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Massive Upper Gastrointestinal Bleeding

One ofthe commonest major emergencies of clinical practice is
massive haemorrhage from the upper gastrointestinal tract.
This alarming occurrence has many causes,1-4 and their relative
frequency seems to vary somewhat from country to country,
the variation depending on the pattern of underlying disease
encountered in different parts of the world.

In Great Britain probably the commonest causes are peptic
ulcer (duodenal, gastric, or stomal), gastric erosions due to
exogenous agents such as aspirin, alcohol, prednisone, or
indomethacin, neoplasms of the stomach, oesophageal varices,
hiatus hernia with oesophagitis, and the Mallory-Weiss
syndrome. Another cause that has recently attracted attention
in the United States2 5-8 and is now being recognized in
Britain as well is so-called "stress ulceration" of the stomach.
Multiple superficial erosions develop in the mucosa of the
upper two-thirds or so of the stomach in patients who have
been subjected to severe stress in the form of accidental
trauma, a major surgical operation (particularly cardiac), or
grave sepsis. Because of the background against which stress
ulceration arises the prognosis is often poor, and the mortality
in most published series of cases is high.
One of the great difficulties often encountered in the past in

treating large haemorrhages from the upper gastrointestinal
tract was to determine with reasonable accuracy the lesion
responsible. Admittedly in some cases the history and previous
hospital investigations might suggest its nature, and on that
basis the clinician might have a shrewd idea about the cause
of the haemorrhage. But in other cases a careful review of the
symptoms might fail to provide any strong clue to the cause,
and an emergency barium meal examination would only oc-
casionally be helpful. It is in the latter type of case that endo-
scopic examination of the oesophagus, stomach, and duo-
denum with the modern fibreoptic panendoscope has proved
such an advance in recent years.1 2 5 9 10 Fibroscopy may also
be of value in patients with apparently known causes of bleed-
ing, because sometimes it shows that the bleeding is coming
from some other lesion-for example, from gastric erosions or
oesophageal varices in a patient with a peptic ulcer or gastric
carcinoma. It is for this reason that pride of place is now ac-
corded to fibroscopy in the investigation of massive upper
gastrointestinal haemorrhage. In its performance technical
problems may be encountered in that clot in the stomach may
obscure the view. But with saline lavage via a polyethylene
catheter passed down the biopsy channel in addition to the
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suction mechanism of the endoscope clot can in experienced
hands be cleared sufficiently to allow a firm endoscopic
diagnosis in at least 90% of patients.1

In the treatment of massive upper gastrointestinal haemor-
rhage an initially expectant attitude will usually be adopted to
allow of resuscitation and to see whether the bleeding recurs.
The decision to resort to surgical measures will depend on the
occurrence offurther bleedingandon the cause ofthe bleeding.
Hence it is desirable to have as precise a diagnosis as possible
before intervening. Over the years opinions have varied on the
best form of operation for the different lesions responsible for
haemorrhage, but it is possible to discern certain trends in
surgical fashion.-7 11-13 For bleeding duodenal ulcer pyloro-
plasty and vagotomy, with underrunning of the bleeding point
during the pyloroplasty, has largely replaced the more hazar-
dous procedure of subtotal gastric resection or vagotomy and
antrectomy. For bleeding gastric ulcer many surgeons still
favour a Billroth I gastrectomy, but underrunning ofthe ulcer
through an anterior gastrotomy combined with vagotomy and
pyloroplasty is gaining favour. For solitary superficial gastric
or duodenal erosions, presumably due to exogenous agents,
most surgeons now prefer underrunning ofthe erosion through
an anterior gastrotomy or gastroduodenostomy, followed by
pyloroplasty and vagotomy. For Mallory-Weiss tears of the
upper gastric mucosa suture of the mucosal laceration through
a high gastrotomy is the appropriate measure; whether
vagotomy and drainage should then be added is open to dis-
pute.2 For bleeding oesophageal varices which continue to
bleed despite treatment with intravenous vasopressin or
tamponade with the Sengstaken-Blakemore tube opinion is
mostly divided on the relative merits of an urgent portacaval
shunt and of oesophageal transection, but remarkably good
results have been reported with injection treatment.'3 Equally
controversial is the emergency surgical treatment of stress
ulceration. Some authorities favour gastric resection, but,
because of the situation of most of the erosions in the body or
upper part of the stomach, a high subtotal (or even total)
gastrectomy is required, a measure that cannot fail to carry
considerable risks in these very ill patients. The alternative of
vagotomy and pyloroplasty is certainly less hazardous to
perform, and, if it is combined with underrunning of as many
of the erosions as possible (and certainly of the deeper ones)
through a wide gastrotomy, apparently the risk of further
bleeding is considerably reduced.
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Compensation for
Pneumoconiosis and
Byssinosis
Over the years a cumbersome edifice has been built of statu-
tory provisions relating to the assessment of disablement from
occupational lung diseases. Prominent in this legal labyrinth
is the definition given to pneumoconiosis as: "fibrosis of the
lungs due to silica dust, asbestos dust or other, dust, and
includes the condition of the lungs known as dust reticula-
tion." Greater understanding of the pneumoconioses has
revealed inevitable inadequacies in existing definitions and
practice, so that in 1968 the Minister of Social Security asked
the Industrial Injuries Advisory Council to consider whether
any change should be made in the definition of pneumo-
coniosis and whether in assessing disablement provision should
be made for other respiratory conditions found in the presence
of pneumoconiosis.
The Industrial Injuries Advisory Council has now issued a

