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Title: Transanal Hemorrhoidal Dearterialization

Description/Background
Transanal hemorrhoidal dearterialization (THD), also called Doppler-guided hemorrhoidal
artery ligation, is an emerging surgical technique to treat symptomatic hemorrhoids by placing
sutures to occlude hemorrhoidal arterial flow. A specially designed proctoscope, to which a
Doppler transducer is attached, is used to locate the arterial branches supplying hemorrhoidal
tissues. Once the artery is located, the surgeon uses an absorbable suture to ligate or “tie-off”
the blood flow of that vessel. The interruption in blood flow to the hemorrhoids allows
shrinkage of the tissue without surgical excision. Since the hemorrhoidal tissue is not excised,
it is believed that patients experience less postoperative pain and shorter recovery time. THD
may be performed in an office setting with local anesthesia.
Regulatory Status:
N/A

Medical Policy Statement
Transanal hemorrhoidal dearterialization is experimental/investigational. This procedure has
not been shown to improve long term clinical outcomes better than conventional surgical
treatment for hemorrhoids.
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Inclusionary and Exclusionary Guidelines (Clinically based guidelines that may
support individual consideration and pre-authorization decisions)
N/A
CPT/HCPCS Level II Codes (Note: The inclusion of a code in this list is not a guarantee of
coverage. Please refer to the medical policy statement to determine the status of a given procedure)
Established codes:
N/A
Other codes (investigational, not medically necessary, etc.):
0249T

