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Congenital tracheal stenosis with pulmonary artery

sling: 3 case reports and literature review
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Pulmonary artery sling is a rare vascular anomaly causing respiratory distress in young
infants. It is frequently asscciated with the anomalies of tracheobronchial tree which may lead
fo fatal outcome. We reported 3 cases of long-segment fracheal stenosis with left pulmonary
artery sling (LPAS). All the 3 cases had presenting symptoms in the first year of life, 2 cases
with noisy breathing and 1 case with severe upper airway obstruction and respiratory failure.
The investigations performed for diagnosing LPAS and associated tracheal stenosis included
plain chest radiographs, barium esophagogram, fibercptic laryngobronchoscopy, computerized
fomography of the chest and pulmonary angiography. One patient who had severe upper
airway obstruction and respiratory failure underwent tracheal resection with end-fo-end
anastomosis and reimplantation of LPAS with a satisfactory outcome. It should be emphasized
that complete evaluation of possible associated anomalies is essential for appropriate

management.in infants with persistent noisy breathing caused by vascular abnormalities.
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Compression of the trachea and bronchi
can be caused by developmental abnormalities of
puimonary vessels and major branches of the aorta.
These lesions, Which generally arise from failure of
abnormal regression of one or more segments of the
early fetal paired aortic arch system, can produce
substantial distortion of the trachea and large bronchi."”

Left pulmonary artery sling (LPAS) in which
the left pulmonary- artery arises from the posterior
aspect of the right pulmonary artery, courses
posteriorly to the right of the trachea and passes
between the trachea and esophagus to reach the ieft
hilum (Figure 1), is a rare vascular anomaly that causes
respiratory distress in infants. A new classification of
LPAS basing upon the level of tracheal bifurcation
and the presence or absence of an eparterial right
upper lobe bronchus has been proposed.® LPAS
has been considered fatal in infants with an overall

mortality of 50%, even after surgical correction.”
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Figure 1. -Pulmonary artery sling. The left pulmonary
artery arises from the right, encircling the
trachea and passing between the trachea
and esophagus. This produces a right-sided
compression of the lower trachea and the

right main bronchus.
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The LPAS is frequently associated with the
anomalies of tracheobronchial tree and congenital
cardiac defects. The incidence of associated
tracheobronchial tree anomalies is about 40%. These
anomalies include abnormal distribution of cartiiage
in the walls of the trachea and major bronchi, .intrinsic
stenosis and abnormal branching.” The incidence
of associated cardiovascular anomalies varies from
30-80%.“* The most important prognostic factor is
associated with the anomalies of tracheobronchial
tree, especially a long segment of tracheobronchial
stenosis, rather than cardiac defects. Proper evaluation
of the associated tracheobronchial anomaly is

essential for planning of management in LPAS. “®

Case reports
Case 1

An 11-month-old Thai-Korean female infant
was admitted to King Chulalongkorn Memorial
Hospital with a 3-day history of fever, continuous and
progressive noisy breathing, productive cough and
respiratory distress. The noisy breathing seemed to
be associated with the secretions in her throat and
was not related to meal or posture. The patient later
developed respiratory distress.-No history of foreign
body aspiration nor chest injury was obtained.

She was normally born in Korea with a
birthweight of 3 kg. Significant noisy breathing without
respiratory distress had been recognized since
7 months of age. She had pneumonia which required
hospitalization at the ages of 7 and 10 months. Her
respiratory symptoms became prominent with coryza.
However, her growth and developmentappeared normal.

Physical examination revealed a fully

conscious infant with moderate respiratory distress.
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The respiratory rate was 42/ min. No patlor, no jaundice
and no cyanosis were detected. Chest auscuiltation
revealed good air entry, inspiratory-expiratory stridor,
and generalized coarse crepitation. Others findings
were unremarkable. Her oxygen saturation on room
air was 97 %.

