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The surgery of mitral stenosis 1898-1948: why
did it take 50 years to establish mitral
valvotomy?
I read with great interest the recent article by Treasure
and Hollman (Annals, March 1995, vol 77, p145) on the
history of the surgical treatment of mitral stenosis.
Unfortunately, they gave the wrong dates for the first
successful surgical treatment of mitral stenosis by Bailey
and Harken. Instead of 5 June 1948 and 9 June 1948 that
were cited in the article, Bailey did his first successful
mitral commissurotomy on 10 June 1948 (1) and Harken
followed with his successful mitral valvuloplasty on 16
June 1948 (2), as I discussed in my recent book on
percutaneous balloon valvuloplasty (3).
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Peptic ulcers can now be cured without
operation

We read with interest the recent article by Dr J H Baron
(Annals, May 1995, vol 77, p168) suggesting that the ideal
method of detecting Helicobactor pylori is the carbon-
labelled urea breath test using *C or *C. Although the
13C urea breath test is practical, non-radioactive and non-
invasive to the patient, reports have shown false-positive
results (1,2). This may be owing to the presence of H.
pylori in other parts of the gastrointestinal tract.

We agree with the author that antral biopsies with
histology does not exclude H. pylori infection in the body
when the result of endoscopy is negative. The presence of
H. pylori has been shown to be present in the oral cavity
by various methods, for instance bacteriological culture
using selective medium (3) and polymerase chain reaction
(4). Other urease-producing bacteria, for instance Actino-
myces viscosus and Streptococcus vestibularis, found in the
oral cavity (5) can also rapidly degrade urea-forming
ammonia and carbon dioxide. It is therefore likely that the
oral H. pylori and other urease-producing bacteria may be
responsible for the false-positive results of the '>C urea
breath test. We are investigating the feasibility of the urea
breath test in detecting oral H. pylori.
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Use of split-skin grafting in the treatment of
chronic leg ulcers

Skin grafting for ulcers caused by arterial disease certainly
is a difficult area, and we would concur with Wood and
Davies (Annals, May 1995, vol 77, p222) that results are
often disappointing. However, their outcomes for arterial
ulcers are somewhat difficult to interpret in the face of
such small numbers and in the absence of any information
of Doppler pressure measurements.

Collaboration between plastic surgeon and vascular
surgeons is fundamental in these cases. After arterial
reconstruction ulcers may heal spontaneously, or if they
are large, skin grafts may then take well. A short delay
between revascularisation and the skin grafting is often
helpful to maximise the chance of success.

In our experience pain is the primary indication for
attempts at skin grafting in this difficult patient group. If
skin cover can be achieved then pain is relieved. For
patients with intolerable discomfort an aggressive
approach to revascularisation and skin grafting seems
worthwhile.
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We read with interest the recent article by Ward and
Davies (Annals, May 1995, vol 77, p222). They describe
their experience with the use of split-skin grafts in a
variety of patients (n=26). With relatively small numbers,
subsequent subgroup analysis can be unreliable and hence
it is difficult to be sure if those patients with arterial ulcers



