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typical distal relegation and blowup of the usual anal cocoons are known as
haemorrhoids. Rectal blood during bowel movements is the most typical sign of
haemorrhoids. Haemorrhoids are characterised by the vascular channel's aberrant
dilatation and deformation as well as damaging alterations to the anal bumper's
supporting connective tissue. Haemorrhoidal development may be significantly
influenced by the dysregulation of vascular tone and vascular hyperplasia, which may
also be an unspoken target for medical intervention. Most often, haemorrhoids are
treated conservatively with a variety of methods, such as life modification, fibre
supplements, anti-inflammatory medications administered by suppositories, and the
administration of medications that are venotonic. Sclerotherapy and, instead, rubber
band ligation are non-operative methods. When non-operative methods have failed or
complications have subsided, an operation is recommended. Haemorrhoidectomy and
stapled hemorrhoidopexy are two surgical techniques that have been established to treat
haemorrhoids; nonetheless, postoperative pain is unavoidable. Certain surgical
procedures may result in noticeable side effects like incontinence and anal stricture.
Every treatment's procedures and problems are fully bandied.

INTRODUCTION

The distal relegation and distinctive blowup of the
normal anal cocoons are characteristics of
haemorrhoids, a highly common anorectal
condition. They affect millions of individuals
globally and are a serious medical and financial
concern. Numerous factors have been linked to

hemorrhoidal development, such as prolonged
straining and constipation. Damaged changes in
the supporting connective tissue of the anal
bumper and abnormal dilatation and deformation
of the vascular channel are characteristics of
haemorrhoidal symptoms. 1 Vascular hyperplasia
and a seditious reaction are possible symptoms of
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haemorrhoids. This work began with discussing
the aetiology and diverse clinical contexts of
haemorrhoidal symptoms. The discussion of
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contemporary operative and non-surgical surgery
techniques followed.
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Fig No.1

Pathophysiology Of Hemorrhoids

grievance Inadequate knowledge exists regarding
the precise pathophysiology of haemorrhoidal
development. The idea of swollen modes, which
postulated that haemorrhoids were brought on by
swollen modes in the anal conduit, was once
widely accepted but is now out of date as
haemorrhoids and anorectal varices have been
shown to be separate phenomena. In actuality,
haemorrhoids are not more common in patients
with portal hypertension and varices. 2 The idea of
sliding anal conduit filling is currently widely
recognised.® This suggests that haemorrhoids form
when the anal cocoons' supporting apkins break
down or degrade. Therefore, the clinical word for
the aberrant downcast relegation of the anal
cocoons that results in venous dilatation is
haemorrhoids. The right anterior, right posterior,
and left side aspects of the anal conduit are
typically home to the three main anal cocoons,
with vibrant figures of smaller cocoons positioned
in between. 3 Haemorrhoid patients' anal cocoons
exhibit notable pathological alterations. These
alterations include arterial thrombosis, aberrant
venous dilatation, fibroelastic apkins and collagen
filament  degeneration, and rupture and
deformation of the anal subepithelial muscle.
Along with the features listed below,
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haemorrhoidal patients have shown a significant
seditious response involving the vascular wall and
girding connective tissue. samples, accompanied
with ischaemia, thrombosis, and mucosal ulcers.
Numerous enzymes or intercessors that affect the
anal cocoons' supporting apkins' decline have been
investigated. One of the most powerful of these is
matrix metalloproteinase (MMP), a zinc-
dependent proteinase that can break down
extracellular proteins like collagen, fibronectin,
and elastin. The breakdown of elastic filaments
was linked to the overexpression of MMP-9 in
haemorrhoids. * When thrombin, plasmin, or other
proteinases activate MMP-2 and MMP-9, the
capillary bed dislocates and transubstantiating
growth  factor [ (TGF-B) creates an
angioproliferative ~ effect. 5 Increased
microvascular viscosity has recently been
observed in haemorrhoidal towels, indicating that
neovascularisation may be another significant
haemorrhoidal problem cause. According to
Chung et al. (2004), endoglin (CD105), a
proliferative marker for neovascularisation and
one of the list sites of TGF-f, was expressed in
more than half of haemorrhoidal towel samples as
opposed to none from the normal anorectal
mucosa. In venules greater than 100 pm, this
marking was clearly visible. Additionally, these
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researchers demonstrated that haemorrhoidal
towels had higher microvascular viscosity,
particularly in the presence of thrombosis and
stromal vascular endothelial growth factors
(VEGF). Additionally, Han et al. showed that
haemorrhoids have advanced expression of
angiogenesis-related protein, which is comparable
to VEGF. In relation to morphological research

