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INTRODUCTION
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INTRCDUCTICH

The rationale of choosing one operation in-
atead of another, concerrning the treatment of the
uncomplicated chronic duodenal ulcer, is perhaps
asg hotly & contested discussion among surgeons as
the discussion concerning indications for elective
surglcal therapy among surgeons and internists.
The concept of revmovins the "End-organ" in the
treatment of peptic ulcer disease persisted until
the 19608 me a means of decreasing the parietal
cell mass and thus the stomach abkility %o respons

to vardous stimuli %o ecid produciicn.

Gaagtrectomy remained the most popular of
operations for ulcer diasease, perhsps because of
the familiarity of surgeons with a procedure which
wag primarily designed to treat gastric cancer.
The first successful gastrectomy for benign ulcer
disease was performed in 1882 by Rydygrer, but it
was Billroth who popularized the operation and wsa
ingtrumental in training of other gastric eurgeons

{Kirkham, 1985%).

On the other hand, vagotomy apparently was
performed experimentally as early as 1814 by
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Brodle who obgerved thet the stomach was drier
after bllateral vagal section (Jamieson, 1383).
Clinically, vagotomy was initroduced as a treat-
ment for ulcer disesse by Jebouley 1899 (Saik

et al., 1982). Eugen Bucher reported a series
of 2C patieﬁta on whom vagotomy was performed

and they did well after the operation. But it
was not until Leater Dragetedt and his associa-
tes who popularized vagotouwy in 1943, that the
era of vagotomy truly began (Johnstion, 1980).

Vagotomy might have well been abandoned as
a8 primery meang of ulcer treaiment except for
Dragstedt's ultimate recognition that an accomp-
anying gastrojejunostomy  was necessary to re-
lief the gestric digtention that resulted from
motility digturbances following vegotomy {Drag-
gtedt, 1960).

Degplte his findings, gastrectomy remained
the most popular operation for ulcer disease.
Moreovar, the relliance on simply cutting a nerve
to cure such an insidious disease as peptic ul-
ceration 18 a concept still rejected by many.
While the existence of an increased vagal tone
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can not be documented in all ulcer patlentas

{Saik, 1983), It was not, however, until ulcer
recurrences following gastrectomy became increa-
gingly spparent, that surgeons looked to alter—

natives.

Hana Von Haberer, a keen gtudent of Bill-
roth, abandoned the Billroth I opsrstion because
of ulcer recurrences as well ma severe postoper-
ative nutriticonal problems. The saddition of
vegotomy was noted o correct this situation.
One of the continuingly hotly debated issues 1s
the pro erd con of vagotomy and drainage versus
antrectomy and vagotomy. 4lthough a lesssr pro-
cedure than antrectomy and wvagotemy, truncal va-
gotony with drainage, atill is attended by 1its
recurrences and pide effects not much different
than thet of antrectomy and vagotomy (Johnston,
1980).

In an attempt to avold the gestrointestinal
complications, the parietal cell cr proximal gas-
tric vagotomy as suggested by Griffith has gained
pepularity and was first used in man by Amdrup
and Johnmeton in 1970 (Johnston , 1980).

Central Library - Ain Shams University



Thig operation is designed primarily to
allow for maintenance of antral wmotility, thus
allcwling the surgeon %o forege a dreinege proce

edure or pyioroplasty.

Maintenance of antrel invervation allows
near-normal geatric emptying, stasis is avoided,
ard pylorus contlinues to function as a physiolo-
gic aphincter. As highly selective wvagotomy
without pyleoroplasty becomes more popular, it can
be sgid that we have entered a new era, the era

of wegotomy.

This essay 1s an attempt to review the
rationale of choosing one operation instead of
another, for the treatment of uncomplicated chro-

nic duocdenal ulcer.
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ANATOMICAL AND PHYSIOLOGICAL
CONSIDERATICHB
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I. Anatomical Considerations

The stomach is the most dllated portion of
the alimentary tract, extending between the two
fixed points: the lower end of the oesophagus
and the begimning of the duodenum, and very mob-
ile inbetween. Roughly, it 1s J shaped, but it
undergoes considerable wvariations from one person
to another and in the game individual depending
on the volume of ites contents, the position of

the body and the phase of respiration.

