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Patient and Relative Information: Tracheostomy in critically ill patients 

What is a tracheostomy? 

A tracheostomy is an opening made in the upper part of the windpipe (trachea) just below the 
voice-box (larynx). It is often performed in patients on ITU who are connected to a ventilator. 


Tracheostomies may be formed using two techniques. The first, and most common, is done by 
intensive care doctors on the intensive care using a specially designed kit to create the hole in the 
windpipe, this is called a percutaneous tracheostomy. 


In certain situations, it is not possible to carry out this procedure on the intensive care unit and 
those patients usually require an surgical tracheostomy. The reasons why it may not be possible 
to do the percutaneous tracheotomy are varied but include previous neck surgery, body shape, and 
the presence of bleeding disorders. We will explain to you we have chosen a surgical 
tracheostomy.


Why is it performed? 

Many patients on intensive care units require mechanical ventilation via a tube though goes through 
the mouth into the windpipe. The consequences of critical illness mean that many patients need 
mechanical ventilation for longer than a week or so, for example due to weakness or diseases of 
the lungs. The other common reason why we some patients benefit from a tracheostomy is injuries 
to the brain or spinal cord which mean that the patient cannot protect their airway and cough 
effectively. Occasionally, a tracheostomy is performed for a patient who is expected to require a 
prolonged period of time on the ventilator or for patients who have obstructions to air flow in their 
mouth or voice box.


We will talk to you about the precise reasons in each case. 


When we have established that a patient is likely to need ventilation for a longer period we prefer to 
use a tracheostomy rather than an oral tube. A tracheostomy is far better tolerated by patients than 
an oral tube and therefore smaller amounts of drugs are required to keep patients sedated. This 
means that a tracheostomy helps to wean patients off the ventilator more quickly because patients 
are more awake and can do more breathing for themselves. 


A tracheostomy also allows nurses to suction secretions from the windpipe more easily, and it is 
easier to care for compared to an oral tube meaning some patients with tracheostomies can be 
cared for in normal wards or even nursing homes. 


How is it performed? 

A percutaneous tracheostomy is performed on the intensive care unit by a doctor specialising in 
intensive care medicine. The patient is deeply sedated and a small incision is made in the front of 

�



the neck. The doctor will then use a specialised kit to form a hole in the wind pipe and will insert a 
tracheostomy tube into this hole and connect it to the ventilator. 


A surgical tracheostomy is is performed under a short general anaesthetic in an operating theatre 
by an Ear, Nose and Throat (ENT) surgeon. A horizontal skin incision 1.5-2 inches long is made in 
the lower part of the neck over the windpipe. The thyroid gland sits over this part of the windpipe, 
and it usually has to be cut in half to enable access to the windpipe. A small hole is created in the 
windpipe, and the tracheostomy tube is inserted. The skin incision is partially closed with stitches, 
and the tube itself is secured in place with stitches to the skin and tapes wrapped around the neck.


In both techniques, once the tracheostomy tube is finally removed, the skin edges will come 
together, and the wound will close.


What problems can occur as a result of a tracheostomy? 

Both percutaneous and surgical tracheostomies are very safe. It is very rare for a problem to arise 
as a result of a tracheostomy. 


Life threatening complications are extremely rare, occurring in less than 1 in 1000 patients. These 
life threatening complications include obstruction of the airway and serious bleeding. 


The most common problem in both percutaneous and surgical tracheostomy, however, is non-life 
threatening bleeding. This can either occur at the time of the operation or a few days afterwards. 
The most common site of bleeding is either from the skin edges or (in surgical tracheostomies) 
from the thyroid gland after it was divided. 


If the bleeding does not stop with pressure dressings or other simple measures it is sometimes 
necessary for the patient to go to the operating theatre to stop the bleeding.


Infection of the wound is another possible but rare problem. Infection can occur after any 
procedure, especially if there is an open wound in contact with the atmosphere. This is usually 
treated with antibiotics.


Following insertion the tracheostomy tube itself can be dislodged accidentally and move out of the 
windpipe. It is usually possible to reinsert it however, very rarely, the tube cannot be reinserted 
which can be fatal for the patient.


In the longer term, all patients will be left with a scar regardless of the technique used. However, in 
some patients the tracheostomy wound does not heal properly, and this may require a a short 
procedure to help close the edges. Also, in patients who need a tracheostomy for an extended time 
period, it is possible for the upper windpipe to become slightly narrowed as a result of prolonged 
pressure from the tube. This could lead to future breathing problems and the need for surgery.


We would be delighted to answer any questions you have about the procedure. 
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