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Conge nital Microgastria
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Congenital microgastria is a rare anom-
aly of the stomach that results from impair-
ment of normal foregut development. The
dimunitive stomach lies in the midsagittal
plane and does not develop a fundus, cor-
pus, or antrum. It is associated with aspec -
trum of other anomalies particularly of the
intestines and musculo-skeletal system. We
document an infant with congenital
microgastria with a constellation of associ-
ated anomalies.

Case Report

A 10-day-old male child born at term to
a primigr avida mother of an uncomplicat -
ed pregnancy was referred to us for man-
agement of lumbar menigomyelocele. Ex-
amination revealed an unusua spind
dysraphism with the laminae of affected
vertebrae forming a prominent spur by the
side of a smal meningomyelocele (Fig. 1).
He also had dextrocardia which was con-
firmed by chest roentogenogram. CT Scan
and myelogram of lumbar spine revealed
presence of diastematomyelia and tether-
ing of cord along with a small
meningomyelocele.

To rule out the possibility of situs
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inversus, an upper gastrointestinal contrast
study was performed which revealed a
small saccular stomach lying in the midsag-
ittal plane having no discernibl e fundus,
corpus or antrum (Fig. 2). The esophagus
was dilated and there was significant
gastro-esophageal reflux. Ultrasonogr aphy
of abdomen confirmed the midsagittal po-
sition of stomach; there was n o evidence of
situsinversus and the spleen was enlarged.

Excision of spur causing diastemato-
mylia, untethering of cord, and excision-re-
pair of meningomyelocele using free fascia
lata graft was done. The post -operative pe-
riod was uneventful.

The baby had frequent regurgitation of
feeds, which improved with conservative
measures. The child is on frequent small
feeds and is gaini ng weight.

Fig. 1. Lateral view of spine showing the abnormal
bony spur formed by dysplastic vertebral
posterior laminae overlying the meningo-
myelocele.
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CASE REPORTS

Upper gastromtesiinal contrast study shoiws
a small tubular stomach and dilated esopha-
gus. Intestinal nmalrotation is present with
lack of normal duodenal sweep.

I - 2.

Discuss ion

Congenital microgastria is an extremely
rare anomaly. There are less than 30 previ-
ously reported cases in more than 100
years, since the entity was first described
by Didein 1894(1,2). It ischaracterized by a
small, saccular or tubular stomach with
minimal reservoir capacity, megaeso-
phagus and i ncompetence of cardia(2).

Several other foregut and hindgut
anomali es have been reported in associa-
tion with microgastria including esoph-
aged atresia, pyloric atresia, duodenal
atresia, malrotation. Hirschsprung's dis-
ease and imperf orate anus(3-5). Congenital
cardiac, faciomaxillary, central nervous
system and musculoskeletal anomalies
have also been reported(4,5). Although
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lumbosacral vertebral anomalies have been
reported in the past(3), spinal dysraphism
in the form of spina bifida cysticahas never
been reported before. The non-random
association of involvement of various
organ systems suggests that the anomaly is
caused by an aberrant mesoder mal in-
volvement in the early embryonic life.

The clinica manifestations vary from
patient to pati ent depending on the sta ge at
which the development of the stomach is
arrested. The usual presentation is that
of gastroesophageal reflux, postprandia
vomiting, malnutrition, and recurrent aspi-
ration pneumonia(2).

The treatment of congenital micro-
gastria must be individuali zed. In patients
with lesser degrees of gastric aplasia, as
seen in our patient, conservative manage-
ment with small frequent feeds may suf-
fice. Bypass or feeding jejunostomies or
gastric augmentat ion surgeries such as cre-
ation of Hunt-Lawrence pouch have been
described in those having more severe

dysgenesis(2,3,5).
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