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Ce nu este cunoscut, deocamdata, la subiectul abordat

Nu a fost stabilit, deocamdata, care dintre tehnicile chirur-
gicale de tratament al diverselor forme ale bolii de reflux eso-
fagian ar reprezenta indicatia optimald, urmata de cele mai
bune rezultate postoperatorii.

Ipoteza de cercetare

Chirurgia laparoscopica antireflux, cea endoscopica si en-
doluminala, efectuata la momentul oportun, ofera rezultate
postoperatorii mai bune decat tratamentul medicamentos al
bolii de reflux gastroesofagian, in termeni de durata de recu-
perare si spectru de complicatii.

Noutatea adusa literaturii stiintifice din domeniu

Tehnicile chirurgicale miniminvazive ofera rezultate ime-
diate si tardive postoperatorii foarte bune. Tehnicile deschise
sunt destinate, preponderent, cazurilor complicate.

Introducere

Boala de reflux gastroesofagian (BRGE) reprezinta totalita-
tea simptomelor, insotite sau nu de leziuni ale mucoasei eso-
fagiene, care sunt produse de refluxul continutului gastric in
esofag [1-4]. Refluxul gastroesofagian patologic se instaleaza
in incompetenta sfincterului esofagian inferior (SEI) sau/si la
un cleareance esofagian dereglat sau ineficient. Frecvent, re-
fluxul patologic este simptomatic si este insotit de leziuni ale
mucoasei esofagiene [2, 5, 18].

Frecventa bolii in ultimii ani demonstreaza o tendinta evi-
denti spre crestere [6]. In acest context, e notabil faptul c3,
avand In vedere cresterea vertiginoasa a incidentei acestei
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What is not known yet, about the topic

Currently, it has not been established which surgical tech-
niques for the treatment of various forms of esophageal reflux
disease would be the optimal indication, followed by the best
postoperative results.

Research hypothesis

Laparoscopic, endoscopic and endoluminal antireflux sur-
gery, performed at the right time, provides better postoperati-
ve outcomes than the drug therapy of reflux disease, in terms
of recovery duration and complication spectrum.

Article’s added novelty on this scientific topic

Minimally invasive surgical techniques provide better
immediate and late postoperative outcomes. The open tech-
niques are mainly designed for complicated cases of esopha-
geal reflux disease.

Introduction

Gastroesophageal reflux disease (GERD) represents all
symptoms, with or without esophageal mucosal lesions, whi-
ch are produced by the reflux of gastric contents in the eso-
phagus [1-4]. Pathological gastroesophageal reflux installs
in incompetence of inferior esophageal sphincter (SEI) and/
or deregulated or ineffective esophageal cleavage. Frequently,
pathological reflux is symptomatic and is accompanied by le-
sions of the esophageal mucosa [2, 5, 18].

The frequency of the disease, recent years, shows an ob-
vious trend towards growth [6]. In this context, it is notable
that, considering the vertiginous increase in the incidence of



maladii, multi practicieni considera ca daca secolul XX a fost
secolul bolii ulceroase, atunci secolul XXI va fi un secol al BRGE
[7,8,9]. in SUA suferi de BRGE mai mult de 44 mln. De oameni
[1], iar in Franta, BRGE reprezinta una dintre cele mai frecven-
te patologii digestive. Prevalenta globala a esofagitei de reflux
gastroesofagian constituie 3-4% [17]. Esofagita de reflux se
depisteaza la 6-12% dintre pacientii supusi examenului endo-
scopic [10]. in tarile occidentale, refluxul gastroesofagian este
atestat la 360 din 100.000 de locuitori si este responsabil de
75% din cazurile de patologie esofagiana [4, 6, 11].

Pericolul cel mai mare il prezinta nu atat patologia ca atare,
dar complicatiile care pot surveni, deoarece, nu rareori, evolu-
tia BRGE are un caracter agresiv si conduce la un sir de com-
plicatii grave, ca: ulcerul peptic, strictura, brahiesofag, aparitia
esofagului Barrett si dezvoltarea adenocarcinomului [9, 12,
13]. Actualitatea cercetarilor in acest domeniu este conditio-
natd si de posibilitatea asocierii BRGE cu alte maladii ale trac-
tului digestiv. Cea mai frecventd afectiune asociatd este her-
nia hiatald (54,9%), predominanta fiind hernia hiatalad axiala
(HHA) [11, 14]. Aceasta creeaza, prin tulburdrile de statica ale
jonctiunii eso-gastrice, conditiile de aparitie ale refluxului gas-
troesofagian, cu ulterioare consecinte. Actualmente, in lipsa
unui efect de duratd, tratamentul medicamentos poate fi con-
siderat ca o pregatire preoperatorie, capabil sa realizeze remi-
siunea bolii sau ameliorarea situatiilor cauzate de fenomenele
coexistente bolii. ns3, solutia terapeutica radicald a BRGE este
obtinutd prin tratamentul chirurgical, care are rezultate exce-
lente la distantd in peste 80-90% din cazuri [12, 15, 16].

Chirurgia antireflux reprezinta o chirurgie functionalg, iar
realizarea acestor procedee nu este usoara; cu atat mai mult,
implementarea tehnicii laparoscopice a marit semnificativ
posiblitatile chirurgiei jonctiunii esogastrice. Acestea sunt in-
terventii performante, care reduc semnificativ traumatismul
manipulatiilor chirurgicale. Interventiile antireflux, efectuate
prin metoda laparoscopica, sunt operatii de electie, ,standard
de aur” in tratamentul BRGE precum si al herniilor hiatale [4,
5,15, 20].

