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Background
Gastro-esophageal reflex disease (GERD ) was defined according to the Montreal consensus as “a condition which develops when the reflux of stomach contents causes troublesome symptoms and/or complications”1.Symptoms were considered “troublesome” if they adversely affected an individual’s wellbeing. From a surgical perspective, GERD is the failure of the antireflux barrier, allowing abnormal reflux of gastric contents into the esophagus2. GERD has long been recognized as a significant public health concern. Heartburn afflicts more than two thirds of adults at some point in their lives, and accounts for millions of physician office visits every year3. Several randomized controlled trials with follow-up of these studies ranging from 1 to 10.6 years have compared surgical therapy with medical therapy for the treatment of GERD . These studies strongly support surgery as an effective alternative to medical therapy both for patients with good symptom control on medical therapy and for those who achieve only partial symptomatic relief from PPIs4. Nissen fundoplication remains the standard procedure for correction of pathologic reflux disease5. When compared with partial fundoplication operations , this procedure; provides best relief for symptoms, returns the postsurgical patient to normal 24-h pH values and better increases the distal esophageal sphincter pressures.


Method
To describe special presentations of Gastroesophageal Reflux Disease (GERD) in which Antireflux surgery choice needs precaution and experience. Failed fundoplication, short esophagus, Alkaline reflux esophagus and Atonic esophagus are some examples of those  presentations. A combined review literatures of some of these difficult presenting GERD cases, and presenting our experience managing them, with video presentation.

Results
For fundoplication failure: despite these excellent results, the total fundoplication operation may fail just as its partial fundoplication counterpart. 
Reports on re-operative surgery for gastroesophageal reflux bear witness to these failures 6-9

Discussion 
When the proper indication exists and no technical errors are made, the failed fundoplication may be due to fundoplication disruption.
Causes of fundoplication disruption are many, but not necessarily indicate change of type of fundoplication when re-operating.
A. Poor technique i.e.:
 	1. Incomplete dissection of retained mediastinal prolapse of stomach and having enough 	intraabdominal esophagus,
	2. . Incomplete short gastric division, thus the fundus is not sufficient to have floppy wrap
	3. poor plication of stomach (suture number and type and fixation to esophagus and 
            (diaphragm), weak hiatus repair ( not using augmented mesh when indicated)
	4. Twisted wrap
	5. Wrap on stomach. ( I have seen famous GIT and  Bariatric surgeons doing this fault).

B. Difficult pathology
	1. Short esophagus with excessive fibrous reaction, not elongating esophagus
	2. week wide hiatus, or fibrosed frozen
	3. this causes eversion of wrap , prolapse into mediastinum, if wrap done without         esophageal lengthening.

The large paraesophageal hernia with chronic shortening may well be responsible for a short esophagus as well. In these patients, four choices of repair are available: 1) the Collis gastroplasty associated with a partial or total fundoplication; 2) a total fundoplication; 3) the intrathoracic fundoplication; and 4) the intrathoracic Thal-Nissen repair.

This video from IRCAD, the choice of surgery in shortened peptic esophageal stricture. A Collis Hill procedure.

Maher 8 opted for transthoracic repair in all but three of his 55 patients. In 12 patients he preferred to perform a Thai repair. 
Hill et al. 7 reported on 114 patients with a failed Nissen fundoplication. Most of these patients presented with recurrent reflux symptoms and dysphagia. They transformed the first operation into a Hill posterior gastropexy. They report satisfactory results in 80% of the patients with a 2% mortality.
 
Leonardi and Ellis 6, however, reported on 54 failed operations and only three patients with strictures had to be re-operated through the chest: two had a Collis-Nissen gastroplasty with excellent results, one required a resection. 
Ellis 10 observed excellent reflux control and a normal recreation of a high pressure zone amplitude when using a gastroplasty with a total fundoplication for patients with a strictured esophagus.


The esophagus is rendered atonic by esophageal myotomy performed for primary idiopathic motor disorders.
Adding an antireflux operation below a myotomized segment may result in the esophagus being unable to properly empty its content. 
Gastroplasties, with either partial or total fundoplication, will result in obstructive symptoms 
The use of a Nissen fundoplication, even if made loose and short, creates enough functional obstruction over time to warrant reoperation in nearly 50% of patients treated with this operation.
The use of a partial fundoplication to protect the myotomized esophagus from potential reflux seems to reach its goal while allowing satisfactory emptying of the esophagus.
Scleroderma causes atony and poor propulsion in a majority of patients affected by this condition when referred for reflux symptoms.
A standard Nissen repair in this situation may become obstructive.
In our experience of 14 patients treated for that condition, 12 had a total fundoplication although modified by being made short (2 cm) and over a large bougie.
Our observations showed that these patients had symptoms of slow emptying and only one showed episodes of dysphagia.
Thus, the ideal operation in the scleroderma patient may not be a total fundoplication, but for the time being, 
Interestingly, the notion that the type of fundoplication should be tailored to esophageal motility 11,12 (level III) has been challenged by several studies. The available evidence suggests that the outcomes of patients with esophageal dysmotility are not affected by the type of fundoplication 13,14 (level I).
DOR fundoplication for Achalasia 15
Atypical variants of achalasia are under recognized. Nine randomized controlled trials (including both open and laparoscopic techniques) with follow-up of 1 to 5 years have compared the Toupet fundoplication with the Nissen16,17,18 (level I). 
The majority of published studies have demonstrated lower dysphagia rates after Toupet fundoplication and no difference in heartburn control between the two procedures at follow up (level I

Video: Toupet fundoplication for Hiatal hernia with Atypical esophageal manometry study.

Conclusion
It seems that it is the extent of damage and the type of damage that will dictate best the choice of an antireflux operation other than the Nissen fundoplication.
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