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Title 1 The diagnosis or intervention of primary focus followed by the words “case report”

Key Words 2 2 to 5 key words that identify diagnoses or interventions in this case report, including "case report"

Abstract

(no references)

3a Introduction: What is unique about this case and what does it add to the scientific literature? 

3b Main symptoms and/or important clinical findings 

3c The main diagnoses, therapeutic interventions, and outcomes 

3d Conclusion—What is the main “take-away” lesson(s) from this case?

Introduction 4 One or two paragraphs summarizing why this case is unique (may include references)  

Patient Information 5a De-identified patient specific information  

5b Primary concerns and symptoms of the patient 

5c Medical, family, and psycho-social history including relevant genetic information 

5d Relevant past interventions with outcomes 

Clinical Findings 6 Describe significant physical examination (PE) and important clinical findings 

Timeline 7 Historical and current information from this episode of care organized as a timeline 

Diagnostic 

Assessment

8a Diagnostic testing (such as PE, laboratory testing, imaging, surveys). 

8b Diagnostic challenges (such as access to testing, financial, or cultural) 

8c Diagnosis (including other diagnoses considered) 

8d Prognosis (such as staging in oncology) where applicable 

Therapeutic 

Intervention

9a Types of therapeutic intervention (such as pharmacologic, surgical, preventive, self-care) 

9b Administration of therapeutic intervention (such as dosage, strength, duration) 

9c Changes in therapeutic intervention (with rationale) 

CARE Checklist of information to include when writing a case report
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Follow-up and 

Outcomes

10a Clinician and patient-assessed outcomes (if available) 

10b Important follow-up diagnostic and other test results 

10c Intervention adherence and tolerability (How was this assessed?)  

10d Adverse and unanticipated events 

Discussion 11a A scientific discussion of the strengths AND limitations associated with this case report  

11b Discussion of the relevant medical literature with references 

11c The scientific rationale for any conclusions (including assessment of possible causes) 

11d The primary “take-away” lessons of this case report (without references) in a one paragraph conclusion

Patient Perspective 12 The patient should share their perspective in one to two paragraphs on the treatment(s) they received  

