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A B ST R AC T 
 

 

Digestive tract malformations requiring surgical repair in association 

with esophageal atresia are rare occurrences. Because of this uncommon 

presentation of esophageal atresia, its evaluation and management are 

often difficult, requiring extensive workup and multiple surgical 

procedures. We present our experience with esophageal atresia 

associating gastrointestinal congenital anomalies in the last 10 years. 

Clinical and surgical perspectives were pointed willing to make relevant 

observations in matters of diagnosis and treatment strategy in these 

patients. Therefore, 7 cases resembling this pattern were identified – 

duodenal atresia and anorectal malformation being the most common 

coexistent malformations. All the cases exhibited technical and 

procedural staging difficulties that we shaped according to the patient’s 

general picture in the absence of a standardized approach. Careful 

preoperative follow-up, multidisciplinary communication, watchful 

waiting and an individually patient-shaped approach are elementary 

requirements for good outcomes in complex cases of EA.   
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Introduction  

Esophageal atresia (EA) occurs in 1:2500 births and it 

is associated with other malformations in about half of the 

cases, out of which the most common are: cardiac (29%), 

anorectal (14%), genitourinary (14%) and gastrointestinal 

(13%) congenital anomalies. Most cases of EA are 

sporadic and only 1% constitute into syndromes [1]. The 

incidence of duodenal atresia (DA) and anorectal 

malformations (ARM) is 1-2:10000 births [2], and 2-

6:10000 births respectively [3]. About 8-11% of EA cases 

are complicated by association with ARM [4] and 6% of 

EA patients present with concomitant DA [5]. There are 

also extremely rare digestive malformations reported in 

conjunction with EA, such as foregut duplication cysts [6] 

or microgastria [7]. 

The risk factors for esophageal atresia are still a subject 

of research. Environmental factors, such as maternal 

alcohol and smoking abuse, toxic exposure, infections and 

genetic conditions were considered [8-10]. In a study by 

Melek et al., serum Mg, Mn, Zn, Cd, Cu levels were 

significantly higher in newborns with EA than in healthy 

newborns, suggesting that some minerals and trace 

elements may be involved in the biomolecular mechanisms 

of this disease [11]. 

Until the early ’90s, when the new Spitz et al. revision 

over the EA risk-groups was published, the coexistence of 

other congenital anomalies with EA was considered a poor 

prognostic factor for the outcomes of these newborns [12]. 

Since then, significant progress in neonatal intensive care 

has been made, allowing only severe cardiac anomalies and 

lower birthweight (BW) to be fearsome for the outcome of 

EA patients [13]. 

However, uncommon presentations of esophageal 

atresia associating gastrointestinal malformations requiring 

surgical approach are reported in isolated cases or small case 

series and they may raise difficulties in matter of 

approaching and staging the procedures. This situation may 

not be standardized; therefore, we consider that literature 

refinement by varied experience is needed [14,15]. 
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Materials and Methods 

The medical records of newborns operated on for EA 

by a unique surgical team in the Emergency Clinical 

Hospital for Children “Marie S. Curie” in Bucharest in the 

last 10 years (2011-2020) were reviewed, out of which the 

cases associating digestive malformations requiring 

surgery were selected. The cases were considered from a 

clinical point of view willing to make relevant observations 

in the approach of these particular EA situations. Clinical 

and diagnostic aspects, surgical timelines and outcomes 

were outlined, analyzed and discussed aiming at 

highlighting the comprehensive diagnostic strategy and 

operative planning done by multidisciplinary teams. 

Table 1. The summary of EA cases associating 

congenital anomalies of the digestive tract requiring 

surgery. 

