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Abstract

Percutaneous tracheostomy is a bedside surgical procedure that creates an opening in the anterior tracheal
wall. Tracheostomy is performed in patients expected to require mechanical ventilation for longer than
seven to 10 days. This bedside percutaneous tracheostomy has been used since the late 1990s. Tracheotomy
tubes are of various kinds like cuffed vs. uncuffed, fenestrated vs. unfenestrated, single lumen vs. double
lumen, and metal vs. plastic. Its indications are categorized into emergency vs. elective. The most common
emergency indication is acute airway obstruction, and the elective indication is prolonged intubation. There
is no absolute contraindication, but a physician should consider severe hypoxia requiring high oxygen and
coagulopathy. Percutaneous tracheostomy is a new technique requiring different skills. Advantages of
percutaneous tracheostomy are as follows - it is performed at the bedside, procedural time is less, the cost is
less, does not need operating schedule time. Percutaneous tracheostomy is generally performed by
otolaryngologists, general surgeons, interventional pulmonologists, thoracic surgeons, or intensivists.
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Introduction And Background

Percutaneous tracheostomy is a bedside surgical procedure that creates an opening in the anterior tracheal
wall. It is a life-saving procedure to maintain an airway when obstructed. It is performed in patients
expected to require mechanical ventilation for longer than seven days, but the final decision is made on a
case-by-case basis [1,2].

In the past tracheostomy procedure was known by different names laryngotomy, pharyngotomy,
bronchotomy, and tracheotomy. Habicot in 1620 performed the first pediatric tracheotomy on a boy who
swallowed a bag of gold that was obstructing the airway. In the literature, the word tracheotomy first
appeared in 1649 but was officially introduced by Heisler, a German surgeon, in 1718. First, tracheostomies
were done in children with airway inflammation for diphtheria in the early 1800s. Then, in 1808, the first
successful reported case of tracheotomy was done in children [3].

Review

There are two kinds of tracheostomy tubes, metal and nonmetal. Nonmetal tracheotomy tubes are of several
types: cuffed vs. uncuffed, fenestrated vs. unfenestrated. Nonmetal tracheostomy tubes are cheaper, less
rigid, adapt to the shape of the airway, and have an inflatable cuff and a universal adapter that connects to a
ventilator. Sterilization is unnecessary since it is generally replaced every six to eight weeks. Metal tubes are
not commonly used since they are expensive, rigid, does not have a cuff or common adapter to connect to a
ventilator [4]. Cuffs tubes help in getting a tight seal while also limiting pressure on the tracheal wall (e.g.,
20-30 cm Hy0). However, complications with hyperinflated cuffs should be considered, like tracheomalacia,

tracheal stenosis, fistula, and rarely necrosis of the tracheal wall causing perforation. Tracheostomy tubes
can have a single cannula or dual cannula with easy removal and easy to clean inner cannula without taking
out the tracheostomy tube from the site [5].

Tracheostomy can be open, done in the operating room or bedside. Percutaneous tracheostomy is done at
the bedside using techniques like Ciaglia (Selinger technique), Griggs (forceps dilation), and Fantoni
(translaryngeal). A tracheostomy provides passage for air when the usual breathing route is blocked. It
bypasses the airway, which is obstructed, making it easy to clear secretions and deliver oxygen.

Percutaneous tracheostomy is generally performed by otolaryngologists, general surgeons, interventional
pulmonologists, thoracic surgeons, or intensivists [6]. The percutaneous tracheostomy is advantageous
because it is performed at the bedside, the time to perform is short, it is cost-effective, and the operating
schedule is not needed. Also, complications like bleeding and infection are minimal with a percutaneous
tracheostomy. The disadvantages of percutaneous tracheostomy are an increased risk of posterior tracheal

How to cite this article
Khaja M, Haider A, Alapati A, et al. (April 12, 2022) Percutaneous Tracheostomy: A Bedside Procedure. Cureus 14(4): €24083. DOI
10.7759/cureus.24083


https://www.cureus.com/users/192211-misbahuddin-khaja
https://www.cureus.com/users/171432-asim-haider
https://www.cureus.com/users/352240-anuhya-alapati
https://www.cureus.com/users/25919-zaheer-a-qureshi
https://www.cureus.com/users/344796-laura-yapor

Cureus

wall injury, perforation, and the risk of anterior tracheal ring fractures [7,8]. The indications for
tracheostomy are divided into emergency and elective indications [1,9,10].

