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Introduction:
Haemorrhoids are dilatation of internal venous 
plexus with an enlarged, displaced anal cushion1. 
Th ey are the most common cause of bleeding per 
rectum, and are responsible for considerable pa-
tient suff ering and disability2.

Th e word haemorrhoid is derived from the Greek 
adjective haemorrhoids, which means bleeding 
(haima=blood; rhoos=fl owing). Th e word pile is 
derived from the Latin word pila, meaning a ball. 
Th e two words, haemorrhoids and piles, have 
become misused over time. Th ey are used by lay 
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people for many of the conditions and symptoms 
associated with the perianal region3. 

Haemorroids can be divided into four grades ac-
cording to the degree of prolapse4. First degree 
piles, remains internal but bleed, second degree 
piles prolapse on defecation, but reduce sponta-
neously, while third degree requires manual re-
duction and fourth degree piles are permanently 
prolapsed and cannot be reduced5. 

Traditional treatment methods for haemor-
rhoids fall into 2 broad groups: less invasive 
techniques including rubber band ligation 
(RBL), which tend to produce minimal pain 
and the more radical techniques like excisional 
haemorrhoidectomy (EH), which are inherent-
ly more painful. Complete remission of hemor-
rhoid symptom was bett er with EH. Superiority 
of EH over RBL was reported for grade 3 haem-
orrhoids6.

Surgical treatment is considered to be the best 
therapeutic modality for severe haemorrhoidal 
disease like third and fourth degree haemoroids7. 

Various surgical options are closed haemor-
roidectomy, open haemorroidectomy, ligasure 
haemorroidectomy and stapled haemorroid-
ectomy8. Th e effi  cacy of closed haemorroid-
ectomy is 57% in third degree haemorrhoids 
in one study9. Rate of prolapse recurrence is 
greater with staple than excision method (open/
close)10.

Th e objective of my study is to determine the 
eff ectiveness of closed Haemorrhoidectomy in 
the treatment for third degree hemorrhoids

Material and Methods: 
Th is study was conducted in General surgery 
ward Hayatabad Medical Complex Pesahwar. 
Th rough a Descriptive case series study design, 
117 patients were included in the study between 
March to Sep 2011. All patients underwent 
closed haemorroidectomy by the same surgeon 
having more than fi ve years experience. Both 
males and females were included in the study. 
Follow up was done one month aft er the surgery 
and the data were collected using a special de-

signed proforma. 

Inclusion criteria: 
1. Patients with third degree hemorrhoids 

(dilated anal cushions with prolapse which 
needs manual reduction). 

2. Ages 18-65 years.
3. Both genders. 

Exclusion criteria:
4. Patients with fi rst and second degree hem-

orrhoids (detected by history and examina-
tion).

5.  Patient with history of bleeding diathesis 
(will be diagnosed by history of bleeding 
and coagulation profi le)

6. Colorectal carcinoma (will be diagnosed on 
medical record and history).

7. Ulcerative colitis (will be diagnosed on 
medical record and history)

8. Patients with chronic obstructive pulmo-
nary disease (will be diagnosed on  his-
tory, examination and spirometry) 

9. Chronic constipation (will be diagnosed on 
history, examination).

10. Bladder outlet obstruction (will be diag-
nosed on history, examination and U/S).  
(1, 2, 3, 4 ,5, 6 and 7 are potential confound-
ers and should be excluded from study to 
avoid bias in study.)

Data collection procedure: 
Patients requiring haemorroidectomy were 
booked and admitt ed through outpatient de-
partment. Patients fulfi lling the exclusion and 
inclusion criteria were included in the study. 
Detailed history, clinical examination, routine 
pre-operative investigations like CBC, ECG, X-
ray chest, blood sugar, and Haemorroidectomy 
was done on the next day of admission by a same 
surgeon having more than fi ve years of experi-
ence. 

Writt en informed consent were obtained aft er 
initial assessment of symptoms based on history 
and clinical examination. In all patients Closed 
haemorroidectomy were performed in lithoto-
my position under general anesthesia. 
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Patients were allowed to go home when fully 
comfortable on oral analgesics, fully mobile, 
tolerating normal diet , oral laxatives and warm 
sitz baths for 3 days . All patients were followed 
at 1 month in outpatient department to see the 
eff ectiveness in the form of absence of prolapse. 
All ethical issues were addressed and main-
tained throughout the course of study and all 
the detail informations were recorded in a spe-
cially designed Proforma. Confounders and bias 
were controlled by strictly following exclusion 
criteria.

