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Dear Editor,

A 1-day-old male baby weighing 2.3 kg was diagnosed with anorectal malformation with tracheoesophageal fistula 
(TEF) after clinical examination and imaging studies. Colostomy and TEF repair were scheduled after initial sta-
bilisation. Systemic examination and investigation findings were unremarkable. The trachea was intubated using a 
3.0-mm ID uncuffed polyvinyl chloride (PVC) endotracheal tube following anaesthesia induction with thiopentone 
and neuromuscular blockade with rocuronium. Initially, colostomy was performed in the supine position. The baby 
was then turned into the lateral decubitus position for the surgery, following which the surgeons inserted a 9-Fr red 
rubber catheter into the oesophageal pouch. However, during insertion, the catheter broke off, and its distal end 
was left inside the oesophageal pouch. The patient was turned supine and direct laryngoscopy with a Miller blade 
performed, but the broken piece could not be located despite a lot of  effort. At this stage, a C-MAC® Miller blade, 
size 0, was inserted, and the distal catheter end was seen lying in the hypopharynx (Figure 1a-c). The larynx and 
pharynx were carefully examined to confirm any other retained piece. When the remaining catheter was observed, 
it was also found to be quite friable and easily broke down into multiple pieces.

Tracheoesophageal fistula is one of  the most common congenital anomalies for which emergency surgical correc-
tion is required in a neonate. The surgical approach is through right thoracotomy in the lateral decubitus position. 
For intraoperative identification of  the upper oe-
sophageal pouch, a feeding tube (PVC/red rub-
ber) is generally inserted orally into the pouch. In 
the present case, the red rubber catheter was pur-
chased from outside, and it did not bear the name 
of  the manufacturer and the expiry date. Presum-
ably, a manufacturing defect, low-quality material 
used in catheter construction or an expired product 
led to this complication. On searching literature, 
we could not find any similar report. One previous 
report on a preterm infant undergoing TEF repair 
described iatrogenic pneumomediastinum during 
the passage of  an orally inserted 8-Fr feeding tube 
through the blind upper pouch, as it had created 
false passage and pierced the hypopharynx (1). 
Iatrogenic foreign bodies reported in literature in-
clude fractured intravenous cannula (2), central ve-
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Figure 1. a-c. C-MAC® video laryngoscopy and use of  
Magill’s forceps to remove the distal retained fragment 
(a). Video laryngoscopy view of  the foreign body (b). The 
removed distal end of  the red rubber catheter (c)
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nous line, arterial line (3) and epidural catheter (4), generally 
resulting from a faulty technique or excessive pressure during 
removal. However, a broken catheter has not been reported 
previously. Such red rubber catheters are commonly used for 
oesophageal dilatation in children with oesophageal steno-
sis and, if  broken, may result in unnecessary and potentially 
dangerous interventions on the child.

Video laryngoscopes provide a non-line-of-sight view, and the 
high-resolution view provided by CMAC video laryngoscope 
aided us in locating the iatrogenic foreign body and success-
fully retrieving it.

We, therefore, advocate early use of  a video laryngoscope to 
manage scenarios where inspection of  the upper airway and 
pharynx is required. Furthermore, prior to using a red rubber 
catheter, a tensile test should be performed to ensure its strength.
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