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namely, “that the permissibility or non-permissibility of an operation depends
upon the degree of sound probability that the operation will bring the desired
result.” He calls attention to the fact that hitherto the operation had been
done only in order to remove foreign bodies. He recommends preliminary
suture of the parietal and visceral peritoneal surfaces, in order to form
protecting adhesions and prevent extravasation. “I cannot see why,” he
adds, “the indications should not be just as great to open the intestinal canal
to put nourishment in as it is to open it to take a foreign body out.” THis
logic is as convincing as his judgment was sound, He concludes his thesis
by saying, “It all goes to prove that the stomach is not a noli me tangere.”

In 1846, Sédillot reported to the French Academy of Sciences the results
of some operative experiments that he had made upon dogs. IFor this pro-
cedure, he first suggested the name of “gastrotomie fistuleuse.,” He reported
three dogs upon which he had performed this operation with complete suc-
cess. In a later communication he reported more in detail upon the same
subject, discussing the indications for and against the operation, and proposes
the name “gastrostomy,” which has since been generally accepted by the
profession,

Again in 1849 the same author reported the first case of gastrostomy de-
liberately planned and performed upon a human being. This patient, unfor-
tunately, died a short time after the operation. Nothing daunted, four years
later, he again operated in a similar manner, with the same result. Never-
theless, he predicted that “gastrostomy,” in properly selected cases, is destined
to enter definitely into the domain of practical surgery, a prophecy long
since abundantly verified.

Fenger, of Copenhagen, was the second surgeon to perform this opera-
tion in 1853, independently of Sédillot, and after extended experiments upon
animals.

In view of the continued agitation by misguided and fanatical antivivisec-
tionists, it is interesting, indeed impressive, to note the early important part
played in the development of surgery of the stomach by animal experimenta-
tion. Again and again, in reading over the reports of the work of the
pioneers in gastro-intestinal surgery, one finds records of preliminary opera-
tions upon animals, indicating that many of the advances were based upon
scientific experimentation and not the result of mere haphazard chance.
Zesas, in his monumental work, calls attention to the fact that this period
of the early forties was quite fruitful in experimental research along these
lines. He refers to gastrostomies performed upon animals by Blondlot,
Bassow, Bardeleben and other surgeons.

In this country, Watson, of New York, in 1844, discussed the question
of the practicability of gastrostomy. “Having now shown,” says Watson,
“that wounds of the stomach are far from heing necessarily fatal, we may
next proceed to show that openings, whether the result of injury or occurring
spontaneously, may give rise to permanent fistulous communication between
the stomach and external surface of the abdomen, and that such fistulae
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may exist for years without seriously interfering with digestion or impairing
the general health.” In the face of these facts, he unhesitatingly recommended
gastrostomy with the view of prolonging life in cases of intractable con-
strictions of the cesophagus.

The first gastrostomy performed upon man by an American surgeon
of which I can find record was by Maury, of Philadelphia, in 1869, (Ameri-
can Journal of the Medical Sciences, vol. lix, 1870). It was deliberately
planned and undertaken for relief of stricture of the wsophagus, after con-
sultation with the Elder Gross, Pepper, and Weir Mitchell. Notwithstanding
the usual fatal result, Maury states emphatically, “so great is my conviction
that the procedure is justifiable, and to be regarded as one of the established
operations of surgery, that I would have no hesitation in resorting to it in
any case of impending starvation from non-cancerous stricture of the aesopha-
gus, provided malnutrition had not reached a stage which rendered the case
hopeless, and, T may state, that Doctors Gross, Pepper and Weir Mitchell
entertain similar views.” Certainly high commendation for any surgical
procedure! While, therefore, credit is due to Egeberg, for first suggesting,
and to Sédillot, for first performing this particular procedure, they must
share with Fenger, Watson and others the credit for having first tested it
experimentally and having established it upon a firm scientific basis.

Due recognition should here he given to the epoch-making work of Wil-
liam Beaumont, an army .surgeon, the pioneer American: physiologist, and
to the value of his experimental studies in digestion made in 1822 and first
published in 1826, upon the celebrated case of Alexis St. Martin, the French
Canadian, to which reference has already been made. Says Sir William
Osler: “There had been several cases of artificial gastric fistula in man
which had been made the subject of experimental studies, but the case of St.
Martin stands out from all others on account of the ability and care with
which the experiments were conducted.” And he, in turn, quotes Combe,
as follows: “The value of these experiments consists partly in the admirable
opportunities for observation which Beaumont enjoyed, and partly in the
candid and truth-seeking spirit in which his inquiries seem to have been
conducted.” This work of Beaumont has been the model for all of his
followers, antedating, as it does, the epoch-making work of Pawlow, and
reflects great credit upon American medicine. All honor to this pioneer
American scientist !

