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Summary

A case ofa 35 year old man with an acguired benign trachecesophageal sbula (TEF) is reported. He bad animpacied den
ture in the mid cescphagus for 15 years with intermittent odymophagla and dyvsphagia. Dysphagia became mose persistent
and associated with cough after taking solid and Lquid food. Gastrograffm swallow studies showed a tracheoesophageal
fistula. He had a right thoracolomy and remowval of the donture. Thare was o detact and siriciurs of the oesophagus and o
darfect in thie trachea at the site of impaction. The treches was repairad. Frimary repair of the sesophagus was not possible
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was effected six weeks after the cesophapectomy.

Key words 1 Trecheoesophageal fistula- oesohapgus -irachea -foreign body-feeding gastros lomy- oesophageciomy -cervical

I.H.".‘rl.!f'l]'l.dt:_l.:ﬂtl.ll11:|l'

Introduction

Fistulas between the airvay and the cesophagus
can be congenital o asquired, Cangenital TEF is
a fairly carnman disorder that bae to be considerad
im a meonate who develops feading difficultias
ard respiratory distress in the first few davs of
life. Currently acquired benign TEFs are mainly
latFragenic assurming after trachaal intubabion, surgkeal
traurmna and blunt injuries™ . It is also kmown to
occur im approimataly 0.5% of patients undargoing
tracheostomy*®. Burrington and Raffensperger
reported several acute TEFS resudling from causiic
ingestian in children®. Sanilago et al also reparted
a case of TEF in & 15 year ald gid after she bad
attermnpted swicide by ingesting a cauwstic substance”
Traumatic TEFs ocour secondary to either blunt
fravma or open avuksion injury ko the neck ard thorax,
In blunt trawmatic ingees, the TEF is intratharacic
and is usually located at the canna lewvel® TEF
may be delibarately constructed with surgery to aid
talking in a patient who had aryngectomy®, Infective
causes of TEF have also been reporied and these
include tubsrculesis, syphills, and histoplasmosis
infecting lymph nodes®. Tracheoesophageal fistula

The results of physical exarnination and routine
haematolagical investigations were unremarkable
Sputurn culture and sensitivity isolated alpha hemalytic
streptococe sensitive to enthromycin and flucloxzacillin.
Chest X-ray did not show any lasian in tha lungs.
Gasirografin swallow showed cesophageal structure
arnd prestenatic dilatation with Tigtulows conmection at
T3, and contrast medium showing the extravasating into
both main-sterm bromchi (Fig.| amd 2).

Yig. 1. Gastrograffin Fig. 2. Castrograffin swal

swallow showing the loww showing contrast out
limimg the trachea, both
bromehi, prestenotic dila-
taticm of the omsophagus
and the LH."E'I:I.!"F'I‘IH“'.I!'h amd
the trachea.

Fibreoplic cesophagoscopy showed a tight sinciure at
24 ern. The scope could not go through it.

The patient had surgery after one week of antibiotic
tharapy. Ha had a right thoracotomy and exploration
of the impacted denture, & mass of granulation tissue
was fourd clase to the level of the carina. The impacted
denture (Fig 3.) was removed from this mass, leaving
a stricture and a large defect in the ocesophagus and
a smaller defact in the trachea closs to the carina.
The defect in the trachea was closed primarily with
a nonabsorbable suture. The siructured aesaphagus
could not be repaired, Oesaphagectamy, cervical
oesophagostomy and feeding gestrostomy weare camed
out. Post oparative recovery was uneventful. After eight
weeks, restoration of the gastrointestinal continuity was
achisved by refrostemal colan bypass He s currenly
living & narmallite and will b2 returning 1o complets his
course in the university.
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The camman initial signs of TEF are a sudden cough
associated with ingeston of fluide and solids (Ono's sign)™.
The patiant may also presant with spwtum miced with food,
recurrent pudmonary infections, weight loss and profound
waakness”, Same reporied cases alen describad perssient
histary of cough, nosy breathing, strider and a recent
histary cfvomiting after feeds |l. The cese reported bad &
long history of inkarmittent dysphagia, cough productive of
offensve sputum associated with liquid and sclid ingestion,
dysphagia, edynophagia and weight lo2s, The weight loss
was due 1o the dysphagla which became progressive
a year before presentation. Patients intubated in the
intensive cara unit on intermittent positve ventilaton for
pralonged periodswho develop TEF may present differenthy

