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DIAGNOSIS ANL TREATMENT IN HAEMORRHAGE
FROI THE UPPER GASTRO-INTESTIWAL TRACT,

WITH SPECIAL REFERENCE TO THE MASSIVE TYPE.

Introduction,

"In spite of the number of papers on gastro=duodenal
hasmorrhage in recent years there is still room for good
clinicel studies ...raes
The results of emergency surgery end the demonstration of
gaogrephicel differsnces are particulsarly wanted, Other
subjects for study are the diagnosis on edmission, prognosis, and
indicetions for surgery, The initiel diegnostic difficulties
tond to get lost in tebles of final disgnosis",

6238
(British Med.J, July 1850).

The consideration of hasmatemesis end melesna, mainly
associeted with peptic ulear, must inevitebly recur from time to
time, since thers is still e high mortelity in hesmorrhage from
the upper gestro-intestinal traset and no universel routine in
management hes been established,

As recently es July 1950, Weedhem and McConaEiie record a
mortality of 13,9% et Aberdsen Royel Infirmary. They venture
to statse that "this mortality probebly repressnts that obtained

in most general hospitels",

Difference of opinion in regerd to procedure produced rival

67
schools of thought in the early years of the century; Meyo Robson
20
and Byrom Bremwell were prominent s lesders in this rivalry,
47 73

Hurst end Ryle, and Gordon Gordon~Teylor, reprssentatives of
medicine and surgery respectively, egein debebted this question in
1937 - 1538, No egreement was reached, end during the succeoding
few yoers opposite methods of trestment wers edvocated by

5 4
Meuslgrach% and Finstere%.



In the course of time the problem itself begen to change,
Tor exemple, it has becoms apperent to svery prectitioner during
the last thirty yeers thet the scuts ulcer of young women is
diseppeering end is being replaced by & much higher incidence of
chronic uleer in men over forty. (Ti23). (Cra?é).

The encillary sciences have progressed and their rapid
edvence during the last ten years has mede diegnosis more exact
and treastment more effective,

The confused, controversiel end changing eppeerance of the
subject prompted this study in deteil, and it wes decided %o
review the literature, collect a series of ceses snd sesk to draw
definite conclusions from whetever fects might be encountsred,

This enquiry, then, is en attempt to esteblish ecriteris,
firstly for disgnosis, saecondly for prognosis and, in the light
of these, to determine subsequent procedure in treatment. The
subject matter is based on the findings in 120 casses of bleeding
from the upper gestro-intestinel tract which ceme under the care
or personsl observetion of the writer betwean 1942 and 1947,

It is concerned meinly with the disgnosis and treatment of
haemorrhage, pearticulerly of the messive typs, erising from peptic
ulear; ulcerstion wss present in 110 cases of this serias, The
patients were seen in genersl practice, in the Preston koyel
Infirmery, where the writer had & rediologicsl sppointment, and
in St.Joseph's Hospital, Preston, where he wes visiting physician,
Post mortean findings werse used as the enquiry progresssd in order

to assess disgnosis end to correct errors,

Litereture.
The liter sture, which is considereble, is here raviewed.
It falls broedly within two groups - historical end scientifie,

Those writings which have @ beering on present dey prectice will



be considered side by side with personsl findings in the main body
of the thesis,

In surveying the pepers of recent British end American authors,
ebstracts of their opinions and findings were collected under
nunerous headings to form a sectional key. Constant reference
has been mede to this key and it follows, thersfors, that one
suthor may be quoted several times in the different sections of
the thesis,

Thers is, of necessity, some overlepping of these two gzroups
of papers where recent history hes merged imperceptibly with the
present, The papers of Heulengrac:i, Finstar:i, and lMariott and
Kelcwﬁ.z}?, for example, elthough of comparatively recent date, have
passed into history end their findings ere no longer seriously
questioned,

Isolated recognition that heemorrhage from the upper gastro=-
intestinel trect was a ceuss of serious of fetel illness is recorded
in eerly history.

The first known reference is to be found in the Eber's
Papyrus, After describing the signs end symptoms of shock end
blood loss essocisted with "his obstacle in his cardia" (literally
the mouth of his stomech (¢f, the Greek of Alsxender Trallisnus
Cy . h ~ 7 . .

/O Cj’,‘?-O,éLo( //7;75 )’0(07?0 oS5 ong(/ogxfx) , it continues =
"Thou shelt prepere for him,...... there comes in this csase from
his mouth or from his esnus like pig's blood after it is fried,

It is & blood nest which has not yet etteched itsel®", (Ebeii).

It hes become epparent thet Greek medicine derived much of
its informetion from Egyptien medicine, for exsctly the sams

2
stetements sbout diseese are found in Hig:f:orates' work whilst e

less merked similerity is seen in the works of Galen, It was

probably from Greek medicine thet Hippocretes drew his familisrity



with heematemesis end melaena; both wera known to him, He says
thet "those suffering from brein fever heve convulsions end vomit
brownish red meteriel end some of these die rapidly." In the
sphorisms we find "The vomiting of blood of any kind is bed",

In writing of diseases of women he seys "If & women vomit
blood, this cesses with the onset of menstruetion™, Nothing
could be found to suggest thet he was ewars of the ulcer syndrome,
Celsig recognised it,however, for he wrote in "de Medicina" in
L,D. 30, "At si exulceratio stomechum ifestets esdem fere feciends
sunt: quee in feucibus exuleceratis prsecepte sunt," A century
later Gelen does not specifically mention ulcerstion of the stomech.

Dissection of the human body fell into disfevour at this
period end throughout mediseval times; end it was not until the
end of the fifteenth century that frequent post mortems wers
rovived in Itely. (Guthrfi). The misteken mesning given to a
Bull of Fope Bonifece VIIIth, issued in 1300, forbidding the
boiling end dismemberment of desd cruseders wes probably a late
fector in meinteining publie disfevour,

irebien Medicine records & curious cese of heemstemesis in
"Relief after Distrass" by e contemporery of the famous 1l0th century
physicien Ehezes, A men of Baghded ceme to consult Rhezss

compleining of hsemetemesis, FEhezes elicited thet he had drunk of

the weter of stegnant ponds and returnsd next dey with two vessels

filled with waterwsed, He forcibly fed the petient with this
wead until violgi vomiting occurred, The vomited material
A 22

conteined e leech which hed been the source of the trouble, {Browme).

The earlisst post mortem report of gestric ulcerstion wes mede
by Mercellus Donstus of Mentue in 1522. He described a fetal case
of pyloric stenosis in which he found en ulcer at the pylorus or

lower orifice "Quod meli ceusam fuisse non dubitevimus"”,

More than & century elapsed after Donstus' description before

18
Bonetus of Geneve described the post mortem findings in e cese of

LAY
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perforetion end haemorrhage, The patient was the eizhteen years
old wife of & doctor, | She hed never menstrusted and hed
suffered for many months from a quarten fevar, es & consgequence

of which her spleen wes enlarged, She wes seized with great
pain on the 25th of October and died on the 29th between two and
three ofclock in the morning "semper mente constans",

Bonetus found & perforation in the stomech end attributed
the condition to & spread of inflemmation from the spleen "qui
circe ventriculi tunicas impsctus inflemmationem perperistet”,

The blood, he thought, hed come from some open vessel when
the tumour hed ruptured into the stomach,

Twenty seven yeers leter, & cese of pyloric stsonosis,
terminating fatally, efter four yeers, in gestric perforation,
was deseribed by Christopher Rawlinsgi.

John Hunter, end other writers of his period, meks no
reference to gastric ulceration as a csse of hesmorrhage, Hunter
ati';ributed the finding of gastric contents in the peritonsum to
the ebsence of "vitel principle" which prevented gastric self
digestion,

Lutolytic chenges confused the picture, for post mortem
examinetion was often long deleyed,

40

John Hunter's first contribution elone to the Philosophicel
Trensections wes an essey (June 18:1773) on post mortem digestion
written et the request of Sir John Pringls,

John Hunter's nephew ma££gsw Beillis described gastric end
duodenel ulceration in his "Morbid Anetomy" published towards the
close of the eighteenth century, He sevs that ulcers of the
stomach frequently "heve a2 peculier eppesreance, Meny of them
are hardly surrounded by any inflemmetion, heve not irrsgular
eroded edges gs ulcers have 2zenerally end sre not sttended by any

particuler discased elteration in the neighbourhood, They



eppear very much, as if, some little time bsfors, & pert had

been cut out of the stomech with a knife end the edges had healed,
so as to present en uniform smooth boundary round the exce¥ption
which had been mede". He describes, therefors, their round
punched out esppeerence with little surrounding inflemmetion and
differentistes them from sigrrhus of which he gives an account
later, He refers to John Hunter's work on autolytic digestion
which wes mentioned ebove,

In the next century Benjamin Travez'g, writing in essociation
with John Crampton, described three cesas of gastric perforstion
end elso mentioned a pstient who hed died from heematemssis,
|Post mortem exsminetion had shown s posterior ulcer, sasdherent to
the pencreess and opening into the splenic srtery,

Eleven yeers leter an excellent eccount of the pathology of
gastric and duodenel ulcer was given by John g‘bercmmbie of
Edinburgh, He seys that these ceses may be
(1) fatel by gredual exhsustion,

(2) fetel by perforation,

(3) fetel by heemorrhsge.

He gives no detsils of the treatment he smployed.

This preceded the clessical work of Cruveilhier who geve his
nems to gestric ulcer.

Cruveilhgf did not describs duodenal ulceration but
distinguished betwesn simple and melignent ulceration, which
Abercrombie had feiled to do.

Cruveilhisr seid that simple chronic ulcer of the stomach
wes confused in practice with chronic gestritis snd more frequently
with cancer, end that the pathologicel enetomy mede it cleer haw

haematemssis or bleck vomiting occurrsd, He further states

that if the surfece of en ulcer be exemined there will be sesn

"une foule dtorifices vasculsasires", end if & large vessel be
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encountered, large end frequent hasemorrheges had occurred,

He continued_that it wes not uncommon to ses en ulcer
perfectly cicetrized except just et the mouth of the wessal,
end since the vessel cennot solidly hesl except by obliteration,
if this does not heppen the heemorrhege mey recur, (He might
have said that he found an open mouthed vesssel involved in & mess
of fibrous tissus).

Cruveilhier did not recommend e starvetion diet for mors then
twenty=four hours and on the second dgy he gave a milk diet four
hourly, Following this, the patient wes given & full diet of
veeal, chicken, jelly, rise, barley or boilaed potetoes,

If the petient could not take this diet, e food should be
found which the stomach could tske end here "l'instinet des
maledes nous dirige souvent besucoup misux que tous les préceptes".

It is importent, he states, in chronic malsdies to relex
¢

b
fron a severe regimen and not to prolonz "le diets adoucissente™;

hers we see Meulengrecht forsshadowed, although if the haemorrhage
rocurred during the first twenty-four hours, the pstient wes still
starved end deprived of fluid,

In 1847 Williem Brinton reviewed & series of patients on
whom he hed conducted post mortem exeminations. He regarded
the acute perforeting ulcer associsted with ensemia in women as
in a cless epart,  He says that the source of hesemorrhsge may
be mucous, sub-mucous, arterisl end viscersl (substance of liver
or spleen penetrated by ulcer, and thet the fourth is by far the
most importent as st leest two=thirds of the fetel ceses are due
to this, He continues "as & rule the erosion of sither of these
vessels onlv tskes.place after the edhesion end fixetion of the
ulcerous portion of the stomach. Hence, as & corollary to this
fect, the haemorrhage generally occurs in a comperetively old aor

chronic lesion," He treated heemorrhage with opium and Gallic



Acid, Iron citrete wes given later. (£shwell 1836)

Brinton thought Ashwell's conception of vicearious
menstruetion wes mythicel end wrote of the pathogenésis of
ulear, "There can be no doubt thet as to the physiologicel
circumstences which predispose to this disegse.....
0ld ege, privetion, fetigue, mental enxiety end intemperance
are such frequent coincidents of its occurrence thet we are
fully entitled to regerd them ss its more or less immediete oauser
This is the first occesion on which enxiety is considered as s
factor end this provides a link with the observetions of Beaumoii,
Wilsgi,and Wolf and Wbo?g. Wilson pointed out that haemstemasis
had oftggﬁgreceded by & period of mental stress,

In 1842, Curlizg, who geve his nems to this syndrome,
described a series of ceses of duodenel ulcereastion following
surfece burns; he included two cases of Cooper who had
deseribed the condition earlier.

Haé%éin, in his lectures, steted that he had repeatsdly,
elthough not very frequently (sic) met duodenel ulceration and
that vomiting mey leed to perforetion end that ulceration may
occur in conjunction with softening of tuberculous deposit benesth
the lining membrane, He continues thet "the most remarkebles
instances of ulceration of the duodenum, but which have not been
striotly confined to the pyloro-valvular spece, hsve been
occasioned by the softening of malignent tubercle, situated either
in the liver or ebout the sbsorbent glend near the porta or
pancreas",

23

Duodenal ulcer wes first diagnosed during life by Bucquoy
in 1887, He noted the remedial benefit of bicerbonate of sodsa

and stressed the importance of distirnguishing duodenal uleer,

primarily e disease affecting meles, from gestric ulcer, He

deseribed five cases which bled end meinteined thair eppetites,



perticulerly after the heemorrhage,

In his first text book Oslgz ecommanted on the frequent
associstion of chlorosis end gastric ulcer in young women, but up
to this date he hed seen only nine cesas of duodsnael ulcer, seven
of them in meles,

It would eppeer that duodenal ulcer did not become common
until the present century,

Surgicel treatment of hesemetemesis, or, indesd, of eny
abdominal condition, wes not prectised before Lister's dey end
no sttempt to degl surgicelly with haemetemasis wes recorded
until the last yeer of the nineteenth century. Serutiny of
sarlier stenderd works shows that sbdominel surgery wes not even
attempted,

69

Semuel Sherpe's textbook hes no section on the ebdomen end
Sir &stley Gaopzf's Surgicel Lectures, nearly helf & century
later, conteins only the instructions for cerrying out pasrscentesis
for genersel or overiesn dropsy.

The edvent of entiseptic surgery estsblished laparotomy,
and attempts were now mede to trest hsemorrhege from peptic ulcer
by operetion,

Describing hesemorrhege from the stomech in chlorotic women
between twenty end forty yesrs of ege, Hale Whiii states that
there is e liebility to hesemorrhage quite apart from ectual
uleceration, He writes that in these cesss operation, or post
mortem, ususlly reveals no bleeding points, elthough these may
be seen by transmitted lighf; in this condition opereative
handling mgy leed to asctuel ulceretion: if left alone and treated
with iron end good food they recover; if operated on they die,

This type of heemorrhege was nemed gestrostaxis.

In the previous yeers, Keyo Robsfh hed seid thet sometimes

on laperotomy "no ulcer could be found enywhere end bleecing



points prove to be cepillery or from smell undiscovereble ulcers",
A yeear leter, Byrom Bramwai? stated of the seme cless of case

"T am disposed to think thet gasfric ulcer in the young chlorotic
femals is & less serious disease then in man",

This serly picture of gastrostaxis, end Hsle White's
conclusions &s to ths bad results of surgerv, escted &s a deterrent
for meny years to surgical interference, end wes quoted to me as
recently as 1944 by an elderly surgeon, who gave it es his reeson
for refusing to open an abdomen, lNevertheless, llgyo Robson,
in en eddress to the Edinburgh lMedico=Chirurgicel Society in
Pesbruary 1901, stressad thet stter & second heemorrhege, or even
during the course of thet hsemorrhege, es soon es the petient's
condition will permit, the operation should te done.

Byrom Brarwell expressed strong disepprovel end the Lancets of
1901 contein exemples of how litersry wer wes weged in those days,
Surgicel interference wes however, geining in popularity leargely
es & result of lioynihen's work between 19C1 end 19C5, Moynihg::rll
oparated on twenty seven ceses for recurrent heemorrhege end there
were four cdeeths, He perfommed posterior gestro-enterostomies
but the severity end frequency of the heemorrhege ere vaguely
steted snd most were opereted on during the intervels between
heemorrheges from chronic ulecer,

This century, then, sew the beginning of the long controversy
es to the best method of desling with gestric heemorrhege of the
messive type.

The decay of stelwert individualism end the rise of the
conception of tesm work heve no coubt contributed to the modern
opinion, thet cleims sre not rivel but complementery. A1l must
pley their pert,

This opinion hss evolved slowly end, until 1235, when

lieulengrecht introduced liberel feeding, no reel progress wes made,

10



38 11
Ls Dunlop seid, "We all remember the ill end dehydrated

petiernt whose need for fluid wes epperent only to Neture end who
wes driven in desperstion to filch weter from the flower vese on
his bedside tsble",

Almost simultenecusly with Meulengrecht's sdvence, Meriot
and Kekwiii introduced continuous drip blood trensfusion, a life
seving procedure of the grestest importeance.

Despite the opinion of Hurst end Ry%g that neither blood
trensfusion nor liberel feeding were of benefit end might even be
hermful, meny physiciens noted the reduction in mortality rsate
effected by the new regime end in 1€39 Witi: beceme & keen
exponent of drip trensfusion and slso of the eerly liberasal
feeding of Neulengracht, which he modified slightly,

Lfter the outbreek of the second World Wer in 1939 blood
benks were universelly established in this country and blocd
beceme essily procureble, Bloed trensfusions were more widely
employed end the dengers of incompetibility end pyrogen reections
were counyered.

This was & further inducement to the physicﬁsn to persist
with conservetive therepy end it was not obvious et first thet
these edvences served the surgson &s well; he need not now meet
the moribund, sterving end exsenguineted petisnt of former yeers.
Adequate feeding with fluid, end blood trensfusion reduced the
operetive risk considerably.

Clinicel experience, therefore, in ceses of elimentery
bleeding hed confirmed Blaicci?s findings,

In his experiments on bleeding dogs he had found that
secondery shock weas prolonged by sterving end dehydrstion snd

could be relisved by trensfusion and feeding.

These improvements decreessed the mortelity of cases trested



conservetively end some physiciens still believe todey that

surgery heg no part to play in trestment.

12



Mortel ity.

The releative merits of both forms of treatment ers difficult
to essess from a survey of the litereture because thers is a leck
of uniformity emong the verious collections of cesses from which
statistics heve been compiled and there is, therefore a wide
discrepancy in mortelity figures for groups of cesas which heve
hed identicel tresetment.

As Avery Jongg pointed out there are many verisble factors
rasponsiblse for this, e.g, age, sex end sociel status of the group,

It is recognized thet the mortelity rises after the age of

forty-five with all forms of therspy end thet 2 hizher nutritional

stendard goes hend in hand with a higher sociel (or economic) stetus.

It is therefore to be expected thet mortality will be higher
in & series collected in e Municipal Hospitel, which in meny
locel ities still reteins the stigma of the Workhouse, end where
petients ere poorer end belong to the older sge groups, thst in e
nursing home or Voluntaery Hospitel in a weelthy centras,

The severity of the cases also veries,

Some workers include ell cesas; otherssevers ones only.

Agein, the ceriteria for assessment of severity very. Meny
suthors feil to stets the reletive proportions of acute eand
chronic ulcer - the former being associeted with a lower mortality
rate = others exclude those who heve been trensfsrred from medicel
to surgical werd or those who have diec¢ from complications,

in all importent fector in evelueting operative mortality
is the skill end experience of the surgeon.

Some of the mortality figurss were compiled in the pre=-
trensfusion ere snd before engesthetics end surgical procedure
had reasched modern high stenderds,

41
Finsterer, for exempls, operated on all cases of bleeding

from chronic uleer while others interfered only in msassive

13



heaemorrhege, 14
The highest mortelity is to be expected in those cases

trensferred te & surgeon after much deley end as a last resort,
The following teble gives soms published mortelity figures

end illustretes their wide veriebility which depends on some of

the unseen fectors mentioned sbove,

34
Cullinen end Price 18% (60% in cases having more
then one recurrence).
27
Chiesmen 25% (74% in ceses heving more
then one recurrence),
24
Bulmer 10%
3
Aitken 11%
28
Conyvbeere 5% - 10%
58
leulengracht 1%
47
Hurst end Ryle 4%
Surgicel Treetment
4]
Finsterer 5% (when operstion performed

in first forty-eight hours),
He operated on gll ceses of haemorrhage from chronic and

doubtful ulcers,

T3
Gordon=Teylor 10%
1S
Bohrer 18% (Some opereations deleyed for

more then forty-eight hours,,
In my own series the mortelity wes 9% end 50% in those cases

who hed mere than ons recurrencs.



Diagnosis.

Here, &s olsowhere, it is exiometic to esteblish a definite
diagnosis.

On edmission to hospital the condition of the individusal
veries, depending upon the severity of the accident, the length
of time which hes elapsed since haemorrhege, and the degree of
recovery,

In generel prectice, the summons is usually urgent because
of haemstemesis end/or melesne eccompenied by the slerming onset
of dizziness, wesekness and sweeting, psllor end collepse of
varying severity.

This may heve besen preceded by e history of sctive ulcer
symptoms with the sudden cessation of pein efter the onset of
bleeding, or there mey have been en established diegnosis of
uleeretion before, or e history of chronic periodiec ulcer distrass,
In such a cese the tentative diagnosis of peptic ulcer is
justified.