Regarding the haemodynamics of haemorrhoids
and anal cocoons, In comparison to healthy levies,
Aigner etal. ® found that the terminal branches of
the superior rectal highway that supply the anal
bumper in haemorrhoid instances had a
considerably bigger perimeter, less blood influx,
advanced peak haste, and accelerated haste.
Additionally, there was a clear correlation between
the grades of haemorrhoids and an increase in
artery quality and inflow. After the haemorrhoids
were surgically removed, these aberrant findings
persisted, confirming the link  between
hypervascularization and haemorrhoid formation.
Aigner et al. also used an immunohistochemical
method to connect a sphincter-like structure
between the wvascular supersystem and the
subepithelial space of the anal cavity. This
structure is made up of a thicker tunica media that
contains five to fifteen layers of smooth muscle
cells .Zone of transition in typical anorectal
specimens. In contrast to the normal samples,
haemorrhoids had thin-walled, notably dilated
arteries within the submucosal arteriovenous
supersystem. The vessels also lacked or had almost
flat sphincter-like condensation. These researchers
came to the conclusion that the arteriovenous
supersystem's smooth muscle sphincter aids in
lowering arterial flux, which facilitates efficient
venous drainage. Aigner et al. further suggested
that haemorrhoids would occur as a result of
hyperperfusion of the arteriovenous supersystem if
this medium became bloodied. Dysregulation of
the wvascular tone may contribute to the
development of haemorrhoids, based on the
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histological observations of aberrant venous
dilatation and deformation in haemorrhoids.
Vascular smooth muscle is primarily controlled by
hormones, cytokines, the autonomic nervous
system, and the endothelium that covers it.
Unbalanced endothelium-derived relaxation

Numerous vascular disorders are caused by

endothelium-derived  vasoconstricting  factors
(such to endothelin and reactive oxygen
revolutionaries) and  factors  (similar to

prostacyclin, nitric oxide, and endothelium-
derived hyperpolarising factor). ” Nitric oxide
synthase, an enzyme that produces nitric oxide
from L-arginine, has been shown to dramatically
rise in haemorrhoids.
Haemorrhoid patients have been found to exhibit a
number of physiological alterations in the anal
conduit. While there was no discernible alteration
in the internal sphincter's consistency, Sun et al. 8
found that resting anal pressure was significantly
higher in patients with prolapsing or non-
prolapsing haemorrhoids than in healthy people.®
Ho and associates conducted anorectal
physiological tests on 24 cases of prolapsed
haemorrhoids and compared the outcomes with
those of 13 normal participants who were age and
coitus matched. Prior to surgery, patients with
haemorrhoids  exhibited increased perineal
descent, decreased rectal compliance, and
noticeably higher resting anal pressures. Within
three months following haemorrhoidectomy, the
abnormalities returned to normal, indicating that
these physiological alterations are more likely to
be a result of haemorrhoidal complaints than their
cause.

