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—ABSTRACT —

The Ex-Utero Intrapartum Treatment (EXIT) is a procedure that secures the airway in fetus with upper airway
obstruction. Congenital high airway obstruction syndrome (CHAOS) is a blockage of the fetal trachea or larynx
due to narrowing of the airway (stenosis), a web-like membrane, or even an area of the trachea that is missing
(atresia). If it was not adequately diagnosed and managed in prenatal evaluation, infant would not survive after
birth. We present a case of CHAOS, which was treated successfully by the EXIT procedure during the delivery.

(J Clinical Otolaryngol 2017;28:297-301)
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Fig. 1. Fetal ultrasonography at 34 weeks shows flat-
tened diaphragm (arrows) in sagittal view (A), symmetri-
cally enlarged hyperechoic lungs (arrow head) in axial
view (B).
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Fig. 2. Infraoperative view during an EXIT procedure to
fetus with CHAOS. EXIT tracheostomy was done after
failure of endotracheal tube insertion.
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Fig. 3. CT findings 7 days after the EXIT procedure. Sagittal view (A) and coronal view (B) showed short segmental
obliteration of subglottis and upper trachea (white arrows).
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