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Tracheoesophageal Fistula Associated with Endotracheal Intubation

J. Hun Hah
Department of Otorhinolaryngology-Head and Neck Surgery, Seoul National University Hospital, Seoul, Korea

Acquired tracheoesophageal fistula (TEF) can occur rarely from various causes. Recently, cuff-related tracheal injury after en-
dotracheal intubation with the orotracheal tube and tracheostomy cannula is the most common etiology of nonmalignant TEF.
Since cuff-related TEF is usually preventable with proper selection of the cuffed tube and close monitoring of cuff pressure. Al-
though most patients present increased secretions, recurrent pneumonia, or coughing after swallowing, a high index of suspi-
cion is required in patients at risk for developing a TEF. Surgical correction for the defectis required. In most cases, primary clo-
sure of the esophageal defect and tracheal resection and end-to-end anastomosis give the best results.
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Fig. 1. Various fracheostomy cannulas with variable sized and shaped cuffs. A: Cuffs are inflated with 8 mL of air. B: Cuffs are inflated

with 15 mL of air. C: Cuff is inflated with 25 mL of air.
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Fig. 2. Chest CT scans in patient with
cuff-related TEF. A: Axial section at
the level of the cuff. Tracheal lumen
is widened around the cuff. Pneu-
monic consolidation is observed in
left upper lung field. B: Sagittal sec- &
tion at the TEF. A defect (amow) bet-
ween the esophagus and tfrachea
is seen at the level of cuff.

Fig. 3. Surgical procedures of primary closure of esophagus and tracheal resection and end-to-end anastomosis to repair a large TEF.
A Horizontal skin incision was made at the level of fracheostomy and the tracheal lesion including combined tfracheomalacia was
exposed. B: Tracheal lesion was incised and a large defect was exposed. C: Tracheal lesion was excised. During excision, part of the
posterior wall of frachea was preserved to facilitate the secure primary closure of the esophageal defect. D: Two layered esopha-
geal sutures were completed. E: After tracheal reconstruction with absorbable sutures, a small hole and lateral cartilage wings were
made to make a fracheostoma. F: Skin was closed and tracheal fenestration sutures were placed.
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