 
EA 

classif. 
Sex BW GA 

Prenatal  

diagnosis 

Associated 

gastrointestinal 

malformation 

1  

T
y

p
e 

C
 

F 2,820 40 No 
Esophageal 

duplication cyst 

2 M 1,100 34 
No prenatal 

monitoring 
Duodenal atresia 

3 M 2,830 37 
No prenatal 

monitoring 
Duodenal atresia 

4 M 2,600 33 Polyhydramnios Duodenal atresia 

5 M 1,580 36 Polyhydramnios 
Duodenal atresia  

+ Perineal fistula 

6 M 1,700 35 Polyhydramnios 
Imperforate anus 

without fistula 

7 F 2,620 38 

Polyhydramnios 

Absence of 

stomach 

bubble 

Congenital 

microgastria 

Seven cases of EA associating surgical congenital 

anomalies of the gastrointestinal tract were reviewed and 

summarized in Table 1. The informed consent for surgery 

was obtained in all the cases from the parents as legal 

representatives, after a comprehensive discussion about the 

risks, benefits and therapeutic alternatives, within the 

limits of reasonable disclosure [16]. Safe surgery checklist 

for pediatric patients was used in all cases as a tool of 

avoiding preventable postoperative complications and 

increase family satisfaction related to the medical care [17- 

19]. The male: female ratio is 5:2. Their mean birthweight 

(BW) is 2,178 g and the mean gestational age in weeks 

(GA) is 36. Two cases did not present prenatal monitoring. 

The five remaining cases were monitored ante-partum, out 

of which one did not reveal any sign of fetal bowel 

obstruction, three associated polyhydramnios and in one 

case, stomach bubble could not be identified together with 

the occurrence of polyhydramnios. All cases had type C 

EA according to Gross classification and in all cases EA 

repair was done via right open thoracic approach. In all 

cases, an informed consent was signed by the legal 

representative prior to the surgical treatment. 

Results 

EA associating esophageal duplication cyst: case 1 

The first patient is a female newborn delivered at 40 

weeks of gestation, with a BW of 2,820 g. No prenatal 

diagnostic signs were observed. Failure to pass a 

nasogastric tube shortly after birth presumed the diagnosis 

of EA, therefore she was transferred to our unit, where type 

C EA was outlined by barium swallowing and plain 

abdominal X-ray (upper pouch ending at the 3rd thoracic 

vertebra and the presence of gaseous distension of the 

stomach and of the small bowel). The surgical intervention 

was performed in the first day of life via right thoracotomy, 

being an extra-pleural approach. Intraoperative findings 

confirmed the diagnosis with an approximately 2 cm gap 

between the two esophageal endings. Additionally, a well-

defined cystic lesion was identified closely attached to the 

distal pouch non-communicating with the esophageal 

lumen, developed in its muscular layer, adjacent to the 

tracheo-esophageal fistula (TEF) (Figure 1). The lesion 

was excised and end-to-end esophageal anastomosis was 

done. The postoperative evolution was uneventful [6]. 

 

Figure 1. Foregut duplication cyst (white dotted stroke) 

and the two esophageal ends (yellow dotted stroke). The 

TEF is isolated on the blue rubber loop. 

EA associating DA exclusively: cases 2, 3, 4 

The second case is a 1,100 g male, born at a GA of 34 

weeks. The pregnancy was not medically monitored. 

Failure to pass a nasogastric tube and respiratory distress 
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referred the case to our unit, where the diagnosis of type C 

EA and DA was made – the esophagogram and the plain 

abdominal aspect of the X-ray showed upper pouch ending 

at the 3rd thoracic vertebra, the presence of gaseous 

distension of the stomach, but not of the small bowel 

(Figure 2). 

 

Figure 2. Type C EA associating duodenal atresia 

preoperative barium swallowing, full body X-ray. 

The newborn was operated on in the first day of life: 

ligation of the TEF and end-to-end esophageal anastomosis 

were performed. The postoperative evolution was slowed 

down due to severe respiratory distress syndrome, but the 

absence of gas below the duodenal bulb persisted on 

subsequential plain X-rays prior to the esophageal 

anastomosis, together with high volumes of nasogastric 

aspirate. A transverse abdominal open approach in the 14th 

day of life and diamond-shaped duodenoduodenostomy 

were performed. The postoperative evolution was 

uneventful. 

The third and fourth cases had a similar clinical course. 

One was not prenatally monitored, while the other 

presented polyhydramnios before birth. In both cases, DA 

was suspected due to the absence of intestinal gaseous 

distension beyond the duodenal bulb. The patients were 

operated on in the first, respectively the 2nd day of life; 

ligation of the TEF and end-to-end esophageal anastomosis 

and duodenoduodenostomy were performed early in the 

3rd, respectively the 5th day of life, when anesthetic 

support was allowed safely. In both cases, the 

postoperative evolution was uneventful. 

