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1. Esophageal atresia (ES) and Tracheoesophageal fistula

(TEF).

2. Congenital diaphragmatic hernia.

3. Abdominal wall defects

4. Intestinal obstruction

5. Imperforate anus

6. Hypospadias

7. Neural tube defects

8. Anomalies of head and face (cleft lip and palate)



1. Esophageal atresia (ES) and 

Tracheoesophageal fistula (TEF)

2. Diaphragmatic hernia



 The esophagus ends blindly and is usually

associated with tracheoesophageal fistula (TEF).

 Esophageal atresia with a distal TEF accounts for

up to 85% of the cases, whereas other subtypes are

less common

 Babies with TEF and EA are often LBW; 20% of these

babies are premature and another 20% are small

for gestational age.



 They may be associated with coexisting
anomalies specifically the VACTERL
association:

 Vertebral anomalies

 Anal atresia,

 Cardiac defect "most often ventricular septal
defect",

 TracheoEsophageal fistula with esophageal
atresia,

 Renal dysplasia,

 Limb anomalies, most often radial dysplasia).







 Maternal polyhydramnios may alert the 
physician to EA.

 The infant often presents with:   

 Excessive salivation

 Choking and coughing on feeding

 Episodes of coughing, cyanosis, and
respiratory distress

 TEF without EA (H-type fistula) usually
presents after the neonatal period.

 The diagnosis is suggested by history of
recurrent chest infection or respiratory
distress related to meals.





 Diagnosis is confirmed by the inability to pass a catheter

into the stomach.

 X-ray studies will show the catheter coiled in the upper

esophageal pouch and/or an air-distended stomach,

indicating the presence of a co-existing TEF.

 If there is no fistula, or if it connects the trachea to the

esophagus proximal to the atresia, no GI gas will be seen

on x-ray and the neonate will show scaphoid abdomen.

 Careful search must be undertaken for the commonly

associated cardiac and other anomalies.



Oesophageal atresia EA with TEF



EA EA with TEF



 Provide basic supportive measures

 Maintain NPO.

 Suction intermittently the proximal pouch to avoid aspiration of saliva.

 The head of the bed should be elevated 45 degrees to diminish reflux of

gastric contents.

 Provide IV antibiotics for possible aspiration.

 Mechanical ventilation is to be avoided, if possible, because it may cause

severe abdominal distension compromising ventilation. If mechanical

ventilation is required, it should be done using a high rate and low

pressure.

 Consult pediatric surgeon for surgical repair: the steps and timing of

surgical ttt should be individualized.





 Definition:-

 A diaphragmatic hernia is the herniation of 

abdominal contents into the thoracic cavity 

through a defect in the diaphragm.

 The most common site is the left hemithorax with 

the defect in the diaphragm being posterior 

(foramen of Bochdalek) in 70% of infants. 

 Fifty percent of these hernias are associated with 

other malformations (e.g., cardiac, neural tube, 

intestinal, skeletal and renal defects). 







 Polyhydramnios is a common
association.

 Large defects (Bochdalek)
usually present at birth with :-

 Cyanosis, respiratory distress.

 Scaphoid abdomen.

 Decreased or absent breath
sounds on the side of the
hernia.

 Heart sounds displaced to the
side opposite the hernia.

 Intestinal sounds may be
heard on chest auscultation.



 Small hernias, right sided hernias and

substernal hernias of Morgagni may have a

more subtle presentation, manifested as:-

 feeding problems

 mild respiratory distress.



 Prenatal diagnosis using ultrasonography

allows delivery in a well equipped center to

increase chances of survival.

 Chest x-ray will reveal loops of intestine in 

the chest.









 All infants should be intubated immediately after delivery.

 Bag and mask ventilation is contraindicated.

 Insert large caliber nasogasteric tube and suction frequently or

leave tube open below the level of the baby for continuous

drainage to decrease gaseous distention of stomach and

intestine.

 Sedate and give analgesia as necessary.