Haemorrhoids' epidemiology and risk factors :
Although haemorrhoids are acknowledged as a
very common source of anal discomfort and rectal
bleeding, the full epidemiology of this issue is
unknown since patients often turn to tone-drugs
instead of seeking appropriate medical care.
Johanson et al.'s epidemiologic investigation 10
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million Americans reported having haemorrhoids
in 1990, which translates to a frequency rate of 4.4.
Peak frequency in both relationships occurred
between the ages of 45 and 65, and it was
uncommon for haemorrhoids to appear before the
age of 20. Individuals of higher socioeconomic
status and white people were more consistently
impacted than those of lower socioeconomic status
and black people. Nevertheless, rather than
representing actual frequency, this connection
might represent variations in health-seeking
behaviours. According to reports, between 13 and
36 percent of the general population in the UK
suffers with haemorrhoids. However, since
community-based research heavily relied on tone-
reporting, this estimate might be more advanced
than factual frequency because cases could
attribute any anorectal symptoms to haemorrhoids.
Drag straining and constipation are widespread. 1°
thought to cause haemorrhoids because hard
coprolite and elevated intraabdominal pressure
may cause venous return to be inhibited, resulting
in haemorrhoidal supersystem engorgement. The
anal cocoons experience an increase in shearing
force when hard faecal material is defecated.
However, new evidence raises doubts about the
role constipation had in the emergence of this
prevalent ailment. While some publications
suggested that diarrhoea is a risk factor for
haemorrhoids, many researchers have failed to
show any meaningful correlation between
haemorrhoids and constipation. In people with a
history of haemorrhoidal complaints, increased
straining for defecation may trigger the onset of
symptoms resembling bleeding and prolapse. Anal
bumper trafficking and typical haemorrhoids can
occur during pregnancy, but they will go away on
its own shortly after delivery. Although reported
statistics are conflicting, many beneficial
characteristics, such as a low-fiber diet, racy foods,
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and alcohol use, have been linked. !
Haemorrhoid bracket and grading A haemorrhoid
bracket system is helpful for comparing remedial
concerns between treatments as well as for aiding
in treatment selection. Generally speaking,
haemorrhoids are categorised according to their
location and level of prolapse. Whereas external
haemorrhoids are dilated venules of the inferior
haemorrhoidal venous supersystem situated
beneath the dentate line and covered in scaling
epithelium, internal haemorrhoids originate from
the inferior haemorrhoidal venous supersystem
above the dentate line and are covered by mucosa.
Both beneath and above the dentate line, mixed
(interno-external) haemorrhoids develop. For
pragmatic reasons, Goligher's bracket is used to
further evaluate internal haemorrhoids based on
their appearance and degree of prolapse . Grade |
first-degree haemorrhoids The anal cocoons do not
prolapse, but they do bleed;Grade Il alternate-
degree haemorrhoids When straining, the anal
cocoons prolapse through the anus but then
naturally  shrink;Grade I third-degree
haemorrhoids When straining or exerting oneself,
the anal cocoons prolapse through the anus and
bear handmade relief into the anal conduit; and
Grade 1V, or fourth-degree haemorrhoids The
prolapse is modest and always stays out. Fourth-
degree haemorrhoids also include acutely
thrombosed, confined internal haemorrhoids and
confined, thrombosed haemorrhoids causing
circumferential rectal mucosal prolapse. *? Several
writers ~ suggested  groupings  based on
haemorrhoidal position anatomical findings,
referred to as primary (between the anal cocoons),
circumferential, or secondary (at the usual three
sites of the anal cocoons), and based on symptoms
that are classified as prolapsing and non-
prolapsing.Nevertheless, these groups are not as
often used.™®
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Fig No.2

Clinical Evaluation Of Hemorrhoids

Haemorrhoids most frequently manifest as easy
rectal bleeding that occurs during bowel
movements and is characterised by blood dripping
into the  bathroom  coliseum.  Because
haemorrhoidal towels have direct arteriovenous
connection, the blood is typically brilliant crimson.
When there are significant risk factors for
colorectal neoplasia, when the bleeding is atypical
for haemorrhoids, or when there is no visible
source of bleeding on anorectal examination,
positive faecal occult blood or anaemia should not
be attributed to haemorrhoids until the colon has
been adequately estimated. Because of mucous
stashing or  faecal soiling, prolapsing
haemorrhoids might cause anal itching or perineal
vexation. In patients with extensive haemorrhoids,
there is often a reported sensation of inadequate
evacuation or rectal completeness. Easy rectal
bleeding during bowel movements, which is
marked by blood trickling into the bathroom
coliseum, is the most common symptom of
haemorrhoids. The blood is usually vivid scarlet
since haemorrhoidal cloths have a direct
arteriovenous connection. Positive faecal occult
blood or anaemia should not be attributed to
haemorrhoids until the colon has been sufficiently
estimated, especially if there are significant risk
factors for colorectal neoplasia, the bleeding is
atypical for haemorrhoids, or there is no visible
source of bleeding on anorectal examination.
Prolapsing haemorrhoids may result in perineal
vexation or anal irritation due to mucous stashing
or faecal soiling. Patients with large haemorrhoids
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frequently describe feeling as though their rectal
evacuation is insufficient or incomplete. ** When
an external haemorrhoid or a fourth-degree
internal haemorrhoid becomes strangled, pain is
typically not brought on by the haemorrhoids itself
unless  thrombosis has cleared wup. In
haemorrhoidal situations, anal pain is more
frequently caused by an anal chink or perianal
abscess. A thorough clinical examination and a
clear case history serve as the foundation for the
definitive diagnosis of haemorrhoidal complaint.
A digital examination and a left-side anoscopy
should be part of the evaluation. Anal skin
indicators, external haemorrhoids, perianal
dermatitis from anal discharge or faecal soiling,
fistula-in-ano, and anal chink should all be
checked in the perianal area. To check for
prolapse, some croakers favour cases where the
patient sits and strains in a squinting position. 1°

