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(a) adductor tenotomy, which permits re-attachment
and restoration of function of the adductor longus,
and

(b) abduction (and external rotation) high femoral
osteotomy, either uni- or bilateral. Neurectomy of
the obturator nerve is a procedure which in my
opinion should be condemned - the presence and
retention of functioning adductors is essential to
satisfactory ambulation.

5. Gross spasm or contracture of the wrist joint, in
a position of maximal palmar flex ion. Arthrodesis of
the wrist in a suitable position is a procedure of great
cosmetic value, and one which may produce gratifying
(if unexpected) functional recovery.

6. Gross spasm or contracture of the fingers in a
position of severe flexion, with the finger nails pro
ducing ulceration of the palm of the hand. Suitably
chosen arthrodeses of the finger joints produce great
relief:

7. Severe talipes calcaneus, in which shortening of
the tendo achillis is an invaluable procedure.

8. The knee joint which has been straightened out

after a severe flexion contracture, is one in which con
trol of extension is limited because of relative lengthen
ing of the quadriceps muscle. Distal advancement of the
insertion of the patellar tendon is necessary in order to
restore function.

9. The fixed equino-varus contracture of the foot,
in which triple arthrodesis is performed for the restitu
tion of a stable, plantigrade foot.

10. The flail calcaneo-cavus foot, in which the Grice
procedure, with or without simultaneous shortening of
the tendo achillis, may be undertaken.

CONCLUSIONS

Cerebral palsy is seen to be a condition in which every
possible modality of treatment may and should be utilized,
in which conservative measures play the dominant role,
and in which surgical measures of a limited and selective
nature are able to complement those conservative measures
which are productive of the best possible end results.
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THE SURGICAL TREATMENT OF PEPTIC ULCERATION
B. J. v. R. DREYER, CH.M., M.D. (CAPE TOWN), F.R.C.S. (EDIN.), Surgeon, Cape Town, and Lecturer in Surgery,

University of Stellenbosch

In treating patients suffering from peptic ulceration
uncertainty about the type of patient who has to be
referred for surgery, as well as about the type of surgery
which should be done, still exists. The time must come,
and is perhaps not too far away, when peptic ulceration
will be completely controlled with conservative treatment
without great inconvenience to the patient. The answer
will probably lie in the use of preparations that will
inhibit the acid-peptic secretion of the stomach reliably.
In the meantime, however, we must make use of the
treatment available today, and this is often surgical. It
is our duty to select the best form of treatment for each
individual patient.

Surgical treatment must always tend to be conservative
- one can never replace a stomach that has been removed
but one can always remove more of a stomach. In doing
a sub-total gastrectomy for duodenal ulcer, many surgeons
feel unhappy when they have to remove such a large part
of a completely normal organ. If such a specimen is sent
- usually by accident - to a pathology department, the
pathologist shares the surgeon's unhappiness when he
examines a normal stomach. It is true that many duodenal
ulcer patients do well after a gastrectomy, but it is also
true that a few patients are worse off after their operation
than before, whereas others remain thin with a lowered
resistance to infections such as pulmonary tuberculosis,
and without any reserves should a disease process start
elsewhere in the body.

I would like to discuss briefly the surgical treatment
which I consider is, with our present knowledge, the best
available for patients suffering from peptic ulceration. For
this purpose it is essential that patients suffering from
gastric and duodenal ulceration are dealt with separately.

1. Treatment of Gastric Ulceration
It is advantageous to divide this group into two sub

divisions:

(a) Conservative therapy is the ideal form of treatment
for the patient with a small ulcer niche along the lesser
curvature. The chances of complete and permanent cure
are good and surgery is practically never indicated.
Follow-up barium meal studies till the ulcer has completely
healed are important. Conservative treatment consists of
bed-rest, hourly or continuous alkali administration,
sedatives, and drugs that suppress acid-peptic secretion.

