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Summary

Introduction: Tracheostomy is the temporary or permanent surgical opening of the cervical trachea followed by the 
placement of a cannula.

Objective: To describe the indications and complications of unscheduled surgical tracheostomy in our context.

Materials and Method: This was a retrospective descriptive study conducted in the ENT and CFS department of HIAOBO, 
involving 67 medical records of hospitalized patients in whom a surgical tracheostomy was performed in emergency from January 
2011 to December 2020.

Results: The study involved 51 men (76%) and 16 women (24%), a ratio of 3.18. The mean age was 45.85 years with 
extremes of 5 and 78 years. Laryngeal dyspnea was the reason for consultation in 86.57% of cases.  The indications were 
malignant tumors of the upper aero-digestive tract in 54% of cases, difficult extubation in patients in intensive care 12% of cases, 
laryngeal papillomatosis in 12% of cases, inflammatory pathology 7 cases, traumatic pathology 4 cases, extrinsic compression of 
the trachea, muscle disease and laryngotracheal stenosis in 1 case each.  Tracheostomy was performed under general anesthesia 
in 73% of cases and under local anesthesia in 27% of cases.  Complications were observed (16.42%).

Conclusion: Emergency tracheostomy is a life-saving procedure. The mastery of the technique, the right choice of equipment, 
the perfect knowledge of the anatomical relationships of the trachea, and the postoperative care make it possible to minimize 
complications.
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Introduction
Tracheostomy is the opening of the cervical trachea followed 

by the placement of a cannula. It is intended to short-circuit the  

 

upper airway [1,2].  Its technique can be surgical or percutaneous 
and concerns both children and adults. The ideal technique is 
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the surgical technique performed in the operating room. Surgical 
tracheostomy was described and well codified by Chevalier 
Jackson in 1909 [3]. This procedure is being supplanted by tracheal 
intubation in developed countries. However, tracheostomy remains 
an effective means of resuscitation in developing countries. Indeed, 
it makes it possible to fight against severe respiratory distress or 
even to prevent it [4]. The unscheduled tracheostomy is performed 
according to the patient’s clinical condition. Indeed, a dyspneic 
patient who fights effectively, the tracheostomy is performed in 
emergency but regulated in the operating room [5].  On the other 
hand, it is performed in extreme urgency in a patient in the pre-
anoxic stage, with disturbances of consciousness, disappearance 
of signs of struggle, pauses in breathing and major cyanosis [5]. 
Tracheostomy is also performed in intensive care on patients 
on prolonged mechanical ventilation (greater than 7 days) or for 
difficult extubating [4].

Although tracheostomy remains a life-saving procedure, 
it involves significant morbidity and mortality [6] and its 
complications must remain in the minds of healthcare staff because 
they are sometimes daunting. This surgery is widely practiced 
in Africa in general and in Gabon in particular where a 1st study 
was carried out in the ENT and Head and Neck Surgery (CFS) 
department of the Omar Bongo Ondimba Army Training Hospital 
(HIAOBO) on tracheotomies and which revealed an incidence of 
42.16% of emergency tracheotomies [6]. Thus, these different 
works highlight the importance of tracheostomy in a hospital 
setting and the objective of this work was to study the indications 
and complications of unscheduled tracheostomy in our context.

Materials and Method
This is a retrospective descriptive study conducted in the 

Department of Otorhinolaryngology and Head and Neck Surgery 
(ENT and CFS) of the Omar Bongo Ondimba Army Training 
Hospital (HIAOBO). It included 67 medical records of hospitalized 
patients who underwent an unscheduled surgical tracheostomy 
from January 2011 to December 2020. All records of patients who 
received inpatient or emergency tracheostomy were included. 

Records of patients who had been tracheostomized for other causes 
such as safety tracheotomy, tracheostomy performed for intubation 
during suspension laryngoscopy or prolonged intubation in the 
intensive care unit were not retained.

Data were collected from the hospitalization register, the 
operating theatre, consultation records, registers of care procedures 
and their collection on a standardized survey form. The parameters 
studied were age, sex, history, time to consultation, reason for 
consultation, clinical signs, indications for tracheostomy, etiologies 
of tracheostomy, and complications after tracheostomy. The capture 
and analysis of our data was carried out using the EPI INFO version 
7 software. Microsoft Office’s EXCEL 2013 spreadsheet was used to 
create the charts. The anonymity and dignity of the patients were 
respected.