Material si metode

Studiul reprezintad o analiza retrospectiva a tratamentului
chirurgical, realizat la pacientii cu boala de reflux gastroeso-
fagian, intr-un lot de 421 de pacienti diagnosticati si tratati in
Clinica de chirurgie DECM 1n perioada anilor 2000-2015.

Pacientii cu BRGE au fost spitalizati dupa o serie de exami-
nari (FEGDS, radioscopie baritatd, pH-metrie, esofagomano-
metrie, scintigrafie) si tratamente medicamentoase, efectuate
in conditii de ambulator. Examinarile de ambulator au fost co-
ordonate cu medicul de familie sau/si gastrolog, si s-au inclus
in algoritmul de examinari preoperatorii, destinat fiecarui lot
de pacienti, conform protocolului in vigoare [6].

Exceptie au facut pacientii spitalizati in urgenta, cu dife-
rite complicatii ale BRGE. Odata depistata patologia asociata
BRGE, pacientul a beneficiat de un tratament medical multi-
component de cel putin 4 saptamani, cu exceptia cazurilor de
BRGE complicate, care au necesitat manipulatii interventio-
nale de urgenta. La atimgerea efectului terapeutic scontat, cu
regresarea modificarilor din mucoasa esofagiang, tratamentul
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this disease, many practitioners believe that if the 20" century
was the century of ulcer disease, the 21 century would be a
century of GERD [7, 8, 9]. In the US, more than 44 million pe-
ople suffer from GERD [1], in France, GERD is one of the most
common digestive pathologies. The overall prevalence of oe-
sophagitis caused by gastroesophageal reflux is 3-4% [17]. Re-
flux esophagitis is detected in 6-12% of patients undergoing
endoscopic examination [10]. In Western countries, gastroe-
sophageal reflux is attested in 360 out of 100,000 population
and is responsible for 75% of cases of oesophageal pathology
[4,6,11].

The most dangerous is not only pathology as such, but
complications that may occur because, rarely, GERD evolution
is aggressive and leads to a number of serious complications
such as: peptic ulcer, strictures, brahiesophagus, Barrett’s eso-
phagus and the development of adenocarcinoma [9, 12, 13].
The recent research in this field is also conditioned by the pos-
sibility of associating GERD with other digestive tract disea-
ses. The most common affection is hiatal hernia (54.9%), the
axial hiatus hernia (AHH) being predominant [11, 14]. This
creates, through the static disorders of the esogastric junction,
the conditions of occurrence of the gastroesophageal reflux,
with subsequent consequences. Currently, in the absence of a
lasting effect, drug therapy can be considered as a preoperati-
ve preparation, capable of achieving the remission of disease
or improving the conditions caused by the coexisting disea-
se phenomena. However, the radical therapeutic solution of
GERD is obtained through surgical treatment, which has ex-
cellent outcomes in over 80-90% of cases [12, 15, 16].

Antireflux surgery is a functional surgery and the achieve-
ment of these procedures is not easy; even more, the imple-
mentation of laparoscopic technique, significantly increased
the possibilities of esogastric junction surgery. These are per-
forming interventions, which significantly reduce the trauma
of surgical manipulations. The antireflux interventions perfor-
med by the laparoscopic method are “gold standard” elective
operations in the treatment of GERD and hiatal hernia [4, 5,
15, 20].

Material and methods

The study is a retrospective analysis of surgical treatment,
performed in patients with gastroesophageal reflux disease in
a group of 421 patients, diagnosed and treated in the DECM
Surgery Clinic, during 2000-2015.

Patients with GERD were hospitalized after a series of exa-
minations (gastroduodenoscopy, barium radioscopy, pH me-
trics, esophagomanometry, scintigraphy), and drug therapy,
performed outpatient. Outpatient examinations were coordi-
nated with the family doctor and/or gastrologist, and were in-
cluded in the preoperative screening algorithm for each group
of patients, according to the current protocol [6].

The patients hospitalized in emergency, with different
complications of GERD, were the exception. Once detected,
the pathology associated with GERD, the patient received a
multicomponent medical treatment for at least 4 weeks, with
the exception of complicated GERD cases, requiring emergen-
cy interventional manipulation. At the expected therapeutic
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a fost axat pe patologia digestiva concomitenti. in caz de re-
fractaritate, s-a recurs la tratament chirurgical, fie prin abord
clasic, fie miniinvaziv (laparoscopic si endoluminal), simultan,
pentru ambele patologii.

Indicatile la tratament chirurgical al pacientilor cu BRGE:

=  BRGE complicata (stenozd, esofag Barrett, ulcer sau he-

moragie, cancer esofagian);

=  BRGE refractara la tratamentul medical contemporan

antireflux timp de 3 luni sau care fac recidive la 8-12
saptamani dupa finalizarea lui, asociatd de un SEI in-
competent;

= progresarea esofagitei peptice prin aparitia ulceratiilor

sau aparitia sectoarelor de displazie, confirmate histo-
patologic, prin dublu control;

= prezenta patologiilor asociate, care necesita tratament

chirurgical (herniile hiatusului esofagian, in special, her-
nia paraesofagiana, litiaza biliara sau ulcerul gastroduo-
denal);

= tratament de lungd duratd, cu medicamente in doze

mari, sau cei, care din motive socio-economice, nu pot
urma tratamentul medical sau pentru care accesul la
medicatie este dificil, indiferent de modificarile in mu-
coasa esofagianad (in special, la prezenta unui SEI dete-
riorat);

=  tinerii care opteaza pentru un tratament chirurgical, in

locul celui conservator, pe viata;

= BRGE postoperatorie sau recidivanta.