(b) Surgical treatment is indicated in the patient with
a large chronic gastric ulcer which penetrates beyond the
stomach wall. When such an ulcer is situated anywhere
in the stomach, except along the lesser curvature, and
especially when it lies in the pre-pyloric part, the danger
of a carcinoma that has undergone peptic digestion makes
immediate operation necessary. The majority of these
ulcers are however situated in the usual position along
the lesser curvature. They are benign and their size is no
indication that they may be malignant. Such an ulcer will
heal radiologically with prolonged and zealous conservative
therapy. A thin layer of atrophic epithelium will cover
its surface. Because of the depth of the ulcer and the
surrounding fibrosis this epithelium tends to break down
easily when conservative therapy is slackened and a large
ulcer can develop in a comparatively short period. Such
a gastric ulcer can be compared with the 'incompetent
deep-vein' ulcer of the lower limb where the ulcer heals
quickly when the patient is put to bed, but appears again,
almost as quickly as it had disappeared, soon after the
patient gets up and walks around. It is also the large
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penetrating gastric ulcer which is liable to develop com
plications, of which bleeding is the most common and
most important.

Patients suffering from this type of gastric ulcer should
be referred for surgery, and 1 do not think that the age
of the patient - within reason - is an important factor.
These patients require a gastrectomy and enough stomach
should be removed so that the ulcer and the pyloric
mucosa do not remain behind. A radical gastrectomy is
unnecessary - when an ulcer is situated high-up near the
cardia it will be necessary to do a higher resection of
the lesser curvature, but a larger part of the greater
curvature can then be left. I prefer to do a Billroth I
gastrectomy on these patients, since it is a more physio
logical operation than the Billroth II gastrectomy. It
enables the bile and duodenal and pancreatic secretions
to mix with the ingested food in a normal physiological
way.

2. Treatment of Duodenal Ulceration
In discussing the treatment of duodenal ulceration it

is also advantageous to divide this group into two sub
divisions:

(a) Duodenal ulceration WiTh complications. The
important complications of duodenal ulceration are:

(i) Perforation. A duodenal ulcer that perforates is often
an acute ulcer. Surgery is indicated to close the per
foration, although conservative therapy in selected patients
gives good results. A large percentage of these ulcers will
heal permanently and a more radical operation than simple
closure of the perforation as a primary procedure, is
unnecessary. The radical operation may, however, be done
in exceptional cases, such as when there is associated
bleeding or stenosis.

(ii) Duodenal obstruction. The presence of duodenal
obstruction indicates chronic long-standing ulceration, and
it is a definite indication for surgery. In the elderly patient
there may be a place for a simple gastro-enterostomy.
but the standard operation is a sub-total gastrectomy.

(iii) Bleeding. Bleeding is an indication for surgery,
either as an emergency operation to control the bleeding
or as an elective operation at a later stage to prevent
recurrence of the bleeding. The treatment for a bleeding
duodenal ulcer is a Billroth II gastrectomy. There is today,
however, especially in the United States of America, a
tendency to undersew the bleeding point in the duodenum
after the duodenum has been opened and to do a
pyloroplasty and a vagotomy.2.7 Because there is a 10%
chance that the ulcer may recur after such a procedure
and may bleed again, I prefer to do a Billroth IT sub
total gastrectomy for all bleeding duodenal ulcers.

(b) Uncomplicated duodenal ulceraTion. The surgical
treatment of uncomplicated duodenal ulceration can only
be discussed in the light of the type of operation that
should be performed, e.g. the indications for a gastrectomy
must be more strict than those for a smaller less radical
operation such as a vagotomy and pyloroplasty. The
patient who is to undergo a sub-total gastrectomy should
have 'deserved' his operation and have suffered a long
time. On the other hand, a vagotomy and pyloroplasty may
be recommended in the patient who has recurrence of

symptoms after a limited period of intensive con ervative
therapy ID bed, especially if the mental make-up of the
patient or the nature of his work makes thorough
ambulant therapy impractical.

