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Tracheostomy or tracheotomy is derived from two Greek words trachea arteria (rough artery) and tome (incision). Thus tracheostomy refers to an operation that opens the trachea and results in the formation of a tracheostoma. Historically it is documented in the management of diphtheria.

Indications: These are best described as 5 Rs

Respiratory obstruction

Respiratory failure

Respiratory paralysis

Removal of retained secretions

Reduction of dead space

Broadly we can summarize the following indications:

1. To relieve obstruction of upper air passages:

· Impaction of foreign body

· Acute infections – laryngo-tracheo-bronchitis in children, ac. epiglossitis of influenza, laryngeal diphtheria

· Oedema of glottis – Ludwig’s Angina

· Bilateral abductor paralysis of the vocal cords – post thyroidectomy recurrent laryngeal nerve injury 

· Tumours – Carcinoma Larynx

· Chronic stenosis following tuberculosis or scalding

· Congenital web / atresia

· Cranio maxillo facial injury – severe vehicular trauma – haemorrhage, oedema

· Obstructive Sleep apnoea

2. To improve respiratory function: by reducing anatomical dead space and enabling effective suction of bronchial secretions

· Fulminating brncho-pneumonia

· Chronic bronchitis with severe emphysema

· Chest injuries – flail chest

· Inhalation burns by hot smoke / caustic gases

3. Respiratory paralysis – allows assisted positive pressure respiration and effective suction of inhaled foreign material e.g. vomitus

· Unconsciousness associated with head injury

· Coma from other causes – to maintain free airway e.g. barbiturate poisoning

· Bulbar polio mylitis

· Tetanus – heavy sedation and intermittent positive pressure respiration

4.  As a preliminary to certain head and neck operations – cancer larynx, base of tongue, hypopharynx, Symphyseal mandibular resection.

There are two types of tracheostomy being performed today – 

1. Percutaneous dilatational tracheostomy (PDT): This is the procedure of choice in ICU. The procedure starts with intubating the patient, who is under light sedation. Local anaesthesia is infiltrated and a small incision, no larger than the diameter of the tracheostomy tube is made between 1st.and 2nd. tracheal rings. And a needle and canula is used to puncture this space. The endotracheal tube is withdrawn and a fiber optic bronchoscope confirms the position of the needle. The needle is withdrawn and a J guide wire is passed through the canula. Silicon guiding catheter is passed over guide wire and graduated dilators are passed over this double guide. Finally the tracheostomy tube is pre-loaded over a proper size dilator and negotiated over the silicon guide. The dilator, silicon guide and J wire are now removed and tracheostomy tube flanges fixed in place. The endotracheal tube, which was acting as an insurance, is now removed.

This can be performed at the bedside and the patient need not be shifted to the theatre thus saving resuscitation time, theatre time and cost. It avoids open tracheostomy wound, thus promoting better wound healing and decreased risk of infection. The technique preserves soft tissue around tracheostomy tube and the tube fits snugly with less movement and angulation, which in turn minimizes pressure erosion of anterior tracheal rings. A smaller skin incision result in cosmetically better scar and risk of tracheal stenosis is markedly reduced. 

2. Open surgical tracheostomy: This is the procedure of choice in emergency airway access because of upper airway obstruction. If the patient can be intubated then GA can be administered and a hurried procedure can be converted into an elective surgery. Intubation prevents spasm of glottis, assists in intratracheal suction and prevents surgical emphysema. With sandbag under the shoulder an assistant keeps the head extended and strictly in midline. Stabilizing the trachea between thumb and fingers a vertical incision is made below the cricoid and skin, fascia, platysma and pretracheal fascia are divided. The strap muscles are retracted on either side and a cricoid hook is inserted under the cricoid to stabilize it. The trachea is incised and 2nd. 3rd.and often 4th. rings are divided. The endotracheal tube is withdrawn. A tracheal dilator is now introduced and the cricoid hook removed. Tracheostomy tube on a pilot is inserted into the trachea, once the patient’s respiration settles. Haemostasis is ensured and he outer tube is secured to the surrounding skin by sutures. Intratracheal suction is done and inner tube put in.

Complications of Tracheostomy :

                After care in Tracheostomy:
Crusting of trachea




Removal of secretions

Surgical emphysema



Humidification

Mediastinal emphysema, Pneumothorax

Change of tracheostomy tube

Tracheal stenosis




Care of inflatable cuff

Misplacement of tube 



Breathing exercises


Tracheo-oesophageal / cutaneous/ innominate A. fistula
Dressings

Tracheostomy involving the cricothyroid membrane or 1st.tracheal ring results in injury to cricoid cartilage and subsequent sub glottic tracheal stenosis. 

