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Tracheoesophageal Fistula/ Esophageal Atresia 
(TEF/EA) Care Guideline (2 of 2) 

Post-Operative Interventions:  
□ Blood gas, blood sugar, temperature upon return to the NICU 
□ Continuous CO2 monitoring 
□ Chest X-Ray to confirm ETT placement  
□ Maintain ETT at precise location to prevent trauma to surgical 

site. ETT suction only to precise length of ET tube to prevent 
damage to tracheal repair.  

□ DO NOT extubate patient without neonatology attending and 
surgeon approval. Re-intubation by attending only due to risk 
of anastomotic rupture.  

□ Suction oral/nasal cavity only to posterior pharynx, DO NOT 
deep suction. 

□ Elevate HOB 30-45 degrees 
□ Maintain chest tube to water seal drainage unless surgical 

preference is to -20 suction. 
□ G tube (if placed) to gravity drainage. 
□ Surgically placed NG tube to gravity drainage. It acts as a 

stent to the anastomotic site. 
o DO NOT MANIPULATE OR REPLACE NG TUBE! 

Ensure tubing is secure at all times. Page surgery if 
tube becomes dislodged. 

□ Maintain neck in a neutral position. Do not hyperextend neck 
to avoid surgical site  
trauma. 

□ Post-operative labs on POD #1 
o Blood gas 
o BMP, CBC 

□ Proceed with VACTERL work up 
□ NPO, maintain central IV access, and provide maintenance 

TPN and lipids 
□ Broad spectrum antibiotics (ampicillin and gentamicin) for 48 

hours post-operative 
□ Begin and maintain patient on ranitidine to protect surgical site 

from stomach acid. This prevents strictures. 
□ With surgeon approval, may consider early trophic continuous 

feeds after extubation before esophagram 
□ Esophagram on POD#7 to assess for healing of anastomotic 

site and signs of leakage 
□ If no leak on esophagram, initiate oral feeds: 

o Start at BM 20 cc/kg/day divided Q3 hours PO cue-
based 

o Once feeds are tolerated for 24 hours- Surgery  to 
remove chest tube 

o Advance feeds as tolerated 

Considerations for Management:  
□ Aspiration 
□ Gastroesophageal Reflux 
□ Infection from pneumonia, 

central line,  
chest-tube, or surgical site 

□ Anastomotic leak 
□ Anastomotic stricture 
□ Esophageal dysmotility 
□ Vocal cord paralysis 
□ Tracheomalacia 
□ TEF cough and stridor 

Follow Up Studies/ Consults: 
Obtain: 

□ Echocardiogram 
□ Sacral US 
□ CXR and KUB to evaluate for 

vertebral anomalies 
□ Genetics consult: obtain 

chromosomal microarray 
analysis 

□ Renal US on DOL #2 or later 
Inclusion of at least 3 of the 
following: 
Vertebral-Hemi vertebrae 
Anus-Imperforate anus 
Cardiac-TOF, VSD, right sided arch 
Trachea- tracheoesophageal fistula 
Esophagus-esophageal atresia 
Renal- solitary kidney or reflux 
Limbs- absence of radius 

Discharge Planning: 
□ Ranitidine home prescription 
□ Surgical follow up 2-3  weeks 

after discharge 
□ Pediatrician 1-3 days after 

discharge 
□ Specialist follow up: 

Genetics, GI, ENT, 
Pulmonology, etc., if consulting

Pain Management: 
□ IV acetaminophen 

10/mg/kg/dose Q 6 hours 
around the clock for 24 hours 

□ Once IV acetaminophen 
course complete, begin 15 
mg/kg/dose rectal 
acetaminophen Q4 hours 
PRN or IV Morphine 0.05-
0.1mg/kg/dose Q2 hours PRN 
for severe pain (NPASS 7-10) 

Approved Evidence Based Medicine Committee 3-16-16 
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