In treating a patient with an uncomplicated duodenal
ulcer, I prefer to do a vagotomy and a pyloroplasty,
irrespective of the duration of symptoms. To achieve a
good result both these procedures must be done
thoroughly.3 Splitting of the lower end of the sternum in
the thick-set individual enables the surgeon to do a better
dissection of the lower oesophagus and therefore more
often a complete vagotomy.' By stimulating the tissue
around the lower end of the oesophagu and measuring
the effect on the intragastric pressure, the surgeon may
detect vagal fibres that have escaped division. l However
this test is not completely reliable, and the additional time
required to do this test can be beller spent in a thorough
search for escaped vagal fibres. The pyloroplasty must leave
an adequate opening, and I do not think that there is a
place for a two-layer closure, which often again narrows
the pylorus.7 A single-layer closure, covered if necessary
by omentum, is perfectly safe and gives a better result.

The operation of vagotomy and pyloroplasty falls to
cure 10% of patients suffering from duodenal ulceration
if they are followed up for a period of more than 5 year
postoperatively.8 The reason for failure is a vagotomy
which has not been complete.3 This explains why the
recurrence rate after a vagotomy combined with other
procedures, such as a gastro-enterostomy or an antrectomy,
is the same, provided the patients are followed up for
a long enough time. Although it may be more sound
physiologically to remove the antrum of the stomach when
a vagotomy is done, it is a bigger operation than a
pyloroplasty with a higher morbidity and mortality.5.6

When the operation of vagotomy and pyloroplasty is
suggested to the patient, he should be told that there is
a 10% chance that this operation may be unsuccessful.
However, the chances of a complete cure are 90%, and
the patient will keep his stomach. A vagotomy may also
leave the patient with postoperative symptoms, but these
are not nearly as troublesome as those that follow a
gastrectomy. If the patient is one of the unlucky 10% in
whom the ulcer recurs, a BiLlroth II sub-total gastrectomy
can still be done - there is no place for a BiLlroth I
gastrectomy. The risk attached to a second operation is
not much greater than the risk of this operation as a
primary procedure, provided a pyloroplasty and not an
antrectomy accompanied the vagotomy originally. This is
another reason why I prefer a pyloroplasty to an antrec
tomy with a vagotomy. This surgical approach in the treat
ment of uncomplicated duodenal ulcer means that one
out of every 10 patients will undergo an unnecessary first
operation, but 9 out of every 10 will be cured of their
ulcers without having lost the greater portion of their
stomachs and without the postgastrectomy symptoms of
which failure to gain weight is the most important one.
This approach means that a patient can have surgical
treatment for his duodenal ulcer at a much earlier stage
and does not first have to suffer for many years to earn
his gastrectomy.

The time may come - and it may already be on hand
- when a sub-total gastrectomy will be an exceptional and
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unusual operation In the surgical treatment of duodenal
ulceration.

SUMMARY

1. Conservative therapy is the ideal treatment for a small
superficial gastric ulcer, but a large penetrating chronic
gastric ulcer requires surgical treatment in the form of
a Billroth I gastrectomy.

2. The treatment of duodenal ulceration with the com
plications of perforation, obstruction and bleeding, is
surgical. In the case of a perforated duodenal ulcer, surgical
treatment should be conservative.

3. The surgical treatment for uncomplicated duodenal
ulcer is a vagotomy and pyloroplasty. This operation fails

to cure 10% of patients, who will have to undergo a
Billroth II gastrectomy later. The 90% of patients who
are cured after the first operation will have retained their
stomachs. This approach means that a duodenal ulcer
patient can have surgical treatment at an early stage.

REFERENCES

1. Burge, H. and Vane, J. R. (1958): Brit. Med. J., 1. 615.
2. DortoD, H. E. and HydeD, W. H. (1961): Arch. Surg., 83, 428.
3. Dragstedt, L. R. (1959): Proc. Roy. Soc. Med., 52, 835.
4. Dreyer, B. J. v. R. (1962): S.Afr. Med. J .• 36, 408.
5. HerringtoD, J L., Edwards, L. W., ClasseD. K. L., Carlson, R. I.,

Edwards, W. H. and Scott, H. W. (1959): Ann. Surg., 150, 499.
6. Palumbo, L. T., Sbarpe, W. S., Lulu. D. J., Bloom, M. H. and Porter,

H. R. (1962): Surgery, 51, 289.
7. Weinberg, J. A. 0961): Amer. J. Surg., 102, 158.
8. Woodward, E. R. (1959): Surg. Clin. N. Amer., 39. 1195.

