
218 COMMENTS ON A CASE OF DUODENAL ULCER

Practical. Points of Diagnosis and Treatment
in Surgery and the Specialities.

COMMENTS ON A CASE OF DUODENAL ULCER.

Case-Mrs. K.
Aged 47, married, no family.

Coinplaints: (a) Continual indigestion for the past eight months and on and off
for fourteen years. (b) Pain at left costal margin. (c) Tingling tongue. Past Illnesses:

Rheumatism in her knees on and off for ten years, and also in her chest
History. for last three months. Family History.' Nil relevant. Present Condi-

tion: Alert woman with fair complexion and average nutrition; rather
nervous. Alinientary System .- Appetite-Fair, but has been dieted for the past eight
months, and in spite of this the pain is getting worse. The pain- (a) Provoked particu-
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musc/e tension.

,yperaesthesia
to stroke

FIG. 1.

larly by acids (e.g., fruit) and fats (nuts, fried food) and she has avoided them for the
past three years. (b) Onset--Two hours after meals and wakes her at night about 2 a.m.
(c) Relieved by warm drinks, food and medicine. (d) Site-Left costal margin.
(e) Periodicity-Almost contitinuous for the last eight months, previously in attacks for
one to three weeks, with remissions of one to three months. Flatulence: A good deal
especially in the evening, causing her to undo her clothes. Hiccough-A good deal,
but no retching or vomiting. B.O.R.--Only with aperients. C.N.S.: Sleep--Disturbed
during past three months by pain at left costal margin, at 2 a.m., relieved by hot milk.
Tired and sleepy during the day. Headaches-Frontal, frequently. Respiratory System:
N.A.D. Cardiac System . Normal, except for frequent hot flushes. Micturition Daily
and nocturnal frequency, but N.A.D. in urine. Locoimotion: Has lost a little weight
recently (clothes are loose).
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COMMENTS ON A CASE OF DUODENAL ULCER

Teeth.-Artificial, own were completely removed several years ago on account of,
but without any relief to, her indigestion. Throat, tongue, heart

Examination.and lungs N.A.D. Abdomen . P.R. N.A.D. but tender in the Rt. F.
Faeces black (due to bismuth which she has been regularly taking for eight months).

Barium Meal:- March, I932, the stomach shows fair tone, contracts well, empties
normally, shows no deformity from ulceration or new growth. The duodenal cap is

deformed and there is localized tenderness over it. The findings point
Investigation. to a duodenal ulcer. Barium Meal.' August, 193I. The same. Chole-

cystogram.' (Intra-oral.) There were no opaque gall-stones shown in
preliminary film. The gall-bladder is not seen outlined by the dye. The findings
point to a pathological gall-bladder. (The films were available at the F.R.C.S. class.)
Test meal was not done. Occult blood positive.

Provisional Diagnosis.-A Duodenal Ulcer and Cholecystitis.
May 2, I932. Subcutaneous salines into the breasts throughout. Ancesthesia.: Gas,

oxygen and ether. Local infiltration with 75 per cent. novocain. Incision . Right para-
Operation median, from the ensiform to the umbilicus. Findings.: Gall-bladder

pale blue, shiny, no adhesions or thickening, emptied on manipulation,
no stones felt or seen (by transillumination with a boilable light) in it or the C.B.D. No
surrounding perihepatitis. Considered to be within the normal. Duodenum ulcer 3 in.
diameter, 2 in. from the pylorus, on the anterior wall, some cicatrization. Appendix
bulbous, hip bound down to pelvic brim by adhesions, its m.m. showed multiple
petechial spots of inflammation. Stomach and other.viscera N.A.D.

Procedure.-(a) The ulcer was infolded transversely to the bowel axis and an omental
patch applied. (b) A posterior gastro-enterostomy was performed. (c) Appendicectomy.

After History.-Uninterrupted recovery.
Comments.-This case was demonstrated as a straightforward example of a fairly

common condition, the duodenal ulcer, which sometimes calls for a major abdominal
operation, and on which Fellowship candidates would be expected to show precise
familiarity with the symptomatology, investigation, treatment and "living" pathology.

Several candidates failed to note: (a) The total length of history of the dyspepsia.
(b) The transition from indigestion with a periodicitywell 1-3 months to that ofwell I-3 months
The Clinical continuous pain during the past eight months. (c) The absence

Picture. of relief in spite of alkalies and bismuth. (d) The site of the pain
(at the left costal margin); this was unusual, but there was muscle guarding in the
right upper rectus, and pain occurring two hours after food suggests a duodenal rather
than a gastric ulcer, or if neither of these, then chronic cholecystitis would be an
alternative diagnosis, as this often refers pain to the left side.

lVhat is the significance of a deformed duodenal cap .This was incompletely
realized, there being few other suggestions than an ulcer. It can be caused by:

(a) Duodenitis. (b) A duodenal ulcer. (c) Peri-duodenal adhesions,
ThInveti those in association with the gall-bladder being the commonest.

