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Abstract
Background  Haemorrhoidectomy in Crohn’s disease is controversial due to fears over poor wound healing leading to proc-
tectomy. We aim to review the available literature and establish the role of excisional haemorrhoidectomy in Crohn’s disease.
Methods  A review of the current scientific literature was conducted using Medline, PubMed and the Cochrane Central 
Registry of Controlled Trials. Clinical trials from 2005 to present, reporting outcomes of excisional haemorrhoidectomy in 
Crohn’s disease, were included. Review articles and case reports were excluded.
Results  A cohort of 67 patients across four studies was included in this review. There were no reported cases of proctectomy 
related to haemorrhoidectomy or poor wound healing. One patient (1.5%) had a non-healing wound post-operatively. Four 
(6%) cases of post-operative bleeding were identified, two (3%) patients were diagnosed with anal fissures and two (3%) 
were treated after developing perianal abscess post-procedure. There was one (1.5%) case of urinary retention, and one 
(1.5%) subject developed an anal stricture.
Conclusion  The current available evidence suggests a role for excisional haemorrhoidectomy in Crohn’s disease patients 
with well-controlled symptomatic disease, though further prospective analysis is certainly warranted. The preferred opera-
tion (open vs closed) remains unclear.
Future recommendations  Further prospective trials are required to investigate the optimal approach to haemorrhoidectomy 
in Crohn’s disease.
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Introduction

Crohn’s disease (CD) was first described by Dr. Burrill B. 
Crohn and colleagues in 1932 [1]. CD is a chronic idiopathic 
inflammatory bowel condition that can affect the entire gas-
trointestinal tract from the mouth to the anus. While nearly 
one-third of patients with CD have symptomatic perianal 
disease, haemorrhoids represent only 1–2% of this pathology 

[2]. Prevalence of haemorrhoids in the general population 
is reportedly as high as 39% [3]. This discordance in preva-
lence may be due to an underestimation in the CD cohort as 
a consequence of the shared symptomatology often observed 
between haemorrhoids and perianal CD. According to the 
most recent American Society of Colon and Rectal Surgeons 
(ASCRS) guidelines, excisional haemorrhoidectomy is the 
optimal treatment for medically refractory grade 3 and 4 
haemorrhoids in the general population [4]. Nonetheless, 
optimal treatment of haemorrhoids in CD patients remains 
unclear due to a paucity of evidence in the scientific lit-
erature. In a recent systematic review, studies ranging from 
1977 to 2013 were analysed. The findings described the 
long-standing assumption that surgical intervention for the 
management of haemorrhoids in CD leads to adverse out-
comes, often requiring proctectomy [5]. This conclusion is 
likely related to the scarcity of evidence relating to interven-
tional trials since the 1980s. However, with recent advance-
ments in both medical and surgical treatment options for 
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CD, there has been a recent emergence of new data. We 
wish to analyse the current studies and discuss the most up 
to date findings.

Methods

A systematic search of Medline, PubMed and the Cochrane 
Central Registry of Controlled Trials was performed to 
retrieve studies reporting the results of excisional haem-
orrhoidectomy in patients with CD. The following search 
terms were used in the search algorithm: (Crohn’s OR 
Crohn’s disease) AND (haemorrhoidectomy OR excisional 
haemorrhoidectomy). The latest search was performed on 
the 1st of February 2022. All articles published since 2005 
which reported outcomes following excisional haemorrhoid-
ectomy in patients with CD were included for analysis. Arti-
cles published prior to 2005, review articles and case reports 
were excluded from our analysis. The following information 
regarding each eligible study was recorded: authors’ names, 
journal, year of publication, country/countries in which the 
study was undertaken, complications, wound healing times 
and level of disease activity across included cohorts.

Results

Four studies met our inclusion criteria [6–9]. A cohort of 
67 CD patients, 51% of which were male, underwent surgi-
cal intervention for the management of their haemorrhoidal 
disease. The mean age of patients across the studies was 
44.9 years.

