
reported in severe/profound groups than in mild/moderate 
groups of mentally retarded people. It is hard to explain why 
self injurious behavior in this sample is reported more in 
mild/moderate groups than in severe/profound groups as this 
is not in line with some of the studies reported in western 
literature. However, if we accept the understanding of learning 
approach which explains that self injurious behavior could be 
maintained not only through self stimulation but also due to 
various other factors such as social attention, escape or 
tangible reinforcement, one would not find it difficult to explain 
such trends.

In terms of age of mentally retarded persons, parents expect 
more obedience from their children as they advance in years. 
Probably age does influence behavior problems as indicated by 
the result of this study. The trends indicate that temper 
tantrums, repetitive behavior, restless physically overactive 
behaviors decrease with age. However, misbehaves with others 
and disobedience appear to increase with age.

In regards to sex variable, the characteristic trend appears to be 
"disobedience" predominates in the males (17.70%) and is 
followed by "physical harm towards others", (14.16%) the 
reverse is reported for females where "physical harm towards 
others" (17.86%) is perceived by parents as a greater problem 
than "disobedience" (14.28%). It is possible that these trends 
reflect the social expectations from females in our society, who 
are expected to remain physically docile and not act out their 
aggression towards others, while this may not be true for 
males.  Further it can be noted that "wanders" as a behavior 
problem, is perceived more in male mentally retarded persons 
(9.73%) than in females (7.14%). Conversely, "temper 
tantrums" (5.36%), "fears" (5.36%) are reported twice as much 
in female than in males. The findings are in line with expected 
social role which influences parents handling of their children. 

CONCLUSION
Findings of this study concluded that disobedience followed by 
physical harm towards others and odd behaviors are the most 
common behavior problems reported frequently by the 
parents. Disobedience is found more common in male, and that 
increases with the age. 

Although the results only indicate trends in parents’ 
perceptions of behavior problems in mentally handicapped 
children, yet they do significantly highlight the need for 
professionals working with this population to equip themselves 
with skills to identify such problems early and help parents to 
manage them promptly. The findings also highlight the need to 
develop suitable models of parent training programs to transfer 
behavioral technology to parents in Nepalese context.  

There were some limitations of this study. The study conducted 
on parents report in first visit. The sample size is small. Future 
research is needed with bigger sample using standard 

questionnaire and the effect of mentally handicapped persons' 
behavioral problems on their parents' quality of life and 
psychological well-being. So that parents' need of seeking 
professional help will be fulfilled in a proper direction.
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Role of laparoscopy in the Etiologic Diagnosis of Ascites of Unknown Origin

1 2 3Sharma A , Thapa P , Gupta SN

ABSTRACT
Introduction: Ascites is a consequence of many different etiologies, such as liver cirrhosis, neoplasm, tuberculous peritonitis, 
pyogenic peritonitis, congestive heart failure, renal and pancreatic diseases but, in some situations, ascites is of unknown cause in 
spite of comprehensive study. The aim of this study was to identify the role of laparoscopy in the etiological diagnosis of ascites of 
unknown origin. Methods: This was a prospective study of the patients who underwent diagnostic laparoscopy to determine the 
causes of ascites of unknown origin in the Department of Surgery, Nepalgunj Medical College Teaching Hospital from April 2012 to 
May 2014. All the patients underwent laparoscopy for the evaluation of ascites after appropriate clinical and laboratory 
examinations, which failed to reveal the cause. Results: Peritoneal tuberculosis and carcinomatosis peritonei were the two most 
common causes found in 37.14% and 57.14% of cases respectively. The average age of the patients was 52 years. Distension of 
abdomen, abdominal pain and weight loss were the most frequently observed symptoms in 33 patients (100%), 26 patients (74.28%) 
and 18 patients (51.42%) respectively. The CT scan findings, were a omental thickening  in 28 cases (80%), peritoneal nodules in 
7(20%) patients and the intraabdominal lymph nodes in 13 patients (39.39%). Ovarian mass was found in 4 patients (11.42%). The 
histological diagnosis was a peritoneal carcinomatosis in 13 (37.14%) patients and peritoneal tuberculosis in 20 (57.1%) patients and 
in two patients nonspecific inflammation.  The sensitivity and specificity of laparoscopic diagnosis in the diagnosis of peritoneal 
tuberculosis were 78.67% and 98.6% respectively and in the diagnosis of peritoneal carcinomatosis were 94.78% and 72.2% 
respectively. The positive predictive value was 97.3% and the negative predictive value was 73.7% for peritoneal tuberculosis and for 
peritoneal carcinomatosis the positive predictive value was 83.7% and negative predictive value was 94.87%. Conclusion: The 
etiologic diagnosis of ascites of unknown origin is difficult despite the availability of several tests. Laparoscopy with peritoneal biopsy 
has still got a role in diagnosing these types of ascites where the other laboratory and imaging studies fail to reveal the cause. 

