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Timing of Surgery for
Duodenal Ulcer

The decision for or against surgical operation for a patient with duodenal
ulcer may be straightforward, particularly if complications such as per-
foration, haemorrhage, or pyloric stenosis are present, but at times it
can be very difficult. Length of history is not necessarily a good guide.
One man may live relatively happily with his ulcer for 40 years with only
occasional bouts of dyspepsia, while another may be driven to seek help
from the surgeon within a year because of pain that disturbs his sleep or
stops him from earning his living.

Medical treatment is of most value when the ulcer has first been
diagnosed. But, once the ulcer has become established, though medical
management may relieve pain it is unlikely to heal the ulcer and keep it
healed. Surgery should then be considered, because it will cure the ulcer
permanently in 18 or 19 cases out of 20.' 2 A successful outcome is more
likely if the patient is relatively young and fit, and if the operation can be
carried out as an elective procedure by an experienced surgeon. In such
circumstances the mortality rate is less than 0-5%.2 3 That is about
one-tenth of the mortality of emergency operations for haemorrhage4 or
perforation.5 Despite the dangers of delay the conservative approach has
often been justified on the grounds that the patient who has "earned"
his operation by enduring many years of recurrent pain will in the end
profit more from surgery, if only because he will be more likely to regard
the side effects of operation as an acceptable price to pay for relief from
pain. Such beliefs, which no doubt served as a salutary check in earlier
times, should now be discarded, as a challenging paper6 from the Gastro-
intestinal Unit in Edinburgh makes clear.

In reviewing several hundred patients with peptic ulceration W. P.
Small and his colleagues attempted to answer certain crucial questions.
Did patients who had well and truly "earned" their operation by suffering
years of pain before surgery in fact fare better after it than patients who
had a short history before operation? Could the results of surgery be
correlated with length of history, the age of the patient at the time of
operation, or with the severity of symptoms? Did patients who were
psychiatrically upset seek operation at an earlier stage in the history of the
disease, and was the clinical outcome unfavourable in such patients?

In the first part of the study 147 patients who had been treated more
than five years previously, mostly by Polya gastrectomy, were graded by
clinical results as good, moderate, or bad. On average these patients had
given a 12-year history of ulcer trouble before operation, with a range of
7 months to over 25 years. Their ages ranged from under 20 to over 70
years. Good results were recorded in 78%. Patients with a short history
(less than five years) obtained just as good results as those with long
histories of 20 years or more. Patients in their 20s fared as well as those
over 50. The proportions of good results were the same whether the
patient was classed as having severe ulcer disease or not. (A "severe"
ulcer was defined as one that had been responsible for haemorrhage,
stenosis, or perforation).
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The second group ofpatients studied by Small and colleagues
had undergone both a physical and a psychiatric assessment
before operation, but neither pre- nor postoperatively were
the physicians and surgeons informed of the results of the
psychiatric assessment. Ofthe 98 patients who came to surgery
65% were judged to be psychiatrically ill. Depression was
diagnosed in 48 patients, anxiety in 41, and "character dis-
order" in 30. Three patients were psychotic. There was no
evidence that the psychiatric patients came to surgery at an
earlier stage in their ulcer history than did the normal patients.
Thirty months after operation, the outcome, both physical
and psychiatric, was assessed. Once again the age of the
patient and the duration of his symptoms before operation
were found to have had no significant influence on the results
of surgery. Though psychoneurotic patients did less well than
their stable brethren, 70% of them obtained clear- benefit, and
the better the physical result of surgery the greater was the
chance of psychiatric improvement. Even better results might
have been achieved, as the authors themselves state, if these
patients had also received prompt psychiatric treatment. The
subgroup which did least well consisted of patients who had
psychiatric symptoms coupled with less severe ulcer disease.

This thorough, critical study raises many points of interest.
The 65% incidence of psychoneurosis in patients coming to
surgical operation for peptic ulcer is surprisingly high. Did the
patients in the second group form a consecutive series or were
they selected in any way? Or did the policy of "earning" the
operation help to produce the depression and anxiety?

It is interesting that moderate or bad results were recorded
in only three (13%) of the 23 patients who gave an ulcer
history of less than five years, whereas no fewer than 17 (26%)
of the 66 patients whose history was of more than 20 years
had an unsatisfactory outcome to surgery. Furthermore, these
data take no account of the greater morbidity and mortality
to be expected from the operation in patients with a-long ulcer
history if only because they are. older. Thus there is reason to
believe that relatively early operation for duodenal ulcer may
in fact yield better clinical results than an operation delayed
so that the patient may "earn" it.
The authors conclude that "selection for operation by

'earning' is unreliable in that it fails to identify that group of
patients liable to do badly." It follows that when a patient
has an ulcer that is judged to be severe owing to complications
or pain that is poorly relieved by medical measures he should
be given the benefit of prompt elective surgery. This will save
him suffering pain over the years and protect him from the
hazards both of dangerous complications and of the resulting
emergency surgery, which is often performed at night under
unfavourable circumstances. In the industrial cities of Britain

Clark, C. G., Murray, J. G., and Slessor, I. M., and Wyllie, J. H.,
British Medical_Journal, 1964, 2, 900.

