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Introduction


A person with a laryngectomy has had the larynx (voice box) removed. This may be due to part of the
treatment of cancer, burns, injury or infection



The nature of surgery means that there is no longer any connection between the oral/nasal passages
and the trachea following the procedure. An artificial opening (stoma) is made. The upper portion of
the trachea is brought to the stoma and secured, making a permanent pathway for air to get to the
lungs



Laryngectomy is a life-changing procedure. Following the procedure, the patient will breathe through
this stoma for the remainder of life. It’s important to understand that the patient can no longer
breathe through the mouth



Some patients admitted to ICU or ENT may have a tracheostomy tube in situ and this is often shortterm e.g. immediately post-op and is often removed 24 to 48 hours later. Most patients admitted
elsewhere are unlikely to have a tracheostomy tube in situ – but will always have a stoma or put
simply ‘a hole in the neck’



This patient population are known as ‘neck breathers’and require special care in an emergency. These
patients may be at risk when receiving medical care especially if health care professionals do not have
the necessary knowledge and skills for managing the airway and keeping the patient safe



Staff need to understand the differences around neck-breathing to ensure appropriate action is taken
in the event of a cardiac or respiratory arrest e.g. in the event of arrest the patient with a
laryngectomy will need to be intubated via the stoma
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Knowledge and skills relating to airway management
Staff need to understand the differences between neck and normal breathing to ensure appropriate action is
taken in the event of breathing difficulties, or if the patient develops a cardiac or respiratory arrest.
Incorrect method for oxygen administration

Correct method for oxygen administration

YES!

Never use facemasks or nasal prongs.
Never administer nebulisers via
facemask or mouthpiece.

Incorrect method for airway resuscitation

Whenever the patient requires oxygen therapy
use a tracheostomy mask and apply directly over
the stoma.

Correct method for airway resuscitation

YES!

Never apply the bag-valve-mask over
the patient’s nose and mouth

If bag-valve-mask (BVM) is required, apply
directly over the stoma and use a small
infant mask e.g. size 1
A tracheal tube may be required (either
endotracheal or tracheostomy tube) and
inserted directly into the stoma. The
patient must not be intubated via the
mouth or nose.
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Potential risks






Inappropriate nose and mouth ventilation
Tube difficulties
Problems with neck seals
Crusting and mucous plugging of the stoma
Dislodgement of speaking valve

Reducing risks of crusting and mucous plugging of the stoma






Use humidified oxygen or air
Nebulised saline
Patient positioning → sit upright 30° to 40°
Encourage deep breathing and coughing exercises
Suctioning of secretions may be required → care must be taken to avoid dislodgement of speaking
valve (if the patient has one in situ)

Humidification options
Tracheostomy mask and heated humidification


A tracheostomy mask is applied directly over the stoma



Humidifier tubing is connected to the white adaptor on the tracheostomy mask



Nebuliser therapy may also be administered → the nebuliser chamber is attached to the white
adaptor on the tracheostomy mask using a t-piece connector



The tracheostomy mask must not be used in patients with a cuffed tracheostomy tube (Safety action
notice 1998). Rationale “A tracheostomy mask was used to supply humidified oxygen to a
spontaneously breathing patient with a cuffed tracheostomy tube. As water from the humidifier
condensed in the loop of the corrugated tubing, its weight increased and the tracheostomy mask was
pulled to one side. The soft moulding of the mask covered and occluded the tracheostomy tube,
obstructing the patient’s airway”

Heat moisture exchangers (HME)


The ‘trachi-naze’ device is commonly used



Designed to help reduce mucous production, coughing, tracheal irritation and crusting around the
stoma



The device must be removed if the patient requires humidified oxygen as excessive saturation may
increase the risk of airway occlusion
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Some patients may wear a ‘Buchanan protector’


This helps to provide adequate filtration, heat and moisture exchange to the
patient



Avoids discomfort caused by coughing and chest infections

Stoma care


Post-operatively the stoma site is likely to have sutures. Removal of sutures depends on the suture
material used e.g. dissolving or non-dissolving



The stoma edges can be cleaned using gauze and sodium chloride 0.9%. This should be carried out
twice daily but more frequent cleaning may be necessary



Cavilon barrier cream may be used around the edges of the stoma to protect the skin and serve as a
barrier to secretions



As a means of preventing the stoma from shrinking, patients can use stoma buttons. They are
available in different sizes and also help retain the stoma shape. Stoma buttons need to be changed
and cleaned daily

Suction
Suctioning should not be used routinely. Patients should be encouraged to cough and clear their secretions via
the stoma. A yankaeur suction catheter can be used to remove secretions on coughing from around the
stoma. Deep suctioning is only recommended to clear secretions if the patient is having difficulty because of
an ineffective cough and requires further stimulation

Communication
When the larynx is removed patients are unable to speak but other methods of communication are available
Methods of communication may vary with each patient


All patients must have access to a call bell



Pen and paper



Technology → mobile electronic device e.g. iPad or iPhone. Communication apps may be helpful.
Other keyboard-based devices may be available from the speech and language therapy department
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Electrolarynx – this is a hand-held battery-operated electronic device that is held against the neck and
transmits sound through the tissues → refer to image below on right



Tracheoesophageal puncture speaking valves. A puncture is made surgically into the
tracheosoeophageal wall producing a small fistula into which a valve is inserted. The valve does not
produce a voice but allows air to be redirected from the lungs into the oesophagus where it is expelled
through the mouth. The passage of air as it travels from the oesophagus to the mouth results in
vibration of tissue in the lower pharynx or throat, producing sound. The valves need regular cleaning
to remove secretions and any build up of food debris that may cause blockages that result in reduced
quality of voice

Medical alerts


Laryngectomees may not be able to communicate even during a minor emergency

 Some patients may carry an alert card or wear medical identification bracelets/specially designed

Inform the Multi-Disciplinary Team using the following methods


Communicate in Safety Brief



Use laryngectomy head of bed sign → page 7



Place laryngectomy alert sticker on ICU chart → bottom of page



Follow emergency laryngectomy flow chart on reverse of head of bed sign → page 8
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This patient has a

LARYNGECTOMY
and CANNOT be intubated or oxygenated via the mouth
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