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principal symptom and only 24 had prolapse.
In the high-pressure group, 65/108 had

bleeding as their principal symptom and this
group should have done well with injection
therapy-that is, 46 patients would have
avoided an operative procedure. Twenty-seven
patients had "pain." The symptom of pain
when associated with haemorrhoids needs to
be defined. Patients, especially those with
prolapsing haemorrhoids, will complain of
discomfort, but pain associated with defecation
almost always means a fissure-easily missed
on clinical examination. In the low-pressure
group, 56/108 again had bleeding as their
principal symptom and 37 might have avoided
surgery if injections had been tried.
The natural history of haemorrhoids is long

term; it is therefore not surprising that in this
study the results at one year are worse than
those at four months, but one year is also
early to assess success. Sphincterotomy (63%
no better) and diet (73%O no better) are
obviously of little value in the high-pressure
group, and equally cryosurgery (56%) and
diet (72%O) are of little value in the low-pressure
group. In fact, under one-third (11/37) of
those in the high-pressure group treated
with anal dilatation were symptom free, and
under half (16/35) of those in the low-pressure
group treated by the rubber band method. I
am therefore surprised that in their conclusion
Mr Keighley and his colleagues suggest that
haemorrhoids in patients with excessive
activity of the internal sphincter are best
treated by anal dilatation and that in all other
patients rubber-band ligation is the treatment
of choice. This conclusion is certainly not
borne out by their results, particularly as
they have ignored injection therapy and
surgery.

ROGER GRACE
Royal Hospital,
Wolverhampton WV2 1BT

***We sent a copy of this letter to Mr Keighley,
whose reply is printed below.-ED, BM7.

SIR,-Mr Grace seems to raise four objections
to our recently published paper on the out-
patient management of haemorrhoids.

Firstly, he implies that patients with anal
pain must have an anal fissure and that this
diagnosis may be missed on clinical examina-
tion. We would dispute this, as proctoscopy
was performed on every one of the patients
admitted to this trial and frequently patients
with acute fissure are in so much discomfort
that proctoscopy is quite impossible. We took
great pains to make sure there was no fissure
and our observations leave us in no doubt
that there is a group of patients with hae-
morrhoids who complain of anal discomfort.
The second point relates to the clinical

groups. It is somewhat unfortunate that the
patients admitted to this trial did not conform
to a larger series of patients studied, where
analysis of our records makes it quite clear that
patients with low anal pressures are more
commonly women and that prolapse as a
symptom is much more common in this group.

Perhaps the most important justified criti-
cism is that injection therapy was not studied
in this clinical trial. We have subsequently
undertaken a randomised trial to compare
rubber-band ligation with injection therapy,
and the preliminary findings in 87 patients
(shortly to be presented at the Surgical
Research Society) indicate that there is no
difference in the clinical results when rubber-

band ligation is compared with injection
therapy.
The last point seems to concern the duration

of follow-up. We went to great pains to under-
take a 12-month follow-up, which is longer than
that in most published trials. We would accept
that symptoms may occur over a longer period,
but the practical difficulties of recalling patients
more than 12 months after outpatient therapy
are considerable.

M R B KEIGHLEY
General Hospital
Birmingham B4 6NH

Dietary advice and obesity

SIR,-Dr J S Garrow (10 November, p 1171)
is to be congratulated on a lucid appraisal of
current knowledge about obesity. He rightly
draws attention to the lunacy of attempts to
relate weight to body frame, which is un-
measurable. The problem for clinicians is to
know the ideal weight for a particular indi-
vidual, and as the dominant weight problem is
obesity a goal representing a desirable upper
limit is of most practical use. This could be
taken as a body mass index [weight in kilo-
grammes - (height in metres)2] of 25 men and
24 for women, but this is somewhat arbitrary
and overgenerous. Another approach is to
adopt as ideal the average weight for age 20-24
from the Metropolitan Life Assurance data,'
for a given height without shoes. But the
relationship between obesity and health is not
unequivocal,2 and before we embark on a
programme of medically supervised weight
reduction it is desirable to be aware of the
likely outcome.
We studied compliance in a highly motivated

