GASTROSCHISIS GUIDELINE
RECOMMENDATIONS
12/9/2014
PRENATAL
1. Fetal surveillance
ULTRASOUND:
 Perform fetal ultrasound every 3-4 weeks after diagnosis. A standardized ultrasound
checklist will be used to assess and record the following [LOE= D]:
 Fetal growth: Assess for the development of intrauterine growth restriction (IUGR)
based on parameters other than abdominal circumference.
 Amniotic fluid volume: Measure amniotic fluid index (AFI) weekly if
oligohydramnios or polyhydramnios is identified.
 Bowel diameter: Measure from inner wall to inner wall along the short axis of the
most dilated segment of both the intra-abdominal and extra-abdominal bowel.
 Stomach Dilation: Measure largest dimension along short axis.
 Bowel wall: Measure thickness of both the intra-abdominal and extra-abdominal
bowel.
 Superior mesenteric artery and vein (SMA/SMV): Evaluate for patency.
NON-STRESS TEST:
 Perform NST 2 times per week starting at 32 weeks gestation in simple gastroschisis.
 Perform NST weekly prior to 32 weeks in fetuses with concerning fetal growth,
progressive bowel dilation or an absolute bowel diameter of 25 mm or greater, and/or
abnormal amniotic fluid volume. [LOE= E]
Rationale:
 The intrauterine fetal demise rate for gastroschisis is 10-12%, but some studies
report a reduction of fetal mortality to as low as 2% with fetal surveillance. The
fetal non-stress test (NST) remains the mainstay of fetal surveillance for
gastroschisis. There is no evidence that fetal ultrasound testing more often than
every 3-4 weeks improves outcome (Brantberg 2004, Vegunta 2005, Netta 2007).
 Growth assessment, doppler evaluation for SMA and SMV patency, AFI, and
evaluation of bowel changes (i.e. dilation, thickness, stomach dilation) may indicate
the need for initiation of NST after viability but before 32 weeks. Although none of
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these parameters have been proven to be predictive of outcome, we recommend
that they be measured to collect further data on this issue (Heinig 2008, Nick 2006,
Aina-Mumuney 2004, Davies 2009, Santiago-Munoz 2007, Payne 2009).
 Because the outcome of gastroschisis in extremely preterm or growth restricted
neonates is unclear, we recommend consultation with a pediatric surgeon to
develop a management plan.
o

The fetal bowel varies with gestational age. Interpretation of bowel
diameter and/or bowel wall thickness should be evaluated in the context of
gestational age (Heinig 2008, Nyberg 1997, Parulekar 1991, Santiago-Munoz
2007).

o

The fetus with gastroschisis presents a challenge in regard to metrics for
fetal growth because the abdominal circumference is used prenatally to
estimate the fetal weight. Therefore the same definition for IUGR in normal
pregnancies may not apply for the fetus with gastroschisis. Consequently,
the literature suggesting that IUGR predicts poor outcome in fetal
gastroschisis may not be valid. A nomogram for fetal growth in gastroschisis
should be established (Brantberg 2004, Japaraj 2003, Netta 2007).

