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Nonbilious vomiting in a small child

Clinical Presentation

A 10-week-old female infant was referred with a history of nonbilious vomiting since birth associated with
feeding intolerance, lethargy, and intermittent cough. The infant was a product of full term pregnancy, gravida 2 of
a 29-year-old mother. There was a history of one female sibling dying within 2 hours of birth. On admission, the
infant was not dysmorphic. She was malnourished and dehydrated, with a flat and non-tender abdomen. Added
sounds could be heard in the left chest. An upper gastrointestinal contrast barium study was carried out (Figure
1).

Figure 1 - An upper gastrointestinal contrast barium study.

Questions

1. Describe the abnormalities in Figure 1.

2. What is the diagnosis?

3. What is the treatment option?
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Clinical Quiz

Answers and Discussion

Abnormalities. 'The upper gastrointestinal contrast barium study showed severe dilated esophagus with
tertiary esophageal contractions, and significant gastroesophageal reflux (white arrows).The stomach is not
visualized (black arrow). Contrast is passing directly to the small bowel.

Diagnosis. The diagnosis is congenital microgastria (CM), which occurs either as an isolated anomaly, or
more frequently in association with other malformations. The CM is first reported as a small, tubular or
saccular, and incompletely rotated stomach associated with a megaesophagus.'*

Treatment. Treatment options of CM include conservative management with small frequent feeds allowing
the stomach to enlarge over time, gastric augmentation with a jejunal loop (Hunt-Lawrence procedure), and
total gastric dissociation with a Roux-en-Y esophago-jejunostomy.’
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Do you have any comments or questions?
Agree or disagree with published articles?

The correspondence section within the journal is a forum to comments on any
of the articles published in the journal. Correspondence will not be sent for
peer review, and will only be edited for the use of appropriate language. All
correspondence should be submitted and published within 6 months from the
date of the original publication.

Please submit your correspondence through the journal website
(www.smj.org.sa), and don’t forget to clearly state the title of the original
publication, and your contact details.
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