Previous x-regy exsmination mey have established both the
diagnosis snd the uleer site; +this is invelueble if there has
been no free period since the exemination and later emsrgency
demends surgicel interference, Surgeons have been found mors
willing to operate if they know the lesion is locel ised and that
no condition other then ulcer is responsible for the haamorrhags.
It must be stressed, however, thest & previous and sccurate diegno=
sis must not be rslied upon unless it be recent end there has been
no considereble symptom=frse intervel preceding the hsaemorrhage,

On the other hand, no previous history cen be obtained in
some cases end it is not unusual to examine such by gastroscopy
and x-reys two or three weeks after admission end discover no

lasion, The source of haemorrhage in these ceses is believed



to have been an scute ulcer, 1€

At the beginning of the investigetion, *-reys emd gastroscopy
were not employed for three weeks efter the onset of haemorrhage;
later on rediology wes undertsken on the day efter admission if
the haemorrhage hed been messive or immedietely after recurrence,
if an intervel of improvement occurred, however brief,

The method employed is discussed in the section on Radiology,

As soon es possible after sdmission, e detailed history and
examination were recorded end e tentetive diegnosis was made,

Cnly light pelpation was employed for sbdominal exsminetion
on account of the denger of dislodging clot, but perticular
attention wes peid to the presence or ebsence of sbdominsal
rigidity es perforation sometimes sccompanies the haemorrhage sand
may be overlooked in the old and feeble pastient, especislly if
the outside practitioner has given morphia. (Case 26),

Enlergement of liver end spleen, spider engiomata snd ascites
or en sbnormal ebdominel mess were looked for in every patient,

The progress of the patient wes constently observed, hourly
pulse retes teken end the state of shock end response to treast-
ment repeatedly essessed,

The diegnosis wes finally esteblished rediologicelly and if
a negetive rasult wes obteined this was further checksd by
gastroscopy soon afterwards,

At the beginning of the enquiry this was not done until
twenty one deys hed pessed since the hsemorrhage end s negative
rediologicel end gestroscopic finding wes essumed to exclude
chronic ulcer and gestritis and to indicate thet the haemorrhage
had been due to en scute ulcer which hed hesled in the meantime,

These assumptions sre not beyond criticism end it would have
been bettsr, from the purely disgnostic point of view, to perform

gastroscopy on edmission, but this procedure, even in the hends



of en expert gestroscopist, is & definite triel end is not
justified when no such expert is availeble,

F. A, Jonzg, who employed gastroscopy from the 3rd to the
10th dey after edmission, stated thet no serious complications
occurred but edvised extreme cere end discretion,

Gastroscopy wes recommended more frequently in cesss of
hasemetemssis by Tanng;r' who steted thet x=reys often failed to
rovesl e creter beceuse:=-

(1) The creter was filled with blood clot;

(11) in ecute ulcer wes too shallow to holé barium;

(111) lesions in the region of the incisure often sscepe notice,

Conditions other then gestric or duodensl peptic ulcer sere
responsible for hesmorrhage from the upper gestro=intestinel
trect, i.s.:-
Multiple hereditery telengiecteses;
Chronic nephritis with hypertension or ursemis;
Cesorhegeel or gestric verices in portel cirrhosis;
Cereinoma of the stomach;
Cercinome of the pencrees;
Blocd dyscresies;
Cengenitelly short oesophegus with ulceretion;
Duodengl diverticula;

Jejunel diverticulsa;

Diephregmetic hernia with ulceretion in the thor scicloculus,

These ere &ll & possible source of heemorrhgge snd must be
considered in the differentiasl disgnosis,

The incidence of the verious diseeses responsible for the
he.emor:::hage in this perticuler series is shown in the following

teble,



TABLE 1. 18

hetiology of heemorrhege, Totel ceses 120,

Neles S0C, Femeles 30,
Peptic ulcer 87 (97%) 23 (77%)
Benti's diseese 1 3

(including hepetic cirrhosis)

Cercinome 0 (6]
Chronic nephritis 0 1
Disphregmetic hernie 0 2
Congenitelly short 1 0

oesorhagus with peptic ulcer,

Duodensl diverticulum ] 0
Blood dyscrasies 0 6]
Pyorrhoee slveoleris 0 L

Further procedure in differentieting type of ulcer

at the bedsice,

Heving decided that the bleeding wes due to & peptic ulcer
it wes then necessery to determine whether the lesion wes scute
or chronic since the treetment end prognosis are quite different
in the two types,

It is now an sccepted fect that healing occurs in almost ell
ceses of scute ulcer trested medicelly wherees surgery mey be
necessery in the chronic type.

The reletive proportions of ecute end chronic ulcers which
were encounterad is shown in the teble below; the percentages

50

ere very similer to those recorded by F, Avery Jones, whose tsble

is shown elong=-side,



TABLE 11.

Reletive proportions of ascute end chronic ulcer,

£, Jones, 1947, Fresent series.

io: Deaths,Mortelity,¥o: Desths.lortelity.

Chronic gestric 122 24 20% 21 5 25%
ulcer (21%) (17.5%)
Chronic duodenal 241 20 8.3% 42 4 9,5%
ulcer (427%) (35%)
beute ulcer 217 4 1,9% 35 0 0
(37%) (29%)
Stomel ulcer 12 1 8.5%
(10%)
580 48 8% 110 10 9%

Before discussing the criterie used in the disgnosis of
ecute ulcer it is necesssry to define whet is meent by scute
ulcer.

Hurst end Stewert defined e&n scute ulcer es one which had
lested only two to three weeks, wes found to have penetrated no
deeper then the subnucose end wes therefore unlikely to invclve
g vessel of enetomicel cealibre,

The netursl tendency of this type of ulecer is to hsegl
repidly, leeving no tr%_oi; if not too lerge, it wes found by

experiment thet it epithelislized vi thin three weeks of its onset,
48

(Ivy).

Lge end sex s factors in differential diegnosis of scute

end chronic ulcers,

Aeute and chronic ulcers occurred in both meles and females,
end in most ege groups, Lpart, therefors, from the reletive
preponder ence of scute ulcer in the femele, which finding is in

agreement with thet of other workers, it sppeered thet ege end
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sex were of 1ittle precticel velue in the differentiel diesgnosis,

TABLE 111.

Incidence of scute end chronic ulcers in reletion to age end sex,

Age Aecute, Chroniec  Chronie  Stomsl Total
Duodenel Gastrie
ul cey ulcer,
20-2¢ 1 2 0 1 4
30=39 3 8 6 2 19
40~-45 8 11 6 3 28
50=5¢ 10 9 3 3 25
B0-69 2 & 1 1 8
70-79 1 2 0 0 3
25 36 16 10 87
Females,
20-29 4 3 0 0 7
30=39 1 1 2 0 &
40=49 2 2 0 0 4
50=59 3 0] 0 0 3
60=69 (0] 0 3 1 4
70-7¢% 1 0 6] 0 1
11 8 5 1 23

At this stage it wes thought probeble thet two other
criterie might be of use in distinguishing the two types
clinicslly st the bedside, viz;

(1) Duretion of symptoms of pein end dyspepsie;
(11) Severity of heemorrhage,

(1) Duretion of symptoms,

As the investigation progressed it wes found that the length
of history of peir related to food snd relieved by alkalies snd/or
food wes e most relisble guide,

The sccompenying chart (Chert 1) shows thet most chronic



ulcers were essocieted with a history of pein for one or more
yeers before heemorrhege, but the acute type generelly caused

no pein or dyspepsie. Where these symptoms hed existed,
however, the duretion wes usuelly less then eight weeks, 1In

mek ing e provisienel diegnosis complete relience wes pleced on
the length of history of pein end/or dyspepsie, in distinguishing
between ecute end chronic ulcers in this series,

& short history mey be obtained in chroric ulcer when the
petient suffers from compliceting diseese, end symptoms must
become obvious before they are observed ggeinst the beckground of
chronic invelidism, to which they mey be ettributed, (Cese 6,)

There still remsins, however, & smell number of caeses in
which &n ulcer mey have become "chronic" very repidly ami with
no duretion of symptoms; the work of A.E. Barcley throws new light
on this type of casse,

13

Bercley showed thet in shock the mucose becomss snsemic due
to & shunt between Zones 2 & 3, in e similer memner to the rensl
cortex, end ALlverez pointed out thet this mac}hism mey explein
the sudden formetion of penstreting peptic ulcers,

A11 suthorities do not concur with the velue of length
of history,

84

Witts (1937), for exemple, effirmed that escute end chronic
ulcer s could not be distinguished by the clinicel history alone,
end, when hzemorrhege occurs, gastroscopy is the only méthod of
dif'ferentistion, He quotes Schindler ses seying that gastritis
mey simulete ulcer in its signs, symptoms end history.

In some of the letter's ceses of gastritis who hed died from
heemorrhege, the aversge duration of the previous history had been
five yesars,

In the opinion of Avery Jon2§ (1947), who examined over 1C0

patients betwsen the third end tenth dey efter ecmission, gastritis
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is & rere ceuse of heemorrhage end in the ebsence of signs sand
symptoms of chronic ulcer or of other sowces it mey be inferred
thet the bleeding hes been due to ecute ulcer,

The findings in this series support this view.

(2) Severity of haemorrhags,

84
In 1937 Witts elso stetes thet severity of hesemorrhage

wes no help in differentisting ecute from chronic ulcer and ten
yesrs leter &very Jongi drew the sesme conclusion, es he found
thet bleeding might be equally severe in both,

The findings in the males in this enquiry were similar to

those of Witts and Jones but es there were only two cases of

severe bleeding in the femels no comperison could be mede,

TABLE 1V,

Incidence of mild end severe hsemorrhege in (a) chronic end

(b) scute ulcer,

leles, Femeale s,
Chronie, Aeute, Chronic, Acute,
Mild, Severe, Mild  Severe, Mild, Severs, Mild, Severae,
41 21 18 7 11 2 10 0
(33%) (28%) (17%)

It is necessary here to define & severe heemorrhage and
how it cen be greded es severe,
Pepworth and lontigi regerded es severe cesess
(1) Those with recurrent haemorrhege;
(2) A1l ceses with secondery shock perticulerly if this hed
been ellowed to persist,
This is true, but it is sometimes difficult to essess
clinically or by leboretory methods when a cese is suffering from

secondery shock beceuse this mey be obscured by compensatory

mechanisms,



The verious fectors which heve been used in sssessing the
severity of heemor rhege are:

(1) Pulse;

(2) Blood pressure;

(3) Blood wolume;

(4) Heemoglobin percentege;

(5) Recurrence;

(6) Blood ures,
end to these hes been edded in this enquiry,

(7) Clinical impression,

These fectors will now be considered in turn.

(1) Pulse, It is agreed by most writers thet this is
unrelieble in essessing severity,.

Witts end subsequent authors concluded thet & pulse rate
over 140 wes en index of & severe heemorrhage &nd en indication
for transfusion. This suggested that, other things being equel,
a slow pulse waes & fevoursble sign,

This present investigetion shows cleerly thet this is not
so end supports the findings of Wallece end Sharpey Schafgg
when bleeding humen voluntesrs, thet meny reect with a vasoc-vagel
mechenism with slowing of the pulse,

A slow pulse in my series was unrelieble; it might be e
Tevoureble sign in e small heemorrhage or unfevoursble in & lerge
heemorrhsge which is sssocieted with this veso=vegal mechanism,

On the other hend, it was found thet a repid, particulerly
threedy, pulse (over 120 per min,), especially if persisting or
progressively increesing after hslf to ons hour from the onset
of the heemorrhege, when recovery from initisl shock should have
begun, proved to be a sign of 2 severe hsemorrhage. The figure
of 140 per minute chosen by Wit%g would eppesar to be rather high;

in this series it was found only in dying patients,
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(2) Blood pressure, Blood pressure reedings were found

to be e more relieble index of severity then the pulse rete,

There sre, however, certein pitfalls.

A compensetory veso-constriction which mey meintain the
blood pressure temporerily hes been described by Witts (1937)
end Avery Jongg (1639); this mey be followed by a sudden fall-
a trep for the unwery,

Circuletory collepse and pellor mey appeer in an otherwise
uneventful cese end dissappeer in en hour or so without trans-
fusion, This was observed in a few of my cases end the
probeble explenetion is that a vaso-vegel mechanism ceme into
pley efter & snell heemorrhege; the shock was psychological
end not oligeemiec, (Cases 4 = 46),

Perheps this is the type of cese which eppeered to bemnefit
by the small trensfusion (10 oz) recommended by Hurst. The
unknown hypertensive mey be esnother source of error (Cese 1).

A systolic pressure of 160 mms,HG, mey be & low reeding for =

men whose "normal" reeding is 240 mms,Hg,, but in this case the

diestolic pressure wes elso much more reduced - down to 50 mms,Hg.

- and the pulse pressure wes obviously quite ebnormel,

This fsct, then, sccompanied by satherome in the observsble
peripheral vessels (including retinsl) end inersesse in the size
of the left heart is en importent fector in deciding whether the
blocd pressure is normel for eny perticuler individusal.

Excluding the sbove exceptions, it is reitersted that blood
prossure reedings were reliegble in judging severity and if the
systolic reeding were 90 mms,lg., or below, especielly if the
stage of primery shock ought to heve passed, the hasemorrhage was
assessed &s severse,

(3) Blood volums,

The reletionship between a fell in blood pressure and
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decreasse in blood volume of which it is e meessure, hes been
investigeted by }ufcuichai{. He pointed out that the blocd wvolume
is reduced more then wes formerly supposed,

Keith's estimetions of blood volume, he seys, were mede
with vitel red, the size of whose molecular eggregetes was
considered lerge enough to retsin them in the circulation; the
undue permegbility of cepilleries in shock however rendered his

measurements fallecious.

Using & new spectro-photometric cerbon monoxide method

devised by L,K. Hill, it wes found thet the reduction in effective

circuleting blood volume mey be extreme - down to 30/%=40% in
patients with a blood pressure of 60 mms,Hg, and with a pressure
down to 20 mms,Hg, the blood volume has been reduced to 3 litres
from the normel velue of & litres,

The work of Melicheel and D.K. Hill correlates the two
factors of blood pressure = en eesily obteined observation .-
end the vitel one of blood volume,

The eccompenying greph is reproduced from Hekicheel's paper.

5
Blood wolume A
(Litres), B
2
1 |
.

66 80 100 120 140

Systolic Elood Pressure

lieletion between blood pressure
en¢ lowered blood volume.

Blood volume estimation is & relieble puide as it indicates
directly the degres of oligsemie end this estimetion was strongly

advoceted by Bennett, Wright & Dow, but, in practice, skilled
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steff, not aveileble in e smsll hospitel, is required and

relieble methods are not sufficiently repid, with the possible
33

exception of that of Crooke end liorris,

(4) Heemoglobin percentasge. It is commonly held

throughout the litereature that a haemoglobin reading below
40% is en indication of & severe haemorrhsge,

‘The initiel reeding, immedietely efter e heemorrhege, is of
little velue becsuse a low reeding may be due to a chroniec lesek,
or & very lerge heemorrhage mey be associeted esrly with a high
heemoglobin resding becsuse haemo-dilution hes not yet occurred,

Some ceses in this collection (Cases 10,12, 42,47,57,72)
hed a low initiel heemoglobin reeding but it wes obvious from
the clinicel impression thet the recent heemorrhage had not
been severe, This wes expleined by e seriss of hasmorrhages in
the preceding week, none of which had been severe enough to causs
alarm,

Heemodilution is not comrlete for 24-48 hours (Bannett et
alii); eccording to Mclichsel blood dilution to the extent of
15% - 20% tekes plece quickly after e severe gestro-intestinal

heemorrhege in men, but thereafter is & slow process, taking =

dgy or two before the heemoglobin resches e static level (e,g. 40%)

which gives eny indicetion of the initial velume of blood loss,
This seme interval for hesemodilution is given by Cullinen
34
end Price,
Lfter forty-eight hours, especielly if drip transfusion
hes been used, s steacy fell of heemoglobin is of serious import
and indicetes continuous or recurrent heemorrhege,
The loss in blood volume is grester then the hsemoglobin
reeding suggests, even after haemodilution is complete, for as

Bennett, Wright end Dow point out, it is the plesme volume alone

which is mede good by tissue fluids; the corpusculer volume is

26



not quickly repleced, If the total volume lost had been
restored by fluid replacement, the hesemotocrit reeding would be
g true index of the blood loss, but es the new volume is
reduced by the corpusculer deficiency, the heemotocrit gives
too high & figure end minimises the loss,

(5) Recurrencs,

Throughout the litereture there is unenimous sgreement that
recurrence is the most serious prognostic sign,

hecording to Cullinen ard Price deeth from sclitery
heemorrhege wes rare but rose from 4% to 40% with one recurrence
and to 60% with more thsn one recurrencs.

Other suthors report even higher figures,

In Chiesman?z series of 48 males who hed recurrences, 38
died; 8 in & similsr series of 14 femelss died - e totel
mortality of 74,

£t post mortem exsminstion the cesuse of the repested
heemorrheges wes found to be & pertislly eroded vessel of
considereble cel ibre in the floor of the ulcer,

In & series of ceses with recurrent haemorrhage investigated
by Avery Jones in 1938, 13 hed repseted ettecks, and of these only
4 suffered from chronic ulcereation.

Cullinen snd Price found thet slightly more then 50 of
their caeses haed recurrences and thet this proportion was
unaffected by dietery regime,

The findings in this enquiry are shown below.

TABLE V,

Incidence of recurrences,

Totel ceses 110,

Chronic 74, Lcute 36,

Desths, Leaths,

No rscurrence 20 0 32 0
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Cne recurrence g 1 1 0
lore than one 15 g 3 0
recurrence

It may be noted that =

(1) Yo casa of solitery haemorrheze diad,

(2) One cesa with ons recurrence died,

{3) Of the 28 cases with recurrencss, 24 were chronip and
4 goute, i.e. 33.0% of chronic ulcers end 11% of ecute ulcers
had recurremnc as,

(4) In those who hed mors then ons recurrence 50% died,

(5) £11 cesas with scube ulcerstion survived,

The problem of recurrence is not as straight-forwerd as it
appears on paper for much depends on 'l:hé frequency end severity
of the blood loss. It was found thet smell heaemorrhages
occurring at infrequent intervals were of minor clinicsal
significence end thess were ignored for statistiecal purposes,
and similerly, ceses which had a history of sevsrel haemorrhages
on the deys immedistely before edmission were often mild since
a severe blesding would heave allowed no delay in despateh to
hospital,

On the contrary, & recurrence of hesmorrhags sccompenied
by signs of oligeemic shock, perticulerly in & petisnt who heas
not recovered from e recsnt severs heemorrhegzs, is a very
serious ineident,

50

A rescurrence wes defined by Jones es & cese which exhibits
signs end symptoms of scuts hesemorrhage not less than twenty-four
hours efter & previous hasemorrhege. He cleearly insists that
the blood loss must be severe but excludes thoseg csses in which

the hsemorrhege was repested within e few hours of the praceding

ona, Thosae, Jjudging by this study, are without doubt ths most



serious of eny type of rscurrence end espscially so when they ere
coupled with the clinicel diegnosis of chronic ulcer,

liy ceses of scute ulcer did not die despite the sevarity of
the recurrent heemorrhages; this msy bs fortuitous since there
were only sevsn cases of acute ulcer with severs bleeding, The
writer's impression is that libsrel blood transfusion supplemsnted
by early feeding wes responsible for their recovery,

The reletively smell celibre of the vsassel invelwed = an
intre-murel one = and the sabsence of fibrosis temd to limit the
blood loss end allow neturel srrest of haemorrhage in ecute
ulesration,

Nevertheless some cases of the scute ulcer group (e.g.

Casss 21 and 54) were so ill thet failurs to recover without
transfusion seemsd probebls and mede the higher percentage of
deaths from scute ulcer hesmorrhege in the past quits understand-
eble, Three desths in this type of cases were recorded by Bohrig
but he doss not state whether blood wes given: Avery Jonss who
rscords four similer deaths slso feils to provide detsils,

Clessificetion of severe recurrent hesemorrhags.

Study of the cese histories soon mede it epperent that
severe rscurrent hesmorrhege associated with a chronic ulcer
wes a very serious problem,

It would sppeer thet in published pepers sufficient weight
has not besen pleced on the severity, frequency, snd most
importent of all, the time between the recurrences of bleeding.

"Recurrence" nseds further definition, for the purposs of
clinicel essessment, of record end of publication,

The ebove mentioned factors very in esach cese and an
erbitrery bedside classificetion waes sought by typing severs
and recurrent heemorrhage ss follows,

Type (1). Patient who have two or mors moderste haemorrhages
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et intervals of twenty four hours or longer, esch etteck
producing definite signs and symptoms of shock but & fairly
repid recovery follows transfusion,

The blood pressure and blood volume heve been restorad to
rossoneble levels before the next heemorrhage occurs and the
petient is eble to withstand it,

fype 11), FPatients having less copious heemorrhages, but st
more frequent intervels, e.,z. 9 = 12 hours,

The degrse of shock does not give rise to immediate anxiety
for the petient's life end the hesemoglobin is maintsained at a
safe level by trensfusion,

Type 111). Petients who have frequent ettecks e,z. 2 = 4 hours,
of moderate bleeding or less frequent sttecks of severe or
catastrophic heemorrhege with merked signs of shock end collapse,
In spite of liberal transfusion the patisnt doss not rslly complstely

end there is e progressive deterioretion in condition,

It is obvious thet this classificstion is somewhet
artificiel and thet there must be some degres of overlspping of
one type on enother, nevertheless it hes proved to be a simple
means of depicting the intimate deteils of the cliniceal picture
end progress of e case end a guide to both prognosis end trzat=-
ment, Any case in Type 111 wes recommended for surgicel inter-
vention,

in sttempt should bs mede to place the cese in its correct
group, if possible within the first forty eight hours but some
of Type 1 or Type 1l may pass into Type 111 end heve then to be
treated accordingly, Unfortunately this trensition may be
ushered in by & catestrophic heemorrhage, fatel even befors =
transfusion cen bs prepared, This sudden flatel bleeding

rersly csuses unexpectad loss of life = only one csse in this



geries - end it is not & reason for racommending wniversal
surgery in severe haemorrhage, The outcome in the majority
of ceses which require operation snd which die if surgery is
unsuccessful, is predictable,

(6) Blood uree,

Various observers have notsd that the blood urea is raised
in cases of haematemesis and melsena snd that the rise is
proportionel to the severity of the heemorrhage.

Different causes for the szotasmia heve been suggested,
emong them being the presence of blood in the bowsl as a source

of nitrogen, the bresk down of tissus proteins es a result of

dehydration, functional renal impeirment due to low blood presswre,

salt end weter deficiency, ete,

Further light hes been thrown on this problem mors rscently
by the work of Truetes, Barclay et alzz showing the enoxia result-
ing from the cortical shunt mechenism which operetes in shock,

In s most comprehensive paper Black states thet in patients with
severe gastro=intestinel bleeding, the blood ursee is constently
raised, As a rule the incrsase is moderate in degres - to
gbout seventy milligremmes per cent = but much higher readings
heve been recorded,

The rise mey begin within two hours of the bleeding end is
highest on the next day.

He suggests that from the aveilsble svidence the usual
moderate rise in blood ures is due to sbsorption of nitrogen in
large quentities from the bowsl et a time when kidney function is
decrsased by diminished blood flow (he hed not the shunt
mechenism in mind as a cause for this),

Breek down of tissue becomass importent ss & source of
nitregen if the heemorrhage be severe; the blood urea is then

reiszed still further.
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He finds thet the height to which the blood ume is reised
is of definite velue in assessing severity of heaemorrhage and is
a good guide to progress.

The height of the blood uree wes slso considered by “it:i
to be & useful gauge, 100 mgms per cent wes regerded by him as
en indicetion of & severe hesemorrhsags.

In this investigetion blood ures estimations were
discontinued eerly; it was not found relisble, es some of the
early fetel ceses had e blood uree resding very littls ebove
normal until e dey or two before desath,. This wes probably
due to the fect thet these cases were treeted with liberal blood
trensfusion and sdequéete selt end weter inteke; & high blood
urea wes thersfore terminal,

Bla;i, es & result of his investigations recommended liberal
trensfusions with edequate salt end water intake; he did not
howsver specify the amounts of blood given to his subjects. It
is thersefore impossible to judge whether these wers edequate or
not,

The decision &s to whether or not & heemorrhege is severs
must be mede immedietely and, &s there is a time leg of twenty
four hours before an sbnormel figure mey be obtained, it weas
concluded that although blood uree figures indicaetes in retrospect
the severity of a hsemorrhage, they were of more academic than
practicel velue.

