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Verbatim Report of Debate
ARRANGED BY THE FELLOWSHIP OF MEDICINE

ON THE MOTION

"That in the Absence of Complications Surgical Interference
in cases of Gastric and Duodenal Ulcer is unnecessary."

HELD AT

MANSON HOUSE, PORTLAND PLACE, W.i.
ON

WEDNESDAY, MAY 30oth, 1934.

The Rt. Hon. Lord MOYNIHAN OF LEEDS, K.C.M.G., C.B., F.R.C.S.,
in the Chair.

Proposers of the Motion:
DR. A. F. HURST, F.R.C.P. MR. A. E. MORTIMER WOOLF, F.R.C.S.

Opposers of the Motion:
DR. ROBERT HUTCHISON, F.R.C.P. MR. HERBERT J. PATERSON, F.R.C.S.

THE CHAIRNIAN: Ladies and gentlemen, I am very happy indeed, to-night, to
see so many of you here, because I think this is really a great occasion. The
subject is one which unites where it used to separate both medicine and surgery; it
is, in my judgment, one of the most important subjects in the whole range of
medicine. It is one in regard to which there was, at one time, rather an embittered
controversy, on at least one side-surgeons, as you know, preserve their equanimity
under all circumstances (Laughter). Even to-day there are profound differences of
opinion, and we desire to-night, if it be possible, to drag those differences out into
the open for discussion, for I am one of those who hold that controversy is the
very life of scholarship. The occasion is, in my judgment, important, because
every one of the speakers is a great authority on the subject about which he will
address us. Being a surgeon-'I think this is the first time I have claimed to be
one, for usually I claim that I am a physician, doomed to the practice of surgery-
I speak to-night as a surgeon and venture to say that the two physicians who are to
open the discussion as antagonists are, in myview (an opinion I have held for a
long time), the two most eminent men in this country in their acquaintance with
this particular branch of surgery.

It is necessary, for me to tell you that speakers will be allowed a definitelylimited time. You would, of course, never be weary of them, but we wish to
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hear all who care to speak to-night. Speakers will receive, at one desk, a certain
signal within a minute of the expiry of the time allotted to them, while on the other
side, I understand, the light will suffer recurrent attacks of epilepsy until the
speaker finishes.

After the openers, subsequent speakers will be allowed no more than five
minutes each.

I do not in the least desire to discourage tobacco smoking to-night, because,
I think, the use of tobacco is one of the great means by which the medical
profession in its cardiological and gastro-intestinal departments is supported
(Laughter). But I think I may ask-it is only a request and is not meant to in
the least savour of a command that those who really do not wish to smoke should
not do so, because the atmosphere, anyhow, may become rather oppressive, and if
we have the opacity of tobacco-smoke added to the warmth and opacity of heated
arguments we may not be able to see each other by the end of the evening.

The discussion is to be opened by Dr. Arthur Hurst, and I now call upon him.

Dr. Arthur Hurst, F.R.C.P.

MY LORD, LADIES AND GENTLEMEN,
I am particularly happy that you, my Lord, should be in the Chair this

evening. Ever since I spent a delightful week as your guest in Leeds twenty-six
years ago, when you convinced me that duodenal ulcer-though still unrecognised
in London-was really a very common disease, we have discussed the problems
of the treatment of ulcer on many occasions, and I believe that at last we are in
complete agreement.

The treatment of gastric ulcer and of duodenal ulcer requires separate
consideration, as the problems to discuss are not the same.

Gastric Ulcer.
I have gradually come to the conclusion that every case of gastric ulcer,

however chronic and however deeply it may penetrate adjoining tissues, is curable
by adequate medical treatment so long as there is no obstruction in the middle
of the stomach or at the pylorus. I am indirectly indebted to our Chairman,
Lord Moynihan, for this knowledge. About twelve years ago he told me that he
did not think a gastric ulcer large enough to produce a well-marked niche could
ever get well without surgery. That morning I had seen a woman in whom X-ray
examination had revealed the crater of an enormous ulcer on the lesser curvature
probably involving the pancreas. She had been ill for twenty years and the ulcer
formed a palpable tumour. I had told her that I thought her only chance was
surgery. But Lord Moynihan's remark stimulated me to suggest to her that she
should, after all, give medical treatment a trial. In three months the crater had
completely disappeared and she has been perfectly well ever since. From that
time, twelve years ago, I have found that every case of gastric ulcer, however
large the crater, will get well and remain well with medical treatment. But
medical treatment, like surgical treatment, must be adequate. Rest, strict diet
and drugs must be continued until all trace of pain, tenderness and rigidity have
gone, the X-rays show no sign of ulceration, and occult blood, as judged by the
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most delicate tests, is permanently absent from the stools. Schemes of diet, in
which each week something new is added, are quite futile, as so long as ulceration
is present at all it requires the strictest treatment. All foci of infection in the
mouth, throat and nose must subsequently be eradicated. After recovery the
patient must keep permanently to a "post-ulcer regime", which is no real hard-
ship and which is identical with that which every individual who has been operated
upon for an ulcer should also follow, as the underlying ulcer diathesis is unaffected
by any form of treatment.

In the rare cases of gastric ulcer on the lesser curvature in which there is any
doubt about malignant degeneration the question can be settled by watching the
effect of strict treatment for three weeks on the X-ray appearances and the occult
blood in the stools ; if at the end of this time there is still doubt about the
diagnosis, partial gastrectomy should be performed. The delay is actually an
advantage, as the operation will be much easier and safer after the preliminary
treatment, which greatly reduces the surrounding inflammation, and at the same
time any anaemia present can be overcome.

Duodenal Ulcer.
The question is much more difficult with duodenal ulcer. Almost all patients

with less than ten years' history and especially those under forty get well with
medical treatment, by which again I mean treatment sufficiently prolonged and
strict to ensure the healing of the ulcer, followed by eradication of foci of infection
and permanent adherence to the post-ulcer regime. The only exception to this
rule is the small group of cases, in which there is a strong family history of duodenal
ulcer and in which the symptoms often begin in late childhood; repeated
haemorrhage is common and may be the only symptom. However strict a regime
is followed, recurrence is frequent and unfortunately it is equally common after
gastro-jejunostomy, the liability to haemorrhage being generally even greater than
before the operation although the number of platelets and the bleeding and clotting
times of the blood are normal. The only satisfactory treatment for these very
difficult but fortunately rare cases, in which there is always an extreme degree of
hyperchlorhydria, is a sufficiently extensive gastrectomy to ensure complete
achlorhydria, the duodenum being left intact if its removal is likely to prove
difficult.

In a small proportion of cases of chronic duodenal ulcer in middle-aged and
elderly patients healing is never complete or a recurrence occurs however thorough
the treatment and after-treatment may be; but in all or almost all of these a compli-
cation in the form of partial obstruction is present, so that they form no exception
to my proposition. In uncomplicated duodenal ulcer the X-rays and fractional
test-meal show that evacuation is rapid. The progressive scarring of the narrow
duodenal bulb as successive ulcers form and heal interferes with the emptying of the
stomach to an increasing extent, and the difficulty is increased by congestion and
cedema round the ulcer, duodenal spasm and reflex achalasia or spasm of the pyloric
sphincter. The X-rays often reveal a degree of obstruction which is much greater
than what is seen at a subsequent operation when the spasm is relaxed. It is this
element of obstruction which makes duodenal ulcer so much less amenable to
medical treatment than gastric ulcer. Even so, prolonged medical treatment with
the use of maximal doses of atropine, and, when a test-meal shows there is much
delay, evacuation with a tube last thing at night until the residue is reduced to
5 ounces or less, generally results in satisfactory healing. When healing is really
complete and the obstruction proves to have been only temporary, recurrence is
unlikely to occur if the patient continues to follow the post-ulcer regime.
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It has been said that however good the results of medical treatment are
under ideal conditions, surgery is often necessary on account of the economic
situation of the patient. Against this is to be counted the small but undoubted
immediate operative mortality and the much more frequent ill-results of surgery.
Though the death rate of gastro-jejunostomy in expert hands may be less than I per
cent., it must be at least 5 per cent. if all cases who undergo the operation in
Great Britain are included; unfortunately it will never be possible to restrict major
surgery to major surgeons. Moreover, the ill-results of gastro-jejunostomy
apparently cannot be prevented, as they occur with no obvious reason in patients
operated upon by surgeons of the greatest skill and experience. No less than I37
patients have come to New Lodge Clinic in the last twelve years on account of
the ill-results of gastric surgery, the large majority being examples of anastomotic
ulcer or acute and often haemorrhagic gastro-jejunitis; during the same period there
were 86 cases of gastric ulcer and 343 cases of duodenal ulcer. As an anastomotic
ulcer is much more difficult to cure medically than a duodenal ulcer and the
suffering of some of the more serious cases, such as those with uncontrollable pain,
repeated haemorrhage and gastro-colic fistula, is so over-whelming, I never feel
entirely happy about advising operation for an ulcer and I now never do so unless
a definite complication is present.

