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Operations for Duodenal Ulcer

SIR,-In your leading article (29 June, p.
776) you state that there is " . . . a higher
tendency for recurrent ulceration after
pyloroeplasty than after gastro'enterostr'my "
when these operations are combined with
truncal vagotomy, yet you do not mention
the only common cause of recurrent ulcera-
tion, which is neither pyloroplasty nor gastro-
enterostomy but incomplete nerve section.
Professor A. W. Kay' appears to believe that
incomplete nerve section may prevent vago-
tomy from being uniformly acceptable. He
writes: " Inability to guarantee a high inci-
dence of complete vagotomy is likely to prove
the main obstacle to more uniform accept-
ance of the procedure." Johnston et al.'
studied a group of 286 patients two years
after operation. Although this series was
"not unselected, since it contained a propor-
tion of patients referred for secretory testing
because of recurrent symptoms," nevertheless
an early positive insulin response (incom-
plete section) was found in 96. A positive
late (second hour) response to insulin was
found in 38. Of the 96 patients with an
early positive response 64 were considered
to have recurrent ulceration, and of the 38
patients with a positive late response 9 had
recurrent ulceration. If, as I believe, a posi-
tive second-hour response is evidence of in-
complete gastric vagotomy, then the incom-
plete nerve section rate in this series was
nearly 50%. This would be about our figure
if we were not to use the electrical stimulation
test.

Probably all surgeons interested in this
field would agree that the risk of recurrent
ulceration is not related to the drainage pro-
cedure but to incomplete vagotomy. Com-
plete gastric vagotomy can probably be
achieved in every patient if the electrical
stimulation test is used. This is at present
the only test which can be performed at the
time of operation. When this test is negative,
so too is the insulin test, and there appears
to be no significant rise in acid secretion in
response to adequate hypoglycaemia during
the first or second hour of the test. This
finding supports the view of Johnston and his
colleagues that a second-hour response is in-
dicative of incomplete nerve section just as is
a response during the first hour. They
wrote: " A large vagal trunk was frequently
found in patients with a late positive response
to insulin when they were operated upon for
recurrent peptic ulceration." The use of
the electrical stimulation test in some 600
cases since 1957 makes it clear that the recur-
rent ulcer rate is probably 0% if the test is
properly used. The " . . bias in favour
of vagotomy with antrectomy and of subtotal
gastrectomy over vagotomy with gastro-
enterostomy," which you claim in your
article, cannot be right if completeness of
nerve section is proved before the abdomen
is closed.

In their second article, Professor J. C.
Goligher and others (29 June, p. 787) have
found the episodic nature of diarrhoea and
the incidence after truncal vagotomy to be
exactly as we have described over the past
10 years at the West London Hospital,
though we believe that a higher incidence of
what we call severe disability occurs. You
do not mention in your leading article the
importance of selective vagotomy in the pre-
vention of this complication, yet there are

now many papers from different countries
stressing the importance of the selective
operation. References to some of these have
recently been published.3 The immediate
postoperative complications and the sequelae
of gastroenterostomy are not mentioned. In
countries throughout the world now bilateral
selective vagotomy is being increasingly used,
and pyloroplasty chosen as the best drainage
operation.
Dumping occurs after pyloroplasty some-

times as it does after gastroenterostomy,
though probably less often. Is it possible
that selective vagotomy, by preserving the
vagal supply of the pylorus, pre-pyloric
stomach, and duodenal bulb, would allow the
operation to be done without any drainage
procedure in cases where the disease has not
been left so late as to cause organic stenosis ?
If this were so, then we might get rid of
dumping, which mars somewhat pyloroplasty
as well as gastroenterostomy. The late results
of selective vagotomy without drainage are at
this moment being assessed at the West Lon-
don Hospital, and the results will be pub-
lished before long.-I am, etc.,

HAROLD BURGE.
West London Hospital,
London W.6.
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Second Twin
SIR,-Your leader writer really cannot be

allowed to get away with the argument by
which he recommends external cephalic
version if the second twin is not a vertex
(15 June, p. 641). The reasoning is not valid
for the largest group, breech presentation, for
obviously the results of internal podalic
version have no relevance to it. Even if, for
breech, the risk of extraction only was in
mind the argument is still very questionable,
as breech extraction is not the routine method
of delivery, being used only when something
occurs which necessitates immediate delivery.
It is for this very reason that many obstetri-
cians actually prefer the second twin to
present by the breech, for if an expedited
delivery becomes necessary breech extraction
is usually easier than delivery of a vertex,
involving, as it may do, application of high
forceps or internal version.