EA associating DA and perineal fistula: case 5 

A 1,580 g male born at 36 weeks of pregnancy was 

transferred to our unit. EA was suspected (failure to pass a 

nasogastric tube and severe respiratory distress). The case 

was associated with perineal fistula and no meconium 

passage. The esophagogram and the plain abdominal X-ray 

determined the association of EA with DA in the same 

manner as in the previous cases. The surgical repair of the 

malformation complex was staged in: TEF ligation and 

primary anastomosis of the esophagus (in the first day of 

life) and concomitant duodenostomy and Dennis-Browne 

proctoplasty (in the 14th day of life) which could be 

delayed because the fistula allowed catheterization and 

colon decompression through repeated enemas. The 

postoperative evolution was uneventful. 

EA associating imperforate anus without fistula: case 6 

A 1,700 g male born at 35 weeks of GA was transferred 

to our clinic for the evaluation and management of EA and 

imperforate anus. He was under severe respiratory distress 

and the required intubation procedure was difficult to 

perform. EA was confirmed by the esophagogram and he 

first underwent surgery in the 4th day of life - distal TEF 

ligation, Stamm gastrostomy (primary esophageal 

anastomosis could not be achieved because of the long gap 

between the two pouches) and terminal colostomy with 

mucous fistula. The CT done at 40 days of life suspected 

congenital subglottic tracheal stenosis, which was later 

confirmed by bronchoscopy in the 49th day of life, when 

tracheostomy was subsequently done. In the 67th day of 

life, cervical esophagostomy was performed. The patient 

was discharged after 76 days of hospitalization. At 4 

months of age, posterior sagittal anorectoplasty was 

performed and – 4 months later, after several anal 

dilatations for anal stenosis – stoma reversal was done. At 

14 months of age, tracheoplasty was done and, currently, 

the patient is scheduled for transverse colon 

esophagoplasty at 16 months. 

EA associating congenital microgastria: case 7 

A full-term 2,620 female newborn was transferred to 

our unit with a high suspicion of EA, later confirmed by 

the esophagogram. Since the hospitalization took place 

during the COVID-19 pandemic, all regulations were 

observed to prevent the intrahospital transmission of the 

infection: PCR testing upon admission, rigorous 

disinfection of the surfaces, adequate protective personal 

equipment of the medical personnel [20-22]. She 

underwent surgery in the 2nd day of life, wherein TEF 

ligation was done, but esophageal anastomosis could not 

be achieved because of the long gap between the two ends. 

Therefore, Stamm gastrostomy was approached revealing 

a short (approx. 15 mm), thin tube-shaped stomach – 

congenital microgastria. Gastrostomy was achieved with 

technical difficulty. The postoperative evolution was slow 
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and difficult in matters of enteral feeding because of the 

extremely small volume stomach. The barium 

gastrography done at 2 months through gastrostomy 

revealed signs of stomach enlargement (Figure 3). 

 

Figure 3. Barium gastrogram through a gastric catheter 

2 months after TEF ligation, showing signs of gastric 

enlargement and gastro-esophageal reflux on the distal 

esophagus ending. 

Beginning with 3 months of life, the patient begins to 

exhibit isolated respiratory distress episodes with feeding 

times. Methylene blue, administered during gastrostomy, 

was consequently expelled in the cough sputum. At 5 

months of life, right thoracotomy was performed again and 

ligation of a eso-bronchial fistula was done together with 

end-to-end delayed primary esophageal anastomosis. The 

patient developed severe gastroesophageal reflux disease 

and recurrent esophageal stricture. Re-do esophageal 

anastomosis was done at 9 months of age, after no response 

at esophageal dilations. At 12 months of age, gastric 

augmentation through Hunt Lawrence procedure was 

performed. Since then, recurrent esophageal stricture 

persisted in the context of gastroesophageal reflux disease, 

but the patient had a favorable outcome throughout 

endoscopic dilatations. The patient is currently 5 years old, 

weighing 16 kilos, being well-integrated into the schooling 

system, and returns for endoscopic check-ups every 3-6 

months. The patient presents persistent GERD and sliding 

hiatal hernia which are currently managed conservatively. 

