
The Whitehead operation procedure: Is it a useful technique?

INTRODUCTION 

Hemorrhoidal disease has been a well-known entity in general surgery for many centuries, with bleed-
ing, anal pain, and distress being the most common symptoms. The therapeutic approaches to hemor-
rhoids remain controversial; the choice of treatment method depends on the grade of the hemorrhoid 
as well as the experience of the surgeon. 

Hemorrhoidectomies are the oldest and most common surgical techniques used for the treatment of 
hemorrhoids. In this report, 49 cases of patients with grade IV hemorrhoidal disease who were treated 
using the Whitehead procedure are presented.

MATERIAL AND METHODS

Forty-nine patients who underwent the Whitehead procedure between December 1982 and January 
2013 were evaluated retrospectively. Age, gender, preoperative diagnosis, postoperative complications, 
and length of hospital stay were evaluated. The indication for surgical treatment was grade IV hemor-
rhoidal disease in all the patients. Table 1 shows our algorithm for the treatment of hemorrhoidal dis-
ease. 

Informed consent was not received due to the retrospective nature of the study. This research was con-
ducted according to the principles of the World Medical Association Declaration of Helsinki “Ethical Prin-
ciples for Medical Research Involving Human Subjects”. 

Preoperative Preparation

All patients received mechanical colonic preparation. This began 24 h before the surgery. Additionally, 
a fiber diet was applied during this period. In patients who were admitted with acute hemorrhoidal 
attacks (thrombosed, irreducible, or inflamed hemorrhoids), medical treatment methods, including cor-
ticosteroids, laxative agents, and warm antiseptic sitting baths, were applied prior to surgery. Surgical 
treatment was also delayed until the acute symptoms and signs resolved. 
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Objective: Hemorrhoidal disease is a very common entity in the general population; however, the therapeutic 

approaches to hemorrhoids remain controversial. The choice of treatment method depends on the grade of the 

hemorrhoid as well as the experience of the surgeon. The Whitehead hemorrhoidectomy procedure is often applied 

for grade IV hemorrhoids.

Material and Methods: We studied 49 patients who underwent surgery between December 1982 and January 2013. 

The indications for the Whitehead procedure in all patients were grade IV hemorrhoidal disease. The data on these 

patients were evaluated retrospectively with respect to age, gender, preoperative diagnosis, and postoperative com-

plications.

Results: Of the patients included in this study, 34 were male and 15 were female. The mean age of the patients 

was 41.93±12.42, and the age range was 24-70 years. Complications of the Whitehead procedure included bleeding 

(6.12%, three cases), stricture (2.04%, one case), urinary retention (16.33%, eight cases), and temporary anal inconti-

nence (2.04%, one case). No patients developed Whitehead deformities, entropion, or infectious complications. All 

patients were discharged from hospital between the fifth and eighth days post-surgery (6.45±1.00 days). The follow-

up period was 1-234 months (70.02±54.89). 

Conclusion: The Whitehead procedure is successful in patients with prevalent peripheral prolapse and/or throm-

bosed hemorrhoids. With the right indications, and if the surgeon has adequate experience, the morbidity rate of 

the Whitehead procedure is similar to that of other treatment methods.
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Surgical Procedure

Under general or spinal anesthesia, anal dilatation was per-

formed using two fingers with the patient in the gynecologi-

cal position. An incision was then made in the skin-mucosal 

line extending from the 12 o’clock point to the 6 o’clock point. 

The anal mucosa was dissected, together with the hemor-

rhoidal packages, up to the dentate line (Figure 1). Following 
this, another incision was made from the skin to the superior 
part of the dentate line, and the skin was sutured to the rec-
tal mucosa. Later, the left half of the anal mucosa was excised 
from just above the dentate line, and the mucosa was sutured 
to the skin. The same procedure was applied symmetrically to 
the remaining reciprocal part of the anal mucosa (Figure 2). 
After hemostasis, a rectal tube surrounded by Spongostan was 
inserted through the anal canal (Figure 3).

Postoperative Follow-Up 

All patients received parenteral spasmolytic and analgesic 
therapy for three postoperative days; if necessary, oral therapy 
was continued after this time. The rectal tube was maintained 
in place for three days in 48 patients. Intestinal peristalsis re-
turned to normal during this period; however, in one patient, 
the rectal tube was removed on the first day because of intol-
erance. 

All patients were maintained on a liquid diet for the first and 
second postoperative days. A normal diet was resumed on the 
third postoperative day.

After removal of the rectal tube, the patients received a warm 
antiseptic sitting bath following defecation. The anastomotic 
suture line was evaluated by rectal digital examination on the 
tenth and the thirteenth postoperative days.

RESULTS

Of the 49 patients who were included in this study, 34 were 
male and 15 were female. The mean age of the patients was 
41.93±12.42, and the age range was 24-70 years. 

