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SENIOR THESTIS

PEPTIC ULCER

TREATMENT OF PEPTIC ULCER FROM SURGICAL
POINT OF VIEW
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PREFACE

In preparing this Thesis my aim has been to res-
trict its contents to such a degree as to facilitate
the gainful comprehension of the reader, Owing to the
limited time of the average person to find out for him-
self what is for him important and essential amongst
the immense mass of modifications, Wolfler, in I88I,
at the suggestion of his assistant Nicalodoni, the
ideal of Gastric Surgery began, The necessity therefore
has arisen for treating the rudiments of Gastric Sur-
gery in a manner especially adapted to the requirements
of physiological functions of the stomach. The treat-
ment of peptic ulcer is based on the course of years
of experience of trial and error in the Huropean €onti-
nent as.well as in the New World.

It is the belief of the writer that, in order that
struggling young doctor may get the most out of his "day
dream " in the realm of Gastric Surgery, his interest w
must be aroused at the onset. He must be.made to perceive
that the subject in question has a direct bearing on the

problems in which he is interested. Accordingly, a brief
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introductory historical account is given, which serves
to indicate the importance of physiological construc-

tive Gastric Surgery in order to establish the normal

function of the stomach. To this end, the writer when

possible has illustrate the principles by drawings

taken from the fields of Gastric Surgery, in Journals,

and in texi books.

S. B, Ledesma
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TREATMENT OF PEPTIC ULCER FROM SURGICAL POINT OF VIEW

S. B. LEDESMA

Originating in the great school of Vienna,
fostered in Germany, its progress accelerated by mayo
and Robson, given a classical status by Moynihan, me-
chanized by Murphy and culminating in the Mayo Cli- #
nic, the great field of gastric surgery undergoes
trial and error, progress and extension has estawi..
blished, yet in bad risk the mortality is s$till high.

Surgery of the stomach and duodenum has been
developed step by step. Each year has shown some pro-
gress, new suggestions; aids to diagnosis; aids to
treatment; some have been eliminated, some have been
improved. Bold adventures in surgical procedure have
recured fresh, unexpected, and even stronger advocacy

and support,.

One of the questions that interest all medical
circles to-~day is the treatment of gastric and duo-
denal ulcer. Purely medical on the one side, conser-
vative or radical surgery on the other, are cons-
tantly discussed subjects. All agree on certain ob-

solute indications of surgical interference, such as

mechanical obstruction of the pylorus,"acﬁfé hemorrhéée}é«
R ’%? R
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and perforations. A diverge of opinion is present,
however, in the management of chronic ecallus ulcer.
Putting the stomach at rest and controlling the acidity
are the subjects of medical treatment. Perhaps in no
other field of medicine is there as great a diversity
of opinion at the present time as that which exist con-
cerning the proper treatment of lesions of the stomach
and duodenium. It offers one of the most frequent to-
picszin the medical journal.

One of the fundamental points all seem to agree
that all cases of gastric and duodenal ulcer should be
given everyvpossible benefit of medical treatment be=-
fore surgery is contemplated. This is particularly
true of duodenal ulcer in which there is no danger of
mal ignant degeneration and because many duodenal ulcers
are undoubtedly cured by proper diet and medical the~
rapy. Because of the danger of malignent degeneration
gastric ulcer should come to surgery earlier if medi-
cal treatment does not produce results, Of course, if
there is any suspecion of cancer no time should be lost
in temporizing with medical treatment., So in all duo-
denal ulcers and most gastric ulcers agre®given a tho-
rough trial under careful medical care before coming
to operation i} all the better cliniecs everywhere, If
symptoms persist after medical treatment or if symptoms

recur after returning to ordinary life, operation is
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indicated.

The picture of abdominal ulcer and perforation
into the abdomen was well described in the time of
Hypocrates, and under 400 years its management is open
to-day to such a divided opinion as was the reeent
attempt of Ruth Elderly to cross the Atlantic at that
time of the year. We have it on authority of the emi-

nent English surgeon, Moynihan, that perforation is

-the most serious of all complications which can affect

a duodenal ulcer. Delay in the diagnosis of appendici-
tis is regretable, but does not cause the patient's
life;, gall-bladder or pyosalpinx is dangerous occurrence
but the position may frequently be remedied by a later
operation, but in thg case of a perforation a delayed
diagnosis or an incorrect diagnosis 1is equivalent to
a death sentence with very slight chance of reprieve.
Better an early operation by an indifferent surgeon
than a late operation by a mastér.

History.

The first history of the pathologj of gastric
ulcer was published by Baillie in I793,(2), but inas-
much as it was not accompanied by any clinical data,
it had 1ittle effect in stimulating interest in the
condition.

In 1824, Abercrombie, (I) described much of the sym~
ptomatology of gastric ulcer but did not differentiate

gsimple ulcer from ulcerated carcinoma. The credit of
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having first recogmized the difference beiween ulcer
of the stomach, carcinoma and ordinary gastritis be~
longs to Cruveilhier, (I0) who between I€29 and 1835,
-published accurate description. of the anatomy, the
clinical course and the treatment of gastric ulcer,
Following this report, Rokitansky, in 1839, described
the anatomy of gastric ulcer, O0f the enormous numbers
of articles published at this {ime I885 very few have
advanved materially on knowledge of the pathology of
the condition of the ulcer., Due largely to their di-
vergence from commonly accepted ideas Wilson and Mac-
Carthy have directed attention to the development

of carcinoma in simple ulcers, The theory of bacterial
origin has received renewed support from ithe work of
Rosenow. (38). The development of surgical techhic has
~increased greatly, the extent of surgical treatment,
and also has been the basis for great amount of work
on the experimental production and treatment of this
condition,

In 1881, surgical treatment of gastric ulcer and
carcinom& began. Prior to this incident, however, fol-
lowing experimental from dogs Giessenbauer and von
Winiwater (I9) introduced pylorectomy in I876; Pean,
in 1879; and Rydygier, in I880,(35) . Billroth, (6) in
1881, successfully removed a pyloric carcinoma and

sutured remaining portion of the stomach to the duode-
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- num became known as the Billroth I method. In 1885,

Billroth used gastroenterostomy to restore continuity -
follewing gastric resection. This became known as Bill=-
roth II method. Following this method modifications have
been made by numerous surgeons which I shall discuss
later on this paper.

In 1886, Heineke,(22) performed a. plastic operation
on the pylorus. In 1891, Kocher's side to end gastro-
duodenostomy was reported. In 1892, lateral gastro-duo-
denostomy was suggested of Jabouly (25). In Dr. Welch
article in 1885 viewed on the exploration and resection
of bleeding ulcers finds many followers to-day, who look
upon such & procedure as inferior to the benefit con-
ferred by absolute rest, diet and approprate medication.

Incidence:

Relative frequency of gastric ulcer has usually{
been estimated from its occurrence as found at autopsy.
This method is probably the best at our disposal., In a
total of 100,000 autopsies in Europe, the incidence of
gastric ulcer was found to be between 4 to 5 per cent.
while of 31,815 in America autopsies gastric ulcer was
found to be 1.3 per cent. Experience of Mayo, Keed and
Einhorn indicates that duodenal ulcer occurs about
three times more frequently than does gastric ulcer.
Such clinical diagnosis is cbviously unreliabke but may

be of some practical'value later on.
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Theories:

The theories which have been advanced regarding
the clinical cause of peptic ulcer may be classified
according to whether or not the initial lesion is re-
garded as inflammatory, neurogenic, circulatory or bac-
terial or digestive. The principles embodied in these
theories have been claimed to act either independently
or in combination in producing the acute ulcer and deter-
mining its chronicity. Detail description of these nu=-
merous theories is not given her.

