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Abstract 
 

Prolapse gastropathy is a clinical syndrome defined as the invagination of the gastric mucosa into the lower oesophagus due to persistent 

retching and vomiting. A 15-month-old boy who was previously well presented with repetitive non-bilious vomiting and haematemesis. All 

laboratory investigations were essentially unremarkable. Upper gastrointestinal endoscopy showed prolapsed gastric mucosa in the 
oesophagus. The patient was managed with a proton pump inhibitor and cyproheptadine. The lesion had resolved at week 10 follow-up 

endoscopy. Early upper gastrointestinal endoscopy after adequate resuscitation is required to diagnose vomiting-induced haematemesis due 

to prolapse gastropathy accurately.   
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INTRODUCTION 

astrointestinal bleeding is a common condition in 

children and can occur anywhere within the 

gastrointestinal tract [1]. Bleeding occurring anywhere 

from the oesophagus to the ligament of Treitz is known as 

upper gastrointestinal bleeding  (UGIB) [1]. The 

commonest presentations of UGIB are haematemesis, 

melaena and coffee-ground vomiting [2]. The causes of 

UGIB can be classified based on variceal bleeding and non-

variceal bleeding and based on the age at presentation. The 

non-variceal causes of UGIB include vitamin K deficiency, 

cow’s milk protein allergy, erosive oesophagitis, gastritis, 

caustic ingestions, peptic ulcer bleeding, coagulation 

disorders, and vomiting-induced bleeding which include 

Mallory-Weiss tear and prolapse gastropathy [3]. Prolapse 

gastropathy is a clinical syndrome defined as the 

invagination of the gastric mucosa into the lower 

oesophagus due to persistent retching and vomiting. [4]  It 

was not until 1984 that the term Prolapse Gastropathy 

Syndrome (PGS) was proposed by Shepherd et al. after 

reviewing 22 adult cases of vomiting-induced 

haematemesis [5]. Prolapse may be associated with an 

incompetent lower oesophagal sphincter and with repeated 

invagination or incarceration direct trauma to the gastric 

mucosa and ulcerations, sometimes ensues [5]. The 

disrupted mucosal barrier is susceptible to gastric acid 

which causes vascular permeability and bleeding [4].  

Prolapse gastropathy is the cause of UGIB in 2% of adults 

[6]. Paediatric reports are rare, but recent data shows that 

prolapse gastropathy in children is commoner than true 

Mallory-Weiss tear. [2,7] Therefore, most paediatric cases 

are likely missed without early endoscopy in children 

presenting with upper gastrointestinal bleeding. We present 

a case of prolapse gastropathy in a child at a tertiary hospital 

in Accra, Ghana.  

CASE   
A 15-month-old boy presented with 19 hours of repetitive 

non-bilious vomiting. The vomitus progressed from 

containing food particles to becoming bloody with clots and 

subsequently to coffee ground. He had a low-grade fever at 

37.8 °C two days before presentation, which was relieved 

with a single dose of paracetamol. There was no cough, 

coryza, rhinorrhoea or bleeding from other sites. There was 

no history of ingestion of a corrosive substance or herbal 

medication. He was delivered at term with no history of 

neonatal events.  His development had been normal. 
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On examination, he was irritable, not pale, anicteric, 

afebrile, not clubbed, no lymphadenopathy, and no oedema. 

He was well hydrated and had no stigmata of chronic liver 

disease. The heart rate was 161 beats per minute, apex beat 

was in the 4th left intercostal space mid-clavicular line. The 

blood pressure was 97/72 mmHg. The abdomen was flat, 

moved with respiration non-tender, soft, and with no 

palpable masses or ascites. Bowel sounds were present and 

normal. There was no blood on the digital rectal 

examination.   Differential diagnoses of acute 

 

Plate 1: Prolapsed Gastropathy. (A)Invagination of the stomach into the esophagus with erythematous patches on the gastric mucosa (black 
arrows).  (B) Redundant prolapsed gastric mucosa (double white arrows). (C)Flattened gastric prolapsed (black arrows). (D) 

Disappearance of the prolapsed atter 8 weeks of treatment   
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gastroenteritis with Mallory-Weis tear secondary to food 

poisoning were considered. Laboratory data showed 

haemoglobin of 11.7 g/dL, platelets of 267,000/mm3, 

sodium of 132 mmol/L, potassium of 4.4 mmol/L, urea of 

2.0 mmol/L, and creatinine of 19 mmol/L. The clotting 

profile was normal with an Activated Partial 

Thromboplastin Clotting Time of 26, Prothrombin Time of 

11.3 and the International Normalized Ratio of 1.01. Liver 

function was also normal with an aspartate 

aminotransferase reading of 57 IU/L, alanine transaminase 

of 31 IU/L, alkaline phosphatase of 198 IU/L, Gamma-

glutamyl Transferase of 25 IU/L, and an albumin reading 

of 44 g/L. Other normal laboratory results were hepatitis B 

and C viral screen, antigen test for Plasmodium falciparum 

and blood film for malaria parasites, blood culture, 

urinalysis and urine culture, and abdominopelvic 

ultrasound. His initial treatment included intravenous (IV) 