Results:
Th ere were 117 patients with third degree haem-
orroids who underwent closed haemorroidecto-
my and were observed for prolapse recurrence. 
Th e study included age ranged from 18 up to 65 
years. Average age was 36.08 years + 8.88 SD .

Majority of the patients were of the age less than 
40 years. Th e maximum of 45 (38.55%) patients 
were of age range between 31-40 years, while 
only 9(7.7%) patients belongs to more than 50 
years of age .

Out of 117(100%) patients, 81(69.2%) were 
male patients , while 36(30.8%) were female 
patients.

Out of 117(100%) patients, no prolapse recur-
rence were found in 109(93.3%) patients,in 
which 75(64.1%) were males and 34(29.0%) 
were females. A total of 8{6.8%} prolapse re-
curence were observed during the one month 
followup.Out of 81{69.23%}male pateints only 
6(5.12%) have prolapse recurrence, while out of 
36(30.76%) female patients only 2(1.70%) have 

prolapse recurrence (Table 1).

Th e effi  cacy of closed haemorroidectomy in 
third degree haemorroids is 93.2 % while the 
prolapse recurrence was noticed in 6.8 % of pa-
tients (Table 2).

Th irty nine (33.3%) patients were in the age 
range of 22-30 years, 45 (38.5%) were of age 
range 31-40 years, 24(20.5%) presented at age 
41-50 years, while 9(7.7%) lies in age group of 
51-60 years. 

Age wise distribution of effi  cacy shows that at 
below age of 30 years, out of 39 patients only 
3(7.7%) have recurrence , in age between 31-
40 years, out of 45 patients only 3(6.7%) have 
recurrence ,in the age range of 41-50 years ,out 
of 24 patients only 2(8.3%) have recurrence and 
above 50 years of age ,out of 9 patients no recur-
rence was noticed.

Sex wise distribution of effi  cacy shows that out 
of 81 male patients ,only 6(7.6%) have prolapse 
recurrence , while out of total 36 female patients, 
only 2(5.6%) have prolapse recurrence.

Discussion:
Haemorroids are one of the most frequent ano-
rectal disorders encountered in the primary 
care sett ing. Th ey are the most common cause 
of bleeding per rectum, and are responsible for 
considerable patient suff ering and disability.

Traditional traetment methods for haemorroids 
fall into two broad groups : less invasive tech-
niques including rubber band ligation {RBL}, 
which tends to produce minimal pain and the 
more radical techniques like excitional haemor-
ridectomy {EH}, which are inheretently more 
painful.Complete remission of haemorroid 
symptoms are bett er with excitional haemor-
roidectomy .Superiority of EH over RBL was 
reported for grade 3 haemorroids6.

Surgical haemorroidectomy is generally re-
served for symptomatic, Grade 3 internal haem-
orroids with external component or for Grade 
4 haemorroids. For internal haemorroids alone 
{Grade I, II or III},less invasive means of haem-

