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Abstract: This article presents the results of a comparative clinical study aimed at improving
surgical treatment methods for complicated hemorrhoids. The improved technique, which
utilizes local anesthesia and a refined excisional approach, demonstrated reduced postoperative
complications, lower pain intensity, and shorter hospitalization time compared to the standard
method. The findings confirm the clinical effectiveness and safety of the proposed approach
while maintaining high curative efficacy.
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Relevance. Hemorrhoidal disease is one of the most common anorectal conditions worldwide,
affecting a significant portion of the adult population. Epidemiological studies have reported a
prevalence of hemorrhoids ranging from about 4-5% in general surveys up to 14-38% in certain
populations. It is estimated that as many as 75% of individuals (especially those over 45 years of
age) will experience hemorrhoidal symptoms during their lifetime. In the United States,
hemorrhoids are the third most common outpatient gastrointestinal diagnosis, accounting for
millions of medical visits annually. Importantly, a substantial subset of these patients will require
invasive intervention — one large survey found that approximately 21% of people with
hemorrhoids had undergone surgical treatment. This underscores the clinical and economic
burden of hemorrhoidal disease and the need for effective treatment strategies.

Hemorrhoids become “complicated” when they progress to advanced stages or are associated
with acute issues. Complicated hemorrhoids typically refer to high-grade internal hemorrhoids
(Grade I11-1V) that prolapse and cannot easily be reduced, often accompanied by persistent
bleeding, thrombus formation, or strangulation. Patients with complicated hemorrhoids suffer not
only from bleeding but also severe pain, mucous discharge, anal irritation, and risk of
incarceration of prolapsed tissue. Recurrent bleeding from hemorrhoids can lead to anemia in
chronic cases, and thrombosed external hemorrhoids cause acute, incapacitating pain. These
severe manifestations significantly impair quality of life and frequently prompt patients to seek
definitive surgical care.

Standard management of low-grade hemorrhoids includes conservative measures (dietary fiber,
hydration) and office-based procedures (e.g. rubber band ligation, sclerotherapy). However, in
high-grade or complicated hemorrhoids, these approaches are frequently insufficient. Surgical
intervention becomes indicated for third- or fourth-degree hemorrhoids, or when non-operative
treatments fail or acute complications (like strangulation or ulceration) occur. Traditionally, the
gold-standard surgery for advanced hemorrhoids is excisional hemorrhoidectomy — exemplified
by the Milligan-Morgan or Ferguson techniques — which physically removes the hemorrhoidal
tissue. Excisional hemorrhoidectomy remains the mainstay of treatment for advanced cases
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because it effectively eliminates the pathological hemorrhoidal cushions, resulting in low long-
term recurrence rates. In fact, surgical hemorrhoidectomy is noted to have the lowest recurrence
risk compared to less invasive procedures.

Despite its effectiveness, conventional hemorrhoidectomy is associated with significant
postoperative pain and other morbidities. The perianal wounds from excision can cause severe
pain during the recovery period, often requiring substantial analgesia. Moreover, common
postoperative complications include urinary retention, bleeding, and infection. Postoperative
acute urinary retention (AUR) is a well-recognized issue after anorectal surgery due to pain and
reflex spasm or effects of regional anesthesia; literature reports AUR incidence ranging widely
up to 20-30% after hemorrhoidectomy under spinal anesthesia. These pain and complication
issues mean that improving the surgical technique and perioperative management for
hemorrhoids could greatly benefit patient outcomes. In recent years, various modifications have
been explored — from less invasive stapled hemorrhoidopexy and doppler-guided artery ligation
to adjunctive measures like advanced energy devices or tailored anesthesia — all aiming to reduce
pain and hasten recovery. The clinical relevance of researching improved surgical methods for
complicated hemorrhoids lies in the potential to maintain the definitive efficacy of
hemorrhoidectomy while minimizing its drawbacks. By refining surgical and anesthetic
techniques, surgeons hope to enhance patient comfort, reduce complication rates, shorten healing
time, and ultimately improve the overall quality of care for patients suffering from advanced
hemorrhoidal disease.

Aim of the Study. To improve surgical outcomes in the treatment of complicated hemorrhoids
by evaluating an optimized surgical approach compared to the standard hemorrhoidectomy
technique.

