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ABSTRACT

Tracheostomy a surgical intervention, emergency or elective in non-ambulatory and upper airway compromised
individuals. The utility of this procedure is twofold i.e. tracheo -bronchial toilet in the former and mechanical
ventilation by bypassing the upper respiratory tract, in the latter. The simple surgery is sometimes fraught with
unexpected complications and consequent significant morbidity and mortality. The likelihood is more so in the
pediatric age group, where the trachea is pencil thin almost equal vent to the carotids in its diameter. Incorrect
insertion of tracheostomy tube with, a consequent false tract and thereby a mal - positioned ventilation circuit, is a
malady with likelihood of untoward consequences and thereby significant morbidity and mortality. This review
highlights the utility of appropriate technique, early recognition, and remedial interventions in these false
tracheostomy tracts. The etiology, diagnosis, complications and medical or surgical management with recent advances

in prevention and treatment strategies shall be emphasized upon.
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INTRODUCTION

Tracheostomy is a routine surgical intervention in the
critically ill bedridden and in the cervical airway
compromised subjects. It serves the purpose of bronchial
toilet and mechanical ventilation in the former, and as an
upper respiratory bypass in the latter. Innocuous it may
appear but there is probability of unexpected risks with
significant morbidity and mortality.'

The commonest situation reported widely is the creation
of a false passage, observed on insertion of the
tracheostomy tube, in a plane superficial to the trachea or
through the tracheal wall, i. e. into the anterior
mediastinum or the subcutaneous tissues.? Often it may
lie lateral to the trachea on either side.

REVIEW OF LITERATURE

A false tract is an abnormal passage created during
tracheostomy tube insertion, with consequent airway
compromise and potential catastrophic complications.

The likely etiologies are, a keyhole or limited dissection,
tracheostomy tube insertion without proper visualization,
anatomical variations e.g., obesity, cervical spine
abnormalities), prior neck surgeries or neck included in
carlier radiations and when tracheal intervention
undertaken as an emergency procedure in a restless
gasping individual -

The entity is diagnosed clinically by inability or difficulty
in ventilating post tracheal cannulation, totally absent or
reduced breath sounds on auscultation of either chest
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flanks; and later a subcutaneous emphysema, develops
either in the operation theater or in the post-operative
recovery suite.” A additional diagnostic modalities that
can be adopted in situations where there is high index of
suspicion, are the non-invasive plain radiographs of the
neck and chest, postero-anterior and lateral views and the
Ct imaging studies. The invasive tracheo-bronchoscopy
too can be resorted to in case of doubtful placement.?

The likely complications of erroneous insertion are
pneumothorax,  pneumomediastinum,  subcutaneous
emphysema, airway obstruction and infection.”!3

MEDICAL-SURGICAL MANAGEMENT

The aim of management is immediate recognition and
correction of the wrong insertion.'* The airway is
stabilized with trans-oral endotracheal intubation or re-
insertion of tracheostomy tube, surgical exploration and
reinsertion if need be.!>!1¢

DISCUSSION

The likely predisposing cause in the development of a
false tract during tracheostomy is a thick and swollen
mucosa of the trachea and the friable soft tissues in its
vicinity.!” The incidence of “false tracts “in open surgical
tracheostomy and percutaneous dilatational tracheostomy
is approximately 11 and 160 per 10,1000 respectively.'s

The following SOPs- “special operating procedures” are
suggested to avoid this malady of a false path while
regaining a lost airway by trans-cervical tracheal
cannulation.

Flexible fiber optic bronchoscopy, gastric tube/Ryle’s
tube, pulp of index finger palpation of tracheal stoma and
insertion of a venturi/jet ventilation or airway exchange
JVAE) catheter through the endotracheal tube before
surgical incision and tracheal access via the laterally
attached bronchoscope port.'?2°

In percutaneous tracheostomy “light wands are employed
widely.?! They may even be used in revision open
tracheostomy to quickly trace the trachea wherever the
cervical anatomy is distorted by neoplasia, radiation or
prior false tracts revision tracheostomy.??

commonly used fingertip tracheal and endotracheal tube
palpation technique, to locate the tip of the tracheal tube
is often misleading usually in subjects with thick and
short necks.?!

False tract formation is a preventable complication with
proper technique and attention to anatomical landmarks.?
Recent advances in technology, such as ultrasound-
guided  tracheostomy and  bronchoscopy-assisted
insertion, have reduced the incidence of false tracts.?>*

Appropriate technique, early detection, and timely
intervention do significantly reduce morbidity and
mortality.?>26

CONCLUSION

False tract during tracheostomy tube insertion is a serious
complication that requires prompt recognition and
management. Proper technique, early detection, and
intervention can significantly reduce morbidity and
mortality
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