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Abstract

There are 4 types of hiatal hernia, being type IV the rarest of all. The
management today remains controversial about the ideal approach
(abdominal, thoracic, mixed approach, laparoscopic or open surgery), the
use or not of mesh, what type of fundoplication (anterior, posterior, total
or parcial). We will present a giant paraesophageal hernia with gastric
herniation and transverse colon resolved by laparoscopy, in an emergency

surgery.
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Introduction

Hiatal hernias were first described by Henry Ingersoll Bowditch in
1853 [1]. They are characterized by a lengthening of the space between the
diaphragmatic pillars, and weakness of the brake-esophageal membrane, with
the consequent protrusion of the stomach inside the thoracic cavity [1]. Four
subtypes are described, type 1 or "sliding hernia" where only the Gastro-
esophageal junction is found inside the thorax and is the most common 95%.
The other 3 types are classified as paraesophageal and together they are the
remaining 5-15%. Type 2 is a true paraesophageal hernia, with herniation
of the gastric fundus through a weak paraesophageal membrane. Type 3
is a combination of type 1 and 2, with herniation of the Gastro-esophageal
junction and the gastric fundus within the thorax, encompassing 90% of the
true paraesophageal hernias.

Type 4 are the result of defects in the phrenoesophageal membrane that
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years. 8 years with diagnosis of stable angina in medical
management with acetylsalicylic acid and Diltiazem. The
patient has a 5-year history of progression of dyspnea from
medium to small efforts as well as dizziness and the use of
2 pillows to sleep, with multiple assessments by a private
doctor. In addition, dyspepsia, early satiety and postprandial
regurgitation are added, as well as dizziness without reaching
post prandial syncope, with worsening of dyspnea, so she
goes to the emergency room for assessment and imaging
studies are performed (figures 1 and 2). Fundoplication
was performed in French position, with 5 ports and hepatic
separator, it proceeds to reduce hernia content (stomach
and transverse colon), (figures 3 and 4); the hernia sac is
dissected, pillars are released and the esophagus is dissected
until 3cm of the intra-abdominal portion is obtained. Crura
is reapproximadated with 4 points with Ethibon # 2, (figure
5), intraabdominal esophageal position is corroborated,
proceeds to perform Dor type plasty, making 2 simple
points with Ethibon # 2, gastric fundus to right pillar (figure
6). The patient presented improvement in her ventilatory
pattern during the surgery, she managed to intubate without
complications, started orally at 8 h post surgery, and tolerated
the progression to the same, a postoperative esophagogram
was performed in which abdominal fundoplication was
observed, without stenosis or leakage (figure 7), the patient is
discharged 24 hrs after surgery.

Figure 1: Chest x-ray: we can observe a mass in the anterior
mediastinum.
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Figure 2: Abdominal CT Scan: we can observe a giant paraesophageal
hernia, with an intrathoracic stomach

Figure 4: All the stomach inside the hiatus defect
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Figure 7: Post operative esofagogram
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Discussion

Paraesophageal hernia is rare and uncommon, however
the management of asymptomatic patients is not clear since
the risk of progressing to symptomatic hernia is 14% per year,
and the risk of requiring emergency surgery is not greater
than 2% annual [5]. Due to the rareness of the pathology
and lack of randomized studies comparing different types
of surgical management, there is controversy about which
should be the choice, transabdominal vs trans.toracic, open vs
laparoscopic, hiatus closure with suture vs mesh use and when
fundoplication is necessary [6,7]. Historically, hiatus surgery
was performed by thoracotomy and / or laparotomy, however
the results of several series have shown that Laparoscopic
repair is feasible and safe with immediate results and with
comparable recurrence with open surgery in expert hands,
becoming the approach of choice for its repair [8,9].

As demonstrated by Draaisma at al. in their review of
the literature compared the 2 approaches in paraesophageal
hernia surgery, reporting a shorter hospital stay in the
laparoscopic group (3 days vs 10 days) and lower morbidity
(4.3% vs 16.3% respectively) [10].

