AN INVESTIGATION OF ABDOMINAL

DISEASE IN GENERAL PRACTICE:

WITH SPECIAL REFERENCE TO

DYSEEPSIA O? ORGANIC ORIGIN.
Thesis submitted for the
M.D. GLASGOW.
by
Jolpn MoIntosh Horgan.
M.B.Ch.B. 1909.

M.R.C.P., Edinburgh 1926.
D.P.H, Cantab. 1912.

- - - an - - Q,Oouw--‘a-.- e

o



ProQuest Number: 13905310

All rights reserved

INFORMATION TO ALL USERS
The quality of this reproduction isdependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.

uest

ProQuest 13905310

Published by ProQuest LLC(2019). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLC.

ProQuest LLC.

789 East Eisenhower Parkway
P.O. Box 1346

Ann Arbor, M 48106- 1346



An investigation of abdominal disease in general
practice; with special reference to dyspepsia of

organic origin.

INTRODUCTION.

The investigation which is recorded in the
following pages is based on the study of five hundred
consecutive cases - bqth acute and chronic - 1in
which the patients presented themselves with abdominal
symptoms. All occurred in gencral practice.

I have given the term dycpepsis a rather wide
interpretation, and have included in the series, all
cases where the compiaint wat referred to as being
gastriec or abdominal in nature. (Cases arising in
children and cases of pregnancy have been excluded. )

I find on analysing the causes, that they fall
roughly into the following groups:-

Organic diseases of the stomach.

Functional diseases of the stomach.

Diseases of the intestines Or appendages.

Dimeases primarily external to the gastro-intestinal

trast but in which the symptoms - in many

cases8 reflex- have been referred to the sbdomen.



. Patients suffering from dyspepsia of organic
origin are specially considered, this being held to in-
clude cases of gastric and duodenal ulcer and of carci-

noma of the stomach.

Tharoaftér. I propose to present a more summ-
ary review of the remaining conditions which have ocourred

in the series,

A great deal of difficulty which the practitioner
has in dealing with dyspepsia i8 due %0 its being an ill-
defined oondifion. not easy to classify. Literally, of
course, the term means *"bad digestion®, but it is perhaps
best to define it as "discomfort of any kind arising during
the process of digestion'

This may be the result either of organic disease
éf the stomach or of primary disorder of its function,
while it may also be closgely simulated by referred pain
from other organs; or secondary to organic disease else-
wh»:u.

It follows that the first step in the diagnosis
of a case presenting gastric symptoms, 18 a general exami-
nation to exclude the possibility of the simulation of
dyspepsia by disease elsewhere than in the stomach.

Ryle (1) for example, finds that 50% of dyspepsias are



due to extra gastric causes of a general kind, while
Soltau Fenwick (2) enumerates causes arising in lungs,
heart, kidney, liver, and elsewhere.

In this series 8% of cases were due to diseases
outwith the digestive systen.

The gastric symptoms associated with such con-
ditions as migraine, the crisis of tabes, angina or
uraemia, are often sources of error; and it is becoming
more and more apparent as time goes on, that in many
cases, the gastric symptoms ars really being set up by
disease in some other abdominal 9organ, such as the appen-
dix, gall-pladder, or colon. Furthar. recent advances
in our kn0w;odge all go to show that many more cases than
were formerly supposed, are due to organic dyspepsia, and
that careful, prolonged observation is necessary before
a case i8 relegated to the category of funotional dyspepsia.

It has been indicated that dyspepsia is a symp-
tom in many diseases, and the variety of these whioh may
have t0 be considered is indicated by Table 1, -~ showing
the ultimate diagnosis in 500 cases.

in my opinion, a wider outlook has to bs taken
in general practice than in hespital or special practice,

as patieﬁts are gseen at an earlier stage , and are more
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Pable l.
Analysie of Causes ~ 500 Cases.

No. of Cames.

Gastric Ulcer. 28
Je Junal Ulcer. 3
Duodenal Ulcer. - 30
Carcinoma of Stomach. . 14
Gall-stones and Choleoystitie, 12
Chronic Appendicitis. 19
Entercoptosis. 13
Acute Appendicitis, 28
Jaundice (Catarrhal) e
Acute Gastritis, 88
Chronic Gastritis. 27
Hyperchlorhydria. 40
Dyspepsia associated with vitemin deficienoy. .} ]
Nervous Dyspepsia. 20
Dyspepsia at Meunopausse, 18

Acute dilatation of Stomach.
Intestinal Obstruction due to
(a) tumour.
(b) other causes.
Gastric Syphilise.
Lienterlic Diarrhoes.
Diverticulitis.
Carcinoma of (Cesophsgus.
Pernicious snasemia.
Brsin Tumour.
Worms.
Migraine.
Tobacco poisoning.
Uraemia (chroniec
Acute nephritis.
Angins pectoris.
Infleunza.
Dysentery.
Tuberculosis.
Diabetes.
Dietl's orieis.
Pyelitis, . '
Cirrhosis of Liver.
Lead Poisoning, ' -
Gynaecologiocal o
fibroid (3) ovarisn oyat {1)
ectopic pregnency (2)

aum&mwmagmmmwmhnaubauﬁa »
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liable to be treated only symptomatically, and it is
only when more serious symptoms supervene that a more
general investigation is undertaken.

Gall-stones, for example, may cause only mild
syuptoms such as flatulence for months, or even years,
and a fair measure of relief is obtained from dieting,
carminatives etec., but when pain creeps in as a symp tom,
the full diagnostic armamentarium is requisitioned.

Angina pectoris 1is often thought by both
patient and doctor to be dyspepsia -~ relieved by eruc-
tation of gas and passing off quickly as so often occurs
- but when its attacks bécome more frequent and severe,
its true significance becomes a’pparent.

This I think explains %0 a large extent the
rather suprising length of Table 1l. It early hacdmea
impressed on one thaquéneral practice cases ocannot
readily be so fully investigated as he could wish,
‘Apart from consideration of ones own time, e.g. a frao-
tional analysis taking about three hours - the patients
time must be considered. An X~ray examination at hos-
pital means a days wages lost, and is not readily ocon-
sented to in early cases., A test meal 18 quite often

refused point hlank,'onpooially ia mild or éc:;y cases,



The methodf of investigation I have tried to
follow on which to base a diagnosis have been in- as maﬁy
eases as possible.

Personal history of illness.
Physical examination of abdomen.
Chemical examination of stomach contents and faeces.

Examination by X-rays.

G b O W

General examination to exclude other diseases,
6 Examination for possible foci of infection.

The diagnosis has, in many cases, bzen confirmed by cperation.

1. Personal history of illness,

A.J. Walton (3) states that "of the methods of investigation
of dyspepsia a carefully detailed history will be found the
most valuable”, and my own experience bears this out.

Duodenal ulcer, for example, can almost invari-
ably be diagnosed from history alone,

A history of regular pain associated with dyspep-
sia is more likely to be due to reflex caumes; from gall-
bladder, appendix, or colon, than to ulcer.

Diseases of other syatems are often indicated
from the history. A8 regards(individual symptoms to
which attention has been paid a brief réeumé of thé reasons
for this may be indicated.



Age: This is of chief importance where the posaibility
of caroinoma exista: it is of less importance in the

diagnosis of ulcer and gall~stones,

Sex: To ascertalin its incidence in gastric and duodenal
ulcer more partiocularly, as aleo in gall-stones and vip-

ceroptosis.

Qosupation: The numper of oases appears to ke too small

for this to beoome a factor: Koiemman (4) has pointed

out the speaial liability of sedentary workers to

digestive derangonont. _
Poisoning by lead and arsenic may have to 55

excluded in those whose ocoupation entails their use.

Family history: Is mentioned only where it exists as
& possible predisposing caume. Dreschfeld (5) quotes

8 ocases with a family history of gastric uloer.

Diet: Over-eating, hurried end irrogula.r meals and
over-indulgence in aloeohol are obvious exoiting causes
of dyapapsia, and need only be mentiocned, althou in
t&uiilﬁ?uaa;anaaa? e, ’ ugh :

Certain subjects of dyspepsia would seem to
take a diet deficient in vitamins.



History of the illness: duration: mode of onset:

periodicity of attacks, have been noted for purposes

of differential diagnosis,

Pain: as regards severity, position, radiation, and

relationship to food.

Vomiting: as regards frequency, quantity and relief
to pain.

Appetite: has been noted as to its incidence in cases

of ulcer ahd carcinona.

Walton (6) and Mayo(7) have called attention to the fact
that patients with gastric ulcer, while having a good
appetite are *afraid to eat® on aceount of pain. ‘This

symptom has been notead.

Bowels: to indicate the incidence of constipation.

@tate of nutrition: to note its importance as a diagnostic

.isno

Build:  Attention has been paid to this on account of the
reported assosciation by Campbell and Conybeare (8) of
hyporaﬁify and hypertanul‘with the sthenic type of

individual and the reverse.



Physical examination has been on ordinary clinical lines,

Examination of stomach sontents.

In a8 pany cases as possible a test meal has been given
.ﬁhé‘pxaminod. The method ‘dhiefly emplojsd has been
the one hour test meal of Ewald (9), and to a limited
extent the fractional methad of Rehfuss (10).

I have not had time to pursue the fractional
method to any extent, helpers have proved unreliable,
and a period of three hours is impractiocable.

I have found that in suspected cases of car-
cinoma it 18 suffioient to exaumine the festing Juice
for evidencs of retention and of blood, and then to
examine the test meal one hour later.

The withdraﬁn meals have been examined for
the presence or absence of free hydrochloric acid, and
‘tor total acidity, lactic acid tested for, and any
‘abnormality in appearanceg noted, Blood, occult and
otherwise has been looked for, and on occasion micros-
@opic examination employed.

The faeces have bean.axaninedvtorvtho presence
of melaena, on account of its great importance inm the

diagnosia of organic conditions of the atomach (Hurst) (11),



X-ray Eiaminatlon:

As this subject is 80 wide in itself I have
oonfined my observations on this practically to the patho-
logical findings a8 they have arisen. -

Attention has been directed chiefly as regards the stomach
to:-
Position.

1
2 Filling defects, ulcer craters etc.
3 Emptying rate,

4

Formation of duodenal oap.

Further examination of the intestinal traot has been

carried out when considered necessary. v
Examination of other systems by suitable methods

has been carried out to exciude causes arising outside the

gastro~intestinal system.

Examination for septic foeci.

4 As several writers (Watson Williams and Peckworth)
(12), Kletz(13), Haden and Bohan (l4), have pointed out

the importance of foci of infection as a probadble cause of
uleer, a look out has to be kept for them. Teeth, tonsils

and maxillary antra (transillumination) have been examined



in moAt cases.
This survey, as I have pointed out, is thus
a alinical one, and such as may be oarried out by a
general practitioner with the exception of X-ray ex-—
amination.
It is proposed
(1) to review the cases generally. |
(8) to oconsider cases of peptic ulcer and of carcinoma
in more detail.
(3) comment more briefly on other cases.

With reference to Table 1.

The variety of causes of abdominal Bymptoms is
at once apparent and merely calls for comment.
The ineidence of organic causes is of intérnat.
Peptic ulcer accounts for 1ll.6% of cages, .
Gastric ulcarl 5%
Duodenal ulcer 6%
Jejunal 0.6%
Caroinoma of the stomach accounts for 3% whioch gives a
total of 14.6% of cases due to organic disease of the

stomach.

Gall-stones, ohronic appendiocitis and enter-

optosis are now well recognised as causes of dyspeptia
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symptoms - possibly reflex - probably causing gastritis

from infection.

Gall-stones account for 2.45% of cases
Chronie appendicitia 3.8% " "
Enteroptosis 2.8% "

Thus well-recognised pathological causes of
dyspepsia account for approximately 23% of all cases,

This seems a large percentage, and inclines
one to take the view that few cases of dyspepsia due
to séoretory disorders exist, and that as diagnosis
improves more and more cases will turn out to be organiec.

- The importance of causec external 10 the gastro-

intestinal tract is evidenced by the fact that 8.6% of
all cases are in this category. Kany of these may be

cases of gastritis, but secondary to other conditions.

It is, of oourse, in the more chronie cases
that difficulty in diagnosis chiefly lies, and that from
the point of view of prognosis and treatment recognition
is most important.,

In the past, many cases have been labelled
chronic dyspepsia, and allowed to drift, receiving only

palliative treatment, when recognition and appropriate
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treatment, e.g. of gall-stones and chronic appendioitis
would have meant a restoration to health.
| In cases arising external t0 the gastro-intestinal
tract the ortientation of treatment may be completely changed.
| ~ After consideration of the chronic oases from
Table 1 it is found that 41% of them have a definite

organic cause.

Peptic Uloer 22.5%
Carcinoma 6%
Gall-stones 5%

Chronic appendioitis 8%
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Gastric and Duodenal (Peptic) Ulocer.

For purposes of discussion and comparison I have
- oonsidered it more appropriate to review Gastric and Duodenal
uloer cases together.

In this series there are 55 cases of peptioc ulcer - 25
gastric and 30 of duodenal ulcer; dJduodenal being rather the
more common in practice, perhaps on account of its more easy
recognition.

Sex Incidence.
(a) Gastric Uloer.

Males -~ 6 = 24%
Females =19 = 76%

This bears out the more génerally acoepted finding that
the incidonoo‘ot gastric ulcer is greater in females, Brinton
(15) from post mortem findings gives an incidence of two fe-
males t0 one male; Matthew (16) of males 30% females 70%.
Several recent writers have found the male incidence greater
than the female. Broster (17) records male 75%. female 25%;
and Souttar (18) males 70% females 30%. -

Walton (19) regards acute ulcer és more common in females,
due to the prevalence in young women of ulcer associated with
chlorosis, he, however, gives findings in cohronic ulcer as 71%
males as also does Mayo(20).

(b) Duodenal Uloer.

Males. - 22 = 73%
Females. ~ 8 = 27%
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‘uodenel uleer is unanimously found to he more prevalent
in men, Matthew (16) for example finds in a series of &4 cases,
58 male and 6 female, Young (21) males 37, females 8, in a
geries of 45 cases,.

The percentage Incidence of gastric and duodenal ulcer is
aprroximately 455 of Gastrie and 55% of duodenal, Matthew (16)
finds the incidence 417 and 59% respeé;vely and Peck (22)
found that 7% of ulcers were duodensl. The number of cases
in this series 1is perhaps t00 smali for comparison but would
seen to differ little in the above respects from those of other
observers,

Age.

I have found the age of onset of symptoms to be difficult
to determine with any degree of accuracy, as the long duration
in many cases along with thelr insidious commencement, makes a
statement of the date of onset rather unreliable, The duration
in this series varies from a short period to Z5 years.

The average zpe in cases of Castric ulcer is 2Z years;
males 4] years; females 25 years, and in Duodenal ulcer 28
years; males 40 years, females Z6 yéars. feceording to Martin
(22) the age of onset is in the decade 20 -~ 20 years, and to
Broster (24) in the third and fourth decades. I find the age

of onset of gastric rather earller than that of duodenal ulcer,
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being the reverse of Brosters finding.
This veries so much in this series that ne inference
of any vaius can be drawn,
State of nutrition.
487,

Gagtric Ulcer. Good = 12 =
Fair = § = 204
Poor = 8 = 3Z2v

Duodenal Ulcer, Good = 4 = 13/
Falr = 16 = 547
Poor = 10 = 327

Nourishment of itself would appear to be of no direct
significance, The chronic patients are noticeably the more
poorly nourished, probably on account of a prolonged low
dietary; and’'in gestric ulcer cases associated with vomiting,
due to this cause,

Host of my patients who have been the subject of duodenal
ulecer have been noticeably spare, and rather undernourished,
This is the opposite of Waltors (19) finding; he attributes
the good state of nourishment to the inereased appetite which

is common in this condition.

