\/ Ochsner

Clinical School

- THE UNIVERSITY
OF QUEENSLAND

AUSTRALTIA
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Introduction

Gastroparesis is a complex, debilitating motility disorder defined as delayed gastric
emptying without known mechanical obstruction1.’28urgical treatment options include
pyloromyotomy, pyloroplasty, gastric stimulator placement, and various types of
gastrectomyﬁGastric electrical stimulation is FDA-approved as a HUD for medically
refractory idiopathic and diabetic gastroparesisf1 However, our preliminary research
from a study in 2018 suggested promising results for gastric stimulation as the initial
surgical management of gastroparesis‘rf However, the small sample size limits the
validity of these results. Thus, we have expanded the preliminary study to include a

larger sample size.
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A prospective cohort study utilizing GSCI
surveys administered preoperatively and
two weeks postoperatively for adults
undergoing pyloric procedure(PP) and
gastric stimulator(GS) between 2020 and
2024. 43 PP and 98 GS patients included.
The survey assessed severity(S) and
frequency(F) of vomiting(V), nausea(N),
early satiety(ES), bloating(B), postprandial
fullness(PF), epigastric pain(EP), and
epigastric burning(EB). Symptoms rated
from O to 4, with a maximum total of 28. P-
value calculated using proportional odds
ordinal logistic regression, with odds-ratio
and 95% confidence interval.

There was a statistically significant reduction in all scores on the GSCI survey for
both PP (p<0.005) and GS (p<0.0005). The highest odds of reporting a lower
score was B-F (8.53, 3.53-20.6) and V-F (7.05, 2.99-16.6) for PP, and N-F (6.15,
3.44-11.0) and N-S (6.12, 3.49-10.7) for GS.

For PP, the odds ratio of reporting a lower score ranges from 3.31 (1.50-7.31) for
ES-F to 8.53 (3.53-20.6) for B-F; and for GS it ranges from 3.02 (1.79-5.09) for
EB-S to 6.15 (3.44-11.0) for N-FF. Graph 1 shows the percentage change in total
scores.
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Our preliminary results suggest that both PP and GS improve symptoms
similarly in a short term period of 2 weeks. GS showed better results in reducing
nausea severity and frequency while PP showed a greater reduction in bloating
and vomitting. In the 2018 study, GS significantly improved frequency and
severity for all symptoms except frequency of bloating and postprandial fullness
while PP significantly improved nausea and vomiting severity, frequency of
nausea, and early satiety. The larger sample size in this study suggests both
treatment modalities are effective in significantly reducing all symptoms with
similar results for both groups.

Further follow up of duration 2-6 months is needed to analyze efficacy of
surgical treatment long term to better tailor surgical modatily to patients’
symptoms.

Conclusion

There was significant improvement in severity and frequency of symptoms
postoperatively for PP and GS. The results show improvement over a prior
study, suggesting better patient selection.
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