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Introduction 
This document states the opinion of the Dutch Speech and Language Therapy Association 
(Nederlandse Vereniging voor Logopedie en Foniatrie; NVLF) about the role and tasks of speech-
language therapists (SLTs) in patients with a tracheostomy tube, in the Dutch healthcare system and 
based on Dutch legislation. For several decades now, SLTs in hospitals have been involved with 
patients with a tracheostomy tube [1], because of the effects on breathing and voice, thus the ability 
to speak and to swallow safely. Recent investigations have shown that their involvement has 
increased in recent years, also in other institutions such as rehabilitation centers and nursing homes 
[2], but consensus on the role and tasks of SLTs was not available until now. 
With this document, the NVLF wants to make clear to everyone involved, such as policymakers, 
physicians and other stakeholders, what SLTs can do in the complex care for this patient group, while 
supporting SLTs in their role and position in the (multidisciplinary) treatment of patients with a 
tracheostomy tube.  
This position paper is not a guideline and therefore does not contain procedures, protocols or 
recommendations. For detailed information on tracheostomy tubes and procedures, the authors 
refer to the Reading List in Appendix 1, courses or international conferences and webinars. 
 
For patients, a tracheotomy has a major impact on daily functioning. In particular, breathing, 
swallowing, voice and speech are affected. Because these aspects are part of the field of knowledge 
and expertise of the SLT, it is obvious that SLTs play an important role in the care of patients with a 
tracheotomy.  
The position statements of sister associations in the UK, Australia and New Zealand were used in the 
preparation of this document [3-5]. An important difference with the Netherlands is that in these 
countries, the treatment of patients with a tracheostomy tube is considered 'advanced practice', 
requiring additional training based on detailed competences [6]. In the Netherlands, a degree in 
speech-language therapy is enough to treat patients speech or swallowing disorder, including a 
tracheostomy tube; the SLT determines whether she or he is sufficiently competent or not. This 
explains why the role and tasks of the SLT in the Netherlands may still be less advanced than in the 
other countries. 
 
Patients with a tracheostomy tube 
SLTs working in intensive care units most often encounter patients with a tracheostomy tube [2], 
where the tracheostomy tube is usually inserted by an intensive care physician, to enable prolonged 
ventilation. Another indication for placing a tracheostomy tube, usually by an otolaryngologist, is to 
keep the airway open in case of an upper airway obstruction such as a stenosis in the pharynx, larynx 
or trachea. Tracheostomy tubes are usually placed in adults, but occasionally in children. 
After discharge from hospital, these patients may require further treatment in a rehabilitation 
center, nursing home or at home. Therefore, this document is not only focused on the role of SLTs in 
intensive care units, but instead on their role in the treatment of patients with a tracheostomy tube, 
regardless of indication, age or setting.  
 
Policy context 
The content of the document was created based on position statements of other SLT associations [3-
5], scientific evidence, legal texts and the expertise of the members of the project group and working 
group. While the scientific attention for the pathophysiology of speech and swallowing disorders 
related to a tracheostomy tube is mounting (see Reading list in Appendix 1), there is also increasing 
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evidence suggesting that it is beneficial to include an SLT in multidisciplinary teams:  speaking valves 
are more often used in the treatment of patients with a tracheostomy tube, possible enhancing 
decannulation [7, 8] and even admission time may be reduced [8, 9]. 
A recent Japanese retrospective multicentre study showed that speech therapy within 24 hours post-
extubation (removal of the endotracheal tube) was associated with lower risk of persistent 
swallowing disorder [10], underlining the need of a position paper on the role and tasks of SLTs. 
 
Document development 
Based on the project group's work plan, the NVLF published a call for working group members. SLTs 
from large and small hospitals as well as rehabilitation centers and nursing homes were asked to 
subscribe, to combine sufficient experience with tracheostomy tube patients based on either 
respiratory or otolaryngological problems. 
The project group constructed the texts and the working group members commented in 4 online 
meetings during April and May 2022. The draft version was then available for comments to all SLTs 
until early September. All comments were incorporated into a subsequent version that was discussed 
in the NVLF Committee for professional practice on 10 October. With minor revisions, the pre-final 
version was approved by the board of the NVLF in November 2022. 
 
The remainder of this document describes the current situation in the Netherlands, i.e. where do 
SLTs work with patients with a tracheostomy tube and what extended roles of SLTs within the 
framework of the Dutch law are applicable related to this target group? The next section provides a 
brief description of speech-language therapy with this patient group. The final section combines all 
information with the expertise of the working group in a description of the tasks and roles of the SLT 
in patients with a tracheostomy tube, both in children and adults.  
 

