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1.1

Chapter 1
Introduction

Introduction

This study deals with the application of a relatively new operation in surgery: highly
selective vagotomy (HSV).
The operation was first performed on man in 1969 by Johnston '** and Amdrup ®
although a similar technique was performed by Holle from 1964 '*® who added and
still adds a standard pyloroplasty to it, which is probably an essential difference.
In the hospital where the present study was done - De Wever-Ziekenhuis, Heerlen,
the Netherlands - HSV has gradually replaced partial gastrectomy as the operation of
choice for the treatment of duodenal ulcer.
In spite of several renowned disadvantages of partial gastrectomy, vagotomy (whether
truncal or selective) has never gained such a wide popularity either in the Netherlands
or in this hospital in comparison with for example the United Kingdom or the United
States. Conditions changed, however, when the suspicion grew that late stomach
cancers appeared to be related to a preceding partial gastrectomy, which has now
been established.
At the same time the new vagotomy seemed extremely promising and harmless in
several reports from well known centres.
The introduction of highly selective vagotomy started in the De Wever-Ziekenhuis in
1974. It is a general hospital; health care is the main task and science is an appreciated
but not dominating principle. Time is very important in such a hospital which must
be financially almost completely self-reliant. There is no special staff and little money
for scientific programmes. No extra care is devoted to some procedures or operations
above others. It may be that the population of patients is different from that attending
specialised centres. One of the consultant surgeons (J.D.K.M.) started the operation
early in 1974 after being taught the technique by professor David Johinston in Leeds’
General Infirmary. Initially the operation was practised by this consultant only, but
gradually as the experience grew, as well as confidence in it, it became the operation
of choice; initially only in elective cases, later also for complicated cases: bleeding,
perforation and stenosis.
From 1976 HSV was the standard operation for duodenal ulcer and was performed
increasingly by senior residents (comparable to registrars in the UK). At the
conclusion of the study, Ist July 1982, over half {64% ) of all HSV’s had been performed
by trainees. All patients who underwent this operation for duodenal ulcer in the
period of study have been included. The only HSV’s omitted were those done for
gastric, prepyloric and pyloric ulcers, a small minority. As shown in table I HSV was
not the only operation performed for duodenal ulcer. The reasons why HSV was not
applied exclusively were:
- some surgeons continued to prefer in the beginning other operations, which in
their hands had satisfying results.
- in some elderly patients, not fit to undergo a prolonged procedure, an emergency
truncal vagotomy and pyloroplasty was performed.



1.2

- for the sake of teaching sometimes a partial gastrectomy was preferred to a HSV in
the early years when both operations still seemed equivalent.

Table I demonstrates the operations performed for uncomplicated and complicated

duodenal ulcer in the years of study. Operations where only a simple suture was

done have been omitted in the figures. Several of these patients underwent a definitive

procedure later.

table 1

operations performed for duodenal ulcer

year nwmber of operations HsV BIl/BII Truncal vagotomy
and pyloroplasty

1973 49 o 28 21

1974 42 18 21 3

1975 40 21 17 2

1976 54 41 13 0

1977 55 45 10 0

1978 46 41 4 1

1979 31 3 o

1980 38 35 2 1

1981 39 33 0 6

Total 394 262 98 34

It is apparent that the proportion of HSV’s is steadily increasing. With the knowledge
of a decreasing incidence of duodenal ulcer it is interesting to compare these figures
with those reported by Suy (1962 **?) over a 14 year-period (1946-1960) when 1591
partial gastrectomies were done for duodenal ulcer in the same hospital; this is an
average of 114 cases per year. This difference in the number of cases coming to
operation most probably reflects a similar decrease in incidence of the disease ***- 2**
291, 329

Moreover it can be appreciated from this report by Suy why partial gastrectomy was
not easily replaced by vagotomy: the reoperation rate in the period 1946-1960 was
2.2% and the mortality 1.9% for all cases and 1.2% for elective cases,

The number of operated cases has further come down after 1978 since the introduction
of cimetidine (Tagamet®}).

The purpose of this study

The purpose of this study is to show the results of HSV applied in routine conditions
as described, supported by as many relevant details as possible and with a nearly
complete follow-up.

