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ANNOTATION

Hiatus Hernia
In recent years there have been many important

new contributions to our knowledge of dia-
phragmatic hernia of the non-traumatic type,
particularly with regard to its incidence, diagnosis
and methods of treatment. Although herniation of
the stomach or intestines through the diaphragm
following trauma had been recognised by clinicians
for over 300 years, it was not until 192I that the
first radiological diagnosis of oesophageal hiatus
hernia was made at the Mayo Clinic. Since then
the increase in frequency of the diagnosis has been
phenomenal. Harrington (I938) stated that
whereas in I92I a radiological diagnosis of hiatus
hernia was only made once, in 1937 no less than
99 cases were diagnosed radiologically. Brick
(i949), in a study of 3,448 patients, reported that
it was the second commonest pathological lesion
found in the upper gastro-intestinal tract, duodenal
ulcer taking first place. If the examination be done
by a radiologist experienced in the special tech-
nique of diagnosis, there seems no doubt that
hiatus hernia will be found to occur even more
frequently than it is at present.

In the past there has been little attempt to
classify the various types of hernia encountered
beyond calling them traumatic or non-traumatic,
congenital or acquired. It is now generally agreed
that a hollow abdominal organ may herniate into
the thorax through a defect in the diaphragm in
any one of the three following positions

(i) The oesophageal hiatus.
(2) The pleuro-peritoneal canal, or foramen

of Bochdalek.
(3) The foramen of Morgagni.

or there may be congenital absence of the posterior
part of the diaphragm.
The commonest abnormality is for the cardia or

part of the fundus of the stomach to herniate
through the oesophageal hiatus. It may cause no
symptoms in the patient until past middle life and
so remain undiscovered. P. R. Allison of Leeds in
his report of 204 cases (I95I) gives a vivid descrip-

tion of the symptoms complained of by a typica
sufferer ; in addition he describes the morbid
anatomy of the conditions and offers a convincing
explanation of how the pathological changes which
are observed, occur. The account given here of
incidence, symptomatology,, pathological changes
and treatment is based largely on his paper.

Allison describes two types of hernia through
the oesophageal hiatus ; the paraoesophageal (or
rolling) and the sliding hernia. Analysis of his
patients show that 170 had sliding hernias, 2i had
paraoesophageal hernias (with the cardia in normal
position) and I3 had a combination of the two
types of abnormality. There was only one patient
with incomplete descent of the stomach associated
with a congenital short oesophagus.

In regard to age incidence, there is now general
agreement that a diagnosis of hiatus hernia in
adults is usually made over the age of fifty years.
Belsey has pointed out that in the Frenchay
Hospital series of 94 patients, 14 of them were
children. Sex incidence varies considerably ; in
Harrington's series males appear to predominate
whereas of Allison's patients, the majority were
female.
The symptoms complained of are generally

epigastric distress, heartburn, palpitations, acid
regurgitation and dysphagia but the symptoms
differ in the two types of hernia. Allison has
emphasised the importance of distinguishing
between the two types, in view of the difference in
prognosis and treatment. In the sliding type of
hernia, the patient's symptoms are due to a reflux
oesophagitis, which develops in the lower part of
the gullet, owing to incompetence of the cardiac
sphincter. Allison argues that this alteration in the
physiology of the cardia is due to loss of the
pinchcock action of the right crus of the diaphragm
on the oesophagus ; thus, the lower oesophagus is
exposed to the regurgitation of acid gastric juice,
especially when the patient lies down.

In the paraoesphageal type of hernia, the
anatomy is quite different. The sphincter action
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of the diaphragm is not lost ; hence the cardia
is not incompetent, and it follows that reflux
oesophagitis, with its consequent train of symp-
toms does not occur. Patients with this type of
hernia may complain of distension after a meal,
shortness of breath, and may then develop an
ulcer in the herniated portion of the stomach.

Other presenting features have been noted. The
patient may complain of severe spasmodic sub-
stenal pain, radiating to the neck, arm or teeth;
such pain may be indistinguishable from that
of angina pectoris or coronary occlusion ; anaemia
may also be the presenting symptom. Belsey
(I95 I) stresses the importance of recognising that
in infants and children anaemia is almost invari-
ably present in the Type i (sliding) variety. The
anaemia is usually of the hypochromic type, but
it is not certain that it is always due to recognised
blood loss. In the writer's experience, sudden
severe haematemesis in the absence of preceding
dyspepsia was the presenting symptom in two
patients ; both patients were found to be very
anaemic and on subsequent investigation both
were found to have a paraoesophageal hernia. No
evidence of gastric or duodenal ulceration could
be demonstrated.