Current field of practice in the Netherlands  
 
Fields of practice and disease stages 
Acute phase 
There are several work fields where SLTs are involved with patients with a tracheostomy tube. 
Tracheostomy tubes are inserted in hospitals, for example because of long-term ventilator weaning, 
severe aspiration risk and/or upper airway obstruction (e.g. in head and neck tumours or 
laryngomalacia). Most medical interventions take place in hospitals, such as weaning from 
mechanical ventilation, medical treatments in the head and neck area and decannulation. It is 
therefore not surprising that SLTs in hospitals see patients with tracheostomy tubes most often: 6 to 
7 times more than their colleagues in rehabilitation centres and nursing homes [2]. In intensive-care 
units (ICUs) or medium-care units (MCUs), SLTs can identify aspiration risks to prevent or restore 
respiratory problems due to (salivary) aspiration by providing swallowing rehabilitation. In doing so, 
SLTs contribute to restoring normal respiratory function during and after weaning form mechanical 
ventilation, i.e. (1) being able to maintain a clean airway again without dependence on the 
tracheostomy tube and (2) being able to swallow safely and efficiently again to gradually regain oral 
intake.  
At the same time, the SLT offers help with communicative problems during and after ventilation to 
improve the patient's well-being.  
 
Rehabilitation phase 
In cases of difficult weaning that leaves the patient in need of ventilation, persistent upper airway 
obstruction or cough and swallowing disorders with persistent aspiration risk, decannulation is not 
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possible during hospitalisation and the patient is discharged from hospital with the tracheostomy 
tube in place. A small number of patients remain chronically dependent on mechanical ventilation or 
a tracheostomy tube. If further inpatient rehabilitation is indicated, patients go to a rehabilitation 
centre or nursing home. Decannulation becomes possible when ventilation is no longer needed, the 
upper airway obstruction has disappeared or when the patient can keep his airways clean 
independently with adequate coughing and swallowing. In some cases, patients can be admitted for 
inpatient rehabilitation after a period of home ventilation. 
 
SLTs may be involved with several subtypes of patients with a tracheostomy tube, depending on the 
etiology and care setting. For example, SLTs in hospitals and rehabilitation centres mainly see 
patients with a tracheostomy tube after a mechanical ventilation, while SLTs in nursing homes are 
also confronted with patients after head and neck surgery [2]. Patients with a tracheostomy tube 
resulting from head-neck cancer, are usually discharged to their home (with home care), and the SLT 
treatment is continued on an outpatient basis or in primary care if necessary. Sometimes, these 
patients are temporarily admitted in a nursing home, if chemoradiation while living at home 
becomes too uncomfortable, the patient is very weakened or when tracheostomy care cannot be 
provided by home care professionals.  
Children with a tracheostomy tube are usually discharged to home (or to a family replacement 
home), with the help of home care when needed. A child with a tracheostomy tube may also stay 
temporarily in a rehabilitation centre. 
 
Chronic phase  
In addition to geriatric rehabilitation, nursing homes also offer long-term care, where patients with a 
tracheostomy tube and co-morbidity (e.g. stroke or dementia) can be admitted, who can no longer 
live at home due to their increased care needs. This includes patients with a tracheostomy tube due 
to a head and neck tumour, an advanced neurodegenerative disease or permanent consequences of 
severe (traumatic) brain injury. In the chronic phase, the focus is on monitoring and, if necessary, 
adapting the tracheostomy tube, food consistencies and communicative support, based on the 
abilities and wishes of the patient and their relatives (and in the case of children, the parents1 ). The 
team approach considers both the safety of swallowing (preventing aspiration) and the preservation 
of quality of life, which becomes more vital in the chronic phase. Finally, some nursing homes in the 
Netherlands with a mechanical ventilation unit are in close contact with one of the four centers for 
mechanical home ventilation. 
 
Commitment and expertise 
Surveys performed by the Radboudumc showed the following about the involvement and expertise 
of SLTs [2]. In all different types of institutions, the majority of SLTs experience an increased 
involvement in patients with swallowing and communication problems related to tracheostomy 
tubes over the past 5 years. Also, in all settings, SLTs have become involved in the process of 
decannulation, in particular in choices around extending the periods of a deflated cuff and the use of 
a speaking valve. At the same time, there are opportunities for further multidisciplinary use of SLT 
expertise in patient-centred tracheostomy tube management. This however requires substantive 
knowledge of this complex patient group, while also the Dutch Society for Intensive Care (NVIC) 
recommends the involvement of professionals with specific expertise in patients with a 
tracheostomy tube [11].  
 