The prognostic significence of blood urea estimestes did not

32
fevouregbly impress Crohn and Lerner,

(7) ©linicel impression,

Some of the sccepted criterie of ssverity mey be within
normel limits, end yet when these ere gll considered es the

e¢linicel impression, which inecludes also the history, the
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33
general appearence of the patient = paller; dry, furred tongue;

thin, repid threedy pulse; subnormel temperature; restlessness
end prostretion - a severe haemorrhage is rerely unrecognized,

The ressons for the unralisbility of & hard end fast
interpretati on of criteria, without a lsavening of common sense
are not difficult to find,

The resdings obteined represent the result of the direct
and reflex effects of heemorrhege; +they ars not the immediate
result of diminution of blood volume,

The reflex effects of heemorrhage are believed to be
compensatory = an effort to ensure an adequete blood supply to
the vitel nervous centres = and the operetion of more than one
roflex mechenism may further complicete the picturae,

Lfter e large hesmorrhage the blood pressure usually falls
and the pulse rate rises (Merey's reflex) but in some ceses s
veso-vagzel response is produced end the pulse is slowed (Wellecs
and Sharpey-Schefgg).

It is true howsver thet the findings of Wallace and Schafer
in experimental blesding were the rssult of repid exsanguination
end it is possible that theare is room for further work with
slower retes of blseding.

Again, although the direct effect of & severe haemorrhage
is to ceuse & fell in blood pressure, the veso~motor centre nay
become more active resulting in & periphersl veso-constriction
which mey be excessive (Avery Jones 1947) end produce en increase
in pallor,

Clinicel impression represents the integretion by belanced
Jjudgement of all fectors,

Study of the csese history especielly with regerd to duration
of pain end the differentietion of ecute from chronic ulcer,

detection of compliceting disease, collection and essassment of



the various criteris of severity, presence or sbsence of
rgeurrence end general imprassion of the patisnt's sppesarance,

progress erd condition st any given time ell contribute to

the composite pietirse,
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411 the foregoing considerations help to esteblish a
probeble or tentetive diagnosis of the cryptic lesion but
further ettempt should be mede to plece the metter beyond dispute.

In heemetemssis Radiological exsmination mey still further

clarify the picture in the following menner,
(1) Locslization of the site of hsemorrhage in viscera
normelly or ebnomelly situated within the thorex,
(2) Exact locelization of site of heemorrhege in
stomach or duodenum,
(3, Detection ofaccompenying perforstion,

(1) Locelizetion of the heemorrhege in viscere nomelly or

sbnormally situsted within the thorex,

The source of bleseding mey not be in stomach or duodenum
but in thorecic vesssls which have ruptured into the lumen of
the oesophagus,

Two such spectsculer heemorrhages heve occurred in my
presence,

The first wes due to haemorrhage from lower oesophagesal
varices snd termineted & cese of portel cirrhosis in a
dipsomanisc lewyer; the second wes dus to ths rupture into the
oasophagus of en sortic eneurysm in e syphilitic charwoman,
whoss wig fell off et the time of death reveeling a totel
elopecie, This cetastrophic typs of haemorrhage is of
theoreticel interest only, as death is ineviteble,

In this collection hasmorrhage of thoracic origin occurred

in:
(a) Ulcerstion sssocisted with "congenitelly" short oesophagus.
(b) Thorecic pouch of & pareossophagzeal hernis,

(¢) Verices sssocisted with portel cirrhosis.

(e) (Cese 25) Ulceration sssocieted with a "congenitelly
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short oesophagus, Rediogrephy reveeled two nerrowings of the 85

gullet, the upper one showing the creter of e smell ulcer, the
lower one due to stomech hernietion. The cerdisc end of the
stomach showed excess of mucous covering end the duodenal cap
wes deformed from en 0ld healed uleser, of which thers was a
history fifteen years previously. Berium eneme revesalad
disordered segmentetion of the colon,

Successive radiographs revealed progressive healing of the
ulcer and, ten weeks efter haometemesis,exeminetion with the
o9sopheagoscope was considered safe,

The nerrowing wes seen, not tight; no growth, extrinsic or
intrinsic, A white petch of fibrous tissue neer the postero=-
laterel surfece of the narrowing wes believed to bs the site of
a healed ulecer end corresponded with the cretsr seen esrlier by
X=rey.

The upper oesophegus wes very cepecious, flebby and mobile;
the cerdiec orifice wss more open then usuel end the stomech was

drewn up inte the thorex,

Ths second case (Case outside this series) where hesemorrhage
hed been due to ulceretion associeted with short cesophagus
presented e picture elmost identicel with the ebove, but her
bleead ing had been both severe and recurrent.

She wes not under the personsl cere of the writer but hed
been edmitted to ths surgicel werd where she wes under the
clinical obsservetion of the surgeon.

He weas setisfied that the case wses one of chronic peptic
ulcer end decided to perform leperotomy es her condition wes
deteriorating despite repsated trensfusion,

Yo source of bleeding was found in the stomach or duodenum

and, since she presented no signs of portel cirrhosis, he closed



the sbdomen completely mystified,

He then sent her down for x-ray exsminebtion end an
oesophegesl ulcer was found &s in Case 25,

I visited her in the surgicel ward end found her lying
flat in her bed; she wes immedistely set up amd no further
racurrence of her hesmorrhage occurred,

It is suggested thet routine examinstion by x-ray would
prevent such unnecessery leparotomy snd recurrence of

haemorrhege,

(b) Bleeding from the thorecic pouch of & psracesophageal
hernie, associated with & mobile lower end of oesophagus of
normel length,

(Case 119) Scrsen exsminetion of the first cese revealed
en immobile left diaphragm, In the first oblique position
the posterior mediestinum wes seen to light up more brilliantly
then usuel et its lower end; +this sbnormel trenslucency was due
to a thorecic megenblease,

A swellowed bolus, followed down the oesophegus was seen to
enter the fundus below the left diephregm but this could only be
spprecieted during the brief intervel in which the paste coursed
down the lower oesophegus which devieted medially round the
hernisted fundus,

Immedietely efter passage the oesophazesl wells wers
approximeted end the lumen obliterated by the pressure of the
adjacent stomach,

The size of the gestric hemisa wes increassed by the supine
position end decrsesed by tilting erect but it wes not completely

roducible,

Two ¢ eses showing this same sppearance were investigated

efter hsemetemesis; they were both sthenic women in the seventh



in thorecic
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decede, (Ceses 110: 119),

The first compleined of breesthlessness esnd symptoms
resembling engine before the heemetemesis (cese 119). There
wes tightness ecross the chest end bresthlessness on exertion but
tightness sccompenied by persesthesie end formicetion down both
arms hed slso esppesred et rest, There wes & moderste hypertension
of 17C mms,Hg:  the left ventricle wes somewhet enlarged and the
aorigoshowed some stherometous unfolding with celeificetion in the
arch,

The electro=-cerciogreph showed left sided preponderance
and ventriculer extra=-systoles only,

I heve examined the gestric loculus in this cese repeatedly
when there hes been execerbstion of symptoms; the size of the
pouch veries considerably from time to time, depending on posture
and geseous distension of the stomech end colon. fhen symptoms
ere marked end the loculus lerge there is elweys temporary
immobility of the left disphregm,

The second case (Cese 110) had no "enginel" psin but
compleined of high epigastric pein relsted to food and'was
sufficiently orthodox for the surgeon to meke & provisional
disgnosis of gastric ulcer,

On the two rsdiclogical exeminations there wes no palsy of
the left diephragm in this cess,

Oosophegeal hernie mey be associsted with gestritis, multiple
erosions or sctuel ulceration in the thoracic loculus; the v
associsted lesions are the source of bleeding, (Miller & Doub)

o

Ossophegeel hernise ere discussed by fkerlund who divides

them into three types:

1. 4 true pertial thoracic stomech due to oesophegeel

growth not keeping pace with septum trensversum;



2, Pereosesophegesl type. The oesophagus is of normsl
length end there is an irreducible hernie of the stomach
fundus,

3., Reversible type of hernia with the cerdie end pouch of
the stomech slipping freely through the hietus, the
cerdiec cenel being within the sac.

He quotes Schatzski as saying thet the third type is common

end fully developed in old ege; it occurs, he states, in 50%
of people between 65 and 83 end nesrly elwsys in the stheniec type.

The incidence is increesed by colonic infletion to 73%.

Hyperecidity with regurgitetion through the lex cerdie may
produce gestritis or multiple erosions of the stricture neck as
in the two ceses in my series, or it mey produce sizesble ulcer
on the lesser curve et the passege through the histus, (liller

59
ené Doub, )

49
Johnstone believes that it is the subsequent cicatrization

which produces the "congenital” shortening and thet this mey drag
up the mucose end produce heterotopic islets et the lower end of
the oesophegus, (The pull may not be uniform all round the
lumen, some srees of mucosa mey be dregged up more than others).

The "congenitelly" short oesophagus in the elderly, he
thinks, is scquired in this way. He asssocieted himself with
Allison end Roycg in seying thet they heve never found a simple
ulcer in en oesophegus of normel length end thet it is alweys
associsted with e partiel thorscic stomech,

He sdds & foot note howsver, to say thet the publication of
his paper wes deleyed, end, since writing it, one such verified
cesa occurred in s youth of twanty three in whom no proved hietus
hernis was found,

Spesm, pressure from the herniel sec end "actual
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cicetricisl stricture which is epperently releted to the hernis"
G

are the reessons given by Porter Yinszg for the nerrowing of the

oesophagus et its lower end,

Sauu§? quotes Hedges, Sneed & Berger ss ssying that the
circular protuberence or filling defect et the lowsr ocesophagesl
orifice may be misteken for a pethologicel condition end that
the mucesel pettern is stellete which is still further suggestive
of ulcer,

It is true thet this appeerence hes ceused doubt in the mind
of rediclegists but if, on rotetion, no bud can be demonstrated
and there is no lasting hold up of en opeque spot of Barium in a
crater, the site of its occurrence st the lower oesophageal
orifice decides its normelity.

Atrophy of the disphreagmetico-cesophegeal membrane &s age
advences end the loose sttachment of the peritoneum at the cerdie
ere the csuses of histus hernis saccording te Harringtjj.

He believes thet congenitelly short ocesophegus is & very
rare condition end is distinet from hernis since the protruded
portion of the stomsch is not surrounded by e herniel seac,

T4

Templeton slso belisves it to be rere end hes never met

8 case,

(c) Verices from portel cirrhosis,

The demonstretion of verices in the lower oesophagus end/or
vericosity of the short gastric veins supports the diegnosis of
heemorrhege from portel venous obstruction end mey eid in
determining the ceuse of an enlerged spleen,

An otherwise nomel barium meel helps to exclude any other
accompanying cause,

The typicel lerge "sosp bubble" eppeersnce was described

68
by Semuel in & recent peper,

The first demonstreation of oesophagesl verices wes mede

40



go
by Wolf in 1828, He employed & thin barium peste end showed

rounded, circumscribed erees on the posterior oesophegesl wall
produced by verices,

The euthor employs & meel of @ thin creemy consistence
according to the formule recommended by Hempton (p., 44 ); this
meel mede up to six ounces appeers to be sbout the right
consistence end was used for sll ceses of recent heemetemesis,

Verious techniques to demonstrete the dileted veins ere
recommended by different authors; soms use a thick, others e
thin paste. & thick peste mey obscure the verices since it is
difficult to control the size of a semi-solid bolus swellored and
the mechanicel pressure mey empty distended veins. The petient
is screened in the first oblique position, both erect aml semi=
prone and should be rotated to secure the best view,

Contrection of the ocesophegus empties the veins and diastole
should be ewsited to secure films. The writer observes the
oesophegus through the gperture of & seriel compressor with a
film in position; the most opportune moment is seized eand a
redi ogreph teken after the pastient hes been instructed to take a
deep bresth in and hold it, since the inspiretion normelly
produces the meximum distension of the thorescic veins,

There mey be deley in thorecic emptying with verices as they
mey pertly occlude the lumen,

If the lower end of the oesophegus is not seen filled, an
attempt mey be mede to produce regurgitetion from the cardiac end
of the stomech by Velselva's mehoeuvre. The petient is
instructed to teke e deep bresth in end hol¢ it and then beer
down as if trying to move the bowel; this is, in fact, attempting
a forced expiretion with the glottis closed end & retrograde flow
of Berium mgy then outline the verices.

In verices the indentations are seen when the oesophagus is
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relexed wheress the "cork screw" type ere seen only on
contraction; conversely, polypoid noduler infiltretion does
not dissppeer completely on contrsction, Verices in the fundus
are occesionelly ssen es small rounded masses up to 2 cms, in
dismeter, around the periphery of which the Berium collects;
this mey be essocisted with a splenic snlergement of sufficient
size to indent the latersl wall of the stomach, They are seid
to vary in size with respiration end oesophegesl verices and
splenic enlergement which eccompany them differentiste them
from gastric neoplesm, (Templetzj), £lthough sought in cases
which heve recent hesemstemesis, verices in the lower oesophagus
have rarely been observed by the writer, In ceses known to
have oesophageel varices they have not been demonstrated, The
oesophagus never relexed nor could it be filled by Velsalva's
menoeuvre in the writer's experiencse. It mey be thet recent
heanorrhege rel ieves the congestion temporerily, end thet this
collepse of the veins is further sided by & fluid diet, rest in
bed end oesophsgeel spesm. The eccompenying rediogreph shows
the appesrance of the lower end of the oesophegus, five deys
after e haesmetemesis due to portal obstruction; elthough the
oesophagus wes observed at intervels for en hour, no diastole
occurred; this has been the ususl eppesrence, In late ceases
where degeneration of the musculsaris proprie hes occurred, spasm
'is no longer possible,

The rediographic demonstration of cesophageel verices eppeers
to be comperstively rerely possible soon efter heemetemesis.
Rediologists in Menchester, Liverpool, Ulverston end meny other
Torth iiest Hospitels were epproached for en example, required
for teaching purposes; none was eble to produce one,

Radiolozy, nevertheless, is of use in excluding eny other

source of bleeding end persistent oesophegeel systole after



heenmetemesis is very suggestive of verices,

In lete ceases where the disgnosis is more obvious on
clinicel exsminstion, vericss mey be sesn after the musculer
degeneration, mentioned sbove, hes teken plece,

7

Tannei (1250) quotes Rowntree et el. (1947) in stating thet
the introducticn of & speciel lMiller Abbott tube with the bag
romoved from the end, end reinserted 8 = 10 in, higher up will
impede the connection betwesn the hypertensive rortel and the
systemic azygos vein end check blesding. He shows & radiograph
after hesemetomesis showing oesophageel varices, He does not
sey whether eny muscle relaxent such &s emyl nitrite was given
or not; to do so, soon efter heemstemssis, esnd then distend the
verices would sppeer to invite & recurrence of the bleeding,

It is possible thet a longer pericd efter bleeding had elapsed
before rediogrephy wes esttempted than in my ceses, &s Tanner

wes considering redicel cure, Llternatively, the ceses mey have
been more esteblishad so thet musculer degeneretion had occurred,

(2) locelizeztion of the exact site of hsemorrhage

in stomech or duodenum,

It hes been customary to delay the edministration of a
Barium meal for three wesks after heemorrhegs according to the
dictum of H.H. Berl'; who stated "I have never dered to exanine a
patient bafore thres weeks efter e dengerous haemorrhags",

His remarks epplied to normal routine examinetion usiﬁg a heavy
meel and a Berg's comprassor,

A perforetion, personally observed et Liverpool Royal
Infirmery in 1927, during the course of scrsening e stomach
filled with the old type of heavy meal end with the patient erect,
suppartaed this opinion,

The introduction of liberal fseding by Meulengracht gradually

allayed my feers and it seemsd wnlikely thet the eddition of a
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44
smell emount of Berium to the fluid given would meke eny

difference, particulerly if the patient were screened lying down,

Consequently it was decided in 1945 to undertske Barium
meals as soon e&s the patient hed recoversd from the initiel shock
and to meks use of interwvels between bleeding however brief, if
the petisnt were not shocked or collspsed, ss it wes considered
thet surgery might be necessary when tha cass hed been diagnosed
from the length of history as a chroniec ulcer,

The mesl sdvocated by Hamp‘big in fmerice wes used, The
impossibility of persusding local surgeons to operate, without a
catogoricel essurance thet they would finc a lesion which could
be dealt with surgically, mede this necessery; point blenk

rafusel hed been the usual snswer.

Hempton's formule is:

Plein Berium sulphste 4 oz, (volume);
Weter 3 0z. (volume);
Plein petrolager 1 teaspoonful;
Total mixture 4 oz, (volums).

The addition of the petrolager to the mixture produces &
thixotropic 1ike chengs end Hempton hed found that the mixture
would sdhers to the mucosa even when blood wes present, The
volume was latar inereasad to 6 oz.

The sxeminetion is made with the petient horizontel and
without comprassion or palpation,

The patient is leid first upon his right side end he is left
in that position until the duodenum hes filled ernd emptied two ar
thres times end he is then rotated back towards the left side
until the pyloric velve and first part of the duodenum are saen
in profile, This rotetion to the left csrries the air from
the fundus into the distsl entrum end duodemm, end, when the

duodenum hes emptied, g mucosal relief pettern of the wall may



Rediogreph 8,

Fyloric stenosis, Duodensl cep never seen filled,
Yo ereter in stomech, There wes & smell twenty four

hour residue,
Pertial gestrecto
) Stenosis;

heemorrhezs because of
bedly borne by ceses with eccompanying stenosis. (Case $0),

o

necd four deys sfter moderete
5y T
2) Recurrences ere
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Ulecer creter on lesser
bleeding,

curve during stege of

Deelt with by pertiel gestrectomy. (Cese 120),
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Uleer crater on lesser curve during
gge of bleeding,
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eelt with by partisl gestrectomy,
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ba sesen in much the seme wey &s colonic relief with double 45
contrast enems, This is observed through ths gperture of a
serial comprassor without bringing the comprassor down on to the
abdominal well end seriel rediographs ere teken st the opportune
momeant,

Hempton seys thet it is important to exsmine the distel
part of the duodenum with particuler cars, for the point of
bifurcetion of the gestro~-duodensl ertery is opposite the
postero-superior well of the first pert of the duodenum,

The dengerously bleeding ulcer is situ;a.tac’ in close
proximity to this lerge vesssl and this type of ulcer is mare
distent then usuel from the pylorus, (311;1. Balfoir]").

o bleeding ulcer in this seriss which required surgical
interference end which showed & creter in the distsl part of
the duodenum wss met, efter this method of exsmining the
duodenum, during the acuts stage, wes begun,

The only radiogrephed duodenal ulcer which required
surgical treetment (case S0) showed & pyloric stenosis with much
residual fluid in the stomach end s twenty four hours residue;
the ducdenel cep wes nevar seen,

Curing the search for such an ulcsr however, cesas of severe
racurrent heemorrhage were met, all of which showed easily
demonstreble lerge craters on the posterior surface of the
stomach or on the lesser curvatura, (Ceses 120,88-,86,87).

These type 111 recurrences were transfused eand successfully
dealt with by partiasl gestrectomy (except 87).  Since no
pelpation is attampted, fixation is detemmined by deep respiration,
end this sign mey indicete the depth of penetration amd the amount
of dissection likely to be required,

Divertieulum of the duodenum mgy produce haemorrhage end a

84
fatel case of such haemorrhage is recorded by Witts.
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One cess due to diverticulum of the secon¢ pert of the

duodenum occurrad in this series, The duodenum wes
enatomicelly abnormel in position, (Cese 66),

Diverticuls lower down the gl imentary trect were elso
present in this cese, &s they almost elways are, end these may
be the source of continuing melsaens,

Jejunel diverticulitis may slso be the csuse of haematemesis
and/br meleene end it is now my preactice to include the upper
coils of jejunum in any radiologicel investigetion for the source
of bleeding, If the stomach empty at & normal rete %this
usuelly requires only re~-radiogrephy et half an hour after the
Berium msel,

In 1948 the writer beceme & whole-time radiologist in the
Mational Heselth service end the former mixed typs of prectice
ceased,

In the last two yesrs (1949-50) nine ceses of jejuneal
diverticule have besn sean in the x=resy departments of the
Preston and district group., Two of the ceses hed heematemesis
end meleena (only nine such cases heve been found in world
litersbure) end in both these the radiologicel findings were
confirmed et operation.

This series, reported by Orr end Russell, is in hand for
publicetion end will shortly eppeer in the British Journel of
Surgery. (September 1951), '

The eccompenying radiogreph shows jejunal diverticula in one
of the cases which hed hesmatemesis end melaena.

Absence of an ulcer creter in stemach or duodenum, but
evidence of sbnormality due to gastritis, mekes it unlikely that
surgery will be useful,

In the stomach proper, the opinion of rediologists is, or

has been until recently, that the diegnosis is best left to the



Rediozreph 11,

Tiverticuls of third
articule of third pert of duod
S hird pert ol duodenum entd of
e rifie 1€ 7 urnum whinh mroc : = :
jejunum which producecd heemetemesis
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Rediogreph 12,

Seriels of cese of hypertrophied stenosis of pylorus in en edult,
This wes essocieted with sntrsl gastritis snd e small (undetected)
uleer on the lesser curve, lote inordinsts length of pyloric censl,

Seriel 4 with compression shows blurring of rugel pattern of entru

Twining stetes thet the mucosel folds over the hypertrophied
miscle ere slmost ebsent end thet the hypsrtrophied mucose is bound
down to the hypertrophied muscle by an unusuelly thin submucosa.

Rediograph 13,

\

Same es gbovae,
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gastroscope = e principle which eppliss to sll cavities open to
direct inspection, The pyloric entrum is not elways accessible
however, sni locel entritis produces observebls rediolegicel
cheanges,

88

Sanuel quotes the following opinions;

Veughan(1945) stetes thet in entrel gestritis there is

(1) Temporery or persistent spesm of pyloric antrum

associzted with impeired, irreguler snd ineffective waves.

(2) The mucosel pattern is often replaced by coarse folds

of ten running trensversely.

Mather Cordiner edds to this the presence of hypersecretion
which blurs the outline of the mucossl pettera since the barium
feils to sdhers to the stomach well,

Prepyloric nerrowing es a sign is strassed by Golden; the
spesm mey prevent the barium from entering the pylorus, the
srmooth mucosa in the entrum being strongly suggestive of scirrhus
carcinoma,

The spesm disappsars after atropinisetion,

[lultiple spiking or cronstion of the stomsch well mey be
prosent if there ere sessocisted superficial erosions,

Two ceses were observoed by the writer which showed signs of
gastritis in the pyloric antrum, one of which wes edmitted for
maelaena,

Case 1 had e merkedly elongeted pyloric canél which was
cleerly due to hypertrophy of the pyloric muscls and, associated
with this, thers wes non=-filling of the distal portion of the
entrum end & smoothness due to diseppearence of the ruges; on
applying pressurse thess could only been sean in the distsal portion,

Although this was reported as non-melignant end due to

hypertrophy of the pyloric muscls associeted with gastritis, the

oo . ; )
surgeon wes not setisfied end performed & partial gestrectomy.
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Section 1,

Section of hypertrophic pyloric stenosis, (Low power).
Cleft, described by Twining, dividing pyloric muscle
from prepyloric muscle end conteining submucosa,
psritoneum end connective tissue only, is not present.