Appetite.
Gastric ulcer. Good = 9 = RE7
Fair = 7 = 287
Poor = 9 = ZE7
Duodenal ulcer, Good =22 = 727
Falr = 6 = 207
Poor = 2 = 8%
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Increased appetite i8 therefore more characteristic of
duodenal ulcer than of gastric. This is attributed by most
writers to iha characteristic Hyper-chlorhydria; bdut in view
of the work of Carlson (26) on hunger is more probably due to
the hypertonus.

A number of writers, e.g. Bolton (27) and Walton (6) have
pointed out that whi?e some patients with gastric ulcer have a
good appetite, many are afraid to eat on account of the pain,
which experience has taught them, will follow,

This symptom I have found to be very useful in aiding the
diagnosis of Gastric ulcer,: It was present in 20 or 80% of
my cases, It was present in only four cases of ducdenal ulcer
or 17%. One of these was assoclated with gastric ulcer,

Condition of the Bowels.

Constipation wes a feature in 807 of Gastric ulcer cases
and of 23 of luodenal, This may be partly attributed as
Broster (24) suggests to the habit of taking biaﬁﬂth. Such
patients also take a good deal of milk food and avoid roughage,
which may help to aggravate the condition, Gastrie ulecer
patients also often belong to the hypotonic type of individual
in whom colon stasis tends to be present.

Heredity.
In only two cases of this series was there a definite

history of a possible family dliathesis. Each of these was a



oase of duodenal uloer, who had a brother operated on for
s similar complaint.

One male patient wish duodensl ulcer had a child
with pyloric stenosis - possibly a hereditary hypertonus.

In seversl instances there was a family history of
"indigestion” too indefinite on which to base a diagnosis,
I inocline to agree with Smith (28) that the heredity
lies rather in the habits than in the tendenocy to uloer.
Dietetic Habits. |

Gastric Ulcer - Bad = 16 = 64%
Not sbnormal = 9 = 36%
Duodensal Ulcer - Bad =24 =z 80%
Not abnormal = 6 = 20%

In estimating~dietet16‘habits there 1s obviously
some difficulty, as there are so many paths of de#iation
from the normal. '

lrregular and Hurried meals: 23 cases or 42% came under

this category which is probsbly the most common exoiting
cause. Thie includes carried mesls - e.g. outdoor
workers, railwaymen, etc., and rushed measls in the case
of theee with a short dinner hour. Amonget women
sufferers 1 ha;e found that tea drinking and excessive
pastry eating are almost alwaye present, but as these are
habits of the female sex in gencral 1t cannot be stressed.
It 18 interesting to note that this habit tende to

affect the periodicity of the pain in female patients.



As pointed out by Wilkie (29) theese "catch meals" are
often responsible for an atyplocal story. Deficiency
of vitamin intake is also too much a feature of the
habits of the general population to be introduced as a
contributing factor. Again, the hablts of taking
tinned food, pies, pastry, condiments, twice cooked
meals, tea with meat, etc., are 8o general that they can
only be regarded ss aggrsvating causes.

Alcoholic excess could be regarded as s possible
csuse in three cases only.

Tobacco. 12 patients or 21% sdmitted to emoking
over 3 oz. of tobacco prr week. Moynihsn (30) has
shown by actual fractional test meals, that emoking
increases the secretion of acid. In view of this,
and from the ascertained clinical fect that smoking
aggravates symptoms, it seems an obvious sggravating
csuse.

This applies also to the dietetliec indisoretions
commented on; many if not most sufferers can keep their
symptoms in check by careful dieting. This seems to me
the most satisfactory proof of the importance of diet
as a cause at least predisposing to ulcer.

Focal Infections. I have noted the following in this

series:-
Teeth. Dental csaries present in 75%. Pyorrhoea or

unhealthy gums in 56%. Antrum infection in one otge
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Endocervicitis (leucorrhoes) in one case. Cholecystitie
with gsll-stones in one case. Tonsillitis (chronie
follicular) in five cases. Chronic appendicitis in two
cases. One case was associated with rheumatoid arthritis.

I think dental caries alone to be unimportant unless
from the point of view of imperfect mastication.

It is more likely that unhealthy gums - pyorrhoea
or gingivitis -~ may give rise to infeotion either swal-
lowed or blood-borne. Direct infection of the gastrioc
micoga occurr in gastritis, and Konud Paber (31) oconsiders
that 1t is in gastritis that we must seek the origin of
gastric ulcer. He streeses the freguency of prepyloric
gestritis in ulcer cases.

The opinion seems to be more generally held that
peptic ulcer is due tv a blood borne infection settling
in the lymph follicles of the stomach and duodenum.
Wilkie (32) subscribes to this view: Kletz (33) supports
the view that material is carried from foci of latent in-
fection causing primary emboli in the end arteries of
the stoﬁach and duodenum, Rosenow (%4) in experiments on
animals by injecting streptococel, succeeded in producing
ulcer in s large percent of cases.

Thus s oc.nsiderable mumber of cases have an associated
geptic condition capable of giving rise to infection,

carried either directly or by mesns of the blood stream.
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Onsget.

Gastric Ulger. The onset in gastric ulcer has

usually been insidious., It is almost unanimously
found in chronic oases that one or more attacke of
flatulent dyspepsia have preceded attacks in which
pain was a feature. This makes it posasible to be-
lieve that gastritis may preceed or predispose to
ulcer.

On the other hand in two cases there has been a
sudden onset with haemorrhage and with only slight
previous flatulent dyspepsis, &nd in four cases of
haemorrhage no previous medical advice had been
sought. Only one perforation occurs in this series,
and in this there was no history of pain; flatulence
only being present. It would appear then that pain
in the very early stages is not necessarily a feature
of gastiric ulcer, but is preceeded by s dyspepsia in
which flatulence and a feeling of discomfort are the
main symptoms.

\

Duodenal Ulcer. In this pain is an earlier and

more constant symptom. In the earlier attacks it
tends to be describedlgé‘hurning‘or heart-burn.

Later attscks are attended by pain of more pronounced
severity. In this series -~ with the exception of
one czse of haemorrhage the history of onset was a

gradual one.



Duration of Attacks.

The periodicity of attacks is 80 well recognised
a feature of ulcer and so almost conatantly present,
that it Bcarcely csells for remark, as Bull (38) has so
well put 1t, "it is a speciel feeture of the symptoms of
peptic ulcer to remit and relapse until finally the
attacks become continuous".

A8 regards duration of attacks, I find 1t quite
impossible to give an averasge with any degree of
accuracy, indeed 1t seems of 1little value to attempt
to do so. The chief fact elucidated is that as
shroniscity proceede the symptoms tend to become more
constant, attacks perhaps lssting a few days, up to
sbout ten days, graduslly extending to several weeks
and later to constsucy. In duodensl ulcer the atiacks
appesr generally to be more sharply defined, and to
have leas tendency to constancy, except where adhesgions
or pyloric stenosis are present as complications. In
fact both in gastric and duodenal ulcer, abseuce of

remission of symptoms would appear to indicate oompli=-

cations.
Remissions.

All chronic cases in this series showed remigsions
at some period of the history; this would sppear to be
characterictic of peptic ulcer. The duration of re-

missions seems to depend on dietetic care and on treatment.
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Indisoretions in diet often precipitate recurrences.

I have found it the_invariable habit of patients in
this series to take alkalies during attacxks, chiefly
sodium bicarbonate, often some preparation of biemuth,
In view of the success of slkaline tireatment one
sometimes wonders if periodicity of Symptoms is 8
true feature of peptic ulcer or merely a result of
treatment. Hurst and Stewart (19l) indicste that
recurrences are sometimes due to fresh ulcer, but

that chronic ulcere go through "indolent" and "active"
stages.

In gastric ulcer it is not uncommon to have lesser
degrees of dyspepsia between attacks of more severity;
in duodenal ulcere on the other hand there ie remarkable
freedom fro@‘symptOms during periods of remission.

This is unquestionably the outsténding symptom:
of peptic ulcer; it wss present in all chronic cases
in this series. It wes absent in two acute oases of
gastric ulcer - one where the onset was with haemorrhage,
the other with perforation. It was also absent in one
case of duodenal ulcer -~ again a case of "onset with

haemorrhage".



Pain wae thus a feature of approximately 95% of
casee., Moynihan (36) in his clinicsl description of
ulcer caser has indicated pain as the reslly important
symptom: and he and Mayo Robson (37) have pointed to
the rhythmic character of the pain described in ga&trié
ulcer as food comfort, paln comfort; apd in duodensl
ulcer as food, comfort, pain. Broster (17) found
psin in 99% of his cases, Smith (28) in 93% of male and
924 of female cases. |

In the cases (5%) where pain was absent, in this
series, flatulence and discomfort were present:

Ryle (38) has indicated this as being a reco.nised
feature in gastric ulcer.

The severity varies greatly, and may be summarised
generally, ae in gastric ulcer, varying from flatulence
and discomfort to definite pain, severe snd constant
where adhesions or complications are present. In
duodenal ulcer, the pain is generally of a more pro-
nounced character, again more severe precceding
perforation or where complications are present.

The‘periodioity of the pain in both gastric and
duodenal ulcer is also modified by complications -
thus I have found it quite atypical in the presence of

pyloric atenosis)hourglass stomach, and where localised



peritoneal irritation waees found present. In many cases
the dlagnosis can be cleared up by enquiring into the
charaocter of the pain in previous attacks, i.e. ante-
dating the onset of complications; when the oharacter-
istio periodicity may be found to have been present.

This is one of the important points in history taking.
The fact that complications affect the typicsal
history of the pain cycle has been noted by many writers,

e.8., Alexis Thomson (39); Rehfuss (40) states that
stenosis, perigastritie and peritonitis may convert an
intermittent iunto e constant paiu.
Of caeses in this series in which this modificetion
was8 found the following were ascertained causesi-
Perforation. 4 cases.
Hourglass contraction. 2 cases.
Perigasiric adhesions. 2 cases,

Pyloric stenosis. cases,

Pime of Onset of Psin.

In gastric ulcer this was found to vary from 10
minmates to 2 hours, and in duodensl ulcer to come on
considerably later, from 1% hours to 24 hours.

Broster (24) finds an average time in gastric ulcer
of 1.7 to 2.4 hours: in duodenal ulcer of 2 to 2.4
hours.

I have found it quite imposcible to correlate the
time of onset with the site of the ulcer: Broster (24)
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states that the time of onset corresponds with the high
part of the scid ourve; while Hollsnd (41) states that
pain does not correspond to the high part of the acid_ourve
but to the time when the pars pylorica are most conoerned
in motor sotivity.

Harst (42) has shown that psain depends on & hyper=-
tonic condition of the stomach in ducdenal ulcer; and
failed to produce psin in several cases 0of gastric ulcer
after introduction of four ounces of a G.5% solution of
hydrochloric ascid. He concluded that gastric pain 1s
an expression of hypertonus, excessive peristalsis and
inhivition of pyloric relaxation, all factors lisble to
increase intragastric tension and tension 1n the muscle
fivbre.

This is confirmed iy the experimental work of
Carlson (43) which demonstrated that the main element
in the production of all gastric sensibility is muscular
tension. This view has superseded the view that pain is due
to direct irritation of the ulcer by hyperacidity or the
view of Brunton (44) thet it was due to hypersensitiveness
of the mucous membrane. It is interesting to note that
in 1903 in reporting a case of duodenal ulcer Ballantyne
(45) thought thet "the pain may have been caused by
spasmodic contraction of the duodenum €from irritation at

the seat of the ulcer".
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Hunger pain was present in 14 cases or 464 of
Duodenal Ulcers and in only 2 cases or 8% of Gastris
Ulcers. This hunger pain was invariably relieved by
taking food. Pain in the absence of inflammatory
sompliocationg is relieved by alkmslies in the vast
majority of cases. If not relieved in cases where
ulcer is suspected, further review of the diagnosis
is essential. The position of the pein was univer-
8ally epigastric in this series. Local tendernese
was present in 24% of gastric uloer'oases and 20%
of duodenal ulcer cases. |

| In view of the work of Head (46) and McKenzie (47)
an investigation of hyperalgesia was msde in 8 cases
of gastric ulcer and in ten of duodenal ulcer. In
two cases of gastric ulcer and in one of duodenel,
only was this found present, and in all cases it cor-
respondened to the 7th, 8th and 9th thoracic segmente
on the left side. A8 a@fthe ocases in which it
occurred were acute ulcers, and no estimate of their
depth oould be made, these findings must be considered
as of no praefioal value.

Vomiting.
This symptom was present in
Gastric Ulcer. 13 cases = B2%

Duodenal Ulcer. & cases = 16%



These figures may be compared with those of Welton
(48) who found vomiting present in Gastric Ulcer in 88%
of casea, and in Duodenal Ulcer 8. Broster (24) in
Gastric Ulcer 88%, and Smith (28) in Gastric Uloer 83%,
in Duodensl Uleer 22%; and Rehfuse (49) Gastric Ulcer
in 66%.

In all ceses vomiting relieved the psain, pres-
umably by reducing intragastric tension and spasm.
Vomiting was found to be intermittent and generally
only occurred with severe pain. It was frequently
induced by‘the?%;tient himself. It 1is interesting to
note that Mayo Robson (37) considers that when duodenal
ulcer 1s accompanied by vomiting, a gastric ulcer is
also present. This was 80 in one of my patients,

Haematemesgisg and Occult Blood in Test-meal.

Actual hasematemesis visible to the nsked eye
ogcurred in

Gastric Ulcer 1l cases

14%.

Other observers have found figures which vary

Duodenal Ulcer 4 ocases

somewhat, thus:- McLennan (50), Gastrie Ulcer 80%.

Walton (48), Gastric Ulcer 28%. Duodenal Ulcer rare:
smith (28), 49 in Gastric Ulcer: none f; Duodenal
Ulcer. Broster (24) 30% in Gastric Ulcer: Lebert
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(61) 82% in Gastric Ulcer, and Martin (23) more than
26% of all cases of Gastrioc Ulcer.

I cannot account for the high percentage of
haemorrhage in duodenal ulcer cases in this series.
In all cases in which haemorrhage occurred it was
severe, and was not found in any case in which the
vomiting was intermittent. Inclusion of occult
blood in the test meal raised the incidence of
haemorrhage in gastric ulcer to 50%, but did not
affect that of duodenal ulcer.

Malasena and Qccult Blood in Faeces.

The importance of the presence of occult blood
in the stools was point out by Boas (52), and Hurst
(11) has stressed its importence in diagnosis.

I ueuslly place the patient on a meat free diet
for three days before exsmining the faeces for
occult blood. It was found present in 5 cases or
20% of Gastric Ulcer cases, and in 12 or 40% of
Duodenal Ulcer cases. Boas (52) records 584 in
peptic ulcers: 3Smith (28) 12.5%, Gestric Ulcers,
and 56% of Duodenal Ulcers: Broster 9.8% of Gastriec
Ulcers and 21.2% of Duodenal.

I have found it chiefly in cases of acute ulcer,

or in chronic ulcer during an exacerbation. Figures



are apt to be unrelisble as in several cases it hasa
only been found after seversal examinations, and would
appear to be only intermittently present.