Key words: Ascites, laparoscopy, peritoneal tuberculosis, peritoneal carcinomatosis

INTRODUCTION 
Ascites is a consequence of many different underlying diseases. 
The standard procedure to assess ascites includes laboratory 
examinations (cell count, albumin level, total protein level, 
Gram stain, culture and cytology) and image investigations 
(ultrasound and computed tomography (CT) scan). The 
etiology of majority of ascites can be identified by these 
investigations. Ascites of unknown origin is defined as the 
etiology of ascites that cannot be determined after 
conventional laboratory examinations and imaging 
investigations. This poses a major diagnostic challenge for 
clinicians. The etiologies of these ascites, say of unknown 
origin, are dominated by tuberculosis and peritoneal 

1,2carcinomatosis requiring early diagnosis and care .

Laparoscopy as a minimally invasive technique has developed 
rapidly in recent years. Laparoscopy has long played an 
important role in the evaluation of ascites when its cause 

3cannot be clarified clinically .  Although the utility of diagnostic 
laparoscopy has recently been questioned, possibly because of 

4,5the advent of various non-invasive scanning techniques,  it is a 
reliable technique for the investigation of patients presenting 
with ascites of unknown origin.

The aim of this work was to describe the value of diagnostic 
laparoscopy and histology in etiological diagnosis of ascites of 
unknown origin.

MATERIAL AND METHODS
It is a prospective study including all patients who underwent 
diagnostic laparoscopy to determine the causes of ascites in 
the Department of Surgery, Nepalgunj Medical College 
Teaching Hospital during the period from April 2012 to May 
2014. All the patients underwent laparoscopy for the 
evaluation of ascites after appropriate clinical and laboratory 
examinations, including ascitic fluid for cytology as well as acid 
fast bacilli, serum albumin ascetic gradient,chest x-ray, 
ultrasonography or CT abdomen, had failed to reveal the cause. 
Procedures took place under general anesthesia. Patients with 
uncorrectable coagulopathy and severe cardiopulmonary 
diseases were excluded.
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Pneumoperitoneum was created by open technique through 
supraumbilical port. Laparoscopic examination was performed 
with either a 10 mm 0° forward-viewing or a 10 mm 30° 
oblique-viewing telescope. Biopsy of the suspicious lesion was 
performed through an additional 5 mm port. The visual 
diagnosis of tuberculous peritonitis was based on the presence 
of multiple yellowish white miliary tubercles of uniform size 
(usually < 5 mm) on the visceral and parietal peritoneum. 

Carcinomatosis peritonei was diagnosed by the presence of 
large nodules (1 to 5 cm in diameter) on the parietal 
peritoneum, omentum, falciform ligament or liver surface. 
Liver cirrhosis was diagnosed by the presence of irregular 
nodules on the liver surface, and collaterals on the falciform 
ligament and the greater omentum. The final diagnosis was 
made on the histopathological diagnosis. All data were 
analyzed using Statistical Package for Social Science (SPSS). Chi-
square and t-tests were used to analyze data, as appropriate, 
and statistical significance was established at p<0.05.

