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Commentary: A century of giant
paraesophageal hernia (GPEH)
repair: A century of controversy!
Saurav Adhikari, MD, and Siva Raja, MD, PhD, FACS

CENTRAL MESSAGE

Giant paraesophageal hernia is
certainly not your garden-variety
hiatal hernia. As such, its treat-
ment needs to be individualized
to the patient.
Saurav Adhikari, MD, and Siva Raja, MD, PhD, FACS

Giant paraesophageal hernias (GPEHs) can range from an
asymptomatic, incidentally detected paraesophageal her-
nias to an emergent gastric volvulus with concern for
ischemia.1 For many decades, the fear of gastric volvulus
and its associated risk of mortality (29%), noted in the
1967 work by Drs Skinner and Belsey, has driven the para-
digm of urgent repair of GPEH.2 We now know that there
are many patients with GPEH who are incidentally diag-
nosed and have minimal symptoms. Given that elective
repair is associated low mortality and morbidity and con-
trasting it with the low risk of obstructive and gangrenous
complications per year, the lifetime risk of developing com-
plications needs to be taken into account before considering
repair.3

In their article by Bhargava and Rafael,4 the authors iden-
tify knowledge gaps and describe a systematic approach to
evaluation, management, and follow-up of patients with
GPEH. They note that despite the long history of treating
GPEH, there is still no consensus about its definition. Inter-
estingly, we encountered the same problem 20 years ago in
writing our manuscript and came up with the similar solu-
tion of arbitrarily deciding on 33% of the stomach in the
chest as the definition of GPEH.5 Their approach of
thoughtful use of surgical correction versus observation,
the use of temporizing measures such as endoscopic reduc-
tion, and feeding access are sound. Most surgeons in the
modern era would not subscribe to a need for the proposed
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legacy procedure of decompressive pharyngostomy for
long-term decompression. Lastly, the authors provide an
expert review on the surgical principles of repair and a
much-needed separate strategy for the treatment of GPEH
in patients with morbid obesity.
The 2 controversial elements highlighted in this paper are

the need for esophageal lengthening and the use of mesh.4

There have been few, if any, long-term series with results
as good as the one byMaziak and colleagues6 when a Collis
gastroplasty was liberally used along with a fundoplication.
Some surgeons question the existence of the entity of
a shortened esophagus entirely. However, the perceived
need for open surgery for an esophageal-lengthening pro-
cedure has been a barrier for many minimally invasive sur-
geons to consider it. Admittedly, an esophageal-lengthening
procedure adds time, marginally increases the risk of a
leak, and can be challenging to do laparoscopically, but
numerous techniques have now been described to accom-
plish this minimally invasively. As such, these techniques
to relieve tension on the repair can be vital in reducing
the high recurrence rate of these challenging cases.
The use of mesh during a GPEH repair remains a subject

of much debate. Although there have been some scenarios
that do need mesh, the routine use of mesh is probably
not prudent. Given that the underlying cause of the GPEH
is aweakness in the diaphragm, the need for redo hernia sur-
gery is a reality for many. The use of mesh increases the
challenges for redo hernia surgery without a substantive
decrease in recurrence rates.7 The one tenet of repair that
most of us can agree on is that a prosthetic mesh adjacent
to the esophagus and the stomach is ill advised.
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Commentary Adhikari and Raja
As we have become adept at repairing GPEH, we are also
getting better at redoing it! GPEHs are challenging to repair,
and their subsequent management needs to be individual-
ized. Its complexities do mandate that it be done by experi-
enced physicians and not be treated as your garden-variety
type I sliding hiatal hernia.
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