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a b s t r a c t 

Hiatal hernia is a frequent pathology in the population; however, the most frequent hiatal 

hernia is type I, which accounts for up to 95% incidence, types II, III, and IV being less fre- 

quent and representing between 5% and 15%, and even less common are giant hernias. The 

definition of the giant hernia is still not exact in the literature; some authors define giant 

or massive hiatal hernia as one in which the hernia occupies more than 30% of the stom- 

ach and/or passes from other abdominal structures to the thorax. We describe the case 

of a patient with gastrointestinal symptomology without response to a proton pump in- 

hibitor, with base exacerbation that required imaging studies, showing a large hernia defect 

passing to the thorax from abdominal organs (stomach, spleen, mesenteric fat), as well as 

alteration of the gastric and spleen axis with ascent in pancreatic body and tail, which cor- 

responds to a giant hiatal hernia. Said pathology is very infrequent, with recurrences and 
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postoperative complications. Our patient recovered from the surgical procedure with ther- 

apeutic success. 

© 2023 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

The esophageal hiatus is an orifice or opening in the di-
aphragm through which the esophagus and vagus nerves en-
ter the abdominal cavity [ 1 ]. Likewise, hiatal hernia refers to
herniation of elements of the abdominal cavity through the
diaphragm esophageal hiatus towards the mediastinum [ 2 ].
Of the openings through the diaphragm, only the esophageal
hiatus is vulnerable to visceral hernia because it looks directly
towards the abdominal cavity, and therefore is directly sub-
ject to pressure tensions between the 2 cavities [3] . The key
risk factors in the development of said pathology are over-
weight and advanced age [4] , and among the other risk factors
associated with it are multiple births, history of esophageal
surgery, partial or total gastrectomy, and certain alterations in
the skeletal system associated with decalcification and bone
degeneration [5] . Epidemiologically, it represents a relatively
Fig. 1 – Anatomical classification of hiatal hernias. Normal anato
hiatus. Type I: sliding of the esophogastric union to the posterior
Herniation of the gastric floor through the esophageal hiatus wit
hernia, with combination of types I and II hernias with displaced
floor/body. Type IV: Herniation of other organs of the thorax in a
small intestine. 
frequent condition in the general population, and its inci-
dence and prevalence are difficult to determine, due to the
presence of the asymptomatic hiatal hernia. Some reports re-
fer to the fact that 20% of the population has said alteration,
and, of the total of patients with the pathology, close to 10% are
asymptomatic [6] . According to the current anatomical classi-
fication, hiatal hernias are described in 4 types: a) Type I her-
nias or sliding hernias that represent more than 90% of the
cases of hiatal hernia [7] , b) Type II hernias or pure parae-
sophageal hernias, c) Type III hernias, a combination of types I
and II, and d) Type IV hernias, which consist of a distinct struc-
ture of the stomach that herniates through the thoracic cav-
ity (small intestine, colon, omentum, peritoneum, or spleen)
[8] Figure 1 . 

The diagnosis of hiatal hernia can be quite challenging at
times due to the change in the anatomy of the esophagogas-
tric union during deglutition, respiration and movement [9] .
To direct the diagnosis, 1 should integrate a complete clinical
my: showing esophogastric union under the diaphragmatic 
 mediastinum through the esophageal hiatus. Type II: 
h esophogastric union in normal position. Type III: Mixed 

 esophogastric union, as well as herniation of the gastric 
ddition to stomach, such as colon, spleen, pancreas, and 
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history and, in case of clinically suspicious conditoins, extend
contrasted studies such as barium swallow and esophagogas-
tricoduodenal studies, which continue to be current for the
characterization of said pathology, and some authors consider
it essential for the evaluation of the path of the alimentary bo-
lus. Likewise, staggered studies are required with endoscopy
and manometry. On the other hand, computerized tomogra-
phy is indispensable for the anatomical characterization in gi-
Fig. 2 – Posterior mediastinal mass associated with hydroair leve
anteroposterior thorax (AP) with evidence of radio-opaque imag
arrows) with hydroair level (red arrow). (B) Thorax tomography in
shows hernial sac (yellow line), within the intrathoracic hernial 
(red line), spleen (blue line), and with centralized pancreatic tail 

Fig. 3 – Thorax tomography in window for mediastinum showin
reconstruction, (B) Sagital reconstruction, (C and D) Axial acquisi  

arrow), within the intrathoracic hernial sac presence of gastric fl
line) and with centralized pancreatic tail and cephalization (cont
l, suggestive of gastrointestinal origin. (A) X-ray of 
e projected at the posterior mediastinal level (yellow 

 window of mediastinum in coronal reconstruction that 
sac the presence of gastric floor with alteration in its axis 
and cephalization (green line). 

g grade IV paraesophageal hernia. (A) Coronal 
tions, all the cuts demonstrating hernial sac (head of yellow
oor with alteration in its axis (red star), spleen (dotted blue 
inuous green line). 

ant hernial defects [10] . In regards to treatment, it depends on
various factors, among which the type of hernia, whether it
is asymmetrical or not, and patient comorbidities are consid-
ered. 

