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THE TERN[ "HEMORRHOID" iS derived f rom 
the Greek (haima - -  blood; rhoos = flow- 
ing) and was first used by Hippocrates  in 
his treatises.n 2 T h e  word "pile" (Latin 
pila, a ball) was used in the writings of 
John  Arderne. 3 

Hemorrhoids,  which are varicosities of 
the hemorrhoidal  veins, may be internal  
or external. In ternal  hemorrhoids occupy 
the submucous space proximal  to the den- 
tate line. T h e  lower port ion is covered by 
cuboidal epi thel ium and the upper  part  
by columnar  epithelium. T h e  veins form 
the internal hemorrhoidal  plexus and are 
radicles of the superior hemorrhoidal  vein 
(Fig. 1). 

External hemorrhoids occupy the mar- 
ginal space external to the crypt or dentate 
line, where the transitional epithel ium is 
firmly attached to the internal sphincter 
muscle by fibroelastic fibers of the sub- 
mucosae ani, called the mucosat suspensory 
ligament. 22 This  space occupies the distal 
portion of the anal canal, extending to the 
anal verge, where it is l imited by a ring of 
terminal intermuscular  fibers of the con- 
joined longitudinal  muscle which proceed 
medially and upward  to blend with the 
mucosal suspensory l igament at the dentate 
line. Shropshear 2s prefers the term "anal 
intermuscular  septum" to designate the 
terminal fibers. T h e  proximal  surface of 
this space consists of transitional or modi- 
fied squamous epi thel ium and that of the 
distal port ion is true skin. T h e  term "ano- 
derm" aptly describes this structure. Exter- 
nal hemorrhoids develop from branches of 
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the inferior hemorrhoidal  veins and an 
equivalent  arterial terminal. T h e  two 
plexuses anastomose freely, deep  to the 
crypts, and, in third-degree piles, they be- 
come joined together. 

In ternal  hemorrhoids,  being of visceral 
origin, are relatively insensitive, whereas 
external hemorrhoids are of somatic origin 
and are extremely sensitive, 

Miles, 17 in 1919, showed that  the three 
pr imary piles are radicles of the superior 
rectal vein, which divide into left  and right 
main  branches, the latter subdividing into 
an anterior and a posterior terminal. 
Smaller secondary branches may  develop 
between these sites, the commonest  being 
situated on the left posterior and  left an- 
terior terminals (Fig. 2). 

External  piles cannot  be separated from 
internal hemorrhoids. Surgically, the term 
"hemorrhoid"  refers to the combined plex- 
uses. In  the early stages, while the dentate 
line is adherent to the muscle, either the 
internal o1" the external hemorrhoid  may 
predominate.  Usually hemorrhoids  are 
classified into first, second, or third degrees, 
depending on the extent of protrusion or 
prolapse. 

T h e  freely-connecting external  plexus 
varies in degree. In  some instances (espe- 
cially in large, heavy men) it is the domi- 
nant  lesion. Occasionally the external  vari- 
cosity may assume cystic proport ions in the 
right posterior field and is called a cystic 
congestive external hemorrhoid,  in  other 
instances, it may be diffuse and almost 
encircle the anal verge. In  young girls, one 
occasionally encounters a solitary right an- 
terior external cystic congestive pile. I t  
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Fro. 1. Anorcctal sphinctcric and associated anatomy. 

prolapses on straining. Often, in the young 
male adult, an inherent  instability of the 
external plexus may resuh in recurring 
attacks of acute hematomas.  

I t  may be said that every person has 
some degree of piles. Apparent ly  members 
of those races who habitually subsist on 
highly-spiced food have a greater incidence 
than undernourished people who subsist 
mainly on starch. Unless the patient  has 
rare portal  obstruction due to cirrhosis of 
the liver, thrombosis of the portal  vein, or 
an abdominal  tumor, hemorrhoids usually 
are caused by faulty bowel habits and ab- 
normal  straining while defecating, strain- 
ing while at work, prolonged standing, 
sphincteric relaxation, and rectal congestion. 

Internal  hemorrhoids give rise to various 
degrees of bleeding, prolapse and discharge, 
whereas external hemorrhoids are responsi- 
ble for painful  edema, congestion and 
thrombosis. Rare!y, profuse hemorrhage 
from a sma!! perforat ion of an external 
hemorrhoidal  varix may occur. 

Complications of piles account for other 
secondary symptoms. Acute and chronic 
anal fissures are due to traction of a pro- 
lapsing pile or tension of posterior con- 

gestive external piles. Eibrous degeneration 
of internal piles gives rise to polyps. Con- 
tracture of the internal sphincter, due to 
persistent congestive irr i tat ion of internal 
piles, leads to varying degrees of stenosis. 
The  worst complication of piles is the so- 
called acute attack, which consists of tln-on> 
bosis of prolapsed internal piles and edema. 
if  strong sphincter spasm is associated, 

ANT. 

A.V. 

11o' 

RT. LT. 

POST. 
Fro. 2. The  usual a i rangenmnt  of primary and 

secondary internal hemorrhoids  as viewed with the 
patient m the !i thotomy position. AV = anal 
~erge; DL .= dentate line; A R m  anorectal ring. 
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Fro. 3. The author's transparent dilators. E, and 
Ee of 1" and I~"  diameter. E. replaces E~ in the 
conservative treatment of acu[e anal fissure. (Manu- 
factured by Vann Bros., Ltd., London, and Glaxo- 
Allenburys, Ltd., distributors, Johannesburg, South 
Africa.) 

prolapsed internal  piles may become stran- 
gulated and slough. Portal pyemia is the 
gravest complication but remains a theo- 
retical danger. 

No diagnosis is complete without  careful, 
bimanual ,  digital, rec ta l -pelvic-abdominal  
examination,  sigmoidoscopy, and abdom- 
inal palpation.  

About  80 per cent of patients who have 
piles do not require surgical treatment.  
Usually, conservative t reatment  suff~ces. In  
all cases, education regarding the bowel 
habi t  is extremely important .  

Conservat ive  T r e a t m e n t  

in  uncomplicated first- and second-degree 
hemorrhoids, when bleeding is the only 
problem, injection therapy is indicated. 
T h e  author uses phenol, 5 per cent in 
a imond oil, with 2 grains o~ menthot  added 
to an ounce of solution. These submucosal 
injections require 10 to 30 ml for each 
internal hemorrhoid  per session. Th i r ty  ml 
is the m a x i m u m  amount  permissible. This  

treatment is contraindicated when hepatic 
disease exists. 

Many complicating fissures may resolve 
after hemorrhoidal  injection and dilata- 
tion. The  author uses a di la tor  of 1 ~ inch 
diameter  (Fig. 3). 

in  second- and third-degree hemorrhoids  
with prolapse, with or wi thout  bleeding 
and with little or no involvement  of the 
external plexus, tile method of choice is 
internal ligation. This  applies especially 
to tile elderly patient,  the ail ing and the 
sick. A single large recurrence after a hem- 
orrhoidal operation often lends itself to 
this method. T h e  technics of BlaisdellS 
and of Barron 4 are well known. T h e  author 
developed his own simple technic, with 
self-devised instruments. Th i s  method has 
been used for many years with gratifying 
results. When large areas require  ligation, 
to ensure complete necrosis, a central  injec- 
tion of water or phenol  in oil, sufficient to 
blanch the tissues, is recommended.  If this 
is not (tone, a granular  residual polyp may 
develop, which requires diathermic destruc- 
tion after a lapse of about  three weeks. 
Figure 4 shows the instruments and technic 
employed by the author. 