A chest radiograph revealed perihilar
infiltrations, wide mediastinum, high level of carina,
narrow tracheobroncheal air column and hemivertebra
of the seventh cervical spine. Fiberoptic laryngobron-
choscopy demonstrated a circumferentially narrow
trachea extended from mid-trachea to the carina,
with an extraluminal pulsatile compression at left
anterolateral aspect of the trachea. Cnly the 2.2 mm
sized fiberoptic bronchoscope could be passed
through the stenotic site to the carina. A barium
esophagogram showed a focal narrowing of the mid-
thoracic esophagus due to an anterior indentation.
A computerized tomography of the chest demon-
strated an abnormal left pulmonary artery originated
from the normal right pulmonary artery. The lower
half of the cervical trachea and the entire segment of
the intrathoracic trachea were narrow with the internal
diameter of 3 mm. The carina was found at T 6-7 level.
The hemivertebra of T2 vertebral body was also noted.
Pulmonary angiogram confirmed left puimonary artery
originated from right puimonary artery and crossed
anteriorly to esophagus.

| The patient was treated with 10-day-course
of parenteral antibiotic, supplemental oxygen,
nebulized bronchodilator and chest physical therapy.
She was afebrile and able to feed a few days later.
Her respiratory symptoms gradually subsided in
4 weeks. The patient was rehospitalized one month

later because of recurrent pneumonia. However, she
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was clinically improved after 2 weeks of the supportive

care and then finally went back to Korea.

Case 2 ‘
A previously healthy 6-month-old Thai male

infant was admitted to King Chulalongkorn Memorial

Hospital for noisy breathing and respiratory distress.
Three weeks ago, he was diagnosed as pneumonia
which required hospitalization at a provincial hospital
for 5 days. His noisy breathing had been noted by
his parents since then. It was not related to meal or
posture. He was readmitted at the same hospital for
his noisy breathing for another week without any ,f
improvement. He was then referred to our hospital.
The patient was normally born with a birth- .
weight of 3.3 kg. No postnatal respiratory problem
was noted. His growth and development were normal,
Physical examination revealed an active infant J
with a respiratory rate of 40/min. He had suprasternal
and subcostal retractions. No patlor, no jaundice and .

no cyanosis were noted. inspiratory-expiratory stridor

and generalized coarse crepitations were detected

on chest auscultation. Cthers were unremarkable.

His oxygen saturation on room air was 98%.

A chest radiographs revealed perihilar
infiltrations, wide mediastinum, and narrow
tracheobronchial air column (Figure 2). A barium .
esophagogram revealed an anterior indentation of
mid-esophagus at the level of T5-T6 (Figure 3). A
fiberoptic taryngobronchoscopy demonstrated a f
circumferential narrowing of the mid-trachea. Only
2.2 mm sized fiberoptic bronchoscope could be
passed through the stenotic site. A computerized
tomography of the chest demonstrated an abnormal

left pulmonary artery originated from the normal right
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_Figure 2A, 2B. Chest radiographs in AP (2A) and lateral view (2B) revealed perihilar infiltrations, widening

of mediéstinum, and poorly identified lower tracheobronchial air column (arrow).

_ Figure 3. Barium esophagogram revealed an

Figure4. Three-dimensional-computerized

extrinsic:compression on anterior wall tomography of the chest showed
of the mid-esophagus at T5-T6 level the narrowing segment of the trachea
(arrow). extended from the level of thoracic

inlet down to the low-lying tracheal

pulmonary artery, coursed to the left between the bifurcation at T5-6 level (arrow A)

which was lower lying than usual.

trachea anteriorly and the esophagus posteriorly.

The entire segment of intrathoracic trachea was The cervical trachea was normal

narrow. The carina was found at the level of T5-6 (arrow B).
which was lower than normal. The cervical trachea

was normal (Figure 4, 5).



424 gy ilunddand ussau

Figure 5. Computerized tomography of the chest

with contrast revealed abnormal left
pulmonary artery (arfow 1) originated
from the normal right pulmonary artery,

coursed to the left between the trachea

(arrow 2) and esophagus.

