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INTRODUCTION 

Laparoscopic sleeve gastrrectomy is today the most 

performed procedure worldwide in patients with obesity. 

It has been shown to be a safe procedure, with good 

results for remission of obesity and its comorbidities, 

with few complications. An infrequent and rare 

complication is gastric torsion after gastric sleeve, with 

an incidence of 1.2%.1,2    

CASE REPORT 

A 35-year-old female patient, with a history of 

laparoscopic sleeve gastrrectomy surgery 10 years ago, 

perianal abscess drainage 11 years ago, open 

cholecystectomy 4 months ago without complications. 

With a history of obesity since childhood with a 

maximum weight of 145 kg, height, 171 cm, current 

weight 105 kg, initial BMI 49.6, current BMI 35.9, lost 

weight 40 kg, %EPP 55.4. His current illness began 2 

years ago with intermittent abdominal pain 

predominantly in the epigastrium accompanied by 

nausea, partially improving with medication, 

exacerbating symptoms 7 months ago with 

gastroesophageal reflux, nausea and vomiting, 

panendoscopy was performed in another unit with a 

report of grade B esophagitis from Los Angeles, incisura 

angularis not assessable and erosive mucosa of the 

stomach. Gastric antrum biopsy: chronic superficial 

gastritis, no H. pylori, metaplasia or dysplasia identified, 

receiving medical treatment with proton pump inhibitor 

and prokinetic without symptom improvement, adding 

oral intolerance to solids, liquids and oral medications. 

Due to lack of improvement, she was sent to our Bariatric 

Surgery department for evaluation.  

 

Figure 1: SEGD (A) anteroposterior view without 

contrast leak, gastric sleeve changes and gastric sleeve 

torsion with area of stenosis; and (B) posteroanterior 

projection of the gastric sleeve twisted in its posterior 

enteroaxial axis with an area of stenosis. 
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ABSTRACT 

 

Gastric sleeve twist is a rare complication, with an incidence of 1.2%. Its symptomatology is not very specific, 

making its diagnosis difficult to establish. Its timely treatment by endoscopy and/or surgery has shown excellent 

short- and long-term results. We present an infrequent and rare case of late gastric torsion 10 years after a 

laparoscopic gastric sleeve, which was resolved with surgical treatment with conversion to Laparoscopic Roux-en-Y 

Gastric Bypass with excellent results.  
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As part of the study protocol, an esophagogastroduodenal 

series was performed, reporting the absence of contrast 

medium leakage, gastric sleeve changes, and gastric 

sleeve torsion with an area of stenosis (Figure 1).  Due to 

these findings, laparoscopic revision surgery was 

performed, finding multiple adhesions from the stomach 

to the omentum, gastric torsion at 180º in its enteroaxial 

axis due to firm adhesions on the posterior face of the 

gastric antrum towards the lesser curvature (Figure 2), lax 

lesser omentum and area of stenosis at the level of the 

incisura angularis of the stomach, posterior adhesions are 

released (Figure 3) and gastric sleeve conversion is 

performed to simplified Roux-en-Y gastric bypass 

(Figure 4) with 150 cm of biliary loop and 100 cm of 

alimentary loop, partial gastrectomy of excluded 

involving area of stenosis, closure of mesenteric gaps and 

negative methylene blue test, without intraoperative 

complications. A water-soluble contrast swallow was 

performed 18 hours postoperatively with a report of 

anatomical changes due to gastric bypass with no leak 

data (Figure 5). The patient had an adequate 

postoperative course, tolerating fluids, and was sent home 

on the third day to continue external management. 

 

Figure 2: Firm adhesions of the posterior face of the 

gastric antrum towards the lesser curvature that 

condition torsion of the gastric sleeve in its enteroaxial 

axis. 

 

Figure 3: Release of adhesions from the posterior face 

of the stomach up to the angle of His. 

 

Figure 4: (A) Retrogastric window for gastric pouch 

with area of stenosis at the level of the incisura 

angularis; and (B) creation of gastrojejunal 

anastomosis. 

