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Diabetic gastroparesis: A case presentation

Severe abdominal pain in the emergency department: A case of 
diabetic gastroparesis

Abstract
Diabetic gastroparesis is a form of autonomic neuropathy, which is one of the complications of diabetes. 
Although not frequently seen, it is a significant condition that severely impacts the quality of life. The variety 
and severity of symptoms can differ from patient to patient, and the response to treatment may also vary. In 
particular, in elderly patients, those with long-standing diabetes, and those with inadequate glycemic control, 
symptoms such as weight loss, anorexia, early satiety, abdominal pain, nausea, and vomiting should raise 
suspicion for gastroparesis. In this article, we present a case of a 64-year-old patient with type 2 diabetes 
whose underlying cause of severe abdominal pain was diabetic gastroparesis.
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Introduction
Gastroparesis is a chronic neuromuscular upper gastrointestinal system 
disorder characterized by delayed gastric emptying due to impaired 
motility. It is a form of autonomic neuropathy with no mechanical 
obstruction. This condition, which can occur as a complication of 
diabetes, is associated with poorly controlled diabetes and contributes 
to about one-third of all gastroparesis cases. Gastroparesis is more 
common in patients with type 1 diabetes compared to those with type 
2 diabetes. Additionally, patients with long-standing diabetes have a 
higher risk for gastroparesis, and 50-76% of diabetic patients exhibit 
abnormal digestive motility [1].
Gastroparesis is generally seen in diabetic patients who have developed 
other microvascular complications. Therefore, it may be an indicator of 
a higher risk for other diabetes-related complications. For example, 
diabetic patients with gastroparesis symptoms have a higher likelihood 
of developing cardiovascular disease, hypertension, and retinopathy 
compared to those without gastroparesis symptoms. Once symptoms 
of gastroparesis begin, they tend to persist for many years, even if 
blood glucose levels are controlled [2].
The symptoms of diabetic gastroparesis can range from mild to 
severe, and they may lead to functional impairment. Due to the broad 
spectrum of symptoms and the fact that some patients, particularly 
in the early stages, may be asymptomatic, diagnosing this condition 
can be challenging [3]. Diabetic gastroparesis may present with early 
satiety, anorexia, abdominal pain, bloating, nausea, and vomiting [1]. In 
this article, we present the case of a 64-year-old 
woman with type 2 diabetes, hypertension, and atrial fibrillation, whose 
severe abdominal pain was caused by diabetic gastroparesis.

Case Report
A 64-year-old female patient with 25 years of type 2 diabetes presented 
to the emergency department with complaints of severe abdominal 
pain and bloating. The patient had a medical history of diabetes, 
hypertension, and atrial fibrillation (AF). Recent weight loss was also 
noted. On abdominal examination, there was generalized tenderness 
and distention. There was no rebound tenderness, guarding, or signs 
of peritonitis. Other system examinations were regular. Laboratory 
tests and imaging were performed to rule out acute conditions such 
as acute myocardial infarction, appendicitis, mesenteric ischemia, 
and ileus. The laboratory results, including blood tests, urine analysis, 
and upright abdominal X-ray, were expected. A two-view chest X-ray 
showed no signs of lower lobe pneumonia.
Abdominal CT angiography revealed no thrombus or ischemic findings 
in the vessels or intestines, but the stomach was distended with dense 
content. The stomach appeared to be in a hypotonic state, and its size 
extended to the pelvis. Diabetic gastroparesis was suspected, and the 
patient was admitted to the general surgery ward for treatment and 
follow-up.
Hospital Follow-up: Oral intake was discontinued, and a nasogastric 
(NG) tube was inserted. Intravenous isotonic fluids were administered. 
30 mg of metoclopramide was started. Due to the patient’s diabetes 
and lack of oral intake, close blood glucose monitoring was performed. 
A daily 500 cc of solid gastric contents was drained from the NG tube. 
Since infection parameters were elevated, empirical antibiotic therapy 
with third-generation cephalosporins was started. Oral contrast was 
administered, and abdominal dynamic contrast imaging (ADBG) was 
performed at 0 and 4 hours. The contrast was seen in the progress 
to the colon. After the NG output decreased to under 100 cc, the tube 
was removed on the third day of hospitalization. With a decrease in 
symptoms, oral intake of liquids was initiated on the fourth day. Solid 
foods were introduced two days later as the patient tolerated liquid 

