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Abstract

Abstract Objetives: Currently, there is scarce evidence about protocols and algorithms for making decisions to support the

decannulation process of pediatric patients. The aim of the present study is to make a systematic review of decannulation

protocols in pediatric patients that are available in the published literature. Methods: Systematic review of relevant published

literature until January 2020 based on studies where a decannulation algorithm or protocol was applied to 1 to 18 year-old

pediatric patients who suffered tracheostomy. Main outcomes were Successful decannulation and length of hospital stay. Results:

Twenty two studies were included in the review. All the studies were descriptive. Reason for tracheostomy was reported in 76%

of the studies most being because of upper airway and facial disorders. Decannulation protocols or algorithms were used in all

studies with the exception of one. The successful decannulation rate was over 70% in most studies. Vital signs monitoring as

well as partial oxygen saturation were the most used variables in most of cases to decide on decannulation. Conclusion: The lack

of proven variabilities which can be used during the decannulation process makes it difficult to provide specific recommendations

for decannulation protocols. More level II studies are needed in order to evaluate its effectiveness. There is no consensus amongst

the authors regarding the use of the test of occlusion on the tracheostomy cannula, but they agree that polysomnography is a

complementary method to fibroscopy which may be related to decannulation success prediction.

Aim:

In order to better understand the various practices of tracheostomy decannulation the aim of the present
study is to make a systematic review of decannulation protocols in pediatric patients that are available in
the published literature.

METHODS DESIGN

Criteria for including studies

A search was performed on PubMed, Lilacs, Central Cochrane and Scielo electronic databases looking for
relevant published literature published until January 2020 based on studies where a decannulation algorithm
or protocol was applied to 1 to 18 year-old pediatric patients who suffered tracheostomy. The eligibility
criteria were applied independently by two evaluators aiming to include the studies on the revision and the
bias risk was independently evaluated by two statisticians using the “STROBE” observational studies guide.

Results

Twenty two studies were included in the review for data extraction and analysis. Meta-Analysis could not
be performed due to lack of statistical requirements necessary for its development. All the studies were
descriptive - 17 retrospective, one prospective and 4 case series. Design was according to the aim of the
study in 90% of them. Information related to methods such as the setting study, inclusion criteria and
measured variables was fulfilled in almost all of them too. Reason for tracheostomy was reported in 76%
of the studies most being because of upper airway and facial disorders. The primary outcome (successful
decannulation), was defined in only 4 studies: in two of them success was defined by if the patient persisted
decannulated for 6 months, and in the other two studies if the patient remained decannulated for 2 years
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or until the end of treatment. The successful decannulation rate was over 70% in most studies (between 70
to 100% per protocol and on the first attempt). Vital signs monitoring as well as partial oxygen saturation
were the most used variables in most of cases to decide on decannulation. Polysomnography could be a good
predictor of success as well as a parameter that could help determine if the decannulation procedure could
be done.

Introduction

Background

Tracheotomy is a surgical procedure that consists of opening of the airway anterior tracheal wall and creating
a stoma where a cannula is placed into the trachea to facilitate ventilation. The term tracheotomy refers
only to the trachea surgical incision and tracheostomy refers to the creation of a stoma and the stoma itself.
The first cases of tracheostomy in children have been documented as being performed at the beginning of
the 17th century.(1)

Tracheostomy procedures increased in the mid-19th century with the diphtheria epidemic that affected
Europe. In 1833, Trousseau reported that 50 children were saved because of this procedure.(2)

Indications

Both the indications of tracheostomy and characteristics of children with tracheostomy have profoundly
changed in the last 50 years reflecting the changes that took place in the managment of children in a
delicate condition. Until half of the 20th century and before the introduction of generalized vaccination -
haemophilus influenza and corynebacterium diphtheriae - viral infections and acute bacteriophage infections,
the diphtheria, and epiglottitis, were the main causes of airway complication leading to the first practices
of pediatric tracheostomy. At the end of the 1900’s an increase in the use of endotracheal intubation and
respiratory support for premature infants had led to a higher rate of premature babies with the need of
mechanical ventilation and associated upper airway abnormalities. (3-4)