A patient with duodenal ulcer came to me in I909, to know whether I agreed
with the advice he had received from a distinguished surgeon that if an operation
were not performed he would almost certainly some day perforate or have a severe
haemorrhage. I advised him to have medical treatment and after that to stick to
the post-ulcer regime: he followed my advice and in the 25 years which have
elapsed he has never had a recurrence. I mention this case because the fear of
complications as distinct from their presence is often, in my opinion quite wrongly,
regarded as an indication for operation. I have never known an ulcer perforate
whilst a patient was undergoing medical treatment and I have only once known
perforation to occur in a patient who was keeping strictly to the post-ulcer regime.
In the large majority of cases of perforation a diagnosis of ulcer has not previously
been made, although the symptoms are often characteristic enough, and in the
remainder any treatment they have previously had has been insufficient and has
not been followed by a carefully regulated way of life. I have never known
a patient undergoing strict medical treatment have a severe haemorrhage, though
haemorrhage may recur in spite of the greatest care in diet, but this is almost
always in the very unsatisfactory haemorrhagic type of case in which bleeding is
just as likely to recur after operation.

Whatever may have been the case ten or twenty years ago, I have no doubt
at all that under present conditions, in the absence of complications, surgical
interference in gastric and duodenal ulcer is unnecessary.

Mr. Mortimer Woolf, F.R.C.S.

MR. PRESIDENT AND GENTLEMEN,
How far one is justified in supporting a motion of this character when one

largely disagrees with the opinions of its distinguished Opener, is a matter of
conjecture, but such is the anomalous position in which I find myself to-night.
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The first point that I should like to emphasize is this: that while I support the
terms of the motion as they stand, I do not consider that the reverse is necessarily
true; that is to say that in the absence of complications all peptic ulcers should be
treated by the usual medical methods. To me it is a little surprising to hear my
distinguished Leader say that he has never seen a complication, such as perfora-
tion, occur while a patient has been under medical treatment of an adequate nature
in hospital. I can only say that my experience is not in accord with this. I have
known patients perforate in medical wards and I have known them haemorrhage
in medical wards. I have even known a patient perforate on the X-ray table, and
in one case I operated within half an hour of the occurrence of this accident. So
that I am convinced that the dangers of medical treatment in gastric and duodenal
ulcers are much greater than Dr. Hurst would have us suppose.

What then, it may be asked, is my own position in the matter and why is it
that I am seconding this motion. My reason is as follows. As a result of not
inconsiderable experience, it is my firm belief that there is a non-operative treat-
ment of these peptic ulcers which, in the main, is exceedingly satisfactory, and
which can be classified, if one likes, under the heading of medical treatment.
But in view of the reluctance of physicians as a class to adopt it, I
prefer to call it in the words of my friend, Dr. Ernest Young, who is responsible
or its introduction into this country, "mechanical treatment". I refer

to the method of duodenal intubation. I am convinced that this is a most valuable
method of treatment. My attention was drawn to it originally some years ago by
Dr. Young in a very difficult case, in which operation was definitely contra-
indicated, and a surprising cure was obtained. Since then I have treated many
cases by this method, although I have found that it is impossible to persuade
my physician colleagues to carry it out. Consequently, I have been forced to
reserve two beds, one male and one female, in my own hospital in which every
case of proved gastric and duodenal ulcer is treated with the duodenal tube,
unless some definite indication (which I will mention in a few moments) exists
for operation.

Regarding the question of proof, I am inclined to think statistics in the past
have been vitiated by too uncertain a diagnosis; I say this with all due respect,
but it is my belief that many cases are labelled gastric or duodenal ulcer without
sufficient proof. One has no right to diagnose a peptic ulcer unless a definite lesion
can be demonstrated to the naked eye, as for instance on the operating table or on
an X-ray plate. I mean an X-ray plate and not a screen. Unfortunately, the
diagnosis of duodenal ulcer has been largely inferential in character. Pyloric
spasms, deformities and the like have been held to indicate the presence of an
ulcer. This is not good enough and the recent radiological method which
Dr. Cordiner has called "the aimed compression dose" can definitely demonstrate
and reproduce an ulcer nitch, without which no diagnosis is a certainty.

The same fallacies occur with stories of so-called cures. If an ulcer has been
definitely proved to be present, one has no right to say that the ulcer is cured
without similar X-ray proof. Of course, I shall be asked, what proof have you that
the tube will cure these ulcers. I can only tell you that all my own cases have
been proved, as far as they possibly can be proved, by subsequent X-ray examina-
tion. On two occasions I have had the opportunity of opening the abdomen shortly
after healing was reported radiologically to have taken place. One of these patients
originally had a definite ulcer on the lesser curvature. Eventually it healed, but
X-ray showed a pyloric stenosis. At operation, I took the opportunity of
examining the lesser curvature, opening the stomach to make sure. No trace of
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active ulcer could be found. A small, healed scar and an area of thickening was
all that remained.

The second case I operated on only last week. She had originally been
admitted for haematemesis and was immediately intubated. The haemorrhage
ceased within twenty-four hours, and after three weeks, when her general condition
had immeasurably improved, X-ray showed a typical hour-glass stomach. This
was confirmed at operation, the stomach being divided into two portions. Partial
gastrectomy was performed and the specimen shows a healed ulcer. I have
another case of hour-glass stomach after treatment by the duodenal tube. This
would seem to be a definite proof that healing can and does occur.

The question of haemorrhage as a complication necessitating operation is an
important and difficult one. Haematemesis is rare in gastric ulcer; it may occur,
but it is not nearly so common as is mentioned in the text-books. When hama-
temesis occurs, it is as well to consider other diagnoses. Too many cases have been
diagnosed gastric ulcer on the diagnosis of haematemesis per se. Melaena is not
uncommon in duodenal ulcer and the confusion that has arisen as regards its
treatment appears to me to be due to a lack of recognition of the two types that
may occur:-(a) in which there have been no previous dyspeptic symptoms. The
patient suddenly becomes faint, white and breathless, and passes one or more tarry
stools. In other words the melena occurs like a bolt from the blue. This type of
case will nearly always get well with medical or mechanical treatment. I prefer
the duodenal tube, because the nutrition of the patient can be kept up.

(b) The second type of case is the one that has melaena with a prolonged history
of duodenal dyspepsia. When melaena occurs in this type of case, it is a matter
of extreme gravity. It means that the ulcer has eroded a vessel and unless that
vessel is treated, as indeed a bleeding vessel should be treated in any part of the
body, recurring haemorrhage may occur and death take place. All surgeons have
seen types of these cases.

This brings me finally to those cases in which I think it is better to perform
operation rather than to carry out mechanical treatment. Naturally, amrong
these cases I exclude acute perforations, in which, of course, there can be no
question as regards the necessity for operation. I also exclude the question of
aemorrhage, with which I have already dealt. The cases which I consider
demand operation may be divided into four types:-

(I) Those with some anatomical deformity, such as a pyloric obstruction, an
hour-glass stomach, adhesions causing retention of stomach contents and the like;

(2) Those cases in which the diagnosis of carcinoma is possible or probable.
I disagree entirely with the idea expressed by the Opener that the result of treat-
ment shall be the deciding factor as to whether a case is carcinomatous or not.
Surely this is wrong teaching. All surgeons know how rare it is to operate on a
carcinoma of the stomach in a removable stage. Unless we are prepared to
perform a certain number of laparotomies with a negative finding, we are going
to commit a number of carcinomata of the stomach to death owing to our own
delay;

(3) Those cases, not so very uncommon, of recurring ulcers. Obviously no
method of treatment, either medical, mechanical or surgical, is going to claim a
hundred per cent. of cures. Recurrences will take place, no matter what measures
are adopted and here operation is indicated;

(4) The type of case, which is becoming more and more rare, which is
unwilling or unable to tolerate duodenal intubation.
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Mr. President, I think I am correct in saying that I consider that the indications
for operation are the complications of gastric and duodenal ulcers. Of course,
much quibbling will take place in the subsequent discussion as to what is a com-
plication. That is inevitable. Personally, I do not believe that we should advise
operation in a case of straightforward ulcer, without first of all attempting
the method of treatment indicated and for which I am especially indebted to my
friend, Dr. Ernest Young, for bringing to my notice. Therefore, I support this
motion, though my reasons for so doing differ from many medical authorities.
I support it because it is a treatment that I should wish to be carried out on myself
if I suffered from either a gastric or duodenal ulcer and which has yielded many
satisfactory and enduring results, thereby avoiding operation.

Dr. Robert Hutchison, F.R.C.P.