report' on pneumoconiosis and byssinosis which attempts to
rationalize some of the present inconsistencies. The council
has concluded that a legal definition for pneumoconiosis will
still be necessary. Fibrosis, however, is a pathological term;
the condition cannot be diagnosed with certainty on radio-
logical or clinical findings alone, and, furthermore, some
tissue changes induced by inhaled dust may not be collagenous
at all. Dust reticulation has for long been a confusing term and
is wisely being dropped. No definition of dust has been
offered, but it was considered necessary to exclude vegetable
dusts. The definition proposed for pneumoconiosis has, there-
fore, become: "permanent alteration of lung structure due to
the inhalation of mineral dust and the tissue reactions of the
lung to its presence but does not include bronchitis and
emphysema." The report qualifies this very important
exclusion by adding that account should be taken of these
conditions under the rules for the assessment of disablement.
The exclusion of bronchitis and emphysema was considered
necessary because of the difficulty in attributing individual
cases to the nature of the employment.

Pleural abnormalities (such as diffuse thickening, plaques,
and calcification) which can be ascribed to exposure to
asbestos dust would be included within the definition of
pneumoconiosis, which would no longer require evidence of
parenchymal fibrosis. Furthermore, the report recommends
that all claims for benefit for diffuse mesothelioma should be
dealt with in the same way as pneumoconiosis. Abnormality,

according to a court ruling, need not necessarily entail dis-
ability, and the report recommends that a diagnosis ofpneumo-
coniosis should not in itself entitle to benefit. This means that
it will be necessary in cases where a radiological diagnosis of
pneumoconiosis has been made to show functional impairment
before the patient becomes eligible for benefit.
Though the number of newly diagnosed cases of coal

workers' pneumoconiosis has fallen considerably, the increase
in new cases of asbestosis and of diffuse mesothelioma has
meant a continuing high work-load for the medical panels.
Responsibility for examinations relating to poisoning by
nitrous fumes, beryllium, or cadmium and to lung cancer in
nickel workers should be transferred to these panels, says the
report, while the problem of the extension of cover to grade 2
byssinosis (chest tightness on a number of days in the working
week but without evidence of permanent incapacity) has been
referred for further investigation. No change has been recom-
mended in the requirement that a claimant for benefit must
have been employed for a minimum period of ten years in
processes involving exposure to raw cotton or to flax dust.
The controversies aroused by these issues in many quarters

have been exemplified by the Advisory Council itself, for four
of its 18 members dissented from the views expressed in the
report on the important question of whether the presence of
pneumoconiosis should itself be an entitlement to disability,
the exclusion of bronchitis and emphysema from prescription,
and on the ten year qualifying period for byssinosis. Very soon
after publication of the report, however, the Government
announced its intention of continuing with the present
arrangements for compensation for pneumoconiosis.

In the preparation of its report the Industrial Injuries
Advisory Council considered the prevention of the pneumo-
conioses outside its terms of reference. Fortunately the report
does show that pneumoconiosis medical panels are concerned
with preventive aspects by pointing to the importance of the
continuing surveillance of workers in occupations with a high
risk of developing pneumoconiosis. Again, the report correctly
emphasizes the extra risk to asbestos workers who smoke
cigarettes-but do medical panels point out this risk to the
men they are called upon to assess ?
The medical panels will need to be closely identified with

the mainstream of chest medicine and become closely con-
cerned with research if they are not to become isolated-for
they will remain outside the reorganized N.H.S. and the-
Employment Medical Advisory Service. The persistence of
the pneumoconioses and allied disorders represents an
important public health failure of the past, and the efforts of
all doctors in this field including those on the pneumoconiosis
medical panels should be closely integrated ifwe are to remedy
this failure in the future.

National Insurance (Industrial Injuries) Act. London, H.M.S.O., 1965.
Pneumoconiosis and Byssinosis. London, H.M.S.O.. 1973.

Insurance or Gamble?
Full-page advertisements for schemes providing a cash
benefit for each night spent in hospital have been appearing in
the national press for nearly three years. Apart from the news-
papers that accepted them, have these advertisements benefited
anyone ? Most of the schemes are sponsored by American, or
American-owned, companies; one is underwritten at Lloyds.
They are profit-making and in this respect can be distinguished
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