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In their retrospective analysis, Colbert et al1 propose 
tracheostomy insertion as a trigger for reconsid-
ering care goals in critically ill patients with respira-
tory failure. The study of short- term outcomes and 
decision- making processes surrounding tracheosto-
mies highlights the significant mortality rate in this 
population and the high likelihood of discharge to 
care facilities, rather than home. The data, consis-
tent with Pandian et al’s2 study, serve as a reminder 
of the uncertain prognosis of critically ill patients 
and emphasize the need for early discussions about 
goals of care; however, managing critically ill patient 
populations is multifaceted. Patient mortality and 
discharge status are just two of several factors that 
inform decisions around tracheostomy and subse-
quent care. Because goals and clinical course are 
fluid, ongoing patient or family engagement is 
needed throughout care.

Single- institution retrospective cohort analyses 
of patients receiving critical care can afford valu-
able insights but are susceptible to bias, creating 
caveats in generalizing findings. In Colbert et al’s1 
study, the limited sample size restricts the statistical 
power and the ability to adjust for confounders, and 
to differentiate among subgroups within a hetero-
geneous population. These considerations, along 
with lack of long- term outcome data on either the 
study population or patients who did not receive 
tracheostomy, prompt caution when interpreting 
enduring effects of tracheostomy. Antecedents 
of tracheostomy, such as days on ventilator, frac-
tional inspired oxygen and positive end- expiratory 
pressure requirements, composite risk scores, or 
machine learning algorithms, may also hold predic-
tive value. Such data can provide context for a 
more holistic approach that aligns clinical decision- 
making with patients’ and families’ values, prefer-
ences, and goals.

Although survival and disposition are key 
outcomes, quality of life, patient comfort, and survi-
vorship also matter. Prolonged translaryngeal intu-
bation predisposes to laryngotracheal stenosis, and 
associated speech, swallowing, or breathing impair-
ments.3 Tracheostomy, although an invasive proce-
dure with inherent risks of bleeding, occlusion, or 
dislodgment, can expedite weaning and improve 
patient comfort, communication, and intensive care 
unit (ICU) course.4 Tracheostomy correlates with 
reduced sedation requirements and lower risk of 
ventilator- associated pneumonia, muscle atrophy, 

and pressure injuries.5 6 Thus, tracheostomy- related 
decision- making in the ICU requires a tailored, data- 
driven approach that engages patients, families, 
and interprofessional team members in assessing 
goals and values concerning not only survival but 
also survivorship.7 The investigation represents 
a significant step forward in understanding and 
improving the care of critically ill patients under-
going tracheostomy.

Contributors MJB was responsible for the conception, initial 
drafting, and critical revision of the article, ensuring its significant 
intellectual content. He provided final approval for submission 
and agreed to be accountable for the entirety of the work. MM 
undertook the analysis and interpretation of the data presented 
and critically revised the article, ultimately granting approval for 
its final submission and accepting accountability for all its facets. 
VP contributed to the conception of the work, played a pivotal role 
in its critical revision to ensure important intellectual content, and 
approved the final submission, committing to accountability for all 
aspects of the project.

Competing interests VP receives support from NIH 
(R01NR017433- 01A1) for the study exploring symptoms of 
laryngeal injury postextubation in the intensive care units.

Patient consent for publication Not required.

Provenance and peer review Commissioned; internally peer 
reviewed.

Open access This is an open access article distributed in 
accordance with the Creative Commons Attribution Non 
Commercial (CC BY- NC 4.0) license, which permits others to 
distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided 
the original work is properly cited, appropriate credit is given, any 
changes made indicated, and the use is non- commercial. See: http:// 
creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Vinciya Pandian http://orcid.org/0000-0002-2260-1080

REFERENCES
 1 Colbert SA, Sherry S, Dobbertin K, Cook M. Tracheostomies for 

respiratory failure are associated with a high inpatient mortality: A 
potential trigger to reconsider goals of care trauma surgery. Acute 
Care Open 2024.

 2 Pandian V, Gilstrap DL, Mirski MA, Haut ER, Haider AH, Efron DT, 
Bowman NM, Yarmus LB, Bhatti NI, Stevens KA, et al. Predictors 
of short- term mortality in patients undergoing percutaneous 
Dilatational Tracheostomy. J Crit Care 2012;27:420. 

 3 Brodsky MB, Levy MJ, Jedlanek E, Pandian V, Blackford B, Price 
C, Cole G, Hillel AT, Best SR, Akst LM. Laryngeal injury and upper 
airway symptoms after oral Endotracheal intubation with mechanical 
ventilation during critical care: A systematic review. Crit Care Med 
2018;46:2010–7. 

 4 McGrath BA, Wallace S, Lynch J, Bonvento B, Coe B, Owen A, Firn 
M, Brenner MJ, Edwards E, Finch TL, et al. Improving Tracheostomy 
care in the United kingdom: results of a guided quality improvement 
programme in 20 diverse hospitals. Br J Anaesth 2020;125:e119–29. 

http://gut.bmj.com
http://orcid.org/0000-0002-2260-1080
http://dx.doi.org/10.1136/tsaco-2023-001105
http://dx.doi.org/10.1136/tsaco-2023-001105
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-2260-1080
http://dx.doi.org/10.1016/j.jcrc.2011.10.003
http://dx.doi.org/10.1097/CCM.0000000000003368
http://dx.doi.org/10.1016/j.bja.2020.04.064


2 Brenner MJ, et al. Trauma Surg Acute Care Open 2024;9:e001335. doi:10.1136/tsaco-2023-001335

Open access

 5 Brenner MJ, Pandian V, Milliren CE, Graham DA, Zaga C, Morris LL, Bedwell 
JR, Das P, Zhu H, Lee Y Allen J, et al. Global Tracheostomy collaborative: 
data- driven improvements in patient safety through Multidisciplinary 
teamwork, Standardisation, education, and patient partnership. Br J Anaesth 
2020;125:e104–18. 

 6 Moser CH, Peeler A, Long R, Schoneboom B, Budhathoki C, Pelosi PP, Brenner MJ, 
Pandian V. Prevention of Endotracheal tube- related pressure injury: A systematic review 
and meta- analysis. Am J Crit Care 2022;31:499–507. 

 7 Ninan A, Grubb LM, Brenner MJ, Pandian V. Effectiveness of Interprofessional 
Tracheostomy teams: a systematic review. J Clin Nurs 2023;32:6967–86. 

http://dx.doi.org/10.1016/j.bja.2020.04.054
http://dx.doi.org/10.4037/ajcc2022659
http://dx.doi.org/10.1111/jocn.16815

	Survivorship in ICU patients undergoing tracheostomy for respiratory failure: from triggers to interprofessional team-based care
	References