Acute thrombosis of piles occurs com- 
monly as a lesion of the external  plexus. 
Usually it occurs either as a superficial uni- 
locular type or as deeper diffuse clots. Less 
often, mult iple involvement  may occur. 
When it is subacute, small, and pain is 
moderate,  a large, sclerosing injection into 
the adjacent internal pile may be given and 
Varidase® oral tablets, one, four times 
a day, should be administered for four 
(lays. An astringent hygroscopic lotion of 
glycerine acid tannicum may be applied on 
gauze, covered with cotton woo!, and kept 
in p!ace by wel!-fitting jockey shorts for 
men and nyion  stretch panties for women. 
This  dressing should be changed three to 
four times a day for two days. For mult iple  
hematornas, this plan is followed. With 
the single, tense, large and very painful  
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hematoma,  it is necessary to dissect out 
the involved plexus under  local infiltration 
anesthesia. T h e  skin edges occasionally 
need t r imming and approximat ing  with a 
silk stitch. Here, too, a phenol-in-oil injec- 
tion of the internal hemorrhoid  helps to 
retract the external deformity. 

Less often, an extremely painful, tense 
thrombosis occurs internally at the papil- 
lary end of the external pile. Strong lido- 
caine ointment  gives sufficient analgesia to 
introduce a sharp bistoury through a 
Hirschman anoscope into the hematoma,  
which collapses, producing immediate and 
complete relief. 

Thrombosis  of prolapsed internal hemor- 
rhoids represents the true "at tack" of piles, 
and may be singl e or multiple.  T h e  cor- 
responding external pile is always edema- 
tous, the plexus is congested, and there are 
varying degrees, of thrombosis. When the 
sphincter is acutely spastic, strangulation 
may occur. Pain is extreme. After liberal 
application of strong anesthetic ointment,  
the bowels should be cleaned by a large 
enema. Administrat ion of meperidine hy- 
drochloride intravenously may be necessary. 
The  patient  is placed in the left lateral 
position. Gradual  and strongly-increasing 
pressure with a firm dressing is applied over 
the pile mass to disperse the edema. T h e  
internal piles are now reduced by pressing 
them inward with a small, moist, cotton 
wool pad, using a lubricated index finger. 
If  there is a single external thrombosed 
pile, the thrombus should be removed. T o  
maintain reduction, it is essential to inject 
the upper  poles of the affected fields with 
the m a x i m u m  amount  of phenol-in-oil solu- 
tion. An externa!-pressure dressing is ap- 
plied and a four-day course of Varidase® 
oral tablets is begun immediately. T h e  
patient is confi:.qed to bed for a day and the 
bowels are encouraged to move gently 
after 48 hours. 

Generally, surgery is not advocated for 
acute attacks. When the hemorrhoids are 

chronic, conservative dissection is advised. 
A single strangulated pile may be excised 
in the office, with the pat ient  under  local 
anesthesia, using a small E i senhammer-  
Fansler speculum. 

In internal thrombosis, when the muscu- 
lature is relaxed and there is no strangula- 
tion, symptoms are correspondingly mild. 
Here, injection therapy, oral Varidase® 
tablets and external glycerine acid tanni- 
cum dressings, as previously outlined, are 
advised. 

Indications for Surgical Operation 

Definitive surgery is required for severer 
types of hemorrhoids which are not suited 
to conservative methods. T h e  most urgent 
are those complicated by a severe fissure 
situated, generally, at the right posterior. 
The  other type of complicat ing fissure is 
situated midposteriorly between the two 
mounds o[ congested external  hemorrhoids. 
When soiling and discharge of prolapsed 
piles disturb the patient, a surgical opera- 
tion should be performed. In the heavy 
individual, the external plexus may assume 
large dimensions and cause great discom- 
fort which necessitates surgery, in the 
younger patient, repeated attacks of exter- 
nal anal hematoma may require surgery. 
Recurring thromboses in internal piles, 
with or without  strangulation, can be elimi- 
nated only by operative treatment,  which 
should be performed when the acute stage 
has subsided. Excessive bleeding, which is 
not amenable to conservative therapy, 
necessitates surgery. Fibrous, polypoid, pro- 
lapsing hemorrhoids can be treated only 
by surgery. In  chronic resistant pruri tus 
ani, due to soiling of the anal skin from 
prolapse and tags, surgery is imperative. 

History o~ Hemorrhoida~ Surgery 

Surgery of hemorrhoids goes back a long 
time and, fundamentally,  has changed little. 
The  t reatment  and description of piles 
appear  in many ancient writings, but  not 
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Pile traction forceps and  l igature  p u s h e r  are re- 
moved and  two more  knots  are tied to complete  
s t rangula t ion  of pile at least 1~" f rom denta te  line. 
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until  the era of ear ly  Greek cnlture did 
Hippocrates,  in his medical treatises, t,2 
provide a true clinical picture and sound 
surgical methods consisting of a ligature 
operation1 and cauterization. 2 

Parks 2I states that Amida of the Byzan- 
tine era gave a good description of ligation 
and excision o[ piles, as did Paul of Aegina. 
H indu  medicine of Susruta Samhita, of 
about  the fifth century A,D., gives a very 
good description of this operation. Arab 
medicine then gained the ascendancy, and 
the classical operat ion of ligation and ex- 
cision persisted until  the eleventh century, 
when intellectual leadership returned to 
Europe. During the next six centuries, 
nothing new was added. Ligation and ex- 
cision and cauterization persisted until  the 
18th century, when much writ ing on the 
subject by eminent  British surgeons ap- 
peared. However,  no change came about. 

T h e  first surgeon to a t tempt  improve- 
ment  on ligation and excision of the large 
hemorrhoidal  deformities was Jean  Louis 
Petit. 2a He  described the first dissection of 
the varicose plexus submucosally. 

efa 

SINGLE KNOTTED LINEN 
LfGATURE PUSHED TO 

SELECTED BASE OF PILE, 
MINIMUM OF 1/4cm OR 
1/8 inch BELOW DENTATE 

LINE 

C 

ONE END LIGA 
LOCKED B'( ~ / / /  ~!~*i 
TWISTING ON / /11%~, 
INDEX FINGER / / // ~:r 

LIGATURE / I  ~ /  k...,'~ 
FIXED BETWEEN / /I h 
OPERATOR'S / /  ( I I I  
LEFT INDEX LIGATURE KNOTTER\I II 
AND THUMB IN OPERATOR'S I II 

RIGHT HAND TYING 
FIRST KNOT 

ASSISTANT LOCKS 
INSTRUMENTS 

/ IN PLACE WITH / 
2 FINGERS 

D 



SURGICAL MANAGEMENT OF HEMORRHOIDS 293 

Samuel Cooper, 7 in 1809, also developed 
a submucous method for excision of hemor- 
rhoids. Unfortunately, the more difficult 
technic and poor instruments discouraged 
its practice. 

In 1835, Salmon, -~4 the founder of St. 
Mark's Hospital, was the first to isolate the 
hemorrhoidal vascular pedicle by dissection. 

