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Case 2-A 26 year old woman was referred at 20 weeks' gestation because
of pain. The pain was described as similar to that in case 1. A caudal injection
of 3 ml 0-5% bupivacaine plain resulted in bilateral numbness in the S4-5
dermatomes and almost complete relief of pain for eight hours. At 30 weeks
she was admitted to the maternity hospital because of the pain. Cryoanalgesia
through the caudal hiatus by the standard technique3 resulted in considerable
pain relief and enabled her to stay at home until the 36th week.

Comment

Cryoanalgesia results in a reversible destruction of peripheral
nerves, the major advantage over other- methods being that painful
neuralgia has not been reported after this technique.2 The regrowth of
the nerve in animal models after a cryolesion is anatomically normal
when examined under a light microscope.4 All other techniques entail-
ing destruction of nerves are followed by the formation of neuromas
and by pain in a high proportion of patients.2 Numbness in the area of
distribution of the infraorbital nerve after cryoanalgesia lasted a mean
of49 days (range 21-339 days). After this time the nerve was function-
ally normal.5 Thus although cryoanalgesia results in destruction of the
peripheral nerves, full function returns within a few weeks, and the
technique would seem ideal for the pain of diastasis of the symphysis
pubis, which resolves spontaneously after delivery.

It is generally accepted that the nerves that supply the area around a
joint also supply the joint. Our results suggest that the pain in our
patients originated from the pelvic floor, not from the symphysis
pubis. After cryoanalgesia both patients stated that they could feel the
movement of the symphysis pubis but that it was not painful.

We thank Professor Alexander Turnbull for allowing us to present his two
patients, Mr Gary Sykes for helpful advice, and Mrs Lois Rennells for secre-
tarial help.
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Cryoglobulinaemia in haemophilia
Most cryoglobulins are immunoglobulins and can be classified into
three types: type I, composed of monoclonal immunoglobulins; type
II, containing a monoclonal component possessing antibody activity
to polyclonal IgG; and type III, mixed polyclonal immunoglobulin.'
We report on a patient with type III cryoglobulinaenmia who presented
with vasculitis after treatment with factor VIII concentrate.

Case report

The patient was a 40 year old man with haemophilia A (factor VIII con-
centration < 10 U/1). He had been given blood transfusions for recurrent
epistaxis at age 8, for haematuria at age 16, and for haematemesis after inges-
tion of aspirin at age 18. He had first been treated with cryoprecipitate in
1968 and from 1969 to 1978 received roughly 8000 units factor VIII a year
(figure). During this time a home treatment programme was established. Four
weeks after his first treatment with intermediate purity factor VIII concentrate
in June 1978 he developed non-A, non-B hepatitis.

Vasculitic lesions on both lower legs first developed in autumn 1978, and in
January 1979 he developed a bilateral red blotchy rash, ankle swelling, and calf
tenderness. During the next two years he treated recurrent episodes of vascu-
litis with increasing doses of both National Health Service and commercial
factor VIII concentrate. In 1981 skin biopsy showed non-specific vasculitis.
The haemoglobin concentration was 15 g/dl, white cell count 9-4X 109/1,
platelet count 290 x 109/1, and erythrocyte sedimentation rate 40 mm in

first hour. The titre of rheumatoid factor (sheep cell agglutination test)
was positive at 1/5120; although the C3 concentration was normal at 0-9 g/l
(normal range 06-1-35 g/l), C4 was low at <0-1 g/l (normal range 0-5-1-2
g/l). He continued to have intermittent rashes on the lower legs accompanied
by tender calf muscles and ankle oedema. His use of factor VIII concentrate
gradually increased (figure) because he thought that his painful muscles were
associated with bleeding and his symptoms improved after treatment.
In May 1982 he started steroid treatment, initially 30 mg/day and then 10 mg/
day for the next two years. In November 1982 he developed painful small
joints of the hands. At this time his renal function and creatinine clearance
were normal, but the IgM concentration was increased (3-2 g/l, normal range
0-6-2-8 g/l).

In October 1983 he developed haemorrhagic herpes zoster in the T4
division, which was treated with acyclovir. Cryoglobulins (1100 mg/l,
normal < 40 mg/l) were found in his serum. When it was suggested that this
might be related to factor VIII concentrate he began to curtail his use of it
and slowly reduced the steroid dose, which he stopped in May 1984.
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For 11 months from January 1984 he used only 500 units of factor VIII
for one elbow bleed. In December 1984 the serum cryoglobulin concentration
had fallen to 290 mg/I, both the antigenic and functional C4 concentrations
were normal (0-83 g/l and 1-0 g/l, respectively), and there was complete re-
mission of the vasculitis and small joint pain. Antibody to human T cell
lymphotropic virus was positive.

Comment

Patients with cryoglobulinaemia often exhibit vasculitis, purpura,
arthralgia, and nephritis.' This patient exhibited vasculitis, cryo-
globulinaemia, and hypocomplementaemia. The onset, exacerbation,
and remission of the vasculitis corresponded to the patient's use of
factor VIII concentrate, suggesting an immune mediated process in
which the primary antigenic stimulus resulted from administration
of the concentrate. Circulating immune complexes have been detected
in a high proportion of patients with haemophilia,3 and in one study a
significant correlation existed between the presence of immune
complexes and chronic synovitis and haematuria.4 Clinical improve-
ment correlated with a return of C4 concentrations to normal. Comple-
ment may play a part in maintaining immune complexes in solution,5
and this mechanism was probably overwhelmed by massive antigenic
stimulation. Older patients with haemophilia often have a smaller re-
quirement for replacement treatment, and thus this patient was able
to reduce drastically his use of factor VIII concentrate.