'Extended' role: reserved procedure and risky procedure 

 
1 Wherever 'parents' is mentioned, 'carers' can be meant as well. 
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In the Netherlands, the Individual Healthcare Professionals Act or BIG Act (Wet op de Beroepen in de 
Individuele Gezondheidszorg) [12] specifies which professionals are authorised for which procedures, 
including the so-called reserved procedures (e.g. endoscopies). This section describes the reserved, 
but also the risky procedures that, apart from physicians and nurses, SLTs may also perform on 
patients with a tracheostomy tube under specific conditions. 
 
 
 
Reserved procedures 
Reserved procedures may only be carried out independently by professional groups listed in section 
3 of the BIG Act, where competence is divided into independent competence and functional 
competence. The profession of SLTs is regulated in section 34 of the BIG Act [12] (see Figure 1), so 
SLTs are not routinely authorised to perform reserved procedures. However, since 2011, SLTs are 
allowed to perform reserved procedures under certain conditions [13]. For example, this should only 
be done after referral from an independently authorised professional (e.g. a doctor or physician 
assistant), whereby the possibility of supervision and intervention by the physician must be 
guaranteed [14]. Also, the SLT must have required the competence to properly perform the 
procedure and also feel competent (incompetent = unqualified). In the Netherlands, independently 
performing FEES and mechanical airway suctioning via a cannula, for example, are reserved 
procedures according to the BIG Act. 
 
According to the Australian and New Zealand SLT associations, nasopharyngeal, pharyngeal and 
tracheal suctioning belong to the 'extended role' of the SLT, for which training is necessary [4, 5]. 
Investigation has shown that mechanical airway suctioning is hardly done by SLTs in the Netherlands 
so far and that 86% of Dutch SLTs currently believe that suctioning (in any form) falls outside the 
SLT’s tasks [2]. But an SLT after a successful (in-house) training who can perform the procedure 
regularly or even daily, can become qualified if the conditions mentioned (including the possibility of 
intervention by an independently competent professional) are met. The advantage is that the SLT can 
work more independently during treatment.  
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Figure 1. Differences in powers between Article 3 and Article 34 appeals [15]. In Dutch. 
 
Based on the same conditions, SLTs can become qualified to perform decannulations or to replace an 
outer cannula with another cannula (Table 1). 
For the independent performance of endoscopic swallowing examination (flexible endoscopic 
evaluation of swallowing or FEES) by SLTs (in adults), the NVLF has prepared a consensus document 
describing the minimum requirements and competence levels and minimum caseload [13]. Under 
these conditions, an SLT may also perform a FEES in patients with a tracheostomy tube. Because of 
minimum caseload, SLTs who only work with children usually perform reserved procedures too 
infrequently to become and remain competent. 
 
In the Netherlands, SLTs must arrange the acquisition of these competences themselves (e.g. by in-
house training) and have these registered in a personnel file or quality passport, according to the 
demands of their employer. 
Besides reserved procedures, there are risky procedures and free procedures, see Table 1. 
 
Risky procedures 
Risky procedures are not described in the Dutch law. Institutions have guidelines and quality 
instruments describing which procedures are considered risky. This should include a protocol with 
instructions and a checklist or training for performing the procedure. It should also be possible to 
find which professionals, including SLTs in an institution are competent for these risky procedure 
[16]. 
Risky procedures when treating patients with a tracheostomy tube are for example protocol-based 
deflating or inflating of the cuff and protocol-based changing of the inner cannula and placement of a 
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speech valve or heat and moisture exchanger (HME). Request from a physician is not necessary 
here, but these procedures can be a risk to the patient if performed incorrectly, for example if cuff 
deflation is forgotten or if the inflation of the cuff is not performed properly. 
 
Free procedures 
Oral and pharyngeal suctioning are not reserved nor risky procedures and may be performed without 
training [17]. Also the Australian Speech Therapy Association SPA stated that oral suctioning and 
'above cuff line' suctioning (or superficial suctioning of the cannula entrance but not beyond cuff 
level) can be a task of the SLT [4].  
All procedures are summarised below in Table 1. 
 