Whitehead, -~7 in 1882, devised a method 
of circular excision of prolapsed internal 
hemorrhoids at the anal verge and suturing 
the mucosa to the skin margins. This oper- 
ation disrupted the normal anatomy and 
physiology of the anal canal. An imme- 
diate wet anus resulted, and ectropion 
followed. 

Mitchell, I9 in 19/)3, introduced his clamp 
excision and oversewing method. This 
simple excision with closure was very 
attractive, but its unsound principles ac- 
counted for the breakdown of all wounds. 

Miles, 17 in 1919, described his method of 
excision and ligature.~ ~ This was a low liga- 
ture operation and presented no advan- 
tages over the existing Sahnon oI)eration at 
St. Mark's, except that he introduced "pec- 
tinotomy" when contracture coexisted, and 
this was a brilliant contribution to ano- 
rectal surgery. Later, in 1953, this was 
shown by the author 9 to be a low internal 
sphincterotomy. 

Milligan and associates, is in 1937, de- 
scribed their modification of the Sahnon 
operation, which is the standard ligature 
and excision of St. Mark's Hospital. I t  is 
also known, throughout the world, as the 
Gabriel operation. 16 

In England, the Salmon operation with 
its improvements is truly an excision-and- 
ligation procedure, in contrast to that em- 
ployed in the United States of America, 
where the vascular pedicle is ligated first 
and then dissected free. Basica!!y this 
is a ligation-and-excision operation. The  
method used in the United States has 
always been dissection and some de~ee  of 
suturing. 

Fansler, 12 in 1931, described his ana- 
tomic, conservative operation and, in 1933, 
with Anderson, la he described a plastic 
operation for inflamed thrombosed hemor- 
rhoids. These operations are performed 
with the Fansler operating speculum. The  
term "anatomic" is correct, because his in- 
strument is the only one that restores the 
anal canal to its correct position. 

In 1941, Calman~ described, once again, 
a submucous dissection technic with con- 
servation of the epithelial surface. 

Ferguson and Heaton,lS in 1959, de- 
scribed their closed plastic hemorrhoidec- 
tomy, in which a modified Sims speculum 
was used. 

Parks,ee in 1956, presented his classic 
paper on the surgical treatment of hemor- 
rhokls. His submucous dissection requires 
the nse of his ingenious se!t-retaining re- 
tractor. It was the lirst modern challenge 
to the excision-and-ligation procedure used 
in England. 

\Vatts and associates, e~ in 1964, carried 
out an investigation to determine the best 
operation tor piles. Degrees of healing and 
pain were their criteria. Thei r  series of 
104 operations consisted of the excision 
operation of Salmon with high and low 
ligation, methods of Miles and St. Mark's, 
excision with primary suture of Mitchell, 
the operation of Ferguson and Heaton, sub- 
mucous excision of Parks, and excision by 
clamp and ca t l t e ry .  14 Ten  days after all 
these types of hemorrhoidectomy, except 
s u b m u c o u s  excision, extensive wounds were 
found in the anal canal up to the level of 
the anorectal ring. Breakdown of mucosal 
bridges between the intra-anal wounds was 
colnmon and restdted in coalescence o~ 
adjacent granulating wounds; sometimes 
there were complete or ahnost complete 
circ~mferential wounds. The clamp and 
cautery operation caused the most extensive 
destruction. Mucosal healing was complete 
in five to six weeks, in four patients, stric- 
tures developed, and eight had excessive 
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fibrosis. Prel iminary dilating lessened the 
pain, but  there was little difference in the 
various types except that those with pri- 
mary suture were more painful. At six 
months, four of 28 submucous excisions re- 
curred, in contrast to one of 72 in other 
types. 

Discuss ion  

From the foregoing rdsum8 of the main  
types of hemorrhoidal  surgery, the fact 
emerges that the present-day operative pro- 
cedure of choice is still the so-called liga- 
tion-and-excision type. Hippocrates,  1 in his 
treatises, described a method of transfixing 
the hemorrhoid  with a needle and tying it 
with a stout thread. He also described the 
method 2 of cau te r iz ing  the hemorrhoid  
with red-hot irons. His cautery operat ion 
has gradually disappeared, but  his method 
of tying off piles by transfixion suture dif- 
fers little from that used in modern surgery. 

One may well ask why it is that in over 
2,000 years there has been little real ad- 
vancement  in hemorrhoidal  surgery. Strict 
surgical principles are utilized in every 
part  of the body, with the exception of 
surgery of hemorrhoids.  Proctologists have 
striven to improve existing technics, but  
there has been no unanimity  concerning 
the best procedure. T h e  vast majori ty of 
hemorrhoidal  surgery is under taken by the 
general surgeon, who devotes so much time 
to major  procedures that little time is 
left for the problems of the anorectum. 
Therefore,  the surgeon utilizes the simplest 
and quickest technic. Thus  the hemor- 
rhoids are literally " lopped off" in the 
shortest time. I t  reminds one of the days 
when tonsils were guillotined in droves. 
There  is no denying that a well-executed 
ligation-and-excision operation, in spite of 
~ts primitiveness, gives a good end resuh. 
I t  is a crude procedure, but  as practiced by 
all and sundry there is a fairly high propor- 
tion of poor results which, unfortunately,  
is strongly inherent  in the method.  

When anesthesia was nonexistent  and 
instruments were primitive,  speed and sim- 
plicity were essential, and this was accom- 
plished by an external t ract ion-eversion 
amputat ive  technic of l igation and excision. 
If  there were a number  of varicose masses 
encircling the elbow, would a surgeon per- 
form a ligation and excision operation? 
Certainly not; a p lanned reconstructive dis- 
section with normal  anatomic  restoration 
would be performed. However,  when the 
highly sensitive and impor tan t  anal canal 
has similar prolapsing masses, a crude five- 
minute  operation, consisting of ligation 
and excision, thereby denuding most of the 
anal canal of its epithelial lining, is the 
accepted procedure. 

T h e  stenosis that occurs when excessive 
hemorrhoidal  areas are removed is always 
situated in the midpar t  of the anal canal, 
at the dentate line, because compensat ion 
takes place from the abundan t  mucosa 
above and the abundant  skin below. There  
are instances where excision is performed 
for large, acutely inflamed and throm- 
bosed, prolapsed, internal piles, in which 
epithelial loss is excessive and stenosis in- 
volves the entire anal canal. 

Surgeons do not realize that  large, pro- 
lapsed, combined piles represent the dis- 
placed true lining of the corresponding 
part  of the anal canal extending from the 
anal verge to the anorectal ring. This  can 
be illustrated by introducing a large Sims 
speculum which retracts the pile mass two- 
thirds into the anal canal. A more somber 
demonstrat ion is revealed by introduct ion 
of a large Sims speculum, after excision of 
this prolapsed externo-internal  pile mass, 
when it will be seen that a large area of the 
anal canal is denuded of epithelium. 

Therefore,  to excise boldly the !arge pile 
masses and the epitheiiai covering, in order 
to cure a patient  of prolapsed varicosities, 
is outside the bounds of modern  surgical 
principles and is a sad reflection on present- 
day practices. 
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Reorientat ion of the entire approach to 
hemorrhoidal  surgery is needed to evolve 
an appropr ia te  technic, based on sound 
surgical principles. 

General Principles of Correct 
Hemorrhoidal Surgery 

T h e  ideal hemorrhoid operat ion should 
aim at restoring the anal canal to its normal 
anatomic state and physiologic [unction. 

