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INTRODUCTION
Upper gastrointestinal hemorrhage is one of the most difficult medical
problems encountered by physicians caring for hospitalized patients.
Major reasons for this are its life-threatening nature (often among patients in previously excellent health), the frequently obscure cause, and
persisting uncertainties about when to attempt to save a life by means of
a life-threatening procedure such as definitive surgery. As when the author first reviewed this subject over 20 years ago,' the surgical intervention problem remains the major challenge to physicians caring for these
patients. It is the purpose of this review to examine critically the basis of
decisions for and against surgery as an emergency procedure, and to draw
what conclusions can be drawn from the available data. Unfortunately,
these are very few, in spite of an enormous number of reports of clinical
experience and opinions over the last 40 years.
For purposes of simplicity, the task has been limited to bleeding from
peptic ulcer disease, except that the limitations of early diagnosis necessitate recognition of the fact that some patients with lesions such as cancer,
gastritis, and esophageal varices will be treated as if they have ulcers.
Opting for early surgery would be a simple matter if we could use
properly all of the facts that should have been gathered up to now.
Hemorrhage should be stopped by surgical means only in those who are
destined to die if they are treated by medical therapy alone. However,
after 40 years of largely uncontrolled clinical observations, it is still
impossible to select those patients with meaningful accuracy. Textbooks
tell us that mortality from medical therapy is higher among older patients, those with gastric lesions or major cardiopulmonary disease, and
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those who develop shock from the rapidity of their hemorrhage, or who
continue to bleed for many days in spite of adequate blood transfusions
and ulcer therapy. But so is the inortality of surgical intervention great in
that type of patient. Prediction of a fatal outcome of medical therapy at a
time when the patient is still in good enough condition to survive definitive
surgery is still an imprecise exercise in probabilities, i.e., the patient must
rely on the decision-making skills of his physician and surgeon. Such
clinical judgment is in reality an educated guess. What are the facts on
which physicians base their decisions to operate early, late, or not at all?
What is the basis of the education that leads to the educated guess?
Physicians base their treatment decisions on careful observation of the
patient at hand, on their personal experience and that of their immediate
colleagues, on their knowledge of pathophysiologic rationale, and on the
latest articles describing how various patients were treated. The average
practitioner rarely has time to review all of the papers evaluating the
treatment of specific patients with massive hemorrhage from peptic ulcer.
Yet in the last analysis, this information should have the highest priority
in his decision-making process. So the purpose of this paper is to report a
critical review of the literature.
METHODS

ANALYZING THE DATA AVAILABLE
IN THE LITERATURE
Sixty-one series of patients described in the English language literature
between 1930 and 1969 contain both of the following essential bits of
information:
(1) Percentage of patients dying during an admission for upper gastrointestinal hemorrhage from a peptic ulcer. Patients who turned out
later to have gastritis, cancer, or esophageal varices were usually included
if they presented as probable ulcers and were treated accordingly. Papers
concerned only with gastric ulcers were omitted.
(2) Percentage of patients operated upon as emergency treatment for
continued bleeding. In general the term "emergency surgery" was taken at
face value when used in the paper, and patients were included in this
group if they were operated upon within 72 hours of admission or cessation of hemorrhage.
It should be emphasized that no attention was paid to the relative case
fatality rates of those treated medically or surgically (except in the three
trials that employed randomization) because they are meaningless figures.
They are bound to depend much more on totally unmeasurable factors of
case selection than on efficacy of treatment.
Each series of presumably consecutive hospital admissions reported between 1930 and 1969 included a span of years from which a median could
OF
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be determined as the best estimate of the medical era of the series with
regard to selection and treatment modalities. Several individual papers
included results over more than one time span and these were analyzed as
separate series.
Whenever possible the papers were grouped according to their source
as:

1.0 Discipline of the author
1.1 Surgery: Paper submitted primarily from a surgical service or, when
not specifically stated as to service or origin, published in a surgical
j ournal.
1.2 Medicine: Papers submitted from a medical service or, when origin
not stated, published in a medical journal.
2.0 Type of hospital
The papers were classified according to the type of hospital to which the
patients were admitted, roughly classified as follows:
2.1 City: Hospitals operated by cities or counties and usually affiliated
with a medical school. Patients could be expected to be sicker, medically
indigent, and have a higher rate of alcoholism.
2.2 Veterans Administration: Hospitals affiliated with a medical school
to a variable degree. Patients are almost all males and could be expected
to be slightly younger than those in other types of hospitals.
2.3 University: Hospitals closely integrated with a medical school-the
principal teaching hospital. There would be a variable percentage of private patients.
2.4. Other: None of the above, although many hospitals in this category
have some affiliation with a medical school, and may have relatively large
ward services.
Age and sex characteristics, severity and origin of hemorrhage, and the
type of operation performed as an emergency procedure were extremely
difficult to obtain in a uniform manner. Comparisons could be made only
with regard to age and the percentage of gastric ulcers, as two rough
approximations of severity.
LIMITATIONS OF SUCH AN ANALYSIS
It must be recognized that such an analysis has grave limitations. None
of the reviewed papers followed exactly the same criteria of including or
excluding patients, and it was often difficult to extract a uniform definition of emergency surgery. Elective surgery was not included as a variable
in the analyses. Extracting such obviously simple data as gross mortality
and emergency surgery rates was surprisingly difficult, and many papers
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were omitted because a comfortably reliable figure could not be obtained.
It would have been nice to be able to compare papers reporting differing
mortality and operation rates with regard to such characteristics of the
patients as severity of bleeding, age distribution, prevalence of complicating disease, and exact source of liemorrhage. However, those data were
very hard to combine with any degree of confidence. Finally, the motivations for writing up a series and for its acceptance by an editor make it
impossible to draw valid conclusions about a population of patients or
brand of treatment. In only three studies2 3 4 was the question of emergency surgery explored in a statistically valid way. Since the validity of
statistical data depends on how the data are collected,5 no statistical
analyses are applied to the composite data reported below.
On the other hand, it should be emphasized that the clinician is handicapped to this same extent every time he turns to the literature for help in
handling a problem patient. In that case he must analyze a few series
carefully and draw conclusions without an estimate of bias or biological
variability. In the present study the fine points of selection and treatment
described in a few individual series are ignored in an effort to find out
what is happening "on the average." Recognizing these limitations, the
data are still useful.

RESULTS
When the case fatality and emergency surgery rates were plotted
against the middle year of each series, there was no apparent change in
the former over a 30 year period (Figure 1), and there was a marked increase in the frequency with which patients were treated by emergency
surgical intervention (Figure 2). Papers from surgical sources reported the
same case fatality rates but higher rates of surgery. The only difference by
type of hospital was a striking reduction in both case fatality and surgical
rates in the series reported from Veterans Administration hospitals. Since
the first 15 years, in which surgery rates were consistently low, there has
been no apparent relationship between the case fatality and surgical rates.
Data from the 25 papers that included the mean age of the patients
confirmed the increasing rate of surgical intervention with calendar time
in this smaller series, and revealed an interesting increase in the mean age
of patients treated for bleeding peptic uilcer over the last 30 years. An
increasing case fatality rate witlh age is suggeste(l by these data, and it is
the older patienits in the later tiune periodls wlho have more einergency
surgery. Age data froin tlhree of the sev-en VA stutdies suggest that the
redtuced mortality of these patients imiglht be attril)uted to a youinger age,
40, 44, and 48 years, respectively.
Twenty-seven papers reported the percentage of patients with gastric
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FIG. 1. Case fatality rates according to the middle year of the reported series.

ulcers and there was a rough correlation with case fatality rates and no
association with emergency surgery rates, middle year of the series, or age
of the patient.
The data on type of operation performed as an emergency procedure
were too scanty and too variable. The percentage of gastrectomies performed could be learned from 13 papers, and there was no correlation with
the overall case fatality rate. However, several authors suggest that operations less drastic than gastrectomy may, when employed as an emergency procedure, lower the overall fatality rate.
The three controlled trials are totally inconclusive with regard to the
value of emergency surgery. The groups are impure in all studies because
of frequent changes in therapy after randomization, and no differences
were statistically significant. Authors of one of the papers concluded that
emergency intervention was frequently indicated, of the second paper in
selected patients only, and the authors of the third paper had little enthusiasm for early surgery in any patients.
DISCUSSION
Increasing rates of emergency surgical intervention in the last two
decades have not been accompanied by any decrease in overall case fatality rates. However, there has apparently been a real increase in the mean
age of patients admitted during these decades, with a higher mortality in
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of series.