Procedure  Reserved, risky or free  

Nasopharyngeal or (deep) tracheal suctioning Reserved 

Changing outer cannula for another cannula Reserved  

Decannulation Reserved  

Naso-endoscopy as part of FEES Reserved 

Suctioning subglottic residue via a 'suction-aid' Risky  

Deflate (with syringe) and inflate the cuff (with cuff pressure 
meter) 

Risky 

Changing the inner cannula Risky 

Placing on or removing a speech valve on the appropriate inner 
cannula and cuff status 

Risky  

Superficial suctioning of the nasal cavity or oral cavity and 
pharynx (with suction catheter or yankauer*) 

Free  

Superficial suctioning of cannula (not beyond the tip of the 
canula) 

Free  

 
Table 1. Overview of reserved, risky and free procedure for SLTs in working with patients with a 
tracheostomy tube..  

*yankauer = rigid suction catheter for oral and pharyngeal suctioning. 
 

Speech-language therapy for patients with a tracheostomy tube 
 
Role of the SLT 
Assessment, diagnosis and treatment of swallowing and coughing problems and communication 
problems (breath, voice, articulation and intelligibility) are the main responsibilities of a speech 
therapist in patients with a tracheostomy tube [5, 18]. The literature also describes some tasks of the 
SLT specific to treating patients with a tracheostomy tube, such as: assessment of 'secretion 
management' (to what extent is the patient able to keep his mouth, throat and airway clean of saliva 
and mucus), advising when to start and extend periods of deflating the cuff and when to use a 
speaking valve, performing clinical and instrumental swallowing assessment, starting and building up 
oral intake, timely recognition of possible laryngeal injury and assisting in selecting the most 
adequate tracheostomy tube [4, 18, 19]. In addition, the role of the SLT also includes providing 
education to patients and family members and training of colleagues [4]. 
 
Extended role of the SLT 
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For SLTs who regularly see patients with a tracheostomy tube and are comfortable doing this, there 
is room to perform procedures independently and be less dependent on the presence of a nurse 
(Table 1).  
Some examples of procedures include: 
- The patient who can cough up mucus but cannot yet spit it out or swallow it, can be helped by 

suctioning of the mouth or throat with a suction tube or yankauer (free procedure). Superficial 
suctioning of mucus from the cannula can also be a relief for a patient. 

- Changing of the inner cannula (e.g. in the case of a fenestrated cannula) and placement of a 
speaking valve or HME should be done by protocol, but the SLT who has mastered such risky 
procedure is less dependent on the presence of a nurse or other skilled professional. 

- Being skilled in (deep) tracheal suctioning via the cannula can also add value to speech therapy. 
The SLT who can independently perform (deep) tracheal suctioning according to all the above-
mentioned conditions has less need to wait for a nurse, and at the same time it can improve 
patient safety, as the SLT has the ability to quickly restore breathing in case of obstruction due to 
sputum or aspiration. It also gives the SLT more leeway in clinical reasoning, for example in 
deciding whether to stop treatment or just take it a step further with practice. 

This list of examples is not exhaustive, and in addition to the SLT's competence, it is important to 
follow the applicable agreements in one's own institution. 
 
The SLT in the multidisciplinary team 
Treating patients with a tracheostomy tube is interdisciplinary work with each discipline having its 
own role and responsibility to ensure efficient and coordinated care for this complex patient group 
[18]. The literature consistently describes the added value of a specialised multidisciplinary team 
(multidisciplinary tracheostomy team) with the SLT as part of the team [7-9, 20]. It leads to faster 
decannulation, fewer complications and increased use of the speech valve [7-9]. Routine 
multidisciplinary work is therefore also encouraged in guidelines [11, 21].  
The complex interactions between the different types and sizes of tracheostomy tubes and supplies 
(speech valve, HME, cork) on respiration, swallowing and speech [22] means that an SLT has a key 
role in the multidisciplinary management of patients with a tracheostomy tube. This is now 
recognised internationally and nationally [3, 11, 19, 21, 23] with the assumption that it is wise to 
consult SLTs at an early stage.  
 
 

Roles and tasks of the speech-language therapist 
 
The roles and tasks of the SLTs are here divided into clinical tasks and professional tasks. The scope of 
practice also depends on the care setting, protocols and procedures of the institution where the SLT 
works, and his or her current competences. 
 
Indication 
The SLT can be consulted for the following problems and questions in patients with a tracheostomy 
tube: 

• Facilitating the best communication options with the tube in place; 

• Co-determining whether to start with periods of empty cuff; 

• Determining the presence, severity and nature of a swallowing disorder; 

• Improving safety and efficiency of swallowing, patient secretion management (keeping the 
mouth and upper airway clean of saliva and sputum) and oral intake; 

• Supporting the process towards decannulation; 
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• Monitoring change or recovery in chronic patients. 
 
