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HAEMORRHOIDECTOMY: OPEN VERSUS
CLOSED TECHNIQUE
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Department of Surgery Bahawal Victoria Hospital Bahawalpur, from June 2006 to June 2008.

The age of the patient ranged from 18 years  to 73 years. The wound healing time was little
over 2 weeks in group B while it was just above 4 ½ weeks in group A with p value of less than
0.05.  After 24 hours the mean VAS in group A was 4.76± 1.4 while it was 3.93± 1.68 in group
B and the p value was 0.046 which was significant The best results were obtained with closed
haemorrhoidectomy technique as there was less post operative pain, rapid wound healing and
less post operative bleeding with this approach.

Closed haemorrhoidectomy is treatment of choice for 3rd and 4th degree haemorrhoids.

Hemorrhoidectomy, Complications, Technique.

Patients of 3rd and fourth degree haemorrhoid (n-60) were selected for this study. They were
divided into two groups. Group A (n-30) was treated by open haemorrhoidectomy (Milligan
Morgan technique) and group B (n-30) was treated by closed haemorrhoidectomy (Ferguson
technique). Postoperatively patients were evaluated for wound healing time and complications.
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INTRODUCTION:
Haemorrhoids are dilated veins in relation to anal canal.1

It is common disease affecting people of all ages and
both sexes.2 It has been estimated that 50% of the
population has haemorrhoids by the age of 50 years,3

and these are supposed to be the commonest cause of
rectal bleeding.4 It is more common in the prosperous
societies, perhaps related to exercise; diet and bowel
habits.5 Both males and females are affected by
haemorrhoids. They are more common in old age but
young patients can also be affected.
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Clinically internal haemorrhoids can be classified into
four degrees.6 First and second degree haemorrhoids
usually respond to outdoor measures including dietary
modifications, injection sclerotherapy, rubber band ligation
etc. Surgical treatment is considered to be the best
therapeutic modality for third and fourth degree
haemorrhoidal disease.7

Haemorrhoidectomy can be performed by various
techniques including open (Milligan Morgan), sub mucous
resection (Park), closed (Ferguson) or by stapled
techniques. Various outcomes have been reported with
controversy still existing as to which of the techniques
has an edge over the other.

Closed haemorrhoidectomy is the one in which excision
of the haemorrhoids is followed by primary suturing of

ORIGINAL ARTICLE

To compare open haemorrhoidectomy technique with closed one in terms of wound healing time
and complications.
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the mucosal and skin edges. This method is commonly
used in USA. This method is stated to be better
regarding postoperative pain, healing time and other
p o s t o p e r a t i v e  c o m p l i c a t i o n s 8 , 9 , 1 0  O p e n
haemorrhoidectomy is traditional treatment of
haemorrhoids and is widely practiced in UK. In this
technique haemorrhoidal tissue is excised and wound
is left open to heal by secondary intention. This study
was undertaken to find out results of two techniques
of haemorrhoidectomy.

METHODOLOGY:
This study was conducted in Surgical unit III of Bahawal
Victoria Hospital Bahawalpur. Patients of 3rd and 4th

degree haemorrhoids were chosen. Patients of both
genders having no systemic illness were included. They
were divided into two groups A and B. Group A included
30 patients who underwent open haemorrhoidectomy.
Goup B also included 30 patients who were treated
with closed haemorrhoidectomy. Surgery was performed
under spinal anesthesia.

In both the procedures patients were advised to take
daily sitz bath after surgery. Variables noted were post
operative pain, bleeding, urinary retention, anal fissure,
stenosis and fecal incontinence. Pain was assessed
with visual analogue scale (VAS). Follow up was made
in both the groups for a period of three months. The
data was analyzed by using SPSS version 11. Student
t test and Chi square test were applied to determine
the significance. P value of <0.05 was considered as
significant.

RESULTS:
Sixty patients were selected, 30 in each group. The
age ranged from 18 years to 73 years. The mean age
was 46 years with most of the patients between 46 -
65 years of age. There was slight male predominance
with 33 males and 27 females.

The wound healing time was little over 2 weeks in
group B while it was just above 4 ½ weeks in group A
with p value of less than 0.05. The pain score in two
groups is shown in table I. After 24 hours the mean
VAS in group A was 4.76± 1.4 while it was 3.93± 1.68
in group B and the p value was 0.046 which was
significant. The VAS after 48 hours was 3.6± 1.16 in
group A and 3.2± 1.34 in group B and p value was
0.224. After one week there was no significant pain in
both the groups

No postoperative bleeding occurred in 17 patients of
group B and one patient of group A. Twenty seven
patients of group A and 13 of group B developed mild
to moderate bleeding which was controlled by
conservative measures. Two patients of group A
developed severe haemorrhage. Urinary retention
occurred in three patients, two from group A and one
from group B. One patient of group A developed anal
stenosis after 2 months which was treated by Hegar
dilatation of the anal canal. There was no patient with
faecal incontinence in both of the groups.

DISCUSSION:
Haemorrhoids can occur at any age but the peak
incidence is found in 5th decade of life.11.Aroya et al
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Table I: Comparison of Open and Closed Haemorrhoidectomy

Variable Group A Group B

Wound healing time 4.6 weeks 2.3 weeks

Pain after 24 hours of Operation 4.76±1.4 (VAS) 3.93±1.68 (VAS)

Pain after 48 hours of Operation 3.6±1.16 (VAS) 3.2±1.34 (VAS)

Haemorrhage (H)

No haemorrhage 1 17

Mild to moderate haemorrhage 27 13

Severe haemorrhage 2 0

Anal stenosis 1 0

Anal stricture 1 0

Faecal incontinence 0 0

171



concluded that the mean age of the patients presenting
with symptomatic haemorrhoids was 43.5 years. 8 In
our study majority of the patients were between 46-65
years of age and the mean age was 46 years and it
was comparable with the previous studies. Ho et al and
Arbman et al reported that there is no difference in
postoperative pain in both the techniques. 11,12  Shoaib
et al  showed that pain and analgesic requirement on
the day of surgery and 1st postoperative day was
significantly lower in open haemorrhoidectomy than
closed one, 5 while the study of Kim et al concluded that
the pain score was significantly lower in closed group
than in open one. 10 In our study the pain score after 24
hours and 48 hours of surgery was lower in closed
haemorrhoidectomy than the open technique  and is
consistent with the above mentioned study.

Aroya et al described that there is no difference in two
techniques regarding postoperative bleeding.8 In our
study there were 17 patients in group B where there
was no bleeding and it was only one group A.
Postoperative  bleeding  was  significantly less  in
closed technique than in open one and it is comparable
with study of Ahmed et al.9 The study of Aroya et al,
Ahmed et al and Ho et al  described  that  wound
healing  time was shorter and quick in closed
haemorrhoidectomy.8-10 Arbman et al described that in
closed technique the wound heals faster but there is
increased risk of wound dehiscence.12 In our study
wound healing was quick in closed technique than open
technique. Complications like fissure, stenosis and
urinary retention that are mentioned in the literature,
occur in very few cases. One patient of group A
developed  anal  stenosis.  Urinary  retention  occurred
in  three  patients,  two from group A and one from
group B.

CONCLUSIONS:
There was less pain, less haemorrhage and rapid wound
healing in closed haemorrhoidectomy while the late
complications like anal fissure, anal stenosis, and
incontinence were insignificant in both the groups.
Closed haemorrhoidectomy resulted in less post
operative pain with quick wound healing time and less
bleeding. This technique thus has an advantage on
open haemorrhoidectomy.
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