Results
During the study period, 125 tracheostomies were performed, 

of which 67 were unscheduled and therefore urgent, i.e. 53.6% and 
an annual incidence of 6.7%. Males accounted for 51 cases (76.12%) 
and females 16 cases (23.88%), for a sex ratio of 3.19. The median 
age was 45.85 years with extremes of 5 years and 78 years. The 
50-60 age group  accounted for 16 cases or 24%. Fifteen patients 
(22.4%) were under 20 years of age and 52 patients (77.6%) 
were adults.  The symptoms that prompted the consultation were 
laryngeal dyspnea in 58 cases (86.57%), followed by miscarriage 
and dysphonia in 2 cases each.

Indications for tracheotomy were pharyngo-laryngeal 
malignancies with 36 cases or 53.73% (Figure 1) followed by 
laryngeal papillomatosis (Table I). Tracheostomy was performed 
in the bedside department or in the treatment room, in extreme 
emergency, to save patients in 18 cases (27%). These patients 
had stage 4 dyspnea, for which it was not possible to wait for the 
availability of the operating room. However, tracheostomy was 
performed in the operating room in 49 cases (73%). Postoperative 
follow-up was simple in 56 patients, or 83.6%. However, 
complications were noted in 11 cases (16.4%).

Figure 1: Endolaryngeal budding lesion in the airway (blue arrow) (ENT and CFS image bank).
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Table I: Indications for tracheostomy. 

Indication Number(N) Percentage(%)

Cancers of the aerodigestive tract 36 53,7

Laryngeal papillomatosis 8 11,9

Extubation difficile 8 11,9

Laryngites waters 5 7,5

Maxillofacial trauma 3 4,5

Angioedema 2 3

Laryngotracheal foreign bodies 2 3

Compressive cervical lymphadenopathy 1 1,5

Duchenne muscular dystrophy 1 1,5

Laryngotracheal stenosis 1 1,5

Total 67 100

These complications were intraoperative with cardiopulmonary 
arrest in 1 case, early with hemorrhage in 4 cases (36.36%) and 
secondary complications such as emphysema in 3 cases (27.27%) 
(Table II). The mean duration of decannulation averaged 4 to 20 

days. However, a patient with nasopharyngeal fibroids kept the 
tracheostomy tube for 6 months awaiting evacuation for surgical 
treatment.

Table II: Complications of Tracheostomy.

 Complications Name(N) Percentage(%)

Intra opérative Cardiopulmonary arrest 1 9

Early Haemorrhage 4 36,4

Secondary Subcutaneous emphysema 3 27,3

Late Retractile scar 2 18,2

 Tracheal stenosis 1 9

Total  11 100

Dicussion
Tracheostomy is a common procedure in ENT practice. The 

hospital prevalence of unscheduled surgical tracheostomies was 
53.6%.  The annual incidence was 6.7. This result is similar to that of 
Akolbout et al [5] in Congo, who report 7 emergency tracheostomies 
per year. However, it is lower than that of Zegbeh-N’guessan et al [6] 
in Côte d’Ivoire which report 9.75 tracheostomies per year.

An international study by Estéban et al [7] found an average 
tracheostomy performance of 13.5% in patients. Tracheostomy is a 
common procedure in ENT practice and a significant inter-country 
variability.

The male predominance noted in this series is also reported 
by other authors [4]. This can be explained by the fact that certain 
pathologies such as laryngeal tumors are more common in men 
than women. The same applies to laryngeal papillomatosis and 
lower respiratory tract foreign bodies (RIB) in children [8]. The 
median age in this study was 45.8 years.  These results are higher 
than those of Dalil et al [9] in Gabon, with an average age of 40.62 
years, and Goueta et al [4] in Burkina Faso, who report an average 
age of 37 years.

The explanation may be the fact that cancerous pathologies 
of the upper aerodigestive tract, which represent the majority of 
indications for tracheostomy, are more common in adulthood. 
Emergency tracheostomy is indicated when there is life-threatening 
upper respiratory distress and tracheal intubation is impossible or 
contraindicated. In this series, the tracheostomy was performed 
under local anesthesia in 27% of cases, at the patient’s bedside or 
in the treatment room in extreme emergency. Zegbeh-N’guessan 
et al [6] report 10.2% of tracheostomies performed in the chair. 
Akoboult et al [5] performed 91% of tracheostomies under local 
anesthesia, of which 4% were performed at the sickle bed in 4%.

