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To the Editors:

We read with great interest the recent report entitled “Performing Percutaneous Dilational Tracheostomy Without Using
Fiberoptic Bronchoscope”. This descriptive study reviewed 70 cases of the aforementioned procedure and concluded that it
was efficient and safe (1). This is supported by prior work, (2,3) noting however that this technique is frequently preempted
by any suspicion of difficult airway anatomy, for prior history of airway problems and for those patients who have had a
previous tracheostomy. Thus, some authors have argued that bronchoscopic guidance improves safety (4). Nonetheless, due
to the expanding performance of percutaneous dilational tracheostomy without bronchoscopy, some physicians may attempt
to manipulate or replace newly placed tracheostomy tubes without bronchoscopy for problems such as cuff rupture. This

may pose a severe risk to patients.

Summary

Percutaneous dilational tracheostomy is a safe approach to the surgical airway in critically ill adults and may be
performed safely without bronchoscopic guidance. Manipulation of an existing, newly placed tracheostomy, however,
mandates measures to increase safety due to the potential for airway edema.

A postoperative patient suffered from a tracheostomy tube cuff rupture requiring tube exchange two days after
percutaneous tracheostomy. The airway was remarkably swollen and rescuing a complication via direct or indirect
laryngoscopy would likely have been impossible.

To improve safety in case of tracheostomy exchange failure, we loaded an endotracheal tube onto the bronchoscope,
entered the subglottic airway and performed the procedure under bronchoscopic visualization. This would enable
orotracheal reintubation rescue via the bronchoscope in case of emergency.

While initial percutaneous tracheostomy may be performed safely without bronchoscopy, when intervening on a recently

placed tracheostomy it is crucial to enhance safety with bronchoscopy.
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Case Report

Written consent was obtained from the patient to discuss the following case. We cared for a 69-year-old man with a past
medical history of severe chronic obstructive pulmonary disease with chronic exertional dyspnea, coronary artery disease,
prior transient ischemic attack, hypertension and active smoking. He presented to the hospital for management of a
symptomatic type-IV thoracoabdominal aortic aneurysm. His postoperative course was complicated, including a massive
pulmonary embolism and two extubation failures.

An 8.0 cuffed Shiley tracheostomy tube was placed on post-procedure day 18 using a Ciaglia Blue Rhino® G2 advanced
percutaneous tracheostomy introducer and tray (Cook Medical, Bloomington, IN) (5). Two days later the tracheostomy was
slowly but continually leaking, causing derecruitment and hypoxia. Prior intubations were performed via indirect
laryngoscopy showing easy views of normal anatomy, and the patient had no external neck swelling, edema or anatomic
abnormalities. Nonetheless, bronchoscopic visualization of the airway was exquisitely challenging (Figures 1 & 2) and
severe enough to have precluded direct or indirect laryngoscopy guided orotracheal reintubation of the airway in case of
emergency. To improve safety in case of tracheostomy exchange failure, we loaded an endotracheal tube onto the
bronchoscope, entered the subglottic airway and performed the procedure under bronchoscopic visualization. This would
enable orotracheal reintubation rescue via the bronchoscope. Thankfully, the procedure was uncomplicated. It was

discovered that the tracheostomy cuff had a small puncture hole.

Figure 1. Initial bronchoscopic view of the glottis above the level of the vocal Figure 2. Improved visualization of vocal cords with suctioning and jaw thrust. A)

cords with significant edema and poor visualization of anatomic landmarks . Left arytenoid cartilage, B) inflated tracheostomy balloon.
Discussion

We conclude that added caution is mandated when manipulating a recently placed tracheostomy as replacement of the
tracheostomy could fail, even with the use of a bougie catheter (6), which would require orotracheal intervention “from
above.” Even with previously unremarkable intubations and airway anatomy, tracheostomy placement can cause or coincide
with glottic edema that could cause failure of direct or indirect laryngoscopy. A catastrophic complication can be avoided by

using bronchoscopy with a loaded endotracheal tube.
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