Discussions 

All our cases exhibited challenging situations in 

matters of clinical or surgical approach. A good 

preoperative preparation through a multidisciplinary 

approach is important to prevent postoperative 

complications [23-26].  

In the first case, the esophageal duplication cyst in close 

contact with the distal esophageal pouch and TEF in the 

muscular layer endangered the integrity of the esophageal 

wall. By increasing the gap distance between the 

esophageal ends through a disregarding breach or ischemia 

in the esophageal wall, the segmented resection of the 

esophagus could have led to the indication of delayed 

primary esophageal anastomosis and gastrostomy. The 

careful dissection of the cyst and its non-communication 

with the esophageal lumen feature made tension-free 

anastomosis possible at birth. Foregut duplication cysts are 

uncommon findings in neonates and infants. They become 

even more particular when located in the mediastinum and 

associate heterotopic pancreatic tissue [27].   

All our EA associating duodenal malformations could 

be diagnosed early without additional unnecessary workup. 

This was possible because they were either type 2 or type 

3 DA in conjunction with type C EA, therefore the gaseous 

distension is limited to the stomach and duodenal bulb. In 

the fifth case, in which the perineal fistula complicates the 

congenital malformation association, colostomy was 

avoided by repeated decompression enemas and Dennis-

Browne proctoplasty was the procedure of choice 

concomitant with the duodenal repair. The patient is now 5 

years old, presenting normal bowel movements, no 

constipation, nor soiling.  

DA may be recognized on plain X-rays if distal TEF is 

present or later, when esophageal continuity is established. 

Staged surgery is beneficial for the baby because it allows 

respiratory distress and metabolic stabilization after birth, 

especially in preterm babies [5,14]. Gastro-esophageal 

reflux disease is the most frequent complication of EA 

associated with DA because of the esophageal dysmotility 

together with duodeno-gastric reflux. This may lead to 

early anastomotic strictures and gastro-esophageal reflux 

disease related complications. Therefore, we think 

duodenal repair should be done as soon as the patient 

allows safe surgical procedure under safe conditions. This 

will also avoid unnecessary prolonged total parenteral 

nutrition [28]. In our opinion, early postoperative acquiring 

detailed dynamic barium swallow images in a child 

presenting gastro-esophageal reflux after primary EA 

repair will help avoid subsequent delayed diagnosis of 

more slippery duodenal malformation-like webs. 

The sixth case required two concomitant surgical 

procedures: TEF ligation and colon decompression. 

Esophagostomy was considered, taking into account the 

safety of the long-term further operative plan and the 

coexistent tracheal malformation. Wide-spaced staged 

procedure allowed the stabilization of the patient’s 

respiratory status, but prolonged intubation required long-

term antibiotic therapy, thus increasing the susceptibility to 

various infections. Whenever necessary, we prefer to 
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perform esophageal substitution with transverse colon 

graft, passed retrosternally. When this route is not available 

(especially when the baby underwent previously cardiac 

surgery or requires surgery) we place the colonic graft into 

the posterior mediastinum. We uphold this technique in 

long gap esophageal atresia because of our good 

experience with pediatric colon pathology [29], but, first of 

all, because our postoperative results are satisfactory. 

Congenital microgastria in the seventh case led to a 

series of successive morbidities. Initially, the operative 

technique for Stamm gastrostomy was highly difficult 

because of the gastric volume and size which did not allow 

filling the balloon of the gastric catheter and gastric 

dislodgement and attaching it to the anterior wall of the 

abdomen. Furthermore, low-volume continuous combined 

oral and gastrostomy feeding were performed, but the 

patient failed to thrive and presented multiple episodes of 

aspiration pneumonia related to high gastroesophageal 

reflux, which also contributed to refractory esophageal 

anastomotic stricture. 

V.A.C.T.E.R.L. association may be defined in up to 

half of the EA cases associating other malformations. This 

comprises fewer manifesting conditions such as vertebral 

anomalies [30]. However, in a recent comprehensive study, 

Amelot et al. [31] proposes a redefinition of 

V.A.C.T.E.R.L. association by including spinal defects, 

which may lead to a noteworthy turn into long term 

multidisciplinary management of these patients who might 

associate fecal or urine dynamics conditions. Several 

authors showed that infants born with long-gap esophageal 

atresia (LGEA) may demonstrate various neurological 

disorders, so they should be closely monitored for further 

signs of delayed motor or cognitive development and 

associated complications [32-35]. 