the older patients, and this suggests that the overall case fatality rates
might have been increasing if therapy had not been improved during this
period. Whether or not this hypothetical improvement is the result of
early surgery in some patients or the result of other advances such as
modern antibiotic and fluid therapy, especially valuable in older patients,
cannot be determined from these data. More and better controlled trials
are needed to determine whether or not the current high rate of surgical
intervention is accomplishing anything.
Patients adInitted for bleeding and destined to hiave an elective operation for their peptic ulcer before discharge might just as well have it as
soon as possible after admission, so as not to suffer from the hazards of
exsanguination added to those of surgery. Otherwise surgery might better
be reserved for those wlho do not stop b)leeding massivTely on adequate
medical therapy, or who resume life-threatening hemorrhage after medical
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therapy has apparently been successful. Since much simpler procedures
than subtotal gastrectomy seem to be as satisfactory as the latter in the
long-term management of the ulcer diathesis, they might well be preferred
for emergency surgery.
The increasing age of patients admitted for bleeding peptic ulcer in the
last 30 years is of extreme interest. That it may be a reflection of the
aging population is suggested by the data on Table I and Figure 3. As the
population ages, the number of people in the peak years of peptic ulcer
increases relatively, thus leading to an increase in the mean age of patients being admitted to the hospital with peptic ulcer. That this may not
be the total explanation is suggested by the data in Table II, in which the
age distribution of patients with peptic ulcer admitted in 1956 is estimated from the population of that time, based on the percentage of the
population admitted in each age group in 1940 with peptic ulcer. There is
a significant difference between the actual distribution and that predicted
from the population change. If these data were valid it would suggest that
there was some other factor than an aging population involved in the
increased age of patients with bleeding peptic ulcer. However, the assumptions required for such a conclusion are too broad to be seriously accepted.
TABLE I

Age Distribuition of the Population of the United States in Millions
Increase

Age

1930

30-39
40-49
50-59
60-69

1960

18.3
15.0
10.6
3.8

24.4
22.5
18.0
13.4

No.

%

6.1
7.5

33
50
70
250

7.4

9.6

TABLE II

Age Distriblution in Per Cent of Ulc(er Patients
Actual

Calculated from
Population 1956

Ages

30-39
40-49
50-59
60-69

>69

1940

1956

20.3
28.6
26.6
17.2
7.2

14.4
20.1
25.8

22.6
17.1

17.6
26.8
26.1
19.3

10.2
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SUMMARY
1. Sixty-one series of patients with massive hemorrhage from peptic
ulcer disease, selected because they contained both emergency surgery and
case fatality rates, contain data on 21,310 patients, 3,418 of whom received emergency surgery.
2. Case fatality rates have not changed in the last thirty years while
rates of emergency surgical intervention have increased markedly.
3. As the age of patients with bleeding peptic ulcer has increased, the
case fatality and emergency surgery rates have also increased in older patients.
4. Thus, it is possible that increased emergency surgery is the result of
increasing severity of hemorrhage, and that it has contributed to keeping
the overall case fatality rates from rising. However, other modern therapies such as antibiotics and fluid administration undoubtedly deserve
some credit for this.
5. Until more adequate controlled trials are done it is probably wiser to
reserve emergency surgery for highly selected patients.
REFERENCES
1. WHITE, F. W., AND CHALMERS, T. C.: The problem of gross hematemesis in a general
hospital-A study of 400 consecutive cases. Trans. Ass. Amer. Physicians 61: 253262, 1948.
2. ENQUIST, I. F., KARLSON, K. E., DENNIS, C., FIERST, S. M., AND SHAFTAN, G. W.:

196

CHALMERS, SEBESTYEN AND LEE

Statistically valid ten-year comparative evaluation of three methods of management of massive gastrodcuodenal hemorrhage. Anntl. Snirg. 162: 550-560, 1965.
3. READ, R. C., HUEBL, H. C., AND THAL, A. P.: Randomized study of massive bleeding
from peptic ulceration. Ann. Surg. 162: 561-577, 1965.
4. SPICER, F. W., CARBONE, J. V., AND LYON, C. G.: Acuite massive hemorrhage from
gastroduodlenal ulceration. Amer. J. Sarq. 102: 153-157, 1961.
5. SCHOOLMAN, H. M.: Statistics in medical research. Newv Eng. J. Mled. 280: 218-219,
1969.
REFERENCES FOR FIGURES 1 THROUGH 3
1. ALLEN, A. W. AND BENEDICT, E. D.: Acute massive hemorrhage from duodenal ulcer. A tn. Surg. 98: 736-749, 1933.
2. GOLDMAN, L.: Gross hemorrhage from peptic ulcer. J.A.M.A. 107: 1537-1541,
1936.
3. RAFSKY, H. A. AND WJEINGARTEN, M.: Bleeding peptic ulcer: Clinical appraisal of
various methods of treatment based on a series of 408 cases. J.A.M.A. 118: 5-12,
1942.

4. HEUER, G. J.: The surgical aspects of hemorrhage from peptic ulcer. New Eng. J.
Med. 235: 277-283, 1946.
5. JONES, F. A.: Hematemesis and melana with special reference to bleeding peptic
ulcer. Brit. Med. J. 2: 441-446, 1947.
6. MEULENGRACHT, E.: Fifteen years' experience with free feeding of patients with
bleeding peptic ulcer. Arch. Intern. Med. 80: 697-708, 1947.
7. THOMPSON, H. L. AND PROUT, H.: Surgical treatment of peptic ulcer. Arch. Surg.
54: 390-413, 1947.
8. HOERR, S. 0. AND DUNPHY, J. E.: The place of surgery in the emergency treatment of acute massive upper gastrointestinal hemorrhage. Surg. Gynec. Obstet.
87: 338-342, 1948.
9. WHITE, F. W. AND CHALMERS, T. C.: 'Ihe problem of gross lhematemesis in a
general hospital: A study of 400 consecutive cases. Trans. Ass. Amer. Physicians
61: 253-262, 1948.
10. AMENDOLA, F. H.: The management of massive gastroduodenal hemorrhage. Ann.
Surg. 129: 47-56, 1949.
11. LEWIN, D. C. AND TRUELOVE, S. C.: Haematemesis with special reference to
chronic peptic ulcer. Brit. Med. J. 1: 383-392, 1949.
12. LEWISON, E. F.: Bleeding peptic ulcer. Arch. Surg. 59: 37-56, 1949.
13. WARTHIN, T. A., WARREN, R. AND WISSING, E. G.: Combined medical and surgical
management of upper gastrointestinal hemorrhage. New Eng. J. Med. 241: 473478, 1949.
14. BOWERS, R. F. AND ROSSETT, N. E.: Bleeding peptic ulcer. Favorable results by
conservative treatment. Annl. Surg. 132: 690-701, 1950.
15. BROWN, J. R., MEYERS. S. G.. POSCH, J. L. AND DENEEN, O.: Massive hemorrlhage
from the upper gastroinestinal tract. A study of 324 cases observed at the Detroit
Receiving Hospital over a nine y-ear period. Arch. Surg. 61: 767-774, 1950.
16. CATES, H. B.: Massive hemorrhage from peptic ulcer: Prognosis and treatment;
conclusions drawn from a large series treated in a municipal hospital. Ann. Intern.
Med. 32: 1144-1152, 1950.
17. LOE, R. H.: Massive hemorrhage in the upper part of the gastrointestinal tract.
Arch. Surg. 61: 183-192, 1950.