When the patient arrives in or presents respiratory 
distress in the ward and the operating theatres are unavailable, 
tracheostomy is required in the ward [8]. Tracheotomy is usually 
an emergency procedure in an ENT specialist. Indeed, since its 
origins, tracheostomy has been a life-saving emergency procedure; 
respiratory distress being the main indication. It was performed 
in the operating room in 73% of cases. In the study by Zegbeh-
N’guessan et al [6], tracheostomy was performed in the operating 
room in 89.74%.
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The reason for consultation in this study was essentially 
laryngeal dyspnea with 86.57% of cases. This finding agrees with 
several studies such as that of Akobout et al [5] which report 96% of 
cases of dyspnea[9]. Respiratory distress accounted for 78.94% of 
cases in Kabore’s study [10]. Tracheotomy is a life-saving procedure 
for paroxysmal respiratory failure. In our countries, tracheostomy 
is often the only alternative in the face of dyspnea, which is life-
threatening in the short term. The underlying ENT pathology was 
dominated by pharyngo-laryngeal tumors with 61%. Dalil et al [9], 
in Gabon in the same ENT and CCF department report 36%. The 
study by Akolbout et al [5] in Congo shows a predominance of these 
tumors with 41.81%.

This can be explained in our context by a delay in consultation, 
the clinical signs such as dysphonia long neglected by patients. 
Thus, patients consult at an advanced stage of the disease. This 
emergency tracheostomy was performed for very advanced lesions 
classified as T3 and T4. In developed countries, the alternative to 
tracheostomy for dyspneizing VADS tumors is laser de obstruction 
[11]. Thus, the large series of 266 patients with malignant tumors 
of the larynx and hypopharynx, reported by Breneman of the 
University of Cincinnati, includes only 7.9% of tracheostomy cases 
[12]. In children, the etiology of laryngeal dyspnea in this study was 
laryngeal papillomatosis with 11.94%, followed by dyspneizing 
laryngitis with 7.46%. In the study by Akolbout et al [5], laryngeal 
papillomatosis was found in 21.81% of cases. Vroh et al [13] show 
that papillomatosis was the 2nd most common pathology leading to 
a tracheostomy with 21.87% and in first place were laryngotracheal 
foreign bodies with 37.5% of cases. Acute dyspaeizing laryngitis 
was noted in 7.47% of cases in this study. In the Badiane series [14] 
in Senegal, they accounted for 3.72% of tracheostomies performed.

In our developing countries, where there is a proven shortage of 
qualified personnel, and where extraction equipment is not always 
suitable and available, it seems prudent to us to first ensure the 
freedom of the lower respiratory tract by means of tracheostomy 
[5]. Complications of emergency surgical tracheostomy are diverse. 
In this series, 83.6% of postoperative outcomes were simple. 
However, complications were noted in 16.88% of cases. These 
complications were intraoperative in 1 case, early postoperative 
in 5 cases, secondary in 3 cases and late in 2 cases. The study by 
Goueta et al [4] found  intraoperative complications in 7 cases, early 
complications in 9 cases, secondary complications in 5 cases, and 
late complications in 4 cases. Our study mainly found secondary 
complications with mainly hemorrhage in 5 cases, all of which 
required exploration and hemostasis in the operating room under 
general anesthesia.  This was followed by subcutaneous emphysema 
in 3 cases. The series of Goueta et al [4] finds that the  most frequent 
complications were cannula obstructions by a mucosal plug with 
16% of cases, followed by subcutaneous emphysema with 12% and 
bronchopulmonary disease with 12% of cases.

The emergency context in which the majority of our 
tracheotomies are performed could explain this high complication 
rate in our context. Tracheostomy has a significant morbidity and 
mortality that remind us that it is a surgical procedure requiring 

mastery of the surgical technique, a minimal technical platform 
and rigorous asepsis [4, 15]. In the series of Zegben-Nguessan et 
al [6], the complication rate was 10.26% and cardiopulmonary 
arrest was the most objectified complication intraoperatively with 
57.14%, followed by obstruction by the mucosal plug. The mean 
time to decannulation in this series averaged 3 to 60 days. A patient 
with nasopharyngeal fibroids kept the cannula on for 6 months 
while waiting to be evacuated for surgical treatment. In Goueta’s 
study [4], this time frame was 17 days, with extremes of 1 day and 
40 days. The mortality rate in this study was 9.09%. The study by 
Goueta et al [4] notes a mortality rate of 3.7%.

Conclusion
Unscheduled tracheostomy is performed in our context for the 

management of severe laryngeal dyspnea.

This simple, life-saving surgical procedure with the slightest 
material and personnel requirements should be known to every 
doctor to provide assistance in case of need.
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