This is how vaccination programs, better intubation procedures and the development of new technologies in
intensive care have diminished emergency tracheotomy and, far from diminishing its incidence, this situation
has led to the appearance of other indicators like prolonged mechanical ventilation turning tracheostomy
in a programmed, long term elective procedure.(5) Most of the published studies developed in The United
States and Europe consider that the most frequent causes of tracheostomy are congenital upper airway
abnormalities and prolonged mechanical ventilation.(4-5)

In his review published in 2017, Watters mentioned that in a retrospective study on 917 tracheostomized
children aged between 0 and 18 collected from 36 pediatric hospitals, the most frequent underlying con-
ditions were chronic lung disease (56%), worsening of neurological function (48%) and upper airways
anomalies(47%).(4) (6)

However, the situation in developing countries is probably quite different, especially in the prevalence of
tracheostomy.

There is an overall increase in the prevalence of patients who need prolonged mechanical ventilation (PMV)
and also in the number of children who survive with complex medical conditions for whom tracheostomy
and domiciliary mechanical ventilation could be part of their treatment.

In 2008 a study that was conducted in Ricardo Gutierrez Children’s Hospital in Argentina analysed the
prevalence of tracheostomy in children on mechanical ventilation support (MVS), and it was 20% during a
6-month period. It was higher than shown in other published series.(7-11)

Coinciding with previous studies, patients who underwent tracheostomy presented more length of stay and
mechanical ventilation (MV) than non-tracheostomized ones. However, the mortality rate was higher in non-
tracheostomized patients with more than 14 days of MV. This could probably be because of the prolonged
use of mechanical ventilation and the chronicity of this children’s situation.(12)
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At this moment pediatric tracheostomy mortality rate ranks from 0.5% to 5%.(4)

In 2016, a Transference Program of mechanical ventilation chronic dependant patients or technology depen-
dant patients was tested in the same hospital, ranging from intensive care areas to pediatric rooms. During
the study, 247 patients entered the pediatric intensive care unit. Twenty four were tracheostomized. They
were ventilation dependants, and clinically stable. There were 9.7% of technology dependant patients in the
intensive care unit (ICU), which means the same number of beds required for severe acute patients.(13) It
is because of all this that the there is a need to strengthen and implement programs, protocols and action
algorithms on these patients that lead to a quick and effective dischargement whenever possible considering
each particular case. Long term tracheostomy leads to a higher medical mortality rate and to a negative
psychosocial impact. Because of this, decannulation is a priority when a tracheostomy is done.(14)

Up to this date, literature lacks well-established guidelines to determine the steps for decannulation. There
is scarce evidence about protocols and algorithms for making decisions to support the decannulation process
of the pediatric patients.

The lack of consensus for an optimal decannulation protocol may be, in part, attributed to the low amount
of prospective studies centered on decannulation or the lack of studies comparing different decannulation
methods.

Regarding the factors that predict success in decannulation, studies have attempted to define clinical pre-
dictors of successful decannulation. There is a consensus among authors that prior to decannulation, certain
assessments must be done, and clear criteria must be established. Decannulation protocols vary widely in
these reports with success rates ranging from 67% to 94%.(4)

In 2015 Knolman & Col in their review about decannulation protocols found that the studies obtained were
case series or retrospective studies, with differences in the variables measured between them before decannu-
lation. In spite of discrepancies and heterogeneity, they agreed in the different steps or goals accomplishment.
Once a tracheostomy underlying indication gets corrected or solved, the patient can be considered a candi-
date for an eventual decannulation. A previous endoscopic assessment and progressive capping trials ensure
a proper static and dynamic permeability of the airway.(15)

In 2013 Mitchell et Al published a clinical consensus about pediatric and adult tracheostomy manage.
Experts agreed in that criteria must be established before a decannulation process. There was consensus
in that children who underwent tracheostomy should be weaned off from mechanical support during 2 to
4 months. They should not present bronchoaspiration events and the need of tracheal secretions suction.
Flexible laryngoscopy is recommended to confirm both permeability and mobility of at least one vocal cord
and the elimination of any suprastomal obstructive granulation before attempting a decannulation. Children
up to 2 years old must be tested capping the cannula during the day and releasing it during the night for
several weeks. Other options are also mentioned, for example a sleep assessment and an exercise test. These
recommendations are based on expert’s opinions and serve as solid evidence guidelines even though they are
for adult patients. But there is room for further discussions and investigations regarding this topic.(16)