Diagnosis of oesophageal hiatus hernia rests on
the radiological demonstration that part of the
stomach and, perhaps, the cardia lies above the
diaphragm in certain conditions. Whenever the
condition is suspected on clinical grounds, radio-
logical confirmation should be sought, using the
technique first described by Soresi in I9I9. In
addition to taking films with the patient in the
prone position, it is sometimes useful to screen
him standing in the lateral position with the
body bending forward as if to touch the toes.
Endoscopic examination of the oesophagus and
stomach should always be carried out ; oeso-
phagoscopy, in order to ascertain the position and
function of the cardia and to determine if oeso-
phagitis or ulceration be present ; gastroscopy in
order to exclude co-existing disease of the stomach
such as ulceration or carcinoma. It is not unknown
for a patient to have had his hernia repaired and
to return within a few months suffering from
carcinoma of the stomach or other intra abdominal
organ. A full blood count is always advisable,

especially if surgical treatment is under considera-
tion. Also, although the anaemia associated with
hiatus hernia is usually of the hypochromic type,
it is not always so. The writer recently had a
female patient with hiatus hernia and severe
anaemia, which, when investigated, proved to be
classical Addisonian anaemia. Her anaemia
responded readily to full doses of vitamin B. 12,
but would obviously not have improved if treated
with iron only. Belsey recommends that estima-
tion of the plasma proteins should be done if
surgery is contemplated; he also considers
occult blood examination of the faeces, and a
fractional test meal (with radiological evidence
that the tube is in the stomach) are useful investiga-
-tions. Other diseases in which similar symptoms
may occur include cholecystitis, appendicitis and,
as already stated, coronary artery disease.
As the age group in which these diseases occur

is approximately the same as in hiatus hernia, it
must be expected that in some patients the two
may co-exist. Because a man has an hiatus hernia,
it does not necessarily follow that he may not
subsequently get an infarct of his ventricle. Care-
ful evaluation of his symptoms and signs, their
mode of onset, and the appropriate investigations
will lessen the chances of error.
At present there is no general agreement

regarding treatment of oesophageal hiatus hernia.
Some physicians prefer to treat their patients con-
servatively, by the use of antacids, avoidance of a
late evening meal, a drink of water before going
to bed and sleeping in a semi-upright position. It
is argued that many elderly patients are not in a
condition to stand a major operation. The above
measures often succeed in the paraoesophageal
type of hernia.

Allison recommends the complete reduction
and repair of hernias of the sliding type before
reflux oesophagitis and ulceration has rendered the
hernia irreducible. He states that the aim of any
surgical repair should be to restore the physio-
logically active cardia, thus preventing the reflux
of digestive juices from the stomach into the oeso-
phagus. He achieves this by two main steps;
first, he divides the overstretched phrenoesopha-
geal ligament and peritoneum around the cardia

(Continued on page 368)
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Cholangio-hepatitis usually arises secondarily
to obstruction of the biliary tract, and a mild
degree is almost constant in cases of biliary
obstruction. Rare cases have been described in
which no obstruction of the biliary tract has been
found. The clinical picture is very variable, but
presentation as pyrexia of unknown origin (Char-
cot's intermittent biliary fever) is described and
recognized, and Hobson and Rice-Oxley (I950)
in a clinical study of the condition describe two
such cases,

In the present case it is possible that the
stenosis of the ampulla of Vater had resulted from
the passage of a single stone, which would account
for the severe attack of epigastric pain when the
patient was sent to hospital as a possible perforated
ulcer. It is noteworthy, however, that he was
not jaundiced at this time, and no evidence of

gall bladder disease or scarring was found in the
bile duct at operation. It would, therefore, appear
that the primary abnormality in this case was at
the ampulla of Vater. Cases of functional biliary
obstruction have been reported, and hypertrophy
of the muscle surrounding the ampulla has been
found in many such cases (Berg, 1923; Newman,
I933).

I wish to thank Dr. R. S. Bruce Pearson, under
whom the patient was admitted, for his help and
permission to publish this case, Mr. Geoffrey
Parker for details of the operation, and Dr. Hall
for the pathological report.
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ANNOTATION-Continuedfrom page 334
and resutures these to the under surface of the
diaphragm ; second, he restores the oesophageal
hiatus by lightly suturing the fibres of the right
crus behind the oesophagus. He does this opera-
tion via the thorax. Of 33 patients with sliding
hernias so treated 30 had relief of symptoms with
a normally placed stomach and no X-ray evidence
of gastric reflux. Other writers have recommended
temporary paralysis of the diaphragm by phrenic
crush ; some advise this procedure as a pre-
liminary to surgical repair of the hernia. The
method has the merit of simplicity but it does not
appear to relieve the patient's symptoms for in
appreciable time. By the time that oesophagitis

has caused shortening of the oesophagus and
stenosis of the lumen resection of the diseased
portion of the oesophagus and stomach, with
oesophagojejunostomy may be necessary. Dila-
tation of the stricture has not proved successful in
the treatment of dysphagia.

It is beyond the scope of this short annotation
to discuss fully the various methods of surgical
treatment and their indications. Until reports of
treatment of many more patients are available,
individual physicians and surgeons will probably
continue to treat their patients according to their
own experience, supported by a critical follow
up of each.

HAROLD DAVIS, M.A., M.B., M.R.C.P.

A Clinic for the diagnosis and treatment of Internal Diseases (except Mental or Infectious Diseases). The
Clinic is provided with a staff of doctors, technicians and nurses.

The surroundings are beautiful. The climate is mild. There is central heating throughout. The annual
rainfall is 30.5 inches, that is, less than the average for England. 9

The Fees are inclusive and vary according to the room occupied.

For particulars apply to THE SECRETARY, Ruthin Castle, North Wales.
Telegrams: Castle, Ruthin. Telephone: Ruthin 66.
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