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facturer's smallest standard pack, or a
multiple of this number. This will enable
the pharmacist to order the exact quantity
required, and will have the desired effect of
removing the temptation to steal a large
stock bottle from the pharmacist's shelf.-I
am, etc.,

M. J. LEVERTON.
Millom.
Cumberland.

Surgery for Duodenal Ulcer

SIR,-Your leading article on results of
vagotomy (15 August, p. 358) offers little
advance on the conclusions of six years
ago.' The preliminary results of mv own
cases of peptic ulcer may therefore be of in-
terest.

Since 1967 I have treated, by
pyloroplasty alone, 55 patients suffering
from chronic peptic ulcer requiring surgery
(38 duodenal, 17 gastric). Thirty-seven
patients have been followed for more than
one year and 15 of these for more than two
years. None now suffers any dyspepsia; nor
have there been any side effects of the
pyloroplasty. A second pyloroplasty was
necessarv in five patients before the ulcer
healed. The first operation did not produce
a wide, incompetent pvlorus, but after a
second and effective pyloroplasty the ulcers
healed and remain so 20 months (one
duodenal), one year (one duodenal, one
gastric), and less than one year (one
duodenal and one gastric) later. In three
cases, preoperative peak acid secretion was
high hut fell to within normal range post-
operatively. In seven patients eating exces-
sive fat caused symptoms which are fully
controlled by a low fat intake.

Capoer2 showed that benign gastric ulcer
healed following pyloronlasty alone "because
a wide, incompetent pylorus does not per-
mit a narrow, forceful regurgitation" of
duodenal contents into the stomach. Cap-
per's words-narrow, forceful-led me to
apolv his conclusions to duodenal ulcer as
well. Farris and Smith' accepted that cure
of anatomical obstruction at the pylorus was
the most important factor in cure of gastric
ulcer but added vagotomy to pyloroplasty
for fear that "duodenal ulcer diathesis might
recur." Their fears appear to be unfounded.
Martin and Burden4 in 1928 considered that
failure of cure by pyloroplasty of any peptic
ulcer was due to incomplete abolition of
sphincter activity at the pylorus, or to post-
oPerative narrowing of the pyloroplasty.
Their views were neglected perhaps because
although we can assess the time the stom-
ach takes to empty of barium we cannot see
whether it is "swishing like a bath of
water"5 through a relaxed, wide-open
nvlorus. or is squirting as a narrow, forceful
"jet" through a restricted pylorus (restricted
by spasm, muscle hypertrophv, inflamma-
tion and fibrosis, or even pyloric mucosal
dianhragm). Perhans also, because it was
possible to "measure" them, however inac-
curately, acid levels attained spurious impor-
tance.
The concept underlying use of

pyloroplasty alone is a simple one. If the
pylorus does not relax fully the flow
becomes narrow and forceful; acid gastric
contents are squirted as a "jet" to impinge
upon duodenal mucosa, possibly persistently
on the same localized area, before mixing
with and being neutralized by duodenal

contents. If the pylorus does not close
completely during duodenal cap systole
pyloric reflux occurs. Resistance to flow of
gastric contents through the pylorus into the
duodenum may stimulate the antrum and
cause a rise in gastric acid secretion.67 Any-
thing which diminishes the "jet" itself (for
example, by interfering with gastric
motility), or which alters pH, can modify
the ulcerating effect. Pyloroplasty prevents
the formation of a "jet."

Pyloroplasty must be adequate to prevent
reflux from duodenal cap systole and to
decompress the antrum. It is then followed
by healing of duodenal and high and low
gastric ulcers, high acid secretion levels may
become normal, and there are no side
effects of the operation. I have not found
any kind of vagotomy or gastrectomy neces-
sary to cure any chronic peptic ulcer during
the last two-and-a-half years. I have also
used effective pyloroplasty alone successfully
to cure cases of failed vagotomy and
pyloroplasty and failed vagatomy and
gastroenterostomy.-I am, etc.,

PETER CHILDS.
Plvmouth General Hospital,
Plymouth, Devon.

