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Objective: The aim of the study was to cheek the rate of significant complications amongst the
patients undergoing Stapled haemorrhoidectomy. This study reflects our experience with Stapled
haemorrhoidectomy in our Population.
Methods: Two hundred and ninety patients with primary hemorrhoid of different degree underwent
staple Hemorrhoidectomy in ShSMCH since January 2011 to December 2016. All patients were
evaluated by history, clinical examination and proctosigmoidoscopy. They were followed up post
operatively at 1, 3, 6, 12, 15, 18 Month.
Result : Regarding presenting symptoms (pain less) per rectal bleeding was the main symptom
(89%). Bulk of the pt were 3rd degree(50.16%). Regarding post operative complication –
Urgency of defecation was most frequent (19%). Others were Urinary retention (4.5%), anal
pain (4.01%), reactionary hemorrhage (4.01%). Regarding late post operative complication
most frequent was mild pain (3.34%); others were – flatus incontinence, stenosis, recurrent
haemorrhoid, fissure.
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Conclusion : Stapled haemorrhaidectomy is widely used, quick, safe and effective method of
treating all degree of primary hemorrhoid with some complications. Therefore surgeon should
be well aware of the type and post operative complications
[J Shaheed Suhrawardy Med Coll 2017; 9(2): 78-82]
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Introuction:
Haemorrhoids are a very common anorectal condition
defined as the symptomatic enlargement and distal
displacement of the normal anal cushions. They affect
millions of people around the world, and represent a major
medical and socioeconomic problem.1
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Haemorrhoids is derived from a Greek word meaning
flow of blood (heam- blood rhoos- flowing). The word
piles come from latin pila meaning pill or a ball. There
are few diseases that are more chronical in human
history than symptomatic haemorrhoidal disease. 2,3
Multiple factors have been claimed to be the etiologies
of haemorrhoidal development, including constipation
and prolonged straining. The abnormal dilatation and
distortion of the vascular channel, together with
destructive changes in the supporting connective tissue
within the anal cushion, is a paramount finding of
haemorrhoidal disease.3
It has been traditional to grade haemorrhoidal disease into
four degrees depending on the extent of the prolapsed.
After the haemorrhoids are appropriately staged, treatment
options should be explored. Although this grading system
has limitations, it is beneficial to determine the efficacy of
various forms of treatment.4
In most instances, haemorrhoids are treated
conservatively, using many methods such as lifestyle
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modification, fiber supplement, suppository-delivered antiinflammatory drugs, and administration of venotonic
drugs.5 Non-operative approaches include sclerotherapy
and, preferably, rubber band ligation. An operation is
indicated when non-operative approaches have failed or
complications have occurred.
Several surgical approaches for treating haemorrhoids
have been introduced including haemorrhoidectomy and
stapled haemorrhoidopexy.
Stapled Haemorrhoidopexy (SH) was first described by an
Italian surgeon, Dr. Antonio Longo, Department of Surgery,
University of Palermo, in late 1990’s 6 and since then has
been widely adopted worldwide. This operation involves
the use of a stapled gun inserted through the anus to hold
back the internal haemorrhoids and re-duce the degree of
prolapse by excising a circumferential strip of mucosa from
the proximal anal canal. Stapled haemorrhoidopexy is
usually reserved for 3rd and 4th degree haemorrhoids. It
is sometimes used to treat 2nd degree haemorrhoids as
well. It gives minimal pain after the operation and earlier
return to work or normal activity, compared to open
haemorrhoidectomy. It does not need to be performed in
stages and there is no external wound. Apart from a few
isolated severe complications like pelvic abscess and
severe bleeding7 , the complication rates of SH are
comparable to other conventional haemorrhoid (CH)
operations 8-10. A large multicentre study in Italy showed
a complication rate of 15%. The commonest complications
were severe pain and bleeding, at 5% and 4% respectively.
Pain is the most frequent complication and the most feared
sequel of the procedure from the patient’s perspective. 11
Urinary retention is a frequent postoperative problem after
haemorrhoidectomy, ranging in incidence from 1 to 52%.12,
13

