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Discussio.N

Dii. RicIARD) J. FIELI) JR. (Centreville. Mississippi): In 1960,
D1. H.1rdy an1d Dr. Conini- presented befoIc this Association a gl-oul)
of 206 cases from the University of Mtississippi. Ihere w'ere only
eight primary gastric iresectionls in their group. Thanks to the in-
fluence of Dr. Jordlanl, we last week, stimiiulated by, his preseita-
tioin, today, reviewed 198 cases froiim the University of Mississippi
and find that we have become nmore aggressive. Our )riimiary
gastric resectioni rate for perforated ulcer is very, simiilar to his, 23%.

I have this (luestioii for Dr. Jordan: Would he couisider the mor-
bidity of a pyloroplasty aiid vagotomy mnnimal cenough, anid
knowing that we have had no problem with iniflar-iiinatioin of the
niediastiniuimi fromii a vagotomny'-wtould he conisider goinig ahead
with a vaigotoiny anid pyloroplasty eveni in the older, and poorer
risk cases, stri\ving for a definitive procedure, primarily?
Our studies in 198 ctases sinice Dr. Hardy and Dr. Connii's re-

port reveilted that 32 of these people had to have iiore definitive
surgery after a (Grahaiim closure. There were 162 Grahanm closures
in this grou). We're wondering-and alre begiiiniiig to turn this
way in our oNwn thinking-should we go ahead with a vagotomy
and pyloroplasty, amid salve these people another procedure.

PRESIDENT HARDY: Dr. Jordan, in closing would you comment
on the incidence of concurrent hemorrhage in these patients with
perforated duodenal ulcer? We were surprised, some years ago,
to find how maniy patients presented with both hemorrhage and
perforationi. We had usually taught that the posterior ulcers bled
more oftein; aind that the anterior ulcers perforated more often
but did not bleed as often as the posterior ulcers. Do you have
any data oni that?

Dii. GEORCGE L. JORDAN, JR. (Closing discussion): In answer to
Dr. Field's question about vagotomy and pyloroplasty, the 12
patienlts that we indicated who had other procedures did have
vagotomy and pyloroplasty, or vagotomy and gastrojejunostomy-
the operating surgeon thinking, perhaps, that this was a lesser
procedure. If one compares mortality rates, however, you find
that it is not. Therefore, I personally perform a simple closure, or
I will do what I conisider the best operation for the prevention of
recurreint ulcer; namely, vagotomy and gastric resection. As you
know, I have never been enthusiastic about vagotomy and pyloro-
plasty, and my interest has waned as the vears have gone by.

In answer to Dr. Hardy's question about hemorrhage, we do
have a number of patients who have had associated hemorrhage.
It has beeni oinly a small per cent, however, and thus it has not
accoun1ted for a large number of patients.