I was rather amused, ladies and gentlemen, that Dr. Hurst began by claiming
our Chairman as in agreement with him on this subject. It is always judicious, of
course, to make sure the referee is on your side before the match starts. I was
vain enough, however, to believe that it was the Chairman and myself who were
in agreement. I had the privilege, many years ago when I was young and rather
rash, of taking up the cudgels against our Chairman and saying that many
unnecessary operations were performed for duodenal ulcer. He, quite naturally,
took the other side. The controversy was conducted with the greatest politeness,
but I was not convinced by his arguments. I was converted by the logic of events;
I saw my colleague, Mr. Sherren, obtain by surgery at the London Hospital,
results which could not be touched by those achieved by medical means. I know
that Dr. Hurst's reply to this will be that we did not carry out the medical treatment
properly. Well, of course, it is always possible to say that, but we knew the
alkaline treatment, what is now known as Maclean's, long ago. We wakened up
our patient's at 2 a.m. and 6 a.m. to have their dose of the powder while under-
going their medical treatment: it was a fairly intensive alkalisation.

Now, in such a discussion as this it is necessary to begin by defining our terms.
I shall not define what is an uncomplicated ulcer; I do not think anybody can do
that. Dr. Hurst may have a definition; a spasm added to ulcer symptoms he
would describe as a complication I suppose, but we shall agree, I think, that what
we are going to talk about this evening are uncomplicated ulcers which have had a
considerable duration; cases of well-established ulcer.

Next, what do we mean by "unnecessary"? We are asked to say that the
surgical treatment of these ulcers is unnecessary. Unnecessary for what? To save
life ? If so, I say we have no statistics to guide us as to that. The only way we
could get to know would be to take a large number of patients with ulcer, divide
them into two groups, treating one set medically, and the other surgically, and after a
period, say ten years, see how many in each class still remain alive. As I have
said, we have no such information as yet to guide us. I prefer to say "unnecessary
to restore the patient to health", meaning thereby that he shall have an absence
of gastric symptoms and shall have been restored to full working capacity. As to
that, we have statistics, and, I think, statistics which are convincing, in favour
of surgical treatment.
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Dr. Hurst made a statement this evening which I consider astounding. He said
that every case of uncomplicated gastric ulcer treated medically will heal, and,
if the patient follows what Dr. Hurst calls the "post-ulcer regime", will remain
healed. And he said that the majority of cases of duodenal ulcer that had not
lasted longer than ten years would similarly respond to medical treatment. Now
I find, among the statistics on this subject which I have been collecting over
several years, some published by Dr. Barford in the "Guy's Hospital Reports"
for I928, describing the end-results in I6o cases of gastric and duodenal ulcer
treated at the New Lodge Clinic. I assume they were properly treated, and that
the patients had had impressed upon them the necessity of following out the
"post-ulcer regime". We find that Barford claims in regard to gastric ulcers that
the results were satisfactory after five years or more in 39 per cent., fairly satis-
factory in I3 per cent., and that one-third had recurrences. I cannot square
those figures with the statement which Dr. Hurst made just now. In the duodenal
ulcer cases Dr. Barford says the results were entirely satisfactory in 4I per cent.,
fairly satisfactory in 28 per cent., that 24 per cent. had recurrences, and that over
half of these had to have an operation. I shall not bore you with other statistics
which I have, as the time is short, but I have taken figures from Dr. Hurst's own
clinic, and I say, in regard to them, that they are by no means encouraging.
Because if you take surgical results, what do you find? If you take impartial
statistics-I am not quoting the figures of Mr. Sherren or Mr. Walton, two highly
experienced surgeons in these operations-but the British Medical Association's
collected statistics, embracing 2,609 cases, the operations on which were carried out
by 86 different surgeons, many of them, I presume, what Dr. Hurst would call
"minor surgeons", and the results collected by the general practitioners of the
patients concerned, and analysed by Dr. Luff. They show that, both for gastric
and duodenal ulcer, the results were good in 90 per cent., and there were only
5 per cent. of failures. If statistics are to mean anything at all, if we are to get
anywhere by statistical medicine, and if we have open minds, surely such results
as these settle this question, once and for all.

Some play has been made with the mortality resulting from surgical treatment.
I think 5 per cent. for uncomplicated duodenal ulcer is the very outside figure,
but I shall leave that for the surgeons to deal with. But there is a mortality from
medical treatment. Mr. Woolf has admitted he does not agree with Dr. Hurst's
statement that perforation is unknown during medical treatment, and I entirely
agree with him.

Then there is the question of haemorrhage. Dr. Hurst says he has hardly
seen a serious haemorrhage in a patient undergoing medical treatment. Only two
months ago there was a discussion on the treatment of haematemesis, held at the
Royal Society of Medicine, and at that meeting Mr. Gordon Taylor reported that
at the Middlesex Hospital there had been six fatal cases of haemorrhage in patients
who were, at the time, undergoing intensive medical treatment for ulcer.

Again, there is the question of alkalosis. At Professor Maclean's Hospital,
St. Thomas', there were reported by Dr. Cooke, nine cases of dangerous alkalosis in
patients undergoing intensive alkaline treatment, and one of them was fatal. I say
nothing about the danger of carcinoma while cases are being treated medically.
There is, therefore, a mortality associated with the medical treatment of ulcer.

The last point I want to make is about the bogy of gastro-jejunal ulcer, because
I think it is a bogy. After all, gastro-jejunal ulcer, severe and tragic though it
may be, almost never occurs after operation for gastric ulcer, but only in
connection with duodenal ulcer. Statistics show that only in 3 per cent. does
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gastro-jejunal ulcer develop. I think those few cases constitute a kind of stage
army; they wander about from clinic to clinic, from physician to physician, hoping
to escape operation, and so, in this way, the few of them make a very large
impression. Dr. Hurst sees many of these cases at the New Lodge Clinic, indeed
I am surprised at the small number he has seen: I37 cases. A barrister who
practises in the Divorce Court gets a poor opinion of matrimony (Laughter).
Dr. Hurst, from his well-known interest in these cases and his admitted skill in
dealing with them, gets a large proportion of the small number of them; he forgets
the number of cases in which the jejunum has been happily wedded to the stomach
by the skill of the surgeon, with the result that they live together happily ever
after. (Laughter).

And, lastly, we come to the relative position of people who have been success-
fully operated upon, the 97 per cent. who do not get a gastro-jejunal ulcer. What
is their position in comparison with that of the people who do not have operation?
Dr. Hurst says-and I think he is right--that after medical treatment the patient
must observe a strict regime for the rest of his life. Now it has been said by
Brillat Savarin that nobody was ever cured by a strict regime, because nobody
ever observed it, and I do not think you will easily persuade patients to adopt for
the rest of their lives a strict post-ulcer regime. If they did, the state they would
be in would not be one of health, but one of invalidism. Some people say that
after surgical treatment patients have, equally, to observe a strict r6gime. Don't
believe it. After the first six months following operation, during which certain rules
should be observed, the patients who have been operated upon need observe no rules
beyond the ordinary care in eating and drinking such as a well-ordered life assumes.
I am an example myself, for I have been operated upon for ulcer. Do you suppose
I go about wondering what I shall eat, never smoking, and never touching alcohol?
Not a bit of it! I live like any other sensible person, and I know innumerable
others who do the same. It is all nonsense to say that a patient who has had an
operation must be as careful as those who are under medical treatment. One great
advantage of operation is that it sets patients free from all the trammels of
invalidism.

As regards removal of foci of sepsis, it is all very well to deal with the tonsils,
and extract teeth; but if you do not operate you will not get rid of abdominal sepsis.
When you have cut out tonsils and extracted teeth you may be leaving behind an
infected appendix, and you can never get rid of that by medical means.

Therefore, Sir, my contention is that if you wish to promote the greatest
happiness of the greatest number of ulcer patients, there is nothing for it but
surgical treatment, even in uncomplicated cases, provided they are well-established.

Mr. Herbert Paterson, F.R.C.S.

Mr. Chairman, ladies and gentlemen, I am very grieved that this evening I
have to oppose my friend and surgical colleague, Mr. Mortimer Woolf, especially
as he is a surgeon after my own heart, one who never advises operation unless he
considers operation is really necessary. But in this case, I venture to think he has
allowed his heart to run away with his head.
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But, before continuing, I would like to ask for your ruling, my Lord, as to
whether the use of the duodenal tube is medical, or surgical? I submit that it
is surgical, as I find that the dictionary definition of surgery is "the act and art
of treating lesions or malformations of the human body by manual operations".
It is possible that Mr. Mortimer Woolf has in mind the definition of medicine to be
"a charm or love-potion", but I do not think that a patient would regard the
passage of a duodenal tube as a love-potion! I submit, therefore, that the use of
the duodenal tube is surgical.

THE CHAIRMAN: When I joined the Leeds General Infirmary, Sir Clifford
Allbutt was a member of our staff, and he strongly held the view that no physician
should handle any instrument of any kind whatever, and that he should not even
give a hypodermic injection. (Laughter).

