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Henriette-Anne

King Charles I’s daughter

died suddenly in 1670 (at age 26) after a day of

abdominal pain and tenderness. 

Since poisoning was suspected autopsy was 

performed and revealing peritonitis and a small 

hole in the anterior wall of the stomach. 

However, the doctors had never heard of a 

perforated peptic ulcer (PPU) and attributed the 

hole in the stomach to the knife of the dissector

Johan Mikulicz-Radecki (1850-1905),  as the 1rst 

surgeon who closed a perforated peptic ulcer by 

simple closure said: “ Every doctor, faced with a 

perforated duodenal ulcer of the stomach or 

intestine, must consider opening the abdomen, 

sewing up the hole, and averting a possible 

inflammation by careful cleansing of the 

abdominal cavity”



Table Pre-operative patient demographics

Characterisric Number %
Age (mean) : 64 years (-)
Sex

Male : 82.61
Female : 17.39

Risk Factor
Alcohol : 4.35
NSAIDs : 39.13
Previous 
PUD : 30.43



Tabel Distribusi Berdasarkan Umur

Age n %

26-35 1 4.35

36-45 3 13.04

46-55 4 17.39

56-65 5 21.74

>65 10 43.48

23 100.00



Surgical perspectives in peptic ulcer 

disease and gastritis

For all gastric-related surgery, the average reported cases per 

chief resident ranged from 9.8-12.4 with a peak in 1990 and a nadir

in 1999; in 2001 the reported case average was 11.3. 

Over the same interval, vagotomy decreased from 24% in 1990 to 

7% in 2001. 

Graduating chief residents in surgery in the US have performed 

(on average) less than 1 parietal cell vagotomy (PCV) during their 

residency.

The average number of all types of vagotomy for graduating chief 

residents was 3.5, including 3.2 truncal vagotomies and 0.3 PCV 

procedures. 

Because residents may never see a PCV performed during their 

residency, it is possible that PCV, once in the mainstream of 

surgery, is obsolete.



Vagotomy is the surgical cutting of the 
vagus nerve to reduce acid secretion in 
the stomach



1. Vagotomy is an essential component of surgical 
management of peptic (duodenal and gastric) 
ulcer disease (PUD). Vagotomy was once 
commonly performed to treat and prevent 
peptic ulcer disease. 

2. However, with the availability of excellent acid 
secretion control with H2-receptor antagonists 
(H2RAs; eg, cimetidine, ranitidine, 
and famotidine) and proton pump inhibitors 
(PPIs; eg, pantoprazole, rabeprazole, 
omeprazole, and lansoprazole), the need for 
surgical management of PUD has greatly 
decreased.



The indications for surgery in PUD are 
bleeding, 
perforation,
obstruction, and 
intractability or nonhealing. 
Gastric cancer must always be considered in 

patients with gastric ulcer or gastric outlet obstruction.
 Today, most patients undergoing operation for PUD have

simple oversewing of a bleeding ulcer or 
simple patch of a  perforated ulcer. 

 Vagotomy either truncal or highly selective is 
increasingly uncommon   probably due to surgeon 
unfamiliarity with the procedure and

reliance on postoperative PPIs to decrease acid 
secretion.

Schwartz’. 2015. 1061-1064





 Unfortunately, the data from many excellent 
randomized clinical trials evaluating elective 
operation for peptic ulcer over the last several 
decades may be irrelevant to most patients 
presenting for ulcer surgery today. 

 The large majority of these excellent studies 
were done in the pre-PPI, pre-Helicobacter, pre-
NSAID era, and focused on elective operation for 
intractable disease, an unusual indication for 
operation nowadays. 

 Thus, today’s surgeon should take great care in 
applying this literature to inform surgical 
decision making.

Schwartz’. 2015. 1061-1064



1. Elective - Failure of medical treatment (with the 
availability of effective acid suppression with 
H2RAs and PPIs; however, this indication has 
virtually become nonexistent)

2. Semielective - Pyloric stenosis (obstruction) 
due to PUD

3. Emergency - Upper gastrointestinal (GI) 
bleeding due to PUD [1] or stress gastric ulcers 
(erosive gastric mucosal disease) or perforated 
PUD that is causing peritonitis

4. Incidental - An inadvertent vagotomy
performed during esophagectomy



Virtually no contraindication to vagotomy 

exists; however, indications for its use 

have become less common



Schwartz’. 2015. 1061-1064

Traditionally, the vast majority of peptic ulcers were

treated by a variant of one of the three basic 

operations: 

1. Parietal cell vagotomy also called highly selective 

vagotomy or proximal gastric vagotomy (HSV),

2. Vagotomy and drainage (V+D), and 

3. vagotomy and distal gastrectomy. 