This  implies that a normal  adequately- 
lined anal canal will remain at the conclu- 
sion of the operation. The  external half 
of the anal canal must be lined by skin 
or anoderm, extending to the reconstituted 
dentate line, and the internal par t  must 
have a full mucosal lining. 

The  skin of the anal canal normally pos- 
sesses great elasticity and distensibility anti 
allows ma x i m um  dilatation of little more 
than t ~  inches, or about  3.5 cm. This  
fact necessitates m a x i m u m  conservatism in 
sacrificing tile anoderm. As stated repeat- 
edly by the author, t°, 11 this should apply 
equally to all surgery ot" the anal canal. 

The  next lnost impor tan t  requi rement  is 
correction of the prolapse. This  necessi- 
tates excision of the redundant  rectal mu- 
cosa, the degree of which is gauged prior  to 
closure of the wound. All subtegumentary,  
submucosal, vascular and interstitial tissue 
must be dissected upward carefully until 
the internal sphincter is cleanly exposed. 
In some cases the longitudinal fibers cover- 
ing the internal sphincter may be preserved 
if dissection can be accomplished cteanly. 

The  first step in removal of a hemorrhoid 
is deep introduction of a high hemostatic 
suture to ligate the vascular pedicle. This  
ligature is placed as high as possible and 
usually is situated just below the anorectal 
ring. T h e  internal hemorrhoid is always 
drawn externally with a clamp when the 
iigature is placed, to ensure tha~ no pro- 
lapse remains. The  left anterior basal liga- 
ture is placed about  ~ inch above the in- 
ternal hemorrhoid  to avoid hemorrhage 
when dissection is carried higher. 

The  hemorrhoidal  operat ion is under- 
taken for two distinct types. T h e  first is 
not prolapsed and the dentate line is fixed. 
in  this instance, the main  lesion involves 
the external plexus, which causes repeated 
painfut episodes of edema, congestion or 
thrombosis. Bleeding may be a feature. 
In the second type, prolapse is associated. 
In this group, the suspensory l igament is 
stretched and causes the interhemorrhoidal  
groove at the anal verge. Here, the reasons 
for operating are prolapse, discharge, 
bleeding and thrombosis. Complications of 
these two main groups are fissure, hyper- 
trophied papillae, fibrous polyps, skin tags 
and various degrees of contracture. 

Correction of the abnormali t ies generally 
requires raising wide skin and mucosal 
flaps. Free suturing of these flaps, in a 
field teeming with intestinal flora, is surgi- 
cally sound because absolute or near- 
absolute au to immuni ty  exists in the tissues. 

These principles have not been observed 
in our present-day surgery because we have 
failed to appreciate why, as \,Vatts and asso- 
ciates e6 point  out, conservative methods of 
today are surgically unsound and the liga- 
lion-and-excision method is still more com- 
mendable. All the conserwttive operations 
used in tests by \Vatts anti associates 26 have 
definite shortcomings, either anatomically 
or technically. 

T h e  submucous hemorrhoid operat ion of 
I 'arks ee is the most widely debated method 
of today. I t  re-introduces the submucous 
method, using a special retractor which 
allows wide dissection. T h e  first point 
stressed is the relative painlessness of the 
operation, at tr ibuted to the greatly lessened 
epithelial denudat ion of the anal wall. The  
postoperative painlessness of a hemor- 
rhoidal operat ion is due to el imination of 
postoperative internal anal sphincter spasm 
which the author s postulated in 1951 when 
he recommended a posterior partial  internal 
sphincterotomy in the ligation-and-excision 
operation for piles, in  1955, the author  
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underwent a standard ligation-and-excision 
operation for piles at St. Mark's  Hospital,  
together with a posterior distal-halt internal 
anal sphincterotomy. T h e  freedom from 
postoperative pain, at all stages, was re- 
markable.  T h e  same day, another  doctor, 
at the same institution, also underwent  a 
ligation-and-excision operat ion with no 
muscular interference. T h e  pain was such, 
he later confided to me, that this operation 
should not be permit ted in a human  being. 
The  relatively small amount  of anal-wall 
exposure in the Parks operation, as con> 
pared with the vast exposure o[ a full 
ligation-and-excision procedure, has noth- 
ing to do with the diminished pain of this 
operation, and is best demonstrated by the 
fact that in a case of a small, acute 
fissure, where ep i the l ia l  loss is nil and the 
lesion is minimal,  the pain may be excruci- 
ating if the sphincter spasm is severe. It  is 
thus conclusive t h a t  the relative painless- 
ness of the Parks operat ion is ctue to the 
divulsive and paralyzing effect of his re- 
tractor on the internal  anal sphincter, plus 
the unavoidable severing of numerous 
superficial internal  sphincter fibers during 
the course of the dissection. After utilizing 
this technic, the tendency o12 surgeons is to 
include the external tag in the dissection, 
thus causing almost as much loss of ano- 
derm as in the ligature operation. Saving 
nmcosa prevents stenosis and hemorrhage 
and promotes quicker healing, but  it fails 
to correct the mucosal prolapse, which is 
the second most impor tan t  feature of the 
operation for prolapsed hemorrhoids.  Ac- 
tually, the internal self-retaining blades o[ 
the retractor, when fully separated, obscure 
the mucosa! prolapse and inter12ere with i~s 
adequate removal.  On the other hand, dis- 
section of the hemorrh.oidai plexus is sim- 
plified by using this instrument,  which 
shortens the anal canal to almost ~ of an 
inch (the width of the blades).  

The  adult  healthy anal canal possesses 
sufficient elasticity to permit  a m a x i m u m  

dilatation of about  3.5 cm. Th i s  anoderm 
stretch takes place in parallel  to the inter- 
hal sphincter to which it is ult imately 
attached by the terminal  fibers of the con- 
joined longitudinal tendon. T h e  dentate 
line is the most adherent  part ,  due to the 
fixation of the mucosal suspensory l igament 
and penetrat ion of the internal  sphincter 
by the anal crypts. In  contrast, the mucosa 
above is relatively free and mobile. I t  is 
the lack of appreciat ion o12 these anatomic 
facts that accounts for failure of the closed- 
suture excision methods. 

MitchelP 9 clamped off the drawn-down 
everted piles, excised and oversewed them. 
Thus,  a quanti tat ive excision was per- 
lormed, causing total epithelial  loss similar 
to that of the ligation-and-excision opera- 
tion. The  suture line was thus fixed to the 
internal sphincter and, on dilatation, it be- 
came disrupted. T h e  inevitable breakdown 
converts the operat ion to the open ligation- 
and-excision procedure. 

Ferguson and Hea ton  is describe a "closed 
hemorrhoidectomy" developed f rom the 
technic of Lynn Ferguson. Using a modified 
Sims speculum, the part ial ly-prolapsed 
hemorrhoids are removed generously down 
to the muscle through a long elliptical 
incision, extending well beyond the exter- 
nal hemorrhoidal  border. T h e  edges are 
undercut  and the sutures draw the mucosa 
well up. A neat funnel-shaped, fully- 
sutured anal canal is the result. Here 
again, an over-generous amoun t  of mucous 
membrane  is removed. T h e  suture lines 
have only a small degree of lateral  under- 
cutting and freeing f rom the internal 
sphincter. Here, also, the epithelial  loss is 
excessive and wound separat ion must  fol- 
low dilatation. T h e  funnel shape is due 
to shortening and broadening of the exit 
of the anal ca~'~ai, caused by incising the 
lower prominent  edges of the internal 
sphincter. 