RESULTS
Over a period of 3 years, 35 patients met the criteria for 
inclusion. The average age of patients was 52 ± 13 years with 
extremes from 18 to 68 years. There were 23 males and 12 
females. Distension of abdomen, abdominal pain and weight 
loss were the most frequent, observed symptoms in 33 patients 
(100%), 26 patients (74.28%) and 18 patients (51.42%) 
respectively. Peritoneal tuberculosis and carcinomatosis were 
the two most common causes found in 20 patients (57.14%) 
and 13 patients (37.14%) respectively.

The appearance of ascites fluid was yellow in 26 patients 
(74.28%) and hemorrhagic in 9 patients (25.71%). Ascites was 
lymphocyte-rich (>1000 /mm3) in 19 patients (54.28%) and 

exudative in 33 patients (94.28%). Ascitic fluid analysis for acid 
fast bacilli and malignant cytology was negative in all patients. 
CA-125 was raised in 7(20.0%) patients, CEA in 4 patients 
(11.42%) and CA 19-9 was raised in 2 patients (5.71%).The 
anomalies noted on CT scan, were a omental thickening  in 28 
cases (80%), peritoneal nodules in 7(20%) patients and the 
intraabdominal lymph nodes in 13 patients (39.39%). Ovarian 
mass was found in 4 patients (11.42%).

The main clinical, laboratory and CT characteristics are 
summarized in Table-I On laparoscopy, peritoneal nodules 
were present in 30 (85.71%) patients, omental thickening in 26 
patients (78.9%), other associated findings were: adhesions in 
30 patients (85.71%), peritoneal thickening in 12 patients 
(36.3%). Only adhesions were present in 5 patients (15.15%). 
The histological diagnosis in these forms was peritoneal 
tuberculosis in 3 patients, a non-specific inflammation in 2 
patients Table-II. Laparoscopic visual diagnosis was in favor of a 
peritoneal carcinomatosis in 9 cases (25.71%), peritoneal 
tuberculosis in 21 cases (60%), and nonspecific infection in 5 
cases (14.28%).

The histological diagnosis was a peritoneal carcinomatosis in 
13 (37.14%) patients and peritoneal tuberculosis in 20 (57.1%) 
patients and in two patients nonspecific inflammation. The 
peritoneal carcinomatosis was of ovarian origin in 8 patients, 
colorectal origin in 3 patients and gall bladder origin in two 
patients. The sensitivity and specificity of laparoscopic 
diagnosis in the diagnosis of peritoneal tuberculosis were 
78.67% and 98.6% respectively and in the diagnosis of 
peritoneal carcinomatosis were 94.78% and 72.2% 
respectively.

Peritoneal tuberculosis Peritoneal carcinomatosis

Distension of abdomen 20(100%) 13(100%)

Abdominal pain 17(85%) 9(69.23%)

Weight loss 13(37.14%) 5(3.84%)

Ascitic fluid

Serous 16(80%) 10(28.57%)

Hemorrhagic 2(10%) 7(20%)

Lymphocyte rich 14(40%) 5(14.28%)

CT findings

Peritoneal nodules 2(10%) 5(14.28%)

Omental thickening 18(90%) 10(76.92%)

Abdominal lymphadenopathy 9(45%) 4(30.76%)

Ovarian mass 0 4(30.76%)

Table I: Clinical, laboratory and CT features of patients according to the two main etiologies.

N=20 N=13
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The positive predictive value was 97.3% and the negative 
predictive value was 73.7% for peritoneal tuberculosis and for 
peritoneal carcinomatosis the positive predictive value was 
83.7% and negative predictive value was 94.87%.

DISCUSSION
Ascites of unknown origin are dominated by tuberculosis and 

1,2peritoneal carcinomatosis requiring early diagnosis and care  . 
The means of imaging (ultrasound, CT scan, MRI) have 

6 limitations in the etiological diagnosis of these patients . 
7,8Several series of literature , confirmed the feasibility of 

laparoscopy in the exploration of the ascites of unknown origin 
as well as its high sensitivity and specificity. 

