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• Less risk dehiscence
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• There are usually more tracheal rings present than were 
anticipated
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• Complete tracheal rings need not mandate intervention
• Pulmonary artery sling = complete tracheal rings till proven 
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significant impact on the outcome of 
tracheobronchial stenosis of all forms
• However an excellent tracheal outcome does 

not guarantee an excellent overall outcome

• Post-operative outcomes are influenced by 
pr-operative and intra-operative 
management

• A team approach is desirable
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