Section 2.

Section showing lymphoecytes snd plasme cells
in hypertrophied muscle.

—



Section 3.

Section showing round cell infiltretion of muscle
end meny genglion cells lyving in muscle, e,g, et X snc X,

Section 4.

Section through floor of smell ulcer on lesser curve,
liuscle bundles et X heve been penetreted by inflemmstory
reection end ere shown just et point of discontinuity,




Exemination of the resectsd specimen showed & marked
hypertrophy of the muscle of the pyloric censl end of the
distal portion of the entrum associsted with & profuge round
celled inf'iltretion lying between the hypertrophied musclas
fibres, & smell chronic ulcer wes elso pressent on ths lesser
curve.

60

liorley mentions this condition &s & ceuse of error in the
diegnosis of carcinoma, He has records of 9 cases of hyper=-
trophic pyloric stenosis in edults of cencer sge. He does not
state whether they hed en associated gestritis though he seys thet
the condition mey be sssocisted with & peptic ulcer in the
stomech or duodenum or unassocieted with eny ulceration,

'I".a.rinizg belisved thet the circuler muscls of the pyloriec
canal only weas hypertrophied, Vorley stetes thet his own
sections do not show this clsar demarcstion betwsen prepyloric
and pyloric musculeture; the sections in my cases do not show
this demercartion either, end the musecle of the pyloric antrum is
gl so much hypertrophied snd there is no c¢clser cut notch betwesen,
such 2s Twining describes,

The third cese of Twining's series showed "chronic
inflammetory cellular infiltration in the mucoses end submucosa,
extending down to the muscls and between its bundles".

Eight hour retention wes present,

Neither of my cases showed eny retention, the stomach was
lempty in thras hours in both,

Case 2, showed & markedly smooth pyloric entrum - no rugae
could be seen at ell, A leparotomy was performed, nothing
gbnormel beyond thickening of the stomach well wes seen, a specimen
portion of this wes removed for microscopy end the ebdomen closed,

Section showed hypertrophy of the entrel muscle sccompenied

by & merked oesinophil infiltration = gosinophil granuloma, end



=3
Lo

associated gastritis.

It would sppesr thet this musculer hypertrophy may be
reversible for }eforl:}? reports = cese of his, which was x=-rayed
by E.D. Gray in 1934, end presented the typiceal X=rey eppeserance
of hypertrophic pyloric stenosis; operstion nine yeers later
revealsd & chronic ulcer of the lesser curveture, for which he

did a Schoemsker gastrsctomy, There was then no hypertrophic

pyloric stenosis,

Both the sbove mentioned cases were rediogresphed after

this series of 120 ceses had concluded,

Twining wes en eccurate observer and it would eppear that
two different conditions &rs present here,

He ragerded his ceses &s congenitel hypertrophic stenosis
which hed persisted into adult 1life,

lly cese of hypertr gphy of the pylorus showed well merked

genglion cells in the section and is, therefore, not an aschalasie.

All these locel chenges have been sesn during the period
under review in this pseper, though these ceses of gastritis were
not necesssrily essocieted with frenk haemorrhage; many who had
alteretion in the ruges end irreguler entrel contraction were
completely relieved of their pesin by etropinisation,

6

This is not unexpected for Wolf end ?iblgf state

"The contractions themselves ceussd pein, when they were
of sufficient megnitude, but not when the mucose wes pale and
1

‘non=pedemetous,’

(3) Detection of sccompenying perforetion,

Sub-phrenic gas is & well known sign of visceral perforation;
the occurrence of ges in other sites is not so well known. The

likely wheressbouts of such gas should be epprecieted since

perforstion mey be & complication of heematemesis.



Gas mey be seen in the sbdomen =

1, As & post pperativc pneumoperitonsum - ges from this

source alone msey teke up to 15 days to sebsorb.

2, kfter tubal insufflation,

3. In ecute perforetions of the stomsch, duodenum or bowel,

4. In subdisphregmetic sbscess snd other infections (by

ges producing organisms),

The first two items of (3) are the only ones which dirsctly
concern us here since they mey accompeny messive hgsmorrhege,

The eppeerences of fres ges in the peritoneum are the seme
in perforetion of eny part of the elimentery trect provided that
the perforetion is into the greater or lesser sac end not into
the posterior retro=-peritoneal spsce,

o locelisation of the perforation cen be mede from e redio-
graphic demonstretion of gas; this locelisetion deperds on the
history of the case or on some previous demonstration of a lesion
in & pert of the glimentary tract,

Bannii points out that if free gas is found in some other
region then the subdisphragmetic, in the upright position, a
posterior retro-peritonesl perforstion should be suspected,

This gas does not alter its position on tilting the patient
since it is reelly en emphysema of the looss retro-peritoneal
areolar tissue,

Retroperitoneel perforstions of the ducdenum occur as a
result of peptic ulcer but they are more commonly the result of
trauma = & kick or blow.

Extrevesated gas mey be found at

(1) The root of the transverse mesocolon,
(2) The root of the mesentery of the smell bowel,

(3) Around the right kidney.

(4) Into the flenks as & subcuteneous emphysema.
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(5) Under the leaf of the left diaphragm and
following the great vessels into the chest eas
& parevertebrel gaseous shadow,

Beceuse of the possibility of retroperitonssl duodenal
perfaration the sbove fects should be kept in mind, The
writer has never seen this type of gas shedow.

The lesser sac mey also contain gas, In the upright
position ges in the lesser sac becomes loculeted st the upper
and right border of the sac emd shows es & gaseous trenslucency

ebove the normel gestro-intestinal treect, (Bennen),

it

Distribution of retro-peritonesl gas
in posterior perforetion,
(£fter Bennen),
The right border forms & well defined curvilinear shadow
in the right peravertebrasl region, representing the right

lateral limit of the ssec,

When perforation into the greeter sec is suspscted a cereful
end eriticel sesrch of the subdiaphragmetic region should be made
8s the emouht of gas mey be minimel - & thin cleser eroa sepersting

the diephregm from the upper barder of the liver,

The tuba should be centred a little above the xiphisternum emd
the exposure mede in full expireation with the patient upright; in

the letersl decubitus the gas shifts into the flanks.



These exeminetions should be mede immedietely, as smell 22
gmounts of ges mey sbsorb in twenty four hours. Subd isphr ggmetic
ges shows & predilection for the right leaf though it mey also
be found on the loft side (the splenic shedow mey show up clearly)
or beneeth both diephragms,
As gemnerel peritonitis develops, generel geseous distension
from perelytic ileus end the homogensous shadow of asscites mey be

edded,

In Bennen's opinion, perforetion of the duodenum often
occurs unsuspected end mey rscover spontensously,

The writer sheres the latter pert of this opinion, as =&
number of ceses of minimel sub-disphregmetic gas, which have
shovm clinicel improvement during the first twenty four hours,
heve recovered without operation, Larger smounts of gas which
remein elweys in the seme position on movement of the petient,
or which scquire some particuler emi constent irreguler sheape,
are probebly loculated by sdhesions end the cass mey be left
glone if there is clinicel improvement, In perforeted peptic
‘ulcer of the stomech or duodenum the symptoms ere not alweys so
startling as might be expected end mey be masked by administretion
of morphise, by old ege, or en sccompenying haemorrheage (caess 26);
a scout radiogreph eerly in this cese might have saved the
petientts life,

The shock was out of ppoportion to the emount of blood lost

end should have aroused suspicion of eccompenying perforation,

Treoetment,

The two outstending advences in the trestment of massive
heemorrhsge from the gestro-intestinel trect ere undoubtedly

continuous drip transfusion end libersl feeding,



These sre the two essentislly 1ife seving procedurss of 53

modern therepy,

(a) Liveral feeding,
58
Meulengracht wes not the first to suggest an serly end
36
liberel diet, Cruveilhier hed recommended it in 1835 end

Spriggs
haed used it in 1909 emd had treeted his subsequent ceses at Banff
end Ruthin in this way,

It would eppeer thet when lsulengrecht suggested it in 1935
the time wes ripe for its universsl acceptence,

The erguments put forward by the supporters of a libersl
diet are:

1, Hesling is promoted by e full diet, with edequate

vitemins,

2, kecid is neutrelized by food end clot digestion prevented,

3. Dehydretion and starvetion ere combegted,

The most importent factor supporting Meulengrscht's arzuments
wes his low mortslity rete (1%); this wes & specteculer improvement
on previous results,

His erguments received further theorsticel support from
Blalock's experimentsl findings thet stervetion end dehydretion
sggravate secondery shock,

Lvery Jonf‘:i (1247) used lieulengrecht's regime and had &
mortality of 48 out of 580, i.e. 8%; in this series of ceases
with the seme method it wes 10 out of 110, i.e. 9%

The percentagze of positive x-rey exeminetions in this seriss
was 55%, 60% in Jones' collection and only 30% in lMeulengracht's
peper, The impression crested, by reeding Yeulengracht now, is
thet his ceses were meinly of e mild type end his low figure for
positive findings suggests thet his series included meny ceses
of acute ulcer,

Tn ell fetel ceses in this study & leteral window was seen

in a lerge ertery st post mortem oxeminetion, and, as one gazad et



this lesion, it wes difficult to believe thet anything short of
surgicel treetment could have prevented the fatel cutcoms or
that, in this perticuler csase, the recurrencs of heemorrhage
from en eroded ertery of this size could heve been prevented
by diet,

This question of liberel feedinz is, however, lirked with
fluid regiremen‘ts eri the prevention of dehydreticn,

Jones (1¢39B) proved thet meny deskhs occurring sfter
haemetemesis were due to wreania, the heemorrhsge heving cessed
gsome deys before, Sufficient fluid hed not been given to these
patients to meke good the loss due to normmel daily output,
vomiting end hsemorrhege,

It wes therefore probasble that ureemis wes lergely due to

dehydreation, &s Blatloi; found thet shock, which is en sasccepted
cause of renel demege, wes aggraveted end prolonged by dehydretion -
e permenent corticel shunt hed been ssteblished in theses cases.

It is elsc known thet the loss of elsctrolytes, particulerly

sodium, is cepeble of effecting renel function edversely.

56
(McCence).

The routine in my ceses wes to ellow 3% litres of glucose
seline per degy by mouth; if there hed besn persistent vomiting
or haemorrhege this weas given intravenously.47

Rectel saline wes given by Hurst end F.ylla (1937) but es
there is often dierrhces with meleens, or constibati on with rectal
losding (increesed by morphie) this methed wes not used,

At first normel seline wes given but it wes found that
pulmonery oedeme wes apt to follow, especielly with insufficient
oversight in a busy ward,

The oedema is the result of en excessive concentration of

| sod tum ions in the tissue's, and it was considered safer after

. » ot
administering SL litres of nomel ssline to infuse & 4,1% glucose
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normel sel ine whenever more fluid wes reoui red;

55
the solution
is isotonic, while the glucose provided egeinst

ketosis,
The low sodium content gives it e wide sefety marging yet

the minimum sodium requirement is supplied especially es 33
litres of normel seline have elreedy been given,
It seams likely thet the denger of sodium retemtion is resl
in messive heemorrheze from the upper alimentery trect because
the kidneys, elreedy affected by shock, mey be incepable of

preserving the nomal electrolyte belence in the plasme,

g
The ebove procedure was sdopted on the edvice of G.M. Lrnott
- & colleasgue on the hospitel staff,
Helnutrition es en indirect ceuse of deeth wes denied by

Murgt end Ryle (1¢37), nor did they believe thet Meulengracht!'s
methods wers life seving,

Their patients were sterved for

forty eight hours end then allowed only sips of iced weater,
If the bleeding recurred this treatment wes repeeted, so
that the petiert's condition with recurrences might deteriorate

repidly es & rosult of the trestment slone.

It wes then thought thet food might mechenically dislodge

14

the clot end prevent the stomach from "resting" end as late as
1942, Bemnett, Dow ¢ Wright re-iterated this ergument although

it was known that the stomach contrected most violently when empty.
(b) Blood trensfusion,

The eveluetion of the improvement directly due to liberel

feeding is confused by the com-ircidentel introduction of

continuous drip bloocd trensfusion which begen to be universelly

employed sbout the seme time,

Trensfusion repidly restored the depleted blood volume -

the ceuse of the immedistely fetel issue; liberal feeding

maintained the generel condition during whet might be, 1f there

4 . i duretion an
were recurrent bleeding, en illness of considereble e d



improved the operative risk if surgery became necessary. 3

Blood trensfusion wes regarded es hemful end dengerous
prior to 1935 end wes little practised in the provinces,

This view received edditionsl support from the papers of

54 47
Cullinen end Frice end from Hurst end Ryle who quoted ard
supported their sarguments,

Current prejudice reterded the universel use of this remedy
for some time but it sone becsme apperent thet liberal trens-
fusion, efter the institution of blood benks, hed reduced ths
mortelity from haemorrhege,

The erpuments esgeinst trensfusion at thet dste and their
refutetior ere now summerized;

(1) Reactions due to misgroupingz end pyrogens.

Thess technicel dif'ficulties ere now understood
end have been overcoms,

(2)Eerly trensfusion increeses blood volume with a
consegquent rise in pressure; this wes thought to
disledge the clot end produce further blesding.
Evidence of this theoreticel objection hes never been
produced; in most cases in this series, heemorrhage
di¢ not recur until twelve hours or more hed elapsed
efter the blood pressure hac¢ returned to normel.
Bleeding dic recur, however, when the blocd pressure
wes still low from the previous heemorrhege (cese 38).
Recurrence is probebly due to digestion of blood clot,
to further erosion of & blood vessel or to finsl rupture
of the previously lesking sneurysm,

(3) The surgicel field was obscured by blocd after

trensfusion,
This fellecious arsument was refuted by Bemnett, Dow

14
end Wright, who pointed out that no surgeon would



operete on & shocked patient withcut giving e

G
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trensfusion.

(4) The risk of infective hepetitis or sn infection
disesse, e,g. syphilis, is neglizible in an emergency.
Infective hepetitis is rerely due to whole blood
although comperatively common efter trensfusion with
pleasme,

(5) The denger of overloading the circulation, particulerly
in ceses
(a) suffering from co=existing heart disssse,

(b) in the hyperkinetic phese of heemorrhage
(Sherpey—SchafZS)
cean be overcome end the edvantsges of trensfusion
obtained by:
(1) Administretion of drip slowly - one pint in eight hours,

(2) Inspection of veins of neck, where en eerly rise in
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venous pressure mey be observed (Lewis) end euscultetion

of the lung bsses for moist sounds, It wes resglized
thet the first symptom of overlosding of the right
heart was dyspnoee which preceded either of the & ove
signs, end perticuler relience wes placed on this sign,
If there be any doubt of the sbility of the heart to deal
with increesed logd, & preliminery essey mey be made by
transfusing with normel saline, If the venous pressure rises
it is then necessery to proceed with the edministretion of blood
with more then usuel cere, (hiré).
Despite all precsutions, denger cennot be eliminated
completely; it must be weighed egeinst the risk of prolonged

low blood pressure end circuletory stasis especislly in patients

with erteriosclerosis, In older people this stete of shock

is more likely to become irreversible end there is danger in



allowing this to persist even for & short time end it is slso in
these people thet compliceting coronsry end cerebrel thrombosis
heve been frequently reported.

During the course of this enquiry, two ceses of severe
ensemie both in femeles between 60 end 65 yeers were seen; both
were in e stete of congestive feilure essocieted with primery
achlorhydric ensemies of long stending - the heemoglobin being
sbout 20%, In deciding to give trensfusions it wes reslized
thet these petients were suffering from cerdiac enoxia sxd were
in urgent need of blood,

This wes given slowly as & concentreted red cell suspension
(McQueid end }.Tollisii), end e gredusl subsidence of the level of
venous filling in the neck resulted, followed by e decrsase in
the size of ths liver ard heert end diseppesrancs of the oedemasa,
ilention of these csses is relevent here, becsuse the danger of
traensfusion in the hyperkinetic phase of hsemorrhage is
gssocisted with the reised venous pressurs end circulation rete
found in aneemie,

If these hesrts, which hed been subjected to continued
engemic enoxie could tolerate transfusion it is to be expected
that this treetment would be better borne when the enoxia was
of short stending,

Clder idees ebout the harm done by trensfusion were perpetuated,
as mentioned ebove, by ths peper of Cullinen end I’rizi (1932),
which wes quoted by meny euthors between its publicetion end the
second World Vier,

This peper steted thet:

(&) When transfusion was delayed it wes not followed by

recurrent bleeding,

(b) The mortality rate was higher when trensfusion wes given

eerly to control hesemorrhege - of 17 ceses, 8 died,



It wes concluded from the sbove thet trensfusion, given
oarly, does not prevent further heemorrhege but sctuelly causss
it, exd therefore blood should not be given esrly, but only after
heomorrhege had cessad, to expedite the rscovery from ansemis,
It now eppeers obvious thet these conclusions ara untrue;
transfusion does not stop hasmorrhezs in peptic ulcer eand is
not given for thet resson; continuous drip trensfusion is used
to meet & stete of emergency = hasmorrhegic shock,

It seems probeble thet those pstisnts, who recovered without
trensfusion end receivad blood lete for eneemis, were of & mild
type, whilst those who receivsed it early were severe cases.

It is not surprising therefore thet the mortslity in the
labter group wes higher, perticulerly as tha smounts of blood
given were smell (200 - 500 ccs),

These erronsous bseliefs were propageted in peper after

47
paper; and Hurgt end Ryle recommended late trensfusion for
snaemie in emount of 10 ozs,

They stressed thet enasmia, rether then oligeemic shock,

28
wes the csuse of desth end quotsd Christisnsen, en slien and
independent opinion, in support of this view, He asserted
that the mortelity figures in Scandinevie hed risen efter the
introduction of trensfusion,

In fevour of tremsfusion are the follm\ring erguments:

1, With wider experience of the use of continuous drip
transfusion in the trestment of heemorrhege from ell causes,
the 1ife seving velue of the method is now esteblished and is
commnon knowledge, The fall in mortelity is the bast answer to
any criticiam from the practicel point of view, end, from the
theoreticel point of view, the practice supports Blslock's
findings, He geve trensfusions to dogs and found their

recovary from secondary shock more repid; humens ers entitled



to the sema help,

The trensfusion ensbles the petisnt to withstend & further
depletion of his blood volums and if operstion becomes nscessary,
the surgeon is confronted by a better operetive risk,

2o Csses of emsurosis have been seen following gestro=
duodensl end other heemorrhagss (Post Graduate School, Hemmersmith),
The ceuse of this is unknown, but it has been postulested that the-
optic abtrophy, ususally found in these cases, is due to vascular
spasm essocieted with diminished blood wvolume; reostoration by
trensfusion should bs e prevent.ive messure,

3, Tissue enoxia hes besen cited as the csuse of the
devitelizebion of ths pesrenchyms of organs,

These viscere, e, g. stomach, may be the site of later
surgery. £t post mortsm exesmination of one of the fatel caseas
in this seriss (0.87), the stomech well wes founéd to be
astonishingly thick end osdematous and ceses have been raparted
where sutures heve torn through devitelized tissue,

Hurst ettributed surgicel failure to technicel difficulties
rather then to low heemoglobin; he mentioned frisbility of tissue
25 one of the difficulties but gpperently did not associate this
with enoxis - the probeble ceuse,

Indicetions for trensfusion,

84
In 1937 Witts leid down certein indicetions for treansfusion

which hed not been universslly escceptec before that date; these
ware

(e) Heemozlobin percentaze below 40%.

(b) Pulse rete over 140 per minute.

(c¢) Blood pressure bslow 90 mms.Hg. (systolic).

(d) Blood urese over 100 milligremmes per 100 cubic

centimetras,
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These are the indices of & severs heemorrhege end their

velue has been discussed in the section on Severity,

Other suthors give similar criteris but quote varisble
figures for heemoglobin: e.g., Avery Jones (1947) - 40%, Hurst
end Ryle (1937) = 30%, Pepworth end Lontitt (1943) - 60%,

In this study Witts fizures were found scceptible and of
precticel velue excepting those for blood urse end pulse rata;

2 pulse rete of 140 per minute was terminel only,

These figures viz:

(e) Hesmoglobin below 40% (not very useful when haemodilution

had not occurrad),

(b) Pulse rate over 120 per, min,

(¢) Blood pressure bslow 90 mms of mercury (systolic)
weore used in combination with

(d) The clinical impression
to decide whether continuous drip blood trensfusion should be given,

Continuous drip trensfusion wes the method used in all ceases
where trensfusion was employed; the rste et which the drip wes
given wes the usuel of forty drops per minute. In casses of
marked shock with severs blood loss the retes of flow was
incrassed snd conversely, the drip wes given mors slowly where
there wes cerdisc insufficiency.

Vo 1imit wes imposed on totsl volume; this veried with the

needs of the ceasae,

Surgical treatment,

AL certein number of cases = those clessified as Type 111 =
continued to bleed end their condition to deteriorats in spite of
medicel treetment,

Surgery is then the only meens of controlling the haemarrhege

and should be considered,
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The difficulties in assessing the relative merits of
modicel and surgicel treatment wers discussed eerlier (p. 13)
and some of the fellecies resulting from misleeding end inadequete
stetisties considered,

leny objections to surgery have been reised end goms of
these reproduced from pepers slresdy surveysd ers now detailed
end discussed,

1, The diegnosis of chronic ulcer is sometimes difficult;
the history mey not be suggestive and e rediogrephic exeminstion
mey not heve been mede,

This difficulty wes found to be infrequent in practice
enc the durstion of peain reletad to food wes found to be a
reliable guide in the diagnosis of chronic ulcer,

Leter in the enquiry when the diesgnosis wes in doubt, =
categoricel enswer could oftsn be ziven to the surgeon by x-ray
exemination during the ecuts stage of bleeding by the method
alreedy deseribed, (p.44)

This method of sexemining all ceses of chronic ulcer by X=-ray
weas elso extended to include those ceses where there was any
sugzestion that the symptoms were unorthodox, especially if the
bleeding were recurrent; useless emargency operations on
conditions outside the stomach end duodenum (ses Rediology), or
on cases of zestritis wers thus svoided,

It quickly beceme evident theat surgeons wers much more
willing to open en sbdomen if it could be steted thet "This
patient is bleeding from & large chronic penetreting ulcer at
e particulae site",

Lete in this series cases of this Type 111 were tresated by
zastrectomy with complete success after selsction by the means
suggested sbove end hed this procsdure been edopted el the

beginning the mortality would have besm much reduced,



2, lortality is higher then with expectent trsstment even
when the operetion (pertial gestrectomy)wss performed during a
period of choica,

This does not epply with modern surgicesl methods,
enagsthesie end post opersative care.

