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Discussion: Session 3

Chairman: DR T. D. KELLOCK
Central Middlesex Hospital

DR KELLOCK (Central Middlesex Hospital): May I
start by asking Dr Chisholm what were the causes of
anaemia in the men? We have had some four cases in this
hospital which I know of personally. They were all in-
patients who had had previous gastric operations, and I
made a forecast, which has so far not been fulfilled, that
20 years after the peak gastrectomy phase when we build
up a large population with iron deficiency anaemia in
men, we may see a rise in the incidence of webs. Un-
fortunately, if the mean incidence for gastrectomy is age
50 they probably died of something else before they got
time to develop their web. It is remarkable that every
single one of these cases had had a previous operation
which could lead to chronic iron deficiency later. I
wonder if you had the same experience?
DR CHISHOLM (The Royal South Hants Hospital):

There was a time when we thought there might well be an
association between the post-gastrectomy anaemia and
development of a post-cricoid web. We just happened to
have a run of patients who had a post-gastrectomy
anaemia and who were found to have webs. We were very
excited about this, but in fact on further study we were
not able to show there was a significant association. The
cause of the anaemia in the men was a mixed bag, includ-
ing patients with post-gastrectomy anaemia, one who had
presented with carcinoma of the large bowel, and one or
possibly two who had peptic ulceration.
DR SCHILLER (St Peter's Hospital, Woking): This is a

question arising out of the first symposium as well as this
one. I wonder if Dr Edwards and/or Mr Gummer would
care to discuss for a moment the extent to which they feel
operations may influence the natural history of stricturiza-
tion.
DR KELLOCK: It sounds to me like a question physicians

ask of surgeons-Do you make the patients better?
DR SCHILLER: Far be it from me to suggest that the

patients have not improved if they are specifically oper-
ated on for stricture. What I was wondering if with evi-
dence of active oesophagitis and early stricturization,
whether there is any operation which materially improves
the prognosis of these patients.
MR GUMMER (Central Middlesex): I think the im-

portant thing in these early cases is to try to prevent re-
gurgitation. The lady whose slides I showed certainly
seems to have responded well to that sort of treatment,
but at which point they are reversible and when do they
become irreversible I have no idea.
DR EDWARDS (Central Middlesex): This was really

what I was pointing to. I don't know either, but it seems
to me there almost certainly is a point of no return. If the
patient has got symptoms of stricture, if there is new
fairly fresh radiological evidence of stricture, then it
becomes a fairly urgent problem to discuss whether
surgery is possible. It is the only way of stopping the

stricture. Surgery does not always work. By surgery I
mean repair of the anti-reflux mechanism (which usually
involves repair of the hernia), but something in addition
as well. You have to stop the reflux. You don't always
succeed and we need to know what is the probability of
succeeding. We don't know yet what the probability of
the stricture melting away is if you stop the reflux; but I
think we are beginning to get rough ideas of what sort
of stricture is a hopeless situation. You either put up with
it or you have it operated on. What we don't know is how
far you can let the patient go towards stricture formation
without doing anything, and then do something and get
away with it.
DR ROSENBERG (Brook General Hospital): Continuing

in the same vein, I was interested in one particular case
Mr Gummer spoke about in which there was a resolution
of the stricture following a partial gastrectomy. There
have been a large number of reports over the years
advocating this treatment. In his case I think it was also
combined with dilatation, but that might well have been
irrelevant. I wonder what the views of our panel are on
the subject of partial gastrectomy in the treatment of
established stricture.
MR GUMMER: This particular case I showed certainly

settled down very well and was operated on a good many
years ago. I must say that now I would probably be
inclined to do a more formal resection, bringing the
stomach right up into the neck, getting rid of most of the
oesophagus so that one could feel confident that that was
the end of the trouble. The trouble with doing a gastrec-
tomy for these people is that it is fine if it works, if it
doesn't, you have got another problem on your hands.
DR EDWARDS: What disturbs me is that when some-

