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~. Highly selective vagotomy in the treatment of

chronic duodenal ulcer

Kyi-Soe, Khin-Mg-Kyi & Thein-Nyunt

New Yangon General Hospital

A presentation of nineteen cases of D.U. treated by H3V is made.
Its advantages and long term sequelae are discussed. The initial
safety record of this procedure has continued unblemished and it
remains the safest operation in treating duodenal ulcer disease,

With proper selection of cases,

INTRODUCTION

It is twenty years now that highly
selective vagotomy (HSV) was adopted
for clinical wuse by two groups of
scientists working independently in UK.
and in Denmark. Johnston and Wilkinson
(1,2) wused the anatomic landmarks,
determined by the nerve of Latarjet, to
define their operative procedure of HSV.
Amdrup and Jansen (3,4), on the other
hand, used a pH probe tc determine the
boundaries of the parietal cell mass
whereby the procedure was called
parietal cell vagotomy (PCV).

It is generally assumed that HSV is not
suitable for our duodental ulcer (DU}
patients. Reasons behind this assumption
being,

I. L.ate presentation wusually in a very
chronic stage with history exceeding
over 10 years in many cases.

2. Presence of moderate to severe
stenosis, as a result of scarring and
fibrosis, with resulting diiatation of
stomach.

In this study, an attempt is made to
select a group of patients where HSV is
applicabie. HSV has certain advantages
over conventional Truncal vagotomy with
drainage or over Partial Gastrectomy; it
also has fewer gastro intestinal side
effects.

approximately 10-15% of our D.U.
cases are treatable by this wethod.

PATIENTS AND METHODS

The period of study was one vyear,
starting from lIst July 1989. All patients
with swuspected DU were taken into
consideration. Case selection for HSV
depended on history taking, Barium study
and gastroduodenoscopy. By means of
gastroduodenoscope, patients with stenosis
were totally excluded from the study; at
the same time the presence of the ulcer
and the chronicity was confirmed.

Having accepted for HSV, Pentagastrin
test was done pre-operatively using
Peptavlon I.C.I. This test was repeated
1-2 months after surgery to enable to
calculate the amount of gastric acid
reduction. Due to the shortage of
Peptavion, this test was done pre-opera-
tively and post-operatively in only eleven
patients.

Post-operative gastro duodenoscopy was
done in all the cases at one month, three
months, six months and twelve months.
At each endoscopic examination the
healing of D.U. was assessed and any
evidence of recurrent ulceration also
examined.

The operative procedure chosen was that
described by Jonston & Goligher (6),
anatomical landmarks were used for the
distal point of dissection. The antrum-
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corpus boundary was taken to be distal
to the first branch of the crow's foot.
The importance of performing a
complete skeletonisation and dissection
of distal 5.0-7.5 cm of the oesophagus,
as stressed by Goligher & Hallenbock
(6} was also taken into account (Figure

1.

distal
oesophagus

Figure 1. HSV - Skeletonisation of
5-7.5 cm of
(Hallenbeck et al.)

RESULTS

Qut of the total number of 235 D.U.
patients treated, 19 were chosen for
HSV (Tabte ). Out of 19, 14 were
males and 5 were females. The ages
ranged from [8-57 years, the mean age
beir:g 34. History of D.U. varied from
1-7 years, with an average of 4.2 years.

Most of the patients selected presented
gither with bleeding (haematemesls and
melaena in 17) or with epigastric pain
{(acute exacerbation of D.U. in 2). All
the patients were operated upon either
by the Professor or by Consultant Lecturer.

120

There was no operative mcrtality. Post-
operatively, recording was made concern-
ing all possible complaints and complica-
tions (Table 2).

Table 1. Total D.U. cases
year peried

treated during one

No. of patients Percentage

1. Tetal no. of D.U.

patients 255
2. Total no. of 0.U,

patients (operated) 117
3. Truncal vagotomy 77 65%
b, Partial gastrectomy 21 19%
5. Highly selective

vagotomy 19 16%

Complaints/complications Ko
1. Post prandial distension 2
2. Hiccup 1
3. Dysphzgia 14
4, Diarrhoea Nil
5. Early dumping Nil
. Late dumping Nil
7. Belching 1
8. Recurrent ulceration 1
9. Others Nil

Dysphagia as noted in fourleen cases, was
often temporary and the complaint totally
disappeared after |-2 months. Post
prandial distension was noted in two
cases, especially after heavy meals. This
is believed to be due to minimal stenosis
of the duodenum. One patient complained
of severe hiccup, but got relieved after
72 hours. Belching is another complaint
noted irn one patient; however, there was
no further complaint after four weeks.
No patient ever complained of diarrhoea
or dumping. One patient complained of
epigastric pain and nielaena three months
after surgery. She was later found to
have developed recurrent ulceration.



Pantaguastrin test

Out of eleven cases with pre-operative
and post-operative results, reduction in
acidity was noted. Basal’ Acid Output
reduction of 54% and Maximum Acid
Output reduction of 62% was calculated
{Table 3).

