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Introduction and Aim of the Study 

1 

Introduction 

The surgical treatment of extensive tracheal lesions 

where tracheal resection with primary anastomosis is not 

possible or is associated with a high rate of morbidity and 

mortality, remains an unsolved problem. Thus, patients with 

these lesions are only offered palliative care. To be able to do 

tracheal reconstruction after resection of extensive lesions, 

we need a tracheal substitute. The major advances in 

medicine in the recent years have allowed successful 

replacement of complex organs. Surprisingly, attempts to 

replace the trachea, a rather simple conduit dedicated to the 

passage of air, have failed. Thus, until today, tracheal 

replacement remains a great surgical and biological 

challenge. (29) 

The need for a prosthetic tracheal replacement is 

constantly modified by improved surgical techniques for 

tracheal resection with primary reconstruction due to recent 

knowledge of tracheal blood supply, mobilization and 

anastomotic techniques, tolerance of tension, and local tissue 

reinforcement, as well as postural effects, impacts 

significantly on the lengths of primary resection and 

reconstruction. However, extensive lesions that are longer 

than half the trachea in adults or one third of the trachea in 

children, still need a tracheal substitute to replace the lost 

tissues. These extensive lesions are commonly due to 

neoplasms or stenosis regardless of its etiology. (30) 

In 2000, the various tracheal substitutes and techniques 

of reconstruction were classified by Grillo into five 

categories: foreign materials, nonviable tissues, tracheal allo-

transplantation, autogenous tissues and tissue engineering. 

(29)  