Recurrence rates were lowest but morbidity highest 

with the latter procedure, while the opposite was true 

for HSV 



 HSV severs the vagal nerve supply to the proximal 

two thirds of the stomach, where essentially all the 

parietal cells are located, and preserves the vagal 

innervation to the antrum and pylorus, and the 

remaining abdominal viscera (Fig. 26-33).

 Thus, the operation decreases total gastric acid 

secretion by about 75%, and GI side effects are 

rare. Elective HSV has largely been supplanted by 

long-term PPI treatment, but the operation, which 

has a learning curve, may still be useful in the 

patient (elective or emergent) who is noncompliant 

with, intolerant of, or cannot afford medical 

treatment. Historically,

Schwartz’. 2015. 1061-1064



Figure 26-33. Highly selective vagotomy. [Reproduced with 

permission

from Zinner MJ et al (eds): Maingot’s Abdominal Operations,

10th ed., Vol. I. Stamford, Connecticut: Appleton & Lange,

1997, p 987. Copyright © The McGraw-Hill Companies, Inc.]Schwartz’s . Principles of Surgery, 2015

Tenth Edition



1. HSV has not performed particularly well 
for type II (gastric and duodenal) and III 
(prepyloric) gastric ulcer, perhaps 
because of hypergastrinemia caused by 
gastric outlet obstruction and persistent 
antral stasis. 

2. The Taylor procedure consists of a 
posterior truncal vagotomy and anterior 
seromyotomy (but anterior HSV is 
probably equivalent), and is an attractive 
and simple alternative to HSV with similar 
results



1. Truncal vagotomy and pyloroplasty, and truncal 

vagotomy  and gastrojejunostomy are the 

paradigmatic vagotomy and drainage 

procedures. 

2. HSV may be substituted for truncal vagotomy. 

3. The advantage of V + D is that it can be 

performed safely and quickly by the 

experienced surgeon. The main disadvantages 

are the side effect profile (10% of patients have 

significant dumping and/or diarrhea). 

4. During truncal vagotomy (Fig. 26-34), care must 

be taken not to perforate the esophagus, a 

potentially lethal complication. 



Figure 26-34. Truncal vagotomy. [Reproduced with permission

from Zollinger RM Jr., Zollinger RM Sr. (eds): Zollinger’s Atlas of

Surgical Operations, 8th ed. New York: McGraw-Hill, 2003, p 45.

Copyright © The McGraw-Hill Companies, Inc
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Schwartz’s . Principles of Surgery, 2015

Tenth Edition



 Intraoperative frozen section confirmation of at 
least two vagal trunks is prudent; additional 
vagal trunks are common. 

 Unlike HSV, V + D is widely accepted as a 
successful definitive operation for complicated

 PUD. It has been described as a useful part of the 
operative treatment for bleeding duodenal and 
gastric ulcer, perforated duodenal and gastric 
ulcer, and obstructing duodenal and gastric 
(type II and III) ulcer. 

 When applied to gastric ulcer, the ulcer should 
be excised or biopsied.



Truncal vagotomy denervates the 
antropyloric mechanism, and therefore, 
some sort of procedure is necessary to 
ablate or bypass the pylorus. 

Gastrojejunostomy is a good choice in 
patients with gastric outlet obstruction or a 
severely diseased proximal duodenum. 

The anastomosis is done between the 
proximal jejunum and the most dependent 
portion of the greater gastric curvature, in 
either an antecolic or retrocolic fashion (Fig. 
26-35). 



 Marginal ulceration is a potential complication.

 Pyloroplasty is useful in patients who require a 

pyloroduodenotomy to deal with the ulcer 

complication (e.g.,posterior bleeding duodenal 

ulcer), in those with limited or focal scarring in the 

pyloric region, or when gastrojejunostomy is 

technically difficult. 



