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Congenital broncho-esophageal fistulas in adult patients
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To the Editor,

Fistulas connecting the esophagus to the respiratory
tract can be identified in the neonatal period. However,
they are frequently not observed until well into adult
life (1). To treat these fistulas, surgical repair is indicated
as soon as the fistula is identified.

A 54-year-old man consulted our clinic for recurring he-
moptysis. Computed tomography (CT) showed a mass
effect in the right lower lobe (Figure 1a). Fluorodeoxy-
glucose uptake was 5.6 on positron emission tomog-
raphy (PET/CT). Esophagoscopy showed a possible fis-
tula at the 31-cm mark, leading to a decision to perform
a thoracotomy (Figure 1b). The right thoracotomy app-
roach showed the presence of a fistula tract that was 4
cm long between the middle third of the esophagus
and the intermediary bronchus (Figure 1c). The fistula
tract was excised and its two ends closed by primary
repair (Figure 1d).

A 55-year-old woman had been experiencing dyspnea,
expectoration, and fever for approximately two years.
CT showed a hypodense lesion in the right pulmonary
lower lobe. Bronchoscopy showed a fistula opening
that was 0.5 cm in diameter and 2 cm distal to the main
carina. Esophagoscopy showed a fistula tract ending in
a wide diverticular opening at the 29-cm mark. A 5-cm
long fistula was identified between the middle third of
the esophagus and the upper lobar bronchus via right
thoracotomy. The fistula tract was stapled at both ends
and excised. Both patients were discharged in the ab-
sence of any complications.

Congenital broncho-esophageal fistulas are very rarely
encountered in adults (2); the largest reported series inclu-
ded 100 pediatric and adult cases (3). Diagnoses are most
frequently made in the third decade of life, with no diffe-
rence in frequency between the sexes (4). Coughing follo-

wing oral fluid intake (Ono’s sign), which is the most cha-
racteristic sign, is seen in approximately 65% of cases (5).

The most frequently used and most sensitive diagnos-
tic method is barium contrast esophagus radiography.
However, narrow fistulas can be missed during the first
examination, and radiography may have to be repeated
after repositioning the patient. Despite the relatively
low sensitivity of both esophagoscopy and bronchos-
copy, the fistula opening was clearly seen during esop-
hagoscopy in our patients. Postoperative complications
and recurrence are reportedly rare(3), and the two pre-
sent patients showed no postoperative complications
over a six-month follow-up.

The most effective treatment is surgery, which should
be performed as soon as the diagnosis is established. A
simple ligation may end years of chronic infection.

Figure 1. a-d. Image of a right lower lobe mass (indicated by the
red arrow) on lung computed tomography (CT), accompanied by
infiltration with irregular contours (a). Image suspect for a fistula at
the 31-cm mark during esophagoscopy (b). Fistula tract connect-
ing the esophagus to the intermediary bronchus as seen during
surgery (c). Appearance of the fistula tract following repair (d).
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