 Avoid hypoxia and acidosis to avoid pulmonary hypertension

 Surgical repair is through either the abdomen or chest with

reduction of the intestine into abdominal cavity



 Mortality is related to the associated

pulmonary hypoplasia, pulmonary

hypertension, and congenital heart disease.







 Omphalocele is the herniation of the intestine 

and/or liver into the base of the umbilical cord. 

 The covering sac may be intact or ruptured.

 Immediate surgical repair, before infection has 

taken place and before the tissues have been 

damaged by drying  (saline-soaked sterile 

dressings should be applied immediately) or by 

rupture of the sac, is essential for survival.



 Eighty percent have

associated congenital

anomalies:

 Beckwith-Wiedemann

syndrome (omphalocele,

macrosomia, and

hypoglycemia).

 trisomies 13 and 18.

 Cardiac anomalies.







 Diagnosis is made by prenatal ultrasonography.

 Cesarean section is indicated if the defect is >5 cm or contains

liver.

 Provide continuous nasogastric suction.

 Cover intestinal contents with warm saline soaked gauze without

kinking and blocking

blood supply.

 Strict attention to the maintenance of core temperature is essential.

 Do not attempt to reduce the sac because it may rupture.

 Start broad spectrum antibiotics.

 Definitive surgical repair, when the baby stabilizes.



 Congenital malrotation of the colon is usually 
present, and can lead to midgut volvulus
presenting as intestinal obstruction after 

recovery from treatment of omphalocele. 





 Gastroschisis is a defect in the abdominal

wall at the base of the umbilical stalk through

which the small or large bowel may herniate.

 The intestine is eviscerated with no covering

sac.

 Ten percent of infants with gastroschisis have

intestinal atresia.





 Maintain normal body temperature.

 Correct the hydration status resulting from

increased IWL from exposed, large surface

areas of the intestine.

 Apply protective covering of the intestine by

saline-soaked gauze, and dry sterile dressing.

 Start broad spectrum antibiotics.

 Surgical treatment is mandatory





 Imperforate anus means lack of an anal

opening at the proper place.

 When a malformation of the anus is

present, the muscles and nerves associated

with the anus often have a similar degree of

malformation.

 The spine and urogenital sinus may also be

involved.



 Fifty percent of affected babies have

associated anomalies e.g., VACTERL.

 Unilateral renal agenesis is the most common

non-skeletal anomaly.



1. Low imperforate anus with or without fistula

in the perineum:-

At birth, the opening of the fistula is not

always apparent, and an interval of 12-24

hrs may be required until the bowel fills

with air or meconium reaches the most

distal point in the GI tract.



2. High imperforate anus:

 this type is never associated with fistula in 

the perineum.

 It may be associated with rectovesical fistula 

in the male and rectovaginal fistula in the 

female.









 Erect x-ray upside down with a metal coin on the

anal opening can help in the diagnosis of the level

of imperforate anus.

 However, it can also be misleading if the

distal rectum is filled with meconium, preventing

air from reaching the most distal

aspect of this pouch.

 Ultrasonography may be helpful in locating the

rectal pouch.



High imperforate anus Low imperforate anus



 Surgical treatment is mandatory:

 In low imperforate anus with a fistula in the

perineum, a perineal anoplasty in the newborn

period accomplishes decompression

of the bowel, and a colostomy is not needed.

 In neonates with imperforate anus without a

perineal fistula, a temporary colostomy is needed

for decompression; the definitive pull-through

operation is generally deferred until the baby is

about 1 year of age.





 This refers to a urethral opening that is on the

ventral surface of the penile shaft.

 It is the most common urological anomaly.

 It affects 1 in 250 male newborns. There is

a familial tendency.

 Approximately 60% of cases are distal, 25% are

subcoronal or midpenile, and 15% are proximal

 It presents by curved penis (chorda), deficient ventral

prepuce, and abnormal meatal opening.

 It may be associated with undescended testes and

hernias.