In the hends of & good sxperienced surgeon, the mortality
rece is very low,

3. Liberel trensfusion end feeding have grsstly lowered the
mortelity end increamsed the success of conservetive trsatment,

It seems probsble that if all ceses of gastro-duodenal
bleeding from chronic ulcer were treated by opsration during the
acube stege of the hesemorrhesge, ths mortelity would be higher
then with expectant treetment; meny would certeinly be opened
without need,

If the ceses ere cerefully defined end selected and those
which continue to deteriorate, in spite of libersal feeding and
trensfusion ere recognized serly end treasted surgicelly there
must be e further fall in the mortel ity figuras,

Conservetive treetment feils to save these severs cases s&s
they are due to erosion in & lerge ertery, involved in fibrous
tissue, in the floor of & chronic ulcer (this is ell thet is
meent by defining them as type 111).

Libersl feeding and trensfusion serve the surgeon in the
severe case just as much as they aid the phylsician in the milder
case which now recovers with medicel treastment alome,

4, &4 petient who has hed & severe hsemorrhege is gravely ill
end surgery cerries the risk of further shock, the risk however,
of continued heemorrhege under the conditions now known to obtein
in cases clessified as type 111 is not only gresater but inevitebly
fatel ,

Frolonged shock following repeeted hesemorrhege is as



>

dangerous &s that following operation end is just as likely
to become irreversibls,

4 low heemoglobin, for meny deys or wesks, should never be
permitted, end, if efter repeeted trensfusion, the hasmozlobin
percentage still remeins low, surgery is necessery end should
be cerried out without deley to avoid prolonged enoxia and
tissue devitelizetion,

5, Expert surgeons are not alweys aveileble,

This is unfortunstely true, but by closer co-operstion
betweeon physicien, surgeon end rediologist end the resulting
keener interest in this brench of surgery, grset improvements in
diegnosis end technique are attsined,

The best results, in the ceses here reviewsd, were sachisved
late, efter this position had besn resched,

In support of surgicel treatment, Finstersr, Gordon=Taylor
and Bohrer cleim that the risk of protracted haemorrhege is
sroater then the risk of operation becsuss most of the severe
cesss ere due to en open vessal in the floor of & chronic ulcer,

In forty five ceses of severs heemorrhege Chiesmen fourd
thirty end Jones thirty two such lesions in forty five post
mortems in his series of 580 ceases.

The contention of this peper is thet Surgery should be
selective end the type of case in which it must be used is defined.

It is eppropriete here to review the fétal-cases; details of

these end comments are conteined in Appendix 1,

Fetelsties,

Tt is of velue to exemine fataltiss in retrospect particularly
if procedure is still controversiel; startling defects in manage-
ment mey be revealed which stimulate further attempts to avoid

repetition of errors in the light of real personal experisnce,

The fatel ceses may be divided into four groups:
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(i) Those on whom the surgeon refused point blenk to oper eta. 6
(Cases 1: 38: 79).

Thess might have bsen seved by experienced surgery, Case
58 was only 40 yeers of sge, end elthough his gensrel condition
wes deteriorasting, he wes in sufficiently good condition to stand
operation,

(ii) Those whom opereation fsiled to savs, (Ceses 6: 623
87). PFeilure of surgery msy be pertly ettributebls to
mismenagenant, dus to delsgy in sending the pstient to hospitel,
or in deley in consulting the surgeon, or to en error of judge-
ment by the letter,

This is enother group in which, with more experiencs, the
number of fetelitiss would have been reduced; they ars never
completely elimineted for even in the bast gastro-anterological
units, deeths still occur,

(iii) Those whose deeths follow immedistely after an
unexpected cetastrophic heemorrhage, (Cases 63: 71). These
ars the most elerming end disturbing.

One is fesling plsesed with the progress with conservative
treatment, when there is a single profuse haemorrhege and the
patient dies in & metter of minutes,

This is unpredicteble end is due to the rupturs of an
aneurysm which has previously leeked,

Tt may occur st eny time after the firét lsak,

Tt cen be prevented only by recommending operation for ell
ceses of bleeding ulcer (Finsterer's mortelity is 5%) end there
would be then meny unnecessery operetions,

(iv) Those whose deesth was pertly sttributebls to
complicating disease, (Cases 81l: 92).

This disesse mey be & contra-indicetion to surgery, e.g.

Case 92 who weighed 21 stone end suffered from ediposis dolorose;



here one could only continue conservetive treetment end hope,

Late surgical results et Freston begen to be good after e
definite diagnostic procedure hed been leid downm end with the
later eppointment efter the war of e more experienced surzeon,
and it is clser that surgery has & definite place in tresatment

during the emergency within the limits dsfined,

The importent question as to whether all cases of massive
hesmorrhege must have opserative tresetment now srises, If it
hed been so semployed in this seriss certain ceses might have
escaped deeth; but the mortality essocisted with such universel
surgery must elso be considerad.
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Gordon=Teyler's end Finsterer's figures for mortel ity of
10% end 5% respectively sere low, but few provinciel surgeons
heave the technicel skill of these two pionsers in this brench,
They both stete thet the mortelity from conservetive trsatment
is grester than with surgery but include certain indicetions for
operation when bleeding is not massive,

Gordon=-Teylor racommends that sll cases, when a recent
rediogreph hes shown & lergs penetreting ulcer or whers thers
is & long end definite ulcer history, whetever the degree of
heenorrhege, should be trsated surgicelly,

Finstersr increases the renge of choice; he believes in
oper ating on cases of doubtful chronic ulcer end edvoceates
gestrectomy for the gestrostexis of multiple erosions,

The ebove figures were obtained, thersefors, by operating,
‘not only on ceses of massive haemorrhege but on mild ones elso,

Airé hed 7 fatalitiss in a series of 15 ceses of massive
bleeding deselt with surgicelly,

Thet the martelity in less sble hends must be much greater

is evident in my collection, end this is en ergument against



surgery in all ceses of messive heamorrhsgs,

The number selected for operetion should bs thet minimum
in which it is imperetive,

Bech cese must be judged on its own merits end the condition
of the petient repesatedly sssessed; sound clinical judgement end
constant observetion sre essentisl. If transfusion and troat-
ment are compenseting for the blood loss, snd the blood pressure,
pulse end gensrel condition of the patient ere satisfectory end
provided thet, efter consideration of the known fectors, this
stete of effleirs seems likely to continue, conservetive tresgtment
megy be continued; if not en operstion is necessery,

The resultent mortelity figures, by this method of selection,
will perforce include desths dus to suiden, unpredictsble massive
bleeding but will exclude potentiel casuelties from an unnecessary

emargency operetion,

Judgement of the value of emergency surgery in messive
heemorrhage is difficult end discoursging from the earlier casss
in this collection,

&t first surgeons were disinclined to operate during the
gcute stege of blesding, In & provinciel town the surgeon is
much neersr the populecs then in & lerge teeching centre; if
he has poor statistics, his reputation soon suffers; the public
know nothing of the difficulties of treatment. Surgeons hed
little experience of this brench of surgery end feered they
would not find a bbeding point with which they could desal,

This difficulty wes leter overcome during the ascute stege by
rad iography end e definite assurence of the site of bleeding;
this move ushered in & more successful period slthough a surgeon,
who did not wish to co-operate, went to the other extreme and

performed & leperotomy for cesophageal ulcer.



£t the beginning point blenk refusel to operste wes the o8
rule end it soon beceme obvious thet the prectice of admitting
most ceses of hsemetemesis end/or meleens to a medical ward
and then & dey or two leter seeking the opinion of & general
surgeon, who hed in fect no personel experience of the outlook
in these cseses, except in the post-operative steze, was irrstional,

Only by repeated observetion of the petient from the time of
edmission, coupled with previous experience of the cease history
end the verious degress of bleeding end by radiogrephy, can that
cesa be selected in which bleeding is unlikely to caese without
surgicsl treatment, end which will be benefited by it,

In the serly, inexperienced phese, errors of judgement wers
consaquently meds, (soe deteiled report of severe hsemorrhages,
Appendix 1),

Yo ettempt is mede to blams surgeons; rether it is desired
to stress the close co-operstion necessery bstwesn ﬁhysician,
surgeon, rediologist end general prectitionser, Friendly
co~operetion end the gredusl sccumuletion Qflexperienca by all
members of the teem must eventuelly obtein ths best results,

Ideelly, this is best achieved in gestro-enterologicel units
in cities similer to thoss orgenized for thoracic end neurological
cases, but in provinciel hospitels this is impracticsbls and the
gemerel surgeon must be quite prepered to desl with the problem,

Uis success will depend upon the co-opération outlined above

end on the previous experience of tha teem.

leny pepers heve strassed the high mortslity in petients
over 50 yeers of ege. This is ettributed to erteriosclerosis
with feilure of the blood vessel to contrect:rend retract,

In this report there were deesths et tha eages of 36, 37, 40

end 47, (Teble VI).

In three of these ceses the vessel wes encesed in a fibrotic



mess, whicn would eppeer to be & more importent fsector then 69
erteriel rigidity in preventing retrection; in the fourth cese
post mortem wes not permitted,
It follows the refore, thet it is wiser not to be influenced
greatly by the age of the pstient, but to ettech more importence
to the length of history, clinicsl progress end genersl condition
of the petient in deciding for or sgeinst oparation.
Ulcers msy be long standing snd therefors associated with
merked fibrosis in older patisnts, and it is possible that this
may be e fector in the higher mortality: there is slso decreased

rosilience in the older enimgl,

TABLE VI,

Mortelity in various ege groups,

Meles, Femeles, Totel
Age. Mortel ity,
Yo, Desaths, Yo, Deaths, Leeths.

20=-29 4 0 7 0 0 -

30-39 19 2 4 o 2 8.7%
40=48 28 3 4 0 3 9, 4%
50-58 25 2 3 o 2 7 G

60=~68 8 1 4 1 2 16, 6%
70-79 3 1 1 0 1 25 %

Before the racent wer it wes generelly held that to operate
efter forty eight hours bleeding wes neerly elweys cisestrous,
as the bowel sutures did not heal,

With repid messive transfusion this is no longer true and
rosults in this country show thet "late" surgery is now often

1

sucecessful , (pird).

This meens thet with libersl trensfusion end feedding there

is now e little more letituce in the time, during which it is



necessery to come to a decision, end the petient mey be, on
occasior, kept in reasoneble condition for three or four days,

When operetion is regerded as imperetive, its neture
must obviously very with the petient end the surgeon; no rule
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of thumb cen be epplied, (Gordon-Teylor).

The simplest procedure is to open the stomech or duodenum
end insert mettress sutures over the ulcer. This methed
elthough it may temporerily stop the blesding does not always
prevent recurrsnce (Ceses 59: 87), end should be reserved for
poor risks,

Pertiel gestrectomy hes besn successful in this series axl
it is now commonly held that this is the operstion of choicse,

The more importent controversiel espects of the conduct of
& case of massive heemorrhage from the upper elimentery trezet

have been discussed; there ramsin some minor points worthy of

mention,

Generel lensganent, (Sedetives, posture etec.)

Complete mentel end physicel rest is essentiel,

A bed, surrounded by screens, in e quiet corner where there
is not much treffic snd¢ from which no doors leed to lavatories
or sluice rooms, is the best position in e generel werd,

The propped up position wes adopted here as & routine, as
it wes considerecd the best for nursing end frensfusing ensemic
patients. In this position too, the right seuriculer pressure
is lower then in the supine end the denger of overloeding the
circuletion is minimised,

In eddition the likelihood of pulmonery complicstions is
diminished end, becsuse "cough is the wetch dog of the respirabtory

trect", morphie was reserved for the unusuelly epprehensive end

restless patient,

e



Berbituretes were prefarred, phencberbitons sodiwn wss 71
given subcutensously in 2=3 grein doses e&s wes recessery, later
this wes teken by the mouth,

hs e general rule the petient wes kept in bed until overt
bleeding hed cessed for two weeks, This wes quite possible in
generel prectice, but in hospibel e rush of war cesuelties
sometimes prevented this,

Aperients end enemetse wers withheld until bleeding hed
ceased for four or five days,

Secondsry Viteamin C deficiency mey occur in petients with
chronic ulcer, perticulerly if compliceted by heemorrhege,

This deficiency wes demenstreted by Pcr’cni; end Wilkinson, (1638),
fecordingly, two hundred milligremmes of Vitemin C were
sdministered deily, perenterally et first end later orally;

e liberal end modified Meulengracht diet was given throughout.

I em indebted to my colleesgues on the steff, Brs, H.B,
Smith end A.k. Viller (Pethologists), lr. G.il. &rnott (Surgeon)
end to e succession of house physiciens for their enthusiestic
colleboretion in this enquiry.
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AnEendix I

Deteiled reports and comments on ceses with messive haemorrhege.

Cese 1. J.T.I. mele, sge 59,

Hec¢ severe melsene efter vomiting blood on dey prior to admission,
Intervel history of epigestric pain for 1% ysers, two hours sfter food end
relieved by elkeslies, ' Heevy beer drinker end pipe smoker,

On edmission:

Clinical cordition very poor; petient pele, collepsed end mentally
confused = he could not give & rationel history. Merked arterio-=sclerosis
of retinel and periphersel vessels,

Pulse 106, B.P. 160/5C., Heeroglobin 40%.

Progress end trestment:

Routines Morphie gr. % given immedistely, Blood transfusion started
et once end continued since clinicel condition did not improve and bleeding
wes more or less conbtinuous, Ten pints given up to time of desth - on third
dey.

Blood urse 2nd dey (i.e. 24 hours after haemorrhage) 64 mgms %

3rd dey 70 mgms %
Postemortem findings:

Heart - 420 grammes. left ventricle hypertrophied, lMerked astheromea
end sclerosis of eortic erch, Blood clot in stomech, Ulcer crater 1" wide
3" deep in duodenum neer pylorus, ulcerating into convexity of curve of
atherometous ertery, 3 mms in diemeter,

Liver featty. Spleen lerge end soft. Kidney shows etherosclerosis
end endarteritis,

Death probebly due to desiccetion, (F.B.S.)

Disgnosis:
Chronic duodenzl ulcer, Haemorrhege, Type III,

Comments,

Normel blood pressure probebly very high, as judged clinicelly by the



arteriosclerocsis end s pressurs of 160/50 in spite of an obviously massive
heemorrhege. It was reelized that this petient wes a poor operative risk but
on the other hend it seemsd probeble from the degree of erteriosclerosis
present thet nothing short of surgery would stop the bleeding.

The surgeon wes celled in but steedfastly refused to operate.

Cese 3. J.R. mele, sge 33.

Copious heemstemesis begen at 3,30 p.m., the previous dey, and agéin Jjust
before sdmission, Previous atbtack three yesrs ago. History of peir after
food for three yesrs.

On edmission:

Clinicel corndition poor, loderste pellor. Tongue furred.

Pulse 105 rising to 120, B.F. 85/50, Hb, 70% (4 hours later),
Treetment end Frogress:

Routine: Plood trensfusion (continuous drip) = 6 pints in first two deys.

Blood uree 1st dey 45 mgms %

2nd dey 65 mgms %
3rd day 48 mgms %

5th dey Hb, 65%

oth day Hb., 1C0%

There wes no more bleeding.

Investigations:

Test mesl - susteined hyperchlorhydrie,

X-rey - chronic ulcer, lesser curve of stomech,
I'iegnosis.

1. Chronic Gastric ulcer,

2. Hsemorrhege, Type 1.

Case 6, W.C. male, age 36,

Was admitted es & case of heemoptysis. "Brought up bright-red blood this

morning", Hed sensetion of vomiting, (¥.B.)
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History of heving hed e thorecoplesty done 12 yesrs sgo for tuberculosis
of right lung.

Severe epigsestric pein, relieved by food, for past month, Three weeks
ago vomited one pint of coffee coloured fluid.

On edmission:

Clinicel condition feirly good, loderate psllor. Tongue furred,

Pulse 90. B.P. 115/75, Hb., 5%,

Chest x=-rey ~ collapsed right hemithorex, Active subcleviculer focus
on left side with rest of lung peppered by multiple foei.

Blood ures = lst dey 42 mgms %

2nd dey 50 mgms %
3rd day 65 mgms %

Patient had s further heemorrhege shortly after edmission, pulse rising
to 105; safter continuous drip trensfusion, this dropped to 80, two hours lster,
He then hed a further heemorrhage, pulse rete rising to 125 end felling two
hours leter, following trensfusion to 80, Three hours after this he hsd still
enother heemorrhege, pulse rete rising to 140 per minute and felling to 120
per min,, two hours leter.

At this point & leparctomy wes performed, The stomsch wes turned up &nd
pelpated between finger end thumb, Nothing ebnormel was felit, The surgeon,
who before the operstion, hed held thet the lungs were the source of hsemorrhegs,
decided now thst there wes no doubt thet this wes so, end without opening the
stomech, closed the sbdomen, The patient continued to have attecks of
heematemesis end in spite of messive trensfusions died on the fifth dey,
FPost-mortem findings:

Leen. Exenguinated,

Surgicel collapse, right side of chest, Upper medien recent lsparotomy
scer sound,

Deviation of lerynx end traches to left,

Heert deviested to right,



Right lung adherent end had to be cut out, very smell, bumell abscess
outer surfsace of epex of right lung with thorex as outer wsll - 7 tuberculer.
Left upper lobe hypertrophied end left upper chest very roomy and bsllooned
out in contrest to left lower chest which is flst, Encapsuleted, celeifying,
ceseous node, sbout 5 mms in dismeter et epex, left lung,

Left ventricle of hesrt weletively hypertrophied, otherwise heert normsal,

Abdomen - Tleum eand colon full of terry meleens, Stomach conteins 1=
pints of partly clotted blood; wulcer 25-3Q mms in diemeter in mid=-posterior
wall, towerds lesser curve, with pencreess es whole of bese and bleeding point
in middle; this is @ leterel window in one of the main brenches of the splenic
ertery, eround which there is much fibrosis, Duodenum normal, Liver pele,
frieble and fatty, Gall bledder end spleen normsl, Adrensl cortices
deeply pigmented yellow,

Kidneys pele, cepsules do not strip quite smoothly, (F.B.S.)

Comments,

(1) The tendency to attribute the source of heemorrhasge to the lungs
beceuse of the bright-red blood which poured out of the patient's mouth
without effort. Long history of chest trouble, and relstively short history
of gastrie trouble, seemed to support this view, The pationt however stated
thet he experienced the sensetion of vomiting,

(2) Comperstively short history of pein compestible, in this cese, with
marked fibrosis,

(3) Fibrosis responsible for feilure of erteriel well to retrect, This
feilure hes usuelly been sttributed to erteriosclerosis of the affected artery,
none was present in this cese,

(4) The importance of opening the stomach end cerefully exemining the
interior when no ulcer is pelpaple and of cerefully defining the stomech
boundaries,

In this case the adhssion of the posterior well of the stomach to the

Pancreas was mistaken for the lesser curve and the stomach was turned up,
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hinged on this point,

(5) The importance of & co-operative and experienced surgeon,

The senior surgeon had refused to open the ghdomen and the youngest
consultant on the steff wes the only one who would underteke this,

(6) It is possible thet the associeted tubercle produced "indigestion"
which the petient regarded es normel snd it waes only when the pain became very

acute thet he regarded it as e gastric symptom.

Cese 16, J.N., mals, sge 46,

Hasmatemssis just prior to edmission and elso on the preceding three dsays.

Five years history of epigastric pain efter food, relieved by alkslies,
On edmission:

There were no signs of shoeck but pellor wes marked,

Pulse 124, B.P, 110/70. Hb., 47%.
Treabment :

Routine, Blood trensfusion - 2 pints,
Progrosss

After edmission end for next three days, vomited sltered blood end clots
there was also melaens,

Heemoglobin 4th day 38% - 2 pints of blood given.

8th dey 53%
Four weeks leter 78%

Dischargecd ons month after sdmission,
Investigations;

Test meal - susteined hyperchlorhydrisa,

X-ray report = Juxtas pyloric ulcer.
Diagnosiss:

1, Chroniec Gastric ulcer.

2. Hseemorrhage, Type I.



T
Case 21. C.P. msale, age 32.

Woke up last night end vomited three pints of blood. NWo previous history

of pein or dyspepsie.
On sdmissions

Clinicel condition good, To shock or pallor,

Pulse 64, B.P, 120/80, Hb, 90f%.
Treetment : Houtine,

Progress:

On the third dey he suddenly bscame cold, week snd clammny end eppesrsd pels
end shocked, A 1little later he vomited blood,

Pulse 106, B.P. 85/50,

Two pints of blood were transfused, Heamoglobin weas then 62%,

Fourth dey B.P. 105/60,

During the next four deys he had repested sttaecks of haematemesis end eight
days efter edmission the heemoglobin wes 337 and blood urss 39 mgms per cent,
Two deys leter he sgein vomited blood end two pints of blood were transfused,
ib, then 45%, As hesmoglobin was still low one pint of pecked red cells wes
given,

Thers was no further nauses or haemstemessis end seven days later haamoglobin
wes 65% end his recovery proceded smoothly.

Investigetions:

Test meel - susteined hyperchlorhydria,

X-ray report = no sbnormality seen,

Gestroscopy. "Hypertrophic gestritis" only,

Diagnosis:

1 Recurrent scute ulcerstion,

2 Heemorrhage, Type I.
Comments,

Although hypertrophic gastritis was reported by the gastroscopist, this

ssems en unlikely diegnosis, &s the petient hed no history of pein or dyspepsia,
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It seems probable that the changes in the mucose wers the result of snxiety,

Case 23, D.J. male, ege 36,

Heemetemosis, 2=3 cupfuls, st first bright-red, darker latsr,

History of epigestric psin, 2 hours after food end relisved by the next
meal for the past 11 yeers, Recently pein has redisted throuzh to beck below
left scapula,

On edmissions:

Clinicel condition good; slight pszllor,

Pulse 96, B.P. 120/70, Hb, 85%.
Trestment:  Routine,

Progress:

&t 11 p.m. on night of admission patient suddenly collepsed with severs
melasna and a fow ounces of blood were wvomited,

Pulse 60, B.P. 35/215,

Thres pints of blood werse transfused,

Un second dey et 11,3C p.m, there wes enother stteck of melaena; he
pessed about one pint,

Pulse rete 60, B.P, 125/65, Hb, 48%,

The heemorrhege then ceesed end he mede en uninterruptsed recovery, being
discharged four weeks sftar edmission with haemoglobin 82%.

Investigetions:

X-ray report, Active duodensl ulceration,
Diegnosis:

1, Chronic duodensl ulcer,

2. Heemorrhege, Type I.

Comment s,

The veso-vagal resction on two occesions is noteworthy.

Case 26, J.C. male, age 72,

Heematemesis this morning. Epigestric pein on and off for 12 yeers,
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Hed morphia gr. 3 before admission (not known st time).

On ednission:

Petient drowsy, very deaf and incepeble of giving a lucid history.

Skin cold end clammy, Slight en®emie,

No sbcominel tenderness or rigidity,

Pulse 100. B.P. 80/50, Hb, 80%.

