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A requiem for vagotomy
SIR,-We fear that like so many who have
contributed to the debate about the long term
management of duodenal ulcer disease Professor J
Alexander-Williams' has missed the point. The
problem with duodenal ulcers is not how to heal
acute exacerbations (a task readily accomplished
by medical treatment) but how to prevent them'
from recurring.
None of the currently available medical

treatments, including tripotassium dicitratobis-
muthate, alter the clinical course of duodenal ulcer
disease. (The lower than expected relapse rate
of ulcers treated with tripotassium dicitratobis-
muthate seen in the first year after healing does not
seem to be maintained at two years, by which time
almost 90% of ulcers are likely to have recurred.')
Furthermore, the 12 month recurrence rate of
about 25% reported in a recent meta-analysis of
studies advocating continuous maintenance
treatment with H2 receptor antagonists' can
hardly be described as satisfactory. Relapse rates
associated with maintenance treatment with
tripotassium dicitratobismuthate4 or omeprazole'
are even more disappointing (31% at one year and
23-27% at six months, respectively).

Surgery is usually reserved for patients with
"refractory" ulcers, in whom even full dose main-
tenance treatment (800 mg cimetidine at night) is
singularly unsuccessful, with a 50% recurrence
rate at one year.6 Against this background, a highly
selective vagotomy can offer 87-95% of patients
with duodenal ulcers ulcer free remission for at
least five years,7-" particularly when the operation
is performed by a surgeon who has received
specialist training in the technique. A dispassionate
look at the available facts clearly indicates that
highly selective vagotomy is an attractive alter-
native in highly selected patients for whom medical
maintenance treatment proves inadequate. As only
a small proportion of patients with duodenal ulcers
require surgery we suggest that the excellent
results that highly selective vagotomy can offer
may best be maintained by referring suitable
patients to specialist centres.
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SIR,-Although the incidence of peptic ulceration
and hence elective surgery has declined greatly in
the past two decades, the number of emergency
admissions for perforation, bleeding, and stenosis
has remained almost constant. Many patients
could have avoided these complications by earlier
referral for surgery. Unduly prolonged mainten-
ance treatment with drugs to control acidity risks
complications, invites poor compliance, and is
costly. Professor John Alexander-Williams's
article' ignores the fact that even on maintenance
treatment a fifth of patients have a recurrence of
symptoms within five years with a 5% risk of
bleeding. A further fifth get asymptomatic ulcers,
and we know that recurrent ulceration and subse-
quent healing can lead to gradual stenosis, as
illustrated by Hansell et al, who put 55
patients considered suitable for elective duodenal
ulcer surgery on maintenance treatment with
cimetidine.2 Ten years later only 41 of the patients
were available for follow up and 20 of these had
required surgery, five because of pyloric stenosis
and two because of bleeding.

Late referral with complications often precludes
the best operation-namely, proximal gastric
vagotomy. Compliance with a long term mainten-
ance programme is unlikely to be better than the
68% obtained by Penston and Wormsley.3 In
underdeveloped countries compliance will be
vastly less, partly owing to the prohibitive cost-
£1500 to £2000 over a five year period. "Eradica-
tion of Helicobacter pylori" is far from being a
reality even with the use of triple therapy, which
carries its own appreciable morbidity. Even the
"conquest of spiral organisms" does not ensure
cure of the ulcer diathesis.

In British reports the recurrence rates after
proximal gastric vagotomy are around 10% at 10
years, rising to 15% at 15 years; recurrence after 15
years is uncommon. These results have been
obtained in patients when non-surgical treatment
had already failed. Ulcers that recur after surgery
are usually relatively benign and respond easily to
medical treatment; the risk of bleeding and per-
foration after recurrence is less than 5%. In a 20
year experience of proximal gastric vagotomy we
had only one operative death in 600 elective
operations, and cu'rrently over 90% of patients are
Visick class I and II.4 Sonnenberg estimated that at
20 years premature death is twice as likely in
medically treated patients as in surgically treated
.ones.5

Proximal gastric vagotomy is not dead and
should not be buried.
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SIR,-The requiem for vagotomy discussed by
Professor J Alexander-Williams' can take place
only in the West. It has been made possible by
long term maintenance with H2 blockers and the

possibility of eradicating gastric Helicobacter pylori
infection, thereby greatly reducing the rate of ulcer
recurrence.

For most people in the developing world neither
of these is possible. Maintenance treatment with
H2 blockers, if available, is too expensive, while
the infection profile ofH pylori makes its eradica-
tion impractical. Over 70% of the adult population
have antibodies toH pylori,2 as do 60% of children.'
Patients often live in a large extended family and if
H pylori was eradicated the chance of reinfection
would be very high.4

Effective medical prevention is impossible for
most ulcers in the developing world. Intermittent
treatment of ulcer recurrence is difficult to recom-
mend when patients may live several days away
from appropriate medical care, and those with a
recurrence heralded by a perforation or large upper
gastrointestinal bleed are unlikely to reach hospital.
Vagotomy remains a safe and effective treatment

for duodenal ulcer, and for most of the world's
population, who live in the developing world, it is
probably the best treatment.
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Multiple sclerosis: nature or
nurture

SIR,-The idea that the frequency of multiple
sclerosis is related to latitude forms the cornerstone
of epidemiological thinking. This is illustrated by
Professor D C G Skegg, who comments, "For
decades doctors have been mapping the distribu-
tion of multiple sclerosis, fired by a conviction that
the latitude effect must hold the key to the original
of the commonest disabling illness that affects
adults in their prime."' Sutherland, reporting on
the prevalence of multiple sclerosis in northern
Scotland, suggested it was more common in Scot-
land than -elsewhere in the United Kingdom,2
thereby supporting the idea of a latitudinal
gradient within Britain.
We suggest that the evidence supporting Lim-

burgh's latitudinal hypothesis within Britain is not
as clear -as some would suppose. Two points need
to be considered in interpreting British surveys of
prevalence. Firstly, repeat surveys of the same
geographical area invariably produce higher rates
because they are likely to have more complete
ascertainment; therefore, to be meaningful, geo-
graphical comparisons should be made between
first surveys of an area. Secondly, surveys since the
1970s have consistently produced higher rates than
earlier surveys due to better diagnostic techniques,
increased awareness of the less severe forms of the
disease, improved survival, and better methods of
ascertainment.'
The table presents first surveys for two periods.

In the 1950s the rate in Cornwall was not
significantly different from that in northern Scot-
land but higher than those in Northern Ireland and
Durham and Northumberland.24-6 An examina-
tion of the four modern surveys showed little
evidence of a north-south gradient: the rate in
south London was not significantly different from
that in north east Scotland.7'0 The Southampton
survey recorded an unusually low proportion (7%)
of possible cases compared with north east Scot-
land (17%), which may mean that the researchers
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