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Laparoscopic repair of
Hiatus Hernia

Type I or Sliding Hernia.

Gastro-oesophageal junction migrates above the oesophageal hiatus. It is the

most common type of hiatus hernia (95%).

Type 11

True paraoesophageal hernia characterized by normally positioned GE

junction and an intrathoracically migrflted stomach.

Type III

Mixed hernia with sliding and a Para esophageal component.

Symptomatic gastro-oesophageal reflux disease (GERD) is frequently associated with finding of a sliding hernia. A number of procedures like Nissen's fundoplication and its modification (the Toupet procedure), Hill's procedure and Belsey transthoracic repair have been described. Nissen fundoplication is however, the simplest and most effective. Success has been achieved in performing the laparoscopic Nissen fundoplication, Hill's repair and Toupet procedure as well as thoracoscopic Belsey Mark IV. Laparoscopic Nissen Fundoplication shows the most progress and has the potential of becoming gold standard. It offers the opportunity for correction of the underlying anatomical and functional defect associated with GERD with lessened discomfort and hospitalisation.

The indications are:

· Refractory to medical therapy-symptoms present twelve weeks after therapy . 

· Noncompliance with therapy

· Development of complications like aspiration, 

· Bleeding, 

· Barrett's mucosa and 

· Stricture.

Relative contraindication are:
· Previous hiatal or upper abdominal surgery

· Morbid obesity with left hepatomegaly

· Shortened oesophagus

· Aperistalsis of oesophagus (achalasia, scleroderma, end stage GERD).

Appropriate preoperative evaluation of oesophago-gastric junction is essential prior to performing laparoscopic fundoplication. Failure of surgery to control symptoms occurs in up to 10 per cent of cases is a reflection that antireflux surgery has been inadvertently utilized for unrecognized cardiac, hepatobiliary, oesophageal or gastric etiologies.

Preoperative evaluation can be divided into mandatory and selective tests.

Mandatory

· Endoscopy UGI with/without biopsy

· Oesophageal manometry.

Selective

· Barium swallow

· 24 hours pH monitoring 
· Gastric studies.
At least 3 cm of esophagus must be mobilized into the abdomen to ensure adequate intra​abdominal length for fixation. If a hiatal hernia is present the crura are approximated with 2 to 3 sutures of No. Zero non-absorbable suture. The short gastric vessels are routinely divided along the upper one-third of stomach using harmonic scalpel. A 2 cm wrap is adequate with incorporation of oesophagus into the wrap to prevent slippage.

Postoperatively a chest X-ray is obtained in the recovery room to exclude a pneumothorax. Patients are begun on clear liquids on the day of surgery and soft diet the following day. Average length of stay is 2 days. Intraoperative complications may include injury to visceral organs, bleeding, pneumothorax and vagal injury. Postoperative complications include wrap slippage,
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