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surprising. Nevertheless, despite conflicting results,'6 at least
one trial has shown such a benefit."1
Treatment with cytotoxic drugs is not undertaken lightly

by rheumatologists because of their side effects.'7 An alterna-
tive immunosuppressive approach is to remove lymphocytes.
Drainage of the thoracic duct can remove up to 5 x 1010
lymphocytes daily from a total lumphocyte pool of between
1012 and 1013 and may improve the synovitis of rheumatoid
arthritis for an average of three months.'8 The treatment is,
however, impracticable and cannot be repeated. In contrast,
lymphocytapheresis-the removal of lymphocytes by the cell
separator-yields many fewer lymphocytes, typically 5 x 109
each run, but may be safely repeated and with most machines
may be incorporated into a plasmapheresis session.
Karsh et all9 20 have shown benefit from lymphocyta-

pheresis in rheumatoid arthritis. They removed a total of
roughly 12 x 1010 lymphocytes over five to six weeks. Never-
theless, the benefit derived was considerably greater in the
uncontrolled pilot study'9 than in the randomised double-
blind study that followed.20 Moreover, though the improve-
ment in the second trial was statistically significant, it was not
of great clinical importance.
Wallace and his colleagues at the Cedars Sinai Medical

Centre in Los Angeles treated some 40 patients in an un-
controlled series with either plasmapheresis, lymphocyta-
pheresis, or combined lymphocytoplasmapheresis'0 21 and
thought that the combined procedure produced greater
benefit than either alone. Next, in a well-designed study they
made a double-blind comparison of the effect of nine treat-
ments with the combined procedure over three weeks and a
similar number of sham procedures in a group of patients
with rheumatoid arthritis resistant to conventional treatment.22
Though the genuine treatment was probably better than the
placebo, the difference was not all that obvious. The patients
undoubtedly felt better when given the real thing, but the
objective measurements showing its superiority are vulnerable
to hostile criticism.
What this trial shows more clearly than ever is the need to

evaluate and control these expensive procedures. To this end
I have proposed the formation of an apheresis register to
document all apheresis procedures in Britain and to facilitate
the design of well-controlled experiments.23
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The management of piles
The symptoms associated with piles are produced by a vicious
circle of events: vascular, submucosal cushions protrude
through a tight anal canal, become further congested by the
sphincter, and hypertrophy so that they then protrude more
easily. We must direct our treatment at breaking the circle.

General measures to prevent prolonged straining and
constipation seem sensible, but there is little proof of their
efficacy. Some have advocated a spring-loaded time switch on
the lavatory door that ensures that no one sits there for more
than two minutes! Such an idea may be fanciful, but it
emphasises the role ofeducation, which, combined with a higih-
fibre diet, will often change a patient's bowel habit, relieve the
symptoms, and remove the need for further treatment.
Few people reach middle age without having some symptoms

of piles, and few report to their doctor before having resorted
to self-medication with proprietary preparations. The pro-
portion relieved by self-medication and who never need
medical assessment cannot, however, be known. The value of
local applications has rarely been assessed critically, but anec-
dotal evidence suggests that these produce some symptomatic
relief. Commonly they reflect a tradition of polypharmacy:
many include antibiotics, antiseptics, steroids, and local
anaesthetics, and which of the ingredients do good and which
potential harm is difficult to determine: but there seems no
point in giving either an antiseptic or an antibiotic for haemor-
rhoids. Though topical anaesthetics can give temporary relief
of anal symptoms, they can also provoke a hypersensitivity
reaction. There is no evidence that the addition of steroids
gives any better result than a local anaesthetic alone in relieving
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the symptoms. Nor, indeed, have these preparations been
shown to be better than applications of soft paraffin.
When simple measures such as diet and regulation of the

bowel habit have failed to control symptoms, more aggressive
treatment is indicated, with the objectives of preventing
mucosal prolapse through the anus, correcting anal outlet sten-
osis orspasm,and removingredundant or hypertrophied tissues.
Mucosal prolapse can be prevented by fixing the mucosa