Digital examination will detect abnormal
anorectal mass, anal stenosis and scar, estimate
anal sphincter tone, and determine the status of
prostatic hypertrophy, which may be the cause of
straining because it aggravates the descent of the
anal cocoons during micturition, even though
internal haemorrhoids cannot be patted. During
anoscopy, it is important to observe haemorrhoidal
size, location, inflexibility of inflammation, and
bleeding. Excellent visualisation of the anal
conduit and haemorrhoid is also made possible by
intrarectal retroflexion of the colonoscope or
transparent anoscope with flexible endoscope,
which also enables filmland recording.
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Depending on the severity and rigidity of
symptoms, haemorrhoids can be treated with
anything from major surgery to bone-tary and life
reform.2> Y  An illustration of how internal
haemorrhoids now function is provided.
Furthermore, the table displays named meta-
analyses that present a variety of haemorrhoidal
complaint therapy alternatives. Salutations and a
review of life Adding fibre or providing more bulk
in the diet may help prevent straining during

Pre-Hemorrhoids
Treatment

defecation since the shearing action of passing
hard coprolite on the anal mucosa may cause
damage to the anal cocoons and result in
distinctive haemorrhoids. Fibre supplements
decreased the risk of bleeding and recurrent
symptoms by about 50 percent in clinical studies
of haemorrhoids, but they had no effect on
prolapse, discomfort, or itching symptoms.

Management Of Hemorrhoidal Disease

Main Hemorrhoids. Post Hemorrhoids
Treatments Treatments

Internal / External
Hemorrhoids

Grade 1-2

Therefore, fibre supplements are thought to be a
good treatment for non-prolapsing haemorrhoids;
however, it may take up to six weeks before any
noticeable improvement is seen.!® Fibre
supplements continue to be a crucial component of
both the first therapy and the authority's follow-up
treatment for haemorrhoids due to their
affordability and safety. In addition, as a
preventative and therapeutic step, life revision
should be recommended for any patient with
haemorrhoids of whatever severity. These
adjustments include consuming more oral fluids
and beneficial fibre, cutting back on fat intake,
exercising frequently, practicing good anal
cleanliness, avoiding drugs that cause diarrhoea or
constipation, and refraining from straining and
reading on the toilet.Medical care Flavonoids
taken orally Initially, these venotonic medicines
were used to treat oedema and chronic venous
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insufficiency. They seemed to have the ability to
decrease capillary permeability, increase vascular
tone, and decrease venous capacity ‘®and easing
lymphatic drainage as well as havinganti-
inflammatory goods °,° They are utilised as an
oral medication for haemorrhoidal treatment,
especially in Europe and Asia, albeit their exact
mode of action is yet unknown. The most often
used flavonoid in clinical treatment is micronised
purified flavonoid bit (MPFF), which is composed
of 90 diosmin and 10 hesperidin.In addition to
improving the medication's solubility and
immersion, micronising it to patches smaller than
2 um also sped up the start of action. According to
some researchers, MPFF can lessen rectal
discomfort, pain, and secondary haemorrhage after
haemorrhoidectomy. A recent meta-analysis of
flavonoids for haemorrhoidal treatment, which
included 14 randomised trials and 1514 cases,

