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Methods and techniques

Easier localization of the Crosby
capsule in the alimentary tract

ALAN G. Cox From the University Department
of Surgery, Royal Infirmary, Sheffield

The Crosby capsule has gained wide acceptance as a
useful instrument for peroral biopsy of small intestinal
mucosa but there can be uncertainty regarding its position
in the alimentary tract when the radiolucent polyethylene
tubing supplied in the standard kit is used. This minor
difficulty can be solved by using radio-opaque polyvinyl
chloride tubing' (external diameter = 2 mm., internal
diameter = 1-4 mm.). This is seen clearly in radiographs
of the abdomen, and the characteristic curve of the tube
lying in the duodenal loop leaves no doubt when the
capsule has passed the pylorus (Fig. 1). An added
advantage is that the tube can be easily marked at
measured intervals using a ball-point pen.
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FIG. Radiograph of abdonen showing the ease with

wthich the tubing can be seen.

'Supplied by Poriland Plastics Lid.

Gastroenterological Society of
Australia

A scientific session and clinical meeting was held at
Prince Henry's Hospital, Melbourne, on 11 August 1962
under the Presidency of Dr. W. E. King.
The following are summaries of the papers presented:

DR. W. B. HENNESSY discussed 'Vitamin B12 and folic acid
deficiency following gastric resection' based upon his
observations of nine patients (two, total gastrectomy and
seven, Polya gastrectomy).

Macrocytic anaemia with megaloblastic transforma-
tion of the bone marrow occurred in two patients, five
and six years after total gastrectomy, and in two patients,
four and five years after partial gastrectomy. These four
patients responded satisfactorily to treatment with
parenteral vitamin B12. Three patients were found to have
macrocytic anaemia and partial megaloblastic trans-
formation of the bone marrow, three, four, and eight
years after operation. Two of these had low serum vitamin
B12 levels and the anaemia was cured following intra-
muscular vitamin B12. The gastric mucosa in one was
histologically normal. The third patient in this group had
a normal serum vitamin B12 level but the serum folic acid
level was low. The haemoglobin level did not alter follow-
ing injections of vitamin B12 and oral folic acid, but
returned to normal after parenteral folic acid. The re-
maining two patients presented with evidence of vitamin
B12 deficiency without anaemia two and four years after
partial gastrectomy. The former had macrocytosis and a
low serum vitamin B12 level and the latter had advanced
subacute combined degeneration of the cord.

All patients subjected to total gastrectomy should be
treated subsequently with intramuscular vitamin B12;
secondly, megaloblastic anaemia was much more likely
to occur after a Polya gastrectomy than after a Billroth I
procedure; thirdly, although folic acid deficiency might
occasionally occur, loss of intrinsic factor or failure to
secrete intrinsic factor was the commonest cause of
megaloblastic anaemia after partial gastrectomy; and,
fourthly, vitamin B12 deficiency after partial gastrectomy
could occur in the presence of a histologically normal
gastric mucosa, suggesting that other mechanisms might
be important contributory causes of vitamin B12 deficiency
in some patients

'The incidence of peptic ulcer in Tasmania' was discussed
by DR. T. KIRKLAND. In Tasmania an attempt was made to
record every individual in whom an ulcer was diagnosed
at the first barium meal examination during 1960-61.
All types of patient were included and no distinction was
made between those in whom deformity was recognized
and those in whom a crater was demonstrated. Infor-
mation was obtained about 165 males and 91 females
from a total population of 350,340. The largest number
of men were in the fourth decade; women were most
numerous in the fifth. When the figures were related to
the population at risk these peaks moved to the seventh
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Gastroenterological Society of Australia

and eighth decades respectively. Men born outside
Australia were in significantly greater numbers than
expected from the general population structure. Marriage
did not appear to influence the incidence; none of the
males were fishermen.

