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CLINICAL ASPECTS OF ESOPHAGEAL ATRESIA WE OBSERVED IN CHILDREN (Ab-
stract): Oesophageal atresia is one of the most important and significant abnormalities of the 
esophagus, which is defined by discontinuity of esophagus; is accompanied in about 90% of the 
cases of communication with the respiratory tract in the form of a esotraheal fistula, most com-
monly placed at the distal end or on both ends or only at the proximal end. (1). We conducted a 
study on a total of 41 children hospitalized in the Clinic of Pediatric Surgery of the University 
Hospital “St. Maria” Iaşi, between 2005-2007. For a correct diagnosis were conducted face and 
profile radiographs having as contrast agent barium sulfate, monitoring the presence or absence 
of esotraheal fistula and determines thus the type of atresia. Of the 41 patients 20 were female and 
21 male, aged between 1 and 30 days, coming from rural - urban and 20 - 21 were analyzed: 
presence of malformations, atresia type, presence symptoms, presence of surgery prognosis. Key 
words: ESOPHAGEAL ATRESIA, ESOTRAHEAL FISTULA, CONTRAST AGENT, BARIUM 
SULFATE

INTRODUCTION
The esophagus is a short segment embry-

onic reduced to a portion strait, located between 
the pharynx and stomach just like fish. With 
the formation of the neck (Week 6-a), it elon-
gates, and the elongation was continued simul-
taneously with the lowering of the stomach into 
the abdominal cavity. The esophagus has two 
segments, each with a separate origin: a seg-
ment derived from retrotraheal cephalic portion 
of the bowel and throat showing a striated mus-
cle tunic and an infra-tracheal segment derived 
from the cephalic portion of the intestine pre-
gastric provided with a tunic smooth muscle. 
During the fifth week, the groove tracheal and 
lung bud will separate the esophagus. This 
separation is done by a sept appearance that 
develops in dorsal-ventral direction. How to 
explain the separation of possible anomalies at 
this level. It may be that portion retro-tracheal 
end in the bottom of the bag, or infra-tracheal 
segment to open the windpipe.

Esophageal epithelium initially has a single 
ply structure, then becomes multilayered and 

obliterates the esophageal lumen. During the 
seventh week in this epithelium appear vacuole, 
which by their confluence restore lumen. In the 
tenth week ciliated epithelium becomes, be-
cause once the fifth month to be replaced again 
permanently with multi-layered epithelium. 
This replacement ends late, because after birth 
persist ciliated epithelium areas oesophageal 
mucosa.

During the fifth month esophageal glands 
appear superficial and the deep after birth. As 
a result of the proximal end of the esophagus 
sphincter is surrounded by a fiber made of in-
ferior pharyngeal constrictor segment located 
above this region strait can sometimes form a 
dead end retropharyngeal. In early periods cau-
dal to the stomach is guarded by a sphincter. 
Starting from the seventh week it appears cir-
cular and then longitudinal muscles.

The esophagus is a muscular membranous 
pipe, collapsed at rest, closed at both ends by 
tonic contraction of two predominant function-
al units called sphincters: superior or inferior. 
The esophagus extends from the junction phar-
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yngeal, esophageal located at C5-C6 interver-
tebral space (hence becomes almost rectilinear 
paths in the posterior mediastinum) to the junc-
tion esogastric (the vertebra T11). Esophagus 
length is between 18-26 cm, with a transverse 
diameter of 3 cm and another 2 cm anterior-
posterior, under maximum distension. Normally, 
the esophagus is divided into three regions: 
cervical, thoracic and abdominal (2).

As developmental abnormalities are: con-
genital atresia or obliteration due to a lack of 
resorption of the epithelium, which at one time 
he obliterates the lumen.

Atresia esophagus resulting in a defect in 
embryogenesis occurring between the 4-th and 
6-week development, which explains the fre-
quent, almost half of newborns who have other 
congenital abnormalities associated with (heart, 
digestive, renal, bone, nerve).

All these abnormalities may result after ex-
ternal aggression on fetal organogenesis in a 
critical period. But because of oesophageal 
atresia which causes a different isolated the 
cause that causes oesophageal atresia associ-
ated with other malformations. A. Goyal et all 

reported in 2006 a scheme of developing esopha-
geal atresia. The events giving rise to oesopha-
geal atresia occur in separating the esophagus 
and trachea primitive is not fully under stood. 
There are several proposed mechanisms. One 
hypothesis is accepted that the trachea and es-
ophagus develop a common previous channel, 
which since week 4 life is divided into digestive 
and respiratory tube. Mesenchymal prolifera-
tion defect in the embryonic stage can cause 
pathology of esophageal atresia with esotraheal 
fistula.

The etiology is not yet known; It is difficult 
to explain the emergence of different varieties 
of oesophageal atresia with or without fistula 
based on a single mechanism; He was incrim-
inated genetic factor, but its role is still unclear. 
The unique aspect of each case leads to the 
hypothesis of a single error of genetic develop-
ment (3).