Trostment: Routine, One pint of blood trensfused,
Progress:
Pulse (7 hours lster) 95
(19 hours later) 125
Died unexpsctedly next morning,
Post-mortem findings:

1, Generel peritonitis,

2 Perforeted duodensl ulcer, 1 jn, in diemeter just beyond the pyloric
ring.

Comment s,

Death due to generel peritonitis following perforeation, Slight heematemesis

did not contribute to desath,
Note (1) Importence of ruling out perforetion before giving morphis for gestro-
intestinal heemorrhege (this case wes sent in es & heematemssis), This petient
wes the uncle of e local practitioner who gave morphia es soon es he weas celled
in, He wes not suspicious of perforation,

(2) In spite of signs being obscured by morphie end old ege, perforastion
should heve been suspected as the degree of shock wes quite out of proportion
to the blood loss, Judged by colour of mucous membramnes on edmission, he did
not appeer to heve lost much blood and his Hb, was 8%,

(3) Ferforetion should have been in mind; readiogrephy of sbdomen for

subphrenic gas would have settled the matter,

Casse 27, F.G, mele, sge 35,

Heemateme sis yesterdey, Epigestric pein at intervels during last eight
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VOEers.

On edmissions
General condition good; no svidence of ensemie or shock.
Pulse 80. B.P. 100/70, Hb, 90,

Trestment: Routine,

Progress:

Two hours leter B.P, hed risen to 125/80,

On third dey he beceme shocked end collepsed end hed severs melaens.

Pulse 120, B.P. 90/60, Hb, 53%.

Two pints of blood were transfused and he continued to have attecks of
melasna, none of which wes slerming, fourth dey since his pellor hed
increased enother pint of blood was given. Y¥o more bleeding occurred,
Eecovery uneventful, Discherged four weeks laster, Hb, 7554,
Investigetions:

Test mesl - susteined hyperchlorhydrie,

X=rey report - chronic ducdenel uleer,

Diegnosiss
1, Chronic duodenal ulcer,

2. Heemorrhege, Type I.

Casa 28, P.,M, mels, ege 53,

Haemetemesis three hours before admission, ftteack of melsene two deays
ego. History of epigestric pein two end a helf hours after food, relieved by
food end elkeliss, for past four years,

On admission:
Patient pels end collapsed, Tongue dry.
Pulse 108, B.P. 85/40, Hb, 75%,
Treatment: Routine., Two pints of blood trensfused,
Progresss Three hours efter edmission further heemastemesis = sbout half & pint,

Pulse 100, B.P. 95/50, FHb, 53%,

On sixth dey heemoglobin was 62%,



There wers no more racurrsnces sné before further investigations could
be carried out he was trensferred to E.M.S. Hospitsl to meks room for
cesualties.

Disgnosis:
1. Chronic duodenel ulcer (probeble)

2. Heemorrhege, Type I.

Cese 29, C.P. mele, age 33.
Heematomesis this morning, Hed previous stteck five months sgo (cese 25
No indigestion or psin in the intervsl,
On edmission:
Patient pele, cold end collepsed; skin moist,
Pulss 110, B.P. 95/55,  Hb., 75%.
Treetment: Routine, Three pints of blood trensfused,
Progress;

He continued to heve sttacks of heemetemesis but his condition wes never
elarming, The recurrences wers not severe snd were compenssted for by
trensfusion,

Fourth dey Hb, 43% )

) Two recurrsncss in the intervel,

Seventh dey Hb. 29% )

Two and e helf pints of blood transfused,

Winth dey Hb, 64%,

Sixteenth day Hb, 76%.

There hed been no furthsr blseding. Discherged four weeks efter sdmission,
Investigations:

X-ray report - No sbnomel ity ssen,

Gastroscopy. Stomach eppearsd normal,
Diegnosis;

1. Acute ulceration,

2. Heemorrhsge, Type II,



Comments,
With the knowledge of the previous history end of ths results of the

investigetions, no undue slerm was felt end no question of surgery erose.

Cese 32, S.¥. male, age 38,

Vomited two pints of blood this morning end then collapsed., History of
ebdominel pain snd vomiting of dark green fluid for one wesk. No symptoms
befors this,

On edmission:
Condition poor; patient pale end shocked, with dry furred tongue.
Pulse 100, B.P 70/45, Hb, 70%

Treatment: Koutine, Trensfusion = three pints given,

Progress:

Continued to have sttecks of stsle melsene, probebly not due to fresh
bleeding. Fourth dey, Heemetemasis (ebout one pint), Three pints of
blood given, 4fter this Hb, was 58%.,

Continued to have frequent melsens,

Winth dey Hb, 35% - two pints of blood given,

Bloventh dey Hb. 38% - one pint of blood given,

Nineteenth dey Hb, 48%

Twenty-sixth dey Hb, 54%,

Weekly reedings after this with iron sdministration showed steady rise,
67% = 78% = 85%,

Investigations:

Fractionsl test meel = susteined hyperchlorhydrie,

X~rey report, Sherp, conicel, penetrating ulcer creter at foot of lesser
curve of pers medisa,

Diagnosis;
1, Chronic gastric ulcer.

2. Heemorrhege, Type IT,



Comments,
Surgery not considered necessary es he wes not collepsed efter second
atteck of hesemetemesis end efter this with trensfusion snd irom hsemoglobin

continued to climb,

Case 34, R.B. mele, age 30.

Sudden hsematemesis today = two pints,

Two days ego suddenly felt sick and week, Hed a gestro-enterostomy
three end a helf years sgo. For three years befors this he suffered from
severe epigestric pain after food., A yeser efter his gestro-snterostomy he
hed enother operetion - an emergency = an ulcer et the enastomosis had
perforeted.

(n admission:

Collgpsed end pels,

Pulse 100, B.P. 85/50, Hb, 60f%
Treetment: Eoutine, One pint of blood given,
Progress:

Transfusion = 2 pints on following day

2 pints on third day efter which Hb, was 67%.

No further recurrence; rscovery uneventful,
Investigetions:

Fractionel test meel normeal,

X=rey report = stomel ulcer present,
Diagnosis:

1, Stomel ulcer,

2, Heaemorrhage, Type I.

Cese 38, F.P. mels, s&ge 40,
Attsck of melsens lest night, did not produce weakness or fainting,

History of epigastric pein two hours efter food, relieved by food and elkedl ies,

for past twenty years. X-reyed seven yeers sgo end duodenal ulcer found.



On edmissions 84

General condition good, No pellor or signs of shock,

Pulse 80, B.P. 106/70. Hb, 90%

Treatment: FEoutine, Discherged & week leter to meke room for war cesuslties.

Reedmitted six deys leter with history of seversl severe attacks of
melaena in pest few days.

On exémination: collepsed, skin cold end clemmy,

Pulse 112, B.P, 95/55, Hb, 43%.

Treatment; Routine. Two pints of blood given immediatsly,
Prograss:

Two days later he haed & severs hsemetemssis,

Pulse 120, B.P. 80/30, Two pints of blood trensfused,

He continued to bleed while drip trensfusion was running end surgeon
consulted with view to operetion which wes refused. Blood pressure rose to
100/80 after this transfusion end the condition temporerily improved but he
hed atteacks of meleens on succesding few deys end received two pints of blood
each day, His condition progressively detsriorated. Blood pressure fell
egein to 80/30 end pulse rete rose to 130-140 per min, He died on seventh
dey efter edmission,

Diggnosis:

l. Chronic duodensl ulcer,

2. THeemorrhege mild pessing into Type III.

Post-mortem refused by irete widow who thought something should have been
done to stop bleeding.

Comments.

This was st first & mild haemorrhage, which on resdmission obviously
belonged to the massive Type III class, In spite of large transfusions
patient mede no lesting progress,

The heemorrhage wes more or less continuous end could not be mede good by

trensfusion,



There is no doubt thet the widow wes right end thet this patient should

heve had surgicel trestment soon after re-admission.

Cese 50, W.B. male, age 50,

Heematemesis yesterdey, ettecks of meleena since, Remsined free from
pain since discharge in 1943 (case ) for sbout six months, Pein then
racurred, one hour after food relisved by elkalies,

On edmission:

Clinicel condition poor. Appears very eaneemic.

Pulse 80, B.P. 125/60. Hb, 22%.

Trostment: Routine, Two pints of blood trensfused,
Progress:

Fairly severe attecks of meleene occurred sbout once deily for next six
days end two pints of blood were transfused on eech of the 3rd, 4th, 5th end
6th days, Heaemoglobin wes 30% on third dey end 50% on sixth dey = in esach
cesa astimetion wes prior to transfusion,

Eleventh dsy Hb. 76%

Recovery wes uninterrupted.

Investigetions:

Fractionel test mesl - normal,

X-ray = duodenal ulcerstion with merked deformity of cep.
Disgnosis:

1. Chroniec duodsnal ulecer,

2, Hsenorrhage, Type 1.

Case 53, J.W. mele, age 48.

€5

Vomited three pints of coffee coloured fluid two hours ago and then beceme

unc onscious,
History of epigastric pein half en hour efter food, relieved by food end

alkal ies, Heemetemesis three end e haelf Years 820, Gastro=-ente ro st omy

thirteen yeers ego for dumedenal ulcer with no subsequent improvement,
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On edmissions

Petient pels, cold end collepsed; dry tongus,

Pulse 52, B.P, 95/55, Hb. 83%.

Trogtment:  Routine, Two pints of blood transfused.
Progress:

On third dey he had e further hesemstemesis; two pints of blood were
given, Haemoglobin wes then 66%. On fifth day enother setteck of hsemetemesis
occurred and two more pints of blood were trensfused. There was no further
heaemorrhage.

Sixth dey Hb, 40%; two more pints of blood trensfused,

Fourteenth dey Hb, 69%

Thirtieth dey Hb, 85%

Investigationss
Fractionel test meel - histemine gest eschlorhydrie.
X=ray report = Stomel ulcer,

Disgnosis!
1, Stom&l ulcer.

2, Hsasemorrhage, Type I,

Case 54, J.F. mels, ege 54,

Baceme suddenly giddy at work this morninz end then vomited blood,
Previous atteck fifteen yeers ago. No recent pain until six weeks ego when
he developed pein across upper abdomen, unreleted to food,

On gdmission:
Patient pale, cold e&nd collepsed with dry furred tongue.
Pulse 96, B.P. 100/60. Hb, 67%

Prograss:

Much improved on next dey but on fourth day he felt faint, week end
sickly end passed e black motion, Heemoglobin efter this was 39% end B,P,

100/50 and & transfusion of thres pints of blood was given, (Tt seemad he



must have been lesking, )

On sixth dey melesena recurred,

Pulse 74, B.P. 90/50, and he received e further two pints of blood.

On eighth dey there was enother recurrence,

Pulse 84, B.P. 100/40. Hb. 27%

One end e helf pints of blood were trensfused followsed by one, two, two,
gnd one pints on successive days,

Ther eafter no further haemorrhsgze occurred snd on the seventeenth dey the
heemoglobin was 46%.

Twenty=-first aa§; Hb. 56%

Twenty-eighth dey Hb, 80%
Investigations

Fractional test meel - Histemine fest achlorhydrie.

X=ray report, No ebnormelity seen,

Gastroscopy, Atrophic gestritis,
Diegnosis:

l, Gastritis, Recurrent scute ulcers,

2. Hsemorrhage, Type I.

Cese 556, J.S. mels, age 43,

Vomited blood six hours sgo. Previous ettacks one wesk end two weseks
ego., YNo indigestion until four weeks ego when he begen to have pain, unrelated
to food, in the left hypochondrium,

Drinks &t wesk end only; eoout ten pints of beer end en occasionel whisky,
On admissi ons

Patient cold, collepsed and sweating with dry tongue. He wes very pale,

Pulse 100, B.P. 170/90, Hb, 22%.

Treatment: Routine, Transfusion - 2 pints.
Progress:

Thers was no further hsemorrhage. Two pints of blood given on 2nd, 3rd
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end 4th days.
Fourth aey Wb, 51%
Eleveuth dey Hb, 51%
Fifteenth day Mb, 64%
On discherge et end of third week blood pressure was 19C/9C,
Investigetionss
Fractionel test meel - nomasl,
X-ray report = no sbnormelity seen,
Gestroscopy = normel,
Diegnosiss
1., Recurrent scute ulcer,
2. Hszemorrhege, Type 1.
Comnent s,
Although petient looked ill on edmission, the blood pressure hed fallen

very little,

Cese 62. W.E. msle, ege 53,

Vomited helf e chemberful of blood today, Hes folt week for four deys
enc has head & few ettecks of melasens,

Gastro=-enterostomy perfomed ten ysers ego,
On ednissions

Patient shocked, mucous membranes pele, tongue dry,

Pulse 52, B.P. 90/60. Hb, 30%,

Treetment:  Routine, Blood trensfusion begun,

There were & few recurrences of heemstemesis end meleens on the first dgy
end, in spite of continued trensfusion, his condition deteriorated.

Leperotomy performed on second dey. Large open artery from which there
wes profuse bleeding wes found on the posterior 1lip of the stoma; it wes

ceught in cstgut sutures and the heemorrhege ceeased. Trensfusion continued

during operetion. Although there wes no further hesemorrhege his general



condition dic not improve end he died on the third dey, =
Post Mortem report (T.C.) Incomplete.,

Abdomen, No bloed ir stomsch or bowel,

Lungs, Slight congestion of left lung bese,

Heert normel,
Diegnosis:

1, Stomel ulcer,

2 Hsaemorrhege, Type III.

Operetion 2nd dey, Died 3rd deye.
Comments,

Surgery deciced on because after twenty four hours in hospitel, despite
trensfusions, he wes deterioreting, Desth wes probebly due to irreversible
shock = there wes no blocd in stomsch or bowel st post mortem,

Deley in edmission to hospitel wes perheps & factor in determining degree

of shock,

Cese 63, J. ¥cH, male, ege 67.

Hes had meléenz for past 6=7 weeks and vomited derk blood last night,

Hes had pein two hours after food for last eleven years.

On edmission:  Appeered very psle but did not lcok shocked,
Pulse 94, B.P. 150/70, Hb, 17%.

FProgress:

Wes somewhet improved on second dey end two pints of blood were given to
raise heemoglobin,

On fourth dey Hb, 39% end petient improving, Leter thet dey wes seized
with suiden severe pein in upper ebcdomen which beceme rigid and did not move on
respiretion, At seme time he vomited twelve ounces of blood,

It wes obvious thet he had perforated end he was being prepered for operation
when he hed e further lerge heemsteresis end died in spite of immediate eml rapid

tlood trensfusion,



Post mortem report, (7.C.) Incomplete. ve

A lerge ulcer, one inch in diemeter, on the lesser curve of ths stomech
with & large open srtery in its floor, uech fibrosis present. Microscopy
showed this ulcer to be benign,

Diegnosiss

1. Chronic gestrie ulcer,

2. Heamorrhege, Type II suddenly becoming Type IIT,
Comment s,

1. Lerge fetel hesmorrhege which wes unpredicteble, It is doubtful
if & petient with so low & heemoglebin percentege, which had probebly been
present for weeks, could heve survived en operetion in the first forty-eight
hours,

2. It is probeble thet the long deley in sending this petient to hospitel

and the prolonged enoxie essocisted with his sneemie contributed to his deeth,

Cese 70, W.S. mele, age 43,

One week sgo suddenly beceme week end vomited e chemberful of blood end
passed a black motion, This was repeated last night,
On edmission:

Very ensemic, Tongue dry, Wo evidence of shock,

Pulse 94, B.P. 110/50. Hb, 38%,
Trostment: Routine. Trensfusion of thres pints (for ensemisa).
Progress:

On fourth day he suddenly beceme pele end week snd passed e reddish black
stool; tonrpgue dry end furred,

Pulse 120, B.P, 70/40.

Three pints of blood were given, @b, wes then 36%,

Fifth dey. Three pints of blood given, Hb., 47%,

Seventh dey, Two pints of blood given.

Eleventh dey, Hb, 67 5%,

Eighteenth dey. Hb., 81%,



Investigetions:
Frectionel test meal - Histemine fest schlorhydria.
X=ray report = no sbnommelity seen,
Gestroscopy = no sbnormslity seen,
Disgnosis:
l, Acute ulcer,

2, Heemorrhege, Type 1.

Case 71. R.B. mele, sge 47,

Attack of heemorrhage todey =~ derk red vomit with clots, Epigestric
pein for one yeer, sometimes relieved by food end returning two hours later,
On edmissions Generel condition good; not collepsed; no pallor,

Pulse 110, B.P. 130/80. Hb. 100%.

Trestment:  Routins,
Progress:

On the second dey he collepsed and vomited blocd.

Pulse ¥ B.P. 75/40,

Two pints of blood were transfused end he improved efter this,

On third dsy he vomited e large quentity of blood and beceme unconscious.
Pulse rose to 140 snd beceme very threedy in quelity, B.P. 50/2.

Transfusion begun at once but he died e few minutes later,

Post mortem findings ( Dr. T, Cooke)

Congestad lung beses,

Patch coronery etherome.

Stomgch end intestine full of blood,

Lerge, deep, thickly fibrosed ulcer in first part of duodenum close

to pylorus with lerge, open=-mouthed srtery in bese.
Diagnosis:

1. Chronic duodenel ulcer,

2, Heemorrhage. Clessified es mild on sdmission end as severe

T}rpe I on second da}’, later bacoming Type A5 He s



Comment s, o2
A sudcer cetestrophic haemorrhege on third dsy produced desth slmost

et once, The death wes unforeseen, If this cese hed occurred a little

later in the series he would have been rediogrsphed efter his first

recurrence or immedigtely & history of chronic ulcer hsd been obtsined end

operated bupon before his fetel recurrencs.

Case 79, W.C. mele, sge 72,

Vomited blood this evening end alsoc yesterdsy, Hes haé much fletulence
end upper ebdominel pein brought on by food for passt three yesrs, Remiassions
heve occurred but heve never lasted for more than two weseks,

On edmission:
Very esnaemic, Pulse soft and repid, Tongue dry end furred,
Pulse 110. B.P. 85/60. Hb, 403.

Tregtment; Routine, Two pints of bloed trensfused.

Second dey. Profuse heemetemesis. Three pirts of blood trensfused.

Third dey. Further heemetemesis. Pulse 12¢. B.,P. 80/50. Two end
2 helf pints of blood given, Surgeon wes now celled in but refused to operets
es "condition of petient wes too precerious".

Fourth dey. B.P, was 100/50. Pulse 95, Hb, 53%.

Fifth dey. Hed & recurrence of heeretemesis end died helf en hour later ,
Post mortem (Dr, F.B. Smith)

Blenched, lesn, Brain blanched, Eerly perihiler consolidation right
lower lobe,

Cepecious eorte, erch end trunk, Heart eppeers quite nomal,

Stomech end ileum full of blood.

Chronic duodenal ulcer, 30 mms in diemeter edjecent to pylorus; very dsep
end eroding into pancrees with & lsrge ertery perforeted in base,

Liver quite normel, Small wasted edrensals.,

Pele, sthero=-sclerotic kidneys. Normel prostete and bladder,

Diegrnosis;

1. (hronic duodenel ulcer.
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2, Heemorrhege, Type III,
Comment s,

Attecks of heemetemesis in this cese occurred et feirly long intervels,
but as eech one was very severe, the clinicel c andition hed undergone &
definite deterioretion, by the third degy, in spite of trensfusion. Surgical
eid wes sought, Absence of radiologicel evidence, sbsence of co=operestive

surgeon end deeth of pstient regretted in retrospect,

Cese 8l. C.P. male, age 45,

Vomited e pint of thick blood ebout noon todey end hed subsequent meleena,

Spigestric pein 5-6 yeers, relieved by food end slksaliss. Torse for lest
three months, Has hed remissions,

On sdmissions  Patient grevely ill end very shocked,

Pulse 130. B.P. 40/30(%) )

Trestment: One pint of plesme given immedietely, followed by blood,
Progress: Patient died within en hour of sdmission,
Post mortem findings,

Exenguineted, leen, Very mearked, elmost polypoidsl lymphedencid
hyperplasis of tongue.

Chest, Gross emphyseme with bullee of lungs; marked oedema of right
lower lobe.

Abdomen., Blood in gastro-intestinel trect; 250 ccs with messive clot
in stomech, Ulcer creter in posterior well of stomech with pencrees ss bese,
Source of heemorrhege not visible to the nsked eye.

Spleen. A few scettered white foci up to 6 mms in diemeter,

Liver, Indistinctive to naked eye but psttern not quite normel,

Kidneys, Appeered normel epert from pellor.

Bloed steined peritoneel effusion, Considereble mess of pre-sortic lymph
zlands extending from coeliec axis to pelvic brim - discrete, white and
modersately soft,

Microscopy of lymph glends end spleen. Reticulosis.
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Diegnosis:
1. Chronic gestric ulcer,
2. Heemorrhsge, Type I.
3. Retieulosis.
Comments.
Reticulosis probebly contributed lsergely to the fetsl issus end it is

probgble thet it wes responsible elso for the haemorrhagic diethesis,

Cese 86. G.M, mele, =zge 42,

Hed smell haemsteme sis yesterdey but, this morning vomited e lerge emount
of blood and felt wesk, Hed e haemateresis two years ego. He hed hed
epigestric pein for one and & helf yeers esnd wes rediogrephed one week ago by
me snd penetreting movesble ulcer on lesser curve was reported to his coctor,
On ednission:

Severely shocked, very psale,

Pulse 135, B.P. 60/7, Hb, 6%

Treetment:  Routine, Two pints of blood trensfused et once,
Progress:

Definite improvement observed on second day snd blood pressure hed risen
to 110/60 mms Hg,

Third dey. Heemoglobin 33%,  Two more pints of blood transfused,

Fourth dey, Another heemstemesis - 2 pints,

Petient shocked end collapsed. Trensfused -« 2 pints,

A severe recurrence end his condition wes &etariorating, Surgeon celled
in end was very willing to operate after he had seen films of large lesser
curve ulcer,

Trensfusion continued in thesatre.

Pertiel gestrectomy performed,

Recovery progressive and uneventful,

Diegnosiss

1. Chronic gastric uleer,

2, Hsemorrhage, Type I - Type IIl.



Comment s, 95
Possession of previous rediogrephs persusded surgeon to operste with

confidence,

Case 87. W.S. mele, age 37,

Collepsed on floor this moming end wes violently sick., Vomit conteired
bright red blood, Has been vomiting thick brovmish fluid for past few deys.

History of pein releted to food for 13 yesrs, Remissions for months.
Wes in hospitel s yeer ago with severe haemstemssis,

Un edmission: Petient pele, cold and collepsed with dry tongue.

Pulse 112, B.P. 65/40. Hb, 22%,

Troetment: Routine, Blood transfusion - three pints,
Progresst Hed s smell haemetemesis six hours efter sdmission,

Second dey, Somewhet improved, Pulse 116, B.P, 95/55,

Third dey, Improvement meinteined, Pulse 100, B.P. 106/60.

Wes given smell barium mesl (4 ozs) at this point end lerge ulcer creter
seen on posterior sspect of lesser curve.

Fifth day., Severe recurrence, Vomited sbout two pints of bright red
blood,

Pulse 130, B.P. 70/4C,

Surgeon celled in st this point; he seid he would operste =s soconr as
systolic blood pressure hed been reised to 100 mms Hg, (systolic).