 Figure 26-35. Retrocolic gastrojejunostomy. Note mesocolon sutured to stomach (b, 

c, d). [Reproduced with permission from Vagotomy and drainage, in Zuidema GD, Yeo 

CJ (eds): Shackleford’s Surgery of the Alimentary Tract, 5th ed. Vol. II. Philadelphia:

 Saunders, 2002, p 129. Copyright Elsevier.]
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 The most commonly performed pyloroplasty is the 

Heineke-Mikulicz type (Fig. 26-36). 

 Other occasionally useful techniques include the 

Finney (Fig. 26-37) and the Jaboulay pyloroplasties (Fig. 

26-38). 

 These more extensive pyloroplasty techniques may 

make subsequent distal gastric resection more difficult 

and/or hazardous.

 Although vagotomy and antrectomy (V + A) is 

associated with a very low ulcer recurrence rate and is 

applicable to many patients with complicated PUD 

(e.g., bleeding duodenal and gastric ulcer, obstructing 

peptic ulcer, nonhealing gastric ulcer, and recurrent 

ulcer), Schwartz’s . Principles of Surgery, 

2015

Tenth Edition



V + A has a higher operative mortality risk 
(compared with HSV or V + D), and is 
irreversible.

Following antrectomy, GI continuity may be 
reestablished with a Billroth I 
gastroduodenostomy (Fig. 26-39) or a 
Billroth II loop gastrojejunostomy (Fig. 26-
40). 

Since antrectomy routinely leaves a 60% to 
70% gastric remnant, routine reconstruction 
as a Roux-en-Y gastrojejunostomy should be 
avoided (Fig. 26-41).



Schwartz’s . Principles of Surgery, 2015

Tenth Edition



 Although the Roux-en-Y operation is an excellent 

procedure for keeping duodenal contents out of the 

stomach and esophagus, in the presence of a large 

gastric remnant, this reconstruction will predispose 

to marginal ulceration and/or gastric stasis.

 V + A should be avoided in hemodynamically 

unstable patients, and in patients with extensive 

inflammation and/or scarring of the proximal 

duodenum, because secure anastomosis (Billroth I) 

or duodenal closure (Billroth II) may be difficult.



 Distal gastrectomy without vagotomy (usually about 50% 

gastrectomy to include the ulcer) has traditionally been 

the procedure of choice for type I gastric ulcer. The 

addition of vagotomy should be considered for type II 

and III gastric ulcers (because the pathophysiology is 

more analogous to duodenal ulcer), or if the patient is 

believed to be at increased risk for recurrent ulcer, or 

perhaps even if Billroth II reconstruction is contemplated 

(to decrease the chance of marginal ulcer). 

 Subtotal gastrectomy (75% distal gastrectomy) without 

vagotomy is rarely used to treat PUD today, although it 

was the most popular ulcer operation at the middle of the 

last century.



 Pylorus preserving gastrectomy (PPG) was 

first reported as a surgical option for gastric 

ulcer which could minimize both dumping 

and duodenogastric reflux. 

 Though not widely adopted for this 

indication, in some centers PPG is 

considered a good minimally invasive 

surgical option for early gastric cancer.

Schwartz’s . Principles of Surgery, 2015

Tenth Edition



The choice of operation depends on a variety of factors :
 THE type of ulcer (duodenal, gastric, recurrent, or marginal) 
 The indication for operation, 
 And the condition of the patient :

Intraabdominal factors (duodenal scarring/inflammation, 
adhesions,

or difficult exposure), 
the ulcer diathesis status of the patient,
the surgeon’s experience and personal preference, 

 Whether H. pylori infection is present, the need for NSAID 
therapy, previous treatment, and the likelihood of future 
compliance with treatment.

 In general, resective procedures have a lower ulcer recurrence 
rate, but a higher operative morbidity and mortality rate



 Because ulcer recurrence often is related to H. pylori
and/or NSAIDs, it is usually managed adequately 

without 
reoperation.

 Thus, gastric resection to minimize recurrence in 
duodenal

ulcer disease is often not justified today; 
resection for gastric ulcer remains the standard 

because  
of the risk of cancer. Clearly, the modern trend in 

peptic 
ulcer  operation could be described as “less is more.”

 Vagotomy as a component of emergency ulcer
operation is increasingly uncommon.

Schwartz’s . Principles of Surgery, 2015

Tenth Edition
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