Three types of lesions are described in peritoneal tuberculosis. 
Peritoneal granulations are whitish or yellowish, uniform size, 
the size of a pin head, not exceeding 5 mm. Adhesions result 
from the Organization of fibrinous exudates, between two 
peritoneal layers. The inflammatory phenomena manifested 
by congestion, hypervascularisation and edematous state of 
peritoneum. In literature, the granulations are the most 
frequently encountered aspect (66% to 100% of the cases), 
adhesions were observed in 13% to 80% of cases, and 
inflammatory phenomena are described in 21% to 79% of the 

9cases .

For our patients with peritoneal tuberculosis, the granulations 
were observed in 85% of cases, adhesions in 85% cases and 
inflammatory phenomena in 35% of cases. In the peritoneal 
carcinomatosis, peritoneal implants are generally larger upto 1 
cm and distributed irregularly on the peritoneum, abdomino-
pelvic viscera and diaphragm. 

 2In a series of Barnard et  al involving 90 patients the positive 
predictive value of the laparoscopy in peritoneal tuberculosis 
was 85%. Peritoneal biopsy confirmed the diagnosis of 
tuberculosis and peritoneal carcinomatosis in 98% and 100% of 
the cases respectively.The sensitivity and specificity of visual 
diagnostic laparoscopic in 176 patients with ascites of 
undetermined origin,the sensitivity and specificity of 
diagnostic visual laparoscopic peritoneal tuberculosis were 
86% and 100% respectively. In the peritoneal carcinomatosis, 

 

the sensitivity and specificity were 100% and 94%, 
10respectively .

7Sheth SS et al. assessed the contribution of laparoscopy in 
ascites of unknown origin in 70 women. Laparoscopy and 
peritoneal biopsies have highlighted the diagnosis in 90% of 

11cases. Nassir et al assessed the contribution of laparoscopy in 
exuding ascites of unknown origin in 33 patients. The 
diagnostic yield of this exploration was 97%.

In our series, sensitivity and specificity of the laparoscopic 
diagnosis in the diagnosis of peritoneal tuberculosis were 
78.67% and 98.6% respectively. In the peritoneal 
carcinomatosis, the sensitivity and specificity were 94.78% and 
72.2% respectively. This shows that the only visual laparoscopic 
diagnosis helps to confirm the diagnosis of tuberculosis and 
eliminate a carcinomatosis in most of cases. Histology allowed 
confirming the diagnosis of tuberculosis and peritoneal 
carcinomatosis in all cases.

CONCLUSION 
Laparoscopy with peritoneal biopsy has still got a role in 
diagnosing the cause of ascites of unknown origin when other 
modalities of investigations fail to reveal the etiology.
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Peritoneal tuberculosis Peritoneal carcinomatosis

Peritoneal nodules 17(85.0%) 13(100%)

Peritoneal thickening 7(35.0%) 5(38.46%)

Omental thickening 15(75.0%) 11(84.61%)

Adhesions 17(85.0%) 13(100%)

Only adhesions 3(15.0%) 0

Ovarian mass 0 3(23.07%)

Table II: The laparoscopic findings according to the two main etiologies.

N=20 N=13

 



Pneumoperitoneum was created by open technique through 
supraumbilical port. Laparoscopic examination was performed 
with either a 10 mm 0° forward-viewing or a 10 mm 30° 
oblique-viewing telescope. Biopsy of the suspicious lesion was 
performed through an additional 5 mm port. The visual 
diagnosis of tuberculous peritonitis was based on the presence 
of multiple yellowish white miliary tubercles of uniform size 
(usually < 5 mm) on the visceral and parietal peritoneum. 