On the other hand, it is clear that paraesophageal hernias
have little or no response to conservative medical manage-
ment with proton pump inhibitors, so the definitive treatment
continues to be surgical [11] . 



R a d i o l o g y  C a s e  R e p o r t s  1 9  ( 2 0 2 4 )  1 2 2 2 – 1 2 2 7 1225 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case presentation 

The case deals with a female patient, 64 years of age, with
history of overweight, gastroesophageal reflux and long data
on management with proton pump, omeprazol 40 mg/day in
the last 2 years, and hypertension managed with enalapril 20
mg/day. Symptoms of reflux exacerbated 2 months before vis-
iting our service, with early satiety, nausea, dysphagia, pain in
the thorax and epigastrium including with small volumes of
food, and the last week emesis with poor intolerance of the
oral via and weight loss, reason for the consultation. Upon
physical examination, the patient was found with vital signs
of cardiac frequency of 100 beats per minute, blood pressure of
140/90 mmHg, respiratory frequency of 20 breaths per minute
and oxygen saturation of 96%. Physical examination showed
dry segmental mucous, associated with distended abdomen,
bland epigastrium, without other findings. Endovenous repo-
sition of liquids was begun to resolve dehydration and was
carried out through complementary studies. X-ray of the tho-
rax and abdomen showed a posterior mediastinal mass asso-
Fig. 4 – Esophagogastroduodenal series. (A) Mediastinum was id
well as diaphragms (blue arrows) and normopositioned gastric b
medium with adequate trajectory and opacification of the esoph
under diaphragmatic hiatus (green arrow) and partial opacificatio
opacification of the stomach (points of yellow arrows) with adeq
duodenal arcade (points of red arrows) and passage of the contra
(points of blue arrows). 
ciated with hydroair levels, suggestive of gastrointestinal ori-
gin ( Fig. 2 ). 

Before said findings, staggered imaging studies were per-
formed, obtaining thoracoabdominal tomography with evi-
dence of a hernia of the esophageal hiatus, paraesophageal
type, with herniation of more than 30% of the stomach and al-
teration in its axis, as well as all the spleen inside the hernial
sac, with displacement of the mesenterium and centralization
and ascent of the pancreas tail and body ( Fig. 3 ). 

It was considered a giant paraesophageal hernia, type IV,
with complete herniation of the spleen, and surgical proce-
dure was scheduled. Surgical correction was performed with
left posterolateral thoracotomy, finding a large hernial sac,
which was dissected with visualization of the gastric floor and
body and spleen, which was returned to the abdominal cavity,
and plasty of the diaphragm was performed. Esophogastro-
duodenal postsurgical fluoroscopic control series showed an
adequate position of the esophagogastroduodenal union, as
well as infradiaphragmatic stomach with adequate filling and
emptying, that showed successful resolution of the pathology
( Fig. 4 ). 4 months after surgery, the patient reported weight
entified without alterations (points of yellow arrows), as 
ubble (point of blue arrow). (B) Swallow of hydrosoluble 
agus (points of red arrows). (C) Esophagogastric union 

n of the stomach (points of yellow arrows). (D) Partial 
uate gastric emptying, as well as opacification of all the 
st medium to the jejune, conserving mucous pattern 
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gain; she denies nausea, emesis, dysphagia, pain in the tho-
rax and epigastrium, and oral intolerance, reasons for which
he had previously consulted. 

Discussion 

The hiatal hernia is a frequent pathology in the population;
the most frequent hiatal hernia is type I, which accounts for
up to 95% incidence, types II, II, and IV being less frequent and
representing between 5% and 15%, and even less common are
giant hernias [1] . The definition of the giant hernia is still not
exact in the literature; some authors define giant or massive
hiatal hernia as one in which the hernia occupies more than
30% of the stomach and/or passes to from other abdominal
structures to the thorax. The diagnosis requires clinical, ra-
diological, and endoscopic integration, remembering that the
use of contrast studies continues to be current and is essential.
On the other hand, this kind of pathology requires surgical re-
pair and ideally reinforcement mesh to reduce recurrence [12] .
Advances in the surgical management have begun to mention
robotic surgery as a view to the future to overcome the limita-
tions of current approaches [13] . 

In our patient, we found a width of the esophageal hiatus
of up to 5 cm, associated with ascent of more than 30% of the
stomach, alteration of the gastric and splenic axis, passage of
mesenteric fat, displacement of all the spleen and ascent of
the tail and body of the pancreas, configuring a giant hiatal
hernia that required, given the symptomology, surgical correc-
tion, with contrasting postsurgical study showing therapeutic
success. Although this type of pathology is infrequent, each
day it is diagnosed with more frequency before the advance
and greater use of radiological studies, making the surgical ap-
proach within the framework of scheduled surgery and before
an obstruction or volvulation, which significantly increases
comorbidities. 