2 Goligher, J. C., et al., British Medical Journal, 1968, 2, 781.
3 Weinberg, J. A., in Surgery of the Stomach and Duodenum, ed. H. N.

Harkins and L. M. Nyhus, p. 473. London, Churchill, 1962.
4 Schiller, K. F. R., Truelove, S. C., and Williams, D. G., British Medical

J7ournal, 1970, 2, 7.
Hennessy, E., Australian and New Zealand Journal of Surgery, 1969,
38, 243.

6 Small, W. P., et al., Gut, 1969, 10, 996.
7 Holt, R. L., and Lythgoe, J. P., British Journal of Surgery, 1965, 52, 27.
Kennedy, T., and Connell, A. M., Lancet, 1969, 1, 899.
Griffith, C. A., Surgical Clinics of North America, 1966, 40, 367.

'I Sawyers, J. L., Scott, H. W., jun., Edwards, W. H., Shull, H. J., and
Law, D. J., American Journal of Surgery, 1968, 115, 165.

Kennedy, T., and Connell, A. M., Lancet, 1970, 1, 675.
1 Frohn, M. J. N., Desai, S., and Burge, H., British Medical,Journal, 1968,

1, 481.
13 Johnston, D., and WiLkinson, A. R., British Journal of Surgery, 1970, 57,

289.
14 Burge, 'H., MacLean, C., Stedeford, R., Pinn, G., and Hollanders, D.,

British Medical lournal, 1969, 3, 690.

such operations are still being performed with depressing
frequency on decrepit old men with emphysematous lungs
and narrowed coronaries whose ulcer has been present for
half a lifetime.

Progress in surgery for duodenal ulcer is possible only if the
three main causes of its failure are clearly recognized and
steps taken to avoid them. Operation fails because of recurrent
ulceration, the side effects of the operation, or faulty selection
of the patient for operation.7 Considerable evidence is now
available that the incidence both of incomplete vagotomy8-10
(the usual cause of recurrent ulcer) and of postvagotomy
diarrhoea8 11 12 iS greatly reduced if bilateral selective vago-
tomy is performed in preference to truncal vagotomy. A
planned, elective approach is needed for this operation. Finally,
it should be mentioned that when either selective or "highly-
selective" vagotomy13 is performed in the absence of pyloric
stenosis the addition of pyloroplasty or gastrojejunostomy is
probably unnecessary,13 14 because gastric emptying is satis-
factory without the drainage procedure. In this way side effects
can be cut to a minimum-but only ifthe concept of "earning"
is abandoned, so that elective surgery may be undertaken at a
sufficiently early stage.

Sleeping Pills
In the B.M.J. this week Drs. J. I. Evans and 0. Ogunremi
describe at page 310 an investigation of some physiological
features of sleep. They tested healthy volunteers after clinical
doses of methaqualone 250 mg. plus dephenhydramine
25 mg. (Mandrax), chloral hydrate, and dichloralphenazone
(Welldorm).

Sleep consists of two principal varieties, orthodox sleep and
paradoxical (rapid eye movement, R.E.M.) sleep, which alter-
nate during the night. In addition to rapid eye movements the
rather dramatic features of R.E.M. sleep include irregular
heart rate, breathing, and blood pressure; penile erection; and
dreaming. Evans and Ogunremi pay especial attention to the
proportion of R.E.M. sleep in the total night's sleep. They
found a modest suppression of R.E.M. sleep by chloral hyd-
rate 0-8 g. but little or none after dichloralphenazone 1-3 g. or
Mandrax. A considerable reduction is to be expected after
barbiturates.
Negative evidence of lack of distortion of normal sleep pat-

terns should certainly be held to the credit ofany hypnotic, but
many criteria must be used in assessing merit in a drug. R;E.M.
sleep itself can vary not only in duration (which is what Evans
and Ogunremi measured) but also in intensity. Barbiturates' 2
and glutethimide3 reduce this intensity and cause eye move-.
ments to be sparse during periods of R.E.M. sleep. A Chicago
team led by A. Rechtschaffen4 have studied methaqualone,
and, though also finding no effect on the duration of R.E.M.
sleep, have found that the relatively small dose of 150 mg. de-
creased its intensity.
Apart from their effectiveness in inducing sleep, their

differences in abuse potential, and their safety in overdosage,
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