Sixty gastric ulcers were shared equally by men and
women; there were 26 pyloric lesions (15 males, 11 females)
and 177 duodenal (124 males, 53 females). These figures
include eight patients who appear twice, having ulcers at
two sites.

Hospital admissions for acute perforation in the
southern part of the island (population 164,868) were 50
during 1958-61, a rate of 101/million/year.

DR. GEORGE BERCI and PROFESSOR M. R. EWING described
'The potential of television in the investigation of the
gastrointestinal tract'. Although fluoroscopy is very
valuable in the study of function, radiography achieves
higher resolution but with this method important happen-
ings may be missed and there is, moreover, the constant
radiation hazard to both the patient and personnel.
The advantages of tele-cine-radiology are a remarkable

reduction in radiation; synchronous radiographic record-
ings; the image can be displayed in many locations at the
same time and it can be adjusted electronically without
varying radiation dosage.

DR. W. S. C. HARE demonstrated 'The value of cine-
radiography in the examination of the upper gastro-
intestinal tract'. Cineradiography is a valuable adjunct
to the conventional barium meal and in those areas
where events change rapidly it is possible to obtain a
satisfactory and complete examination. This applies
particularly to the swallowing mechanism and the upper
oesophagus, but also to the study of the first part of the
duodenum and the region of the oesophageal hiatus.
Although it is usual for the radiologist to study the
peristaltic activity in the stomach during fluoroscopy,
this can be done more conveniently if a cine record is
obtained. Abnormalities in the flow of barium may not
be appreciated during fluoroscopy, although readily
detectable on analysis of the cine film. Internal fistulae
and retrograde peristaltic movement of barium have
been detected in this manner.
The value of cineradiography in the detection of various

oesophageal lesions was demonstrated. Oesophageal
webs have been found with greater frequency than
previously. All patients complaining of dysphagia now
have the upper oesophagus examined by cineradiography
as they swallow a large mouthful of barium cream.
Other cases illustrated included gastro-oesophageal
reflux in association with hiatus hernia, an internal
gastroduodenal fistula, and duodenal ulceration.

DR. D. J. FONE described the clinical features, pathology,
and treatment of Crohn's disease in eight patients (four
males and four females, ranging in age from 18 to 55
years), in six of whom the diagnosis had been established
during the previous two years. The ages at onset of
symptoms ranged from 13 to 45 years, and at the time of
diagnosis symptoms had been present for a mean period
of four years. The major early symptoms included re-

current abdominal pains in five (culminating in an acute
abdominal emergency in three patients), chronic diarrhoea
in two (for five years and nine years), and megaloblastic
anaemia in one case.
The distal portion of the ileum was involved in seven

cases, and in the eighth the mid-ileal region. In two
cases the colon was also involved, in one of which
colectomy and ileostomy had been performed for
extensive colitis.

In treatment, the role of rest, good nutrition, and
corticosteroid therapy was discussed. Some patients had
undergone surgical treatment; the natural tendency of
the disease to recur was illustrated by two patients, one
having required two operations and the other three
operations.
The characteristic pathological features had been

observed in these cases, with the exception of giant cell
systems.

In conclusion, the importance of Crohn's disease as a
cause of abdominal pains, diarrhoea, and various
nutritional disturbances, and the great value of careful
radiological examination of the small intestine in the
investigation of such patients was emphasized.

MR. E. S. R. HUGHES presented a paper entitled 'The
results of surgery in right-sided colitis'. He described
seven patients (three female and four male) who pre-
sented with the typical features of right-sided colitis.
Six of the seven patients were Jewish, and in four the
symptoms started between 13 and 22 years of age.
The typical features were colicky abdominal pain,

diarrhoea (which was not severe), weakness, tenderness
(or a mass) in the right iliac fossa, minimal sigmoido-
scopic changes, persistent ileocaecal deformity on radio-
logical examination, and poor response to medical
treatment.
The lesion appeared possibly to be related to Crohn's

ileitis in three cases and to chronic ulcerative colitis in
four cases.