I quote the following figures for interest
only, as clearly the numbers are not large
enough to have statistical significance, and
all that one can say is they do not show a
higher mortality for the second-twin breech
compared with the first-twin breech. In our
series of 1,185 breech deliveries (at present
unpublished) Mr. G. S. Lester, of Birming-
ham, and I found that after correction by the
exclusion of macerated babies, congenital
abnormalities inconsistent with continued
existence, and babies weighing less than 4* lb.
(1.9 kg.) there were 100 first twins and 134
second twins. Five babies were lost in each
group.-I am, etc.,

A. JAMES WHITE.
Barking Hospital,
Essex.

Cytomegalovirus
SIR,-Mr. R. R. H. Coombs's suggestion

that cytomegalovirus infection might be re-
sponsible for some cases of autoimmune
haemolytic anaemia (22 June, p. 743) raises
many problems as to the pathogenicity of this
organism in man.

In adult life subclinical infection with
cytomegalovirus is common, since 50% of
the London population gain significant titres
of complement-fixing antibodies by the age
of 30.1 Rarely, active infection may result
in an atypical glandular fever type syndrome
with rash, hepatosplenomegaly, atypical
mononucleosis, and negative Paul-Bunnell
reaction.' In those cases in which haemo-
lysis occurred no auto-antibodies were
detected, and the haemolytic episode was self-
limiting.3
The finding of cytomegalic cells at

necropsy in Mr. Coombs's case does not
necessarily indicate active primary infection,
since a secondary cytomegalovirus infection
commonly complicates debilitating diseases
such as the lymphomas treated with steroids
and cytotoxic drugs, and other conditions
such as organ transplantation in which in-
tensive immunosuppressive therapy is given.

It seems unlikely, therefore, that cyto-
megalovirus has an aetiological relationship
to autoimmune haemolytic anaemia, although
this concept clearly merits further investiga-
tion.-I am, etc.,

General Hospital, P. J. ToGHILL.
Nottingham.

REFERENCES
Stern, H. and Elek, S. D., 7. Hyg. (Lond.),

1965 61 79.
2Klemola, i., and Karriiinen, L., Brit. med. 7.,

1965. 2, 1099.
Toghill, P. J., Bailey, M B. Williams, R.,

Zeegen, R., and Bown, R., }Lnce4 1967, 1,
1351.

Report of the Royal Commission
SIR,-In the Supplement (6 July, p. 47)

there is a report of a meeting of the B.M.A.'s
Committee on Medical Science, Education,
and Research. In this report the President,
Mr. R. V. Cooke, is reported as saying that
he did not think that the Report of the Royal
Commission on Medical Education had been
unanimous. I do not know on what grounds
he can support this statement and I must
strongly refute the comment that " Lord Todd
had said that it was a majority report.
The Report of the Royal Commission was,
in fact, unanimous, as is evidenced from the
fact that it was signed by all members of the
Commission, contains no note of dissent, and
is unaccompanied by any minority report. To
suggest that, in these circumstances, the Re-
port contains features to which I, or any of
my fellow members, would not subscribe is
totally unjustified.-I am, etc.,

TODD.
Royal Commission on Medical

Education,
London W. 1.

Sudden Death in Young Asthmatics
SIR,-Bronchial asthma is nowadays an

important cause of sudden death in young
people. Not all die with status asthmaticus,
but most have used a variety of medicaments
that includes inhalant drugs of various kinds.
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