Table 1: Frequency of prolapse 

Frequency Percent Cumulative Percent
Valid Absent
 Present
 Total

109
8
117

93.2
6.8
100.0

93.2
100.0

Table 2: Effi  cacy of closed hemorroidectomy 

Frequency Percent Cumulative Percent
Valid Yes
 No
 Total

109
8
117

93.2
6.8
100.0

93.2
100.0
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orroidal fi xation are appropriate. Th ese may 
include rubber band ligation , cryoablation or 
infrared cougulation. Th e combination of exter-
nal haemorroid and Grade 3 or 4 haemorroids is 
more eff ectively treated by excision of the haem-
orroidal complex. Th e obvious disadvantage of 
the surgical haemorroidectomy is the postopera-
tive pain resulting from the surgical defect in the 
sensitive perianal skin and anoderm.Much of this 
pain may arise from the thermal use of the elec-
trocautery or laser. It has been observed that ad-
vanced interno- external hemorrhoids (3rd and 
4th degree) are not amenable to the methods 
other than surgery .Th e post operative sequalae 
of conventional Haemorrhoidectomy had a role 
in making the procedure less popular11. Because 
Hemorrhoidectomy leaves an open wound and 
post operative pain.12 It has been observed that af-
ter Haemorrhoidectomy with an open wound the 
resting pressure of anal canal is suffi  ciently raised 
and hence plays an important role in the post op-
erative pain13, this provides the basis of avoidance 
of surgery by the patients as far as possible14. Th e 
closed haemorrhoidectomy procedure is known 
for faster healing and low rate of postoperative 
complications as compared to traditional open 
haemorrhoidectomy. Th is has been concluded 
in most of the national and internationally pub-
lished studies thus making closed haemorrhoid-
ectomy a bett er alternative as compared to open 
traditional haemorrhoidectomy. 

Th is was a Descriptive case series study of one 
hundred and seventeen consecutively patients 
who are presented with symptomatic third de-
gree haemorrhoidal disease. All patients with 
third degree haemorroids were selected from 
the outpatient sett ing and all underwent closed 
haemorroidectomy. Out of 117(100%) patients, 
81(69.2%) were male patients , while 36(30.8%) 
were female patient. Th e study included age 
ranged from 18 up to 65 years. Majority of the pa-
tients were of the age less than 40 years. Th e maxi-
mum of 45 (38.55%) patients were of age range 
between 31-40 years, while only 9(7.7%) patients 
belongs to more than 50 years of age. All patients 
were followed at 1 month in outpatient depart-
ment to see the eff ectiveness in the form of ab-
sence of prolapse,and all the detail informations 

were recorded in a specially designed Proforma.
Th e overall prolapse recurrence noted during the 
six month follow up were 8(6.8%) in third degree 
haemorroids aft er closed haemorroidectomy.

In Closed haemorroidectomy method, the long 
term results have shown high patient satisfac-
tion and low incontinence and recurrence rate 
and it could be the gold standard to which other 
techniques could be compared15 .In one study 
by Rafi q and Scott 16, Closed haemorroidectomy 
have a recurrance rate of more than 8.0 % which is 
higher than the present study in which the recur-
rence rate was 6.8%.

In their study, Islam and colleagues17, found no 
statistical diff erence in the operative procedures 
of both open and closed methods with respect 
to pain or wound healing and they also did not 
report any recurrence. Th ese fi ndings could be 
related to the fact that they included patients 
with uncomplicated haemorrhoids only whereas 
the present study included complicated haemor-
rhoids as well, which could have resulted in diff er-
ent fi ndings noted in present study.

In one study, Arroyo et al18, found that closed 
method gave bett er results in term of pain and 
healing as compared to open method, whereas re-
currence and other complications were similar. In 
one of the original study by Pescatori and his col-
leauges19 found that the recurrance rate was 3.8% 
aft er closed haemorroidectomy as compared to 
3.4 % in open haemorroidectomy.Th is is in con-
trast to present study in which the recurrence rate 
was 6.8 %. 

Johannsson and colleagues,20 carried out ran-
domized clinical trials on the eff ects of Milligan-
Morgan and Ferguson’s techniques on anal func-
tion. Th ey concluded that the closed Ferguson 
haemorrhoidectomy was superior to the open 
Milligan-Morgan procedure in terms of long-
term anal continence and patient satisfaction. 

In one the study by Ainul Hadi and their col-
leagues21, compare the post operative outcomes 
of open versus closed haemorroidectomy, have 
shown that closed haemorroidectomy is much 
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bett er than open techniques for 2nd, 3rd and 4th 
degree haemorroid in term of postoperative com-
plications.

Conclusion:
Closed Haemorrhoidectomy is one of the many 
such surgical modalities. It is cost eff ective and 
a more comfortable procedure with equally ef-
fective early results. Similarly it has faster wound 
healing and low recurrence rate as compared to 
most of other surgical procedures for treatment of 
3rd degree hemorrhoids like open Haemorrhoid-
ectomy. Moreover complications of procedure 
are negligible. We therefore conclude that closed 
haemorroidectomy can be done safely in third 
degree haemorroids ,without serious drawbacks. 
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