This study will probably not demonstrate the intrinsic value of the method with near
exclusion of the influence of the individuals, both patients and surgeons, butit is
equally important to know what the average result is of this operation if applied on a
relatively large scale, under routine conditions.

[S¥]
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Design of the study

The study was prospective since a protocol comprising preoperative and postoperative
requirements was set out beforehand. This was not importantly changed during the
period of study; slight modifications will be discussed in the respective chapters.

The technique of the operation was standardised as much as possible for a quickly
evolving operation 2.

The protocol required:

preoperatively:

- routine history taking and complete physical examination.

- measurement of height and weight.

- estimation of blood group, rhesus factor, haemoglobin (Hb), ESR and serum
alkaline phosphatase (AP), calcium (Ca) and phosphate (P), iron (Fe) and total
iron binding capacity (TIBC).

- serum vitamin B, and basal serum gastrin values were obtained in increasing
numbers from the moment the isotope laboratory in the hospital was able to
determine them.

- acid secretion tests, both in basal state and after stimulation.

- adequate examination with X-ray and oesophago-gastro-duodenoscopy.

postoperatively:

routine follow-up examinations after ¥z year, 1 year and yearly thereafter

- the weight was to be taken on every follow-up date.

- all blood parameters (Hb, ESR, AP, Ca & P, Fe & TIBC, basal gastrin and vitamin
B,.) every whole year with the exception of gastrin which was determined at 2
year follow-up as well.

- acid secretion tests were to be performed V2 year, 1 year and 5 years after
operation.

- X-ray and / or endoscopic examinations: only in case of symptoms suggestive of a
recurrence.

Patient selection and indications for operation

The patients were not selected favourably or unfavourably towards HSV.

Most patients were sent from medical specialists from the same hospital who had no
influence on the type of operation performed.

The most common indication was intractable duodenal ulcer. Usually there was a
considerable history during which on repeated occasions X-ray studies were performed
as well as one or more gastroduodenoscopies. Early in this series the diagnosis of
ducdenal ulcer was proved only with X-ray studies, later endoscopy was more relied
on.

In many patients the diagnosis of recurrent duodenal ulcer was established by both
methods. In all patients a recurrent duodenal ulcer had been proved. To understand
the indication correctly: the indication was such that a gastric resection would have
been justified, it was not "HSV-adapted”. Only very recently has there been a
tendency that patients are proposed for HSV only and not for resection, which could
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mean that in the future the indication will become easier: "HSV-adapted”.

If a change in indication had taken place in this series after some time of favourable

experience with this operation a shorter length of history would have been expected

in the patients operated upon more recently. In an attempt to check this a comparison
was made of the average length of history between the first and the second half of the
series. There was no difference at all.

Nevertheless one can speculate that two factors of opposed direction will come into

force in the future *** possibly have already been in force:

- operating earlier than in the past since HSV proved to be a relative harmless
procedure with gratifying results as many reports demonstrate: 80-90% good or
excellent results and a low mortality and complication rate and few serious
sequelae.

- the influence of better and more potent conservative treatment than available in
the past - drugs like cimetidine, carbenoxolone, DeNol®, ranitidine - reducing the
number of operations *?. The timing of operation might be influenced, if still
necessary in spite of medical treatment *2.

Several reports suppose that for many patients surgical treatment might just be

postponed **°. Tt is reasonable however to state that for others operation will be

avoided by these conservative treatments. It is difficult to prove these trends in such

a versatile disease with its unpredictable natural history.

Possibly patients will be sclected in the future on the base of intractability in spite of

cimetidine treatment or the need for and fatigue from permanent drug use.

Certainly for the time being there will be a higher percentage of complications coming

to operation after long-term medical treatment **® 282 This trend is also perceivable

in this material.

Nomenclature

In spite of modern trends and recommendations for uniform nomenclature ' %

many names are in use for this operation. HSV was chosen in this study. This term
was proposed by a pioneer group (Johnston, Leeds '™ 28} and appears to be a
logical extension of the predecessors: truncal vagotomy and selective vagotomy
{selective gastric vagotomy). This operation is certainly more selective since it is
intended to be confined to the acid secreting part of the stomach.

