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SUMMARY

The laparoscopic antreflux procedure, especially Nissen fundoplication, has
evolved into the surgical treatment of choice for gasiroesophageal reflux disease.
The goal of laparoscopic operation is to duplicate the technique and result of open
operaton. Paraesophageal hernia also may be treated with a Japaroscopic approach.
Minimally invasive Heller myotomy is the procedure of choice for achalasia.
Minimally invasive esophageal tumor resection is not far past the case report stage.

REVIEW

Treatment of gastroesophageal reflux disease. Laparoscopic Nissen
fundoplication was first reported in 19911117 Tt has evolved into the procedure of
choice in mos: centers when operative treatment of gastroesophageal reflux disease
(GERD) is elected. This change has occurred without the benefit of contrelled
trials, similar to the change which occurred in the treatment of symptomatic
choielithiasis. The improvement in patient related factors has been such (see below)
that a controlied trial probably will not be performed. Laparoscopic Nissen
fundoplication will be the main topic in this review.

Indicaiions. The indications for open operative Ureatment of GERD have been
complicaled disease (ulcer, bleeding, stricture, dyvsplasia), and noncompliance with
or refractoriness to medication. The indications for minimally invasive treatment of
GERD asc in evolution and are not siandardized, but in general more patieats arc
choosing operzative treatment now that laparoscopic surgery is available. Many
encompiicated GERD patients who have their symptoms conturolled by but are
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rare.® A gencral consensus is that the laparoscopic view of the hiatus is better than
the open view; this may make injury such as splenic laceration less common

compared with laparoscopic operation.!6 Other complications include pneumonia? | -

trocar site hemiia, 2.7 and pulmonary embolism.? Conversion, although not a
complication, occurs in less than 5% of paticnts and usually is do to bleeding or
technical difficulties 2.8.16.19

Failure. A poor (Visick HI-IV) result has been noted in less than 10% of |

patients.20.28.32 QOperative failure implies recurrent reflux, bloating, or dysphagia
which severely impacts on the patient's lifestyle.19.20.28.32.35.36 Recurrent reflux
may be secondary to breakdown of the wrap or recurrence of the hiatal hernia. The
integrity of the fundoplication may be protected by using nonabsorbable suture,
anchoring the wrap to the diaphragm, and performing posterior cruroplasty.
Dysphagia usually is secondary to a ight fundoplication; this may be prevented by
creating a floppy fundoplication around the esophagus (not the stomach
body).143031

Treatment of paracsophageal hernia. Most surgeons would agree that
paraesophageal hernia should be repaired prompuy after diagnosis, because even
the asymptomatic hemia can present with strangulated gastric volvulus. Elective
laparoscapic paraesophageal herniorrhaphy is safe and feasible.6.9.1027.33 The
hernia may be repaired with posterior cruroplasty (simple sutures); prosthetic mesh
repair of the hernia also has been described.3-13:22 1t is controversial whether or
not to perform an antireflux procedure in conjunction with the herniorrhaphy.
Paraesophageal hernia repair requires extensive dissection at the esophageal hiatus
which can destroy the physiologic antireflux mechanism; an intraabdorninal
fundoplicaton prevents reflux and also may be a buttress agzinst recurrent hernia.

Treatment of achalasia. Minimally invasive operation is now the preferred
operative approach for achalasia. Heller myotemy may be performed cither
laparoscopically or thoracoscopically with excellent results.26-29.37 There is a
tendency to perform an antireflux procedure in addition to the myotomy if done
Japaroscopically, because the dissection at the esophageal hiztus necessitated by this
approach may ablate the physiologic antireflux mechanism.

Treatment of esophageal tumors. Thoracoscopic enucleation of benign
csophageal tumors has been described, and appeass 10 be a logical treatment for this
type of lesion.!® Thoracoscopic and lzparoscopic transkiatal esophagectomy for
malignancy kas been performed in small numbers.13:23 This procedure should be
considered experimenial.
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