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Letters to the editor

Late-term hiatal hernia after gastric bypass: an
emerging problem. “What came first, the chicken or the

egg?”

We read with great interest the study by Clapp et al. [1] on
the late-term hiatal hernia (HH) finding after laparoscopic
Roux-en-Y gastric bypass (LRYGB). When symptomatic, it
needs to be addressed surgically and can usually be done
through a minimally invasive approach. This study is
welcomed because we strongly agree on giving importance
to the complex interplay between gastroesophageal reflux dis-
ease (GERD) symptoms and HH, even in patients who under-
went LRYGB.

LRYGB is the second most performed surgical procedure
for morbid obesity worldwide [2]. LRYGB is usually consid-
ered the procedure of choice to treat patients with both severe
obesity and GERD, and, thereafter, GERD symptoms
improved. Nevertheless, some patients continue to have
symptoms or develop de novo GERD after RYGB [3].

In this series including 7 cases of late-term HH after
LRYGB the authors reported that 71% of patients presented
GERD symptoms, but none of the patients had a HH diag-
nosed before surgery. However, the authors did not specify
the preoperative diagnostic workup to identify HH and the
criteria used for the intraoperative diagnosis of HH [1].

We have previously demonstrated that the classical diag-
nostic approach of HH based on upper gastrointestinal endos-
copy and/or a barium swallow have some limitation and that a
new technology, the high-resolution manometry, shows a
91% of sensitivity taking into account the intraoperative
diagnosis of HH as the gold standard. Moreover, the combi-
nation of the highly recommended upper gastrointestinal
endoscopy [4] together with high-resolution manometry
reached a sensitivity of 100% in morbidly obese patients [5].

We strongly believe that an accurate preoperative HH
diagnosis may influence the operative choices and the oper-
ating room planning. In fact, although the authors reported
that the feasibility of repairing a significant HH at the
time of bariatric operation is well-established, it prolongs
the operative times. This could explain the low attitude to
HHR during LRYGB revealed by the analysis of Metabolic
and Bariatric Surgery Accreditation and Quality

Improvement Program database [6] cited by the authors.
In 2007, our group have already published some preliminary
results on patients with HH and GERD who underwent both
laparoscopic adjustable gastric banding or LRYGB [7].

Twenty-six patients underwent LRYGB with concomitant
posterior HHR. After a minimum of 12 months of follow-up
a significant improvement of GERD symptoms was shown
using a standardized questionnaire [8]. We concluded that
the preoperative evaluation of HH plays a crucial role to
neglect the presence of HH also in patients undergoing
LRYGB and when present it should be repaired aiming to
reduce the late HH recurrence after LRYGB.

This stimulating study by Clapp et al. [1] offers the oppor-
tunity to rethink on the real recurrence or new onset of HH
and GERD after LRYGB and to underline some challenging
issues to avoid them. For example, whether preoperative
high-resolution manometry studies should be routinely per-
formed before bariatric surgery and whether hiatus should
always be closed during a RYGB in the presence of a hernia.

Then, it is time to plan further researches to study this
emerging problem.
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Response to letter to editor: Late-term hiatal hernia after
gastric bypass: an emerging problem

I would like to thank Palma et al. for their interest in
our article, “Late-term hiatal hernia after gastric bypass:
an emerging problem” [1]. They correctly point out
that our series did not specifically include remarks on
the preoperative status of the patients’ hiatus, specifically
if there was a preexisting hiatal hernia (HH) or not. We
did search the available records for preoperative imaging,
but this proved impossible to find as our average time to
presentation after the index Roux-en-Y gastric bypass
was over 11 years. We were able to find the operative
reports and none of the patients had a HH noted at the
time of surgery. The index Roux-en-Y gastric bypass
were performed by other surgeons than the current

authors and we can only assume there was no HH
because it was not mentioned in the operative narrative.
However, Palma et al. do make an important point
regarding the preoperative evaluation of the hiatus before
bariatric surgery. They suggest that upper gastrointestinal
series combined with manometry has the highest sensi-
tivity in detecting HH [2]. We agree with them, that pre-
operative diagnosis is important. However, I am not sure
that high-resolution manometry is necessary before
every operation. Even the utility of preoperative esopha-
gogastroduodenoscopy is still hotly debated [3,4]. In a
perfect world, it would be useful to have a complete
evaluation of every patient to include; high-resolution
manometry, upper gastrointestinal series, and esophago-
gastroduodenoscopy, but that may not be practicable in
our current practice environment. I would suggest a care-
ful history and physical can direct the surgeon to further
workup, which may include any or all of those tests. I
also feel that a careful examination of the hiatus during
any metabolic and bariatric operation is necessary. Palma
et al. have contributed on this issue previously and I am
sure they will more add to the literature regarding this
interesting long-term complication.
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