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Surgical Management of Idiopathic Tracheal Stenosis

—Three case reports —

Hyung Tae Kim, M.D.*, Ho Choi, M.D.*, You Sang Yoon, M.D.*

A ower laryngeal and upper tracheal stenosis that is of idiopathic origin is occasionally seen. It is called an
idiodathic tracheal stenosis. These circumferential fibrous stenosis is rare and they are most often located in the
subjlottic larynx and extend to varying distances predominantly in young women. Because of the unknown nature
of the disease process and uncertainty about its future progression, patients were approached conservatively.
Recently, surgical resection and reconstruction have been increasingly performed, as favorable results were
obtiined. Three female patients with dyspnea were admitted. For two patients, they were diagnosed this conditions
as bronchial asthma by mistake. All patients were performed computed tomography and bronchoscopy. For two
patients with subglottic stenosis, subglottic resection was performed by cervical collar incision, and for the other
one patient with distal tracheal stenosis, fracheal resection was performed by right posterolateral thoracotomy. A
diagnosis of idipathic tracheal stenosis was confirmed by postoperatively pathologic finding. For one case, because
of anastomosis site infection and restenosis, a whole tracheal exposure was performed by cervical collar incision
anc median sternotomy. And reoperation was performed successfully.

(Korean J Thorac Cardiovasc Surg 2003;36:439-443)
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Fig. 2. Microscopic examination of the resected trachea reveals
extensive and dense collagen fibrosis (arrow) (H&E, 40).
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Fig. 1. Bronchoscopic views showed (A)
stenosis of trachea which was 1.5 cm long
and the diameter of the narrowest portion
was 5 mm and (B) after resection and ana-
stomosis, tracheal stenosis was disappeared.

Fig. 3. Neck CT shows circumferencial thickening of the
subglottic area.
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Fig. 4. X-ray showed (A) subglottic tracheal stenosis (arrow) and (B) after resection and anastomosis, tracheal stenosis was

disappeared (arrow).
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Fig. 5. Microscopic examination of the resected trachea reveals
extensive and dense collagen fibrosis with some squamous
metaplasia (arrow). There is no evidence of infectious process
including tuberculosis or tumor (H&E, 40).
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Fig. 6. Bronchoscopic views reveals (A)
severe concentric stenosis of the lower
tracheal lumen which was 4 c¢m long and
the diameter of the narrowest portion was
4 mm, (B) after resection,stenosis was disp-
peared and both main bronchus were
observed.
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