Carcinomatosis peritonei was diagnosed by the presence of 
large nodules (1 to 5 cm in diameter) on the parietal 
peritoneum, omentum, falciform ligament or liver surface. 
Liver cirrhosis was diagnosed by the presence of irregular 
nodules on the liver surface, and collaterals on the falciform 
ligament and the greater omentum. The final diagnosis was 
made on the histopathological diagnosis. All data were 
analyzed using Statistical Package for Social Science (SPSS). Chi-
square and t-tests were used to analyze data, as appropriate, 
and statistical significance was established at p<0.05.

RESULTS
Over a period of 3 years, 35 patients met the criteria for 
inclusion. The average age of patients was 52 ± 13 years with 
extremes from 18 to 68 years. There were 23 males and 12 
females. Distension of abdomen, abdominal pain and weight 
loss were the most frequent, observed symptoms in 33 patients 
(100%), 26 patients (74.28%) and 18 patients (51.42%) 
respectively. Peritoneal tuberculosis and carcinomatosis were 
the two most common causes found in 20 patients (57.14%) 
and 13 patients (37.14%) respectively.

The appearance of ascites fluid was yellow in 26 patients 
(74.28%) and hemorrhagic in 9 patients (25.71%). Ascites was 
lymphocyte-rich (>1000 /mm3) in 19 patients (54.28%) and 

exudative in 33 patients (94.28%). Ascitic fluid analysis for acid 
fast bacilli and malignant cytology was negative in all patients. 
CA-125 was raised in 7(20.0%) patients, CEA in 4 patients 
(11.42%) and CA 19-9 was raised in 2 patients (5.71%).The 
anomalies noted on CT scan, were a omental thickening  in 28 
cases (80%), peritoneal nodules in 7(20%) patients and the 
intraabdominal lymph nodes in 13 patients (39.39%). Ovarian 
mass was found in 4 patients (11.42%).

The main clinical, laboratory and CT characteristics are 
summarized in Table-I On laparoscopy, peritoneal nodules 
were present in 30 (85.71%) patients, omental thickening in 26 
patients (78.9%), other associated findings were: adhesions in 
30 patients (85.71%), peritoneal thickening in 12 patients 
(36.3%). Only adhesions were present in 5 patients (15.15%). 
The histological diagnosis in these forms was peritoneal 
tuberculosis in 3 patients, a non-specific inflammation in 2 
patients Table-II. Laparoscopic visual diagnosis was in favor of a 
peritoneal carcinomatosis in 9 cases (25.71%), peritoneal 
tuberculosis in 21 cases (60%), and nonspecific infection in 5 
cases (14.28%).

The histological diagnosis was a peritoneal carcinomatosis in 
13 (37.14%) patients and peritoneal tuberculosis in 20 (57.1%) 
patients and in two patients nonspecific inflammation. The 
peritoneal carcinomatosis was of ovarian origin in 8 patients, 
colorectal origin in 3 patients and gall bladder origin in two 
patients. The sensitivity and specificity of laparoscopic 
diagnosis in the diagnosis of peritoneal tuberculosis were 
78.67% and 98.6% respectively and in the diagnosis of 
peritoneal carcinomatosis were 94.78% and 72.2% 
respectively.

Peritoneal tuberculosis Peritoneal carcinomatosis

Distension of abdomen 20(100%) 13(100%)

Abdominal pain 17(85%) 9(69.23%)

Weight loss 13(37.14%) 5(3.84%)

Ascitic fluid

Serous 16(80%) 10(28.57%)

Hemorrhagic 2(10%) 7(20%)

Lymphocyte rich 14(40%) 5(14.28%)

CT findings

Peritoneal nodules 2(10%) 5(14.28%)

Omental thickening 18(90%) 10(76.92%)

Abdominal lymphadenopathy 9(45%) 4(30.76%)

Ovarian mass 0 4(30.76%)

Table I: Clinical, laboratory and CT features of patients according to the two main etiologies.