Highlights 

✓ Esophageal atresia/ tracheal esophageal fistula is a rare 

congenital anomaly. 

✓ Multidisciplinary approaches in matters of safety and 

timing are essential features when the operative plan is 

tailored on atypical congenital malformation 

complexes and clinical situations which cannot be 

standardized by treatment protocols. 

Conclusions 

EA needs to be carefully managed in careful high-end 

neonatal intensive care centers. This will allow the early 

and accurate diagnosis of the spectrum of associated 

anomalies. The multidisciplinary communication in 

matters of safety and timing are essential features when the 

operative plan is tailored on atypical congenital 

malformation complexes and clinical situations which 

cannot be standardized in terms of treatment protocols. 

Long term good outcomes in difficult EA cases come from 

a well-staged approach where each surgical step is set up 

according to the patient’s immediate needs in terms of 

survival and long-term morbidities.  

Conflict of interest disclosure 

There are no known conflicts of interest in the 

publication of this article. The manuscript was read and 

approved by all authors. 

Compliance with ethical standards 

The patients’ consent was obtained. All patients 

admitted to “Marie S. Curie” Emergency Clinical Hospital 

for Children Bucharest systematically sign a consent of 

agreement that their anonymous clinical data may be used 

for scientific and educational purposes.  

References 

1. Spitz L. Esophageal atresia. Lessons I have learned in 

a 40-year experience. J Pediatr Surg. 2006;41(10): 

1635-40. doi: 10.1016/j.jpedsurg.2006.07.004 

2. Piper HG, Alesbury J, Waterford SD, Zurakowski D, 

Jaksic T. Intestinal atresias: factors affecting clinical 

outcomes. J Pediatr Surg. 2008;43(7):1244-8. doi: 

10.1016/j.jpedsurg.2007.09.053 

3. Theron AP, Brisighelli G, Theron AE, Leva E, 

Numanoglu A. Comparison in the incidence of 

anorectal malformations between a first- and third-

world referral center. Pediatr Surg Int. 2015 Aug; 

31(8):759-64. doi: 10.1007/s00383-015-3740-x 

4. Byun SY, Lim RK, Park KH, Cho YH, Kim HY. 

Anorectal malformations associated with esophageal 

atresia in neonates. Pediatr Gastroenterol Hepatol Nutr. 

2013;16(1):28-33. doi: 10.5223/pghn.2013.16.1.28 

5. Spitz L, Ali M, Brereton RJ. Combined esophageal and 

duodenal atresia: experience of 18 patients. J Pediatr 

Surg. 1981 Feb;16(1):4-7. doi: 10.1016/s0022-

3468(81)80105-4 

6. Spataru RI, Popoiu MC, Ivanov M. Foregut duplication 

cyst associated with esophageal atresia-one-stage 

neonatal surgical repair. Indian J Surg. 2015;77(Suppl 

1):52-5. doi: 10.1007/s12262-014-1122-6. 

7. Shackelford GD, McAlister WH, Brodeur AE, 

Ragsdale EF. Congenital microgastria. Am J 

Roentgenol Radium Ther Nucl Med. 1973 May;118(1): 

72-6. doi: 10.2214/ajr.118.1.72 

8. de Jong EM, Felix JF, de Klein A, Tibboel D. Etiology 

of esophageal atresia and tracheoesophageal fistula: 

"mind the gap". Curr Gastroenterol Rep. 2010 

Jun;12(3):215-22. doi: 10.1007/s11894-010-0108-1  

9. Tudosie M, Miulescu R, Negulescu V, Ionica M, Stefan 

S, Corlan G, Macovei R. Evaluation and modeling of 



Dan Alexandru Iozsa et al.  

 278 

pharmacokinetics of copper ion during hemodialysis. 

Farmacia. 2013;61(1):53-65. 