The indications for surgical treatment were grade IV hemor-
rhoidal disease in all patients, anal fissures in three of the pa-
tients, and an iatrogenic sigmoid colon laceration related to rec-
toscopy (at another clinic) in one patient. In the last patient, the 
colon was repaired concurrently with the Whitehead procedure.

Twenty-three patients (46.94%) with extensive acute throm-
boses and inflammation received medical treatment, includ-
ing diet, laxatives, and local analgesics, as well as cortisone 
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Table 1. Classification, grading, and treatment of hemorrhoidal disease

Classification Grade Findings Treatment

Internal Ia Hemorrhoids protrude into but do not prolapse out of the anal canal M, AD, RBL, IP, SCL, CRY, EC

 Ib Thrombosis of Grade Ia hemorrhoids M and/or H

 II Hemorrhoids prolapse out of the anal canal with bowel movements  M, PHSP, RBL, IP, SCL, CRY, EC 
  or straining, but spontaneously reduce 

 III Hemorrhoids prolapse during the previously described maneuvers  M, RBL, IP, SCL, CRY, EC, H, PPH 
  and must be manually reduced by the patient 

 IVa Hemorrhoids are prolapsed out of the anus and cannot be reduced Whitehead procedure, two-step  
   hemorrhoidectomy

 IVb Extensive acute thrombosis and inflammation of Grade IVa hemorrhoids M

External  Even if complicated M, AD, excisional H

M: medical treatment including diet, stool-bulking agents, analgesia, and local applications; AD: anal dilatation; RBL: rubber band ligation; IP: infrared 
photocoagulation; SCL: sclerotherapy; CRY: cryotherapy; EC: electrocautery; H: hemorrhoidectomy (open, closed, stapled); PHSP: procedures for high 
sphincteric pressure; PPH: procedure for prolapsing hemorrhoids 

Figure 1. The anal mucosa was dissected together with the 
hemorrhoidal packages until the dentate line

Figure 2. The same procedure was applied symmetrically to 
the reciprocal remaining part of the anal mucosa



applications for three to seven days. These patients underwent 
operations after the acute stage. Three patients (6.12%) devel-
oped bleeding that did not require invasive therapy or transfu-
sions during the early postoperative period (first 24 h). In the 
second month postoperatively, a stricture developed in one 
patient (2.04%) in whom the rectal tube was removed early 
due to intolerance and on whom postoperative follow-up 
could not be performed. This patient was treated by repeated 
anal dilation. 

Eight patients (16.33%) had urinary retention, and a urinary 
catheter was inserted for 24-48 h. One patient had anal incon-
tinence for two days following the removal of the rectal tube, 
which recovered spontaneously. The total morbidity rate was 
26.53% (Table 2).

No patients developed Whitehead deformities, entropion, or 
infectious complications (Table 2), and all patients were dis-
charged from the hospital between the fifth and eighth days 
(6.45±1.00 days). The follow-up period ranged from 1 to 234 
months (70.02±54.89).

DISCUSSION

Hemorrhoids are mainly divided into two types: external and 
internal. They are also described on the basis of size and clini-
cal findings; additionally, internal hemorrhoids are subdivided 
into four grades (1, 2).

This grading of internal hemorrhoids can be confused by 
complicated cases. For example, the approach to a grade I 
thrombosed hemorrhoid is different from the approach to a 
non-thrombosed hemorrhoid. Most cases of grade IV hem-
orrhoids involve extensive acute thromboses and inflamma-
tion; these cases can be transformed to grade III by medical 
treatment. Thus, we added two subgroups, grades Ib and IVb. 
Grades I and IV in the classical grading system were referred 

to as grades Ia and IVa. Cases with thromboses and extensive 
acute thromboses and inflammation were described as grades 
Ib and IVb, respectively (Table 1).

Diet and stool-bulking agents, rubber band ligation, infrared 
photocoagulation, sclerotherapy, cryotherapy, and electro-
cautery can be used for cases of grade I to III hemorrhoids. 
Surgical methods such as open or closed hemorrhoidectomy, 
stapled hemorrhoidectomy, and the procedure for prolapsing 
hemorrhoids (PPH) are procedures used for the treatment of 
grade III and IV cases. 

Since 1882, the Whitehead procedure has been widely applied 
for grade IV hemorrhoids; although stapled hemorrhoidec-
tomy and PPH have commonly been used in recent decades, 
they have not been found to be as successful due to high 
morbidity and recurrence rates (2-4). Although the White-
head hemorrhoidectomy is controversial, it is used for grade 
IV hemorrhoids; furthermore, despite the common occurrence 
of prolapsed and/or thrombosed hemorrhoids and partial re-
section, it has absolute indications (5, 6). 
 
The circumferential excision of the anal mucosa and hemor-
rhoids was first reported by Walter Whitehead (7) in 1882; 
however, this procedure is less preferred due to technical dif-
ficulties and a high morbidity rate. Malpractice suits also have 
a strong effect on these results. 

