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ABSTRACT

Gastric migration after laparoscopic Nissen fundoplication is one of the most feared and least expected complications,
due to the fact that it overshadows the patient's prognosis, increases the surgical risk of reoperation, as well as the
anatomical difficulty of recurrence in previously manipulated tissues. Objectives to carry out a bibliographic review
of the surgical management, the present evidence and the projected course in the approach to this complication, based
on a case report. A 68-year-old female who presented on a scheduled basis with a history of multiple episodes of
vomiting, with reports of several conclusive endoscopies with moderate erosive gastropathy and hiatal hernia of 4 cm
as well as pylorus, non-assessable manometry and proposed surgical event of Nissen type fundus pylorus. Gastric
migration is a potentially lethal complication where the only history of Nissen type fundoplication as an antecedent in
the patient should arouse sufficient suspicion to direct an approach with potential surgical outcome as the only option

for a patient that even if identified early, necrosis, pneumonia and comorbidities prevent a better prognosis.
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INTRODUCTION

Laparoscopic Nissen fundoplication is the gold standard
in the treatment of hiatal hernia, both because of the
reduction of costs and complications and because of a
faster recovery, resulting in shorter hospital stay.
However, within the approach to possible complications,
both early and structural, esophageal migration is a
complication that requires a high index of suspicion both
for surgical resolution and for its reapproach in a
modified anatomy and with pre-existing inflammation. '
The diagnosis must therefore jump to the directed
anamnesis once the surgery performed on the patient has
been taken into account.! The morbidity even in early
stages is high due to potential extra complications such as
stomach necrosis, pneumonia, mediastinitis among
others, and patient is candidate for intensive therapy.>*

CASE REPORT

A 68-year-old female, with a history of thyroid cancer 16
years ago, in disease-free period as well as substitutive

treatment with levothyroxine, anxiety disorder and
depression in treatment as well as bilateral gonarthrosis.
She has previous surgeries with appendectomy,
salpingoclasia, open cholecystectomy and total open
hysterectomy, all of them more than 20 years ago.

Patient who began her current condition with intermittent
vomiting of gastric contents, for more than 2 years of
evolution, which subsided with pharmacological
treatment without disappearing completely. In the first
level unit she was approached by endoscopy where hiatal
hernia with a diameter of 4 cm, diaphragmatic impression
with a diameter of 4 cm, erosive alkaline hemorrhagic
gastropathy and incompetent pylorus were found. Patient
that during multiple endoscopic controls no clinical
improvement is achieved. In these controls hiatal hernia
by sliding is reported with biopsies that corroborate
chronic erosive gastritis.

During the most recent controls the patient with more
frequent vomiting without varying volume or
characteristics is protocolized again by endoscopy
reporting the previous year with gastric volvulus as well

International Journal of Research in Medical Sciences | November 2024 | Vol 12 | Issue 11  Page 4293



Lugo LL etal. Int J Res Med Sci. 2024 Nov;12(11):4293-4295

as moderate erosive gastropatia. Hiatal hernia with 50%
of the stomach in the mediastinum and the rest of the
endoscopic protocol without alterations. At that time
already counting with inconclusive manometry due to
impossibility of passage of the catheter by gastric
volvulus, distal esophageal spasm and frequent failed
peristalsis, normal upper esophageal sphincter. For this
reasons it is proposed for surgery where a laparoscopic
fundoplication is performed.

During the surgical event with trocar approach without
complications, diaphragmatic hiatus is visualized and
proceed to dissect right pillar, mediastinal stomach is
reduced with findings of hiatal hernia of 6 cm with 50%
at the expense of fundus and gastric body in
mediastinum, The rest of adhesions of the lower third of
the esophagus were resected, achieving complete
mobility, both diaphragmatic pillars were plasticized and
the stomach was fixed to these pillars, ending the surgical
event without inadvertent lesions of any other intra-
abdominal or intra-thoracic organ, without significant
bleeding.

During the immediate postoperative period, the patient
had an adequate evolution, without pain that required
double analgesia, with no early data of peritoneal
irritation other than those of the skin port incisions.
During the first day, due to the absence of alarm data, the
patient was started on a liquid diet. During this hospital
shift, the patient reported for the first time an occasional
nonproductive non-dyspneic cough and intolerance to the
liquid diet, for which reason it was suspended. On his
second day of stay, the patient was restarted, due to being
hemodynamically stable, with no data of peritoneal
irritation, assisted ambulation was indicated, during the
night shift he presented again intolerance to the oral route
with multiple vomiting that by the third day of stay was
accompanied by diffuse pain in the chest and shoulders as
well as severe dyspnea requiring oxygen with a 10 liters
per minute with reservoir mask, an urgent chest X-ray
was taken (Figure 1).