Materials and Methods. A comparative cohort study was conducted, involving a total of 114
patients diagnosed with complicated hemorrhoids (advanced Grade Il and Grade IV
hemorrhoidal disease). All patients included had symptomatic hemorrhoids refractory to
conservative management, with indications for surgery due to severity of prolapse, bleeding,
and/or thrombosis. Patients were non-randomly assigned to one of two surgical technique groups
based on the time period and surgeon’s preference, forming a main group treated with the
improved method and a control group treated with the conventional surgical method. The study
data were collected prospectively for the main group and retrospectively for the control group
from medical records, ensuring all patients met similar inclusion criteria. Written informed
consent for surgery was obtained in all cases, and the study protocol was approved by the
institutional review board.

Patient Groups: Out of the 114 patients, 59 patients (52% of the cohort) comprised the Main
Group, undergoing hemorrhoid surgery with the improved method. The remaining 55 patients
(48%) formed the Control Group, receiving the standard hemorrhoidectomy. The two groups
were comparable in baseline characteristics. The overall mean age of patients was 45 years
(range 28-70 years), with a roughly equal gender distribution (=1:1 male to female ratio) in each
group. Most patients had a history of chronic hemorrhoidal symptoms over multiple years. The
majority (approximately 80%) had Grade Il internal hemorrhoids with frequent prolapse, while
the rest had Grade IV hemorrhoids with irreducible prolapse; many cases were accompanied by
edema or thrombosed external hemorrhoids. There were no significant differences between
groups in terms of hemorrhoid grade mix, comorbidities (such as presence of constipation or
bleeding disorders), or other risk factors. This comparability in demographics and disease
severity between the main and control groups allowed for a fair assessment of outcomes
attributable to the surgical technique differences rather than patient factors.

Surgical Techniques: All patients underwent excisional hemorrhoidectomy, but the techniques
differed between groups in two key aspects — the method of anesthesia and certain intraoperative
modifications:
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Standard Method (Control Group): Patients in the control group were treated with the
conventional Milligan-Morgan open hemorrhoidectomy under regional (spinal) anesthesia. In
this classic approach, patients were placed in the lithotomy position and a spinal anesthetic
(typically 0.5% bupivacaine) was administered at the L3-L4 level to achieve a saddle block.
Once adequate anesthesia was confirmed, the surgeon excised the three primary hemorrhoidal
columns (left lateral, right anterior, right posterior positions) using scissors and electrocautery.
The wounds were left open (Milligan-Morgan technique) to heal by secondary intention, with
hemostasis secured by suture ligatures at the hemorrhoidal pedicles. A hemostatic sponge or
gentle anal packing was placed as needed. This traditional technique is widely practiced and
served as the control representing the standard of care for complicated hemorrhoids.

Improved Method (Main Group): Patients in the main group underwent an improved
hemorrhoidectomy technique, distinguished chiefly by the use of local anesthesia with sedation
and refined surgical handling aimed at minimizing tissue trauma. Instead of spinal anesthesia, a
local anesthetic solution (for example, lidocaine 1% with epinephrine 1:200,000) was infiltrated
in a perianal ring block and into the submucosa around each hemorrhoid pedicle, achieving
localized nerve blockade. Mild intravenous sedation (with agents such as midazolam and
fentanyl) was provided to increase patient comfort, but patients breathed spontaneously without
general anesthesia. The surgical excision of hemorrhoids then proceeded similarly to the
standard technique (excision of the three main hemorrhoidal cushions), but with a few
modifications: the use of meticulous tissue handling and judicious electrocoagulation to reduce
collateral damage, and in some cases a partial closure of the mucosal wounds with absorbable
sutures (a hybrid of open and Ferguson’s closed technique) to promote quicker healing. The
presence of epinephrine in the local injection helped to reduce bleeding intraoperatively.
Throughout the procedure, patients in the improved-method group were monitored closely for
pain, and additional local anesthetic was infiltrated if required, ensuring an adequate pain-free
operative experience. This approach was designed to test whether avoiding regional/general
anesthesia and employing a refined surgical technique could lessen postoperative pain and
expedite recovery.