It has proved useful in cases of haemorrhage from
ulocer to test for occult blood, a8 an indicatibn of
the arrest of bleeding. In the few cases I have
examined this period has averaged 12 days. It s,
of course, necessary to exclude other possible
gources of haemorrhage such as plles.

Complications.

The following complications were noted in this

seriem: -

v Cases.
Haemorrhage ' 11 = 44%
Hourglass contraction. 2 = 8%
Perforation. - 1 = 4%
Adhepions (perigastritis) 3 = 12%

Associated with gall stones. 1l case. =
Asscciasted with appendicitis. 2 cages. . =
Associated with duodensl ulcer. 2 cases. =

RRE

Duodenal Ulcer.

Cases.
Haemorrhage. 4 = 13%
Perforation. 2 = 6.5%
Pyloric Stenosis. 5 = 16.5%
Adheeions. 3 =z 1%

Associsted with appendicitis 6 = 20%.
0f the eleven cases of haemorrhage compliocating
gastric ulcer - 5 occurred in acute ulcer, and six in

chroniec ulcer ~ oue proved fatsl. 0f the duodenal



ulcer cases - one occurred with ascute, and three with
chronic ulcer -~ none proved fatal. In gastric ulcer
the percentuge closely agrees with Matthew (53) who
quotes 45% as the ususl average. Broster (24) gives
30% snd Smith (28) approximately 40%. In duodenal
ulcer Matthew found haemorrhage in 25% of cases.

Most observers hsve found haemorrhage less common in
duodenal thsan in gastric ulcer, but do not publish
actual figures. Smith in hies series had no cases of
haemorrhage from duodentl ulcer. The haemorrhage in
all these caseg wae severe; severity of haemorrhage
does not necessarily 1imply a large ulcer. Murcehison
(54) as long ago as 1870 described a case of fatal
haemorrhage from a small ulcer., ASeen before the
onset of vomiting these cases are difficult to diagnose,
especially if the history of dyspepsia be indefinite.
As Bolton (55) has pointed out the gencral symptoms are
to begin with those of circulatory failure. The
longest interval betwcen collepse and onset of haema-
temesig in this meries was 1%Ahours - the diagnosis
remained indefinite for that time.

In one patient who had dyspepsia with several
attacks of ﬁaemorrhage, laparotomy revealed no ulcer.
This was poesibly n case of gastrostaxis as desaribed
by Hale-White (56); although Bolton (57) maintains

that 4f A ecenrch be made, small ulcers will be found



il

to account for the bleeding. In this case the stomach
was not opened.

Perforation.

In the one ¢ase 0of gastric ulcer in which this
occurred there wae but a short history of flatulence -
none of pain.

Both the perforations of duodenal ulcers oocurred
in chronic cases - one was under active alkaline treat-
ment. In this case the puin lost 1ts periodic char-
acter and became inoreased and coungtant for two days.
Actual perforation sppeared to occur half an hour
before a pre-arranged operation. At the operation
there was localiged peritonitis, In the second case
the patient had tired of restrictions. Diagnosis of
perforation in all oases was eacy, the symptoms being
typical.

Hour-glaase contraction.

The two cases of hour~glase contractions ococurred
in association with ohronic ulcer, and were readily
diagnosed by X=rany examination, The subjective
symptome resemble Lhose of pyloric stenosis as Boas
(52) points out. The incidence of hour-glass con-
traction in thie serles is thus 8%. Walton in his

"Jurgloal Dyspepelas” already quoted gives an incidence
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of 7.5% and quotes Mayo's figures of 3.3% and Moynihan's
of 9%.
Adhesions.

This complicetion - the result of perigastritis
or looslised peritonitis, ocourred in 12% of gastric,
and 10% of duodenal ulcer cases. The condition was dis-
covered in all cases at operation. It proved inter-
esting in several instances as accounting for a change
in the character or periodicity of the symptoms.

Pyloric Stenosis.

This ocourred in 5 cases or 12% of duodenal ulcers,
and in no cases of gastric ulocer.

Ryle (58) has pointed out thst with the dilatation
of the stomach which ensues in these cases, the hyper-
tonug and hyperperlistalsis which formerly'bontributad
to the production of pain are no longer present: there
is often thus, an ameliorstion of the symptoms, as
regards pasin; but vomiting and the discomfort of re-
tention supervene, where the narrowing is marked.

This ogourred in 3 of my patients. In the
remaining two a moderate degree of stenosis accompanied
apparent hesling of the ulcer, and the patients are
able to live comfortably with eome dietetic restrict-

ions.
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Associstion with Gsll-stones.

Cne case of gastric ulcer was sssoclated with
gall-stones. MoVicar and Weir (89) at the Mayo
Cliniec strdlied the records of 500 successive cases
of uleer and aleco of gall-stones, end concluded that
the incidence was not much greeter than that of sny
compsrable group of the general population. One
must regard the association in- this instance as
accidental.

Association with Appendicitis.

fhis association occurred in two cases of
gastric ulcer, and six cases of duodénal ulcer, an
incidence of 8 and 20% respectively.

Meyo (60) and Moynihan (61) have pointed out
the importance of this agsociation, and have found
it present in approximately 8C% of cases. The
appendix is regarded as acting as a foous of in-
fection. |

Hultiple Ulcer or association of gastric and
duodenal ulcer occurred in 8% of cases. Moynihan
(61) givee an incidence of 12.3, Walton (63) of 3.8%,
and Mayo (60) of 5%.

The importance of this in modifying symptoms,

and tregtment - especianlly operstive - ig obvious.



Build and Physique.

Reference has already been made to the work of
Campbell and Conybeare (8) who were able to show a
relationship between hypertcnus and hyperacidity on
the one hand, and between hypotonus and hyposcidity
on the other: and also to correlate these with the
physique or build of the individual.

I have therefore noted the physique to asoertain
whether there is any relationship in ulcer cases.

Phe physique was found to conform to the folliowilng
types in:-

Gastric Ulcer. Orthotonic 16%

Hypertonic 32%
Hypotonic  58%
Duodenal Ulaer. Orthotonic 33%
Hypertonic 504
Hypotonic  17%

According to these fignree, therefore, a hypotonic
build 1s more common in gestric then in duodensl ulser,
Ryle (88) ooneiders this partly due to the higher in-
cidende of gégtrio ulcer in femsles - and of the above
cases 76% were females.

Hypertonus was found present in 5% of patients
suffering from duodenal ulcer, and hypotonmus in only

17%: s#o0 that the hypertonic type of person seems more



prone to develop pqptio ulecer in the duodenum, and
hypotonic individuale to be relatively unlikely to do
80.

Any cases 15 which doubt arose as to olassification
were regarded as orthotonic.
Test-Meal.

Purther to this investigation an estimation of the
free hydrochloric acid, at one hour (by means of the
Boas test meal) wss carried out in 18 cmses of gastric
ulcer, and in 22 cases 6f duodenal ulcer.

The following figures are found:-

Gastric Ulcer.

Pree hydrochloric scid: normal 7 oases or 38.5%
High normsl 3 cases or 1l6%
Hyperchlorhydria l case or 7%
Hypochlorhydria 7 cages or 38.5%

Ducdenal Ulcer.

Normal 4 cases or 19%
High normal 10 omses or 45%
Hyperchlorhydria 6 cases or 27%
Hypochlorhydria £ cases or

I have regarded any figure above C.2% as hyper-
vchlerhydria,ae above ©.146 as high normal, and below
0.036% as hypochlorhydria - those falling between the
latter figﬁres are regarded as normal.

This approximates to Bell's standard (64) with

fractional teet meals., MacLennan (65) regardis a



figure abové 0.2% as hyperchlorhydria, but gives no
definition of hypochlorhydria.

Bell (66) in a series of 27 cases of gastric uloer
found achlorhydria in 14.8%; low normal acidity 18.5%:
normal 29.6% high normal 25.9%; hyperchlorhydria: nil.

Moynihan (62) gives the following results in 39 cases
achlorhydria 13.15; hypochlorhydria 15.7%; low normal
18.4%; normel 34.2%; high normal 16.7%; hyperchlor-
hydria 5.2¢.

When we compare these figures with the findinge
in normal individuals, a8 in the series of Bennett and
Ryle (67), it is evident that, as regards acidity
there is no finding marxedly characteristic of gastric
ulocer.

It was, at one time, consgidered that gastric ulcer
was caused by excess of free hydrochloric acid, the
findings in these cases indicete that a normsl or
- low acidity is the more common condition.

In duodensl ulcer, on the other hand, hyperchlor-
hydria or a high normal ascidity occurs in 724 of those
examined.

Bell (64) found hyperchlorhydria in 53% of cases;
High normal acidity 26,4%; normal or low normal in

20.5%. and no cases of hypochlorhydria or :aohlorhydria.



Moynihan (62) found hyperchlorhydria 48.5% high
normel 24.2% a total of 72.7% of high scidity.

Ryle (38) quotes the combined figures of Bell and
Hunter as showing hyperchlorhydria in 70% of cases.

TPhus my figures for duodehal ulcer are in close
agreement wiih those of others.

There can be no doubt that in duodenal ulcer
cases this characteristic high acidity is of consider-
able value in diagnoeis. |

.In those suspected to be suffering from gastric
ulcer, the test meal seems to me to be of chief value in
excluding msalignancy, and has indeed proved so in
several cases where the X-ray finding was equivocal.

It is noteworthy that in hyperchlorhydria the meal
is easily withdrawn through a fine tube owing to the
ocomparative sbsence of mucus, and is well digested.

X-Ray Findings.

Radioscopic examination was carried out in 22
cases of gestric ulcer and 27 cases of duodenal uleer.
The following summarises the findings:-

Gastriec Ulcer.

—

Position of Stomach  HNormal @8 or 36
~+ Low I1 or 50%
High 3 or 14%

Pilling defects. Niche 3 or 14%
prepyloric defect 13 or 89%
ulcer small curvature 3 or 14%
(gross defect)
nil (ulcer at operation 1 or 4%
hour-glass stomach 2 or 9%
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The actual emptying rate was unfortunately nof
noted in a sufficient number for comparison, &8s most
were examined as hospital out-patients, where prolonged
observation is difficult. In general the high stomach
was repidly emptying, the low of less active peristalsis.

Duodenal Ulcer.

Position. High and hypertonic 10 cases or 37%
Normsl with active
peristalisis 13 cases or 48%
Low 4 cases or 15%

Pilling defects. _

Crater or niche in 4 cases or 15%

Distortion of duodenal gap 22 cases or

817
Indefinite (ulcer at 0pgration) 1
~ case or 3%
Emptying rate. Rapid in 13 cases.
Debayed in 3 cases (pylorio stenosis)

X-Ray examination ranks with a careful history as
the most accurate method of diagnosis. Mayo (6?) has
found Carman's X-Ray diagnosis correct in 95% of patients.
The technique of X-ray examination does not come within
the scope of this paper.

Phe niche described by Heudek (70) Carman (69) and
others was present in 14% of cages; this was accompanied
by the charascteristic incisura on the greater ourvature
during peristalsis.

Prepyloric ulcer ocourred in 59% of cases, and

in this series, this proved the most common site.
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Hour-glass sgtomach due to ulceration of long
duration occurred in 2 cases or 9%.

The presence Of hypertonus or of active peristalsie
in duodensl ulcer is well recognised, and as Wyard (71)
pointe out is present in nearly every oasge. In this
series B56% showed this feature.

"Tfhe deformity of the duodenal cap afforde acour-
ate information as to the presence of a duodenal ulgcer".
(Ooohrane~3hanks(72). and Carman (referred to above)
places this first amongst radiological signs. It
was present in 8l.54 of my cases.

O0f the 4 cases where the position of the stomach
was found to be low, 3 were due to pyloric atenosis
with secondary atony.

Carman (73) has stated that he feels that the
shief test by which the stomach is to be ad judged of
normal tone is its correspondence to the habitus of
the individual and not to its form, size, and position
alone, and that the tonicity of the abdominal wall
mst also be considered.

Thus the frequency of the oeccurrence of duodenal
ulcer in hypertonic stomachs, occurring in persons of
hypertonic habit, would point to a susceptibility of

this type to duodenal ulceration, and the tendency to



develop gastric ulceration would appear to be the
reverse, slthough the predisposing faotors are not
present with anything like the same frequency.

From the figures just given referring to the build
of the individual, the free acidity as determined by
test mesl, and to the position and tone of the
gatomach found on X-ray examination, it ie impossible
to deduce any finding correlating these.

In duodenal ulcer, of the 21 cases examined for
all three criteria, a correspondence of hypertonic
build, hypertonic stomach (X-Ray) and hyperohlorﬁydria
occurred in 10 or 47%. This shows, perhaps, that these
conditions are at least strongly predisposing csuses,
snd in the presence of any accidental erosion may
tend to prevent or delay its healing.

In gastric ulcer patients, the three conditions
of hypertonic habitus, hypotonic stomach and hypoch-
loridria ocourred in four cases out of 17 examined,

a percentage of only 23. This must be considered

inconolusive.



Treatment.

The treatment of patients suffering from gastric
or duodenal ulcer is at present the subject of much
controversy.

McLean (74) from the mediocal point of view has
warmly advocated intensive alkaline treatment, and
has stated that often large penetraiing ulcers clear
up in s few weeks under this regime.

Moynihan (75) from the surgical standpoint has
criticis2d this treatment, and is a strong advocate
of surgery except in cases of short duration.

T0 the general praotitioner the immediate necess-
i.y of decision between these extremes does not
present itself. Surgical cases (except where such
complications as perforation or stenosis are present)
are his medicsl failures; and the unfortunate
happening of a recurrence Oof symptoms of uléeration
makes him hesitate %o embark on a further trial of
medical treatment. His eonversion to surgery is a
gradual and an individusal one in esch instance.

Each case must be & problem in itself, and the
patient's individuality must be oconsidered in res-
p§o¥ of the nature of his employment, facilities for
dietetio treatment, and his ability - rinanoinl,’and
intellectusl to carry it out. '



It goes without saying that treatment implies
supervision over a considerable period of time. It
is well known that the moré severe symptoms of uloér
disappesar very rapidly undcr alkaline treatment, and
freedom, for a time, from these must not be regarded
as ocure. The patient is apt to lapse from treatment
immediately pain disappears, and to resort to his
alkaline mixture on ite reéppearance. only to preseﬂt
himself exain whem complications have ensued. The
oredit of placing medical treatment on a rational
basis béf;ngs largely to Lenhartz (76) and to Sippy
(77); Hurst (78, 79) has done mich to introduce the Sippy
method to this country. I do not propose to enter
into medical treatment in detail.

| In my ocases I have more or less closely followed
the routine 1aid down by Hurst (BC) - briefly summar-
ised the diet for the first three weeks, has consisted
mainly Ef citrated mi'k at two hourly intervals, pre-
ceded alternately by tincture of bellsdonna, and by
olive 0il, and followed by an alkaline powder.
Switched egg is added to some of the miik feeda after
the third day, and ceresl introduced aftgr 14 days.
This treatme:t would appear to inhibit the motor
activity of the stomach, and neutralise excesmsive

acidity. Ryle (8l) has shown by means of fractional
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test meal curves the fall of hydrochlorio acid after
belladonna.

Roberts (109) has found that atropin reduces the
fasting secretion, end by relaxing the pylorus, facili-
tates duodénal regurgitation: tﬁus reducing the acidity.

After the third week fish end meat are graduslly
introduced, but soups, aleohol and condiments are ex-
cluded for a period of nine months. Smoking is pro-
hibited. The alixaline powder ie continued for six
months, and an extrs milk feed between meals and in
the late evening advised. In anasemic cases iron is
administered hypodermically or dislysed iron given by
mouth. Supervision is kept up for a year at least,
and patients encouraged to return if any symptoms recur.

