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many new and exciting theories in neuro-
anatomy" (p. 775). Leader at p. 770.

Upper Gastro-intestinal Bleeding: Dr. Anne
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surgery in the treatment of 223 patients with
severe haematemesis and melaena (p. 781). Dr.
C. Mailer and colleagues consider the relative
value of radiology, endoscopy, the nocturnal
gastric secretory pattern, and estimation of blood
loss in the early assessment of upper gastro-
intestinal bleeding (p. 784). Leader on this
page.

Psychiatric Out-patients: Dr. D. R. Willcox
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psychiatric out-patients prescribed chlor-
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their drugs (p. 790).
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lower thoracic aorta (p. 792).

Phenylbutazone-induced Pericarditis: Dr. J.
Shafar describes a case and reviews other iatro-
genic causes of pericarditis (p. 795). Leader
on page 773.
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Hirsh and Dr. J. A. McBride, in a preliminary
study, find increased platelet adhesiveness in
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monary embolism (p. 797).

Pure Neural Tuberculoid Leprosy: Dr. W. H.
Jopling and Dr. J. A. Morgan-Hughes describe
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Square (p. 799). See also Dr. R. G. Cochrane
on leprosy in Britain (p. 813).

Upper-limb Amputees: Mr. Richard Harrison
describes a training prosthesis (p. 801).
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sion by Dr. S. S. B. Gilder (p. 810).
Communicable Diseases and World Travel:
W.M.A. scientific symposium (p. 812).
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increases (p. 814).
Windsor Postgraduate Centre (see p. 815).
Medical History: A case of Sir Victor
Horsley's (p. 815).
Pertinax: " Without Prejudice " (p. 817).
Dangerous Electric Kettles: Letter from Dr.
J. W. Nicholas (p. 821).
Christmas Gifts Fund: Appeal by Sir Zachary
Cope (p. 824).
Treatment of M.P.s: Supplement, p. 141.
Doctors' Pay Claim: Letter from Minister
(Supplement, p. 142).

Upper Gastro-intestinal Bleeding
Haematemesis and melaena are common emergencies which, even with
modern methods of resuscitation and treatment, carry a mortality rate of
about 8 to 12%.' In essence three problems face the clinician dealing
with these cases: How intensely should they be investigated in the acute
phase in order to determine accurately the source of the bleeding ?
What are the criteria for emergency surgical intervention ? And, finally,
if operation is indicated, what procedure should be carried out ?

In Great Britain we can say with some confidence that upper gastro-
intestinal bleeding probably comes from acute or chronic peptic ulceration
of the duodenum, stomach, or oesophagus, since this group accounts for
some 80-85% of all cases.2 3 Cirrhosis of the liver and other causes of
oesophageal varices are responsible for another 5% of cases, though in
parts of the U.S.A. and France this figure rises to about 50%. Then
comes a long list of less common causes including gastric neoplasms,
haemorrhagic diseases, the Mallory-Weiss syndrome, and others.
Frequently the acute ulcers of the stomach are preceded by treatment
with salicylates, phenylbutazone, or corticosteroids.

Until about 1950 presumptive diagnosis was based almost entirely on
history and examination; it was considered meddlesome or even
dangerous to carry out special investigations in the acute phase of the
haemorrhage. However, in recent years it has become obvious that
emergency barium-meal studies, even carried out at the bedside,4 gastro-
scopy, and studies of gastric-acid secretion can all be performed with
little or no risk to the patient.

Dr. C. Mailer and his colleagues present in the B.M.7. this week (page
784) an interesting study of the diagnostic value of these special tech-
niques combined with the clinical data in a series of 84 patients. A
careful history and examination elicited the correct diagnosis in about
three-quarters of the cases. Radiological examination was useful in
confirming the presence of chronic ulcer and was particularly valuable
in the diagnosis of duodenal ulceration (27 out of 30 being correctly
diagnosed), but was valueless in the detection of acute erosions. Endo-
scopy with the fibrescope gave a correct prediction in 10 out of 26
duodenal ulcers, all five of the gastric ulcers, and all six erosions that
were examined. The two tests are therefore complementary; if a
duodenal ulcer or chronic gastric ulcer is not revealed radiologically, then
an acute erosion may well be detected by gastroscopy. Gastric aspiration
with secretory studies gave an accurate diagnosis in 64% of acute and
chronic ulcers, but the unpopularity of this method with patients has led
many clinicians to give it up. In the whole series the rates of recurrent
bleeding (17%) and overall mortality (9%) confirmed that the additional
investigations were carried out with no apparent increase in danger to
the patients.