3261 |Page



Komal Daud, Int. J. of Pharm. Sci., 2024, Vol 2, Issue 12, 3256-3268 [Review

revealed that flavonoids decreased the risk of
bleeding by 67, patient pain by 65, and itching by
35. They also decreased the rush rate by 47. 2
Calcium dobesilate taken orally This is another
venotonic medication that is frequently used to
treat acute haemorrhoid symptoms, diabetic
retinopathy, and chronic venous insufficiency. 22 It
has been shown that calcium dobesilate reduces
towel oedema by improving blood density,
reducing capillary permeability, and inhibiting
platelet aggregation. 2 In conjunction with a fibre
supplement, calcium dobesilate provided an
effective distinctive relief from acute bleeding and
was linked to a considerable improvement in
haemorrhoid inflammation, according to a clinical
trial on haemorrhoids. ?* Topical therapy Instead
of curing the ailment, the main goal of the best
topical treatment is to manage the symptoms.
Consequently, additional corrective measures
might be required in the future. There are several
topical treatments accessible, such as suppositories
and creams, and the majority of them are available
without a prescription. There isn't enough solid
evidence to support these medications' actual
effectiveness. These topical medications may
include colourful ingredients that resemble
corticosteroids, antibiotics, anti-inflammatory
drugs, and original anaesthesia. 2° Certain
categories of haemorrhoidal diseases may respond
well to topical therapy. As an example,found that
topical glyceryl trinitrate 0.2 ointment was
effective in reducing haemorrhoidal symptoms in
patients with high resting anal conduit pressures
and low-grade haemorrhoids. Nevertheless, 43 of
the patients experienced headaches while
receiving therapy. nifedipine ointment's initial
efficacy in treating acute thrombosed external
haemorrhoids was good. It's important to note that
topical nitrite and calcium channel blockers may
have a relaxation effect on the internal anal
sphincter rather than the haemorrhoid towel itself,
where one might expect a generally vasodilator
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effect. This could explain why they have such a
significant effect on the typical relief of
haemorrhoids. fragment from a topical medication
that affects the internal anal sphincter's tone, %,
Similar to Preparation-H ® (Pfizer, United States),
which comprises 0.25 phenylephrine, petrolatum,
light mineral oil painting, and wolf liver oil
painting, various topical treatments aim to
vasoconstrict the vascular pathways within
haemorrhoids. While the other components are
regarded as protectants, phenylephrine is a
vasoconstrictor with a selective vasopressor action
on the arterial point of rotation. Preparation: H
comes in a variety of forms, such as suppositories,
gel, cream, ointment, and treated and portable
wipes. 2’ It temporarily relieves the acute
haemorrhoidal symptoms, such as bleeding and
pain during bowel movements.

Non-operative treatment

Sclerotherapy

Currently, this is advised as a course of treatment
for haemorrhoids of the first and second degrees.
Edging in chemical agents is explained by fibrosis,
which causes the mucosa to become obsessed with
the supporting muscle. Five phenol in oil painting,
vegetable oil painting, quinine, and urea
hydrochloride or hypertonic swab results are the
outcomes utilised. In order to prevent acute flash
precordial and upper abdominal pain, it is crucial
that the injection be administered into the
submucosa at the base of the haemorrhoidal towel
rather than the haemorrhoids themselves. 2
Injection errors can potentially result in mucosal
ulceration or necrosis, as well as uncommon septic
consequences such retroperitoneal sepsis and
prostatic abscess. In situations of
immunodeficiency or severe valvular heart
disease, antibiotic prophylaxis is recommended
because to the risk of bacteremia following
sclerotherapy. 2°,%