Emergency indications

Emergency indications include (1) acute upper airway obstruction in which intubation is difficult like in
angioedema, anaphylaxis, hematoma, retropharyngeal abscess, or a mass malignant or benign tumors
compressing airway, and foreign body; (2) fractures of the nose, facial bones, and neck; (3) laryngeal injury
from trauma; and (4) burns.

Main elective indications

There are three main elective indications. Firstly, prolonged intubation or ventilator dependence - an
elective tracheostomy provides long-term ventilation and facilitates weaning from the ventilator. It is a
more stable airway than an endotracheal tube, avoids complications of long-term intubation, improves
patient comfort, decreases dead space, and extubation trials are easier. Secondly, mechanical airway
obstruction - the conditions of mechanical airway obstruction that benefit from elective tracheostomy are
congenital (including subglottic stenosis, webs, and cysts), trauma (e.g., due to a foreign body, burns, and
corrosive), and infectious conditions (e.g., epiglottitis, Ludwig’s angina, and croup). Also, disorders like
vocal cord paralysis and obstructive sleep apnea. And thirdly, inability of a patient to manage secretions

- the conditions where the patient is unable to clear or manage their secretions include neurological diseases
(e.g., bulbar palsy, multiple sclerosis, and myasthenia gravis), coma due to head injury, stroke, drug
overdose, and head/neck surgery.

Indications for an open surgical approach

Indications for an open surgical approach are as follows - (a) a short neck with the inability to palpate and
identify the trachea; (b) inability to extend the neck because of cervical trauma, cervical instability, cervical
fusion, and history of rheumatoid arthritis; (c) patients requiring emergency airways, children less than 15
years; and (d) conditions like high-riding innominate or thyroid internal mammary artery, neck with
scarring, hematoma, thyromegaly, large extensive tumor, severe tracheomalacia, and cartilage destruction
[11].

Contraindication

There are no absolute contraindications, but a few clinical conditions should be considered - (a) severe
hypoxemia whose fraction of inspired oxygen (FiO5) requirement is more than 60% and positive end-

expiratory pressure (PEEP) of >12 cm H,0; (b) uncorrectable bleeding diathesis (e.g., international

normalized ratio >2.0, platelets <50,000 x 109/L); and (c) hemodynamic instability requiring pressor
support [12].

Advantages of tracheostomy compared to oral intubation

The most common advantages of tracheostomy over oral intubation are as follows - (a) more secure airway,
increased comfort, phonation, communication, increased patient mobility, improved airway suctioning, less
direct endolaryngeal injury, and enhanced oral nutrition; (b) early transfer of the ventilator-dependent
patient from the intensive care unit and decreased airway resistance help in weaning [13,14].

Considerations regarding anticoagulation for percutaneous
tracheostomy

Some special considerations regarding the continuation vs. discontinuation of various forms of
anticoagulants prior to percutaneous tracheostomy are as follows - aspirin and deep venous thrombosis
(DVT) prophylaxis should be continued. Coumadin should be held until the international normalized ratio is
less than 1.5 or reverses with fresh frozen plasma. The novel oral anticoagulants (NOACs) should be held
between 24 and 48 hours. Hold clopidogrel for five days before the procedure. If the patient is on
extracorporeal membrane oxygenation, heparin should be held for four hours before and two hours
postprocedure in agreement with intensive care unit (ICU) teams and extracorporeal membrane
oxygenation team [15,16].

Percutaneous tracheostomy kit

Percutaneous tracheostomy kits are pre-prepared kits that contain a sterile drape, syringe, lidocaine 1% local
anesthetic, introducer needle, guidewire, tracheal dilators, and tracheal loading trocar [17]. We need to have
an airway backup plan in case there is a loss of airway while doing the procedure, which includes having an
artificial manual breathing unit (Ambu; Hythe, UK: Smiths Medical International Ltd.) bag connect to an
oxygen port, a suction device, and an airway cart with an endotracheal tube with GlideScope (Bothell, WA:
Verathon Medical Inc.).
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Procedure technique

Bronchoscopic guided percutaneous tracheostomy via the Ciaglia technique is safe with fewer
complications. Two physicians are required to perform bronchoscopy with an endotracheal tube and
perform a percutaneous procedure at the neck. In addition, we need a nurse to give sedation medications,
monitor blood pressure every two minutes, a telemetry monitor along with a pulse oximeter, and a
respiratory therapist to manage the ventilator.