'N KROMOFOOB ADENOOM VAN DIE HIPOFISE WAT PRESENTEER AS 'N
INTRASEREBRALE GEWAS

D. HAGEN, ER.C.S. en R. LIPSCHITZ, ER.C.S., Departement Chimrgiese Neurologie. Baragwanath-hospitaal en
Universiteit van die Witwatersrand

Adenome van die hipofise kom gewoonlik voor as gewasse
in die sella turcica. Die kromofoob-adenoom is die mees
algemene gewas van die hipofise, wat mag uitrys bokant
die diaphragma sellae. Gewoonlik is so 'n gewas bedek
met die harsingsvliese, en alleenlik selde is illt duidelik
infiltrerend in die serebrale weefsel. In so 'n geval word
dit dan 'n ,kwaadaardige adenoom' genoem.1 Gewoonlik
presenteer 'n hipofise-gewas met afwykings van die gesigs
veld en ander visuele stoornisse met of sonder endokrien
afwykinge.

Gevolglik is dit interessant om 'n geval te noteer waar
die adenoom klinies as 'n harsinggewas voordoen, sonder
die tekens en simptome wat gewoonlik gevind word in
'n adenoom van die hipofise.

Die geval is 'n manlike Bantoepasient, 28 jaar oud.

Anamnese
Epilepsie van die grand mal tipe vir 15 jaar. Daar was

geen oura en ook geen postepileptiese residuele simptome
nie. Persoonlikheidsafwykings was ook nie te bespeur nie.
Soms het hy vertigo gekry net voor 'n aanval. Die aanvalle
het om en by twee keer per week voorgekom.

Die pasient is in etlike klinieke opgeneem sonder dat enige
kliniese afwykings of rontgenabnormaliteite te bespeur was.

Die elektro-ensefalogram was negatief.
Alhoewel die pasient met ,luminal' en ,epanutin' behandel is,

het hy tog telkens die aanvalle gekry, hoewel nie baie dikwels
nie. Hy was in elk geval in soot om 'n heeltemal normale
lewe te lei. Nooit was daar by ondervraging klagte van
hipof,ise-afwykings nie.

In Desember 1959 is die pasient weer eens toegelaat in 'n
hospi<taal buite die stad.

By hierdie geleentheid was die enigste abnormaLiteit 'n
verhoogde eiwitgehaIte in die serebro-spinale vog, en gevolglik
is die pasient verwys na die neurochirurgiese kliniek.
Kliniese Ondersoek

Geen kliniese afwykings is gevind rue, en dit is van belang
om te meld dat daar geen visuele afwykings of versteurings
van die gesigsveld was nie, asook geen anosrnie nie. Daar
was geen kliniese tekens van afwyking van hipofise-funksie
nie.
Spesiale Ondersoeke

Rontgenfoto's van die skedel het nou 'n vergrote sella
turcica gewys - sigbaar op die laterale aansig van die lugense
falogram (Afb. I).

Vanwee die afwesigheid van enige eensydige tekens is besluit
om 'n lugensefalogram te doen. Hieruit blyk die volgende:

In die vooraansig is daar 'n verwyding tussen die voorste
ventrikulere horings, asook 'n vullingsgebrek van die regter
laterale ventriekel heel voor (Afb. 2). Op die sy-aansig blyk
die posterior gedeeltes van die laterale ventriekels normaal
te wees (Afb. I). Dit Iyk of die een voorste ventrikuh~re

horing afgesny is (Afb. 3). Dit val verder op dat die derde
ventriekel nie good vu! nie (Afb. 3).

Atbs. ]-3. Kyk teks.