Rationale
In 2001, Sohn et al reported on sixty patients between ages 22 and 87 who were treated with
THD. According to reports, bleeding was fully corrected in 88 percent, hemorrhoidal protrusion
in 92 percent, and pain in 71 percent. Two patients (three percent) failed to improve with THD.
Complications included pain resulting in greater than two days loss of work in five patients,
postoperative perirectal thromboses developed in four patients, and an anal fissure developed
in one patient. Although THD appeared to be an effective alternative to operative
hemorrhoidectomy, further long term studies comparing this procedure to conventional
hemorrhoidectomy procedures are needed. However, THD may be the only surgical option for
patients where a conventional operative hemorrhoidectomy is contraindicated because of
incontinence.
A 2007 article by Abdedaim et al reported on a pilot study demonstrating the initial experience
with hemorrhoidal arterial ligation (HAL) in patients with internal hemorrhoidal disease. A
prospective study was performed in 35 patients treated by HAL. After a mean of 18 (range 1224) months patients were administered a standardized questionnaire by telephone. The
treatment's success was observed in 11 of 12 patients (91.5 percent) with pain, 28 of 33 (85
percent) with bleeding, 14 of 15 (93 percent) with pruritus, 12 of 13 (92 percent) with
discharge, and 17 of 21 (81 percent) with prolapse. Open hemorrhoidectomy was needed in 3
patients (8.5 percent) due to bleeding and prolapse. HAL appeared to be a simple, painless,
safe and effective method for hemorrhoid ligation based on subjective experiences. However,
additional objective long-term studies need to be completed.
A study published in 2007 by Dal Monte et al retrospectively reviewed the results of THD
performed in 330 patients between January 2000 and May 2006. There were 138 patients with
second-degree, 162 with third-degree, and 30 with fourth-degree hemorrhoids. There were 23
postoperative complications (7 cases of bleeding, 5 thrombosed piles, 4 rectal hematomas, 2
anal fissures, 2 cases of dysuria, 1 of hematuria, and 2 needle ruptures). The mean
postoperative pain score was 1.32 on a visual analog scale. A total of 219 patients were
followed for a mean of 46 months. THD completely resolved the symptoms in 132 patients
(92.5%) with preoperative bleeding and in 110 patients (92.5%) with preoperative prolapse.
The efficacy and relapse rate of this procedure appears to be similar to that of traditional
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surgery and stapled hemorrhoidopexy. The authors concluded that THD was effective and safe
for all degrees of hemorrhoids because of the excellent results, low complication rate and
minor postoperative pain.
According to a systematic review by Giordano et al in 2009, “Transanal hemorrhoidal
dearterialization appears to be a potential treatment option for second-degree and third-degree
hemorrhoids. Clinical trials and longer follow-up comparing it with other procedures used to
treat hemorrhoids are needed to establish a possible role for this technique.”
A randomized trial published in 2009 by Festen et al compared THD to the Procedure for
prolapse and hemorrhoids (PPH), also called stapled hemorrhoidectomy (SH). Patients with
grade Ill or IV hemorrhoids were randomized between THD and PPH. Patients were evaluated
1 week, 3 weeks and 6 weeks postoperatively. The primary endpoint was resolved symptoms
6 weeks postoperatively. Secondary endpoints were pain, measured with a visual analogue
scale (VAS) after 1 day, 1 week and 3 weeks, and complications. Eighteen patients were
assigned to PPH versus 23 to THD. Success rates after 6 weeks were 83% in the PPH group
versus 78% in the THD group. VAS scores were significantly lower after 1 day and 1 week in
the THD group, but equalled out after 3 weeks. Twelve percent of the patients after PPH and
4% after THD needed an urgent readmission to treat an acute bleeding. Overall complication
rates did not differ significantly. The authors concluded that both PPH and THD are safe
treatments for grade III and IV hemorrhoids with acceptable complication rates and good shortterm results. THD might be the preferred treatment because it carries the similar complication
rate and short-term results, but results in less postoperative pain when compared with PPH.
The authors noted that “further randomized studies with larger number of patients and longer
follow-up are needed to confirm these preliminary data.”
In 2009, a study by Infantino et al prospectively evaluated Doppler-assisted ligation of the
terminal hemorrhoidal arteries for II and III degree hemorrhoids. A total of 112 patients were
treated by Doppler-assisted THD. The mean operative time was 33.9 ± 8.8 minutes, and the
mean number of ligatures applied was 7.2 ± 1.5. Postoperatively, 72% of patients did not need
analgesics and the other 28% used nonsteroidal anti-inflammatory drugs. All the patients were
operated as a day case. Early postoperative complications included hemorrhoidal thrombosis,
bleeding treated by hemostatic suture, dysuria and acute urinary retention. After a mean
follow-up of 15.6 ± 6.5 months 2/105 (20.9%) patients complained of minor bleeding, while
mild pain was still present in 4/51 patients (7.8%). There were no statistically significant
differences in the sample population regarding the gender or stage of the disease. Tenesmus
was cured in 15/17 patients, dyschaezia in 20/22 patients and mucous soiling in 10/10
patients. No new cases of altered defecation or fecal incontinence were recorded. Overall,
85.7% of patients were cured and 7.1% improved. Residual hemorrhoids were treated by
clastic band ligation in nine (8%) patients and by surgical excision in further five patients
