead to a failed decannulation5,10
A cuffed tube should never be capped as the cuff
occupies too much of the trachea, preventing the
child from being able to breathe around the tube.

Place the cap onto the end of the tracheostomy.
Whilst supporting the neck plate to secure the
tube, turn the cap to the right.

This can be done as soon as the child has
recovered from the earlier tube change.
No routine suctioning should be required when
the tracheostomy tube is capped as normal
coughing and clearing of secretions should
occur.8, 9

Oximetry:
Following capping of the tube, maintain
continuous oximetry for 1 hour.
Continue oximetry if:

•
•
•

the child is asleep
there are signs of respiratory distress
there is concern about his/her condition

Observations following capping:8
Undertake and document; heart and respiratory
rate including a full respiratory assessment.
Assess the work of breathing (WOB) and chest
auscultation.

•
•
•

15 minutely for 1 hour

As per PNPM 3.1.1 General Observations,
including Respiratory Assessment.
The requirements (ie. frequency and duration) of
monitoring may vary according to the child’s
condition.

30 minutely for 2 hours

Hourly until changed by medial officer.
Document increased WOB or no increased WOB,
stridor and/or difficultly clearing secretions.
If the child is stable, discuss decreasing hourly
observations frequency with the medical officer

Contact the ENT Registrar or Fellow if there are
signs of:

•
•
•
•
•

Tachypnoea
Stridor
Increased work of breathing (WOB)
Difficulty clearing secretions
Decreased SpO2 or increased O2
requirement
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Medical assessment is required to determine the
best treatment of the presenting symptoms.
Stridor is the high-pitched crowing sound usually
heard during inspiration and less often on
expiration . May be indicative of serious laryngeal
or tracheal obstruction.13
Stridor should not be confused with stertor which
is a low pitched nasal cavity snore like sound
arising in the nasopharynx and oropharynx.1
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PROCEDURE
IF CAP REMOVAL IS INDICATED:
IF SAFE, contact the ENT Reg/Fellow or CNC
TDC prior to cap removal so assessment of
possible causes can be made.
If the child develops respiratory distress and is
unable to clear tracheal secretions, remove the
cap and suction the tracheostomy tube.9

ADDITIONAL INFORMATION
Recommendations can be initiated to assist the
capping process.

Turn the cap to the left whilst supporting the neck
plate to remove.

NURSING MANAGEMENT PRIOR TO CAP
REMOVAL
Position the child to optimise ventilation and
secretion clearance.

Consider assessment by respiratory physiotherapist to assist with secretion clearance.6, 8

Encourage the child to cough.

A child should be able to clear his/her own
secretions.

Reassure the child and initiate play, distraction
and encouragement.

The child is adjusting to breathing through their
upper airways and need encouragement and
reassurance to adapt to this change.

Gentle oral or nasal suction if appropriate and
provide jaw support appropriate to age.

The need for suction indicates the child may not
cope without his/her tracheostomy tube.1, 8, 9

Administer O2 if required.

Refer to PNPM 7.2.1 Oxygen Administration..

If these techniques do not improve respiratory
function remove cap.6, 7, 12
Suction the tracheostomy tube if required.
HOME CAPPING DISCHARGE PLANNING:
Provide family/carers with 2 caps

To provide a spare at home.

Advise family to contact PMH if any stridor,
wheeze, increased work of breathing or difficulty
clearing secretions.

All children with a tracheostomy are enrolled on
the Ambulatory Care Coordination (ACC)
program and have access to the 24 hour phone
number.

Stress the need and encourage patients to
continue regular coughing and a good fluid
intake.

Ensuring adequate fluid intake (especially clear
fluids) will help prevent production of thick
secretions.
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ADMISSION FOR DECANNULATION:
Equipment
Available at the bedside in addition to equipment specified in PNPM 7.4.1 Mandatory Equipment for a
Child with a Tracheostomy:
Tracheal dilators in a size appropriate for the size
of the child (ie. child < 8 years or adult > 8 years)
for use in emergency situations.
Spare tracheostomy tubes

Borrow dilators from the TDC Cupboard on ward
9A. Return promptly when no longer required.
These do not need to be sterile.
1 x the size currently in situ.
1x 1 size smaller than the tube in situ.
1x 2.5mm Bivona tube (available in TDC cupboard
on ward 9A if none available on ward).

Yankuer sucker

For oral suction, in addition to suction catheters for
the tracheostomy tube.