We thank Elizabeth Machin, department of immunology, Royal Free
Hospital, and Dr Yin Ng, renal unit, Royal Postgraduate Medical School,
who performed complement and cryoglobulin measurements. This work was
supported by a grant from Action Research.
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Laser irradiation of inoperable
tumours of the colon and rectum
Laser treatment of uppor gastrointestinal bleeding is of proved value,'
as is treatment of oesophagogastric tumours.' We have also used laser
irradiation to produce palliation in patients with inoperable primary
or recurrent colorectal cancers who have had distressing symptoms.

Patients, methods, and results

Fifteen patients (mean age 73 3) were referred. Five had a recurrence
of tumour after Hartmann's procedure. Eight with inoperable anorectal
tumours and two with otherwise untreatable dysplastic polyps were also
referred. Most of the patients had distressing, foul smelling, and often bloody
rectal discharge. In others intestinal obstruction was imminent. They were
initially admitted overnight, but subsequently the procedure was carried out
on an outpatient basis. Minimal preparation was required. At first all were
given intravenous diazepam, but later many were treated without sedation.
The lesion was visualised using a standard flexible endoscope fitted with a

protective filter. Laser light was applied through a sheathed 600 y quartz
fibre passed through the biopsy channel. The laser used was a Molectron 8000
neodymium yttrium aluminium garnet laser, set to deliver 80-100 watts in
pulses lasting up to 1-0 second. The total energy applied varied but did not
exceed 6000 J per session. Patients began with weekly treatments and then
received subsequent treatments at intervals of two to eight weeks as required.
The table outlines their progress. One patient died between referral and
treatment5: knowing when referral is necessary may be difficult. All patients
with a recurrence after Hartmann's procedure showed appreciable reduction

in tumour bulk and considerable or even complete relief of discharge and
bleeding.
One patient (case 6) had complete ablation of macroscopic growth with

subsequent negative biopsy specimens at six months. Two others (cases 7
and 8) had symptomatic benefit with reduction in bleeding or discharge,
or both, and two further patients (cases 9 and 10) had impending colonic
obstruction relieved by creation of a wider lumen. In case 11 the tumour had
invaded the perineum and treatment only increased the extent of ulceration.
Another patient (case 12) was unable to comment on problems, and we
thought it unjustifiable to continue treatment when the locally invasive
tumour was found on routine rectal examination. He will be treated if symp-
toms demand. In case 13 impending obstruction was due to extrinsic com-
pression rather than the adjacent visible recurrence. The laser could not
be applied in the final two patients: excessive haemorrhage from the dysplastic
polyp in the patient with myelofibrosis meant that adequate visualisation was
only possible once, and in case 15 the villous adenoma could not be reached for
technical reasons.
No major side effects were noted, although some patients experienced a

transient perineal burning sensation during application of the laser. A tem-
porary increase in bleeding or discharge was occasionally noted for one or two
days after treatment, probably because of sloughing of the tumour.

Comment

Laser treatment in these patients aimed at achieving palliation
of symptoms, or preventing colonic obstruction, or both. We had
greatest success in reducing discharge and bleeding. The repeated
courses of treatment may be required at frequencies varying from
weekly to bimonthly but are well tolerated. There is also potential for
producing and maintaining luminal patency.

Laser irradiation can be delivered to any site accessible to fibreoptic
endoscopy, which distinguishes this technique from current methods
of endocavity irradiation or diathermy fulguration. The risk of per-
foration when the technique is used beyond the rectosigmoid junction
must temper overenthusiastic use. At present it should only be used for
accessible lesions untreatable by conventional techniques.

We thank Sister E C Smith and the staff of the gastrointestinal unit, and in
particular the endoscopy theatre nurses, for their help.
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Details of patients treated by laser

Case No of laser
No Age Sex Tumour site Symptoms Previous treatment Concurrent disease courses Symptomatic result Progress

1 78 F Hartmann's stump Discharge, blood 11 Absent or very
reduced

2 66 F Hartmann's stump Discharge, blood Chemotherapy + 4 Absent or very Died of metastases
radiotherapy reduced

3 78 M Hartmann's stump Discharge, blood 6 Absent or very
reduced

4 65 M Hartmann's stump Discharge Diathermy 4 Reduced
fulguration

5 72 M Hartmann's stump Discharge, blood 0 Died before treatment

6 71 M Malignant polyp Bleeding Decompensated 2 Complete ablation Well 6 months later
cirrhosis

7 80 M Rectum Bleeding Loop colostomy Chronic bronchitis 2 Reduced Refused therapy;
died 6 months later

8 63 M Rectum Bleeding Resection + 4 Reduced
d

radiotherapy
9 51 M Rectum Impending obstruction Multiple metastases 3 Enhanced luminal

patency
10 73 M Rectum Impending obstruction Mental deficiency 4 Enhanced luminal

patency
11 77 F Anus Perineal ulceration Colostomy + 2 Inappropriate Died 2 months later

radiotherapy treatment
12 75 M Rectum Dementia, chronic I Inappropriate

bronchitis treatment
13 64 F Recurrence at Impending Resection Multiple metastases 0 Inappropriate referral

anastomosis obstruction
(extrinsic)

14 72 M Dysplastic polyp Severe bleeding Attempted diathermy Myelofibrosis I Inadequate view Died 2 weeks later
(transverse colon)

15 74 M Dysplastic villous Discharge Diathermy Severe chronic 0 Unable to visualise
adenoma bronchitis

*Under review or treatment, or both.

 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.290.6486.1947 on 29 June 1985. D

ow
nloaded from

 

http://www.bmj.com/