maintenance of 0.45% dextrose saline with IV 

esomeprazole 500 µg/kg/day, IV granisetron 0.5 mg 12 

hourly and IV ceftriaxone 50 mg/kg daily, but nothing by 

mouth. The vomiting persisted, but the volumes gradually 

reduced over the first 3 days. On the fourth day, the patient 

had an upper gastrointestinal endoscopy that revealed the 

prolapsed gastric mucosa in the oesophagus with the “stalk” 

initially noticed in the stomach (Plate 1a and 1c). The 

invagination immediately flattened out during the 

endoscopy (Plate 1b). There were erosions at the lower 

oesophagus with the prolapsed gastric mucosa showing 

erythematous patches. Biopsies were taken and histology 

showed acute gastritis. After 48 hours of negative blood 

culture report, IV ceftriaxone was stopped. The patient was 

discharged on the 5th day with oral esomeprazole of 10 mg 

daily. 

Three weeks later, the patient was brought in again with 

multiple episodes of haematemesis of 10 hours duration. 

Laboratory data showed haemoglobin 10.0 g/dL, platelets 

262,000/mm3, serum sodium 146 mmol/L, potassium 4.7 

mmol/L, urea 2.0 mmol/L and creatinine 28 mmol/L. A 

nasogastric tube was passed to empty the stomach. He was 

administered IV esomeprazole 20 mg daily, and IV 

metoclopramide 1.5 mg eight hourly. Intramuscular 

promethazine was later added as the vomiting continued. 

The vomiting ceased on the third day and feeding improved 

gradually. He was later discharged on syrup cyproheptadine 

2 mg daily. Since the last episode, he had been well for 10 

weeks with no recurrence of vomiting or haematemesis. A 

repeat endoscopy showed a complete resolution of the 

prolapsed mucosa (Plate 1d). 

DISCUSSION 

Axon and Clarke first reported lesions suggestive of 

prolapse gastropathy in 3 adults in 1975 [8]. The most 

available paediatric data are case reports. The largest 

studies were recently published in the United States of 

America (USA) and Iran. A retrospective study in the USA 

over 11 years period from 1998 through to 2009 in a 

gastroenterology centre among children from birth to 17 

years showed that prolapse gastropathy was the commonest 

cause of UGIB in 12.7% [2]. The Iranian study was a cross-

sectional study conducted over 4 years [7]. Of the 113 

children, less than 18 years who presented with UGIB, 21 

(18.6%) were diagnosed with prolapse gastropathy. The 

highest proportion in the Iranian study may be explained by 

the study design. Two retrospective studies were done in 

Nigeria [9] and Uganda [10] in children who had endoscopy 

due to UGIB and did not report any case of prolapse 

gastropathy. The longer the waiting time for endoscopy (> 

48 hours), the less likely a cause can be found [11]. 

Vomiting-induced haematemesis in children is usually 

attributed to Mallory-Weiss tear (MWT) [12]. However, 

recent studies have shown that MWT is less common than 

PGS [2,7]. Moreover, children are less likely than adults to 

develop MWT due to a greater tensile strength of the 

gastrointestinal tract hence a higher force is required for the 

gastrointestinal tract to tear after vomiting. Excessive 

vomiting is the main cause of PGS. Some common causes 

of vomiting in children include viral gastroenteritis, urinary 

tract infection, respiratory tract infection, and food 

poisoning, among others [13]. In 2011, Alkhouri et al. in 

the USA reported the case of a 9-year-old boy with PGS 

caused by zonisamide induced-vomiting [14]. The 

vomiting stopped when the medication was withdrawn. As 

in the index case with infection-induced vomiting, Pohl et 

al., 2011, also reported a child with PGS due to viral 

gastroenteritis [15].  

In this case, prolapse gastropathy was diagnosed due to the 

availability and expertise for paediatric endoscopy, as this 

diagnosis is not commonly made in children. 

Unfortunately, endoscopy is not widely available for 

children in developing countries. This in addition to the 

need for sedation or anaesthesia during the procedure may 

explain why PGS is less diagnosed in our context. Just like 

it has been stated in literature [16], the finding at 

endoscopy, in this case, is typical of prolapse gastropathy 

and what made this more interesting was the visualization 

of the incarcerated gastric mucosa in the oesophagus (Plate 

1a). No other lesions were found to explain the cause of the 

haematemesis, as the erosion seen is a consequence of the 

repeated incarceration of the gastric mucosa in the lower 

oesophagus. The principle of management of PGS is to treat 

the underlying cause of vomiting. Cyproheptadine is shown 

to be very safe and effective in treating vomiting in young 

children [17] and this was used successfully to stop 

vomiting in this case. A proton pump inhibitor was used 

because of the presence of erosions in the oesophagus. It is 

important to recognize and diagnose prolapse gastropathy 

as this is an uncommon cause of gastrointestinal bleeding 

which if not managed appropriately may lead to severe 

blood loss and its associated complications.  

Conclusion 
Early upper gastrointestinal endoscopy after adequate 

resuscitation is required to accurately diagnose vomiting-

induced haematemesis due to prolapse gastropathy.  
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