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INTRODUCTION
Normal gastric emptying reflects a coordinated effort between
different regions of the stomach and the duodenum as well as
extrinsic modulation by central nervous system and distal gut
factors.1 The events required for normal gastric emptying
include relaxation of stomach to accommodate food and
pyloric relaxation to allow food to pass down the duodenum.
A well-coordinated action of antro-pyloro-duodenum is
essential for proper gastric emptying.2 Disorders of gastric
motility can result in a variety of symptoms of varying
severity.3 Here an interesting case of idiopathic gastroparesis
is presented along with its management and review of
literature. 

CASE  REPORT
A 34 years old female presented with persistent vomiting and
weight loss for 4 months. Vomiting was projectile, occurred
after meals, was usually foul smelling and sometimes
contained undigested food taken a day earlier. Patient also
had epigastic pain and lost 12 kg during this period.
Examination revealed normal vitals in general examination.
Abdominal examination showed asymmetrical shape with
swelling involving epigastric and left hypochondric region.
Palpation revealed soft mass corresponding to the swelling
with presence of succession splash. Rest of examination was
normal. 

The hematological profile, blood sugar, urea, creatinine,
electrolytes, LFTs, TSH, serum calcium and serum albumin
were normal. Barium meal showed huge dilated stomach with
no flow in duodenum in 15 minute film, Figure 1. The 6 hours
film showed significant amount of barium in the stomach as
shown in Figure 2. These findings were suggestive of
gastroparesis. His upper GI endoscopy after 8 hours fasting
was unsuccessful  as  stomach  contained  lot  of  food
material.

Endoscopy was repeated after 12 hours fasting with passive
naso-gastric tube aspiration for the said duration. The tube
was taken out in endoscopy room after active aspiration. 

Endoscopy revealed a dilated stomach with normal gastric
and duodenal mucosa and no evidence of outlet obstruction.
ANA and HbA1C were also done and they were also normal.
Diagnosis of idiopathic gastroparesis was made and patient
was put on erythromycin 250 mg t.i.d. and tegaserod 6 mg
t.i.d. half hour before meals. Patient made excellent recovery.
Her vomiting stopped and she was able to take liquid diets
only for the first 6 weeks of therapy. Solid diets were
introduced in the 7th week and she was able to tolerate it. She
has also gained 4 kg weight in 3 months into therapy.

DISCUSSION
Gastroparesis is a symptomatic chronic disorder of the
stomach characterized by delayed gastric emptying in the
absence of mechanical obstruction. Symptoms of gastroparesis
are nonspecific and variable and include early satiety, nausea,
vomiting, bloating, and upper abdominal discomfort.
Gastroparesis may mimic disorders like peptic ulcers, gastric
outlet obstruction, chronic intermittent partial intestinal
obstruction, gastric malignancy and pancreaticobiliary
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Figure 1: Barium study at 05 minutes. 



disorders. It has been reported to be more common in females
especially during the luteal phase of the menstruation.2 The
proposed scheme of evaluation should cover the organic
causes as well as delayed gastric emptying. Gastric emptying
after solid meal is considered to be better than liquid meal
testing. Gastric emptying scintigraphy of a solid phase meal
using 99mTc sulphar colloid-labeled egg sandwich is
considered gold standard as this gives physiologic caloric
testing too.

Gastroparesis is a known complication of type-1 diabetes.
Studies have shown its prevalence in type-1 diabetes at
25-55%.4 Clinical consequences may include alteration in drug
absorption leading to disordered diabetic control, but the
severity of symptoms does not correlate with the degree of
gastric stasis.5 Common etiological causes of gastroparesis
include diabetes, postsurgical, motility disorders, collagen
disorders, infections, metabolic and endocrine disorders and
drug-induced typomotility. Exact cause of idiopathic
gastroparesis is poorly known; some found reduction in
myenteric ganglions and interstitial cells of Cajal while others
suggested viral etiology.6

A similar case of gastroparesis was reported elsewhere where
a 32-year-old lady presented with similar symptoms. She was
initially managed on erythromycin and cisapride for 2 years

after which she became unresponsive to these agents and
eventually she had to undergo total gastrectomy with a
gastroenteric anastomosis of the "Roux-en-Y" type.6

While treating idiopathic gastroparesis, one should first try to
correct the fluid, electrolyte and nutritional status.7 Diabetic
patients should aim for proper glycemic control. Patient’s
medication list should be reviewed to exclude the agents that
might exacerbate the disorder, e.g., opiates, anticholinergics,
tricyclic anti-depressants, calcium channel blockers, proton
pump inhibitors, H2 receptor blockers, sucralfate, alcohol,
tobacco and excessive fiber.8 Small frequent meals should be
advised and liquid meals should be preferred over the solid
meals. High fiber diets should be avoided as they tend to form
bezoar. Prokinetic agents are the mainstay of management.9
These include metoclopramide, erythromycin, cisapride,
domperidone and tegaserod.  In stomach they increase antral
contration force, correct dysrhythmic contractions and perk
up antroduodenal coordination. Prokinetics should be
administered 30 minutes before meals. A nocturnal dose just
before going to bed may be required in some patients.
Treatment response is monitored on clinical round rather than
serial gastric emptying tests as there is poor correlation
between them.10
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Figure 2: Barium study at 06 hours.
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