Despite the controversies, in practice there are certain
guidelines for laparoscopic hiatal hernia repair, such as:
reduction of the hernial sac and contents, dissection of crura
and esophagogastric junction, re-approximation of tension-
free hiatus, and 3cm of intrA-abdominal esophagus [11].

As demonstrated in a meta-analysis of 5 randomized
clinical trials, in which partial fundoplication (n = 227) vs
total (n = 231) were compared and reported that esophageal
acid exposure (SMD), 0.19 , P = 0.15), esophagitis (19%
goes 13%, P = 0.34), heartburn score (SMD, 1.27, P =0.13),
average dilatation (1.4% vs. 2.8%, P = 0.39), reoperation
(5.7 % vs. 2.8%, P = 0.13), regurgitation, use of pump
inhibitors, LES pressure, and satisfaction of patients with
partial fundoplication was similar to patients with total
fundoplication at 1 year post-surgery [12].

In addition, 5 years after surgery, the Dakkak dysphagia
score, flatulence, inability to burp, inability to relieve
distension were lower after partial fundoplication, while
the reflux score, average dilatation, re-operation rate, use of
Pump inhibitor and patient satisfaction was similar [13].

A meta-analysis of 7 randomized clinical studies
comparing anterior fundoplication (n = 345) vs posterior (n
= 338) reported esophageal acid exposure (3.3% vs. 0.8%,
P <0.001), heartburn (21% vs. 8%, P <0.001), and re-
intervention rate (8% vs. 4%, P = 0.06) were higher in the
short-term anterior fundoplication. On the other hand, the
Dakkak dysphagia score (2.5 vs. 5.7, P <0.001) was lower
in the anterior fundoplication. Esophagitis, regurgitation and
perioperative results were similar. In the long term, heartburn
(31% vs. 14%, P <0.001), use of pump inhibitor (25% vs.
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10%, P = 0.002), and re-operation rate (10% vs. 5%, P =
0.03) were higher in the anterior fundoplication, while the
Dakkak dysphagia score and the inability to burp, distension
and patient satisfaction were similar [14].

The use of meshes is a topic of discussion among
surgeons, where certain studies have shown that, with the use
of prosthetic material for hiatus closure, a lower recurrence
rate is obtained [15]; However, its use is not exempt from
complications such as adhesion formation, mesh shrinkage,
foreign body reaction, and tissue erosion caused by surgical
intervention, as demonstrated by Stadlhuber et al. [7,16]; in
addition to late dysphagia, a prevalence of up to 13% was
reported [17].

Alberto Chousleb et al; recommend that in patients with
giant paraesophageal hernia repair with mesh when the
abutments are thinned or the suture line is under tension,
however in our patient the tissues were lax, a tension-free
closure was performed [18].

Due to the fact that in our case there was no complete
gastroesophageal reflux disease protocol and because the
patient was admitted to surgery as an emergency, total
fundoplication was not performed, since it is contraindicated
in patients with motor disorders, reason why it was decided to
perform a Dorr-type plasty to avoid post-surgical dysphagia.
At 6-month follow-up, the patient is asymptomatic, with an
adequate quality of life without heartburn or regurgitation.

Conclusions

We conclude that in the paraesophageal hernia type 1V,
in which there are doubts about the ideal approach, it is safe
to perform the procedure laparoscopically, since in trained
hands, it is a safe procedure even as emergency surgery, also
with the benefits of being a minimally invasive procedure,
such as shorter hospital stay, less pain, less morbidity and
mortality, recovery and early normal life, better aesthetic
results, and a lower metabolic response to trauma that is very
important in elderly patients with previous comorbidities as
in our patient. In addition, the use of meshes is not mandatory
in all hiatus defects, since each case must be individualized
and it is safe to perform the hiatus plasty without them.
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