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INTRODUCTION 

Gastric necrosis is a rare condition, more so in children and 

can be potentially fatal. Gastric volvulus is one of the 

major causes of gastric necrosis. The sloughing of the 

necrosed wall results in perforations or large defects in the 

gastric wall. Acute or recurrent abdominal pain, upper 

abdominal distension and chronic vomiting should raise 

the suspicion of gastric volvulus.  Early diagnosis is 
crucial to prevent life-threatening complications of 

prolonged volvulus, such as gastric ischemia or infarction, 

strangulation, necrosis, and perforation. We reported a rare 

case of extensive gastric necrosis in a female infant, 

managed successfully. 

CASE REPORT                                                                                                           

                                                                                                        

A 2 months female presented with non-bilious vomiting, 

excessive cry, and fever for 5 days and two episodes of 

hematemesis. There was history of recurrent upper 

abdominal distension since birth, which resolved 

spontaneously. At presentation, the child was in shock 
with fever and tachycardia. Abdomen was distended with 

tenderness and guarding in epigastric region. Child was 

resuscitated with intravenous fluids and antibiotics. Erect 

X-ray abdomen showed a massive pneumoperitoneum. On 

emergency exploratory laparotomy, lower end of infant 

feeding tube was lying freely in the peritoneal cavity. 

There was contamination in the lesser sac. Posterior gastric 

wall was sloughed off and a large defect involving 3/4th of 

posterior gastric wall from greater curvature to lesser 

curvature and from fundus to just proximal to pylorus was 

present (Figure 1). The necrotic wall was debrided, edges 

were freshened, gastrostomy was done and stomach tube 
was fashioned with the anterior wall by single layer 

interrupted absorbable suture. Feeding jejunostomy was 
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done. Diaphragm was normal with no other associated 

abnormalities. Jejunostomy feeds were started after 48 hrs. 

Contrast study on post-operative day 10 showed no leak. 

Patient was started on feeds orally and the gastrostomy and 

jejunostomy tubes were removed. The histopathology 
revealed gastric necrosis with acute inflammatory 

infiltration. Contrast study at 3 months depicted a good 

stomach capacity (Figure 2). 

 

Figure 1: Extensive gastric necrosis and sloughing. 

 

Figure 2: Contrast study at 3 months follow up. 

DISCUSSION 

The stomach is a well-vascularised organ that receives 

blood supply from the left gastric artery (branch of celiac 

axis), right gastric artery (branch of the common hepatic 
artery), right gastroepiploic artery (branch of the 

gastroduodenal artery), left gastroepiploic artery (branch 

of the splenic artery) and the short gastric arteries which 

arise from the splenic artery. Gastric necrosis is 

uncommon in view of the extensive vascularity. 

The reported causes of gastric infarction are diverse and 

include gastric volvulus, intrathoracic herniation, 

ingestion of caustic substances, complications after gastric 

surgery, arterial occlusion by embolus or thrombus, acute 

necrotizing gastritis and primary gastric mucormycosis.1-7 

Gastric volvulus is defined as rotation of the stomach by 
more than 180°.  On the basis of the axis of rotation, 

volvulus can be classified as organoaxial, mesentricoaxial 

or combined. The organoaxial volvulus is characterized by 

rotation of the stomach about an axis passing through the 

gastroesophageal junction and pylorus. Mesentricoaxial 

volvulus describes rotation about an axis passing 
perpendicular to the longitudinal axis of the stomach. 

Organoaxial is more common than mesetricoaxial and 

represents about two thirds of all gastric volvulus cases. 

Organoaxial volvulus results in vascular disturbance and 

gastric necrosis.1 

Based on etiology, volvulus can be divided into primary 

(or idiopathic) and secondary. The first being associated 

with congenital defects such as absence or laxity of the 

supporting structures of the stomach (gastrocolic, 

gastrohepatic, gastrosplenic, gastrophrenic ligaments) or 

abnormal gastric distention; the second is associated with 

abnormalities of other organs namely eventration, 
diaphragmatic hernia, wandering spleen or congenital 

asplenia.8-11 The double bubble sign, abnormal gastric 

distension despite the presence of a nasogastric tube, a 

distended stomach lying in the horizontal plane and a fluid 

level projecting into the epigastric region on plain 

radiography is suggestive of gastric volvulus. Upper 

gastrointestinal contrast study is helpful in diagnosis of 

chronic organoaxial gastric volvulus. Computed 

tomography scan can delineate the anatomy more clearly 

to avoid a delay in diagnosis that can lead to a life-

threatening situation.1 

Gastric perforations are reported in the neonatal age group, 

in preterm low birth weight babies, secondary to intensive 

resuscitation procedures.12 Gastric perforations are rare in 

older children. The various causes of perforation are 

trauma, peptic ulceration, gastric volvulus with necrosis 

and spontaneous onset.13 The majority of neonatal and 

paediatric gastric perforations are found on the greater 

curvature.14,15 This can be explained by gastric receptive 

relaxation theory. The greater curvature is the most 

distensible area of the gastric wall and is prone to ischemic 

necrosis and resultant perforation. Akalonu et al reported 

that perforation can also occur at lesser curvature because 
lesser curvature has reduced elasticity coefficient and 

greater stretching.16 The incidence of perforation in gastric 

volvulus with necrosis is 5-28% and a mortality of 50% is 

reported with such perforations.17 In large perforations 

with extensive gastric necrosis, simple suturing is difficult 

to perform because of edematous and fragile status of the 

gastric wall. The fashioning of stomach tube should be 

accompanied by gastrostomy for effective gastric 

decompression in post-operative period. The gastrostomy 

should be from remnant gastric wall and not through the 

suture line of repair. The gastrostomy tube can also be used 
for dye study to ascertain calibre of stomach and see for 

any leak. 

CONCLUSION 

In pediatric population, one of the surgical causes of 

recurrent upper abdominal distension and pain could be 
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gastric volvulus leading to gastric necrosis and perforation. 

Vigilant clinical observation can prevent fatal outcome. 
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