Fansler, I2 in 1931, described his anatomic 
method of hemorrhoidectomy, using gen- 
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eral surgical principles. His tubular oper- 
ating speculum, 6 cm long and 3.5 cm in 
diameter, with a 2-cm slot, reduces the 
prolapse completely and restores the anal 
canal to its true anatomic position• The  
anal canal is excessively drawn up and is 
actually lengthened to more than 2 ~  
inches, in contrast to Parks' retractor which 
lessens its length to less than one inch. The  
rectal mucosal prolapse remains. Fansler 
first inserted a deep muscle-engaging liga- 
ture above the pile; the pile mass was ex- 
cised through a long wedge incision, with 
care to ensure easy approximation of the 
epithelial edges. The  muscle bed was 
cleanly exposed at the completion of dis- 
section, as in Ferguson and Heaton's 
method3 s Here, too, a shortened, funnel- 
shaped canal results, due to division of the 
prominent free outer border of the internal 
anal sphincter, which is inadvertently in- 
cised while dissecting free the external 
plexus. Fansler claimed that this operatio~ 
removes all abnormal tissue and recon- 
structs a normal terminal rectum and anal 
canal. When difficulty arose in inserting 
the instrument, he advocated a small, pos- 
terior, midline, sphincte>cutting incision. 
His operation approaches the closest to 
attaining an anatomic reconstruction be- 
cause his operating speculum is the only 
type that restores the anal canal to its true 
anatomic position. The wedge-shaped ex- 
cision of the hemorrhoids, although carried 
out in an anal canal that is stretched to a 
diameter of 3.5 cm, is still a quantitative 
excision. There is a minimum of dissection 
beyond the excised edges and, after resu- 
ture, a definite degree of instability is left. 
The  anoderm is only loosely approximated. 
Thus, Fansler's technic ensures that the 
prolapse is completely removed, but the 
anoderm loss is excessive and stenosis may 
result. 

"With the knowledge of these various sur- 
gical procedures utilized to correct hemor- 
rhoids, and the understanding of the 

iN 

FIG. ,~• [ l lStl ' l . l l l lCll tS IICCCSSaI'V fOl" COIlSCI'VtItivc 
surgical removal of hemorrhoids. (Allen and Hans- 
burys, Ltd., London.) 

reasons for their shortcomings, it is possible 
to provide a technic based on sound surgical 
principles. 

The operative steps in surgery of hemor- 
rhoids are all carried out within the con- 
flues o£ the anal canal; therefore, its per- 
formance is entirely dependent on the use 
of a combination of instruments. 

At the beginning o~ the procedure, the 
large-sized, true-angled, Eisenhammer-Sims 
speculum is used for assessment. The  first 
step of the operation in each operative fiekl 
is insertion of the basal hemostatic suture. 
The instrument causes partial prolapse and 
exteriorizes the hemorrhoidal ~ield, permit- 
ring high ligatio~_. 

The Parks self-retaining retractor simpli- 
lies dissection of the plexus by compressing 
the field in its long axis and stretching it 
out transversely in a taut, fixed position. 
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Final restoration of the dissected anal 
wall flaps to their true anatomic position 
can be achieved only by using a large- 
diameter, tubular ,  slotted speculum of the 
Fansler type. T h e  measurements of this 
speculum have been changed to allow wide 
suturing and freer dissection. T h e  Eisen- 
hammer-Fans le r  anorectal operat ing spec- 
u lum is 7.5 cm long and 3.3 cm in diameter;  
the width of the slot is 2.5 cm. I t  has a 
blunt, cone-shaped obtura tor  (Fig. 5). 

Surgical Principles 

The  operative procedures utilized for 
hemorrhoidectomy vary according to the 
type of hemorrhoid,  i t  is only by this 
means that uniformly good results can be 
guaranteed. No two hemorrhoids are alike, 
and therefore no two operations should be 
identical. 

In general, dissection of the hemorrhoidal  
plexus through radial  incisions is utilized. 
Max imum preservation of the epithelial 
lining of the anal Canal is practiced 
throughout  the operation.  ~vVide flaps are 
created and plastic principles are used in 
reconstructing the anal canal. 

Occasionally there is a large prolapse 
posteriorly, shown by an intervening scar 
or partially-healed area. T o  restore it to 
its anatomic position, a transverse incision 

should be utilized, with excision of scar 
and resuture to its former position. This  
technic is equally applicable to a hemor- 
rhoidal area when circumstances demand 
it. T h e  method was described by Fansler 
and Anderson,13 in 1933, as a radical cure 
for acute, thrombosed, prolapsed hemor- 
rhoids. Neumeister,20 a pupil  of Fansler's, 
described this operat ion again in 1959 
(Fig. 6). 

Lesser or secondary hemorrhoids  require 
simpler surgery. Using the author ' s  spec- 
ulum, after applying a basal hemostatic 
ligature, the hemorrhoid  is incised longi- 
tudinally and centrally. T h e  plexus is 
undercut  freely on both sides and finally 
the area is resutured, utilizing the basal 
ligature for the continuous closure. A small 
internal  hemorrhoid  may be destroyed by 
oversewing it strongly. 

In  the elderly pat ient  with atonic mus- 
culature, no expanding retractor, such as 
that of Parks, is permissible. I t  is in these 
cases that the simple traction methods of 
ligature and excision have their  only true 
application. "vVhen there is poor  control, 
postoperative stenosis would be welcomed. 

When  extensive vagotomy has been per- 
formed, the type of operat ion should be 
determined by careful sphincter analysis. 
"vVhen postural tone is faulty, avoid stretch- 
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Fro. 6. Fansler-Anderson plastic operation for a prolapsed thrombosed hemorrhoid. A. Broken lines 
represent incision of exposure for dissection of two flaps. B. Wound closure after removal of hemorrhoid° 
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ing and dissecting. T h e  simple l igat ion and 
excision opera t ion  is preferable.  

Plan of Operation 

T h e  inpat ient  is admi t ted  the night  be- 
fore operat ion.  Bowel p repara t ion  con- 
sists of adminis ter ing  large soap-and-water 
enemas at 9:00 e~x~ and 5:00 AM. Eight  
phthalylsulfa thiazole  tablets are given 
orally before each enema, and t incture of 
opium,  25 minims,  is given orally after the 
second enema. Pyr i lamine maleate,  50 nag, 
is injected half  an hour  before operat ion.  
A " T "  bandage  and two pairs of well- 
fitting jockey-type shorts are provided for 
men;  nylon stretch panties are used {or 
women.  

Off ice-ambulant  patients may have a light 
breakfast. T h e  bowels are carefully cleaned 
with soap-and-water enemas innnediately 
pr ior  to operat ion.  Here, too, pyr i lamine 
maleate,  50 rag,  is injected preoperatively.  

T h e  S tanda rd  T y p e  o[ Ope ra t i on  

Local infil tration anesthesia is used for 
a m b u l a n t  office patients and when general  
anesthesia is contraindicated.  T h e  pat ient  
is placed in a modified Sims felt lateral 
position, with elastoplast separat ion of the 
buttocks. 

Wi th  general  anesthesia, the l i thotomy 
posit ion is used and local anesthesia is used 
to lessen bleeding and the a m o u n t  o[ gen- 
eral anesthesia needed, and to control  
immedia te  postoperat ive  pain. 