EMERGENCY SURGERY FOR BLEEDING PEPTIC ULCER

197

18. NEEDHAM, C. D. AND MCCONACHIE, J. A.: Haematemesis and melaena. Brit. Med.
J. 2: 133-145, 1950.
19. OGILVIE, A. G. AND SPENCER, I. 0. B.: Haemorrhiage from peptic ulcer: A report on
170 cases. Brit. Med. J. 2: 138-141, 1950.
20. PORTER, M., HARVEY, H. D. AND SCHULLINGER, R. N.: Massiv-e lhemorrihage from
peptic ulcer. Arch. Sutrg. 60: 1076-1092, 1950.
21. GOTT, J. R., SMITH, E. L. AND DORNAN, D. D.: Acute severe upper gastrointestinal
hemorrhage: A review of 195 cases. Ann. Interrn. Med. 36: 1001-1016, 1952.
22. SHAPIRO, N. AND SCHIFF, L.: Ten years' experience with bleeding peptic ulcer with
emphasis on 45 fatal cases. Suirgery 31: 327-339, 1952.
23. FRAENKEL, G. J. AND TRUELOVE, S. C.: Haematemesis with special reference to peptic ulcer. Brit. Med. J. 1: 999-1002, 1955.
24. ALDMAN, A. AND WALLENSTEN, S.: Bleeding peptic ulcer. A clinical study of 511
cases. Acta Med. Scand. 155: 205-222, 1956.
25. STEWART, J. D., COSGRIFF, J. H. AND GRAY, J. G.: Experiences with the treatment
of acutely massively bleeding peptic ulcer by blood replacement and gastric resection. Surg. Gynec. Obstet. 103: 409415, 1956.
26. BERKOWITZ, D., THOMPSON, C. M. AND SUSSMAN, I.: Acuite upper gastrointestinal
hemorrhage. A rational approach to diagnosis and management. J.A.M.A. 160:
1398-1402,1956.
27. JONES, F. A.: Hematemesis and melana. Gastroeniterology 30: 167-190, 1956.
28. ENQUIST, I. F., KARLSON, K. E., TANAKA, A. M., DENNIS, C., FIERST, S. AND YOUNG,
L. A.: Statistically controlled evaluation of three methods of management of upper
gastrointestinal bleeding: A progress report. Gastroenterology 32: 619-632, 1957.
29. MIXTER, G., JR., IMPARATO, A. N. AND HINTON, J. W.: Massive hemorrhage from
peptic ulcer: The changing therapy over a 28 year period. Ann. Surg. 145: 783788, 1957.
30. SMYTHE, C. C., OSBORNE. M. P., ZAMCHECK. N., RICHARDS, W. A. AND MADISON, W.
M. JR.: Bleeding from the upper gastrointestinal tract: An analysis of 111 cases.
New Eng. J. Med. 256: 441-447, 1957.
31. SNYDER, E. N. AND BERNE, C. J.: Management of massive hemorrhage from peptic
ulcer. Amer. J. Surg. 94: 368-376, 1957.
32. WEBER, J. M., NASH, E. C. AND GREGG, L. A.: Hemorrhage from the upper gastrointestinal tract: Report of 300 cases and discussion of treatment. J.A.M.A. 165:
1899-1905,1957.
33. WIRTS, C. W. AND BODI, T.: Management of hemorrhaging gastroduodenal ulcer.
J.A.M.A. 163: 1229-2134,1957.
34. DONALDSON, R. M., JR., HANDY, J. AND PAPPER, S.: Five-year followup study of patients with bleeding ulcer with and without surgery. Newv Eng. J. Med. 259: 201207, 1958.
35. WELCH, C. E. AND BURKE, J. F.: An appraisal of the treatment of gastric ulcer.
Surgery 44: 943-948, 1958.
36. JOHNS, W. A. AND ROySTEPR, H. P. Operative versus non-operative treatment of
massive hemorrhage from peptic ulcer. Amer. Surg. 25: 730-732, 1959.
37. ROMCKE, O., LIAVAAG, K. AND PAUDAL, B.: Treatment of bleeding peptic ulcer.
Lancet 2: 990-991, 1959.
38. COGHILL, N. F. AND WILLOCK, R. G.: Factors in the prognosis of bleeding chronic
gastric and duodenal ulet-rs. Quiart. J. Med. 29: 575-596, 1960.
39. LARGE, J. M.: Gastro-duodenal haeniorrh,age as a surgical emuergencv. Brit. Aled.
J. 1: 932-935, 1960.