Inflammatory theory:

This theory was one of the earliest theories
advanced and was influenced by Abercrombie, (37) who
believed the presence of inflammatory eisewhere in the
stomach., Various degrees of gastritis are frequently
found in conjunction with chronic ulcer, but ﬁheré is
no basis foi assuming that it may be a cause rather
than a secondary result of the presence of ulcer,

Neurogenic fTheory:

This theory, Rosenow,(39) has had several inter=
pretations, A disturbance of the nerve supply of the
stomach has been claimed to account for hypersecretion
of gastric Jjuice, hypermotility of the musculature, ..
blood vessel spasm and trophic states, all of which have
been associated by different authors, with condition of
chronic uvlcer. The stomach is innervated both by the

vagus nerve and by sgmpathetic fivers from the celiac
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plexus., These nerves approach the stomach through the
gastric hepatic omentum, and after penetrating the mus-
cular coats form the myenteric ganglia. Necoloysen, (29)
found these ganglia more profuse in the region of the
cardia and néar the pylorus., Irritability of the VegeQ
tative nervous system has been called upon to explsain
circulatory disturbance which may be due, as stated
above, vessel spasms or to a localized anemia resulting
from prolonged muscular construction.

Circulatory theory:

As a course of simple ulcer, local circulatory
disturbance with arrest or impairment of the circula-
tion in a citcunscribed part of the stomach wall have
been supported by the work of many experiments. Rokitans;
ky(40) and (37), was the first to note hemorrhagic ne-
crosis of gastric mucosa and his observation was follow-
ed by Virchow' s description of digestion following
hemorrhagic infiltration induced by local impairment of
circulation. Conditions that may affect the circula-
tion of any part of the stomach will include embolism
and thrombosis, atheroma gndarteritis obliterans, fatty
degeneration, amyldid degeneration, miliary aneurysm and
varisoce dilatation, compression and obstruction by

spasm of the muscular coats of the muscular wall and

vaso constriction of neurologic origin,
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Bacteriological theory:
" Rosenow, (38) early advocated the theory that sta-

mach ulcers were of infectious origin. The role of bace

teria has been eonsidered two-fold, embolic and toxic.

The embolic thebry leads again to the idea of local cir--
culatory distrubance, which to toxic assumes a specifici-
ty against gastric mucosa., Rosenow of the Mayo Clinic
in I916 described an ulcer comparable to man produced
by certain strain of strptococcus, Streptococcus has
been isoiated‘repeated from various foci of infection
in patients with ulcer. He spates in conclusion that -
the small ulcer.of the stomach and the duodenum in man
is primarily due to a localized hematogenous infection
of the mucous membrances by streptococci.

Corrosive theory.

Corrive theory has long held the attention of
surgeons o be the etidiogical factor of ulcer, It is
now generally thought that gastric secretion has little
or no part in the initiation of ulceration, but that
its digestive action, afger injury to the mucosa is
an important contiribution toward the chronicity of
the ulcer. With ordinary injuries, gastric digestion
alone is insufficient to prevent healing. Epithelium
other than gastrig is able to resist this action of,

hydrochloric acid. This resistance has been atiributed
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to the presence of musin in the mucous secretion cf‘
the pyloric antrum and to the presence of a so called
anti-pepsin. Peptic ulcer probably originates from va-
rious causes acting upon favorable tissue, that part -
of the stomach and duodenum supplied by the right gas-
tric and the duodenal artery, with its supraduodenal bz
bfance. The initial injury is rendered chronic by the
continous erosive action of the gastiric juice, which is
aided in its effect by adjacent neuritis, perineuritis
and obliterating endarteritis..

Sequelae and complications.
e The four principal complications of gastric ul-
cer are contraction in healing, perfozation, hemorrhage
and malignant change, Cicatricial contraction causes
various deformities. Among the more important of these
deformities are stenosis of the pylorus with resultant
obstruction and dilatation of the stomach; approxima-
tion of cardiac and pyloric orifice by the healing of

‘ulcers on the lesser curvature; hour glass stomach pro-

duced by the cicatrization of saddle ulcers, and more

rarely stenosis of cardiac orifice.

Perforation:

As the ulcer extends in depth a circumscribed_
peritonitis resulting in the formation of adhesion in
the surrounding viscera. Perforation into the perito-
neal cavity may be permanently or temporarily averted.

Shovld the ulcer perforate before adhesion, the perfo-
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ration would of course be directly into the greater or
lesser peritoneal cavity.
Hemorrhage:

The source of hemorrhage is from blood vessels
either in the $stomach wall itself or immediately ad-
jacent to it. Bleeding may also occur from ¥essels in
the parenchyma of organs invaded by the ulcer. Most
common source of fatal hemorrhage is from the splenic
artery.

Malignant fransformaticn: _

First suggested by Cruveilhier,(II) this tendency
of gastric ulcers to become cancerous has been comented
on repeatedly by pathologists and surgeons since that
time. It is considerable importance to the surgeon,
inasmuch as his treatmeht of gastric ulcer must be pro-
foundly influenced by his opinion of the proportion of
simple ulcers in which this carcinomatous change may
be expected. Cabot and Adie,(I3) have recently revived
the trend of opindén on this subject from 82 per cent.
of gastric ulcers develgpcecarcinoma. while IB_authors
believe the freguency to be over 50 per cent. In the
later case the operating surgeons would tend to be
radical in his procdedure than that of the former. |

Diagnosis:
The most important of the signs and symptoms df

gastric ulcer include, hematemesis, melana, abdominal
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pain, nausea and vomiting. Altho hematemesis said to
be present in only about 50 per cent. of cases, its
occurrence is of much value in arriving at the diag-
nosis. If the bleeding is small, the blcod may not

be vomited immediately, but may remain in the stomach
long enough to assume the characteristic coffee ground
apprearance, On the other hand vomiting may not occur
and the blood will be passed in the stools, giving

to the latter its dark color, When the hemorrhage has
been profuse it is usually vomited immediately, before
the gastric juice has converted hemoglobin to hematin,
and it may be bright red in appeérance, if arterial or
may be composed of large clots., A large hemorrhage
occasionally may not be vomited, but may pass through
the intestine and produce a tarry stool or more rarely
a bloody stool. Such a large concealed hemorrhage may
be accompanied by sudden palor, faintness, increased
respiration and rapid pulse.

Abdominal pain is often & complaint, It is usuvally
described as boring. In gastric ulcer the pain is us-
vally epigastric Just below the ensiform cartilage. It
may be intensified by eating or it may reach its maxi-

mum and hour later. There may be hyperesthesia and ten

derness of the skin, and not infrequently this is pre-
sent in the back between the I0th thoracic and the first
lumbar spine. This abdominad pain often relieved by vo-

miting may develop immediately on the ingestion of fdod
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altho it may be deferred.

The symptoms of gastric ulcers such as hematemesis,
melana, abdominal pain, nausea and vomiting may result
from other conditions which are to be differentiated.
These conditions include duodenal ulcer, gastric car-
cinoma, benigh tumors, diverticuli, cholecgstitis, cho~-
lelithiasis, chronic appendicitis, hepaticdcirrhosis,
splenic anemia, syphilis and functicnal neurosis,

In duodenal ulcer melana is more common than hema-~
temesis., Pain is usually more variable in intensity
and location. It may be located more toward the right
side and occur several hours after eating. This is us-
uvally designated @&s hunger pain, ahd is apparently bt
brought about by the excitability.of the stomach due
to the presence of an inflammation process. This in-
flammatory process need not necessarily be located in
duodenum or stomach., Chronic cholecystitis and appen-
dicitis are not infrecuently a cause., A pain which
prompt a man to keep & glass of milk and crakers near
his bed is much more liable to be of duodenal tham of
gastric origin.

