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L E T T E R

A framework for open tracheostomy in COVID-19 patients

Sir
The COVID-19 pandemic is causing untold disruption across the 
globe, and all countries irrespective of the strength and resilience of 
their health systems are feeling the burden. Intensive care units are 
facing a surge of patients requiring invasive ventilation.

It is likely that requests for a tracheostomy in COVID-19 venti-
lated patients will soon come our way. It is difficult to predict the 
burden, but it would be remiss not to be prepared. Tracheostomy 
is almost certainly an aerosol generating procedure and rep-
resents a risk to surgeons and others in the operating room. In 
the SARS epidemic, a survey suggested that healthcare workers 
who performed tracheostomy had a fourfold increased risk of 
developing disease.1 Full personal protective equipment must be 
used, as failure to comply is a risk factor for infection in health-
care workers.2,3

We have developed guidance and cognitive aids to help depart-
ments prepare for tracheostomies in COVID-19 patients (Figure 1A-
D), based upon processes that we believe minimise risk of aerosol 
generation. This builds on earlier opinion4 and incorporates our 
experience from simulation with a multidisciplinary team. We also 
consulted with a number of stakeholders, the Head & Neck Society 
of ENT UK, British Head & Neck Oncologists (BAHNO), British 
Laryngological Association, National Tracheostomy Safety Project, 

Difficult Airway Society (DAS) and the executive of ENT UK, who 
endorse the guidance.

Although general complications rates using a percutaneous tech-
nique are largely similar to open tracheostomies,5 the unanswered 
question here is which generates less aerosol exposure to the 
healthcare workers involved. Our own work with simulation would 
suggest that a controlled open technique as described here is po-
tentially safer, but this is not yet validated in practice. This and other 
questions about when and where to perform these interventions will 
be influenced by local factors, competencies and experience.

Therefore, without being prescriptive, this guide is aimed at out-
lining the steps that can be taken by surgeons to best protect them-
selves and minimise aerosol generation when called on to perform 
open surgical tracheostomies on COVID-19 patients.

We suggest that departments identify a core “COVID-19 Airway 
team” who can rapidly adapt these guidelines to local factors and 
take a lead in training their colleagues. It is necessary and advisable 
to share the burden of these high risk and stressful events amongst 
all colleagues.

The key message is to prepare and stay safe.
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F I G U R E  1    A, Planning steps recommended in the days and weeks prior to predicted tracheostomy. PPE = Personal Protective 
Equipment, COVID = novel Coronavirus-19 (nCov19), ICU: Intensive Care Unit, B, Proposed checklist for the day of tracheostomy. 
HME = Heat and Moisture Exchanger, ETT: Endotracheal tube. C, Performance of critical steps in open tracheostomy once the trachea is 
exposed. PEEP = Positive End-Expiratory Pressure, APL valve = Adjustable Pressure Limiting valve, CO2 = carbon dioxide, D, Care for the 
tracheostomy patient after procedure in critical care and beyond. SLT = Speech and Language Therapist

mailto:﻿
https://orcid.org/0000-0001-6581-2788
mailto:abiwalker@doctors.org.uk
https://orcid.org/0000-0001-6581-2788
https://orcid.org/0000-0001-6581-2788
https://www.entuk.org/tracheostomy-guidance-during-covid-19-pandemic
https://www.entuk.org/tracheostomy-guidance-during-covid-19-pandemic

