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ABSTRACT

In a randomized trial between 1974 and 1980, parietal cell vagotomy
(PCV) was compared with truncal vagotomy (TV) in the treatment of duodenal
ulcer in 106 patients. After a mean period of 3.9 years no significant
differences were found between PCV and TV patients with respect to Visick
grading and recurrence rates. Nor did the preoperative location of the ulcer-
prepyloric or duodenal-significantly influence the recurrences. The latter
follow-up reported in 1981, showed that PCV was not superior to TV. The
present paper describes a re-analysis of the same material in 1985. After a
mean observation time of 8.7 years no significant differences in the ulcer
recurrence rate were found between PCV and TV. Equal patient satisfaction
with the two procedures was found. In patiens with prepyloric ulcers, pre-
operatively, there was a higher recurrence rate among those who had undergone

PCV than TV.

INTRODUCTION
Parietal cell vagotomy (PCV) has gradually tended to become the method
of choice in the surgical treatment of duodenal ulcer disease. When PCV was
introduced at our clinic in 1974, a prospective study was begun for compari-
son with abdominal truncal vagotomy with drainage (TV) (19). Fear that a new
and technically demanding procedure would make us abandon a hitherto well

documented operation was one reason for this comparative study. With fewer
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demands for surgery in duodenal ulcer disease the experience and training in
gastric surgery will definitely diminish and the need for procedures
requiring skills that are easy to learn and to maintain is obvious.

Previously, a higher recurrence rate was usually found after PCV than
after TV (3,8,11,13,16) but also a higher frequency of postgastrectomy
syndromes after TV with drainage operation than after PCV (5,12). Similarly,
a higher recurrence rate was previously found after PCV in patients with pre-
pyloric ulceration than in patients with duodenal ulceration (4,10,12,15,17).

In the randomized trial between 1974 and 1980 (19) PCV was compared with
TV in the treatment of duodenal ulcer in 106 patients. The results of this
study after an average of 3.9 years (range 1-6 years) did not show any
significant differences between PCV and TV with respect to Visick grading and
recurrence rates. Thus, PCV was found not to be superior to TV. Nor did the
preoperative location of the ulcer - prepyloric or duodenal - significantly
influence the recurrence.

The aim of this paper was to report on a further follow-up 6-12 years
after operation, with special regard to Visick grading, recurrences, and
possible differences in recurrences between patients with prepyloric and

duodenal ulcers.

MATERIAL AND METHODS

Between 1974 and 1980, 56 patients underwent PCV and 50 patients TV.
The patient material was re-analyzed in 1985. The follow-up was performed
through medical records and a questionnaire. The mean observation time was
8.7 years, with a range from 6 to 12 years. Seven patients died - ¥ in the
PCV group and 3 in the TV group. Three patients could not be traced, 2 from
the PCV group and one from the TV group. The following report is thus based
upon 96 patients, 50 belonging to the PCV group and 46 to the TV group.
Twenty-nine patients had a gastroscopy during the last five years of the

period. No secretion studies were repeated.
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RESULTS
Mortality. Seven patients have died. No deaths were related to the ulcer
disease or the vagotomy procedure.

Clinical evaluations. In the assessment of the clinical results a

modified Visick grading system was used: (I) no symptoms, (II) mild but not
troublesome symptoms, (III) more severe symptoms with some disability, (IV)
disabling symptoms or recurrent ulcer. There was no significant difference

between PCV and TV with respect to Visick grades (see Table 1).

Table I 50 PCV operated and 46 TV operated patients.

Visick grading 6-12 years after operation.

Visick grade I I ITT Iv
PCV patients 22 13 2 13
TV patients 12 26 3 5

A1l patients graded as Visick III and IV were offered gastroscopy at the
time of answering the questionaire, but none of them accepted. However, as
mentioned above, 29 patients had undergone gastroscopy during the 5 last
years with recurrence-findings as follows.

Recurrence rate. Twelve patients in the PCV group (24 %) and 5 in the TV

group (11.9 %) had a verified recurrence. The time of the recurrences and the
probability of cure can be seen in Figure 1.

