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A 79-year-old man presented to emergency department with the complaint
of abdominal pain and vomiting since two days earlier. He had no history of
abdominal pain or gastrointestinal disease. On physical examination, he was
dehydrated and a significant distension was noted in the upper abdomen. Plain
radiograph y showed a dilated stomach. Computed tomography a showed dilated

stomach with a twist pattern (Figures 1, 2).

Fig.1: Computed tomography of abdomen
(axial view).

- \A, -
Fig.2: Computed tomography of abdomen
(coronal view).

Middle East J Dig Dis/ Vol.11/ No.3/ July 2019

@ ® @ © 2019 The Author(s). This work is published by Middle East Journal of Digestive Diseaes as an open access

article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.
org/licenses/by-nc/4.0/). Non-commercial uses of the work are permitted, provided the original work is properly cited.



http://dx.doi.org/10.15171/mejdd.2019.146
http://dx.doi.org/10.15171/mejdd.2019.146
http://dx.doi.org/10.15171/mejdd.2019.146
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
http://crossmark.crossref.org/dialog/?doi=10.15171/mejdd.2019.146&domain=pdf&date_stamp=2019-06-14

What is your diagnosis?

Answer:

Stomach volvulus.

Intravenous fluids and electrolytes were administered
and the patient was transferred to operating room. The
stomach was untwisted. It was viable and no sign of
ischemia was detected. We examined the diaphragm and
hiatus thoroughly. No hiatal or diaphragmatic hernia was
detected. The stomach was sutured to anterior abdominal
wall. The patient’s post-operative course was uneventful
and he was discharged 3 days after surgery.

Gastric volvulus is a rare cause of gastric outlet ob-
struction, which is the result of stomach rotation around
its axis.!? Affected patients usually present with abdomi-
nal or chest pain and vomiting. Proximal stomach be-
comes dilated and on physical examination, distension in
the upper abdomen can be noted, suggesting gastric outlet
obstruction. Since the stomach volvulus is quite rare, di-
agnosis is usually not suspected based on the history and
physical exam.

Plain radiography shows a distended stomach. In the
case of diagraphmatic or hiatal hernia, dilated stomach
is seen in the chest. A particularly helpful characteristic
of plain radiography is that in volvulus, stomach contour
changes to a spherical shape.* Computed tomography is
helpful in diagnosis and shows dilated stomach twisted
around its axis.? In cases that imaging cannot lead to di-
agnosis, upper gastrointestinal endoscopy shows twisting
of stomach, specific for stomach volvulus.

Management begins with fluid and electrolytes re-
placement and stomach decompression by nasogastric
tube. Treatment of gastric volvulus usually requires sur-
gery. Stomach is untwisted and if there is a predisposing
anatomic defect like diagraphmatic or paraesophageal
hernia, the defect should be repaired.’

If there is no anatomic defect, stomach is untwisted
and is sutured to anterior wall of the abdomen.* It is not
necessary to fix stomach to abdominal wall if an anatomical
defect has caused volvulus.*

Alternatively, endoscopic untwisting of stomach and
fixing stomach with percutaneous endoscopic gastrostomy
tube can be carried out in primary gastric volvulus.’
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