With gastric carcinoma, large hematemesis are less
frequent than with ulcer. The bleeding come from small
oozing ulcerated surface; and usually of the @offee
ground variety. Pain is variable in charactergand ine

tensity. Nausea and vomiting are characteristic. The
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amount and character of vomiting depend on the location
of the growth, When the obstruction is near the cardia
vomiting may be actual regurgitaticn. Carcer in the
body of the stomach symptoms may be very few, and may
suggest merely of dyspepsia or gastritis. When the py-
lorus has been slowly encreached upon the stomach may
be marked}ly dilated, and vomiting occurs only at inter~
val of several days. Vomitus is very foul and nauseating.
due to fermentation and decomposition. There are other
signs equally important; occurs frequently in old age,
progressive loss of weight and strength and, in its lagter
stages, fever, cachexia and abdominal tumors.

Benigh tumors of the stomach include myomata, fi-
bromata, lipomata, polypoid epithelial growths and en-
dotheliomae. The pedunculated tumors and po%?i% when sit
situvated near the‘pylorus may bring about a characteris-
tic valvular form of obstruvction.

Diverticuli are more common fn the duodenum'than’in
the stomach., This is probably due to the fact that in
embryonic iife the duodenum ma%,be the source of budding
out processes analogous to those outgrowths which give
rise to the liver and pancreas. These diverticuli may
cause sgmptoms which may be.difficult to differentiate
from those gastric ulcer,

Chronic cholecystitis and cholelithiasis, in their
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mild stages, may give rise to s&mptoms which suggest a
gastric ulcer., Bleeding is not so frequent and the pain,
nausea and vomiting more variable in their character.
The pain is more right sided and often radiateg to the
back,

Chronic appendicitis hnas given rise to many errors
in diagnosis. It is a condition which must always be con-
sidered in making the diagnosis of peptic ulcer, since
it is the condition most frequently mistaken for both.
There may be bleeding, epigastric pain and tenderness,
and nausea and vomiting., The pain is often hunger pain
in character, due to reflex pylo-spasm, and pressure over
the appendix and the gall-bladder should be carefully
inspected.

Hepatic cirrhosis and fibrotic spenomegalies are
often a cause of hematemesis. By obstruction of the por-
tal circulation varices may develop, which are a frequent
cause of bleeding from the mucous membrane:z or from the
larger vessels of the stomach and esophagus.

Syphilis may be present a clinical picture sometimes
distinguished with difficulty from that of gastric ulcer.
This disease may manifest itself in the gastric crisis
of tabes dorsalis, or it may be present in the form of
clinical syphilis of the stomach, It is needlessrto say
that a blood Wassermann should be a part of every phy-

sical examination when gastric disease is suspected. A
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careful history and physical examination will eliminate
most of the conditions which may present the clingeal
picture of gastric ulcer. Primary anemia with gastric
symptoms may not be overlooked., Vomiting and‘other Sym-
ptoms referable to the stomach are not uncommon inﬂane;
mia. If nausea and vomiting arise from this source, it
will be found that food is generally well taken after

a few days rest in Dbed.

The stool.is examined for occult blood in every case.

The examination should be made after a meat free~-diet
of three dawys duration and should be repeated several
times. The finding of occult blood in the stool sig-
nified only that there has been bleeding at some point
in the gastro-intestinal tract, If present, the stool
should be examined for blood cells, in order that bleed-
dng £rom. theplowérirechum orihemorrhoidscmayrbe elimi-
nated. The teeth, gums, and throat should be carefully
examined since bleeding from this source may be confu-
sing. Gastric analysis, both of the fasting stomach,
and after a test meal are a part of every examination.
Increased hydrochloric acid values are common in both
gastric and duodenal ulcer, decreased hydrochioric acid
or achylia, more frequently in gastric cancer and in
anemia. There may be hypersecretion present in chronic
appendicitis, chronic cholecystitis and in some func-

tional neuroses.
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The roentgen-ray examination contributes much:in:
the diagnosis of gastiric disease. It is not infallible
and should be considered only as an important link in
the chain of evidence on which is based the diagnosis
of gastric or duodenal disease,

In conclusion, the diagnosis of gastric and duodenal
disease is based on the careful accumulation and inter-
pretation of information derived from many sources. It
is only by this thorough examination that patients may
be divided into the truly medical or surgical groups and
that border-line conditions decrease in number., Most
surgeons will feel that the study and diagnosis of non-
acute upper abdominal condition is more properly within
the province of the practitioner whose interest lies in
thig direction. Coorperation between the internist and
the surgeon is the sine gua non of successful results;
and is the means of aYoiding those extremes of error,
unjustifiable surgery and equally unjustifiable posponed
surgery.

Indication for surgical intervention in gastric
and duodenal ulcer.

I. Patient who have been treated medically by com-
petent men and who have gone through one or more ulcer
cures without becoming free of symptoms should be opera-

ted upon.
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2, Symptoms of pyloric obstruction not relieved
by medical management.

5. Repeated hemorrhages, no matger how small,(he-
matemeses,;and occult bloocd in stools.)

4, Penetrating type of ulcer.

5. Perforation is an obsolute indication,

€. In all cases when there is a reasonable ground
for suspecion of carcinoma.

7. With troublesome hour-glass stomach.

8., Patients who cannot afford to stay in bed,
and the only means of supprort of nimself and
family; such patients are confronted by a real
economic situation and operation should be
seriously considered, especially if conscien-
cious treatment has been tried and has not
provided permanent relief.

If we have decided in a given case that surgicald
treatment should be resorted to, the important question
arises which of the many operations that have been de-
vised should be ﬁsed. Almost all surgeons agree that
there is no standard operation that could be employed in
every case, and the mode of precedure to be decided upon
after the abdomen has been opened and the disease parts
have been carefully inspected. A grea many methods are

at our disposal namely; conservative operations and the
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radical operations.
Conservative operations
I, Gastro-enterostomy
£, The different methods of plastic operation
3. The local excision of the ulcer with or
without gastro-enterostomy.
Radical operations
I. Resection of the stomach, including resec-
tion of the pylorus.
Another classification has been suggested in the =

surgical treatment of chronic (non-perforated ulcer)
under three main heads.
J. Excision
a. Simple excision of tihe ulcer}
b, Combined with pyloroplasty.
c. Combined with gastro-enterostomy.
Z. Gastro-enterostomy
a., Gastro-enterostomy alone.
b. Combined with excision
c. Combined with jeJjunostomy
5. Resection of giportion of ctive stomach, .
asReséetion of the body(sleeve or seg-
menfed cresect i6n)
b. Partial gastreetomy

¢c. Total gsstrectomy

This classification is obviously quite arbitrary
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but it forms a good working basis and is readily under-
stood.

For almost forty years gastro-enterostomy was the ¢
operation of choice for duodenal ulcer, pyloric ulcey,
and for those ulcers at the lesser curvature which were
situated in the vicinity of the pylorus whether on the
anterior or posterior portion whether penetrating or
not. Gastro-enterostomy was devised by Wolfler, (45) at
the suggestion of his assistant Nicalodoni, Iin7I881, as
a drainage operation in cases of pyloric obstructiQn,
Depage (I4) in Paris 1883, was the first surgeon to use

and devise gastro-enterostomy for the cure of pyloric

~ulcer. Since that time gastro-entercstomy has been the

operation for both gastric and duodenal ulcer. In pylo=-
ric stenosis due to scar ceﬁ}réctions Fiﬁney,(IG) ope~
ration should have been the preference to gastro-ente-
rostomy if the duodenum can be mobilizeds In small ulcer
in the lesser curvature, cautery excision after Balfour
(20) may be practiced.

