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Background: Hemorrhoidectomy is the most effective long-term treatment for hemorrhoids, mostly done in an
inpatient setting requiring general or spinal anesthesia.

Obijective: To assess the safety and early post-operative results of outpatient closed hemorrhoidectomy under
perianal anesthetics infiltration.

Material and Method: A retrospective study of outpatient closed hemorrhoidectomy under perianal block
during March 2002 and May 2003 in an ambulatory facility of the Department of Surgery, Siriraj Hospital,
Bangkok.

Results: Fifty-five patients with third-degree or fourth-degree internal hemorrhoids underwent outpatient
closed hemorrhoidectomy under perianal block, including 40 males and 15 females. The mean age was 44.4
+ 12.2 years (21-72 years). Sites of hemorrhoidectomy at each operation were single 53%, double 42% and
triple 5%. Mean operative time was 20.7 + 9.9 minutes (5-60 minutes). Additional anal procedures were
performed in 6 cases. Severity of early postoperative pain were mild in 35% of the patients, moderate in 40%
of the patients and severe in 25% of the patients which could be relieved by oral analgesic drug, mostly lasting
less than three days. No postoperative urinary retention occurred. The patients could pass their stool in 1.2 +
0.8 days postoperatively (0-4 days). No postoperative complications were found in the present study. All
patients needed no hospital admission or an emergency department visit.

Conclusion: Outpatient hemorrhoidectomy under perianal anesthetics infiltration is effective and well toler-
ated. It should be an alternative approach in the treatment of hemorrhoidal disease.
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Hemorrhoids are a common cause of perianal
complaints and affect millions of people in Thailand.
In most instances, hemorrhoids are treated conserva-
tively. Hemorrhoidectomy is indicated when conserva-
tive managements have failed or complications have
occurred®. Third-degree or fourth-degree internal
hemorrhoids are the main indication for hemorrhoi-
dectomy®,

Some surgeons regard it as an inpatient pro-
cedure. The operation carries few complications®.
However, when it is performed under general or spinal
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anesthesia, the complications resulting from anesthe-
sia can hide a successful operation®4,

In days of medical expenses, the economic
importance of an ambulatory operation can not be over-
emphasized. The authors’ purpose was to assess the
safety and early post-operative results of outpatient
closed hemorrhoidectomy under perianal anesthetics
infiltration as it was introduced into clinical practice.

Material and Method

From March 2002 to May 2003, a total of 55
ASA class | or Il patients, aged 20-75 years, with third-
degree or fourth-degree internal hemorrhoids under-
went outpatient closed hemorrhoidectomy under peri-
anal block. A patient would be excluded from the present
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study for one of the following reasons: allergy or
hypersensitivity to local anesthetic agent, consent
refusal, antiplatelet drug or anticoagulant usage, con-
current anal stricture, immunocompromised host or
previous anorectal surgery. Each patient gave a medi-
cal history and obtained a thorough physical examina-
tion including proctoscopy. There were no additional
studies done unless specifically indicated by the
medical history and physical examination. Each patient
gave informed consent for hemorrhoidectomy.

All patients were operated on by the first
author using a uniform method: nothing by mouth for
6 hours, no enema, no prophylactic antibiotics, no pre-
emptive intravenous narcotics and no preoperative
laboratory or manometric studies. The operation was
carried out in an ambulatory facility of the Department
of Surgery, Siriraj Hospital, Bangkok. At the operating
bed, each patient was set on a prone jackknife posi-
tion. All had pulse and blood pressure monitored by
circulating nurses. Alocal anesthetic mixture was pre-
pared using 10 ml. of 0.5% bupivacaine, 10 ml. of 2%
lidocaine with adrenaline 1:10000 and 10 ml. of distilled
water. A 20-25 ml-aliquot of this solution was infiltrated
by the surgeon into the left and right anterolateral
aspect of perianal region, 1-1.5 cm. from the anal verge.
Direction of the injection was parallel to the lower por-
tion of the anal canal. The remaining solution (5-10 ml)
was infiltrated into the submucosal area beneath the
internal hemorrhoids. Fensler anoscope was applied
and closed hemorrhoidectomy (Ferguson technique)
was performed. All specimens of hemorrhoid were sent
for histopathologic examination.

