CASE REPORT

Giant hiatal hernia: a clinical case
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ABSTRACT

Giant hiatal hernia (HH) is a condition in which more than 30 % of the stomach is displaced upward toward the thorax, thus
producing an abnormal protrusion above the diaphragmatic pinch. This can occur by various mechanisms such as alterations
at the gastroesophageal junction or diaphragmatic atrophy that can take place due to a number of reasons, including
involutional changes, extensive trauma or damage to the phrenic nerve.

Most cases are usually asymptomatic; however, when clinical manifestations occur, they vary depending on the size of the
herniation and range from chest pain (also epigastric pain), nausea, vomiting to abdominal distension. In case of presenting
complications such as gastric volvulus or Cameron lesions, the symptoms include Borchardt’s triad, which consists of
abdominal pain and distension, violent vomiting and difficulty passing a nasogastric tube.

We present the case of an 82-year-old male patient who was admitted to the emergency room for severe abdominal pain,
severe hematemesis and sensory disorder. On physical examination, pale facies and diaphoresis were observed; on palpation,
the main indication was abdominal pain in the epigastric area. Emergency endoscopy was requested, finding a deep ulcer
with congestive edges and active bleeding in the lower portion of the esophagus, in addition to observing that part of the
gastric fundus and the cardias were herniated toward the thorax. This confirmed the diagnosis of a giant HH; however, the
treatment was interrupted by the patient when he asked for voluntary discharge after refusing to undergo surgery.
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Hernia hiatal gigante: presentaciéon de un caso clinico
RESUMEN

La hernia hiatal gigante consiste en el desplazamiento hacia el térax de mas del 30 % del estdbmago, lo que origina una
protrusion anormal por encima de la pinza diafragmatica. Esto puede ocurrir por varios mecanismos como la aparicion
de alteraciones a nivel de la union gastroesofagica o por atrofia diafragmatica, que puede darse por varias razones como
cambios involutivos, traumatismos extensos o dafios ocasionados al nervio frénico.

La mayoria de casos suelen ser asintomaticos, sin embargo, cuando se presentan manifestaciones clinicas, estas varian
dependiendo del tamaio que presente la herniacion, y van desde dolor toracico (también epigastrico), nauseas, vomitos
o distension abdominal. En caso de presentar complicaciones como volvulo gastrico o Ulceras de Cameron, los sintomas
incluyen la triada de Borchardt, que consta de dolor y distension abdominal, vomitos violentos y dificultad para pasar la
sonda nasogastrica.

Se presenta el caso de un paciente masculino de 82 afios que ingresé por emergencia por presentar dolor abdominal
intenso, hematemesis abundante y trastorno del sensorio. En el examen fisico se observa una facies palida y diaforesis; a
la palpacion, el indicativo principal es el dolor abdominal en la zona epigastrica. Se solicita endoscopia de emergencia,
que revela una Ulcera profunda con bordes congestivos y sangrado activo en la porcion inferior del es6fago, ademas de
observar también que parte del fondo gastrico y el cardias se hernian hacia el torax. Esto confirmé el diagnostico de una
hernia hiatal gigante, sin embargo, el tratamiento es interrumpido por el paciente al pedir el alta voluntaria tras negarse
a una intervencion quirurgica.

Palabras clave: Hernia Hiatal; Dolor Abdominal; Endoscopia; Altitud (Fuente: DeCS BIREME).
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INTRODUCTION

In 1926, the term “hiatal hernia” was coined by Ake
Akerlund, who described it as the sliding of parts of the
stomach through the esophageal opening ™.

Currently, it refers to the displacement of abdominal contents
toward the thorax, thus producing an abnormal protrusion
through the esophageal hiatus of the diaphragm 2.

This abnormal eventration occurs due to alterations at the
gastroesophageal junction, where the diaphragm muscle
fibers are replaced by thin fibrous tissue or by diaphragmatic
atrophy due to involutional changes, extensive trauma or
irreversible damage to the phrenic nerve, which cause
loss of elasticity and atony in the diaphragm, thus causing
stomach herniation above the diaphragmatic pinch @.