 Circumcision should be avoided, because

the foreskin is often used in the repair.

 The ideal age for repair in a healthy infant

is 6-12 months.





 Intestinal obstruction should be suspected 
with:-

1. Maternal history of polyhydramnios.

2. large amount (>20 mL) of gastric fluid at 

birth.

3. Bilious or non-bilious emesis.

4. progressive abdominal distension. 



1. Duodenal, jejunal, ileal, or colonic atresia.

2. Malrotation with mid gut volvulus.

3. Meconium ileus with associated cystic fibrosis.

4. Meconium plug.

5. Hirschsprung’s disease.

6. Imperforate anus.

7. Hypoplastic left colon.



 Infants with bowel atresia may pass meconium.

 The higher the obstruction, the more prominent

is the vomiting.

 The lower the obstruction, the more prominent is

the distension.

 Make infant NPO, start IV, and monitor

electrolytes, urine output and weight.

 Place gastric tube to continuous suction and

measure output.



1. Plain x-ray  abdomen shows:-
 Double bubble” sign of duodenal atresia. If

present, no further GI workup is needed and
patient should go to surgery when stable.

 Multiple dilated loops of bowel indicating a
more distal obstruction .

 Intraperitoneal calcifications suggestive of
perforation with meconium ileus.

 Air throughout bowel to the rectum
suspicious for Hirschsprung’s disease

 bubbly-appearing stool filling the bowel
suggestive of meconium ileus and cystic
fibrosis



2-Upper GI contrast study  (with dilute 
Gastrograffin) :-

 It required to assess for malrotation and 
possible volvulus.

 Contrast enema using Gastrografin may be 
done to identify an area of obstruction or to 
relieve meconium plug or meconium ileus.



3. Suspect acute volvulus secondary to

malrotation :-

 If the baby has signs of shock, metabolic

acidosis or peritonitis.

 If there are signs suggesting volvulus,

emergency operation is indicated since gut

viability may be threatened.



4. Suspect Hirschsprung’s disease:-

 If there are repeated episodes of abdominal 
distension 

 or very delayed passage of meconium.

 Diagnosis can be made with suction rectal 

biopsy.  If no ganglion cells are seen, a surgical 
biopsy will confirm the diagnosis.

 Infants with Hirschsprung’s disease are at risk 
for development of fatal toxic megacolon until 
the bowel has been decompressed by corrective 
surgery or colostomy. 

 Surgeons may choose to decompress initially 
with rectal irrigation.  



 IV fluid replacement at maintenance levels
with parenteral nutrition starting within 2d of
operation.

 Intermittent fluid boluses may be required in
the first 48h to maintain adequate urine
output and to treat hypotension and
hypoperfusion.

 Consider early use of low-dose dopamine (3-
5 mcg/kg/min).

 Maintain Replogle tube to continuous suction
and measure output.



 If drainage is more than 10 mL/kg per 12h

shift, replace volume loss with an equal

volume of saline.

 After the baby has passed stool, start

feedings with small volumes and advance

slowly over the next 48h to ensure that baby

is not developing abdominal distension

secondary to postoperative ileus or to

stricture at the anastomotic site.



Hirschsprung’s disease: Intestinal Obstruction













meconium illeus complicated 
by volvulus and bowel infection

Illeal atresia-Meconium
illeus



 The care of the newborn baby may pose many 

problems for doctor. From the surgical point of 

view these mainly concern the management of 

babies born with various kinds  of congenital 

malformations.

 Most  surgically  correctable disorders  in  the  

neonate  will  present  with vomiting, 

gastrointestinal bleeding or respiratory distress. 



 The majority of neonatal surgical conditions

present shortly after birth or may be diagnosed

antenatally by ultrasound scanning (gastroschisis,

exomphalos, meconium ileus, etc).

 This permits antenatal counseling and planning

for the birth.

 Appropriate care of these infants requires close

cooperation and communication between the

NICU medical team and the pediatric surgeons.




