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ABSTRACT

Aim: To compare the severity of postoperative pain in stapled versus open Milligan Morgan
hemorrhoidectomy for hemorrhoids”.

Study design: Randomized Controlled Trials (RCT).

Place and duration of study: 6 month Department of surgery, Multan Medical and Dental College,
Ibne Siena Hospital and Research Institute, Multan

Methods: After approval from local ethics committee, one hundered and eighty patients with
symptomatic hemorrhoidal disease fulfilling the inclusion criteria selected from out patient department.
They were divided into two groups A and B randomly by using computer generated random list having
the assigned treatment. The patients in group A operated with Circular stapler and patients in group B
operated with the open Milligan—Morgan technique. All the patients monitored for severity of
postoperative pain on 1% and 2™ post operative days.

Results: One hundred and eighty patients with haemorroids were chosen for the study with mean age
of 45.20+£9.5 in group A and 44.83+9.7 in group B, with 78 patients shown satisfactory while 12
patients shown unsatisfactory results group A while in group B 21 patients shown satisfactory while 69

patients shown unsatisfactory.

Conclusions: Stapled hemorrhoidectomy is associated with less postoperative pain.
Keywords: Haemorroids, stapled hemorrhoidectomy, open Milligan Morgan hemorrhoidectomy

INTRODUCTION

Hemorrhoids are part of normal human anatomy. It
has been estimated that 58% of people over 40 years
of age have hemorrhoidal disease to some extent’.
Hemorrhoids are the most prevalent anorectal
disorder among adults, and over 90% of patients
undergoing sigmoidoscopy or colonoscopy are found
to have hemorrhoids of varying degrees.
Hemorrhoids are defined as internal or external
based on whether they are located above or below
the dentate line. Internal hemorrhoids can be
classified into 4 grades using the Goligher system?.
Grade 1, hemorrhoids with bleeding; Grade 2,
hemorrhoids with bleeding and protrusion, with
spontaneous reduction; Grade 3, hemorrhoids with
bleeding and protrusion that require manual
reduction; and Grade 4, prolapsed hemorrhoids that
cannot be replaced. Nonoperative management is
considered for patients with symptoms (anal bleeding
or rectal prolapse) and grades 1, 2, and 3 internal
hemorrhoids. Treatments include local injection
therapy, anal divulsion, elastic band ligation,
cryotherapy, infrared and laser photocoagulation,
direct application of electrical current, and bipolar
coagulation®*. Based on the results of a meta-
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analysis, MacRae and McLeod® concluded that
rubber band ligation should be recommended for
Grades 1 to 3 internal hemorrhoids, and that patients
treated by this method were less likely to require
additional therapies than those treated with local
injection therapy or infrared coagulation. Since first
introduced in the United States in 1951, rubber band
ligation has become the mainstay of treatment for
bleeding and prolapsing internal hemorrhoids, and is
now a well established, safe, and effective
technique®’®. It has been shown to be substantially
better than medication alone in terms of outcome,
and is not associated with significant morbidityg.
Conventional band ligation is performed with rigid
anoscopic devices with limited maneuverability and a
narrow field of view, and no ability to document
treatment photographically[5]. These drawbacks can
be overcome by using a video-endoscopic system
that provides a detailed image of the operative field
as well as photographic capability'®. Our previous
studies showed a good result of endoscopic
hemorrhoid ligation (EHL) in patients with
symptomatic internal hemorrhoids at initial therapy
and one year after treatment™*.