Figure 1: Hydro-aerial levels found in left hemithorax,
absence in visualization of the left lung field.

For this reason, she was urgently admitted to the
operating room and exploratory laparotomy was
performed, finding an abscess in the hiatus, vertical
gastrectomy was performed, due to multiple subsequent
perforations in the gastric body, as well as placement of
an endopleural mediastinal tube for collection of 100 cc,
Due to the presence of surgical complications and
comorbidities in the patient, she was admitted to the ICU
after her discharge from the operating room. The patient
was invaded early to start support with vasopressors as
well as invasive mechanical ventilation, with a delicate
prognosis.

DISCUSSION

In the context of the postoperative Nissen fundoplication
patient, the prevalence is described as recurrent and
persistent, however the causes can be multiple, both
esophageal and gastric. The most common early
manifestation is postoperative dysphagia, being of
variable incidence and strictly dependent on the surgeon's
technique. On the other hand, it is mainly due to edema
and inflammation of the involved tissue, resolving within
2-4 weeks.! On the other hand, serious complications are
reported, being infrequent such as pneumothorax and
emphysema, being more related to hiatal dissection and
are accompanied by the possibility of disruption of the
fundoplication and perforation in the context of pain,
leukocytosis, fever and tachycardia.! The structural
alteration to rule out in this context is the migration of the
fundoplication in up to 50% secondary to laxity of the
plasty. The Nissen fundoplication generally has good
clinical results and low operative morbidity; regarding
the case described in the literature, a low incidence of
complications such as volvulus is reported.? Specifically,
intrathoracic migration of the fundoplication is
considered the most frequent failure of anti-reflux surgery
as well as the most frequent cause of reintervention in the
late postoperative period, 27.9%.> Migration has
associated risk factors, among which are disruption of the
fundoplication 22.7%, telescoping 14.1% paraesophageal
hernia 6.1% hiatus disruption 5.3% stenosis 1.9%.° In a
series of 511 patients, intrathoracic gastric migration was
reported in 9 patients with surgery performed within 5
postoperative days up to 30 months, finding a
relationship with failure in the performance of the crural
repair that in the context of cough or vomiting migrates
the stomach to the thorax, highlighting the importance of
the subsequent crural repair.* Based on this assumption,
new surgical techniques have been tried to be reproduced
to reduce the incidence, even without clear evidence.>’ In
another series of 264 patients, a technique with
circumferential hiatal dissection is reported, delineating
the diaphragmatic crura, achieving a minimum of 3 cm
intrabadominally esophageal, a posterior crural repair is
performed with ethibond, leaving a floppy plication, 360
of 3 cm around the esophagus, reporting 2 gastric
migrations at 8 and 12 weeks. Highlighting the
importance of the posterior fixation of the plication, the
lack of recognition of esophageal shortening, as well as

International Journal of Research in Medical Sciences | November 2024 | Vol 12 | Issue 11  Page 4294



Lugo LL etal. Int J Res Med Sci. 2024 Nov;12(11):4293-4295

the presence or absence of muscular efforts such as
coughing, or retching due to nausea and vomiting.®
Recommending the complete mobilization of the
proximal part of the greater curvature to achieve a floppy
fundoplication without becoming redundant, as well as
early treatment of postoperative nausea and vomiting, the
patient should be oriented to avoid strenuous physical
activities, avoid copious meals, as well as the use of
mesh.® The use of mesh, although there is a tendency to
use them, is not free of complications, such as mesh
migration, which is generally of a late type and can
sometimes resemble a neoplasm.”!? It is also associated
with esophageal and gastric erosion.!!

CONCLUSION

Due to the low incidence in a laparoscopic approach does
not mean a total absence of them, in this case, the high
incidence of suspicion in the post-surgical period leads to
a complication detection that although it was done early,
generally speaking the prognosis does not improve
substantially by the addition of further complications
after gastric migration as well as comorbidities of the
patient. Emphasis is placed on the safety tips in the
technique that have been found mostly related to
migration as well as patient education to reduce the risk
of the same as a way to reduce the incidence of this
complication and therefore the associated mortality.
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