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A eostomies in ICU?

A Patient comfort
A Decreased requirements for sedation
AI\/Iore effectlve pulmonary toilet
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History of Tracheostomy

A 124 BC Asclepiades
A 1833 Trousseau: diphtheria
A 1909 Chevalier Jacksaog

A 1955 Sqeldom
A 1960 Bjork

0 Seldinger techniq*
A 1990 Marelli:

A 1985 Ciaglia:
0 Bronchoscopic guidance
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Tracheostomy: Who & When?

CHEST Consensus conference on artificial airways in
ONLINF patients receiving mechanical ventilation.

& L Plummer and D R Gracey

Chest 1989;596;178-180
DOl 10.1378/chest.96.1.178

Recommendations

The following guidelines are recommended:

determine whether conversion to tracheotomy is indicated;




Tracheostomy: Who & When?

Diagnosis + need for MV > 11 days. @
. Severe polyneuropathy/myopathy with p "of‘ und muscle weak
with no recovery in a few days, or patie | --‘ﬁigvear1i|
attempt
Patient with abundant/thick secretions whetas'already failed
attempt toextubatevith weak cough and limited resplratory rese

. Morbid obesity and known severe sleep apnea who fails one w
attempt using B?AP

. Any patient who fails 2 weaning attempts or has a life threaten
complication with the first failure

. Severe and irreversible neurologic deficit that interferes with
breathing,eg, a high €pine transection and/or a neurologic eve
that results in a profoundly impaired LOC (thalamic stroke).

Known upper airway obstruction




A Hemodynamically stabl
A FiO2 < 60% 4
A PEEP <10cm

A Uncomplicated tradaryngeal
Intubation

A Palpablericoidcartilage 3 cm above
thesternabngle during appropriate neck
extension




Ciagha Technique



http://www.bmj.com/cgi/content/full/320/7231/358/Fu5
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Techniques for Repositioning the Endotracheal T
Prior to Needle Puncture of the Trachea

A Premeasured blind withdrawal
A ET cuff palpation
A Direct laryngoscopy

A Bronchoscopic
0 Transtracheal illumination
0 Direct visualization




Management of the ETT






..\Movies\PDT Zeitouni.mpg

Cricothyroid
membrane

T
Cricoid
cartilage

Thyroid

cartilage

Cricothyroid
membrane

Thyroid
cartilage

————___ Cricoid
cartilage



..\Movies\Cook WMD.wmv

Do We Need to Use Fiberoptic
Bronchoscopy?

A Only 45% of guide wires entered the trachea at the
iIntended level !

A Only 15% entered the trachea centrally !

Dexter et al. Anesthesia 1995



Contraindications

A Absolute

o0 Non-intubated patients
0 Emergent setting N |
0 Infants D /4

L | I>‘
Relative ~
AT . S eI
SN RN T )
RN o NN ]

o0 High airway pressures (> 45 cm)
o0 High PEEP (>10 cm)

0 Refractory Coagulopathy

d Limited neck extension

0 Distorted neck anatomy

0 Previous neck surgery



Contrailt ndil c at

A Obese patients with large necks

A Patients with scarring from previ
tracheostomy







Complications

A Barotrauma

A Paratracheal insertion
A Local hemorrhage

A Wound infection

A Tube dislodgement or inability to____
complete the procedure /

A Airway loss
o0 Early versus late

A Tracheal stenosis




MNo.
Events patients

Intra-operative complications, n = 17
Small bleeding (25-100 ml)
Paratracheal insertion
Injury to the anterior jugular vein
Displacement of the tracheal tube,

hypoventilation and ventricular tachycardia 05606.x
Fatal pulmonary thromboembaolism

Early post procedural complications, n =6

Accidental decannulation

Massive haemoptysis
Occdusion of the cannula
Passage of the cannula into the mediastinum

Fatal pulmonary thromboembaolism

Occlusion of the cannula
Tracheo-oesophageal fistula
Persistent infection of the stoma
Dysphagia

Accidental decannulation
Tracheal stenosis

Granuloma
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What Is Better PDT vs ST
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Studies
Comparing PDT vs. ST

Hazard et al. Crit Care Med (Memphis, USAQL

Dulguerov et al. Crit Care ME@D9 £ ™
(
Freeman et al. Che€i00 gk
Cheng et al.Ann Otol Rhinol Laryng&000 Gk

Melloni et ald Cardiovasc Surg (Torie02 GL



Tracheostomy:
Surgical vs. Percutaneous

Percent of Complication

Trach stenosis

Pneumothoray

E Perc
@ Surg

Stomal infection

Hemorrhage_

Duration(min)_ 135

0] 10 20 30 40
Hazard et al. Crit Care Med 1991:19:1018
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Comparison studies

Ly
il

clinical investigations in critical care

Timothy G. Buchman, PhD. MD

A Meta-analysis of Prospective Trials
Tracheostomy In Critically lll Patients™
Bradley D. Freeman, MD: Karen Isabella. RN: Natatia Lin, BS: and

Comparing Percutaneous and Surgical



clinical investigations in critical care
= A Meta-analysis of Prospective Trials

Comparing Percutaneous and Surgical

Tracheostomy in Critically lll Patients”
Bradley D. Freeman, MD; Karen Isabella, RN: Natatia Lin, BS; and
Timothy G. Buchman, PhD, MD

Prospective Studies

Source Group N=
Hazard et al PDT 22
SCT 24
Crofts et al PDT 25
SCT 28
Friedman etal |PDT 26
SCT 27
Holdgaard et al | PDT 30
SCT 30
Porter et al PDT 12
SCT 12

236




Comparative studies
PDT vs. ST

A Time required for the procedure
0 20 minutes advantage

A Mortality
o0 No statistically significant decrease
A Duration from the time when the tracheostomy is considered
necessary to the procedure
d PDT 28.5 versus ST 100 hours

A Cosmetic results
0 PDT better

A Bleeding and infections
0 Less with PDT

A Costs
d Saving of 1200 to $3300