Indications  for  operative treatment  of
hemorrhoids are not well defined. Most surgeons
agree that these include fourth-degree, prolapsed
irreducible hemorrhoids, and most third-degree,
prolapsing during straining hemorrhoids******. The
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operative treatment can also be indicated in
hemorrhoids of second degree with mucosal prolapse
or recurrent bleeding. In addition, patients who
present with acutely thrombosed or strangulated
prolapsed hemorrhoids may benefit from emergency
hemorrhoidectomy. The vast majority of surgeons
perform the hemorrhoidectomy with the open
(Milligan-Morgan)™® or closed (Ferguson) technique.
An operative method using a circular stapler was
developed recently by Peck, O 'Connor, and finally by
Longo. The method was based on Thompson‘s
theory of the physiologic role of “anal cushions” and
the prolapse of rectal mucosa. This procedure is to
avoid the need for wounds in the sensitive perianal
area and as a result, has the advantage of
significantly reducing the patient's post operative
pain'®*"*® to decrease the blood flow to hemorrhoids
and to reset them in their normal position without
damaging the sensitive anal canal mucosa in the
region of the dentate line. Follow-up on relief of
symptoms indicate a similar success rate to that
achieved by conventional haemorrhoidectomy*®*®.

MATERIAL AND METHOD:

After approval from local ethics committee, one
hindered and eighty patients with symptomatic
hemorrhoidal disease fulfilling the inclusion criteria
selected from outpatient department. They were
divided into two groups A and B randomly by using
computer generated random list having the assigned
treatment. The demographic information like name,
age, sex and address recorded. An informed consent
obtained from patients for hemorrhoidectomy and
confidentiality maintained. Patients were operated by
consultant surgeon having post fellowship experience
of 5 years or more under spinal anesthesia. The
patients in group A operated with Circular stapler and
patients in group B operated with the open Milligan-
Morgan technique. All the patients were monitored for
severity of postoperative pain on 1% and 2" post
operative days. The collected information entered
and analysed through SPSS version 10. Descriptive
statistics used to calculate mean and standard
deviation for age. Frequency and percentages were
calculated for gender and qualitative data
(postoperative pain). The significance of differences
observed by the two methods being qualitative
(postoperative pain) subjected to Chi Square test, AP
value of 0.05 or less taken as significant.
Stratification was undertaken on age, and gender to
study the effect of variables on the study.

RESULTS

One hundred and eighty patients with haemorrhoids
were chosen for the study from those who were
presented to surgical OPD unit Ill of Nishtar Hospital,
Multan. Following were the results of study:
According to age distribution 8 patients were between
18-30, 12 patients were between 31-40 and 50
patients were between 41-50 years of age and 20
patients were between 51-60 with mean age of
45.20+9.5 in group A, while in group B 12 patients
were between 18-30, 10 patients were between 31—
40 and 46 patients were between 41-50 years of age
and 22 patients were between 51-60 with mean age
of 44.83+9.7 shown in (tablel). There were 63 male
patients and 27 female patients in group A while in
group B 66 were male patients and 24 were female
patients (Graph 1, 2).