After time-out is performed, the patient is positioned with neck extended by placing shoulder roll beneath
scapula. Ultrasound is used to locate high innominate artery before the procedure. Then start cleaning the
neck area with chlorhexidine and cover with a sterile drape to expose only the neck area. Connect the
bronchoscopy adaptor to the endotracheal tube and inspect the airway with the help of a bronchoscope.
Then the tracheal lumen is fully visualized. The endotracheal tube's cuff is deflated, and the respiratory
therapist starts pulling the endotracheal tube to the proximal end of the trachea, which is a subglottic area,
then the cuff can be reinflated. The surgeon can identify the landmark by using transillumination of
bronchoscope light.

Local anesthesia with lidocaine is given using a 25-gauge needle, which the bronchoscopy can visualize.
Then the introducer needle is inserted perpendicular to the anterior wall of the trachea between the second
and third cartilage rings and once visualized with a bronchoscope. The needle is angled caudally, leaving a
plastic catheter and removing the needle. Then the guidewire is passed through the plastic catheter, which
should be visualized with a bronchoscope going towards the carina. The introducer catheter is removed, and
a vertical midline incision of 1.5-2 cm is performed on the skin of the trachea by scalpel. The small punch
dilator is passed over the guidewire using the Seldinger technique, and then the dilator is removed with the
guidewire still in place. Then the blue rhino single-stage progressive dilator is introduced over the guidewire
to dilate the tract using the Seldinger technique. The dilator is removed, keeping the guide catheter and wire
in place. The loading dilator is inserted in the tracheostomy and advanced in the trachea using the guide
catheter and guidewire. The loading dilator, guide catheter, and guidewire are removed.

The percutaneous tracheostomy is in place, and the cuff is inflated. Then perform bronchoscopy through the
new tracheostomy to confirm its position in the carina. Then ventilator is disconnected from the
endotracheal tube and connected to a tracheostomy. We recommend further use of end-tidal CO4 to verify
its position and check the return of tidal volume on a ventilator. Next, the tracheostomy tube is secured with
soft ties collar. To prevent ulceration underneath the tracheal site, we prefer to place sterile gauze
underneath the flange. Finally, the endotracheal tube cuff is deflated and removed [18].

The physician should remember that maintaining a bronchoscope during a percutaneous tracheostomy
procedure can lead to hypoventilation, respiratory acidosis, and hypercarbia. On the other hand, the
ultrasound technique to localize the endotracheal tube reduces hypercarbia. Therefore, to minimize this
small bronchoscope and shorten the time to perform percutaneous tracheostomy is preferred [19].

Complications

Complications range between 5% and 40%, with an average mortality of 2%. Complications are more
frequent in emergencies, severely ill patients, and children and are categorized as early (intraoperative,
immediate postoperative) vs. late complications [6,11,20].

Intraoperative complications

Hemorrhage

The chances of intraoperative (or immediate postoperative) hemorrhage are 5%. The most common sites of
hemorrhage include anterior jugular veins, thyroid isthmus, high Innominate artery, and thyroid ima artery.

Pneumothorax-Pneumomediastinum

It accounts for 2-5% of the adult population and 17% of the pediatric population. The generally accepted
mechanisms include forceful inspiration leading to high negative intrathoracic pressure, direct injury to
apical pleura (especially in children due to high position), rupture of lung bleb, and surgical technique/error.

Other Intraoperative Complications

Other intraoperative complications include recurrent laryngeal nerve injury, inability to identify trachea,
and tube misplacement (into bronchus or outside tracheal lumen). One of the most common causes of
operating room fires is electrocautery when using high oxygen concentrations (50%).

Postoperative complications
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Early

Early postoperative complications include massive bleeding from vessel erosion, infection, pneumothorax,
subcutaneous emphysema, pneumomediastinum, malpositioned tube, and obstruction.