In 1810, Merrem, of Giessen, in an interesting monograph, reported
some experiments upon dogs, undertaken in order to determine whether
or not extirpation of the pylorus was possible.

It would appear from Merrem’s statements that his work in this direc-
tion had been stimulated by the report of the experience, to use his own words,
of a “certain famous professor, highly respected and renowned among the
medical profession in Philadelphia.”  Unfortunately, Merrem neglects to
give the name of this renowned Philadelphia professor, and a diligent search
of all available sources fails, so far, to reveal either his identity or the source




90 PHILADELPHIA ACADEMY O SURGLERY

from which Merrem obtained his information. This is extremely unfortunate,
as, apparently, his work on the resection of the pylorus in dogs, done in 1779,
antedates by about a century any similar work of which record can be
found. To this unknown Philadelphia professor must be given credit, there-
fore, as the pioneer in this line of work.

Merrem’s observation upon the future of pylorectomy based upon his own
experimental worl, which is reported in full, is of sufficient interest to quote:
“That the extirpation of the pylorus can be accomplished with happy results
secems to be confirmed by these experiments; nevertheless, experience has
shown that it is a very difficult operation.”

Reviewing these experiments of Merrem many years later, Langenbeck
comments as follows: “To me it is inconceivable that anyone could think
of extirpating the pylorus in man, so that it is not necessary to give reasons
why this operation can never succeed.” He then gives six specific reasons
why it cannot possibly stcceed, and ends with this significant comment: I
look upon this operation as a quicker method of sending out of this world
a man whom it is impossible to save.” An instance, of which the history of
medicine contains other notable examples, where a celebrated personage has
failed to grasp the full significance of the signs of the times.

Billroth was a better prophet, although he had the advantage of a later
date for his prophecy. In 1877, he reported the operation performed by
him in June of that year, which he called by the name of “gastrorrhaphie.”
This operation was performed for the closure of a gastric fistula which had
resisted all other attempts at healing. Briefly, the operation was the separa-
tion of the stomach from the parietal peritoneum, to which it was densely
adherent; next, the turning in of the edges of the stomach wound, which
were sutured with fine silk, after inverting the edges of the gastric fistula.

In discussing this case, Billroth makes this significant comment: “This
rare case should serve as a model for similar cases, and for many additional
procedures along the same lines. From this operation to the resection of a
piece of carcinomatous stomach, there is only a bold step to be taken, just
as Czerny lately took the step from wsophagotomy to resection of a carcinoma-
tous piece of cesophagus.” It is here the influence of the Billroth School
first began to make itself felt in stomach surgery.

Tt is interesting to note that preliminary experimental work, with this end
in view, had already been done in Billroth’s clinic by his assistants, Gussen-
bauer and v. Winiwarter. Their work, published a year previously, refers
especially to the possibility of the operative treatment of cancer of the stomach,
and dealt primarily with resection of the pyloric portion. They give detailed
accounts of their experimental operations upon seven dogs, only two of
which survived the immediate effects of the operation. The chief cause of
failure seems to have heen sepsis.  Their work, however, established the
fact that such an operation was possible under favorable conditions, and
with better asepsis. To quote their own words: ‘“The experiments here
reported prove sufficiently that partial resection of the stomach, in so far as
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its practicability is concerned, does not involve undue difficulties, and the
failures are due more to the accompanying circumstances than to the wound
as such. On the basis of the experiments herewith reported, we believe that
we are justified in proposing to employ partial resection of the stomach in
man for the removal of carcinoma of the stomach, which experience has
shown is most frequently located at the pylorus.” Brave words, these, and
advanced for that period, breathing, as they do, the scientific imagination,
tinctured with the enthusiasm of youth.

At the same time, 1876, Czerny and Kaiser were following a similar line
of experimental work upon resection of portions of the stomach in dogs,
and succeeded in resecting the entire stomach of a dog, which survived and
flourished for five years, his digestion and nutrition seemingly in no way
impaired. He was then killed and his stomach examined by Ludwig, the
physiologist, who found that a small piece of stomach wall at the cardiac
end had been left, which had become dilated, forming a spherical pouch,
which was filled with food.