198

CHALMERS, SEBESTYEN AND LEE

40. MAGE, S. AND PAYSON, B. A.: Experiences in the management of 150 consecutive
cases of massive upper gastrointestinal bleeding. Surg. Gynec. Obstet. 111: 1218, 1960.
41. KORELITZ, B. I., BARONOFSKY, I. D. AND WEINSTEIN, V. A.: Program for management
of massive upper gastrointestinal hemorrhage. Amer. J. Dig. Dis. 6: 291-311, 1961.
42. WARD-MCQUAID, J. N., PEASE, J. C., SMITH, A. McE. AND TWORT, R. J.: Surgery
in bleeding peptic ulcers. Gut 1: 258-265, 1961.
43. MITTY, W. F., BREEN, F. J.. WVVALLACE. R. AND GRACE, W. J.: Factors influencing
mortalitv in bleeding peptic ulcer. I. The presence of serious complicating illness.
II. The occurrence of massive hemorrhage. III. Emergency gastrectomy; comment
on the management of patients with bleeding ulcer. Amer. J. Dig. Dis. 6: 389-404,
1961.
44. SPICER, F. W., CARBONE, J. V. AND LYON, C. G.: Acute massive hemorrhage from
gastroduodenal ulceration. Amer. J. Snirg. 102: 153-157, 1961.
45. FERGUSON, I. J.. SR., FERGUSON. I. J., JR. AND DICKINSON, J. I.: Experiences in the
management of upper gastrointestinal bleeding. Amer. Surg. 28: 214-216, 1962.
46. MURPHY, R. T. AND MARSHALL, E. A.: Bleeding peptic ulcer: A review of 200 consecutive cases. Amer. J. Gastroent. 37: 283-294, 1962.
47. CAMMIOCK, E. E., HALLETT, W. Y., NYHUS, L. M. AND HARKINS, H. N.: Diagnosis
and therapy in gastrointestinal hemorrhage. Arch. Surg. 86: 608-614, 1963.
48. KELLEY, H. G., GRANT, G. N. AND ELLIOTT, D. W.: Massive gastroduodenal hemorrhage. Arch. Surg. 87: 22-28, 1963.
49. KOZOLL, D. D. AND MEYER, K. A.: Massively bleeding gastroduodenal ulcers. Arch.
Suirq. 86: 115-124, 1963.
50. BYRD, B. F., JR., RICHIE, R. E. AND THOMPSON, J. B.: Surgical operation for peptic
ulcer in the geriatric patient. Ann. Surg. 159: 787-793. 1964.

51. KOZOLL, D. D. AND MEYER, K. A.: Massively bleeding gastroduodenal ulcers. Arch.
Surg. 89: 250-265, 1964.
52. LEAPE, L. L. AND WESCH, C. E.: Late prognosis of patients with upper gastrointestinal hemorrhage. Amer. J. Surg. 107: 297-305, 1964.
53. MEYER, K. A. AND KOZOLL, D. D.: Emergency treatment in massively bleeding
geriatric ulcer patients. Geratrics 19: 812-823, 1964.
54. ROGERS, J. B. AND THOMPSON, J. E.: Management of acute massive gastro-duodenal
hemorrhage. Amer. Surq. 30: 635-640, 1964.
55. DORSEY, J. M., BURKHEAD, H. C., BONUS, R. L. AND WINCHESTER, D. P.: Five year
study on gastrointestinal bleeding. Suirq. Gy??ec. Obstet. 120: 784-786, 1965.
56. HAMILTON, J. E., HARBRECHT, P. J., ROBBINS, R. E. AND NOLAND, J. L.: Behavior
and management of major acute bleeding from peptic ulcers. Surg. Gynec. Obstet.
121: 545-550, 1965.
57. READ, R. C., HUEBL, H. C. AND THAL, A. P.: Randomized study of massive bleeding
from peptic ulceration. Ann. Suirg. 162: 561-577, 1965.
58. SMTALL, W. T. AND ASHRAF, M.: Pvloroplasty and vagotomy for duiodenal ulcer: A
review of 110 cases. Newi Eng. J. MIfedl. 272: 619-621, 1965.
59. KRAC. E.: Long-term pirognosis in medically treated peptic ulcer. A clinical, radiological and statistical follow-up study. Act/a Med. ScOail. 180: 657-670 1966.
60. BORI.AND, J. L., SR.. HANCOCK, WV. R. AND BORLA\ND, J. L., JR.: Recurrent upper gastrointestinal hemornrh:ge in peptic ulcer. Gast roenteroloqy 52: 631-637, 1967.