However any modification or extension of this type of vagotomy is expressed in
superlatives which are soon lacking.

Probably it is also language dependant which name is best applicable, Ultraselective
vagotomy was used by Grassi ef al * and supraselective vagotomy by Hollender and
others.

SPV - selective proximal vagotomy - is mostly used in German speaking countries
and appreciated by some as a mnemonic for Save Pylorus Vagotomy *'*.

The best alternatives are PGV - proximal gastric vagotomy -, which provides a good
topographical description of the operation and PCV, parietal cell vagotomy,
describing the intended denervation of the acid producing cells.

Other varieties are PSV, proximal selective vagotomy, acido-secretive vagotomy
(Grassi 1973 ) and, as Holle ' stated, the operation is probably best described by:
selective vagovasosympathectomy of the proximal stomach. But evidently this will
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never becomme very popular.

In Keen’s "Operative Surgery and Management” (1981 '7®) Johnston again
recommends the use of HSV, if anatomical landmarks are used in the dissection and
PCV if the dissection is guided by pH-metric mapping of the parietal cell mass. SPV
should be used for operations where a pyloroplasty is added '*°.

All these arguments. appear to be semantic. However, it does have practical
consequences; one tends to abbreviate the names of this operation both in speaking
and in writing; there can easily be confusion with other medical abbreviations
especially when less popular terms are used. In a country where PGV is the commonly
used name HSV might not be understood and may be confused with ¢.g. herpes
simplex virus, PCV with packed cells volume. Some computer systems for searching
literature do not recognise either HSV or PCV.

Uniformity about the name of the operation will not be expected soon, if ever.

Here highly selective vagotomy is preferred, since it has become the most popular
term in the Netherlands. Moreover, the first thesis about HSV in the Netherlands
(Geurts, 1975 ) HSV was translated as "Hoog Selectieve Vagotomie™ with the
advantage of the same abbreviation but with the disadvantage of being a germanism.

Recurrence rate, what does it mean?

Any method of treatment including operation does have inherent restrictions and
probably failures ("method failures™). But even a theoretically ideal method will
have failures when applied in practice ("surgeon failures” in the case of an
operation).

Therefore the question of the recurrence percentage cannot be answered
straightforwardly without further comment.

Moreover the time interval after operation should be defined. In fact the question is
debatable theoretically.

Method failure

How many recurrences can be expected after a complete HSV?
In case of an ideal operation this figure should approach 0%. However, there is a

_possibility that a complete HSV is a perfect operation for the vast majority of patients,

but not for all of them due to anatomical or physiological variations. It is not mere
speculation that a complete HSV is in principle not possible if the parietal cell mass
extends into the part of the antrum that is innervated by the last branch of the terminal
fibres of the nerve of Latarjet, which must be saved during the operation '%: 27 288,
Moreover, other factors influencing the stomach could predominate over the vagus
nerve, for example gastrin or other humoral agents ** %7, the sympathicus 207- 208,
the mucosal blood supply & 146- 192, 247. 252. 277 o1c These options can explain why
after several years nobody can report 0% recurrence rates and, even if this is the
case, occasional recurrences will still develop some time later. How many years arc
needed until the answer is mature? Nevertheless the intrinsic cure rate of an operation
will be approached by several unbiased series with the lowest recurrence rates,

This figure will probably be below 5% for highly selective vagotomy, as it is for the
other vagotomies?’ 157+ 172, 273, 305, 328



Surgeon failure

A second very important question is what will happen when HSV is applied on a
large scale, performed by "the average” surgeon? What is the chance that the majority
of surgeons performing HSV’s routinely produce satisfactory results?

There will always be variations in results between apparently good and bad
vagotomists as is the case with other forms of treatment but the problem is not so
acute with other operations for duodenal ulcer: if a gastroenterostomy is badly
performed there can be leakage or stenosis but, if functioning, it is a gastroenterostomy
with a certain intrinsic value for cure or recurrence.