body resects a stricture and in so doing they perform a
total vagotomy or even a partial gastrectomy in order to
remove as much acid producing tissues as possible,
within weeks there is another stricture at the anastomosis,
and I very much doubt whether total vagotomy or partial
gastrectomy materially influences the development of
peptic stricture.
MR GUMMER: Could I suggest that the early appearance

of the stricture at the lower end, such as you have de-
scribed, might well have been faulty surgical technique?
You are probably going to throw it back at me and say it
was one of mine, but I would suspect there was tension at
the anastomosis, or the anastomosis was made in such a
way that there was not an adequate lumen through it.
DR KHOSHLA (Central Middlesex): The problem of iron

deficiency anaemia is quite prevalent in India. What is
the severity of anaemia in patients with the Plummer-
Vinson syndrome and did the symptoms persist after
correction of the anaemia? The anaemia in Indian
patients with this syndrome is profound.
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DR KELLOCK: How anaemic is anaemia, and what
happens when it gets better?
DR CHISHOLM: I cannot give you off hand the actual

levels of haemoglobin. We did divide our patients up into
two groups I mentioned, those with iron deficiency
anaemia without a web and those with iron deficiency
anaemia with a web to see whether the level of haemo-
globin was a factor which was significant or different in
the two groups. We were not able to show a correlation
between the level of haemoglobin and incidence of webs.
We have also found, as I mentioned, that a proportion of
our patients gave a history of a past iron deficiency,
which might have been present weeks, months, or even
years previously and had been corrected by iron therapy,
but the web had persisted. The patient was no longer
complaining of dysphagia but on cinefluography the web
was still present. The response in a proportion of our
patients to treatment with iron was quite striking.
Patients who have complained of dysphagia very quickly
find that they are able to swallow, sometimes in a matter
of a few days, although no radiological change in the
appearance of the web has taken place. The symptoms
which brought the patients to the anaemic clinic varied.
Usually there were symptoms associated with anaemia
and which would depend on the level of haemoglobin.
Quite often it was the precipitating cause, menorrhagia or
peptic ulceration, which brought the patient to the clinic.
The patients were not selected on the basis of dysphagia
in our prospective study. Most of the patients in fact in
the follow-up study had presented with dysphagia. A pro-
portion of these persisted in spite of iron therapy. This
was usually related to the size of the web. Patients with
large webs obstructing half the lumen of the oesophagus
needed dilatation to correct the symptoms.
DR EDWARDS: I have seen several patients with sider-

openic dysphagia with or without obstruction. However,
their real dysphagia-what they were complaining of-
was a sore mouth and pharynx. The changes in the
mucosa, not the obstruction, were making it uncomfort-
able to swallow and when you go into the details of the
symptom pattern it is soreness, not the obstruction, of
which they are complaining.

This might be relieved by iron quite quickly.
DR CHISHOLM: As I showed in one of my slides, there

was an increased incidence of angular stomatitis and
glossitis in our patients with webs. These patients often
did have sore mouths. The symptom of dysphagia may be
due to mouth soreness, but when we talked about dys-
phagia we did specifically mean post-cricoid dysphagia.
DR KELLOCK: You would agree with the majority of

people that the radiological improvement is disappointing
in this group on treatment with iron?
DR CHISHOLM: Dr Argent would say that he has not

yet been convinced there has been any radiological
alteration following iron therapy in any of his patients.
If he finds it he always checks and says, 'have you done a
gastric biopsy?' and when we say 'yes' he says 'ah, well,
that's it'.
DR KELLOCK: I think this is general experience. Could

I ask you to comment, Dr Chisholm, on the South Wales
study which has been out of step-I think this is a fair
way of putting it-with practically all work on this
subject.