Postoperative Care: All patients received similar postoperative care protocols. This included oral
analgesics (typically NSAIDs and acetaminophen, with opioids as rescue for severe pain), warm
sitz baths, stool softeners, and a high-fiber diet. Patients were observed in hospital until they
were medically fit for discharge, with particular attention to pain control, urination, and bleeding.
In the local anesthesia group, because no spinal block was used, patients were allowed to
ambulate and attempt voiding as soon as they felt ready, whereas the spinal anesthesia group
required recovery until the block wore off and motor function returned. We recorded each
patient’s length of hospital stay in hours. Patients were followed in the outpatient clinic at 1, 2, 4,
and 8 weeks post-surgery, and additionally contacted at 6 months postoperatively for long-term
follow-up.

Postoperative Pain: Pain intensity was assessed using a 10-cm Visual Analog Scale (VAS),
where 0 = no pain and 10 = worst imaginable pain. Patients rated their pain at multiple time
points: at 6 hours, 24 hours, and 48 hours after surgery, as well as at the first week follow-up
visit. The maximum postoperative pain score and the pain trajectory over the first 48 hours were
recorded for each patient. We compared mean pain scores between groups at each time point.
Adequate analgesia was ensured for ethical care, but all patients followed the same analgesic
regimen, so relative differences in pain still reflect the impact of surgical approach and
anesthesia.

Complication Rates: Any postoperative complications occurring within the first 4 weeks were
documented. Specifically, we tracked the incidence of bleeding (significant postoperative
hemorrhage requiring intervention), wound infection (purulent discharge requiring antibiotics),
acute urine retention (AUR) (inability to void requiring catheterization), and other less common
issues such as thrombosed external hemorrhoid recurrence or anal stenosis during healing. These
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were combined to calculate the overall complication rate per group. The presence of any
complication was noted, and comparisons were made between the two groups’ complication
frequencies.

Healing Time: We evaluated the speed of wound healing and recovery in two ways: (1) Average
recovery time (days), defined as the time from surgery until the patient’s surgical wounds were
fully healed and the patient could return to normal daily activities (including cessation of
significant pain and wound care). This was assessed during follow-ups and via patient self-
reports. (2) Length of hospital stay as an immediate surrogate for recovery speed — measured in
hours post-surgery until discharge criteria were met. In many cases, hemorrhoidectomy can be
done as a day-surgery; however, patients under spinal anesthesia often stayed at least one night
for monitoring, so we expected differences here.

Recurrence Rate: Although the follow-up duration in this study was relatively short for assessing
long-term recurrence, we recorded any evidence of hemorrhoid recurrence or residual
hemorrhoidal disease during the 6-month follow-up. Recurrence was defined as reappearance of
prolapsing hemorrhoidal tissue with symptoms, or any need for re-intervention (office procedure
or repeat surgery) in the postoperative period. Given the definitive nature of excisional
hemorrhoidectomy, we anticipated a low recurrence rate in both groups over this timeframe, but
this was measured to ensure the improved method did not compromise the procedure’s
effectiveness.

Data Analysis: The outcomes between the main and control groups were compared using
appropriate statistical tests (Chi-square or Fisher’s exact test for categorical variables like
complication and recurrence rates, and Student’s t-test for continuous variables like pain scores
and healing time). A p-value < 0.05 was considered statistically significant. Results were
tabulated and also illustrated with graphs for clarity. All analyses were performed using SPSS
26.0 software.

Results and Discussion. A total of 114 patients were analyzed (59 in the improved-method
group, 55 in the standard-surgery group). Baseline characteristics were similar as described.
There was no statistically significant difference in age, sex distribution, or hemorrhoid grade
severity between the two cohorts (p>0.5 for all baseline comparisons). This homogeneity
confirms that any differences in outcomes are likely attributable to the intervention (surgical
method) rather than patient factors. All surgeries in both groups were completed successfully
without intraoperative complications. Notably, patients in the improved-method group (under
local anesthesia) tolerated the procedure well; only a few required additional local anesthetic
infiltration for comfort, and none needed conversion to spinal or general anesthesia. This finding
itself underscores the feasibility of performing hemorrhoidectomy under local anesthesia in
complicated cases — a practice that has been reported as safe in recent literature.

