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CASE PRESENTATION

A 4-day-old male patient presented in the emergency
department with a history of reluctance to feed and
vomiting since birth. The vomiting was non-projectile
and non-bilious. The patient also had a history of not
passing stool for the last two days. The patient initially
passed meconium normally for the first two days. At the
presentation, the newborn weighed 3.1 kg, and was
febrile, icteric, and irritable but had no pallor or
dehydration. Abdominal examination revealed a soft,
non-tender abdomen without any palpable masses. A
dry, empty rectum was observed on the digital rectal
exam. Other systemic examinations were unremarkable.
Laboratory investigations revealed normal electrolytes,
hyperbilirubinemia, and an increased creatinine level.

Figure 1: A) Single, large air bubble on plain x-ray, B) Showing
hypertrophied pylorus.

A single, large air bubble was evident on a plain x-ray of
the erect abdomen (Fig. 1A). Ultrasound of the abdomen
demonstrated the gastric pylorus appearing thickened
and giving a target sign on the transverse axis. The
pyloric length was measured at 16.5mm. The thickness
of the pyloric muscle was 5.5mm and the pyloric
diameter was 12mm. Features suggested for neonatal

hypertrophic pyloric stenosis. Ramstedt’s Pyloromyotomy
(Fig. 1) was performed. The following findings were
recorded; a thickened large pylorus, a distended
stomach, and a duodenojejunal junction on the right
side, normal Ileo-cecal junction, and normal mesentery.
The patient recovered well postoperatively and was
discharged on the second postoperative day. The patient
is doing fine on follow-up.

DISCUSSION

Mostly the patients with hypertrophic pyloric stenosis
(HPS) present between 3 and 6 weeks of age. Although
incredibly rare, neonates have been reported to have
hypertrophic pyloric stenosis. An autopsy revealed
pyloric stenosis(PS) in the 7-month-old fetus who was
the youngest patient. Although 5% (range, 0.7-20%) of
these patients experienced symptoms at birth, as noted
by Zenn and Redo, there have been remarkably few
cases of surgical intervention within the first week of life.
[1] Early neonatal pyloric stenosis is accounted for as a
congenitally produced soft hypertrophy of the pyloric
muscle without the constriction consequences proposed
by Wallgren. [2] Although the fundamental cause is still
unknown, it is commonly known that PS is caused
through a polygenic mode of inheritance with alterations
caused by several environmental factors. [3] It has been
demonstrated that bottle feeding, younger maternal age,
maternal smoking, and erythromycin medication during
the first two weeks of infancy are associated with this
condition. The concept of familial aggregation has been
articulated, and 47.9% of siblings have a family history.
(4]

HPS is typically diagnosed with abdominal ultrasound,
which reveals increased pyloric muscle thickness, length,
and diameter. Laboratory analysis typically reveals a

metabolic alkalosis that is hypochloremic and
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hypokalemic and is caused by the loss of significant
amounts of stomach hydrochloric acid. The severity of
this condition relies on how prolonged symptoms
persisted before the initial diagnosis. [5] That’s why
typical electrolytes and acid-base derangements were not
observed in the index case. Since 1912, the Ramstedt
pyloromyotomy has been the recommended procedure as
also employed in our patient.
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