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open surgical hemorrhoidectomy. Postoperative 
pain is significantly lesser in laser procedure com-
pared with surgical procedure 

Key words
Haemorrhoid; Laser Haemorrhoidoplasty; Mili-
gan-Morgan Haemorrhoidectomy.

Introduction 

Haemorrhoidal disease is ranked first amongst dis-
eases of the rectum and large intestine and the es-
timated worldwide prevalence ranges from 2.9% 
to 27.9%, of which more than 4% are symptomat-
ic1,2. Approximately, one third of these patients 
seek physicians for advice. Age distribution dem-
onstrates a Gaussian distribution with a peak inci-
dence between 45 and 65 years with subsequent 
decline after 65 years3,4. Men are more frequently 
affected than women5. The anorectal vascular 
cushions along with the internal anal sphincter are 
essential in the maintenance of continence by pro-
viding soft tissue support and keeping the anal ca-
nal closed tightly. Hemorrhoids are considered to 
be due to the downward displacement suspensory 
(Treitz) muscle6,7. The treatment options for 
symptomatic hemorrhoids have varied over time. 
Measures have included conservative medical 
management, non-surgical treatments and various 
surgical techniques. The various non-surgical 
treatments include Rubber Band Ligation (RBL) 
injection sclerotherapy, cryotherapy, infrared co-
agulation, laser therapy and diathermy coagula-
tion; all of which may be performed as out patient 
procedures with or without anaesthesia. These 
nonsurgical methods are considered to be the pri-
mary option for grades one to three (Grade I-III) 
hemorrhoids8. If conservative measures fail to 
control symptoms, patients may be referred to a 
surgeon for operative management. The indica-
tions for the surgical treatment include the pres-
ence of a significant external component, hyper-
trophied papillae, associated fissure, extensive 
thrombosis or recurrence of symptoms after re-
peated RBL. The technique employed may be 
open (Milligan–Morgan) or closed (Ferguson) and 
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Abstract

Background : Arterial overflow in the superior 
hemorrhoidal arteries would lead to dilatation of 
the hemorrhoidal venous plexus, according to the 
‘‘vascular’’ theory. Hemorrhoid laser procedure 
(LHP) is a new laser procedure for outpatient 
treatment of hemorrhoids in which hemorrhoidal 
arterial flow feeding the hemorrhoidal plexus is 
stopped by laser coagulation. Compare the hemor-
rhoid laser procedure with Miligan-Morgan open 
surgical procedure for outpatient treatment of 
symptomatic hemorrhoids. 

Material and methods: This study was conduct-
ed at Chittagong Medical College Hospital 
(CMCH) and Private Hospital in Chittagong . Pa-
tients with symptomatic grade II or grade III hem-
orrhoids with minimal mucosal prolapse were eli-
gible for the study: 30 patients treated with the la-
ser hemorrhoidoplasty, and 30 patients–with Mili-
gan-Morganhemorrhoidectomy. Operative time 
and postoperative pain with visual analog scale, 
were evaluated. 

Results: A total number of 60 patients (33 men 
and 27 women, mean age 45 years) entered the 
trial. Significant differences between laser hemor-
rhoidoplasty and Miligan-Morgan  surgical proce-
dure were observed – i) Operative time  ii) Early 
postoperative pain. There was a statistically sig-
nificant difference between the two groups regard-
ing peri-operative and the early postoperative pe-
riod: 1 week, 2 weeks, 3 weeks and 1 month after 
respective procedure.

Conclusions: Laser hemorrhoidoplasty procedure 
is more preferred in comparison with conventional 
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the instruments used are scalpel, scissor, electro-
cautery or laser. Milligan-Morgan hemorrhoidec-
tomy is the gold standard and frequently per-
formed procedure in the United Kingdom9. Post 
hemorrhoidectomy pain is the commonest prob-
lem associated with the surgical techniques. The 
other early complications are urinary retention 
(20.1%), bleeding (Secondary or reactionary) 
(2.4%–6%) and subcutaneous abscess (0.5%). The 
long-term complications include anal fissure (1% 
-2.6%), anal stenosis (1%), incontinence (0.4%), 
fistula (0.5%) and recurrence of hemorrhoids10,11. 
The aim of this study was to comparepost opera-
tive pain and duration time of intervention be-
tween of the two methods, laser hemorrhoidoplas-
ty (LHP) and surgical open hemorrhoidectomy. 

Materials and methods 
In this comparative and prospective study 60 pa-
tients were included, of which, 30 patients were 
treated with laser hemorhoidoplasty method and 
30 patients were treated with open surgical hem-
orrrhoidectomy. Patients were allocated in differ-
ent groups: A) patients with stageII and III and 
minimal prolapse of mucosa were treated with 
LHP  B) patients with stage II and III and  with mu-
cosal prolapse, with open surgical method. This 
study was performed in Chittagong Medical Col-
lege Hospital and Private Hospital in Chittagong 
from November 2019 to May 2020. After a detailed 
physical examination and proctoscopy, the laser 
procedure was performed with Lasotrenix. 

Inclusion criteria
i)	Patients age above 18 years
ii)	Symptomatic haemorrhoid 2nd and 3rd degree
iii)	Willing to include in this study.

Exclusion criteria
i)	Patients age less than 18 years
ii)	4th degree haemorrhoid
iii)	Any co-morbidity
iv)	Not willing to include in this study.

