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A 65-year-old woman presented to hospital following 
10 days of vomiting, epigastric pain, abdominal bloating 
and decreased bowel movements. She had a history of 

peptic ulcer disease and atrial fibrillation. Her medications were 
amiodarone, rivaroxaban and omeprazole. Ten  days prior, she 
had undergone a catheter-directed cryoablation procedure for 
symptomatic atrial fibrillation. 

Computed tomography of her abdomen showed severe stom-
ach distention (Figure  1) with upstream dilation of the esopha-
gus. An upper endoscopy showed no obstructing lesion at the 
pylorus. A gastric-​emptying test showed gastroparesis with 
inability to propulse radiotracer from the proximal to distal 
stomach and small bowel (86% of retained gastric contents at 
four  hours postingestion). Clinical findings and imaging were 
consistent with postablation gastroparesis.

Nine months after admission, the patient was seen in follow-
up. Her symptoms were unresolved despite trials of metoclo-
pramide and domperidone. She was started on prucalopride (a 
5-hydroxytryptamine (4) receptor agonist).

At subsequent follow-up 12  months after admission, her 
symptoms had resolved; a gastric-emptying test showed marked 
improvement (26% of retained gastric contents at four  hours 
postingestion).

Gastroparesis is an uncommon extracardiac complication of 
catheter ablation procedures for atrial fibrillation. A large case 
series of patients who underwent percutaneous catheter abla-
tion estimated the prevalence of gastroparesis after radiofre-
quency ablation and cryoablation procedures at 10% and 6%, 
respectively.1 The most likely mechanism is periesophageal vagal 
nerve injury: the vagus nerve innervates the stomach and pyloric 
sphincter, and runs adjacent to the left atrium and inferior pul-
monary veins.1 Predictors of symptomatic gastroparesis follow-
ing cryoablation may include lower mean temperatures on the 
inferior pulmonary veins during the procedure and smaller left 
atrial diameter.1

Management of gastroparesis includes prokinetic agents [e.g., 
metoclopramide, domperidone, erythromycin or 5-hydroxytrypta-
mine (4) receptor agonists] and antiemetics.2 In general, symptoms 
do not persist beyond six months after the ablation procedure.1
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Figure 1: Computed tomography scan (coronal view) of the abdomen of a 
65-year-old woman showing marked distention of the stomach (arrows), 
no obvious obstructing lesion and retention of food products secondary 
to gastroparesis.