Postoperative pain in group A and group B was
noted at day one and second, results shown that no
pain=60,mild pain=18,moderate pain=8,and severe=4
with 78 patients shown satisfactory while 12 patients
shown unsatisfactory results. In group B results
shown that no pain=1, mild pain=20, moderate
pain=29, and severe=40 with 21 patients shown
satisfactory while 69 patients shown unsatisfactory
(Table 2) results shown in (Graph 3,4). When results
of two groups were compared for postoperative pain
it shows significant statistical difference in between
two groups shown in (Table 3). Stratification for
Gender in group A and group B for postoperative
pain shown in (Table 4,5), while Stratification for age
in group A and group B for postoperative pain shows
no age specification.
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Graph 2 Std.
N Min. | Max. | Mean | Deviation
Group A 90 18 60 45.20 9.508
Gender group B Group B 90 18 60 | 44.83 | 9.718
Valid N 90
&0
Table 2: Post operative pain in group A and group B
Group Satisfactory Unsatisfactory
A 78 12
" B 21 69
& Table 3: Pain in group B Pain group A Cross tabulation
Pain in Pain Group A Total
N Group B No | Mild | Moderate | Severe
No 1 0 0 0 1
Mild 14 5 1 0 20
Moderate | 20 7 2 0 29
’ Severe 25 | 6 5 4 40
Gender group B P value: 7.6
Graph=3 ]
Table 4: Gender group A Pain group A
Gender | No | Mild | Moderate | Severe | Total
Pain group A Male 42 | 11 7 3 63
Female 18 7 1 1 27
o Table 5: Gender group B Pain in group B
Gender | No | Mild | Moderate | Severe | Total
Male 1 17 18 30 66
. Female 0 3 11 10 24
S a0
d DISSCUSSION
- Patients with symptomatic hemorrhoids who have
failed nonoperative treatments may require surgery
and Indications for surgical hemorrhoidectomy also
: . . I include symptomatic hemorrhoids too extensive for
" e VIODERATE SEERE nonoperative management, failure of medical
Pain group A . .
treatment, and concomitant conditions, such as anal
Graph=4 fissures or ulcers, that require surgery. Conventional
surgical hemorrhoidectomy involves excision of the
Painin group B hemorrhoidal cushions and is the most effective
treatment for hemorrhoids. The Milligan-Morgan
o (open) and Ferguson (closed) hemorrhoidectom;goazrle
the most commonly used techniques worldwide™ "
However, there are a few common complications
4 associated with conventional hemorrhoidectomies,
such as urinary retention, postoperative bleeding,
o] significant pain, anal stenosis, and incontinence.
E Several modifications have been proposed to
a improve the postoperative outcome, and especially to
" reduce postoperative pain.
In 1998, Longo introduced an alternative
o method, PPH, for the surgical treatment of
hemorrhoids using a circular stapling instrument
which removes a ring of redundant rectal mucosa or
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Table 1: Descriptive Statistics
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expanded internal hemorrhoids. The goal is to pull
the prolapsed hemorrhoid tissue back up into its
normal position within the anal canal as well as to
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disrupt the arterial inflow that traverses the excised
segment. In this method, skin tags and enlarged
external hemorrhoids are not removed, which
undoubtedly contributes to the reduced pain scores.
This was confirmed in this systematic review. The
advantages of PPH were a shorter operation time,
less postoperative pain, less postoperative urinary
retention, and a quicker return to normal activity.

The systematic literature search identified 30
randomized, controlled trials, 19 comparing PPH
versus conventional hemorrhoidectomy versus
conventional hemorrhoidectomy Like those of the
other controlled studies reported in the literature,®
the results reported here show that stapled
hemorrhoidectomy is associated with significantly
less postoperative discomfort.

In our study One hundred and eighty patients
with haemorroids were chosen for the study with
mean age of 45.20+9.5 in group A and 44.83+9.7 in
group B ,age groups are comparable with study by
Bikhchandani j showing mean age of patients 46.02
years (SD, 12.33) in the stapled group and 48.64
years (14.57) in the open group and with another
study conducted by Shalaby R showing the mean
(s.d.) age of patients in the stapled and surgical
groups was 44-1(3:2) and 49.1(12-2) years
respectively. There were 63 male patients and 27
female patients in group A while in group B 66 were
male patients and 24 were female patients.

Postoperative pain in group A and group B was
noted at day one and second with 78 patients shown
satisfactory while 12 patients shown unsatisfactory
results.In group B 21 patients shown satisfactory
while 69 patients shown unsatisfactory When results
of two groups were compared for postoperative pain
it shows significant statistical difference in between
two groups Like those of the other controlled studies
reported in the literature, the results reported here
show that stapled hemorrhoidectomy is associated
with significantly less postoperative discomfort than
open Milligan Morgan hemorrhoidectomy

Stratification for Gender in group A and group B
for postop pain shown that there is no difference
regarding the severity of pain in either gender in, with
same Stratification results for age in group A and
group B for postop pain with no age specification. So
it shows age and gender have no effect on our
results and also there is no statistical data showing
any effect of these variables on postop pain.

CONCLUSION

This study confirms that stapled hemorrhoidectomy is
associated with less postoperative pain with no effect
of age and gender on outcome.
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