10. Pinheiro PF, Simões e Silva AC, Pereira RM. Current 

knowledge on esophageal atresia. World J 

Gastroenterol. 2012 Jul 28;18(28):3662-72. doi: 

10.3748/wjg.v18.i28.3662 

11. Melek M, Demir H, Celikezen FC, Ceylan N, Bilici S, 

Agengin K, Alkis I, Cobanoglu U, Gur T, Demir C, 

Demir N. Some mineral, trace element and heavy metal 

concentrations in newborns with esophageal atresia and 

their mothers. Med Sci Discov. 2019;1(4):109-14. 

doi: 10.17546/msd.38036  

12. Spitz L, Kiely EM, Morecroft JA, Drake DP. 

Oesophageal atresia: at-risk groups for the 1990s.  

J Pediatr Surg. 1994 Jun;29(6):723-5. doi: 

10.1016/0022-3468(94)90354-9 

13. Okamoto T, Takamizawa S, Arai H, Bitoh Y, Nakao M, 

Yokoi A, Nishijima E. Esophageal atresia: prognostic 

classification revisited. Surgery. 2009 Jun;145(6):675-

81. doi: 10.1016/j.surg.2009.01.017 

14. Cao ZP, Li QF, Liu SQ, Niu JH, Zhao JR, Chen YJ, Wang 

DY, Li XS. Surgical management of newborns with 

combined tracheoesophageal fistula, esophageal atresia, 

and duodenal obstruction. Chin Med J (Engl). 2019; 

132(6):726-730. doi: 10.1097/CM9.0000000000000102 

15. Panda S.S., Srinivas M., Bajpai M., Sharma N., Singh 

A., Baidya D.K., Jana M. Esophageal atresia, duodenal 

atresia and imperforate anus: triple atresia. J Clin 

Neonatol 2015;4(3):188-192. 

16. Serban D, Spataru RI, Vancea G, Balasescu SA, Socea 

B, Tudor C, Dascalu AM. Informed consent in all 

surgical specialties: from legal obligation to patient 

satisfaction Rom J Leg Med. 2020;28(3):317-321. doi: 

10.4323/rjlm.2020.317 

17. Pires MP, Pedreira ML, Peterlini MA. Surgical Safety 

in Pediatrics: practical application of the Pediatric 

Surgical Safety Checklist. Rev Lat Am  

Enfermagem. 2015; 23(6):1105-12. doi: 10.1590/0104-

1169.0553.2655  

18. Șerban D, Brănescu CM, Smarandache GC, Tudor C, 

Tănăsescu C, Tudosie MS, Stana D, Costea DO, 

Dascălu AM, Spătaru RI. Safe surgery in day  

care centers: focus on preventing medical legal  

issues. Rom J Leg Med. 2021; 29(1):60-64. doi: 

10.4323/rjlm.2021.60 

19. Toprak SS, Gultekin Y. A combination of laparoscopic 

Nissen fundoplication and laparoscopic gastric 

plication for gastric esophageal reflux disease and 

morbid obesity. J Clin Invest Surg. 2019; 4(2): 81-87. 

doi: 10.25083/2559.5555/4.2/81.87 

20. Dascalu AM, Tudosie MS, Smarandache GC, Serban 

D. Impact of COVID-19 pandemic upon 

ophthalmological clinical practice. Rom J Leg Med. 

2020;28(1):96-100. doi: 10.4323/rjlm.2020.96 

21. Popescu B, Oașă ID, Bertesteanu SV, Balalau C, 

Scaunasu R, Manole F, Domuta M, Oancea AL. 

Emergency tracheostomy protocols in Coltea 

Clinical Hospital in patients with SARS-CoV-2 

infection. J Clin Invest Surg. 2020;5(1):34-38. doi: 

10.25083/2559.5555/5.1/34.38 

22. Dedeilia A, Esagian SM, Ziogas IA, Giannis D, 

Katsaros I, Tsoulfas G. Pediatric surgery during the 

COVID-19 pandemic. World J Clin Pediatr. 2020 Sep 

19;9(2):7-16. doi: 10.5409/wjcp.v9.i2.7  

23. Parolini F, Bulotta AL, Battaglia S, Alberti D. 

Preoperative management of children with esophageal 

atresia: current perspectives. Pediatric Health Med 

Ther. 2017 Jan 18;8:1-7. doi: 10.2147/PHMT.S106643  

24. Serban D, Socea B, Balasescu SA, Badiu CD, Tudor C, 

Dascalu AM, Vancea G, Spataru RI, Sabau AD, Sabau 

D, Tanasescu C. Safety of Laparoscopic 

Cholecystectomy for Acute Cholecystitis in the Elderly: 

A Multivariate Analysis of Risk Factors for Intra and 

Postoperative Complications. Medicina (Kaunas). 