Conclusions 

The type IV paraesophageal hernia is rare and uncommonly
presented. Its content of abdominal structures is variable;
however, the presence of the spleen within the hernial sac,
as well as alteration of the spleen-pancreas axis, is even more
infrequent, and there are few cases described. Evaluation to
make a correct diagnosis includes a complete clinical his-
tory, thorax X-rays, esophagogastroduodenal series, esopha-
gogastroscopy and manometry and, in some cases, tomogra-
phy to adequately characterize the pre-surgical anatomy. In
these patients, an adequate diagnosis and therapeutic choice,
with multidisciplinary approach, may prevent serious compli-
cations and improve the prognosis and survival of the patient.
Radiologists are key members of this team and should be at
the vanguard of diagnosis of this pathology. 

Patient consent 

Written informed consent for the publication of this case re-
port was obtained from the patient. 
Ethical responsibilities 

The authors state that for this research no experiments were
performed on humans or animals. 

Data confidentiality 

The authors state that this article does not include patient
data. 

Protection of people and animals 

The authors state that the procedures followed comply with
the ethical standards of the responsible committee on experi-
mentation and the World Medical Association and the Decla-
ration of Helsinki. 

R E F E R E N C E S  

[1] Zhang C , Liu D , Li F , Watson DI , Gao X , Koetje JH ,
et al. Systematic review and meta-analysis of laparoscopic 
mesh versus suture repair of hiatus hernia: objective and 

subjective outcomes. Surg Endosc 2017;31:4913–22 .
[2] Straatman J, Groen LCB, van der Wielen N, Jansma EP, 

Daams F, Cuesta MA, et al. Treatment of paraesophageal 
hiatal hernia in octogenarians: a systematic review and 

retrospective cohort study. Dis Esophagus 2018;31(7). 
doi: 10.1093/dote/doy010 .

[3] Sfara A, Dumitrascu DL. The management of hiatal hernia: 
an update on diagnosis and treatment. Med Pharm Rep 

2019;92(4):321–5. doi: 10.15386/mpr-1323 .
[4] Yu HX , Han CS , Xue JR , Han ZF , Xin H . Esophageal hiatal 

hernia: risk, diagnosis and management. Expert Rev 
Gastroenterol Hepatol 2018;12:319–29 .

[5] Bashashati M , Sarosiek I , McCallum RW . Epidemiology and 

mechanisms of gastroesophageal reflux disease in the 
elderly: a perspective. Ann N Y Acad Sci 2016;1380:230–4 .

[6] Siegal SR , Dolan JP , Hunter JG . Modern diagnosis and 

treatment of hiatal hernias. Langenbecks Arch Surg 
2017;402:1145–51 .

[7] Sugimoto M , Uotani T , Ichikawa H , Andoh A , Furuta T . 
Gastroesophageal reflux disease in time covering eradication
for all patients infected with helicobacter pylori in Japan. 
Digestion 2016;93:24–31 .

[8] Menezes MA , Herbella FAM . Pathophysiology of 
gastroesophageal reflux disease. World J Surg 
2017;41:1666–71 .

[9] Patoulias D , Kalogirou M , Feidantsis T , Kallergis I , Patoulias I . 
Paraesophageal hernia as a cause of chronic asymptomatic 
anemia in a 6 years old boy; case report and review of the 
literature. Acta Medica (Hradec Kralove) 2017;60(2):76–81 .

[10] Weitzendorfer M , Köhler G , Antoniou SA , Pallwein-Prettner L ,
Manzenreiter L , Schredl P , et al. Preoperative diagnosis of 
hiatal hernia: barium swallow X-ray, high-resolution 

manometry, or endoscopy? Eur Surg 2017;49:210–17 .
[11] Kahrilas PJ , Shaheen NJ , Vaezi MF , Hiltz SW , Black E ,

Modlin IM , et al. American Gastroenterological Association 

Medical Position Statement on the management of 

http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0001
https://doi.org/10.1093/dote/doy010
https://doi.org/10.15386/mpr-1323
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0004
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0005
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0006
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0007
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0008
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0009
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0010
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011


R a d i o l o g y  C a s e  R e p o r t s  1 9  ( 2 0 2 4 )  1 2 2 2 – 1 2 2 7 1227 
gastroesophageal reflux disease. Gastroenterology 
2008;135:1383–91 .

[12] Rochefort M , Wee JO . Management of the difficult hiatal 
hernia. Thorac Surg Clin 2018;28:533–9 .
[13] Morelli L , Guadagni S , Mariniello MD , Pisano R , D’Isidoro C ,
Belluomini MA , et al. Robotic giant hiatal hernia repair: 3 
year prospective evaluation and review of the literature. Int J 
Med Robot 2019;11:1–7 .

http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0011
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0012
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0012
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0012
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013
http://refhub.elsevier.com/S1930-0433(23)00939-1/sbref0013

	Giant hiatal hernia with intrathoracic spleen: A case report
	 Introduction
	 Case presentation
	 Discussion
	 Conclusions
	 Patient consent
	 Ethical responsibilities
	 Data confidentiality
	 Protection of people and animals
	 References


