
To the Editor,

A 67-year-old man presented with a 16-months history 
of nausea, bloating, postprandial fullness, and multiple 
episodes of vomiting. A contrast-enhanced CT scan and 
an upper GI contrast study were performed in another 
hospital approximately 9 months earlier (Figure 1a-c).  
On presentation, his vital signs were stable. A physi-
cal examination revealed a distended upper abdomen 
with light tenderness but no rebounding pain. Chest 
X-ray imaging was then performed (Figure 1d).

The patient underwent laparoscopic surgery. An initial 
laparoscopic inspection revealed that the distal stom-
ach and proximal duodenum herniated in the hiatus, 
that the gastroesophageal junction (GEJ) and fundus 
remained in their normal intraabdominal position, and 
that the stomach was severely distended (Figure 2a, b).
 
Crura were identified, and an incision was made the 
anterior arch of the hiatus. The hernia sac was anteri-
orly grasped and dissected from the mediastinum. 
With gentle and persistent retraction of the stomach 
and duodenum, the incarcerated distal stomach and 
duodenum were reduced from the mediastinum and 
returned to the abdomen (Figure 2c). Posterior cruro-
plasty with mesh reinforcement was then performed 
(Figure 2d).

Hiatal hernia is characterized by the protrusion of an 
abdominal structure other than the esophagus into the 
thoracic cavity through the widening of the hiatus of 
the diaphragm.(1) More than 95% of hiatal hernias are 
type I (small sliding hernias), where the GEJ migrates 
above the diaphragm(1). Paraesophageal hernias rep-
resent a subtype (types II to IV) of this disease and ac-
count for 5% of all hiatal hernias (1,2). In type II hernias, 

a portion of the fundus herniates through the hiatus 
adjacent to the esophagus, while the GEJ remains in its 
normal position (1,3). When the GEJ and fundus herni-
ate through the hiatus, it is a type III hernia (1,3). When 
the hiatal defect is very large, thereby allowing hernia-
tion of the entire stomach or other viscera such as the 
colon and spleen, it is termed as type IV hiatal hernia (3).

In our case, the gastric outlet herniated through the hi-
atus with the normal position of the GEJ and fundus. It 
is consistent with the above definition of hiatal hernia, 
but we cannot refer to it as either type based on the 
current anatomic classification. It is definitely not type 
I hiatal hernia; it is also not type II hiatal hernia because 
of the normal position of the fundus. It is also not type 
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Figure 1. a-d. (a, b) A CT scan showing that the distal stomach 
and proximal duodenum herniated through the hiatus and well 
into the left chest and that the gastroesophageal junction (GEJ) 
and fundus remained in the abdomen. (c) An upper GI study 
showing the distal stomach and proximal duodenum with an 
air-fluid level located in the chest, and the GEJ and fundus with 
another air-fluid level remained in the abdomen. (d) A chest X-ray 
image showing a soft tissue opacity with an air-fluid level located 
in the right chest, and the fundus with another air-fluid level re-
mained in the abdomen
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III hernia because of normal position of the GEJ. Therefore, the 
above subtype definition of hiatal hernias does not suit it; it 
is an unusual retrograde hiatal hernia. We could not find any 
similar report in the literature.
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Figure 2. a-d. (a) A laparoscopic image showing that the stomach dis-
tended severely (arrow: cardia; arrowhead: incarcerated distal stomach in 
the hiatus). (b) A laparoscopic image (arrow: cardia; arrowhead: incarcerat-
ed distal stomach in the hiatus). (c) A laparoscopic image showing the re-
duced first portion of the duodenum and the antrum (arrow: gallbladder). 
(d) A laparoscopic image showing reinforced hiatal repair with a mesh
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