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it has been described in patients with anorexia nervosa, 
bulimia, nutritional deficiencies, diabetes, and trauma.[1] 
This condition usually presents as an acute abdomen 
and may require surgical management.[2] In our patient, 
this likely occurred due to fistulous communication 
despite stent placement, which was confirmed on 
esophagoscopy subsequently. Radial expansion force 
of SEMS could have led to an increase in the diameter 
of the right main bronchus, causing an increase in the 
fistula. The initiation of positive‑pressure ventilation 
led to the rapid flow of air into the esophagus‑stomach. 
Considerable leakage from the airway to the esophagus 
can be suspected from ventilator graphics as it will 
show a significant leak in the volume‑time scalar 
on ventilator screen. This stent was standard sized, 
though a customized stent placement can avoid such 
a complication. Appropriate sizing of the stent is of 
paramount importance to ensure closure of the fistula. A 
Gastrografin study may also help in identifying any leaks 
to prevent subsequent aspiration. Timely identification 
of massive gastric distention is essential as it may lead 
to gastric wall necrosis, causing perforation and need for 
surgical treatment.[3]
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Malignant gastrotracheal fistula treated by self‑expandable 
metallic stent: First case report from India

Sir,

A gastrotracheal fistula (GTF) or gastrobronchial fistula 
(GBFs), between the tracheobronchial tree and stomach 
following gastric pull‑up surgery, is an extremely 
rare  (0.3%–0.5%) complication of esophagectomy.[1] 
Patients usually present with dyspnea, acute respiratory 
distress, aspiration pneumonia, or coughing attacks 
after drinking and eating. This is potentially a 

life‑threatening condition. We describe here a case of 
malignant GTF that was successfully treated with a 
covered self‑expanding metallic stent which is being 
reported first time in India.

A 57‑year‑old female had undergone esophagectomy with 
a gastric pull‑up and radiotherapy for esophageal cancer 
1 year ago. She presented with progressively increasing 
coughing, expectoration of liquid and food pieces, choking, 
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self‑expandable metallic stent (SEMS) in the trachea to 
seal off the fistula which in this patient was malignant 
in nature and also not amenable to surgical repair. We 
preferred SEMS over the silicone stent which is generally 
not considered to be ideal for a fistula.[2] The inherent 
flexibility and radial force enable SEMS to fit the contours 
of the trachea and make stents well‑suited to prevent 
luminal contents from leaking.[3] The literature review 
shows that GTFs and their successful closure by metallic 
airway stents have been reported rarely and primarily in 
the form of case reports.[3‑5] A small case series[6] involving 
16 patients with GTFs and GBFs demonstrated that stents 
completely sealed off the fistula in 12 patients, whereas 
the remaining four patients had persistent aspiration.

Malignant GTF is a rare but serious complication and 
inserting a covered metallic airway stent into the trachea 
is an effective nonsurgical palliative method to prevent 
complications of pulmonary aspiration.
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and respiratory distress following eating and drinking 
in the past 3 months. Computed tomography scanning 
demonstrated a fistula between the trachea and the residual 
stomach [Figure 1a]. Bronchoscopy confirmed the presence 
of a fistula in the mid trachea  [Figure  1b]. The fistula 
measured 3.5 cm in its length and was located 3.0 cm below 
the vocal cords and distally 2.5 cm from the carina. The 
fistula was sealed by deploying a covered self‑expanding 
metallic stent  (18 mm  ×  60 mm; Ultraflex®, Boston 
Scientific, USA) into the trachea [Figure 1c]. Stent insertion 
was performed by flexible bronchoscopy under conscious 
sedation without using fluoroscopic guidance [Video 1]. 
A follow‑up barium swallow study confirmed the successful 
sealing of the fistula [Figure 1d] with no communication 
between the trachea and intrathoracic stomach. The patient 
had complete resolution of his aspiration symptoms and 
tolerated a diet without any coughing.