T h e  hair  is shaved and antiseptic prepa- 
ra t ion  is the pre l iminary  step. Savton®, in 
full strength, is the favorite cleansing me- 
d i u m - i t  is a mix tu re  of chlorhexidine  and 
cetrimide. 

T h e  local anesthetic solution consists of 
tidocaine, t per  cent, with ep inephr ine  
1:200,000 (marke~,ed as Xyloto,<®). T e n  ml 
is in t roduced into the in termuscular  space 
in the poster ior  midl ine  f rom the anorectal  
r ing  to the anal  verge, using a # 18 hypo- 
dermic needle, ~ inch long; the hub  ini- 

SYMPHYSIS PUBIS 

ANAL 
INTERMUSCULAR ~._/ / ~\  o cus / ,  .:,::..; 
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eta ~ J~ IF:~I COCCYX 

Fro. 7. Author's technic of anorectal local infil- 
tration anesthesia. A. Coronal sectional view show- 
ing needles in intermuscular and ischiorectal spaces. 
B. External direct view. a ~ anococcygeal nerve; 
b z fourth sacral nerve; c ~ inferior hemorrhoidal 
branch of pudetldal nerve; d ~ perineal nerve; 
c = dorsal nerve, terminals of pudendal nerve. 
Order and positions of injections are shown by 
numerals 1 through 4. 

ISCHIAL 
TUBEROSITY 

tially is pressed well into the skin to reach 
the full space depth.  Next ,  10 ml of the 
solution is injected laterally by passing a 
# 16 hypodernfic  needle, one inch in length, 
from posterior and just lateral to the anal 
verge toward Atcock's canal, a finger on the 
ischial tuberosity act ing as a guide and infil- 
trating evenly along this line. T h e  opposite 
side is similarly injected. Last,  5 ml is in- 
jected into the midan te r io r  in termuscular  
space (Fig. 7).  

After comple t ion  o[ the local infil tration 
anesthesia, a proctoscope is in t roduced  to 
ensure a clean rectum. For  mino r  soiling, 
simple swabbing suffices, bu t  when  condi- 
tions are bad, a 12-ounce rubbe r  bulb  with 
vulcanite nozzle is used to inject water  
and clear the bowel. Finally,  cot ton or 
gauze is inserted high, to close off the field. 

T h e  E i senhammer  modif icat ion of the 
Sims speculum is now inserted and the 
hemorrho ida l  fields are examined.  T h e  
r~h~ posterior  or le~t _,a~era! ~M!e is dea!~ 
with first, depend ing  on which  is larger. 
Skin markings  are made  hal f  an inch ex- 
ternal to the outer  central  border  of the 
three main  piles, to indicate  the outer  end 
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of the incisions. T h e  skin is now grasped 
just beyond the markings by tr iangular  
forceps, and firm, outward traction is 
exerted. A small artery forceps grasps the 
center of the internal  pile and m a x i m u m  
prolapse is accomplished by traction with 
one hand while the basal l igature of 0 
chromic catgut, on a #6  round Mayo 
needle, is introduced about  half  an inch 
above the base of the internal pile, includ- 
ing a bite of the internal sphincter. This  
is treble knotted, the short end being left 
about  six inches long. Rarely, bleeding 
occurs Dora the puncture,  necessitating a 
religature. I f  bleeding persists, a ligature 
should be inserted above, using the same 
suture and tying it off a second time. Occa- 
sionally, large hematomas  have formed 
above the basal ligature, but  they have 
caused no trouble. 

The  artery forceps is now removed, the 
suture is freed f l 'om the needle, wound 
around gauze and pushed above the basal 
ligature. A straight mucocutaneous inci- 
sion is made radially with a small knife 
from just below the basal ligature over the 
center of the internal  and external pile 
areas to the per ianal  space, half  an inch 
beyond the outer  border  of the external 
pile at the marker  point. This  incision is 
technically difficult because the tissues are 
very movable and, to facilitate it, one may 
utilize the author 's  or the Parks speculum. 
Park's method of blowing up the tissues 
with a solution of saline and very weak 
epinephrine jeopardizes the viability of 
the flaps and obscures the finer details of 
the dissection. T h e  outer skin edges and 
anoderm are raised to permit  a t tachment  
of one or two artery forceps to the outer- 
most par t  of the external plexus and sub- 
cutaneous tissue. When  the plexus is large, 
a good grasp is easily obtained, but  when 
the varicosity is smalI, it is difficult to get 
a good bite. Trac t ion  on the forceps helps 
to free the skin and anoderm on each side. 
T h e  skin beyond the external pile is firmly 

adherent  to the corrugator fibers and less 
fixed from the point  where it covers the 
external plexus to the dentate line, where 
it is attached by the suspensory l igament 
to the internal sphincter and also by the 
anal crypts, which are the greatest source 
of but tonholing of the flaps. T h e  mucosa 
above can be dissected easily f rom the in- 
ternal plexus (Fig. 8). 

T o  free the flaps more widely, the Parks 
retractor is preferable to the Sims speculum. 
Attention is now directed to dissection of 
the plexus. The  skin edges are held apart  
by an assistant and forceps are used to 
draw the external plexus inward, br inging 
into relief the long corrngator  cuffs ani 
fibers which pass inward to the intermuscu- 
lar groove, over the subcutaneous external 
sphincter, and join the main  terminat ion 
of the conjoined longitudinal  tendon. This  
has been referred to previously as the anal 
intermuscular  septum. These fibers are dis- 
sected laterally with scissors and freed in- 
ward to join the forceps that  grasp the 
main intermuscular bundle of the septum 
and the external plexus. Th is  exposes the 
subcutaneous fat and subcutaneous external 
sphincter. Next, with a scalpel, the anal 
intermuscular septum is cut through to 
the lower rolled border of internal  sphinc- 
ter, thus freeing upward the external  plexus 
in its anatomic marginal  space. T h e  exter- 
nal plexus must be freed as far laterally 
as possible before proceeding proximally  
with the superior plexus. As traction is 
made on the forceps at tached to the freed 
corrugator fibers, the terminat ion of the 
anal intermuscular septum and the external 
plexus, the lower border of the internal 
sphincter becomes the proximal  -part of the 
dissection. T o  free the plexus upward,  
the longitudinal fibers, -with their irzter- 
digitating septa, passing into the inte:ma! 
sphincter, must be incised carefully to 
avoid injury to the internal  sphincter fibers. 
T o  prevent dragging the internal  sphincter 
fibers into the plexus bundle  which is 



SURGICAL MANAGEMENT OF HEMORRHOIDS 301 

being dissected upward,  b h m t  dissection 
is preferable. 

Owing to shortening of the anal canal 
by the Parks retractor, dissection reaches 
the hemostatic pedicle suture quickly. T h e  
base of the freed plexus may require nar- 
rowing prior to ligation. T h e  cotton or 
gauze insert and the ligature are now re- 
covered, the Parks retractor is removed, 
the freed plexus is ligated at its base with 
the retrieved suture, and the tissue is cut 
away. 

T h e  author 's  operat ing speculum is now 
introduced, and it will be observed that 
the loose abundant  semiprolapsed flaps are 
elongated and drawn far upward.  This  
reveals the feasibility of a true anatomic 
reconstruction technic. Rarely, at this stage, 
is it necessary to introduce a suture to con- 
trol a bleeding point. 