2. Use of prenatal indicators to decide when to deliver
 Base the timing of delivery solely on obstetric indications, e.g., abnormal NST, rather
than any fetal ultrasound findings [LOE=D].
Rationale:
 There is no consensus in the literature on prenatal sonographic markers as
indicators for bowel pathology or delivery in the fetus with gastroschisis. The
metrics and method for assessment of all prenatal markers are not well defined
and not standardized (Heinig 2008, Nick 2006, Aina-Mumuney 2004, Davies 2009,
Santiago-Munoz 2007, Payne 2009).
3. Timing of delivery
 Avoid preterm delivery (<37 0/7 weeks) in fetuses with simple gastroschisis in the
absence of maternal, fetal, or obstetric indications (Logghe 2005).
 Document fetal pulmonary maturity for delivery under 39 weeks’ gestation, in the
absence of fetal, maternal, or obstetric indications for delivery (in accordance with
ACOG Practice Bulletin Number 107, August 2009).
 Deliver at or shortly after 39 0/7 weeks in the absence of maternal, fetal, or obstetric
indications. [LOE= B, D]
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Rationale:
 All preterm neonates with simple gastroschisis have a longer length of stay and longer
time to enteral feeds when compared to term neonates with simple gastroschisis. In
addition, a higher rate of sepsis, longer time to closure, and longer time on ventilation
have been reported (Charlesworth 2007, Dunn 1999, Ergun 2005, Huang 2002,
Maramreddy 2009, Boutros 2009).
 The literature is less clear about timing of delivery in simple gastroschisis between 34
0/7 to 36 6/7 weeks (late preterm period). In addition to complications noted above,
there is emerging data that the late preterm period is important for continued brain
growth and lung development. Furthermore, late preterm infants have abnormal
intestinal motility, suck reflex, hypothermia, hypoglycemia and hyperbilirubinemia. All
of these co-morbidities associated with delivery in the late preterm period add to the
inherent complications in the infant with simple gastroschisis. Therefore, evolving
expert opinion supports that the risks of morbidities associated with late preterm birth
outweigh the benefits of preterm delivery unless indicated by maternal, fetal, or
obstetrical reasons (Charlesworth 2007, Maramreddy 2009).
 There is historical controversy regarding intestinal peel and length of amniotic fluid
exposure. To date there is no consistent data supporting length of intestinal exposure
to amniotic fluid and occurrence of intestinal peel. This is because there is no standard
method for grading bowel integrity at the time of delivery and no histological
correlation with bowel appearance. Therefore, elective preterm delivery to avoid
continued intestinal exposure to amniotic fluid is not indicated (Correia-Pinto 2000).
 The intrauterine fetal demise rate for gastroschisis is 10-12%, therefore, even in simple
gastroschisis, the risk of stillbirth outweighs the risk of elective delivery at 39 weeks.
(Vegunta 2005).
4. Mode of delivery
 Deliver vaginally, and reserve Cesarean delivery for maternal, fetal, or obstetric
indications (Segel 2001). [LOE = M, D]
Rationale:
 Elective cesarean delivery does not improve neonatal outcomes for fetuses with simple
gastroschisis, and there is increased maternal morbidity with cesarean delivery (Segel
2001, Salihu 2004, How 2000).
 Vaginal delivery compared to cesarean delivery is not associated with increased LOS,
infection, days to first enteral feed, death, or differences in the success of the chosen
closure method (Segel 2001, Abdel-Latif 2008, Singh 2003, Boutros 2009).
 The frequency of intrapartum fetal distress among laboring patients with gastroschisis is
the same as those without gastroschisis. Labor and rupture of membranes are not
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associated with increased neonatal morbidity or mortality in the neonate with
gastroschisis (Anteby 1999, Strauss 2003).
5. Interdisciplinary Family Centered Care
 The medical, surgical, and social complexities of fetal/neonatal gastroschisis
management are stressful for families. While there are no data, there is emerging
expert opinion suggesting that families benefit from a collaborative multidisciplinary
approach to diagnosis, education, and management that begins during the prenatal
period. This includes education and prenatal consultation with pediatric surgery,
neonatology, and maternal-fetal medicine. Equally important is the practical
preparation for families including: housing, familiarity with resources and sites of care,
transportation, and financial concerns. Therefore, a referral to a tertiary care center