(d) A pathological gall, either pressing, or pulling on the duodenum.
(e) Reflex from another focus, like the appendix, inflamed glands. (f) Pressure from
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220 COMMENTS ON A CASE OF DUODENAL ULCER

tumours, e.g., pancreas, transverse colon, carcinoma of the pylorus, liver, kidney.
(g) After operations on the duodenum or gall-bladder.
Wihat is the This question caused some hesitation and "hedging." The followingSignificance
of no Shadow may account for it: (a) The capsules of dye were vomited. (b) The
olf the Gall- gall-bladder may be absent, full of stones, rendered functionless bybladder after
an Intra-oral previous disease or growth, or its cystic duct blocked by a stone, kink
Cholecysto- or adhesion. (c) Obstruction in the common bile-duct.gram?

Comment.-That patients must be on a blood-free diet, and specimens
The Test for examined three or four times during two or three weeks was inot
Occult Blood volunteered.volunteered.

Cotmment.-That in addition to its other constituents, it might show blood, which
should it appear after the first three specimens (possibly due to retching

Test-meal.ThTe Ftracter al. on swallowing the tube in these) is relevant to an organic lesion, was
not given.

a

FIG. 2. --The Rutherford-Morrison Transverse Incision showing: (a) The wide exposure on the hypersthenic
and sthenic patient; (b) The narrow operative field in the asthenic subject; (c) Note the inaccessibility of the
appendix area (c) with this incision.

This was generally correct, but several candidates offered the "dangerous"
diagnoses of: (a) nothing-neurotic; (b) gastroptosis. These, in

Diagnosis. spite of the history, barium meal, and cholecystograms being
available !

Operation was advised in view of the following points: (a) the long history of the
indigestion, fourteen years; (b) the failure of "serious" dieting and

Treatment. alkalies to control the pain during the past eight months, in fact it was
now persistent; (c) the barium meal showing of a duodenal irregularity;

(d) the negative cholecystogram, which might mean non-opaque gall-stones, or chronic
cholecystitis, which dieting would not improve.
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COMMENTS ON A CASE OF DUODENAL ULCER

Several candidates advised dieting and alkalies, but were vague for how long they
would try them, and when they would recommend operation. They had omitted to
elicit that §he had already dieted and had not realized that it might be a chronic
cholecystitic dyspepsia.

Incision : The right paramedian is the best. The Rutherford-Morrison transverse
incision was suggested but without the qualification that she had a fairly wide costal

angle (if this is narrow the exposure is poor) and that it is difficult to
Operation. examine the appendix through it (fig. 2). Findings: (a) The Duodenal

Ulcer. There was some hesitation whether to leave it alone, cauterize
it or invaginate it; I think one of the two latter methods should be used together with
an omental patch. (b) The Relief of the Ulcer. There were several suggestions :-

(I) Duodeno-gastrostomy. (2) Pyloroplasty. (3) Gastro-enterostomy. (4) Partial
gastrectomy.

If the ulcer is small, I advise No. I or 2, if larger with some obstruction, No. 3,
and if very large and adherent, possibly No. 4.
()ppearancthe This caused some hesitation. It is a thin-walled, shiny, navy or
of the Normal slate-blue in colour, and usually empties on manipulation.Gall-bladder?

There was a surprising failure to enumerate these. The first two of the following
were given; the others hardly at all. They are that: (I) The gall-bladder contains

a stone or stones. (2) The gall-bladder is white in colour, thickened
thd) SiWhat are and contracted. (3) Numerous adhesions to the gall-bladder and its

the Signs of a
Chronic Patho- surroundings, e.g,, the duodenum, diaphragm, omentum and colon.
logical Gall- (4) A cyst or carcinoma of the gall-bladder. (5) A patch of creamy

coloured hepatitis on the liver, including the dorsal surface, around the
gall-bladder. (6) The gall-bladder is pearly coloured and its cystic gland is enlarged and
hard. (7) If the clinical signs and cholecystogram suggest chronic cholecystitis, but the
external appearance is within the normal, then the gall-bladder should be opened and
its mucous membrane inspected; it may show in whole or part the appearance of the
"strawberry " gall-bladder or cholesterosis. (8) A fistula between the gall-bladder and
duodenum or colon shows pathology in the former. Cholecystectomy, as a general
rule, was quite rightly advised, in these circumstances.

The general principles were scarcely known. I advise the following: Post-
operative. Dieting and alkalies for at least three weeks in bed as for the medical

treatment for ulcer. (b) A barium meal four weeks after operation and
After Treat- if tenderness or spasm is present the treatment is continued in bed
mnent of the
Ulcer Patient. another month, if not, patients go home with a diet guide and a letter to

their doctor advising alkalies for six months. Smoking is especially
forbidden. (c) After six months, another barium meal is taken and if, as is frequent,
no abnormality is shown, the diet is widened, but still controlled and the alkalies
lessened. If there is still tenderness or spasm, the precautions continue unabated.
(d) After a year a further barium meal is done, and if all is well alkalies and strict
dieting are discontinued. Patients are cautioned as to a general careful life. They
have now learned to diet atnd most of them do well. (e) They are seen annually
after this.
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