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Clinical analysis of reoperation for esophageal atresia with recurrent tracheoesophageal fistulas. ZHU
Hai-tao ,SHEN Chun, XIAO Xian-min, et al. Children’ s Hospital of Fudan University , Shanghai 201102, China
[ Abstract] Objetive To summarize the reoperative experience for esophageal atresia (EA) with recur-
rent tracheoesophageal fistulas (RTEF). Methods A retropective analysis was given to the 10 RTEF patients
underwent reoperation in our center from Jan. 2005 and Dec. 2013. Male to female ratio was 4 ;1. The median
age and average weight at reoperation were 19 months and 8. 3 kilograms respectively. All cases were Gross
type Il[. 9 cases underwent the primary repair of EA. Results During the primary repair, TEF were not cut in
4/10 cases. Esophageal orifices of the fistula in 9 of 10 cases were located around the anastomotic site or the
proximal esophagus. 8 cases had anastomotic stricture and 1 case had anastomotic leakage after the primary re-
pair. All cases had pre-operative esophagogram, esophagoscopy and bronchoscopy. RTEF were confirmed in 5/
10 cases and suspected in 4/10 cases according to esophagogram results. All cases were diagnosed of RTEF by
esophagoscopy and bronchoscopy. All RTEF cases underwent reoperation. The average reoperative time was
3.2 hours, and the average post-operative stay in hospital was 15.8 days. We also followed up several esopha-
gogram for all the cases from 4 to 96 months after reoperation. No recurrent fistula was showed.
Conclusion TEF recurrence is caused by many factors including failure to cut the fistula in primary repair,
anastomotic leakage, anastomotic stenosis as well as anastomotic inflammation. TEF recurrence is the significant
indication of reoperation after EA primary repair. Preoperative esophagoscopy and bronchoscopy are very impor-
tant to make the diagnosis of TEF recurrence. The reoperation is safe and improves patient’ s quality of life.
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Fig. 1

tion of the trachea; C. Esophagoscopy and bronchoscopy Recurrent tracheoesophageal fistulas (arrow) ;

Diagnosis of recurrent tracheoesophageal fistulas. A. Esophagogram; B. Chest CT Scan and three-dimensional reconstruc-

Fig. 2 Reoperation for

recurrent tracheoesophageal fistulas. A. Opening proximal esophagus ( anterior layer) of the primary anastomosis. B. Validation of
the recurrent fistula. C. Redoing the anastomosis ( posterior layer) ; D. Redoing the anastomosis ( anterior layer) ; Recurrent tra-

cheoesophageal fistulas (arrow)
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