MR., PATERSON (continuing): I thank your Lordship. That being so, I need
not say much about the duodenal tube, except that I think it is based on unsound
principles. We know that the mere sight and smell of food will cause a secretion
of gastric juice, and if food is introduced into the duodenum a secretion of gastric
juice is caused thereby. One of the main objects in the treatment of gastric or
duodenal ulcers is to keep down the gastric acidity, and with this aim in view the
prescribed diet consists of albuminous food which combines with the free hydro-
chloric acid. But with the duodenal tube the acidity is increased and no food is
introduced into the stomach to neutralise the gastric juice secreted. Apart, however,
from this objection, the use of the duodenal tube is an unnecessary complication.
It does nothing which cannot be done by a suitable diet.

Mr. Mortimer Woolf gave us a lurid picture of sudden haemorrhage occurring
from a large vessel in a duodenal ulcer. In my experience this is a rare occurrence.
I have often demonstrated that the bleeding in most cases of duodenal ulcer
comes not from the ulcer but from the gastric mucosa which has the appearance
of "weeping blood".

My fellow countryman, Dr. Hutchison-who ought to have been a surgeon-
has dpalt so faithfully with Dr. Hurst that my task in that respect is easy: I will
deal gently with the mangled and dismembered fragments. Dr. Hurst referred
to a visit which he paid to Leeds 26 years ago. I visited Leeds 28 years ago.
My first operation for duodenal ulcer was performed in I904, and the inspiration
for it came from Leeds, which shows that London is not so unresponsive to new
ideas as Dr. Hurst supposes.

Dr. Hurst says he is in agreement with our Chairman: I thought I was in
agreement with Lord Moynihan, and as I am in almost total disagreement with
Dr. Hurst it follows that the Chairman is in agreement with two persons of
diametrically opposed views, which, as Euclid says, is absurd.

In our youth, Dr. Hurst and I had many profitable discussions on gastric
problems. In those far-off days his opinions were sound and good, but since
then, alas ! he has wandered sadly from the paths of orthodoxy. It is, therefore,
with the greater pleasure that I am able to agree with him on two points at least.
First, that medical treatment must be adequate. Much of what is called medical
treatment is misguided in its inception and haphazard in its application. Gastric
and duodenal ulcers are serious diseases and the period required for healing must
be measured by months rather than by weeks. Some years ago, a paper, to which
Dr. Hutchison referred, was published by Professor Maclean, and in my judgment
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there was never a paper that did a greater infinitude of harm. It led the public
to believe that they could heal their ulcers by going about their work with a box
of powder in their pocket and it was claimed that by intensive alkaline treatment
an ulcer would heal and the stomach become normal in three or four weeks. The
reasons advanced for this assumption-for it is pure assumption-are twofold.
First, that the symptoms are relieved and secondly, that the shadow of the ulcer
is no longer seen on the radiograph. As to the first reason, I need hardly remind
such an audience as this, that freedom from symptoms must not be confounded
with cure. They are by no means the same thing. Absence of pain does not
indicate that the ulcer is healed. Symptoms may be latent for long periods not-
withstanding the existence of an unhealed ulcer. As to the radiological evidence,
this must be received with scepticism. The deductions to be drawn from gastric
radiographs are not sure enough to warrant conclusions as to the healing of an
ulcer. Further, the claim that a gastric ulcer can heal in three or four weeks is
contrary to what we know of the pathology of ulceration. After "cure" by the
intensive alkaline treatment, patients are warned that if there be any return of the
symptoms, the use of the powder should be resumed for a few days-surely a naive
admission that the ulcer is unhealed ! The innocent optimism which suggests that
a few days' further treatment will bring about a cure is delightful. If I were not
restricted by the exigencies of parliamentary debate, I would use strong language
about that paper, but under the circumstances I will say it is a "terminological
inexactitude". Were I in another place I should say, " It is sheer bunkum !"

The second point in which I am in cordial agreement with Dr. Hurst is the
importance of the post-operative treatment in gastric operations. In my judgment
very great care must be exercised for at least a year, and for the rest of his life
the patient should keep to a restricted diet; in other words, he should eat and do
what a reasonable person should eat and do. In urging this course, I do not,
of course, suggest that Dr. Hutchison is not a reasonable person! I am convinced
that most of the failures after gastro-jejunostomy are the direct result of improper
diet. If this truth were brought home to those responsible for the treatment of
these cases this debate will not have been in vain.

I agree that the treatment of duodenal ulcer is a different problem. Gastric
ulcers may and do heal under medical treatment and are cured. Whether this is
true of chronic duodenal ulcers is doubtful. Personally, I do not believe that an
established chronic duodenal ulcer is ever cured. I do not say it may not heal,
because such ulcers do heal, but the patient is not necessarily cured. I have
demonstrated on many occasions that an ulcer may have healed and yet the
symptoms have recurred from time to time. These are usually cases associated
with severe hyperchlorhydria.

It is curious that when Dr. Hurst does advise surgery he is so thoroughly
bloodthirsty. For what was it he said? He told us that the "only satisfactory
treatment for these cases in which there is an extreme degree of hyperchlorhydria
is a sufficiently extensive gastrectomy, the duodenum being left intact if its removal
is likely to prove difficult". I should be delighted to put myself under Dr. Hurst's
medical care, but I hope he will never be my surgeon. I can assure him that
gastrectomy is unnecessary in the treatment of duodenal ulcer. Gastro-jejunostomy
lowers the acidity by 30 per cent. and the remaining acidity can be controlled within
safe limits by a proper diet.

I venture to think that Dr. Hurst has rather slurred over the importance of
the economical condition of patients with ulcer. In hospital patients, the value of
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medical treatment is problematical. Contrary to his experience, I have seen three
patients perforate in hospital while undergoing medical treatment. Some years
ago I followed up I87 patients who had had proper medical treatment and I found
that relapse had occurred in 60 per cent. of these cases.

I am convinced that the risk of operation is less than the risk of hamorrhage
or perforation, and, as Dr. Hutchison said, this is the experience of other surgeons.
You, Sir, will agree with me that at least go per cent. of cases of duodenal ulcer
can be cured by a well performed gastro-jejunostomy, provided the patients are
advised properly as to their subsequent diet.

Private patients, amid more favourable surroundings, bear more readily the
necessary restrictions of diet, and can afford to take the prolonged rest which is
essential, so that the prospect of cure, in gastric ulcer at least, is more favourable.
But in spite of every care, there are disappointments. During the past 20 years,
I have had as patients eleven medical men who preferred medical treatment to
operation, but of these eleven, perforation occurred in three, in one case with a
fatal issue. No one is more averse from operation, if it can be avoided, than I am,
so that if the patient is willing to face the risk of disappointment, medical treatment
should be tried. The common mistake is, not the attempt to bring about the
healing of an ulcer by medical means, but the continuance of treatment after it
is apparent that it is doomed to failure.

Dr. Hurst said, that if healing of a duodenal ulcer does not ensue by medical
means some complication in the form of partial obstruction is present, a very
specious and ingenious method of begging the question and evading the implication
of his motion. It is always possible to say, if a case is not cured, that there is some
complication; but in my experience, obstruction is an uncommon complication
of duodenal ulcer.

The truth is that the claim made in this motion is based on two fallacies: first,
the fallacy that the diagnosis of gastric and duodenal ulcer is easy. It is far from
easy. A chronically diseased appendix may give rise to all the symptoms of
gastric or duodenal ulcer with great exactitude, and you, Sir, have described such
cases as "gastric ulcer in the right iliac fossa". Secondly, the fallacy that the
radiological diagnosis of ulcer or evidence of its healing is infallible. What are
the facts? Experience teaches us that an ulcer may be missed altogether by radio-
graphy. Secondly, that an ulcer may be diagnosed which does not exist.
Thirdly, that the position of the patient at the examination may determine the
apparent size of the ulcer or whether it is shown at all.

The physician lives by faith, the surgeon lives by the evidence of his eyes.
At times, the physician, of necessity, flatters himself that he is curing a gastric or
duodenal ulcer which exists only in his imagination. As Dr. Hutchison said, we
must be sure there is an ulcer before we talk of cure.

I submit that this motion is untenable for four reasons:-
I. It is contrary to experience that a large gastric ulcer will heal especially

if it has penetrated the pancreas, although how penetration can be deter-
mined apart from evidence at an operation I do not know. A chronic
duodenal ulcer is seldom cured without operation.

2. Dr. Hurst has insisted, and rightly insisted, on the removal of all septic
foci. The appendix is a common source of septic infection. How can
this focus be removed except by surgical interference?
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3. Dr. Hurst says the remedy for achlorhydria is extreme gastrectomy.
(Dr. Hurst: I do not know where he gets that, I did not say it.)
(The Chairman: You are speaking of the young person who has repeated
haemorrhages and has hyperchlorhydria as well).
Yes, Sir, the mistake is mine; I should have said hyperchlorhydria.
I understood Dr. Hurst to say that in severe hyperchlorhydria the only
course was to remove sufficient of the stomach to cause achlorhydria.