Complications

Complications were classified as early (≤ 30 days) or late 
(> 30 days). There were no recorded cases of intestinal diver-
sion or proctectomy related to haemorrhoidectomy or poor 

wound healing [6–9]. In regard to early complications, there 
were four cases of bleeding post-operatively, across three 
of the studies [7–9]. All cases of haemorrhage were man-
aged non-operatively [7–9]. Two cases of perianal abscess 
formation were noted [6, 9]; however, McKenna et al. noted 
one of these patients underwent concurrent lateral internal 
sphincterotomy for an anal fissure and skin tag excision at 
the index operation [6]. One case of urinary retention post-
procedure was recorded [6]. Late complications included 
one case anal stricture and one case of impaired wound heal-
ing [9]. A list of all complications can be seen in Table 1.

Wound healing

McKenna et al. found no evidence of delayed wound healing 
in their CD population post haemorrhoidectomy [6]. The aver-
age time to wound healing after surgery was 71.1 days (± 21 
days) and 38 days (± 8days) for Alam et al. and D’Ugo et al. 
respectively [7, 8]. Lightner et al. reported one case of non-
healing wound, which required a wound revision and eventual 
fistulotomy as the patient’s perianal CD worsened [9].

Disease activity

At the time of surgery, Alam et al. noted four patients were 
in remission without medication, one patient was receiving 
corticosteroids, two were on 5-aminosalicylic acid (ASA), 
four were on immunosuppressants and two were on biologic  
treatments [7]. D’Ugo et al. only included patients who were 
classified as stable intestinal disease, steroid free at the time of 
surgery and with Crohn’s Disease Activity Index (CDAI) < 150 
[8]. McKenna et al. described that at the time of intervention, 
seventeen patients were on biologics, twenty-four patients were 
taking immunomodulators and sixteen were on corticoster-
oids [6]. Seventy-one patients had an endoscopic examination 
within 1 year of the intervention, with 63% of this cohort noted 
to have a normal ano-rectum region specifically [6]. In the trial 
by Lightner et al., two-thirds of patients had other perianal 

Table 1   Complications post-
excisional haemorrhoidectomy 
in CD patients

USA United States of America
*Post lateral internal sphincterotomy, haemorrhoidectomy and skin tag excision

Authors Country Number of 
patients

Complications (number of patients) Median 
follow-up time 
(months)

Alam et al. 2021 [7] France 13 Bleeding (2) 15.1
Lightner et al. 2020 [9] USA 36 Anal stricture (1)

Non-healing wound (1)
Perianal abscess/fistula (1)
Bleeding (1)

31.5

McKenna et al. 2019 [6] USA 11 Urinary retention (1)
Perianal abscess (1) *

30

D’Ugo et al. 2013 [8] Italy 7 Bleeding (1) 37
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disease at the time of haemorrhoidectomy: six with perianal 
fistula, six having anal fissure, twelve patients with perianal 
skin tags and one with condyloma acuminata [9]. Nine and 
eight patients were noted to have corticosteroids or immu-
nomodulators within 4 weeks of surgery, respectively. Biologic 
therapy was recorded in nine patients within 12 weeks of the 
procedure [9].

Discussion

Haemorrhoidectomy in CD has been largely viewed as contro-
versial. This is due to studies from the 1970s and 1980s report-
ing very poor outcomes, with up to 50% of patients requiring 
proctectomy secondary to poor wound healing [10, 11]. Since 
these papers were published, there has been a hesitancy to 
approach haemorrhoids in CD with surgical intervention. A 
consequent lack of trials investigating the optimal treatment 
options has left the problem essentially unexamined.

We found no evidence suggesting proctectomy is inevi-
table after surgical intervention for CD patients with haem-
orrhoids. Post-operative complications were mainly early 
(73%), and the majority were managed conservatively [6–9]. 
There was one patient who exhibited impaired wound heal-
ing post-haemorrhoidectomy [9]. Wound healing in the gen-
eral population undergoing haemorrhoidectomy is described 
between 19.6 and 48.3 days [17]. CD patients in our cohort 
exhibited delayed healing in comparison: 71.1 days (± 21 
days) and 38 days (± 8 days) [7, 8]. One late complication, 
which required further surgical intervention (Clavien-Dindo 
IIIb) [12], was described amongst the cohort [9]. This high-
lights a clear disparity to the previous reported incidence 
of post-operative complications, with over 50% of patients 
having severe complications in the 1970s [10]. Perhaps this 
is due to advanced medical management options, the devel-
opment of immunomodulators and biologic therapies which 
allow for better disease control and wound healing. There is 
also a clear theme amongst all papers in this study, in which 
appropriate patient selection is a pivotal aspect to managing 
CD patients with haemorrhoids. This may allude to patients 
who have failed non-operative measures, have significantly 
impacted quality-of life due to their haemorrhoids and are 
aware of the potential risks and complications associated 
with haemorrhoidectomy in CD.

