
Dear Editor/Reviewers: 

We thank the editor and reviewers of the World Journal of Clinical Cases for taking their time to 

review our article. We have made some corrections in the manuscript in accordance with the 

reviewers’ comments. The changes are summarized below along with our point-by-point 

responses. 

Comments and answer: 

1. Reviewer #1:  

The authors of the manuscript report a case of accidental esophageal intubation via a large 

congenital tracheoesophageal fistula (Type C) converted successfully into tracheal intubation 

by review of tracheal CT, to obtain important information about the type, size, position, and 

angle of TEF and find out the cause of the accident. The authors conclude that pre anesthetic 

anatomical evaluation of TEF using imaging studies is essential for successful tracheal 

intubation. Two opinions in this manuscript for reference only. 

1) The information of the depth of ETT placed from the lip is also very important. Can 

this be learned from tracheal CT beforehand? 

 

Answer: We sincerely appreciate your suggestion. In our case, the appropriate depth was 

9.5 cm, similar to the value measured on the tracheal CT image. According to the strategy 

of airway management in a patient with TEF, initially, the ETT should be inserted deeply, 

beyond the fistula. However, this predicted length can be helpful when trying to adjust to 

the appropriate depth. Therefore, we have added the context and figure (on pages 8 and 

12). 

 

2) The discussion seems a little bit lengthy and can be concise. 

 

Answer: We tried our best to remove the irrelevant data in the discussion section. We 

hope the deletions have made the discussion more concise and focused. 

 

2. Reviewer #2: 

For the case part: 

1) Please confirm whether congenital heart disease should appear in “personal and family 

history”? I consider it’s appropriate to be included in “History of past illness”. 



 

Answer: We appreciate your suggestion. We have revised the text accordingly (on page 

4). 

 

2) In the "Physical examination" section, whether or not the physical examination of the 

heart is normal? Please specify this. 

 

Answer: A pediatrician confirmed that there were no abnormalities in the cardiac physical 

examination. (on page 4). 

 

3) In the "Imaging examinations" section, please report the original imaging findings of 

the congenital heart disease. 

 

Answer: We have added the description of echocardiography confirmed by a pediatrician 

(on page 5). 

 

4) In the "FINAL DIAGNOSIS" section, the authors should make a final diagnosis of 

congenital heart disease and tracheoesophageal fistula, rather than describe the 

anesthesia process. 

 

Answer: We appreciate your suggestion. In our case, the size of the ASD and PDA was 

small and expected to close spontaneously. These were only detected on preoperative 

echocardiography; cardiac physical examination showed unremarkable findings. 

Therefore, we would like to focus on tracheoesophageal fistula. We apologize for the 

confusion elicited by lack of information regarding echocardiography. 

 

5) In the "OUTCOME AND FOLLOW-UP" section, the follow-up section is missing? 

 

Answer: We have added information about the patient's postoperative condition (on page 

6). 

 

For the case part: 

1) The patient underwent traditional tracheal intubation without "Fogarty catheter". The 

author pointed out the importance of CT evaluation before intubation. CT assessment 



before intubation improves the success rate of traditional tracheal intubation? Please 

detail the clinical significance of this case. 

 

Answer: In our case, esophageal intubation was unintentionally performed because of the 

large fistula. We predicted the possibility of this event based on the previous tracheal CT, 

which helped us to obtain a better clinical outcome. In airway management, TEFs can be 

managed faster if the cause of intubation failure and inadequate ventilation is identified 

sooner. We believe that preoperative awareness of anatomical conditions made it possible 

to assess the adverse situations earlier. 

 

2) This is a rare case of a neonate with congenital heart disease and a tracheoesophageal 

fistula. However, as far as the field of anesthesiology is concerned, there are no 

difficulties to perform an intubation. In my opinion, this paper should focus on the 

standardized management and follow-up in the field of neonatal cardiothoracic surgery 

to avoid unnecessary issues in the similar cases. 

 

Answer: As mentioned in our reply to Question 4 (case part), we consulted a pediatric 

cardiologist about this issue. She confirmed that ASD and PDA was small in this case, 

therefore the patient’s physical examination of heart showed unremarkable state. In most 

of the cases like this, both ASD and PDA can be expected to be closed spontaneously. 