Steroid therapy was given to four patients without a
sustained response. Right hemicolectomy was done in
four patients, focusing attention on the right-sided nature
of the lesion. In one case the result was good, but in the
other three further surgery was necessary. Total colectomy
and ileorectal anastomosis was performed in four. A
good result was obtained in only one case; two of the
remainder required ileostomy and the third appears to
be in probable need of an ileostomy. Four of the patients
have an ileostomy and are very well. The only certain
treatment at the present time appeared to be ileostomy.
The occasional success with anastomotic procedures
justified their continued use.

MR. J. R. MAGAREY, presenting a paper entitled 'Feeding
jejunostomy', said that surgical manipulations in the
upper alimentary tract were sometimes complicated by
leaks from anastomoses, which might result in localized
abscesses, possibly proceeding to the formation of
fistulae. Given time and an otherwise healthy patient the
natural tendency of such fistulae was to heal provided
that there was no obstruction distal to them. Occasion-
ally gastric anastomoses developed a gross oedema
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Gastroenterological Society of Australia

impervious to peristalsis, so producing functional stomal
obstruction. The cause was unknown but the condition
would subside if the patient could be kept alive while it
did so. In these conditions direct surgical attack was
usually dangerous, unsuccessful, or impracticable but
they were self limiting if local treatment was adequate
and if nutrition could be maintained by proctoclysis,
trans-oesophageal intestinal tube feeding, intravenous
infusions, and intrajejunal feeding.
The theoretical advantages of jejunostomy feeding

were considerable provided that the theoretical objections
to it were not valid. An analysis of eight cases had
suggested that unacceptable complications do not occur
if technique was adequate and that the procedure was in
fact innocuous. Its early institution was therefore
recommended in the management of oesophageal, gastric,
and duodenal fistulae; post-gastrectomy anastomatic
leaks; and early stomal obstruction due to oedema and
not to scarring.

The following cases were presented for discussion
at the clinical meeting.

DR. J. BENNETT presented a case of the 'Zollinger-Ellison
syndrome' in which a carcinoma of islet cell origin was
removed from the tail of the pancreas and a total gastrec-
tomy performed.
The patient, a woman aged 44 years, presented with a

five-year history of diarrhoea and the loss of 80 lb. in
weight. Extensive investigation, including blind jejunal
biopsy, confirmed the presence but did not reveal the
cause, of steatorrhoea. Because of increasing abdominal
pain and the vomiting of large volumes of ileal fluid,
laparotomy was performed and revealed a marked
jejunitis with multiple ulceration in addition to pancreatic
changes consistent with chronic pancreatitis. Because of
stenosis of the ampulla of the common bile duct sphinc-
terotomy was performed. The post-operative phase was
marked by the continuation of pain and vomiting and a
large haematemesis.

Estimation of the resting gastric secretions, combined
with the jejunal ulceration, suggested the true diagnosis
and at a second laparotomy the tumour was located in
the tail of the pancreas.
The patient was fit to resume work 10 weeks after total

gastrectomy and hemipancreatectomy. She gained 12 lb.
in weight and was completely relieved of her symptoms.
She was able to tolerate a very liberal diet and there was
no evidence of dumping or disturbance of glucose
metabolism.

Five months after operation, faecal fat estimations
gave figures of 27, 36, and 37 grams total fat per 24 hours
compared with preoperative figures of 31 and 60 grams.
Two months later, when further clinical improvement
had occurred, figures of 15, 10, and 12 grams were
obtained.