#ith a number this treatment proves too irksome
and individual variations must be allowed to humour and
enocourage the patient.

In all cases any source of focal infection was
.dealt with so far as possible, as advocated by Wilkie
(88), Bennett (8Y), Rowlette (9Y0) and other writers.

Medical Treatment of Gastric Ulcer.

Table I1. summarises the result of medical treat-
ment in 23 cases. Two cases in the series (25) are
not included as one patient died of haemorrhage in a

few hours; and the other was a case of perforation,

and had had no previous treatment.



Resgults o

Table II.

Duration and Age Groups.

f Medical Treatment in

22 Cases.

Duration. | No. of Age. Result of Treatment
Cases,

Under 40 Over 40| Under 40 years of Age.;Over 40 years of Age.

years, years. | Cured. Relieved. Falled|, Cured. Relieved, Fafiled,
Under 1 9 9 Y 6 2 1 0 ¢ 0
year,
1-5 years. 5 4 1 0 0 4 o -0 1
Over 5 9 0 9 0 o) 0 4 8 3
years, .
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Where the duration of the condition was short -
that is thQ cases, sll of whom were under 40 years of
age - 66% were cured and 22% relieved. One case or
11% was classified as a failure. This was complicated
by chronic appendicitis.

The two patients classified as relieved - both
ghowed a slight recurrence of symptoms after two years -
underwent a further period of medicsl treatment, and
have remained well for & period now of over two years.
In these eight causes the periods of freedom from
symptoms are respectively 4, 4, 3, 6, 2, 5, 2, and 4
years. These periodg in view of Smith'e (82) exper-
ience are too short to be regarded as final.

In the group where the duration was 1 - § years
medical treatment failed in all instances. In the
group over 5 yesars - all of whom were over 40 years
of age -~ four huve remained well for respective
periods of 4, 6, 3, 3, years. T™wo were classified
a8 relieved - one has slight occasional flatulent
dyespepsia, and one, a c:~e of hour-glass stomach,
remains remarkably free from symptoms on a regulated
diet.

Crohn (83) regards hour-glass stomach as
"not neceesarily a surgiocal risk, sucﬁ a deformity",
he considers, "ie evidence of a spent process leaving

a permanent mechanicai change",
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In thrce instancee medical treatment failed to
relieve the condition. There were no deaths in thie
series.

Tables III. and IV. deal with the results of
treatment in cases of gastric and duodenal ulcer
somplicated by haemorrhage.

Table III.

Haemorrhage in Gastric Ulcer.

Results of Medical Treatment.

Duration. Number. Cured. Died;
Under 1 year. 5 ) 0
Over 1 year. 6 5 1l

Table IV.

Haemorrhage in Duodensl Ulcer.

Results of Medical Treatment.

Duration. Humber. Cured or Died. Subsequently

Relieved. operated on.
Under 1 year. 1 1l ¢] 0
Over 1 year 3 o) 0 3

These were treasted on the lines laid down in
Beaumont snd Dodds (84). Summarised this consists in

rest, administration of morphine, withholding of food
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for 48 hours - injection of calcium, and administration
of glucose in saline, per rectum.

The treatment thereafter follows that of ordinary
acute ulger. This tréatment proved satisfactory in
12 cases; one patient died. In this instance the
haemorrhage was extremely severe, and proved fatal in
two hours.

Paterson (85) in sdvocating medical in preference
to surgical treatment states the death rate as 1 in 9
treated medically, and 1 in 3 treated by immediate
operation. Miller (86) supporte this view, and
recommends operation only in cases where the hsemorr-
hage is repeated, or where the ulcer is a chronic one.

Pannett (85) sdvisee operation if the patient's
condition permits, ag he considers the risk of sub-
sequent haemorrhage an important one. The results
in this series certainly support the advocates of
medical treatment. The patient whose haemorrhage
proved fatal could obviously not have under=one
surgiocal treatment in time to avoid a fatal issue.

Three patients with chroniec duodensl ulocer in
whom haemorrhage occurred, were all subsequently
operated upon. This was undertaken as a measure of
safety.

Table V. deals with the result of surgical

treatment of gastric ulcer patients.
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Table V.

astric Ulcer - Surgical Results.

No. of Operstion, Result Result not Condition Remarks,
Cases. Good. Good. after opera- :
tion,
5 Gastro-enterostomy. 4 1 Biliary Treated by lavage,
vomiting. Ultimate result
satisfactory,.
2 Gastro-enterostomy 2 - - Convalescence rather
+ excision of ulcer. prolonged, careful
dieting required,
1 Gastro-enterostomy 1 - - Prolonged: convalesence.
to hour-glass
stomach,
1 Gastro-enterostomy
and cholecystectony 1l - - -
1 Gastro-enterostomy l -

4+ sutures of per-
foration.




I am not in a position to discuss the respective
merits of the various surglical methods. Of the five
cases where gaatro-enterostomy was performed, in four
the ulcer was prepyloric, and the results good.

One was probably gastrostaxis and in this case
bilious vomitiug proved troubiesome for a period of
about s year, necessitating gaetric lavage. The
ultimate result 1s good. Where the ulcer was
excigsed in addition to gastro-enterostomy being
performed, the site was on the lesser curvature.

In these two cases the convalescence was prolonged,
and discomfort persisted for at least nine months.
The end results are satisfactory. This applies also
to the patient witn hour-glass stomach.

On the whole the end results of surgicalltreatment
have proved extremely satisfactory. The good results
being 90%.

A8 already indicated the remson fhat surgery was
resorted to in these cases was frilure of medical
treatment to briung relief.

Table VI. deals with cases of duodenal ulcer treated
mediocally. If eight ocases where the duration wae
nndot one year, medical treaitment gave satisfactory

resﬁits.
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. Table VI.

Oases'of Duodenal Ulcer.

Results of Medical Trestment.

Age. Result of Treatment.

Dura- No.of Under Over |[Under 40 yrs of age. Over 40 yra of age.
tion. Csges. 40 40
years. years.
Cured. Re- _Failed.Cured. Re- Falled.
lieved. lieved.

Under

1 ,
year. 8 6 2 6 - - 2 - -
1«5 ) \ . : :
.years. 11 9 2 1 - 8 - 2 -
Over

5 xF E . : .
years. ’11 5 N ¥ - - 5 | - 1 5




In those of longer duration medical treatment must
be regarded as having failed. Some of these failures
must be attributed to lack of co-operation on the part
of the patient.

Pable VII. shows the result of surgical treatment
in 18 cases 0of duodenal ulcer. The results proved
satisfactory in 83% of cases.

Table VII.

Duodensl Ulcer - Surgical Results.

No. df Qperation. Good Regults. Unsatisfactory
cages. Results.
16 Bastro-enterostomy. 13. 3
1 guture of perfora-
tion and insagination. 1 -

1 Suture of perfors-
tion and gastro- .
enterostomy. 1 -

In three cases the results were unsatisfactory. or
these one patient had a return of symptoms, but radio-
graphy showed no sign of further ulcer in duocdenum or
JeJjunum, In this instance after further medicsl treat-
ment the outcome was satisfactory. One patient had a
haemorrhage four years after operation without other
gsymptoms. The third pstient had s recurrence of symptoms

but removed from this district, and cannot be traced.
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Thus medical treatment ¢£ duodensl ulcer proved
satisfaoctory only in osses of short duration, and failed
in the more chronic cases.

The results of gastro-enteroegtomy in chronic
duodenal ulcer must be regarded as on the whole satis-
factory.

In the gastric ulcer series of the 23 cases under
review, 14 have been cured or relieved by medical treat-
ment, a percentage of 60, If divided into age groupse
of over and undqr forty years of age, it is found that
the percentage is not affected. In the duodenal ulcer
series the percentage of good results is 40, the per-
centage for the two age groups being - under 40 - 365%.
over 40 - 50%.

It 18 necessary to point out, however, that of
those olassified as cured or relieved all cases under
40 were "oured", while of the b cases over 40, two were
"gured", and 3 only "relieved".

White (91) has found that healing takes place in
50% of gasiric ulcers treated medically, and that the
results are better under 45 years of age.

FPoreman (92) has found 42% cured or improved,

and 87% "in statuo quo ante" or worse.
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Lynch (93) in a series of 944 ceses treated
medically has had successful resulte in 62.5%4 of Gastrio
"Ulcer cases, and 79.8% of Duodenal Uloer.cases.

My figures are, therefore, in fairly close agree-
ment with those of these observers.

-I have already pointed out the superiority of
the results of médioal treatment in those of short
duration. In my opinion a short duration is the
most hopeful prognostio symptom; and age of only
secondary importance.

Thie the prevention of chronicity of ulcer, and
its complications depends on early diagnosis and
efficient treatment. Rountree (94) has pointed out
that, "prevention is better than cure™, The medical
treatment must however be thorough and prolonged.

"Phe price of cure in peptic ulccr is eternal vigil-
ance", (McClure 95)

In Pable I. I have grouped 40 cases as hyper=
chlorhydris, of these 28 were males and 12 females.
| The symptoms were in almost exact accordance with
those of duodenal ulcer, as &130 the sex incidenoce.
These were all oconsidered as possible duodenal ulcers,
but were not confirmed by X-ray examination or by the
presence of melaena. All responded to modified ulcer

treatment, in mort cases ambulatory.



These must surely be regarded as either lesser
degrees of ulceration, or a pre-ulcerous condition.
The history of duodensl ulcer has been shown to be one
. of remission aud relapaen and in most cases of uloer
there has been an early history resembling hyperchlor-
¢chydria.

I regard all such cases as potential ulcer, and
their successful treatment as ulcer preveuted.

If all patients seeu st this stage were properly
"followed up" in trestment, I sm convinced that many
operations would be avoided.

Surgicsl treatment of gastric ulcer proved satis-
factory in 90% of patients, and of duodenal ulcer in
83%. There were no deaths. These must be regarded
as very satisfsctory figures.
| Moynihan (96) has reported 500 consecutive oper-
ations for duodensl ulcer, without any mortality.
These must be regarded as exceptional figures. Six
of these however subsequently developed jejunal ulcer.

Young (97) in considering the resulte of gastro-
jejunostomy for gastric and ducdensl ulcer had good
results in 83% of patients and 7.8% of deaths.

Broster (98) in a similar summary regzrded 80% es
cured, 10% improved, and 12% as receiving little or no

relief.
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Heany (99) had 80% of good resulte.

The results therefors, of my enaquiry are oomparable
with those quoted.

The ressons for resorting to surgery are prinoipally
those given by Bennett (8Y) viz., (1) meohanical defeotsn,
(2) chronicity, (3) lack of co-operation by patient in
medical treatment, (4) danger of the development of
malignant changes.

In oonsideriag operation, the danger of malignant
chaenge must be considered in cases of gastric uloer
of long duration. Duodenal ulcer would sppear not dbe
to liable to this development. The figures of various
observers vary much. Thus McCarty and Brodes (100)
found malignant transformation in 70% of ulcers =
Moynihan (96) in 9.6%, Burgess (101) in 5-10%, while
Heany (99) had no cases of malignancy in 85 cases
exsmined, White (91) only 2%, Dible (102) with 126
gases histologically exsmined found no cancer, In
view of these differenceg it ie difficult to form a

trué e8timate of thie adanger.

I nave had no cases of gastro-jejunal uleer

f6ilowing operation in patients under my care, but



‘three patients operated on elsewhere have come to me
for treatment.. This 1s generally admitted to be a
serious complication and one diffioult to avoid.

Ryle (103) in discussing its prevention, gives as
contra-indications to gastro-enterostomy, "a short
history, a well marked hypertounus, a high abrupt ocurve
of acidity, sand rapid emptying". »

I would add lack of supervision after operation.
None of the cases here referred to were "followed up".
I think that cases with high acidity should receive
alkaline treatment after operation for a prolonged.
period. Most of these are ulcers of the duodenun,
and are not exciced at operation, and therefore
remain t0 heal, They may presumably also‘aot as
sources 6f infection.

Rowlands (1C4) states that the general incidence
is about‘zﬁ;' Paterson (108) found it under 1;';
welton (106) 24. Walton states that 1t usually
comes on in males with high secidity.

Hurst (107) gives the period of onset as any
time from a few weeks to ten years, and he and McViesr
and Wweir (108) refer to the tendency of the pain ta
radiaste to the left side, often to the iuguinal

region. The latter writers consider left inguinal
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radiation of the pain as conclusive evidence of atomal
ulcer.,

The condition previous to operation of the thrée
patients suffering from gastro-jejunsl ulcer is not
known, The ages were respectively 31.30 and 42.

The first two were women, the third s man. All had
originally duodenal ulcer. The onset after operation
occurred in one after 3 months, in the second after
4 months, and in the third after four years. Two
who were lnvestigated showed hyperchlorhydria. X-rgy
examination showed irregularity at the stoma in all'three.
but no actusal crater. Two patients compluined of psain
referred to the left side of the abdomeu, the third of
epilgastric pain. Oue only had occult blood in the
stools. _

All three were treated medioally. egnd could not
pe considered free from symptomé until after approximately
eighteen months of contimuoue dietetic and alkaline
treatment.

I am strongly of opinion that the operation of
gastro-enterostomy should be regarded as an &id to and
not an end of, medical treatment, and that alkeline and
dietetic treatment after operation would prevent jejunal

ulcer.
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I also feel that surgical aid should be called

in before chronicity has proceeded too far, §5ﬁ do6? |

plications allowed
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GASTRIC CARCINOMA,

There are 14 cases under review in this néries.
Sex: The sex distribution is equal; seven being males
and seven being females,

This 18 contrary to the usual finding thet carcinoma
i8 much commoner in males. Thus Broster (110) finds the
respective number of males and females 27 to 9, and Walton
(111) 191 to 71, in their respective series. The number
in this series i3 rather small for comparison.

Age: The average age in the series ig 58, the youngest
being %8 years, and the oldest 78 years of age. The
average age bears out the general finding that earcinoma
of the stomach is a'disease of middle and o0ld age,

Walton (111) points out that three quarters of the
cages occur‘between the ages of 40 and 70, and Broster
(110) gives an average age of 5Z. Gordon (112) wigely
points out that although the average age is high, many
cases occur outside the usual age period.

Occupation: In no case could the disease be ascribed
to occupatiOnal causes.,

Fapily History; One patient had a sister who died of
carcinoma of the stomach, and the father of another died
of the same complaint; a pércentage of 14,

Martin (112) found a definite family history in 187,
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Dietetic Habits: No cases of gross irregulerity occurred
in this series, Two were heavy smokers; none were

alcoholics,

Septle Focl: & patients suffered from defective teeth with
pyorrhoea, OUne patient had an associated appondix abscess,

but this occurred after the carcinoma,

Asgoclation with Syphilis: One case was associated with

syphilis, This association was probably incidental, as
the primary sore occurred only eight months before death
from cancer, and the patient was undergoing active anti-

syphilitic treatment

Mode of Onset of the Disease and Symptomatology,
The symptoms which brought the majority of these

patients to consult me was, what can best be described,
as a “"vague dyspepsia",

This held good in eleven patients out of fourteen. ,
Of the three others, one complained of pain in the right
gcapular région, and only admitted dyspepsia on being
questioned. One compleined of diarrhoea and vomiting,
(this was complicated by appendix abscess), and one of
general weakness without any very definite dyspepsia, but
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with loss of appetite (this instance simulated pernicious
anaemia), The duration of the dyspeptic symptoms was in
each of these three pétients difficult to elicit and vague,
This “vague dyspepsia® then I must regurd as the most
charescteristic early symptom. It wzs of the flatulent
type in all cases, and, as Graham (124) has pointed out,
18 described as discomfort or distresas rather than pein.
This early distress came on scon ufter food in 10
cases, about 1; hours after in one case, and in 2 cases
had no C¢efinite relaticnship to meals. The onset appears
seldom %o e so "punrctuual® and characteristic 28 that of
ulcer casses, The patient who complained of late pain,
suffered from a pyloric tumour., Hoynihan (115) has des-
cribed this ags the duodensl ulcer type. One natient had
80 11ttle‘disCOmfort that there was 2lmost complete lack
of symntoms, He came for a "tonic", e3 he felt slightly
out of sorts, !e had =2 large palpable tumour of the body
of the stomach, Turner (116) has reported two similar
cases, Streicher (117) has described this as "silent*®
carcinoma of the stomach, Hone of the cases in this series

appesred from the history to follow gastric ulcer,

Pain:

Pain, as a rule, follows discomfort as the disease



progresses, and becomes very gevere in some cases in

the late stages, OGraham (114) found that pain developed
ultimately in 86/, of his cases, and was acute in 407%.