It has been reported rarely family. Monozy-
gotic or dizygotic twins found a higher inci-
dence of oesophageal atresia and esotraheal 
fistula than the general population. Monozy-
gotic twins atresia can exist in both, but usu-
ally only one of them present with esotraheal 
fistula atresia. The conclusion is that atresia is 
an abnormality of structure more important 
than genetic factors (1).

MATERIAL AND METHOD
It has conducted a study on a total of 41 

children in the Pediatric Surgery Clinic of the 
University Hospital “St. Mary’s” Iasi.

Fig. 1

Fig. 2
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X-rays were conducted face and profile, hav-
ing as contrast agent barium sulfate, monitoring 
the presence or absence of esotraheal fistula 
and determines thus the type of atresia.

Of the 41 patients, 20 were female and 21 
male, aged between 1 and 30 days, coming from 
rural – urban and 20-21 were analyzed: pres-
ence of malformations, atresia type, the pres-
ence of symptoms, the presence of surgery, 
prognosis.

In fig. 1 we have oesophageal atresia without 
fistula tracheo-oesophageal the distal esopha-
geal end. In this case may or may not oesoph-
ageal fistula tracheobronchial the proximal es-
ophageal end. On this radiograph can be seen 
abdomen completely opaque (without aeration) 
and radiopaque probe that stops at the D2-D3.

In fig. 2 we can see oesophageal atresia type 
III a Ladd with aspiration pneumonia.

In fig.3 is the same person above, to which 
the contrast material was placed on the gastros-
tomy probe and clouding is observed as a result 
of which the distal end of the esophagus.

In fig. 4 we can see the contrast enters the 
respiratory tree because esotraheal fistula opens 

tracheal carina. Also it may notice an opaque 
distal stomach abdomen, which may suggest 
pyloric stenosis or atresia associated.

RESULTS
Evaluating the data above shows that, out of 

a total of 41 cases studied between 2005-2007 
in the Department of Pediatric Surgery of the 
University Hospital “St. Mary’s” Iasi, 20 cas-
es were female, representing 48.78% and 21 
cases were males, representing 51.22% (table I).

For cases examined area of origin is pre-
dominantly urban, with 22% for males and 
29.3% for females (table I).

Regarding associated abnormalities, it ob-
served that 68.3% of patients there are abnor-
malities with greater weight in males (39.3% 
versus 29%) (table II).

Oesophageal atresia type Ladd III is present 
in a total of 33 patients out of 41, is a rate of 
80.5%, followed by oesophageal atresia type I 
Ladd (9.8%), Ladd type IV (7, 3%) and type 
II Ladd (2.4%) (table III).

Of all cases of oesophageal atresia, hyper-
salivation is predominant symptom, a per-
centage of 90.2%, with 73.2% followed by 
cyanosis and cough 56.1% (tables IV, V and 
VI).

Fig. 3

Fig. 4
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TABLE I

Environment
R U Total

Sex
B

Count 12 9 21
% of Total 29.3% 22.0% 51.2%

F
Count 8 12 20

% of Total 19.5% 29.3% 48.8%
Total Count 20 21 41

% of Total 48.8% 51.2% 100.0%

TABLE II

Abnormalities
DA NU Total

Sex
B

Count 16 5 21
% of Total 39.0% 12.2% 51.2%

F
Count 12 8 20

% of Total 29.3% 19.5% 48.8%
Total Count 28 13 41

% of Total 68.3% 31.7% 100.0%

TABLE III

Atresia type
1 2 3 4 Total

Sex
B

Count 2 0 17 2 21
% of Total 4.9% .0% 41.5% 4.9% 51.2%

F
Count 2 1 16 1 20

% of Total 4.9% 2.4% 39.0% 2.4% 48.8%
Total Count 4 1 33 3 41

% of Total 9.8% 2.4% 80.5% 7.3% 100.0%

TABLE IV

Simptome_couge
0 1 Total

Tip_atrezie

1
Count 3 1 4

% within Tip_atrezie 75.0% 25.0% 100.0%

2
Count 0 1 1

% within Tip_atrezie .0% 100.0% 100.0%

3
Count 14 19 33

% within Tip_atrezie 42.4% 57.6% 100.0%

4
Count 1 2 3

% within Tip_atrezie 33.3% 66.7% 100.0%
Total Count 18 23 41

% within Tip_atrezie 43.9% 56.1% 100.0%

DISCUSSION
Oesophageal atresia has an incidence of 1 in 

3000 to 1 in 5000 newborns alive. It surveyed 
which revealed a preponderance higher in men, 
but this is not proven with certainty. Tracheo 
oesophageal malformations associated with 
trisomy chromosome modifications 18 and 
21. (3).