that offers this global approach to care should be considered.
 We have developed a list of services that a family should receive during their prenatal
care in preparation for delivery and postnatal care (See Prenatal Passport).
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MEDICAL PROCEDURES IMMEDIATELY AFTER BIRTH
1. Delivery room interventions.
 Clamp and cut the umbilical cord at least 12 inches (30 cm) from the baby.
 Rationale: Use of the turban method for closure requires several inches of umbilical
cord.
 Initiate resuscitation as per Neonatal Resuscitation Program.
 Apply cardiac leads and administer vitamin K.
 Position baby right-side down. Place legs, exposed bowel and viscera, and lower body up
to the axillae into "bowel bag" and secure bag opening loosely across upper chest (do not
add or cover bowel with gauze). Minimize handling of bowel and monitor color and
perfusion of bowel continuously [Level of evidence (LOE)=E - expert opinion].
 Rationale: Perfusion of bowel is better if it is not draped across the umbilical cord
structures, and thus the baby should be positioned right side down if the umbilical cord
is on the left side of the defect (the usual location). The clear plastic bowel bag will
reduce evaporative water and heat losses from exposed bowel, and allow continuous
monitoring of bowel perfusion (Strodtbeck 1998, Lund 2007, Williams 2003, Bianchi
1998).
 Rationale: There is no evidence for the use of aseptic, sterile technique in handling the
infant or the intestines. We recommend gown and gloves to handle bowel. Individual
centers can determine whether aseptic, sterile technique should be used and for what
part of stabilization.
 Use isolette and monitor patient temperature continuously [LOE=E – expert opinion].
 Rationale: Heat losses through exposed bowel are increased, even with covered with
plastic bag. Use care not to subject exposed bowel to direct heat from radiant warmer;
incubator may be preferable prior to transport (Cauchi 2006, Williams 2003).
 Insert 10F nasogastric, double-lumen sump like tube (e.g., Replogle) and connect to low
intermittent suction [LOE=E – expert opinion]. Use a syringe to apply suction to the
nasogastric tube until suction is available.
 Rationale: Decompression of the stomach and avoidance of increased bowel gas may
facilitate attempts to close the abdominal wall. (Davies 2005, Stephenson 2009).
2. IV access and fluids
 Place peripheral IV for parenteral fluids and antibiotics. There is no contraindication to
using an Umbilical Venous Catheter (UVC) for medical emergencies or when other access
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is unobtainable. Cut the umbilical cord as necessary to place the UVC [LOE=X – no
evidence].
 At birth, begin D5 1/4 NS at 120 mL/kg/day. Continue until surgical intervention and
adjust based on measurement of sodium every 12 hours until stable. [LOE=E – expert
opinion].
Rationale:
 Although newborns usually receive IV fluids at 60-80 mL/kg/day, water losses by
evaporation are greatly increased from exposed bowel, even if covered with plastic
wrap, and there may also be third-space losses into tissue. Thus, initial total IV fluids
volumes should be approximately twice maintenance—about 120 mL/kg/day.
 Although newborns are usually not given sodium on the first day of life, those with
gastroschisis have third-space loss of isotonic fluids into tissue. These losses should
initially be replaced with 1/2 NS at 60 mL/kg/day (or 1/4 NS at 120 mL/kg/day) and then
reassessed based on electrolytes, urine output, and degree of bowel edema.
 Normal newborns usually receive D10W at a rate of 60-80 mL/kg/day (to deliver 4-6
mg/kg/min of dextrose). However D10W at the rate of 120 mL/kg/day may be too high
(10 mg/kg/min) and may result in hyperglycemia.
 Potassium losses are minimal in the first day so it should not be added until
hypokalemia, or normal urine output with normokalemia, are documented.
 Some authors recommend routine IV fluid boluses of 20 mL/kg with saline or albumin,
but this may worsen bowel edema and should be used only for significant oliguria,
hypoperfusion, etc.
 Protein losses may be higher in newborns with gastroschisis, so once at surgical center
we will use stock D10W with amino acids (such as 2.2% trophamine ) at 60 mL/kg/day,
as is commonly given to preterm infants, and ½ NS at 60 mL/kg/day. Infants receiving
the two IV solutions described will receive 1.3 g/kg/day of protein, 4.6 mEq/kg/day of
NaCl, and a dextrose index of 6 mg/kg/minute. Total parenteral nutrition tailored to the
patient’s needs should be ordered on the day after birth.
 References: Stephenson 2009, Lund 2007, Williams 2003, Ledbetter 2006
3.

