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Tracheostomy
In the last two decades the indications for tracheostomy'
have been widened to include mechanical ventilation,2 3
reduction in dead space,' and removal of secretions and
inhaled foreign materials.7
The operation of tracheostomy has a long and interesting

history.8 Early on the high operation was in fashion, though
it led to many cases of laryngeal stenosis from damage to the
cricoid cartilage. Chevalier Jackson' was instrumental in
discrediting the high operation and in emphasizing the
importance of making the tracheal incision well below the first
ring. Some recent reports have suggested that cuffed endo-
tracheal and tracheostomy tubes are also associated with a
high incidence of stenosis.1" 11

Emergency tracheostomy can be a difficult operation, and
it is associated with a high rate of complications."2 For these
reasons whenever possible the operation should be performed
under general anaesthesia with endotracheal intubation. This
allows for deliberate surgery and for careful attention to
technique. Some patients may be better served by endo-
tracheal intubation or laryngotomy as a temporary measure
than by immediate tracheostomy.
The position of the patient is important. The tip of the

nose, the chin, and the suprasternal notch should be in a
straight line. The neck should not be over extended. The
skin incision should be made 2 to 3 cm. belowg the lower
border of the cricoid cartilage. A vertical skin incision is
quicker and less bloody than a horizontal one, but it may
result in an ugly scar. A horizontal skin incision does not
markedly increase the technical difficulties of the operation,
and is to be preferred. The concept of high and low opera-
tions should be abandoned. The terms refer to the position
of the tracheal stoma with reference to the thyroid isthmus.
The thyroid isthmus can and must be divided if it encroaches
on the site of the stoma. The cut surfaces of the isthmus
should be ligated with transfixion sutures or oversewn.
The incision in the trachea should not be above the second

ring nor below the fourth. Usual practice is to remove a
portion of the anterior tracheal wall to facilitate insertion and
changing of the tracheostomy tube. Too large a piece of
trachea should not be removed if stenosis is to be avoided.
The lower margin of the stoma may be sutured to the skin
edge.'3 This technique avoids the disadvantages of the Bjbrk1"
flap, which may become detached and pushed into the lumen
of the trachea when the tube is changed. The tube must be
large enough to allow for efficient suction and ventilation,
but not so large as to cause distortion of the trachea and
pressure necrosis of the cartilaginous rings. Its length and
curvature must be appropriate to the patient. Many patients

prefer the lightweight tubes of polyvinylehloride (P.V.C.).
If P.V.C. tubes are to be used for prolonged periods then
care should be taken to ensure that the manufacturers guar-
antee that these tubes satisfy the implantation test'" described
in the U.S. Pharmacopoeia to exclude the presence of leach-
able toxic substances in the P.V.C. Tested tubes are now
available in Britain.

D. P. Bryce and his colleagues" believe " that, wherever
possible, assisted respiration should be carried out without
the use of a cuffed intuibation or tracheotomy tube." When
a cuffed tube is used care must be taken to avoid complica-
tions. The balloon pressure should be just sufficient to seal
the airway. The cuff should be deflated two minutes every
hour. Silicone rubber pads may be placed under the flange
of the tralcheostomy tube every other hour'6 to change the
position of the cuff in the tracheal lumen. This allows more
time for the tracheal wall to recover from the ischaemia due
to the pressure of the cuff. Other factors which are important
in the aetiology of tracheal strictures are wound infection,
infected stagnant secretions above the balloon, hypotensive
episodes, high inflation pressures, and the use of steroids.'0
The follow-up of patients who have had cuffed tracheostomy
tubes should include endoscopic and radiological evaluation
of the tracheal lumen.
The complications of tracheostomy have been described

by many authors.'12 "7-1 The main operative complications
are haemorrhage, air emnbolus, damage to neighbouring
structures, cardiac arrest, apnoea, and cyanosis. Postoperative
complications are pulmonary infection, displacement and
blockage of the -tube, tracheitis, tracheomalacia, stricture
formation, surgical emphysema, pneumothorax, decannulation
problems, secondary haemorrhage, and crust formation.
Complications are most frequent in infancy and in emergency
operations. Emergency situations can be made less urgent
by endotracheal intubation, which allows for deliberate sur-
gery. The presence of laryngeal obstruction, however, may
contraindicate attempts to intubate the patient.
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Meeting in Malta, G.C.
For its 12th Annual Clinical Meeting the British Medical
Association is departing from tradition and holding it for the
first time overseas. A few purists may recall seeing some-
thing like the sea when they crossed the Irish Channel to get
to Londonderry for the meeting in 1967, but the constituent
parts of the United Kingdom are usually regarded as being
" over the water" rather than over the seas. At any rate
the popularity of the present choice of meeting-place is
already evident from the heavy bookings of transport and
accommodation.
The programme for the meeting is published in the Supple-

ment this week. In addition to short papers on a variety of
subjects it makes provision for longer discussion of more
general themes. Medical education in developing countries,
one of the main subjects for debate, is now gaining as much
attention as is the education of doctors in more developed
countries. A symposium to be held the next day on iatro-
genic disease opens up another educational theme that has
grown in importance in recent years. As usual some attrac-
tive excursions have been arranged to places of historical
interest and scenic beauty-on which, it may also be hoped,
the Mediterranean spring will cast its warmth.
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