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Haemorrhoidal disease is a gold mine for research and inno-
vation. It is a very common condition, with a large popula-
tion of potential study recruits. And, as yet, there is no per-
fect intervention—there is a gap in the market. The perfect 
surgical intervention should be appropriate for all grades 
of haemorrhoid, be easy to learn and perform, have dura-
ble clinical effectiveness, be tolerable to the patient, cause 
no harm, and be cost-effective. No intervention fully meets 
these criteria. Cheap and easy office procedures such as rub-
ber band ligation may fail due to poor efficacy—recurrence 
or residual symptoms can occur in up to 50% of patients 
after a single procedure [1]. In contrast, more efficacious 
procedures such as conventional haemorrhoidectomy may 
be painful and often result in prolonged recovery [2]. Hence, 
a plethora of innovative techniques, in the last 20 years, is 
striving for this ‘perfection’.

We have great admiration for the authors of the study 
published in this edition [3], not necessarily for the content 
of the report (which will be discussed later), but because we 
hope they are a part of the tiny minority of surgeons who 
fall into the bracket of innovators or ‘true revolutionaries’. 
These are one of the six types of personality when it comes 
to innovation or revolution [4]. True revolutionaries think 
up an idea and push this idea into the surgical arena; if the 
procedure is a success, fame and fortune beckon, if a failure 
they sink back into obscurity. Like any true revolutionary, 
they are prepared to die for the cause! Two further groups 
may support an innovation. The ‘true intellectuals’ support 
only after careful scientific scrutiny and this tiny group are 
also to be admired. Not so admirable (and there are quite a 
few of them) are profiteers who will take up an innovation 
only for personal gain. If the procedure fails, they quickly 
move onto another opportunity. On the other side of the coin 

are the counter reactionaries who oppose and resist any inno-
vation but will not necessarily preach their opposition. They 
are happy with the old order. ‘It works for me, why change?’ 
is their motto. Allied to this group are the counter revolu-
tionaries. They will go all out to oppose any change, will 
be vocal about it and are prepared to die at the guillotine 
fighting change. There were several of these when it came to 
the PPH procedure. Finally there are the masses. They take 
up a new procedure if others do and a critical momentum 
is achieved. We admire the authors for what we hope is a 
‘revolutionary’ stance (and Techniques in Coloproctology 
for giving many such ‘revolutionaries’ a voice); however, we 
must strive to be among the ‘true intellectuals’ and scientifi-
cally scrutinise this technique before taking it up ourselves.

The majority of the literature on haemorrhoidal disease, 
some 3000 papers in the last 25 years, can be criticised for 
similar reasons. Case series in single centres, poor defini-
tion of participants, no comparator, poorly defined outcome 
measures and an abbreviated follow-up period [5]. The 
authors highlight some of these drawbacks in their discus-
sion. Nevertheless, they should be congratulated in coordi-
nating a study involving 7 centres and recruiting nearly 300 
patients. This in itself is no small task but to also achieve 
100% follow-up at 6 months is truly extraordinary. We would 
love to know their secret.

Another positive of this trial is the attempt at standardis-
ing the technique and ensuring a learning curve has been 
defined and ascertained. Of course, it may be difficult to 
future proof a standard technique. PPH, DG HAL and even 
haemorrhoidectomy have undergone modifications to the 
‘standard technique’ over the years with each published 
modification proclaiming superior results [6–8].

Enough of the positives. At least three of the highlighted 
limitations should be explored in more depth not only for 
scrutiny of this particularly intervention but to guide future 
innovation in haemorrhoidal disease.

Selection bias, particularly selection of less symptomatic 
patients, is always going to be an issue in any case series. 
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Grade I piles and patients with acute haemorrhoidal symp-
toms (that may represent thrombosis) may not be appropriate 
indications for surgery. We would go further and suggest 
that, in general, surgeons operate on too many patients with 
haemorrhoids. Reassurance that symptoms are not sinister 
and a much stronger emphasis on conservative measures is 
certainly enough for grade I piles and probably for many 
with grade II piles or acute symptoms. There is a gathering 
movement (so to speak) for all grades of haemorrhoids to be 
treated more conservatively [9].

In our opinion by far the most pertinent limitation of 
this study and most other trials, including almost all of the 
400 + randomised controlled trials on haemorrhoidal dis-
ease, relates to the outcome measures. A recent work by 
van Tol has listed the 59 outcome measures that have been 
used in the literature, with a huge range of definitions, many 
having no definition at all [10]. This paper is no exception. 
It is essential to work out what is important for the patients 
to judge if the intervention has been successful or not. A 
core outcome set is being developed [11] and, provided it 
involves patients throughout, must be used for all future tri-
als. Along these lines, a universally accepted and validated 
severity score and a simple but robust definition of failure 
or recurrence should also be used (we favour that suggested 
by Shanmugan et al.) [12]. Without these carefully defined, 
core patient-reported outcome measures, preferably used in 
a randomised controlled setting, a success rate of over 90% 
should be treated with healthy scepticism.

The final issue is often the anathema of any innovation, 
and that is cost. Whilst probably always important, it is 
becoming increasingly so. Recently, the UK government 
has sought to limit interventions for haemorrhoidal surgery, 
predicting huge savings to the NHS [13]. The authors imply 
a modest cost of 400 euros for HeLP, similar to the cost of 
a DGHAL, but with potential savings as anaesthesia is not 
usually required. The only way this can be proven to be cost-
effective is with a comparative trial. If, for instance, rub-
ber band ligation was the comparator, the efficacy of HeLP 
would have to be significantly greater to offset the ‘modest’ 
cost and what is a substantially longer operative time.

Despite these specific criticisms, it is important not to 
stifle the ideal of innovation. As Einstein famously said. “If 
you always do what you’ve always done, you’ll always get 
what you’ve always got”. Long live the revolutionaries!
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