The role of polysomnography (PSG) in the decannulation process has been slowly increasing in accep-
tance even though its daily use is questionable. This is because of the financial cost it implies, the length
of stay, availability of medical supplies and the need for trained physicians and health personnel. Several
authors conclude that it is useful as complement of the fibronoschopy in preparing for a decannulation.(17-19)

Despite decannulation being so relevant, there are no studies in which the efficiency of the protocols has
been proved.

In order to provide a better understanding on the topic in this area, a systematic review has been performed,
to research the scientific evidence that is currently available, which evaluates decannulation protocols on
pediatric patients.

Objectives

3
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The objective of this present investigation is to undertake a systematic revision of available literature on
decannulation protocols in pediatric patients.

Methods

A systematic review was performed using a standardized methodology searching on electronic databases
(PubMed, LiLacs, Central Cochrane and Scielo) with relevant literature published until January 2020. Used
keywords were: protocol, consensus, score, clinical guidelines, triage, scale, scoring, algorithm, health indica-
tors, tracheostomy. No language restrictions were imposed. There was also a manual search of the references
in the selected articles.

We followed the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines
to perform this review.(20)

Criteria to consider studies :

• Pediatric tracheostomized patients aged 1 to 18 years old
• Studies where a decannulation protocol or algorithm was applied

Outcome measures:

• length of hospital stay
• Successful decannulation
• Mortality
• Complications with tracheostomy or decannulation

The studies were included without considering the state of publication, nor restrictions based on study type,
although other studies were eliminated when they did not have any contact information to obtain sufficient
data to analyze the results.

Data collection and analysis

Study selection

Once the search was done, two authors, MC and MP, applied separately the eligibility criteria to decide
which studies include. Any disagreement between the authors was solved through discussion with a third
author, EM, to try to reach an agreement. In case of not getting access to a complete text or abstract, we
attempted to get in contact with the main investigator to get a copy of the study. With the results of the
search in each base and with the subsequent eligibility criteria application a flow chart was made.

Data extraction and management

Information from the studies was extracted using a data extraction chart (Appendix 1I)

In the case of any relevant information not published in the articles, we have attempt to contact the main
author to ask for the missing data.

Risk of bias evaluation in the included studies

The risk of bias in these studies was evaluated using the STROBE guidelines.(21) (Appendix 2)

This guide is made up of 22 items which include questions about the design of information, participants,
main variables, data registration, etc. having to answer yes or no to each one. Two statistic reviewers SC and
MC evaluated the items in each article and in case of any disagreement, MP revised it and it was resolved
by consensus.

Analysis

A meta-analysis was not possible due to the heterogeneity of study and variables. Continuous variables were
expressed as media, standard or medium range deviation and interquartile range (IQR) according to the
distribution; and categorical variables such as absolute frequency and percentage.

4
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Results

Search results

We identified a total of 1875 records.(1791 in PUBMED, 53 in LILACS and 31 in Scielo). 109 were selected by
title and abstract reading including pediatric and adult population, 6 out of the 109 studies were eliminated
because of being duplicated in the other bases and 4 because on the basis of being reviews or consensus
and were used as theoretical framework and for supporting arguments. 76 out of the 99 resulting articles
corresponded with adult population (76.76%) 22 with pediatric population (22.22%) and 1 study about
predictors was not aligned with the objective after reading the full text. A total of 22 studies were included
for data extraction and analysis. The selection process with the reasons by which studies were excluded is
enumerated in the flowchart.(Image 1).

After analyzing the selected studies it was decided to undertake a systematic review of existing studies about
decannulation without meta-analysis due to the lack of statistical requirements necessary for its development.