There is little more variation with partial gastrectomy: the extent of resection required
was dependent on general opinion and this varied with time and country but the
performance of the operation as intended was generally not the reason why it could
fail (unless the resected part was grossly overéstimated): the result of operation was
"in the pot”. With vagotomy (whether truncal, selective or highly selective) it is
much more critical: the concept of operation is clear: performance of a complete
vagolomy - but the difficult point is the achievement of this goal.

If only 10% of vagal fibres remain intact after an intended vagotomy the result could
soon be nihil *'+ 7% 3 or even worse than before the operation 3.

This study probably better reflects the answer to the question of the application by
the average surgeon than do the results of expert vagotomists, whose results are
equally necessary to know the intrinsic value of the method.

Both gastric resection and any kind of vagotomy have their limits and are possibly
not suitable to the same extent for all duodenal ulcer patients ?’7. An additional
proof is a combination of both procedures (truncal vagotomy and antrectomy) which
seems to be most capable in curing the disease and this operation has been done by
many equally imperfect surgeons generally resulting in lower recurrence rates than in
either of them individually *7, 2% Does this mean that there are different duodenal
ulcers, most of them sensitive to either method but some less sensitive to either
gastrectomy or to vagotomy?

Patient failure

Amnother bias not often discussed is the possibility of local, geographical or individual
susceptibilities.

It is not unreasonable to assume that almost everybody could develop a peptic ulcer
provided the circumstances contribute unfavourably enough. Something similar may
be true for development of a recurrence after operation. As long as there is acid an
ulcer is possible. Probably it is a matter of overshooting to do an operation which
prevents ulcers absolutely since this will most certainly have many disadvantages
(e.g. a total gastrectomy).

The knowledge about duodenal ulcer is extensive but still very fundamental data are
lacking. The cause of the disease is largely unknown, probably it is multifactorial.
Many contributions have been written in an endeavour to unravel this problem.
Among incriminated factors *2 are blood group *%, stress, diet, cigarette smoking,
alcohol and drug use, social class, profession, hereditary ', psychosomatic,
environmental, geographical **® and pathogenetic factors contributing to an imbalance

6
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between aggressive forces and defence mechanisms **®; hyperfunction of the vagus
nerve, hypersecretion, humoral factors, dysregulation of different factors, sympathetic
influence *'* %% 222. 283 aptenuation of defence systems, defective feedback mechanism,
and gastric mucosal blood flow 223- 262323,

Of course several of these factors could be of important influence and not all duodenat
ulcers need to have the same aetiology. There must be difference in exposure to risk
factors which influence the results of operation as it does influence the prevalence of
duodenal ulcer disease.

Since it is known that disease patterns vary in different parts of the world it is clear
that for that reason there will be variation in treatment results and thus in the number
of recurrences, which is the exponent of failure with HSV.

In short: the virulence of the causing or contributing agents can be different.

In still another way the concept of “recurrence rate” can prove confusing: it is hardly
ever defined in terms of follow-up, number of recent cases and, most important, time
relationship. Yet everybody intuitively appears to feel what recurrence rate is and all
operations used for duodenal ulcer seem to bear a more or less fixed recurrence rate.
It will be argued in several chapters (8, 15) that it is - perhaps surprisingly - not that
simple.

Probably most reported results are a mixture of method failures and surgeon failures,
This net result is probably the most important for the society and the patients. An
operation that is only perfect in the hands of few is a bad operation but an operation,
good in the hands of many is a good operation.

Overview of the contents

In the short time of its existence an extensive literature has been accumulated about
HSV and related subjects.

It is neither possible, nor is it intended, to review this completely or to discuss all
aspects of the disease and the operation comprehensively.

The following chapters (2 and 3) have been written in order to introduce the reader
concisely into general questions concerning duodenal ulcer, its treatment and
specifically HSV. Thereafter (chapter 4) the patients in this study are described.

The technical aspects of the operation with the management pre- and postoperatively
will be described in chapter 5.

In chapter 6 quality control testing is discussed.

The principles of grading of the results and the follow-up will be explained in chapter
7.

The results of operation and the influence of complications before operation are
dealt with in chapter 8 and 9, followed by the results of laboratory parameters (chapter
10 to 13).