Late or Delayed

Late postoperative complications include displacement/false passage, mucus plug, tracheocutaneous fistula,
tracheoesophageal fistula, tracheal stenosis, tracheomalacia, dysphagia, and tracheal damage. Direct
pressure necrosis can occur from the cuff or tip of the tube; cuff pressure should not exceed 30 mmHg.
Capillary flow should not exceed 30-50 mmHg. Mucosal ulceration causes cartilage exposure leading to
bacterial colonization, stricture, and malacia. Excessive traction on tracheostomy tube by connecting tubing
or patient motion leads to skin necrosis.

Early vs. late tracheostomy

Many prospective studies are well designed, but it is difficult to power a prospective study that would pick
up small changes between early and late tracheostomy groups. When analyzing the data, some studies
suggest benefits for early tracheotomy, and some do not. Many studies find benefits for some aspects of
early tracheostomy (such as increased comfort or incidence of ventilator-associated pneumonia {VAP}) but
not for others [21,22].

The study done by Griffiths et al. showed that early tracheostomy did not alter mortality and risk of
pneumonia but decreased the duration of mechanical ventilator and intensive care unit length of stay [23].
Prospective analysis done by Rumbak et al. showed that the early tracheostomy group had less mortality,
pneumonia (5% vs. 25%), less unplanned extubation, fewer days in the intensive care unit, and mechanical
ventilator compared to the prolonged intubation group [24]. In neurosurgical patients with poor Glasgow
Coma Scores, early tracheostomy was associated with a decreased colonization rate of pathogens in the
tracheobronchial tree, faster weaning from the ventilator, and improved lung infections [25].

A study done by Silva et al. showed that the early group was associated with a decreased sedation
requirement [26]. The meta-analysis done by Wang et al. showed that early tracheostomy is associated with a
lower incidence of ventilator-associated pneumonia, the requirement of sedation was less, decreased
intensive care unit length of stay, and decreased duration of mechanical ventilators [27]. There is currently
no information about early or late tracheostomy having a better outcome. Therefore, the conclusion is that
more randomized trials are needed to focus on outcomes.

Conclusions

Percutaneous tracheostomy is a bedside procedure that is safe to perform, has less procedural time, has low
cost, and does not need operating schedule time. The most common intra- and postoperative complication is
bleeding. Access to ultrasound to locate a high innominate artery can prevent the sentinel bleeding
complication. Percutaneous tracheostomy can be performed by thoracic surgeons or intensivists,
otolaryngologists, general surgeons, and interventional pulmonologists.

Additional Information
Disclosures

Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References

1. Mitchell RB, Hussey HM, Setzen G, et al.: Clinical consensus statement: tracheostomy care. Otolaryngol
Head Neck Surg. 2013, 148:6-20. 10.1177/0194599812460376

2. ChengE, Fee WE Jr: Dilatational versus standard tracheostomy: a meta-analysis. Ann Otol Rhinol Laryngol.
2000, 109:803-7. 10.1177/000348940010900903

3. Rajesh O, Meher R: Historical review of tracheostomy. Int ] Otolaryngol. 2005, 4:
Siddharth P, Mazzarella L: Granuloma associated with fenestrated tracheostomy tubes . Am J Surg. 1985,
150:279-80. 10.1016/0002-9610(85)90138-2

5. Hess DR, Altobelli NP: Tracheostomy tubes. Respir Care. 2014, 6:956-71. 10.4187/respcare.02920

6. Seder DB, Lee K, Rahman C, et al.: Safety and feasibility of percutaneous tracheostomy performed by
neurointensivists. Neurocrit Care. 2009, 10:264-8. 10.1007/s12028-008-9174-8

7. FriedmanY, Fildes J, Mizock B, Samuel ], Patel S, Appavu S, Roberts R: Comparison of percutaneous and
surgical tracheostomies. Chest. 1996, 110:480-5. 10.1378/chest.110.2.480

2022 Khaja et al. Cureus 14(4): e24083. DOI 10.7759/cureus.24083 4 0of 5


https://dx.doi.org/10.1177/0194599812460376
https://dx.doi.org/10.1177/0194599812460376
https://dx.doi.org/10.1177/000348940010900903
https://dx.doi.org/10.1177/000348940010900903
https://ispub.com/IJORL/4/2/7498
https://dx.doi.org/10.1016/0002-9610(85)90138-2
https://dx.doi.org/10.1016/0002-9610(85)90138-2
https://dx.doi.org/10.4187/respcare.02920
https://dx.doi.org/10.4187/respcare.02920
https://dx.doi.org/10.1007/s12028-008-9174-8
https://dx.doi.org/10.1007/s12028-008-9174-8
https://dx.doi.org/10.1378/chest.110.2.480
https://dx.doi.org/10.1378/chest.110.2.480

Cureus

10.

