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Abstract:

Congenital oesophageal stenosis is a rare entity with a frequently delayed diagnosis.
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Patients are often treated according to diagnosis of GERD until intolerance to semisolid
diet appears and CES is suspected. It usually presents in infancy and childhood. We are
reporting a case of congenital Oesophageal stenosis in fifteen days old male child. It is very
rare to diagnose congenital oesophageal stenosis at this age.

Introduction :

Congenital esophageal stenosis (CES) is a rare
anomaly of the esophagus with clinical significane
and incidence is 1:25000 to 50000 live births. The
defects results from incomplete separation of
primitive foregut at 25th day of fetal life.! Diagnosis
is usually delayed who presents in infancy and
childhood. Frequent vomiting or regurgitation are
key symptoms to suspect an abnormality of the

esophagus. Some signs that should guide the
clinician to an early diagnosis are difficulty in food
ingestion and dysphagia, especially when the diet
changes from breast feeding or commercialized
milk to solid foods, along with repeated signs of
choking during food ingestion.2 But this patient
presented with excessive secretion and feeding
difficulty. We are reporting such a rare case. In our
knowledge this is an earliest presentation of CES.

GUk

Asst. Registrar, Department of Paediatrics, Sir Salimullah Medical College, Mitford Hospital, Dhaka.

Indoor Medical Officer, Department of Paediatrics, Sir Salimullah Medical College, Mitford Hospital, Dhaka.
Registrar, Department of Neonatology, Sir Salimullah Medical College, Mitford Hospital, Dhaka.

Asst. Registrar, Department of Neonatology, Sir Salimullah Medical College, Mitford Hospital, Dhaka.
Professor, Department of Neonatology, Sir Salimullah Medical College, Mitford Hospital, Dhaka.

6. Professor, Department of Neonatology, Sir Salimullah Medical College, Mitford Hospital, Dhaka.
Correspondence : Dr Shabnam Shahidullah, Asst Registrar, Department of Paediatrics, Sir Salimullah Medical College,

Mitford Hospital, Dhaka. sshabnam127@gmail.com



Congenital Oesophageal Stenosis Diagnosed at 15 Days of Age

Shabnam Shahidullah et al 97

Case Report:

A 3 days old male preterm (35 weeks of gestation)
baby delivered by LUCS due to placenta previa
presented at 72 hours of age to NICU of Mitford
Hospital with excessive secretion from mouth and
unable to feed since birth. Baby cried immediately
after birth. Physical Examination revealed weight
2400 gram, vitals are within normal limit except
tachypnoea (respiratory rate -66 breaths/min). Air
entry was poor on both lung field. Reflex activity
was good and there was no apparent congenital
anomaly. Our initial diagnosis was Preterm
(35weeks) low birth weight (2400gm) early onset
neonatal sepsis (EONS) with suspected Trache-
oesophageal Fistula (TEF).

Fig.-1: A 3days old new born having oesophageal
atresia

As a part of physical examination nasogastric (NG)
tube was introduced. During procedure physician
found some difficulties NG tube was passed in some
extent. Baby was initially managed with nothing
per oral, broad spectrum antibiotics, high flow
oxygen supplementation, and other supportive
therapy.

At that time some investigations were done and
found and septic screening negative and serum
Electrolytes were within normal limit. X-ray chest
with NG tube in situ reveals no coiling of NG tube.

After three days, secretion from mouth and oxygen
demand were reduced than before. But two days

later patient again developed excessive secretion
per mouth and respiratory distress in the form of
tachypnoea .Treatment was given accordingly with
fourth generation antibiotics and other supportive
therapy. At that time diagnostic dilemma had been
arisen. Then Upper GIT contrast X-ray was done
that revealed — contrast medium has outlined the
upper part of the oesophagus up to the level of D-
4 with rounded lower part and proximal dilatation
and diagnosed as oesophageal stenosis. The baby
was then referred to Paediatric surgery
Department for surgical purpose. But during
routine check-up, he became covid positive and
was treated accordingly.