REFERENCES
I British Medical Yournal, 1964, 1, 448.
2 Capper, W. M.. Annals of the Royal College of

Surgeons of Eneland, 1967, 40, 21.
3 Farris, J. M., and Smith. G. K., Surgical Clinics

of North America, 1966, 46, 329.
4 Martin, E., and Burden, V. G., Annals of Surgery,

1928, 88. 565.
5 Johnson, H. D., Proceedinas of the Royal Society

of Medicine, 1961, 54, 938.
6 Harkins, H. N., er al., Surgical Forum, 1954, 5,

281.
7 Meneuy, R., Surgical Clinics of North America,

1966, 46, 257.

Pseudo-obstruction of the Large Bowel

SIR,-I am surprised that Dr. Barbara F.
Smith (20 June, p. 732) and Mr. J. A. C.
Neely (27 June, p. 793) have objected to the
use by Mr. P. K. Caves and Dr. H. A.
Crockard (6 June, p. 583) of the term
"pseudo-obstruction." Dr. Smith's objection
is that "pseudo-obstruction" was used to
describe another condition of apparent obst-
ruction by Naish and his colleagues in 1960.
I would draw her attention to the use of
the term by Dudley et al. in 19581 to
describe the condition reviewed by Mr.
Caves and Dr. Crockard.

Mr. Neely states that the term ileus
should be used rather than obstruction, but
the word ileus comes from the Greek eileos
which means "intestinal obstruction." He
would qualify the ileus as "paralytic," yet
refers to a condition with features not of
paralysis but of disorganized or ineffective
function (the presence of bowel sounds
associated with colic). He believes that the
obstruction is not "pseudo" but is real, yet
agrees that the tube is not blocked, but has
an inefficient propulsive mechanism, and so
appears with most features of blockage or
organic obstruction.
To me, the term "pseudo-obstruction"

describes the circumstances distinctly and
effectively. If adopted universally it would
make for clarity in terminology, and even
improvement in its understanding.-I am,
etc.,

F. 0. STEPHENS.
Sydney Hospital,
N.S.W., Australia.

REBRNC
Dudlev, H. A. F., et al.. Yournal of the Royal

College of Surgeons of Edinburgh, 1958, 3, 206.

Polyuria after Cardiac Surgery

SIR,-We were interested to read the
report by Dr. R. 0. Robinson and Mr. K. M.
Pagliero (1 August, p. 265) of a patient
with polyuria after cardiac surgery. Two
patients in the Liverpool Regional Cardio-
thoracic Centre undergoing open heart sur-
gery developed polyuria postoperatively, and
in one there was a dramatic response to pit-
ressin.
A 34-year-old housewife with a 27-year history

of a cardiac murmur presented with an 18-month
history of dyspnoea on effort and palpitations.
Physical examination revealed an atrial septal
defect and the E.C.G. showed a right bundle
branch block. At cardiac catheterization, a large
atrial septal defect was found with a 1-5:1 shunt.
At operation a. 15 sq. cm. atrial septal defect

was repaired using a Dacron patch on full
normothermic cardiopulmonary bypass with a
perfusion time of 45 minutes.
She returned to the intensive care unit fully

conscious and co-operative with normal pulse,
blood pressure, and central venous pressure. The
urine output was adequate, glycosuria was
present, but blood sugar was normal. The next
day she was vague and had echolalia, but there
were no other abnormal neurological features.
A brisk diuresis started with a urine flow of 9
ml. /min. for eight hours and then returned to
normal. Twelve hours later it again increased to
8 ml. /min., and after 1' hours she had a major
generalized convulsion. This persisted until she
was curarized, intubated, and put on a ventilator.
The urine flow then returned to normal. A car-
diac arrest developed from unknown causes and
following successful resuscitation she was found
to have bilateral pyramidal damage and was
comatose. Her cardiac, renal, and cerebral func-
tion did not alter during the next 10 days, when
she succumbed to an overwhelming broncho-
pneumonia. Necropsy revealed petechial
haemorrhages throughout the cerebral white
matter but no softening or oedema.
A 39-year-old housewife, who had had a mitral