Clasificarea endoscopica Savary-Miller a constituit crite-
riul de stratificare al pacientilor inrolati in 3 forme clinico-
evolutive, la care a fost aplicata o conduita medico-chirurgi-
cala diferita:

= [Ilot-174(61,7%) de pacienti cu BRGE refractara la tra-

tament medical;

= IIlot-45 (14,2%) de pacienti cu BRGE complicata;

= [Illot-202 (25,0%) pacienti cu BRGE asociata.

Forma refractara a BRGE a fost stabilitd la pacientii cu per-
sistenta refluxului patologic simptomatic, dupa cure repetate
de tratament, modificate in diferite scheme terapeutice, ori
agravare clinica sau/si endoscopic3, in pofida eforturilor tera-
peutice prelungite. Termenul minim de tratament a fost de, cel
putin, 8 saptamani, continuu, sau de 12 saptamani, cu anumite
intreruperi.

Varsta pacientilor spitalizati in clinica cu BRGE a fost cu-
prinsd intre 22 si 75 de ani, 57,9% dintre pacienti fiind per-
soane in varsta aptd de muncg, cu o usoara predominare a
barbatilor.

Tratamentul medicamentos (H,-blocatori, gastroprotec-
tori si prokinetice) s-a administrat, obligatoriu, tuturor paci-
entilor, cu exeptia celor cu forme complicate ale BRGE, care au
fost directionati din start catre tratament chirurgical.

Tratamentul chirurgical a fost aplicat la toti pacientii
inclusi in studiu, fiind realizat atat prin metode clasice de
abord chirurgical, cat si prin utilizarea tehnicilor chirurgicale
miniinvazive (endoscopic si endoluminal).

Toti pacientii au fost evaluati clinic si paraclinicla 1,3 si 6
luni dupa interventia chirurgicala. Pacientii au beneficiat de
FEGDS videoasistatd, radioscopie baritata, pH-metrie, esofa-
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effect, with regression of changes in the esophageal mucosa,
the treatment was focused on concomitant digestive patholo-
gy. In case of resistance, it has been appealed to surgical treat-
ment, either by classical or miniinvasive (laparoscopic and
endoluminal), simultaneously for both pathologies.

Indications for surgical treatment of patients with GERD:

= complicated GERD (stenosis, Barrett's esophagus, ulcer

or bleeding, esophageal cancer);

= GERD resistant contemporaneous medical treatment for

3 months or recurrences at 8-12 weeks after finishing
it, associated with an incompetent inferior esophageal
sphincter (IES);

= the progression of peptic oesophagitis through ulcera-

tion or the appearance of dysplasia, histopathologically
confirmed by double control;

= the presence of associated pathologies requiring surgi-

cal treatment (hernias of oesophagial hiatus, paraesoph-
ageal hernia, biliary lithiasis or gastroduodenal ulcer);

= long-term treatment with high-dose medications or

those who, for socio-economic reasons, cannot be
follow the medical treatment or for whom access to
medication is difficult, regardless of changes in the
esophagus mucosa (especially in the presence of and
deteriorated IES);

= young people who choose surgical treatment, instead of

the conservative one, for life;

=  postoperative or recurrent GERD.

Savary-Miller endoscopic classification was the stratifica-
tion criterion for patients included in 3 clinical-evolutionary
forms, with different medical-surgical conduct:

= Igroup - 174 (61.7%) of patients with GERD refractory

on medical treatment;

= II group - 45 (14.2%) of patients with complicated

GERD;

= [l group - 202 (25.0%) patients with associated GERD.

The resistance form of GERD has been established in pa-
tients with persistent symptomatic pathological reflux, fol-
lowing repeated treatment courses, adjusted in different
therapeutic regimens, or clinical and/or endoscopic worse-
ning, despite prolonged therapeutic efforts. The minimum
treatment period was at least 8 weeks, continuously, or 12 we-
eks, with some interruptions.

The age of hospitalized patients with GERD ranged from 22
to 75 years, with 57.9% of the patients being in working age,
with a slight predominance of men.

Drug therapy (H, blockers, gastroprotectors and prokine-
tics) was obligatory administered to all patients, with the ex-
ception of those with complicated forms of GERD, which were
directed from the start to surgical treatment.

Surgical treatment was applied to all patients enrolled in
the study, being performed both by classic methods of surgical
approach and by using miniinvasive surgical techniques (en-
doscopic and endoluminal).

All patients were clinically and paraclinically evaluated at
1, 3 and 6 months after surgery. Patients benefited from video-
assisted gastroduodenoscopy, barium radioscopy, pH metrics,
esophagomanometry. The patients also completed the GERDQ



gomanometrie. De asemenea, pacientii au completat chestio-
narul GERDQ TM. Pentru aprecierea gradului de reflux gastro-
esofagian patologic, a fost folosit scorul DeMeester.

Statistica descriptiva. Datele sunt prezentate drept valori
absolute si relative.

Rezultate

in cazul tratamentului medicamentos, recidiva refluxului
gastroesofagian a survenit peste o luna - in 32,2% de cazuri,
iar peste 6 luni - in 67,8% de cazuri.