Early postoperative bleeding (<24 hours) occurs in
approximately 1% of patients and represents a technical
error that requires return to the operating room for
resuturing of the offending wound.14 Delayed hemorrhage
occurs in 0.5 to 4% of cases of excisional
haemorrhoidectomy at 5 to 10 days postoperatively.15
Anal stenosis – provided adequate mucosal bridges are
retained after excision ligation of haemorrhoids this
complication should be rare. Anal fissures is a rare
complication which may result from a failure of the
haemorrhoidectomy site to heal adequately Skin tagsedema in the perianal skin adjacent hemorrhoid wounds
may result in skin tags. The incidence of skin tags is
reported to occur in 4% of patients after excision ligation.
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Materials and Methods:
This is a prospective observational study, conducted over
a period between January 2011 to December 2016 carried
out in Shaheed Suhrawardy Medical College Hospital. Two
hundred and ninty nine consecutive patients with
idiopathic/primary haemorrhoidal disease irrespective of
age, sex, height, nutritional conditions, and socioeconomic
status were selected for the procedure. Patients with
asymptomatic secondary haemorrhoids or with other
associated benign anorectal disorders were excluded from
the study. Diagnosis of haemorrhoidal disease was made
form history, and examination of anorectal by conventional
digital rectal examination and proctosigmoidoscopic
examination. Relevant investigations were done for
anesthetic fitness.
Technique
Staple Haemorrhoidectomy was carried out under spinal
anesthesia, with the patient in lithotomic position. After
gentle dilation of the anus the purse-string anuscope was
introduced into the anal canal. A circumferential pursestring suture was placed approximately 2-3cm above the
dentate line with 3/0 vicryl, taking care that only the
mucosa and submucous layers are incorporated the pursestring suture. The PPH03 haemorrhoidal circular stapler is
opened fully and the 33mm anvil is introduced into the
anal canal. It is positioned above (proximal to) the pursestring, which is then tied down. The suture threader is
then used to pull the suture though the lateral holes of the
PPH03 stapler. The stapler is tightened slowly while
applying traction on the purse-string. In women, posterior
vaginal wall was ensured not to be incorporated in the
purse string suture before tightening and firing the
instrument. The instrument is left closed in this position
for approximately 30 seconds before firing the stapler .
After firing the stapler the PPH03 stapler is opened and
stapler removed gently. The staple line is then examined
for bleeding using the anuscope. They were followed up
postoperatively regarding urinary retention, bleeding, anal
pain and any other complications. Clinical evaluations
including complete proctological examination ware
routinely repeated at postoperative follow up on 5 to 7
days, 3 weeks and 2 months after surgery. After collection
of required information, data were checked and processed
manually, analyzed and edited by computer and simple
statistical calculations were done by using percentage
Result:
Total 299 patients (M-210, F- 79) with median age of 37
years, with a diagnosis of primary haemorrhoidal disease
79
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underwent stapled haemorrhoidopexy. Around 89% of
patient presented with painless per rectal bleeding. Bulks
of the patients were treatment failure 2nd and 3rd degree
haemorrhoids. 61% recovered uneventfully. Urgency of
daefecation was the most frequent (19%) early
complication. Stenosis and recurrency were most common
late complication.
Table-1
Patient’s demography (n=299)
Variables

No. of patients (%)

Sex

M-210, F-79

Age (years)

37(21-80)

Clinical featuresPer rectal bleeding

266(88.9%)

Symptomatic prolapse

191(63.87%)

Pruritus

133(44.48%)

Discomfort

77(25.75%)

Pain

63(21.1%)

Anaemia requiring blood transfusion 9(3.01%)
Degree of haemorrhoidtreatment failure 2nd degree

119(39.79%)

3rd degree

150(50.16%)

4th degree

31(11.03%)
Table-II

Postoperative complications (n=299)
Variables
None

No. of patients
182(61%)

Early
Urgency of daefecation

57(19%)

Urinary retension

15(4.5%)

Aanal pain

12(4.01%)

Reactionary haemorrhage

09(3.01%)

Submucosal abscess

02(0.66%)

Late
Mild pain

10(3.34%)

Flatus incontinence

07(2.34%)

Stenosis

09(3.01%)

Recurrent haemorrhoids

09(3.01%)

Fissure

02(0.66%)

