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ABSTRACT
Objective: To compare the outcome of various operative procedures of hemorrhoidectomy.

Material and Methods: This comparative study was conducted in Surgical Department, LRH, Peshawar,
from March to December 2005. Ninety patients with 2nd and 3rd degree internal hemorrhoids, were
randomly divided in to three groups of 30 patients each: "Group A" low ligation and excision with anal
stretch. "Group B": low ligation and excision without anal stretch. "Group C": closed hemorrhoidectomy.

Results: Postoperative pain was present in 4 (13.33%) cases in "Group A" and 3 (10%) cases each in
"Group B" and "Group C". Postoperative bleeding per rectum was present in 2 (6.66%) cases each in
Group A and Group B and 1 (3.33%) case in Group C. Postoperative urinary retention was observed in 1
(3.33%) case each in Group A and group B only. Postoperative wound infection and Postoperative peri-
anal abscess were recorded in 3 (10%) and 1 (3.33%) patients respectively in Group C only. Postoperative
incontinence of flatus was reported in 1 patient (3.33%) of Group A only. Postoperative skin tags were
seen in 2 (6.66%) cases of Group A, 1 (3.33%) case in Group B, and none in Group C. Recurrence was
not observed in patients during follow up. Mortality was not encountered in the three groups.

Conclusion: No statistical significance was found in these three operative procedures with respect to less
pain during the early postoperative period and faster wound healing with no recurrence in any group
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INTRODUCTION lesions remain prolapsed out of the anal canal
Haemorrhoids  [Greek: haima  means despite attempts to reduce them.** Haemorrhoids
blood, rhoos means flowing: synonym: piles occur in up to 80% of the population involving

(Latin: pila means a ball)] are dilated veins
occurring in relation to the anus.' Within the
normal anal canal exist specialized, highly
vascularized "cushions” forming discrete masses of
thick submucosa containing blood vessels.
Cushions are located in the left lateral, right
anterior, and right posterior quadrants of the canal
to aid in anal continence. The term "haemorrhoids"
should be restricted to clinical situations in which
these cushions are abnormal and cause symptoms.’
Haemorrhoids are graded by the degree of
prolapse, and this grading determines the most
appropriate methods of treatment. First degree
haemorrhoids are merely visible vessels, second
degree lesions are prolapse with defecation but
return spontaneously, third degree lesions prolapse
and require manual replacement, and fourth degree
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any age and affecting both males and females
equally.” The disease should be thought of as
haemorrhoidal tissue that causes significant
symptoms. Unfortunately, haemorrhoids tend to get
worse over time, and disease should be treated as
soon as it occurs. Proposed aetiological factors
include constipation, prolonged straining,
derangement of the internal anal sphincter, and in
patients with chronic increased intra-abdominal
pressure such as in chronic obstructive air-way
disease and in pregnancy.”® Nowadays, modern as
well as traditional drugs are being increasingly
used in all grades of symptomatic haemorrhoids.
These drugs (oral or local) are used as a part of
conservative management or as an adjuvant to
invasive outpatient procedures. However, drug
treatment is not aimed at curing haemorrhoids. The
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PRE-OPERATIVE DEMOGRAPHIC
FEATURES OF PATIENTS

AGE

18-30 years 28 31.11%
31-40 years 20 22.22%
41-50 years 14 15.55%
51-60 years 28 31.11%
SEX

Male 76 84.44%
Female 14 15.56%
CLINICAL FEATURES

Prolapse 82 91.11%
Bleeding per rectum 77 85.55%
Family history of hemorrhoids 37 41.11%
Constipation 31 34.44%

Table 1

prime objective of drug therapy is to control the
acute phase (bleeding) so that definitive therapy
(injection sclerotherapy, banding, infrared
photocoagulation, cryotherapy, or surgery) can be
scheduled at a convenient time.” Treatment of
haemorrhoids may be either surgical or non-
surgical.” Surgery is considered to be the best
therapeutic treatment for advanced haemorrhoidal
disease. Precisely, haemorrhoidectomy is the best
answer to these types of haemorrhoids. It gives
excellent long term results.”® The purpose of the
study was to compare the various operative
procedures of hemorrhoids and offer a technique
which gives the best chance of permanent relief of
their disease, with least complications and shortest
hospital stay and with no recurrence.

MATERIAL AND METHODS

The study was conducted in Surgical "A" Unit of
Postgraduate Medical Institute, Lady Reading
Hospital, Peshawar from March 2005 to December
2005. A total of 90 patients with confirm diagnosis
of 2" and 3" degree internal hemorrhoids, were
selected for this study. All those patients with 1%
and 4" degree internal hemorrhoids were excluded
from the study. All the selected patients were
admitted through out patients department (OPD).
All the selected patients were randomly divided in
to three groups:

"Group A": In this group 30 patients have
been studied and low ligation and excision
with anal stretch was done.