4. Lastly, he said surgical interference was unnecessary. I take it that
unnecessary means "never necessary". If he had said "seldom
necessary" or " often not necessary" we might have been able to vote
for his resolution, but to say it is never necessary is an untenable
proposition.

My Lord, and Members of this distinguished house, as I have watched this
audience listening to the debate and observed the keenness with which they have
followed the arguments put forward, I have felt no doubt that their common sense
and intelligence will compel them to vote against this motion.

THE CHAIRMAN: The discussion is now open, and we should all like to hear
Dr. Cordiner, if he will be kind enough to open it. Other speakers will be allowed
a maximum of five minutes.

DR. G. MATHER CORDINER: Mr. Chairman, ladies and gentlemen, it is a rather
anomalous position for a radiologist to take part in a discussion on the treatment
of peptic ulcer.

Radiological experiences are in agreement with those of Dr. Hurst in regard
to gastric ulcer. I think that practically every gastric ulcer will respond to medical
treatment, provided there is no question of malignancy in the case. I think the
ulcer which must be regarded as malignant is the small ulcer on the posterior wall
in the pyloric region, where there is extensive infiltration and a good deal of
destruction of the mucosal relief in the neighbourhood. I have recently had three
cases which were extraordinarily interesting.

The first was that of a man who showed a very tiny niche on the posterior
wall, with extensive destruction of mucosa in the immediate neighbourhood. At
operation no niche could be demonstrated, and partial resection was done, and still
there was no naked-eye evidence. Microscopical examination, however, showed
ulceration and early epithelial regeneration near the margin. The epithelium of
the crpyts was hyperplastic, and in places it was irregular, and the pathologist
suggested it was possibly a pre-cancerous condition.

This week I had a case which, a year ago, showed a small ulcer. The patient
was put upon medical treatment, and it healed completely. But this week, when
she was examined again, she showed a typical deformity characteristic of
carcinoma.
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Therefore, if there is the least suspicion of an ulcer being malignant-and
this can often be determined radiologically-medical treatment should not be tried,
but operation should be undertaken straight away.

Mr. Paterson doubts the positive value of the radiological examination. With
regard to diagnosis, I hold that the majority of ulcers can be demonstrated radio-
logically, and by that I mean demonstrated on the X-ray film. It is to Professor
Berg, of Dortmund, that the credit is due for the technique. In I37 cases which
have gone to operation, the radiographic findings have been confirmed in I34. It
is easily done if you have mastered the technique; but an ulcer niche must be
demonstrated on the radiograph before the diagnosis should be accepted.

With regard to the healing of ulcers, Mr. Paterson also says that radiological
methods are unreliable; with that I cannot agree. He said that cure and healing
of an ulcer radiologically are not synonymous; if you can demonstrate an ulcer
niche and the scar of the ulcer after treatment, you are entitled to claim that the
ulcer is healed.

DR. ERNEST YOUNG: Mr. Chairman, ladies and gentlemen, first of all I must
admit that a great change has come over me since I entered this room to-night. I
had thought of myself as a humble physician, but now, according to the definition
the Chairman said was given by Sir Clifford Allbutt, I find that since I have passed
the duodenal tube hundreds of times, I shall go forth from this meeting a surgeon.

May I say at once that I agree with Dr. Hurst in general with regard to the type
of ulcer which is suitable for treatment by medical means, but one thing I was
surprised to hear him say was that some of these ulcers take three months to heal.
That is, I take it, by a modification of Siddy's diet? (Dr. Hurst: Yes.)

I can only say that by duodenal feeding, I have had cases with very large
gastric ulcers, and the longest time of healing, judged radiologically, has been
about six weeks. And lhere I would join issue with Mr. Paterson in respect of his
statement that it takes many months for an ulcer to heal. I had, last December,
a case of a very large gastric ulcer, on the lesser curve of the stomach, and the
duration of the intubation treatment was four weeks and five days, by which time
all the symptoms had disappeared and the niche was no longer visible. That man
came to see me once a month, and he was quite cheerful, and since the treatment
he had had neither pain nor ache. A month ago, however, he had coronary
thrombosis and died suddenly. A post mortem examination was ordered, and at
that examination a well-known pathologist said it was the most perfect specimen of
a healed ulcer he had ever seen, and that was only three months after the end of
the treatment.

There is a point in regard to which Dr. Hurst and Mr. Paterson are in agree-
ment, and it is this. They say that the principle underlying the use of the duodenal
tube is wrong, because when food enters the duodenum gastric secretion takes place
in the stomach, and, I take it, they think it is very bad for the ulcer to be thus
constantly bathed in an acid fluid. But what does it matter if the stomach be full
of acid all day and all night, if the patient becomes free from symptoms and the

June, 1934 DEBATE ON PEPTIC ULCER 215

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.10.104.202 on 1 June 1934. D

ow
nloaded from

 

http://pmj.bmj.com/


ulcer heals? It is a theoretical point which is constantly being drawn across
discussions on treatment by duodenal feeding, like a red herring across the trail.

SIR WILLIAM WHEELER: My Lord, ladies and gentlemen, I did not come here
to-night prepared to take part in this very interesting discussion; but each of the
speakers, whatever their views, has claimed that you take his view and that you
are on his side in this matter. Before I say anything I may feel certain that you
will support me, Sir, because Irishmen never disagree (Laughter).

There were a few points which I picked up during the discussion, points which
interested me. It seems to me it has been pointed out, but not quite plainly by all
the speakers, that there are many surgeons, good, bad and indifferent, that the
physicians very often see the results of indifferent surgery, and that the surgeons
often see the results of indifferent and unscientific medicine. The good surgeon,
in the true sense, will not operate on cases which will do well under conservative
and medical treatment, and he knows very well the kind of cases which get well
or improve under a conservative regime. On the other hand, the good physician
will not delay in cases in which he sees that the medical treatment is futile. By
what manner of means the patient is to get the best advice as to who to consult I
do not know, but the public are very largely to blame if they go to the indifferent
physician or the indifferent surgeon. If a person wants his portrait painted he
thinks of the late Sir William Orpen or Sir John Lavery or other leaders in
art; he knows the difference between a portrait painter and the man who draws
pictures on the pavement in coloured chalks. If he buys a motor car he
knows the difference between a Rolls Royce and indifferent cars; he knows
what he wants. The same with selecting a good tailor. But when it comes to a
surgeon or a physician he takes advice from the busman or the hall porter of the
hotel. I have had patients who presented scars, and I have asked them who did
the previous operation, so that I might gain further information about the case,
but these patients did not even know the name of their surgeon.

I think the question of temperament, and even nationality, has to be taken
into consideration in respect of patients. I know in the country from which I come
the patients who enter into a sporting life in Ireland may hunt, may shoot, may
fish, may embark on politcs as an exciting pastime, will face fire and sword, will
face the amesthetist and the scalpel, but they will not submit to laws and regulations
and regimes such as Dr. Hurst thinks it necessary to undergo in the medical treat-
ment. Cases of such nationalities should always be treated by surgery.

Perforations have been mentioned by some of the speakers. Perforations
take place under curious circumstances and conditions. Since coming to
this country I have had what may be an unique case. The patient was
under medical treatment-I will not say whether it was good, bad or indifferent
treatment-and his duodenal ulcer perforated. He was operated upon, got well,
and remained well for a few months. Then he was not well, and went under
medical treatment again, and he was no sooner under that treatment than perfora-
tion occurred again. Once more he got well after surgery, but two years later he
began to feel the symptoms again. He went to his physician again and was treated,
and he was no sooner under medical treatment than the duodenal ulcer perforated a
third time. Last June, that is, just a year ago, a case was brought into Southend
General Hospital, when I was on duty, with a perforated duodenal ulcer. The
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patient told me all his symptoms, and in fact he had diagnosed his own case; he
told me what I ought to do, and so on, and it was the same patient, who therefore
had perforated a fourth time.

I have listened with great interest to this most instructive debate, and I am
very grateful for the views which have been expressed by the distinguished authori-
ties who have spoken for and against the motion.

DR. WALTER CARR: Mr. Chairman, ladies and gentlemen, I suppose we all learn
from experience, that practically all our cases of gastric, and certainly of duodenal
and jejunal ulcer sooner or later relapse. The only exceptions seem to be those
under the care of Dr. Hurst, and I take it that those exceptions are due to the strict
drilling which they have received from him and the equally strict observance
of what I should regard as the very harrassing and meticulous regulations
and restrictions which he imposes upon them. But I take it that the great
majority of these cases of duodenal ulcer-if not the great majority of gastric ulcers
-sooner or later tend to relapse. And with this relapse comes the danger of
perforation, and, at the same time, the danger of haemorrhage. Let the patient be
treated, certainly on the first occasion, by medical means, and if he will submit to
the necessary restrictions afterwards and remains in consequence free from
symptoms, by all means let him do so. But if he relapses the question of surgical
interference should, I take it, be most carefully and thoughtfully considered. And
if he refuses an operation on the second occasion, and perhaps improves again-
as very likely he will do-under medical treatment, and yet a second relapse
occurs, as probably it will, sooner or later, usually but not inevitably, he should
be told, absolutely and definitely, that it is advisable for him to have an operation.
The alternative is, as Dr. Hutchison correctly pointed out, to submit for the rest
of his life to restrictions which I, personally, have always hesitated to impose. I
have had such patients, and I have asked myself-Shall I recommend Dr. Hurst's
treatment, with all the restrictions and difficulties which it imposes, for the rest of
life? Or, I have asked myself-Shall I recommend surgical treatment, with the
imposition of restrictions for a few months and afterwards secure the patient a free
life? I think it is better for the patient that he should accept the comparatively
small risks of operation by a competent surgeon, rather than the greater risks which
must eventuate almost certainly from recurrent attacks of ulceration with all the
dangers which these attacks carry with them.