11.

12.

13.

14.

20.

21.

22.

23.

24.

25.

26.

27.

Silvester W, Goldsmith D, Uchino S, et al.: Percutaneous versus surgical tracheostomy: a randomized
controlled study with long-term follow-up. Crit Care Med. 2006, 34:2145-52.
10.1097/01.CCM.0000229882.09677.FD

MacIntyre NR, Cook DJ, Ely EW Jr, et al.: Evidence-based guidelines for weaning and discontinuing
ventilatory support: a collective task force facilitated by the American College of Chest Physicians; the
American Association for Respiratory Care; and the American College of Critical Care Medicine. Chest.
2001, 120:375-95. 10.1378/chest.120.6_suppl.375s

Cheung NH, Napolitano LM: Tracheostomy: epidemiology, indications, timing, technique, and outcomes.
Respir Care. 2014, 59:895-915. 10.4187/respcare.02971

Kamparoudi P, Paliouras D, Gogakos AS, et al.: Percutaneous tracheostomy-beware of the thyroidea-ima
artery. Ann Transl Med. 2016, 4:10.21037/atm.2016.11.04

Kluge S, Meyer A, Kiihnelt P, Baumann HJ, Kreymann G: Percutaneous tracheostomy is safe in patients with
severe thrombocytopenia. Chest. 2004, 126:547-51. 10.1378/chest.126.2.547

Diehl JL, El Atrous S, Touchard D, Lemaire F, Brochard L: Changes in the work of breathing induced by
tracheotomy in ventilator-dependent patients. Am | Respir Crit Care Med. 1999, 159:383-8.
10.1164/ajrcem.159.2.9707046

da Cruz VM, Demarzo SE, Sobrinho JB, Amato MB, Kowalski LP, Deheinzelin D: Effects of tracheotomy on
respiratory mechanics in spontaneously breathing patients. Eur Respir J. 2002, 20:112-7.
10.1183/09031936.02.01342001

Youness HA, Keddissi ], Berim I, Awab A: Management of oral antiplatelet agents and anticoagulation
therapy before bronchoscopy. | Thorac Dis. 2017, 9:1022-33. 10.21037/jtd.2017.05.45

Liisebrink E, Stark K, Bertlich M, et al.: Safety of percutaneous dilatational tracheotomy in patients on dual
antiplatelet therapy and anticoagulation. Crit Care Explor. 2019, 1:10.1097/CCE.0000000000000050
Johnson JL, Cheatham ML, Sagraves SG, Block EF, Nelson LD: Percutaneous dilational tracheostomy: a
comparison of single- versus multiple-dilator techniques. Crit Care Med. 2001, 29:1251-4.
10.1097/00003246-200106000-00036

Friedman Y, Mayer AD: Bedside percutaneous tracheostomy in critically ill patients . Chest. 1993, 104:532-
5.10.1378/chest.104.2.532

Reilly PM, Sing RF, Giberson FA, Anderson HL 3rd, Rotondo MF, Tinkoff GH, Schwab CW: Hypercarbia
during tracheostomy: a comparison of percutaneous endoscopic, percutaneous Doppler, and standard
surgical tracheostomy. Intensive Care Med. 1997, 23:859-64. 10.1007/s00134005042.2

El Solh AA, Jaafar W: A comparative study of the complications of surgical tracheostomy in morbidly obese
critically ill patients. Crit Care. 2007, 11: 10.1186/cc5147

Young D, Harrison DA, Cuthbertson BH, Rowan K: Effect of early vs late tracheostomy placement on
survival in patients receiving mechanical ventilation: the TracMan randomized trial. JAMA. 2013, 309:2121-
9.10.1001/jama.2013.5154

Liu CC, Livingstone D, Dixon E, Dort JC: Early versus late tracheostomy: a systematic review and meta-
analysis. Otolaryngol Head Neck Surg. 2015, 152:219-27. 10.1177/0194599814561606

Griffiths J, Barber VS, Morgan L, Young JD: Systematic review and meta-analysis of studies of the timing of
tracheostomy in adult patients undergoing artificial ventilation. BMJ. 2005,
330:10.1136/bmj.38467.485671.E0

Rumbak M]J, Newton M, Truncale T, Schwartz SW, Adams JW, Hazard PB: A prospective, randomized, study
comparing early percutaneous dilational tracheotomy to prolonged translaryngeal intubation (delayed
tracheotomy) in critically ill medical patients. Crit Care Med. 2004, 32:1689-94.
10.1097/01.ccm.0000134835.05161.b6

Teoh WH, Goh KY, Chan C: The role of early tracheostomy in critically ill neurosurgical patients . Ann Acad
Med Singap. 2001, 30:234-8.