valvotomy 14 years previously, was adm:tted to
hospital for investigation of breathlessness,
haemoptysis, and ankle swelling. Physical exami-
nation revealed a pure mitral stenosis and valv-
otomy was recommended. A left-sided empyema
had complicated the original operation and a
sinus had drained intermittently since.
An attempt to perform a mitral valvotomy

from the right side failed, so the pati-nt was put
on to cardiopulmonary bypass and the mitral
valve split to 3.5cm. with a Tubbs's dilator. There
was no valve clarification, no left atrial thrombus,
and the aorta was cross-clamped during the
period of left atriotomy. She did not regain
consciousness after the operation and was ven-
tilated. Neurological examination revealed bilat-
eral pyramidal damage. She required an isopren-
aline infusion for bradycardia and hypotension.
In the 12-hour period postoperatively she passed
1.6 1. of urine in excess of input. The blood
urea, calcium, potassium, and magnesium were
all normal. The blood sugar, initially 325 me./
100 ml., fell to 124 mg. within 6 hours. The
following day she became hypothermic and the
diuresis persisted, urine S.G. 1000. Ten units
of the short-acting Pitressin preparation were
given subcutaneously and the urine flow fell from
7.0 ml./min. to 0.75 ml./min. The urine S.G.
rose to 1010.

Fifteen hours later, with a normal urine output,
the ventilator failed. When she was put back on
another machine the tidal volume was smaller,
and she became hypotensive with a tachycardia,
and the urine flow ceased. She was found to be
acidotic, hypoxic, and hypercapnoeic. Restoration
of normal ventilatory function did not improve
either cardiac or renal function and she died 120
hours after surgery. Necropsy was not performed.

In the second case diffuse cerebral dam-
age was recognized before the onset a£t
polyuiria, and hypothermia was also present,
suggesting a disturbance of hypohlmic
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function to account for reduced antidiuretic
hormone production. The cerebral dysfunc-
tion in this patient was thought to be due
to hypotension at the time of operation. It
is interesting that no hypothalamic distur-
bance was recognized by Javid et a.1 in
their review of neurological complications
after open heart surgery.
There was no obvious cause for the cere-

bral dysfunction in the first case, but it is
interesting that polyuria and echolalia began
simultaneously and that fluctuations of urine
flow coincided with alterations in cerebral
function. To have been able to estimate
levels of antidiuretic hormone at these times
would have been helpful.

Polyuria after open heart surgery may
be associated with diabetes mellitus, bio-
chemical changes, such as hypokalaemia
and as an exaggerated response to diuretics,
and it can lead to peripheral circulatory fail-
ure. It is important to recognize polyuria
due to diabetes inspidus as it is so amen-
able to Pitressin (vasopressin) therapy.
We are, etc.,

C. C. EvANS.
J. B. MEADE.

W. A. LIrmER.
Liverpool Cardio-thoracic

Surgical Centre,
Liverpool.
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Wrong Operations
Sm,-I was very pleased to read Mr. I.

W. Payne's letter (5 September, p. 584),
and fully agree with all that he says. It is
of course of the utmost importance that
every care should be taken to avoid operat-
ing on the wrong side, or even worse per-
forming the wrong operation on the wrong
patient. Like Mr. Payne I have never felt
quite happy with regard to the marking of
patients prior to surgery. On the one hand
it is still possible, as he so rightly points
out, to mark in error, and on the other
hand when the patients are thus branded do
they perhaps wonder if the surgeon has a
full grasp of their illness, when apparendy
he has to depend on a mark to tell him
what to do and where to make his cut?
My own custom is to see every patient

before being anaesthetized in the anaesthe-
tic room: to check on the notes, to check
with the patient, and above all to reassure
the patient-this last being of paramount
imoortance. It may be argued that some
patients owing to premedication may not be
in a position to give a clear answer, but in
mv e':perience this is seldom the case. For
many years I have established a routine
whereby none of my patients are anaesthe-
tized before I have had an opportunity of
speaking to them, and apart from serving as
a most valuable additional check I believe it
to be much appreciated. I am against the
practice of starting the next anaesthetic
before the last case has been finally
completed. This may save a little time with
a long list, but surely adds to the chance of
error, and as Mr. Payne says the surgeon is
in constant need of vigilance and cannot
afford .to cut corners.