Dinamica spitalizarii pacientilor este prezentata in Figura 1.

262

Nr. cazuri

85
’ 42 .

pana 2000 2000-2005 2006-2010 2011-2015

ani

Fig. 1 Dinamica spitalizarilor pacientilor cu BRGE.

Varsta pacientilor spitalizati pentru BRGE a fost cu limite mari
cuprinse Intre 22 si 75 ani, cu o medie de varsta de 43 ani. Cea
mai mare parte (57,9%) dintre persoane au fost in varsta apta de
munc3, cu o usoara predominare a sexului masculin.

Boala de reflux gastroesofagian este recunoscuta drept
entitate nozologica aparte si nu se insoteste Intotdeauna de
hernie hiatala, iar hernia hiatald nu determina intotdeau-
na refluxul patologic gastroesofagian [4]. Incepand cu anul
2001 (moment explicat prin aparitia tehnologiilor moderne
de FEGDS - Near Focus, NBI*), am separat pacientii cu BRGE
in doua categorii distincte, In care, primul lot I (n=219) se
referea doar la boala de reflux primara (singulara) si lotul II
(n=202) - la boala de reflux, asociata altor patologii.

Cea mai frecventd asociere a BRGE a fost depistata la paci-
enti cu hernii ale hiatusului esofagian - 111 (54,9%) (Tabelul
1). Herniile hiatale la pacientii cu BRGE au constituit un factor
de gravitate, Indeosebi daca hernia era de dimensiuni medii
sau mari.

Tabelul 1. Patologia tubului digestiv asociatd bolii de reflux gas-
troesofagian.

Patologia n (%)

88 (43,56%)
23 (11,38%)
58 (28,71%)
19 (9,40%)
14 (6,93%)

Hernie hiatald axiala

Hernie hiatald paraesofagiana
Colecistita litiazica

Ulcer gastric sau duodenal

Achalazie

Numarul pacientilor spitalizati pentru BRGE, 1n special a
formei necomplicate, s-a marit pe parcursul anilor, devenind
cea mai semnificativa parte 1n structura patologiei non-onco-
logice a jonctiunii esofago-gastrice (JEG), Figura 2.

Forma non-eroziva (RE gr. 0) a BRGE a fost depistata la
12,35% dintre pacienti, iar esofagitele de reflux de gr. 1-2 au

Tratamentul chirurgical al bolii de reflux esofagian

TM questionnaire. To assess the degree of pathological gastro-
esophageal reflux, was used the DeMeester score.

Descriptive statistics. The data are presented as absolute
and relative values.

Results

In case of drug therapy, recurrence of gastroesophageal re-
flux has occurred over a month - in 32.2% of cases and over 6
months - in 67.8% of cases.

The dynamics of patient hospitalization is shown in Figure 1.

Number of

cases 262
—

EP) 42

m

upto 2000 2000-2005 2006-2010 2011-2015

Years

Fig. 1 Dynamics of hospitalizations of patients with GERD.

The age of hospitalized patients for GERD was between
22 and 75 years of age, with an average age of 43 years. Most
(57.9%) of the persons were in working age, with a slight pre-
dominance of male gender.

Gastroesophageal reflux disease is recognized as a separa-
te nozological entity and is not always accompanied by hiatal
hernia, and hiatal hernia does not always cause gastroesopha-
geal pathological reflux [9]. Starting with 2001 (explained by
the emergence of modern technologies of gastroduodenosco-
py - magnification, NBI+), we separated patients with GERD
into two distinct categories, in which the first group (n=219)
only referred to primary (single) and the second group
(n=202) - to reflux disease, associated with other pathologies.

The most common association of GERD was found in pati-
ents with hernia of esophageal hiatus - 111 (54.9%) (Table 1).
Hiatal hernias in patients with GERD were a factor of severity,
especially if the hernia was of medium or large size.

Table 1. Pathology of the digestive tract associated with gastro-
oesophageal reflux disease.

Patology n (%)
88 (43.56%)
23 (11.38%)

58 (28.71%)
19 (9.40%)
14 (6.93%)

Axial hiatal hernia.
Paraesophageal hiatal hernia

Lithiazic cholecystitits
Gastric or duodenal ulcer

Achalazia

The number of patients hospitalized for GERD, especially
of the uncomplicated form, has increased over the years, be-
coming the most significant part of the non-oncological pa-
thology of the gastroesophageal junction (GE]), Figure 2.

The non-erosive form (RE gr. 0) of GERD was detected in
12.35% of the patients and the reflux oesophagitis of 1-2 de-
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Fig. 2 Dinamica spitalizarilor pentru diferite forme clinice ale BRGE.

Fig. 2 Dynamics of hospitalizations for different clinical forms of GERD.

fost cele mai frecvente indicatii pentru interventiile chirurgi-
cale (stabilite la 189 de pacienti).

In baza clasificirii Savary-Miller, a fost determinat gru-
pul pacientilor care au beneficiat de tratament endoluminal.
Acestea au fost pacientii cu leziuni extinse sub 50% din cir-
cumferinta esofagului, cu o lungime mai mica de 5,0 cm.

Atitudinea medico-chirurgicala fata de pacientii cu BRGE
complicata a fost diferita. O parte dintre acesti pacienti au
fost spitalizati In regim de urgentd, cu semne de hemoragie
digestiva superioard, anemie posthemoragica sau sindrom al-
gic pronuntat, pe fundal de ulcer esofagian si/sau stenoza a
jonctiunii esofago-gastrice.