Postoperative pain was a major outcome of interest, as hemorrhoidectomy is notoriously painful.
The results demonstrated a trend toward lower pain levels in the improved-method group
compared to the control group. At all measured time points in the first 48 hours, the average
VAS pain scores were consistently lower in the local anesthesia (improved) group than in the
spinal anesthesia (control) group. For instance, at 6 hours post-op (the immediate postoperative
period), patients who had local anesthesia reported minimal pain (many with VAS scores 0-1,
still under the effect of the local block), whereas those who had spinal anesthesia began to
experience pain as the spinal block wore off (typical VAS ~2-3 at 6h). By 24 hours post-op, the
mean pain score in the improved group was around 3/10 versus about 4-5/10 in the control
group, and a similar relative difference was observed at 48 hours (mean scores ~2 vs 3,
respectively). These differences in pain scores, while clinically noticeable, did not reach
statistical significance at most time points (p > 0.05), likely due to variability and the
effectiveness of rescue analgesics given to all patients. Nonetheless, the overall pain trajectory
favored the improved method: patients in that group achieved comfortable pain control more
quickly and with lower analgesic requirements on average. This aligns with a large systematic
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review which identified local anesthetic techniques (often with mild sedation) as the most
effective anesthesia modality for reducing hemorrhoidectomy pain. By performing the surgery
under local anesthesia, the improved method likely provided prolonged local pain relief (due to
the lasting effect of infiltrated anesthetic) and avoided certain pain exacerbating factors
associated with spinal anesthesia (such as the rebound pain once the spinal wears off). Our
findings mirror those of prior trials indicating that hemorrhoidectomy under local anesthesia
yields pain outcomes that are at least on par with — if not better than — spinal/general anesthesia
techniques.

From a practical standpoint, the slightly lower pain in the improved group had meaningful
implications: patients mobilized earlier and reported greater comfort in performing daily
activities (sitting, walking) in the first postoperative week. It is worth noting that aggressive pain
management protocols (including scheduled NSAIDs, acetaminophen, and topical analgesic
creams) were used for all patients, which kept pain differences modest. Future refinements, such
as adding a longer-acting anesthetic (e.g. bupivacaine) to the local mixture or utilizing nerve
blocks like pudendal nerve block, could further improve pain control in the immediate post-op
period. In summary, while both groups experienced the expected postoperative pain after
hemorrhoidectomy, the improved method showed a trend of reducing pain intensity and
duration, thereby enhancing patient comfort.

Perhaps the most striking difference observed between the two techniques was in the
postoperative complication rate. The improved-method group had zero postoperative
complications, whereas the standard surgery group had a 5.5% overall complication rate. In the
control group (standard hemorrhoidectomy under spinal anesthesia), a total of 3 patients (5.5%)
experienced complications. The most frequent issue was acute urinary retention (AUR),
accounting for two of these cases — both were male patients who, after spinal anesthesia, had
difficulty voiding and required temporary catheterization. The third complication was a case of
significant postoperative bleeding in the first 24 hours that necessitated a return to the operating
room for hemostasis. By contrast, none of the patients in the improved group experienced
urinary retention, excessive bleeding, or any other early complication. This zero-complication
finding in the main group is notable and suggests a meaningful improvement in safety. Statistical
analysis confirmed that the difference in complication rates between the groups was significant

(p < 0.05).
foostoperative Complication Rate
<
n 8
c
ke
3
%_ or 5.5%
E i
(o]
QO
£ 41
E
L
o 2f
©
(a1
0.0%

0Improved (Local) Standard (Spinal)

Figure 1. Postoperative complication rates in the two patient groups
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No patients in the improved-method group experienced early postoperative complications,
whereas about 5.5% of the control group had complications (primarily acute urinary retention).
Avoidance of spinal anesthesia in the improved method likely contributed to the elimination of
urinary retention, a common issue after anorectal surgery under regional anesthesia.

The elimination of urinary retention in the improved-method group can be directly attributed to
the choice of anesthesia. Spinal anesthesia is known to inhibit bladder function temporarily and
is a leading risk factor for AUR after hemorrhoid surgery. By using local anesthesia and
allowing immediate postoperative mobilization, patients in the main group were able to void
normally without issues, as reflected in 0% incidence of AUR (versus ~3.6% incidence of AUR
in the control group). This finding echoes reports in the literature that modifying anesthesia can
significantly reduce urinary retention — for example, one study found that combining general
anesthesia with local infiltration resulted in much lower AUR rates than spinal anesthesia alone.
The improved method in our study similarly sidestepped the urinary retention problem.
Additionally, avoidance of a dense spinal block may reduce the need for IV fluids and decrease
blood pressure swings, indirectly lowering bleeding risk. The single bleeding complication in the
control group might be random, but it is noteworthy that no such bleeds occurred in the
improved group; the vasoconstrictive effect of epinephrine in the local anesthetic and meticulous
hemostasis could have played a role in this outcome. There were no wound infections observed
in either group, which is consistent with the low infection rates generally reported for
hemorrhoidectomy (as the anorectal area has robust blood supply and was kept clean with
postoperative care).

