
 

 

Osceola Regional Medical Center Guideline for the Performance of a 

Tracheostomy/Percutaneous Endoscopic Gastrostomy Tube 

Placement (PEG) during COVID-19 Pandemic  

03 April 2020 

Purpose: 

To establish parameters and outline unique logistical requirements for the performance of a 

tracheostomy and/or PEG during the COVID-19 Pandemic 

Statement: 

The following guideline is designed to stress the health, safety and well-being of staff and patients and 

to conserve resources when facing the need for a tracheostomy and/or PEG during the COVID-19 

Pandemic.   

Scope: 

Trauma and Acute Care Surgery; Operating Room/Endoscopy, Critical Care Medicine 

Background: 

A tracheostomy and esophagogastroenteroscopy falls into the category of an AGP- Aerosol Generating 

Procedure and as such can significantly increase viral exposure to the healthcare team and surrounding 

individuals.    A critical step in reducing the spread of this virus is minimizing the performance of AGPs – 

allowing for the procedure only under a strict set of circumstances and following a protocol when the 

procedure must be performed.  For this reason, different societies are developing position papers with 

regard to the performance of any AGP and in particular, tracheostomy.  As Trauma surgeons, we are 

particularly involved in the consultation for and the performance of these procedures at Osceola 

Regional Medical Center.   

General Principles: 

1. Tracheostomy in any patient during the pandemic should be avoided and perhaps not 

considered prior to 14-21d of endotracheal intubation and when appropriate liberation trials are 

documented to be appropriate, accurate and to have failed; ultimately, when the benefits 

outweigh the risks.  

2. All patients considered for elective tracheostomy and/or PEG MUST be COVID-19 tested and the 

test resulted prior to the performance of the procedure. 

3. The need for the elective tracheostomy and/or PEG must be discussed extensively with the 

Intensivist requesting prior to decision making and focus on the necessity and appropriateness 

of the procedure at this particular time.  

4. All tracheostomies during the pandemic should preferentially be vetted through the trauma 

service. 



 

 

5. The number of persons involved in the procedure must be minimized; of note, the procedure 

should be performed by the most experienced person and should not be used for training or 

teaching purposes.   

6. PPE – Personal Protective Equipment: 

a. Adherence to strict donning and doffing of PPE is paramount 

b. Follow current guidelines (see below) for appropriate PPE depending on patient status 

7. Unless contra-indicated, the procedures should take place in the patient’s room to minimize 

travel and further exposure. 

8. If a PEG is requested AND the patient is COVID-19 negative consideration for an IR gastrostomy, 

open surgical gastrostomy or jejunostomy tube should be given as it avoids the endoscopy-

related risk. 

9. If a PEG needs to be done in addition to the tracheostomy, it should be done at the same time in 

the same room with the same team.   

10. If it has been decided that tracheostomy/PEG procedures need to be done, they should be 

performed by the same team on the same day and ideally in the same operating room or in the 

patient’s ICU room.  

11. Emergent tracheostomy presents unique challenges and is detailed below 

Procedure: 

1. Elective Tracheostomy in the COVID-19 positive patient 

a. Should not be performed unless extenuating circumstances (e.g. Repeated clogging of 

the ETT with biofilm and need for repeated bronchoscopy or endotracheal tube 

changing). 

b. Ideally a negative pressure room should be used to conduct the procedure.  Only select 

intensive care unit rooms at Osceola are negative pressure rooms.  There may be a 

surge plan to create more.  Currently Osceola does not have any negative pressure 

operating rooms in the OR itself but does have one in the endoscopy unit that may be 

able to be converted into an OR if needed. 

c. Minimal staff should be attending the procedure to include:  an anesthesia provider, 

trauma surgeon, scrub tech only if needed, OR RN only if needed. 

d. The anesthesia or ICU intubation team should intubate if the patient is not currently 

intubated when at all possible.  The intubation team should be the only members in 

the room during the intubation.  If being done in the OR, staff should wait to enter the 

room for 10-15 min as the air turnover time for our OR is between 17 and 36x/hr. 

e. In the current guidelines, open tracheostomy procedure is preferred and should be 

performed as opposed to percutaneous with bronchoscopy to minimize the 

aerosolization process.  Newer guidance suggests that the procedure technique the 



 

 

surgeon is most comfortable with and allows for the most time efficient completion is 

best.  Our group has decided that is it surgeon preference but all agree that avoiding 

bronchoscopy is important.  The overall consensus is that of an open tracheostomy or 

percutaneous tracheostomy without the use of bronchoscopy if at all possible.   

f. All staff must have on PPE for aerosolization and droplet precaution transmission – this 

includes gown, gloves, eye protection and an N95 or PAPR or equivalent.  

g. Assure appropriate preoxygenation. 

h. The cuff on the endotracheal tube should remain inflated during the overwhelming 

duration of the procedure – only deflate if absolutely necessary. 

i. Ventilation should cease during the tracheotomy and dilation (provide apnea).  If 

available, an HME filter should be attached to the end of the tracheostomy tube.  If 

possible, only resume ventilation after the circuit is connected to the tracheostomy tube 

with an inflated cuff.   

j. Use of a cuffed, non-fenestrated tracheostomy tube with non-fenestrated inner cannula 

is preferred. In the Operating Room, uncuffed, fenestrated tracheostomy tubes in the 

trach cart have been removed.  

k. Avoid any disconnecting of the circuit unless it is absolutely necessary 

2. Elective Tracheostomy in COVID-19 negative patient – follow the above recommendations for 

COVID-19 positive patients as the false negative rate can be as high as 35% by current data. 

a. Patient and situation has been vetted and deemed to be unavoidable 

b. COVID-19 testing is done and resulted negative 

c. Don appropriate PPE for aerosolization and droplet precaution transmission 

d. Follow the guidance above for COVID-19 positive patients 

3. Emergent Tracheostomy in the Unknown, Person Under Investigation or COVID-19 positive 

patient 

a. Don appropriate PPE for aerosolization and droplet precaution transmission 

b. LIMIT the number of providers participating in the tracheostomy - Control any chaos 

and excuse unneeded staff 

c. Adhere to the other points outlined for the COVID-19 positive patient above 

4. PEG placement in any patient during the COVID-19 pandemic 

a. Reasons for performing must be clearly defined and acceptable.   

b. If this is being done for placement issues, it will be done at the surgeon’s discretion. 

c. Follow precautions as above 



 

 

 

Post Care: 

1. Avoid circuit disconnections 

2. Limit staff in the room during tracheostomy care of any kind and don appropriate PPE 

3. If the tracheostomy tube is disconnected from the ventilator, attach a Heat Moisture 

Exchanger (HME) with viral filter  

4. Delay routine post-operative tracheostomy tube changes until COVID-19 testing is negative 
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