THE CHAIRMAN: I call upon Mr. Pyrah for a few remarks. I am under a
great debt of gratitude to Mr. Pyrah. He was my house-surgeon at Leeds.

MR. PYRAH: Mr. Chairman, ladies and gentlemen, in Leeds, since I926 the
following changes have occurred concerning the treatment of ulcers, both of the
stomach and the duodenum.

There has been an increase in the medical treatment of ulcer and a decrease
in the number of cases of chronic ulcer operated upon. The average number of
operations per annum before I926 was over 200; the average number for the last
four years was I40. There has been an increase since I926 in the number of
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perforated ulcers of the stomach and duodenum. Between I9I9 and I925 the
number of perforations averaged 50 per year; for the last five years the number
has been I05 per year, that is, they have more than doubled.

In assessing the results of medical treatment we must take into account the
mortality of complications, such as perforated ulcers, which may arise in patients
thought to have been cured medically but who subsequently pertorated. I cannot
give the figures concerning that, but the deduction from the parallelism of the facts
I have quoted, the increase in the number treated medically and the decrease in
the number operated upon, shows, I think, that the increase in the perforations
must be laid at the door of medical treatment.

The mortality from perforated ulcer from I926-3I in Leeds in 699 cases was
I8.7 per cent.; the operation mortality for chronic ulcers was 5 per cent. for
duodenal, and somewhat higher for partial gastrectomy, i.e., for gastric ulcers.
So the increased number of perforation deaths is over the total number of opera-
tion deaths for chronic ulcer cases treated surgically. And many of the cases
which had perforated returned later with symptoms, as, frequently, it is impossible
to carry out the ideal surgical treatment at the time of the perforation.

It is also our impression in Leeds that the number of cases of hamorrhage
admitted to the wards has considerably increased since 1926, the year which marked
the introduction of intensive alkaline treatment in Leeds. I went into the figures
of the Bradford Royal Infirmary, and I found that the same had happened there.
Twice the number of perforations had occurred since the introduction of the
alkaline treatment.

If it can be shown that in addition to a lower final mortality rate the standard
of relief from symptoms is higher by surgical than by medical measures, it must
form a strong argument in favour of surgical as against medical treatment. I
have not heard of satisfactory medical figures being given, except those which have
been put before the meeting to-night.

I investigated several hundreds of cases which had been operated upon, and
of the gastric cases treated by partial gastrectomy go per cent. were entirely
satisfactory. I examined many hundreds of duodenal ulcer cases who had been
operated upon. I shall only mention 389 who had had posterior gastro-enterostomy
performed; of these, 79 per cent. showed satisfactory results, 21 per cent. unsatis-
factory results. I examined this latter group of unsatisfactory cases to try and
discover criteria which could be utilised for the future selection of cases for
this operation. The first factor was the age of the patient. 6I of the patients who
submitted to gastro-enterostomy were under 30 years of age, and 38 per cent. of
them showed a bad result. Therefore, I think that gastro-enterostomy should not
be performed, except for mechanical reasons, in patients under 30 years of age
with duodenal ulcer. Secondly, in Ioo patients who had had a pre-operative test-
meal, a much higher proportion of bad results from gastro-enterostomy was
revealed in those patients who presented a high gastric acidity and a rapid
emptying time, as shown by the disappearance of starch from the gastric juice.
Patients showing a moderate rate of stomach emptying did better.

I believe that if posterior gastro-enterostomy is done for duodenal ulcer in
patients over 30 years of age- excluding the small group who have a very high
acidity and a rapid emptying time-the nett result would be to reduce the figure
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for unsatisfactory results to 5 per cent. The small group, just referred to, if
treated by a big partial gastrectomy, would however have a reasonable prospect of
life cure.

THE CHAIRMAN: Dr. Bell, of Melbourne, is here with us to-night, and I would
like to call upon him for a few remarks. He worked with Dr. Hurst and myself
in Leeds, and gave us much wise counsel and valuable help.

DR. BELL (Melbourne): This really is a most unexpected honour, my Lord,
to be asked to address the meeting after the speakers we have already listened to.
I cannot but feel, after listening to the forceful way in which the opening speakers
expressed their views, that I may be regarded as faint-hearted if I say I shall find
it very difficult to decide whether to vote for or against this motion.

I feel this is a subject on which friendly and amicable co-operation between
physician and surgeon was never more necessary in order to achieve the best
results for the patient. I am sure we have all seen cases such as Dr. Hurst referred
to, cases which, had they been chosen by a surgeon to test the skill of his medical
colleague in the treatment of ulcer, could not have been more difficult, and yet
these extraordinary cases have responded to adequate medical treatment. On
the other hand, I have been struck by what appeared to be most suitable gastric
ulcers for medical treatment which have failed to respond to the same careful
regime.

I would draw a distinction between gastric and duodenal ulcer, for, though
similar in many respects, they are very dissimilar in other respects. One of those
differences is their response to medical treatment. I do not find that my experience
is in accord with that of some of the speakers who claim that gastric ulcer responds
better to medical treatment than does duodenal ulcer. My experience has been
the reverse of that, and when I have had to call my surgical colleague in to
operate, it has been, almost invariably, in the gastric ulcer cases. And I do not
hesitate to do so, because I feel that very frequently these cases are best served
by operation. Moreover, surgical treatment for duodenal ulcer appears still to be
gastro-enterostomy, and, if I may construe some remarks made by our Chairman
some years ago, that operation can be regarded as one of the lesser gifts to medicine
and surgery, as we see so many patients suffering unpleasant after-effects of
gastro-enterostomy; in fact some Americans claim there is a gastro-enterostomy
disease.

DR. MICHAEL BRADY: Mr. Chairman, ladies and gentlemen, I enter into this
discussion purely as an immunologist. I have listened to the physician and to the
surgeon, and I have analysed the emotion of the surgeon when he attacked the
physician, in so far as he felt that this particular branch of medicine was slowly
passing out of his hands.
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Dr. Hurst has been accused of being unorthodox in his attitude towards this
condition. Unorthodoxy has saved our profession, because the pioneers have all
been accused of the same disease.

I approach the problem of gastric and duodenal ulcer from an unorthodox
point of view, in so far as I search for the cause of those ulcers before I begin treat-
ment. That cause is a microbic one, as in the case of any other ulcer in the body. I
know I am unable to go into the discussion from the bacteriological point of view,
'but I isolate the causative organisms and'make an antigen, with which I immunise
the patient. And if Dr. Hurst combines this with his alkaline treatment he will
not only be able to laugh at the surgeon, but he will leave him in a very bad way
indeed.

Mr. Paterson accused the physician of suffering from imagination; I think
a physician without imagination is a very poor specimen, and that if more
physicians imagined gastric ulcer was present in supposed simple gastritis cases,
the feared complications would never arise.

I listened to the statistics which have been given. Dr. Hutchison gave us
percentages, and all I can say is that I share the feelings of the late Sir William
Osler about "Lies, damned lies, and statistics". He forgot the number of cures
by the osteopaths when giving his figures.

DR. JACQUES SPIRA: I am rather encouraged by the words of the last speaker
in praise of unorthodoxy to come forward and say a few words, as I also am
somewhat unorthodox in my leanings.

To-night we have heard a very interesting exposition of different views, and
I do not agree with any of them, for the simple reason, as the last speaker pointed
out, that none of them have considered the cause.

What is the cause of gastric and duodenal ulcer? Has anyone stated the
cause on which he bases his treatment? All the authorities agree to disagree on
this, and cases go from physician to surgeon and from surgeon to physician, and
we have to-day the same knowledge as we had five years ago. Is it not time that
we considered the case de novo, and ascertain what the position is ?

THE CHAIRMAN: I have been asked to sum up the debate, but it would be more
in accordance with my desire, and I think, of yours, if I ask the openers to reply
before I do so.

I ask Mr. Paterson to reply.