Routine postoperative care was provided to
each patient. This consisted of a warm sitz bath, oral
paracetamol (500 mg every 6 hours for one or two days),
selective COX-2 inhibitor (celecoxib 100 mg or robe-
coxib 12.5 mg twice a day for five days) for pain and
mild laxative before bedtime. Questionnaires evaluat-
ing postoperative pain with urination and defecation
record were filled up by the patients themselves using
visual analog scale (0 = no pain, 10 = the worst pain).
The authors classified the pain score into 4 groups : no
pain (pain score = 0), mild pain (pain score = 1-4), mod-
erate pain (pain score =5-7) and severe pain (pain score
=8-10). All patients were scheduled for follow-up at 1
and 6 weeks postoperatively.

Results

The present study was conducted in a series
of 55 ASA status | or Il patients, 21-72 years of age
(mean of age 44.4 + 12.2 years). There were 40 males
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and 15 females. Sites of hemorrhoidectomy at each
operation were single 53%, double 42% and triple
5%. Mean operative time was 20.7 + 9.9 minutes (5-60
minutes). Additional procedures were performed in 6
cases (5 lateral internal anal sphinterotomy for chronic
anal fissure and 1 anal polyp excision).

Nineteen patients (35%) had mild postopera-
tive pain and twenty two patients (40%) had moderate
postoperative pain which began 4.4 + 4.3 hours post-
operatively (0-24 hours) and subsided within two
days. Fourteen patients (25%) had severe postopera-
tive pain, lasting 2.2 + 2.1 days (0-7 days), which could
be relieved by oral analgesic drugs.

The patients urinated in 2.8 + 2.7 hours post-
operatively (0.25-8 hours). Twenty eight patients (51%)
could void without difficulty. Mild dysuria in the first 2
days was found in 13 patients (24%) and lasted for six
days in 14 patients (25%). However all dysuria sub-
sided in one week and no urinary catheterization was
needed. The patients could pass their stool in 1.2 + 0.8
days postoperatively (0-4 days). No postoperative
complications, such as bleeding or infection, were found
in the present study. All patients needed no hospital
admission or any emergency department visit.

Discussion

Symptomatic hemorrhoids, grade | and II,
can be treated conservatively by any of the various
methods available such as laxatives and supposito-
ries. Most authors agree that hemorrhoids grade 11
and 1V should be eradicated surgically®®. The hemor-
rhoidectomy carries few complications®. However, if
it is performed under general or spinal anesthesia, the
complications resulting from anesthesia can hide a suc-
cessful operation®. Caudal or spinal anesthesia can
be used but they require a trained anesthesiologist
and can create numerous known complications. On the
other hand, the perianal block is easy to perform, can
be safely carried out by any surgeon, and has virtually
no obvious complications®.

The most frequent complication of surgical
hemorrhoidectomy is urinary retention” which
relates to spinal anesthesia and fluid overloading®.
The ambulatory setting, when combined with perianal
blockade and perioperative fluid restriction, allows
surgical hemorrhoidectomy to be performed with a very
low incidence of urinary retention®.

In outpatient hemorrhoidectomy, the follow-
ing principles should be adopted: local anesthesia,
limited laboratory testing, no rectal enema and appro-
priate home care program. Local anesthesia permits the
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use of a safe jackknife position, resulting in a techni-
cally easy surgical setting. A short-acting local anes-
thetic (lidocaine) provides excellent initial pain relief.
A long-acting local anesthetic (bupivacaine) provides
several hours of anesthesia postoperatively and
allows for the patient’s immediate discharge at the end
of surgery%-12, Adrenaline in these anesthetics, results
in vasoconstriction which reduces bleeding in the
operative field. Neither preoperative laboratory tests
nor preoperative enemas are necessary®. Finally, the
use of a home care program that includes a high-resi-
due diet, mild laxative agent, adequate oral analgesics
and warm sitz bath makes an easy postoperative
course.

The authors found that patients tolerated
this surgical operation very well, and there was no pro-
gression of complications due to the out-of-hospital
setting. An additional benefit is the cost savings as the
patients do not require any hospitalization. Outpatient
hemorrhoidectomy is a technique that can be effec-
tively used in an ambulatory surgical setting with good
patient tolerance and acceptance.

Conclusion

Outpatient hemorrhoidectomy under perianal
anesthetics infiltration is effective and well tolerated
with fewer complications. It needs no hospital admis-
sion and should be an alternative approach in the treat-
ment of hemorrhoidal disease.
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