Consérvative operation.

As the years passed by it was found by medical
men , as well as by thé surgeon, that after a certain
reriods of health these patients again complained of
pain , of nausea and hyperacidity. Not infrequently
Jejunal ulcers developed at the sight of anastomosis.

These failures of the conservative operations to cure
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permanently have been prompted many surgeons of large
experience to turn to the radical opera£ion namely,
resection of the ulcer bearing portion of the stomach.
Several methods are at our disposal to restore the con-
tingity of the alimentary track after remxection of the
stomach nemely; end to end anastomosis of stomach andir
duodenum according to Billroth I ﬁethod or the posterior
gastro-enterostomy with rest of the stomach, Billroth -
IT method. There are inexistence to-day a number of mo-
difications of the Billroth method 1II,

In the choice pf operation the surgeon nust be
wholly influence by the condition of his patient and
should be guided directly by the condition found in the
individual case, The operative procedure selected will
then be determined by the surgeond opinion regarding
the foldbowing important consideration; (I) the important
of remaval of the ulcer bearing area of the stomath; (2)
the efficacy of the reducticn of gastric acidity by a
large resection; and (3) the possibility of subsequent
carcinomatous transformation.

Moynihan (£8) in his Huntarian lecture states that
the mortality is higher with medical than with surgical
treatment, taking into account the results of perfora-
tion and hemorrhage while under treatment. Investigation
hag shown that medical treatment of ulcer is attended

by Jjust as grave risk as is aurgical treatment, and,
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unless instituted very early, is not likely to bring about
radical cure. Failure of medical treatment, surgical
oreration must be instituted.

Disadvantages of medical treatment.

Medical treatment is dangerous, prolonged, and
it looks as a very tidious business. Qur object is not
temporary ;o abolish the symptoms but to secure the
£im &%eﬁgﬁzf,@i the ulcer. Medical treatment of the
rast has faifid very badly. It fails far to often today.
The ambulatory ahd perfunctory treatment of gastric
and duodenal ulcers by triple carbonates and ade-
quate dietary restriction has added much to surgical
anxiety and unhappy experience.

Pre-operative preparation.

Previous to all surgical operations upon the
stomach there should alwayps be a period of preliminary
preparations, utless it is an emergency. For several
days previcus to the operation the patient is instruc-
ted to brush his teeth, and rinse the mouth with one
per cent carbolic acid solution several times a day.
Food is scrupolously watch, nothing but sterile cooked
food., If there is gastric stasis present, iaﬁage once
or twice a day should be employed. Cushing and Levingood
(9) have been convienced that acid stomach will steri-
lized itself in approximately forty eight hours, ifrno

infectious material is %gested with the food. However,




e N

By

-

this rule does not apply in the case of ulceratihg car-
cinoma of the stomach walls,

The routine comprehensive physical examinations of
the patient demanded by good surgery should never be
omited, except in case of dire emergency. Force fluids
transfusion indicated with hemogiobin under sixty.

Anesthesia used.

In the choice of anesthesia due consideration sl
should be given to the claim of local as against gene-
ral methods. Regional anesthesia is becoming more and
more prac?ived as our knowledge increases., The adminis-
tration of a general anesthesia should always be in the
hands of the most competent anesthesist available. The
fundemental rules of goocd surgery, meticulous attention
to details, complete asepsis, gentle handling of tissues
absolute hematasis, and avoidance of undue haste, should
govern the surgeond$ very action. When-scruﬁu;ously ob=-
served they to a marked degree, favorably influence the
ultimate results, |

Bastianelli in Rome, Italy; and Finsterer in Vienna,
do almost all of them while doing stomach and duodenal
surgery employ local and splanchnic anesthesia. I¥ is
not a pﬁ%ect anesthesia by any means and the patient do
suffer considerable pain., However, both these men claim

that they have reduced their operation mortality by half
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since adopting this method and stopping the use of ether
and chloroform entirely.

H.P.Brown (7) uses nitrous oxide akd oxygen as anes-
thesia as a choiee uhless the surgeon has a strong pre-
ference for some form of local anesthesia in perforation.

The treatment of acute»crisis.(Hemorrhage)

The complicating gastrié ulcer which have the great-
est effect in bringing about an acute emergency are per-
foration and hemorfhage. Ebét surgeons rarely felt that
operative infervention was indicated in hemorrhage from
gastric ulcer, The treatment of choice is the physiolo-
gical rest. Obsclute rest in bed, sufficient porphia to
insure gastro-intestinal quiét, nothing by mouth, nor-
mal 84lt solution administered by hy hypodermoclysis,
glueose and soda by proctoclysis, and ice-bag to epi-
gastriom constitute the routine treatment. Blood pres-
sure must be watched carefully. If transfusions arevused,
the amount in any single administration should not exsc
ceed 250 cc. The ordinary 500 cc. may increase the B.P.
and organized blood clot may be discharged. In some
cases thromboplastin and horse serum may be used to
distinct benefit. In severe hemorrhage surgery is re-
sorted to only when the hemorrhage is repeated or afjer
recovery from it to prevent Turther bledding.

Perforations.

Of all the catastrophies thalrequire the help of

the surgeon few are more urgently insistent in their
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demands upon his resources than is a perforated gas-
tric ulcer. Not only is the life of the patient serious-
ly Jjeopardized by the rapidly ensuing peritonitis, but
the frequency accompanying shock and agonizing pain
demands the earliest possible relief.The most charac-
teristic feature of acute perforation of gastric ubcer
is a sudden unheralded pain in the epigastrium guite
an extreme severity. Patient lies in one position not
daring to move; his body tense and rigid, abdomen sen-
sitive especially over the perforation. As soon és diag=-
nosis is made; it is safer to open the abdomen imme-
diately, while patient is still in goéd condition., When
in doubt, operate as this often the more conservative
course of treatment,

If the ulcer haprens to be situated on the ante-
ricr wall near thé pylorus, the operation of choice‘is
pyloroplasty so modified as to include the ulcer toge-
ther with its perforation between the anterior and posi-
terior suture lines, thereby excising the while area.
However, when the perforation occurs along the lesser
curvature as it more often the case, the choice of ope-
ration lies between (I) suture of ihe operation, (2)
future of the perforaticn together with posterior gas-

tro-enterostony.




Partial gasirectomy followed by one of the

usual methods of gastro-enterostomy.

In opening the abdomen every precaution should be
taken to combat the shock and collapse as a result of
perforation. The high rectus incision is the incision
of choice. As soon as it has been found, that part of
the stomach should be gently drawn up into the wound,
and isolated from the rest of the abdominal cavity by
gauze pads with warm salts solution, The surgeon's
problem is &o:&pply to this particular case that parti-
cular form of operative procedure whdch in his judgement
is most suitable to the condition present. Where the
edges of the ulcer and adjaceﬁt walls of the intestine
are found to be rigid and indurated owing to edema and
round cell infiltration, the interupted mattress suture
of Halsted, Harbere and Finney (24), has been found most
satisfactory &s it includes a better bite of tissues

than other types and secures better inversion., It is
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always well to reinforce the suture line with omentum
or with other adjacent and évailable tissuges. Before
closing the abdomen it is a good practice to tufn the
omentum upward under the.lower and between the stomach «
and the anterior abdominal wall, relying on it to re-
inforce the suture line still furbher and to limit the
area of possible infection. The question of drainage is
a debatable one. Some authentic advise dxainage as a
routine practice and other are opposed to it, The latter
is the better. In case of peritonitis it is a good rule
to drain., Multiple drainage are necessary and cigaret
drainage is pereferred. In men these drainage are placed
independent portions and brought out through atab wounds

in the flanks about the pubes, or in the case of women

through the vaginal

Segmental resection., Left. lines of incision.