Methodological quality evaluation of included studies

In most of the studies the design was described and agreed with the study’s objective (item 4 90% of positive
response). Information related to material and methods such as setting, participants inclusion criteria and
measured variables was also accomplished in almost all of them (90%, 77% and 60% respectively). 90%
correctly described the population and measured variables results and interpreted their findings (Image 2
and Image 3).

Included studies

Characteristics detailed in the included studies are shown in table 1. All the included studies are descriptive
(17 retrospective(15)(18-20)(22-34), 1 prospective(35) and 4 series of cases.(36-39)

The studies were all in a single center. Most of the studies were from the USA (United States of America),
(14) (18-19) (23) (26) (28) (30) (32-35) (37) 6 from Europe, (21- 22) (24-25) (31) (38) 2 from India, (29) (36) and 1 from
Australia.

The total amount of patients in the studies was 1222, the age range between 0 and 21 years old. The
most frequent underlying disease was acquired or congenital airway alteration, and chronic pulmonary
disease.(22) (24-27) (29) (31) (33-36) (38-39) Few studies informed the severity of the disease in the included
patients.(19) (22) (24-26) (31-33) (39)

None of the studies informed if the tracheostomy was performed by percutane or surgical technique. The
indication of tracheostomy was informed on 76% of studies, most of the times by alterations in facial and
upper airways.(17) (22-26) (31) (33) (39).

The duration of the mechanical ventilation support (MVS) was only measured in one study (around 19
days).(30) Even though the inclusion criteria were well-detailed in 15 studies(14) (18-19) (22) (24-30) (35-38)

the exclusion criteria were only mentioned in 9 (14) (18-19) (29) (31) (33) (36-38). Decannulation proto-
cols or algorithms were used in all studies with the exception of one.(34)Polysomnography (PSM)
took place in half the studies(17-19) (25-28) (31) (33-34) (37) and only when \soutin was necessary in
3.(24) (29) (35)Radiography test was only mentioned in 2 protocols(30) (37) and endoscopy in most of them.
In 9 studies(14) (17) (23-24) (27-28) (33) (35) (37) the indication to start the decannulation protocol was that pa-
tients were clinically stable and in 5 of them that the cause of tracheotomy was resolved.(22) (28) (30) (33) (35)

In 11 studies(17) (23-26) (28-29) (33-34) (37) (39) the decrease of the cannula diameter was the prior step to the
its occlusion which was done in 14 studies.(19) (22-24) (26) (28-33) (36) (38-39) Only in three studies the cannula
was changed, mostly for smaller cannulas.(22) (36) (38) Only at the beginning of two protocols there was an
education plan for parents and intervening professionals.(30) (38) Decannulation criteria were presented in
almost all the studies - 19 studies - from which clinical and monitoring parameters such as partial oxy-
gen saturation (spo2) were selected by the majority as measures defining or non-defining decannulation.
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PSG was chosen by 8(17-19) (27-28) (31) (33) (37),cough effectivity only in 3 studies(24) (32-33) and endoscopy in
4.(14) (31-33)

Non-invasive ventilation (NIV) was used in 4 studies but after decannulation as a rescue
maneuver.(25) (28-29) (34)The main outcome, in this case a successful decannulation, was only defined in 4
studies(18) (27) (35) (38) in two out of which the success was defined by the patient sustaining a stable de-
cannulation for 6 months(27) (35) and in the other 2 studies for 2 years(18) or till the end of the tracing.(38)

The post-decannulation observation period varied greatly among studies. The majority from 3 hours to 5
days(14) (17) (19) (23-24) (29) (31) (36) (39) or 3 to 6 months. (25) (27) (35)

Decannulation success ratio was over 70% in most studies - between 70 and 100% by protocol and in
the first attempt - . As to PSG various authors concluded that in could be a good success predic-
tor or, no less important, a parameter that could aid in decision making process when undertaking a
decannulation.(17-19) (27-28) (33) (37)As to protocols usage it is mentioned in only two studies that it may
aid to avoid a failure in decannulation but there are not any conclusions due to the nature of the designs.

Each study description is presented on the chart of included studies (chart 2).

Discussion

The main finding of the current revision is that in the scientific literature there are no studies with high
levels of evidence, such as randomized clinical trials, on decannulation protocols in pediatrics. Nor analytic
observational studies on cohorts of patients, where decannulation protocols are evaluated in a prospective
way. Most studies were retrospective studies and case series, with limited numbers of patients.