"Group B'": In this group 30 patients were
selected and low ligation and excision without
anal stretch was done.

"Group C'": In this group 30 patients were
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selected for closed hemorrhoidectomy

After taking informed consent from
patients, all these patients fulfilling the inclusion
criteria undergone a thorough physical
examination, detailed history and routine
investigations. Digital rectal examination (DRE)
and proctoscopy was also carried out in every
patient along with other relevant investigations, for
general assessment and to find out other anorectal
lesions. Preoperative blood transfusion was given
in some cases where indicated and suitable
antibiotics were given to all before surgery. All
these cases were operated on elective list. During
surgery anal stretch was given to majority of
patients and so the excised haemorrhoidal tissue
was sent for histopathological examination.
Though the sigmoidoscopy examination was
mandatory part of the investigations but due to
intermittent non-functioning of Flexible T-10
sigmoidoscope, it was not carried out in all cases.
All the variables like, age, sex, hereditary factors,
type of operative procedure, family history of
hemorrhoid, clinical features, postoperative
complications in three groups, hospital stay, cost
of hemorrhoidectomy and follow up, etc. were
analyzed for comparative statistics by using Chi-
square test. The frequencies of these variables
were determined using mean, median, mode and
standard deviation. Data interpretation,
calculations, tabulations and various other
analytical procedures were done by SPSS for
windows version 11. P value was calculated to find
out the degree of significance <0.05.

RESULTS

A total of 90 patients with 2" and 3"
degree internal hemorrhoids were included in this
study. Out of 90 patients, 28 (31.1%) patients were
in age range of 18-30 years, 20 (22.2%) patients
were in age range of 31-40 years and 14 (15.6%)
patients were in age range of 41-50 years (table 1).
Mean age was 39.7 years. Out of 90 cases, 76
(84.44%) patients were male while 14 (15.6%)
were females with a male to female ratio of
5.42:1. Majority of patients presented with
prolapse (n=82/90, 91.11%) and bleeding per
rectum (n=77/90, 85.6%). Out of 90 cases, 31
(34.44%) patients had constipation and straining
during defecation, while 37 (41.11%) patients had
strong family history of haemorrhoids (Table
No.1). In "Group A" postoperative pain was
present in 4 (13.33%) out of 30 cases, while in
"Group B" postoperative pain was noticed in 3
(10%) out of 30 cases. In "Group C" 3 (10%) out
of 30 cases had also experienced postoperative
pain,. Postoperative bleeding per rectum was
present in 2 (6.66%) cases of Group A and 2
(6.66%) cases of Group B. In Group C only 1
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POSTOPERATIVE COMPLICATIONS
IN THREE GROUPS OF HAEMORRHOIDECTOM

omplications =30——(=30——— (=30
Postoperative pain 4 (13.33%) 3 (10%) 3 (10%)
Bleeding per rectum 2 (6.66%) 2 (6.66%) 1 (3.33%)
Retention of urine 1 (3.33%) 1 (3.33%) -
Wound infection - - 3 (10%)
Abscess - - 1(3.33%)
Incontinence (temporary) 1 (3.33%) - -
Skin tags 2 (6.66%) 1 (3.33%) -

(X?*=0.560, P=0.756). Chi-square test was applied on this table but no statistical

significance was found.

(3.33%) case developed bleeding. Postoperative
retention of urine was observed in 1 (3.33%) case
in Group A, and 1 (3.33%) in group B, while none
was observed in Group C. Postoperative wound
infection developed in 3 (10%) patients of Group
C; while in Group A and B none of the patients
developed wound infection. Postoperative perianal
abscess was not seen in Group A and Group B,
while in 1 (3.33%) case of Group C this
complication was developed. Postoperative
incontinence of flatus was seen in 1 (3.33%) case
of Group A, which was controlled within 6 weeks
with pelvic exercise. None of the patients in Group
A and Group B had incontinence. None of these
patients developed faecal incontinence.
Postoperative skin tags observed in 2 (6.66 %)
cases of Group A, 1 (3.33%) case in Group B,
while none was observed in Group C (Table 2).
Though the postoperative follow up is very limited
in our society due to certain reasons, but following
percentage of patient came for follow up. Eighty
four (90.33%) patients came for follow up in 1%
week which falls up to 69 (76.66%) patients in 3"
week and remained 47 (52.22%) patients up to 6
weeks. Seven (7.77%) patients came in OPD for
follow-up up to 6 months and had no
complications (Table No. 3). Recurrence was not
observed clearly due to limited follow-up. The
recurrence was not seen in those patients who
attended follow up OPD. Mortality was also not
encountered in any case of hemorrhoidectomy in
any group.

