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Rare case of gastric perforation with malrotation and volvulus: A case
report
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Abstract

Gastric perforation in neonate has always beeatastrophe associated with high morbidity. The higbrtality rate
reflects to a certain extent the precariousnesth®fneonatal period, but the process evolves sialyathat prompt
diagnosis is necessary if improved survival ratesta be achieved. It is a mysterious entity regaydts cause, but three
mechanisms; spontaneous perforation, trauma ariebrisie are acceptable reasons for neonatal gastriorgtion.
Nonetheless, we present you here a rare case obtatadn with mid gut volvulus which presented wapparently
spontaneous gastric perforation (1x1cm). Primapgireof the perforation with derotation of the valwys was done. We
guestion the spontaneity of neonatal gastric patifmn and urge the need to look for the contrilgutiause.
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many theories regarding the pathogenesis of gastric
perforation. Here we present a case of neonatatigas

Neonatal gastric perforation is an unusual surgical perforation in our hospital in which malrotationdan

I ntroduction

emergency with a high mortality [1, 2], the causés volvulus were the accompanying findings along with
which are not definite although literature hasdite gastric perforation.
Case Report

A 7-day-old full term baby, weighing 24509, was aftied with a history of abdominal distention, bleegiper rectum
for 4 days. The patient had green colored vomitus lzad not passed stool for 1 day. There was n@leont of any
blood in vomitus.

The clinical exmination revealed a lethargic neenaith marked abdominal distention. Bowel soundsewabsent.
Abdominal X-ray revealed a large amount of freeaipéritoneal gas giving a “saddle"or "football” sigue to massive
pneumoperitoneum.

On exploration, there was malrotation with mid golvulus and gastric perforation (1x1cm) along gneater curvature,
along with necrosis of the sero muscular areaesite of perforation. Primary repair of the peatayn with derotation
of the volvulus was done and the baby was shiftatebnatal ICU with stable vitals.

Post operative period was uneventful until day Bemthere was wound dehiscence which was repaiiddtension
suturing. Histopathology of the margin of perfooatiarea revealed nonspecific inflammation.
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Figure-1: Pneumoperitoneum

Figure-3: Gastric Perforation
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Discussion

Gastric perforation in the newborn infant was first
described by Siebold in 1825[1]. Gastric perfonatin
neonate has always been a catastrophe associdted wi
high morbidity[2]. The high mortality rate reflects to a
certain extent the precariousness of the neonatadg

but the process evolves so rapidly that promptrdiats

is necessary if improved survival rates are to be
achieved.

Three mechanisms have been proposed for stomach
perforation: traumatic, ischaemic, and spontang8us
Most of the gastric perforations are due to iatroge
trauma by vigorous nasogastric or orogastric tube
placemen|3,4].

Historically gastric perforation has often beenadlibed

as "spontaneous" [5], however it was found that
prematurity and concomitant gastrointestinal lesion
were associated with gastric perforation in thena¢®
and that few cases truly are spontang6lisin normal
weight infants, surgery is the treatment of choice,
however, isolated gastric perforations in extreniely
birth weight infant may be improved with percutango
peritoneal drainage alone without need for primary
surgical repaif7].

The most common radiographic finding of gastric
perforation is pneumoperitoneum which was seeruin o
case but, finding which brings us to acknowledgs th
case was associated malrotation with mid gut valsul

In intestinal malrotation the small intestine has a
unusually narrow base, and therefore the midgut is
prone to volvulus (a twisting that can obstruct the
mesenteric blood vessels and cause intestinalrisahe
Our case had normal birth weight. There was nahjst

of any perinatal event leading to traumatic or éufc
gastric perforation.

There is a possibility that distal obstruction atokss
due to intestinal malrotation with midgut volvulogy
have predisposed gastric perforation. Midgut valsus

a stress state and may lead to redistribution obdl
flow with shunting away of blood from stomach with
microvascular injury and loss of mucosal integf#)6].

Midgut volvulus with ischemia of small bowel maygal
cause release of cytokines, tumour necrosis faatar
platelet activating factor. This may lead to
vasoconstriction, microvascular thrombosis, and
ischemia of stomach causing gastric perforation.
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Such a rare case of complex finding of gastric
perforation associated with malrotation and midgut

volvulus has neither been documented in the likeeat
so far nor they been etiologically interrelated.eTh
authors believe that the so called spontaneousigast
perforation may not be spontaneous and a contniputi
cause should be looked for in such cases.

Conclusion

Our case of gastric perforation with malrotationd an
volvulus queries the spontaneity of the gastric
perforation. The authors suggest that when gastric
perforation occurs in neonates, a contributing eaus
should be sought.
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