CLINICAL HYPERTROPHIC PYLORIC STENOSIS: EMERGENCY DEPARTMENT Childrens

GUIDELINE | 2 weeks to 3 months of age MINNESOTA

Aim: To standardize evaluation and management of patients with suspected pyloric stenosis

Patient presents to the ED with signs or symptoms of pyloric stenosis:
Progressive non bilious vomiting, projectile emesis, hungry after vomiting, weight loss despite good appetite, palpable "olive" like mass in mid epigastrium

* Place PIV \l/

* Obtain BMP and POC glucose ] -
. Administer NS bolus 20 mL/kg <—— Yes Signs of moderate or severe dehydration? ‘

» See Note 1 on page 4

l

Vital signs/exam

Obtain pyloric ultrasound

improved? Yes *if done at outside facility, repeat imaging here
Off Guideline . Is US suggestive of pyloric stenosis?
‘ Treat as clinically indicated See Note 2 on page 4
Yes

Maybe
Off Guideline \L \l/

» Treat as clinically indicated .
. . * Make patient NPO
Obtain US when able after See Note 3 on page 4 - Place PIV if not already done

0 gf(:: ﬁgtr:acé girzage 4 + Obtain BMP if not already done
» Administer fluid bolus/boluses based on labs (see page 2)
» Start dextrose-containing IV fluids at 1.5x maintenance rates

EXCLUSIONS: \l/

» Concern for sepsis

* Concern for non-accidental trauma Notify Pediatric General Surgery (see Note 4 on page 4) and admit to

* Bilious emesis: should raise concern for Hospital Medicine unless significant electrolyte abnormalities (see page 2)
malrotation or volvulus

* Age < 2 weeks or >3 months

Disclaimer: This guideline is designed for general use with most patients; each clinician should use their own independent judgment to ) .
meet the needs of each individual patient. This guideline is not a substitute for professional medical advice, diagnosis or treatment. Reviewer(s): O'Neill and workgroup | Rev 1/26 | Exp 1/29

©2026 Children's Minnesota



INPATIENT | HYPERTROPHIC PYLORIC STENOSIS: Pre-surgical Fluid Management Chﬂdren’s*

GUIDELINE | 2 weeks to 3 months of age MINNESOTA

Aim: To standardize evaluation and management of patients with suspected pyloric stenosis

Review BMP:

See Note 1 on page 4 and Note A on

this page

Chloride <85 mEq/L
or Bicarbonate >40
mEq/L

v

Consider PICU
admission

y

Give NS bolus 20
mL/kg x3 each over
30-60 minutes.
Check for fluid
overload after each
bolus (ex.
hepatomegaly,
crackles, hypoxia)

y

Recheck BMP 1 hour

after last bolus

Chloride 85-97 mEq/L
or Bicarbonate 33-40
mEq/L

Y

Give NS bolus 20
mL/kg x2 each over
30-60 minutes.
Check for fluid
overload after each
bolus (ex.
hepatomegaly,
crackles, hypoxia)

v

Recheck BMP 1 hour
after last bolus

v

Is Chloride >100 mEg/L and Bicarbonate
<30 mEg/L

Chloride 98-99 mEq/L
or Bicarbonate 30-
32 mEg/L

v

Give NS bolus 20
mL/kg x1 over 30-60
minutes

Recheck BMP 1 hour
after last bolus

<

Chloride
2100 mEg/L and
Bicarbonate
<30 mEg/L

¥

Proceed to OR once
clinically hydrated

NOTE A:

« If patient had signs of severe
dehydration and was given a bolus
on page 1, this counts towards
their bolus total

* Add Potassium to IV fluids
(20mEg/L) once UOP is established
and as long as K level is <5 mEg/L

« Consider additional NS bolus if UOP
<1ml/kg/hr over 4 hours

* Manage other electrolyte imbalances
per professional judgement

* Once Chloride >100 mEg/L and
Bicarbonate <30 mEqg/L, no need to
keep rechecking labs unless there
are other concerns

EXCLUSIONS:

» Concern for sepsis

» Concern for non-accidental trauma

 Bilious emesis: should raise concern
for malrotation or volvulus

* Age >3 months

Proceed to OR.
See Page 3 for post
op management

Continue fluids at 1.5x maintenance rates.