Hiatal hernias (HHs) are roughly classified into four types:

e Type | (sliding): hernias with displacement of the
gastroesophageal junction above the diaphragm, where
the stomach keeps its position and the fundus stays
below the gastroesophageal junction; these are the
most frequent ones and account for 95 % of the cases @.

e Type Il (paraesophageal): characterized by a herniation
caused by an upward movement of the stomach fundus
due to defects of the phrenoesophageal membrane,
with no alteration of the gastroesophageal junction @.

e Type Il (mixed): characterized by presenting elements
that are similar to those of type | and Il hernias, in which
herniation appears through the esophageal hiatus of
the gastroesophageal junction and gastric fundus, and
is located above the gastroesophageal junction @.

e Type IV (upside-down stomach): caused by a big defect
of the phrenoesophageal membrane, where herniation
of several elements—such as the small intestine,
pancreas, spleen, among others—are observed @.

CLINICAL CASE

An 82-year-old male patient was rushed to the Emergency
Room at Hospital Regional del Cusco because of severe
hematemesis, melena and sensory disorder. The physical exam
revealed that the patient was in poor health status, with a heart
rate of 120 bpm and blood pressure of 80/50 mmHg. Moreover,
pale facies and diaphoresis were observed. A peripheral line
was inserted in both arms to hydrate him with physiological
saline solution; then a hemoglobin test was done, resulting
in 7.2 g/dl. Therefore, the patient received a transfusion
of two units of packed red blood cells to be stabilized. As
the hematemesis continued, an emergency endoscopy was
performed, showing a deep ulcer with congestive edges in
the lower section of the esophagus, at 30-32 cm, and active
oozing bleed (Figure 1). The patient was treated with an
injection therapy of adrenaline 1/10,000 in four quadrants
of the ulcer, and the bleeding was controlled. Likewise, the
esophagus and stomach were examined, evidencing that
the Z line was 30 cm from the upper dental arch and 40
cm from the diaphragmatic pinch. The gastric evaluation
of the retroversion revealed that the cardias and part of
the fundus were herniated toward the thorax, with no
evidence of other alterations. It was concluded that he had
a 10-cm-long giant type | esophageal hernia, complicated
with a 2-cm-diameter ulcer with active bleeding, which
was controlled by endoscopic treatment.

Figure 1. Patient’s endoscopy. (A) Esophageal ulcer with active bleeding. (B) Post-hemostasis esophageal ulcer after administering

adrenaline.

Thereafter, when the bleeding was totally controlled and the patient was stable, he was admitted to the Surgery

Department for subsequent surgical treatment.

https://doi.org/10.24265/horizmed.2023.v23n2.09



Giant hiatal hernia: a clinical case

DISCUSSION

There is no standard definition for giant HH: some authors
define it as the herniation of more than 30 % and others of
more than 50 % of the stomach. In fact, any hernia with
more than half the stomach herniated toward the thorax
should be considered as a giant HH ©.

The etiology of giant HH can be explained by two
mechanisms: (1) gastroesophageal reflux disease (GERD),
which causes scarring and shortening of the esophagus,
resulting in traction of the gastroesophageal junction
and gastric hernia, and (2) chronic positive pressure on
the diaphragmatic hiatus combined with propensity for
herniation, which leads to gastric displacement toward the
thorax, resulting in GERD.

HH is classified by type: type | refers to slipping hernia,
type Il to paraesophageal hernia (< 5 %), type Ill to mixed
slipping and paraesophageal hernia, and type IV to hernia
of other organs (e.g., colon, omentum and spleen) “.

A predisposing factor for HH is age since aging progressively
weakens the structures that fix the gastrointestinal junction
in place, which causes the widening of hiatal tunnel
muscles; hence, there is an increased risk of suffering from
this condition.