Right. Operation completed.
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When the ulcer is located at the pylorus or in the
pyloric portion of thne anterior wall, a pyloroplasty
presents the advantages of excision of the ulcer, with a
reconstruction of the pyloric orifice in such a way
that the possibility of stenosis is entirely eliminated.
If pyloroplasty operation is not used the opinion of choice
is gastro-enterostony with or without excision of the
ulcer or the more radical procedure, partial gastrectomy
with restoration by one of the modifications of the
Billroth I or 11 method, by Rodman (42).

If local excision of a pyloric ulcer is performed
obliteration of the pyloric orifice may follow, and
uhless combined pyloroplasty,zgastro-enterostomy must
be ferformed. Gastro-enterostomy with a nearly obstruct- .
ed pylorus will, as a rule, be more efficient and give
vetter clinical results that one performed in the pre-
sence of a patent pylorus. If the ulcer is not excised

good results may be foilowed by gastro-enterostomy.




Partial Gastrectomy- ®Billroth I method modification.

In the radical partial gastrectomy for the pyloric ulcer
has been advised by Rodman (42) because it removes the
ulcer bearing area of the stomach. That gastric Besec~
. tion is diminished by the removal of a large portion,

Ulcer of the lesser curvature simple gastro-enterostomy,
or pyloroplasty may be performed or may be combined with
local excision of the ulceér, which in this region may

be carried out with a wedge or V shapeuresection.

J. Finney (1I7) more often does a partial gastric
resection. The method of anastomosis of choice with him
is entire end of the ptomachs with the side of the duo-
denum if this is not impossible; a gastro-enterostomy
leaving a blind pouch of the duodenum after the second
method of Billroth.

The late C. Peck (35) of New York, did a partial
dastrectomy in large indurated ulcer bmt did not do so

- as large resections as many other surgeons advocate,
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At the Mayo Clinic (32) resection of the acid bear-
ing part of the ulcer is of any size is constantly being
removed.

T. Burges (5) of Boston advocates a combination of
cautery punch and gastro-enterostomy in ulcer of the
lesser curvature of the stomach with reduced mortality
than partial gastric resection.

In von:Eiselsberg's (48) clinic in Vienna a par-
tiﬁﬁ”gastreétomy is almost always done for gastric
ulcer, In fact apparently gastro-enterostomy is never
used, except in a quick way of relieving obstrutiadn
in otherwise inoperable cases.

Dr. Bastianelli of Rome, Jtaly , does partial gas-
trectomy for practically all cases of of gastric ulcer,
In his experience he had had a high per cent, of recur-
rence of gastro-jejunal ulcers.,

Partial gastrectomy, if the patients condition
permits, offers the hest chance of complete cure with-
-out later complication at least as far as present avail-
statistic show. Finisterer and von EKiselsberg in Vienna
both used partial gastrectomy with the removal of the
acid bearing part of the stomach is almost always done.
1t is claimed, that Herman Fisher's experience in partial
gastrectomy gave him the best results and the reports df

other surgeons, in Hurope and in America, with larger




-30=~

mortality of gastric resection is about 5 to 7 per cent.
the immediate mortality of gastro-enterostomy from
hemorrhage after operation and from perfozxation which is
as 5 to Ib per cent, and so after all is said and done,
the total mortality after resection is much smaller
in comparison and the‘end results infinitly better.
Radical partial gastrectomy for pyloric ulcer has
many advocates, The argument in favor bf this procedure
are that it removes the ulcer bearing area of the stomach,
Rodman, and that the gastric secretion is diminished by
the removal of a large portion of normal gastric mucosa.
Galpin(20y) says he has come back to gastro-enteross
tomy after giving it up for gastrectomy as the former
was @afer and the resultis satisfactéry. The field for
partial gastrectomy is much wider in cases of gastric
ulcer than in cases of duodenal ulcer. For extensive
ulcerations in the vicinity of the pylorus the partial
gastrectomy of {(Rodman) or(Billroth) has held steady

place in the esteem of conservative surgeon.




Sleeve or segmented resections

Sleeve or segmented resections have been used oc~
casionally to advantage. Ulcers higher on the lesser
curvature are perhaps better treated by the more radical
partial gastrectomjies, Ulcers elsewhere than at the py-
lorus or on the lesser curvature may often be treated
by simple excision without the pressing necessity of
gastro-enterostomy Qi byloroplasty. Sleeve resections
offer some possibilities, but here partial gastrectomy
followed by ﬁon Haberer and Finmey!s (23) modifications
of the Billroth I resection, or by one of the modifica-
tions of the Billroth II. 1f,however, the ulcer has be-
come adherent to the pancreas, liver, or less rarely to
the spleen, it may be excised and the base simply cau-
terized and left in place, and the stomach restored as

above. Drainage to this area is usually, advisable.
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A. J. Walton (47) of London is a strong advocates
of segmented resection of ulcer of the body of stomach.
A gastro-enterostomy is performed at the same time. He
also closes the pylorus with one silk string stifch ex-
pecting to reopen in a few months. He reserves gastrec-
tomy for those cases in which segmented resection would
be dififerent or impossible and for large ulcer nearér
the pylorus which are suggestive of cancer. Resection
of the ulcer is uncuestionably more logical and gives
ﬁuch better promise of permanent relief and satisfactory

results.

Pyloroplasty. Finney, with excision of an ul=-
cer on the anterior wall of the stomach. Rt. pyloro-

plasty completed.

A pyloroplasty on the pylorus was first performed
by Heineke in 1886 (2) followed independently by Miku-

licz in 1887. Kocher's (26) end to side gastro-duodenos-
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tomy following pylorectomy was reported in 1891, Late-
ral gastro-duodenostomy was suggested by Jabouly in 1892,
and the first report of its clinical application was
made by Henly in 1898, This operation was the precursor
of the method of pyloro-duodenostomy which was reported
in 1902 by von Haberer, and 1924 by Finney working in-
dependently, reported modified Billroth I.to end to
side gastro-duodencstomy. Ulcer near pyleorus located an-
teriorly, pyloroplasty is indicated with gastro-enteros-~
dtomy. with a2 line of supporters namely; Finney, Heineke,
Mikuvlicz, and C. H. Mayo. If pyloroplasty is not used,
gastro-enterostomy with or without excision of the ulcer
or the more radical procedure, partial gastrectomy with
restoration by one of the modification of the Billroth
I or 11 operation,

¥uch of the criticisms which has been directed toward
this procedure has been due to the fact that the opera-
tion has sometimes been pushed beyond its limitations, or
performed spite of definite contraindications. Briefly, t
the chiefiindications for pyloroplasty are; I. benigh s
stricture from any cause at or near the pylorus; 2,rthe'
excision of ulcers, gastro or duodenal in the same loca-
tion. The chief contra-indications are: I. the presence
of malignancy, <. the anability of surgeon to mobilized

the duodenum satisfactory.
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Left. Gastro-enterostomy. Rt. Gastroej

tomy " en Y ", by Rous.

Gastro-enterostony.

