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ABSTRACT
OBJECTIVE
The nuances of post total
laryngectomy care are taught
early to Otolaryngology residents
in order to prevent or
appropriately manage potentially
devastating complications.
Despite adequate training to
Otolaryngology residents, the
authors have identified postlaryngectomy misidentification as
a problem in settings involving
those less familiar with this subset
of patients. We present our
experience implementing a
patient safety and quality
improvement (PSQI) initiative by
means of a multidisciplinary
education protocol aimed to
reduce laryngectomy
misidentification at a tertiary care
center.
METHODS
A review of all total
laryngectomy patients presenting
to the emergency department
between November 2016December 2017 was performed to
identify misidentifications or
airway management errors. With
most acute adverse airway events
occurring in the emergency
department setting, we set out to
provide an educational
intervention to emergency
department personnel. Pre- and
post-educational testing was used
to gauge competence.
RESULTS
Knowledge gaps regarding
total laryngectomy airway
management are the main cause
for misidentification and adverse
events in an emergency room
setting. After the implementation
of an educational curriculum, the
number of preventable adverse
airway events involving total
laryngectomy patients in our
emergency department was
reduced to zero.
CONCLUSION
Reduction in postlaryngectomy airway
management complications
resulting from laryngectomy
misidentification was achieved via
a team-based approach with
careful attention to education and
support for emergency room
medical staff. Our future aim is to
provide education to all hospital
personnel engaging with postlaryngectomy patients in order to
facilitate appropriate, safe, and
timely care of these complex
patients.

INTRODUCTION
•

•

•

•

RESULTS

Improving patient outcomes
requires:
➢ Continued education
➢ Recognizing preventable
events
➢ Implementation of quality
improvement initiatives1

•

This was our first plan-do-studyact (PSDA) cycle

•

Four instances of total
laryngectomy misidentification
occurred in our ED during our
review period

Treatment of total laryngectomy
patients by those unfamiliar
with the altered surgical airway
anatomy can lead to confusion
and near-miss events
➢ We noted most of these
events occurred in the
emergency department (ED)
at our tertiary care institution

•

No significant life-threatening
outcomes or deaths identified

•

N= 20 respondents to pre- and
post-test (Figure 2)
➢ Knowledge
• Pre-test score 3.55/5
compared to post-test
score of 4.85/5
(p=0.00000067)
➢ Comfort level
• 4.5/10 on pre-test
compared to 6.8 on posttest (p=0.000014)

•

After implementation of our
educational intervention for ED
healthcare personnel, the
number of preventable adverse
airway events and
misidentifications was reduced
to zero

We implemented a patient
safety & quality improvement
(PSQI) initiative by means of a
multidisciplinary education
protocol regarding total
laryngectomy airway care

Figure 1
Total laryngectomy pre- and post-test

Our aim was to reduce ED
laryngectomy misidentification
events at our institution to zero

METHODS

DISCUSSION

• Exempt from review by our
institution’s IRB
• Review of total laryngectomy
patients presenting to the ED
between November 2016 –
December 2017 to identify
laryngectomy misidentification
events
• Misidentification events included:
➢ Error type 1: ED healthcare
provider misinterpreted
laryngectomy stoma for a
tracheostomy stoma
➢ Error type 2: Initiation of
inappropriate airway
management for total
laryngectomy anatomy
• Intervention:
➢ 10 question pre-test given
immediately prior to our
education intervention (Figure
1). Testing knowledge and
comfort level with total
laryngectomy airway
interventions
➢ Education intervention
• 45-minute lecture
• Visual aids, pamphlets
• Emergency airway
management algorithm for
total laryngectomy patients2
➢ Post-test given 1 year after our
educational session

•

There has been a shift towards
developing a greater awareness
for PSQI and integration into
surgical curricula

•

Post total laryngectomy
misidentification for a
tracheostomy was the most
common cause for inability to
effectively management
emergent airway
➢ Gap in knowledge was the
main cause of
misidentification

•

Only 2% of PSQI projects within
otolaryngology identified
residents as teachers as a means
of intervention3
➢ Our intervention was wellreceived
➢ Led to significant increase in
ED provider knowledge and
comfort level

Figure 2
Comparison of pre and post-test knowledge and
comfort level
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CONCLUSION
•

Successful reduction in post
total laryngectomy airway
management complications
resulting from total
laryngectomy misidentifications
was achieved via a team-based
educational approach