Many patients are asymptomatic. Sometimes, they may
present pyrosis and esophageal discomfort. However, they
may also present reflux, regurgitation, dysphagia, nausea,
vomiting and hematemesis. In asymptomatic patients,
the hernia can grow and cause more alterations to the
phrenoesophageal ligament ©.

If complications are found, the symptoms will be
characteristic of the Borchardt’s triad, which consists of
abdominal pain and distension, violent vomiting or inability
to vomit and difficulty passing a nasogastric tube.

HH has been associated with esophagitis in 20 %, duodenal
ulcer in 20 %, diverticulosis in 25 % and gallstones in 18 % ©.

Concerning ex novo symptoms, dysphagia and anatomic
failures were seen in 18 % and 26.1 % of patients under 65
years of age, respectively, and in 27.8 % of those over 75
years. Moreover, a proton pump inhibitor use of 10 % and
a recovery rate of 3 % have been observed. A radiological
recurrence of up to 66 % has been reported, but these cases
are related to hernias of less than 5 cm, with no clinical
consequences. They are considered hernias, but they are
often a phrenic ampulla and not a hernia per se .

When hernias are small, their progression is usually benign.

Sometimes they can cause gastritis, becoming later a
gastric ulcer at the herniated site. When hernias are large,
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they can cause complications such as circulatory and
respiratory disorders and injuries to displaced organs, such
as gastric volvulus, perforation, gangrene, hemorrhage and
shock, which increase mortality ®.

The most frequent complications of HH may include the
following:

e Intermittent bleeding due to esophagitis.

e Cameron lesions, which lead to iron deficiency anemia ©.

The presence of esophagitis in patients with HH is associated
with other diseases such GERD, whose incidence rate has
been divided according to the symptoms: asymptomatic in
20.47 % and symptomatic in 37.50 % of the cases (9.

Cameron lesions resulted from the constant mechanical
erosion of the gastric mucosa every time the stomach
passed through the hernia hiatus in each respiratory
movement. They were associated with iron deficiency
anemia and were found in the mucosal folds located at or
near the diaphragmatic hiatus during the endoscopy (".

Gastric volvulus is a chronic condition in which the stomach
undergoes an organoaxial torsion. It is caused by a blunt
abdominal trauma and does not present characteristic
symptoms. Likewise, total strangulating stomach
obstructions may occur, thus causing necrotizing damage.
In that event, the only treatment is performing surgery as
soon as possible (12,

Also, the case showed a clinical picture that was simple
and quick to assess. However, it could trigger complications
if not detected promptly. The patient presented GERD as
the main symptom, severe anemia as a consequence of
the heavy bleeding that caused hematemesis and, finally,
melena.

The following imaging tests are recommended for the
diagnosis of HH: chest X-ray because it shows hernia as an
incidental mediastinal mass; computerized tomography
with multiplanar reconstruction to make the differential
diagnosis among the different types of hernias and assess
whether there is herniation of the surrounding structures;
upper Gl endoscopy, used less frequently since it is useful
to confirm whether there is gastric obstruction and rule
out ischemic lesions in the gastric mucosa ("¥. Because of
the patient’s critical condition when he was admitted, the
method used was endoscopy, which measured the distance
from the phrenoesophageal ligament to the stomach folds,
confirming a 10-cm giant HH.

Treatment for hernias is surgery; it is recommended to
reduce hernias with a sac dissection and resection and
subsequent esophageal restitution to the abdomen . After
the treatment, hernias tend to reappear since the hiatus
is exceeded by the pressure between the intraabdominal
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and intrathoracic compartments. To avoid recurrence, there
are treatments such as repair with biologic mesh, which
reinforces surgical sutures, thus preventing tension . In this
case, the patient refused to undergo surgery; nevertheless,
it was decided to follow up the patient since he did not
present additional complications typical of hernia such as
obstruction or perforation.
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