
TRACHEOSTOMY TRAINING PROGRAMME FOR CARERS 

PLANNED DATE OF DISCHARGE: ______ / ______ / _______ 

RELATIVE/CARER:  _____________________________  DESTINATION: ______________________________ 

 

 
ASPECT OF CARE 

 
DEMONSTRATED TO 

PATIENT 

 
DEMONSTRATED  

TO CARER 

 
PATIENT 

PERFORMED WITH 
SUPERIVISON 

CARER 
PERFORMED 

WITH 
SUPERVISION 

 
PATIENT 

COMPETENT 

 
CARER 

COMPETENT 

 
REMOVE/CLEAN/REPLACE 

INNER CANNULA 
 

      

 
STOMA CARE 

 

      

 
STOMA DRESSING 

 

      

 
TAPE CHANGES 

 

      

 
WHEN /HOW TO 

HUMIDIFIY 
 

      

 
WHEN/HOW  TO SUCTION 

 

      

 
DISPOSAL OF SUCTION  
AND CLINICAL WASTE 

 

      

 
WHEN /HOW TO CHANGE 

TUBE 
 

      

 
CUFF PRESSURE  CHECKS 

      



 
 

COMPLICATION CAN IDENTIFY? CAN MANAGE? 
WOUND INFECTION   
CHEST INFECTION   

BLOCKED TUBE   
ACCIDENTAL DECANNULATION   

HAEMORRHAGE/TRAUMA   
ASPIRATION   

 
 
 
DISTRICT NURSE:  ________________________________ 
 
TELEPHONE NUMBER: ________________________________ 
 
TRAINING REQUIRED?  YES/NO    DATE ARRANGED:  ____ / ____ / ______ 
 
EQUIPMENT LIST SENT TO DISTRICT NURSES? YES/NO DATE:  ____ / ____ / ______ 
 
QUANTITY OF SUPPLIES TO BE PROVIDED ON DISCHARGE: 
   
 
 
FOLLOW-UP APPOINTMENT: 
 
HOSPITAL HELPLINE CONTACT TELEPHONE NUMBER: 
 
SUCTION EQUIPMENT SERVICING: 
 
NEXT TUBE CHANGE DUE- DATE: ____ / ____ / ______ BY: _____________________________ 
 