Fig.-2 : Upper GIT contrast x-ray showing proximal
dilatation of the oesophagus

Case Discussion:

Oesophageal atresia is the most common
oesophageal malformation in newborn. These
patients can be diagnosed in a prenatal period, at
delivery or in a postnatal period by the responsible
physicians.? It was first described by Thomas
Gibson in 1697. In case of oesophageal atresia
(OA), oesophageal lumen is found to be
interrupted, resulting in upper and lower
segment®. Most of the patients (92%) usually have
a trachea oesophageal fistula (TEF) and only 4%
of patients with (TEF) do not have any OA.? This
occurs only in 1/2500 to 1/4500 live births.%7
There is an alteration in the migration of lateral
folds or growth arrests at the time of evagination.
In most cases, TEF occurs due to incomplete
separation of posterior oesophagus and trachea
which occurs between third to sixth weeks of
gestation.®
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Anatomically, there are five subtypes of (Gross and
Vogt) classification of OA on the basis of their
relative frequencies. Type A: OA with distal TEF
(86%). Type B: isolated OA (8%). Type C : isolated
TEF (4%), Type D : OA with proximal TEF (1%) ,
Type E: OA with double TEF (1%)?. Our case was
a rare type of oesophageal stenosis.

The antenatal diagnosis of OA/TEF can be done
by USG scan which reveals polyhydramnios and
proximal dilated blind ending oesophageal
pouch.1%11 The mother of our patient also had
history of polyhydramnios. In the postnatal period,
TEF can be suspected if there is excessive secretion
per mouth, repeated episodes of coughing and
checking, transient cyanosis shortly after birth.
Inability to pass a rigid nasogastric tube can
confirm the suspicion.* Our patient also had
excessive secretion per mouth sincelst day of life
though we did not always face the difficulties during
nasogastric tube insertion.

Mastroiacovo et al showed that, out of 92 malfor-
mation, 39 malformation including TEF/OA were
more common in twins than singletons and in
males.!2 In our case, the child was a male,
singleton without any other dysmorphysms.

The association of other anomalies with TEF/OA
is reported about 30-60%.13 Most common
anomalies are cardiovascular (11-49%) followed by
genitourinary (24%), gastrointestinal (24%) and
muskuloskeleal (13%).1* Our patient had
associated gastrointestinal malformation.

Some diagnostic modalities includes upper pouch
oesophagogram (UPEG), tracheobronchoscopy and
contrast oesophagogram with fluoroscopic control.
However, oesophagogram with contrast barium
studies offers the best visualization of TEF/OA.1?
We also performed an water soluble X-ray of upper
GIT at the age of day twelve which revealed
oesophageal stenosis.

Our patient was placed on oxygen, intravenous
hydration, antibiotic therapy. Surgical
management includes Neonatal Intensive Care
Unit and appropriate anaesthesia. Prompt surgical
intervention, ventilator support, prevention of
septicemia should be ensured!16, Unfortunately
our patient was covid positive at 17th day of age
and treated accordingly. So, the surgery was
postponed. Surgery consists of ligation and division

of the fistula with the repair of tracheal and
oesophageal walls. Cervicotomy is preferred for
proximal fistula and thoracotomy is preferred for
distal fistula.!” Brooke’s et al reported that, Rt
cervicotomy was done in 7 cases and Lit cervicotomy
in 5 cases by Sundar et al’®19. On the other hand,
Bhatnagar et al reported that, endoscopic
treatment is more easier than open surgical
procedures.2? A fistula that has not closed after
two endoscopic attempts should be approached
externally.2!

Conclusion:

Our case highlights that comprehensive clinical
examination and meticulous follow up in newborn
is essential in NICU set up. Besides these,
ventilator support and other management
modalities are mandatory in a tertiary hospital.
All these efforts can prevent the high morbidity
and mortality of newborns having TEF/OA. Besides
these, risk of recurrence (1%) should be counselled
about future pregnancy.
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