The first resection operation upon the stomach in man was performed in
1879, by no less a person than Péan, the great French surgeon, who did a
pyloric resection in an advanced case of cancer of the pylorus. The patient,
very weak and emaciated from a practically complete obstruction of some
weeks’ duration, survived for five days. Péan, in discussing the operation,
emphasized the feasibility of pyloric resection as a justifiable procedure, ex-
pressing the opinion that such would eventually he found to he the case.

A year later, 1880, Rydigier, influenced, as he states, by the experi-
mental work on animals of Gussenbauer and v. Winiwarter from Billroth’s
clinic, and that of Wehr, one of his own assistants, and by Péan’s case just
referred to, performed the second pyloric resection in man. Rydigier’s
operation did not differ materially from that of Péan, except that he used
catgut throughout instead of silk, and he excised a triangular portion of the
lesser curvature of the stomach, which defect was closed by an oblique line
of sutures, thus lessening the lumen of the stomach to more nearly that
of the duodenum. Péan had made a transverse resection of the stomach, and
had inserted the duodenum into the lower angle of the stomach incision. This
was done in accordance with Wehr’s experimental work. The autopsy showed
that, macroscopically, the cancer had heen entirely removed, and, there were
no signs of infection. Tt was supposed that the case had died of inanition.
In discussing his operation, Rydigier comments as follows: “In reviewing
this case, we believe that we are justified in saying that this operation (pyloric
resection) certainly has a future. We must not be frightened off by the.
first failures. First of all, we shall have to discover the ecarlier stages of
cancer of the pylorus, and, for this end, greater certainty in the diagnosis of
the very first stages is greatly to be desired. DBut then there is still much
to be done to build up a good and certain technic of operation.” “We agree,”
he goes on to say, “entirely with Czerny, that no one should attempt this
operation who has not previously acquired the necessary practice by experi-
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In order to do away, as far as possible, with these objections, various
methods of direct union of the stomach and duodenum have been suggested
and practiced by different authors.

To Jaboulay belongs the credit for having, in 1892, first suggested the
method of gastroduodenostomy, which he, two years later, performed. Ile
made the anastomosis directly hetween the walls of the duodenum and the
stomach, folding the duodenum over on the anterior wall of the stomach,
using the pylorus as a hinge.

Shortly after, Kummel reported an almost identical procedure. Later
Villard, in 1897, brought the duodenum and stomach together side by side,
and anastomosed the duodenum to the greater curvature of the stomach in
what he calls his “subpyloric gastroduodenostomy.” In this method, he does
not disturh the pylorus at all.

In his original article, Jahoulay directs attention to the prime necessity
of mobilization of the duodenum in all operations that have to do with the
utilization of this portion of the intestinal canal for anastomotic purposes.
Kocher, later, again stressed this point, and my own experience in this partic-
ular field has abundantly confirmed his observations. I wish to reémphasize
this point, namely, that upon the surgeon’s ability to mobilize satisfac-
torily the duodenum depends, in large measure, the success of all forms
of gastroduodenostomy.

Following Jaboulay’s lead, many variations of his operation, of more or
less merit, have been suggested.

In discussing gastroduodenostomy (pyloroplasty) and its indications and’
contraindications, Kocher makes the following emphatic statement, which
expresses our own conviction in the matter : “Unlike other surgeons who have
performed gastroduodenostomy, we do not limit the operation to special cases.
On the contrary, we regard it as the normal procedure over all the previous
methods,”—certainly high praise from one of the greatest of surgeons.

We have come to this way of thinking because we have found that, after
thorough mobilization of the duodenum, one can do almost anything that he
wishes with it, excise ulcers situated on either side of the pylorus, in fact,
do a virtual pylorectomy through the gastroduodenostomy incision, as first
suggested by us many years ago.

Gastrectomy has, from the beginning, held a great deal of interest for
American surgeons. The first to perform this formidable operation was
Conner, of Cincinnati, in 1884, and, of the first dozen gastrectomies per-
formed, six were by American surgeons. In discussing his case, which, un-
fortunately, died upon the table from shock, Conner says: “I had hoped to
bhe able to get the cardia attached to some portion of the intestinal tract. I
did not care much where, so that the fluids poured out into the upper part of
the small intestine might flow down to meet the food and cause digestion in
that part of the intestine where they came together.”” He further states that
he considered the operation a perfectly feasible procedure.