12 of my caseg ultimately suffered from pain, and in 8
of these it was moderately severe,

It wes absent in one case of tumour of the cardia,
Here discoufort was followed by dysphagla, and gastros-—-
tomy (so often an unsatisfactory operation) insured a
painless course to the end.

The remarks already made as to the periodicity, or
lack of it, as regords discomfort apply equally to pain,
The pain and discomfort are frequently relieved by alkalies
in the early stages, and 80 may lead to a false sense of

security,

Appetite: Early loss of appetite was a featﬁre in 13
cages, One man retained his appetite desplte a palpable
tumour until well cn in the course éf the disease. All
writers comuaent on this early loss of appetite, which is
_probably due to loss of anticipatory tonus. This must
be regarded as an important symptom, and one calling for
full investigation by available methods. Graham (114)
found this in 60% of cases. Gordon (112) early in 207,

ultimately in 80/ . Vilvandre (118) also lays stress on



the importance of thia anorexia,

Bowela: Constipation was a feature in almost every
cags. Two patients suffered from periodic attacks of

diarrhoea,

Vomiting: This again varied with the progress of the
disezse., It was ultimately present in all my cases, and
came on earllest in two cases where the growth involved
the gardiac end of the stomach., This symptom was never
pregsent sufficlently early to be of diagnostic value in
time to save 1life, &nd must therefore be regarded as
amongst the late symptoms., This vomiting resulted in
little or no relief to symptoms, and appeared to have no
definite relationship to meals, except in cases with a
growth near the cardia, when it followed closely after
taking food. .

Martin (112) found vomiting in 8075 - 907 of all

casesg, but regards it as a2 late symptom,

Logs of strengih and wel :

This agein is ultimately a feature of every ccse,
The important point however is that loss of strength
unquestionably precedes loss of weight,

In striving for early dlagnosis this must be borne

in mind. I shall refer to this point later,
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Loss of weight to an obvious exient seems to me
to point to an advanced interference with metabolism,
and 18 likely to be found only in cases where the digwe
ease is far progressed, Six patients in this serles were
f2irly well nourished when first geen, but complained

of weakness, Four of these had palpable tumours,

Blood: In the last seven cases in this series this was
performed., Four showed a slight secondary anaemia. Two
showed a marked secondary anaemia, (R.L.C. below 8,000,000)
In one, a wrong diagnozis was made of perniclous anaemia.
-Here I found the colour index nore than cne (R.E.Z. 2,200,000
Hg B. 50:).

In this cese ancemia was early and marked, and dyspepsia
only slightly complained of. I, unfortunately, considered
an achlorhydria in this case as merely confirmatory of the
diagnogis of nernicious anaemia, The onset of gasiric pain

led to fuller investigations, but then ithe case was inoperable,

Lesucooytogis: Of the seven examined, s8ix showed a leucocyto-
sis of from 8 to 12 thousand., One had a normal white count,
Martin (In Osler and McCrae)(112) states that a moderate
leucoecytosis is usually present.

Eusterman (119) found severe anaemia infrequent,



Haematemesjis:

Vomiting of recognisable blood occurred in 5 cases
or 25/, but was always a2 late sign. Occult blood in the
test meal occurred in 7 cases or 507, Hurst (120) found
blood in the resting juice in 447 of cases. Dunlop (121)
in approximately 707. Broster (110) in 26%.

'Typical coffee ground vomit occurred in 4 cases only,

and et an advanced stage,

Halaena: Occult or overt blood was found in 11 cases or
787%. Hurst (122) has stated thet malaena occurs in 1007,
Hartin (112) more than 80%. If this can be borne out by
repeated examination then it must prove the most helpful

sign in diagnosis.

Physical Signs; The presence of tumour must be regarded
ags svidence of advanced disease, although in seven cases
this was found pzlpable on my first examination. It was
a late sign in four other cases, The three exceptions
being the two cases of tupour at the cardiac orifice, and
one, where fhe condition was complicéted by appendix abe
scess, and the tumour found at'operation. This patient

died foilowing operation.

In only one instance was gland enlargement present
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at the root of the left sterno-mastoid, Tﬁlﬁ?sggn of

secondary snread ig deseribed by most writers,

Pyrexia: Apart from iits occurrence as a terminal
nhenomenon, an evening rise of températufa wan a feature

of two cases, Gordon (127) has shown that this is n not

unec ommon ocecurrence in malignant disease. A third cese
already referred to, was first seen with a febrile illness -
appendix abscess, Gordon suggests that this pyrexia in-

dicates perigastritis,

Other features. 5 cases showed terminal jaundice, pointing

to involvement of the liver. 8 cases were operated on, and
the growth found irremovable. In two cases of tumour at
the cerdia, dysphagla was a prominent feature.

Loas, Onnler bacilli were found in only 4 cases, Thelr

presence is probably of 1ittle dlagnostic significance.

"hile it has been shown that all palpable tumours are
not malignant, I have met with no such cases, The course
of the disease in every instance proved the condition to

be malignant,



TABLE V1il,

Regults of gastiric analysis in Carcinoma

of the Stomach.

Total
No.| Free HC1 Acidity| Lectic Blood. Remarks,
Resting A% one at one acid.| Resting At one
Julce. hour, hour, juice, hour,
- evidence of retention
1, 0 0 40 + -+ —_ Carcinoma at pylorus,
2, 0 0 z0 l _ + — evidence of retention,
2 0 0 50 | M Resti jul
2. — i fucus, Resting juice
| + : iF fairly clear.
! |
_ 1 J
4, 0 0 45 + + - Resting juice foul
{
5. 0 0 35 -+ — | — | HMucus in resting juice.
6. 0 0 40 i + -+ 4 Evidence of retention.
% |
7. | © 0.026 0 ; — - = liucus.
o ? |
i i J
| | !
9. 50 | — | — | Evidence of retention
° ° o+
10.| © 0 50 —+ — , — Evidence of retention
1. o 0 40 —+ + I —+ Evidence of retention
12.| o 0 45 + Evidence of retention




Gaptric Anelysis, luch has been written in recent years con-

cerning the early diszgnosis by means of gastric analysis,

and it is now genérally accepted that the points of im~
~portance are (a) achlorhydrie, (b) presence of lzetic

acid, (e7 Dblood, (d) evidence of stagnation (Dunlop (121).
Iable V111,

Achlorhydria was nresent‘in ten ceses out of twelve
examined, or aprroximetely 8%7L, In twc cases a very low
acidity was nresent; at one howr in one Instance, and in
both resting juice anc one hour specimen in the other,

Hurst (122) found achlorhydria in 80/ at one hour. He
however found this reduced to 68 on frazctional examination,
Sprigegs (124) found achlorhydria In 1Z cases out of 17,

I shall refer tothis point later in discussing diagnosis,

Lactic acid: was present in 8 cases or 66/,
Maclean (125), Dunlop (121) and others have regorded this
ag of paramount importance in diagnosis, and have found {t

in every case of cancer where achlorhydria was present,

Blood: This hes already been referred to.

Evidence of Stagnation or Retention:
Ryle (126) has suggested that close observation of
the physical characters of the test meal may be of greater
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diagnostic value than chemical studies,

In the majority of my cases of carcinoma the resting
Juice has had a more or less foul odour, contained small
magses of incompletaely digested food, and slso mucus, In
addition, it may be blood stalned, or as in two czses have
the typlcal coffee-—pground appearance.

The difference from the clean well digested meal which

occurs in hyperchlorhydria is very marked.

X¥=ray Examination: X-ray examination was carried out in

twelve cases, Two patients refused this form of examination,

8ix of these nutients were found to be suffering from
carcinoma in the pyloric region of the stomach, four of the
body, and two at the cardia. This was evidenced by filling
defects, and perversion of peristalsis in these cases, and
in 5 of the nyloric cases by obstruction., One pyloric case
showed the *gaping" which has been described by Carman (127)
Horrison (128) and others, Of four involving tte body, three
cases sappeared to affect the lesser curvature; one, both
legser and greater. |

Those at the cardiac end also showed éigns of obatruction
in this region, Une of these was not dlagnosed until the
third examination by X-rays, two months after being suspected

on clinical grounds,
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Thus X~rays proved ultimstely accurate in all cases,
although failing in the earlier stages in one case. This
was possibly due to examination being carried out in the
erect position. ‘'then the cardia is suspected, lorrison (128)
has pointed out tﬁe importance of making the examination
"lying down", “4;0L

I shall refer presently to instances inAX—ray
exanination proved inaccurate in another direction - that of
indicating the presence of a defect which was not found at
operation, This side of the question seems to deserve more

attention., Moore (129) has shown that spasm and other con-

ditions may simulate carcinoma in radiological examination.

Discussion: then one reviews the symptoms of these cases,

it is at once apparent that there is no typieal cancer syn-
drome; as loynihan (115) says "In reading the histories, it
is difficult to believe that they always relate to patients

gsuffering from the same disease*”,

Eusterman and Buerman (119) state that they have found
the symptoms of gastric carcinoma more diverse than.those of
any other disease, .

Much has been written in recent years concerning the
early diagnosis of cancer; =and it is an unfortunate fact that

successful treatment by excision is impossible except in
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very early cases,

Spriggs (120) has pointed out that a considerable time
is too often allowed to elapse between the onset of symptoms
and an’adequate investigation of the stomach., ZEusterman
(121) reports that in 225 of the inoperable cases at the
Hayo Clinic, the symptoms had extended over sixteen months.
Host wrlters refer 10 hospital patients, but these I think
are to a certain extent selected cases, as many of the more
acute cases are obviously hupeless from the time of the
first consultation, ané are not necessarily referred to
hospital.

Hy own experiencé”of gastric carcinoma has (in this
series) been uniformiy unfortunate, Out of these fourteen
cages, twelve have been diagnosed within a month of first
presenting themseives, in fect many earlier; yet all have
proved inoperable., Seven, in fact, have had a palpable tum-
our felt at the first examination, This leaves a bare two
cages (147) for possible success in treatment,

It would therefore seen that 2 great part of the re~
sponsibllity for the delay in diagnosis rests with fho
‘patient, and that the general practitioner is not the sole
person concerned in this delay.

This introduces the difficult and rather delicate
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problem of public propaganda concerning early symptoms,
which problem I do not propose to discuss.

I have found the average duration of life of these
- patients to be only 61 months frbm the time of seeking
medical advice, although it is true that in several ine
stances death has been hastened by operation.

Hele White (122) summarised the prognosis thus -
"life i3 rarely prolonged more than eighteen months or-at
the outside two years after the patient is first led to
consult a doctor for the symptoms of this ¢isease, The
duration of ihe greater number of cases is much less than
elghteen months, and often is less than a year", Ny ex-
perience then has'been that carcinoma of the stomach is a
more acute disease than is generally suppozed. Graham (114)
hag found thst the patient rarcly lives over a year from the
onset of symptoma. Cheever (1Z2) has analysed 2%6 cases,
and in only 9,7 was it nossible to attempt a radical op-
eration, yet, the average duration of symptoms was less than
6 months.

Rehfuss (134) has stated that experience teaches him
more end more to regard gastric carcinoma as an acute lesion,
There are thus a considerable number of ceases in which the

disease must be regarded as hopeless from the first,



There remains, however, a fair percentage in which

diegnosis in time for successful operations is possible.

It is our problem to discover and select these, The issue
is first complicated by the fact that in practice one sees

a considerable number of dyspepsias in which carcinoma is
suspected but afterwards disﬁroved. Reference has been made
to what is probably the earllest common symptom, namely, a
vague dyspepsia occurring in middle 1ife. This is, however,
equally, if not more common, apart from cancer. Nevertheless
it must be regarded as a possible danger signal, as has been
so often pointed out, (e.g. Burgess (125), Spriggs (124),
walton (111) et al.

We must then further investigate the condition, It is
obvious that while loss of weight and of appetite are strong-
ly supporting evidence their advent gshould not be awaited,

Achlorhydria has been shown to be present in almost all
cases, but is not, however, pathognomonic. Dennett and Ryle
{(126) have found achlorhydria in 4/ of normal people. Bell
(137) has reported the absence of hydrochloriec acid in
~ chronic gastritis, gastric ulcer, nervous dyspepsia, gall
stones, chronic appendicitis, pernicious anaemia, rheumat-
0id arthritis, and neurasthenia., I have found it absent in

cases of tuberculosis, gall stones and chroniec appendiocitis.



Y

The diseases which may have to be considered are,
therefore, humerous; and not always easy of exclusion,

In suspected cases, however, this absence of acid
must be eonsidered‘highly suggestive, Combined with the
presence of lactic acid znd blood, it is, of course,
almost diagnostic, but some writers (e.g. George end Gerbder)
(128) consider that the diagnosis in this combination may
be early, but not the cancer,

On the other hand, Hurst (120), Roberts (129) and
others have shown that hydrochloric acid is not always ab-
sent, being present in approximately 207 of c=zses,

In one of ﬁy cases of carcinoma of the cardiac end of
the stomach in which a gestrostomy was performed, I was
readily nble to observe the gastric secretion, and at no
stage until within a few days of death were the test meal
findings tynical of corcinoma, This case, well illustrates
the difficulty of diazgnosis and is one of the two in this
series where recognition was delayed.

M.G. age 58. Female. Seen on 6, 6, 26. Gave a
history of dyspepsia for three mdnths. The dyspepsia was
flatulent in type, and accompnaled by discomfort rather
than pain. There was sald to be no loss of weight, but

some loss of energy. No vomiting, Test meal: free HC1

0.072,,. Total acidlty 50i, no blood; slight mucus; no
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lactic acid., There was no occult blood in the faeces,
Wasserman reaction negative., lLeucocytes 7,000, Haeme.
oglobin 75%., X-ray examinetion - negati;e.

There was some relief from treatment with carmin-
atives, On 80. 7, 26 she compleined of some difficulty
in swallowing., X-ray was again negative., Oesophagoscopic
examination was also negative, (By lr. R.P,Mathers).

There was l1ittle change in the symptoms for the next six
weeks., Un €, 9, 26 as the difficulty in swallowing persisted,
a further examination by means of the ocesophagoscope was
carried out by lr . R.P.Mathers. Some obstruction seemed
present at the extreme lower end of the gullet, and z plece

of tissue was removed for examination, Microscoplc exam-
ination showed ‘the appearance of granulation tissue, but

no evidency of malignaney.