Procedeele chirurgicale, utilizate in tratamentul BRGE,
sunt prezentate in Tabelul 2.

Tabelul 2. Interventiile chirurgicale antireflux, efectuate
pacientilor cu BRGE.

Interventii
traditionale

Interventii

Fundoplicatii .
laparoscopice

Total (%)

Nissen-Rossetti 360°
Belsey-Mark IV 360°

64 (36,0%) 69 (281%) 133 (32,0%)
7 (4,0%) - 7 (1,6%)
Toupet 270° 55(31,6%)  32(13,1%) 87 (21,0%)
Lortat-Jacob (modificat) 50 (28,7%) 144 (58,8%) 194 (46,0%)
Total 176 (42,0%) 245 (58,0%) 421 (100%)

Tabelul 3. Formele nozologice ale BRGE complicate.

Complicatii n (%)

Esofagitd peptica ulcerativa 21 (25,9%)

Stenoza peptica 35 (43,2%)

Stenoza peptica postoperatorie 4 (4,9%)
Hernie hiatala voluminoas3, asociata cu stenoza JEG 2 (2,4%)
Esofag Barrett, complicat cu stenoza sau ulcer 10 (12,3%)
Esofag Barrett cu grad inalt de displazie 2 (2,4%)

Recidiva refluxului sau/si a herniei hiatale dupa reinterventii 7 (8,6%)
Total 81 (100%)

gree were the most common indications for surgery (establi-
shed at 189 patients).

Based on the Savary-Miller classification, was determined
the group of patients who received endoluminal treatment.
These were patients with extensive lesions below 50% of the
circumference of the oesophagus, less than 5.0 cm in length.

The medical-surgical attitude towards patients with com-
plicated GERD was different. Some of these patients were
hospitalized in emergency, with signs of superior digestive
bleeding, post-bleeding anemia or intense pain, background
oesophageal ulcer and/or stenosis of the esophageal gastric
junction.

Surgical procedures used in the treatment of GERD are
presented in Table 2.

Table 2. Antireflux surgical interventions performed in patients
with GERD.

Traditional Laparoscopic

Fundoplications . ) ) .
interventions  interventions

Total (%)

Nissen-Rossetti 360°
Belsey-Mark IV 360°
Toupet 270°
Lortat-Jacob (modified)

64 (36.0%) 69 (28.1%)
7 (4.0%) - 7 (1.6%)

55 (31.6%) 32(13.1%) 87 (21.0%)
50 (28.7%) 144 (58.8%) 194 (46.0%)

Total 176 (42.0%) 245 (58.0%) 421 (100%)

133 (32.0%)

Table 3. Nozological forms of complicated GERD.

Complications n (%)
21 (25.9%)
35 (43.2%)

Peptic ulcerative oesophagitis
Peptic stenosis

Postoperative peptic stenosis 4 (4.9%)
Voluminous hiatal hernia, associated with GE]J stenosis 2 (2.4%)
Barrett’s esophagus, complicated with stenosis or ulcer 10 (12.3%)
Barrett’s esophagus with high degree of dysplasia 2 (2.4%)
‘Ff:i;::nce of reflux and/or hiatal hernia after reinter 7 (8.6%)
Total 81 (100%)




In total, au fost spitalizati si operati 81 (19,23%) de pa-
cienti cu forme complicate ale BRGE. In acest lot de pacienti,
s-au realizat interventii chirurgicale rezective, prin abord des-
chis, care, de cele mai multe ori, au fost combinate toraco-ab-
dominal (Tabelul 4).

Lotul pacientilor cu BRGE complicata a fost categoria bol-
navilor care au necesitat o spitalizare mai lunga, care a inclus
atat perioada preopertorie, cu o medie de 7,8 zile, cit si pe-
rioada postoperatorie, mult mai dificila, cu plasarea pacien-
tului in sectia de terapie intensiva pentru cel putin 2-3 zile,
pentru corectia adecvatd a dereglarilor metabolice, survenite
la aceasta categorie de pacienti.

in total, au fost efectuate 35 (8,31%) de interventii rezecti-
ve pentru diferite complicatii ale BRGE, dintre care 23 de ope-
ratii au fost plastii esofagiene.

Tratamentul miniinvaziv (endoscopic, laparoscopic) al for-
melor refractare si complicate ale BRGE a fost implementat pe
larg in clinica, atingand cote importante in ultimii ani (peste
65% din numadrul total de operatii.

Discutii

Chirurgia antireflux este o chirurgie preponderent functi-
onala. Spre deosebire de chirurgia rezectiva, toate structurile
anatomice, disecate in cadrul interventiei, trebuie mentinute
integre si, In plus, acestea, ulterior, vor constitui un complex
valvular, care va functiona In conditii de variabilitate presio-
nala dificil de evaluat.

Asadar, chirurgia antireflux, antrenata in formele necom-
plicate ale BRGE, este o chirurgie de electie, iar chirurgul tre-
buie sa aprecieze gradul de competenta al montajului anti-
reflux intre riscul de recidiva al refluxului gastroesofagian si
riscul de disfagie.

in lipsa unui efect de durata, tratamentul medicamentos
poate fi considerat ca o pregatire preoperatorie, capabil sa
realizeze remisiunea bolii sau sa amelioreze situatiile cauzate
de fenomenele coexistente bolii. Solutia radicald pentru BRGE
este obtinuta prin tratamentul chirurgical, care a avut rezul-
tate bune la distantd, in cadrul studiului nostru, in peste 85%
din cazuri din numarul total de pacienti operati pentru BRGE
necomplicata sila 57% cazuri de BRGE complicata.

