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Introduction:
Hemorrhoids (piles) are the downward dis-
placement of cushions of anal submucosal 
connective tissue which contains venules and 
smooth muscle fi bers, causing venule dilata-
tion1. Clinical presentation is with anal bleed-
ing, pain, and mass at the anus.2 It is one of the 
mostly common anorectal conditions.3 Five 
percent of the general population of U.S and 50 

percent of individuals over 50 years of age have 
complaints related to hemorrhoids.4,5 Hemor-
rhoidectomy is the recommended treatment for 
grade 3 and 4 hemorrhoids.1,2,6 

Th e most troublesome compliant is the postop-
erative postoperative pain.6 Th e main causes of 
postoperative pain are related to the operative 
site incision, application of sutures for approxi-
mating anal mucosa, cauterization, and prob-
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able surgical site infection. Various methods 
have been devised to reduce postoperative pain, 
bleeding and stricture formation.6-13

Two commonly used technique of surgical abla-
tion of grade 3 or 4 hemorrhoids are: the “open” 
Milligan Morgan excision and the “closed” 
Ferguson method.14 Th e Milligan-Morgan op-
eration is widely practiced in Europe, but in the 
United States most commonly used method is 
Closed hemorrhoidectomy.1 Closed Ferguson’s 
hemorrhoidectomy is believed to be less painful 
and is associated with faster healing rate com-
pared to open type with early preservation of 
sensory function of anal canal, nevertheless it 
has increasing rates of wound dehiscence and 
infection.15 

Th e aim of this study is to determine current 
frequency and compare the current periopera-
tive and postoperative complications of patients 
undergoing open Milligan Morgan versus closed 
Ferguson’s hemorrhoidectomy so that the bett er 
of the two should be used in future to cut down 
the morbidity.

Methodology:
Present study was a hospital based randomized 
controlled trial conducted in department of Sur-
gery, surgical ward in Abbasi Shaheed Hospital, 
Karachi from June 2011 to November 2011. All 
patients of age over 20 years of either gender 
with 3rd and 4th degree haemorrhoid in whom 
prior medical treatment ( high residue diet and 
warm sitz bath ) or rubber band ligation had 
failed were included. Anal incontinence, previ-
ous perianal surgery, concomitant anal disease 
(e.g. anal fi ssure, perianal abscess, fi stula in ano, 
dermatitis, infl ammatory bowel disease, rectal 
cancer), bleeding disorders and pregnant pa-
tients were excluded. Informed consent was tak-
en from the patient by researcher. Two groups 
were made randomly by lott ery method. Equal 
number of slips were made and at the time of 
inclusion of patients in the study, patient were 
able to pick up one slip. Patients of Group A 
have undergone Open Milligan Morgan Haem-
orrhoidectomy and patients of Group B under-
gone Closed Ferguson’s Haemorrhoidectomy. 

Surgery was performed by researcher himself 
(having four year of experience) under general 
anesthesia under supervision by senior surgeon 
on an elective basis in main operation theatre. 
Surgical procedure was documented by the pri-
mary operator. All relevant features including 
patient bio data, peri and post operative com-
plications like pain, bleeding, urinary retention 
and wound healing was recorded on proforma. 
Patient were followed up on 1st postoperative 
day and then weekly for two months in outpa-
tient department and fi nal outcome were mea-
sured at the end of two month.

Data was analyzed by statistical soft ware pack-
age SPSS version 15.0. Statistical analysis was 
expressed as frequencies and percentages for 
variables including sex and peri and postop-
erative complications like bleeding and wound 
healing & satisfactory outcome. Stratifi cation 
was done with regards to age, gender, duration 
of disease and type of haemorrhoids to see the 
eff ects of these on outcome. Diff erences in post 
operative complications between groups were 
tested with chi-squared test, and P <0.05 was 
considered signifi cant. Mean ± SD was calcu-
lated from age of patient, duration of disease 
and pain score. Independent t test was applied 
between pain score and two groups.