X-ray examination on 15. 9., 26, now showed some delay
at the lower énd of the oesophagus, and also some irregular-
ity at the cardiac end of the stomach, | |

Laparotomy was carried out on 8, 10, 26, There was a
tumour mass felt at the cardiac end of the stomach involving
tﬁgiiewe;;and of thg oesoOphagus., Two tumours about the size

of walnuts were present, one on the smaller curvature, and



one on the anterior wall of the stomach,

Gastrostomy was performed. The morning resting juice,
and a one hour épecimen were now examined weekly until death
on 12, 1. 27,

There was throughout almost no variation from the
original test mezl finding for the entire period., Free
HC1 remained steadily at 0.07%" to 0,0Z67, and total acidity
at 50f%0. Blood and lactic acid were absent., Ten days
before death the resting julce for the first time showed
‘obvious debris, and blood was present, At one hour there
was achlorhydria, and lactic acid; mucus and blood were
present,

The test meal was now typical of carcinoma. In this
case, therefore, the test meal findings were by no means
typical of cancer until the termindl stage. 'One fact must,
however, be noted, The stomach was washed out every even~-
ing a8 a routine until 10 days before deaih., HNow it has
been pointed out (Bennett ) (140) that after lavage of the
stomach there may be a2 return of free hydrochloric acid,
This is presumably due to the improvement of the accompan-
ying gastritis, with its associated mucus.,

Perhans this faot accounts for the continued presence
of acid, and absence of other signs of cancer. In this case
there was no pyloric obstruction to cause retention. I have

no experience of the effect of lavage in other cancer cases.



The finding of a high free acidity is reassuring
where the symptoms and X-ray examination may bé sugges-
tive of malignéncy, as in some cases of pylorie ulcer,
Rusterman and Bueerman (119) consider that if the acid-
ity is adequate the condition is benign..

X;ray examination is now generally credited with
being the most accurate method of determining the presence
of early cancer of the stomach. (loynihan (115) Broster
(110) ). Carman (141) was accurate in 957 of his examin-
ations at the Mayo Clinic, a percentage, he says, "not
approached by any other method of examination®,

The use of this method of observing the healing of
ulcers, and thus excluding malignant change, would appear,
from the findings of Jordon (142) to be of the utmost
value. This writer includes the disappearance of malaena,
and the improvement of symptoms, as other necessary evide
ences of healing.

I have already stated that radiology may suggest dis-
eage which 1is not found present at operation, and thus
£ail in an opposite direction,

| As has been indicated, one seces in practice a con-

siderable number of dyspepsias in whi¢h carcinoma seems
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a possible dlagnosis,
The following three instances 1llustrate how closely
it mey be simulated, and the diffioculty which may be
presgent 1tspit in deciding how to deal with'then.
In all a dlagnbsis of gastric oancer seemed probable
if not proven; and in all operation proved this to be
wrong.
Case 1.
P, J., Male: age 62: Clerk.
Complaint - flatulent dyspepsia for 4 months, Previously
well. Loss of energy and weight. Marked loss of appetite.
Appeafance - anacmic and spare,
Test meal: Free HC1; absent; total acldity 50; lactic
acid and blood absent -~ some mucus, no malaena.
X~ray examination: Stomach atonie, delayed emptying; 1rreg~A
warity and narrowing of the pylorus. Radiol-
ogists opinion -~ tumour causing partial obstruct-
ion at pylorus.
Opdrptgon: Stomach rather dilated; no stenosis or defect

at pylorus,

Q_a_ge »

J. W. Female: &age 62: housewife,

Complaint -~ flatulent dyspepsia, accompanied by pain in
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%he left hypochondrium - aggravated by food -~ not relieved

by atkalies; occasional vomiting. Duration X months,

during which loss of weight about 14 pounds,

Test meal: Free JiCl; absent; total acldity 40 - no
lactic acld or blecod, Considerable mucus, no
malaena,

X-ray examination: Cross irregularity at fundus; peristaleis
irregular; no delay in emptying, colon normal,
Radiologists opinion - tumour of body of stomach
involving greater curvature. '

Operation: Stomach normal, Colon adherent to’pariotal
peritoneum in region of splenic flexure, Adhesions

released,

Case 2.

%, J. Hale: age Z8: GClerk.
History - dyspepsia for 4 months; late pain suggestive of
duodenal ulcer, but irregular in time of onset. No vomit-
ing, history of dyspepsié four years previously. Lost 1}
stones in weight recently. Appetite poor, loss of strangth
and energy, evening rise of temperature to 99-100°F, Visible
perigtalsis of stomach,
Test meal: Free HC1 absent. Total acidity 40. No lactic acid

or blood. Faint trace of occult blood in stools.
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X-ray examination: {rregularity at pylorus; delayed
emptying, BRadlologists opinion - pylorie
ulcer; ? tumour,

Operation findings: Tuberculous‘peritonitis in upper
abdomen apparently subacute, Adhesions in

region of duodenum and upper jejunum,

These cases .had, apart from the radiological examin-
ation, insufficient evidence on which to base a diagnosis,
and in all of them this examination was the determinatory
point in indicating laparotomy.

If there is a reasonable doubt, laparotomy must be re-
sorted to, and remains the only sure method of &iagnosis
except in advanced coses,

Despite the unfortunzte happening of an apparently
unjustified oneratioﬁ, I am s8t111 of opinlon that, where
there 1s a strong poessibility of the existence of carcine
oma, exploration should be advised,

It is8 interesting to observe that the teaching re-
garding the dlagnosis of cancer of the stomach has taken a
new outlook in recent years. The diagnosis no longer waits
on tumour, vomiting, haematemesis and wasting, but is sus-
pected from the onget of mild dyspepsia, and loss of enérgy -

with the hope of diegnosis from X-ray and test meal examin-
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ations and the presence of malaena. Hurst (142) has given
a further new outlook as feported in the Proceedings of the
Asgociation of Physicians., In discussing the precursors of
carcinoma of the stomach-he points out that 207 of ceses

of this disease are secoundary to chronic gastric ulcer,

and that most of the remaining 80y are secondary to chronic
gastritis., le suggrsts that achlochydria is precancerous,
and due to the chronic gastritis; and that as, in this con-
dition, free acid returns after lavege with hydrogen per-
oxide, and other treatment, we may hope to provide a real
prophylaxis of carcinoma ventriculi from this cause,

The early recognition and treatment of gastric ulcer
should eliminate malignancy arising from this cause,
Stewart (144) in a series of post mortem examinations found
11.57 of cancer in simple chronic ulcer, but no case of
carcinoma arising in healed ulcer scars.

e ——— :

It is now proposed to summarise the remaining conditions

which comprise Table 1 and to comment on any points bearing

on diagnosis.

Gall Bladder Diseage.

Twelve cases are included in the series in which the

gall bladder was found to be affected,



Uf these; nine suffered from gall-stones, and three
from cholecystitis alone, Eight patients suffering from
gall-stones were operated upon, and the diagnosis verified
in this way; the ninth patient passed a single round
stone confirming the diagnosis., The three cases of chol-
ecystitis were also treated surgically by the removal of
the gall-bladder, Of the patients who had calcull - sBix
suffered definitely from attacks of billary colic and
during attacks had definite tenderness localised over the
gall bladder. In only one case was jaundice present; here
the stone was impacted in the common bile duct.

Dyspepsia of a flatulent type was the predominant
feature of the remaining three cases., In a11,‘howevef, there
were periods of remission, and of relapse, thus to a2 certain
extent simulating peptic ulcer. Luring the period of ex-
agcerbation, however, in all three there was distinet and
daefinite local tenderness beiow the right costal margin.
This sign is absent durins the remission period. Bennett
(145) finds that this sign is the most constantly present,
and of the greatest diagnostic value.

This evidence was also present in all three cases of
cholecystitis, One of these was acute and readily diagnosed,.
Two were chronic or subacute. These were verified by chol~

ecystography. (dye. concentration test) (Graham)(146),
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This method of examination was not avallable in my
earlier cases, but appears to be of the greatesi value in
diagnosing doubtful cases of gall bladder disease (A.B.
MoLean)(147) Brailsford (148), |

Burst (149) has demonstrated that gall stones are
found in 10 of post mortem examinations of persons over
40 yrars of age; Cade (150) that symptoms of cholecystitis
precede those of cholelithiasis. Gall bladder disease must
be a very common condition, and its diagnosis frequently
overlooked, It seems likely that its recognition at an
earlier stage may now be looked for, with the aid@ of chol=
ecystography. There seems to be general agreement that
dyspepsia when present is of the flatulent tyne, with no
other special characteristic, and that z prolonged history
of dyspepsia may precede symptoms which point more definitely
%o gall-stones, Hunt (151), hkoynihan (152), Rowlands (15Z).

Wilkie (154) has shown these conditicns to be due to
streptococeal invasion of the wall of the gall-bladder, and
hog shown the importance played by the gall bladder as a
focus of infection giving rise to disease elsewhere, Two
of my patients had such conditions.which cleared up after
excision of the gall bladder. One of them suffered from

rheumatoid arthritis, and one from trigeminal neuralgia.
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One patient had a recurrence of ¢alcull; several small
stones having been removed eight yesars previous to his
second operation, (Cholecysteotomy).

Tﬁo pﬁtienta dled following operation, In three
cases a ipst meal was performed, all showed a low normal

acldity.

Chronic_#Appendicitis.,

Of the 19 censes of this disease five occurred in mzles
end 14 in females, The average age was 74 years - males
42, females 26, Thils disparity of =ge as regards sex was
due to the fact thet two of the five males were over 60
years of age. Only two — approximetely 107 - of these
patients gave a history of a previous acute attack; but
all the remaining ratients complzined of recurring attacks
of abdominal pain localised to the right lower abdomen,

These attacks varied from discomfort, dlstension and
gurgling to more definite paln even causing difficulty in
walking. Thuslsome appeared to suffer more from obsiruc~
tive symptoms in the region of the caecum; others to a
recurring inflammatory condition of the appendix,

Pyrexia, In no case was there a marked pyrexia during
an exacerbation., Two cases showed a2 temperature of 99,.8%,

subsiding in 24 hours,
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All cases had definite localised tenderness in the
right iliac region. This was not present on every exam=-
ination. Irhave found i1t important to ask patients sus-
pected to be suffering from chronic appendicitis to re~
port at once if they experience an increase of pain or
discomfort, the local cause of the pain is then readily
apparent,

One is struck by the fact that rigidity of the rectu‘“
is not frequent, but that on deep palpation with the fingers
a point of tenderness is reached, and quite often the appen-
dix can be rolled under the fingers,

A11 writers on this subiject draw attention to loecal
tenderness as being the important point in diagnosis,
Fletcher (156), Trotter (157), Dowden (158), Walton (159)
Fellows (160).

I have not met with any czses in which dyspepsia,
resembling ulcer, was a feature., Three patients had
asgociated flatulent dyspepsia, but in all, the predominent

symptoms and disconfort were referred to the iliae region,

Associpted mobility or prolapse of the zscending colon.

Five patients were found at operation to have an undue

mobility of the caecum or of the ascending colon. These were
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treated by fixntion of the colon, in addition to append-
lcectony.

Some writers e,g. Hathaway (161) object 0 the term
chronic appendicitis and prefer subacute. Hathaway points
out that affections of the caecum and ascending colon give
a distinect elinicel piecture, Carslaw (162) has had sat-
isfactory results from colopexy in this type of case,

Hore experience inclines one to dirferentiate two
types of sufferers from right iliac pain - the recurring
inflammatory type (a8 described e.g. by Stengal in Osler
and MoCree (163) ), and the type just discusged,

The special features of this type appear to be loo-
alised discomfort, associated with distension of the caocum,'
and often attended by gurgling. Tenderness 1s always
present. General and toxlic symptoms are more marked e,g.
nervousness and depressidﬁ, szllow skin, furred tongue,
weakness and often faintness and constipation, Flafulent
dyspepsia, probably reflex, accompanied all my cases,

These patients present many of the features of enter~
opfosis. The operation results were in every case satis~
factory. In two elderly men (62 and 66 years) the symptoms
were largely due to partial obstruction from adhesions,

obviously pointing to previous inflemmatory attacks.
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Radielogy.

Seven casesm were examined by X~rays. Two showed definite
kinking of the appendix., Two showed imperfect filling, The
remaining three gave indefinite pictures, but in all seven there
was present definite tenderness over the appendix when palpated
during examinétton.

Test meal. ,

Four cases, all of the second type (mobile colon) were

given a test meal (Boas)., In all the figures for free hydro-

chloric acid were low normal,

Acute Appendicitis.

Twenty-two cases of acute appendicitis occurred; 12 being
males and 10 females,

These were all typical cases, and do not call for discussion,
Three patients had suffered from previous attacks. All were
successfully operated upon,

EnteEOQtoslé,

In this group of 12 patients, 12 were female, one a2 male,
In his series of 400 cases, Walton (164) found the ratio approx-
imately 2 females to one male, These female patients fall
roughly into two groups.

(1) Young, usually unmarried females (with probable congenital
defect.
(2) Older women, with lax abdominal walls.

Saner (165) clessifies these as congenital and acquired,




The male patient (age 29) wzs of the same type as group 1,
Group 1,

The condition in this group is "probably not & disease
at all but a congenital deformity, due to these persons being
‘born with abnormally long mesenteries®, (Wyard (166) ).

The build of such patients, I have found to fit in with
the general descripfion - long thorax, sloping shoulders,
narrow intercostal margin, and lax abdominal wall, (e.g. McLennan
(167) ). These patients are apt to present a éomplex symptom—
atology, Bedingfield (168), has rec<ntly described the condition
with great detail, He.states the four cardinal symptoms as,
general weakness, abdominal disconmfort, constipation, and flat-
ulence; while neurasthenia (usually an anxiety neurosis) vaéo-
motor disturbances, menstrual pain or irregularities are common
features., Hurry and Fenwick (169) have pointed out how this
condition is rendered chronic by the kinking of intestines,
leading to faecal stasis,with further aggravetion of the kink-
ing; and the toxic condition resulting leads to loss of adi-
pose tissue which again aggravates the ptosis.

The condition may give rise to considerable difficulty in
differential diagnosis, as the symptoms may élosoly resemble
those of localised organic disease -~ eapecially gaatric_nlcer.

It is well to remember that ulcer may co-exist - one of my
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cases of gastrié ulcer occcurred in a patient with well marked
entorptosis,

The lack of periodicity of the symptoms and of benefit
from alkalies along with negative X-ray examination, and ab-
sence of malaena seem t0 me t0 be the chief points in diff-
erential diagnosis,

Five of my patients had been treated by operation for
supposed chronic appendicitis with only temporary benefit, I
have found the cohdition intractable; neurasthenia being prob-
ably the most troublesome symptom,

Bach new system of treatment - abdominal exercises, massage,
abdominal belt, change of diet, rest cure, spa etc., - seem
to do good only temporarily.

Trant (170) hes reported a measure of success by treatment
with small doses of insulin, thus inducing a craving fot’and
inerecased assimilation of carbohydrates, He has succeeded in

this way, in obtaining a definite increase of weight.

Group 2. requires little comment,

I have found the average age to be 49 yeafs;vall had borne
several children. The abdominal wall was lax, wifh protuberance
of the lower abdomen. Three had various degrees of uterine pro-
lapse, and two had palpable kiépeys. Constipation was a feature
of all, as was some degree of anaemia, with sallow skin and

poor nourishment.




Yo

Dysnepsia was of the flatulent type.

Many cases commonly classified as debility belong to this
type, although they may have no abdominal symptoms, In such
cases the toxic symptoms predominate.

