PYLORIC STENOSIS
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OBJECTIVES

* Recognize the classic presentation and lab findings
 Differentiate between other diagnoses
- Understand the management and treatment



ETIOLOGY

* Unclear, mostly multifactorial
* Environmental: maternal smoking, bottle feeding

* Genetic: susceptibility locus that contains APOA1 gene
cluster

* Antibiotics: Erythromycin and azithromycin, particularly to
newborns less than 2 weeks of age


Presenter
Presentation Notes
A genome-wide association study identified a susceptibility locus that contains the apolipoprotein A1 (APOA1) gene cluster. This finding provides a possible mechanistic explanation for observed associations between low plasma cholesterol at birth and risk of IHPS.


PRESENTATION

- Age: 3 to 6 weeks old, up to 5 months
* Nonbilious, forceful emesis

- Strong appetite with low urine output
* “hungry vomiter,” seeks to be refed after emesis episode
» Olive-like mass in right upper quadrant

« Labs: hypokalemic, hypochloremic, metabolic
alkalosis


Presenter
Presentation Notes
Classically, you can see pyloric stenosis in infants between 3 to 6 weeks of age, but some reports of up to 5 months of age. They will present with non-bilious forceful emesis, and they will have a strong appetite with low urine output. Indeed, some say they are “hungry vomiters”, looking to be refer after emesis episodes. They can also present with other signs of dehydration such as dry mucus membranes or skin turgor. Olive like mass is being reported less frequently because of earlier diagnosis by ultrasound, and higher clinical suspicion at an earlier age.

With lab findings, you will find hypokalemic, hypochloremic, metabolic alkalosis due to the loss of large amounts of gastric hydrochloric acid. K+ loss in vomitus, with activation of RAA system with produces loss of K+ in urine. With extreme K+ loss in urine -> it gets reabsorbed in distal tubule with loss of H+ worsening metabolic alkalosis and producing and acidic urine



DIFFERENTIAL

Physiologic reflux (“happy spitter’): not associated with
electrolyte abnormalities, chronic v progressive

Cow milk protein allergy: blood-tinged stools
Adrenal crisis: hypotension with hyperkalemic acidosis

Obstruction (malrotation, Hirschsprung): bilious emesis,
abdominal distention

Liver disease

* Acholic stool: biliary atresia

« Conjugated hyperbilirubinemia: biliary atresia, biliary cysts,
Gilbert syndrome



MANAGEMENT

* Definitive management: pyloromyotomy
« Should only be performed when well hydrated

* Recently, expert panel provided recommendations of
cutoff electrolytes prior to procedure

« Alkalosis prior to surgery has been associated with an
increased risk of postoperative apnea
* If risk for general anesthesia, may perform balloon
dilation but does not disrupt the seromuscular ring


Presenter
Presentation Notes
In the European Journal of Pediatric Surgery, an international panel reached a consensus to recommend electrolyte cutoffs prior to pyloromytomy. the following laboratory tests and corresponding cutoff values prior to pyloromyotomy: pH ≤7.45, base excess ≤3.5, bicarbonate <26 mmol/L, sodium ≥132 mmol/L, potassium ≥3.5 mmol/L, chloride ≥100 mmol/L, and glucose ≥4.0 mmol/L. Isotonic crystalloid with 5% dextrose and 10 to 20 mEq/L potassium should be used for fluid resuscitation.
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