Endoacopicslly, and according to tha topo-
graphic demeription of the muccus membrane, it is
divided intc the fundus, bedy, pyloric antrum and
pyliorua (Fig. 1}. For descriptive and surglcal

purposes:

The fundus is dome-shaped amd projects up-
wards and to the left of the cardiac orifice; the
body extends from the level ¢f the cardisec orifice,
on the lesser curvature, to the level of the "inci-

sura angularis".

The pyloric antrom extende from the "incis-
ura angularis” to the proximal limit of the pylo-
rus, and 1ts lowser part, is the most dependant
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part of the siomach which ig utilized surgically
for drelnage operations.

The pyloric canal 1s the terminal one inch
tube with thick muscular wall forming the pylorle
gphidincter thet extends to the pyloric opening pre-
gent at the trenepyloric plane. On the contrary,
the cardiac orifice does not show an angiomical
aphincter but a physiologicel mechanism do exist,
thus preventing the gastro-oesophageal reflux.

The pyloric sphincter is also enhanced by the ocur-
ling back of many longitudinal muscle fibres of
the antral musculature.

The first inch of the firset part of the duo-
denum, the site of chrcnic duodenal uicer, ia
called the duodenal bulb, 1a the only mobile part
of the duodenum se it is eovered hoth anteriorly
and poateriorly by peritoneal covering and attached
superiorly snd inferiorly by the lesser and greater
omenta respectively; thus, the lesser sac lies he-
hind this short segment separating it from ths
gastro-duodenal artery. The traﬁspyloric plane cn
which it lies, is at the level of thes first lumbar
vertebra. Rarely chronic ducdenal ulcer may affect

the second inch of the first part and moat acarecly
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the second part.

The resat of the duodenum 1s retroperitonesal
with a C-haped curve to end at the ducdenojejunal
flexure where a well defined peritoneal fold, the
ligament of Treltz, ascenda to the right erus of
the diaphragm to hold this junction 1n position
(Figs. 2 a & 2 D).

The stomach blood supply 1s so extensive
that three-fourths of it can be ablated without
incurring necrosis or even gignificant dysfunct-
ion (Moody et al., 1984). And because of this
rich bleced supply, gestric mucosal lesglons mey
bleed extensively, even when small or superficial.
It is derived in whole from the coeliac trunk
branches; the right end left gastric and gastro-
epiploic arteries and short gastric of the sple-
nic artery {Fig. 3).

From these major four arteries, after form-
ing a free anastomosis, small branchee run for
short distances cver the anterior and posterior
surfaces of the stomach in a regular way accomp-
anied by branches of the vagl forming neuro-
vascular bundles for a shori distance before they
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plerce the muscular coat to form the extensive
submucosal arterial plexus (Fig. 4), which gives
rige on its venous side to the same velns sccomp-
anying the arteries named above, except that
there is no gastro ducdenal vein, and there ias
the importernt prepyloxic vein of Meyc, which is
a surgical useful gulde to the gastro-duodenal
junction since 1% 1ies on the anterior surface

of the Juncition.

The blood supply of the suprs~ampullary
part of the duodenum is furnished by the_superior
pancreatico~duodenal artery, a brench of the
gastro duodenal artery, and the infra-ampullary
part by inferior pancreatico-duodenal srtery, a
branch of the supericr mesenteric artery. Although
the anastmosis in beiween them occur in the sub-
macosa, yet the plexus is not well develcoped as
it is the case also in the lesser curve aresa of
the stomach and thia sometimes gives rige to pogt—
operative leek from the doudenal stump due to
failure of blood supply when endangered more by
unaware surgical technique amd sutures (Harrington

and Sawyers, 1985).

The stomach is supplied by both dlvisions of
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