80

Discussion
Haemorrhoidal disease is the disorder most frequently
encountered in proctology. 16 In recent times many
techniques carrying various eponyms have been
described. There are 2 basic varieties open and closed
haemorrhoidectomy depending on whether or not the
anorectal mucosa and perianal skin closed after the
haemorrhoids have been excised and ligated, but the best
one remain unanswered. Stapled haemorrhoidopexy is new
and a very good technique to treat haemorrhoids with
fewer complications and better patient satisfaction.
Complications related to the stapled haemorrhoidopexy
(Longo) technique are external hemorroidal thrombosis,
suture dehiscence, rectal perforation, submucosal
hematoma, disabling persistent pain associated with a
rectal syndrome, and sepsis. Very serious complications
have been published in the literature. Certain authors
attribute these complications to the learning curve for this
surgery 17,18. This cannot be considered in the present
series since the serious complications were observed after
procedures performed by surgeons experienced with the
technique.
In our series urgency of daefecation is the most common
early complication (19%). Riaz AA et al found 15.2% had
urgency of daefication. Cheetham 19 reported that 31%
had postoperative pain with defecation urgency lasting
up to fifteen months.
Urinary retension was another troublesome but harmless
complication. In our study it was 4.5% requiring
catheterization. Sobardo et al found 3.9%. There does not
appear to be any clear explanation. We believe that the
anesthesia could be involved.
Anal pain was another frequent complication in our series
(early4.01%, late3.34%). In the literature, estimates range
from 4% to 17.5%. The pain can persist for several days or
weeks or exceptionally months and often requires major
analgesia 17,18. The Longo technique is nevertheless
advocated as being a less painful method 20,21. Pain is
very variable from one patient to another and is difficult to
quantify. The intensity of pain also varies with the cultural
context. On the first operative day after stapled
hemorrhoidectomy, pain was scored 3 on a visual analog
scale by 37 Italian patients 22 and 5 by 30 Finnish
patients23. The duration of the painful period is also
variable, ranging in our series from two days to six months.
In a cohort of 16 patients, Cheetham 17 reported that 31%
had postoperative pain with defecation urgency lasting
up to fifteen months. For certain authors 17, 24, the cause
of pain can be explained by a low staple line too close to
the sphincter. Pain can be avoided by placing the purse
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suture very high above the dentate line but with the risk
of early relapse. A safety margin of 3 to 4 cm above the
dentate line, recommended by Longo, is advocated by
most authors 21, 25,26. For Cheetham, inclusion of muscle
fibers in the mucosectomy could be a cause of persistent
pain and defecation urgency .
Hemorrhage is by far the earliest and most worrisome
complication. For some authors, it is a problem especially
during the early part of the learning curve 27. In our series,
hemorrhage was reported in 3.01% of patients. Incidence
in the literature has been very variable from 0.6% to
10%27, 28. Many of our patients bleed during the operation
or early in the postoperative period. Bleeding can also
begin later and persist for several days 26.
The most frequent cause of hemorrhage is arteriolar along
the staple line. This can result from defective technique
injuring the mucosa as observed in one of our patients.
Topical treatment is usually required. Several methods have
been proposed to achieve hemostasis. Foley catheter
compression, surgical suture, meshing, and injection of
epinephrine. Blood transfusion is required for some
patients 21, 28
Anal stricture developed in 3.01% patients and was treated
by anal dilatation. Three patients experienced defecation
disorders (urgency) which resolved at three months.
Incidence of postoperative stenosis was 8.8% and 1.6%
in two retrospective series 7, 29. Most of the cases
responded to anal dilatation 7 while surgery was required
in 1.4% of patients30
Fissures occur rarely (0.2% according to Slawik et al.31
and may be due to the trauma of a forceful insertion of the
stapler into a tight anus in young males. in our study it
was 0.6%.In our study nine patients(3.01%) developed
recurrent hemorrhoid which were treated surgically in eight
(Milligan-Morgan) and medically in one. Malika Oughriss
et al7 found 3.2% recurrence rate.
Conclusion:
In this study, the stapled hemorrhoidopexy procedure was
found safe. It was well tolerated by patients with minimal
parenteral analgesic use and early discharge from hospital.
The morbidity observed was also low in this procedure.
Based on our experience, we suggest use of stapled
hemorrhoidopexy as a valid option for symptomatic second
degree and all third- and fourth-degree hemorrhoids.
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