The first successful total gastrectomy was reported by Schlatter, of Zurich,
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fn 1897. The second successful case was operated upon by Brigham, of San
Francisco, in May, 1898. (

. t]n a recent monograph published jointly by the speaker and Rienhoff,
sixty-seven cases of undoubted total gastrectomy were report Vi irty-
one recoveries; fifty-five cases of Slﬁ)t()ta] gast};ectomy 1izvittlfd'yl’o\:tl;ljog]elrf‘i-
coveries,—a truly remarkable showing! ’ |

In 1910, Payr, of Leipsic, recommended the so-called “sleeve resection.”
which, as the name indicates, involved the removal of a zone zfc‘a::u% t}?-gfn
the body of the stomach. This method achieved a considerable degree of
]).()];)111a.1‘ity for a time, chiefly in Germany, but, owing to certain obvious objec-
tions, it never came into general use.

Experience has shown that in the “V”-shaped type of resection, the
mechanical function of the stomach is more or less seriously interfered with,
and emptying of its contents delayed. This, of course, constitutes a serious
objection to its extended use.

With regard to the excision of ulcers, as first performed by Rydigier,
1881, other things being equal, it would appear to he advantageous to attack
the ulcer directly and extirpate it completely, because there are certain pos-
sibilities for serious trouble inherent in an ulcer, namely, perforation;
hzmn'orrhfqge ; deformity from perigastric adhesions; narrowing of the lumen
I.)y c1cat.r1c1a1 contraction and, lastly, in the malignant degeneration, which,
in gastric ulcer is a real possibility. On the other hand, the resection of any
considerable portion of the wall of the viscus must necessarily be attended
by a certain amount of deformity and interference with function. These
factors must all be taken into consideration in deciding for or against re-
section. It must be horne in mind, too, that even after complete resection
of an ulcer, recurrence has been known to take place. Giving due weight
to all these considerations, however, the manifest advantages occurring from
excision of the ulcer would seem to warrant giving the operation serious con-
sideration where practicable. Some operators make a practice of combining
gastro-enterostomy with excision of the ulcer, but this would appear to be
unnecessary, except where there is present definite obstruction of the pylorus.
Our own practice has always heen to excise the ulcer where possible, whether
gastric or duodenal, through the gastroduodenal incision, recommended by us
over twenty years ago, or to resect the pyloric portion of the stomach in
case of gastric ulcer along the lesser curvature, followed by a gastroduo-
denostomy end-to-side, the so-called “Haberer-Finney Method,” or by a
gastrojejunostomy, after the method of Polya.

Of late, a tendency has heen observed, especially in some of the Con-
tinental clinics, and in a few in this country, toward massive resection of
the stomach in the treatment of duodenal and gastric ulcer. This is but an
elaboration of Rodman’s idea, enunciated many years ago, of the excision
of the so-called “ulcer-bearing area.” Unquestionably in certaiii cases of the
indurated type of ulcer, where both the operating surgeon and the pathol-
ogist ind difficulty in distinguishing it from cancer, wide excision is to be
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recommended. Tn fact, when in doubt, it is probably the safer course, in all
cases, to practice rescction rather than any less radical method. But saner
surgical judgment will, 1 think, not sanction the indiscriminate use of unneces-
sarily mutilating operations upon the stomach any more readily than else-
where in the body. Such extensive resection operations, un‘doubtedly, have
their place in surgery, but their use should be restricted for the present, at
any rate, until we know a little more surely the ultimate effect of such extreme
measures upon the physiology of digestion.

Time would fail us, nor is it the purpose of this paper, to discuss the
many interesting problems in the etiology and pathology of ulcer and cancer
of the stomach: or, in chemistry, physics, anatomy and physiology that are
involved. Our aim has been rather to give a hasty and necessarily sketchy
review of the history of the development of surgery of the stomach, in the
hope of gaining a wider knowledge of, and a deeper insight into, the mcptal
processes that controlled the pioneers in surgical thought and progress. Much
creditable work has not heen referred to, not because of lack of merit, but
simply because of lack of time. Only those epoch-making contributions have
heen considered, which seem to have influenced more or less profoundly the
histarical development of the subject.

1n this study, we have heen interested in principles rather than methods.
Tt has been a real pleasure to direct attention to some of the many excellent
contributions that have been made by American surgeons, and in giving a
somewhat tardy recognition to their pioneer work in this particular field.