N=20 N=13
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The positive predictive value was 97.3% and the negative 
predictive value was 73.7% for peritoneal tuberculosis and for 
peritoneal carcinomatosis the positive predictive value was 
83.7% and negative predictive value was 94.87%.

DISCUSSION
Ascites of unknown origin are dominated by tuberculosis and 

1,2peritoneal carcinomatosis requiring early diagnosis and care  . 
The means of imaging (ultrasound, CT scan, MRI) have 

6 limitations in the etiological diagnosis of these patients . 
7,8Several series of literature , confirmed the feasibility of 

laparoscopy in the exploration of the ascites of unknown origin 
as well as its high sensitivity and specificity. 

Three types of lesions are described in peritoneal tuberculosis. 
Peritoneal granulations are whitish or yellowish, uniform size, 
the size of a pin head, not exceeding 5 mm. Adhesions result 
from the Organization of fibrinous exudates, between two 
peritoneal layers. The inflammatory phenomena manifested 
by congestion, hypervascularisation and edematous state of 
peritoneum. In literature, the granulations are the most 
frequently encountered aspect (66% to 100% of the cases), 
adhesions were observed in 13% to 80% of cases, and 
inflammatory phenomena are described in 21% to 79% of the 

9cases .

For our patients with peritoneal tuberculosis, the granulations 
were observed in 85% of cases, adhesions in 85% cases and 
inflammatory phenomena in 35% of cases. In the peritoneal 
carcinomatosis, peritoneal implants are generally larger upto 1 
cm and distributed irregularly on the peritoneum, abdomino-
pelvic viscera and diaphragm. 

 2In a series of Barnard et  al involving 90 patients the positive 
predictive value of the laparoscopy in peritoneal tuberculosis 
was 85%. Peritoneal biopsy confirmed the diagnosis of 
tuberculosis and peritoneal carcinomatosis in 98% and 100% of 
the cases respectively.The sensitivity and specificity of visual 
diagnostic laparoscopic in 176 patients with ascites of 
undetermined origin,the sensitivity and specificity of 
diagnostic visual laparoscopic peritoneal tuberculosis were 
86% and 100% respectively. In the peritoneal carcinomatosis, 

 

the sensitivity and specificity were 100% and 94%, 
10respectively .

7Sheth SS et al. assessed the contribution of laparoscopy in 
ascites of unknown origin in 70 women. Laparoscopy and 
peritoneal biopsies have highlighted the diagnosis in 90% of 

11cases. Nassir et al assessed the contribution of laparoscopy in 
exuding ascites of unknown origin in 33 patients. The 
diagnostic yield of this exploration was 97%.

In our series, sensitivity and specificity of the laparoscopic 
diagnosis in the diagnosis of peritoneal tuberculosis were 
78.67% and 98.6% respectively. In the peritoneal 
carcinomatosis, the sensitivity and specificity were 94.78% and 
72.2% respectively. This shows that the only visual laparoscopic 
diagnosis helps to confirm the diagnosis of tuberculosis and 
eliminate a carcinomatosis in most of cases. Histology allowed 
confirming the diagnosis of tuberculosis and peritoneal 
carcinomatosis in all cases.

CONCLUSION 
Laparoscopy with peritoneal biopsy has still got a role in 
diagnosing the cause of ascites of unknown origin when other 
modalities of investigations fail to reveal the etiology.
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Peritoneal tuberculosis Peritoneal carcinomatosis

Peritoneal nodules 17(85.0%) 13(100%)

Peritoneal thickening 7(35.0%) 5(38.46%)

Omental thickening 15(75.0%) 11(84.61%)

Adhesions 17(85.0%) 13(100%)

Only adhesions 3(15.0%) 0

Ovarian mass 0 3(23.07%)

Table II: The laparoscopic findings according to the two main etiologies.
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Evaluation of Office Ligation In The Treatment of Hemorrhoids at Nepalgunj Medical 
College Teaching Hospital