Supplemental oxygen, nebulized broncho-
dilator and chest physical therapy were given. His
respiratory symptoms were gradually improved and
he was discharged after one week. Fourmonths later,
he was readmitted with .recurrent pneumonia. His
respiratory symptoms gradually improved with
supportive treatment but inspiratory stridorremained.
No respiratory distress was noted during follow-ups

and no hospitalization was needed.

Case 3

A 7-month-old Thai male infant was
hospitalized at a provincial hospital with severe croup.
He developed respiratory failure and required
mechanical ventilation for over a week. Despite being

on a very high setting of ventilator and high dose
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of neuromuscular blocking agent, he developed
progressive hypercapnia (maximum PCO2 182 mmHg)
and hypoxemia. He was then referred to King
Chulalongkorn -Memorial Hospital. One day prior to
referring, he developed generalized tonic-clonic
seizure-and hypotension which were treated with
anticonvuisant and inotropic drugs, respectively.

His past history was unremarkable exceptfor '
a noisy breathing since birth which was diagnosed
as laryngomalacia at one week of age. His noisy
breathing persisted and became worse when he'had
acute upper respiratory tract infection, his growth and
development were normal.

Physical examination revealed an intubated
infant with the body temperature of 36.8°C, blood
pressure 115/60 mmHg, puise rate 130/min and
respiratory rate 40/min.. Despite being on 100 %
oxygen via resuscitating bag, he looked cyanotic
with the arterial oxygen saturation of 30 %. inspiratory-
expiratory stridor with poor air entry was heard on
chest auscultation. Others were unremarkable.

A chest radiograph revealed perihilar infiltra-
tions, wide mediastinum and narrow tracheobronchial
air column. A fiberoptic laryngobronchoscopy
demonstrated a circumferential narrow trachea, 2cm
in fength (50 % of intrathoracic tracheal length), down
to the ‘carina. Only the 2.2 mm sized fiberoptic.
bronchoscope could be passed through the stenctic k
part (Figure 6). Both of the main bronchial openings
were normal. A computerized tomography of the chest :
demonstrated an abnormal left pulmonary originated |
from right pulmonary artery and encircled the lower
trachea as well as the right main bronchus. This caused
narrowing of the trachea at the level of 2.5 cm. above

the carina. Pulmonary angiogram confirmed abnormal
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Figure 6. Fiberoptic laryngobronchoscopy
demonstrated circumferentially
narrowing of the tracheal lumen

(arrow).

_left pulmonary artery from right pulmonary artery
aligned posterior to trachea caused a long segment
of trachea!l stenosis, and secondary pulmonary
hypertension.

The patient was strictly put in hyperextended
- neck position. He required sedative, neuromuscular
blocking agents and high setting of mechanical
ventilation prior to the surgical correction. Four days
later, the operation consisting of tracheal resection
_with end to. end anastomosis, ligation of the patent
ductus arteriosus and reimplantation of left pulmonary
artery were performed. The postoperative period was
uneventful and the mechanical ventilator could be

weaned off one week iater.

Discussion

LLPAS commonly causes airway obstruction
during the first year of life. However asymptomatic
cases have been reported in older children and

3.5.8,9

adults. ¢ ' More than 50 % of the pediatric cases

present with symptoms related to the compression
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of the adjacent structures such as tracheobronchial
trees ‘and esophagus. Patients may present with
strider or recurrent respiratory infections due to
trachecobronchial trees obstruction. Some may
have dysphagia and vomiting due to esophageal
obstruction. Other symptoms due to associated
cardiovascular anomalies are also observed.®'” The
prevalence of asymptomatic'LPAS which is much
more difficult to be recognized was reported to be
greater than 18 %."" All of our 3 reported cases were
diagnosed during infancy period by the symptoms
and signs of upper airway obstruction. Associated
tracheobronchial and cardiovascular anomalies might
lead to the early diagnosis.