A special chapter has been devoted to hereditary factors as represented by the blood
group, rhesus factor and the family history (chapter 14}. Several of the preceding
results will be analysed there according to these factors.

Recurrences will be analysed in chapter 15 and special, sometimes anecdotal
observations have been collected in chapter 16, together with the short case histories
of all patients who developed a recurrence.

Finally, chapter 17 summarises all chapters and contains some final remarks.
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Chapter 2
Natural history and epidemiology

Natural history

Nobody really knows why a duodenal ulcer develops and why it does or does not
heal; neither do we know why it causes pain or discomfort in many people but not in
others.

If at endoscopy an ulcer is seen in the duodenal bulb and next to this ulcer a similar
one is punched out by biopsying, the latter will soon heal, but the former will not
{(Wormsley, ranitidine symposium, Amsterdam 1982). The above and similar
statements demonstrate that duodenal ulcer is not an easily intelligible disease in
spite of many endeavours, This mystery is even greatly enhanced by the natural
history of the disease. It is not the same in all patients and is even not the same in the
same patient; its behaviour is versatile.

Undoubtedly there are people affected only once in their life by a DU which may
heal spontaneously or which may perforate or bleed. Most patients, however, suffer
from chronic, recurrent disease often with an episodic character.

It is not very likely that the disease will "burn out” after many years. Krause (1963
202y found in his accurate long-term follow-up study of patients who were admitted
for the first time between 1925 and 1934, that only 6.5% of the men and 10.9% of the
women were symptom{ree after more than 25 years. In 70% an operation would
have been justified in the course of that period.

Usually pain is the leading symptom, often visceral in character and difficult to
describe. The pain is usnally located in the epigastrium, and comes and goes, is
usually temporarily relieved by food or milk and may be aggravated in stressful
circumstances; in many however this relation is not evident at all.

In the majority, pain recurs when the stomach is empty i.e. in the early morning and
is relieved only by food or milk. Often pain is accompanied by heartburn, [latulence,
nausea or vomiting.

The period of stomach trouble may last days, weeks or months and seems continuous
in some. [t may occur once or more frequently each year often in the same season.
Probably many circumstances are of influence for recurrence of ulcer symptoms, and
modification of the disease. The severity of the attacks may change as well.

Complications (bleeding, perforation, stenosis) can occur in anybody at any moment
even without premonitory symptoms, but once such a complication has taken place
such a patient seems to be prone to the same complication once more. A perforation
or bleeding may be the first and only symptom in patients who were never aware of
any ulcer.

Often the presence of a more aggressive ulcer diathesis is assumed when a complication
occurs. At the other hand the risk of bleeding in duodenal ulcer disease increases
with the length of ulcer history and the incidence may approach 100% if one waits
long enough ''6.

The perforation rate seems to be rather constant and proportional to the total number

G
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of duodenal ulcer patients **'. This rate has often been used as an index of prevalence

of the disease, since those cases are usually recorded by hospital admission 2%

If the recurrent ulcer is located near the pylorus and causes shrinking in healing or
oedema al the time of inflammation, obstruction may become apparent, the third
complication of duodenal ulcer. The rate of each complication may differ in different
parts of the world and even within a country, since the factors causing them are
unknown >4,

Intractability is often called the fourth complication: a subjective term in a dual
sense: both doctor and patient dependent. Those are the patients coming to elective
operation; it depends on the patient, the doctor, the available drugs, the available
surgical treatment how large this group will be; the environment and even fashion
both play a role. v

The consequence of this complicated picture of the natural history is that one has to
be careful in comparing results of treatment between different populations.

It is understandable that the variability in occurrence of symptoms, of severity, of
complications rate, of ulcer recurrence, etc. will be reflected in a similar way in the
results of a certain treatment; it is very improbable that this will be the same in all
populations.

Controlled clinical trials are therefore necessary to demonstrate the superiority of a
certain treatment above another, but even the results of this kind of study cannot be
transposed to other circumstances unless more data are available.

