
The Defenseless Tracheal Conduit: Can a Team Work Together
to Improve Airway Protection?

Patients who become intubated are some of the most
vulnerable and defenseless that we care for in the hospital.
They rely on processes that are standard practices to pro-
tect them from lower-airway contamination. Colonization
of the tracheobronchial tree with microorganisms almost
always follows tracheal intubation.1 Tracheal intubation
affects the cough reflex, compromises mucociliary clear-
ance, injures the tracheal epithelial surface, allows micro-
aspiration of bacteria into the lower respiratory tract, re-
duces local host defenses, and allows the formation of
biofilm on the ETT surface.2 The biofilm facilitates bac-
terial colonization of artificial airway surfaces and is not
affected by antibiotic administration. Approaches that re-
tard biofilm production may decrease the risk of nosoco-
mial pneumonia.3-5

Handling and insertion of the endotracheal tube asepti-
cally is not clearly identified as a risk factor for nosoco-
mial pneumonia, but it is a source of contamination of the
lower respiratory tract. However there are insufficient data
to determine whether sterile handling of endotracheal tubes
impacts the incidence and prevalence of pneumonia in the
emergency, urgent, or elective clinical scenarios.6 None-
theless, intubation is a potential risk factor for developing
early-onset ventilator-associated pneumonia (VAP).7 VAP
is the most common nosocomial infection in critically ill
patients.8-10 VAP occurs in a considerable proportion of
patients who are intubated and require mechanical venti-
lation. This is associated with increased morbidity, mor-
tality, and cost.11 Given these effects, strategies that pre-
vent VAP are needed. Elimination of all possible sources
of infection may have benefit for our patients, including
those related to the intubation process.12

SEE THE ORIGINAL STUDY ON PAGE 852

The paper by Wilcox et al in this issue of RESPIRATORY

CARE13 addresses the issue of contaminated intubation
equipment and offers a process improvement through more
effective cleaning, stocking, and supply organization. The
paper provides an analysis that involves all stakeholders,
including personnel who decontaminate and restock the
equipment, infectious disease experts, and end-users. The
implemented process promotes less opportunity to trans-

port contaminated equipment, thereby decreasing a prob-
able introduction of tracheal bacterial contaminants.

Wilcox et al13 identified their hospital’s historical pro-
cess for emergency airway equipment storage and trans-
port as a potential source of contaminated equipment. Car-
ried throughout the hospital, the original emergency airway
equipment bag was a possible source for bacterial trans-
mission. The analysis and implemented changes improved
practice, which has eliminated bacterial contaminants from
being transported through the hospital.

Wilcox et al13 addressed multiple areas of concern and,
with the implemented changes, lessened the risk of lower-
airway inoculation by pathogens as the source for VAP. In
addition, streamlining redundancies, standardizing equip-
ment, and reorganization of storage have the potential for
improving quality. The authors introduced the use of smaller
bags that improved the transport of emergency airway
equipment. Enhanced equipment recognition and acquisi-
tion time allowed an important reduction in the time re-
quired to intubate a manikin.

Wilcox et al13 are to be commended for identifying a
problem, taking a multidisciplinary approach to the solu-
tion, defining measurable end points, dissecting the exist-
ing system, reconstructing the system, implementing a
consensus-driven strategy, and evaluating the effect of
the intervention. I encourage future studies that address
whether these steps have an impact in lowering VAP rates.
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