T h e  longitudinal  incision of exposure 
mentioned in  the foregoing description is 
more useful for moderate  piles. 

T h e  flaps are now carefully assessed, and 
must lie comfortably apposed. T h e  mucosa 
must always be inspected carefully for re- 
dundancy. An excellent inst rument  to be 
used in this connection is the Graeme An- 
derson hemorrhoidal  forceps, with its lock- 
ing device which permits shaving off the 

FIG. 8. Standard conservative operation for hem- 
orrhoids. Diagrammatic representation of direcl 
view with adjacent coronal view (half section of 
Fig. 1). A. Author's Sims speculum exposure. 
Traction forceps applied to internal pile and ex- 
ternal skin. Insertion of deep basal hemostatic 
hemorrhoid ligature, which is then wound on 
gauze and pushed proximally. B. Long-exposure 
incision (broken line) shown extending 1/2 inch 
beyond extm'nal hemorrhoid margin. C. Parks re- 
tractor exposure. Dissection of epithelial flaps, 
anoderm and mucosa completed. Outer angle of 
wound floor shows longitudinal corrugator fibers 
extending to intermuscular septum, outer border 
of external pile plexus, which continues to dentate 
line in marginal space. Upper floor space is occu- 
pied by interna! plexus tissue. D. Same exposure. 
Dissection of. hemorrhoidai tissue complete. T~,ssue 
mass is tied off at its base by freed basal ligature, 
prior to its division. E. Eisenhammer-Fansler 
speculum for exposure. Retraction closure suture 
illustrated is lying loose. Tightening of each loop 
retracts and markedly accordion-pleats suture line 
proximally to haft its length. 
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Fro. 9. Accessory dissection forceps. Graeme 
Anderson forceps, i'deal for gauging and removal 
of redundant mucosa and for mapping out ellip- 
tical exposure incision where gross hypertrophy 
exists. Light nasal forceps are used for trimming 
off excess anoderm edges of flaps. 

r edundan t  po r t ion  f rom the upper  surface 
of the closed blades. T h e  au thor  uses three 
different angled-type forceps (Fig. 9).  

T h e  long par t  of the l igature is then re- 
threaded onto a # 6  Mayo cut t ing  needle. 
Closure of the mucosa  and anoderm is 
accomplished with a cont inuous  through-  
and- through  suture,  tying singly each com- 
plete suture to the short  end of the ligature. 
Th i s  is the " re t rac t ion  suture" which draws 
the flaps well upward .  T o  provide for 
drainage the suture is d iscont inued just 
short  of the outer  end. Finally, a single 
deep suture, which picks up the muscle, is 
placed at the dentate  level. 

T h e  left lateral or posterior  pile is dealt  
with next. Last, when  deal ing with the 
r e d u n d a n t  por t ion  f rom the uppe r  surface 
anter ior  hemorrho id ,  the basal hemostat ic  
l igature must  be placed closer to the upper  
pole, because if dissection is carried high 
it may cause bleeding which is difficult to 
control.  Dissection here must  be done with 
great  care and not  car~qed out  too widely. 
Of ten  it is preferable to leave beh ind  the 
longi tudinal  fibers to cover the internal  
sphincter,  thereby avoiding surface bleed- 
ing points. 

This  procedure  suffices for modera te  
hemorrhoids  and in cases where m a x i m u m  
conservation of epithelial  l in ing is indi- 
cated. 

Modifications of the Standard Operation 

W h e n  the hemor rho ida l  mass is greatly 
hyper t rophied  and a well-developed pro- 
lapse exists, the exposure incision is made  
as a wedge, about  0.5 cm wide just below 
the ligature and na r rowing  to half  this 
width  at the dentate  line. T h i s  thin ellipse 
is cont inued  to end half  an inch beyond 
the external  pile border.  Small  artery for- 
ceps are at tached to the thin skin ellipse, 
which facilitates greatly the raising of the 
flaps. 

I t  is preferable, also, to fo rm a very thin 
skin ellipse in early hemor rho ids  to permit  
small forceps to grasp the tissues. Th i s  
simplifies the dissection. 

T h e  final assessment of the a m o u n t  of 
mucosa and anoderm to be removed is 
made  when the flaps are reduced  inside 
and ready for suture. 

Often,  exposure of the three pr imary  
hemorrho ids  is insufficient for complete  re- 
duc t ion  of the prolapse of the anal verge. 
General ly there is a large sag posteriorly, 
which includes a secondary pile. Here  the 
au thor ' s  speculum is used and a basal l~ga- 
ture is in t roduced  above the h e m o r r h o i d  or 
centrally above the prolapse. A straight in- 
cision is made with a small scalpel f rom the 
l igature th rough  the pile to pro lapsed  skin 
and 1 cm.beyond .  T h e  incision is carried 
down to the muscle. T h e  hemor rho ida l  
tissue is undercu t  freely. 

T h e  tip of the index finger presses the 
submucosal  tissue into the jaws of small, 
fine, blunt-ended,  angled scissors. T h e  
flaps are freed and  drawn u p w a r d  by the 
re t ract ion suture. Some t r imming  may be 
necessary. 

W h e n  posterior anal p ro t rus ion  is large 
and  associated with an old healed  fissure, 
it may  be neces,.sary to d~ssect it ~Sree ,2rein 
its scar base. T h e  scar is excised and the 
mucosa  is freed to provide for resutur ing  
transversely. Again,  excesses are t r immed 

away. 
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If a left anterior hemorrhoid is present, 
it is dealt with by using the author's spec- 
ulum the same as in the case of the left 
posterior pile. it is destroyed through a 
straight incision and resumred. 

When there is a pronounced chronic 
contracture, with or without a fissure, a 
partial lower internal anal sphincterotomy 
may be performed. It must be remembered 
that the Parks retractor has already per- 
formed a satisfactory divulsion of the 
sphincter, and the dissection processes al- 
ways divide an appreciable number  of the 
superficial fibers of the internal sphincter. 

An incipient hematom.a may develop in 
the intervenip.g fiekls at the anal verge. It 
should be opened by an external radial 
incision and evacuated. 

When it is unnecessary to perform wide 
dissection of a hemorrhoid, the complete 
operation can be performed with the an-. 
thor's operating speculum. A minimum 
wedge incision is made, ending half an 
inch beyond the outer border of the exter- 
nal plexus. A preliminary basal heinostatic 
ligature is introduced, as in the other pro- 
cedures. The  dissection then proceeds 
along the same lines, but is less extensive, 
simpler, and can be performed much more 
quickly. 

A speculum of small size is preferable 
when a single hemorrhoid is treated in an 
ambulant patient. 

Postoperat ive  Care 

On completion of the operation, the 
operative fields are examined, using the 
Sims speculum to ensure that there is no 
bleeding. 

Next, a digital examination is made to 
remove cotton or gauze pledgers. Those 
that are situated high are removed through 
a Kelly sigmoidoscope six inches long. For 
lighting, the author prefers a standard 
Winchester five-cell headlamp. 

Next, a clean swab is inserted through 
a proctoscope above the operative field, 

and two swabs soaked in 45 per cent .aque- 
ous tannic acid solution are inserted and 
left in the anal canal, extending outward 
to cover the external margins of the wounds 
where the dressings are firmly applied. 
After a moment the dressings are drawn 
out gently, a proctoscope is introduced to 
remove the protective swab, and the wound 
edges are swabbed with 10 per cent aqueous 
mercurochrome. 