The study of Wirtz et al(14) evaluated a decannulation protocol whose key point was to restrict the used
resources. This approach makes it unique amongst the rest of the studies. The patients who were included
had stable lung function with no breathing obstruction and with no less than 2 months without ventilatory
support. The specific protocol consisted in laryngoscopy and bronchoscopy, prior to decannulation, with
the aim of testing the respiratory tract. The airways are evaluated through a transnasal approached flexible
bronchoscopy and the tracheostomy cannula is taken away in the operating room if the airways are considered
to be eligible for decannulation. Unless any complications occur, the patient is discharged the next day.
No occlusion or cannula reduction, nor polysomnography are performed. According to this study, the
spontaneous ventilation during endoscopy is an important factor, since it allows the testing for obstruction
or dynamic collapse. The authors believe this to be a higher ranked test, over daily routine capping, for
decannulation processes suggested in other protocols.

The implementation of the reduction of the tracheostomy tube diameter and its occlusion are common in
most protocols. However, its use is not universal nor standardized.

One of the arguments supporting this procedure is that it may not lead only to a successful decannulation,
but also to a better adjustment to the child to the changing physiology of their breathing tract. The claims
against the use of this protocol on a daily basis is that the reduction in the size of the lumen may result
in cannula obstruction, due to its small diameter. During the plugging, the airway cross-sectional area is
reduced to such a level that those patients who would not tolerate it, would tolerate decannulation.

Regarding polysomnography, in 1996, Tunkel et al,(17)published a study on the utility of polysomnography
(PSG) during the assessment when planning decannulation. PSG provides objective data on the dynamic
factors influencing the upper airways permeability when the pharyngeal muscle tone is lowered to its top.
The authors reached the conclusion that the sleep studies close to the normal ranges of PSG are correlated
to a successful decannulation.

The existing literature is composed of retrospective revisions and case series, and there are many discrepancies
when it comes to define what a “favorable” PSG is, for determining the tracheostomy tube extraction.(18-19)

Currently, the PSG role has expanded amongst pediatric patients with obstructive apneas and central apneas,
neuromuscular disorders as well as respiratory support dependent patients. Gurbani et al,(18) in the Cincin-
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nati Children’s Hospital Medical Center (CCHMC) studied the breathing and sleeping parameters associated
with a successful decannulation, and the agreement between microlaryngoscopy, bronchoscopy(MLB) and
polysomnography(PSG).

Microlaryngoscopy is the gold standard for the anatomy evaluation of the airways prior to decannulation.
According to this study, certain PSG parameters which include the obstructive index (OI), apnea/hypopnea
index (AHI) and hypoventilation, with a favorable MLB, seem to be good predictors for successful decannu-
lation in patients with complex airways. They concluded that the combined use of MLB and PSG rises the
predictability of successful decannulation in these children, above any other factor on its own. So, PSG must
be considered a crucial part during the evaluation process for decannulation, especially amongst children
with important breathing airways problems. Robinson et al,(19) also concluded that PSG may be a comple-
mentary trial for decannulation preparation. In the study of Lee et al,(10) the authors studied the utility
of polysomnography with occluded tracheostomy tube, as a complement for endoscopy, for predicting the
decannulation outcome.

In a retrospective review of the patients who had been tested with a PSG before the test, 30 children were
included. 26 out of those 30 had a successful decannulation and 4 of them failed to finish the procedure.
The predictive factors of the decannulation outcome were the index of apnea/hypopnea and desaturation
events. They concluded that it is a useful and objective tool to be used as a complement of endoscopy and
the evaluation of the functional airways.

Moreover, the anxiety generated by the decannulation process is something that should be also taken into
account. The perspective of decannulation may cause significant anxiety on the patient and his family.

Previously, in other studies such as Black et al,(22)and Waddell et al,(23) panic was mentioned as a cause of
failed decannulation. The pediatric decannulation protocol suggested in Great Ormond Street Hospital in
United Kingdom (UK) includes the prior evaluation and mandatory psychological preparation.