Laboratory tests

 The following labs should be done at birth: glucose, blood culture and CBC. The following
labs should be done after transfer to surgical center or at about 6 hours of age: CBC (if not
already done), glucose, electrolytes (Na, K, CO2, Cl). The following studies should be done
if there is respiratory distress or need for supplemental oxygen: arterial (or capillary)
blood gas and CXR [LOE=E –expert opinion].
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 Rationale: Glucose should be monitored because of the risk of hypoglycemia and
hyperglycemia from uncertainty of glycogen stores and parenteral glucose needs.
Blood culture and CBC may be helpful in determining the duration of antibiotics.
Electrolytes should be monitored due to unpredictability of water and electrolyte
needs. Blood gas and CXR are helpful in determining the cause of respiratory
distress or oxygen requirement (Williams 2003).
4. Medications
 Begin ampicillin 100 mg/kg IV every 12 hours and gentamicin 4 mg/kg IV, as appropriate
for size and gestation, after obtaining blood culture [LOE=E – expert opinion].
 Rationale: The exposed bowel is exposed at (or before) birth to vaginal flora that are
usually sensitive to ampicillin and gentamicin. (Stephenson 2009,
Thepcharoennirund 2005, Vegunta 2005 Williams 2003).
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SURGICAL
1. Surgical Closure Method
 Enclose bowel by umbilical turban, spring-loaded silo, or primary fascial closure (method
selected by attending surgeon). [LOE=B,D,E] Surgical Team will be contacted after
procedure to document rational for initial enclosure method.
Rationale:
 No method of closure has been demonstrated to be better than the others
(Weinsheimer 2008, Maksoud 2006, Bonnard 2008).
 Randomized controlled trial (27 pts in each arm) demonstrates no difference between
spring-loaded silo (SLS) and primary closure with respect to time on TPN, length of stay
(LOS), incidence of sepsis and necrotizing enterocolitis (NEC); there was a trend toward
decreased days on ventilator but it was not significant (Pastor 2008).
 Five retrospective case control studies support SLS over primary closure: LOS shorter in
2 studies, lower airway pressures in 2, time to full feeds faster in 2, less NEC in 2, lower
infection in 3 (Minkes 2000, Chiu 2006, Allotey 2007, Owen 2006, Schlatter 2003)
 Retrospective report of delayed fascial closure rates using SLS with no change in clinical
outcomes (Jensen 2009).
 Many case series report successful use of primary closure with use of silo (springloaded
or surgical) as a salvage therapy.
 Use of turban closure was demonstrated to be safe in small series. However, it was not
found to be better than other methods and was associated with increased rate of
umbilical hernias (Bonnard 2008, Sandler 2004).
 A standard audit tool will be created and mailed to the surgeons to record medical
decision making for later review.
2. Surgical Closure Anesthesia
 Provide general anesthesia for primary surgical closure [LOE = E].
 Do not use general anesthesia for routine placement of a SLS or umbilical turban closure
[LOE= D,E]
Rationale:
 Cochrane review found no randomized control trials that compare immediate reduction
without general anesthesia (GA) compared to with general anesthesia (Davies 2002).
 Retrospective case control study suggests that use of no GA results in decreased vent
days, length of stay in NICU, faster time to full feeds and shorter hospital stay. However
there was a non-significant trend toward septicemia in those patients reduced on the
ward without anesthesia (Davies 2005).
 A similar retrospective studied demonstrated no significant difference with regards to
starting feeds, duration of TPN and total hospital stay. No GA was associated with cost
savings (Cauchi 2006).