Absence of esophageal segment is a rule. 
It’s a break in the continuity of the esophagus 
in the corresponding portion D2-D4 vertebrae. 
After birth, salivary secretion bag stagnating in 
the bottom of the esophagus that fills him, 
blocking the way for aero-digestive throat; at 
this level, they are involved breathing secretions 
into the lungs, quickly reach the bronchoalveo-
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TABLE V

Simptome_Cyanosis
0 1 Total

Tip_atrezie

1
Count 2 2 4

% within Tip_atrezie 50.0% 50.0% 100.0%

2
Count 0 1 1

% within Tip_atrezie .0% 100.0% 100.0%

3
Count 9 24 33

% within Tip_atrezie 27.3% 72.7% 100.0%

4
Count 0 3 3

% within Tip_atrezie .0% 100.0% 100.0%
Total Count 11 30 41

% within Tip_atrezie 26.8% 73.2% 100.0%

TABLE VI

Simptome_Hypersalivation
0 1 Total

Tip_atrezie

1
Count 0 4 4

% within Tip_atrezie .0% 100.0% 100.0%

2
Count 0 1 1

% within Tip_atrezie .0% 100.0% 100.0%

3
Count 3 30 33

% within Tip_atrezie 9.1% 90.9% 100.0%

4
Count 1 2 3

% within Tip_atrezie 33.3% 66.7% 100.0%
Total Count 4 37 41

% within Tip_atrezie 9.8% 90.2% 100.0%

lar flooding. In situations where the malforma-
tion is not diagnosed in time and newborn con-
tinues to be fed, bronchopulmonary aspiration 
is fatal.

In the presence of esotraheal fistula, the air 
enters the stomach via the esophagus to reach 
the important abdominal distension and belch-
ing here by air with acid gastric contents is 
returned tracheobronchial tree, the result being 
the emergence of recurrent pneumonia.

The first sign that should draw attention is 
salivation; mouth leak permanent stands frothy 
saliva, aerated. Frequently, new baby has bouts 
of coughing, shortness of breath and cyanosis, 
often precipitated by change of position, and 
attempts to reach a food crisis dramatic as-
phyxia.

And prenatal diagnosis can be suspected in 
the presence and absence of the polyhydram-
nios, stomach viewing the ultrasound of the 
uterus. Excess amniotic fluid can cause a sus-
picion of oesophageal atresia or other gastro- 
esophageal tract obstruction.

The first classification of esophageal abnor-
malities, Voght was made in 1929 and includes 
3 types:
• Type I- total esophageal atresia is called the 

esophagus is characterized by a fibrous tract 
(meets only exceptionally)

• Type II - esophagus ends in dead end with-
out fistula.

• Type III - includes several variants of the 
esophagus with fistula as follows:
– IIIa with esotraheal fistula on the upper 

end of the esophagus;
– IIIb in the lower end of the esophagus 

fistula;
– IIIc with fistula on both sides, top and 

bottom.
William Ladd, în1944 he proposes a some-

what similar classification, as follows:
• Type I - atresia without fistula, which can 

occur only exceptionally;
• Type II atresia with esotraheal fistula ap-

pearing on the proximal end of the esopha-
gus;
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• Type III - atresia with communication seg-
ment trachea or bronchus lower right;

• Type IV Fistula on both ends; (4)
After birth, the diagnosis indicated by the 

correct application of a probe Nelaton (diam-
eter 10 French) last nasally (preferred) or oral; 
if it stops at about 8-9 cm arcade gingival, oe-
sophageal atresia diagnosis is highly suggestive. 
With the probe in place, it will make thoraco-
abdominal radiography highlighting the probe 
tip off the chest (usually D1-D2), abdominal 
swelling (if any esotraheal fistula) and possible 
lung damage type aspiration pneumonia.

Oesophageal atresia is associated with a va-
riety of birth defects. Among them I would 
mention:
• Cardiovascular Abnormalities encountered 

in 15-30% of cases. It is the persistence of 
the ductus arteriosus, atrial septal defect or 
right aortic arch.

• Abnormalities of the digestive system - py-
loric stenosis, intestinal atresia

• Abnormalities of the respiratory tree - tra-
cheal stenosis, pulmonary hypoplasia, tra-
cheo-malacia

• Urogenital abnormalities

• Abnormalities of the skeleton and muscles
• Vertebral abnomalities. (5)

CONCLUSIONS
1. Knowledge malformation of the esophagus, 

their integration into the classification of 
esophageal abnormalities and association 
with other malformations associated malfor-
mations is important known for developing 
a treatment plan, especially to prevent their 
occurrence. 

2. The prevention of birth defects and deter-
mining its etiology is a starting point for 
many studies in the country and abroad and 
trying to treat these abnormalities through 
minimally invasive methods.

3. Treatment of esophageal atresia is strictly 
surgical and show an increase in survival in 
newborns with the implementation of pro-
gressive surgical techniques.

4. Oesophageal pathology practice common in 
both children and adults is quite often noisy 
and most patients to the doctor in advanced 
disease. Attempting awareness of patients 
going to the doctor since the first symptoms 
and the need of imposing appropriate treat-
ment of any kind is it.
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