Debate has raged over the treatment of haematemesis. There have
been proponents of conservatism, using surgery as only a last resort, and
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those who favoured early surgery whenever bleeding occurred
in patients with suspected ulcers. As so often happens when
opinions differ widely, we have now come to adopt the middle
road of advising operation in patients who continue to bleed,
or in whom bleeding recurs while in hospital, especially if
they are more than 50 years of age. These are the patients
who are especially prone to die unless the source of haemor-
rhage is dealt with surgically.6 It is important to note that
one must judge the results of any method of treatment not
from the operative mortality (excessively high in the conserva-
tive group, comparatively low in the hands of those who
-operate at the least excuse) but from " seeing that the largest
possible number of cases who enter bleeding leave the hospital
alive."'

As to the operative treatment itself, there has been a notice-
able change in surgical fashion in recent years. At one
time emergency surgery for haematemesis signified a partial
gastrectomy, yet there has been an increasing tendency to
regard the correct operation as the least procedure that will
save life. If the patient has a chronic gastric ulcer a
gastrectomy will indeed provide rapid control. For the
duodenal ulcer, dissection and closure of the duodenal stump
in these circumstances is often a difficult procedure, and
here there is much to be said for pyloroplasty, with under-
running of the ulcer under direct vision, supplemented by
vagotomy.8 9

If an ulcer is not obvious at laparotomy and no other cause
can be found a " blind " gastrectomy may often miss a high
superficial bleeding ulcer with the disastrous consequence of
further, often fatal, haemorrhage." In such cases many
surgeons are turning to direct inspection of the gastric mucosa
through a wide gastrotomy,'1 12 which usually reveals the
acute or subacute ulcer.

In the B.M.7. this week Dr. Anne Banning and her
colleagues present at page 781 an interesting account of their
experience with 223 cases of upper gastro-intestinal haemor-
rhage. Forty-nine of them required emergency surgery
because of the criteria outlined above. In 21 instances no
ulcer could be found on palpation, but 19 showed an acute
ulcer at gastrotomy, which could then be controlled by under-
running. The two remaining patients had no obvious source
of bleeding, and haemorrhage did not recur after laparotomy.
A follow-up of six months to several years in this group gave
no evidence of the development of chronic ulceration, nor did
any of the patients require subsequent surgery.

There is a need to evaluate the thorough emergency
investigation of patients with gastro-intestinal haemorrhage,
since surgeons hate what has irreverently been termed a " blind
date with a haematemesis." Failure to determine the exact
pre-operative diagnosis should not, however, delay the
surgeon from operation on a patient who is continuing to
bleed, since he can die equally well from a small superficial
erosion as from the most penetrating chronic peptic ulcer.
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Gall and Neurology
That a valid biological theory can be based at first on
erroneous data is one of the paradoxes of scientific discovery.
Such was the case, however, with F. J. Gall, the subject of
Dr. Macdonald Critchley's article at p. 775 of the B.M.7.
this week. Gall was the founder of phrenology, which,
although an important forerunner of the modern theory of
cortical localization, was founded on false assumptions. But
Gall's threefold place in the history of neurology rests on his
contributions to our knowledge of the function and anatomy
of the brain as well as on the invention of phrenology.

In the 1790s Gall asserted that mental functions were
located on the brain surface in areas or " organs " which could
be palpated through the skull. But the concept of cerebral
localization began with Galen in the second century A.D.,
who argued' that sensory and motor functions have different
sites. Until the seventeenth century mental processes were
located in the ventricular system,2 and it was Willis' who
placed them in solid parts of the brain, including the cerebral
cortex. Moreover, the influence on Gall of contemporary
physiognomy,4 the French sensationalists, and of German
empirical psychology) must also be taken into account.
Against this background Gall's opinions become less unique
but not less important. In essence he was seeking an
empirical integration of the psychological and anatomical
knowledge of his day, but his method of localizing mental
faculties was not experimental, critical, or statistical. Thus
the cerebellum as the sex " organ" is a strange idea ; before
we dismiss it, however, we should recall the genital atrophy
in Holmes's cases of familial cerebellar degeneration.' Gall's
" organ " of language its of special importance because using
incorrect observations he placed it in the frontal lobes, and
it was this more than any other part of his system which
guaranteed the survival of his basic idea. In the 1840s
phrenology ceased to be acceptable to scientists, mainly
because of the adverse opinion of the French physiologist
P. Flourens7 and because of the excesses of the phrenologists
themselves. Nevertheless, Gall's fundamental concept of
local brain function was kept alive in France and it led even-
tually to the famous debate in Paris in 1861, when the cerebral
speech " centre " was initiated.8 } Gall had made the correct
conclusion but from the wrong data. The modern theory of
cortical localization grew from the work of Hughlings Jackson
and the electro-physiologists of the 1870s. Although
division of the cortex into many functional areas is no
longer acceptable and further modifications may be necessary,
the theory is still to some extent valid, and one of its
important sources was the phrenology of Gall.
The second reason for acclaiming Gall's work is his

influence on the development of neuro-anatomy. Although
most of the claims made for his individual achievements
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