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Discussion: Session 1

Chairman: DR E. N. ROWLANDS

Medical Research Council Gastroenterology Unit, Central Middlesex Hospital

DR ROWLANDS: I would like to thank Sir Francis and
Mr Gummer for a very clear exposition of medical and
surgical treatment. We have followed up sixty of
Mr Gummer's operations up to 1964, and found that
virtually all the patients were satisfied and happy with
the result. I hope that you have taken note of his technical
points, because it appears to a mere physician that in this
field, at any rate, the surgical technique seems to be very
important. These two papers are now open to discussion.
DR SMITH (Llandough Hospital, Cardiff): Mr Gummer

managed to show that his operation has increased resting
sphincter tone?
MR GUMMER (Central Middlesex Hospital): No, I have

not carried out any studies in this way. I suppose this
could be done fairly easily, but I have tended to rest on
the patients' and the radiological assessment.
DR KINLOCH (Chase Farm Hospital): We have heard

of the very successful management by medical and
surgical technique assessing symptoms as a guide to the
management. I wonder whether the last two speakers
could give us some guidance as to the place of endoscopy
in management, particularly as we are aware that oeso-
phagitls very frequently persists for a long time without
any symptoms and there must be some danger of stricture
formation eventually.

SIR FRANCIS: Personally I rely much more on the
clinical picture. 1 take the oesophageal findings into con-
sideration, but the clinical findings weigh more in my
mind than oesophagoscopy.
MR GUMMER: I used to oesophagoscope all my patients

before operation and really found that I learned very
little from this.
DR ROWLANDS: I wonder if we might ask Dr Edwards,

as to what role he, in view of recent advances, thinks the
sphincter does have in preventing reflux. Dr Edwards and
I published a paper in 1957 proving conclusively that
sphincter pressures were low in those who have reflux
and normal in those who did not. Since then we have
spent many years retracting, but now this is gospel again.
DR EDWARDS (Central Middlesex and UCH): Well it

is gospel according to another prophet. I still think that
the main purpose of the cardiac sphincter is to withstand
intragastric pressure. We do not have any really firm
information about changes in intragastric pressure. I do
not think that the sphincter responds to a challenge in the
way that Harris and Lind have suggested. We do not
seem to be able to show this in quite the way that they are
claiming. You do get an effect from the sphincter but it
seems much more likely to be a mechanical effect, a
physical process rather than a biological one. When some-
body gets intermittent incompetence of the anti-reflux
mechanism, I think this is because stomach squeeze is
greater than sphincter squeeze. That might be because the
stomach squeezed harder than usual, or it might be

because the sphincter squeeze was less than usual. The
sphincter might be squeezing less than usual because there
was a lot of secretin around, consequent upon a fatty
meal. I do not think that the sphincter can stand up to
intra-abdominal pressure. I think it stands up to intra-
gastric pressure.
MR MEREDITH BROWN (Milford Chest Hospital,

Godalming): May I ask Sir Francis a bit more about
corsets. I saw three patients referred for possible opera-
tion last week, all of whom wore a corset. The first wore
it because he had strained his back for many years. The
second because she had had a lot of gynaecological
operations and thought her abdominal muscles were
weak, and the third wore it purely for cosmetic reasons.
Some patients really rely on these corsets and are most
reluctant to give them up. Could we have Sir Francis'
opinion?

SIR FRANCIS: I appreciate patients have a viewpoint in
such cases. I believe you can get round this by having the
corset quite tight at the bottom and loose at the top.
Being tight at the bottom of the abdomen will give sup-
port to the spine, which is very often where they need
help, but I very much doubt that the tightness in the
upper abdomen is ever necessary, and if the need is
cosmetic, then I think that weight reduction is the answer.
MR JACKSON (Harefield Hospital): Sir Francis, you are

obviously an expert on corsets, because I have heard you
talk on corsets and pyrosis. I wonder if I could go from
pyrosis to anaemia? What is your practice if in the in-
vestigation of anaemia you find a large hiatus hernia and
no other symptoms? Do you treat them medically, do you
stop at a barium meal, or do you go all the way through
the gastrointestinal tract?

SIR FRANCIS: I go all through the alimentary tract,
because of course hiatus hernia tends to be a red herring.
There is almost no final diagnosis I have come across
which did not have as a preliminary diagnosis hiatus
hernia-carcinoma of the oesophagus, carcinoma of the
pancreas, lung, anywhere-it is tiger country. You have
to be careful of the diagnosis and quite certain there is
nothing else as well. This is particularly true if you have
problems of anaemia. Carcinoma of the caecum can very
easily catch you out. Where I have found a large fixed
hernia with anaemia as the only symptom and no other
disease process, I think the management depends very
much on the patient. A number of them I have continued
to treat medically with iron and nothing else, but in a
younger person I would certainly get my surgical colleague
to come in.
MR JACKSON: I think we should ask Sir Francis about

sliding hernia. It is very important that the instruction
given to the patient should be clearly understood. I was
asked to see a patient with anaemia and hiatus hernia.
The anaemia was not responding to treatment, and the
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Discussion

symptoms were continuing. She was ready for inspection
in bed, but the foot of the bed had been raised, and the
symptoms had not been relieved. She had been told to
raise the end of the bed, but had not been told which end.
The moral is that she had leukaemia and not hiatus
hernia, so there are two points to the story. The other
thing that I wanted to ask came up earlier in the morning;
if people do get reflux at night in bed is it worse if they
lie on the right or the left?
DR EDWARDS: The most important thing is to prevent

the patient from sliding down. If you raise the head of
the bed they are likely to slide down and end up at the
foot of the bed. If you raise the foot of the bed the angle
of the bed then prevents them slipping down towards the
foot, but you have to have something for them to lean up
against at the head of the bed. There is a similar wedge
which can be used for the top end to raise the thorax.
There is another wedge which is half the height of the first
one and which is effective in preventing you sliding down.
Much the most important factor in this business of how
to sleep, is how not to slide down. There are all sorts of
ways of lifting up the head end, rolls of blankets, pillows,
altering the bed and so on, but the one thing that you
must do is to stop them sliding down. The first thing is to
throw away the nylon nighties, anything that slips. You
slip according to the minimum friction area, wherever it
is. The second thing is to have something under the

thighs. People reflux when lying on their right side many
more times than when they lie on the left. Those who
have continuous incompetency-it is irrelevant if you
have the intermittent type-are much more vulnerable on
the right side than they are on the left.
DR ROWLANDS: Thank you, Dr Edwards. Before this

discussion degenerates into discussion on women's
lingerie and foundation garments, I think we will just
have one more question.
DR JEPSON (Central Middlesex Hospital): A lot has

been said about the value of fibre in the diet in most GI
diseases, and of course hiatus hernia has been shown to
be related to the fibre content. Is there any truth in this
and has it any therapeutic value?
DR ROWLANDS: Perhaps I could answer that. I do not

think there is any evidence whatsoever as yet, but as we
are now launching a research programme here on it, we
might be able to tell you in a few years time. I have not
heard of hiatus hernia specifically. I knew that lack of
dietary fibre was a factor in all diseases gastroentero-
logical, cardiological, diabetic, etc. but I am interested to
hear that it also causes hiatus hernia.
MR JACKSON: I think that Birkett has said that he has

not seen hiatus hernia in primitive people, but I do not
think that because he implied that fibre increases the bulk
of the diet that one should assume this will cure this con-
dition.
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