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Erosive Gastritis
Acute gastric mucosal haemorrhage (erosive gastritis) is
difficult to treat. In some patients bleeding begins for no
obvious reason; but in most there is a definite recognizable
cause, usually the ingestion of drugs such as aspirin or steroids.
Heavy drinking is also important, especially in the U.S.A. All
cirrhotics admitted with gastrointestinal haemorrhage should
be carefully assessed, since the bleeding may be coming not
from the obvious oesophageal varices but from other lesions
such as erosive gastritis or chronic peptic ulcer.1 2 Recently it
has been observed that in patients operated on for liver trauma
the incidence of gastrointestinal haemorrhage from erosive
gastritis seems to be much greater in those patients in whom
the common bile duct is drained by a T tube.3 Perhaps the
most difficult patients are those already seriously ill from
extensive burns or trauma. A major gastrointestinal haemorr-
hage in these circumstances is often the final complication
after a series ofcritical situations which have made considerable
demands on both the fortitude of the patient and the efforts of
those caring for him.
The diagnosis of erosive gastritis is much easier since the

introduction of fibre endoscopy. In those patients who re-
cover, the mucosal lesion may heal so rapidly that it will be
missed unless endoscopy is undertaken within 24-48 hours of
the bleeding.4 The great advantage of fibre endoscopy over
barium studies in acute gastrointestinal haemorrhage is that
both acute superficial lesions and chronic lesions may be seen
-and it is usually apparent whether the lesion seen has bled
or not.
The actual mechanism of erosive gastritis is not fully under-

stood, but in those patients who bleed after drug ingestion
there may be some interference with the elaboration of normal
gastric mucus. The modified mucus produced may be more
easily hydrolysed by refluxed bile and pancreatic juices, thus
exposing the cells of the mucus membrane to the autodigestive
effects of acid and pepsin.4 Reflux of duodenal contents into
the stomach is much commoner in critically ill patients, but
mucus appears to be unaltered in such circumstances.5 There
may be a period oflow vascular perfusion in the gastric mucosa
in critically ill patients, and this would disrupt the normal
protective function of the gastric mucosal cells and allow back-
diffusion of hydrochloric acid into the cells causing damage.6
Back-diffusion may also disrupt the mast cells in the gastric
mucosa, releasing histamine which would increase the tissue
damage further.
The management ofthe patient who is bleeding from erosive

gastritis should be conservative at first. Adequate transfusion
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to maintain the haemoglobin and circulating volume should
be combined with lavage of the stomach with ice-cold saline.
Many patients stop bleeding on this regimen. Ifsevere bleeding
continues then until recently operation has been the only
possible treatment. Control ofhaemorrhage may now, it seems,
be achieved pharmacologically in many patients. In a series of
50 patients treated at the Massuchusetts General Hospital7 it
was possible to cannulate selectively the artery supplying the
mucosa from which the haemorrhage was occurring (usually
the left gastric artery) in 37. An intra-arterial infusion of
posterior pituitary extract was started and maintained for up
to 48 hours. In 31 of the 37 patients treated bleeding was con-
trolled and only two bled again, one at seven days and one at
19 days. Four of the six patients who did not respond required
operation, but there were no serious local complications of the
therapy. It did not prove possible to cannulate the appropriate
artery in 13 patients, and 10 of them required operation.
A note of caution should be sounded. Selective intra-

arterial infusion of posterior pituitary extract was first en-
thusiastically reported in the U.S.A. for bleeding oesophageal
varices, but in one series8 in Britain the results were dis-
appointing. The demands on the diagnostic radiology service
are considerable, as repeated check angiograms are necessary
and replacement of the catheter may often be required.

Erosive gastritis seems much more prevalent in the U.S.A.
and certainly the need to operate seems much less frequent in
Britain-14% in a recent series from London.4 This difference
may well represent the different sorts ofpatient: drug ingestion
was more common as a cause in the London series than in most
of those reported from the U.S.A. It may well be that the
effectiveness of a particular operation is related to the causal
factor.4 6 7 If operation becomes necessary the surgeon is
faced with a difficult choice. There is both experimental and
clinical evidence from the U.S.A. to support the use of
vagotomy,6 9 which has been shown to reduce the blood flow
to the gastric mucosa by opening up submucosal arteriovenous
anastomoses. In one collective review vagotomy with hemi-
gastrectomy seemed the most effective operation (rate of
recurrent bleeding 15%). In a series of47 patients operated on
in London over a 30 year period4 Billroth 1 partial gastrectomy
was the most effective operation: further bleeding occurred in
only one patient out of28 treated in this way. The effectiveness
of a Billroth 1 partial gastrectomy was attributed to the ex-
clusion of bile and pancreatic juice from the gastric lumen for
72 hours or more in the period before the gastroduodenal
stoma begins to function, thus allowing the erosive lesions to
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heal. The other common stomach operations are not usually
associated with such a long delay before the stoma functions.

