Pediatric Cyclic Vomiting Syndrome (CVS)
Emergency Department (ED) Protocol

[name**] has an established diagnosis of Cyclic Vomiting Syndrome
(CvVs)

CVS is recognized by stereotypical episodes of acute onset, repetitive vomiting
multiple times per hour, lasting anywhere from 2 hours to 7 days and occurring at
least one week apart.

*Supportive features: listlessness, diaphoresis, unrelenting nausea, palpitations,
abdominal pain, photophobia and personal/family history of migraine

Therapeutic goal
Rapid triage and early intervention (within 1 hour of presentation) may decrease
severity, resolve symptoms and prevent hospitalization

ED management
Rapid triage and assessment of vital signs, consciousness and hydration status
Place patient in dark, quiet room
Laboratory tests and diagnostic imaging at discretion of attending clinician
Rapid initiation of IV fluids and antiemetics

1) Intravenous (IV) fluids
e IV NS bolus 20 ml/kg if > 3% dehydrated (Repeat if clinically indicated)
e IV D5 0.45 NS (add potassium if indicated) at 1.5-2x maintenance rate
2.) For nausea and vomiting:
¢ IV ondansetron 0.15-0.20 mg/kg x 1 (max 8 mg)—may repeat q 4-6 hr prn
o |V fosaprepitant 3-4 mg/kg mg (max 150 mg) initially, then 2 mg/kg on day 2 and 3
if above not effective/prior non-response
3.) For sedation:
¢ IV diphenhydramine 1.0-1.25 mg/kg x 1 (max 50 mg)-may repeat q 6-8 hr prn
o Ifrefractory, IV lorazepam 0.05-0.1 mg/kg/dose (max 2 mg) x1 -may repeat q 6-8
hrprn
4.) For migraine subtype and/or abdominal pain:
e |V ketorolac 0.5 mg/kg (up to 30 mg) x 1 -may repeat g 8 hr prn x max 5 days (max
daily dose 60 mg/d
e Consider acid suppression and AVOID OPIOIDS
5.) For migraine subtype:
e Sumatriptan nasal spray 5-10 mg (<40kg) or 20 mg (*40 kg) (head forward
technique)
¢ (or) Sumatriptan SC injection 3 mg (<40kg) or 6 mg (*40 kg)

Treatment failure — intensify treatment as indicated above or admit patient

Positive treatment response:
a.) Discharge with continued ondansetron (soluble tablets) q 6-8 h x 24-48 h if initially
effective
b.) Continue diphenhydramine PO q 6-8 hrs X 24 h if effective
c.) Continue NSAIDs PO for migraine subtype and/or abdominal pain

*This protocol represents a sample template and should be tailored based on
individual symptoms
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**Consider listing protocol in EHR and/or providing patient written protocol. Templates can
be found on cvsaonline.org
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Pediatric Cyclic Vomiting Syndrome (CVS)
Emergency Department (ED) Protocol

Diagnostic Criteria
Stereotypical episodes of acute onset, repetitive vomiting multiple times per hour, lasting anywhere
from 2 hours to 7 days and occurring at least one week apart.
Key features: Profound nausea, pallor, lethargy, +/- migraine-like symptoms (photophobia,
phonophobia).

Therapeutic Goals
Aid in reduction of episode severity. Symptom control (nausea/vomiting, pain, anxiety). Prevent any
potential complications (dehydration, electrolyte imbalances). Early presentation and immediate IV
fluid treatment for aborting a CVS episode are necessary for patients who have not responded
adequately to outpatient therapies, as opposed to a continued "watch and wait" approach. Urgent
care centers, infusion centers or home IV therapy may be alternatives to ED care to provide early
intervention and expedited IV access.

ED Management Suggestions
1) Clinical Assessment:
Vitals: Pulse, BP, temp, weight, hydration status.
Labs (if indicated): CBC, electrolytes, glucose, LFTs, ketones, urine analysis. EKG: If prolonged QT risk.

2.) Acute (Abortive) Therapies:

Eirst-line (Strong Recommendation from Guidelines if migraine history):
Anti-migraine/Analgesic:

« Ibuprofen 10 mg/kg PO q 6-8 h (max 600 mg)

* Ketorolac 0.5 mg/kg/dose (max 15 mg) IV/intramuscular q 6-8 h,
1mg/kg/dose (max10 mg) POq8h

« Sumatriptan/naproxen 30/180 mg (20-39 kg), 85/500 mg

(240 kg) PO

¢ Sumatriptan

Tablets: 25 mg (20-39 kg), 50-100 mg (40 kg) PO

Nasal spray: 5-10 mg (20-39 kg), 20 mg (240 kg) NS (face forward technique)
Subcutaneous injection: 6 mg (240 kg) subcutaneously

« Rizatriptan 5 mg (<40 kg), 10 mg (40 kg) PO

¢ Zolmitriptan Oral: 2.5 mg (20-39 kg), 5 mg (240 kg) PO

Nasal spray: 2.5 mg (20-39 kg), 5 mg (240 kg) NS

* Almotriptan 6.25 mg (20-39 kg), 12.5 mg (40 kg) PO

« Frovatriptan (longer ¥ life) 2.5 mg (40 kg) PO

¢ Naratriptan 1 mg (20-39 kg), 2.5 mg (240 kg) PO

« Eletriptan 20 mg (20-39 kg), 40 mg (=40 kg) PO

Second-line (Conditional Recommendations from Guidelines):

5-HT antagonists (like Ondansetron) or NK-1 antagonists (like Fosaprepitant) for refractory cases.
Antiemetics

Ondansetron 0.15 mg/kg (max 8 mg) per dose q 4-6 h PO/ODT/ TOP/IV

Granisetron 40 mcg/kg/dose q12 h PO (IV q 24 h)

Aprepitant (use as needed or in a 3-day regimen) 80 mg PO (Day 1), 40 mg PO q 24 h (Days 2 and 3)
(<15 kg) 80 mg PO q 24 h x 3 days (15-20 kg) 125 mg PO (Day 1), 80 mg PO q 24 h (Days 2 and 3) (>20
kg)

Fosaprepitant 4 mg/kg (max 150 mg) IV Day 1 (aprepitant PO q 24 h Days 2 and 3)

3.) IV Fluids:
D5NS or D1ONS at 100-150% maintenance (early rehydration reduces chance or potential need for
hospitalization).

4.) For Pain (Not always needed):

Ketorolac is strongly preferred over opioids.

Sedatives:

* Melatonin 4 mg (<40 kg), 8 mg (=40 kg) PO x 1

¢ Diphenhydramine 1.25 mg/kg/dose (adolescents 25-50 mg) PO/IV q 6h

« Hydroxyzine 12.5 mg (or 0.5 mg/kg/dose) (<6 years) PO q 6 h,12.5-25 mg (=6 years) PO q6-8 h
« Lorazepam 0.05-0.1 mg/kg/dose (adolescents 1-2 mg)

PO/IVq6h

* Diazepam 0.5 mg/kg (2-5 years), 0.3 mg/kg (6-11 years), 0.2 mg/kg (212 years) PR x 1
5.) For Anxiety/Sedation:

Lorazepam (0.05-0.1 mg/kg IV) or diphenhydramine (1.25 mg/kg IV).

Avoid long-term benzodiazepines due to dependence risks.
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