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. . . . . unable to appropriately ventil
on room air, the patient became hypoxic and difficult to ventilate ppTop y

o Be prepared for an oral intub

. > 4. Outcome
immediately distal to the tracheostomy tube, which was later determined e The patient was scheduled for exci
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following a combined inhalational and intravenous induction.
Broncoscopy revealed a previously unrecognized, fixed obstructive mass

to be granulation tissue. The patient was woken up, placed 1n an upright old tracheostomy with a 6.0 cuffed

position, and resumption of spontaneous ventilation was achieved with oxygen saturation greater than 95%

Emergency tracheostomy management - Patent upper airway

improvement of both oxygenation and ventilation. Callfor airway expert help The patient was premedicated with
Look, listen & feel at the mouth and tracheostomy . . 4 . .
A Mapleson C system (e.g. “‘Waters circuit’) may help assessment if available lnﬂated and a Comblnec lnhalatlon

2. Special Considerations for Tracheostomies: and 40 mg propofol, respectively. T
Tracheostomy Characteristics: ch[wms?ves appeared diminished. The patient’s

Call Resuscitation Team Apply high flow oxygen to BOTH

O SlZ€ CPR if no pulse / signs of life the face and the tracheostomy airway 1‘€SiStaﬁC€ was fet durlﬂg m
o Age of Tracheostomy (recent placement vs. well epithelialized) Assess tracheostomy patency Ambubag with PEEP valve at 10L
o Presence/absence of cuff remove spesking e o b (frsen ventilation with eventual improven
1 ] Some inner tubes need re-inserting to connect to breathing circuits due tO inabih tO 1SS 18F and thf

o Presence/absence of fenestrations ST tytop
; Can you pass a suction catheter? jes Perform tracheal suction brOﬂCOSCOpy revealed d necar ObStrl

o Presence/absence of sutures and/or flaps = Consider partial obstruction . .
, Ve 1 et o intraoperative ENT consult was pl:
. Deflate the cuff (if present) not b.reathmg . .
| o Use waveform capnography o Mapleson ¢ 1 avalale R —— After several minutes, the patient r.
Patient Characteristics: R ttomy s partaly remained hemodynamically stable -
. . . Is the patient stable or improving? Continue ABCDE assessment

o Quantity and quality of secretions procedure was cancelled and he wa

No

o History of complications (stenosis, occlusion, tistulization) by ENT in the sitting position reve

appeared small and nonocclusive w

REMOVE THE TRACHEOSTOMY TUBE
Look, listen & feel at the mouth and tracheostomy. Ensure oxygen re-applied to face and stoma
Use waveform capnography or Mapleson C if available

compromise ot facial trauma) cotressnam LNO[ ) Ve [ — ] supine position, that thef granulatio
CPR if no pulse / signs of life assessment OCCIHSIV@ mass Ob Stl’U.CthIl. Recom

o Ability to access airway from above (presence of upper airway

ComphcathnS aSSOCIated Wlth tracheo StOIIll@SZ _} Primary emergency oxygenation | _l Secondary emergency oxygenation I_ d@CﬂﬂﬂUlatiOﬂ Wlth endOtfaCheal iﬁ
. . Standard ORAL airway manoeuvres Attempt ORAL intubation and eXtra lOﬂg tracheostomy tube t
O O CClU.SlOIl/ SteﬂO SlS Cover the stoma (swabs / hand). Use: Prepare for difficult intubation ‘ ) )
. . VAV K oy cuncs e deemed the safest option for his la:
O ACCldﬁﬂtal decannulatlon Supraglottic airway device e.g. LMA : .
. . . ) decannulated post-operatively.
O Tracheo-arterial fistula formation with hemorrhage Attempt intubation of STOMA
. . Tracheostomy STOMA ventilation zmal!(;crac:-e(;stomyt:\ut;e / 6'3 ;Etfed E_ITT References:
O ASPlI‘ ation E:/Ie: :;gﬁ;git‘tzs;: pplied ie sioma 'sizi'e jrBoISgiir:E} Z?rwiye (I;)?cnhangeeg’zmceter McGrath BA, Bates L, Atkinson D, Moore JA; Natior
T h 1 . laryngectomy airway emergencies. Anaesthesia. 2012 |
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