The 13th patient in the PCV-group graded as Visick IV had problems with
gastric emptying. From 1980 recurrent ulcers were verified in 3 PCV patients
and in one TV patient. Preoperatively in the PCV group there were 17
prepyloric ulcers and 45 duodenal ulcers and 15 respectively 35 in the TV
group. Six of the recurrences (50 %) were noted among the 11 patients with
prepyloric ulcer in the PCV group. In the TV group 2 of the recurrences
occurred among the 15 patients with prepyloric ulcer. After PCV there were
significantly more recurrences among patients with prepyloric ulcer than with

duodenal ulcer (p<0.01). This was not the case in the TV group.
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Among the patients with recurrences after 1980, 2 PCV patients had
previously been classified as Visick I and one as Visick IV. 1In the TV group
the one patient with recurrent ulcer had previously been classified as Visick
IT. All recurrences were verified endoscopically.

Reoperations. Six patients in the PCV group and 2 in the TV group
underwent reoperation because of recurrence. As reported earlier (19), the
reoperations performed in 11 patients before 1980 were mostly carried out
because of problems with gastric emptying and in one case gastro-oesophageal
reflux. After 1980 one additional reoperation was performed because of
gastric emptying difficulties after PCV.

Postoperative diarrhoea. Four patients in the PCV group and 10 in the TV

group experienced episodes of diarrhoea after the operation. There was only
one case with somewhat troublesome diarrhoea in the TV group.

Additional findings. Those patients with recurrences who were not

reoperated upon were successfully treated with intermittent H_-receptor

2
blockade.

DISCUSSION
The use of the Visick grading system to evaluate clinical results after ulcer
surgery has been gquestioned. Muller and collaborators (14} found that the
Visick grade pattern 5 years after PCV was almost identical to that of
healthy controls. Nevertheless, these authors regard Visick grading as a
useful tool to express overall clinical results after surgery. They also
suggest that the differentiation into U4 grades should be abandoned. 1In
recent years Visick grading is often presented in 2 groups: good or fair
results and bad or poor (7, 21). If the material in the present study were
classified into 2 groups only, the proportion of good or fair results after
PCV would be 70 % and after TV 83 %. Thus, our results regarding the well-
being of the patients after the different procedures are almost identical to

the fair and poor results reported by Elder JB, et al (7) and by Clark CG, et
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al (5). As judged by these clinical parameters, the two surgical procedures
seem to be equivalent.

In our earlier follow-up (19) no significant difference in recurrence
rate between PCV and TV patients was observed after a mean observation time
of 3.9 years. Nor were there any significant differences in recurrence rates
between the two operative procedures with respect to the preoperative
location of the ulcer - prepyloric or duodenal. Now, after a mean observa-
tion time of 8.7 years another 3 patients in the PCV group and one in the TV
group have relapsed. This means that 26 % of the patients of the PCV group
have had recurrences, compared with 12 % of those in the TV group. This
difference was not statistically significant, however. Andersen et al (2)
reported a higher recurrence rate in patients with prepyloric ulcers. The
same was also found in our previous follow-up, although the difference was
not statistically significant. This difference has now increased and has
reached a significant level in the PCV group (p<0.01) but not in the TV
group. However, when judging this difference between the two groups, one has
to bear in mind that only a limited number of patients accepted gastroscopy.
Like Adami et al (1) and Stoddard et al (21), we found that the tendency for
the ulcer disease to relapse decreased with time.

A main objection to TV is the possibility of severe diarrhoea which has
been reported to occur in 12-28 % (6,7,10,12,20,21). Periodic diarrhoea was
recorded in patients of both groups, but only one TV patient had somewhat
troublesome problems.

In conclusion, this study, 6-12 years after operation, confirmed the
results obtained 1-6 years after operation (19). The advantage with PCV
reported by others (18) a greater patient satisfaction was not found in this
study. We found an equal patient satisfaction with the two methods. Both TV
and PCV are safe procedures and no statistically significant difference
in recurrence rate between the methods was established. However, in prepy-

loric ulcers PCV seems to have more recurrences thah TV, and it could be

questioned if PCV should be performed at all in prepyloric ulcers.
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