Next Expected Review: 2015

Page 8

 One retrospective study demonstrated successful reduction without anesthesia in 86%
of patients using the turban-like method. Other single institution retrospective case
series report safe reduction without anesthesia. (Kimble 2001, Bianchi 1998, Bianchi
2002).
 Regional blocks reduce duration of post operative ventilation (Mayhew 2008, Raghavan
2008).
3. Surgical Closure Timing and Location
 If using SLS, cover the defect as soon as possible with spring loaded silo, then
definitively close defect when auto-reduction has stopped [LOE = D/E].
 If using primary closure, close the defect when clinically stable [LOE = D/E].
 Perform placement of SLS or turban closure in the ICU rather than OR [LOE = E].
 Perform primary surgical closure in the OR. [LOE = E].
Rationale:
 Limited data to suggest that early closure is best. A small retrospective study
demonstrated benefit to early repair in the operating room compared to delayed repair.
Significant difference was noted in time to operative repair and ability to primarily close.
There was a trend (NS) toward earlier extubation, tolerating enteral feeds and lower
length of stay (Saranrittichai 2008)
 Early closure is associated with increased rate of primary closure but not long term
clinical benefit (Vengunta 2005, Driver 2001).
 Some studies recommend waiting more than 4 hours allows for improvement of
physiologic status (Bianchi 1998, Bianchi 2002).
 Closure in NICU without GA is associated with decreased vent and NICU days, and
shorter time to full feeds (Davies 2005).
4. Surgical Post-op Pain Management
 Use NICU pain protocol (final draft will be circulated for approval) [LOE = E]
 Use Pain scores (NPASS) to measure efficacy of pain management [LOE = E]
 Use rectal acetaminophen for first-line pain control (may give on a scheduled basis with
re-evaluation at 48 hours post-op) [LOE = E]
 Use intermittent morphine doses as second-line pain control. Add morphine drip if
intermittent doses are required more often than 3 times over a 4 hour period [LOE = E]
Rationale:
 All of the studies using acetaminophen focus on pain control in the immediate postoperative period and do not address ongoing pain management (Kimble 2001, Owen
2006, Williams 2003).
 Morphine is the opiate used most often, due to the longer half life and lower risk of
chest wall rigidity with bolus dosing (Driver et al 2000, Lund et al 2006).
 Two studies described use of regional anesthesia (neuraxial local anesthetic with
epidurals for follow-up pain control and single shot caudal) for peri-operative pain.
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These techniques are not likely to be widely available, but may merit further evaluation.
Patients treated with opiate analgesia are at risk for longer ventilator duration (Mayhew
2009, Raghavan 2008).
5. Intraoperative Measurement of Intra-abdominal Pressure (IAP)
 Measure gastric pressure intra-operatively prior to reduction and after reduction
at fascial approximation, and keep it <20mmHg
 Pass Replogle tube into stomach
 Confirm position by drainage of gastric contents or by surgeon during surgery.
 Connect to separate pressure transducer using blue “Christmas tree” connector or
alternate connector (e.g.16g Angiocath) to the blue vent port.
 Fluctuations in pressure during ventilation cycle desirable for accuracy.
 Alternatives for indirect measures of IAP (suggested but not required)
 Measure intra-vesical (bladder) pressures
 Pass Foley catheter into bladder
 Connect to separate pressure transducer using blue “Christmas tree” connector.
 Confirm fluctuations in pressure by applying pressure to bladder
 Aim to keep intra-vesical pressure < 20mmHg
 Measure ventilator plateau pressures or peak inspiratory pressures [LOE=D, E]
 Using pressure cycled (ventilation 15mmHg) adjust rate aiming for normal
PeCO2 36-40mmHg
 Monitor increase in pressure during abdominal closure
 Pressure increases >10mmHg suggest significant diaphragmatic splinting and a
significant increase in abdominal pressure with risk of abdominal compartment
syndrome.
 Plateau pressure >10-15cmH2O above intravesical or intragastric pressure are
considered a risk for compartment syndrome (Banieghbal 2006).
 Elevation of CO2 >50mmHg is also suggests that closure may be unsafe
(Puffinbarger 1996).
 Measure differential pulse oximetry
 Place pulse oximeters on upper and lower limbs
 A differential of >5% suggest a risk of abdominal compartment syndrome (Hong
2008).
 Use splanchnic perfusion pressure (SPP=MAP-IAP) if gastric pressure >18mmHg. Use
spring-loaded silo if SPP>43
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Note: We recommend using cmH2O. Some publications measure mmHg while others use