I have had two patients suffering from Dietl's crisis -
one with Bix attacks; both had in addition a degree of
general enteroptosis, and should perhaps be classified as

belonging to this group.




Diverticulitis.

This condition was diagnosed in fowr casé;} Two were males
and two females. The average age was 54 years - which approx-
imates the finding of Masson (171) in 289 cases at the Mayo
Clinic, |

Clinical features.

Tiverticulitis must be regarded as an inflammatory come
plication of diverticulosis; (Overton (172) ) and as the in-
filamed area may be limited, 1t is likely that the two con-
ditions usually co-exigt. The condition of diverticulosis
would appéar to be generally quiescent, althoughngriggs (17g)
finds that about half the subjects complain of symptoms,
especially constipation, flatulencé and genergl discomfort,
I have not made a diagnosis in any cese of this condition,
Three of my patients would appear to come within the group
described by Mayo (174) as self-limiting diverticulitis and
peridiverticulitis,

In all three, the symptoms complained of were pain and
discomfort in the left i1liac fossa., This was usually accom-
panied by a slight pyrexia and feeling of malaise. In two
there was a mucous discharge pointing to an accompanying
colitis, Local tenderness and distension of the colon were

present, and in two, a palpable mass in the sigmoid suggest-
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ing tumour, Rectal examination was negative. The condition,
I have found, subsides in about a week, and there is com~
parative freedom from symptoms, until another diverticulum
becomes affected. |

Two of these patients have had three attacks, and one,
two attacks., The diagnosis denended in these cases upon an
x—féy examination after administration of a Barium enema,

iy fourth cose was not diagnosed until operation. The
symptoms were acute, pain was localised in the left iliec
fossa and the outline cf the colon was palpable. The tempe
erature was raised to 102°F, the abdomen was distended and
vomiting occurred.

I diagnosed the condition as a malignant tumour accom
panied by an inflammatory condition causing obstruction, The
condition was not clear at operation, and the mass was €x-
cised. The excised poriion of sigmold was found to be
affected by diverticulitis, with a superimposed inflammatory
condition. The patient recovered.

De Quervain (175) has described a condition which
he calls "chronic stenosing diverticulum tumour®, which seens
to have been the cgondition in this instance,

Acoording to Mayo (174) the immediate obstruction is
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due to inflammation and oedeme in the affected part, Cases
where the symptoms are so acute as to resemble left sided
appendicitis are described by Barling (176) and others.

The causation of diverticulitis is not clear; all
these patients had suffered from constipation for a long
period, so that their condition was probably due to the
formation of "pulsion® diverticula, as described by Telling
(192)

FE
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Acute dilatation of the stomach.

Four cases of this alarming condition occurred, There
was in every case well-marked dilatation of the stomach,
80 obvious as to be visible., Vomiting was coplious and
bile stained, and epigastric pain and tenderness present
to a2 considerable degree.

The outstanding feature was, however, the general colle
apse and distress of the patient, The pulse in all cases was
rapid ané small; pallor wes marked, and a cold clammy per-
spiration was present, The condition is generally belleved
to be due to an c¢bstruction of the third part of the duod-
enum by the superior mesenteric vessels,

In two of m} patients the condition followed c¢onfinement
and the ganeral condition suggested internal haemorrhage.

The greatly dilated stowmach was, however, very obvious. Both
were treated by being placed in the prone position and by
raising the foot of the bed. A stomach tube was kept in for
some hours and repsated lavage given., Pituitrin was ad-
ministered.

Both cases were the cause of great anxiety for 8 - 12
hours. Both patients had a general anaesthetia; In the serdes
of 144 cases collected by Borchgrevink (177) all but one had -

general anaesthetics.



Of the other two, one, a man of 28 years suffered from
the condition following éxcessiﬁe beer drinking._ A'similar
case is reported by Kirch (178). i '

The other patient, a girl aged 11 years, stole and ate
one pound of chocolates, four cream cakes, and two small
cream cheeses; these were consumed with great rapidity,

Farquhar (179) reports a case where a girl ate one pound

of dried figs. These two cases were treated as above and

recovered,

e
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Syphilis.

I have included five cases under this heading. In
these patients vafious gastric conditions were present,
accompanied by a positive Wassermann reaction.

"The presence of a positive Wassermann reaction in indiv-
iduals, with gastric symptoms may be either purely incid-
ental or evidence of the real cause of the patienfh
complaints®. (Gray) (180).

Three of these patients had symptoms typical of
duodenal ulcer; and of the three, X-ray examination showed
evidence of distorted duodenal cap in two.

Tast meals showed free hydrochloric acid within normal
limits. A1l were known by me to have a syphilitic history,
and were treated by antisyphilitic remedies only, with
comnlete recovery. Ulcer, of course, may coincide with
syphilis., TFngel Prager (181) found 107 of all ulcers to
be syphilitic.

A fourth patient had indefinite gastric symptoms,
(flatulent dyspepsia etc.) with attacks of pain suggestive
of gall-stones. A8 she had a history of having had several
miscarriages, a Wassermann test was taken and found positive.
The condition cleared up with appropriate treatmeht.

The fifth ccse also had a gastric condition with in-

definite ¢yspepsia, but accompanied by vomiting. She had,
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however, in addition a nasal dleeharge,'and a perforation
of the septum, |

A blood t~st found positive, and antisyphilitic treat-
ment, resulted in amelioration of the condition. Further
evidence would he required to prove definitely that these
were true syphilitic lesions, lcNee (182) has shown the
presence of‘epinochaetes in the stomach and oases (e,g.
Smith (182) ) of gastric syphilis have been reported., The

regponse to treatment must be regarded as suggestive,

Diet ¢ificiencies (vitamins).

This gfoup I have included as all came to me suffering
from abdominal symptoms; Thelr condlition seemed to me to be
due %o a definite deficiency of sultable food,

The 56 cases, included Z0 males and 26‘females, and fell
in the age period of 16 - 2% years. All belongéd to the
working classes - gervierally the lower grade laboufing clagses,
In almost every instance the mother also worked, so that
freshly cooked food was not generally provided., A typlcal
mid-day meal might consist of itinned meat (no potatoes) or
ple - followed by tea with condensed milk, bread and margar-
ine, and pastries; a diet very low in vitamin content,

That the digestive 'system suffers from vitamin de-

ficiency has been frequently pointed out — Cramer (184-5)
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has produced experimentel evidence to show that vitamin
A has a specific stimulating effect on intestinal mucous
membrane which atrophies in its absence; while vitemin

B has 2 stimuleting effect on lymphoid tissue, and on the
process of digestion and absorption,

Cowgill (186) has found th-t in the absence of vitamin
B,.there is a decreased desire for food and inability to use
it. Findlay (187) has also found this in his investigations,
HeCarrison (188) considers that vitamines activate the cells
of the direstive system. MNcCollum (189) has pointed out
the loss of appetite where vitamin B is deficlent in food,
Rowlands and browning (190) found atony of the stomach to
result Iin rets due to deficiency in vitemin B,

This group, of course, does not properly belong to
diseages of the digestive system, but is part of a larger
group of cases of which malnutrition was a feature but as I
have said, it was the abdominal condition of which they
first complained.

The cheif complaint was loss of appetite, fullness of
the ¢ omach with discomfort and often flatulence, and con-
'atipation. In some cases there seemed to be perverted
appetite with carbohydrate craving.

The treatmeﬁt consisted simply in improving the diet

as regards "freshness" - introducing eggs, fresh butter,




vegetables, and a daily pint of milk.

The nutritional effect, (which does not come within
the scope of this peper), is repid, while the improvement
in digestibn.is marked. |

It 1s difficult to prove that this is entirely due
to incrrase of vifamines, a8 the previous dletary is also
deficlient generally in ‘proteins and fat,and lov@r'.loadad
with carbohydrates; nevertheless tﬁe‘érobébility‘is that,
asvthe symptoms corréspond to those ékpérimentally pro-—

duced in animals by vitamin deprivation, the cause is

similar,.
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Intestinal Obstruction: (10 cases).

Seven of these cases were due t0 tumour, and three
to other causes.

Of the cases due to tumour the obatruction was first
seen when acute in three cases. In the other four, the
condition gave rise to symptoms before obstruotion of a
complete nature took plaoe.

The aites of the obstruction in the acute conditions
were respectively (1) the jejunum, (2) the caecum, (3) the

sigmoid flexure (ocolon).

Casgse 1. J.R. Female, age 29, gave a history of two pre-
vious attacks of acute abdominal pain which passed off in
about two hours, When seen there was obvious intestinal
obstruction with visible peristalsis, and typioal colioky
pain. This passed off in about 3 hours. I insisted on
operation. A small adenoma about 2 inches in diameter
was found growing from the jejunal wall and projecting

on the peritonal aspect, This had caused obstruction by

a simple twist.

Case 11. J.F. Jale, age 46, had been treated for duo-

denal ulcer for 10 years and was seen on account of more
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violent pain and vomiting.

Tenderness was present in the right 1liac‘rogion, and
a palpable mass was felt locally and per rectum. Diagnosis
was obvious.  The mass, on resection, proved ¢o be dug to
an epithelioma of the ileo-caecal valve. The wall of the
colon for several inches was the seat of several small

adenomata. A good recovery was made.,

Case 111, J.W. iiale, age 62, seen with typical intestinal
obstruotion of the iarge intestine. This proved to be

due to a carcinoma of the sigmoid flexure. This was suc-
cessfully resected, three weeks after a preliminary

caecostomy.

Of the four more chronic cases, one was due t0 an
adenoma of the rectun. The syhptons were those of par-
tial obstruction, colic and abdominal distension. A
mass was palpable per :eotuh, thought to be malignant,
but proved simple,

The remaining three patients all suffered from can-
cer of the colon, (two ascending: one descending).

The symptoms in all were similar to those described
by Hurst, Turner and Venables, (193) and by McAuley, (194),
namely abdominal discomfort; pain localised in the segment
of the bowel proximal to the obstruction, and also a change
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in the habitual aotion of the bowel. This last symptom
took the form of constipation, with occasional attacks of
diarrhoea. .

Qocult blood was fbund in the faeces of two patients,
Rowlands (195), and others have indicated the importance
of this. The grbnth was resected in two cases and found
to be'inoPérablo in one.‘

The obstruction was confirmed by X-ray examination in
all three cases.

The symptoms of this condition seem to me 8o character-
istic, and the diagnosis can be 8o readily verified by
radiological examination (combined barium meal and enema)
that it should not be overlooked.

The aszociation of adenoma with neighbouring carocinoma
would appear to be relatively frequent. Stewart (;96).

Burgess (197).

The other oconditions which were found causing intestinal
obstruction were, (1) femoral hernia, (2) volvulus (small
intestine), (3) adhesions following former peritonitis -

. probably tuberculous. The ebstruction in these was acute.
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Acute gggtritis (985 cases)

This formed by far the largest group in the series;
and has been the least investigated by me, really on account
of its ready and immediate response to treatment.

Fifty-one cases were male and forty-four female. In
twenty-five, intestinal symptoms were also present. Thir-
teen of these occurred in an epldemic of food poisoning
due to Gaertner's bacillus, In all of the food-poisoning
patients, the symptoms were very aocute; vomiting, diarrhoea,
pyrexia and collapse being evident. In two instances
intestinal haemorrhage occurred. Seven males and four
females suffered from acute alcoholic gastritis,

The cause in the remainfer appeared to be indilcration;
in diet. In some (9) decomposed food was the most likely
cause.

Vomiting ocourred in 29 cases, approximately 30%.

No gastric contents were examined. All responded
readily to simple treatment, starvatien, initial purge,

and astringents.
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Chronic Gastritia., (27 cases)

I have included in this group 27 cases of whom 20 were
males and seven fohales. |

The apparent ocanses of this condition were rather varied,
Improper mastication was the most common cause, and I
attribute this to 15 cases.

Imperfect dentitlion was present in 11 of these patients,
and in eight of the eleven,'the gums were also the seat of
sepsis (gingivitis or pyorrhoea). There was thus a probable
double predisposing cause in these patients.

In four, the condition was probably caused by hurried
and irregular meals,

Five cases I attribute to chronic alcoholisma -~ of the
*soaking type‘.

Swallowing of infective material appéared to be the
cause of the condition in four patients. Three had chronie
tonsillitis, and one nasal polypi with assoociated sepsis.

In the case of three female patients the cause of the con-
dition was diffiocult to assign. One suffered also from
chronic bronchitis, and two ate frequently between meala.
Tea.and'soup, they both iiked *nice and hot*®.

Such causes as the above are those oonmpnly given by
writers on the subject. Conybeare (198), Marous (199),

Rehfuss (200).
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The symptoms are more or less similar in most cases,
but not pathognomonic.A Fain i8 usually slight and rather
aggraVated than relieved by food. Alkaliles hav§ little
effect on the symptoms, oaruinatives giving more relief.

The appetite is frequcntly bad in the morning, and often
heavy meals &are taken later. Morning retehing or vomiting
are especially characteristic of alcoholic cases. Ryle (201).

The general ocondition and nourishment are often good,

I have noticed when éxamining the throat or passing a stomach
tube that the pharynx of these patienté is often unduly
sensitive.

Test meals were examined in 8 cases - with the following
findings - Achlorhydria 1: Hypochlorhydria 5: and normal
acidity 2 cases. Bell (2023) in eleven cases found achlor-
hydria 8; and hypochlorhydria 3:‘bui-kg4wu9k4~41‘0“¥-3-

All meals showed an excess of mucus: in some, this was
quite tenaceous. No occult blood was present. Ryle (201)
states that normal acid curves may return after lavage. I

did not examine for this in any case in the present series.

This condition , so closely resembling oancer in itlv
symptomatology and test meal findings, has been to me on a

number of occasions a source of some anxiety. The X-ray
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findings are most helpful here, being largely negative.

Absence of oocult blood in test meal and faeces is of
great value as a differential sign, as I think i8 also a
blood examination. |

Observations of the weight should also be kept.

Improvement follows the use of a more rational dietary,
and attention to oral sepsis.
Gastrio lavage I carried out in only 3 cases. It

caused a marked and rapid improvement of sympioms.

' A more serious view must now be taken of chronic gastritis,
having regard to Hurst's opinion (already mentioned, (143) that £
is the precursor of carocinoma veantriculi.

Successful treatment must include a return of free
Hydrochloric acid to the gastric contents; and a close follow
up of all patients is oclearly indicated.

Of the 27 cases of this condition, I am 8till in touch
with 21. None of these show any symptom suggestiveof the
developwent of canoer. '

The period since diagnosis is however comparatively a

short one - varying from 3-8 years only.




Nervous Dyspepsia (20 cases)

Males 4; Females 16:

To a certain extent patients are apt to be assigned
to this group, when no other diagnosis of a more deftmits
kind ean be made: and when nervous symptoms of a general kind
- are also present, A full 1nvestigatio§ should always be
made to exclude other diseases. |

One feels quite prepared in a number of these cases to
revise.the diagnosis.

Air-swallowers: one male and four females have besen
definitely addicted to this habit.

In two the condition could be watched on the fluoresocent
secreen during an X-ray examination.

Persistent slight belching was a feature of one of these
patients. The condition is difficult to treat; I have
found that a warning never to try to bring up the wind is
most helpful (Conybeare (203), as it tends to stop the
swallowing of it. The test meal findings were normal in

the two patients just mentioned.

Definite hysteria was present (on occasion) in two cases.