Prezentarea clinica a pacientilor inclusi in studiu a fost,
in mare parte, apreciata de forma BRGE. Astfel, In forma ne-
complicatd, cel mai frecvent simptom a fost pirozisul, urmat
de eructatii si durerea retrosternald, pe cand in formele com-
plicate, predominante au fost durerea retrosternala sau epi-
gastrala, disfagia (odinofagia) si, mai rar, pirozis sau eructatia.

In acelasi timp, la 94 (22,32%) dintre pacienti, au fost de-
pistate simptome extraesofagiene. Cele mai frecvente sindroa-
me extraesofagiene au fost cel cardiac, adeseori asociat si her-
niilor hiatale voluminoase, iar cel rinolaringologic, de obicei,
a Insotit refluxul gastroesofagian fnalt. Disfagia persistenta,
scaderea ponderala progresiva, hemoragia digestiva superioa-
ra si anemia au fost simptomele de alarma care, de obicei, au
urgentat spitalizarea si au cerut examinarea complex3, in ve-
derea stabilirii cAt mai rapide a cauzei suferintei sau a compli-
catiei evolutive aparute. Aceste semne clinice au fost depistate
la 39 (12,3%) dintre pacientii cu BRGE complicata: stenoze

Tratamentul chirurgical al bolii de reflux esofagian

Overall, 81 (19.23%) patients with complicated forms of
GERD have been hospitalized and operated. In this group of
patients, surgical resections were performed through an open
approach, which were often combined with toraco-abdominal
(Table 4).

The group of patients with complicated GERD was the
category of patients requiring longer hospitalization, which
included both the preoperative period with an average of 7.8
days and the postoperative period, much more difficult, with
the placement of the patient in intensive care unit for at least
2-3 days, for adequate correction of metabolic disturbances
appeared in this category of patients.

Overall, 35 (8.31%) of resective interventions were per-
formed for various complications of GERD, of which 23 were
oesophageal plasty.

The miniinvasive (endoscopic, laparoscopic) treatment of
the resistant and complicated forms of GERD, has been widely
implemented in the clinic, reaching significant levels in recent
years (over 65% of total operations).

Discussions

Antireflux surgery is a predominantly functional surgery.
Unlike the resection surgery, all the anatomical structures, dis-
sected during the intervention, must be maintained integrally
and, furthermore, these will form a valvular complex that will
operate under conditions of presumptive variability that is di-
fficult to assess.

Therefore, antireflux surgery, applied in uncomplicated
forms of GERD, is an elective surgery, and the surgeon must
assess the level of competence of the antireflux assembly be-
tween the risk of recurrence of gastroesophageal reflux and
the risk of dysphagia.

In the absence of a long lasting effect, drug therapy can be
considered as a preoperative training, capable of achieving
the remission of the disease, or to improve the situations cau-
sed by the coexisting disease phenomena. Radical solution for
GERD is obtained by surgical treatment, which has had good
results at a distance in our study in over 85% of the total num-
ber of patients operated for uncomplicated GERD and 57% of
complicated GERD cases.

The clinical presentation of the patients, included in the
study, was largely depending by the GERD form. Thus, in un-
complicated form, the most common symptom was pyrosis,
followed by eructations and retrosternal pain, whereas in
complicated forms, predominantly retrosternal or epigastral
pain, dysphagia (and odynophagia) and, rarely, pyrosis or
eructation.

At the same time, 94 (22.32%) of patients had extraeso-
phageal symptoms. The most common extraesophageal syn-
dromes were cardiac, often associated with voluminous hiatal
hernia, and the rhinolaryngologic syndrome usually associa-
ted with high gastroesophageal reflux. Persistent dysphagia,
progressive weight loss, upper digestive bleeding and anemia
were the alarm symptoms that usually have urged hospitali-
zation and required a complex examination to determine, as
quickly as possible, the cause of the suffering or the evoluti-
onary complication that occurred. These clinical signs were
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peptice, ulcer esofagian sau esofag Barrett.

Astfel, aceasta categorie de pacienti pot opta intre existen-
ta unui simptom neplacut, dar suportabil, cum este pirozisul,
sau pentru un procedeu chirurgical, care nu este garantat a fi
100% efectiv, deoarece recidivele postinterventionale au fost
constatate in 2% cazuri. In acest caz, informarea pacientului
despre posibilele esecuri ale interventiei este obligatorie.

In cazul pacientilor cu esofagiti de reflux, determinati de
prezenta in esofag a unui material refluxat combinat, acid si
alcalin, la care au fost certificate incompetenta SEI si la care
tratamentul medicamentos a esuat, este recomandata fundo-
plicatura. Aceasta, deoarece tratamentul medicamentos nu
este capabil sa amelioreze functionalitatea SEI si, de cele mai
multe ori, este cauza principala in aparitia si progresarea re-
fluxului patologic gastroesofagian.

Astfel, chirurgia antireflux poate fi consideratd unica so-
lutie curativda pentru BRGE, mentinuta de un SEI deteriorat.
Pentru pacientii care prezinta aldturi de esofagita si semnele
unei gastrite de reflux alcalin, se recomanda completarea fun-
doplicaturii cu un procedeu de diversie biliara. Procedeele de
prevenire a refluxului alcalin, care au menirea , triplului asalt”
asupra BRGE, sunt mentionate mai frecvent in urmatoarele
tehnici chirurgicale:

= gastroenteroanastomoza pe ansa in Y a la Roux;

= gastroenteroanastomoza pe ansa in Y a la Roux-Tanner;

= interpozitia de ansa jejunald isoperistaltica.

