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Abstract

Case Report

Introduction

Gastric volvulus in the paediatric population is an uncommon 
entity.[1] It is defined as the abnormal rotation of the stomach 
over 180°to its longitudinal or transverse axis.[2] There are three 
types of the gastric volvulus depending on its axis of rotation. 
These are, namely organoaxial, mesentricoaxial, and combined 
mesentrico‑organo‑axial.[3,4] It is mainly represented in acute 
condition as acute abdomen but sometimes represented in the 
form of chronic recurrent vomiting. The diagnosis mainly 
depends on the clinical suspicion and investigations like X‑ray 
abdomen, ultrasonography, computed tomography (CT) scan, 
and upper gastrointestinal  (GI) contrast study. The surgical 
intervention is required in the form of gastropexy with or 
without gastrostomy. We are reporting a case of 4‑month‑old 
female child with the features of chronic gastric volvulus.

Case Report

A 4‑month‑old female child,  full‑term delivery, with antenatal 
supervision was presented to us with the complaints of vomiting 
after 20–30 min of each feed since 1 month of age. Vomiting 
was projectile, nonbilious, and milk as content. Frequency 
of the vomiting was increasing gradually, so the patient 
was brought to us in emergency outpatient department. The 
patient was admitted and evaluated. On clinical examination, 

the patient was stable with normal milestones. Abdominal 
examination showed no obvious abnormality. Per rectal 
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Figure 1: Upper gastrointestinal contrast study showing gastric volvulus
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examination was normal. Laboratory tests were within normal 
limits. On X‑ray abdomen, normal bowel gas pattern was 
seen. No obvious abnormality detected on ultrasonography. 
CT scan was performed but could not make out the proper 
diagnosis, so the patient was undergone for upper GI contrast 
study which was suggestive of gastric volvulus  [Figure  1]. 
The patient was initially resuscitated and posted for surgery. 
In dorsal recumbent position, the abdomen was opened with 
midline incision and stomach and was delivered. There was 
lax gastrocolic ligament with increasing distance between 
stomach and transverse colon without obvious gastric volvulus 
[Figure  2]. No abnormality was detected in the diaphragm 
and other abdominal organ. The gastropexy was done by 
fixing stomach to the left side of anterior abdominal wall 
with three interrupted nonabsorbable silk sutures at fundus, 
body, and pyloric antrum. Postoperatively, the patient was 
stable for 24 h then she developed ventricular tachycardia and 
managed conservatively. In the next 48 h, she had episode of 
convulsion so required anticonvulsant medication. On the view 
of above‑unexpected event, the patient was allowed orally on 
the 5th postoperative day. The feeding was tolerated very well 
and made to full oral feed within 3 days without any episode 
of vomiting. The patient was discharged in stable condition.

Discussion

Gastric volvulus was reported in paediatric population, 
but cases are less common as compared to adults. The first 
case of gastric volvulus was reported in paediatric patient 
by Oltmann.[2,3] Singleton classified gastric volvulus into 
organoaxial, mesenetricoaxial, and mixed type in 1940.[2] 
Most of the reports in paediatric as well as adult patients are 
concerned with the secondary volvulus with diaphragmatic 
hernia.[5] The most common secondary causes were hiatus 
hernia then eventration of the diaphragm. Very few cases of 
primary gastric volvulus are reported. The primary volvulus 
is more common in adults compared to paediatric patients. 
The cause of primary volvulus is idiopathic and mainly 
suspected due to laxity of the gastric ligaments. The secondary 

gastric volvulus is mainly due to anatomical abnormities in 
the stomach or surrounding organs such as the liver, spleen, 
transverse colon, and diaphragm.[4]

The patient may represent with acute condition in the form of 
unproductive retching, abdominal distension, and difficulty 
or inability to insert nasogastric tube. In secondary volvulus, 
respiratory symptoms such as chronic cough, apnea, and 
wheezing delays the diagnosis.[2,5] Abdominal X‑ray can 
demonstrate gastric volvulus showing gastric distension 
or double bubble sign.[6,7] The ultrasonography may show 
distended stomach or rotational abnormality of gastric 
volvulus. Ultrasonography is useful as screening test and to 
rule out other abdominal pathology. The upper GI contrast 
study is diagnostic. It will show volvulus as per type with 
delayed gastric emptying. The CT scan is useful in doubtful 
cases showing dilated stomach with gastric air‑fluid level and 
volvulus. The magnetic resonance imaging can be used in 
place of the CT scan for gastric volvulus and detecting other 
abnormality.

In our case, abdominal X‑ray was normal. Ultrasonography was 
suggestive of distended stomach without other abnormality. The 
CT scan was showing distended stomach with air‑fluid level. 
The upper GI contrast study was showing organoaxial volvulus.

Management of gastric volvulus is mainly surgical for both 
acute and chronic type. The secondary gastric volvulus 
always requires surgery. In the primary variety, due to 
its chronic nature, some cases can be tried by medical 
management.[8] Open as well as laparoscopic approaches are 
used for surgery.[9,10] The principle of surgery is reduction of 
volvulus and treatment of predisposing factors with fixation 
of stomach to the anterior abdominal wall  (gastropexy). In 
our case, we found lax and wide gastrocolic ligament without 
other abnormality. We did anterior gastropexy. There was no 
postoperative surgical complication.

Conclusion

Primary gastric volvulus is a very rare entity in paediatric 
patients. Due to the rarity of this condition, the children with 
recurrent vomiting, especially nonbilious should be suspected 
for gastric volvulus as a one of the important differential 
diagnosis. The patient should be evaluated early by available 
diagnostic tests. The early diagnosis is necessary to prevent 
complication and better outcome.
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Figure 2: Showing lax gastrocolic ligament
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