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Anti-reflux surgery was performed in 302 patients with a type 1 hiatal hernia from 2008 to 2016. The patients were divided
into two groups. The first group comprised 241 patients who underwent anti-reflux laparoscopy, and the second group
(control group) comprised 61 patients who underwent routine laparotomy. The outcomes were evaluated at 1, 6, 12, and 24
months postoperatively. The results were good to excellent in both groups, but laparoscopy was more advantageous in terms
of quality of life as indicated by the Gastrointestinal Quality of Life Index and 36-ltem Short Form Survey.
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B nepuopn ¢ 2008 no 2016 roa 302 nauneHTam C rpbiKei nuuLeBogHoOro oteepctus anadparmel 1 Tvna (FMO4), oc-
JNIOXXHEHHOW pedoKC-930harnToM, BbINOIHEHO aHTMPEDIIOKCHOE XMPYPruyeckoe nevyeHme no aBTopckor metoauke. Jla-
napockonuyeckas aHTupednokcHas onepauma no ycrtpaHeHuto MO/ (ocHOBHas rpynna) BeinosaHeHa 241 naumeHTy, n3
TPaANLMOHHOIO N1anapoTOMHOro A0CTyNa (KOHTPOJbHas rpynna) — 61. Pe3ynbtarhl XMpypruyeckoro 1e4eHns OLeHnBanncb
yepes 1, 6, 12 n 24 mecsua. MNpu OCTAaTO4HO BbICOKOM YPOBHE OT/IMYHBIX M XOPOLLUMX PE3YNbTATOB SIe4eHNs B 06enx rpynnax
naumeHTsl ¢ MO/, nepeHecLune nanapoCKoNUYECKyo aHTUPedIOKCHYIO onepaumio, nmenn 6onee ny4dne o6bEeKTUBHbIE U
cybbekTuBHbIe (no wkanam GIQLI n SF-36) nokasaTtenu.
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EO - esophageal opening of the diaphragm MH - mental health

GERD - gastroesophageal reflux disease MOS - Medical Outcomes Study
GIQLI - Gastrointestinal Quality of Life Index PH - physical health

HH - hiatal hernia

SF-36 - 36-Item Short Form Survey

iatal hernia (HH) is one of the most
Hprevalent conditions encountered in modern

gastroenterology. It is also one of the most
common benign cardioesophageal pathologies
[1, 2]. Multicenter epidemiological studies have
shown a 23.6 % prevalence of gastroesophageal
reflux disease (GERD), the main developmental
factor of which is an HH. Approximately 25 % of
patients with HH require medical treatment and 15 %
require surgical treatment [2, 3]. The introduction of
minimally invasive methods into medical practice has
increased the number of treatment options for GERD
[4, 5, 6].
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The present study was performed to evaluate the
effectiveness and safety of a modified laparoscopic anti-
reflux intervention for HH at different postoperative time
points.

Material and Methods. In accordance with the
objectives of this study, 302 patients with type 1 HH
complicated by reflux esophagitis were examined. The
laparoscopy group comprised 241 (79.8 %) patients who
underwent a laparoscopic anti-reflux intervention, and
the control group comprised 61 (20.2 %) patients who
underwent traditional surgery with laparotomy access.
Both groups contained more women than men, and the
overall age ranged from 20 to 79 years (mean age of men,
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47.9+13.0 years; mean age of women, 53.8+10.5 years).
There was no statistically significant difference in the
proportion of men and women between the two groups
(p=0.452 according to the ¥ criterion). Additionally,
for both men and women, no statistically significant
difference was found in the age distribution between the
two groups. All patients included in the study underwent
generally accepted clinical, laboratory, and instrumental
diagnostic testing used in the diagnosis of GERD.

All patients with indications for surgical treatment
underwentvideoendoscopic surgical removal of GERD with
the formation of areflux cardia and use of a symmetrical
circular fundoplication cuff. The essence of the method
is that from the laparoscopic approach, the esophageal
opening in the diaphragm using the wall of the mobilized
gastric fundus. Wherein it by stitching the highest points
of the mobilized gastric fundus and adjacent portions of
the crura of the diaphragm and the wall of the esophagus
with the capture of the phrenoesophageal ligament. Thus,
four suture-ligament joints are formed with the patent
2525732 RU, which is conducive to preventing reflux [7].
If minimally invasive treatment was impossible, traditional
open anti-reflux surgery was performed.

The indications for laparotomic access were severe
diseases of the cardiovascular and respiratory systems
because of a risk of superimposing carboxyperitoneum,
a history of operations involving the esophagus and
stomach in combination with a pronounced adhesive
process, and large ventral hernias.