Wells et al. ® classified LPAS into 2 types
basing upon the level of the carina (type 1 T4-5,
type 2 T5-6). Each type was further subclassified into
two subtypes according to the presence (subtype A)
or absence (subtype B) of the eparterial right upper
lobe bronchus. This classification is usefut for surgical
planning. Patients with LPAS type 2 commonly have
varying degrees of tracheal stenosis due to abnormai
cartilaginous rings and absent tracheal pars
membranacea. They also have abnormally low
tracheal “bifurcation” (pseudocarina) at the ievel of
T6 with an increased bronchial angles or “inverted
T” pattern. The level of the anterior esophageal
indentation caused by LPAS is lower in LPAS type 2
when compared to type 1. The incidence of LPAS
type 2B is twice when compared to that of type 2A. In
our report, all three cases had iong segment of
tracheal stenosis associated with LPAS type 2.

After the corrective surgery, the survivors
usually became asymptomatic while the expired

cases were found to have no blood flow through
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the reimplanted left pulmonary artery. ® Therefore,
postsurgical complication is one of the important
prognostic factors. ™™

The morbidity and mortality depended
primarily on the associated airway and cardiovascular

@7.72) The patients with long-segment

anomalies.
tracheal stenosis (the narrowing segment is fonger
than 30 % of tracheal length) due to complete
cartitaginous rings (ring-sling complex) often have
the stenotic part extended beyond the contact part
with the LPAS. Normal tracheal growth among these
patients is impossible. Moreover, the surgical outcome
after vascular correction is often unsatisfactory
compared to those with isolated stenosis at the
point contacted with the LPAS. The associated
cardiovascular lesions consisting of 30-80% of the
patients were also the important prognestic factors.
The lesions included persistent left SVC, atrial and
ventricular septum defects, patent ductus arteriosus,
tetralogy of Fallot, common ventricle and coarctation
of aorta.*® Gastrointestinal malformations such as
imperforate anus, biliary atresia and Hirschsprung's
disease, were also reported. One of our reported cases
had associated patent ductus arteriosus. However,
none of them had associated gastrointestinal
anomalies. “Among the reported associated
abnormalities, long segment tracheal stenosis was
associated with the high morbidity and mortality. ©
Therefore, itis essential to look for the accompanying
tracheobronchial anomalies in the patients who have
LPAS.

Traditional imaging studies commonly used
for diagnosing pulmonary sling include chest
radiograph, barium esophagogram, pulmonary

angiography and echocardiography. The suggestive
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findings of plain radiography include (1) unequal
aeration, recurrent pneumonia or atelectasis which
is related to the intensity of tracheobronchial
compression, (2) mass at the right side of the lowet
trachea, (3) low left hilum, (4) deviation of the lower
trachea and carina to the left and (5) diminished size
of the left pulmonary artery branches.

A smooth, round indentation on the anterior
wall of the esophagus at the level of the carina
demonstrated on lateral and oblique views of barium
esophagogramis usually a reliable sign for diagnosing
LPAS. However, these findings on the chest
roentgenogram and barium esophagogram are
nonspecific and can be found in bronchegenic cyst,
esophageal duplication and enlarged mediastinal
nodes.!" "%

Pulmonary angiography does not adequately
disclose the nature and extent of the airway anomaly

(3,4,15,23

or its relationship to LPAS. " It may be helpful
in the cases suspected for associated cardiac
anomalies. ® ¥ Echocardiography has several
fimitations in defining the relationship of the vascular
structures to the airway. This is due to the limitation
of the technique andintrathoracic air interference.®?
In many patients, more advanced imaging studies
such as helical CT scan of the chest with contrast,
electron beam tomography (EBT) or MRI of the chest
are needed for the definite diagnosis.
Tracheobronchography was previously
considered as an important diagnostic modality for
assessing tracheobronchial anomalies. Bronchoscopy
is informative \in defining airway anatomy and.
identifying the sites of extrinsic compression.

