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Purpose: Implement practice change across the healthsystem on the management of patients with a
tracheal T Tube during a code.



Methods:

The absence of a universal adapter for a tracheal T Tube, in the unit, which is needed to fit and seal onto
the ambag during a code, resulted in a catastrophic event , which rendered the patient brain anoxic with
resultant persistent and continuous vegetative state.

The head and neck units have specific guidelines and standards for the care of a patient with a tracheal T
Tube. Included in its onboarding of new staff are very specific staff competencies in suctioning and airway
management in the event of a code on a patient with a tracheal T Tube. An algorithm was agreed upon
by the departments of anesthesia, nursing and head and neck in managing such patients. These
competencies specifically state that a universal adapter be provided by Respiratory Therapy. In this
particular code, per guideline, Nursing requested an adapter but Respiratory Therapist on duty stated he
has no knowledge of a tracheal T tube, nor is he aware of an adapter. In addition, the code blue team
was not aware that the end of the endotracheal tube could be used as an adapter to connect to the
tracheal T tube to maintain a seal and bag the patient. Instead, the anesthesiologist plugged the tracheal
T tube and attempted to intubate the patient orally. The algorithm was not followed in this case, which
calls for the removal of the tracheal T Tube and the insertion of a regular tracheostomy tube. In the
absence of the adapter, nursing staff aggressively called for the removal of the T tube and the placement
of a regular tracheostomy tube to no avail. The patient sustained a catastrophic brain anoxia with
resultant vegetative state.

We have had similar events in the head and neck service where code blue staff were unfamiliar with the
handling of specialty patients with surgically implanted airways. Three previous codes were root caused
analysed, which resulted in the interprofessional and interdisiplinary adoption of an algorithm. Nursing led
this effort and the departments of anesthesia and head and neck chairs and their residency education
chairs were involved. Anesthesia and head and neck residents and nursing staff were educated on the
difficult intubation algorithm.The algorithm is now placed in all emergency crash carts. The goal was to
prevent incidents like the one described.

Results:

There is definite knowledge deficits on respirary therapy and code blue MDs on the management of
patients with tracheal T Tubes. The health system failed in that the adapter was not available when
needed. The adapter should have been made available at the unit level, despite its cost or classification
as a “slow moving item”. These adapters should have been listed in our PAR and placed at our supply
room. The ET tube connector could have been used as a substitute but nurses and MDs did not utilize it.

Massive re-education of RNS, RTs,MDs , inclusion of tracheal T tube adapters in competencies, review of
difficult intubation algorithm, presence of T Tube adapters in unit emergency crash cart, non dependence
on RT staff, empowering head and neck RNs to oblige code blue staff to follow set algorithm, specific
orders and pictures of tracheal T tube on airway management in EHR were instituted.

Conclusion: To date, no repeat event as described above has occurred. To sustain this result, the head
and neck Clinical Nurse Specialist meets every quarter with the Anesthesia Residency Education Chair to
review the difficult intubation algorithm to ensure that code blue anesthesiologists are competent in a
code involving a head and neck patient with a tracheal T Tube.



