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What are haemorrhoids?

When two names are applied to a single condition they usually
emphasise distinct clinical features. The Greek word haemo-
rrhoid focuses attention on the discharge of blood; indeed, the
vessels concerned are named for this propensity. The middle
English term piles is of uncertain origin but may be cognate

with the Latin pila, meaning a ball or a pillar, suggesting the
protrusion of a mass.

Haemorrhoids have long been accepted to be tortuous,

dilated, submucous anal veins resulting from congestion.
Morgagnil attributed them to increased pressure resulting
from the upright human posture. Local venous congestion has
been ascribed to pressure upon the draining veins by masses

such as constipated faeces or a pregnant uterus, while general
congestion occurs in portal hypertension. The mass of
dilated veins and overlying mucosa is thought to be extruded
during defaecation, causing prolapse, while localised trauma

causes bleeding. The usual position of haemorrhoids at 3, 7,
and 11 o'clock when viewed from below with the patient in
the lithotomy position was explained by Miles2 as resulting
from division of the right main branch of the superior rectal
artery into anterior and posterior branches while the left main
branch continues undivided.

Other explanations for piles have been proposed. Hunter3
compared them with cavernous tissue and Cruveilhier4 and
others noted a similarity to erectile tissue. Virchow5 thought
them to be haemangiomatous, and they have recently been
likened to cavernous haemangiomas.6 The demonstration by
German workers7 8 of arteriovenous communications sug-

gested erectile properties and offered an explanation for the
bright red colour of the blood lost from haemorrhoids. It has
also been suggested that haemorrhoids result from prolapse
of the anal lining. Parks9 likened third degree piles to a sliding
hernia. Patey'0 thought that the proctoscopic appearance of
piles resembled "exaggerated protrusions of the bowel lining
at the anorectal junction."
Thomson1" has recently undertaken a painstaking re-

appraisal of the nature of piles. He carried out intravascular
injection studies in 95 cadavers including 10 infants and 3
adolescents, supported by clinical studies including the
proctoscopic appearances in the normal anal canal and in
haemorrhoid sufferers. Venous injections showed the presence

of fusiform, saccular, or serpiginous dilatations in all of 50
adult cadavers and in 8 of 10 infants, confirming the findings
of Sappey12 and others that these dilatations are constant and
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normal findings. The histological appearances of haemo-
rrhoidectomy specimens did not, in Thomson's opinion, differ
appreciably from the normal anorectal submucosa; and he
concluded that venous congestion need not be invoked to
account for the vascular dilatations seen in haemorrhoids-
they are not seen with abnormal frequency in sufferers from
portal hypertension,13 while congestion cannot explain the
frequent occurrence of a solitary pile. Arterial injections con-
firmed the presence of arteriovenous connections, but the dis-
tribution of the superior rectal artery as described by Miles
could not be substantiated.

Histological examination of the anorectal submucosa
showed that it was complex, with a rich venous plexus sup-
ported by a network of elastic tissue and by smooth muscle
fibres.14 Viewed through the proctoscope, the bulky anorectal
lining was seen to be discontinuous, being disposed in three
cushionlike masses at the usual sites of primary piles and
closing to form a triradiate slit. The similarity between the
structure of these cushions and haemorrhoidectomy specimens
led Thomson to believe that haemorrhoids are merely dis-
placed and prolapsed cushions, the extrusion resulting from
disruption of the supporting tissues previously noted by Gass
and Adams.15 He found that only 5 of 66 haemorrhoid
sufferers confidently remembered bleeding as the initial
symptom and suggests that haemorrhage is secondary to
prolapse, producing congestion.

If piles are a sliding down of part of the anal canal lining
they should appear indistinguishable from rectal prolapse
except for producing three discrete swellings; and if bleeding
occurs only secondary to prolapse, unprolapsed piles should
not bleed. Nevertheless, proctologists look for congested
masses bulging into the lumen as a diagnostic feature of piles,
whether or not they are prolapsed. If Thomson is correct, first
degree piles that present with bleeding in the absence of
prolapse should not occur, and anyway could not be diagnosed
because they would seem identical to normally placed anal
cushions. If congestion is not an important cause of piles and
does not contribute to the presence of venous spaces, it is not
clear what causes the capillary dilatation that appeared to be
the source of bleeding in many specimens.