During the last quarter of the 20th century, the Whitehead pro-
cedure attracted attention. White et al. (8), Barrios et al. (9), 
Sagar and Wolff (10), Burchell (11), Bonello (12), and others 
(13-22) have reported large and successful studies with modi-
fications of Whitehead’s technique. 

Complications from the Whitehead procedure are stenosis (up 
to 8.8%), ectropion or wet anus (Whitehead’s deformity), anal 
incontinence (2%-12%), severe pain (up to 50%), urinary reten-
tion (2%-50%), fecal impaction (0.3%), intraoperative blood 
loss or postoperative bleeding (0.03%-6%), fistula or abscess 
(1.1%), complications of wound healing (1%-2%), and infec-
tion (0.5%-5.5%) (5, 13, 14, 20-22). 

Stricture arises from fibrotic tissue proliferating and obstruct-
ing the fecal passage during the wound healing process. Al-
though it was more frequent in the past, its incidence has been 
reported as less than 10% in recent publications. Stricture is 
prevented by regular defecation; however, the frequency of 
the disease increases in patients avoiding defecation due to 
high sphincter pressure and excessive pain. Sphincter spasm 
is a factor that can increase ischemia at the anastomosis; older 
patients have a higher risk for developing stenosis after White-
head surgery due to sphincter spasm (15). Anal dilation is 
usually adequate for prevention and treatment; additionally, 
posterior or lateral sphincterotomy can be beneficial (16-19). 

In the early stages of stricture formation, anal dilation is usu-
ally a sufficient treatment; however, in delayed cases, ano-
plasty may be beneficial (23). In our study, a rectal tube was 
maintained in the anal canal for three days for the prevention 
of stenosis; except for a slight increase in pain, no side effects 
were observed. Conversely, one patient who did not tolerate 
the rectal tube developed stenosis following its removal.192
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Table 2. Patient complications 

Complication n %

Bleeding requiring no intervention 3 6.12

Stricture 1 2.04

Urinary retention 8 16.33

Temporary anal incontinence 1 2.04

Total 13 26.53

Figure 3. A rectal tube was placed



The Whitehead deformity occurs as a result of rotation of the 
mucosa into the anal canal or outward skin due to malforma-
tion of the mucosal line. It may result from a technical error 
or dehiscence of the suture line. Another cause may be inter-
ventions made during a period of extensive acute thrombo-
sis and inflammation. Technical errors may occur due to the 
undetermined skin-mucosal line during that period. There are 
two basic ways to prevent Whitehead deformity: performing 
a skin-to-mucosal line incision at the borderline and delay-
ing surgery by applying medical treatment in cases of acute 
thrombosis and inflammation. All Grade IVb patients received 
medical treatment and did not undergo surgery during the 
acute phase. 

In cases of entropion, medical treatment (moisturizing-
cortisone ointments) are useful. In cases of ectropion (wet 
anus), surgery is required. None of our patients developed 
the Whitehead deformity, entropion, or infectious complica-
tions.

Anal incontinence is caused by a decrease or loss of pressure in 
the anal sphincter. In most people with hemorrhoidal disease, 
the anal canal resting pressure is high. The internal sphincter 
accounts for 80% of the resting pressure in these cases. To de-
crease this pressure, a partial internal sphincterotomy or anal 
dilation is performed (24, 25). In our study, we observed that 
dilation performed under analgesia in grade I and grade II pa-
tients had a 95% success rate. In the patients who underwent 
the Whitehead procedure, anal dilation was performed rou-
tinely. We encountered short-term anal incontinence in only 
one patient.

Pain is associated with the incision in the anoderm and inter-
vention in the sphincter (sphincterotomy or dilation). Spasmo-
lytic analgesics, or even narcotic analgesics, may be necessary 
for treatment. These high levels of pain and weakness during 
bladder contractions are caused by disorders and innervation 
of the perianal region and may lead to urinary retention. We 
encountered urinary retention in eight patients; they were 
treated with urinary catheters for 24-48 h.

Fecal impaction can be seen in patients with inadequate 
preoperative bowel preparation. Another causative factor is 
avoidance of defecation by patients due to pain. Complete 
preoperative bowel preparation and administration of laxa-
tives that increase bowel peristalsis are sufficient for preven-
tion. 

Intraoperative blood loss or postoperative bleeding can be 
caused by a lack of technical ability or by errors. In rare cases, 
rigorous application may require additional intervention. In 
this study, three patients (6.12%) developed bleeding that did 
not require invasive therapy or transfusions in the early post-
operative period (first 24 h).

Fistula/abscess formation, infection, and wound disintegra-
tion result from inadequate preparations, chemoprevention, 
or techniques that are not method-specific.

The limitations of this study are the low number of patients 
and the lack of comparison with groups of patients who un-
derwent other surgical procedures.

CONCLUSION

The Whitehead procedure provides successful results in pa-
tients with prevalent peripheral prolapse and/or thrombosed 
hemorrhoids. If the surgeon is experienced and the indica-
tions are correct, the morbidity rate is similar to that of other 
methods. 
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