Rubber band ligation
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A rapid, easy, and efficient treatment for first- and
alternate-degree haemorrhoids, as well as cases
involving third-degree haemorrhoids, is rubber
band ligation (RBL). The connective towel
becomes obsessed with the rectal wall as a result
of ischaemic necrosis and scarring caused by tying
the haemorrhoidal towel with a rubber band.
Because of the physical whim-whams afferents,
placing a rubber band too near the dentate line
might cause excruciating pain and necessitate
quick junking. RBL can be safely carried out in
one or more locations within a single session using
a variety of commercially available tools, such as
a haemorrhoid ligator rectoscope. 3! and
endoscopic ligator, which draw the extra towel in
to the applicator using suction to make the
treatment a one-person operation The most
frequent side effect of RBL is soreness or
discomfort in the rectal area, which is typically
alleviated by warm sitz cataracts, moderate
anaesthetics, and avoiding hard coprolite by using
bulk-forming drugs or mild laxatives. Urinary
retention, thrombosed external haemorrhoids,
mild bleeding from mucosal ulceration, and, very
rarely, pelvic sepsis are further concerns.
Anticoagulants should be discontinued for one
week prior to and two weeks following RBL.
Ultra-violet coagulation The haemorrhoid mass is
lost as a result of the infrared coagulator's
production of infrared radiation, which coagulates
towels and evaporates water within cells. 32
Following the surgery, the necrotic towel appears
as a white area and eventually heals with fibrosis.
Infrared coagulation (IRC) is less fashion-
dependent than sclerotherapy and does not involve
the unspoken risks of missing sclerosing
injections. IRC is a quick and safe operation,
although it might not be appropriate for large
haemorrhoids that prolapse. Ablation by
radiofrequency RFA, or radiofrequency ablation,
is a relatively recent haemorrhoidal therapy
technique. The haemorrhoidal towel is placed on a
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ball electrode that is attached to a radiofrequency
generator, which causes the reaching towel to
clotte and evaporate. * The vascular factors of
haemorrhoids are decreased by this technique, and
posterior fibrosis will fix the haemorrhoidal mass
to the underlying towel.

Similar to sclerotherapy, RFA can be carried out
inpatiently and using an anoscope. Perianal
thrombosis, crack infection, and severe urine
retention are some of its side effects. Despite being
an almost painless operation, RFA is linked to a
high risk of prolapse and sporadic bleeding.®*
Cryotherapy

A freezing cryoprobe is used in cryotherapy to
ablate the haemorrhoidal towel. Because sensitive
whim-wham consummations are destroyed at
extremely low temperatures, it has been said to
result in less discomfort. Nevertheless, a number
of clinical studies showed that it was linked to
severe pain, foul-smelling discharge, and a high
incidence of haemorrhoidal masses in patients.
BAs a result, it is rarely utilised. Sclerotherapy,
RBL, and IRC are the three common non-
operative treatments for haemorrhoids that are
compared in two meta-analyses. These two trials
showed that RBL resulted in a much higher
incidence of discomfort after the procedure, but it
also reduced the smallest intermittent haemorrhoid
symptoms and retreatment rate. RBL may
therefore be suggested as the initial non-operative
therapy option for grade I-I11 haemorrhoids. ¢
RBL was the most often done procedure, followed
by sclerotherapy and haemorrhoidectomy,
according to a British survey of almost 900 general
and colorectal surgeons. 87
When non-operative methods have failed or
complications have subsided, an operation is
recommended. Different surgical techniques are
produced by differing beliefs understanding the
pathophysiology of haemorrhoidal complaints. ¢
Hemorrhoidectomy
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Compared to other techniques, excisional
haemorrhoidectomy has the lowest risk of rush and
is the most effective treatment for haemorrhoids.*,
391t can be carried out with diathermy, scissors, or
vascular-sealing tool comparable to the
Harmonious scalpel (Ethicon Endosurgery, United
States) and Ligasure (Covidien, United States) As
an itinerant procedure, excisional
haemorrhoidectomy can be carried out
successfully with perianal anaesthetic infiltration.
Failure of non-operative treatment, acute complex
haemorrhoids such strangulation or thrombosis,
patient preference, and related anorectal disorders
like anal chink or fistula-in-ano that require
surgery are among the reasons for
haemorrhoidectomy  recommendations.  The
primary recommendation for haemorrhoidectomy
in clinical practice is for third- or fourth-degree
internal haemorrhoids. Postoperative discomfort is
one of the main drawbacks of haemorrhoidectomy.
Compared to  scissors  or  diathermy
haemorrhoidectomy, there is evidence that
Ligasure haemorrhoidectomy leads to less
postoperative pain, a shorter hospital stay, quicker
crack repair, and quicker recovery. 404 42Acute
urinary  retention (2-36), postoperative
haemorrhage (0.03-6), bacteremia and septic
complications  (0.5-5.5), crack breakdown,
unhealed crack, loss of anal sensation, mucosa
prolapse, anal stricture (0-6), and yes, faecal
incontinence (2-12) are additional postoperative
problems. ,According to recent evidence, if there
is no suspicion of malice, haemorrhoidal samples
may be pure upon pathological analysis.*?, 43*
Plication