However, both of them can be-hazardous in patients

with severe respiratory compromise. ® ' The
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diagnosis can currently be established by the non-
invasive in\}estigations, such as conventional and
helical CT scan of the chest, EBT and MR! of the chest.

To date, there is still no effective treatment
in severe tracheal stenosis. Forceful dilation of the
trachea may result in splitting of the complete
cartilaginous rings but risks for tracheal perforation
or restenosis. Short-segment congenital-tracheal
stenosis can be successfully corrected with.tracheal
resection and end to end anastomosis. For long -
segment congenital tracheal stenosis, there are 3
techniques used for surgical corrections. The first
technique is tracheal resection with end-to-end
anastomosis. The reconstructed trachea has been
experimentally and clinically demonstrated to have
satisfactory growth. “?” However, only 25% to 30%
of the entire tracheal length can be resected and
successfully end-to-end anastomosed. Too long
resected segments risk for excessive tension and
suture separation at the anastomotic site. “ In our
third reported case, despite having a long —segment
tracheal stenosis, he had a satisfactory surgical
outcome with this technique. The second technigue
is tracheal reconstruction with costal cartilage graft®
or pericardial patch. ®® These techniques require
airway stenting with intubation during the early period
of tracheal wound healing. Muiltiple” debridements
of the granulation tissue at the graft sites may be
required. Necrosis and collapse of the grafts were
reported in some patients. ©"* Reoperation was
necessary in 7 of 28 patients in one report. ®® The
third technique is slide tracheoplasty. ®” With this
technigue, the circumference of the trachea can be
ﬁ’ doubled, and the cross-sectional area of the tracheal

_lumen can be quadrupled. The stenotic segment is
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shortened by half. ®® The reconstructed trachea
contains the native cartilages and is lined with normal
tracheal epithelium. Therefore, satisfactory subsequent
tracheal growth was experimentally:and clinically

demonstrated. ® %

Conclusion

Despite being a rare vascular anomaly, LPAS
should be considered in infants with persistent noisy
breathing which was not related to posture or meals,
wide mediastinum and narrow tracheobronchial air
column demonstrated on-chest x-ray. The narrow
airway can be due to the external compression caused
by abnormal pulmonary vessels or the associated
tracheobronchial anomalie's. The symptoms of airway
obstruction vary from moderate respiratory distress
ocecurring only during respiratory tract infections to
severe airway obstruction and respiratory failure
requiring immediate surgical correction as.reported
in one of our patients. Therefore, early recognition
and complete evaluation of the associated
tracheobronchial anomalies are essential for
appropriate treatment in order to reduce the morbidity

and mortality among these patients.

References

1. Richard DM, John JL. Tracheoesophageal compres-
sive syndromes of vascular origin. in: Arthur
EB, Alexander SG, Graeme L, et al, eds.
Glenn's Thoracic and Cardiovascular Surgery.
6" ed, Stamford Connecticut: Appleton &
Lange, 1996: 1095 - 104

2. Wells TR, Gwinn JL, Landing BH, Stanley P.
Reconstruction of the anatomy of sling left

pulmonary artery: the association of one form



428 gfiu flaniian uazAms

with bridging bronchus and imperforate anus.
~Anatemic and diagnostic aspects. J Pediatr

Surg 1988 Oct; 23(10): 892 -8

3. Sade RM, Rosenthal A, Fellows K, Castaneda AR.
Pulmonary artery sling. J Thorac Cardiovasc
Surg 1975 Mar; 69(3): 333 - 46

4. Gikonyo BM, Jue KL, Edwards JE. Pulmonary
vascular sling: report of seven cases and
review of the literature. Pediatr Cardiol 1989;
10:81-90

5. Baker CL, Idriss FS, Holinger LD, Mavroudis C.
Puimonary artery sling. Results of surgical
repair in infancy. J Thorac Cardiovasc Surg
1992 Apr; 103(4): 683 - 91

