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Tracheostomy in Critically Ill Children—Bypassing the Hurdle
and Running into More!
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The indications for tracheostomy in critically ill children are
two-fold: emergent, to relieve upper airway obstruction and
elective, for those requiring prolonged mechanical ventilation.
In the latter group, tracheostomy tube (TT) has several advan-
tages which include airway security, patient comfort, better
oral hygiene and decreased work of breathing, ventilator-free
days, ventilator-associated pneumonia, need for sedoanalgesia
and increased ICU-free days and lower hospital cost [1].
Despite the outlined advantages, tracheostomy in children is
technically challenging and associated with increased morbid-
ity and mortality as compared to adults [2]. Furthermore, the
timing of tracheostomy, unlike in adults, is highly variable in
children [3, 4]. In a large retrospective study from the US
involving 82 pediatric intensive care units (PICUs), an aver-
age 6.6% of pediatric admissions underwent tracheostomy
between 4.3–30.4 d of ventilation [1]. In another study across
29 PICUs in the UK, the reported frequency of tracheostomy
was 2% of all pediatric admissions, and the timing varied from
14 to 90 d after initiation of mechanical ventilation, mostly
determined on an individual basis [5].

In this issue, Jain et al. report a higher frequency of tracheos-
tomy in ventilated children (26 of 283; 9.1%) as compared to
previously published reports [6]. Prolonged mechanical ventila-
tion secondary to neurological and neuromuscular disorders (24;
92%) was the most common indication for tracheostomy follow-
ed by upper airway obstruction (2; 8%). Average time to trache-
ostomy was 11.65 (range 1–21) d. Similar indications have been
reported previously where majority of children who underwent

tracheostomy had underlying chronic conditions such as neuro-
muscular weakness [3, 5, 7].

However, the complication rates observed by Jain et al. are
much higher compared to developed countries [1, 4–6]. More
than half of the children (14; 55%) had complications which
included granulation tissue, accidental decannulation, occlu-
sion, pneumothorax, local site infection, and cardiac arrest.
Sixteen (61%) patients were discharged post decannulation
while 5 (21%) were sent home with TT in situ. The overall
mortality in the study was 11.5% but none was attributable to
tracheostomy [6].

Tracheostomy care in children is complex and requires
multidisciplinary inputs [8]. In resource limited settings, the
morbidity of tracheostomy outweighs its benefits. Providing
safe home environment, equipment for continuous or intermit-
tent ventilation, emergency airway management, and supplies
for tracheostomy care are challenging. Care of TT in these
settings largely rests with an untrained family member. It is
widely recognized that tracheostomized children in such set-
tings are at high risk for potentially preventable adverse
events, that can cause significant morbidity and mortality [9].

In this context, the study by Jain et al. sensitizes us towards the
magnitude of this problem [6]. Decreasing tracheostomy-
associated morbidity is an urgent need of the hour in resource-
constrained setups. Use of noninvasive ventilation in all possible
situations and proactive weaning from ventilation in intubated
children may help avoid tracheostomy in the first place. In those,
where it is unavoidable, good tracheostomy care will prevent
complications and improve quality of life of these children.
Last but not the least, more clarity is needed with respect to
timing of tracheostomy (early versus delayed) in children.
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