SPPH,,

29

International Journal of Integrative Pediatrics and Environmental Medicine, V8, 2023

Case Report

A CASE OF GASTROPARESIS SECONDARY TO A POSTERIOR FOSSA TUMOR
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Abstract: Introduction. Gastroparesis is an uncommon condition with scarce available literature. The
presented child had a three-month history of persistent unexplained vomiting and inability to maintain
adequate nutrition with severe gastroparesis on gastric emptying study. He was refractory to medical and
surgical management.

Case Report. A 20-month-old male was brought into the ED and diagnosed with gastroenteritis.
Abdominal X-ray was normal, and the vomiting persisted despite antiemetic (ondansetron)
administration. He was started on bethanechol for gastroparesis, which was changed to intravenous
metoclopramide as he did not tolerate the oral route. His presentation further progressed with
intracranial hypertension, hydrocephalus, seizure, and acute respiratory failure necessitating intubation.
He was subsequently diagnosed with an atypical teratoid rhabdoid tumor of the cerebellum, for which
pediatric neurosurgery performed surgical resection.

Discussion. The patient was initially diagnosed with post-viral gastroparesis; however, he had shown poor
response to medical and surgical therapy and later presented with developmental regression and signs of
increased intracranial pressure leading to the diagnosis. In this case, we speculate that the development
of gut dysmotility results from disruption of the dorsal motor nucleus of the vagus and autonomic nuclei
in the brain stem, which may also have been the reason for medication resistance.

Conclusion. Pediatric gastroparesis is largely diagnosed as idiopathic; however, clinicians should be

vigilant to look for secondary causes, especially in treatment-resistant cases.
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INTRODUCTION In the pediatric population, gastroparesis
is uncommon, with scarce available literature. In contrast
to adults, it is noted that pediatric gastroparesis most
commonly is idiopathic or post-viral [1-14]; rarely does it
result from a primary neurologic disease process. Here, we
present a case of a 20-month-old male with a three-month
history of persistent unexplained vomiting and inability to
maintain adequate nutrition found to have severe
gastroparesis in a gastric emptying study. Initially, he was
managed as post-viral gastroparesis, but he was refractory
to medical and surgical management. Further, in the
clinical course, the patient displayed developmental
regression and abnormal mental status, which prompted
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imaging of the brain. This led to the diagnosis of a posterior
fossa tumor.

CASE REPORT A 20-month-old male with no significant
past medical history presented with a four-week history of
post-tussive, non-bloody, non-bilious emesis. He was
previously experiencing symptoms of a viral URI with
rhinorrhea, cough, fever, and vomiting after eating. After
the first week of coughing and vomiting, he was brought
into the ED and diagnosed with gastroenteritis. Abdominal
X-ray was normal, and the vomiting persisted despite
antiemetic (ondansetron) administration. He continued to
have poor oral intake as well as decreased urine output for
the subsequent three weeks. The patient was later
admitted to the pediatric ward for dehydration
management and further workup while being given
ondansetron as needed. He had an 8-9% weight loss, and
initial labs were notable for normal white cell count,
thrombocytosis, normal anion gap metabolic acidosis, low
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bicarbonate (19 mg/dl), elevated Cl- (108 mg/dl), normal
urine specific gravity (1.017) and urine with trace ketones.
Abdominal X-ray showed distended bowel loops and
moderate stool but no obstruction; chest X-ray showed
mild bilateral perihilar infiltrative markings, possibly viral
in origin, but with no evidence of pneumonia. A gastric
emptying study was also performed, and the patient
ingested a scrambled meal labeled with 1mCi 99m
technetium sulfur colloid (Figure 1).

Significantly delayed gastric emptying at 271 minutes and
poor transit of the radiolabeled bolus were identified. The
upper Gl series was normal, and reflux was not identified.

He started on bethanechol for gastroparesis, which was
changed to IV metoclopramide as he did not tolerate oral
intake. He was maintained on intravascular fluids,
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ondansetron for nausea, and pantoprazole. Due to
nutritional deficits, the patient was started on continuous
nightly nasoduodenal PediaSure Peptide (1kcal/mL). He
was placed on tube feeds, encouraging oral intake during
the day.

In the hospital he continued to have nausea and multiple
episodes of vomiting during the day; initially, multiple
trials to insert a transpyloric feeding tube by interventional
radiology (IR) failed. Eventually, IR was able to place a
weighted nasoduodenal feeding. He tolerated feeding
increments up to 45 cc/hr via the feeding tube. After
consulting with pediatric gastroenterologist, the patient
was transferred into their care. A gastroenterologist
proceeded to endoscopically dilate his pylorus due to

-
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Figure 1. Gastric emptying studying indicates delayed gastric emptying of 271 minutes.
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reported pyloric stenosis, and he was monitored at
different facilities for continued emesis.

After discharge from the hospital his medical condition
continues deteriorating and his Gl dysfunction persisted
despite the treatment. He was readmitted with worsened
condition and with new findings of intracranial
hypertension, hydrocephalus, seizure, and acute
respiratory failure necessitating intubation. He was
ultimately diagnosed with a posterior fossa tumor, found

to be an atypical teratoid rhabdoid tumor of the
cerebellum (Figure 2).

He underwent a surgical resection of the tumor by
pediatric neurosurgery with all resolution of the
symptoms.

CONCLUSION We report a rare case of gastroparesis
secondary to a posterior fossa tumor in a child to draw
attention to this atypical presentation, especially since
disruption of central control of gut motility can be an early

Figure 2. Non-contrast CT axial image of the head indicating a cerebellar mass.



SPPH,,
32
International Journal of Integrative Pediatrics and Environmental Medicine, V8, 2023

manifestation of brainstem pathology. Pediatric 8.
gastroparesis is largely diagnosed as idiopathic; however,
clinicians should be vigilant to look for secondary causes,
especially in treatment-resistant cases. Further studies are
needed to elucidate the pathophysiological processes
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underlying gastroparesis in children.
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