Erosive gastritis remains a worrying problem for the
clinician. Trying to control the bleeding pharmacologically
by the selective intra-arterial infusion of drugs is an attractive
concept, but further reports must be awaited before a final
assessment can be made.
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Blood Donors and the
Transfusion Service
In a Fabian Tract' Choice and the Welfare State published in
1967 the late Richard Titmuss included the Blood Trans-
fusion Service in an argument designed to develop the concept
that social and medical services had special moral features
which made them ill suited for serious analysis in terms of
economic viability and exposure to market forces. The follow-
ing year Cooper and Culyer2 documented their opposition to
Titmuss's thesis and suggested that as they had evidence of a
national shortage of blood the time might have come to accept
the inevitable short-comings of a completely voluntary blood
donor system and consider supplementation with a profes-
sional element. Perhaps in response to this challenge Titmuss
made a more specific study3 of the Blood Transfusion Service
in the United Kingdom and in doing so made certain, perhaps
unfortunate, comparisons with what he had observed in the
United States and Japan. More importantly he emphasized
that the act of a voluntary blood donation was part of an inner
psychological drive expressing itself as a "gift relationship,"
and that this phenomenon was a prerequisite for a stable and
effective blood transfusion service. The latest turn of events in
this saga is the publication of The Economics of Charity4 by the
Institute of Economic Affairs, in which 10 authors (including
Cooper and Culyer) seem to have been selected in order to
mount a sustained counter-attack on the Titmuss hypothesis.
One feature of the publications on this theme since 1967 has

been the amount of effort expended and heat generated in the
presence of so little data. There has been much social philoso-
phizing but little evidence of social science. The central area
of conffict between Titmuss (a total voluntary blood donor
system) and Cooper and Culyer (supplementation with a pro-
fessional donor element) rests on the assumption by the latter
that there is a genuine national shortage of blood in the
United Kingdom. The evidence they presented in 1968 to
support this claim, and thus the subsequent proliferation of
manuscripts, would not withstand even the mildest examina-
tion. Indeed scrutiny of the results of their extraordinary
survey might well suggest that in 1967-8 there was no wide-
spread shortage but some isolated and atypical regions with
specific difficulties. Can we then rest on our laurels in Britain ?
The answer is unequivocably "No." The increasing demand
for red cells and platelets over the last five years has produced

moderate difficulties in some regions, but it is now apparent that
there is a serious national shortage of certain plasma fractions.
There is, for instance, a very large gap between the quantities
of coagulation factor VIII concentrates made available by the
Blood Transfusion Service and that required for the care of
haemophiliac patients.5 Pharmaceutical concerns have been
quick to see these gaps and have introduced products such as
concentrates ofcoagulation factor VIII, factors II, VII, IX, and
X, and human antitetanus immunoglobulin; others, no doubt,
are on the way. For the first time in Britain we have begun to
rely on professional donors: not from Leeds, Liverpool, or
London, but from people in such countries as Puerto Rico,
Chile, and Colombia.

Is this trend inevitable, desirable, or necessary? Does it
confirm Culyer and Cooper's hypothesis that a total voluntary
blood donor system cannot meet the demands of modern
medicine and surgery in Britain and we must, therefore, look
towards a professional element? Again the answer to all these
questions is "No." Setting aside the emotional, moral, and
possibly political problems inherent in the use of professional
donors from other countries, the introduction ofhuman plasma
fractions from commercial sources could in the next 10 years
prove to be a serious drain on the financial resources of the
N.H.S. It is also certain that the cost to the taxpayer of pro-
ducing similar products would be distinctly less if undertaken
by the N.H.S. Finally, there is no evidence to support the
conclusion that the failure of the Blood Transfusion Service
to meet these increasing demands rests at the feet of the volun-
tary blood donor. Indeed the evidence suggests that there is no
shortage of voluntary donors in Britain prepared to come
forward and contribute to local and national needs. The prob-
lem rests on the quality ofmanagement (or lack of it) which has
led to a steady decline in the British Blood Transfusion
Service since the late 1950s. There has been no effective
national planning; the regional and protein fractionation
centres now lack sufficient staff, accommodation, equipment
and the basic organizational units to do the job. Moreover, the
medical staff in the centres are often geographically and
administratively isolated from the care of patients. The
remedy, then, is not for a topping-up exercise with donors
offered theatre tickets or nylon stockings but for an urgent
appraisal (for the first time) of a national policy for the pro-
curement and eventual distribution of a natural resource
which, unlike oil, will be still readily available in 1L00 years' time.
The Americans, so heavily criticized by Titmuss, have

already completed the first phase of such a national exercise.
Similar moves have occurred in Japan: both countries have
formally elected for a total voluntary donor system. We should
not underestimate the task for us in Britain, for it is likely
to concern most sections of a reorganized Health Service.
What we ought to understand is that the ball, so effortlessly
kicked towards the feet of the voluntary donor by the Institute
of Economic Affairs, needs to be tapped back to where it
belongs-the Department of Health and Social Security.
Perhaps the most effective way in this era of community
involvement in medical care would be for the donor to do the
tapping, for he ought to know whether the Government and
the medical profession are making the best use of his donation.
Above all he might wish to seek assurances that should his
wife or children, in the opinion ofthose caring for them during
some illness, need a particular blood product then any restric-
tion on its availability was genuinely due to the limitations
of the voluntary donor system rather than to administrative
inadequacies. It is perhaps time also for Mrs. Castle herself
to be briefed on this topic, because as we look into the crystal
ball through the dim haze of the present economic climate
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