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The Griggs percutaneous tracheotomy is a technique that is safe and cost effective, and can be done rapidly
at the bedside. The Griggs percutaneous tracheotomy is unique in its utilization of a guidewire dilator
forceps. The indications for Griggs percutaneous tracheotomy are identical to those used for open trache-
otomy and include prolonged intubation, pulmonary toilet, and upper airway obstruction. Fiberscopic
visualization has been promoted by some to potentially decrease complications. In this article, the indica-
tions, contraindications, technique, and complications of the Griggs method will be discussed.
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Percutaneous tracheotomy is a technique that can be
performed easily and rapidly at the bedside and is particu-
larly useful in patients in the intensive care setting. There
are 3 basic techniques for the percutaneous approach to
tracheotomy, all of which use a guidewire. These include
the Ciaglia, translaryngeal, and Griggs dilating forceps
methods. This article concentrates on the latter technique.
The Griggs method was developed in 1990 and is based on
Seldinger guidewire technique. The method incorporates
the use of a pair of guidewire dilator forceps (GWDFs) that
were created from a modified Howard–Kelly forceps (Fig-
ure 1).1 The GWDF has an exaggerated curve that decreases
the risk of damage to the posterior tracheal wall. A hole
between the 2 arms of the forceps allows the insertion of the
guidewire, and a narrowed and tapered tip diameter makes
this forceps ideal for entering a small hole in the anterior
wall of the trachea. The role of the GWDF is to enlarge the
hole in the trachea so that a tracheotomy tube can be placed.

Although there is a distinct learning curve to this tech-
nique, it is easy and faster to perform when compared with
the open technique.2,3 For this reason, some nonsurgeons
are embracing this method. Also, percutaneous tracheotomy
is considered to be cost effective, that is, roughly performed
in the operating room.2 In this article, the indications, con-
traindications, technique and complications of the Griggs
method of percutaneous tracheotomy will be discussed.

Indications

The indications for percutaneous tracheotomy regardless of
technique are identical to those for open tracheotomy, in-
cluding primarily prolonged intubation with mechanical
ventilation, inability to wean from ventilation, pulmonary
toilet, and upper airway obstruction.4,5

Contraindications

There are several contraindications for the percutaneous
tracheotomy technique. An absolute contraindication is
needed for emergency surgical airway. Relative contraindi-
cations include children younger than age 12, poor land-
marks secondary to either body habitus, abnormal anatomy
or occluding thyroid mass, positive end-expiratory pressure
greater than 15 cm H2O, coagulopathy, pulsating vessel
over the tracheotomy site, limited ability to extend the
cervical spine, history of difficult intubation, and infection,
burn, or malignancy at the tracheotomy site.2

Of note, there is a case report of a successful use of
Griggs technique for an urgent airway in which the entire
procedure was performed successfully in 30 seconds.6

Procedure

The patient is evaluated preoperatively to assure that she/he
is a suitable candidate for a percutaneous tracheotomy. The
neck is palpated, and the landmarks, including the thyroid
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cartilage, cricoid cartilage, and sternal notch, are identified.
The patient is positioned with a roll under the shoulders and
the neck is extended. Local anesthesia is injected at the
incision site, which is immediately below the cricoid carti-
lage and is 1.5 to 2.0 cm in length (Figure 2). After a skin
incision, a 14-gauge needle and a cannula attached to sy-
ringe filled with fluid are inserted in the midline and ad-
vanced until withdrawal of air bubbles into the syringe
confirms placement in the trachea (Figure 3A).

At this point, the cannula is advanced into the lumen of
the trachea, and the needle is withdrawn. Then, the intro-
ducer is inserted into the cannula, and the J-tipped Seldinger
wire is placed into trachea (Figure 3B). The cannula is
removed, leaving the wire in the trachea. The dilator is
passed over the guidewire through the soft tissues until the
tracheal wall is felt (Figure 4). Next, the GWDF is clamped,
and the guidewire is threaded through the bore at the tip
(Figure 5). This is advanced through the soft tissues until
resistance is felt. It is then inserted into the hole in the
anterior tracheal wall. The forceps handles are raised verti-
cally for the tip to penetrate the tracheal wall and lie lon-

gitudinally in the trachea to dilate the tracheal wall ade-
quately to place the tracheotomy tube. Then, the forceps are
opened to dilate the tissues anterior to the trachea (Figure 6).
Finally, the guidewire is threaded through the bore, and the
obturator and tracheotomy tube are advanced into the tra-
chea (Figure 7). The cuff is inflated appropriately and the
trachea suctioned as needed. The placement of the trache-
otomy tube is confirmed with the anesthesia team, and the
tube is secured to the neck by placing nonabsorbable sutures
and a tracheotomy tie or collar.

The simultaneous use of a bronchoscope has been advo-
cated by many authors. A better visualization can confirm
the tracheal puncture and guidewire insertion.7,8 In addition,
tracheal wall laceration, and pretracheal or intraesophageal
insertion can be avoided. Some authors say that the use of
broncoscope can shorten the duration of difficult proce-
dures.9 Borm and coworkers also advocate the use of en-
doscopic guidance especially for inexperienced surgeons,
for the placement of cannula and guidewire.10 Others add

Figure 1 Griggs percutaneous tracheotomy set.

Figure 2 Make a horizontal or vertical incision (1.5-2 cm) in the
skin.

Figure 3 (A) Withdrawal of air bubbles into syringe to confirm
placement in the trachea. (B) Using the introducer, feed the
J-tipped guidewire into the trachea.

96 Operative Techniques in Otolaryngology, Vol 18, No 2, June 2007



Download English Version:

https://daneshyari.com/en/article/4123247

Download Persian Version:

https://daneshyari.com/article/4123247

Daneshyari.com

https://daneshyari.com/en/article/4123247
https://daneshyari.com/article/4123247
https://daneshyari.com