Therefore, cardiac condition of the patient seems to have less effect on the desaturation 

event. And, we would like to focus on tracheoesophageal fistula. 

 

3) The authors claimed "However, it can be challenging in patients with TEF because of 

the anatomical abnormalities of the airway." Please detailed what challenges for 

patients with TEF can be addressed by this case? For traditional tracheal intubation or 

cutting-edge technology? 

 

Answer: Unfortunately, we did not have a Fogarty balloon catheter or a bronchoscope 

with a small external diameter for pediatric ETTs, as we have indicated in the manuscript. 

Therefore, we tried intubation based on traditional strategies, and the large fistula became 

a high risk obstacle for safe airway management. Depending on the size, position and angle 

of the fistula may create various problems. We, therefore, present this case to emphasize 

the importance of preoperative imaging checkup. We have tried our best to revise the 

manuscript to enhance our focus on this topic. 



 

4) The references need to be updated. 

 

Answer: We have re-checked our references after revising the manuscript. 

 

3. Reviewer #3: 

1) In Abstract CASE SUMMARY "However, after inflating the ETT cuff, breath sounds 

were not checked on bilateral auscultation. Instead, gastric sounds were checked." and 

FINAL DIAGNOSIS "On auscultation, breath sounds were not checked bilaterally.", 

the authors did or did not checked the breath sounds? I believed the authors did 

checked the breath sounds but the breath sounds were not heard. 

 

Answer: We apologize for the confusion; we have modified the sentences. We performed 

auscultation during the two intubation attempts, but no breath sounds were heard (on pages 

2 and 5). 

 

2) Did authors evaluate the role of video-stylet in such cases? 

 

Answer: In our case, although we confirmed the vocal cords with video laryngoscope, 

esophageal intubation occurred due to the large fistula. However, it is impossible to inspect 

the subglottic space with a video laryngoscope. Therefore, we agree with you and 

appreciate your comments about the video-stylet. We assume that a video-stylet has a 

similar benefit to that of a rigid bronchoscope. Therefore, we have decided to describe 

these sorts of tools as ‘rigid bronchoscopes’ and we added the role of both flexible and 

rigid bronchoscopes (on page 6). 

 

3) In Discussion paragraph 6 line 4-5: "Based on type C TEF illustrations in general, the 

trachea and esophagus are connected perpendicularly." Please add the reference. Also, 

the authors could check whether or not the angle of type C TEF is different in 

congenital TEF in neonates and secondary TEF in adults. 

 

Answer: We have added the references for the sentence on page 7 as follows: Based on 

type C TEF illustrations in general, the trachea and esophagus are connected 

perpendicularly[1, 13, 16]. 



 

 

 

In most of the adult cases, TEF occurs secondary to the conditions such as trauma, infection, 

prolonged endotracheal intubation or cancer. Therefore, it appears that the H-type TEF 

occurs between the normal esophagus and trachea. We have added some articles we 

searched (below this paragraph) about H-type TEF. In the sagittal view of CT, the angle of 

the fistula seems more perpendicular in adult type H TEF than type C TEF in neonates. 



 

 

 

4) Figure 2 panel B and C are duplicated. Figure 3 and Figure 2 panel A are duplicated. 

It would be better if they are integrated into 2 figures. 

 

Answer: We have integrated the figures to Figure 2. 

 

5) Is there any perioperative photo of the TEF? 

 

Answer: Unfortunately, there are no perioperative photographic records of the TEF. 

 



4. Reviewer #4: 

1) The authors describe management of TEF repair. The ETT was inserted under 

guidance using a VL but auscultation was not done to confirm the placement. This is 

a routine practice and reason for omitting such an important thing is not clear. 

 

Answer: We apologize for the confusion in expression. We actually did the auscultation 

in every attempts, but no breath sounds were heard. We revised the sentences to avoid 

misunderstanding (on pages 2 and 5). 

 

 

We hope the revised manuscript is now suitable for publication in the World Journal of Clinical 

Cases. We thank you once again for the constructive review of our manuscript. 

Sincerely, 

Saeyoung Kim 

Corresponding author 