overlying the vascular cushions to the underlying muscular
wall of the bowel-a result achieved by sclerosant injections.
Treatment with injections was apparently first used in Dublin
about 100 years ago but was not widely adopted until the
beginning of this century. Originally the injection was into the
substance of the haemorrhoid, but the technique most
commonly used now is to inject 2-5 ml of a 5% solution of
phenol in arachis oil into the submucous space above each of
the three principal haemorrhoids. Rather than causing the
haemorrhoidal veins to thrombose, as some believe, the
injection works by producing submucosal fibrosis and so fixing
the mucosa to the underlying muscle.'
The technique requires skill: the injection may cause severe

pain if it is too close to the anal verge. The apparatus required
is simple and inexpensive, and the treatrnent has proved quite
effective in patients whose only symptom is bleeding and whose
piles do not prolapse. Injection is less effective for prolapsing
piles.
Mucosal fixation may also be achieved by producing tissue

necrosis and ulceration by destroying an area of the mucosa by
freezing, coagulation, or strangulation. Rapid freezing results
in death oftissue-as it does in frostbite ofthe fingers and toes.
The most effective cryosurgical equipment uses liquid nitrogen,
which rapidly lowers the temperature ofthe probe to - 196°C.
A tissue "iceball" is produced at the tip of the cryoprobe,
giving rise to a sharply defined area of tissue destruction. At
these very low temperatures nerve endings are destroyed and
no anaesthesia is required. As liquid nitrogen is expensive,
the more commonly used cryoprobe is based on nitrous oxide,
which lowers temperatures to - 80°C but takes much longer
to produce an appropriate iceball. The principal advantage of
cryosurgery is that it is painless, but the equipment is costly,
treatment takes longer than conventional injections, and post-
operatively there is often a prolonged watery discharge.2
The standard treatment in the Middle Ages was ligation of

the entire prolapsed haemorrhoid including the portion
covered by skin. It must have been a very painful procedure,
and its use was limited. The ligation method of producing
tissue necrosis regained popularity after Barron3 developed a

more refined instrument using a strong rubber band applied
to the insensitive mucosa. The rubber band is applied by a

special instrument or gun and strangulates about 1 ml of
tissue. If applied at least 2 cm above the anorectal verge the
band can produce a satisfactorily large ulcer without causing
much pain. In the hands of the inexperienced, however, this
method often causes very severe pain. Much more technical
skill is then required to remove the band than was needed to
apply it.
One presumed advantage of rubber-band ligation is that it

effectively removes some of the hypertrophied tissue and so

makes the pile smaller. There is no evidence, however, that
such removal of tissue confers a measurable advantage over

simple mucosal fixation-for once the vascular cushions
remain in the anal canal their hypertrophy will usually resolve.
Secondary haemorrhage occurs in roughly 1% of patients
after rubber-band ligation and is occasionally severe. As with
any form of treatment for haemorrhoids the longer the follow-

BRITISH MEDICAL JOURNAL VOLUME 285 23 OCTOBER 1982

up the greater will be the proportion of recurrences.4 5 Many
of these recurrences, however, may then be treated by the
same or similar methods. Repeat rubber-band ligation is,
however, difficult if attempted within a few weeks of the
original ligation: as the mucosa is oedematous it cannot be
pulled into the cylinder of the gun.
The newest tool for achieving mucosal fixation is the infrared

coagulator-a simple device with a quartz-halogen lamp, a
reflector, and a light-conducting handle. A 1-5 second pulse of
infrared radiation produces accurately defined necrosis 3 mm
deep and 3 mm in diameter.6 The probe may be used through
a proctoscope in the same way as the rubber-band ligator,
cryoprobe, or injection needle. The procedure is quick and
causes less pain than rubber-band ligation but does not destroy
as much tissue. Experience of more than two years has shown
us that we need to produce up to three areas of photocoagula-
tion at the base of each haemorrhoid. The risk of secondary
haemorrhage seems smaller than after rubber-band ligation,
though the cost of over £500 will probably prevent widespread
adoption of the equipment in general practitioners' surgeries.
The second principle of treatment is to prevent the tight