Gastro-enteroanastomoza pe ansa in Y a la Roux ofera cele
mai bune rezultate postoperatoriu, aducand remisia tuturor
simptomelor generate de refluxul duodenogastric. ins3, acest
tip de operatie asociaza si efectele secundare, produse de ansa
Roux: sindromul de staza pe ansa Roux, ulcer, sindromul dum-
ping, diaree etc.

Un procedeu mai fiziologic a fost propus in 1987 de Tom
DeMeester, Karl Fuchs si colab.: duodeno-jejunostomia supra-
papilara (duodenal switch). Asigurand menajarea integritatii
mecanismului antropiloric, aceasta tehnica, practic, este lipsi-
ta de efecte secundare. Asadar, pentru pacientii cu esofagita de
reflux mixt (acid-alcalin), operatia recomandata este duode-
no-jejunostomia suprapapilara, cu un procedeu antireflux (ex.
fundoplicatura Nissen).

Structura interventiilor rezective in studiul nostru a con-
statat o predominare a extirparilor esofagiene cu substitutia
lui, care reprezinta o jumatate (50%) dintre toate operatiile
rezective, fapt ce denota atat severitatea, cat si extinderea
procesului patologic inflamator si/sau cicatricial in peretele
esofagului. In total, au fost realizate 23 de plastii esofagiene.
in 47,8% din cazuri, a fost utilizat ca mijloc de substitutie a
esofagului stomacul. Alegerea data a fost argumentata din mai
multe considerente. in primul rand, stomacul este organul cel
mai aproape de JEG, cu cea mai mica probabilitate de tractiune
si, respectiv, cu un risc scazut al ischemizarii grefei gastrice.
Un alt factor important este vascularizarea stomacului, care
este destul de abundentd, cu doua plexuri importante intra-
parietale - subseros si submucos. in al treilea rand, in substi-
tutia cu stomac, se realiseaza o singura anastomoza si, practic,
operatia respecta tranzitul fiziologic si succesiunea normala a
organelor. De asemenea, bolnavii dupa substitutia cu stomac,
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found in 39 (12.3%) of patients with complicated GERD: pep-
tic stenosis, oesophageal ulcer or Barrett’s esophagus.

This category of patients can choose between the existence
of an unpleasant symptom, but resistible, such as pyrosis, or a
surgical procedure that is not guaranteed to be 100% effecti-
ve, because post-interventional recurrences were found in 2%
of cases. In this case, informing the patient of possible failures
of the intervention is compulsory.

In the case of patients with reflux esophagitis, due to the
presence in the oesophagus of a combined reflux material,
acid and alkaline, in which has been certified IES incompeten-
ce and in which drug therapy has failed, is recommended fun-
doplication. This is because the medical treatment is not able
to improve the IES functionality and, most of the time, is the
main cause of the occurrence and progression of gastroesoph-
ageal reflux disease.

Thus, antireflux surgery can be considered the only cu-
rative solution for GERD, maintained by a damaged IES. For
patients presenting along with esophagitis and signs of an
alkaline reflux gastritis, it is recommended to complete the
fundoplication with a biliary diversity method. Alkaline reflux
prevention processes, which are meant to ,triple assault” on
GERD, are mentioned more frequently in the following surgi-
cal techniques:

= gastroenteroanastomosis on the Y a la Roux loop;

= gastroenteroanastomosis on the Y a la Roux-Tanner
loop;

= isoperistaltic interposition of jejunal loop.

Gastroenteroanastomosis on the Y to Roux loop provides
the best postoperative results, bringing the remission of all the
symptoms generated by duodenogastric reflux. However, this
type of surgery also associates the side effects produced by
Roux loop: stasis syndrome on the Roux loop, ulcer, dumping
syndrome, diarrhea etc.

More physiologically procedure was proposed in 1987, by
Tom DeMeester, Karl Fuchs et al, overlapped duodenal-jeju-
nostomy (duodenal switch). By ensuring the integrity of the
antropyloric mechanism, this technique is practically free of
side effects. Therefore, for patients with mixed reflux (alkali-
ne-acid) esophagitis, the recommended intervention is over-
lapped duodenal-jejunostomy with an antireflux procedure
(eg., Nissen fundoplication).

The structure of the resection interventions, in our study,
found a predominance of oesophageal excision with its sub-
stitution, which represents half (50%) of all resection opera-
tions, which denotes both the severity and the extent of the
inflammatory and or scarring pathological process in the
esophagus wall. Overall, 23 oesophageal plasty were made.
In 47.8% of cases, it was used as a replacing for the esopha-
gus - the stomach. This choice was argued for several reasons.
First, the stomach is the organ closest to GE]J, with the lowest
traction probability and a low risk of gastric graft ischemia,
respectively. Another important factor is the stomach vascu-
lature, which is quite abundant, with two important intrapa-
rietal plexes - subserous and submucosal. Third, replacement
with stomach, is done a single anastomosis and practically the
operation respects the physiological transit and normal organ



reiau mai repede alimentatia perorala, ceea ce constituie un
moment important atat din punct de vedere patofiziologic, cat
si psihologic.