Air tight dressing.

Tegaderm® Island dressing or Opsite 3000®.
Gauze and Tegaderm/Opsite. Do not cut gauze.
Refer PNPM 9.1.1 Dressing Selection.
Fixomull is useful to reinforce edges of Tegaderm.

PROCEDURE

ADDITIONAL INFORMATION

Fast the child from solids/milk for at least 1 hour
prior to the procedure.

Reduces the chance of vomiting and aspiration.2, 6,

Ensure the child’s caregivers are present.12

Increased anxiety can lead to a failed
decannulation. Knowledge of the procedure and
the opportunity to discuss and ask questions may
reduce anxiety.4, 6

Explain and discuss the process with the child
and family.

12

Consider using a Play Leader to implement
strategies to reduce anxiety.9
Provide emotional support and encouragement.7

Due to differences in sensation, the child often
becomes attached to the artificial airway.8, 9 They
may be scared to go to sleep without it.1

DECANNULATION
Position the child in an upright or semi upright
position.6

To aid lung expansion and swallowing.6

Clean the stoma as required.6, 12

Refer to PNPM 7.4.2 Care of the Tracheal Stoma.

Remove the decannulation cap.

Refer to PNPM 7.4.3 Suction of a Tracheostomy
Tube or PNPM 7.4.11 Suction and Care of the
Tracheostomy with an Inner Cannula.

Suction the tracheostomy tube to clear any
secretions immediately prior to decannulating.8
Date Issued: January 1974
Date Revised: May 2013
Review Date: May 2016
Authorised by: Paediatric Nursing Practice Committee
Review Team: CNC Technology Dependent Children

Elective Decannulation of a Child with a Tracheostomy Tube
Care of a Child with a Tracheostomy
Paediatric Nursing Practice Manual (PNPM)
Princess Margaret Hospital
Perth, Western Australia

All protocols should be read in conjunction with the Disclaimer in the Preface of this manual

Page 7 of 10
All protocols should be read in conjunction with the disclaimer in the preface of this manual
Elective Decannulation of a Child with a Tracheostomy Tube

PROCEDURE

ADDITIONAL INFORMATION

Undo/cut the tracheostomy securing device.
Assist the medical officer or CNC TDC to remove
the tracheostomy tube.6, 8, 12

Only an ENT Consultant, Registrar or Fellow or the
CNC TDC may remove the tube.

The medical officer must remain on ward for 30
minutes post decannulation.
Apply a small dry air tight dressing over the
stoma.2, 6, 7, 12 (eg. Tegaderm Island or Op-site
with folded gauze).

The folded gauze must be larger than the size of
the stoma. Do not cut gauze as fibres can enter the
stoma and airway.

Maintain pulse oximetry continuously throughout
the procedure.

Signs of respiratory obstruction include: nasal
flaring, cyanosis, tracheal tug, use of accessory
muscles, stridor and decreased breath sounds.

Observe for signs of respiratory deterioration
throughout.6, 12

Refer to PNPM 3.1.1 General Observations,
including Respiratory Assessment.

Reinforce the sides of the Tegaderm with
Fixomull to reduce air leak if required. This
assists the stoma to close.

Note: Fixomull is not air tight, use Tegaderm,
Opsite3000 or similar as the primary dressing.

Keep the dressing as small as possible and
accept a small leak.

The dressing will likely expand with air during
expiration.

Do not extend dressing around the sides of neck.
OBSERVATIONS
For the first 48 hours following
decannulation.8, 2, 6, 7, 12, nurse the child as per
PNPM 7.4.12 Staffing and Ward Location
Guidelines.

Refer to PNPM 7.4 Care of the Child with a
Tracheostomy.

Maintain continuous oximetry for 24 hours.
After this time, discuss nurse: patient ratio with
the ENT Registrar/Consultant depending on the
child’s clinical state.
Undertake and document; heart and respiratory
rate including a full respiratory assessment.

Refer to PNPM 3.1.1 General Observations,
including Respiratory Assessment.

Assess the work of breathing (WOB) and chest
auscultation.8, 2, 6, 7, 12,

Duration and frequency of monitoring may vary
depending on the clinical situation.

•
•
•

Document findings on the CEWT chart.