Malignant GTF occurring in the late postoperative period 
is most often due to tumor recurrence, radiation necrosis, 
and tracheobronchial erosion along the gastric staple. 
Treatment options for GTF include surgery and endoscopic 
approaches. Although surgical repair is the modality of 
choice, it is associated with a mortality of 32%.[1] Airway 
stenting is an appropriate alternative if the operative risk 
is prohibitive, or the underlying cause is malignancy, 
and the goal of therapy is only palliative. For the patient 
described herein, the placement of a gastric stent would 
not have been effective in view of the large lumen of the 
replaced stomach. Therefore, we deployed a covered 

Figure  1:  (a) Chest computed tomography scan showing a fistula 
communicating between the trachea and pulled‑up intrathoracic 
stomach, (b) bronchoscopic view of the fistula and (c) self‑expandable 
metallic stent in trachea, (d) barium swallow study showing no leakage 
of the contrast fluid into the tracheobronchial tree after sealing of the 
gastrotracheal fistula by the stent
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Scimitar syndrome a rare variant of partial anomalous 
pulmonary venous connection presenting as recurrent 
hemoptysis

Sir,

Partial anomalous pulmonary venous connection (PAPVC), 
also called as partial anomalous pulmonary venous 
return, includes a group of congenital cardiovascular 
disorders that are caused by the abnormal return 
of one or more, but not all of the pulmonary veins 
directly to the right atrium or indirectly through a 
systemic vein. PAPVC commonly associated with other 
structural anomaly of heart, most often an atrial septal 
defect  (ASD), ventricular septal defects  (VSD), and 
patent ductus arteriosus  (PDA).[1] Risk of developing 
PAPVC is increased in the certain form of chromosomal 
disorder such as Turner syndrome.[2] The overall 
incidence of PAPVC is estimated between 0.5% and 
0.7% in the population. In the common form of PAPVC, 
the left upper pulmonary vein connects to the left 
innominate vein, which in turn drains into the superior 
vena cava. Other forms of PAPVC include anomalous 
pulmonary venous connections to the coronary sinus, 
azygous vein, or the inferior vena cava (IVC). Scimitar 
syndrome is a rare variant, accounting about 3%–6% 
of all PAPVC (1–3 cases per 100,000 live births) cases 
in which part or even the entire right lung is drained 
by right pulmonary veins that connect anomalously to 
the IVC.[3] The term scimitar syndrome comes from the 
characteristic appearance of pulmonary vein on chest 
X‑ray as inverted crescent‑shape shadow. Here, we report 
a rare case of PAPVC of right upper lobe pulmonary vein 
draining into supra hepatic IVC without any associated 
cardiac anomaly.

 A 15‑years‑old female  patient presented to our hospital 
with a complaint of recurrent streaky haemoptysis for the 
last 2 months which was not associated with fever, loss 
of weight, and decrease appetite. There was no history of 
cyanosis, breathlessness, or recurrent pneumonia in the 
past. General physical and cardiorespiratory examination 
was unremarkable. Sputum smear examination for 
acid‑fast bacilli and Genexpert test was negative. 
Tuberculin skin test shows no induration after 72 h. 
Chest X‑ray posteroanterior view shows haziness over 
the right lower zone with ill‑defined diaphragmatic 
border  and prominent descending pulmonary 
vessel [Figure 1]. Electrocardiogram and two‑dimensional 
echocardiography were within the normal limits. In view 
of ruling out vascular disorder, the patient was advised 
computed tomography  (CT)‑pulmonary angiography 
which revealed thick enhancing intraparenchymal 
venous channel likely replacing to superior pulmonary 
vein measuring 11 mm in diameter is noted in the 
right lung field extending from the right upper lobe 
to lower lobe then passes along the right dome of 
diaphragm and open into suprahepatic IVC, suggestive 
of PAPVC  [Figure  2]. The rest of bilateral lung field 
was normal in attenuation and morphology without 
significant mediastinal/hilar adenopathy. Complete 
blood cell count revealed hemoglobin 9.0 gm%, total 
leukocyte count 9700 cell/mm3  (polymorphs 63%, 
lymphocytes 32% eosinophils 3%, and monocytes 2%), 
and erythrocyte sedimentation rate was 38 mm/h in 1st h.

Scimitar syndrome is a rare variant PAPVC in which 
a part or even the entire right lung is drained by right 
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