Clinical tasks 
Assessment 

• Supporting screening for communication and swallowing problems by nurses (and other 
healthcare professionals), unless all patients with a tracheostomy tube are always assessed and 
treated by an SLT .  

• Examining the communication and swallowing disorders of all patients with a tracheostomy 
tube referred to the SLT.  

• Identifying symptoms that require additional assessments, such as hoarseness (due to possible 
laryngeal injury) or dysarthria, and, if necessary, advise the lead clinician to refer to the 
otolaryngologist or neurologist for additional examination. 

• Using instrumental swallowing assessments (FEES and videofluoroscopy) – where possible and 
when indicated – to support decisions on weaning from ventilation and tracheostomy tube and 
the rehabilitation of swallowing and speaking.  

• Systematically recording and monitoring progress (e.g. using the ICU scale for SLTs [24]). 
 
Specific for children with a tracheostomy tube 

• Examining sensory and oral-motor development and eating and drinking skills, taking into 
account the child's age, skills and medical history [25]. 

• Assessing developmental speech, language and communication problems to differentiate from 
tracheostomy tube-dependent communication problems. 

 
 
 
 
 
 
 
 
 
 
 
 
 
Treatment  

• Carrying out interventions and adaptations to compensate or solve communication problems 
due to the tracheostomy tube as much as possible, in all stages of recovery; both non-verbal 
communication options (including eye control or pointing system) and speech intelligibility (voice 
and articulation) where possible. In children, the SLT takes the speech and language 
development into account. 

• When possible and appropriate, advising and supporting options of speaking during mechanical 
ventilation. 

• Keeping up to date on the various sizes and types of tracheostomy tubes and supplies on the 
tracheostomy tube and their influence on breathing, weaning process, swallowing and 
communication, and being able to think and advise on the best fitting tracheostomy tube for a 
patient at that moment. 

• Independent superficial suctioning of the oral and pharyngeal cavity and cannula entrance. 
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• Independently deflating or inflating the cuff and changing and cleaning the inner cannula, in line 
with the training and guidelines within the institution on risky procedures. 

• Independent tracheal suctioning, in line with to training and guidelines within the institution and 
the conditions in the BIG Act on reserved procedures. 

• Treating the swallowing disorder with the appropriate swallowing and coughing training 
techniques. 

• Being involved in decision-making on optimal food and fluid consistencies to reduce risk of 
aspiration and residue, taking to quality of life into account and in consultation with the patient 
and family (and in children also with parents).  

• Educating and supporting patients and family (and in children the parents) about speech-
language therapy related to the tracheostomy tube. 

• Identifying, supporting and promoting the well-being of patients with a tracheostomy tube and 
communication and swallowing disorders, also involving the family and, in children, the parents. 

 
Specific in the treatment of children with a tracheostomy tube 

• Taking into account oral-motor and sensory development and age-appropriate nutrition and 
feeding techniques. 

 

Collaboration 

• Being part of a multidisciplinary team or (if present) a dedicated tracheostomy team. 

• Participating in multidisciplinary consultations. 

• Reporting findings, progress and opinions in the patient records and sharing information in the 
multidisciplinary team according to the institution's guidelines. 

• Advising the multidisciplinary team in decision-making regarding cuff status, speech valve use, 
any cannula replacements and the supplies to be used on the tracheostomy tube in the context 
of multidisciplinary treatment goals, including the weaning process and decannulation process. 

• Thinking about the best discharge destination in relation to SLT care. 

• On discharge of the patient when SLT treatment is not yet completed, ensuring a specified 
transfer document (e.g. using the ICU scale for SLTs [24]) to the fellow SLT in the follow-up 
institution. 

 
 
 
 
 
 
 
 
Professional tasks 

• Ensuring state-of-the-art knowledge of patients with a tracheostomy tube and adequate 
treatment skills, through post-graduate education, conferences, peer learning, online resources 
and training and maintaining that knowledge at an optimal level. 

• Where possible, aiming for SLT therapy treatment of recovering patients with a tracheostomy 
tube at a frequency of ideally five days a week, or with a break of no more than three 
consecutive days. For slow recovering patients and patients in a chronic phase, the SLT chooses 
the frequency appropriate to that phase and the patient's need for help. 

• Contributing to the training of fellow SLTs and other healthcare professionals working with 
patients with a tracheostomy tube to improve multidisciplinary collaboration.  
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• Contribute to (institution-specific) working guidelines and protocols for the multidisciplinary 
care of patients with a tracheostomy tube. 

• Protecting the SLT policy during collaboration with commercial stakeholders. 
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