DISCUSSION
DR. HERBERT G. LANGFORD (J.ackson, Mississippi): I've only peripheral clinical interest but, getting back to the days when I was Dr. Harvey's house officer, one of his
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students did a paper on the mortality in platients o\ver 70 froimi the house s(\ i(ce. He
couldn't tell any difference from operating or not operating. but. the (ritical thing
seemed to be whether they fell out of bed or not, which apparently happened frequently enouglh for him to be able to chalk it ul). WIlhetlher they wvent eventually to
surgery or continued to be transfused, this was the bad prognostic feature.
DR. FRANK P. BROOKS (Pliladelplia): You mentioned a suibcategory, namiely thle
individual wlho had a long history of peptic ulceir and imight wull be a candidate for
an elective operation anyway. Do you have any evidence fromi thiese series that thle
number of such patients in the overall group of patients with bleeding ulceis is (hlang-

ing?
DR. CHALMERS: I'm afraid I can't answer tlhat, Frank. Th1at kind of information
was very hard to obtain witlh any precision from thiese dlata becaiuse the authors criteria for including patients and the descriptive details were so differenit. W itlh regard
to whether any surgery is better than none for recurrent heimioirrhage, thi.s question has
not yet been answered.
It is possible that a controlled trial may get under way in the next few years to try
to find out which patients benefit from elective surgery for bleeding, and(i it is indicated
because the frequency of bleeding following surgery for bleeding peptic ulcer is dis-

tressingly high.
DR. FRED KERN, JR. (Denver): Two questions, Tom. D)id you look at any publisleed
reports from outside of the United States? I wonder if you foulnd the samne thing. And
two, in what group of bleeding ulcer patieints do y-ou thiink a coiltrolle(d trial of emergency surgery should be done?
DR. CHALMERS: We looked at all the Englislh language pal-pers which nmeanIs there
were some from Britain, and some from Scandinaia, but we left out a111 the papers
in French, German, Spanish and Rtussian. It Nas lhard enougli to get tlhe (lata we
wanted out of the English! Witlh regard to a controlled trial. I tllink tllat thle situation has certainly not been settled in people und(er the age of 50. Emergency surgery
using a more benign surgical procedure for peptic uilcer miglht be tried in a ran(lomize(d
series in that group. W ith regard to the patients ov-er the age of 50. one lhas the ethical
problem that most of the literature says that thley shoul(d be operated on early. I
think it might be hard to settle on a protocol wlich would test this. One of the coIntrolled trials did set up a group of patients wh-lo were treated medically no matter
what, and they had to abandon it because of pressure by the house staff wlho felt they
were killing patients on the medical Nards by not operating on thein. How(eer, the
differences in patients mortality rates were very unimpressive, and there is no evidence whatever that this purely medical therapy was Ihurlting. I think we need a little
more maturity and experience about these decision-malking,g difficulties before we can
set up a controlled trial of patients who are massively bleeding o\ er the age of 50, because one would be withholding therapy that general medical experience now says
should be carried out. I suspect that some dlay we may be able to do that and may find
that really good medical therapy is at least not any worse than emergency surgery.
Can I add a word about the mortality in the Veterans Administration cases? I think
I can explain the low case fatality rate in these papers. They Nvere published in the
50's when the largest group of veterans were WVorld War II veterans and therefore in
the 25-40 year age span, and they would be expected to have a low case mortality
rate. It may also have something to do with the fact that veteran hospitals do not
have readily available emergency ambulance service and patients may go to the city
hospitals when they are very sick. But I think it is largely explained by the fact that
10 years ago most veterans were young people.