Fahle 3. Pentagastrin test

Pre- Post- Acid
Operative Operative  Redwctisn (%)

BAY §.2 mmol 3.8 mmol 54%
MAO  33.5 mmol  12.5 mmol 62%
Gastroduodenoscopy

In eighteen cases, ulcer healing was
noted within 1-2 months after opera-

tion; and at the end of the third month
healing was more or less complete. One
female patient complained of recurrent
epigastric pain 3 months post-opera-
tively. This is the only patient where
the ulcer appeared to have heated, but
developed symptoms of pain later. At
the third re-check endoscopy done at
the 6th month, an active ulcer was
again detected. This is the only patient
where we consider HSV to be a failure.
She was later subjected to Polya
gastrectomy,

Blood ond fluid requirements

None of our patients reguired blood
transfusion during operation. Eighteen
patients required only 3 bottles of
Dextrose water or Dextrose saline drip.
Only one patient required 7 bottles of
drip infusion.

No antibiotics were given or required in
any of the patients. The amount of
volume obtained by Ryle's tube suction
was minimal and all the patients have
naso~gastric  tube removed in the
evening of operation and allowed to take
oral fluids.

DISCUSSION

This study shows that HSV is applicable
in our duodenal ulcer patients, and with
proper case selection, 6% of total D.UL
patients with surgical indications can be
treated by HSV. Comparison with ather
conventional operative procedures such as
Polya Gastrectomy and Trunkal Vagotomy
with drainage shows definite advantages
especially in blood and fluid requirements,
hospital stay, sepsis rate, mortality rate
and in early removal ot Ryle's tube
(Table 4).

Table 4. Comparison of results between PG & GJ,

TV % 6J, BSV

Sr.fo. PG & GJ TV & GJ HSV
1. Blood

requirements  1-2 0-1 Nil

{unit)}
2. Fluid

requirements 10-16 8-10 3

(bottles)
3. Naso gastric

tube h8-72hr 5 hahr bhrs
b, Dperating

time 90ming T5mins T0mins
5. Pust-op:

hospital 1012 8-10 ?

stay (days)
6. Wound sepsis
minor  7/21(33%) 5/77(6.4%) 1/19(5.2%)
major  2/29(9%) 7/772(9.0%) 0 (0%)
7. Ulcer
recurrence Nil 5/77(6.4%)  1/19(5.2%)
8. Mertality  1/21(4.5%) Wil Nil

Upto now, post-operative complaints and
complications are minimal and eighteen
of our patients can be rated Visick Grade
I or Il. The relatively high rate of
recurrent ulceration after HSV is cur-
rently the main criticism of this proce-
dure. Hershlag & Argov reported a
recurrence rate of 5% and some series
have reported a iong term recurrence
rate as high as 15%. The follow up period
of our study ranges only from 4-16
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months now with one case of recurrent
ulceration i.e. (5.2%) and in the long
run more cases of recurrent ulceration
rould be expected.

Most of our patients 17 pre-
sented with bleeding. In all these cases
conservative  treatment  was given
primarily and endoscopic assessment
made after 24-48 hrs. HSY was per-
formed only as an elective procedure.
As yet np patient has any recurrent
bleeding. Hoffmann et al. (7) treated
D.U. with haemorrhage "By +HSV com-
bined with ulcer sewing. Gorey et al
(8) reported no rebleeding but B%
recurrent ulcer rate for twenty five
patients. Since majority ©f our cases
have had bleeding episodes, continued
follow-up not only for ulcer recurrence,
but also for rebieeding is essential.

In our study patients with pyloric
st@nosis were totally excluded. Johnston
et al. found that a moderate degree of
pyloric stenosis can be overcome intra
operatively by the wuse of Hegar's
dilators to dilate the pylorus. Hooks et
al. {9} strangly advocated the use of
HSV  with either pyloric dilation or
concurrent performance of a duodeno-
plasty (Figure 2). This Iis especially
indicated  for  relieving  post-bulbar
duodenal stricture. Thus, there may be
a role for HSV with dilatation/duodenc-
plasty in the treatment of selected
cases of obstructing pyloric or duodental
ulcer. This procedure has not been tried
in any of our patients and differing
opinions in the literature suggest that
more data are needed for a final
conclusion to be made.

An argument can be made whether
some of our patients can be benefited
by medical treatment alone. Gear (10)
compared HSV to maintenance therapy
with 400 mg cimetidine. He reported a
54% recurrence rate for cimetidine
group as opposed to 10% recurrence rate
in the HSV group. Moreaver, medical
treatment for our patients is expensive
and a full 2 year course of cimetidine
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would cost approximately K.10000 and
still with a high chance of recurrent
ulceration.

PYLORIC SPHINCTER

DUODENUM
Y

JTRICTURE

PYLORIC SPHINCT

Figure 2. Duodenoplasty (Hooks et al.)
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