Figure 1. Transverse plane of the stomach on abdominal CT

Figure 2. Coronal plane of the stomach on abdominal CT

Figure 3. Direct radiography image at 0., 1. and 4. hours after oral 
contrast
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food, and abdominal pain improved. The patient was discharged on the 
sixth day with recommendations to continue 30 mg of metoclopramide 
daily and to increase meal frequency.

Discussion
Although diabetic gastroparesis cases are not commonly reported in 
the literature, several cases have been documented. The development 
of symptoms, severity, and clinical course of the condition varies 
between patients.
A case reported by Vesely et al. involved a 19-year-old patient with a 
6-year history of type 1 diabetes, presenting with diarrhea and weight 
loss [4]. Another case involved a 21-
Year-old patient with a 10-year history of type 1 diabetes presented 
with vomiting, diarrhea, fatigue, and anorexia and had inadequate blood 
glucose control [5]. A 54-year-old woman with a 13-year history of type 
2 diabetes presented with early satiety, bloating, nausea, and weight 
loss over the last two to three months [6]. A case reported by Gooden 
and Takahashi described an 87-year-old nursing home patient with a 
9-year history of diabetes who developed aphasia, hemiplegia, seizures, 
and dysphagia after a subarachnoid hemorrhage and was being fed via 
a percutaneous gastric tube (PEG) [7].
In the case we present, a 64-year-old woman with 25 years of type 
2 diabetes presented with severe abdominal pain and bloating. When 
looking at the duration of diabetes in the reported cases, the shortest 
duration was 9 years, which aligns with the information in the literature 
that diabetic gastroparesis is more common in patients with long-
standing diabetes.
In one case, a barium study showed a decreased gastric emptying rate 
and gastric dilation [4]. In another, a barium radiologic examination 
revealed the absence of esophageal peristalsis, gastric dilation, and 
solid food remnants [5]. In a case reported by Tonzi et al., after no 
improvement with frequent and small meals, an endoscopy was 
performed, revealing an incompetent lower esophageal sphincter and 
undigested food particles in the stomach, leading to the diagnosis 
of diabetic gastroparesis. In our case, abdominal CT angiography 
showed a distended abdomen with dense content, and no further 
tests were performed since gastroparesis was suspected based on 
the CT findings. Dynamic contrast imaging was used to observe the 
progression of contrast through the gastrointestinal system.
Metoclopramide was used for treatment in three reported cases, with 
positive responses. In one case, the patient reported feeling tired, 
sleepy, and depressed, leading to the discontinuation of metoclopra-
mide and the initiation of 80 mg/day of erythromycin, which proved 
effective [6]. In the case reported by Gooden and Takahashi, metoclo-
pramide was effective initially, but gastric emptying problems recurred, 
and mirtazapine (15 mg/night) was added [7]. In our case, metoclopra-
mide (30 mg/day) effectively alleviated the patient’s symptoms.
Conclusion
Diabetic gastroparesis is a relatively rare but significant complication 
of diabetes that severely impacts quality of life. If other symptoms or 
diagnoses of autonomic neuropathy are present, gastroparesis should 
be considered as one of the neuropathic complications.
Unfortunately, after its onset, while symptoms often improve with 
treatment, they rarely.
Resolve completely, requiring periodic monitoring. Early diagnosis and 
interventions to halt progression are crucial.
Limitation
This case report presents a single patient with diabetic gastroparesis, 
which may limit the generalizability of the findings. Due to the nature 
of the case report, it does not provide statistical data or large-scale 
comparative analysis. Additionally, the long-term follow-up of the 

patient was not included, and the potential for recurrence or further 
complications could not be fully assessed. Additional research 
with larger patient populations and long-term monitoring would 
be necessary to understand better the full spectrum of diabetic 
gastroparesis and its management.
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