Trensfusion wes begun end before zoing to thestre the blood pressure hed
beer reised to 95/55,

Cper ation,

Right peremedien incision, Stomech which wes very distended, opened
through snell incision end sbout two enc & half pints of derk blood aspirsted,
Lerge ulcor on posterior well of lesser curve wes seen end a large artery in
its base was bleeding freely. The artery wes ligstured end the stomach end

ebdomen closed.

Seventh dey, Mucous membranes ere very good colour,



Patient much improved, B.F. 110/65. o8

Eighth day. Hb. 78%.

Hinth dey. Severe heematemesis sssocieted with shock end collapse.
Transfusion begun.

He contirued te heve frequent severe ettecks of bleeding and died on
eleventh dgy.

Post mortem, (Dr, F.B. Smith)

Lean end pale, Skull nomel,

Chest, Smell hesrt end lungs,

Abdomen,  Enormous diletetion of very oedemetous, thick welled stomach
which conteined 1 litre of derk brown, wetery fluid with & lerge blood clot.
Stomach lies egeinst symphysis pubis,

Enormous excorieted lesser curve ulcer, 8 x 8 cms in ares, in depth cf
which wes & large clot pointing from lumen of & large srtery,

Gall bledder thieckened,

Greet ocedeme of retro=-serous tissue of upper ebdomen,

Kidneys = very pele snd surfece slightly roughened end rether swollen.

Adrenels and pencress - normel,
Ileum contsins 10 ozs of fluid similar to thet in stomech,
Color conteins meny derk scybala,
Diagnosiss
1, Chronic gestric ulcer.
2, Hsenorrhege, Type III,
Comments,

1., Surgeon shoulc have been consulted sooner,

2., Ligeture of bleeding ertery only stopped the bleading temporerily;
it did not prevent recurrence.

3. Distension of stomech end oedeme of well due to prolonged secondary

shoclk,



Case 88, H.B. mele, ege 62,

Hec e lerge heemetemesis this morning, Seversl yeers' history of
indigestion becoming more scute recently, Liver end spleen impelpeble.
On edmissions

bder etely shocked, creemy pallor, Dry furred tongue.

Pulse 100, B.P. 85/60. Hb. 63%,

Treatment: Routins, Trensfusion of two pints begen st once,

Secord dey, Much improved end blood pressure hed risen to 15C795. Hb., 40%.

Third dey, Pelt sick end faint, went pele end hef copious melaens,

Pulse 110, B.P. 85/60.

Two more pints of blood trensfused end was much improved,

Fourth dey, Improvement meinteained, Small berium mesl given (6 oz},
Hegmptons formuls used but 2 ozs more weter was sdded, This was given to
determine whether the ulcer thought to be duodensl, wes in the distel or
proximel part of the cep. A lerge crater wes resdily seen on the lesser
curve, It moved on respirstion,

Fifth day. £nother lerge meleene, petisnt shocked end collapsed,
Trensfusion begun end surgeon sgreed to operste as soon as systolic pressure
recovered to 10C mms Hg., (systolic).

Teken down to theetre and transfusicn continued,

Partiel gestrectomy performed,

Recovery uneventful as in preceding csse,

Diepgnosiss
1, Chronic lesser curve ulcer,

2, Heemorrhage, Type III,

Cese 89. J.S5. ege 59,

Last night vomited sbout a quert of blood ené hes vomited seversel smell
emounts since, Tongue furred but moist,

Abdomen moves with respirastion; e little geseous distension; no free

fluid, Tenderness over duodenum but no guerdings
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B.P. 165/90, Skin cold end clemmy, P.R, 10C per min, Hb. 80f%.

Hes just egein vomited s little brown fluid,.

He begen to vomit egain end there wes & swinging pyrexis.

Twenty-five deys after his partiel gestrectomy he develoved tenderness, pain
end fullness over his duodenum, The R, peremedien incision wes re-opened end
e smell, foul smelling pocket of pus wes found around duodensl stump with a
smell extension ebove liver. Pus end necrotic materisl evecueted and rubber
drain put dowm, .

Three deys leter bile bagen to dischsrge from drain evidently from &
duodensl fistuls,

Nine deys leter there was = well esteblished fistulae end the drainegse wes
much less, Corrugeted drein removed end sucker tube left in situ,

Eleven deys later bile drainege by suction wes discontinued end, eight
deys subsequently he wes discharged home,

Diagnosiss

1. Chronic duodensl ulcer,

2. Haemorrhege, Type III,

3. Perforeticn,

Comments,
Simple ligeture of bleeding point was egein unsuccessful and bleeding wes

not permenently errested until partiel gastrectomy hed been performed,

Cese 92, AN. femele, age 67,

Hed severe hesemetemssis todsy, History of pein efter food for seventeen
yveers,
On esdmission: ]

Yot perticulerly shocked; moderate ancemie, Very obese, (21 stones)
Adiposis dolorosa, (Dercum's disease ),

Pulse 110, B.P. 160/100, Hb, 42%,

Treetment: Routine,
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Progress:

During succeeding three deys she hed repeeted severs recurrences
essocieted collapse end despite repeasted trensfusion died on fifth day.

Surgeon refused to opersate beceuse of obesity snd poor condition of
petient, To rediological exeminetion cerried out,
Fost mortem, Refused,
Diagnosis:

1., Probeble chronic gestric ulcer,

2. Hsemorrhege, Type III,

3. Adiposis dolorose,
Comments,

A cese for surgicel intervention selthough it was reslized thet this
would heve been technicelly difficult, Operation refused by surgeon es he
considered her best chence was conservetive trestment, on account of her

genserel condition,

Case 120, W.N. femsale, age 34,

Vomited coffes ground fluid yesterdey end this merning had severe heamorrhege
with collepse snd swesting, L yeer's history of indigestion with intervel
ecute pein efter food,

On admission: Pale end shocked; dry furred tongue.

Pulse 100, B.P, 80/50, Hb, 557,

Cicatrices redieting from engles of mouth,
Treatment: Routine.

Two pints of blood tremsfused end condition much improved. Following
morning six ounces of barium (modified Hemptom meal) given end patient screened,
Lerge ulcer crater ssen feirly high up on lesser curve.

Two deys leter lerge heemetemesis with collepse and pellor, Condition
much deteriorated and giving rise to enxiety.

Pulse 120, B.P. 7C/2. Hb, 40%.

Two more pints of blood transfused and condition improved agein somewhet.



Surgeon celled in end egreed to operste, 100
Further trensfusion of two pints sterted end continued in theatre,
High pertiel gestrectomy performed. Somewhet slow convelescence end

ultimate recovery. Wessermenn end Kehn reactions strongly positiva.

Summery end Conclusions,

1. The litereture has been surveyed exd en enelysis made of 120 ceses of
bleeding from the upper alimentery trect; in this group there were 1C
fatelities due to hsemorrhege (ell chrounic ulcer) = mortelity 9%, Various
espects of the diasgnosis end trestment of ulcer heemorrhege ere considered
with speciel reference to the msssive typs, of which thers were 28 exsmples
in the series,

S The dif ferentistion of ulcer from other ceuses of bleeding from the
upper gestro=intestinel trect is discussed end sttention is drewm to the
possibility of missing e concomitent perforetion in en ill, elderly patient
who hes hed morphis,

Acute ulcer is defined; & reletively short history of pein, or its
complete sbsence, was found to be the only relieble guide in distinguishing
it from the chronic type,

3, A& severe or messive hsemorrhsge is defined end the limitations of the
criteris commonly emplcyed in essessing severity discussed; those of Witts
(excluding pulse end Blood Uree) were focund relisble but the importence of

the clinicsl impression is stressed. Recurrence was of paramount importence
in prognosis, end the mecessity for defining it further for clinicel essessment,
records and publicetion is poinmtedout,

Recurrence is divided into three types, depending on its severity, frequency,
end the possibility of keeping pace with the blood loss by trensfusion,

4, In eccordence with the basic idea of the MNeulengrecht regime, the
importence of edequete inteke of fluids end electrolytes is stressed,

In severe ceses these were given intravenocusly - three vints of normsl

seline followed by 4,1% glucose in one fifth normal sseline. The edventeages



of the letter solution sre outlined, . 1cl
5, Objections, often quoted by the older physiciens and surgeons, to the use
of liberel trensfusions ere refuted end the edventeges in both conservetive
en¢ surgicel treastment, pointed out,
6. The use of Redioclogy in the stege of scute bleeding is discussed,
708 A criticel eneslysis of the 10 febel cases is mede in retrospect, Some
of these were preventeble end the employment of surgery in cases of chronie
ulcer with Type II1I heemorrhsege, in the leter pert of the enquiry, wés
successful, pertial gestrectomy being the operstion of choics,
8. The shortcomings of the present method of edmitting petients with ulcer
heemorrheze to the medicel werd end the benefits to be obtained by close
co-operetion of physieien, surgeon end rediclegist ere outlined,
It is importent, in e generel provinciel hospitel, that ths genersl surgeon,
who may not heve hsd extensive experience in this branch (the surgicsl registrer
often deels with this emergency), should be & member of the teem which is
observing the cese, This is especielly so et the inception of such & teem,
befors confidence end understanding heve been esteblished.
9, Four fetel cases were under fifty yeers of age, end post-mortem in thres
of these showed that thse artery was encessed in dense fibrous tissue; this is
probgbly a more importent factor then endarteritis in preventing retrection.
10, As & result of the enquiry e definite procedure resulted =
(2, From the history end clinicel exemination on edmission,
ceses were first divided into acute ané chronic ulcer,

(b) In ceses which were not cleerly scute ulcer, Rediclogy was
employed during the emergency.

(¢) Inthe cese proved to be chronic ulcer, type III recurrence

wes en ebsolute indicetion for immediete operetion,
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Appendix II

Summary of case reporis.

ey to ezbbreviations

Column Z Column 3 Colunn 4
D.U. = duodensl ulcer H.= Haenmatemesis G.C,» = general conditicn
G.U. = gastric ulcer M.= Melaena Hbe. = haemoglobin
Chr. = chronic
Column &

+ HC1l = hyperchlorhydrisa
ACl = achlorhydria



Males.

Case No. Final History Clinical findings and progress.
and ege. Diagnosis .
i
1 Chr. D.U. _
(59) Hypertension See Appendix I for detailed notes.
Atheroms.
2 Chr. G.U. H. day of admission. (.C. good. Pulse 72-74« B.P.136/8|
(38 Pain relsted to food Hb. 90%. Uninterrupted recovery,
4 yesrs
3 Chr. G.U. See Appendix I for detailed notes.
(53)
4 Chr. D.U. H.& M. one hour sgo. Collapsed. Skin cold and moist,
(40 Pain after food,4 yrs. Pulse soft, 84. B.P.90/60. Hb.70f
B.P.(1 hr.later) 100/70 Hb.(2 days
later 80%. B.P.(6 hrs later 120/70,
5 Chr. G.U. H. a few hours ago - Pt.cold but no other signs of shocl
(36) 2 pints. Pulse 80. Hb.80% B.P.95/60.
B.P. 8 hrs.later 100/60
24 " " 105/60
48 7 " 110/60
6 Chr. G.U. See Appendix I for detailed notes.
(36)
T Acute ulcer M.5 days ago. Vague G.C. very good. Tongue moist.
42) indigestion 2 weeks. Pulse 76. B.P. 125/75. Hb.85%
No paine
8 Chr. D.U. He d&y of ad.missiono GaCs gOOdo Pulse 80 B.l’.l50/8i.l.
(48) M. a few days ago. Hb. 86%
Pain related to food
many years (1-5)
9 Acute D.U. H. four times in past G.C. good. Pulse T6. B.P. 135/85
(49) 8 days. Dyspepsia 4 Hb. 90%.
yeers. No paine.
10 Acute G.U. Severe H. producing Pb. very blanched, otherwise good.
(47) coma.7 days agoe. No Pulse 85. B.'. 115/60. Hb. 30%
history of pain or (Two pints for ansemia)
dyspepsia.
11 Banti's Seve 1. this e 5 Ml k
(29) Tine. evere H. 15 mox n1115. Fte coll&pbea =t hr_\me’ hppeared
isease moribund (report of own Dr.) On
admission hud recovered from shock
Pulse 124. B.P. 120/60. Hb. €3pe
£ days later had very profuse He |
Died before transfusioncould be giff
I(I.:jé) Chr. D.U. H.& M. one week ago, G.C. good upart from pallor. FPulse

was pale and faint. 88. B.P. 150/80. Hb. 38%. <21 daf
Pain related to food, later Hb. 75%.
o] yrs.




No. of
re currences .

Degree of

Radieclogical Fractional Gastroscopy. Remurks.
haemorrhage .

findings  Test Meal.

Blood trans-
fusion (pints)

about
10 Severe - - See Appen=
dix 1. 10
0 Mild Positive Sustained - = =
hyperchlorhyd.
Severe Positive . 0 See Appen=
dix I. 6
0 Mild Positive g Shock in this -
case not
oligaemic,
probably psycho-
legical,
0] Mild Positive Histamine - - -
labile
achlorhydria
9 Severe R.hemithorex - - See Appen-
collapsed. dix I. 11
Active .Subclav.
focus L.side.
0 Mild Negative Climbing No &abnor- - -
curve mality
SEEll.
0 Mild Positive Normal - - -
9] Mild Positive Nermal ™ = 2
0 Mild Negative Sustained Normsal Not admitted to 2
Hyper— hosl_:ital far 7
chlorhydria aays after He.
Dr .afreid to
move him.,
1 - - - - - =
0] Mild Positive sustained - This pt .probably
hyper- had small haem-
chlorhydria orrhages which

escaped notice.



Case No. Fingl History Clinical findings and progress,
and age. Diagnosis
13 Chr. D.U. He. yesterday. History of Condition good. Pulse 86.
(47) pain related to food - 20 B.P. 140/90. Hb. 67%
years . frevious haem.4 yrs
ago.
14 Ac.ulcer H. & pint. Drinks 20 pints G.C. poor. "Muddy"lock. fTeeth ff
(54) (7 slechelic beer daily. Pain related to Pulse 86. B.P. 150/90. Hb. 60§,
gastritis) food, 10 years.
15 chr. D.U. Collapsed yesterday. Vomited G.C. Good. Pulse 76. B.P. 120/4
(42) coffee grounds and clots. Hb. 86%
Pain related to food 7 yrs.
16 Chr. G.U. See Appendix I for detailed notes,
(46)
17 Anastomotic H.yesterday. Gestro-enteros- G.C. good. Noe shock. B.P. 120/}
(44) ulcer tomy for D.U. 9 years ago. DNo pallor. Hb. 100%.
Pain recurred 4 yesrs &goe.
18 Chr. D.U. H. 1 pint today. Pain G.C. good. Pulse 80. B.P. 110§
(40) unrelated to food, began tQ0 Hb. 72% :
yrs ago. Perforation 4 yrs
ago then no pain until 2
yr's Hg0e
19 Acute ulcer Large H.just before admiss- G.C. poor. Tengue dry. Pulse
(41) ion. No previcus pain or 132.. B.P. 90/60. Hb. 53%.
dyspepslae.
20 Chr. D.JU. 5 days ago fell dizzy and G.C good. Pulse 80« B.P. 119/
(50) later vomited dark clots, Hbe 60%
2 days ago vomited bright
red bleod. Pain relzted to
food 4 months.,
21 Acute ulcer See Appendix I for detailed notes.
(32)
22 Chr. G.U. Yesterday severe H. 10 days Pt. pale; otherwise vwelil. Pulse
(24) ago H. 15 yrs ago gastro- 86e B.P. 115/76. Hb. 57%-
enterostomy for D.U. No 4 days later Hb. 67% :
pain or dyspepsia since
operation, but has had
repeated melaensa.
23 Chr. D.U. See Appendix I for detuiled notes.
(386) y
24 Acute stomal Yesterday suddenly became

giddy. Today H.4& M. with
collapse. Gastro-enteros-
tomy 26 yrs ago. HNo pain
since operation.

G.C. good apart from pallor.
Pulse 120. B.P.125/65. Hb. %0;
Three days later - Hb. 80%
B.P. 130/60,




No. of Degree of Radiological Fractional Gastroscopy Remar ks Blood trans-

recurrences.haemorrhsge. finginds  Test Meal fusion (pints)

U Mild Positive Histamine - - =
fast AC1

0 Mild Negeative. Normal Patchy - =

No ' gastritis
varices.

0 Mild Positive Histamine = - =
fast ACL

0 Mild Positive Nermel

0 Mild Positive Normal

(0] Mild Negative GSwstaimed Negative Low Hb. reading snortly 2
+ HC1 after haem.probably due

te low Hb.before. Had
severe rheumsatoid arth-
ritis. Chronic invalid.

o Mild Positive 1 - - 2
7 Severe Negative f Hypertrophic
gastritis.
0 Mild Negative  Normal Ulver lesser 0 1
curve,stomna
normsl .
0 Mild Stomal Normal - - -

& pasnm




Case No. Final History Clinical findings and progress,
and age. Diagnosis

25 Chr.peptic Pain p.c. 1b years ago. G.C. goods Ne shock or collapse,
(€0) ulcer. Short X-ray showed D.U. then. Pulse 80. B.P. 110/70. Hb,80%,

oesophagus« Last & years - indigestion
and epigastric pain. !Mod.
Haematemesis yesterday.

26 Chr. D.U. See appendix I for detailed notes.

(77 Perforat ion

27 Chr. D.U. See Appendix I for detsailed notes.

(89)

28 Frobeable See Appendix I for detailea noted.

(53) Chr. D.U.

29 Acute See Appendix I for detailed notes.

{33) ulcer

30 Acute H. 1 pint just before lo pallor or signs of shock.

(€64) ulcer admission. No history of Pulse 110. B.P. 130/80. Hb.86%
indigestion or pain. Two hours later pulse 110.

Next day Hb. 70%

31 Chr. G.U. He today 1 pint. See case G.C. good, better than on previs

(55) (14) same patient. Inter- admission. Pulse 82. B.P. 145/80
mittent pain since last Hb. 72%.

discharges

32 Chr. G.U. See Appendix I for detailed notes.
(&8)
33 Chr. D.U. Hs. 1 hr. before admission, G.C. good. Pulse T6.
(48) History of pain related to B.:. 125/80. Hb. 76%.
food 1 year.
34 Stomal See Appendix I for detailed notes.
(30) Ulcer «
36 Acute H. just before admission. Condition good. lulse 85
(30) ulcer History of pain relsted B.P. 130/60. Hb. 86%.
Atrophic to food - 6 months,
gastritis,
36 Chr. D.U. H. yesterday and today. G.C. good. Tulse 88,
(34) History of pain releted to B.P. 160/95. Hb. 679
food - # yrs. Perforated
7 years sgo.
37 Probable H. 2 pints today. History of Condition fair. Pulse 80.
(65) Chr. D.U. pain related to food - 1 yr. B.P. 160/95. Hb. 67%
38 Chr. D.U.

See Appendix I for detailed notes.
(40)




No. of Degree Raciological Fractionsl Gustroscopy Remaris Blood trans-
| recurrences.of haen. findings Test Meal fusion(pints)
28

- L = o
0 Mild Short oesoph. Sustained ‘{zzf‘?hc’gﬁht tr"DbB
with ulcer. + HCl. e A
o g : who thought ne had
See sectinn i
SR G.U. Also had
o Rzdiclogy heimaboid arthritis
Case T. rheumateid erthritis.
0] Mild - - - Severity of case, due 3k
te perforation undiag
-nosed be fore deaths
T Severe - - - ' 6
1 Severe = = - Trans.tc E.M.S.hosp. 2
before further inves-
tigations carried out.
8 Severe - - - Same case as 2l. O 6
months between
admissions.
0 Mild Negative Normal Normal - -
s} O Mild Positive Sustained - No ulcer seen 1 yr -
O + HC1 ago by x-ray or
gastroscopy.
0 Severe Positive Normal - - -
0 Mild Positive Normsl - - -
0 Severe Positive Hormal - - -
0 Mild Positive Normal - - -
(gastritis)
0 Mild Pesitive Normal - - s
0 Mild - - - - = -
8 Severe - - - = 12




Case No.

Final

History

Clinicel findings and progress,

and age Diagnesis
e
39 ? acute H.last night and this Condition good. Pulse 76
(55) ulcer morning. History of pain B.P. 120/70. Hb. 80%
related to food 2 months. 3 days later Hb. 63%
4 days later Hb. 76%
40 Chre G.Us E.: M. 7 yrs ago. Pain G.C. good. No pallor. Pulse 75,
(87) Slight related to food one year. B.P. 150/100. Hb. 60%
hypertensions 2 days later Hb. 67%
41 Acute stomal H.this morning. Gastro- G.C. good. Pulse 76. B.P. 100/}
(24) ulcer. enterostomy for D.U. 4 yrs Hb. 114%. Left hospitel against
ago. No pain until 14 days advise 4 days later.
agle
42 Chr. G.U. H.2 pints today. Epigastric Pale, otherwise (G.C. good. Pulse
(49) pain related to food 30 yrs.96. B.P. 110/60. Hb. 29%.
Previous H.23 years &ago. & pints blood given for ansemia
b days later Hb. 43% .
15 days later Hb. 54% ]
43 Chr. D.U. H.just before admission. Condition good. FPulse 82,
(38) Pain related to food 15 B.P. 110/60. Hb. 77%.
years.
wd Chr. D.U. H. 2 pints yesterday. Pain G.C. good apart from pallor.
(37) related to food 14 years. Pulae 0. B.P. 100/60. Hb. 505|
14 days later Hb. 54%
21 days later Hb. 58%
28 days later Hb. 70%
45 Chr. D.U. H. & days &ago. M.continuing Condition fair; mousrate ansaemié
(47) since. Pain related to food Pulse 80. B.P.145/85. Hb. 54%
15 menths. ' Tth day Hb. 47% (2 pints blood g
tth day Hb. 49% ~do~
17th day Hb.72%
46 g Probable H.& M. yesterday. Gastro- G.C. good. Pulse 76.
(59) Stomal ulcer. enterostomy for gastric B.P. 140/90. Hb. 89%
ulcer & pyloric stenosis 9 5 days later Hb. 68%
yrs ago. Free from pain
until 2 yrs ago.
4
47 Stomal ulcer l. this ufternoon. Gastro- Mod.pallor. Dry tongue. utherwﬁ‘
(44) enterostomy for D. U. 12  G.C. good. Pulse 90. B.P. 120/6
yrs ago. Free from pain Hb. 46%. Next day Hb. 43%.
until 4 yrs ago. 2 pints blood given (for anaemi
46 Acute H. this morning. No Condition very good. iulse 5.
(47) ulcer history of pain or B.P. 140/75. Hb. 110%

indigestion.