DR CHISHOLM: The results were certainly very different
from the results we obtained. As Ellwood, Jacobs and
colleagues commented, this was an epidemiological
study of patients who had not come to hospital. They
went out to find the patients themselves, and in that
respect it is a different population they were studying. I
would make two comments. They did not look into the
question of past history of iron deficiency in their patients,
which in view of what was said previously is probably very
relevant. Patients may have had a previous episode of iron
deficiency, a web could have formed at that time. The
web may still persist and may still be the cause of dys-
phagia, but the iron deficiency might have been corrected.
This would be one point to make. The other point con-
cerned the incidence of the gastric parietal cell anti-
bodies that they found in their patients. In their control
group the gastric parietal cell antibody percentage was
the order of 34-35 %, and in their groups of patients with
webs the incidence was 55 %. This is very much higher
than levels in other studies and would suggest that they
were studying a population in which iron deficiency or
gastritis was prevalent, which would fit in with the
association of webs.
DR KELLOCK: A point worth bearing in mind is that

although the work was epidemiological, it started with
taking 2000 people and asking them about symptoms.
It ended up with thirteen people with actual radiological
webs. It is true that none of these was anaemic, but the
numbers are not quite as enormous at the end of the
study as one perhaps thinks when looking at it as an
epidemiological study to start with.
DR CHISHOLM: There certainly are other factors. I am

not saying that iron deficiency is the only factor. There is
a marked difference in the incidence of post-cricoid webs
in different parts of the world and one must assume that
other factors are involved.
DR KELLOCK: Could we perhaps turn to this terribly

difficult problem of peptic strictures. Mr Jackson, would
you like to comment? We had views first of all that as
physicians we leave it too late, and sometimes the thing
is irreversible. I haven't noticed a vast surgical enthu-
siasm on Mr Gummer's part for chopping out peptic
strictures. Would you like to give a view?
MR JACKSON (Harefiled Hospital): I find it very diffi-

cult as I happen to have an X-ray under my desk here
which shows a stricture.
DR KELLOCK: Could we remove the X-ray from Mr

Jackson and project it?
MR JACKSON: I didn't know you were going to ask me

about that but I did happen to have it. The X-ray shows
a hernia in association with a stricture. On oesophago-
scopy, the instrument passed down to 38-40 cm. Oddly
enough, the smaller oesophagoscope passed easily into
the stomach and there was no serious hold-up, so that in
actual fact that stricture is only 2 cm above the cardia.
I was proposing to treat this as a simple hiatus hernia and
do an Allison type of repair, but I do have a number of
elderly people who have got this combination and they
do not always do well after surgery and the stricture some-
times persists. Some of these people come back for
periodic oesophagoscopy and dilatation and others are
managing to have a better existence by occasionally
swallowing the unobtainable Hursts mercury tube, which
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I found gives a great deal of relief. I think if you can do
something to prevent the reflux and repair the hernia this
might be enough.
DR KELLOCK: You are proposing a simple repair of the

hernia? No direct attack on the stricture?
MR JACKSON: Not at the moment.
DR KELLOCK: Mr Gummer, what would you do?
MR GUMMER: I think it is not going to be an easy hernia

to repair looking at the X-ray. You have a long way to
get it down, haven't you.
MR JACKSON: I attacked it through the chest.
MR GUMMER: You have still got to bring the stomach a

long way up into the chest. I find this sort of case very
difficult to handle. If the patient is elderly I would be for
very conservative dilatation measures and would only
operate if I was really being pushed into it.
MR JACKSON: Dr Moore here has a lot of experience of

this. I am sure he will have something to say.
DR MOORE (Brook Hospital): My view of the situation

in that patient is that there is probably a hiatus hernia
which only covers about one-third of the length between
the stricture and thejunction between the true oesophagus
and the stomach, and there is a segment of gut lined with
columnar epithelium from the stricture down. The very
interesting thing which hasn't been touched on to-day is
why these patients develop symptoms when they do. I
would say that the situation may be present for 50 years
before symptoms develop. It is very interesting that
symptoms develop when they do, because sometimes
these patients are children, but very often they are much
older, and from the point of view of treatment almost
anything you do carries a percentage of good results.
I think that if you did one dilatation only you would have
a certain number of patients who would be very much
improved. If you repair the hernia alone, you get some-
thing like 50% good results. With resection I personally
do not get terrible results and there is a definite mor-
tality. In this patient I would repair the hernia from the
chest if it is a hernia of any substantial size, and perform a
vagotomy or some form of gastric drainage, but if you do
that, you still have got to be prepared to do dilatations
from time to time. With this procedure one is going to
get a slightly higher proportion of reasonably happy
people in the follow-up clinic.
DR KELLOCK: Thank you.
MR JACKSON: A colleague of mine seeing this would