6. Berdon WE, Baker DH, Wung JT, Chrispin A,
Kozlowski K, de Silva M, Bales P, Alford B.
Complete cartilage-ring trachea! stenosis
associated with-anomalous left pulmonary
artery: the ring-sling complex. Radiology
1984 Jul; 152(1): 57 - 64

7. Griscom NT, Wohl ME. Dimensions of the growing
trachea related to age and gender. Am J
Roentgenol 1986 Feb; 146(2). 233 -7

8. King HA, Walker D. Pulmonary-artery sling. Thorax
1984 Jun; 39(6): 462 - 5

9. Westaby S, Dinwiddie R, Chrispin A, Stark, J.
Pulmonary artery sling in identical twins-
report of two cases. Thorac Cardiovasc Surg
1984 Jun; 32(3): 182 -3

10. Procacci C, Residori E, Bertocco M, Di Benedetto
P, Andreis |A, D'Attoma N. Left pulmonary
artery sling in the aduit: case report and
review of the literature. Cardiovasc Intervent
Radiol 1993 Nov-Dec; 1(6): 388 - 91

11. Hatten HP Jr, Lorman JG, Rosenbaum HD.

Chula Med J

Puimonary sling in the-adult. AmJ Roentgenot
1977 Jun; 128(6): 919 - 21 ,
12. Stone DN, Bein ME, Garris JB. Anomalous left
pulmonary artery : two new adult cases. Am
J Roentgenol 1980 Dec; 135(6): 1259 -63
13. Dupuis C, Vaksmann G, Pemot C, Gerard R,
Martinez J, Van Egmond H. Asymptomatic
form of left pulmonary artery sling. Am J
Cardiol 1988 Jan 1; 61(1): 177 - 81
14. Phillips RR, Culham JA. Pulmonary artery sling
and hypoplastic right lung: diagnostic f,",
appearances using MRI. Pediatr Radiol 1993 ’
23(2):117-9
15. Han BK, Dunbar JS, Bove K, Rosenkrantz:JG.
Pulmonary vascular sling with tracheobronchial :~
stenosis and hypoplasia of the right pulmonary
artery. Pediatr Radiol 1980 Feb; 9(2):113:5
16. Newman B, Meza MP, Towbin RB, Nido PD. Left
pulmonary artery sling: diagnosis and

delineation of associated tracheobronchial |

anomalies with MR. Pediatr Radiiol 1996 Sep;
26(9): 661 -8

17. Koopot R, Nikaidon H, Idriss FS. Surgical manage-
ment of anomalous left pulmonary artery "'
causing tracheobronchial obstructien
Pulmonary artery sling. J Thorac Cardiovasg
Surg 1975 Feb; 69(2): 239 - 46

18. Williams RG, Jaffe RB, Condon VR, Nixon GW.
Unusual features of puimonary sling. Am |
Roentgenol 1979 Dec; 133(6): 1065 -9

19. Rheuban KS, Ayres N, Still JG, Alford B. Pulmonary

artery sling: a new diagnostic tool and clinica
review. Pediatrics 1982 Apr; 69(4): 472-5
20. Rheuban KS, Alford B, Sturgill. BC. -Pulmonarny

artery sling: a follow-up [letter]. Pediatrics




Vol. 47 No. 7
July 2003

1982 Oct; 70(4): 655

21..Vogl Ti, Dieboid T, Bergmann C, Dohlemann C,
Mantal K, Felix R, Lissner J. MRl in pre- and
postoperative assessment of tracheal
stencsis due to puimonary artery sling. J
Comput Assist Tomogr 1993 Nov-Dec; 17(6):
878 - 86

22, Capéta»nio MA, Ramos R, Kirkpatrick JA. Pulmonary
sling: roentgen observations. Am J
Reentgenol Radium Ther Nucl Med 1971 May;
112(1): 28 - 34

23. Tesler UF, Balsara RH, Niguidula FN. Aberrant

left pulmonary artery (vascular sling): report
of the five cases. Chest 1974 Oct; 66(4):
402-7

24, Parikh SR, Ensing GJ, Darragh RK, Caldwell RL.