Filrpatrick &t al described detecton af an air leak thraugh
e nasogasire ube via an underwater seal in e expiralory
phase™. Marked gaseous abdarninal distension have been
dascribed™. Rampaul at al dascribad a dinical sign in thase
patients with TEF called the sbreathing bage sign'®

In patients disgnosed with TEF, & chest X-ray can be uzsiul
in revealing aspiration preurmonia® The chest X-ray of
the case presentad did not show any rediological sign of
infection. If aspiraton pnaumaonia is diagnosed, it has to
be treated before any major surgery is carried ouf, TEF is
usually demanstrated by radiclogic contrast study ar by
direct endescopls visuallzation® ™", The irmaging method
of choice for the evaluaton of a TEF s an oral contrast
study”. Meglumine diafrizoate (Gastrograffm) is used in
upper gasirointestinal examinations when perforation is
suspected. The positive sign for TEF s the passage of the
canirast media fram the cesophagus to the frachsaa with ar
without delineation of the fistulous tract”. The case presented
had gastrograffm swallow with the passsge of the contrast
info the frachea and oullining both mainstem branchi

Barium sulphate can alss be used in similar studies”. Direct
visualization by flexible sesaphagoscapy and bronchoscopy
is useful depending on the expertise and the expenence
of the individwal. Bronchoscopy halps to locate the exact
site of the fistula®™'® The flekible cesophagoscopy carried
outt in e case presented could not go beyond the tight
stricture at Adorm. 11 was nol wseld in the diagnoses of the
TEF in our case. For unatable patients in the intenaive care
unit, thesa mathods of disgnosas may be cumbersoma.
Irestillation of methylens blue through the nasocgastric tube
and its appearances in the endotracheal fube is one way of
dermansirating TEF at the bed side™™, Kelvin et al usad the
analysis of gases from the stomach of patients receiving
positive pressure vantilaton to diagnose TEFY. Anabysis of
gases from the stomach, ventilabor and room air suggested
fhat the gastric gases came from the ventilator of the patient
with TEF. Compuierized Tomography scan Fas proven 1o be
valuable im the evaluation of the trachea and oesophagus
when a TEF is suspected”. Thin saction helical CT images
are used to evaluate the racheal and oesophageal walls. If
fhere is an ancmalous communication batwesn these teo
struciures, the wall defect can be identiied
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froem retained faraign body is very rare. Most patiants with
a chronically retained foreign Body are nomarzal'™

We report a case of an accidentally swallowed denturs
which was refained for 15 years with the development of
tracheoesophageal fisbda, the management and review af
the relevant literature.

Case report

A 34 year old university student was referrad o the
Cardiothoracic Centre with & year bistory of and & two
yaar bistory of dyspbagia. The cough was productive of
offersive sputurn and became worse two mantcs prior ko
admission. Coughing was padicdarly linked with ingestion
af liguid food. He swallowed bis denture 15 years ago and
gfter a couwple of unsuccessful attempts to rem owe it by
endoecopy, be was told to watch bis stogl for the dentura.
Twa years before presentation be noticed progressive
dyspbagia and cdynopbagia. At the Bime of presentation
b could anly swallow liquid food, He admitted to (oosing
significant weiglt aver the sk montbs prior to presantation.
Ha was compelled to dafer bis cowrse in the wniversity due
te bis madical condition
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Fig -3 lmpacted denture swallowed fior 15 yoars,

Trachacasophageal fistula from a retsined foreign body in
an adultis rare, The case presented is unusual and unique,
in that the pafient was sane and yei kepl the svallowed
denture far 15 years. The history is pathebic since he was
niot even tald how leng he had to watch out for the denture
in his stool. After several years of watchful waiting he
developed a trachecesophageal fistula, The cesophagus
was destroyed and had to be reconstructed with colon
Agauired TEF has alen baen reparted with ‘Button batbery’
ingestion when direct impaction in the oesophagus sllows
direct cormosion, pressure necrosis, perforation and fistuls
formation |1, TEFs caused by endotracheal tube imtubation
depend an ssveral factors including prolonged infubation,
an irritating or abrasive tube and pressure sxerted by the
cuff. Pressures exceading 30 mmHg can significanthy reducs
muccsal capillary crculation and rasult in racheal stencsis®.
Keeping endotracheal cuff pressures less than 25 mmHg is
important in the prevention of TEF,