say that there is no need to reduce the hernia. He would
suggest a mobilization of the fundus and a Nissen fundo-
plication around the oesophagus in the chest without
any serious attempt to reduce the hernia. So this would
be my attack. If I cannot reduce the hernia and cannot
get a satisfactory repair, then I would do a 'Nissen' on it.
DR KELLOCK: I think the physicians will gather from

the technical surgical discussion that this is a difficult
question.
MISS SHEPHERD (Harefield Hospital): I was just going

to add experience in two cases, both of whom were
between ages of 75 and 85. One was a man who had a
hernia and developed a stricture late. There was no
explanation as to why he should suddenly do this, and he
had been dilated on several occasions over the course of
about 3 years. One point which I feel should be men-
tioned from the surgical point of view, is the inherent

risk of oesophagoscopy and dilatation which I don't
think has been mentioned today at all. No matter how
experienced one is, there is always a degree of risk, par-
ticularly if dilatation is involved. I took a different view of
this man. I dilated him and repaired his hernia. This was
2 years ago and he has not required a dilatation since.
The other patient was an 83-year-old woman with a low
stricture, lower than this one, who had practically total
dysphagia. She could just manage to swallow her saliva.
How she got into that state I don't know, but this was
how she presented to me. It was a difficult oesophago-
scopy, extremely difficult to get anything through this
stricture, and I wondered in fact whether I was going to
have to try the recent ploy which has been described in
the Lancet of sticking a Polo mint on a piece of cotton to
get something through. Anyway, a fine bougie went
through so that I dilated it and managed to get a Ryle's
tube through, only to discover subsequently that I had in
fact perforated the oesophagus, probably below the
stricture. I was forced into doing a laparotomy and
found that in fact I had perforated below the stricture
just in the hernia itself. I opened the stomach and per-
formed a retrograde dilatation of the oesophagus,
repaired the hernia, and she has been swallowing norm-
ally ever since. This was about 8 months ago and there
has been no recurrence of dysphagia. I mention this just
as a contribution to what happens to this type of stricture
and what is the point of no return.
DR KELLOCK: Mr Gummer I know you have voiced

views before on retrograde dilatation as a technique.
MR GUMMER: Yes, I think it is quite a good technique.

But a technique for dealing with these low strictures
which has not been mentioned and which is sometimes
worth doing is one described by Thal.

In this method you incise through the stricture and
then instead of closing the oesophagus the fundus of the
stomach is brought up over it, so that the serosal surface
is applied to the gap you have left. Apparently it covers
over with mucous membrane pretty quickly. I have done
this twice and it has worked pretty well.
DR KIRKHAM (St James's Hospital): I followed up

quite a few of Mr Norman Tanner's cases with him and
admittedly the results are not superb. A lot of patients
many years later have a slight dysphagia. They may get
the odd meat bolus impaction. They have some discom-
fort but their nutritional state is good. The impressive
thing about a polyagastrectomy is that it drains so well
and is always empty. I don't think you need to have a
high resection. But the other impressive fact about
Mr Tanner's series is the absence of mortality. All the
other procedures, including the mobilization of the
stricture at the same time as drainage, repair; all of those
have a significant mortality. They may achieve a
better result in terms of quality, as long as the patient
doesn't die!
DR KELLOCK: Thank you very much. I think we must

adjourn. I would like to thank the speakers and par-
ticularly Dr Chisholm, for telling us that what we have
been taught for so many years is probably true, that
there is an association between anaemia and webs. At
least if we haven't found a quick answer to the treatment
of peptic stricture we know that other people are as
worried about it as we are.
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