This important operation was first performedrin
18871, by Wolfler,(46) at the suggestion of his assistant
Ficalodoni, in Billroth$ clinic. The anastomosis was
made between the stomach, a finger breath above the in-
sertion of the gastro-colic ligament and & loop of small
intestine. In JI883, Couvoisier advocated making the the
anastomosis retro-colic and with either the duodenum
Jjejunal flexure or the first portion of the jejunum, In
1885, von Hacker (49) perfected the method of making the
opening in the transverse mesocolon so that the danger
to the circulation of the transvers co%on is minimized-
To prevent regurgitation, the duodenal content, kKocker
made the incision perpendicular to the long axis and c.

curved so as to form a valve-like opening.




i,

- \)5“

Brown and Jabouly conceive the idea that afferent and
efferent loops of the intestines as valuable adjunct,
The object of this procedure was to regulate the con-
dition of poor circulation in the loops of intestine
sutured together in such a way that outflow of the cone
tents of the stomach and intestine is assured. Posterior
gastro-enterostomy was improved by von Hacker in I&885,
Czerny in I8%0C, and the later brought to its present
form by the Mayo's and Moynihan.

Reeent development and statistics,

J. T. Finney of Baltimore says that gastro-en-
terostomy has a definite role in a complete obstruction
of the pylorus, but not in any form of gastric ulcer.
The late C. Peck of New York, frequently did a gastro-
enterostomy and nothing else in the ulcer was small and
not indurated.

Gastro-enterostomy frecuently is followed by gastro-
Jejunal ulcer. It is especially important that the je-
junal loop should lie in correct position to the poste-
rior wall of the stomach, the afferent portion which is
fixed to the ligament of Trietz must be in the lesser
curvature and the efferent portion which is mobile, on
the greater curvature. The loop should not be taken too
short nor too long or the efferent portion may be sag
and favor retrograde position. To prevent the sagging

of the mesocolon interrupted sutures are made to the
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peritoneum of the pancreas and the base of the mesocoilon.

The Mmethod employed of excision gastro-enterostomy
stomata with marginal ulcers, together with mekhod of ¢
closing the jejunum is described and illustrated. Thet
gastro-enterostomy cures a much smaller percentage of
gastric ulcer than it does of duodenal ulcer, is, I be=-
lieve the general accepted position of American surgeons,
Balfour (39) reports of I000 cases of gastro-enterostomy
with and incidence of 2 per cent, Berg reportis in inci-
gdence of IZ.D per cent, Finsterer and Panchet and other
confinent&l surgeons have reported higher incidence than
the average given in American clinic.

F. B. Lund,(27) of Bostonm, does gastro-enterostomy
except in bleeding ulcers when excision or resection is
done. It has been claimed by some writer nofably Pater-
son, that the good effects of gastro-entefostomy are
due to the clinical changes in the gastiric secretions,
that there is lessened hyperacidity, due to the presence
of bile and pancreatic Jjuice in the stomach. It is pro-
bable that the drainage factor and the clinical changes
are responsible for the cures of gastric and duodenal
ulcers after gastrectionmy.

Here are figures,Takat's G.de (44) of gastric
operations of the first surgicsl clinic, University of Bu~

dapest 1924,




o,

-3

Gastro and duodenal vulcers ~=-==---eu= 841
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Operations ' NO. Mortality.

Pyloritoescision von Eiselsberg- 85 5. 5% |
Excision, longitudinal severe 41 ( 3%
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Radical resection e 222 8.4%

Secondary resection for recurrence =20 7.3%

Lowering of Acidity.
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200 0 ememeemeee Anastomosis~ F.H. 24f ————— F,Hjé&
rete T.A. 53 T. A, 46
200 e F.H., &0 F.H. 3
T.A. Z6 T. A, Io.

Gastric surgery is still in its evolution. We
seem to have swing bagk to the timé Billroth in 1881
first advised a radical resection. At the present time
on the basis of the statistics above, in cases of unsuc-
cesful medical treatment a rdical procedure for gastrde
enterostomy seems advisable.
W.J.¥ayo (33) states that gastro-enterostomy cures

over 90 per cent of duodenal ulcers, and Peck that of
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90.8 per cent of patient were permanently relieved and

"free from gastric symptoms after gastro-enterostomy pro-

perly performed. Not all continental surgeons find that
gastro—entefostomy fails to gdvecsatisfactory fesults.
This Mayo says, in about 50 per cent. of patient who
fails to have satisfactory relief the difficulty is
functional and can be relieved by medical treatment.
Jejunal ulcer, the most serious sequelazof gastro-enteros-
tomy has brought the most criticism. The cause is un-
known., Judd of the Mawo Clinic says, that it is due to
unobsorbable sutures were found in 26 per cent of I0I
cases operated at the ¥ayo Clinic,

Disadvantages of gastro-enterostomy.

I. Fails to cure duodenal ulcers in & large
number of instances,

2. Local excision of a duodenal ulcer, follow;
ed by gastro-entérostomy applicable only
when the ulcer is anterior.

5. Gastro-enterostomy is not a choice for healed
duodenal ulcer,

4. Gastro-enterostomy followed by gastro-je-
Jusonto ulcer is considerable magMitude and
of grave risk to the patient.

5. Gastro-enterostomy does not safequard-the
patient against subsequent hemorrhage from

duodenal ulcer.
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€. Gastro-enterostomy does not produce a marked

reducbion in gastric hyperacidity.
What then does gastro-enterostomy do? What can we ex-
pect to gain by the operation?
| a, In the first place it reduces the emptying
time to nearly normal time,

b. It relieves nausea and vomiting and visible
peristalsis.

c. It relieves the pain while relief of pain |
does not prove that the ulcer is well healed,
the annoying clinical symptoms disappezez.

d. It does materially add in healing of a duodes
nal ulcer, prevent continued secretion, and lessens the
the hypermolility.

e. Gastro-enterostomy reduces intragastric ten-
siomn.

It might be said that gastro-enterostomy combined
with jejunostomy is & rare operation. Its indication
appears to be limited for cases of large chronic gastric‘
ulcer near the cardiac orifice surrounded by inflamma-
tory tissue, and adherent to the pancreas or liver.
Technic may be found in the practive of surgery Dean
Lewis Vol VI, FPage 64.

Résumé:

Gagtro-enterotomy even with its uncertainty
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incidence of gasfrojejunal ulcer, may be preferable
in certain cases where medical measures have been ex-
hausted, to partial gastrectomy with its high mortality.
However, at the present status of surgical intervention
of peptic ulcer, continental surgeons as well as Ame-
ricahn surgeons partial gastrectomy seems to gain re-
cognition more and more support than gawiro-enteros-
tomy. Gastro-enterostomy opening to secure the maximum
amount of drainage must be of ample size and place as
near the pylorus as possible preferably in’the antrum
pylori.’The serious distention in the jejunum does
not occur after gastro-enterostomy; the food is seen
to pass rapidly through the many loops of the small

intestine before it finally stops.

Pyloroplasty vs. gastro-enterostomy.