MR. HERBERT PATERSON: At this late hour, ladies and gentlemen, I
will not detain you for more than a minute. In reply to the last speaker, it is true
that we do not know much as to the aetiology of gastric and duodenal ulcers, but
we do 'know that these ulcers will not heal in hyperacid gastric juice. This truth
is the basis of the surgical treatment of ulcers, the reduction of the gastric acid by
the performance of gastro-jejunostomy. That gastro-jejunostomy reduces the
gastric acidity to a marked degree I pointed out many years ago, and it has been
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confirmed by many observers. The difficulty is that medical treatment is often
working in the dark-in many cases the existence of an ulcer is doubtful. Even
when an ulcer exists its cure is hypothetical as one cannot say for certain that it
is healed. On many occasions I have operated on "cured" ulcers and,found an
open ulcer at the operation. It is impossible to prove by radiological examination
that an ulcer is healed. All that radiological examination shows is that an ulcer
niche is no longer present, that is, that the niche has been filled up with granulation
tissue, but the ulcer is not necessarily healed. May I emphasize once again that
the period of healing of an ulcer is to be measured by months rather than by
weeks and that this is a truth based on the evidence of surgical sight and not on
radiological faith.

DR. HUTCHISON: I do not know that I have very much to say. It
has been a curious debate. I brought forward statistics-they were almost the
only statistics brought forward in the debate, except those from Leeds, and those
from Leeds, I thought, were a very real contribution to the debate. These figures
entirely confirmed, from a different method of approach, the conclusions to be
drawn from the statistics which I put before you.

It is difficult for us speaking against this motion, and advocating operation, as
one has the whole bias of the patient against one. Patients do not like to have an
operation and practitioners naturally prefer to treat patients themselves rather than
hand them over to a surgeon. But, all the more because of that bias, if it is
our duty, as I believe it to be, to urge operation in these cases, we should do it.
And I am very strongly of the opinion-and here again the Leeds statistics bear
me out-that the pendulum in recent years has swung too far away from operation,
and that we are not now giving our patients the same fair deal, when we advise them
as to treatment of their gastric and duodenal ulcers, as we did ten years ago.

DR. HURST: I think most of the arguments of other speakers have
been against me, so I hope the Chairman will forgive me if I make a rather long
reply.

First, with regard to perforation and haemorrhage occurring during treatment,
I can only give my own experience and that of my Guy's colleague, Dr. Ryle:
neither of us has ever seen a case of perforation in a patient whilst under treatment.
As to haemorrhage, I have never known it to occur in a patient under strict medical
treatment, unless he came in for a haemorrhage, in which case of course recurrence
is not infrequent during the first week.

I wish I could agree with Mr. Paterson that gastro-jejunostomy acts chemically
by neutralising the acid gastric juice, as an alkaline mixture would then have all the
advantages and none of the disadvantages of the operation: we have tested a very
large number of cases, some immediately after operation and some after intervals
varying between a few weeks and twenty years, and have found that the
acidity is very rarely abolished and generally reduced only to a slight degree so
that the hyperchlorhydria in duodenal ulcer is still present, this being the main
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reason why an anastomotic ulcer forms so frequently. I am sure the excellent
results often achieved by gastro-jejunostomy are the result of the short-circuiting,
which prevents the acid mixture of gastric juice and food from passing over the
duodenal ulcer.

Dr. Hutchison very properly quoted Dr. Barford's statistics against me.
They were derived from my own cases, but I am glad to say I am not too
old to learn from experience. I asked Dr. Barford to investigate the results of
our New Lodge Clinic cases, because I realized that they were not good enough.
After a careful analysis of them we were able to improve our treatment very
greatly, the main change being to continue it for a much longer period. After the
first day or two the patient feels so comfortable that he says " why can't I eat
more now"? We have to harden our hearts and allow no relaxation in the strict
regime until the ulcer has completely healed. It always takes a month and
occasionally two or three months to accomplish this, but it is worth while and
when an ulcer has once healed soundly it is not difficult to prevent recurrence.
Most so-called recurrences are in ulcers which have never healed. This is my
answer to Dr. Carr's remarks.

I am in complete agreement with Dr. Cordiner and in equally complete dis-
agreement with what Mr. Paterson said about radiology. A good radiologist can
diagnose every case of ulcer and I should not dream of diagnosing it without radio-
logical evidence to support me. There is nothing new about the pressure method
described by Mr. Woolf; my colleague, Dr. P. J. Briggs, has been using it for ten
years. I think a first class radiologist can not only always find a gastric or duodenal
ulcer, but can also tell when it is nearly healed; I say nearly, because it is
necessary to continue treatment for a short time after the crater disappears.

Sir William Wheeler said that Irish patients have a temperament which makes
operation specially necessary for them. I have had a peculiar but quite different
experience. I have had many Irish patients-mostly doctors-at New Lodge
Clinic with ulcers, the large majority after and not before a gastro-jejunostomy.There seems to be something about the Irish temperament which favours the
development of jejunal ulcer.

I)r. Young was in error when he said I criticised him on theoretical grounds.
I do not use his treatment because I find my own treatment satisfactory. I do
not on this account quarrel with him for using a different treatment which he finds
satisfactory, though I think it must be infinitely more disagreeable than mine.

As to the post-ulcer regime which Dr. Carr regarded as such a hardship, our
Chairman's post-operative regime is in every detail the same as myregime forpatients
who have recovered after medical treatment. We both give our patients instruc-
tions which they must follow for the rest of their lives, and the restrictions are so
moderate that no reasonable person can complain of them.

I sometimes think that one of the most unfortunate medical events of recent
years is the extraordinarily successful result of Mr. Sherren's operation on
Dr. Hutchison (Laughter). I like Dr. Hutchison far too well to wish him any ill, but
I believe that nine out of ten patients who undergo a gastro-jejunostomy for
duodenal ulcer would have a recurrence if they followed his bad example
about food, drink and tobacco, an example which in the light of his own experience
he naturally advises them to do.
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I am very glad Mr. Pyrah spoke, because I am in almost entire agreement
with him about the surgical treatment of duodenal ulcer. It is important to realize
that the type of case which does badly, the young man with no obstruction and
with hyperchlorhydria and recurring haemorrhage, can only be cured by partial
gastrectomy.

THE CHAIRMAN: If I may, I will very briefly, sum up. Dr. Hurst began by
claiming that I was on his side; whether he suggested that I had come round to
his point of view, or that he had come round to mine is a minor matter. I agree
with much of what he said, but not with all. I am not in agreement with what
he said about Dr. Hutchison; one whose great service to medicine is a thing to
be treasured. A different result from the operation performed upon him would
have been a grave disaster.

A point which requires insistence tonight is the serious inefficiency of ordinary
medical treatment as generally carried out in this country. I am all for medical
treatment in the first instance. I went through my figures a little time ago, and
I found that of five patients who came to me for surgical treatment, two were
referred back to the physician, but, not infrequently, some of the three came back
to me after having undergone what was called "medical treatment". The truth is
that medical treatment as carried out, in this country at least, is far too often trivial
and inefficient. It is essential that patients should rest in bed, lying almost
immobile and should have a very restricted diet, and it is important that this
should be practised for a considerable time. I have watched many ulcers under
the X-ray, and it is undeniable truth to say it takes an ulcer of the stomach a long
time to heal. In one case under the late Sir James Mackenzie, I did a jejunostomy,
and it took 3 years 9 months to get the gastric ulcer to heal. It was the largest
gastric ulcer I had seen, and when I performed gastro-jejunostomy I said I could
post a letter through the lesser curvature of the stomach into the liver; fhe ulcer was
large and very deep. One fallacy which must be destroyed is that which attaches
to gastric ulcer a tendency to rapid healing; healing is a very prolonged matter.

It is true that since the publication of the paper of Maclean's, one result has
been, as Mr. Pyrah showed, that, in our experience at Leeds and Bradford, the
number of chronic cases referred to the surgeon in the last few years has diminished.
Cases of perforations have increased in number, and the total deaths have also
considerably increased in number since that paper was written, and, I think perhaps,
in consequence of it. I have in my hand a list of the results in the cases, every
one of which had been in hospital under Maclean's treatment in St. Thomas'. Of
duodenal ulcer there were 63 cases, and after a period of months, or years, those
which showed persistent or occasional activity were 68.2 per cent., and of those,
I6 per cent. to I8 per cent. required operation. Of 65 cases of gastric ulcer, there
was a recurrence of symptoms or occasional dyspepsia in 63.2 per cent. Of gastric
ulcer cases with complete freedom there were only 33 per cent., and of duodenal
ulcer cases 3I per cent. Far more patients,: in my judgment, have died as a result
of their disease since this intensive alkaline treatment was promulgated up and
down the country with Maclean's name improperly associated with it. Deaths after
"cure" by medical treatment are not infrequent.

