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1. INTRODUCTION
Hemorrhoidal disease is ranked first amongst diseases of 

the rectum and large intestine, and the estimated worldwide 
prevalence ranges from 2.9% to 27.9%, of which more than 4% 
are symptomatic (1, 2). Approximately, one third of these pa-
tients seek physicians for advice. Age distribution demonstrates 
a Gaussian distribution with a peak incidence between 45 and 
65 years with subsequent decline after 65 years (3, 4). Men are 
more frequently affected than women (5). The anorectal vas-
cular cushions along with the internal anal sphincter are essen-
tial in the maintenance of continence by providing soft tissue 
support and keeping the anal canal closed tightly. Hemorrhoids 
are considered to be due to the downward displacement sus-
pensory (Treitz) muscle (6, 7). The treatment options for symp-
tomatic hemorrhoids have varied over time. Measures have in-
cluded conservative medical management, non-surgical treat-
ments and various surgical techniques. The various non-sur-
gical treatments include rubber band ligation (RBL), injection 
sclerotherapy, cryotherapy, infrared coagulation, laser therapy 
and diathermy coagulation; all of which may be performed as 
out patient procedures without anaesthesia. These nonsurgical 

methods are considered to be the primary option for grades one 
to three (grade I-III) hemorrhoids (8). If conservative measures 
fail to control symptoms, patients may be referred to a surgeon 
for operative management. The indications for the surgical 
treatment include the presence of a significant external com-
ponent, hypertrophied papillae, associated fissure, extensive 
thrombosis or recurrence of symptoms after repeated RBL. 
The technique employed may be open (Milligan–Morgan) or 
closed (Ferguson) and the instruments used are scalpel, scissor, 
electrocautery or laser. Milligan-Morgan hemorrhoidectomy 
is the gold standard and frequently performed procedure in 
the United Kingdom (9). Post hemorrhoidectomy pain is the 
commonest problem associated with the surgical techniques. 
The other early complications are urinary retention (20.1%), 
bleeding (secondary or reactionary) (2.4%–6%) and subcuta-
neous 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 hemorrhoids (10, 11). The aim of this 
study was to compare pain and duration time of intervention 
between of the two methods, laser hemorrhoidoplasty (LHP) 
and surgical open hemorrhoidectomy.
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2. MATERIAL AND METHOD
In this comparative and prospective study 40 patients 

were included, of which, 20 patients were treated with laser 
hemorhoidoplasty method and 20 patients were treated with 
open surgical hemorrrhoidectomy. Patients were allocated 
in different groups, according to the stage of hemorrhoids: 
patients with stage III and minimal prolapse of mucosa were 
treated with LHP and patients with stage IV and prolapse, 
with open surgical method. This study was performed in 
ALOKA surgical center in Kosovo, from January 2012 to 
June 2014. After a detailed physical examination and proctos-
copy, the laser procedure was performed with Biolitec. With 
the patient in the lithotomy position, a dedicated disposable 
proctoscope 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 shrinkage can be regulated by the power and dura-
tion of the laser beam.

Through a 1000-micron optic fiber, five laser shots gener-
ated 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 out-
patient procedure. No bowel preparation was required. Two 
enemas were administered 2 hours before the intervention. 
Others, 20 patients were treated with open surgical hemor-
roidectomy in the local anesthesia. Patients were discharged 
within 4 to 12 hours, and were followed for 2 to 6 months 
for healing progress and complications. The patients were fol-
lowed for the level of postoperative pain and duration of op-
eration. Postoperative pain was recorded by using a 10-point 
visual analog scale (VAS) on which 0 represents no pain and 10 
represents the worst pain imaginable. VAS protocol was fol-
lowed up after 1 week, 2 weeks, 3 weeks, 1 month, 2 months 
and 6 months. The duration of intervention was recorded in 
minutes. The data were analyzed with statistical tests and pre-
sented with respective tables and graphics.

3. RESULTS
The LHP procedure was performed on 20 consecutive pa-

tients which had symptomatic grade III hemorrhoids with 
moderate mucosal prolapse at proctoscopy and a medical his-
tory of rare episodes of prolapse manual reduction, with mean 
age 47 ± 12.6 (range, 24–70) years. There were 11 men and 9 
women. The open surgical procedure was performed on 20 
patients which had symptomatic grade IV hemorrhoids and 
with complete prolapse and no response to manual reduction, 

with mean age 49 ± 12.3 (range 28-72) years. There were 12 
men and 8 women.

As far as pain is concerned, early postoperative pain is 
dominantly lower in the LHP group compared with surgical 
group. The same values also resulted for the period of one 
month. These results are presented in tables 1,2 and in fig-
ures 1,2.

The mean operative time was 15.94 ± 3.5 min in the LHP 
group and 26.76 ± 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 required medica-
tion was reported in three cases, one in the LHP group and 
two in open surgery. No blood transfusions were needed in 
any of cases.

4. DISCUSSION
The need for treatment for hemorrhoids is primarily based 

on the subjective perception of severity of symptoms and the 
assignment of treatment is decided on the traditional classifi-
cation of hemorrhoids (12), which is not connected to the se-
verity of symptoms. Multiplicity of treatment modalities has 
added confusion in decision about the treatment method. The 
question of the optimal treatment technique remains unan-
swered despite most of the techniques in use being subjected 
to randomized evaluation. Generally an uncomplicated hem-
orrhoidectomy is satisfactory on non-surgery or operation 
for both, patient and surgeon (13). In a study of the univer-
sity of Sao Paolo, Brazil, they stated that laser hemorrhoid-
ectomy had the advantages of being haemostatic, bacteri-
cidal, fast healing, not affecting neighboring structures, less 
postoperative complications and less hemorrhage and stenosis 
(14, 15). Open surgical hemorrhoidectomy is the most widely 
used procedure in the surgical management of hemorrhoids. 
However, hemorrhoidectomy is associated with significant 

VAS
score Day 1 Day 7 Day 14 Day 21 Month 

1
Month 
2

Month 
6

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

Table 1. Pain presentation by VAS score in the LHP group

VAS
score Day 1 Day 7 Day 14 Day 21 Month

1
Month 
2

Month 
6

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

Table 2. Pain presentation by VAS score in the surgical group
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Figure 1. Pain presentation by VAS score in the LHP group 
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Figure 2. Pain presentation by VAS score in the surgical group 
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complications including pain, bleeding and wound infection 
which can result prolonged hospital stay (16). 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 complication that disturbs our patients and 
makes them reluctant to surgery. In our study, postoperative 
pain during the first month after both procedures, was sig-
nificantly lesser in the laser hemorroidectomy compared with 
conventional open surgical hemorrhoidectomy (p<0.05). Our 
study showed that laser hemorrhoidoplasty is a safe proce-
dure associated with less postoperative pain. Laser hemor-
rhoidectomy is associated with lesser duration time compared 
with open surgical hemorrhoidectomy, which is satisfactory 
for symptomatic hemorrhoidal patients with III or IV stage 
(15.94 vs. 26.76 min and p<0.01).

5. CONCLUSION
In summary, laser hemorrhoidoplasty procedure is more 

preferred in comparison with conventional open surgical 
hemorrhoidectomy. Postoperative pain is significantly 
lesser in laser procedure compared with surgical procedure 
(p<0.05). Duration time is significantly shorter in laser pro-
cedure (p<0.01).
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