Pyloroplasty Well done usually elinminate
the possibility of pyloric stenosis by the abolition
of the pyloric ring. These ramins no sphincteric action
an@ the si%% of the opening from the stomach is limited
only by the diameter of the duodenum. Follo¥ing this
operation, gastric acidity is reduced by the regurgita-
tion of bile and pancreatic Jjuice and the abolition of
pykoric stenosis. Within two months after the operation

the abdominal content rema&in norma,
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Gastro-enterostomy is not a drainage proposition
but a reduction of gastric acidity. Schuller (43)
showed that in the presence of a patent pylorus ther
peristaltic wave is unchangedcafier gastro—enterostomy
and that the food passes in equal parts through the py-
lorus and the stoma. Numerous workers agree that as
long as the pylorus is patent, gastro-enterostomy isu
not an ideal operation, In pyloroplasty these objections
according to Cannon are avoided. Too rapid exit of food
through the pylorus is prevented by rhythemic segmenfa—
tion of food in the duodenum, an acti¥ity which in part
replaces the function of the pylorus and also mixed food
with pancreatic juice and bile,

In addition to tis unphysiological éépects, gas-
tro-enterostomy may be attended by the none too rare
complications of gastro-Jéjun&l ulceration. It is on
the basis of a comparison following pyloroplasty with
those following gastiro-enterostomy that reconstruction
following partial gastrectomy, termino-lateral Bill-
roth §) be used rather than Billroth II or its modi-
fications,

The dfificers following Billroth II may be avoided by
Billroth I. by the direct unibn of the remaining ?or-
tion of the stomach to the duodenum. Haberer in 1922
and Finney in 1923 (I8) found that an end to side gas-
troduodenostomy could be performed in nearly all cases o

of extemsion resection.
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In résumé, it must be remembered that an operation
should attempt to force the performance of any partif
cular type of operation in dealing with peptic ulcer.
Perforated uvlcer should be closed or excised, When lo-
cated at the pylorus or anterior wall near the pylorus
excision may be combined with pyloroplasty or gastro-
enterostomy is recommended when patency of the pylorus
is endangered. Perforaticns away from pylorus should be
excised or closed, or partial gastrectomy may be resor-
ted to rather than gastro-entercstomy . In dealing with
chronic ulcers operated upon in qguiescent stage, pyloroz
plasty with excision is preferred or partial gastrectomy
followed by Haberer and Finney's modifications of RBill=

roth I operation.

Pylorectomy

Following experiments in dogs, Geissenbauer and

von Winiwater in 1786, proposed pyloreetomy .
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The earlisst record on this was published in 1810,
by Merren Geissen in a monograph the extirpation of the
pylorus, Pean in 1879, and Rydygier in 1880, had suecess-
fully attempted the operation on human subjects, Bill-
roth in 1881,ksuccessfully removed & pyloric carcinoma
end to end suture of duodenum and stomach so called Bill-
roth I method. In 1885, he used gastrqjejuncstomy.so
éalled Billroth II method. won Hacker while describing
this procedure Jjejunostomy, Krolein subsequently per-
formed the operation., To this operation with slight
modification, the following names von Hacker, Krolein,
¥ikulicz, von Eiselsberg, Hoffmiester, Reichel and Poy-
la have been attached.

Here we are interested primarily of the anastomosis
after the diseased portion of the duodenum has been re-
moved, The proximal end of the duodenum was sutured to
the distal end of the stomach as shown in the diagram.

In 1893, Kocher (26) dissatisfied of the result
of the result of Billroth I , he closed the distal end
of the stomach and the duodenum was inplanted into a
new gastiric incision. His objections of the Billroth
I were based on the difficulty encountered in suturing
satisfactorily the end of the duodenum in the reduced
opening of the stomach., Finally an incision is made in
the posterior wall of the stom#ch the size of the duoéenum

and complete anastomosis is made, and this constitute




g .

-l B

the Kocher's modification of Rillroth 1.

Haberer and Finney modification.

This procedure has been the ldgical and inevi-
tablé out growth of the pyloroplasty operation, It re-
presents an attempt to excise the more inaccessible ul-
cers in the vicinity of the pylorus particularly those
located posteriorly, and to restore continuity by a form
of gastro-duodenal anastomosis which embodies the best
features of the pyloroplasty. In this procedure the py-
loric end of the stomach is resected im the usual fashion,
The stomach is mobilized in the manner muggested by W.Jd.
Mayo, and the duodenum is mobilized in the same manner,
Duodenal end is ciosed by whatever method is preferred.
Fow the orifice of the mobilized stomach may be sutured
to the side of the guodenum in exactly the same manner in
which a termino-lateral gastro-jejunal anastomosis is

made. The closed end of the duodenum lies Just above the
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lesser curvature. |
Advantagés of the operation.
a. Gastric contents are received into the duo-
denum.
b. No danger of retrograde filling of & closed
duodenal loop.
¢. The transverse mesocolon is not iuterferred
vwoitin, with.
The success of the operation depends wholly upon
the satisfactory mobilization of the duodenum. If this
mobilization is complete, suture strain with ils disas-

rous consequences is inevitable.

Billroth II operation and its modification.
In 1885, von Hacker reported and published in the same

vear this method of operation. At first it was found
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that gastro-enterostomy has to be performed according
to Wolfler's method. A portion of the duodenum was re-
moved and closed by inverting the duodenal end to iis
lumen and closed with Lambertssutures in two rows., In
1887, Krolein apparently utilized the end to side gas-
tro-enterostomy first made by Hacker. The foliowing
year 1888, von Eiselsberg has recogniged the worth of
this modification that is, the gastric amputation is pa-~
rallel to the long axis of the body, with partial occlu-
sion of the open end, and Jejunal union with raﬁ%ning por-
tion on the side toward the greater curvature,

The von Eiselsberg ¢ Hoffmiester- Finsterer's

modification.

The transverse colon is delivered out of the
abdominal cavity. The first loop of the jejunum which
is found to the left of the spinal column at the base
of the traneverse mesocolon is marked with a fi}ation
suture. Then a slit is made in the mesocolon from the
base up to the vascular arch, for & distance of about
ten centimeters. The edges of this siit are also fixed
with sidk sutures. Then the duodenum is crushed and
cut and closed with the usual fashion. Now the first
loop of the Jjejunum is now drawn through the opening

in the mesocolon and the loop so applied to the stomach
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opening makes the affarent loop liées toward the lesser
curvature, After the anastomosis is completed, the re-
maining portion of the siomach is returﬂadgﬁo the ab-
domdinal cavity and abdominal sutwmre is closed in the

eeuwal rmanner,

Total and subtotal gastrectomy

In 1810, Merren (34) stated that the suggestion of
gastrectomy was first made by an American, highly re-
no%ned among the medical profession of Philadelphia.
Unguestionably this reffers to John Jones, first pro-
fe%sor of Surgery in Kings College in New York, thezfore~
ru%ner of Columbia, Merren also was a pioneer in this
fi%ld of surgery in his advocacy of gastrectomy.
| In 1876, Geissenbauver and von Winiwater had per-
formed partial gastrectomy in dogs and reported that

théy live indefinitly after removal of considerable por-

tions. Upon this experimental work on animals was based
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upon the successful partial resection of the stomach
which Billroth first performed in 1881,

In the United States, gastric surgery developed
very rapidl% Commor of Cincinati, in 1894, reportea the
first total resection in man. Unfortunately the man
died. However, in 1897, Schlatter reported the first
successful resultis of the operation. From this time
on a number of cases were reported definitly established
the position of this operation in suigery. It is note-
worthy fact that out of II10 cases reported sixty six
cases recovered from immediate effects of the operation
and lived for a longer or shorter pericd. One of these
patients lived for six years after a subtotal resection
for carcinoma. Those whollive in compartively short time
after operation were stated to be due to shock, exhaus-
tion, inanition, cardiac feilure, post operative pneu-
monia, infection, etc. Autopsy report, in 25 cases, showed

that peritonitis plays an important roke in brirging a-

’bout prost operative death.
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Gastro~jejunostomy

There is probably no operation in surgery which
has added more to the sum of human happiness than gas-
tro-jejunostomy. Nevertheless every new discovery and
improvement has some atteﬁdant drawbacks.

The Jjejunal loop, the most important mechanical
problems are the length of the jejunal loop and its
directicn. If the loop is too short there will be in-
termittent of the jejunal content which at times will
accunulate in the stomach., If the loop is too long a
vicious circle may be established.