It is of interest to note the order of sequence in which the various opera-
tive procedares on the stomach have been developed: (1) The emergency
operations—suture of accidental wounds of the viscus; removal of dangerous
foreign hodies that had been swallowed, e.g., knives and other sharp-cutting
objects. (2) The stage of deliberately planned operations, those of necessity,
for the relief of obstructive symptoms resulting from cancerous growths or
cicatricial contractions in the cesophagus or at the pylorus, or for the removal
of these growths themselves. Then when more confidence had been gained
from experimental study and wider knowledge of physiology and pathology,
and with better surgical technic, gradually the field of surgical endeavor has
heen widened to include ulcer and all of the many sequelee resulting there-
from. In other words, as in most other departments of surgery, the opera-
tions of necessity preceded the operations of choice, but once the principles
thus laid down by the pioneer surgeous came to be established, further appli-
cation and development along different lines were not long delayed.

As indicated in the opening sentence of this paper, many useful lessons
may he learned from a study of surgical history. Among the more important,
perhaps, are, first, in order that a given operation or method of surgical pro-
cedure should attain lasting success, it must be based upon correct anatomical,
physiological and pathological principles. It must, in addition, conform to
certain general laws of practicability and technic, that is, it should be pos-
sible of accomplishment with a fair degree of ecase, by a surgeon of average
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skill and ability. Finally, it should yield a high percentage of success, hoth
as regards immediate mortality rate and ultimate functional recovery.

The pages of the history of surgery are covered with the records of
operative procedures without number that, like Jonal’s gourd, flourished
vigorously for a time, but, when the pitiless rays of criticism and experience
heat down upon them, like the gourd, they withered, because they were not
deeply rooted in the fundamental principles underlying all good surgery. [f
he would not appear ridiculous, let him, therefore, who would benefit from
the lessons of history, hefore linking his name to a given operative procedure,
make sure that it conforms to the above requisites.

Furthermore, it should not he forgotten that all recoveries from surgical
operations are not accompanied by complete restoration of function; far from
it. It is a sad, and all too frequent, occurrence that a patient may recover
from a surgical operation, and not only may be no better, but may even be
worse than hefore. The war has taught us the valuable lesson that the term
“recovery” should include function as well as life and that, other things being
equal, a recovery from a surgical operation that does not carry with it restora-
tion of function and the ability to enjoy life and earn a living, is hardly
worthy of the name.

Applying these historical tests to the many and various surgical pro-
cedures that have been brought forward in the past comparatively few fruitful
years of the development of gastric surgery, it will be readily seen why so
many efforts in this direction were still-horn, and why yet others failed to
survive carly infancy, leaving nothing but their memories behind.  Changing
the metaphor, they were sown in shallow ground physiologically, pathologi-
cally and surgically, and hence quickly withered and died. On the other
hand, while there may be an occasional exception to this rule, it will be found
that those methods that have stood the test of time and experience and that
continue to yield the best functional results, with the lowest mortality rate, are
those that most nearly conform to the fundamental principles of good surgery,
which, in this presence, it is unnecessary to enumerate.

Tet me repeat, in the last analysis, the acid test of every surgical pro-
cedure is the ultimate result in terms of restored physiological function and
slight immediate risk to the life of the patient. The attainment of this goal
should be the constant aim of the surgeon.

Every case that comes to the surgeon presents a problem which should
be studied and decided, upon its own individual merits, and not by a process
of generalization or by custom or habit, as is too often the case.

The surgeon’s problem is twofold, diagnosis and treatment. The former
may be established only after careful, perhaps prolonged, study of the case.
The services of a competent internist may here prove most valuable. At times
a positive diagnosis may not be possible without an exploratory incision, and,
rarely, not even then. After the diagnosis has heen made as nearly as may
be, it hecomes a matter for mature surgical judgment, not routine, nor habit,
nor fashion, to decide what is the surgical procedure that is most likely to
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give the best result in the particular case. Personally, the speaker has long
since abandoned the pernicious habit of deciding heforehand what he will do
in operating upon a given case, for each should be a law unto itself. In one
case, one surgical procedure will be found to adapt itself hest to the con-
ditions present, while, in another case, another method will surely yield a
better result, and the patient should always be given the benefit of the choice,
and that method of operation which most nearly complies with the conditions
found, other things being equal, should be given the preference. It is
bad judgment and worse surgery to push the use of any operative method
beyond its anatomical and physiological limitations. By so doing, the surgeon
but courts disaster. ‘

When these fundamental principles of surgery, abundantly established as
they have been, hoth historically and by the combined experience of leading
surgeons everywhere, come to be thoroughly understood and more gener-
ally observed, much of the present dissatisfaction with the end results of
surgery of the stomach, upon the part of both patient and surgeon, will
happily disappear.