Complication rates post-excisional haemorrhoidectomy 
in the general population are low [4]. The most common 
reported post-procedural issues is bleeding, with rates of 
1–2% [4]. In our review, the rate of bleeding post-operatively  
was 6% [7–9]. Acute urinary retention is reported to 
occur between 1 and 15% of the general population post- 
haemorrhoidectomy [4]. We noted a 1.5% incidence of 
urinary retention in the CD cohort [6]. Post-operative pain is 
a common issue cited in the literature relating to the general 

population [4]; however, none of the included studies 
assessed post-operative pain as an outcome [6–9]. When 
comparing the post-haemorrhoidectomy complications 
in the general population versus the CD cohort, our data 
suggests that excisional haemorrhoidectomy is a safe 
treatment option for carefully selected CD patients.

Although active anorectal mucosal inflammation was 
not specifically mentioned in the outcomes of papers in 
this study, it is an important factor to consider for patient 
selection. Regarding perianal procedures in CD, many 
studies evaluating endo-rectal mucosal advancement flaps 
(AF) exclude patients with active inflammation [14–16]. A 
systematic review by Stellingwerf et al. suggested “surgi-
cal closure by AF can be attempted only in patients with-
out proctitis” [15]. Healing rates for CD patients after AF 
were reported as 67.5% [14] and 61% [15]. Only one case 
of poor healing was mentioned in our review [9]. This is 
not comparable to the healing rates in AF, albeit a compari-
son of differing pathologies. Surgical intervention during 
active inflammation is not investigated in the current litera-
ture [6–9, 14–16]. Perhaps this is due to the long-standing 
dogma of avoiding surgical intervention in CD patients. 
This could also be due to advances in medical therapies, 
reducing the rates of inflammation and need for surgical 
intervention. Prospective studies, including patients with 
proctitis/mucosal inflammation, are required to investigate 
this further.

When discussing surgical technique, only one paper, 
D’Ugo et al., reported the approach for haemorrhoidectomy, 
i.e. open or closed [8]. Although, they did not distinguish 
the operations with regard to post-operative complications. 
Alam et al. stated the use of arterial ligation and mucopexy 
in five patients; however, two of these patients developed 
post-operative anterior anal strictures [7], further promot-
ing the relative safety of excisional haemorrhoidectomy in 
CD. The remaining papers fail to elaborate on the surgical 
approach applied throughout their cohort [6, 9]. Interest-
ingly, there is no mention of the use of haemorrhoidopexy 
amongst the CD cohort of patients [6–9]. In a 2012 study 
investigating minimally invasive techniques, Doppler-guided 
haemorrhoidal arterial ligation was proven a safe and effec-
tive treatment option for grade III haemorrhoids amongst 
CD patients with no rectal involvement [13]. There have 
also been advancements in non-operative management of 
haemorrhoids over the period studied. Rubber-band ligation 
(RBL), infrared coagulation, radiofrequency ablation and 
sclerotherapy have been employed successfully for grade 
1 and 2 haemorrhoids [18]. The most effective of these 
methods is RBL, which has been shown to be superior to 
sclerotherapy [19] and infrared coagulation [20]. Further 
prospective studies with larger patient populations may 
provide more definitive data on the optimal treatment for 
haemorrhoids in CD.
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Our review compares the findings of current trials in this 
area to the more historical reports. The recent data indi-
cates that proctectomy secondary to impaired wound heal-
ing is not nearly as common as previously described. We 
found post-haemorrhoidectomy complication rates in CD 
are comparable with those in the general population. This 
may be due to advancements in medical and surgical treat-
ment options for haemorrhoidal CD. However, there is no 
clarity provided from the studies in regard to what surgical 
approach is optimal. Further enquiry into open vs closed 
haemorrhoidectomy in CD, surgical intervention with 
active mucosal inflammation and the role of other treatment 
options are required.

Conclusion

Previous studies have obstructed the surgical management 
of haemorrhoids in CD. The more recent data displays a 
different picture to that of the past. We recommend further 
examination of this cohort of patients with prospectively 
designed clinical trials. Other promising avenues of treat-
ment options should also be explored.
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