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ABSTRACT

Pylorospasm is a cause of delayed gastric emptying in young infants. As in patients
with hypertrophic pyloric stenosis, most pylorospasm patients present with projectile
vomiting. However, unlike that in case of hypertrophic pyloric stenosis, no persistent
pyloric stenotic lesions are present. As such, follow-up using serial gastrointestinal
fluoroscopy or ultrasonography can be helpful in diagnosing patients with clinical
signs of gastroparesis. Most cases can be treated conservatively, but some patients
require pharmacologic treatment. Antispasmodics have been proposed as a treat-
ment for pylorospasm, but their use in neonates and infants has rarely been reported.
Herein, we present a case of pylorospasm diagnosed in the neonatal period and
successfully treated with intravenous atropine.
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Figure 1. (A) Initial abdominal radiograph showing diffuse gaseous disten-
tion of the whole bowel (7th day of life). (B) Abdominal radiograph 1 day after
ileostomy. Bowel distention is relatively improved (11th days of life). (C) Ab-
dominal radiograph 2 weeks after ileostomy. Marked gaseous distension of
the stomach is seen. (D) Abdominal radiograph after intravenous atropine
treatment. Gastric distention has disappeared.

Figure 2. Initial gastrointestinal fluoroscopy. (A) Fluoroscopy of the upper
gastrointestinal tract showing gastrointestinal reflux (green arrow). (B) Fluo-
roscopy of the small bowel showing segmental dilatation of the distal ileum
below the stomach (green arrow).
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Figure 3. Fluoroscopy of the upper gastrointestinal tract on the
32nd day of life. Mild luminal narrowing (green arrow) is seen at
the pylorus, without gastroesophageal reflux.
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Figure 4. (A, B) Fluoroscopy of the upper gastrointestinal tract showing intraluminal
narrowing of the pylorus (green arrows). This finding suggests restricted pyloric
relaxation, which is compatible with the diagnosis of pylorospasm. Panels A and B

images were taken at almost the same time.
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