15 minutely for 1 hour
30 minutely for 2 hours
hourly for 24 hours

Date Issued: January 1974
Date Revised: May 2013
Review Date: May 2016
Authorised by: Paediatric Nursing Practice Committee
Review Team: CNC Technology Dependent Children

Elective Decannulation of a Child with a Tracheostomy Tube
Care of a Child with a Tracheostomy
Paediatric Nursing Practice Manual (PNPM)
Princess Margaret Hospital
Perth, Western Australia

All protocols should be read in conjunction with the Disclaimer in the Preface of this manual

Page 8 of 10
All protocols should be read in conjunction with the disclaimer in the preface of this manual
Elective Decannulation of a Child with a Tracheostomy Tube

PROCEDURE

ADDITIONAL INFORMATION

Document increased WOB or no increased WOB,
stridor and/or difficultly clearing secretions.
If signs of respiratory distress occur notify the
ENT Registrar/ Fellow.

Refer PNPM 4.1 and PNPM 4.6 for resuscitation
information.

Consider paging for MET review or Code Blue as
indicated by the child’s status.

Ensure the ENT Registrar is contacted urgently, on
call is available via switch out of hours.

A medical officer will decide if a tracheostomy
tube needs to be reinserted.
If decannulation has been unsuccessful, upsize
to the child’s usual tracheostomy tube size before
discharge.
POST DECANNULATION
Confine the child to the ward area for the first 24
hours post decannulation.8

This does not include movement within hospital for
investigations and treatments.

Ensure all tracheostomy and emergency
equipment remains at the bedside or with the
child at all times.
Change the dressing if soiled, or if there is a
moderate to large air leak.

More frequent changes may be required if there are
excessive secretions.

Reinforce the edges of the dressing if it is no
longer airtight.

Avoid bulky, restrictive dressings on the neck.

Consider the need for assessment and follow up
by a Speech Pathologist to assess safety of
swallow and communication issues.

Speech Pathologists are responsible for
assessment of safe swallow and feeding.

Liaise with managing Speech Pathologist or
arrange for referral to Speech Pathology if
required.
Assist the patient to maintain a patent airway by;

•

encouraging the patient to cough 3-4 hourly
or more frequently if required.6, 7, 12

•

giving humidified air or nebulised normal
saline prn if difficulties clearing secretions or
for thick secretions.

Instruct the child to place a finger on the stoma if
they experience difficulties talking.
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Assessment by a respiratory physiotherapist may
be required following decannulation to assist with
secretion clearance.8
Refer to PNPM 7.1.1 Administration of a Nebuliser
Using Compressed Gases or consult Critical Care
Technician or CNC TDC for assistance with
humidified circuit.
Stops the air filling the dressing when trying to
communicate. Air needs to flow up through the
upper airways for voice generation.
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PROCEDURE

ADDITIONAL INFORMATION

RESPIRATORY DISTRESS:
In the event of the child developing respiratory
distress or deteriorates following decannulation
refer to NURSING MANAGEMENT PRIOR TO
CAP REMOVAL above in CAPPING.

Refer to 4.1 Code Blue and Emergency
Resuscitation.
Spare tracheostomy tubes, lubricant and tracheal
dilators may be required if medical staff indicate
tracheostomy tube reinsertion.

Discharge Planning
The patient must be stable and free from signs of
respiratory distress for at least 24 hours prior to
discharge.

The patient will usually stay in hospital for at least
48 hours following decannulation.

Educate family on how, when and why to clean
stoma and reapply dressings.

When further advice on education is required, first
consult with senior ward nursing staff, then CNC
TDC.

Provide a supply of dressings required to cover
the stoma.
Ask the family/carer to contact the hospital if
redness, odour, swelling or discharge occur at
the stoma site.

Infection that is recognised and treated early
minimises the risk of complications.

Advise family to contact PMH if any stridor,
wheeze or increased work of breathing.

All children with a tracheostomy are enrolled on the
Ambulatory Care Coordination (ACC) program and
have access to the 24hour phone number.

Stress the need and encourage patients to
continue regular coughing and a good fluid
intake.

Ensuring adequate fluid intake (especially clear
fluids) will help prevent production of thick
secretions.

Arrange review of the child in an ENT outpatient
clinic two weeks after discharge.

Suprastomal granulation can develop in this time.12
Up to 40%4, 5 of patients, (especially those who
have a tracheostomy long term), require surgery at
a later date to close a residual tracheo-cutaneous
fistula.
The ENT surgeon will not decide upon the need for
further surgery until at least three months post
decannulation.
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