Dr. J. Stewarr Ropman said that since there is nothing to be added
from the historical viewpoint it seemed that he might best use the time
allotted in an attempt to briefly appraise some of these procedures from
the standpoint of their ready usefulness in the clinic of an average worker
in one of our larger centres.

The very fact that there is such a wide choice of procedure makes the
problem somewhat difficult. It has seemed to the speaker that those of us
who, even with several hospital appointments, have clinics of only moderate
size will do well to limit the choice of operation to a comparatively few
well-tried procedures and to leave to our larger clinics, with their vast array
of cases, the broader field. This choice must of necessity, however, include
a sufficiently broad field to cover the important necessities for management
which arise for any surgeon who is qualified to handle gastric surgery.

In the first place, we are all called upon to handle the acute emergencies
and should have a definite plan therefore of handling hamorrhage, gastric
or duodenal, or perforation of the stomach or duodenum. Hemorrhage
will often respond, in fact usually, to medical treatment, and it is essential
to closely cooperate with the medical side in this matter as indeed in all
others when undertaking the management of any gastric lesion. Usually
rest in bed, morphia, restriction of diet and an ice-cap locally will suffice.
If haemorrhage is repeated the introduction into the stomach through a tube
of hot water at 120° will sometimes check the bleeding. It is necessary,
of course, that transfusion be done at times but this should be guardedly
done as active bleeding may be thus started up. Lastly we will be called
on, although infrequently, to directly check the bleeding by operative meas-
ures and then there is nothing to do but gastrotomy with direct ligature of
the bleeding point. Whether or not gastro-enterostomy should be added
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to this must be decided by two factors—first, one’s ability to find the bleed-
ing point, and second, the condition of the patient and the consequent margin
of safety that one is working with in that particular case. Theoretically
it is better to do a gastro-enterostomy if possible, especially if the bleeding
area be at or near the pylorus,

In dealing with perforations either gastric or duodenal, unless the case
be seen very early, say within the first six hours and there has been but
small chance for soiling of the peritoneum, the least done in order to save
the patient’s life the better. Simple closure by purse string of the per-
foration reinforced by an omental tag, has been the speaker’s choice in
most cases. In a few cases where the perforation is duodenal and where
the patient was seen early, he has been influenced by the teachings of
Doctor Deaver who has had such a large experience in gastric surgery,
and done a gastro-enterostomy as well.  Undoubtedly there are times when
ulcer symptoms will recur after the simple closure of a perforation, but one
must assume this risk realizing that, in emergencies particularly, surgery
must be life-saving first and ideal afterward.

When these emergencies do not exist and after the patient with gastric
or duodenal ulcer has had more than a reasonable trial at cure by medical
means, the judgment of a surgeon will often be taxed as to what operative
procedure will best fit the given case. This problem is simplified some-
what in the case of duodenal ulcer. Doctor Rodman believes that surgery
should not play a very large part in such cases. Most duodenal ulcers
will heal under careful dietary restriction and other medical means. If
symptoms persist in spite of such management a gastro-enterostomy either
alone or, preferably, in combination with infolding of the ulcer will cure
the majority. Tn handling gastric ulcers, however, the choice of procedure
is much more difficult. Recent advances in pathological and physiological
knowledge together with the wide choice of excellent technical procedures
have made this so. There are, however, certain principles which one must
adhere to. The first of these is excision of the ulcer if at all possible,
whether one does this by direct excision with the knife or by Balfour’s
cautery method matters little. In addition to such local excision one should
overcome the pylorospasm in these cases by doing gastro-enterostomy or
pyloroplasty by either the Finney or Horsley technic.

As might be expected the speaker is a believer in the principle of
pylorectomy for ulcer since his father believed so firmly in this principle
and was the first to suggest it in 1900 in a paper read before the American
Surgical Association. He believed this the logical thing to do because at
that time most ulcers were thought to be in the pyloric zone, and the major-
ity thought that the instance of the development of carcinoma from ulcer
was high. We now know that the majority of gastric ulcers are situated
along the lesser curvature and we believe that only a small number of
gastric cancers have their origin in ulcer. While these reasons, therefore,
cannot carry as much weight as then, the very fact that accumulated expe-








































