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Case Report
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fistula: A case report
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Tracheoesophageal fistula is a connection between the posterior wall of the trachea and the anterior wall of
esophagus, without atresia. This is a rare condition presentation in 4-5% of all congenital esophageal anomalies. In
contrast to other forms of tracheoesophageal fistula, the H-type is not diagnosed in early infancy and the diagnosis is
usually delayed. A 7-month-old boy presented with a chief complaint of a consistent cough and wheezing with an onset
of a month prior to the visit. A cough was productive and persistent but no vomiting, cyanosis or problems with feeding
were reported. consistent cough and wheezing with an onset of a month prior to the visit. A cough was productive and
persistent but no vomiting, cyanosis or problems with feeding were reported. In surgery the fistula was completely
extracted and both the esophagus and the trachea were repaired and the incision site was sutured. There were no
significant post-op complications, and a barium meal performed one week post-operation showed no connection
between the esophagus and the trachea. Tracheoesophageal fistula is rare condition presenting with variety of

symptoms. As in this case the diagnosis is often delayed for months or even until adulthood.
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Introduction

An H-type tracheoesophageal fistula (TEF) is
an oblique connection between the posterior wall
of the trachea and the anterior wall of the esophagus,
without a presentation of atresia. This rare condition
represents 4-5% of all congenital esophageal
anomalies [1, 2]. The etiology of this condition is
not fully known but an incomplete separation of
the trachea and esophagus in the early stages of
embryogenic  development is thought to be
responsible for this anomaly. In contrast to other
forms of tracheoesophageal fistula, the H-type is
not diagnosed in early infancy; even though the
anomaly is in place since before birth, diagnosis is
usually delayed [3, 4]..
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Case presentation

The patient is a 7-month-old boy, presented
with a chief complaint of a consistent cough and
wheezing with an onset of a month prior to the
visit. A cough was productive and persistent but
no vomiting, cyanosis or problems with feeding
were reported. On auscultation, an
inspiration/expiration generalized wheeze was
detected. He was first admitted to our medical
center for an allergy and hyper-responsive airway
work-up.

After an allergy works up, a rigid bronchoscopy
was performed with a suspicion of a partial
obstruction caused by a foreign object, which
resulted in a diagnosis of tracheobronchitis. The
exudates were removed by suction, but no foreign
object was detected. The patient then underwent a
gastrointestinal and reflux investigation which did
not point to a pathology. The chest x-ray was also
reported normal.

A spiral CT-Scan with contrast was performed
that showed a cervical tracheal stenosis and a tract
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between the esophagus and the trachea, which
suggested a TEF. To confirm the diagnosis, an
esophagography was performed which demonstrated
an oblique fistula at the level of the second or third
thoracic intervertebral space

Surgical technique

The patient went under general anesthesia and
endotracheal intubation. The patient's head was
positioned in hyperextension and a vertical incision
in the medial border of the right sternocleidomastoid
muscle was made. Then, the muscular layer,
platysma muscle, and the inferior thyroid artery
were moved aside and a good view of the cervical
esophagus and the fistula was obtained. Then the
fistula was completely extracted and both the
esophagus and the trachea were repaired and the
incision site was sutured

There were no significant post-operation
complications, and a barium meal performed one-
week post-op showed no connection between the
esophagus and the trachea

Discussion

A congenital tracheoesophageal fistula, without
a present atresia known as an h-type TEF, is, in fact,
an oblique connection between the esophagus and
the trachea; which is an N-like opening from the
cephalad part of the posterior wall of the trachea
to the caudal part of the anterior wall of the
esophagus.

With an incidence of one in every 5000-8000
live births, this anomaly represents 4% of all
esophageal anomalies [5].

The classic triad of sudden paroxysmal severe
a cough, choking (caused by food entering the
trachea) and abdominal distention (caused by air
entering the stomach through the esophagus and
recurrent aspiration pneumonia), is used for
diagnosis of a fistula; although several signs and
symptoms are needed to build a suspicion of an H-
type fistula but in our case respiratory symptoms
were prominent and a chest x-ray was performed
with consideration of the possibility of a foreign
body obstruction, although no abnormalities were
seen. In further investigations, using a rigid
bronchoscopy, tracheobronchitis was confirmed
and without any sign of a foreign body, the
exudates were suctioned. Our patient management
was in accordance with recommendations given
by Crabbe et al. [6].

Many different radiologic and endoscopic
modalities are used to confirm the diagnosis of an H-
type fistula, although success is majorly depended

on the imaging technique and aiming angles,
which makes making a diagnosis difficult and in
many cases such as ours, a diagnosis is not made
until later in life, when prominent symptoms are
presented [1, 7].

In the presented case a gastrointestinal workup
was done and in a spiral CT-Scan with contrast, a
stenosis in the cervical trachea and a tract between
the esophagus and the trachea were seen; which
suggests a TEF as the underlying pathology. To
confirm our diagnosis and esophagography was
performed which showed an oblique fistula at the
level of the second or fourth cervical
intervertebral space.

Closure of the fistula is the treatment goal for
which the best approach is surgical. In multiple
studies, it has been shown that a cervical surgical
approach is preferable than a thoracic approach
[1]. In the presented case the surgical procedure
was performed using a thoracic right side
posterolateral approach; similar to a case reported
by Karnak et al. [8]. In the procedure, the attempt
was not to tear the pleura. A retro-pleural dissection
was performed and the procedure was done in the
posterior mediastinum. The fistula was closed and
extracted.

Conclusion

Tracheoesophageal fistula is rare condition
presenting  with  variety of  symptoms.
Unfortunately, the diagnosis is often delayed for
months or even until adulthood. The diagnosis
maybe difficult due to the small size and the
intermittency of esophageal content into trachea.
Early diagnosis of this condition can decrease
associated morbidities and result in better
prognosis so this condition must be kept in mind
for newborns who are experiencing recurrent
pulmonary infections.
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