I should make the point I am not against
the practice of marking patients, but making

a plea that this in itself is not sufficient. The
personal approach cannot be replaced by
the indelible mark.-I am, etc.,

ANDREW G. BUTrERS.
Barnsley,

Yorks.

Unusual Surgical Emergency in
Pregnancy

SIR,-Inguinal hernia in pregnancy con-
taining one hom of a bicomuate uterus and
associated with a congenital solitary kidney
is rare, so I would like to report the follow-
ing case.
A 35-year-old woman in her fifth pregnancy

was admitted as an emergency at 37 weeks
gestation because a left indirect inguinal hernia
had become irreducible. On admission apart from
pain her general condition was satisfactory, and
the pregnancy was normal. A large left inguinal
hernia was present, and it was tender and
irreducible. At operation the hernial sac was
found to contain one horn of the uterus, about
8 x 6 cm. size, the left round ligament, and the
left uterine tube with the ovary attached. The
horn of the uterus and the adnexa were engorged
but viable; they were reduced and a Bassini type
of herniorrhaphy was performed. Her post-
operative progress was satisfactory and she was
delivered three weeks later of a live female baby
weighing 3,430 g.
A hysterosalpingogram carried out six weeks

post partum showed a uterus bicornis unicollis
with dilatation of the right hom and free spill
of dye into the peritoneal cavity. The left tuber
was not outlined (Fig.). An intravenous

pyclogran showed an enlarged left kidney with
pelvicalyceal dilataton. There was no evidence
of a kidney on the right side. The creatinine
clearance was then 60 ml./min., and her blood
urea 23 mg./100 ml.
Almost every abdominal organ has been

described in the sac of an inguinal hernia.Y-3

A serious complication of a bicornuate uterus
in labour is that the non-pregnant horn of
the uterus can cause obstruction during
delivery, but the case described above con-
firmed the clinical impression that the more
complete the uterine duplication the less
likely is dystocia.4 This case illustrates the
fact that congenital malformations of the
genital and urinary tracts are associated.5 6
-I am, etc.,

A. MAHMOOD.
Southlands Hospital,
Shoreham, Sussex.
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Value of Osteopathy

SIR,-In a review (6 December, 1969, p.
610) of the book A Manual of Osteopathic
Practice by Alan Stoddard, Dr. D. A. H.
Yates expressed his doubts on the validity
of as-essing leg length by palpating the iliac
crests in the erect position. In a letter (7
February, p. 366) Dr. Yates reported some
studies of observer error in measuring leg
length by this method. He concluded that
"with raises of I in. (1.2 cm.) or less the
observers were as often incorrect as correct
as to which side, if either, was raised. With
3 and 1 inch (1.8 and 2.5 cm.) all observa-
tions were correct."
The following experiment was carried out

to test the validity of such an observation,
and to find out with what degree of accuracy
a known amount of shortening could be
detected.
One subject was used. He stood with his

back to a good light, his feet were obscured
by a blanket, and five observations were
made with varying raises under one or
other foot: no raise, right foot raised I in.
(1.2 cm.), left foot raised i in. (0.6 cm.), left
foot raised a in. (1.2 cm.), and finally left
foot raised J in. (0.3 cm.).
The observer stood behind and assessed

the level of the pelvis by palpating the
highest point of the iliac crest. The short
leg was recorded or the pelvis stated to be
level. Seventeen observers each made five
obrervations. The observers were a group of
doctors, mostly general practitioners, all
with at least two years' experience of manip-
ulative medicine, attending a postgraduate
course run by the British Association of
Manipulative Medicine.

Raise in Inches Opinions of Observers

Level Short R. Short L.
Pelvis Leg Leg

No raise 2 4 I 11

t under 8 6 3
i sleft 9 7 1
* J foot 14 0

i under right
foot 2 0 i 15

The results are seen in the Table. With
the subject standing naturally, 64% of the
observers found a short left leg. A raise of
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