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An 80-year-old male presented to the hospital with
complaints of increasing shortness of breath and
fatigue. These symptoms have been getting progres-
sively worse over an approximately three-to-four
month period, and are to the point where he becomes
dyspneic walking from the kitchen to his bedroom.
The patient denied chest pain, palpitations, orthopnea,
or lower extremity edema. The review of systems was
notable for intermittent epigastric discomfort and post-
prandial bloating. His past medical history is signifi-
cant for PUD, COPD, and chronic anemia.

On physical exam, his BP was 110/60, pulse was
74 and regular, respirations were 28, and O2 saturation

was 89% on room air. He had mild inspiratory crack-
les at the lung bases and also mild diffuse wheezing.
His abdomen was soft with normal bowel sounds but
he reported moderate discomfort on palpation of his
epigastric region. There were no masses, nor was there
any hepatosplenomegaly. On routine laboratory stud-
ies, the patient was found to have a hemoglobin of 10
mg/dL. The EKG was without evidence of ischemia,
but there was a significant abnormality noted on chest
x-ray, which is shown in (Figure 1). This was followed
by chest CT (Figure 2):

Questions
1. What is the diagnosis? 
2. What is the proper management?
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Figure 2.
(Answers and DIscussion on page 58)
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Answer: The chest x-ray and CT scan reveal a type III
hiatal hernia.

DISCUSSION
There are four types of hiatal hernia described in the
literature. Type I, also known as a sliding hiatal hernia,
is by far the most common type, accounting for
90%–95% of all hiatal hernias (1). In this type of her-
nia, the GE junction alone is displaced superior to the
diaphragmatic hiatus. Types II and III hiatal hernias
are also known as paraesophageal hernias. In type II,
or rolling hernia, the GE junction remains inferior to
the diaphragm, but the fundus of the stomach pro-
trudes through the hiatus, "rolling" alongside the
esophagus into the mediastinum. In type III, or mixed
hiatal hernia, both the GE junction and the fundus (or
entire stomach) protrude into the thoracic cavity. On
occasion, type III hiatal hernias may be large, allowing
not only the entire stomach and omentum to herniate
into the mediastinum, but other abdominal viscera as
well, such as the colon and spleen. Some refer to this
giant type paraesophageal hernia as type IV (2).

The paraesophageal hernias are rare, accounting for
some 5%–10% of all hiatal hernias (3), with type III
being the most common. All of the hiatal hernias
increase in prevalence with increasing age. Although
some patients with paraesophageal hernias may be
aysmptomatic, on careful history taking many of these
patients report reflux symptoms, as well as vague post-
prandial discomfort, dysphagia, and shortness of breath
(4). A significant number of patients will also have a
chronic anemia, secondary to an ongoing slow GI bleed.
As in this patient, a paraesophageal hernia may be seen
as a gas bubble with an air-fluid level behind the heart
on chest x-ray, however the gold standard for diagnosis
of the paraesophageal hernia is the barium swallow.

Whereas asymptomatic or small symptomatic slid-
ing hiatal hernias can be left alone or effectively treated
with a PPI, the standard treatment of paraesophageal
hernias, whether symptomatic or asymptomatic, is
operative repair. The reason for this is that there is a
fairly high rate of complications (30%) if the hernia is
left alone (5), due primarily to the fact that these her-
nias will progressively enlarge over time. The laparo-
scopic approach is well suited for paraesophageal her-

nia repair because these patients are typically elderly
and have multiple medical problems. As with other
laparoscopic procedures, laparoscopic repair of parae-
sophageal hernias has been shown to be associated with
fewer overall complications, less blood loss, shorter
hospital stay, and faster return to work (6).

There are five main components to the operative
repair of paraesophageal hernias (7). 
1. Reduction of the herniated contents into the

abdomen.
2. Excision of the hernia sac. 
3. Closure of the hiatal defect.
4. Antireflux procedure.
5. Fixation of the stomach to the inferior border of the

diaphragm, or gastropexy.
The most important and technically difficult aspect

of the surgery is removal of the hernia sac. Failure to
resect the sac and divide all of its attachments is asso-
ciated with a much higher rate of recurrence of the her-
nia (8). Most surgeons prefer to routinely perform fun-
doplication, citing the strong association with GERD
among patients with paraesophageal hernia (9). Opera-
tive outcome following surgical repair is excellent,
with symptomatic relief in 90% to 100% of patients.
However perioperative complications may be common,
with a reported prevalence of 10% to 37% (10).
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