Fareign badies in the sssaphagus can be dassified ints four
categones’. The firstis the purpaseful ingestion of a foreign
body either im 8 child or peychiatric patient. The second is
accidental ingestion of a forsign body usually in food. The
third is the impaction of a foreign body in fhe presence of an
abatructve patholagy in the sesaphagus, And the faurth, Bhe
so-called steak bouse syndreme, inwhich a belus, usually
msat, is obstructed at the distal end of the casophagus.
Tha most common locatons of foraign body ledgemant are
al three areas of normal physiclogio cescphageal narmowing
The uppermast narmowing (s located at the

entrance inta the cesophagus and is caused by the crico-
pharymgaal muscle. | is the narrowest point. The middle
narrowing is the result of an indentaton of the antenor
and left lateral oesophageal wall caused by the cressing
af the left main stem bronchus and aortie arch, The
lowermost narmowing of the ocesophagus i at the hisbus
of the diaphragm and = causad by the gastroesophagesl
sphinctar machanism.
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Far TEF, the difficulty in the maragement resufts fram the
need o manage both the conssquences of the oesophagesl
communication and thosa of tha iliness responsible for
e fishda® For patients on mechanical ventilation wha
developed TEF, a corservalive approach & usad uril patient
Eweaned fram the venlilator. The cuffed endotracheal fube
i placed distal to the fistula site in order to prevent reflux
of gastnic contants into the lungs. A frachaostomy tuba is
placed distally o the TEF if possible. The head of the bed
ie elevaled and oral secretions fregquently sucboned. A
gasirostomy ube |s placed 1o mirimize gasiroesaphsgeal
refiux, and feeding @ umostomy wbe is placed to minimize
the gastroesophageal refiue, and for nutrtional purposes.
If the patierd is critically ill and defmitive surgery cannol
be undertaken, cesaphagealligation, creation of a high
salivary fistula and fesding gastrostomy is camed aut!
in a case report by Angel Luis et al, a conservative
approach with temporary sireay stanting was succassful
in stabilizing a pakient with a large postinhazation tracheal
necrosis and weaning ber Tram the venblator, The fistuls
healed spantansausly and the stent was removed withoul
complication®,

Thera are vanows surgical opbions availaibla in tha initial
managemant of TEF are almost always supportive and
follevwed by definitive surgical comaction™. Primary closure
al the oesophageal and fracheal defect with of without
interpoaition of muscle flags has been reported? 17100
Interposition of radial fascial frae flaps has been wsed to
treat recurrent TEFS". Resaction of the trachea and rea-
anatarmosis with cesophageal ressction and rearastomoss
or cesophageal diversion iz another aplien’, The use
of cervical and thoracic segments of the oesophagus
as @ patch to closa the posterior tracheal wall has bean
described™. There have been reported cases of the use
of skin grafts, pericardial patching and cesophageal
patching af the trachea™ The case presented had an inital
primary repair of the fraches, cesopheagectormy, carvical
oesophagostomy and feading gastrostomy. The mass of
granulation tissue at the site of impaction, the exbent of the
oesophageal sticture, and the defect created after removal
al the denture made it impossible for prirmary repair of the
pesophagus. Restoration of the gastrointestingl continuity
using ratrostamal colon bypass was accompli shed two
manths afler the first operation,

Shents have been used in combination with antituberculous
treatment in patients wha develop TEF fallewing pulmanary
tuberculosis®,

Tha major postoparative complications are trachesl stanosis
and recurrent fishula. Trachsal stencsis ocours in patients
wie have extersive injury to the posterior tracheal wall
Surgical repair affracheal slenosis may be performed ata
later date. Recurrant fistulzs may develog in patients who
require postoparative intubation®.
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