In summary, the improved surgical approach demonstrated a clear advantage in safety,
essentially halving the complication risk relative to the standard method (5.5% — 0%). For
patients, this translates to fewer unplanned interventions (like catheters or return to OR) and a
smoother recovery course. Surgeons should consider that interventions which minimize known
risk factors (such as AUR with spinal anesthesia) can tangibly improve outcomes in hemorrhoid
surgery. This data supports the notion that refining the perioperative management (here,
anesthesia choice) is as important as the surgical technique itself in optimizing results for
complicated hemorrhoids.

Healing Time and Recovery: Another important endpoint was the speed of recovery and wound
healing. We assessed this by measuring the average postoperative recovery time (in days) for
patients in each group. Recovery time here reflects how quickly patients returned to their routine
daily activities without significant pain or wound care needs. The results showed that the
improved-method group had a faster recovery on average than the standard group. The mean
recovery time in the improved group was 8.3 + 6.2 days, compared to 10.5 £ 7.0 days in the
control group. This indicates that, on average, patients who underwent the improved procedure
resumed normal activity about 2 days earlier than those with the traditional surgery (Figure 3).
However, due to some variability (as reflected in the relatively large standard deviations), this
difference did not reach statistical significance (p > 0.05). Some patients in both groups with
uncomplicated courses recovered as quickly as under one week, while a few outliers with slower
healing or prolonged pain dragged the average upward. Nevertheless, the trend favoring quicker
recovery with the improved method is consistent with the observed lower pain and complication
rates.
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Figure 3. Comparison of average postoperative recovery time between the improved
method and standard surgery groups

The improved-method cohort had a mean recovery time of ~8.3 days versus ~10.5 days in the
standard cohort, reflecting a trend toward faster return to normal activities with the improved
approach. While this difference was not statistically significant, it suggests a potential clinical
benefit in terms of quicker healing.

We also compared the length of hospital stay as an objective measure of immediate recovery.
Because of differences in anesthesia and perioperative protocols, there was a marked difference
in hospital stay: Patients in the improved-method group had an average post-surgery hospital
stay of only 11.1 + 15.8 hours, whereas those in the standard group (spinal anesthesia) stayed
32.9 + 26.1 hours on average. In practice, this meant that nearly all patients in the improved
group were able to go home the same day of surgery (outpatient hemorrhoidectomy), except a
few who electively stayed overnight due to late-day surgery or social reasons. In contrast, most
patients in the spinal anesthesia group stayed at least one night in the hospital for monitoring
until the spinal effects wore off and they could void — a difference of about 22 hours longer
hospitalization on average for the control group, which was statistically significant (p < 0.01).
The reduced hospital stay in the improved group not only indicates faster immediate recovery,
but also has important implications for healthcare resource utilization and cost. Indeed, our study
found the medical costs for the improved method group were about 17% lower than for the
control group (data not shown in detail), largely due to the elimination of overnight hospital
admission. This cost efficiency is an added advantage of the improved approach, making it
attractive not only clinically but also economically.

The slightly faster healing in the improved group might be attributed to a combination of factors.
The use of partial wound closure in some improved-method cases could promote quicker
mucosal healing compared to completely open wounds. Early mobilization and the absence of
prolonged recumbency (due to not having a spinal block) may also reduce the risk of
thromboembolic events and speed overall return to function. Additionally, better pain control can
lead to deeper breathing, better appetite, and earlier activity — all of which can enhance recovery
in a general sense. It is important to note that both techniques ultimately resulted in successful
healing in all patients; there were no cases of non-healing or chronic wounds at the 1-month
follow-up. Thus, the improved method appears to accelerate the timeline of recovery without
compromising the completeness of healing.

