
54 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 9, No.2, 1996

European folk -remedies for cough include Tussilago farfara (colts foot) and Marrubium
vulgare (horehound). Most of these agents seem to act by modifying mucus production
and clearance."

Many proprietary preparations that are popular derivatives of traditional agents
could be examined by suitable scientific means to determine the value of their key
components.' It may be possible to develop a rigorous evaluation of cough
medications through laboratory studies in India. Many countries have limited the
scope of their scientific evaluation of cough because the work is labour-intensive and
demands exemplary quality control. The availability of extremely competent
researchers in India enables pharmaceutical companies to assemble excellent teams
which can carry out prolonged, repetitive, demanding investigations at reasonable
cost on large numbers of patients, with the expectation of accomplishing an
economically acceptable evaluation of commonly used remedies. It may be appropriate
to seek a leadership role for laboratories in India as a means of developing international
lists of over-the-counter cough medications of proven value. By such means the best
of the many Ayurvedic and other indigenous treatments for non-specific cough could
obtain scientific recognition of their value and therefore some of these may be
acceptable for use by patients in other countries. Preliminary work suggests that some
Ayurvedic agents are comparable in effectiveness to established drugs such as
dextrornethorphan.! With the help of high quality studies to select the best of
indigenous antitussives, India may help bring the ubiquitous common cough under
better control.
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Vagotomy in India
In its various forms, vagotomy has been an important surgical tool for the
management of peptic ulcer for over 40 years. Its effectiveness is established as
thousands of patients have been relieved of their pain and saved from more
mutilating gastric operations involving the removal of the stomach.

Srinivasan and colleagues I report in this issue of the journal the results of truncal
vagotomy and gastrojejunostomy in the management of duodenal ulcer, in patients
showing a high incidence of duodenal stenosis. However, their data must be
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accepted cautiously, as they report 200 followed up out of 708 operated upon. In
some parts of the world patients with complications usually return to the same
hospital, giving some indication of true incidence rates, but this can never be
assumed. With this proviso, however, the data described accord well with figures
published from around the world for truncal vagotomy and drainage procedures,
with a commendable absence of operative mortality.

Vagotomy, now approaching its centenary, is being gradually phased out in most
countries, as new treatments become available. It took surgeons most of this century
to 'perfect' vagotomy, and in spite of the comments on controlled evidence,
proximal gastric (highly selective) vagotomy is a superior operation. Its principal
side-effect is a high (but very variable) recurrence 'rate. Recurrent ulcers are
treatable; 'gastric cripples' after other procedures are very difficult to manage. Just
as more sophisticated vagotomy was taking hold, at least in the western world,
effective acid-reducing drugs-H2 antagonists and then proton-pump inhibitors-
began to reduce the surgeon's workload. The writer's experience was typical; 200
vagotomies a year gradually reduced to 20, then \0, then 5. Of course, there were
also acute procedures for complications such as haemorrhage, perforation and
stenosis.

'Stenosis', clinically, has three pathological elements: fibrosis, oedema and
spasm. It was quite surprising that with effective acid-lowering drugs, patients with
stenosis could be treated conservatively. Once inflammatory oedema had subsided,
very few patients were left with a tight fibrotic ring, and even these (which may be
commoner in places where patients present late in the disease) could often be treated
by balloon dilatation.

The present report argues that surgery is the treatment of choice because medical
treatment is costly and needs to be continued for a long time; this assumes prolonged
acid-reducing therapy.

The greatest ever change to occur in the management of peptic ulcer relates to
the identification of Helicobacter pylori as the major aetiological factor. In the
absence of other aggressive factors, such as non-steroidal anti-inflammatory drugs
(NSAIDs), the role of Helicobacter is very important, and elimination of the
organism results in permanent healing of ulcers. The therapy required for this is
neither costly nor prolonged; it is certainly cheaper than a surgical operation.

For this reason vagotomy is dying. Even when operating for bleeding or perforation,
when an added vagotomy was once demonstrably advantageous in clinical trials, it
now seems wise to deal with the complication itself and rely on subsequent triple
therapy to eliminate bacteria that would otherwise precipitate a recurrence.

There have always been geographical differences in the incidence of peptic ulcer,
and the ratios of duodenal to gastric ulcer. These have changed over the decades-
the pattern in India is becoming similar to that in the West four to five decades ago.'
Attempts to treat the disease differently in different locations on the basis that 'our
ulcers are different' have been unconvincing. I was told as a young surgeon in East
Africa that African ulcers could be treated adequately by gastrojejunostomy alone;
no vagotomy or resection was required. Such a policy was doomed to failure in the
long term. Detailed study of surgical operations for duodenal ulcer gives the same
results everywhere. Unfortunately, due to difficult or impossible social factors, such
a study is not always practical, and there is the temptation to make unjustified
assumptions about local disease and its therapy.

What then of truncal vagotomy in India? The surgeons from southern India
clearly obtained good results from vagotomy and duodenal bypass. It is known,
however, that in India as elsewhere, duodenal ulcer is associated with a high
infection rate of Helicobacter pylori.' though the organisms may appear earlier in
life than in the West.' It seems almost certain that triple (or quadruple) therapy using
one of the well-tested regimens would be as effective as it has proved elsewhere.
It would certainly not be more expensive. Prospective studies of the effects of such
an eradication programme are clearly needed, and should be done where the clinical
load is heavy. A controlled comparison of gastrojejunostomy with either vagotomy
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or eradication therapy in the management of stenosis would be an interesting study.
Such an investigation could not be performed in most parts of the world; if more
than 60% of patients present with stenosis in India there is an important research
opportunity. In patients without stenosis, ifthere is serious doubt about the efficacy
of eradication therapy, it should be compared with surgical treatment in a
prospective clinical trial. Such studies may be difficult to follow up in a busy surgical
department. It is, however, incumbent on surgeons to discover not only how to do
operations well, but also to ask honestly whether our patients really need them.
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