CHILDREN'’S
HEALTH HOSPITAL

Ped Surgery Tracheoesophageal
Fistula/Esophageal Atresia Care Guidelines

Inclusion Criteria:
« short segment TEF/EA with distal fistula
« after operative repair

Immediately Postop
« No insertion of any orogastric or nasogastric tube except by Pediatric
Surgery
« Respiratory management
o CXR upon return to NICU to confirm tube placement (ETT, chest
tube)
o ETT should be maintained at precise depth to prevent trauma to
surgical site
o ETT suctioning should not go beyond the tip of the endotracheal
tube to prevent damage to tracheal repair
o Oral/nasal cavity suctioning only up to the posterior pharynx. NO
DEEP SUCTIONING.
Extubate only with NICU and surgery attending notification.
If re-intubation is required, it should be performed by NICU
attending or most experienced provider only due to risk of
anastomotic rupture
o Avoid non-invasive positive pressure ventilation such as CPAP,
HFNC>2L due to increased risk of anastomotic leak and
mediastinitis for at least 1 week postoperatively (1). If there is
distress after extubation, immediate reintubation is strongly
recommended over non-invasive positive pressure modalities.
o Chest tube (or Blake drain) management
o Monitor daily for air leak and spit
o Maintain to -10 cm H:O suction until directed to water seal by the
surgical attending
Daily CXR
Pediatric Surgery will remove once oral intake started and no leak
seen
e Pain control
o Scheduled Tylenol (IV or rectal if no anorectal malformation)
o Minimize narcotics with preference for prn rather than drip dosing,
especially after 24-48 hours postop
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e Reflux prevention
o Head of bed elevated to 30 or 45 degrees
o Frequent shallow oropharyngeal suctioning
o PPI (not H2B) to minimize risk of anastomotic strictures
o Nutrition management
o NPO, TPN + IL until cleared for PO
o Esophagram on POD 5-7 to assess for anastomotic healing and
leak
o Can start oral feeds once cleared by pediatric surgery after
esophagram

o Can start with ad lib feeds, BM preferred

o Ifthe baby is able, PO trial first, preferably without a feeding tube.
Our concern is that a feeding a tube across a tight anastomosis
may cause iatrogenic narrowing/obstruction that will impede
accurate assessment of oral intake.

o If baby is unable to take sufficient PO after reasonable trial (more
than just 1-2 days), ok to place feeding tube under fluoroscopy.

o If the baby is still intubated or cannot take PO for other reason
when esophagram is obtained, then placing a feeding tube at the
time of esophagram under fluoroscopy is a reasonable
consideration. This should be discussed on a case by case basis
with the surgical attending.

o Chest tube can be removed once oral feeds are tolerated for 24 hours
without concern for leak
o Dislodged feeding tube (if needed) must be replaced under fluoroscopy
until 4 weeks postop. After that, it can be replaced by bedside nurse.
o No dilation until minimum 4 weeks postop if there is concern for a
symptomatic anastomotic stricture
o Antibiotics: Broad spectrum for 24 hours postoperatively unless the patient
is being treated for another active infection or sepsis rule-out
e« Complete remainder of VACTERL workup as needed
o Echocardiogram - should have been done preoperatively
CXR and KUB to evaluate for vertebral anomalies
Renal ultrasound
Spine US per “Neonatal Spinal Cord Screening” Guideline
Genetics consult only if clinically indicated. VACTERL syndrome
alone is not an indication for genetics consult.

o O O O

Discharge
o PPI Prescription for minimum one year.

e Surgery follow up in 2-4 weeks

« Pediatrician follow up in 1-3 days

o Referral for speech therapy, physical therapy, occupational therapy

o Follow up with other specialists (ENT, Pulmonology, Genetics) as needed

Follow up
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o Pediatric Surgery 2-4 weeks postop

o Aerodigestive clinic at 2 months
o Even if no multidisciplinary problems initially, good to introduce the
team and the clinic resources
o Depending on care needs, can either be followed in pediatric
surgery or aerodigestive at 12 months, then yearly

« Esophagram only if symptomatic: feeding and swallowing difficulties,

regurgitation and vomiting, mucus or food retention in the proximal pouch,

cough, drooling, recurrent respiratory infections, foreign body impaction,
and poor weight gain
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FIGURE 2. Algorithm for the evaluation and treatment of a symptomatic patient after surgical correction of an esophageal atresia,

o Anastomotic strictures: treat only if symptomatic
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Long term monitoring
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o Continue PPI for 1 year before evaluating for reflux (see algorithm below)
e EGD: 3 during childhood

o 1. after stopping PPI

o 2. Before 10 years old

o 3. Before transitioning to adulthood

'd Asproummate newbom Wi EA )
S arhe SuCal comection .

“See Fundoplication Statement "

FIGURE 1. Algorithm for the evaluation and treatment of an asymptomatic newbom after surgical comrection of an esophageal atresia, EA
esophageal atresia; EGD = esogastroduodenoscopy; pH-MIl = pH-impedance; PPl = proton pump inhibitor.
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Medical Legal Disclaimer:

Welcome to the UC Davis Health, Department of Pediatrics, Clinical Practice Guidelines
Website. All health and health-related information contained within the Site is intended chiefly
for use as a resource by the Department’s clinical staff and trainees in the course and scope of
their approved functions/activities (although it may be accessible by others via the internet).
This Site is not intended to be used as a substitute for the exercise of independent professional
judgment. These clinical pathways are intended to be a guide for practitioners and may need to be
adapted for each specific patient based on the practitioner’s professional judgment, consideration of
any unique circumstances, the needs of each patient and their family, and/or the availability of various
resources at the health care institution where the patient is located. Efforts are made to ensure that the
material within this Site is accurate and timely but is provided without warranty for quality or accuracy.
The Regents of the University of California; University of California, Davis; University of California, Davis,
Health nor any other contributing author is responsible for any errors or omissions in any information
provided or the results obtained from the use of such information. Some pages within this Site, for the
convenience of users, are linked to or may refer to websites not managed by UC Davis Health. UC Davis
Health does not control or take responsibility for the content of these websites, and the views and
opinions of the documents in this Site do not imply endorsement or credibility of the service,
information or product offered through the linked sites by UC Davis Health. UC Davis Health

provides limited personal permission to use the Site. This Site is limited in that you may not:

e Use, download or print material from this site for commercial use such as selling,
creating course packets, or posting information on another website.

e Change or delete propriety notices from material downloaded or printed from it. - Post
or transmit any unlawful, threatening, libelous, defamatory, obscene, scandalous,
inflammatory, pornographic, or profane material, any propriety information belonging
to others or any material that could be deemed as or encourage criminal activity, give
rise to civil liability, or otherwise violate the law.

e Use the Site in a manner contrary to any applicable law.

You should assume that everything you see or read on this Site is copyrighted by University of
California or others unless otherwise noted. You may download information from this Site as long as
it is not used for commercial purposes, and you retain the proprietary notices. You may not use, modify,
make multiple copies, or distribute or transmit the contents of this Site for public or commercial

purposes without the express consent of UC Davis Health.
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