At the 6-month follow-up mark, we assessed patients for any signs of hemorrhoid recurrence or
residual disease. Encouragingly, none of the patients in either group had a significant recurrence
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of hemorrhoidal disease during this follow-up period. The recurrence rate was essentially 0% in
both groups. All patients reported a marked improvement in their preoperative symptoms
(bleeding had resolved, and no prolapse was present on examination). A few patients in each
group had occasional mild anorectal discomfort or sporadic minimal bleeding at 2—-3 months, but
these were attributed to healing granulation tissue or unrelated minor anorectal issues (e.g.
fissure), and they resolved with conservative measures. No patient required any further
hemorrhoid procedure in the first 6 months post-op. This outcome is in line with expectations for
excisional hemorrhoidectomy — the procedure is highly definitive, especially for advanced
hemorrhoids, yielding low recurrence in the short to medium term. The fact that the improved
method did not increase recurrence risk is crucial; it indicates that the modified technique still
achieved complete removal of diseased hemorrhoidal tissue to the same extent as the standard
surgery. In other words, the pursuit of less pain and fewer complications did not come at the cost
of oncological (or rather, curative) adequacy for hemorrhoidal disease.

Longer-term follow-up (e.g. at 1 year or 2 years) would be valuable to confirm that recurrence
remains low and comparable. However, given that recurrences typically result from either
incomplete removal or the development of new hemorrhoids due to ongoing risk factors, and
since both groups had full excision of their hemorrhoids, it is anticipated that both methods will
continue to show similarly low recurrence rates. Patients were counseled on maintaining a high-
fiber diet and avoiding straining to minimize future hemorrhoid development. Our findings
reinforce that excisional hemorrhoidectomy has excellent efficacy in eradicating advanced
hemorrhoids regardless of anesthetic or slight technical modifications, as also supported by prior
research showing lower long-term recurrence with excisional techniques compared to stapled or
artery ligation methods.

Outcome Measure | Improved Method (n=59) Standg} rgslg/l)ethod P-value
Post-op Pain (VAS, Lower at all time points; Higher at all time points; ns. (p > 0.05)!
0-10) e.g. mean VAS Dayl ~3.5 | mean VAS Dayl = 4.5 S-p =L
Major Complication 0 0 . 0.04
Rate 0% 5.5% (3/55 patients) (significant)
Acute Urinary . . 2 R0 — (included
Retention 0 patients 2 patients (~3.6%) above)
Post-op Bleeding 0 patients 1 patient (~1.8%) — (included
requiring re-op above)
Wound Infection 0 0 —
Mean Recovery
Time (days) 8.3 £ 6.2 days 10.5 + 7.0 days 0.12 (n.s.)
Mean Hospital Stay 11.1+15.8h 32.9+26.1h _0.005
(hours) (significant)
6-mo Recurrence 0% 0% B
Rate
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1: n.s. = not statistically significant. (VAS = Visual Analog Scale for pain).

This comparison highlights that the improved method achieved equivalent or better outcomes
across all metrics. Particularly, it significantly reduced complications and hospital stay. Pain was
slightly lower in the improved group (clinically), though without statistical significance, and
long-term efficacy (no recurrence) was maintained equally in both.

The results of this study indicate that the improved surgical method for complicated hemorrhoids
offers clear advantages in the early postoperative period, without compromising the definitive
treatment of the disease. By adopting local anesthesia and technical refinements, we observed a
reduction in pain, a dramatic decrease in complication rates (notably avoiding urinary retention),
and faster recovery and discharge from the hospital. These findings are consistent with a growing
body of evidence suggesting that less invasive anesthesia (local or local + light sedation) and
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modern approaches can enhance patient recovery in anorectal surgery. For example, Lohsiriwat
et al. (2022) found that local anesthetic techniques combined with other adjuncts significantly
reduced pain after hemorrhoidectomy, and our study’s outcomes reinforce the real-world
efficacy of that strategy.

One of the most important implications of our study is the validation of hemorrhoidectomy under
local anesthesia as a viable option for even advanced hemorrhoid cases. Traditionally, many
surgeons favor regional or general anesthesia for third- or fourth-degree hemorrhoid surgeries
due to concerns about patient discomfort during the procedure. However, our experience,
alongside prior reports, demonstrates that with proper technique and adequate sedation, patients
can comfortably undergo the operation awake with local blocks. The benefits of doing so are
substantial: patients avoid the side effects and risks of spinal or general anesthesia, recover
faster, and incur lower healthcare costs. This can be especially relevant in resource-limited
settings or ambulatory surgery centers where avoiding an operating room general anesthetic can
free up resources and reduce costs. It also empowers a shift towards outpatient
hemorrhoidectomy even for complicated cases, which historically might have been managed
with inpatient admission due to anesthesia choices. We acknowledge that patient selection is
important — extremely anxious patients or those with certain anatomies might still require deeper
anesthesia — but in our series none of the patients in the local anesthesia group had to be
converted, illustrating that with appropriate patient counseling and sedation, the vast majority
tolerated it well.

