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DYSPHAGIA AFTER HIATAL
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Disfagia apés correc¢do da hérnia de hiato
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INTRODUCTION

and common condition that affects about

10% of the population in general?? and
corresponds to about 75% of esophageal disorders,
with a progressive increase in incidence over the years®.
Surgical treatment is permanent, in most cases, since
the fundoplication restores the competence of the lower
esophageal sphincter and the hiatoplasty reduces and
treats the associated hiatal hernia. This is old procedure,
firstly described in 1956 by Nissen through laparotomy
and in 1991 by laparoscopy done by D'Allemagne. The
laparoscopic surgical treatment proved to be better over
the years for its significant improvement of postoperative
pain, shorter hospital stay, faster return to activities and
better aesthetic results*8!330,

Currently there is no doubt that surgical treatment
of reflux disease by laparoscopy is safe and effective, with
success rates above 85%3267.11121721.2628 haing considered
the “gold-standard” of laparoscopic surgery. However,
some complications and failures have been reported in
postoperatively®2162324 among them the stenosis of the
esophagogastric junction, dysphagia due to the very
“tight” valve or fundoplication performed with the gastric
body or its migration to the mediastinum. Additionally,
recurrent gastroesophageal reflux valve migration
resulting in total or partial dehiscence of suture may
occur. However, not always these anatomic alterations
produce symptoms of reflux disease?, but atypical ones.

It is the aim of this study is to describe and report
the diagnostic methods employed in the occurrence of
persistent postoperative dysphagia after laparoscopic
surgery for repair of hiatal hernia and reflux disease, as
well as the therapeutic approach employed in these cases.

The gastroesophageal reflux disease is chronic

CASES REPORT

Three patients, two men aged 33 and 53 years and
a woman aged 24 who underwent four years, two years
and eight months before the surgical treatment of reflux
disease, who developed persistent dysphagia were studied.
All had undergone multiple postoperative endoscopies,
with no conclusive diagnosis. So, it was indicated and
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performed in all cinedeglutogram, which revealed difficulty
in emptying the barium contrast to the stomach (Figure
1), with formation of diverticular appearance formation
on the gastric fundus image, emptying cascade like to the
stomach (Figure 2).

All were re-operated on, again by laparoscopy, and was
recognized that de Nissen fundoplication was done with the
gastric body instead the fundus. The operation was to undo
the fundoplication and rebuild a new one Lind or Toupet
(270°) partial fundoplication.
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FIGURE 1 - Emptying difficulty of contrast into the stomach
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FIGURE 2 - Diverticular formation on fundus level with
cascade-like emptying image into the stomach

All  patients recovered uneventfully and were
discharged in 48 hours. The evolution in two years later
showed disappearance of dysphagia symptoms and absence
of gastroesophageal reflux.

DISCUSSION

After laparoscopic or conventional surgical correction
of gastroesophageal reflux some complaints are common
like postprandial bloating, difficulty on burp and vomit,
and sometimes disphagia®*?. In most cases, dysphagia
symptom is intermittent and tends to disappear within 30
days after the procedure, without the need for specific or
new intervention?>®,
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However, in case of persistent dysphagia, especially
when associated with weight loss or dysphagia also
important to liquids, diagnostic investigation must be
done®. Persistent dysphagia occurs in approximately 3%
of cases after surgical treatment of GERD by laparoscopy.
It often leads to loss of quality of life, weight loss and of
course a lot of dissatisfaction among patients>®.

Postoperative investigation should include endoscopy
and always contrasted study of the upper digestive
tract, preferably with cineradiography of the esophagus,
stomach and duodenum. Endoscopy not always points
to the real cause of dysphagia, but can prove difficulties
in passing the endoscope from the esophagus into the
stomach or a twisted or migrated fundoplication to the
chest. The dynamic contrast radiographic study, evaluating
the anatomy and function of the upper digestive tract,
aids to recognize the anatomical and functional changes
of the esophagogastric junction. The normal radiological
appearance, in the case of successful antireflux operation,
can show the rapid passage of contrast material from the
esophagus to the stomach without failure or retentions,
the preview image of the fundoplication with air bubble
and absence of gastroesophageal reflux on technical
maneuvers?. In the case of anatomical changes of the
transition they are easily evidenced by the difficulty
of oesophageal emptying, upstream dilation of the
esophagus with functional achalasia or the formation of
gastric diverticulum on fundoplication.

The anatomical reasons that justify the persistent
postoperative dysphagia are the realization of tight
hiatoplasty and/or fundoplication and bad positioning of
the valve made erroneously with the body of the stomach
rather than with the fundus on trying to perform a 360°
valve?. In the studied cases were observed diverticula
formation just below the transition with cascade-like
emptying. During the examination can also be noticed the
correlation of the act of swallowing with the clinical picture,
referring or not dysphagia and pain upon swallowing.

Once diagnosis is made, it is appropriate to
indicate surgical correction of the defect, that can also be
performed by laparoscopy; cavity inventory often reveals
the anatomical cause of dysphagia.

According to Lafullarde et al.'® reoperation for failure
of the fundoplication occurred in 15% of patients due to
postoperative paraesophageal hiatal hernia, severe and
persistent dysphagia and recurrence of GERD symptom:s.

In fundoplication improperly made with the gastric
body, cineradiography and/or videodeglutogram is
important to guide the diagnosis.

It can be concluded that severe and persistent
postoperative dysphagia in antireflux surgery is a symptom
that may indicate failure in the operation and should
be carefully evaluated with endoscopy and dynamic
contrast radiological examinations; reoperation with valve
reconstruction is indicated to control symptoms and re-
treat GERD.
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