 

Figure 5: Water-soluble contrast swallow (A) 

anatomical changes due to gastric bypass, no data of 

gastrojejunal anastomosis leak; and (B) no data of 

jejunojejunal anastomosis leak. 

DISCUSSION 

The pathogenesis of gastric twist after laparoscopic 

sleeve gastrrectomy is unknown, however, there are some 

theories such as the section of the stomach fixation 

ligaments (gastrophrenic, gastrosplenic, gastrocolic and 

gastrohepatic) in the intraoperative period. Unbalanced 

traction on the anterior and posterior wall of the stomach 

during stapling. Pronounced angulation, adhesions, 

edema, and staple-line bruising are possible related 

causes.3    

It is classified by its time of presentation as 

intraoperative, early postoperative (<30 days), and late 

postoperative (>30 days). In the early postoperative 

period, its usual symptoms are nausea and gastric or 

saliva vomiting. In the late postoperative period they 

present dysphagia, gastroesophageal reflux, gastric 

vomiting and in some cases dumping syndrome.4 
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As a preventive measure against axial rotation of the 

gastric sleeve, some authors recommend fixation of the 

gastric sleeve by suturing the staple line to the greater 

omentum in order to recover the usual gastric shape, 

others recommend these fixation points to the gastrocolic 

ligament or double fixation to the gastrocolic ligament 

and to the edge of the greater omentum of the 

gastroepiploic vessels.5  

Likewise, they recommend an adequate posterior 

dissection of the stomach during gastrectomy to perform 

a symmetrical stapling of the anterior and posterior face 

to avoid twisting.6 Comparative studies of fixation vs. 

non-fixation of the gastric sleeve have shown important 

statistically significant results of fixation with respect to a 

decrease in bleeding from the staple line (p=0.02), axial 

rotation (p=0.006) and hospital readmission (p=0.005) 

this by means of a technique with 3 suture points to the 

greater omentum, anterior fascia of the body of the 

pancreas and the transverse mesocolon, as well as a 

continuous double suture of the sleeve distal to the 

transverse mesocolon.7 

The diagnosis is complex and sometimes late due to the 

lack of improvement of symptoms despite medical 

treatment. The initial approach is through an 

esophagogastroduodenal series, the main radiological 

sign is axial torsion of the stomach and contrast retention 

in the upper part of the stomach. Contrast-enhanced 

tomography with three-dimensional reconstruction is 

considered a complementary study when the 

esophagogastroduodenal series is inconclusive.  

Upper gastrointestinal endoscopy is also considered a 

diagnostic-therapeutic study, finding proximal gastric 

dilatation followed by a short tortuous and narrow 

segment in the middle part of the body of the stomach.8 

Endoscopic treatment is performed through balloon 

dilatation and/or placement of stent which has given good 

results of the symptoms, however in cases of failure to 

conservative treatment, revision surgery is indicated or if 

the patient requests it in the first instance.9  

Surgical findings are the presence of organoaxial torsion 

secondary to the development of adhesions between the 

staple line and adjacent structures. Laparoscopic 

conversion to Roux-en-Y gastric bypass with gastric 

resection of the stenosed segment is currently the most 

successful treatment with improvement of symptoms 

from the immediate postoperative period and avoids 

recurrence, unlike only the reduction of torsion by release 

of adhesions and gastropexy.10,11  

CONCLUSION 

This is the only reported case of late gastric torsion 10 

years after performing a gastric sleeve, it meets the usual 

characteristics described for its presentation, symptoms 

and topographic findings. It is a rare and difficult 

complication to diagnose for those who are not related to 

gastric sleeve complications, since due to its non-specific 

symptoms, it requires a high degree of suspicion to guide 

specific studies for its diagnosis. Fixation of the stapling 

line, release of posterior gastric adhesions and an 

adequate technique of symmetric stapling alignment of 

the anterior and posterior sides of the stomach are the 

only methods to prevent torsion of the gastric sleeve. 

Surgical treatment with conversion to Roux-en-Y Gastric 

Bypass is the only effective treatment that improves 

symptoms from the immediate postoperative period and 

is the only method that prevents recurrence. 
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