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Difficulty in Intraoperative
Gastric Decompression Caused
by a Hiatus Hernia
Cheuk-Kwan Sun"?, Kuo-Chuan Hung”"
loops that impeded the procedure and informed
Case Report the anesthesiologist of the need for gastric

26-year-old severely scoliotic woman

(Height: 150 cm; Body weight: 56 kg)
presented to the emergency department with
diffuse abdominal pain and anorexia for two
days. The diagnosis was right ovarian teratoma
with torsion for which emergent oophorectomy
was arranged. Preoperative chest radiograph
and computed tomographic scan showed a
large bulbous mass in left hemithorax displac-
ing mediastinal structures to the right compat-
ible with the diagnosis of a hiatus hernia (Fig.
1A & 1B). Because of abdominal distention,
gastric decompression was attempted through
placement of a nasogastric tube (NGT) before
her transfer to the operating room. In the
operating room, the patient was alert without
respiratory distress with a respiratory rate of
15 breaths/min. She had a blood pressure of
122/72 mmHg, pulse rate of 107 beats/min,
and oxygen saturation of 97% on room air.
Tracheal intubation was performed without
complications after rapid sequence induction
with the maximum airway pressures between
20 and 25 ¢mH,O under mechanical ventila-
tion.

Through a low transverse abdominal
incision, the gynecologist found dilated bowel

decompression, which was unsuccessful after
several attempts. On suspicion of NGT mis-
placement, it was replaced with another NGT
(16Fr Salem Sump; Covidien, Mansfield, Mas-
sachusetts) but advancement of the tube to the
stomach failed despite using the split endotra-
cheal tube-assisted technique.' Resistance was
noted when the tube was inserted to the mark
of 45 cm at the level of the nostrils. On suspi-
cion of hiatal hernia-induced anatomical distor-
tion of the esophagogastric junction, general
surgeon was consulted. After making an upper
midline abdominal incision, the tip of the NGT
was manually guided into the stomach for de-
compression through which 900 mL of fluid
was drained. Right oophorectomy was then
performed uneventfully. The surgeon decided
to treat the hiatal hernia conservatively; there-
fore, the hernia defect was not repaired in this
operation. The patient's postoperative follow-
up image is shown in Figure 1C. Ten months
later, the patient had lost follow-up.

A hiatal hernia is a type of hernia char-
acterized by a protrusion of abdominal organs
(typically the stomach) into the thoracic cavity
through a diaphragmatic hiatus.” The most
common risk factors include obesity, older age,
major trauma, and certain types of surgery.’
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Fig. 1 A sizeable bulbous mass in the left hemithorax displacing the mediastinal structures to the right side

demonstrated in (4) preoperative chest radiograph (black arrow), (B) computed tomography scan of the
thorax (white arrow), and (C) postoperative chest radiograph.

In addition, kyphoscoliosis may contribute
to the development and progression of hiatus
hernias.” Our scoliotic patient’s asymptom-
atic hiatus hernia was diagnosed incidentally
through preoperative imaging studies. As the
patient had no previous medical records in our
hospital, whether the condition was chronic or
acute remained unclear. Our case highlighted
several important issues that should be ad-
dressed in patients with hiatus hernia undergo-
ing general anesthesia. First, because hiatal
hernia is associated with displacement of the
gastroesophageal junction that contributes
to gastroesophageal regurgitation,” bag ven-
tilation before endotracheal intubation may
further increase the risk of pulmonary aspira-
tion through air introduction into the stomach.
In this situation, rapid sequence induction is
recommended. Second, since herniation of the
gaseous content of abdominal viscera into the
thoracic cavity can result in respiratory and
cardiovascular distress,”’ gastric decompres-
sion is needed before anesthetic induction to
decrease the risk of tension gastrothorax from
manual ventilation. A previous study has sug-
gested that gastric decompression through NGT
placement may be lifesaving in the prevention
of tension gastrothorax whenever cardiopulmo-
nary distress occurred in this patient popula-
tion.* Third, taking into account the importance

of gastric decompression and the likeliness of
NGT misplacement due to the distorted gastro-
esophageal anatomy in these patients, correct
NGT placement should be confirmed both clin-
ically and radiographically. In conclusion, our
report demonstrated that gastric decompression
through NGT placement, which is crucial to
surgical success and could be life-saving, may
be difficult in patients with hiatus hernia. The
finding underscores the importance of verifying
correct NGT placement before anesthetic in-
duction as an essential step in enhancing safety
in this specific patient population.

Declaration of Interest

The authors declare that they have no
conflicts of interest related to the subject matter
or materials discussed in this article

References

1. Kwon OS, Cho GC, Jo CH, et al: Endotracheal
tube—assisted orogastric tube insertion in intubated
patients in an ED. Am J Emerg Med 2015;33:177-
80. doi: 10.1016/j.ajem.2014.11.004.

2. Roman S, Kahrilas PJ: The diagnosis and
management of hiatus hernia. BMJ 2014;349:26154.
doi: 10.1136/bmj.g6154.

3. Schuchert MJ, Adusumilli PS, Cook CC, et al:
The impact of scoliosis among patients with
giant paraesophageal hernia. J Gastrointest Surg

26



Sun et al. / E-Da Medical Journal 2021;8(1):25-27

2011;15:23-8. doi: 10.1007/s11605-010-1307-7.
Berkman N, Simon Z, Almog Y, et al: Acute
gastric dilatation causing respiratory failure and
“tension pneumothorax” in an elderly woman with
a diaphragmatic hernia. Chest 1993;104:317-8. doi:
10.1378/chest.104.1.317.

27

Ahn S, Kim W, Sohn CH, et al: Tension
viscerothorax after blunt abdominal trauma:
a case report and review of the literature. J
Emerg Med 2012;43:e451-3. doi: 10.1016/
jjemermed.2011.05.084.





