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How can you help?
For OARA to continue its important work you may wish to make 
a donation or volunteer your time, skills or experience. You don’t 
necessarily need first hand experience with oesophageal atresia, 
but you may simply wish to do something productive to help solve 
the problem which you will find richly rewarding. By encouraging 
your family and friends to join and participate you will help to ensure 
the continued success of OARA.

To make a tax 
deductible donation 

please go to our 
website for details.

Nate (6 weeks old)

Shkyiah (7 Years old) 

Tamisha (3 Years old) 

Alannah (5 Years old)

Contact OARA:
Website: www.oara.org.au  
Email: mail@oara.org.au

 
Facebook.com/oara   

Postal address: 
OARA,  P.O. Box 502, Pakenham, VIC  3810



What is oesophageal atresia?
Oesophageal atresia (OA) is a congenital obstruction in the 
oesophagus in newborn babies. The oesophagus is the foodpipe 
(commonly known as the ‘gullet’) leading from the mouth and pharynx 
to the stomach. In babies with OA the oesophagus ends in a blind 
upper pouch (atresia). This is usually associated with a tracheo-
oesophageal fistula (TOF), an abnormal connection between the 
oesophagus and the trachea, or windpipe. The condition was fatal 
until the 1930s, but is now treatable with surgery. 
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How frequently does it occur?
The condition occurs in approximately one in every 3,500 births. 

Does oesophageal atresia 
always take the same form?
No. There are five main types shown below:

Treatment outcomes for the 
TOF/OA child today:
Although many advances have been made in the treatment of 
oesophageal atresia, there are still many problems to solve. The 
success rate today is virtually 100%, as the treatment of oesophageal 
atresia is accepted as one of the finest examples of modern 
surgical techniques. However, when other problems are present 
there is greater risk to life. It is this high risk group that highlights 
how important it is to continue to support OARA, to fund additional 
research into the condition and its complications.

What are the problems facing 
further research?
There is still a lot to be learned from on-going and in-depth study 
of babies born with oesophageal atresia. A combination of clinical 
and laboratory research can do much to help our physicians 
and surgeons to recognize and treat the condition as early and 
successfully as possible.  Funds are needed to finance vital 
research programs that could be started by surgeons, paediatricians 
(neonatologists), respiratory physicians, pathologists, nurses, 
research workers, etc., as a continued clinical study. This must be 
combined with a close follow-up of all patients in order to gain a 
greater understanding of the problems associated with TOF/OA and 
an improvement in overall outcomes. Current evidence suggests that 
treatment to date is very satisfactory; however, there are still grey 
areas, especially in regard to “high risk babies”. It is a group which 
desperately needs additional help and this will only come from further 
research. 

How can OARA help?
OARA (Oesophageal Atresia Research Association) was founded 
by parents of TOF/OA children who came together to try to 
understand and overcome some of the problems associated with 
this condition. Our primary aim is to provide community awareness 
into the condition, to liaise with national and international counterparts 
in keeping abreast of current research including best practice into 
parental and patient support, to raise funds to ensure future research 
into oesophageal atresia and associated conditions.  We are in a 
unique position to provide education and offer comfort, advice and 
assistance to families who find themselves suddenly caught up in the 
drama of oesophageal atresia and related conditions.

Figure 1. Oesophageal atresia 

with a distal tracheo-oesophageal 

fistula. (Abnormal connection 

between windpipe and lower 

oesophagus). The most frequently 

encountered anomaly. 

i.e. OA with distal TOF

Figure 2. Oesophageal atresia 

with a proximal fistula. (Abnormal 

connection between windpipe and 

upper oesophagus. No connection 

from gullet to stomach). 

i.e. OA with proximal TOF

Figure 3. Oesophageal atresia 

combined with fistula from both 

oesophageal segments. 

(Abnormal connections from the 

upper and lowe oesophagus to the 

windpipe). 

i.e. OA with double TOF

Figure 4. Isolated oesophageal 

atresia without a fistula. 

(No connection between gullet and 

stomach). 

i.e. Pure OA (no TOF)

Figure 5. Tracheo-oesophageal 

fistula of the “N” or “H” type. 

(Abnormal connection between 

oesophagus and windpipe). 

i.e. H-TOF (No atresia of the 

oesophagus).
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