Finally, given the evidence so far it is not possible to set as the ultimate truth any of the measures or
variables which were part of these protocols, although it would be possible to give certain recommendations.

Mitchell(16), who was previously mentioned in this article, claimed that no consensus was reached regarding
many topics, such as the tube change frequency in a mature tracheostomy, or the size of the cannula for
children during nocturnal ventilation.

Considering the limitations of the existing studies it is possible to mention as key points the study design,
mostly retrospective, case series and with a limited number of recruited patients.

When this review was finished, a multicentric study was published by Schweiger and col (41)evaluating the
factors associated to a successful decannulation amongst the pediatric population. The study was placed in
4 high complexity hospital centers in Brazil, in the otorhinolaryngology department. Medical registers of
under-18 tracheotomized patients were analyzed in a retrospective approach. The most common cause was
post intubation laryngitis.

The outcomes showed that age and post intubation laryngitis were associated with a higher probability of
successful decannulation. On the other hand, chronic neurological and breathing comorbidities were linked
to lower decannulation chances.

The outcomes of the decannulation predictors are also important since they may help in the planning of the
decannulation process. And, more importantly, they may be useful for advising health workers, the patient’s
family or tutor to have realistic expectations about the outcome.

Conclusion

Amongst the most frequent indications are prolonged mechanical ventilation and, to a lesser extent, upper
airways obstruction.
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Tracheostomy implies such a morbidity and mortality rate, that makes it necessary to plan decannulation
from the very first moments of its performance.

According to international literature, mechanical ventilation independence from 3 to 4 previous months and
the lack of secretions are considered criteria to suggest decannulation.

In order to evaluate the anatomy of the airway prior to decannulation, laryngoscopy and fibrobronchoscopy
are preferred.

There is no consensus amongst the authors regarding the use of the test of occlusion on the tracheostomy
cannula, but they agree that polysomnography is a complementary method to fibroscopy which may be
related to decannulation success prediction.

The lack of proven variabilities which can be used during the decannulation process makes it difficult to
provide specific recommendations for decannulation protocols. More level II studies are needed in order to
evaluate its effectiveness.

On the other hand, something that should be also taken into account in the current context of health care is
that an ideal protocol should present an efficient use of resources without compromising the patient’s safety,
optimizing the cost.(4) So, the question is: Which is the most safe and effective way to do the decannulation
procedure?

To answer this, the health team professionals must study/test/evaluate the safety and effectiveness of their
methods. The risk of acute failures must be minimized since they may/can lead to a catastrophic impact
over the patient’s mobility. Another aspect which needs to be taken into account is the availability and use
of resources, material and human,so the accessible, and proper quality assistance can be guaranteed.

Decannulation is the final goal shared by the patient the family and the health team who assist children with
chronic tracheostomy. Most pediatric patients can hope for an effective solution to their underlying airway
pathology tolerating decannulation.

The current systematic review will allow the subsequent development and study of a decannulation protocol
for pediatric patients, as well as identify the theoretical elements which would have a positive impact on the
training of the healthcare workers in charge of the tracheostomized patient assistance.

Furthermore, the implementation of a protocol may lead to a substantial modification in the duration of the
hospitalization, as well as represent an opportunity to make a more efficient use of resources.
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5. Pérez Ruiz E,Pérez Fŕıas FJ, Caro Aguilera P.Cuidados del niño con traqueostomı́a.AnPediatr (Barc).
2010;72(EspecCong 1):41-49

6. Berry JG, Graham DA, Graham RJ, Zhou J, Putney HL, O’Brien JE, Roberson DW, Goldmann-
DA.Predictors of clinical outcomes and hospital resource use of children after tracheotomy.Pediatrics.
2009 Aug;124(2):563-72.

7. Pardo Romero G, Pando Pinto JM, Mogollón Cano-Cortés T, Trinidad Ruiz G, Marcos Garćıa M,
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HervásNúnez MJ. Tracheotomy in Children. Acta Otorrinolaringol Esp. 2007;58(5):187-90

9. Shinkwin CA, Gibbin KP. Tracheostomy in children. J R SocMed 1996;89:188-192
10. Lee W1, Koltai P, Harrison AM, Appachi E, Bourdakos D, Davis S, Weise K, McHugh M, Connor J.