sphincter causing congestion. Quite how forceful dilatation of
the anus could have been conceived as a logical treatment for
haemorrhoids is difficult to explain; but the treatment has
been known since the Middle Ages. Indeed, the effects of
forcible anal dilatation were observed and recorded in Ancient
Greece. Its recent popular revival may owe more to serendipidy
than to logic,7 yet it is the success of manual dilatation of the
anus that has led to the development of the hypothesis of
congestion and hypertrophy in the aetiology of piles. After
manual dilatation large hypertrophied anal cushions, even
amounting to third-degree piles, will shrink without excision
and the anal canal may return to a normal appearance. Manual
dilatation seems to be particularly effective in patients with the
"young executive tight anus syndrome" and when haemor-
rhoids are associated with a fissure. Clinical trials have shown
that it is more effective than mucosal fixation in the young
and in those with high pressures in the anal canal.8 In general,
if the patien-t's anal canal will not admit more than the
examiner's index finger without pain the patient will probably
benefit from manual dilatation.
Manual dilatation may be performed under infiltration with

local anaesthetic or caudal anaesthesia, but a six-finger
dilatation usually requires general anaesthesia, though rarely
admission to hospital. Applied in the right patient the proce-
dure gives gratifying results, but if used in patients over the
age of 60, women who have had birth injury to the sphincter,
and patients who already have a lax anal canal the results may
be disastrous, leading to incontinence of flatus and even
permanent incontinence of faeces.

Since manual dilatation of the anus is successful then
controlled division of part of the internal anal sphincter
might be expected to be equally successful.9 The procedure is
already known to be of value in the management of fissure
in ano. Lateral sphincterotomy is preferable to posterior
sphincterotomy, since healing is quicker. Controlled trials in
patients with haemorrhoids have shown, however, that
sphincterotomy under local anaesthesia is less effective than
manual dilatation.

Last in the options comes haemorrhoidectomy-many
surgeons' "bread-and-butter" operation. For many patients,
particularly those with permanently prolapsed piles, the relief
given by haemorrhoidectomy is well worth the discomfort of
the operation and the inconvenience of hospital admission.
Properly conducted, haemorrhoidectomy is an excellent
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operation; it should not take away so much tissue as to cause
stenosis or leave enough skin to give the irregular skin tags.
In my opinion the main indications are as an emergency
treatment for strangulated haemorrhoids and as an elective
procedure in the elderly patient with large permanently
prolapsed piles. Haemorrhoidectomy is often tolerated
extremely well in elderly patients with either local infiltration
or caudal anaesthesia; they usually experience much less
postoperative discomfort than younger ones and may need
only a short or no hospital admission.
The most common operation in Britain is still that described

by Milligan et al in 1937,10 in which raw areas are left within
the anal canal after excising the main haemorrhoidal tissue and
ligating its vascular pedicle. Various types of submucosal
dissection have been devised to allow the anal wounds to be
sutured primarily.'1 12 Comparative trials have failed to show
any positive advantage for this more complicated type of
haemorrhoidectomy w-ith primary suture over the classical
operation. Too generous an excision of the haemorrhoidal
tissue may result in a late stenosis of the anus, which may cause
more trouble than the original haemorrhoids. In about 2% of
patients a secondary haemorrhage occurs after haemorrhoidec-
tomy when the sutured vascular pedicle separates as a slough.
Some surgeons claim that either manual dilatation of the

anus or lateral sphincterotomy at the time of haemorrhoidec-
tomy reduces the amount of postoperative pain, but further
trials are needed. I believe that pain is related more to selection
of patients than to operative technique. Precisely the same
operation may cause one patient little discomfort with no need
for analgesics while the next patient finds the postoperative
course a harrowing, painful ordeal. The wise surgeon will
choose his patients carefully; if he operates only on elderly
ladies he will have gratifying results.

