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Introduction &

| ntroduction

Gastro — oesophagea reflux disease (GERD) is a
common disease world wide, that persons suffer from
nowadays. Its an annoying simple disease that if left untreated
may turn into harmful complications.

Gastro — oesophageal reflux can be ssmply diagnosed
by history and symptoms only; apart from the more advanced
investigations nowadays. Recent advances in treatment of
GERD now, alow more choice in treatment regimens that may
suite patients.

Treatment may be medica or surgical, according to
patient response. Many surgical techniques are done, but the
era of endoscopic surgery gives the upper hand for
|aparoscopic rather than laparotomy in treatment of GERD.

This research, may help to show up the advantages and
disadvantages of each technique of surgery.
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Chapter 1

Definition of Gastr o-Oesophageal
Reflux Disease (GERD)

The gastro-oesophageal reflux disease is defined as
failure of the anti-reflux barrier, allowing abnormal reflux of
gastric content into oesophagus. Gastro-oesophageal reflux
disease is a mechanical disorder most commonly caused by a
defective lower oesophageal sphincter (L.E.S.). GERD is an
extremely common condition accounting for nearly 75% of
all oesophagea pathology (Smith, 2002).

Gastro-oesophageal reflux isthe reflux of gastric content
whether they are acidic, neutra,or akaine into the
oesophagus,athough acidic reflux is the marker which is
measured in ambulatory pH monitoring (Richter & Castell
1982, Little, 1980).

An aternative definition of gastro-oesophageal reflux
disease is the presence of endoscopic oesophagitis. Using this
criterion, assumes that all patients who have oesophagitis,have
excessive regurgitation of gastric juice into their oesophagus,
this is true in 90% of patients, but in 10% oesophagitis has
other causes (Schwartz, 1999).

Gastro-oesophagea reflux disease (GORD) is an
important condition, firstly because of its frequency, being the
most common upper digestive disorder, and secondly because
of the risk of serious complications including ulcer,stricture
and Barrett’s oesophagus. The term gastro-oesophageal
reflux, reflux oesophagitis, and hiatal hernia are frequently
used interchangeably, athough they are of no mean
Synonymous.
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A small amount of acid gastro-oesophagea reflux (pH
less than 4, for up to 5% of 24 h monitoring period) occurs
physiologicaly and pathological gastro-oesophgeal reflux in
excess of thislevel isreferred to as GERD.A third approach to
define Gastro—oesophagea reflux disease is to measure the
basic pathophysiological abnormality of the disease, i.e,
Increased oesophageal exposure to gastric juice (Schwartz,
1999).

Gastro- oesophageal reflux itself, per se, is a
physiological phenomena, which usualy occurs during the
postprandial period in most of people.Up to 50 reflux episodes
may occur in a 24 hours period, but most of these episodes are
short lived. Exposure of lower oesophageal mucosato acid PH
less than 4 should not exceed 5 % of 24 hours period. So
Gastro — oesophageal reflux; in excess to this amount; is
considered pathological and leads to oesophageal mucosal
sensitization (Cuschieri, 2000).

From a historical prospective, the Gastro — oesophageal
reflux disease (GERD), was not recognized as a significant
clinical problem until the mid of 1930s, and was not identified
as precipitating cause for oesophagitis till after World War I1.

Initially, the symptoms of Gastro — oesophageal reflux
disease were associated with hiata hernia. This led to the
conclusion that the hernia itself was the cause of symptoms. It
seemed reasonable to attempt to correct these symptoms
surgicaly by reducing the hernia with simple closure of the
crura.

The results of this first surgical effort was uniform
falure. The reasons for falure were eusive because of
ignorance, regarding the pathophysiology of gastro -
oesophageal reflux disease and its relationship to hiatal hernia
(Peters, 1997).




