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1. Introduction 
Although acquired Tracheoesophageal Fistula (TEF) is a rare 
condition, it is known that mechanical ventilator sources can 
occur in intubated or tracheostomy patients in intensive care 
units. In addition to the 50% cause of acquired TEF, 
malignancy is the most common cause of cuff-related tracheal 
tube damage (1,2). In addition, iatrogenic injuries, 
esophageal/tracheal surgery history, foreign body or caustic 
substance exposure, and permanent tracheoesophageal stents 
are among other causes (2). Clinical symptoms in acquired 
TEF are usually manifested by respiratory symptoms. Typical 
symptoms include cough, recurrent lung infections, increased 
tracheal secretion, cuff leakage, aspiration of gastric contents 
through the tracheal tube, the air in the nasogastric tube, or 
abdominal distention (3,4). It is difficult to diagnose TEF due 
to benign causes since it does not have specific symptoms and 
is rare. Therefore, it may be present for a long time without 
being diagnosed, resulting in significant morbidity and 
mortality (5-8). 

Early diagnosis is very important to protect the patient from 
potentially fatal pulmonary complications. The target 
treatment is to complete the repair without recurrence, but the 
treatment varies depending on the clinical condition of the 
patient, etiology, and the structure of the fistula [2]. In this case 
report, the migration of the sound device he used after TEF to 
the digestive system without any respiratory symptoms, which 
developed in our patient with a history of total laryngectomy 
operation, is described. 

2. Case Report 
A 50-year-old female patient, who underwent total 
laryngectomy for recurrent laryngeal carcinoma, was applied 

to the emergency service after realizing that there was no sound 
device after intensive use (Fig. 1). In the patient's anamnesis, it 
was learned that there were no respiratory system symptoms, 
and the active complaint was only epigastric fullness. The 
patient's vital signs were stable at admission. In physical 
examination; It was observed that there was no discharge from 
the tracheostomy and there was no stridor, ral, roncus and 
wheezing in both lungs. Other system examinations were 
normal. The patient was first evaluated by the otolaryngology 
department and no foreign body was found in the examination 
from the tracheostomy to the carina. Afterward, a chest X-ray 
and then thoracoabdominal computed tomography (CT) were 
taken to the patient due to the suspicion of aspiration of the 
sound device to the respiratory or gastrointestinal tract. 
According to the CT interpretation, bilateral airways were 
intact, tracheoesophageal fistula developed, there was no 
foreign body in this region, and a foreign body compatible with 
the sound device was detected in the third part of the duodenum 
(Fig. 2;4). Endoscopy was not considered due to the absence of 
any intestinal obstruction and the patient was followed up. 

 
Fig. 1. Voice prothesis 
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patient with a history of total laryngectomy operation, aspirated the audio device secondary to the use of excessive force and the connection of the 
device to the gastrointestinal system due to the existing tracheoesophageal shunt.  
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Fig. 2. Tracheoesophageal fistula 

 
Fig. 3. Foreign body in the 3rd continent of the duodenum (horizontal) 

 

Fig. 4. Duodenum 3rd continent foreign body (axial) 

In the follow-up, the patient did not have acute abdomen 
and ileus, oral intake was started gradually and a daily standing 
abdominal X-ray was taken (Fig.5). On the fifth day, a control 
abdominal computed tomography was performed on the 
patient who did not detect any foreign body in the standing 
direct abdominal X-ray. No foreign body was detected in the 
control tomography, and the patient was discharged after 
receiving the recommendations of the otolaryngology and 
thoracic surgery departments. 

 
Fig. 5. Direct abdominal radiography before discharge 

3. Discussion 
TEF; it is a rare complication of various diseases of the 
esophagus and trachea, and most TEFs in adults have locally 
advanced esophageal or bronchogenic malignancies. However, 
TEF that develops for benign reasons may remain undiagnosed 
for years because of its rarity and lack of specific symptoms 
(5). 

More than 75% of non-malignant acquired TEF is observed 
as a result of cuff-related trauma due to prolonged mechanical 
ventilation. It has been determined that erosion occurs between 
the trachea and the esophagus at a rate of 0.3-3% in 
mechanically ventilated patients. However, it is thought that 
tracheostomy does not reduce the risk of TEF due to 
mechanical ventilation (9-11). TEF caused by trauma to the 
posterior tracheal wall and esophagus is one of the late (> 7 
days) complications of tracheotomy and its incidence is less 
than 1%. Fistulas seen in the early postoperative period are a 
result of iatrogenic injury during application (3,4,12). TEF that 
develops in the late period develops secondary to movement or 
opening of the tube, sound device, or tracheostomy cannula 
due to tracheal necrosis caused by excessive neck flexion, rigid 
aspiration, or high cuff pressure (3). 

For TEF, post-feeding cough due to aspiration and 
persistent pulmonary infection are typical symptoms. At the 
same time, increased tracheal secretion, aspiration of gastric 
contents from the tracheal tube, rapidly developing abdominal 
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distension, or rhythmic filling of the nasogastric tube with a 
ventilator should be warning signs for TEF (13-15). Our patient 
was diagnosed with TEF after a total laryngectomy due to 
laryngeal cancer. Although primary tracheoesophageal fistula 
was opened in patients with advanced-stage laryngeal tumors 
who underwent total laryngectomy, TEF developed in this case 
due to acquired causes. The diagnosis of TEF can be made by 
high-resolution computed tomography, esophagography, or 
endoscopy/bronchoscopy. However, 
endoscopic/bronchoscopic methods give us the best 
information and help determine the surgical approach by 
providing information about the size and location of the fistula 
(16). Although non-surgical treatments such as an esophageal 
stent, tracheal endoprosthesis, bronchoscopic fibrin glue, and 
hyperbaric oxygen therapy are used in the treatment of TEF, 
the gold standard treatment method is surgical repair (2). The 
first step for each patient; Stabilizing the patient should be to 
separate the fistula from the airway to protect the lung from 
contamination. Gastrointestinal system complications (ileus, 
foreign body reaction, etc.) due to a migrated foreign body 
were not observed in our patient. No life-threatening 
complications were encountered during close follow-up, and 
TEF surgery was planned after the patient stabilized. 

Acquired TEF is important, especially in patients with 
tracheostomy, as it causes life-threatening complications. If a 
foreign body is detected in the gastrointestinal tract in a patient 
using a sound device after total laryngectomy, TEF should be 
considered first. 
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