Procedure
With the patient in the lithotomy position, after 
spinal anaesthesia  a dedicated disposable procto-
scope with a diameter of 23 mm was inserted in 
the anal canal. Laser shots were delivered with a 
980-diode laser through a 1000-nm optic fiber in a 
pulsed fashion to reduce undesired degeneration 
of periarterial normal tissue. The depth of shrink-
age can be regulated by the power and duration of 
the laser beam. Through a 1000-micron optic fi-
ber, five laser shots generated at a power of 13 W 
with duration of 1.2 s each and a pause of 0.6 s 
caused shrinkage of tissues to the depth of ap-
proximately 5 mm. This procedure was performed 
as an outpatient procedure. No bowel preparation 
was required. Others, 30 patients were treated 
with open surgical hemorroidectomy.Both this 
procedure done under spinal anaesthesia. Both 
group of patients discharged after 6-8  hours, and 
were followed for 1 week, 2 week, 3 week and 1 
months for healing progress and complications. 
The patients were followed for the level of post-
operative pain and duration of operation. Postop-
erative pain was recorded by using a 10-point Vis-
ual Analog Scale (VAS) on which 0 represents no 
pain and 10 represents the worst pain imaginable. 
VAS protocol was followed up after 1 week, 2 
weeks, 3 weeks, 1 month. The duration of inter-
vention was recorded in minutes. The data were 
analyzed with statistical tests and presented with 
respective tables and graphics.

Results 
The LHP procedure was performed on 30 consec-
utive patients which had symptomatic grade II and 
III hemorrhoids with minimal mucosal prolapse at 
proctoscopy and a medical history of rare epi-
sodes of prolapse manual reduction, with mean 
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age 47 ± 12.6 (Range, 24–70) years. There were 
18 men and 9 women. The open surgical proce-
dure was performed on 30 patients which had 
symptomatic grade II and III hemorrhoids and with 
minimum prolapse and with mean age 49 ± 12.3 
(Range 28-72) years. There were 15 men and 8 
women. As far as pain is concerned, early postop-
erative pain is dominantly lower in the LHP group 
compared with surgical group. The same values al-
so resulted for the period of one month. These re-
sults are presented in tables 1,2 and in figures 1, 2. 
The mean operative time was 15.36 ± 3.5 min in 
the LHP group and 26.64 ± 5.8 min (p<0.01).

No major adverse effects or complications were 
reported. Bleeding was observed in one case (The 
patient was taking aspirin). In one case surgical 
hemostasis was necessary. Minor pain that re-
quired medication was reported in three cases, one 
in the LHP group and two in open surgery. No 
blood transfusions were needed in any of cases.

Discussion 
The need for treatment for hemorrhoids is primar-
ily based on the subjective perception of severity 
of symptoms and the assignment of treatment is 
decided on the traditional classification of hemor-
rhoids, which is not connected to the severity of 
symptoms12. Multiplicity of treatment modalities 
has added confusion in decision about the treat-
ment method. The question of the optimal treat-
ment technique remains unanswered despite most 
of the techniques in use being subjected to 
randomized evaluation. Generally an uncompli-
cated hemorrhoidectomy is satisfactory on non-
surgery or operation for both, patient and sur-
geon13. In a study of the university of Sao Paolo, 
Brazil, they stated that laser hemorrhoidectomy 
had the advantages of being haemostatic, bacteri-
cidal, fast healing, not affecting neighboring 
structures, less postoperative complications and 
less hemorrhage and stenosis14,15. Open surgical 
hemorrhoidectomy is the most widely used proce-
dure in the surgical management of hemorrhoids. 
However, hemorrhoidectomy is associated with 
significant complications including pain, bleeding 
and wound infection which can result prolonged 
hospital stay16. We found that the pain scores were 
significantly lower in the LHP group compared 
with open hemorrhoidectomy procedure group, in 
the early postoperative period after VAS score was 
5 vs. 0 for score 0-1, 15 vs. 18 for score 2-5 and 0 
vs. 2 for score above 5 in the respective groups. 
Postoperative pain is the most important compli-
cation that disturbs our patients and makes them 
reluctant to surgery. In our study, postoperative 
pain during the first month after both procedures, 
was significantly lesser in the laser hemorroidec-
tomy compared with conventional open surgical 
hemorrhoidectomy (p<0.01).

Limitation
i)	Sample is small
ii)	Single center Randomized Controlled Trial (RCT)
iii)	Cost is very high in our socioeconomic aspect
iv)	Sample size not representing whole country.

Conclusion 
Laser hemorrhoidoplasty procedure is more pre-
ferred in comparison with conventional open sur-
gical hemorrhoidectomy. Postoperative pain is 
significantly lesser in laser procedure compared 
with surgical procedure (p<0.01).

VAS
Score	 Day 1	 Day 7	 7 Day	 1 Month

0-1	 5/20	 19/20	 19/20	 20/20
2-5	 15/20 	 1/20	 1/20	 0/20
>5	 0/20	 0/20	 0/20	 0/20

VAS
Score	 Day 1	 Day 7	 Day 14	 1 Month

0-1	 0/20	 0/20	 8/20	 15/20
2-5	 18/20	 20/20	 12/20	 5/20
>5	 2/20	 0/20	 0/20	 0/20

Table I : Pain presentation by VAS score in the 
LHP group.

Table II : Pain presentation by VAS score in the 
surgical group.
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Recommendation
i)	 Multi center Randomized Controlled Trial 

(RCT) needed with a large sample size to de-
clare that procedure is standard

ii)	 Good anatomical knowledge required about 
vascular theory of anal canal

iii)	Specialized training needed to perform this 
procedure

iv)	Long term follow up. 
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