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Introduction

Introduction

Tracheal Surgery was 1st performed in 1950s. At that
time, 2cm were believed to be maximum length that could be
resected. Progress in surgical and anaesthetic techniques now
permits more than half of the trachea to be resected (Celine,
1999).

Tracheal resection and primary reanastomosis for
tracheal tumors and stenosis is a well-described procedure.
Postintubation lesions are the most common indication for
tracheal resection and reconstruction, the incidence has
decreased since the introduction of tracheal tubes with high
volume and low pressure cuffs. Tumours are the second most
frequent causes of tracheal obstruction. Malignancies
including predominantly squamous cell carcinoma and
adenocystic carcinoma also remain an indication for resection.
Other indications include secondary tracheal tumors,
tracheoesophageal and tracheal innominate fisutlas (Grillo et
al., 2003).

Tracheal stenosis can present very insidiously or as a
catastrophic near death episode requiring cardiopulmonary
resuscitation. In many cases the condition is precipitated by an
acute respiratory infection. Worsening of dysnea following
recumbency may also result, dysnea on exertion appears when
50% of the airway is stenosed, dysnea at rest occurs when 75%
of the airway is stenosed. Typically, in adults, exertional
dysnea occurs when the airway diameter is reduced to about 8
mm, resting dysnea occurs at a diameter of Smm, at which
stridor also occurs (Wrong et al., 2010).

Anesthesia for tracheal resection is one of the most
challenging aspects of anesthesia practice because of the
unique conditions associated with narrowed airway diameter
and the problem of maintaining ventilation during induction,
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bronchoscopy, and the period of tracheal resection and
reconstruction (Lee et al., 2006).

Anesthesiologists must be familiar with the major
surgical procedures for tracheal tumors. Surgical resection is
almost the only effective way to solve the problem associated
with tracheal stenosis. Fortunately, the respectability rate
has become quite higher due to the improvement of surgical
techniques. The location and size of the tumor or the distance
from the vocal cords to the top of the tumour, the length of the
tumour, and the distance from the bottom of the tumour to the
carina are of great importance, since such information directly
determines how requires anesthesiologists to take
corresponding strategies for the varied surgical procedures
(Bouaggad et al., 2006).

Cardiopulmonary bypass was very popular in 1960s for
carinal surgery. At first glance, Cardiopulmonary bypass
seems like an easy way to ensure gas exchange in a situation
where the major airway is opened, but it is fraught with risk.
Systemic anticoagulation augments the chances of bleeding,
especially if the dissection is extensive and complicated and
lung manipulation is unavoidable (Celine et al., 1999)

Postoperatively, small endotracheal tube, or a T-tube
with 0.5 to lcm above the vocal cords can be inserted at the
end of the surgery where glottic edema is a concern, or when
ventilatory support is required. The endotracheal tube or
tracheostomy tube should be uncuffed, humidified O, is also
needed, the endotracheal tube is removed as early as possible .
If reintubation is needed, it is best done using flexible
fibreoptic Bronchoscope where an endotracheal tube is slided
over the fibreoptic bronchoscope into place into the trachea.
Clearance of secretions is essential with the help of chest
physiotherapy (Behringer et al., 1995).
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Tracheal stenosis is a demanding task for both patient
and doctors, It is not without complications ,which may be
immediate like inflammatory edema at the site of
anastomosis,respiratory  distress by laryngeal paralysis,
surgical and mediastinal emphysema, early like swallowing
disorder and late  complications like  restenosis
(Abbasidezfouli et al., 2009).




Aim of the Work,

Aim of the Work

This study was conducted to study tracheal stenosis with
all its causes and types, and to review and analyze ventilation
methods and anaesthetic techniques used in tracheal resection
and reconstruction, and to review postoperative care.
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