UC Irvine
Journal of Education and Teaching in Emergency Medicine

Title
Gastric Volvulus

Permalink
https://escholarship.org/uc/item/628510id

Journal
Journal of Education and Teaching in Emergency Medicine, 4(3)

Authors

Jakubowski, Julian
Lizzi, Jared
Hill, Tyler

Publication Date
2019

DOI
10.5070/M543044560

Copyright Information
Copyright 2019 by the author(s).This work is made available under the terms of a Creative

Commons Attribution License, available at https://creativecommons.org/licenses/by/4.0/

Peer reviewed

eScholarship.org Powered by the California Diqital Library

University of California


https://escholarship.org/uc/item/628510jd
https://creativecommons.org/licenses/by/4.0/
https://escholarship.org
http://www.cdlib.org/

VISUAL

Gastric Volvulus
Julian Jakubowski, DO", Jared Lizzi, DO* and Tyler Hill, DO"

*Marietta Memorial, Department of Emergency Medicine, Marietta, OH

Correspondence should be addressed to Julian Jakubowski, DO at jjakubowski@mhsystem.org
Submitted: January 30, 2019; Accepted: May 4, 2019; Electronically Published: July 15, 2019; https://doi.org/10.21980/J8335F

AP/PORT/UPRT {
2200HRS

\
Video Link: https://youtu.be/9GN_FANLdc8

Jakubowski J, et al. Gastric Volvulus Case Presentation. JETem 2019. 4(3):V23-25. /J

CORD

23



VISUAL

History of present illness: An 83-year-old male without significant medical history presented to the
emergency department with the complaint of 40 pound weight loss in the last four months and significant
abdominal pain and distention starting two days prior to presentation. The patient had been having
decreased appetite without any episodes of vomiting, diarrhea, blood in stools.

In the emergency department, the patient appeared cachectic and ill. Physical exam showed distended
abdomen and significant pain in the epigastric region with associated guarding with deep palpation of his
abdominal region.

Significant findings: Point of care ultrasound of his abdomen showed a large fluid filled structure with well-
defined borders containing gastric contents extending from the xiphoid process to the umbilical region. No
free fluid was noted on focus assessment with sonography for trauma (FAST) examination. A computed
tomography (CT) scan was performed emergently and it was noted that the patient had a significantly
distended stomach and gastric volvulus (blue arrows) noted in the area of his paraesophageal/hiatal hernia.

Discussion: Gastric Volvulus is caused by an abnormal rotation of the stomach more than 180 degrees,
creating a closed loop obstruction. Borchardt’s triad, which is severe epigastric pain, retching without
vomiting and inability to pass nasogastric tube, has been seen in 70 percent of cases.?

The most common cause of gastric volvulus in adults is from diaphragmatic defects caused by
paraesophageal or hiatal hernia. Gastric volvulus is the most common complication of paraesophageal
hernias.? Males and females are equally affected, while 10-20 percent of cases occur in children, most
commonly less than one year old and has higher incidence in patients older than 50 years old.! Based on the
age of the patient plus the CT scan findings, the patient had a type 2 acquired gastric volvulus, secondary to
a hiatal vs paraesophageal hernia, which is the most common type occurring in 59% of cases.? A type 1 gastric
volvulus is idiopathic due to abnormal laxity of the peritoneal ligaments of the stomach. A type 2 gastric
volvulus is a congenital or acquired anatomical defect that allows the stomach increased mobility.3

Upper gastrointestinal barium studies can be used to diagnose gastric volvulus with a diagnostic yield of 81%-
84%.% Ultrasound can be used to help diagnose gastric volvulus but there have been no large studies
performed to determine the sensitivity and specificity of ultrasound, with conflicting case reports showing
normal ultrasound findings vs a single case report providing evidence of gastric volvulus. Computed
tomography can be used and the presence of two findings on CT scan makes the diagnosis of gastric volvulus
100% sensitive and specific. These findings are: the antropyloric transition point is located without any
abnormalities in the transition zone and the antrum is at the same level or higher than the fundus.®

Surgery is the definitive management for gastric volvulus with nasogastric tube placement if possible. The
prognosis for non-operative patients is poor with mortality as high as 80 percent due to the volvulus causing
strangulation, necrosis and perforation. With surgical management the mortality is 15-20 percent.®
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In this case, the patient elected for his code status to be do not resuscitate — comfort care. The patient had
a nasogastric tube placed with the return of 3000ml of dark fluid within minutes of placement, which resulted
in near complete relief of his abdominal pain and distention (blue arrows on chest x-ray). He was admitted

VISUAL

to the hospice service and died three days later.

Key points that should be applied to clinical practice are that a gastric volvulus should be promptly recognized
and diagnosed since any delay could cause increased mortality in a surgical emergency that already carries a
high mortality, and that point of care ultrasound is a valuable tool to help guide management and treatment
of abdominal pathology. This case report raises the question of how well ultrasound can help with the

diagnosis of gastric volvulus and the need for larger studies to determine its diagnostic value.

Topics: Gastric Volvulus, Borchardt’s triad, abdominal pain.
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