Indications for tracheotomy in the pediatric intensive care unit population: a pilot study. ArchOtola-
ryngol Head NeckSurg. 2002 Nov;128(11):1249-52.

11. Lewis CW, Carron JD, Perkins JA, Sie KC, Feudtner C. Tracheotomy in pediatric patients: a national
perspective. ArchOtolaryngol Head NeckSurg. 2003 May;129(5):523-9.

12. Presentación en IX congreso latinoamericano de cuidados intensivos pediátricos 2008
13. Presentado en el XIV Congreso latinoamericano de cuidados intensivos pediátricos. Paraguay.2017
14. Wirtz N, Tibesar RJ, Lander T, Sidman J. Pediatric Decannulation Protocol: Outcomes of a 10-Year

Experience. Otolaryngol Head NeckSurg. 2016 Apr;154(4):731-4
15. Knollman PD, Baroody FM. Pediatric tracheotomy decannulation: a protocol for success. CurrOpinO-

tolaryngol Head Neck Surg. 2015 Dec;23(6):485-90.
16. Mitchell RB, Hussey HM, Setzen G, et al. Clinical consensus statement: tracheostomy care. Otolaryngol

Head Neck Surg. 2013;148:6-20
17. Tunkel DE, McColley SA, Baroody FM, Marcus CL, Carroll JL, Loughlin GM. Polysomnography in

the evaluation of readiness for decannulation in children. Arch Otolaryngol Head Neck Surg. 1996
Jul;122(7):721-4.

18. Gurbani N, Promyothin U, Rutter M, Fenchel MC, Szczesniak RD, Simakajornboon N. Using Polysom-
nography and Airway Evaluation to Predict Successful Decannulation in Children. Otolaryngol Head
NeckSurg. 2015 Oct;153(4):649-55

19. Robison JG, Thottam PJ, Greenberg LL, Maguire RC, Simons JP, Mehta DK. Role of polysomnography
in the development of an algorithm for planning tracheostomy decannulation. Otolaryngol Head Neck
Surg. 2015 Jan;152(1):180-4.

20. Moher D, Liberati A, Tetzlaff J, Altman DG; PRISMA Group. Preferred reporting items for syste-
matic reviews and meta-analyses: the PRISMA statement [published correction appears in Int J Surg.
2010;8(8):658]. Int J Surg. 2010;8(5):336-341.

21. Von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke JP; STROBE Initiati-
ve. The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)statement:
guidelines for reporting observational studies. J ClinEpidemiol. 2008 Apr;61(4):344-9.

22. Black RJ, Baldwin DL, Johns AN. Tracheostomy ’decannulation panic’ in children: fact or fiction?. J
Laryngol Otol. 1984 Mar;98(3):297-304.

23. Waddell A, Appleford R, Dunning C, Papsin BC, Bailey CM. The Great Ormond Street protocol
for ward decannulation of children with tracheostomy: increasing safety and decreasing cost. Int J
PediatrOtorhinolaryngol. 1997 Mar 6;39(2):111-8.

24. Gray RF, Todd NW, Jacobs IN. Tracheostomy decannulation in children: approaches and techniques.
Laryngoscope. 1998 Jan;108(1 Pt 1):8-12.

25. Fauroux B, Leboulanger N, Roger G, Denoyelle F, Picard A, Garabedian EN, Aubertin G, Clément
A. Noninvasive positive-pressure ventilation avoids recannulation and facilitates early weaning from
tracheotomy in children. PediatrCritCareMed. 2010 Jan;11(1):31-7.

26. Beaton F, Baird TA, Clement WA, Kubba H. Tracheostomy decannulation at the Royal
Hospital for Sick Children in Glasgow: Predictors of success and failure. Int J PediatrOtorhinolaryngol.