Informed Consent 13 Did the patient give informed consent? Please provide if requested Yes No 
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	文本域50: Isolated left lung bronchiectasis: A rare presentation of H type tracheoesophageal fistula a case report. 
	文本域60: in cases of low laying H type TEF right thoracotomy approch required for ligation og fistula.
	文本域70: there was no history of any past intervention.
	文本域80: of H-type TEF was made at the level of T3 thoracic with left lung bronchiectasis.
	文本域51: A four years old girl having left lung bronchiectasis, who was finally diagnosed case of an H type tracheoesophageal fistula (TEF). 
	文本域61: A 4-years-old female child 
	文本域71: child has reccurent respiratory infection since birth, H type TEf diagnosed at age of four years, surgical intervention done, improved.
	文本域81: Rigid bronchoscopy was performed under general anaesthesia TEF was repaired through the right thoracotomy extra pleural approach in the same setting of anaesthesia. 
	文本域52: Successful surgical repair of H type TEF required right thoracotomy approach as fistula is quite low laying
	文本域62: there were no any other medical, family and relavant psycho-social history.
	文本域72: earlier the diagnosis was not made at other center and only treatment of respiratory infection was done.
	文本域82: not done
	文本域53: H type tracheoesophageal fistula (TEF), Bronchiectasis, Child
	文本域63: Tracheoesophageal fistula (TEF) constitute about 1 in 100,000 live births with H-type TEF is 4-5% of all, and has a variable clinical presentation and approach of surgical correction. [1] The presentations are recurrent respiratory symptoms due to aspiration pneumonitis while feeding, cyanosis, and abdominal distension and usually diagnosed in late infancy or childhood [2]. The common surgical approach is right cervicotomy, if the fistula is above the T2 vertebra and rarely thoracotomy required if fistula is below.[3] We hereby report a case of H-type TEF presented to us at the age of four years with recurrent chest infection and isolated left side lung bronchiectasis require a thoracic approach for surgical correction as it was quite low.
	文本域73: On examination, respiratory rate was 45 per minute, decreased chest movements on the left side. On chest auscultation, there were decreased breath sounds on the left side. There were no other anomalies detected
	文本域83: the child improved and now allright.
	文本域54: recurrent respiratory tract infection
	文本域64: child presented with symptoms of recurrent pneumonitis since birth. There was a history of nasal and oral regurgitation of feeds, and required recurrent admission for pneumonia and left side bronchiectasis. 
	文本域74: Chest X rays performed (Figure 1A) showed esophagus was grossly dilated, and air-filled, left side of chest show tram tracking appearance of dilated lower lobe bronchi suggestive of bronchiectasis. Esophagogram suggestive of H type fistula as contrast seen in the trachea. Contrast-Enhanced Computer Tomography (Figure 1B) was suggestive of bronchiectasis changes in the left lung field. Rigid bronchoscopy was performed under general anaesthesia and a diagnosis of H-type TEF was made at the level of T3 thoracic vertebra with purulent fluid was found in the left bronchus, aspirated and lavage done 
	文本域84: child was kept on IV broad antibiotics for a weeks.
	文本域55: page 1
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	文本域75: page 1 last para, and page 2 first para
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	文本域78: page 1, last para
	文本域88: page 2, first para
	文本域59: page 1 last para
	文本域69: page 1 last para
	文本域79: page 1, last para and page 2, first para
	文本域89: page 2, first para
	文本域90: the child parent are living in remote area so they are not consulting the proper medical center at early age to diagnose the cases in neonate,
	文本域91: Radiography of thorax (including plain chest X-ray, contrast oesophagogram, and computer tomography of the thorax) demonstrates resolution of pulmonary bronchiectasis and there was a decrease in oesophageal diameter.
	文本域92: fistula at or above T2 should be approached through the cervical approach and fistula below this should be ligated by the thoracic approach.
	文本域93: no
	文本域94: the child parents are very greatfull the condition is diagnosed and treated properly. now the child is all right.
	文本域95: A follow-up of 8-months patient doing well with occasional cough
	文本域96: The condition H type TEF, may present mild symptoms of repeated aspiration and pneumonia to life-threatening events. The symptoms may occur in the neonatal period to the oldest reported patient was 79 years old.[4] The main symptoms of an H-TEF include recurrent pneumonitis, cyanosis, and choking on feeding and abdominal distension. Presentation like left lung isolated bronchiectasis in four years old girl child was not reported till date as found in our case. In our case, the fistula was quite low and towards left bronchus resulting in repeated aspiration and bronchiectasis. On plane chest X-ray, diagnosis is confirmed by an air-filled dilated esophagus due to constant inflation air from TEF in the esophagus. (Figure 1A). In the case of an air-filled dilated esophagus, a possibility of TEF should always be considered. The mainstay of diagnosis is a water-soluble contrast oesophagogram which should be performed early in case of suspicious H-type fistula, and bronchoscopy should be done if the contrast esophagogram not show the fistula.[5] There is a risk of aspiration pneumonia in contrast esophagogram. Rigid bronchoscopy is a better procedure to see the posterior wall of the trachea and can be gently probed to see the opening of a collapsed fistula. On rigid bronchoscopy, fistula can be cannulated with a guidewire, which aid identification of the fistula and repair. Rigid bronchoscopy helps determine the level of fistula, presence of unusual variants, e.g. double fistula, trifurcation fistula, presence and severity of tracheobronchitis, and position of the aortic arch. [5] Most surgeons agreed that fistula at or above T2 should be approached through the cervical approach and fistula below this should be ligated by the thoracic approach.[3,6-8] In our case, the fistula was at the T3 and we approached the fistula through the right thoracotomy. When the fistula was surgically divided our approach is to divide the TEF on the esophageal side to have sufficient amount tissue for good repair over posterior wall of the windpipe. The esophageal side has a tension-free closure due to the adequate width of the lumen and the interposition of vascularized tissue between repaired fistulas can prevent recurrence. Reported complications were fistula recurrence, esophageal stricture tracheomalacia, and left recurrent laryngeal nerve paralysis. [9,10] Mortalities were usually rare if the condition is diagnosed and treated early. 4. Garand SA, Kareti LR, Dumont TM, Seip C. Thoracoscopic repair of tracheoesophageal fistula in a septuagenarian. Ann Thorac Surg. 2006; 81:1899–901.5. Jaiswala A. A., Garg A. K., Mohanty M. K. ‘H’ type tracheo-oesophageal fistula – Case reports with review of the literature. Egyptian Journal of Ear, Nose, Throat and Allied Sciences. 15 (2) (2014) 143-8.6. E. Genty, P. Attal, R. Nicollas, G. Roger, J.M. Triglia, E.N. Garabedian, et al. Congenital tracheoesophageal fistula without esophageal atresia. Int. J. Pediatr. Otorhinolaryngol. 48 (3) (1999) 231–8.7. P. Mattei, Double H-type tracheoesophageal fistulas identified and repaired in 1 operation, J. Pediatr. Surg. 47 (11) (2012) 11–3.8. I. Karnak, M.E. Senocak, A. Hic¸so¨nmez, N. Bu¨yu¨kpamukc¸u. The diagnosis and treatment of H-type tracheoesophageal fistula. J. Pediatr. Surg. 32 (12) (1997) 1670–4.9. D.C. Crabbe, E.M. Kiely, D.P. Drake, L. Spitz. Management of the isolated congenital tracheo-oesophageal fistula. Eur. J. Pediatr. Surg. 6 (2) (1996) 67–9.10. E. Genty, P. Attal, R. Nicollas, G. Roger, J.M. Triglia, E.N. Garabedian, et al. Congenital tracheoesophageal fistula without esophageal atresia, Int. J. Pediatr. Otorhinolaryngol. 48 (3) (1999) 231–8.
	文本域97: clinical and radiological assesment
	文本域98: The presentation of H type TEF may varied. Rigid bronchoscopy is diagnostic of H type TEF and surgical repair is curative of these anomalies.
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