DISCUSSION

Hemorrhoidal disease is a very common
and widespread disease, and it is estimated that
about one subject out of three may suffer from this
pathology. Hemorrhoids generally cause symptoms
when enlarged, inflamed, thrombosed, or
prolapsed. Internal hemorrhoids arise above the
dentate line (in comparison to external
hemorrhoids perianal phlebothrombosis) and are

Table 2

covered by traditional or columnar epithelium.” A
number of new surgical treatments have led to a
reappraisal of haemorrhoidal disease over the last
few decades. Despite a range of treatment
modalities, the options are limited in their
effectiveness and can lead to a number of
complications. An inadequate classification system
based on appearance rather than symptoms makes
the choice of appropriate therapy difficu.”
Haemorrhodectomy is currently the most effective
treatment for prolapsing haemorrhoids. There is
little evidence to support the use of one surgical
technique over another.” Haemorrhoidectomy
(Milligan Morgan) under local anesthesia as a day
case, is a safe and effective way of reducing costs
without increasing morbidity, mortality, and is
acceptable to most patients.” It has been estimated
that 50% of the population has hemorrhoids by the
age of 50 years.” In our study the mean age of the
patients was 39.7 years. Majority of patients was
in the age range of 51 years above and in the
range of 18-30 years respectively. The similar
results have also been reported by other studies.®*

Hemorrhoids are more common in males
than females. We found in our study the males to
female ratio of 5.42: 1. In a local study of Shaikh
AR and Ahmed 1", male to female ratio was 5:1,
which is similar to our result. Various studies have
reported different ratio rates but overall males out
numbered the females.”***

Bleeding, pain, soiling, and prolapse are
the classic symptoms in hemorrhoid disease, but
the patients sometimes report a variety of other

FOLLOW-UP PERIOD OF PATENTS

Fol p Period NGOt "Gzi%iﬁnnp:
1st week 84 90.33%
3rd week 69 76.66%
Up to six months 7 7.77%
Table 3
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symptoms.” In this study 4" degree prolapsed
hemorrhoid was the second common clinical
feature, while bleeding per rectum was also
observed in majority of cases. Various other
symptoms like strong family history of hemorrhoid
disease, constipation, were also observed in
various proportions. Similar clinical features with
little difference are also reported in few
studies.”**® Postoperative complications after
surgical treatment of hemorrhoids are common.
Bleeding and wound infection may affect the
postoperative course following hemorrhoidectomy
and cause discomfort to the patients.” In our study
postoperative pain was present in 13.33% of cases
of group A, 10% in group B and 10% in group C
respectively. The other studies have been reported
much more higher postoperative pain than our
study. In few studies 100% postoperative pain was
reported in hemorrhoidectomy group.”* In a recent
local study the pain was present in 80% of patients
of haemorrhoidectomy group.™

Postoperative bleeding per rectum
occurred in Group A 6.66% cases, in group B
6.66% cases and in group C 3.33% cases. Shaikh
AR and Ahmed 1 has reported bleeding in 5% of
patients in hemorrhoid group, while Jan WA and
colleagues’ reported 2-5% bleeding in their
patients which is closer to our result. Other studies
reported higher frequencies of postoperative
bleeding per rectum e.g. Ali U and Samad A®
reported bleeding in 12% of patients in group A.

Skin tags occurred in 6.66% cases of
group A and 3.33% in group B, while none
occurred in group C. Urinary retention observed in
2.22% patients, 3.33% in group A and 3.33% in
Group B, while none observed in group C. In other
studies urinary retention occurred in 56% of
patients in hemorrhoid group as reported by Ali U
and Samad A.® Uba AF and associates” reported
that postoperative retention of urine was the
commonest complication occurring in 20% of
patients of hemorrhoid group. In this study
postoperative perianal abscess observed in Group
C 3.33% cases. Jan WA and colleagues’, Shaikh
AR and Ahmed 1", Ali U and Samad A* have not
reported any abscess in their studies. Recurrence
and mortality was not observed in any case of our
study due to limited follow up period of 6 months.
No death also recorded in Shaikh AR and Ahmad
I”* series.

CONCLUSION

In the light of our results it is concluded
that open and close hemorrhoidectomy are
effective methods for the treatment of
haemorrhoids. No statistical significance was
found in these three operative procedures with
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respect to less pain during the early postoperative
period and faster wound healing with no
recurrence in any group. However, further research
is required to establish their precise indications
and long-term efficacy.
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