9



P
os

te
d

on
A

u
th

or
ea

11
S
ep

20
20

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
59

98
59

53
.3

43
51

15
8

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

2016 Nov;90:204-209.
27. Cristea AI, Jalou HE, Givan DC, Davis SD, Slaven JE, Ackerman VL. Use of polysomnography to

assess safe decannulation in children. PediatrPulmonol. 2016 Aug;51(8):796-802
28. Lee J, Soma MA, Teng AY, Thambipillay G, Waters KA, Cheng AT. The role of polysomnography in

tracheostomy decannulation of the paediatric patient. Int J PediatrOtorhinolaryngol. 2016 Apr;83:132-6
29. Liptzin DR, Connell EA,Marable J, Marks J,Thrasher J, Baker CD. Weaning nocturnal ventilation

and decannulation in a pediatric ventilator care program. PediatrPulmonol. 2016 Aug;51(8):825-9
30. Sachdev A, Ghimiri A, Gupta N, Gupta D. Pre-decannulation flexible bronchoscopy in tracheostomized

children. PediatrSurgInt. 2017 Nov;33(11):1195-1200.
31. Maslan JT, Feehs KR, Kirse DJ. Considerations for the successful decannulation of the pediatric

patient: A single surgeon’s experience. Int J PediatrOtorhinolaryngol. 2017 Jul;98:116-120.
32. Pozzi M, Galbiati S, Locatelli F, Clementi E, Strazzer S. Performance of a tracheostomy removal

protocol for pediatric patients in rehabilitation after acquired brain injury: Factors associated with
timing and possibility of decannulation. PediatrPulmonol. 2017 Nov;52(11):1509-1517

33. Bashir A, Henningfeld JK, Thompson NE, D’Andrea LA. Polysomnography Provides Useful Clinical
Information in the Liberation from Respiratory Technology: A Retrospective Review. PediatrPulmonol.
2018 Nov;53(11):1549-1558

34. Henningfeld JK, Maletta K, Ren B, Richards KL, Wegner C3, D’Andrea LA1. Liberation from home
mechanical ventilation and decannulation in children. PediatrPulmonol. 2016 Aug;51(8):838-49

35. Abode KA, Drake AF, Zdanski CJ, Retsch-Bogart GZ, Gee AB, Noah TL. A Multidisciplinary
Children’s Airway Center: Impact on the Care of Patients With Tracheostomy. Pediatrics. 2016
Feb;137(2):e20150455

36. Merritt RM, Bent JP, Smith RJ. Suprastomal granulation tissue and pediatric tracheotomy decannu-
lation. Laryngoscope. 1997 Jul;107(7):868-71.

37. Mukherjee B1, Bais AS, Bajaj Y. Role of polysomnography in tracheostomy decannulation in the
paediatric patient. J LaryngolOtol. 1999 May;113(5):442-5.

38. Picerno NA, Bent JP, Hammond J, Pennington W ,Guill MF, Hudson VL, Deane DA. Is tra-
cheotomy decannulation possible in oxygen-dependent children? Otolaryngol Head Neck Surg. 2000
Sep;123(3):263-8.

39. Kubba H, Cooke J, Hartley B. Can we develop a protocol for the safe decannulation of tracheostomies
in children less than 18 months old? Int J PediatrOtorhinolaryngol. 2004 Jul;68(7):935-7.

40. Leung R, Berkowitz RG. Decannulation and outcome following pediatric tracheostomy. Ann OtolRhi-
nolLaryngol. 2005 Oct;114(10):743-8.

10



P
os

te
d

on
A

u
th

or
ea

11
S
ep

20
20

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
59

98
59

53
.3

43
51

15
8

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

11



P
os

te
d

on
A

u
th

or
ea

11
S
ep

20
20

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
59

98
59

53
.3

43
51

15
8

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

Hosted file

Table 1. Characteristics of included observational studies.docx available at https:

//authorea.com/users/356296/articles/479223-tracheostomy-decannulation-protocols-in-

pediatric-patients

12

https://authorea.com/users/356296/articles/479223-tracheostomy-decannulation-protocols-in-pediatric-patients
https://authorea.com/users/356296/articles/479223-tracheostomy-decannulation-protocols-in-pediatric-patients
https://authorea.com/users/356296/articles/479223-tracheostomy-decannulation-protocols-in-pediatric-patients