Rings, slings and such things: diagnosis
and management with special emphasis on
the role of echocardicgraphy. J Am Soc
E_chocardiogr 1893 Jan-Feb; 6(1): 1-11
25. Van Son JA, Julsrud PR, Hagler DJ, Sim EK,
Puga FJ, Schaff HV, Danielson GK. Imaging
strategies for vascular rings. Ann Thorac
Surg 1964 Mar; 57(3): 604 - 10
,{26. Maeda M, Grillo HC. Tracheal growth foliowing
anastomosis in puppies. J Thorac Cardiovasc
Surg 1972 Aug; 64(2): 304 -13
.Couraud L, Moreau JM, Velly JF. The growth of
circumnferential scars of the major airways
from infancy tc adulthood. Eur J Cardicthorac
Surg 1990; 4(10): 521-6
8. Maeda M, Grillo HC. Effect of tension on tracheal
growth after resection and anastomosis in
puppies. J Thorac Cardiovasc Surg 1973 Aug;
65(4): 658 - 68 |

= i e = ] Lol & @ =) =4 o
nasaaiAuRANRNlaTINAUATRIRUNATesduRandante:

429

"S"@ﬁ\?'ﬂuﬁﬂ‘?@ﬂ 3 FIUURSNUNTUITIUNITIN

29:. Tsugawa C, Kimura K, Muraji T, Nishijima E,
Matsumoto Y, Murata H. Congenital stenosis
involving a long segment of the trachea:

- further experiencein réconstmctive surgery.
J Pediatr Surg1988 May; 23(5):471-5

3C. idriss FS, Deleon SY, lbawi MN,Gerson CR,
Tucker GF, Holinger L. Tracheoplasty with
pericardial patch for extensive tracheal
stenocsis in infants and children. J Thorac
Cardiovasc Surg 1984 Oct; 88(4}): 527 - 36

31. Dunham ME, Holinger LD, Backer CL, Mavroudis
C. Management of severe congenital tracheal
stenosis. Ann Otol Rhinol Laryngel 1894 May;
103(5Ft1): 351-6

32. Cotter CS, Jones DT, Nuss RC, Jonas R. Manage-
ment of distal tracheal stenosis. Arch
Otolaryngol Head Neck Surg 1999 Mar; 125
(3):325-8

33. Backer CL, Mavroudis C, Dunham ME, Holinger
LD. Reoperation after pericardial patch
tracheoplasty. J Pediatr Surg 1997 Jul; 32(7):
1108-12

34. Tsang V, Murday A, Gillbe C, Goldstraw P. Slide
tracheoplasty for congenital funnel-shaped
tracheal stenosis. Ann Thorac Surg 1983 Nov;
48(5):632-5

35. Grillo HC. Slide Tracheoplasty for long-segment
congenital stenosis. Ann Theorac Surg 1994
Sep; 58(3):. 613 - 21

36. Macchiarini P, Dulmet E, de Montpreville V,
Mazmanian GM, Chapelier A, Dertevelle P.
Tracheal growth after slide tracheoplasty. J
‘Thorac Cardiovasc Surg 1997 Mar; 113(3):
558 - 66

37. Kutlu CA, Goldstraw P. Slide tracheoplasty for



430

congenital funnelshaped tracheal stienosis

(a 9-year follow-up of the first case). Eur J
Cardiothorac Surg 1999 Jul: 16(1): 98 -9

38. - Laohapansang M, Phanchaipetch T,

Kongsayreepong S, et al. Slide tracheoplasty

afiu fiandian wasRue

Chula Med J

for severe congenital long segment tracheal
stenosis in infants: surgical and anesthetic
management. J Med Assoc Thai 2002; 85
Suppl3: 51031-9