It could be that for example in a area in mid England the pathogenesis of DU disease
is different from that in the part of the Netherlands where the patients studied here
are living. Supposing that vagal hyperfunction is the dominant factor in the
pathogenesis in mid England (which in fact is not known) the result of a controlled
clinical trial could result in a clear superiority for TV and D over partial gastrectomy.
However it is possible that this does not hold true for the presently described
population which might contain more gastrin dependent sufferers (which is not known
either) '3 If a similar trial was to be held here the results could be the reverse.

Time and again surgeons have recognised the fact that not all duodenal ulcer patients
are the same and that treatment (including surgical treatment) should be adapted to
the individual patient 7 136, 134. 268. 277 "¢ this has not led to uniform conclusions.

Epidemiology

Most fascinating and confusing are historical and epidemiological data: one century
ago duodenal ulcer was largely unknown 2 253 3% However, there are earlier
descriptions but they are incidental ''®. The incidence of perforations is often used as
an index of the disease since a perforation came more easily to light than an ulcer
which could not be proved at that time, unless by autopsy **'. With the increase of
the industrialisation the number of duodenal ulcers increased sharply as measured by
the reported perforation rates. Susser ef al (1962 **') conclude in an excellent review
of the matter that duodenal ulcer cannot be regarded simply as a disease of civilisation
but it could accompany the phase of early urbanisation **®. The present tendency of
decline of duodenal ulcer in the western world could be understood since the
population has become adapted on a large scale to the stresses of the modern society.
In other parts of the world it does not seem connected to modern society life **%.

10
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It is estimated that 5-10% of the population is suffering at some time in their life
from peptic ulcer disease ''°.

This decline (which is perceived increasingly) affects age groups differently. The
decade of birth seems to bring about & certain risk during lifetime for developing
ulcers and perforations (cohort phenomenon). One consequence of this is that the
age at which the frequency of duodenal ulcer is highest is changing over the years. At
times it was predominantly a disease affecting young men, at other times elderly
people. That gastric ulceration is a different entity is illustrated in a pattern unequal
to that of duodenal ulcer 3 > 'Y, The decline was confirmed by several authors
already before the introduction of H, receptor antagonists: a 35% decline for the
preceeding decade has been reported. 0 116. 253, 254, 291, 329

Introduction of H, receptor antagonists (1977} has further brought down the number
of operations for duodenal ulcer. Is the decline real or is peptic ulcer disease taking
another face *? What does happen in the third world? According to the above
theory it should be increasing, but reality could prove to be entirely different 3% 4.
348

The future incidence of duodenal ulcer and the role of surgery is still unpredictable.
Peptic ulcer remains a mysterious disease.

Recently Thompson (1982 **¢) commented that it seems ironic that the greatly
decreased need for surgery for duodenal ulcer coincides with the firm establishment
of a safe and effective operation (highly selective vagotomy).

Evolution of the operative treatment

In about a century of peptic ulcer disease several operations have been devised and
evolved with differing success.

One of the first procedures employed was simple gastroenterostomy which seemed
quite effective initially, but the number of failures increased and partial resection of
the stomach gained wider acceptance ?”7. This procedure was first successfully
employed about a century ago (in 1881) by Billroth treating gastric cancer.

Due to the feared high incidence of anastomotic ulcers in B-1 variety many preferred
B-I which sometimes was the only feasible alternative in very difficult ulcers.
Vagotomy gained interest after Dragstedt’s publication of supradiaphragmatic
vagotomy for duodenal ulcers . This seemed a successful treatment but in many
cases gastric retention and consequently stasis and gastric ulceration was the main
problem after operation. Therefore he switched to abdominal vagotomy which
enabled inspection of the pyloric region and addition of a drainage procedure ™.
Gradually many surgeons preferred the vagotomy and drainage procedure to partial
gastrectomy because of the safety, speed and simplicity of operation and good
results.

However, others were not convinced about the superiority of vagotomy and continued
with their first choice - partial gastric resection.

Both operations do have their own advantages and problems. Of course mortality
and complication rates were very important but also postoperative sequelae occurred
in a certain percentage of cases which could continue lifelong, sometimes crippling

l



the patient ** 172 268 Both operations had their failures such as recurrent or new
ulecers. There was much variety in the extent of the resection which made it difficult
to make a fair comparison with vagotomy. As recurrent ulceration after partial
gastrectomy was considered a principal failure attributed to a still too large amount
of residual acid production, larger resections have been tried.