2021;57(3):230. doi: 10.3390/medicina57030230 

25. Edelman B, Selvaraj BJ, Joshi M, Patil U, Yarmush J. 

Anesthesia Practice: Review of Perioperative 

Management of H-Type Tracheoesophageal Fistula. 

Anesthesiol Res Pract. 2019 Nov 3;2019:8621801. doi: 

10.1155/2019/8621801 

26. Suciu N, Serban A, Toader O, Oprescu D, Spataru RI. 

Case report of fetal lingual tumor - perinatal  

care and neonatal surgical intervention. J Matern 

Fetal Neonatal Med. 2014 Feb;27(3):314-9. doi: 

10.3109/14767058.2013.814636 

27. Mansi M, Mahajan N, Mahana S, Gupta CR, Mohta A. 

Aberrant Pancreatic Tissue in a Mediastinal Enteric 

Duplication Cyst: A Rarity with Review of Literature. 

Case Rep Gastrointest Med. 2017;2017:7294896. doi: 

10.1155/2017/7294896 

28. Dave S, Shi EC. The management of combined 

oesophageal and duodenal atresia. Pediatr Surg Int. 

2004 Sep;20(9):689-91. doi: 10.1007/s00383-004-

1274-8 

29. Spătaru RI, Sîrbu A, Sîrbu D. Forensic ramifications in 

diagnosing and treating high forms of the 

Hirschsprung’s disease. Rom J Leg Med. 2013;21(2): 

105-110. doi: 10.4323/rjlm.2013.105 

30. La Placa S, Giuffrè M, Gangemi A, Di Noto S, Matina 

F, Nociforo F, Antona V, Di Pace MR, Piccione M, 

Corsello G. Esophageal atresia in newborns: a wide 

spectrum from the isolated forms to a full VACTERL 

phenotype? Ital J Pediatr. 2013 Jul 10;39:45. doi: 

10.1186/1824-7288-39-45 

31. Amelot A, Cretolle C, de Saint Denis T, Sarnacki S, 

Catala M, Zerah M. Spinal dysraphism as a new entity 

in V.A.C.TE.R.L syndrome, resulting in a novel 

http://dx.doi.org/10.17546/msd.38036


Congenital esophageal atresia 

 279 

acronym V.A.C.TE.R.L.S. Eur J Pediatr. 2020 Jul; 

179(7):1121-1129. doi: 10.1007/s00431-020-03609-4 

32. Rudisill SS, Wang JT, Jaimes C, Mongerson CRL, 

Hansen AR, Jennings RW, Bajic D. Neurologic Injury 

and Brain Growth in the Setting of Long-Gap 

Esophageal Atresia Perioperative Critical Care: A Pilot 

Study. Brain Sci. 2019 Dec 17;9(12):383. doi: 

10.3390/brainsci9120383 

33. Spataru RI, Iozsa DA, Ivanov M. Preputial calculus in 

a neurologically-impaired child. Indian Pediatr. 2015 

Feb;52(2):149-50. doi: 10.1007/s13312-015-0591-4  

34. Soni SC, Mehta N, Ray S, Nundy S. Intra-abdominal 

hypertension and abdominal compartment syndrome 

in patients undergoing gastrointestinal surgery.  

J Clin Invest Surg. 2019; 4(2): 101-107. doi: 

10.25083/2559.5555/4.2/101.107 

35. Francesca B, Benedetta R, Andrea C, Annabella B, 

Simonetta G, Antonio Z, Pietro B, Lucia A. 

Neurodevelopmental outcome in infants with 

esophageal atresia: risk factors in the first year of life. 

Dis Esophagus. 2021 May 22;34(5):doaa102. doi: 

10.1093/dote/doaa102 

 

 

 

 

 

 

 

 

 

 

 