Recheck BMP Q6 hours until Chloride is
>100 mEg/L and Bicarbonate is <30 mEg/L

Disclaimer: This guideline is designed for general use with most patients; each clinician should use their own independent judgment to
meet the needs of each individual patient. This guideline is not a substitute for professional medical advice, diagnosis or treatment.
©2026 Children's Minnesota
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INPATIENT | HYPERTROPHIC PYLORIC STENOSIS: Post-surgical Fluid Management Chﬂdrerl’S'

GUIDELINE | 2 weeks to 3 months of age MINNESOTA

Aim: To standardize evaluation and management of patients with suspected pyloric stenosis

Post Op Management: Discharge Criteria: Follow Up:

1. Decrease IV fluids to 1. Completed post 1. Follow up with
maintenance rate once anesthesia monitoring primary care provider
back to the unit per Children's in 3-7 days for

2. NPO until recovered from Guideline (see Note 7) weight check
anesthesia 2. Tolerating appropriate 2. Follow up with

3. Once awake, ok to trial PO- minimum of 2 pediatric general
formula or breastmilk per feeds in a row without surgery as needed
home routine (see Note 6) large emesis

4. Acetaminophen (Tylenol®) 3. Voiding
as needed for pain 4. Pain controlled

5. Saline lock IV once 5. No fever
tolerating oral feeds

Disclaimer: This guideline is designed for general use with most patients; each clinician should use their own independent judgment to ) o
meet the needs of each individual patient. This guideline is not a substitute for professional medical advice, diagnosis or treatment. Reviewer(s): O'Neill and workgroup | Rev 1/26 | Exp 1/29 3
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MINNESOTA

CLINICAL _ * -
cuipeLine | PYLORIC STENOSIS: NOTES Children's

Aim: To standardize evaluation and management of patients with suspected pyloric stenosis

NOTES:

Note 1: Labs can be normal in patients who are diagnosed early, but labs that are supportive of diagnosis include: hypokalemia (if longer period of vomiting),
hypochloremic metabolic alkalosis with low chloride and elevated bicarbonate (from loss of gastric acid). We don't recommend routinely obtaining a CBC, which is
expected to be normal in uncomplicated hypertrophic pyloric stenosis. If obtained, abnormal results should raise the suspicion for alternate reasons for vomiting.

Note 2: Pyloric ultrasonography is considered positive when muscle thickness is greater than 3 mm and channel length is 15mm or more.

Note 3: If pyloric ultrasound is equivocal consider: discussion with general surgery, admission for observation, repeat US in 48 hours and/or upper Gl if suspicion is high
but initial US is not diagnostic. Upper Gl findings suggestive of pyloric stenosis: narrowing of the canal or pointing of the barium at the pyloric canal.

Note 4: Call General Surgery between 6am and 10pm; otherwise, day team to call at 6am.

Note 5: In infants who are severely dehydrated or ill appearing, consider alternative diagnoses such as sepsis, intestinal obstruction, or a primary metabolic disorder.
Other differential diagnoses to consider for an infant with persistent vomiting includes, but is not limited to: gastroesophageal reflux, food allergy or FPIES, gastric or
duodenal inflammatory disease, liver disease, toxin exposure, UTI, pneumonia, pancreatic disease or testicular/ovarian torsion. May still be appropriate to obtain a
pyloric ultrasound in these cases.

Note 6: If large volume emesis x2, consider modifying ad lib feeding plan with: Pedialyte 30 mL Q2 hours x2, then breast milk/formula30 mL Q2 hours x2, then back to
ad lib.

Note 7: Refer to Post Sedation Infant Monitoring

Disclaimer: This guideline is designed for general use with most patients; each clinician should use their own independent judgment to ) o
meet the needs of each individual patient. This guideline is not a substitute for professional medical advice, diagnosis or treatment. Reviewer(s): O'Neill and workgroup | Rev 1/26 | Exp 1/29 4
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https://www.childrensmn.org/references/CDS/post-sedation-infant-monitoring.pdf
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