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BACKGROUND: 74-year-old female with history of COPD presented to ED 
complaining of two months of intermittent epigastric pain which waxed and 
waned, was severe at times, and got acutely worse over the past two days. 
She denied having bowel movements for the past two days. On physical exam 
the patient was lethargic and had epigastric pain with palpation. Bowel 
sounds were present and there was no rebound tenderness. 
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MESENTEROAXIAL GASTRIC VOLVULUS 

Mesenteroaxial gastric rotation is when the stomach rotates about its short 
(mesenteric) axis in such a way that the gastroesophageal junction is superior 
to the pylorus.  This results from the stomach rotating about the long axis of 
gastrohepatic omentum.  Proposed theory as to the etiology of this 
abnormality is laxity or absence of gastric ligaments. Mesenteroaxial type is 
rarer than the organoaxial type volvulus which the stomach rotates along its 
long axis.  There are also mixed types of gastric rotations.  Mesenteroaxial 
gastric rotation and volvulus is more common in children. 
Characteristic imaging findings are a dilated distended stomach usually with 
air fluid levels.  On Upper GI studies evaluation of the greater curvature in 
comparison to the lesser curvature as well as comparisons of the 
gastroesophageal junction to the pylorus are critical for the correct diagnosis. 
Pylorus being superior to the GE junction is diagnostic for mesenteroaxial 
type gastric volvulus.  The additional finding of long axis rotation resulting in 
the greater curvature above the lesser curvature leads to a mixed 
mesenteroaxial and organoaxial type.  On CT there is a variable appearance, 
but location of the aforementioned anatomic structures and their 
relationships should be elucidated.  There can be large hernias with part or 
all of the gastric lumen within the chest.  Other associated findings to look 
for is pneumatosis within the gastric wall, which would constitute a surgical 
emergency.  Fluoroscopic imaging is best to determine anatomic relationships 
with contrast enhanced CT being useful when assessing for secondary sequela 
like the swirl sign or pneumatosis within the gastric wall or portal venous 
system.  

Initial CT examination obtained upon admission showed a distended stomach with air-fluid 
levels and layering gastric contents and large amount of retained stool throughout the colon 
without small bowel obstruction.  No intraperitoneal free air was evident. Suspicion was raised 
for gastric outlet obstruction. 

Upper-GI: Fluoroscopic image of the stomach after nasogastric tube insertion shows 
the gastroesophageal junction in the right lower quadrant below the antrum and is 
characteristic of mesenteroaxial rotation. This caused a gastric outlet obstruction. 

Magnified Fluoroscopic nasogastic tube insertion shows side-port and contrast in the 
dependent antrum with the greater curvature arcing superiorly in relation to the GE junction 
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