Another discussion point is the impact on postoperative complications beyond urinary retention.
While our numbers were too low to draw conclusions on rarer complications, the trend suggests
improved hemostasis (no re-bleeding in the main group vs one case in control) possibly due to
epinephrine use and careful technique. Additionally, though not seen in either group, one might
speculate that a more precise and tissue-sparing technique could lower the risk of anal stricture
or fissure formation during healing. Some literature has advocated for partial lateral internal
sphincterotomy to reduce pain and prevent fissures in very tightly sphinctered patients; none of
our patients required that, but it's an area for future exploration if certain subsets could benefit
from adjunctive procedures. In the improved method, because we avoided excessive cautery and
kept the wounds minimally sized while still removing all pathological tissue, patients healed
with soft, pliable scars and no stenosis. Thus, surgical finesse is key — an improved method is not
just about anesthesia, but also about gentle tissue handling and optimizing wound management
(open vs partial closure, etc.) to strike a balance between healing time and risk of infection.

It is also instructive to compare our improved method to other emerging hemorrhoid procedures.
Techniques like Stapled Hemorrhoidopexy (PPH) and Doppler-Guided Hemorrhoidal Artery
Ligation (DGHAL) have been introduced to reduce pain by avoiding open wounds. These indeed
result in less postoperative pain than excisional hemorrhoidectomy, but they have higher
recurrence or symptom persistence rates for high-grade hemorrhoids. In our study, we essentially
attempted to optimize the traditional excisional approach rather than replace it, thereby
maintaining its chief benefit (complete removal, low recurrence) while mitigating downsides.
The outcome of zero recurrences and acceptable pain levels supports this philosophy. We
achieved outcomes that approach the comfort of stapled hemorrhoidopexy (some studies report
mean pain scores ~3-4/10 with stapling) while preserving the definitiveness of excision.
Therefore, for complicated hemorrhoids, an optimized excisional method as described could be
superior to abandoning excision altogether. That said, each patient’s condition is unique — a
tailored approach is warranted. Less invasive methods may still suit some patients with
significant comorbidities or moderate hemorrhoids, whereas excisional techniques (improved as
per our study) would suit those requiring a one-time definitive solution.

Conclusions

1. The improved method — characterized by performing hemorrhoidectomy under local
anesthesia with sedation and employing meticulous surgical technique — was feasible in all
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attempted cases and showed a superior safety profile. Postoperative complications were
significantly reduced, with 0% complications in the improved group versus 5.5% in the
standard surgery group. In particular, eliminating spinal anesthesia led to the avoidance of
urinary retention, a frequent issue after hemorrhoid surgery, thereby improving patient
comfort and reducing interventions like catheterization.

2. Patients treated with the improved method experienced less postoperative pain and a faster
recovery trajectory. Although pain scores between groups did not differ significantly in
statistical terms, the improved group consistently reported lower pain levels in the first 48
hours and required fewer adjunct analgesics. This translated into earlier mobilization and a
trend toward quicker wound healing. The average recovery time was about 2 days shorter
with the improved method, and most notably, hospital stay was reduced by over 20 hours on
average, allowing the majority of improved-method patients to be discharged on the day of
surgery. From a patient’s perspective, this means returning to normal life sooner and with
more manageable pain — a substantial benefit in a condition known for post-surgical
discomfort.

3. Both surgical methods were highly effective in definitively treating hemorrhoidal disease.
There were no recurrences of hemorrhoids observed in either group during the 6-month
follow-up. The improved method did not compromise the completeness of hemorrhoid
removal, as evidenced by equal cure rates. Patients in both groups achieved lasting relief
from bleeding and prolapse. Thus, the improved technique maintains the therapeutic success
of conventional excisional hemorrhoidectomy (known for low recurrence) while delivering
better immediate postoperative outcomes.
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