Without excision, plication can return anal
cocoons to their natural position. The
haemorrhoidal mass is oversewn during this
treatment, and a knot is tied at the uppermost
vascular pedicle. However, there are still a lot of
unspoken side effects from this operation,
including as pelvic pain and bleeding.
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Haemorrhoidal roadway ligation using Doppler
guidance As an alternative to haemorrhoidectomy,
a novel technique based on doppler-guided closure
of the superior haemorrhoidal artery was presented
in 19954 In  Europe, Doppler-guided
haemorrhoidal roadway ligation, or DGHAL, is
becoming less and less common. The results of
vascular tests, which showed that cases with
haemorrhoids had increased arterial blood inflow
and quality of the terminal branch of the superior
rectal superhighway, later provided support for the
explanation of this treatment. Therefore,
haemorrhoidal symptoms may be lessened by
fissure ligation, which ties the arterial force to the
haemorrhoidal tissue. Third- or alternate-degree
haemorrhoids respond well to DGHAL. In
particular, prolapsing symptoms in advanced
haemorrhoids may not be alleviated by DGHAL.
DGHAL's short-term problems and one-time rush
rates were identical to those of traditional
haemorrhoidectomy. “°

Further research on the long-term problems of
DGHAL is still required because of the risk of
revascularisation and the occurrence of distinctive
haemorrhoids.*’

Stapled hemorrhoidopexy

Since 1998, stapled hemorrhoidopexy (SH) has
been used. Haemorrhoids are resuspended in the
anal conduit after a ring of spare rectal mucosa is
removed proximal to them using an indirect
stapling technique.*® Blood is also forced into the
haemorrhoidal towel piecemeal from lifting the
prolapsing haemorrhoids. A recent meta-analysis
comparing surgical problems between SH and
haemorrhoidectomy, comprising 27 randomised,
controlled trials with 2279 procedures, revealed
that SH was linked to better crack mending, a
higher level of patient satisfaction, shorter hospital
stays, an earlier return to normal conditioning,
lower pain, and a return of bowel function before
However, over an extended period of time, SH was
linked to an accelerated prolapse rate. *° Given the
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urgency, the expense of the stapling tool, and the
potential for major consequences including
rectovaginal fistula, as well as rectal stricture SH
is often saved for patients with > three lesions of
advanced internal haemorrhoids and
circumferential prolapsing haemorrhoids. With the
exception of anorectal mucosal prolapse (budge),
these two new surgical treatments, DGHAL and
SH, seek to independently address the
pathophysiology of haemorrhoids by decreasing
blood supply to the anal conduit
(dearterialization). Both methods were safe and
successful, according to a recent retrospective
analysis of 18-month problems of DGHAL (n =
51) and SH (n = 63) for grade Il haemorrhoids.
DGHAL was linked to a higher rush rate and a
lower patient satisfaction rating, but it also had less
pain, a shorter hospital stay, and a faster functional
recovery *° Similar short- and long-term problems
were seen in a recent lower prospective trial that
compared DGHAL with SH for grade II-IlI
haemorrhoids.[56] However, compared to those
entering SH, cases witnessing DGHAL had lower
complication rates and returned to work quickly.>
CONCLUSION:

From above review we conclude that non-
operative, treatment for diagnosis, of internal and
external hemorrhoids is better treatment than
surgical . due to today’s prioratry problem about
causes of surgery of various hemorrhoids and
diagnosis of hemorrhoids type. Non operative
treatment is convenient and painless for the patient
than surgical treatment .Depending on their area of
expertise, the surgeons in this sample had different
surgical management  styles. Day case
haemorrhoidectomy  was  becoming  more
common. While just a small percentage of
surgeons have yet to embrace novel surgical
methods like stapling, whereas more have
accepted the use of postoperative techniques to
lessen pain.
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