Visick promoted the use of the measured radical gastrectomy as a standard operation
for gastric and duodenal ulceration leaving only a measurable and measured 3 inch
small gastric remnant in situ **2. He described excellent results and introduced the
grading of patients during a continuous follow-up. Disadvantages of truncal vagotomy
not attributable to any drainage procedures considered necessary were related to the
denervation of other abdominal organs and of the antrum **,

A logical solution appeared to be selective vagotomy of the stomach whereby only
the stomach was denervated and the extra-gastric nerve supply was preserved 277,
How attractive in theory, this operation has not gained wide popularity in spite of
good results. The clinical trials devised to compare the relative benefits of different
operations for peptic ulcer have greatly prepared the way for an even more selective
type of operation: HSV which means division of the nerves to the acid secreting part
of the stomach while preserving the nerve supply to the antrum and pylorus {at the
same time probably preserving defence factors mediated via the antrum *%%),

Griffith and Harkins (1957 ') have been credited to be the first to apply this method
on dogs and Johnston in Leeds and Amdrup in Copenhagen were the first to apply
the method on a large scale on men. However, Holle developed a similar procedure
and applied it from 1964, called selective proximal vagotomy, but added a
pyloroplasty, “appropriate to form and function” 2316,

In fact he used a whole scale of operations for peptic ulcer trying to tailor the operation
to the requirements of the individual patient. In many instances in addition to a SPV
a small part of the stomach (proximal, midpart or distal) was resected depending on
the localisation of the ulcer and the secretory pattern '3 134. 136

Several controlled clinical trials have compared the results of HSV with and without
pyloroplasty and most of them have demonstrated that a drainage procedure is
unnecessary in HSV and only adds disadvantages 72 219: 271, 312, 359, 316

As mentioned before the present HSV is more than a vagotomy as the blood supply
to the lesser curvature part of the proximal stomach is completely interrupted as
well, as is the sympathetic nerve supply.

Many things in medicine have to be redone and rediscovered before they are practically
used: the same is true for HSV. In fact the first HSV-like procedure was described in
1920 even before the vagotomies performed and described by Latarjet - 220 358,
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Chapter 3
Surgical anatomy and physiology

Anatomy

One of the first good descriptions of the vagus nerve supply of the stomach was given
by Latarjet ** in 1922 who after experiments on dogs applied a total vagal denervation
of the stomach including the antrum and pylorus. He intended to denervate the
stomach vagally but he realised that many sympathetic fibres to the stomach were
severed as well in the same procedure. He recognised the distinct and the more or
less constant nerve supply by the vagus nerve in contrast to the then firmly held
belief that the stomach was autonomically innervated via an external plexus. He
denied the existence of such a plexus for the stomach.

Latarjet outlined the anatomy that we still recognise as the essential one {figure 1):
the left (anterior) vagus nerve branches at the level of the distal oesophagus into the
principal anterior nerve of the lesser curvature (later called nerve of Latarjet) and
the gastrohepatic nerve, supplying the liver and gallbladder and from which duodenal
pyloric fibres branch off supplying the pyloric region and first part of duodenum. He
stressed that the nerves that were later to be named after him never reached the
pylorus. The right (posterior) vagus branches into the principal posterior nerve of the
lesser curvature and fibres going to the coeliac plexus. From this plexus according to
Latarjet fine fibres accompany the right gastroepiploic artery and some of them
branch off to the stomach at the greater curvature side *%'.

Latarjet already experimented on total vagotomy of the stomach with and without a
drainage procedure. He realised that not adding a drainage procedure caused a delay
of gastric emptying of many hours. The six patients with gastric and juxtapyloric
ulcers he treated with total gastric vagotomy all underwent a gastrojejunostomy but
for other diseases (”gastropathies without apparent lesion”) he omitted this in some
cases.
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figure 1
schematic drawing of the vagal nerve supply of the stomach; feft: anterior side, right: posterior side
























































































































































































































































































































































































































































































































