Left hospital against advisee




fo. of Degree  Radiological Fractional Gastrosapy iemarks Blood trans-
recurrences. of haeme findings Test lMesl fusi on(pints)
0] Mild = Normal Normal - -
¥ 0 Mild Positive  Sustained - - -
+ HC1
)/1 O Mild - = A = e
51
8¢ 6] Mild Positive His tamine - Initiszl low Hb. probably 4
fast A Cl due to slow chronic bleed
8, -ing. Blow response of
msrrow to iren therapy.
0 Mild Positive &udained - - -
- HC1
l - -
9] lild Positive GSustaimd - - 2
0% + HC1
118 0 Mild Positive oustained - - 4
A + HC1
1%
0 Mild Positive Histamine =~ - 2
fast A C1
H;ﬁ 6] Mild Positive Histamine Gastritis - -
/ fast A Cl
ﬁiﬁ#
J 4 0 Mild - - = = -
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Case No. Final History Clinical findings and progress,
and age. Diagnosis
49 Proballe H.this merning. History of Coaditi-n good. ulse 76.
(21) acute ulcer. pain & dyspepsiz 1 yr. B.P. 117/75. Hb. 92%
Pain below znd toright of
unbilicus.
o0 Chr. D.U. See bLppendix I for detailed notes.
(50)
51 Acute ulcer. H. yesterday with collapse. G.C. fair. Moderate anaemia.
(51) No past history of pain Pulse 96. B.P. 100/60. Hb. 55§
or dyspepsis. 10th day Hb. 65%
Left hospital against advice
(14th day).
o2 Chr. D.U. H. this morning . M. yester- Marked snaemia. Pulse 104.
(59) da}ro Pain related to food Heb=- 105/90. Hb, 40?:0
2 yrs. drd day 2 pints bloed given.
Tth day Hb. 54%.
10th day Hb. 60%.
53 Stomal ulcer See Appendix I for detailed notes.
(48)
54 Acute ulcer See Appendix I for detailed notes.
(64)
55 Acute ulcer See Appendix I for detailed notes.
(43)
56 Chr. D.l. Severe M. yesterday. Ho 3 Condition good. Pulse 76,
(31) weeks ago. Pain related t¢ B.P. 110/70. Hb. 87.%
meals = £ yrs.
o7 Chr. D.U, H.1l pint this morning & 3 Marked pallor; not shocked.
(61) days sgo. Indigestion 4 Pulse 100. B.P. 110/70. Hb. &
weekss No paine ¢nd day. One pint blood given.
4th day -do~-
5th dey Hb. 49%
58 Chr. D.U. He& M. last night. Today Patient very nervous. Mildly
(46) vomited brown, blood fluid. shocked. Pulse 96. B.P. 60/300
Puin related to food 9 yrs. Hb. 72%. 1 hr.later B.P. 110/6)
Next day Hbe 60%.
b? Chr. D.U. H.& M. lest night. Pain Rather pale. FPulse 80, B.P. 11
(60) related_to food 7 yrs. Hb. 44%. 4th day Hb. 49%
X-ray (6 yrs ago) D.U. oth day 2 pints biood given.
6th day Hb. 60%.
60 < Dl T ) _ _
(5o S H. last night. Pain Moderate pallor. Slight shocks

related to food 6 yrs.

fulse 100.

B.P. 100/60.




—

5

01
60

1)

No. of Degree  Radiological Fractional Gastroscopy. Remarks . Blood trans -
recurrences . of Haem. findings Test lleal fusion(pints)
§] Mild Negative Normal - = e
Severe Positive Normal - 10
0 Mild - - - - =
U Mild Positive Normal - - 2
0 Severe Negative Histeamine - See appendix I €
fast A Cl
4 Severe Negative Histamine Atrophic See appendix I 15
fast 4 C1 gastritis
0 Severe Negative Normal Normal See appendix I &
0 Mild Positive Normal - - -
0 Mild Positive Normal - - 2
0 Mild Positive Histlamine - Shock on admission -
labile A Cl probably
psycholegicale
¢] Mild Positive sustained - - 2
+ HC1
0 Mild Positive Sustaire d - -

+ HC1
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Case No. Final Hiﬁtary: Clinical findings and progress,
and sge. Diagnosis. |
|
Gl foute H. last night. Pain related Mod. pallor. No shoqz. Pulse 78,
ulcer to food - 5 months. B.P. 125/85. Hb. B0%.
51light attack of melaena each of pg
four days. 3rd day Hb. 53%.
17th day Hb. 70%.
62 Stomal See Appendix I for detailed notes.
(53) Ulcer
63 Chr. G.U. See Appendix I for detailed notes.,
(67)
64 Acute H. yesterday, asbout 2 pints. Mod.pallor. Pulse 96. B.P. 95/60.
(51) ulcer Pain relsted te food - Hb. 62%. Eight hours later B.P,
2 weeks. 130/80« 5th day Hb. 45% - 1 pint
of blood given. 21lst day Hb. 96f.
65 Acute H.& M. yesterday. No history Ubese. Telangiectasis. Slight enl
(57) Ulcer of pain. Has drunk 6-7 pints ment of liver. Spleen impalpable.
(?cirrhosis)daily for 40 yeurs, Pulse 76. B.P. 130/75. Hb. 57%.
66 Diverticulum H. this morning - 1 pint. Condition good. PFulse 68.
(63) of 2nd part Pain related to food 2 yrs. B.P. 135/90. Hb. 120%.
of ducdenum
67 Acéute ulcer H. today. Ne history of Condition very good. Pulse 100.
(54) pain or dyspepsisz. B.P. 135/80. Hb. 67%.
68 icute ulcer Seme case @s 6o. Haek Mo this Ubese. “elangiectasis. Liver two
(58) (f%cirrhesis) morning. No history of pain. fingers breadth below costal murgif
: Pulse 80. B.P. 135/60. Hb. 67% |
|
69 Stomal H.& M. today. Pain related G.C. fairly good. Pulse 78.
(37) ulcer to food 18 year:. QGusiro- B.P. 120/80. Hb. 86%.
enterost omy for D.U. 17
years &ago. Pain no better.
He € years agos
70 Loute See Appendix I for detailed notes.
(43) ulcer
i Chr. D.U. See Appendix I for detailed notes.
(47)
72 Chrs. D,U. H.s M. yesteraay. Pain b yrs. Marked pallor. No signs of shock.
(81} related to food. Pulse 80a B.P. 95/60. Hb. 33be
énd day 2 pints of blood.
10th duay Hbe 67%.
75 Chr., D.U. H. 1 pint today. Pain Moderate snsemia. Pulse 80.
(64) related to food 1 yr. B.P. 140/90. Hb. 67%.

Perforation 1o yrs ago.




No. of Degree X-ray Fracltional Gastroscepy Remarks Blood trans-
recurrences. 0f Haem. findings Testi Meal fusion (pints)
0 Mild Negative Climbing Normal - -
curve
Bleeding Severe Negative Normal - See 4ppendix I g
more or
continuous.
12 Severe Negative HNormsl = 7
€] Mild Negative Normal = - 1
6] Mild Negative Nermal Patech Histeory of alcoholism & -
gastritis clinical findings
suggest cirrhosis.
U Mild Positive Histamine = - =
fest ACL
0 Mild Fositive = Geastritis - =
(gestritis)
0] Mild Hegative = Patchy Observed for & years after
1 gastrit® discharge. No further bleed-
| ing or chenge in findings.
0 Mild Positive Histamine
fast ACl - - -
1 Severe Negative Hlistamine - See Appendix I 11
fﬂl‘:t x'xCl -
2 Severe - - - See Appendix I 2
(0] Mild Pesitive Normsal = = 2
0 ¥Mild Positive High fast- = = -
ing acia
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Case No. Final History Clinicul findings and progress.
% oage. Diagnosis
T4 Chr. G.U. H.& M. yesterday. Pain Moderaute sansemia. Pulse 90,
(39) related to food 11 days, B.P. 110/70.
never befere. “nd day 2 pirs of blood given.
4th day Hb. 44%. &£ pinte blood gi
10th day Hb. 59%. 17th day Hbe 574,
Two pints of bleoou givena
gend day Hb. 76%e
75 Chr. G.U. H.d& M. 5 days ago. G.C. very good. Pulse B80.
(40) Repeated £ days later. B.P. 145/90. Hb. 93%.
Pain related to food ~
€ years.
76 Stomal H.this afternocen and on and Condition fair. loderate anaemisa.
(81) ulcer off for past moenth. He 8 Pulse 84. B.P. 125/75. Hb. 51%.
& b years ago. Gastro- ord day - slight melasensa - no signs
enterostomy 12 yrs zgo. shock. 4 day Hb. 44%. 2 pints blc
Ne pain since. given. 6th day Hb. 64%, after furth
2 pints on Gth day.
77 Acute 1, this morning & M. this Harked ansemia. Pulse 124,
(76) ulcer past week and also four B.P. 155/70. Hb. 35%.
menths ago. No pain or 2nd day 2 pints of blood transfused,
dyspepsisa. 6th day ~-do- Hb. 655% |
16th day ~do- Hb. 60%
16th day -do- b, 76%
78 Probably H. this evening. Pain Moderate ansemia. Condition othervid
(27) Chr.D.U. related to food 1 yr. good. Pulse 76. B.l. 1£0/70. Hb. 59
VWent out against advice on Gth day.
79 Ghre DU See Appendix I for detailed notes.
(72) '
£0 Probably H. today. Pain related te G.C. good apart from slight anacmi a
(46) Chr. D.U. food - 18 yrs, Perforation Pulse 110. B.P. 130/90., Hb. 624
0 yrs &goa Vlent oul sgeinst advice on Lth day.
81 Chr. G.U. vee Appendix I for detailed notes.
(45) also
reticulosis
82 Ac. ulecer H. today. M. 2 weeks ago. Moderate anzemia, Signs of thyroloxl
(63) ThyrotoxicasisNo puin or indigestion. cosis present. Pulse 98. B.P.lQO/#
Hb. 56%.
83 Probable ac.H. yesterday and during G.C. goecd. Pulse 60. B.P. 220/95.
(64) ulger. Essen preciocus three days. be 90%. Blood urea $5 mgms %e
-tial hyper- No history of pain or
tensicn. dyspepsiae.
84' Chr. D.U. H. yesterday. A few attacks Mod. snaemia. No shock. Pulse 88.
(34) of M. during past week.

Pain related to food 1 yr.

B.P. 120/90. Hb. 52%.




No. of Degree L-ray Fractional Gastroscopy Eemarks Bleod trans-
recuwrrences. of Haem. findings Test Meal fusion ipint.s)
0 Mild Pesitive + HC1 = Note shert history 10
(large ulcer of pain.
| lesser curve
0 Mild Positive Histeminre = - -
fast ACL
0 Mild Positive Normal = - 4
(¢] ¥ild Negative Normal Normal = 6
L]
0 Mild = = = = =
3 Severe - - - See Appendix I 10
t 6] Vila = = = = o
0 Severe = = ™ See Appendix I 1
d 0 Mild Negutive HNormal Normal - -
’T
¢] Mild Negative ©Sustained Normal - -
+ HC1
: 0 Mild Positive Normal = - -
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Case No. Final History { Clinical findings and progress. |
% ages Diagnosis b r
85 Chr.D.U. A few attacks H. in past week.Condition good. Pulse 85. |

(31) Pain reluted to feod 5 yesrs. B.P. 130/60. Hb. 71%.

86 Chr. G.U. See Appendix I for detailed notes.

(42)

57 Chr. G.U. See Appendix I for detailed notess

(37)

88 Chr. G.U. See Appendix I for detailed notes,

(62}

&9 Chr. D.l. See Appendix I for detailed notesa

(89)

30 Chrs D.U. Melaena today. 1o years Pulse 78. B.P. 130/90. Hb. 78%, l

(56) history. Perforated 4 yrs General condition goed. '
ago. Better for 4 yrs but Radiographed on next day and
worse again for 1 yr, esp- .operated on £ days after that. \
ecially for last £ months, -
Previous i.% M. 8 mths ago.




No. of Degree X-ray Fractional Gastroscopy Remsrks Blood trans-

recurrences. of Huem. findings Test leal fusion (pints) -

0 Mild Positive Normal - - -
b Severe Positive = = See Appendix T 3]
% Severe Positive = - See Appendix I 1z
2 Severe Positive - - See Appendix I 6
1 Severe & = = See Appendix T &
O Mild Duodenal High night = Opersation. g gastrectomy. o

cap never secretion. . Bancrofts procedure.

Been, Duode num grossly deformd

Jrganic by large D.U. adherent.

pyloric Duodenum left in situ.

stenosis Stemosis and previous

with 24 hrs history of haemorrhage

residue. deciced operation here

on Type I.
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Case No. Final History Clinical findings arnd progress [ N
& ege. Diagnosis r

91 Acute M. a few days ago. Continued Moderate anaemia. Pulse 80.

ulcer 2 day. Attacks 4 & 6 yrs ago. B.P. 185/80. Hb. 43%.
Pain related to food from 30
yrs sgo until 18 yrs augo.
None since.

92 Probable See Appendix I for detailed notes.

(67) Chr. G.U. |
Dercun's !
disease.

93 Chr.nephr- H.2 days ago followed by M. 1Mild ansemia. FPulse 68. B.P.185/

(58) itis with Pain related to food snd also Hb. 80%. Fundi. arteriosclerotis
hyperten- known hypertensive for & yrs. retinitis. Urine albumen - tract,
sion. Sup. Sp.Gr.1010 (constant).
gestritis Blood urea 30 mgms per cent.

94 Acute H.& M. yesterday. No history Moderate ansemia. MNo signs of shoe

{56) wulecer of pain or dyspepsia. Pulse 80. B.P.120/75. Hb. 62%. |

21 days later Hb. 96%. |
95 hcute H. last night. Puin related G.C. good. Pulse 78. B.I’. 130/70.
(41) ulcer to food - 3 weeks. Hb. 96%.
96 Chr. D.U. H. today. Pain related to food No pallor or shock. Pulse 65.
(27) Essentisl =~ 9 yrs. Perforated D.U. 9 B.P. 260/130. Hb. 70%. Urine =~
Hyper= yrs &go0. no albumen. Sp. CGr. 1016,
tension Blcood ures 35 mgms per cent.
97 Portal H. 3 pints this morning Marked znaemis and cedema. Liver
(63) cirrhosis Similar attacks 9 & £ months firm and two fingers breadths belo
agoa ' costal margin. Spleen enlarged.
Pulse 84. B.P. 120/50. Hb. 25%.

Two pints of blood given immediatel

Pulse rate continued to rise. Anoth

large haem. 6 hrs later, further tn
. ~-fusion started but patient died.

98 Chr, D.U. H. this morning and afternoon.G.C, fairly good. Pulse 108.

(26) Pain for 1 year, B.P 110/80. Hb, 76%.

99 Stomsal H. yesterdsy and today. lfoderate anuemia. No signs of shoc

(80)  ulecer Gastro-enterostomy for duode- Pulse 104. B,P.100/60. Hb. 65%-

nal and pyloric stenosis § 6 days later Hb. 43% £ pints blo
years ago. 8 days later H. with signs of shoc
Pulse 87. B.P.100/50. Hb. 53%.

100 Acute H.& M. today and yesterdsy. ‘loderate pallor. No signs of shook

(23) ulcer No history of pain or indiges- Pulse 87. B.P.1l00/50. Hb. 53%

tion.

101 Acute He. today. Indigestion for past Moderate pullor. Ne signs of shock

(35)  ulcer few days. Pulse 84. B.P.110/80. Hb. 91%.



| No. of Degree X-ray Fractional Gastroscopy

recurrences of Haem. findings Test leal i Blj?i trgns- :
) fusion{pints)
0] Mild. Negative + HC1 Normsl Died 4 years later from =
cerebral haem. Had been
under observation 1 yr.
previous to this. B.F.
being 120/140 during
whole period.
| 8 Severe - - - See Appendix 1 8
/ 0 Mild Negative Normal Superficial Clinicd & wrinary findings -
gastritis disgnestic of chronic nephri
-tis of which gastritis is
a conmon feature.
0¢ 0 Mild Negative Normsal Normal - -
|
6] Mild Negative Normal Patchy - -
atrophic
gastritis
v Mild Positive Negative Sustained - -
+ HC1
0 - - - - - 2
o
el
th
by
0 Mild Negative Normal Normal - -
ok 0 Positive Normal - - - 4
od
cK
ck 0 Mild Negative Normal Normal - -
ck 0 Mild Negative Normal Normal = -
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Case No. Final History

Clinical findings and progress

% age. Diagnosis
102 Probable «% My 3 days ago. Gasiro- G.C. wery good. Pulse 76.
(62) stomal enterostomy 14 yrs ago for B.P. 140/90. Hb. 95%.
ulcer pyleric stenosis. H. & yrs
a&go. No pain.
103 Acute H. this morning and this Rather shocked. Skin cold & clammy,
(35) ulcer evening. Pain related to Pallor, Pulse 120. B.P. 100/560,
food £ weeks. Hb. 29%. 3 pints blood given,
2nd day Hb. 38%.
12th day Hb. 72%.
104 Banti's H.last night. Splenect omy G.C. good. Liver impalpable. HNo
(22) disease T yrs ago. Five other attacks wvisible venous distension on abdomu
of H. in past 10 yewars. nal wall. Pulse 75. B.P. 126/90,
Hb.53%. uth day Hb. 57%. 2 pints
of bloed given. 1Oth day Hb. 76%.
105 houte ulcerH.last night. No history of No signs of shock. No anzemisa.
(60) (sspirin pain related to food or Fulse 80, B.P. 165/100. Hbe 90%.
gestritis) dyspepsia. Has taken 8
aspirins daily for past & wks.
106 Chr. G,U. Ha.ce }l. today. Pain related te G.C. good. Marked pallor. No shocks
(30 food 3-4 weeks. Pulse 68. B.P.125/75. HEb. 40%.
2 pints of blood given.
6th day Hb. 49%.
107 Chr. D.U. H. today. Pain related % Moderate pallor. HNo shock. No anaer
(40) food 5-6 years. Pulse 80. B.P. 165/100. Hb. 90%.
108 Chr. DuUs H.4 M. 2 weeks ago. Alsc 15 Marked pallor. Pulse 82. B.P.
(37) & 4 years ago. Pain related 115/75. Hb. 42%.
to food 4% yeurs.
109 Chr. G.U. H. sbout 1% pints today. M. Thyrotoxic signs. Condition other-
{63) HEssential for past few days. Upper wise good. Pulse 86. B.P.200/100.
Hyperten- abdeminal pain related to Hbe 77%.
sion.Thyro- food € weeks.
toxicosis.
110 Diuphrag- H. 3 « 2 days ago. Indiges- Marked snaemis. No shock. Pulse 784
(61) mtic hernia tion 7 years. B.P. 150/90. Hb. 45%.
of stomach.
111 Chr. D.U. H. yesterday. H,s M. € weeks Moderate ansemia. Pulse 90.
(45) agd. Pain related to food 1y. B.P. 130/90. Hb. 72%.
112 Portal H.last night. 2 previous Condition fair. Moderate anaemiae
(562) cirrhosis attacks of H.& M. Flatulence

and e pigesiric discomfort.

Abdomen very distended ascites ++
Dilated superficial veins. Spleen
end liver enlarged.

Pulse 112. B.P. 110/75. Hb. 53%-
2 pints of blood given. )
16th day Hb, 57%. 21st day Hb. 79




Nos of Degree L-ray Fractional Gastroscopy Remar ks Blecod trans-~

Irecur‘ren_ges. of Haem. findines Test Hezl fusion (pints)
| U Mild Negative + HCl Nei done = =
ayd O Severe Neguative Normal Normal - !
0 ¥Mild Negative Normel - - 2
o
8
e
Q Mild Negative Normal Day after admission - -
be | heemorrhagic aress
in upper parti of
stomach near lesser
curve .
cky O Mila Positive Normal - - 2
|
e O 141ld Positive Normsl - - -
?:l
9] Mild Negative ~+ HC1 Pyloric antrum drawn - -
up & to right suggest-
ing D-Uo
& (| EN0] Mild Positive Normal - - -
Ue
T8¢ 0 Mild Positive + HC1 - See section on -
Redilogy (case Z.)
& Mild Positive Normal - - -
s Negative - - -
+
1
78§
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Case No. Final History Clinical findings and progress.
& age. Disgnosis
113 Acute H. this evening 2 pints. Moderate anaemia. No shock. Pulse 1
(27) ulcer Flatulence past ¢ days. No B.P. 135/80. Hb. 56%.
history of pain. 1Uth day Hb. 76%.
114 Acute H. this evening 2 pints. Moderate haemorrhage. No signs of
(49) ulcer Flatulence pusi 6 days. No shock. Pulse 120. B.P.135/E0.
history of pain. Hb. 66%. 10th day Hb. 76%.
115 Chr. G.U. H. 2 nights ago. abdeminal Abdeninal dislension moderate. Livel
(65) ? eurly distension for pust 3 years. and spleen impalpable. Very anaemi
cirrhosis No pain. Heawvy whisky and wusted. lulse 96. B.P® 110/60.
drinker. Hb. 25%. 2 pints of bleod transfus
Eth day £ pints of blood transfused
Hb. then 51%. 10th day 2 pints blo
trensfused. Hb. then 79%.
116 Chr. D.U. H. yesterdsy and teasay. Pain Moaerate pallor. HNo signs of shogk
(29) related to food 2-3 months. Pulse 120. B.P. 115/75. Hb. 40%.
2nd day 2 pints of blood for sanaemis
oth day ~H30~
Hb. 63%.
117 Pyorrhoea H. a few times during past Patient nervous and anxious.
(35) alveolaris week. dbdominal pain unrela- Pyorrhoea of gums which bleed easil
ted to food - € months, Abdomen hypersensitive to palpution
No pallor or shock . Pulse 82.
B.P. 130/90. Hbs 96%.
118 Acute H. this evening & 3 :nd 1 lioderate ansemiz. o signs of shock
(25) ulcer days ago. Similar attack 5 Pulse 120. B.P. 125/80. Hb. 41ﬁ.|
yrs ago. No history of pain  10th day Hb. 46%. £ pints blood
relsted to food or dyspepsia. given. 11th day Hb. 52%. 32nd day |
Hb. 92%.
119 Para- H. this morning. History of No znaemia. No shock.
(67) oesophsg. indigestion, pain in chest Pulse 80. B.P. 180/100. Hb. 78%.
hernisa. and down arms 4 yrs. History '
suggested angina ulso.
Patient olme « of sthenic
type. |
120 Chrs G.U.

(34)

See Appendix T for detailed notes.



No. of Degree X-ray Fractional Gastroscepy Remarks Blod trans-
recurrences .of Heem. findings Test lMeal fusion (pintg
1 0 lila Negative Normal Normal 3 =
0 Mild Negative Normal Normal -
€ (@] Mild Positive + HC1 - - 6
i
‘ L]
]
d
0
e 0 Mild Positive Histamine - - =
labile ACl
ig
| 0 - Negative Normal Nermal Blood wmit due B
1 blood swallowed from
n sucking cf gums.
k 9] Mild Negative Norml Nermal 2
|
U Mild FPositive Normal - See section en 0

4 oesophageal hernia.
(in Radiology)

| L Severe Positive = & See Appendix I. (s
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