cmH2O which at 20mmHg equates to 27.2cmH2O – a significant difference. These
measurements are therefore simply guidelines which are conservative.
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Rationale:
 Direct or indirect measurement of IAP may reduce the risk of abdominal compartment
syndrome and its consequences on renal and gut perfusion, including oliguria or anuria,
edema lower limbs and abdominal wall, poor perfusion of lower limbs
 Multiple studies use 20mmHg (Olesevich 2005, Maksoud 2006).
 Intra-abdominal pressure can be measured with bladder or gastric pressures (Olesevich
2005, McGuigan 2006)
 Use of splanchnic perfusion pressure has better correlation with return of bowel
function and earlier extubation. When compared to intra-abdominal pressure as
measured by gastric pressure, SPP was a stronger predictor for need of a silo (McGuigan
2004, McGuigan 2006).
 Limited evidence suggests vent parameters can estimate intra-abdominal pressures
(Banieghbal 2006).
 Gastric tonometry been used in a limited number of cases (Thompson 2002)
6. Surgical Perioperative Antibiotics after biologic closure
 Use Ampicillin and Gentamicin for routine antibiotic prophylaxis for 48 hours after
definitive closure. [LOE = E]
 Cefazolin may be used for erythema of wound/skin. [LOE = X]
Rationale:
 We could find no published evidence on which antibiotics to use, but ampicillin and
gentamicin are commonly mentioned. Metronidazole was also used in a number of
studies.
 The single report of colonization and subsequent infections did not find any anaerobic
infections or colonization. However, in this report they used metronidazole as part of
their routine antibiotic treatment.
 Length of treatment was only specified in one report as a "goal" of 5 days. (Khalil 2008,
Kimble 2001, Thepcharoennirund 2005, Vegunta 2005, Williams 2003)
7. Surgical Post-op Feeding
 Start IV nutrition on the day of birth Start feeds when bowel sounds are present,
nasogastric output is clear, flatus and/or stool is present, nasogastic tube to gravity is
tolerated. Consider measuring gastric pressures.
 Advance feeds by 10 mL/kg/day
 Use breast milk or other 20 Kcal formula (avoid special or higher calorie formula; avoid
concentrating feeds). Use colostrum first if available.
 Aim for total daily caloric intake goal of 120 Kcal/kg/day
 Avoid prokinetics.
 Follow gastroschisis feeding protocol (see attachment) [LOE=E]
 Avoid H2 blockers or Proton pump inhibitors unless clinically indicated
 PT/OT consult for feeding
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Rationale:
 GS patients are at increased risk for NEC. There is no evidence to support routine PPI or
H2 blockers. (Puffinbarger 1996)
8. Surgical Discharge Plan
 Transfer from NICU to Acute Care on Surgery service when off ventilation and
hemodynamically stable.
 Discharge from hospital when no fever for 48 hr, gaining weight on oral or gavage
feeds, primary care physician identified and accepts transfer of care, family education
complete (see parent handout), hearing screen performed, wound closed or wound
care plan established, and follow-up appointment with surgeons made for 2 weeks
(additional appoints will be needed at 6 weeks, 3 months, 6 months, 9 months, 1 yr,
then annually). [LOE = X]
Rationale:
 Brief discussion in Williams 2003.
LEVELS OF EVIDENCE
M =Meta-analysis or Systematic Review
A =Randomized controlled trial: large sample
B =Randomized controlled trial: small sample
C=Prospective trial or large case series
D= Retrospective analysis
O= Other evidence (weak)
S=Review article (probably should not use)
E =Expert opinion or consensus
F =Basic Laboratory Research
X= No evidence
ADDITIONAL DOCUMENTS:
Parent handout addressing the following instructions to be reviewed before discharge:
sign of bowel obstruction - bilious vomiting, lack of passage of stool in baby's normal
pattern (varies from daily to every 4-6 days), abdominal distention, excessive discomfort
signs and behavioral treatment for symptomatic gastroesophageal reflux - significant
amounts of emesis, failure to thrive (gain weight and grow), arching with discomfort
between feedings. Encourage more upright position for bed and after feeds. Consult
their physician for further evaluation if they remain concerned.
Close monitoring of growth including weight gain, length and head growth.
Timing of follow-up including routine pediatric follow-up and pediatric surgical followup. This section should also contain MD names and telephone numbers for parents to
contact with questions and concerns.
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Feeding Protocol
Feed Volume