The treatment results were analyzed by examination at
1, 6, 12, and 24 months postoperatively. In addition, the
patients were surveyed using the Gastrointestinal Quality
of Life Index (GlQLI) and 36-ltem Short Form Survey (SF-
36) questionnaires.

Data analysis was performed using the standard
statistical procedures of the Excel 2010 program and its
add-ons «Analysis Package» and «AtteStat», as well as the
Russian-language program «Statistica 10» (StatSoft, USA)

Results and Discussion. The duration of the
surgical intervention in the laparoscopy group was
126.2+44.5 minutes, and that in the control group was
223.2+42.5 minutes (p<0.001). During the laparoscopic
operations, intraoperative complications requiring
conversion to open surgery occurred in eight patients
(adhesions in the abdominal cavity and bottom of the
stomach, two patients; bleeding from large vessels, four
patients; and severe periesophagitis and the inability to
identify the esophagogastric transition, two patients).

The postoperative hospital stay was significantly
shorter in the laparoscopy group (4.5+1.5 days) than in
the control group (8.08+2.1 days; p<0.001).

There were no fatal outcomes. Complications were
diagnosed in 10 (4.2 %) patients in the laparoscopy group
and 5 (8.1 %) patients in the control group. Persistent
dysphagia requiring a course of endoscopic bougienage
and prolonged conservative treatment occurred in seven
(2.9 %) and five (8.1 %) patients, respectively. In all
cases, a satisfactory result was obtained without signs of
gastroesophageal reflux. Cuff migration was detected in
19 patients, 7 of whom also had a clinical picture consistent
with recurrence of GERD and reflux esophagitis. We did
not regard cuff migration without loss of areflux function
as disease relapse. A postoperative HH was found in one
(0.4 %) patient in the laparoscopy group and six (9.8 %)
patients in the control group. Relapse of GERD and clinical
manifestations in the form of reflux esophagitis were
detected in five (1.7 %) patients in the laparoscopy group
and in two (3.3 %) patients in the control group.

The proportions of patients with various postoperative
complications in the later stages after surgery were

comparable between the two groups. Specifically, no
significant differences were found in the proportions of
patients with persistent dysphagia, cuff migration, or
relapse of reflux esophagitis at different postoperative
time points according to Fisher’s exact criterion and the
Yeats-adjusted chi-square criterion (p>0.05).

Quality of life was assessed using the GIQLI and
Medical Outcomes Study (MOS) SF-36 (Fig. 1). A
comparison of the average values of the GIQLI indicator
between patients in the laparoscopy and control groups
showed significant differences only at the 1- and 6-month
postoperative time points (p<0.05). However, the
difference in the GIQLI indicator between the groups was
no longer significant at 12 and 24 months postoperatively.
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Fig. 1. Dynamics of the average values of the GIQLI indicator
in the laparoscopy and control groups (*statistically significant
difference from the indicator values in the control group)

Quality of life was assessed using the MOS SF-36
questionnaire to determine the most effective treatment
method. Starting from the preoperative period, the
physical indicator of quality of life according to the
physical health dimension of the SF-36 for patients
in the laparoscopy group constantly increased as the
postoperative observation period progressed. The largest
increase in the value of the indicator occurred at 1 and 6
months postoperatively. Thereafter, the increase within
this group was insignificant, as was the difference in the
value compared with the control group (p<0.05) (Fig. 2).
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in the laparoscopy and control groups
(¥statistically significant difference from the values
of the PH indicator in the control group)

The mental indicator of the quality of life according to
the mental health dimension of the SF-36 before surgery
was significantly greater for patients in the laparoscopy
group than control group (p<0.05) (Fig. 3). After one
month postoperatively, however, the values were almost
the same. After six months, the indicator was more
significant in the laparoscopy group than control group
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(p<0.05). At 12 and 24 months, the indicator values were
almost identical (p>0.05).
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Conclusions. Anti-reflux surgical treatment leads to
a statistically significant improvement in patients’ quality
of life, both those who undergo laparoscopic operations
and those who undergo open surgery.

The proposed method of endovascular surgical
treatment of GERD has a lower percentage of total
postoperative complications than the traditional method
as well as a shorter operative time, postoperative
observation period, and general hospital stay.

In a comparative analysis of quality of life using
the SF-36 (a general questionnaire) and the GIQLI (a
gastrointestinalindex),theoutcomesofvideoendoscopic
surgical treatment of GERD are superior to those of
the traditional laparotomic method in terms of the rate
of recovery of physical activity with equal anti-reflux
efficacy, making laparoscopic surgery the operation of
choice in the treatment of GERD complicated by reflux
esophagitis.
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