One of the incredible statements which Dr. Hurst made was that he has never
seen a death from haemorrhage or perforation while a patient was undergoing
treatment; I have seen so many cases of it that I have almost lost count of them;
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I have had cases perforate in my home while the patients were undergoing medical
treatment. In a period of ten years there were in Leeds General Infirmary 6I
deaths from gastric ulcer as a result of perforation, namely, 60 chronic ulcer cases, one
acute. There were I4 deaths from haemorrhage in gastric ulcer, and I3 of them
were chronic cases. In the case of duodenal ulcer, in ten years there were I29
deaths from haemorrhage or perforation, and Io9 of them were examples of chronic
ulcer. We could not obtain knowledge of all the cases, but it is true to say that
there had been one to six, seven and more occasions on which the patient had
undergone medical treatment for the ulcer. If deaths are to be attributed to either
medicine or surgery, I claim that these are deaths in consequence of the inefficiency
of medical treatment; a patient is as dead if he dies after medical treatment as if
he dies after surgical treatment, and if you begin to contrast the mortality from
surgical treatment with that .from medical treatment you must realize that the
deaths after inefficient medical treatment are more numerous and that medical
treatment is therefore more dangerous than surgical treatment. That, in my
judgment, is indisputable.

The points with regard to surgical treatment are these: I rarely like to operate
on a patient unless I am satisfied that before surgery is contemplated medical
treatment as efficient as is possible has been carried out. A curious feature in the
psychology of patients is, that they will rebel against medical treatment but they
will not rebel against the surgeon. If a surgeon performs gastro-jejunostomy on
any patient, he will rarely rebel against restrictions during the next few months.
I said to my patient whom I have referred to after 31 years, "You can take food
by the mouth now the ulcer appears to be healed," but she said, "No, I do not
want to return to the days when I had such agonising pain". If a patient is under
medical treatment it requires all the psychological influence, all the persuasion which
Dr. Hurst can bring to bear, to maintain his fortitude and endurance. The
surgeon has a much easier task. And that accounts, in some small degree, for the
inefficiency of medical treatment throughout the country. When you assess the
dangers of surgical treatment I would ask you to note that, in competent hands
and by careful preparation, that is to say, by the elimination of foci of infection
which are accessible--the chief focus of infection is not accessible, except to the
surgeon-the mortality in the case of duodenal ulcer is such that in my last I,ooo
cases, up to the end of last year, I have had one death in cases of duodenal ulcer.
For gastrectomies, in cases of gastric ulcer, the deaths were under I4 per cent.

But remember that when you have performed the operation you are beginning
a new phase. I have no use for the surgeon who does an operation the morning
after the patient enters the hospital, perhaps without seeing the patient, and without
knowing all the facts of his case; I may sometimes take weeks, even months, before
allowing a patient to be operated upon. It is necessary to get rid of all accessible
foci of infection, and to see that the blood count is normal. It may be necessary to
carry out several transfusions of blood. It is only by taking such pains-and it
is really no trouble-that you can get the results which are possible to the
surgeon after operation.

When you have performed the operation upon your patient-and here is where
I differ from Dr. Hutchison, who is a flagrant example of an exhibition of vice-
you must make your patient be very careful for a considerable time, not less than
twelve months, or preferably for two or even three years. It is a care which it is
no trouble to the patient to exercise. He must get into a certain routine. He avoids
vinegar, he does not take much salt, and if he has had duodenal ulcer he must
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not smoke. I have shown that tobacco is the very worst enemy of the patient who
has had an ulcer. Patients say to me, "May I smoke?" and I reply, "Yes,
if you wish to come back; tobacco is your worst enemy". I have had carried out
many investigations on medical students and others at the time they were smoking
and at a time when they were not, and there has consistently been an increased
acidity of the gastric juice as a result of smoking. Therefore to operate on a patient,
especially if he has a duodenal ulcer, and allow him to smoke and take any kind of
food he fancies is not of a certainty to give him an ulcer, but it is giving him a better
opportunity for developing a secondary ulcer.

Look at some of the statistics of this serious complication. In Mount Sinai
they have 30 per cent. of cases of recurrent ulcer. Even after twenty years there
may be another ulcer. I have had I.8 per cent. of gastro-jejunal ulcer. If you
have performed gastro-duodenostomy and an ulcer recurs (I have no personal
experience of such recurrence) you may still perform gastro-enterostomy. Even
if you have done gastro-enterostomy and a gastro-jejunal ulcer develops, you can
still do gastrectomy, and the mortality from gastrectomy is very small, it is under
3 per cent. I have performed operations upon I40 gastro-jejunal ulcers.

The message which has come to me tonight-and in this I differ from
Dr. Hutchison, because these debates are very useful, for you pick up fragments
of knowledge here and there and weave it into the general fabric of your old
knowledge-the message of the Meeting is, that if we want to improve the unsatis-
factory position with regard to treatment in this country we have to aim at the
Hurst standard of treatment by medical means of both gastric and duodenal ulcer.
Very imperfect, casual treatment, a half-hearted way of carrying out medical
treatment is to the disadvantage or ruin of the patient. We must, in a general
way, improve our plan of medical treatment very considerably.

And with regard to surgical treatment, if we seek to get better results we must
treat operation as a matter of far more importance than people are treating it
now. Surgery is not only science, and not only art, it is a sacrament, and if you
do your surgical work in the punctilious fashion which attaches to a surgeon who
is both artist and priest you will get a good result, an almost certain and
perfect result. When you know all about your patient, when all foci of
infection are eradicated, when you find that after building up his condition, surgic-
ally speaking, you can do him no harm, only then can you justify surgical
procedure. I have no gifts as a surgeon other than those of other men; it is only
that I take trouble. If a patient comes to you for operation, he pays you the
greatest compliment one human being can pay to another; he puts his life into
your hands; and if you are not worthy of the trust he imposes on you, take to
something else than surgery. But if you prepare your patient honestly and with
such care that even you cannot hurt him, surgery will yield you better results
than it is giving to-day. And when you have finished as a surgeon, give your
patient back to the physician or the general practitioner, or be his physician yourself,
and use every care that he has the best chance in days to come. In surgery
arithmetic does not hold; two operations which succeed each other are not twice
one, so be sure your first is safe and as near perfection as is possible.

I have learned to-night that medical treatment must be much better, more
careful and more protracted, than it is to-day in the hands of most physicians;
and that surgery must be something not perfunctorily or hastily performed, but
carried out with infinite care, something done-so to speak-on your knees before
the High Altar, where you are the High Priest. (Loud applause).
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May I do a little advertising? We of the Fellowship of Medicine do our
best and we like all who can do so to join us and help us. The Post-Graduate
scheme for London is a very promising concern and I hope you will confidently
and hopefully support the project. We have here, in London, everything that
matters, except perhaps one thing; we have large numbers of patients here, we
have medical men, who, in my judgment, whether as physicians or as surgeons,
are at the very least the equal of any in the whole world. We have every
opportunity, therefore, with the best men and an almost endless number of patients,
to make the new Post-Graduate School the best in the world. What we may lack
is the determination to make the School the'best in all the world. We must incor-
porate the spirit and ideals of the Fellowship of Medicine into that new School.
Will you help to make London what it ought to be, what it has not been in recent
years, the centre of the medical universe?

SIR BUCKSTON BROWNE: I want to propose, ladies and gentlemen, a most cordial
vote of thanks to our President of this evening. I, personally, am delighted that
I made a little effort to come here to-night. I do not think I have ever been at
quite such an interesting and important medical meeting in my life. We have all,
as Lord Moynihan said, learned something to-night from every one of the speakers.
We have had a wonderful debate, and we have had a most wonderful President,
(Hear, hear), and I think that to-night Lord Moynihan has surpassed himself.
He always fills me with wonder whenever I meet him. I do not know how he does
all that he accomplishes, or how he maintains all his interests. But, as an old
surgeon, I shall take away to-night one special word above all others that he has
uttered. He said that every surgical operation ought to be a sacrament. Your
silence indicates your absolute assent to that.

I have the honour, the privilege and the pleasure of proposing a most cordial
vote of thanks to Lord Moynihan.

Carried by acclamation.

THE CHAIRMAN: Ladies and gentlemen, I really must thank you from my
heart for your kindness in listening so patiently and intently not only to all the
other speakers this evening, but to myself at the end. To make your gift of thanks
even more acceptable you have put it into the hands of a dear old friend for an
offering to me.

As to Sir Buckston Browne my dear old friend-he was in youth assistant to
Sir Henry Thompson, the greatest urological surgeon, and, in my opinion, the
greatest urological teacher of his day. Sir Buckston helped Sir Henry Thompson
to operate on the Emperor Napoleon III. Since I became President of the Royal
College of Surgeons I have had, in him, a prudent counsellor, a wise guide, and
a dear friend. It was he who brought five £I,ooo notes to the College and estab-
lished in perpetuity an Annual Dinner there, where half the guests were to be
Members of the College, a dinner whereby the Fellows and Members should be
brought together. It was he who, when I was interested in the new laboratories
for research, offered us £Ioo,ooo to build the Buckston Browne Research Farm in
the gardens of Charles Darwin's old house at Downe. When, therefore, Sir Buckston
Browne offers me on your behalf words of appreciation such as he expressed
to-night, you will see that they find a very easy way to my heart.
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