group of patients with a history or family history
of heart disease who were closely monitored by a
dietitian and a physician in a clinic for lipid dis-
orders. They were told their desirable maximum
weight.' All cigarette smokers (58 %O) were advised
to stop and 25 0% of them remained non-smokers at
the one-year follow-up. Patients with primary
hypercholesterolaemia were started on a low-
animal-fat dict, with restriction of the total energy
intake (2-5-4 2 MJ (600-1000 kcal)) if they were
obese. Patients with primary hypertriglyceridaemia
or mixed hyperlipidaemia were started on a low-
carbohydrate reducing diet (3-4-6.3 MJ (815-
1100 kcal)). Weight change results were analysed by
sex, degree of obesity (weight/height2), and type of
diet used. Paired results were analysed by Student's
t test.
Ninety men had lost an average of 3-8 kg (4 9 %

initial weight, P< 0 0005) at one year, but in 65
at two years the loss was only 2-1 kg (2-8 %,
P< 0 0005) and in 20 at three years it was 2 0 kg
(2-5 %O, NS). Forty-one women had lost an average
of 3 8 kg (5 9 %O, P < 0-0005) at one year, and this was
maintained in 21 at two years at 4-6 kg (7-6%,
P< 00005) and in 14 at three years at 3-8 kg
(6-3 oo, P< 0-01). There was no correlation between
obesity and absolute weight loss (r=0 02). On
low-animal fat diets there was a significant fall in
weight even though the patients were not initially
obese. No type of reducing diet was shown to be
definitely superior as judged by weight loss, which
at one year was from 4 7 to 7-5 %0 in the different
groups.

Thus women were able to achieve and main-
tain a weight loss of about 4 kg in this super-
vised education programme, despite known
poor compliance with other such health
advice.36 Men achieved a similar initial
weight loss, but by contrast this was not main-
tained. These relatively modest changes in
weight do not justify treatment for obesity
unassociated with other problems. There may,
however, be a disproportionate improvement

in hyperlipidaemia: for example, hypertri-
glyceridaemia was reduced by 36%/ in 45 men
by a low-carbohydrate diet which reduced
weight only 5-5%// at one year. We confirm that
unsolicited medical dietary advice has little
contribution to make in the management of
obesity.

MALCOLM BATESON
University Department of Medicine,
Ninewells Hospital and Medical School
Dundee DD1 9SY
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Non-compliance: does it matter?

SIR,-Your leading article "Non-compliance:
does it matter ?" (10 November, p 1168)
ignores an important consequence of non-
compliance in drug taking.
While controlled trials of medicine can

give probabilities of success, they cannot
predict the outcome in an individual patient-
a doctor has to work with this and other un-
avoidable variables. For example, his diagnosis
is often uncertain; there are real possibilities of
interactions with other medicines or disease
states; and there is the risk of misevaluating
the significance of coincidental changes,
whether good or bad. To these we must add
the possibility that the results of treatment
have been determined by the patient's non-
compliance.

Clearly the larger this last factor is the
poorer will be the quality of the doctor's
experience and the greater will be the un-
certainty surrounding all his clinical decisions.
The resulting poorer quality of professional
care afforded will affect not just the non-
compliant patient but also others under his
care.

R FRYERS
Oxted, Surrey

SIR,-I was very interested to read your
leading article (10 November, p 1168) "Non-
compliance: does it matter ?" I think the
answer to this question as posed must be yes.
However, one of the problems you raise could
be expanded-that is, that too often the doctor
is asking the patient to comply with directions
which are either illogical or not based on
scientific rationale. For instance, the time-
hallowed direction to take medicine three
times a day cannot be based on pharmaco-
kinetics, otherwise it would be eight hourly.
Most practising clinicians realise that three
times a day to the patient means first thing in
the morning, at lunchtime, and in the evening.
During the night therefore there can be little
drug available if it needs to be taken that often
during the day. Many will also realise that the
midday dose is frequently not taken because
of the difficulties of swallowing tablets at work,
either on a shop floor or in the office. As 'well
as these difficulties with the frequency of
taking tablets, the length of a course of
treatment is more based on belief than on
evidence.

In addition to these problems there are
major difficulties for the patient over the
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