Buring and between attacks dyspepsia of a flatulent type was

always complained of.
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The other patients in this group might almost be said
10 be sufferers from "anxiety neuroses® in whioh the stonaoh
was the chief centre of'interest®.

Their thoughts seem to be constantly diverted to their
digestion, and many varieties of patent food-stuffs are
taken in the hope of cure. In almost every case, as Ryle
(204) has also found, flatulence is a feature.

 Holland (205) states that the "chief difference from
organic disease is the irregularity of presentatioﬁif:th as
to their relation %o meal times, and to thi character of the
food.* He also points out what I consider to be of great
help if properly enquired into - namely "the relationship to
the emotional mood o;fgimo'.

In many such patients the symptoms are only present, or
aggravated, coincident with emotional upset, or as Hurst

(206) says, are associated with obvious fatigue.

Dyspepsias of the Menopause (18)

Dyspepsia at the oclimateric must be regarded, I think,
chiefly as of nervous origin. The condition is accompanied
by vaso-motor disturbances such as flushing and sweating, and
often by more or less severe mental disturbances.

The age incidence natura;ly givon rise to fear of oar-

cinoma, and cases may have to be fully investigated on this
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acoount.

Dysentery (3 égiﬁlz.

[

These were all cases of amoebic dysentery, home en
leave from India. The finding of the Entamoeba histolytica

and response to treatment by emetine completed the diagnosis.

Worms : - gg,oisosj

Two patients suffered from tape worm (7aenia SAginataé
one from round worm (ascaris) and one from thread worms
(oxyuris). Both sufferers from tape worm suffered from
dyspepsia, acgompanied by sono‘colio; the patient with
‘ascaris complained chiefly of nausea. Tape worm appeared
in the stools of the two affected by it. The round worm
was vomited.

An adult male, age 48, complained of tenesmus and
mucous discharge from the bowel. Thread werms were seen in
large numbers on rectal examination.

Stevens (207) desoribes dNspeptic oonditions and proo-

titis, as ocoocuring in these respective conditions.
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These patients all suffered from catarrhal jaundice, as
evidenoced by onset, duration and course.

(This group does not include jaundice as a symptom of gall~.
stone obstruction, or as a terminal event in cancer of the
stomach involving liver).

The onset in all patients in this group, resembled that of
an apparently mild acute gastritis: three had vomiting and two
diarrhoea. Four were seen on account of these symptoms before
icterus became a feature. Five had pyroxia lasting from one

to four days.

Cirrhosis of the Liver (2 cases)

- Both cases suffered from multilobular cirrhosis (alcoholic).
Both‘wpre first seen when the disease was fairly obvious and
ascites was present: and a%fiiver could be palpated and the
“Wassermann reactionge were negative, there was no difficulty in

diagnosis. Both were alcoholics.

Lienteric diarrhoea: (Gastrogenous diarrhoea) (3 cases).
Three patients suffered from this cemplaint.

In all the movement of the bowels ococurred within half-an-hour
of taking food., The motions were fluid, sour-smelling and

undigested. The general health seemed to be little affected




and the motions were not accompanied by paih.

A test meal was examined in two cases, and in both
there wasg complete achlorhydria.

Mareus (208) attributes the diarrhoea to the faot that
(1) the food is not properly prepared in the stomach for in-
testinal digestion, (2) organisms which should be destroyed
Ey acid in the stomach gain aécesa to the intestine,
Stengel (209) suggests that, lack of digeation due to insuf-
ficient pancreatic stimulation, (from absence of acid) plays
a part. These patients all improved on taking dilute hydro-
chloric acid with their meals. Rehfuss (210) found also
that this type of diarrhoea was relieved by the administration

of acids.

Carcinoma of the Oesophagus (5 Cases)

In all of these patients the obstruction in the oeso-
phagus was in the upper or middle third.

In two patients there were some symptoms of oesophageal
obstruction, the condition was due to carcinoma at the car-
diac end of the stomach. ?his has already beop diacgssed.
The complaint in every case was of difficulty in swallowing,
firet dry solids, later liquids.

The diagnosis depended in all cases upon X-ray examina-
tion; showing the fact and the site of the obstruction.




In three cases this was confirmed Wy reoadwal. and
examination of a piece of tissue through the Jackson's
oesophagoBGoOpe. | |
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The remaining conditione were due to, or aliociated
iith, diseases not primarily arising in the g&h\fo—in%estinal
tract. The diagnosis has therefore depended on methﬁda of

examination appropriate to the syatem affected.

Pernicious anaemia (3 Cases)

These cases, three in number, all first complained of
dyspepsia of a flatulent type, accompanied by loss of
appetite. Lintz (211) found the incidence of gastro-intest-
inal symptoms in pernicious anaemia to be over B5O%.

All had complete aochlorhydria: ¢this is a feature of
the disease and is present in almost all oases .(Hurnt (21221

The diagnosis depended on the examination of the biaod.
This condition is apt to give rise to a suspicion of carcipaema
of the stomach, but the colour index, halometrio reading, .gq,

of the blood should make the diagnosis plain.

Brain Tumour: (2 Cases,

In two cases of this condition, gastric syrptoms wers

present before actual vomiting becase a featurs,
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been incidentai; Headache was present throughout. The

symptoms were sufficiently indefinite to lead to X-ray examination
of the stomach, 'The onset of optic neuritis and localising

symptoms led to a diagnosis later.

Higraine {3 ¢a§a§2

| Thé feichiﬁé and vomiting ﬁhich ocaurreq in these cases
weré chohpaniéd by the classical signs of headache (hemicrania)
ahd iiaﬁal disturbaﬁces.

The history or repeated attacks with an added family

history (in two cases) made the diagnosis comparatively easy.

Angiha ?ectoris: (8 Cases) (8ix males, two females).

The association of dyspeptic symptoms with true angina
is well-recognised, (Cowan and Ritchie(214) licKenzie (215)).
Reid (216).wearn(213);; in a review of 40 ocases, found that
30 of these "gave stories of trouble referred to the gastro-
intestinal tract". The reason of this association in the
patient's mind appears to be due to the fact that an over-
loadéd or distenfied stomach may precipitato an anginal attack;

and that often paih seems to be relieved by eructation of

wind.




-114-

In all cases of angina here referred to, the disease
ran a chronic course. All ultimately died in anginal attacks
or of cardiac failure.

The rgeognition of the condition is oénparatively easy
when several attacks have occurred; but when the attacks are
mild, and the pain complained of is referred to the lower
sternum, the diagnosis may be very uncertain.

The diagnosis depénded in all these patients principally
on the history. On oross examination the radiation of the
-pain may be brought out; or the fact that exertion or emotion
also play a part in the onset of the attacks. Most patients
find that when pain is present they must stop walking, or,
if sitting, must sit rigidly. In one patient, the attacks
were very frequent and regular, and came on about two hours
after food. They were also relieved to some extent by
alkalies, but not prevented. I diagnoged this case as
*duodenal ulcer®, supported by the fact that X~ray examina~
tion showed an irregular dueéenal cap. He, however, took
a severe anginal attack when under treatment, and ultimately
'died.éuring a seizure.

Exaniﬂatian of the heart and blood vessels may reveal
circulatory disease ~ bigh blood pressure, dilated asorta, etc.,

bat I feund clinical examination in this series largely

negative.
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These eight patients comprised roughly a third of

the anginal cases ocourring in my practice in the same period.

Pxeliiié‘gélégsas) Renal calculus (2 Cases)
" Renal ca‘iéuius 18 included with pyelitis, as in the two
patienté here referred to, Colic was not a prominent fea-
ture, and there was associated pyelitis.

Thé'symptom complained of was principally abdominal
pain. All were females. One patient suffered from acute
right sided abdominal pain with rigidity, which I diagnosed
as appendicitis; The true condition was recognised in
hospital.

Cope (217) has found this a frequent mistake in diag-
nosis. He points out the necessity of urine examination,
and the importance of the history of an initial rigor. In
the remaining two cases of pyelitis, the kidney was palpable,
andvbacilli and pus cells were present in the urine.

In one caseé of renal calculus, the condition was essen-
tially similar, but X-ray showed an irregular shadow in the
kidney. |

In none of these patients were urinary symptoms prima-

rily complained of, but were brought out on questioning.

Uraemia: (chronic) (8 Cases)
This condition is responsible for dyspepsia of a flatu-
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lent type, which is probably due to associated chronic
gastritia., |

This group should possibly therefore be included with
ehronic gastritis in that group.

The chronic interstitial nephritis is, however, the
priﬁary and more serious condition.‘

Browning Alexander (220) states that this condition is
risponsibla for dyspepsia more often than is commonly supposed.

The diagnaais, aﬁapected by the appearance of the patient,
is dependent on the urine examination, (faint trace of albumen ’
usually, low specific gravity) and cardio-vascular changes
(arteria-scleroais, hypertrophied left ventricle, raised blood
pressure). ‘

>In three cases the blood urea was found raised, and in

three the urea-concentration test was low.

Acute nephritis (6 Cases)
Vomiting was the outstanding symptom in these ocases.

Pallor, puffiness of the lower eyelids and headache gave a
clue to the diagnosis, which urine examination verified.
Four cases gave a history of recent tonsillitis, in my

ixpefiehco one of the most freguent precursors of acute neph-

ritis.
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Influenza: (24 Cases)

These cases all opéurred during the influenza epidemics.
It seeus sqffieient to point out that a gastro-intestinal
type of influenza is well recognised. None pﬁeaonted fea-
tdres differing materially froh acute gastro-enteritis of a
severe kind.

Four gave rise to a suspicion of écuto appendicitis -
Cope (219) has experienced similar cases. Hiccough was a
feature in three cases. The condition is not usually con-
fined to the gastro-intestinal system, There are generally
some respiratory symptoms, or substernal pain. = Associated
headache, pain in the eyeballs, and muscle pains are often

present.

Diabetes (1 Case)
This patient — a man aged 58 years - complained of

flatulent dyspepsia. Glycosuria was discovered in the

routine examination.

Tobacco (1 Case) _
This was probably a case of acute nicotine poisoning.

The condition followed a fourteen hour train journey when
60 eigarotzes were smoked. "Vialint—vcnitiag5ias_zhs

chief ‘feature.
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Gynaecological (6 Cases)

Uterine fibroids (3 Cases)

These were all cases of large fibroids causing abdominal
symptoms without uterine bleeding. The symptoms conplainid
of were of intestinal flatulence, buriorigui, and on

oceasion colie.

Cvarien Cyst {1l Case)

This caused symptoms similar to the above. All of these
wers palpable on examination of the abdomen. Vaginal exam~

ination completed the diagnosis.

iead Poisoning (1 Case)

This patient - a compogitor - suffered from flatulence,
intestinal colic and constipation. There was an obvious

*blue line" on the gums, which, along with anaemia, completed

the picture.

Pulmonary Tubernulos;s (3 Cases)

Dyspepsia in the advanced stages of this dlsease is
;éll.faaagnised. One—pasina;;ema‘ﬁﬁii of 45 years - com-
plained of loss of appetite with flatulent dyspepsia and
nausea. His axpeetoration he thought came from the stomach.

He had well-marked apical tuberculosis.
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it has Baan pointed out, however, by various writers,
thgt dyspepsia may be complained of as an early symptom in
tuberculosis and may give riaq to difficulty in diagnosis.
Alexander (220) Tylecote and Fletoher (221) ﬁorris and Landis
(222) Ryle (223). Rehfuss (224) regards this as due to
alomy of the stomach, with an increased sensitiveness, Two
patients complained of gastric symptoms, whose subsequent
history proved them to be sufferers from pulmonary tuberculosis,

The sympioms were anorexia, and a feeling of distension
and weight after food; weakness and logs of energy were also
complained of. Cough was considered a minor element by both,
X-ray examination showed both stomachs to be atonic, and
‘there was delay in emptying. Test meal showed achlorhydria
in both cases. Roberts (225) and others have shown that low
acidity is a characteristic finding.

A history of evening pyrexia, and of increasing chest
symptoms led to X-ray examination of the chest as advocated
by Leb (226) in such dyspepsias. He found, in this way,
that a consideréble nymber of patients with atonic stomachs,
associated with low.asjdity, were past or present sufferers
from tuberculosis.

The finding of tubercle bacilli in the sputum confirmed

the diagnosis.
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Although this difficulty in differential diagnosis
may not orten arise, it was only after a full inveatigation
and the lapse of aome waeks that the true nature of the com-

plaint was apparent,
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Summary and Conclusions.

It has been shown how varied the disease conditions
are, which msy be found in patients whose symptome are
gastro-intestinal,

The.high incidence of dyspepsias due to definite
organic cauées has been shown, as compared with "funct-
ionsl dyspepsia®.

The importanée of various symptome and signs of
gastro-intestinai disease hts been discursed; and s
percentage incidence given in dyspepsise of orgenic
origin. ‘

The importance of c¢linical methods of 1nvéﬁtiga-
tion of the stomach conteuts and faeces has been
shown. These methods are applicable for use in
generalvpractioe. and help in the carly recognition
of disease.

By early recognition, treatment ie simplified,
operstions avoided and chronic ill-health avolded.

The symptoms, diasgnosis, and results of treafment
(medical and surgical) of peptic ulcer have been

more fully discussed.

Test meal findings have been given in these
conditions, showing that hyperchlorhydria is a

frequent characteristic of dnodenal ulcer.
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¥o characteristic acidity was found 1n’gastric
ulcer cases.

Occult blood in the faeces as & sign of active
ulecer, has been shown to be of great value.

The complications of peptic ulecer have been
shown, and their disgnosis discussed.

Indefinite findings have resulted in the oon-
sideration of the association of the patient's
physique with his test-meal findings, snd the type
of stomach (as evidenced by X-Ray examination).

Medical Treatment of peptic ulcei hae proved
satisfactory in early cases, and unsatisfactory in
later cases.

Surgery should be resorted to before complice~
tions have set in.

The satisfactory result of medical treatment
of haemorrhage from peptic ulcer has been shown.

It is advocated that careful medical treatment
be given after "gastro-enterostomy" to prevent the
occurrence of jejunsl ulcer and haemorrhage.

the difficulty in disgnosis of gastric carcinoma
hag been discussed.

"Vague dyspepsia" loss of appetite and loss of

strength, have been found the most common early symptoms.
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Loss of weight, vomiting, and haematemesis, and
‘the presence of tumour are late symptoms.

Achlorhydrie in the gastric contents was found
in 83% of cancer cases, and lactic acid in 66%.
Occult blood was found in the faeces in 784 of cases.

These three findings (achlorhydria, and the pres-
ence of lactic acid, and of gcccult blood) are cher-
acteristic of gastric cencer, but not pathognomonic.

X~-Ray exsmination is probably the most hopeful
method of early diagnoeis.

Laparatomy is advocated where rezsonable doubt
as to the pfesence of carcinoma ventriculi exists -
as the most sure method of early recognition, and the
only hope in treatment.

It has been shown that carcinoma of the stomach

"is a more scute disease than is generally supposed.

The ef"icient treatment of gastric ulcer and

chronic gastritis the precursors of carcinoma should
- lessen the incidence of this disease.
Other conditions of the gsstro-intestinal system

have been more briefly discussed, and the methods of

diagnosis referred to.
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Incideneés have been given in which disease
conditions in other parts of the body have given
rise to abdominal symptoms resembling affections
of the gastro~-intestinel tract.

Hyperchlorhydria has been most commonly found
in duodenal ulcer cases, and hypochlorhydria in
carcinomsa véntriculi. and chronic gastritis.

Hypoehiorhydria wae found slso in cases of

pernicious anaemia, tuberculosis and lienteric

diarrhoea.
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