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A 5 year old female child presented to the emergency room with 15-20 
episodes of non bilious, non-blood stained vomiting associated with mild 

abdominal pain of 4 hours duration prior to admission. Vomiting was not associated with fever, abdominal 
distension, loose stools or constipation. At admission, she was given symptomatic treatment with intravenous 
fluids, anti-emetics and antacids. Within 3 hours of admission, she became restless, developed severe 
abdominal pain and retching, progressive generalized distension of the abdomen, respiratory distress and 
signs of decompensated shock. We were unable to pass a nasogastric tube to decompress her abdomen. 
Erect x-ray abdomen showed massive dilatation of the stomach, paucity of distal gas shadow and significant 
pneumoperitoneum shifting the intra-abdominal viscera to the midline.

What is the diagnosis?

A working diagnosis of acute gastric volvulus was made and she was taken up for emergency laparotomy 
during which a combined organoaxial and mesentericoaxial type of gastric volvulus with necrosis of the 
perforated stomach and entire spleen was seen. She underwent near-total gastrectomy and splenectomy. 
Despite the surgery her hemodynamics didn’t improve and she succumbed on the second post-operative day. 

Gastric volvulus is a significant, rare cause of non-bilious vomiting and consists of pathological rotation of 
the stomach of more than 180 degree around the axis, creating a closed loop obstruction that can result in 
incarceration and strangulation. (1) It was first described by Berti in 1866. (1) Males and females are equally 
affected. Gastric volvulus in children is often secondary to congenital diaphragmatic defects. (1) Singleton 
classified gastric volvulus based on the axis around which the stomach rotates and includes organoaxial 
(59 percent of cases, the stomach rotates around an axis that connects the gastroesophageal junction and 
pylorus), mesentericoaxial (29 percent of cases, stomach rotates around an axis joining the lesser and greater 
curvature) and combined type (12 percent of cases, stomach rotates around both axes). (2) Gastric volvulus 
can be idiopathic (Type 1) or due to congenital or acquired causes (Type 2). Type 1 comprises two thirds 
of the cases and is presumably due to abnormal laxity of gastrosplenic, gastroduodenal, gastrophrenic and 
gastrohepatic ligaments. Type 2 is found in one third of the cases and is more common in children. It is often 
secondary to congenital or acquired defects in the diaphragm. (3) Clinical symptoms depend upon the extent 
or degree of rotation, obstruction and associated defects. The Borchardt triad of abdominal pain, retching and 
inability to pass a nasogastric tube is diagnostic of acute volvulus and occurs in 70 percent of cases. (3) Our 
case had this classical triad. Intermittent epigastric pain, dyspepsia, dysphagia, dyspnea and failure to thrive 
are seen in cases with chronic volvulus. Diagnosis can be confirmed by radiography (plain film and barium 
contrast) or computed tomography. Plain radiography may reveal massively distended viscus, paucity of 
distal gas shadow with or without air fluid levels and pneumoperitoneum. (4) Surgical repair is the treatment 
of choice. Surgical options include, simple gastropexy, gastropexy with division of the gastrocolic omentum, 
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One year six months old female baby presented with 
recurrent multiple red and blue colored eruptions 

from her dorsal surface of the tongue with drooling of saliva for past two days. They were painful and restricted 
the movement of the tongue. The eruptions were 2mm x 2mm x 2mm in size; dark red colored and bluish at 
the centre. These eruptions exfoliated occasionally with black colored blood clot (Fig.1A). Mild oozing from 
the exfoliated site had been noticed for less than fifteen minutes. Histopathological examination revealed 
small, capillary-sized vascular channels lined by endothelial cells with fibrous bands. She was treated with oral 
propranolol of 1.5 mg/kg/day and continued for more than one year. After one year follow-up, the lesion was 
subsided completely (Fig.1B).

What is the diagnosis?

Tongue hemangioma. Hemangiomas are vascular malformations or hamartoma that may rise from capillary or 
vein or the artery.Hemangiomas are occurring in as many as 2.6 percent of neonates and 12 percent of children 
aged 1 year. (1) The prevalence of tongue hemangioma is found to be 11 percent. Approximately 89.6 percent 
hemangiomas in infants are located in the periorbital mainly in the upper or lower eyelid area and 70.6 percent 
of patients are girls. (2) The lesion is characterized by its bright red color, raised texture and lobular appearance. 
(3) Most hemangiomas require no treatment. Though they are typically benign, some of them may progress 
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partial gastrectomy, fundoantaral gastrogastrostomy, and repair of diaphragmatic hernia or eventration if 
present. (5) Non-operative mortality rate for gastric volvulus is as high as 80 percent, the major cause of 
death being strangulation which can lead to necrosis and perforation as in our case. With early diagnosis 
and good surgical management the mortality rates has decreased to 15-20 percent in acute volvulus and 
0-13 percent in chronic volvulus. (6) 
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