Some operators were making a gastro-Jjejunal an-
ti colic long loop anastomosis; while some made it re-
tro-colic with no loop. Some combined jejuno-jejunal a=-
nastomosis with a gastro~jejunal implantation. Balfour
(3) and Moynihan well state that with the enormous nmumber
of gastrojejunnstomy performed there are bound to be
a small number unsuccessful, which gives undue publicity

one ofethe most useful of all surgical procedures., It is
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an operation which has removed nothing, having added a
new function, which cannot, as with all forms of therapy,
expect to be successful to a degree approximately a 100
per cent.

Without reiterating what has been szaid before of
the duodenal ulcer, it is intersting to note the di- 7
rection in which surgery of peptic ulcer is headed tq.
Austria and Germany resection of duodenal ulcer is com-
monly practiced. Duodenal ulcers may be divided into
certain groups which offer varying indications for
treatment. Small single ulcer of the anterior wall,
not involving the pylorus or narrowing the lumen}ffiese
may be treated with excision, even without gastro-en-
terostomy; or pyloroplasty with excision., This group is
relatively small one,

Chronic indurated ulcer, with or without penetra-
tion or fixation of the duodenum, but without obstruc-
tion or hemorrhage, comprise the great majority for this
group,at least as the primary one.

The third consists of large standing, where there
is pyloric stenosis, causing delayed emptying and dila-
tation of the stomach., Gastro-enterostomy is very‘success-
fu%in these‘cases is generally conceded.

\ Finney (24) of Johns Hopkins uses the pyloroplasty

that he devised in great many cases, probably 75 per cent
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of all duodenal ulcers.

With large indurated ulcer and when duodenum cannot
be mobilized for a pyloroplasty, he often does a pylorec-
tomy and then re-unites the end of the stomach to the
side of the duodenum after the method described of Fin-
ney and Harberer. In cases where either pyloroplasty or
pylorectomy would be difficult or dangerous, he does a
posterior gastro-enterostomy.

Dr. I. Endman (I5) of New York, at present is doing
pyloroplasty as described by Horsley with very gratifying
results. The Mayo Clinic has long been the out standing
exponent of gastro-enterostomy in the treatment of duode-
nal ulcer. Recently, however, they have been using pyloro-
plasty or pylorectomy with gratifyding results. Duodenal
tubes has been recommended in handling of difficult cases.
Intruduce the tu&e before operation and just before clos-
ihg, the tube is carried several inches down the small
intestine well past the sight of anasmmmoéis. This is a
valuable precedure pﬁ} two reasong; first tube feeding u
may be instituted immediately; and second, it is quite

possible that kinking is avoided.
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Post operative care

Post operative care of these patient is the out most
important. It consists in proper posture, the mainte-
nance of Fowler position, force fluids, by every avenue
except the mouth for the first few days, the Murphy
drip, subsutanecus and intravencus infusion of normal
salt solution, and in extreme cases blood transfusion.
After the first dau or two water, crushed ice, and other
fiuids, may be cautiously administered by mouth ié gra-
dually increasing quantities, Morphine is sufficient
guantity to keep the patient quiet and reasonably com-
fortable is always indicated, with holding it, except
in cases of individual idiosyncracy is to be condemned.

The dnagerous period is from the third to the fifth
day, but even then, in the abscence of peritonitis and
with tensionless approximations, the danger of leakage
is probably over estimated.

Dehydrated patient should receive 3000 cc. daily for
five days; wiﬁh patient in better condition for three
days. Standard treatment for the same severe operation

upon the stomach is as follows,

I. Firstday~ first £ hours nothing by mouth; then

coffee and salt solution every hours by Murphy

drip; I500 cc. salt solution by hypodermo=-

clysis.




S
e

- 52~

First day second Iz hours, crached ice by i
mouth; 1000 cc. #git solution by hypoder-
moclysis,

Second day- water by mouth, gradually in-
creasing 1o Zorcc.every £ hours. Proctocly-
sis continued.

Third day~ water by mouth 20 cc. alternating
with egg albumin 5 ®e.®very hour, |

Fourht day- and fifth day- graduvally increas-
ing weater and albumin by moutﬁ, Protoelysié
continued. |

Sixth to geventh day- Clear flavoured soﬁp,
dilute orange Jjuice, increasing to 60 cc.
every £ hours.

Eight and ninth.day- WatHer by mouﬁh as
desired. FProctoclysis discontinued.

Tenth day- Soft boiled eggs.

Elementh day - Soft diet, milk toast, baked

potatoes, creamed chicken added to diet.

10. Tenth to 21 day- Light diet. On the eight

day g¢ive one ounce mineral oil, if the

bowel: fails to move; give castor oil.
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RESUME

That almost all surgeons agree that there is
no standard operation that could be employed in every
case of peptic ulcer, and the mode of procedure is to
decided upon after the abdomen has been opened and the
disease parts have been inspected and the condition Qf
patient good,

That.operative procedure selected will them be
‘determined by the surgeon's opinion regarding the fol-
lowing important considemations (I} the important of
removal of the ulcer bearing area of the stomach (2)
the efficacy of the reduction of gastric aéidity by a
large resection (2) the possibility of carcinomatus
transformation; |

That investigation has shown that medical treat-
ment of ulcer is attended by just as grave risk as is
surgical treatment and that mortality is higher taking
into accoumt the results of perforation and hemorrhage
while under treatment;

That medical treatment 4s dangerous, prolonged
and it looks as a very teédious business;

Thet medical tregtment of the pasthas failed very
badly, and it fails too often to-day;

That unbulatory and perfunctory treatment of pep-

tic uvlcer by triple carbonates adequate dietary res-
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triction has added much to surgical anxiety and
unhappy experience;

Whereas, gastric and duodenal surgery offers the
ultimate cure 6r most, if not all, the ailments of pep=-
tic ulcer;

In that Mayo states that gastro-enterostomy cures
about 90 per cent. of duodenal ulcers; hﬁ@ver; continen-
tal surgeons were una¥%le to prove this statement; and
¥Mayo says that 50 per cent. of patients not relieved
by gastro-enterostomy is functicnal and may be heélp by
medical treatment,

In that partial gastrectomy is gaining recogmi-
tion here and abroad, and if the patients condition
permits, it offers the beét chance of complete cure and
the total mortality after resection is much smaller
in comp&rison the# gastro-enterostomy and the end results
infinitely better;

In that failure of pyloroplasty has been due to
the fact that the operation has sometimes been pushed
beyond its limitation or performed in spite of definite
contraindications;

In that chronic ulcer operated upon in a quies~
cent stage; pyloroplasty is preferred or partial gastrec-
tomy followed by Haberer and Finnery's moflification of

Billroth I method,.
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In that coat sleeve resection of the stomach is
considered inferior in result to partial gastrectomy;

In that total gastric resection has a very limi-
ted use but has been employed for carcinoma of the
stomach and lirnitis plastica and may be considered in
rare forms of distructive infiammation of the stomach,

That after all is said and done, whether medical
or surgical treatment is employed in the treatment of
peptic ulcer, after this lenghty discourse, 1 believe
that the ulcer is better "out than in". Just what
operation must be used depends upon entirely to the
operating surgeon whose ability to decide in a given
cese is unigue, and it commdps the greatest respect of

his fellow physicdans in other branches of medicine.

Conclusion:

S TR T o [ = -~ 1
T SO VI PO W

There can becno better explaination of the
general rule when there are many cures for any given
condition advocated by as‘many different men, the ideal
solution has not yet been found. For when the ideal
is fouﬁd there can be no two opinions and, as in the
case of diphtheria, there will be only one method of
treatment. Grievous and irreparable harm may be done by
the surgeon, and his practice is brought thereby inﬁ%
disrepute., It is not only the patient who is sacrificed

our cause is wounded in the house of our friends.
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