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CASE REPORTS

extrusion of egg-like structures was misleading and was
responsible for the delay in diagnosis. Although some
worms infecting lungs during their life cycle can present
with regurgitation of eggs, the helminthic eggs are too
small to be seen with naked eye [5]. However, larval stages
of housefly can be seen in cases of oral myiasis. But they
are photophobic and often tend to hide deep into tissues for
a suitable niche to develop into pupa [6].

Tonsilloliths frequently consist of carbonates and
phosphates of calcium and magnesium [1]. The exact
pathogenesis is not known, but is believed to be associated
with chronic or recurrent oral infections [3,4]. Fibrosis
near the openings of the tonsillar crypts due to repeated
inflammation may result in accumulation of bacterial and
epithelial debris and formation of retention cysts which
can subsequently calcify [2]. Unlike most reported cases,

FIG.1 Tonsil Stone.

there were no features suggestive of tonsillitis in our case.
This condition may be diagnosed by simple inspection of
both tonsillar crypts and can be confirmed by a panoramic
radiograph or computed tomography without contrast [1,
2]. Most tonsilloliths are small and asymptomatic and
require no treatment [2]. Small, symptomatic tonsilloliths
can be removed manually under local anesthesia, while
large, symptomatic tonsilloliths associated with pain,
swelling and dysphagia should be removed surgically [1].
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Corrosive Tracheo-esophageal Fistula Following Button Battery Ingestion
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We describe a case of corrosive tracheo-esophageal fistula following button
battery ingestion in a 1-year old nonverbal pediatric patient. The delay in diagnosis
was caused by failure to obtain correct history and failure to detect opacity of the
battery in the neck at the first visit.  The large fistula was successfully treated with
division and repair with non absorbable sutures, with interposition of strap muscles
between separated trachea and esophagus.
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T
racheo-esophageal fistula following a foreign
body impaction in the esophagus is a rare and
serious complication. We report consequences
of an unrecognized button battery impaction in

the esophagus, which resulted in tracheo-esophageal
fistula formation and was not diagnosed for more than 18
days due to masquerading of button battery shadow by
haziness of associated pneumonia.
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One year old child was taken to a private practitioner by the
parents for sudden onset of hoarseness of voice. He was
treated as a case of acute laryngitis. When symptoms of
high grade fever, cough, change in voice and drooling
persisted for 10 days, baby was brought to the emergency
room of a peripheral hospital. The chest radiograph
revealed hazy opacities all over both lung fields with
unclear cervical region. A diagnosis of acute
laryngotracheobronchitis was made and patient treated
accordingly. However, patient was not maintaining
saturation and developed cyanosis. He was placed on
ventilatory support along with broad spectrum antibiotics
and other supportive measures. Patient showed signs of
improvement after 48 hours and was extubated after 72
hours. Even after extubation patient did not show expected
improvement.  He had persistent excessive drooling of
saliva with increased cough on swallowing and had
episodes of desaturation. On 18th day of illness a fresh chest
skiagram showed a hitherto unnoticed round opacity in the
neck region (Fig. 1). A possibility of foreign body impacted
in the esophagus was considered.  Review of old skiagram
of chest, the same opacity was now be discerned.  The
foreign body was extracted with the help of a rigid
esophagoscope. It was a button battery of 1.5 cm diameter
from a toy electronic harmonium. The symptoms
persistently increased even after removal of button battery.
Patient was transferred to our centre with a provisional
diagnosis of esophageal stricture. Contrast study revealed
spill of dye in the lung fields. A diagnosis of acquired
tracheo-esophageal fistula secondary to button battery
impaction was made. A upper gastrointestinal endoscopy
revealed a large wide fistula at the level of thoracic one
vertebrae. The endotracheal tube was clearly visible from
the esophageal side. In view of wide fistula in a

symptomatic child, decision of primary closure of the
fistula was taken. The fistula was divided and repaired with
non absorbable sutures with interposition of strap muscles
between separated trachea and esophagus. He was kept on
elective ventilation for 48 hours. Post operative period was
uneventful.

DISCUSSION

In our patient, a wide tracheo-esophageal fistula developed
due to the presence of impacted foreign body for 20 days. In
this child, button battery must have lodged or impacted for
tissue damage to occur. The esophagus is especially
susceptible to foreign body retention due to its several
anatomic areas of narrowing and weak peristalsis [1,2]. 
The tissue damage that result from contact with charged
battery is a chemical burn caused by production of sodium
hydroxide (cathode) and hydrochloric acid (anode)
generated from electric current passing through
physiologic electrolyte solution [3]. Failure to recognize or
appropriately manage a foreign body in the oesophagus
may lead to complications and occasional mortality.
Management approaches include endoscopic or open
surgical repair. Unfortunately, these procedures can be
complicated by high rates of recurrent laryngeal nerve
injury, tracheal stenosis, recurrent fistula and significant
patient mortality. These fistulae can be managed
conservatively by use of esophageal rest to permit closure
by secondary intention [4].  However, we did a primary
repair of tracheo-esophageal fistula with interposition of
strap muscles of neck as we found on upper gastrointestinal
endoscopy that the margins of fistula were healthy and the
fistula was very wide, which was unlikely to close
spontaneously.
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FIG. 1 Skiagram chest showing appreciable button battery
shadow in the neck region on 18th post-ingestion day.