CHARLOTTE M. ANDERSON, MAVIS FREEMAN, MICHAEL
MESSER, and R. R. W. TOWNLEY reported 'A rare cause of
milk intolerance in infancy'. The patient was a baby who
had been found to be deficient in two intestinal sugar-
splitting enzymes. The patient had been investigated at
the age of 2 months for symptoms of chronic diarrhoea

and failure to thrive since birth. Enzyme deficiency in the
intestinal mucosa was demonstrated. Chromatograms
showed good splitting of maltose and lactose but no
hydrolysis of sucrose. Mucosa from normal infants of
an age approximately that of the patient split sucrose
well, in addition to lactose and maltose. The patient was
re-investigated at the age of 7 months, when a mucosal
specimen was tested for iso-maltose and sucrose activity.
Both these enzymes were absent. The patient showed
apparent intolerance of lactose which was later excluded
as a diagnosis by direct enzyme assay. Such 'pseudo-
intolerance' of sugars other than the substrate of the
missing enzyme could probably be explained as 'intestinal
hurry', malabsorption, and depletion of liver glycogen,
all contributing to a flat sugar tolerance curve.
The biopsy procedure was stated to be easy in young

infants, and the enzyme assay was not difficult. The
method outlined was recommended as being simple and
definitive.

DR. A. MACPHEE described a patient with 'An unusual
cause of jaundice-peliosis hepatis'. A 58-year-old
woman with 18 months' history of Raynaud's pheno-
menon complained of widespread stiffening of the skin,
mainly affecting the hands and thighs, for nine months.
Skin biopsy confirmed scleroderma. She improved on
treatment with Prednisolone. She was also given the
anabolic steroid Norethandrolone until a few days before
her death 15 months later. Her final admission was
occasioned by three weeks' painless jaundice. She died
six days later in liver failure and uraemia.
At necropsy the liver (1,920 g.), besides being soft and

bile stained, showed the remarkable appearance of
peliosis hepatis, its substance being riddled with large
numbers of small, interconnected vascular channels up
to approximately 2 mm. diameter containing fluid blood.

Microscopy showed bile plugging, typical of cholestasis,
and also that the abnormal vascular channels were not
related to the normal lobular architecture, were not
lined by endothelium, and had evidently been formed by
local necrosis of liver cells.
Two cases of peliosis hepatis described by Gordon

et al. (Amer. J. clin. path., 33, 156, 1960) were compared.
Both of these patients had been treated with Prednisolone
and Norethandrolone for many months; the latter drug
was considered to be implicated in the aetiology of the
peliosis.

MR. J. GRAYTON BROWN discussed 'A case of jaundice' in
a 48-year-old man who had had a perforated duodenal
ulcer oversewn 15 years before, and had a history of
intermittent dyspepsia for 12 years. He was admitted
with 10 days' increasing jaundice, which on clinical and
biochemical grounds was 'obstructive' in type. Laparo-
tomy revealed a hard mass in the head of the pancreas,
presumed to be carcinoma. Because of complete bile
duct obstruction, cholecyst-jejunostomy was performed
and three months later Whipple's operation. No car-
cinoma was subsequently found in the specimen, but there
was an unsuspected benign ulcer on the posterior wall of
the pylorus, penetrating the pancreas. The patient made
a very satisfactory recovery. The occurrence of obstruc-
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Symposium in Marseilles

tive jaundice as a complication of benign ulcer of the
pylorus or duodenum (especially the second part) was
discussed.

MR. G. W. SINCLAIR reported 'An unusual example of the
blind loop syndrome', resulting from chronic incomplete
obstruction of the ileum caused by a band running from
the tip of the appendix to the parietes. The simple
surgical relief of this condition resulted in a rapid and
dramatic return to good health and normal nutrition.

Symposium in Marseilles
A number of European clinicians and pathologists met
from 25 to 27 April 1963 in Marseilles under the Chair-
manship of Dr. Henri Sarles to discuss the aetiology and
pathological anatomy of chronic pancreatitis.' Since it
was early apparent that the term 'chronic pancreatitis'
was being variously interpreted, a working party met to
draft a classification which was later accepted unani-
mously by the attending members. It is hoped that the
general adoption of this classification at least for the
present will enable comparison and appraisal of com-
munications made by workers from different centres.