(4.5%). The authors concluded that Doppler-assisted ligation of the terminal branches of the
hemorrhoidal arteries for II and III degree hemorrhoids is highly effective and painless.
Complications are few and the technique can be performed as a day case. The authors noted
that although early results are reassuring, information on long-term outcomes is not yet
available and that “more randomized controlled trials are needed to compare it with stapled
haemorrhoidopexy, currently considered the least invasive and painful operation for stage III
haemorrhoids.”
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In 2010, the American Society of Colon and Rectal Surgeons issued its revised “Practice
Parameters for the Management of Hemorrhoids.” With regard to Doppler-assisted
hemorrhoidal ligation, the guideline states that prospective studies using this method
demonstrated favorable results with reported control of bleeding in greater than 90% of
patients, with recurrence occurring in 10% to 15%. The guideline states that larger studies,
including variations of the Doppler technique and comparisons with other methods with longer
follow-up intervals, are required before definitive recommendations can be made.
The National Institute for Health and Clinical Excellence (NICE) published its 2010
interventional guidance titled “Haemorrhoidal Artery Ligation.” NICE states that “Current
evidence on haemorrhoidal artery ligation shows that this procedure is an efficacious
alternative to conventional haemorrhoidectomy or stapled haemorrhoidopexy in the short and
medium term, and that there are no major safety concerns. Therefore this procedure may be
used provided that normal arrangements are in place for clinical governance, consent and
audit.”
In a 2011 publication, Giordano et al compared THD versus SH for the treatment of secondand third-degree hemorrhoids. Patients (n= 52) who failed conservative treatment were
randomly assigned to a THD or a SH group. Twenty-eight patients underwent THD and 24
underwent SR. Preoperative and postoperative symptoms, postoperative pain, time until return
to normal activities, complications, patient satisfaction and recurrence rates were all assessed
prospectively. Patients were reassessed at 2 months, 8 months, and when the study was
completed. There were no significant differences in terms of postoperative pain, expected pain
and analgesia requirements, but more THD patients returned to work within 4 days (P < 0.05).
One THD patient developed a sub-mucosal hematoma after surgery, one SH patient occlusion
of the rectal lumen and two rectal bleeding. At 8-month follow-up, two SH patients complained
of fecal urgency. At 38-month follow-up, all short-term complications had resolved. Patient
satisfaction and recurrence rates were similar in the two groups. The researchers concluded
that short-term results, although similar, seem to suggest SH may result in increased morbidity
while return to work is quicker after THD. Medium-term results demonstrate that THD and SH
have similar effectiveness. The authors noted “While there is now considerable literature on
SH, the data regarding THD is still limited and mostly taken from case series, not comparative
studies” and “larger randomised studies are needed to better establish the definitive role of this
technique.”
In 2011, Ratto et al reported on the results of a study involving 35 patients prospectively
enrolled with fourth-degree hemorrhoidal disease who underwent THD. There were no
intraoperative complications. Postoperative complications included 3 hemorrhoidal thromboses
(1 requiring surgery) and 2 episodes of bleeding (1 requiring surgical hemostasis). Five
patients experienced urinary retention which required catheterization. At 10 months follow-up,
symptoms had resolved or significantly improved in 22 patients. Nine patients had irregular
bleeding, 3 had mild anal pain, 4 had transient anal burning, and 4 experienced tenesmus.
Ten patients had some degree of residual prolapse; however it was significant in only 2 cases,
and required further surgery. There were no cases of anorectal stenosis and no reports of fecal
incontinence. While the study demonstrates success with the THD procedure, the authors
acknowledge that further studies with longer follow-up are indicated.
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There are a few small randomized studies comparing THD to other treatments for
hemorrhoids. The researchers generally agree that larger randomized comparative studies are
needed to determine the long term outcomes of this procedure.
Government Regulations
National:
There is no National Coverage Determination.
Local:
There is no Local Coverage Determination.
Michigan Department of Community Health:
MDCH does not have any published information on transanal hemorrhoidal dearterialization.
(The above Medicare information is current as of the review date for this policy. However, the coverage
issues and policies maintained by the Centers for Medicare & Medicare Services [CMS, formerly HCFA] are
updated and/or revised periodically. Therefore, the most current CMS information may not be contained in
this document. For the most current information, the reader should contact an official Medicare source.)

Related Policies
N/A
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Comments

BLUE CARE NETWORK BENEFIT COVERAGE
POLICY: TRANSANAL HEMORRHOIDAL DEARTERIALIZATION
I. Coverage Determination:
Commercial HMO (includes SelfFunded groups unless otherwise
specified)
BCNA (Medicare Advantage)
BCN65 (Medicare Complementary)
Blue Cross Complete of Michigan

Not covered.

Not covered.
Coinsurance covered if primary Medicare
covers the service.
Not covered.

II. Administrative Guidelines:
N/A
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