Silva BN, Andriolo RB, Saconato H, Atallah AN, Valente O: Early versus late tracheostomy for critically ill
patients. Cochrane Database Syst Rev. 2012, 10.1002/14651858.CD007271.pub2

Wang R, Pan C, Wang X, Xu F, Jiang S, Li M: The impact of tracheotomy timing in critically ill patients
undergoing mechanical ventilation: a meta-analysis of randomized controlled clinical trials with trial
sequential analysis. Heart Lung. 2019, 48:46-54. 10.1016/j.hrtlng.2018.09.005

2022 Khaja et al. Cureus 14(4): e24083. DOI 10.7759/cureus.24083

50f5


https://dx.doi.org/10.1097/01.CCM.0000229882.09677.FD
https://dx.doi.org/10.1097/01.CCM.0000229882.09677.FD
https://dx.doi.org/10.1378/chest.120.6_suppl.375s
https://dx.doi.org/10.1378/chest.120.6_suppl.375s
https://dx.doi.org/10.4187/respcare.02971
https://dx.doi.org/10.4187/respcare.02971
https://dx.doi.org/10.21037/atm.2016.11.04
https://dx.doi.org/10.21037/atm.2016.11.04
https://dx.doi.org/10.1378/chest.126.2.547
https://dx.doi.org/10.1378/chest.126.2.547
https://dx.doi.org/10.1164/ajrccm.159.2.9707046
https://dx.doi.org/10.1164/ajrccm.159.2.9707046
https://dx.doi.org/10.1183/09031936.02.01342001
https://dx.doi.org/10.1183/09031936.02.01342001
https://dx.doi.org/10.21037/jtd.2017.05.45
https://dx.doi.org/10.21037/jtd.2017.05.45
https://dx.doi.org/10.1097/CCE.0000000000000050
https://dx.doi.org/10.1097/CCE.0000000000000050
https://dx.doi.org/10.1097/00003246-200106000-00036
https://dx.doi.org/10.1097/00003246-200106000-00036
https://dx.doi.org/10.1378/chest.104.2.532
https://dx.doi.org/10.1378/chest.104.2.532
https://dx.doi.org/10.1007/s001340050422
https://dx.doi.org/10.1007/s001340050422
https://dx.doi.org/10.1186/cc5147
https://dx.doi.org/10.1186/cc5147
https://dx.doi.org/10.1001/jama.2013.5154
https://dx.doi.org/10.1001/jama.2013.5154
https://dx.doi.org/10.1177/0194599814561606
https://dx.doi.org/10.1177/0194599814561606
https://dx.doi.org/10.1136/bmj.38467.485671.E0
https://dx.doi.org/10.1136/bmj.38467.485671.E0
https://dx.doi.org/10.1097/01.ccm.0000134835.05161.b6
https://dx.doi.org/10.1097/01.ccm.0000134835.05161.b6
https://pubmed.ncbi.nlm.nih.gov/11455734/
https://dx.doi.org/10.1002/14651858.CD007271.pub2
https://dx.doi.org/10.1002/14651858.CD007271.pub2
https://dx.doi.org/10.1016/j.hrtlng.2018.09.005
https://dx.doi.org/10.1016/j.hrtlng.2018.09.005

	Percutaneous Tracheostomy: A Bedside Procedure
	Abstract
	Introduction And Background
	Review
	Emergency indications
	Main elective indications
	Indications for an open surgical approach
	Contraindication
	Advantages of tracheostomy compared to oral intubation
	Considerations regarding anticoagulation for percutaneous tracheostomy
	Percutaneous tracheostomy kit
	Procedure technique
	Complications
	Intraoperative complications
	Postoperative complications
	Early vs. late tracheostomy

	Conclusions
	Additional Information
	Disclosures

	References


