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A comparative study 
of complications and 
long-term outcomes of 
surgical tracheostomy 
and two techniques 
of percutaneous 
tracheostomy: Comments

Sir,
I read with interest the recently published article 

by Kiran et al.[1] I congratulate the authors for their 
commendable research on long-term complications 
of surgical tracheostomy (ST) and percutaneous 
tracheostomy (PCT). However, I would like to comment 
on few points which are as follows:
• According to this paper, about 50% of the patients 

expired. It is unclear how many patients expired 
before attempting decannulation. Patients expired 
before attempting decannulation should be excluded 
from study

• Six patients were lost to follow-up. Should these 
patients have not been excluded from fi nal analysis?

• Long-term complications are also influenced 
by level of expertise (trainee/consultant) and 
experience of operators (both intensivist and ear, 
nose, throat [ENT] surgeon in this case).[2] Trainee 
may also take longer time to perform procedure 
and has to be assisted by consultant which, 
in turn, can increase the number of operators 
involved per procedure.[3] It would have been 
appropriate if authors could incorporate both of 
these characteristics of operators performing the 
procedures

• In two patients, PCT was converted to ST. 

mainly depends on the history, direct identification of 
the compound, if available and clinical examination. 
Though the history was suggestive of ingestion of 
ammonium dichromate, I wonder why the authors 
did not estimate the blood level of chromium in 
their studied patient. I presume that Sunilkumar 
et al.[1] did not seek to perform that measurement 
as they addressed in their study that ammonium 
dichromate is a highly dissociable compound and 
it is not easily demonstrable by chemical analysis 
of viscera or body fluids. Actually, toxicological 
documentation of chromium poison and measuring 
its blood level are of paramount importance in clear 
cut and suspected chromium poisoning as blood 
chromium concentration exceeding 1 mg/100 mL 
is of diagnostic and prognostic value indicating an 
ingestion and absorption of the high doses of this 
metal.[2] Hence, it would be of high value in planning 
suitable therapeutic interventions.

Second, it is well-known that the vast majority of 
poisonings in young children are due to exploratory 
ingestions that could be prevented by meticulous 
family supervision. However, poisoning, particularly 
in infants and young children could be one form of 
child abuse.[3] An interesting American study recruiting 
a cohort of poisoning victims under the age of 6 years 
was conducted to evaluate for suspected maltreatment 
and referral to child protective services (CPS). The study 
showed that 6% of referrals to CPS were secondary to 
concerns for intentional poisoning.[4] In the case report 
in question intentional poisoning as a part of child 
abuse cannot be ruled out. Psychological assessment of 
parents and exploring marital confl icts, if any, ought to 
be considered.
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Henceforth, in analysis these two patients must 
have been included in ST group rather than in PCT 
groups

• Severity scoring should have been also calculated 
and compared among groups as it is unclear whether 
patients with higher complication rates had more 
severity of illness

• All patients were cannulated with same size of 
tracheostomy tube (TT). What was the reason of 
selecting size of 7.0 mmID? Size selection of TT 
should be based upon patient’s demographic 
characteristics. Smaller tube might pose problems 
such as cuff leakage, aspirations and increased 
resistance to airfl ow leading to increased work of 
breathing and prolonged time to decannulation. This 
could seriously affect the outcome of the study

• What was the mean time (delay) between making 
decision and start of procedure? In practice, 
execution of PCT is faster than ST as ENT surgeons 
are not always available on the day of planning of 
procedure, which eventually delays the procedure. 
Future study can be performed on this aspect which 
is important to infl uence the long-term complication 
such as nosocomial pneumonia.
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Avoiding iatrogenic harm 
by integrating physical 
examination fi ndings 
with a point-of-care lung 
ultrasonography 

Sir,
A 50-year-old male presented to the hospital with the chief 

complaint of shortness of breath associated with high-grade 
fever and productive cough with a yellowish expectoration. 
He was confused, tachypnoeic and tachycardic, but without 
hypotension. Examination of the chest revealed right-sided 
basal coarse crepitations, but with equal air entry and normal 
percussion note. Trachea was central in location. Portable 
chest X-ray was suggestive of right-sided large pleural 
effusion, with blunting of costophrenic angle [Figure 1]. 
Laboratory investigations revealed elevated white blood 
count with neutrophil predominance and elevated 
blood urea level. Patient was admitted to Intensive Care 
Unit with the diagnosis of severe community acquired 
pneumonia with pleural effusion. Patient was started 
on injection Ceftriaxone and Azithromycin. Therapeutic 
thoracocentesis was planned. Chest X-ray fi ndings did 
not correlate with the physical examination fi ndings of 
chest. Bedside point-of-care the lung ultrasonography 
was performed by the intensivist. Multiple B-lines with 
increased lung water content was noted in right lower zone, 
but without pleural effusion [Figure 2]. Chest X-ray was 
repeated, which showed consolidation of right lower zone, 
but the costophrenic angle was visible. Thoracocentesis 
was deferred. With the suspicion of radiological artefact, 
the fi rst chest X-ray was discussed with the radiologist. 

Figure 1: Chest X-ray suggestive of right-sided large pleural effusion with 
blunting of right costophrenic angle
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