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ABSTRACT

Benign tracheoesophageal fistula is a rare clinical entity and a rare complication of
prolonged intubation and tracheostomy, we report the case of 20-year-old woman with a
tracheoesophageal fistula secondary to mechanical ventilation. Ventilation difficulties
and the recurrent lung infections were the mean symptoms, Early diagnosis was

confirmed by bronchoscopy then the patient underwent a surgical repair of the fistula
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and interposition of a muscle flap. Acquired nonmalignant tracheoesophageal fistula is a
preventable disease but this complication can still occur. The surgical treatment remains

Intubation,
Treatment.

Introduction

Acquired eso-tracheal fistula (ETF) is a rare entity,
affecting all age groups. Two types of fistulas can be
distinguished: benign and malignant; benign acquired
esotracheal fistulas are secondary to trauma, infection,
rupture of the Zenker's diverticulum or prolonged intubation
[1]. the diagnosis is bronchoscopic. Surgery remains the best
treatment for benign acquired fistulas [2]. The ETF represents
a clinical, paraclinical and surgical challenge.We report the
observation of an acquired benign ETF secondary to a
prolonged tracheal intubation.

Case report

A 20-year-old patient with no medical history,
hospitalized in the intensive care unit for the management of
a serious head trauma secondary to a public road accident; the
injury assessment on admission showed a GLASCOW score
of 8, the body scan revealed areas of bilateral pulmonary
contusion; meningeal hemorrhage with axonal injuries. The
rest of the exams were normal.The patient was intubated;
ventilated and sedated, lately tracheotomized at D+7 with
improvement in the GCS to 11.

At D+41 of his admission and following ventilation
difficulties linked to the persistence of leaks, repeated
inhalation pneumopathy and aspiration of gastric fluid
through the tracheal tube, the diagnosis of eso-tracheal fistula
was evoked. A cervico-thoracic CT scan (Figure 1) was
performed, which revealed the esophageal-tracheal fistula.

The diagnosis was confirmed by bronchoscopy
(figure 2). The eso-tracheal fistula was located at the cervical
level with a longitudinal diameter of 1.2 cm and 15 cm from
the dental arch.

The most likely diagnosis was that of a benign acquired
esotracheal fistula secondary to prolonged intubation with
mechanical ventilation. Our patient underwent surgery with
intraoperative bronchial endoscopy.
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Figure 1.CT images showing t
esophageal-tracheal fistula.
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Figure 2. CT images showing the size and location of
the esophageal-tracheal fistula.
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The surgical procedure consisted of an esophageal fistula
repair first after an anterior U-shaped cervicotomy and then
repair of the tracheal fistula with an interposition of the
sterno-hyoid muscle to strengthen both structures.

A Nasogastric tube was inserted and a Bronchoscopic
control at D10 was satisfying.

However, despite a very wide-spectrum antibiotic
therapy. The patient died at D15 with severe sepsis of
abdominal and pulmonary origin.

Discussion

Acquired eso-tracheal Fistulae are relatively rare but
fatal, the risk factors retained in ventilated patients are: an
over-inflated balloon (over 30 mmH20) [3], a positive
endobronchial pressure regime during assisted ventilation,
and the prolonged duration of intubation or tracheotomy.

However, acquired benign ETFs are favored and self-
maintained by respiratory infections and the presence of a
nasogastric tube.

As well as certain factors related to the patient that can
make management difficult: elderly patients, female sex,
serious condition requiring prolonged intubation, infection by
multi-resistant germs, immunosuppression, diabetes, anaemia,
metabolic disorders and hypotension [4]; malnutrition and
finally the extent of the anatomical damage.

The incidence and extent of ETFs is correlated with the
intubation time, while the patient health status factors are the
major difficulties of the ETF management [5].

The treatment of ETF is essentially surgical, in 1973,
Thomas et al, in a serie of 46 cases [9] showed that non-
surgical treatment remains fatal, and spontaneous recovery is
exceptional.

Sometimes less invasive endoscopic treatment (fibrin
glue, small clips or argon plasma coagulation, dumon
prosthesis) is discussed on a case-by-case basis, and may be
feasible for small fistulas with good results [10,11], the
possibility of using a double prosthesis such as a Dynamic
stent and a covered expansive prosthesis in the esophagus or
2 covered expansive stents is also discussed.However, good
preparation of the patient to bring him/her to the procedure in
the best local and general conditions is recommended,
otherwise any attempt to reconstruct the local anatomy
remains hazardous [11].

Inhalation prevention is essential with a balloon inflated
below the fistula and sometimes a temporary exclusion of the
esophagus is possible in front of a giant fistula.

In general, the control of the pulmonary infection and a
hypercaloric diet by parenteral injection or by jejunostomy
associated with a discharge gastrostomy are imperative to
avoid gastroesophageal reflux [12].

The treatment strategy should define the optimal time for
surgical repair and the technique depends on the location and
size of the fistula, Grillo et al recommend a single-step
reconstruction in patients with spontaneous ventilation or
who have been weaned off the ventilator, the Grillo reference
technique consists of an anastomosis resection, especially in
cases of giant fistula associated with severe tracheal
dilapidation, with a collapsed side wall or in front of an
already constructed stenosis [11].

For small fistulas, direct closure via a cervical approach,
after the exposure and localization of the fistula, consists of a
section-splitting of the fistula, which remains a delicate time,
followed by suture of the esophagus (in two planes) and the
trachea directly and by closing the breach with a flap of the
sub-hyoid muscle.

Finally, an interposition of a sterno-hyoid or sterno-
thyroid muscle flap is desirable to separate the repairs of the
two sutures (tracheal and esophageal). For lower thoracic
fistulas, a right lateral thoracotomy is the best approach and
allows the interposition of the pleura or intercostal muscles
between the esophageal and tracheal sutures.

In the immediate post-operative period, it is necessary to
ensure that the deglutition process is hot compromised.

Enteral nutrition is continued and the nasogastric tube is
removed between the 1st and 7th day, according to the
authors, feeding is resumed willingly in mixed texture for the
first weeks, after an esophageal transit and a bronchoscopic
control.

Surgery failure is possible and is mostly related to the
patient's initial state and nutritional status, septic control, and
complications such as tracheal stenosis the mortality rate
remains between 3% and 10% [4,8,11,14] [4,8,11,14].
Conclusion

Acquired benign eso-tracheal fistulas are rare, requiring a

precise assessment of the lesions, their treatment essentially
surgical with conservative repair techniques, preferably in a
single procedure, their prognosis depends essentially on the
combination of local and general healing conditions.
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