Clearly, then, there is no "best buy" for piles-simply
different procedures for different patients. A good general
principle is to start treating patients with the least aggressive
methods even ifa few ofthose will finally need a haemorrhoidec-
tomy. Unless the patient has acutely painful, strangulated
third-degree haemorrhoids the doctor is wise to procrastinate
until the bowel habits have been regulated or to treat firstly
with one of the simpler methods.

In the young patient with a tight anal canal, particularly
those in whom pain is the predominant symptom, the most
effective treatment appears to be a gentle manual dilatation of
the anus performed under general anaesthesia. If such
facilities are not available local infiltration or caudal anaesthesia
may be used, in which case it might be simplest to perform a
lateral subcutaneous sphincterotomy. Older patients, and in
particular patients over 60, and all those whose anal canal will
admit two fingers are best treated initially by some form of
mucosal fixation. None of the newer methods have been
shown to be much better than the time-honoured injection

treatment. Injection is still a very practical form of treatment
for the general practitioner with an interest in practical
proctology.

In hospital clinics specialising in minor anorectal disorders
investment in one or more of the apparatuses for mucosal
destruction will be justified. Having used rubber-band
ligation frequently and cryosurgery infrequently for the past
10 years, I am now impressed by the speed and simplicity of
photocoagulation, which has become my favourite first line of
conservative treatment. Multiple photocoagulation at the time
of the initial assessment proctoscopy is quick, convenient, and
painless. It has so few side effects that I apply it at the initial
consultation, when I also give advice about bulk aperients
and avoiding straining.
We have run a busy rectal clinic for many years to which

are referred patients with piles, most of whom have had some
initial conservative treatment by their referring doctor. Even
so, we still find that only about one patient in every 20 referred
requires haemorrhoidectomy. Haemorrhoidectomy is unfairly
described as the refuge of the proctologically destitute, but it
is an operation that can most often be avoided. Where painless
alternatives are on offer the word gets around, and many
patients seek treatment earlier-when they are more likely to
respond to conservative management.

J ALEXANDER-WILLIAMS

Consultant Surgeon,
General Hospital,
Birmingham B4 6NH

Goligher JC. Surgery of the anus, rectum and colon. London: Bailliere,
Tindall, and Cassell, 1967:120-1.

2 Lewis MI. Cryosurgical hemorrhoidectomy: a follow-up report. Dis Colon
Rectum 1972;15:128-34.

3Barron J. Office ligation of internal hemorrhoids. Am J Surg 1963;105:
563-70.

4Steinberg-DM, Liegois H, Alexander-Williams J. Long term review of the
results of rubber band ligation of haemorrhoids. Br J Surg 1975;62:
144-6.

5 Panda AP, Laughton JM, Elder JB, Gillespie IE. Treatment of haemor-
rhoids by rubber band ligation. Digestion 1975;12:85-91.

6 Neiger A. Haemorrhoids: current therapeutic possibilities. Coloproctology
1982 ;4 :42-8.

7 Lord PH. Conservative management of haemorrhoids. 2-Dilatation
treatment. Clin Gastroenterol 1975;4:601-8.

8 Hood TR, Williams JA. Anal dilatation versus rubber band ligation for
internal hemorrhoids. Method of treatment in outpatients. Am 7 Surg
1971 ;122:545-8.

9 Allgower M. Conservative management of haemorrhoids. 3-Partial
internal sphincterotomy. Clin Gastroenterol 1975;4:608-18.

1 Milligan ETC, Morgan CN, Jones LE, Officer R. Surgical anatomy of the
anal canal, and the operative treatment of haemorrhoids. Lancet 1937;
ii:19-24.

"Parks AG. The surgical treatment of haemorrhoids. Br3J Surg 1956;43:
337-51.

12 Ferguson JA, Mazier WP, Ganchrow MI, Friend WG. The closed
technique of hemorrhoidectomy. Surgery 1971;70:480-4.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.285.6349.1137 on 23 O

ctober 1982. D
ow

nloaded from
 

http://www.bmj.com/