Pancreatitis can be classified clinically: 1 Acute
pancreatitis; 2 relapsing acute pancreatitis. In the
two acute forms clinical and biological restitution of the
pancreas takes place if the primary cause or factors are
eliminated. It is unusual for acute pancreatitis to develop
into chronic pancreatitis, but this may occur. 3 Relaps-
ing chronic pancreatitis, defined as chronic pancreatitis
with acute exacerbations; 4 chronic pancreatitis. In
the two chronic forms residual pancreatic damage, either
anatomical or functional, persists even if the primary
cause or factors are eliminated. Chronic pancreatitis may
result from relapsing chronic pancreatitis or may mani-
fest itself from the first as a chronic disease. Occasionally
it may follow the acute form. The distinction between the
two chronic groups is clinical and not morphological.
The Marseilles Symposium was primarily concerned

with the aetiology and pathological anatomy of the
chronic groups and it was not intended to explore the
correlation between anatomical and functional changes.

MORPHOLOGY

The morbid anatomical picture of chronic pancreatitis
is characterized by irregular sclerosis with destruction
and loss of exocrine parenchyma, either focal, segmental,
or diffuse. These features may be associated with variable
degrees of dilatation of segments of the duct system. Thus
dilatation of the duct of Wirsung and of the smaller
ductules may occur together or independently. No
'The proceedings of the Symposium will be published in full by
Karger in Bibliotheca Gastroenterologia.

obvious cause of the dilatation may be found but most
often it is associated with strictures or stones. All types of
inflammatory cells may be present in varying degree as
well as oedema, necrosis, and abscess formation. Cysts
and pseudo-cysts which may or may not communicate
with the ducts are not uncommon. In comparison with the
destruction of the acini, the islets of Langerhans are
relatively well preserved. The incidence of calcification
in chronic pancreatitis is variable; if present it is almost
invariably intraductal (stones) and but rarely parenchymal
(calcification). All these histological features may be seen
in cases of chronic pancreatitis of differing aetiology.

AETIOLOGY

The incidence of chronic pancreatitis in the different
European countries represented at this Symposium varies
considerably and is apparently directly related to the
incidence of alcoholic pancreatitis. This latter leads
frequently to a calcified form of pancreatitis. The
coincidence of cirrhosis of the liver with alcoholic chronic
pancreatitis was rare in the French series. Cholelithiasis
is commonly associated with the acute forms of pan-
creatitis but less frequently accompanies the chronic
forms. Other lesions which may obstruct the main
pancreatic ducts and lead to chronic pancreatitis are
Vaterian stenosis (Oddite), traumatic stricture, stone
formation, cancer, and duodenal obstruction. Among
rarer causes of chronic pancreatitis are hereditary,
metabolic, nutritional, endocrine, and vascular factors
as well as drug addiction. In all but the alcoholic,
hereditary, and endocrine groups calcification is rare.

H.T.H.

Indian Society
of Gastroenterology

The annual meeting was held in Calcutta in January 1963.
Dr. Sangham Lal (New Delhi) was in the Chair, and
Dr. W. I. Card was the guest of honour. The scientific
sessions contained papers on a wide range of topics, and
in addition there were two symposia, one on cirrhosis of
the liver and the other on pancreatitis. In the presidential
address Dr. Sangham Lal took as his subject the problem
of peptic ulcer in India and its medical and surgical
management. At the general meeting Dr. P. N. Chuttani
(Chandigarh) was elected President.
The Asian Congress of Gastroenterology will be held

at Chandigarh from 27 to 29 January 1964. Observers
from the British Society of Gastroenterology will be
welcome. Enquiries should be addressed to B. L. Talwar,
M.S. (Bom.), F.R.C.S. (Eng.), Organizing Secretary,
Postgraduate Institute of Medicine and Research,
Chandigarh, Punjab, India.
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