Results: 
Among 112 patients that underwent hemor-
rhoidectomy, there were males 57 and 55 fe-
males with a nearly 1:1 sex ratio (table 1). Th e 
mean age of patients was 38 years with an aver-
age age among females and males was same. Th e 
duration of disease was mostly 10 years (fi gure 
1). No dissimilarity was found in terms of du-
ration of hospital stay between two groups. No 
patient presented with bleeding per-operatively. 
However postoperatively, nearly all the patients 
presented with bleeding on fi rst day, but aft er 
fi rst week only fi ve patients who underwent 
closed ferguson hemorrhoidectomy had bleed-
ing compared to 10 patients in Milligan Morgan 
which was managed conservatively (table 2). 
Postoperative pain was moderate in intensity 
in 68 patients on fi rst postoperative day on VA 
scale and was a litt le more severe in the Milli-
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gan Morgan group, 38 vs 30 (P = 0.122) (fi g 2). 
Wound healing with granulation tissue forma-
tion was earliest in ferguson hemorrhoidectomy 
seen in second week postoperatively(fi g 3,4). 

Discussion:
Hemorrhoidectomy is one of the most com-
monly performed general surgery operations. It 
is considered to be an effi  cient but painful treat-
ment for hemorrhoids when more conservative 
methods (bulk laxatives, ointments, injection 
therapy, or rubber band ligation) fail. In Eu-
rope the Milligan-Morgan hemorrhoidectomy 
is the most frequently used operation, but in 
the United States closed hemorrhoidectomy as 
described by Ferguson and Heaton is the most 
popular operative procedure. Closed hemor-
rhoidectomy is supposed to be less painful and 
may preserve anal sensory function bett er and 
lead to faster wound healing, but it has a repu-

tation in Europe for wound dehiscence and in-
fection. Arbman found a wound healing faster 
in the closed group, whereas Ho found it in the 
open group. Th erefore, there are no comparative 
studies that enable either of the techniques to 
be considered as the “gold standard” in haemor-
rhoidal surgery. 

Pain is a common complaint following anorectal 
surgery, and is oft en att ributed to anal sphincter 
spasm.16-19 In the present study pain recorded on 
the fi rst postoperative day on the VA scale was a 
litt le more severe in the Milligan Morgan group. 
Aft er one week, mean pain scores were same in 
patients in both groups which is comparable to 
previous studies.3,9 Earlier studies have also re-
vealed that closed Ferguson hemorrhoidectomy, 
is related to reduced spasm of anal sphincters,11 
underlies the fact that decreased irritation is 
because of mucosal approximation over inter-
nal anal sphincter. Aroya et al in a randomized 
prospective study explained that there is no dif-
ference in both techniques regarding postopera-
tive bleeding.16 In the Ferguson group only fi ve 
patients presented with postoperative bleeding 
in the fi rst week not requiring reoperation. How-
ever in the Milligan-Morgan group ten patients 
presented with postoperative bleeding. Ahmed 
et al found similar consistent results with mini-
mal postoperative bleeding in closed technique 
than in open one.17 Th e studies by Aroya et al, 
Ahmed et al and Ho et al, all described that du-
ration of wound healing was swift  and shorter in 
closed haemorrhoidectomy,17-20 but there were 
increasing rates of wound dehiscence.21-24 Sum-
marizing, Our study was consistent with the 
above fi ndings with no signs of wound infec-
tion developed in patients of both the groups 
and minimal rate of short term complications 
suggesting that Ferguson hemorrhoidectomy is 
a safe technique compared to Milligan-Morgan 
group.

Conclusions:
Milligan Morgan hemorrhoidectomy was asso-
ciated with a litt le more postoperative complica-
tions than closed Ferguson hemorrhoidectomy. 
Closed hemorrhoidectomy off ers no advantage 
regarding postoperative pain, but performed 
carefully it leads to faster wound healing and less 
pruritus and discharge.

Table 1: Demographic variables

Group A
Milligan Morgan

Group B
Closed ferguson 

Age in yrs ± SD 38.12 ± 7.69

Sex 

Male 45 12

Female 11 44

Type of hemorrhoids

3º 36 20

4º 20 36

Table 2: Postoperative bleeding 

Postoperative bleeding
Milligan Morgan 
N=56

Ferguson 
N=56

Day 1 56 56

First week 10 5

Second week No bleeding No bleeding

First month No bleeding No bleeding

Second month No bleeding No bleeding

Figure 1: Duration of disease
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Figure 3: Postoperative wound healing - 
First week 
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Figure 4: Postoperative wound healing - 
Second week 
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