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LETTERS TO THE EDITOR

Syncope as the clinical
presentation in a case of
acute gastric volvulus

Sincope como debut clinico de un
vélvulo gastrico agudo

To the editor:

Syncope is a frequent reason
(35%) for consultation in the emer-
gency department. Neuromediated
syncope is the most common type
(66%), followed by cardiac syncope
(10%-20%) and orthostatic hypoten-
sion (10%)'.

A 67-year-old man with a history of
dyslipidemia and no other cardiological
risk factors. He attended the emergency
department for syncope while seated after
ingestion, recovered without sequelae.
Subsequently, he had epigastric pain with
nausea and vomiting, without chest pain,
palpitations or dyspnea. There were no
symptoms suggestive of neurological foca-
lity or infectious symptoms. An electrocar-
diogram was performed to rule out possi-
ble cardiac origin of syncope, which
showed sinus rhythm at 75 bpm, narrow
QRS with ST elevation in leads V2-3 and
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Figure 1. Thoracoabdominal computed
tomography: giant paraesophageal her-
nia including gastric antrum (asterisks),
secondary to gastric volvulus with rota-
tion on its short axial mesenteric axis.
Given its size, it compresses the left
atrium and ventricle. The fundus and
gastric body remain in the abdominal ca-
vity. A) Axial view. B) Coronal view. C)
Sagittal view.

negative T in the rest of the precordial
leads. Following these findings, transthora-
cic echocardiography showed hypertro-
phic cardiomyopathy and an extracardiac
image of cystic appearance with mobile
echogenic content inside (6-8 cm), which
compressed the left cardiac cavities. The
study was completed by thoracoabdomi-
nal computed tomography (CT), which

showed a large paraesophageal hernia,
with axial mesenteric gastric volvulus that
compressed the left atrium and left ventri-
cle (Figure 1). A decompressive nasogas-
tric tube was placed, endoscopic gastric
devolvement was performed in the first 24
hours, and gastric mucosal necrosis or per-
foration was ruled out. The patient evol-
ved favorably with medical treatment.
Subsequently, a Nissen-type laparoscopic
fundoplication was performed on a sche-
duled basis with satisfactory postoperative
evolution.

In the initial evaluation of any pa-
tient with syncopal symptoms, a de-
tailed clinical history, thorough phy-
sical examination and
electrocardiogram should be perfor-
med to reach a presumptive diagno-
sis?. Gastric volvulus is a rare entity
and its initial presentation as a syn-
copal picture is even more exceptio-
nal, and it is a potentially fatal pa-
thology. Acute gastric volvulus is
clinically characterized by Borchardt’s
triad in 70% of cases: retching wi-
thout vomiting, epigastralgia and im-
possibility of nasogastric tube place-
ment3. Cases of syncope due to food
ingestion have been described in pa-
tients with giant hiatal hernias due
to different mechanisms*. In this
case, there is direct compression of
the left atrium and ventricle, which
conditions the decrease in cardiac
output that produces syncope. These
syncopes can be erroneously classi-
fied as neuromediated due to increa-
sed vagal tone in relation to swa-
[lowing, which can delay their
correct treatment. For all these rea-
sons, having a high diagnostic suspi-
cion of this disease is complicated. In
this case, it was the incidental fin-
ding of an extracardiac mass on
transthoracic echocardiography and
confirmation by CT of the giant pa-
raesophageal hernia with gastric vol-
vulus compressing the heart that
made it possible to determine the
causal origin of the syncope.

Symptomatic treatment consists
of gastric decompression with naso-
gastric tube and early endoscopic
devolvement. Gastroscopy showed
that there was no vascular compro-
mise of the gastric mucosa, which
allowed deferring surgical treatment,
which has better results. The definiti-
ve curative treatment is surgery
(open or laparoscopic) of the hernia
by reduction, fundoplication and
grastropexy?®.

Sara Alonso-Batanero’,
Omar Abdel-lah Fernandez'?,

Felipe Carlos Parrefio Manchado'-2

"Servicio de Cirugia General y del Aparato
Digestivo, Complejo Asistencial Universitario de
Salamanca. Salamanca, Espafia.

2Unidad de Cirugia Esofagogdstrica y de la
Obesidad, Complejo Asistencial Universitario de
Salamanca. Salamanca, Espafia.

sabbatanero@gmail.com

Conflicting interests: The authors declare no
conflicts of interest in relation to this article.

Contribution of the author, financing and
ethical responsibilities: All authors have confir-
med their authorship, the non-existence of ex-
ternal financing and the maintenance of confi-
dentiality and respect for the rights of the
patients in the document of author’s responsibi-
lities, publication agreement and assignment of
rights to EMERGENCIAS. The patient has confir-
med his/her consent for his/her personal infor-
mation to be published.

Editor in charge: Xavier Jiménez Fabrega.

Article not commissioned by the Editorial
Committee and with external peer review.

References

1 Goldsimth C, Kass |S, Tzu-Ching WU.
Syncope. En: Ferri FF, editor. Ferri’s Clinical
Advisor 2020, Filadelfia: Elsevier; 2020. pp.
1328-31.

2 Sagrista Sauleda |. Abordaje diagnéstico y
terapéutico del sincope en urgencias.
Emergencias. 2007;19:273-82.

3 Ferrer Méarquez M, Garcia Diez |M, Parra
Montoya F, Vargas Fernandez M. Vélvulo
gastrico asociado a taponamiento cardiaco.
Rev Esp Enferm Dig. 2011;103:498-500.

4 Maseda Uriza R, Piqueras Flores |, Pérez Diaz
P, Moreno Reig A. Una causa rara de sinco-
pe. Cardiocore. 2018;53:82-4.

5 Martinez Garcia R, Peris Tomas N, Domingo
Del Pozo C, Véazquez Tarragén A, Martinez
Mas E, Trullenque Juan R, et al. Tratamiento
del vélvulo gastrico agudo mediante aborda-
je laparoscépico. Cirugia Espafiola.
2013;91:189-93.

79