PN Substrate

(mL/kg)

(CHO/pro/fat)
*CHO – DIR
based on 24hr
cycle

3 mL q 3 hours

14/3.5/2

0-10 mL/kg

(103 kcal/kg)

20 mL/kg

13/3/2

IV+PO
Volume

Total TPN
volume

Enteral
Calories

Total calories
(kcal/kg)

(kcal/kg)

~5 kcal/kg

103-110 kcal/kg

13 kcal/kg

109 kcal/kg

20 kcal/kg

111 kcal/kg

27 kcal/kg

113 kcal/kg

34 kcal/kg

113 kcal/kg

40 kcal/kg

114 kcal/kg

47 kcal/kg

116 kcal/kg

54 kcal/kg

116 kcal/kg

60 kcal/kg

112 kcal/kg

(96 kcal/kg)
30 mL/kg

13/3/1.5
(91 kcal/kg)

40 mL/kg

13/3/1
(86 kcal/kg)

50 mL/kg

12/2.5/1
(79 kcal/kg)

60 mL/kg

11/2.5/1
(74 kcal/kg)

70 mL/kg

10/2.5/1
(69 kcal/kg)

80 mL/kg

10/2/0.5
(62 kcal/kg)

90 mL/kg

8/2/0.5
(52 kcal/kg)
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100 mL/kg

7/2/0.5

67 kcal/kg

114 kcal/kg

74 kcal/kg

114 kcal/kg

80 kcal/kg

110 kcal/kg

87 kcal/kg

111 kcal/kg

94 kcal/kg

94 kcal/kg

94kcal/kg

112kcal/kg

100
kcal/kg

100 kcal/kg

160 mL/kg

107 kcal/kg

107 kcal/kg

170 mL/kg

114 kcal/kg

114 kcal/kg:
GOAL for pts
with fdg goal of
100-115kcal/kg

175-185 mL/kg

117-123
kcal/kg

117-123 kcal/kg:
GOAL for pts
with fdg goal of

(47 kcal/kg)
110 mL/kg

6/1.5/0.5
(40 kcal/kg)

120 mL/kg

5/1.5/0
(30 kcal/kg)

130 mL/kg

4/1/0

160ml/kg/d

(24 kcal/kg)
140 mL/kg

Stop PN in
pts with fdg
goal of 100115kcals/kg
Pts with fdg
goal of 115125kcal/kg –
continue PN

170ml/kg/d

3/1/0
(18kcal/kg)
150 mL/kg

Stop PN high
kcal needs
pts
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115-125kcal/kg

GASTROSCHISIS PATHWAY RELATED DOCUMENTS
A. UW NICU Gastroschisis Checklist
B. Seattle Children’s Hospital Infant Transport Policy/Procedure: Gastrochisis (and
Ruptured Omphalocele)
C. Airlift Northwest Policies and Procedures: Transport of the Neonate with Abdominal
Wall Defects
D. Seattle Children’s Hospital Prenatal Surgical Consult list
E. Seattle Children’s Hospital ICU Guidelines of Care: Gastroschisis (NICU Only)
F. Seattle Children’s Hospital Patient Education Toolkit: Gastroschisis
G. Acute Care Surgical Guidelines of Care: Gastroschisis
H. Seattle Children’s Hospital ICU Guidelines of Care: Gastroschisis Closure in the NICU
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Gastroschisis Guideline of Care: Prenatal Checklist
[*This document is meant to serve as a guide for steps that need to be completed prior
to delivery to facilitate patient care that is delivered across multiple clinics and
hospitals. Implementation of this checklist should be individualized based on
institutional practices.]

New Patient Referral
∆

Gastroschisis Video on Seattle Children’s Hospital website
www.seattlechildrens.org

∆

Appointment with the high risk obstetric team in the Prenatal
Diagnosis Clinic (PDC) at UWMC

∆

Meeting with a neonatologist

∆

Tour of UW Labor & Delivery unit + UW NICU

∆

Appointment with a Seattle Children’s pediatric general surgeon

∆

Gastroschisis & My Baby handout

∆

Tour of Seattle Children’s main campus with the Children’s Prenatal
Clinic nurse practitioner

Fetal Evaluation
∆

Ultrasounds every 3-4 wks to monitor growth, amniotic fluid, bowel

∆

NST (Non Stress Test): twice weekly beginning at 32wks
-

Individualized plan based upon ultrasound / maternal indications

Delivery Planning
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∆

Vaginal birth whenever possible other than for maternal, fetal or
obstetric indications as per Gastroschisis Guidelines

∆

Anticipate induction of labor at ~39 wks.

∆

If deliver earlier than 39 wks, fetal lung maturity is documented

12/9/14 EW
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