A five-inch, soft, amber, latex tube, with 
an internal diameter of ~'~z" and a ~.~4" wall, 
its inner end cut at an angle and two side 
holes cut in its inner two inches, is intro- 
duced into the rectum. A small safety pin 
transfixes its outer end. 

It is fashionable to say that the tube is 
outmoded, because of the old idea of insert- 
ing a thick, short, firm tube (especially in 
England);  this, in men, pressed unpleas- 
antly against the prostate and increased 
the likelihood of bladder retention and 
pain. Bladder retention and pain were less 
noticeable in women. 

The long, thin, soft tube used by the 
author obviates all these unpleasant se- 
quelae and rectal ileus, which often persists 
for 48 to 72 hours, causing retention of 
gas and great discomfort. Equally impor- 
tant, it maintains the operative site at rest 
and keeps the anal canal and anal verge 
hee  of discharge, which passes onto the 
gauze saturated with glycerine acid tanni- 
cum surrounding the tube. Immediately 
after the tube is inserted and before the 
encircling gauze dressing is applied, one 
ounce of soft, white vaseline is introduced 
into the rectum. This is a practice learned 
from Gabriel of St. Mark's Hospital. I t  
lubricates and keeps the tube patent. 

In women, elastop!ast secures the tube 
and dressings to the buttock and prevents 
its ioss during urination. Generous cotton 
wool or gamgee cover dressings are held in 
place by a T bandage and, over this, two 
pairs of well-fitting jockey shorts or stretch 
nylon panties are fitted, In ambulant  pa- 
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tients, the T bandage is omitted and Scotch 
tape is used to hold the dressings in place. 

If urinary retention occurs, a Foley cath- 
eter, # 14 or smaller, is introduced and left 
in place until  the bowels begin to move. 

Twenty-four hours later, the first change 
of glycerine acid tannic dressing is made. 
Th e  T bandage is discarded. T h e  tight 
pants alone now suffice. T h e  dressings are 
changed morning and evening, until  the 
fourth night, when an aperient is adminis- 
tered. The  tube is removed and simple 
vaseline-and-gauze, self-applied dressings 
are continued. 

After operation, triplopen, a long-acting 
compound of penicillin, is injected intra- 
muscularly (unless contraindicated) and 
prochlorperazine, an an!iemetic, is given. 

Beginning the next rnorning, four cap- 
sules of Colace®, 100 mg each, are given 
each morning and each evening for four 
days (32 capsules in fill) to ensure a soft 
stool. This  is a valuable therapeutic agent 
in anal surgery, especially when sphincter 
repair is performed, and for three weeks 
only, l iquid feces are permitted. On the 
fourth night, two ounces of liquid paraffin 
and milk of magnesia, plus half an ounce 
to an ounce of plain cascara, are given half 
an hour  before bedtime, followed 15 min- 
utes later by administration of a strong 
sleeping tablet, plus compound codeine 
tablets. If the bowels fail to act on the 
next morning, a large water enema is given. 

Th e  patient  is permit ted to go home 
the day his bowels move. A full week is 
spent in bed. Sitting is avoided for a week. 

Hot  baths are permitted after the tube 
is removed, and the diet unrestricted, ex- 
cept for avoidance of gas-producing food. 
Liquid paraffin, plus milk of magnesia, is 
recommended nightly in doses that provide 
one easy motion per day. 

The  patient returns for examination on 
the fourteenth and twenty-first days, when 
~he method for anal sphincter exercises, 
to be clone each night for at least three 
months, is explained. 

A special plea for the installation of- 
bidets in all toilet systems is made. After 
surgery of the anal canal, perfect hygiene 
is not possible without this apparatus. 
Surely, in this age when a gadget exists for 
cleaning nearly every conceivable thing in 
a household, is it necessary for civilized 
people to fiddle with paper and feces when 
the forlorn bidet sits in every plumber's 
establishment? There  should be a public 
health law, making it a compulsory installa- 
tion in every toilet system. 

Conclusion 

Th e  object of this paper is to encourage 
the introduction of sound surgical prin- 
ciples in the treatment of hemorrhoids. 
This  type of surgery, being executed in a 
confined space, must, of necessity, be diffi- 
cult. The  technic is arduous and requires 
much practice before proficiency is acquired. 

It is unfortunate that the external trac- 
tion methods of ligation and excision of 
the Hippocratic era have become a fixation 
complex of the general surgeon. In.  all 
other fields he excels, but  when dealing 
with piles, he reverts to the method of the 
Middle Ages. Th e  temptation to perform 
the five-minute operation will always exist 
because, when well done, the end results 
may be good. Unfortunately,  the over-all 
results are ominously poor. Its apparent  
false simplicity is its greatest drawback and, 
because of this fact, every unskilled surgeon 
is performing many hemorrhoidal  opera- 
tions. 

T ru e  anatomic restoration of the anal 
canal, after elimination of pathologic fac- 
tors, using accepted and sound surgicai 
principles, is the ideal to be sought. 

Fulfillment of the correct operative tech- 
nic is dependent, on using the correct instru- 
ments--a combination of three--a !arge 
Eisenhammer-Sims speculum, the Parks 
retractor, and the author's operating tubu- 
lar speculum. Each fulfills a certain me- 
chanical principle, permitt ing true anatomic 
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r e c o n s t r u c t i o n  of  t he  a n a l  c a n a l  a f t e r  w i d e  

r e m o v a l  of  a l l  p a t h o l o g i c  c h a n g e s .  T h e  

t e r m  " p l a s t i c  r e c o n s t r u c t i o n  of  t h e  a n a l  

c a n a l "  is j u s t i f i ed .  

A g o o d  o p e r a t i o n  c a n  b e  n n d e r t a k e n  

w i t h  a b s o l u t e  c o n f i d e n c e  t h a t  a l l  p a t h o -  

log ic  a spec t s  of  h e m o r r h o i d s  c a n  be  c u r e d .  

P r o p e r  p o s t o p e r a t i v e  ca r e  is r e l a t i v e l y  s im-  

p le ,  a n d  i t  r e m o v e s  a l l  u n p l e a s a n t  s e q u e l a e  

a n d  c o m p l i c a t i o n s .  

T h e  s u r g i c a l  p r o c e d u r e s  d e s c r i b e d  i n  th i s  

p a p e r  a r e  t he  o u t c o m e  o f  m o r e  t h a n  20 

years  of  s t e a d y  a n d  p e r s i s t e n t  p r o g r e s s i o n  

in  the  m a n a g e m e n t  of  h e m o r r h o i d s ,  utiliz..  

i n g  t he  m e t h o d s  of  E n g l i s h  a n d  A m e r i c a n  
co l l e agnes .  

T h i s  t e c h n i c  h a s  b e e n  u sed  r o u t i n e l y  fo r  

five years ,  a n d  i t  c a n  b e  c o n c l u d e d  t h a t  

t h e r e  is n o  l o n g e r  j u s t i f i c a t i o n  f o r  t he  s im-  

p le ,  q u i c k ,  t r a c t i o n - a m p u t a t i o n  o p e r a t i o n  

of  l i g a t i o n  a n d  e x c i s i o n  of  h e r n o r r h o i d s .  
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