1 2 3Ansari MA , Mishra SM , KC B

ABSTRACT
nd rdIntroduction: Rubber band ligation, an outpatient procedure for treatment of 2  and 3  degree hemorrhoids is an effective mode of 

management. Aims and objectives: To evaluate the effectiveness of rubber band ligation as an office procedure in the treatment of 
nd rd2  and 3  degree hemorrhoids. Material and Methods: This is a cross sectional hospital based study of 30 cases that underwent 

nd rdrubber band ligation as an outpatient procedure for 2  and 3  degree hemorrhoids done in Nepalgunj Medical College Teaching 
Hospital from the period of August 2014 to June 2015. The patients were followed up for six months for the development of 
procedure related complications, relief of symptoms, and requirement of any further interventions. The total cost of treatment was 
calculated and the time off work was noted. Patients were requested to assess the forms of treatment as excellent, moderately 
successful or of little help based on their results post treatment. Statistical analysis using SPSS software (version 20) was done and p 
value less than 0.05 was taken as significant. Results: Post procedure complications were milder and self-limiting, with discomfort in 

nd rd nd rd nd rd57.5% (2  degree) and 60% (3  degree), pain in 5% (2  degree) 40% (3  degree), bleeding in 22.5% (2  degree) and 30% (3  degree) 
nd rdof patients with absence of any major complications (sepsis or death). Majority (77.5% in 2  degree, 70% in 3  degree) of the patients 

significantly improved after initial treatment with band ligation. Some of the patients treated by band ligation required further 
nd rdintervention i.e. 16.66% in 2  and 16.66% in 3  degree as repeat ligation in the immediate post-op period and were managed 

subsequently. But none of them required any surgical procedures. Majority of the patients treated by band ligation were able to 
nd rdresume their normal work within three day i.e. 95% in 2  and 90% in 3  degree hemorrhoids. Most of the patients spent Rs 2000-

nd rd2500 (52.5% in 2  and 40% in 3  degree) which most was on routine checkups and follow-ups but it was very cheaper as compared to 
nd rdothers modalities. Most of the patients (77.5% in 2  and 70% in 3  degree) treated by band ligation assessed the treatment as 

excellent. Conclusion: Rubber band ligation is a simple, safe and effective method for treating symptomatic second and third degree 
hemorrhoids as an outpatient procedure with significant improvement in quality of life. Immediate relief of symptoms can be 
obtained in the post-operative period and therefore be considered as the treatment of choice for second and third degree 
hemorrhoid. Though the complications are slightly higher and improvement in symptoms were delayed than in second degree but 

rdstill Rubber Band Ligation proved to be effective even in 3  degree hemorrhoid.
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INTRODUCTION
For centuries the human race has been plagued by a very 
common condition called hemorrhoids. Yet the whole subject 
is still clouded by misconception and folklore. It is almost 
impossible to calculate its prevalence, for many patients with 
hemorrhoids never have symptoms so whether such persons 
should be considered as diseased is still a question. So only 
symptomatic patients with hemorrhoids should be taken into 

1consideration .Hemorrhoids, the word is derived from Greek, 

haima meaning blood and rhoos meaning flowing, the 
common man's term piles is derived from Latin word pila 

2
meaning a ball .

Hemorrhoids have been defined differently over the years from 
over simplified definition of varicosities of hemorrhoidal plexus 
to the more recent study describing them as specialized highly 
vascular “cushions” of discrete masses of thick submucosa, 
containing blood vessels, smooth muscles, elastic and 
connective tissue which may slide down due to breakage of 
collagen and anchoring supporting connective tissue causing 
symptoms like prolapse, bleeding, pain etc. The cause of which 
is still hypothesized as erect posture, constipation, straining 
during defecation, sedentary work and diet low on fiber, 

1heredity, high resting anal pressures .

Numerous modalities and techniques have been developed to 
treat symptomatic hemorrhoids ranging from simple dietary 
measures and bowel habit regulation, through a number of 
non-operative procedures, to different techniques of excision 
of diseased anal cushions. The vast amount of treatment 
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