Finally, even if we do accept the anatomical origin of piles,
it will doubtless remain contentious whether prolapse occurs
from abnormal forces extruding previously normal structures
or whether the anal cushions increase in size from vascular
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congestion or haemangiomatous dilatation, making them more
likely to displacement. Nevertheless, this careful study
successfully questions orthodox views on the cause of
haemorrhoids.
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The problem of rosacea
Imagine being asked to invent a new disease-one designed to
cause as much embarassment to the patient as possible. The
specification might run like this: first select a group of people
who are already rather sensitive, with a tendency to blush
easily. Next, use the only area of skin which cannot be hidden
from view-the face. Cover this with a bumpy redness. Add a
scattering of pustules and a tendency for the nose to grow red
and clown-like. Build in a popular myth that these changes
are due to heavy drinking, so that an element of mockery will
surround the patient wherever he goes. Finally, devise a
treatment, such as using topical fluorinated steroids, which
patients are keen to use as it seems to help in the short term
but which actually makes the face much redder in the long
run.
The specification is, of course, that of rosacea; but its

treatment is not simply a matter of getting rid of a few rather
amusing pustules. Patients with rosacea may be quite seriously
depressed,1 and rosaceous keratitis (found in 19 of a con-
secutive series2 of 57 patients referred to a skin clinic) may
lead to permanent impairment of vision.3

Luckily the tetracyclines provide a treatment which is highly
effective against the pustular and papular elements of the
disease. The dose needed is small, usually 250 mg twice a day,
but as in acne treatment may need to go on for several months.
In one series4 68 patients whose skin had cleared with tetra-
cycline stopped treatment after six months: 17 relapsed
immediately, and the overall relapse rate was 69% for patients
followed up for a maximum of four years. Patients with
rosacea tend to be older than those with acne, in whom this
type of treatment has seemed to be singularly free from severe
systemic side effects,5 6 and it is reassuring that in a recent
survey7 of 246 patients, including 38 with rosacea, on low
dosage long-term tetracyclines, no clinically significant
abnormalities of liver or kidney function were found, though
these do occur with higher doses.
The eye changes in rosacea are oftwo main kinds. Blepharitis

and a suffused conjunctivitis are common and non-specific,
while rosaceous keratitis is highly specific. There is a small but

growing body of evidence that this keratitis may also respond
to systemic tetracyclines,8 9 and that relapses may occur when
treatment is stopped,4 suggesting perhaps that the mechanisms
underlying the eye changes may be similar to those in the skin.
Ampicillin is also helpful in rosacea,'0 but it is still not es-
tablished that the beneficial effect of antibiotics is due to
bacterial suppression. The microbiology of rosacea may well
be as unexpectedly complex as that of acne."

It would be nice to pretend that our current treatment
regimens are solidly based on a full understanding of the cause
of the disease, but this is not so. Theories tend to run ahead of
facts in rosacea, as in so many fields in medicine. Indeed
Sneddon, in the first proper trial to confirm the value of
tetracycline in rosacea, commented8 that "there must be
few diseases which cause more emotional flushing in the
supporters of the various theories of causation than rosacea."
Borrie'2 had described these hypotheses as varying
"from something alkaline in the stomach to some-
thing horrid in the cowshed." Marks' took on the task of
critically re-examining the main ideas in the light of his
experience of 92 patients with rosacea; none could be
supported. Even the latest opinions, invoking vasoactive
substances such as bradykinin, have little evidence in their
favour. There are still vacancies in the cowshed.
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Measuring blood pressure
The need for a standard routine for measuring the blood
pressure has been emphasised recently' and is clearly important
in the diagnosis and assessment of hypertension and in
supervising treatment when more than one observer may
recordthe findings. Differences inthe methods used in different
countries have also given rise to problems in evaluation of
research studies.2
Mercury manometers are to be preferred to anaeroid

gauges, which, though less expensive and in some ways more
convenient, need fiequent checks to avoid error. Whenever
possible extrinsic factors tending to produce a rise in pressure
should be avoided. The subject should be warm and relaxed.
The blood pressure will fall to very low levels in conditions of
complete relaxation, but measuring the basal pressure after a
long rest3 is usually impracticable, and the usual criteria of
hypertension will not then be applicable-so that the problem
of assessment is more difficult. As a practical compromise the
patient should rest semirecumbent for several minutes
without smoking before the blood pressure is taken.
The size of cuff to be used has given rise to some debate.

Ideally, the cuff should have a width 40%0 ofthe circumference
of the arm to produce even occlusion of the brachial artery-
too narrow a cuff on a fat arm gives a falsely high reading and
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