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 ARTICLE INFO   ABSTRACT 
 

 

To report a case of isolated microgastria. To radiologically investigate a case of an 11-year-old boy who 
presented with a history of intermittent abdominal pain and decreased appetite since childhood. 
Conventional barium meal fluoroscopic study was performed to evaluate the gastrointestinal tract and 
appropriate radiographs were obtained. Contrast enhanced multislice multidetector Computed 
tomography scan was performed on a 128 slice machine. Axial, coronal and sagittal images were 
obtained. Radiological evaluation revealed; severely deformed stomach contour, moderately dilated 
esophagus and delayed emptying time. Congenital microgastria is a rare condition, which is usually 
associated with VACTERL anomalies. However, in this case there was no such association making it 
isolated condition and increasing its rarity. 
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INTRODUCTION 
 
Congenital microgastria is a rare condition first reported in the 
1800s. It usually occurs in conjunction with other congenital 
anomalies or more rarely alone. Till date, 59 cases have been 
reported of microgastria and only 5 cases of isolated 
microgastria (Jones and Cohen, 2007). There has been 
VACTERL association (Vertebral anomalies, Anorectal 
atresia, Cardiac anomalies, Tracheo- esophageal fistula and 
esophageal atresia, Renal and Limb anomalies), 
tracheoesophageal cleft, asplenia, malrotation of the intestines, 
situsinversus, megaesophagus, and upper limb anomalies such 
as radial, ulnar, and thenar hypoplasia (microgastria-limb 
reduction association). Increasing awareness and with the 
advent of diagnostic procedures there has been increased 
recognition of this condition. Reported therapy 
for microgastria has ranged from conservative dietary 
manipulation in patients minimally affected to surgical 
augmentation of the small stomach. We present a case of 
isolated microgastria in which radiological diagnosis was 
confirmed by barium meal fluoroscopic study and Contrast 
enhanced multislice multidetector Computed tomography 
scan. 
 

MATERIALS AND METHOD 
 
Conventional barium meal fluoroscopic study was performed 
to evaluate the gastrointestinal tract and appropriate 
radiographs were obtained. Contrast enhanced multislice 
multidetector Computed Contrast enhanced Contrast enhanced 
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enhanced multislice multidetector Computed tomography scan 
was performed on a 128 slice machine. Axial, coronal and 
sagittal images were obtained. Further this was confirmed on 
surgical exploration. 
 

CASE REPORT 
 

An eleven-year-old male child came to our institution with a 
history of intermittent abdominal pain and decreased appetite 
since childhood. The pain was aggravated since a past week. 
Detailed history revealed multiple attacks of excruciating pain 
since childhood, which was ignored most of the times. Clinical 
examination revealed severe pallor with weight and height 
below 3rd percentiles. 
 
The patient was further advised for an endoscopic 
examination, however it was not of much help diagnostically. 
After which he was advised barium meal fluoroscopic study 
for evaluation of the gastrointestinal tract. It revealed severely 
deformed stomach contour, moderately dilated esophagus and 
delayed emptying time of the barium contrast. In correlation 
with the history and radiological evaluation we could narrow 
down our diagnosis to microgastria. Further to rule out any 
other VACTERL associations, detailed clinical examination, 
plain radiographs of the spine and abdominal ultrasonography 
screening was performed. However, it revealed no 
abnormality. CT scan revealed small caliber of stomach with 
adhesions involving the body of stomach, resembling 
hourglass appearance of stomach. Thus, in consideration of 
clinical and radiological findings the diagnosis of ‘isolated 
microgastria’ was made.   
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Figure 1 & 2. A severely deformed stomach contour moderately dilated esophagus and delayed emptying time of the barium 
contrast 

 

 
 

Figure 3 & 4. Axial CECT image reveal severely deformed stomach with reduced calibre and distensibility 

 

 
 

Figure 5. Coronal reformatted CECT image reveal severely deformed stomach with reduced calibre and distensibility 
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DISCUSSION 
 
Microgastria (MG) is a rare congenital anomaly (Jones and 
Cohen, 2007). Normally, the stomach undergoes 90-degree 
clockwise rotation in the fifth week of embryological 
development. This occurs along with the migration of the 
pancreatic buds and the differentiation of dorsal mesogastrium 
into splenic anlage. Arrest in the early development of foregut 
results in MG (Langman, 1981). As the stomach and spleen 
both are developed from dorsal mesogastrium, associated 
splenic anomalies are not surprising (Kessler and Smulewicz, 
1973). The association of limb cardiac, tracheoesophageal, 
vertebral and renal anomalies has been attributed to 
impairment of early mesodermal development (Leuder et al., 
1989). Prenatally MG mimics esophageal atresia.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Failure of visualization of fetal stomach early in second 
trimester suggests the possibility of congenital MG (Hill, 
1994). Clinically MG presents as feeding intolerance with or 
without and failure to thrive (Ramos et al). Caffey proposed 
that the esophagus dilates to take the storage function of the 
inadequate stomach (Hill, 1994; Gridamy, 1985). As MG is 
frequently associated with VACTERL anomalies it is 
necessary to investigate the child for the same. The treatment 
of MG is individualized. Short period of conservative 
treatment is warranted in less severe forms of MG with diet 
modification i.e. frequent and small size meals with increasing 
quantity to dilate stomach (Hochberger and Swoboda, 1974; 
Neifeld et al., 1980). However if stomach fails to enlarge with 
this treatment surgical intervention is necessary. In patients 
with severe feed intolerance with gross failure to thrive, as in 
this case, gastric exclusion with oesophago-jejunal 

 
 

Figure 6. Section studied shows hypoplastic gastric mucosal lining epithelium showing ulceration at places.  
Underlying subepithelium appears normal with mild chronic inflammatory cell infiltrate.  

Features are consistent with radiological diagnosis of Microgastria 

 

 
 

Figure 7 & 8. PostHunt-Lawrence pouch reservoir technique barium study reveal decrease in dilatation of the esophagus and 
normal filling jejunum 
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anastomosis have produced satisfactory results (Lall et al., 
2006; Lall et al., 2006). Hunt and Lawrence originally 
described creation of a food reservoir for carcinoma stomach 
by creating a food pouch (Hunt- Lawrence pouch) from a 
segment of jejunum (Hochberger and Swoboda, 1974; Neifeld 
et al., 1980; Lall et al., 1983) In 1980 Neifel et al used double 
lumen jejunal pouch in congenital MG. In this procedure Roux 
en Y jejunal loop is formed to prevent alkaline reflux and a 
food pouch is made by anastomosing in as side-to-side 
fashion. It also allows drainage of duodenal contents. This 
treatment provides an adequate pouch for food storage and 
decreases incidence of dumping, lessens requirement for 
frequent feeding and facilitates eating a balanced diet. 
Microgastria is usually temporized with jejunal feedings. 
Operative intervention consists of jejunal feeding tubes and 
Hunt-Lawrence gastric augmentation. There are a few patients 
who have been reported with successful follow-up after a 
Hunt-Lawrence pouch (Menon et al). 
 

Conclusion 
 

The incidences of isolated congenital microgastria’s are rare 
and are difficult to diagnose. Detailed barium meal study is the 
only way to diagnose this. Early diagnosis of this condition is 
difficult as the symptoms are very vague. So in a child 
presenting with feeding intolerance since birth, where any 
other cause is not found, the possibility of microgastria should 
be kept in mind. 
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