Implementarea tehnicii laparoscopice a marit semnificativ
posiblitatile chirurgiei jonctiunii esogastrice. Acestea sunt in-
terventii performante, care reduc semnificativ traumatismul
manipulatiilor chirurgicale. Interventiile antireflux, efectua-
te prin metoda laparoscopicd, sunt considerate ,standard de
aur” in tratamentul BRGE si al herniilor hiatale.

Tehnicile endoscopice avansate, care permit amplificarea
imaginii si NBI*, au un loc important in aprecierea tacticii me-
dico-chirurgicale a modificarilor mucoasei esofagiene vizua-
lizate. Modificarile mucoasei esofagiene, cu suspectie pentru
mataplazie sau chiar displazie, necesita biopsierea mucoasei
pentru examinare histopatologicd, in vederea excluderii ade-
nocarcinomului JEG. Totodatd, modificarile mucoasei esofagi-
ene sunt, practic, unicul factor sau factorul decisiv in selectia
metodei si al volumului interventiei chirurgicale.

in aceasti ordine de idei, un loc aparte il are caracterul
refluxului, vazut prin prisma pH-metriei, dar si starea functi-
onala a SEJ, apreciata prin esofagomanometrie cu rezolutie in-
alta. Refluxul patologic acid sau mixt (apreciat dupa scorul De
Meester), refractar la tratamentul medicamentos, confirmat
radiologic ca si reflux inalt si agresiv, incompetenta SEI, de-
terminata prin esofagomanometrie de rezolutie inalta (HRM),
clearence esofagian intarziat - sunt criteriile care faciliteaza
alegerea si directioneaza tratamentul spre metoda optimala
de interventie chirurgicala. Desi am acceptat, de la bun ince-
put, clasificarea endoscopica Savary-Miller drept calauza in
aprecierea conduitei medico-chirurgicale in BRGE, experienta
acumulatd de-a lungul anilor ne-a sugerat ca mai exista si alte
caracteristici, care trebuie, de asemenea, luate in consideratie
in aprecierea completa a substratului morfopatologic, mai ales
atunci, cand sunt privite prin prisma tehnologiilor moderne
de diagnostic si tratament miniinvaziv (endoluminal). Astfel,
consideram cad este necesar sa se tina cont atat de raspandirea
procesului patologic la nivelul mucoasei esofagiene (in plan
circumferential si longitudinal), cat si de aprecierea patternu-
lui foveolar al epiteliului la acest nivel.

Concluzii

1) Depistarea precoce a formelor refractare la tratamentul
medicamentos necesita directionarea pacientilor catre chirur-
gia laparoscopica antireflux, pentru evitarea complicatiilor
severe ale BRGE.

2) Implementarea tehnicilor miniinvazive de tratament
(laparoscopice, endoscopice) ofera posibilitati mai ample de
abordare chirurgicala a BRGE, avand rezultate imediate si la
distanta comparabile, iar din unele aspecte, mai bune decat in
cazul operatiilor deschise.

3) Operatiile deschise sunt rezervate complicasiilor BRGE,
reinterventiilor, dar si asocierilor cu ulcerul gastroduodenal.
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sequence. Also, patients after stomach substitution, resume
faster peroral diet, which is an important moment both patho-
physiologically and psychologically.

The implementation of laparoscopic technique, signifi-
cantly increased the potential of esophageal junction surgery.
These are performing interventions, which significantly redu-
ce the trauma of surgical manipulation. Antireflux interven-
tions, performed by the laparoscopic method, are considered
“gold standard” in the treatment of GERD and hiatal hernia.

Advanced endoscopic techniques that allow image enhan-
cement and NBI+, have an important place in assessing the
medical-surgical tactics of the visualized mucosal changes.
Changes in the lining of the oesophagus, suspected for meta-
plasia or even dysplasia require mucosal biopsy for histopa-
thological examination to exclude GE] adenocarcinoma. At the
same time, changes in the oesophageal mucosa are, in fact, the
only factor or decisive factor in the selection of the method
and the surgery volume.

In this context, a special place has the character of reflux,
seen through the pH-metric, but also the functional status
of IES, appreciated by high-resolution esophagomanometry.
Acid or mixed pathologically reflux (assessed by DeMeester
score), resistant to drug therapy, radiologically confirmed as a
high and aggressive reflux, IES incompetence, determined by
high resolution esophagomanometry (HRM), delayed oesoph-
ageal clearance - are the criteria that facilitate our choice and
directs treatment to the optimal surgical procedure. Although,
we have accepted the Savars-Miller endoscopic classification
as a guide in assessing medical and surgical conduct in the
GERD, the experience, gained over the years, has suggested
that there are other characteristics that must also be taken in
consideration of the full appreciation of the morphopathologi-
cal substrate, especially when it is viewed through modern di-
agnostic and miniinvasive (endoluminal) technologies. Thus,
we consider that it is necessary to take into account both, the
spread of the pathological process in the oesophageal mucosa
(circumferential and longitudinal) as well as the evaluation of
the foveolar pattern of the epithelium at this level.

Conclusions

1) Early detection of resistant forms at the drug therapy,
requires patients to be directed to laparoscopic antireflux sur-
gery to avoid severe GERD complications.

2) The implementation of miniinvasive treatment tech-
niques (laparoscopic, endoscopic), offers wider possibilities
of surgical approach to GERD, with immediate and compara-
ble results, and in some aspects better than with open surgery.

3) Open surgery is reserved for the complications of GERD
and reinterventions, but also for associations with gastroduo-
denal ulcer.
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