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ABSTRACT 
 

Aim: To compare the clinical long term complication of Stapled Hemorrhoidectomy versus Open 
Hemorrhoidectomy in term of Recurrence and Anal Stenosis. 
Place and duration of study: Department of Surgery at Shalamar Hospital Lahore from March 2014 to 
February 2015. 
Methods: Randomized Control Trial at Surgical Unit II, Shalamar Hospital Lahore. 
Results: Out of total 50 patients there were 20(80%) male and 05(20%) female in stapled group 
A.while 17(68%) male and 08(32%) female in open group B. Based upon our study we suggest Stapled 
Procedure as an effective and valid option in treating 3rd and 4th degree hemorrhoids having low rate 
of recurrence and anal stenosis. 
Conclusion: On the basis of our experience we went through our team suggests Stapled procedure an 
effective and valid procedure in treating 3rd and 4th degree hemorrhoids. It has low rate of long term 
outcomes (recurrence and anal stenosis) and overall an excellent patient’s satisfaction regarding his/ 
her symptomatic relief. 
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INTRODUCTION 
 

Haemorrhoids are the most frequent
1
 presenting 

anorectal disorders. They are considered to be the 
most common cause of bleeding occurred per rectally 
(hematochezia).It is thought that around 70% of adult 
population above 30 years of age is affected with this 
disease. It is more common in males

2
 with maximal 

incidence of 45 to 65 years of age. Hemorrhoidal 
cushions (hemorrhoidal plexus) are part of normal 
human anatomy and become a pathological 
symptomatic disease

3 
only when they experience 

abnormal changes. Classically there are three main 
cushions located at left lateral, right posterior and 
right anterior positions. They are composed of blood 
vessels called sinusoids, connective tissue and 
smooth muscle. Hemorrhoid cushions assist 
continence mechanism. Intra-abdominal pressure 
grows when a person bears down and size of 
hemorrhoid cushions increases helping to maintain 
anal closure. The exact causal mechanism for 
hemorrhoid symptoms is unknown. It is believed that 
they result when these vascular structures slide 
downwards or when excessive increase in venous 
pressure occurs as in straining at bowel movements, 
chronic constipation, prolonged coughing or 
sneezing, pregnancy etc. The dentate line divide  
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them into internal group of hemorrhoids which are 
formed by the superior haemorrhoidal plexus and 
external group of haemorrhoids formed by the inferior 
hemorrhoidalplexus. 1st and 2nd degree 
haemorrhoids are generally responsive to medical 
treatment including dietary alterations, stool softener, 
suppositories, increase intake of liquid, defecatory 
position and regular exercises. Other 
instrumental

4
treatments for 1st & 2nd degree 

haemorrhoids can be rubber band ligation, 
sclerotherapy, infra-red photocoagulation and 
cryosurgery. 

Surgical treatment
5
 is considered to be the best 

therapeutic modality for 3rd and 4th degree 
haemorrhoidal disease. Open and closed 
haemorrhoidectomy are the mostly used ones among 
the traditional options. Both are favored by surgeons 
due to their low post operative complications plus 
better symptomatic relief. But post operatively both 
results in severe pain oftenly because innervated 
anoderm gets incorporated in the wound bellow 
dentate line

6
. 

Till date in last decades a lot of scientific work 
has been carried out for management of colorectal 
diseases but yet for treating haemorrhoidal disease 
there have been only few modifications. As an 
alternative to those traditional approaches stapled 
haemorrhoidopexy is nowadays practiced by many 
surgeons. It was introduced in 1998 by Antonio 



Khalid Javed Abid, Muhammad.Gul, Muhammad Nawaz Amin et al 

 

P J M H S  Vol. 9, NO. 4, OCT – DEC  2015   1145 

Longo in which a circular stapler device is used. 
Above the dentate line it excises anorectal mocusa in 
a ring like strip and perform anopexy at the same 
time

7
.This technique is safe, quick and less traumatic 

with improved post-operative pain control but the cost 
of device may limit its use

8
. Here in case of stapled 

haemorrhoidectomy recurrence and complication 
rates are almost similar to those occurring in 
traditional procedures. Its another advantage is that 
in selected patients it can be performed on day care 
basis

9
. Sample size was of 50 patients in total were 

selected for this study. Including Group A - Stapled 
hemorrhoidectomy 25 patients and Group B - Open 
hemorrhoidectomy 25 patients. 
 

MATERIALS AND METHODS 
 

This randomized control trial study was carried out in 
department of surgery, Shalamar Hospital Lahore 
from March 2014 to February 2015 .50 consecutive 
patients with 3

rd
 and 4

th
 degree haemorrhoidal 

disease were selected from outpatient department 
Shalamar Hospital Lahore. An informed consent was 
taken from the patient about study and operational 
procedure. A detailed history of presenting 
complains, physical examination, routine 
investigations & abdominal ultrasound done as and 
when required. Then randomly these patients were 
placed in 2 groups according to the surgical 
procedures utilized. Group A containing 25 patients 
received stapled hemorrhoidectomy while those in 
Group B were treated with open (Milligan-Morgan) 
hemorrhoidectomy. Intra venous 3rd generation 
cephalosporin was injected as prophylactic antibiotic. 
All procedures performed only by consultants were 
included in the study. Data was collected on specific 
proforma and was analyzed by “SPSS” version 11. 
Qualitative variables like gender, anal stenosis and 
recurrence were presented as frequencies and 
proportions while quantitative variables like age were 
presented as mean and standard deviation. A follow 
up for six months after surgery in each case 
completed. 
 

RESULTS 
 

In this study a total of 50 cases were randomly 
allocated into open and stapled hemorrhoidectomy 
groups each containing 25 patients. All patients were 
later then followed-up and monitored at first week, 
three months and at six months after discharge from 
the hospital. 

Age range of the patients was 20 to 60 years 
with the mean age of 41.60±11.76. The average age 
was mean±SD 39.0+11.67 years in group A and 
44.20±11.12 years in group B. Out of total 50 patients 

there were 20(80%) male and 5(20%) female in 
stapled group A. while 17(68%) male and 8(32%) 
female in open group B. 

On admission besides other associated 
symptoms all patients were complaining of per rectal 
bleeding

10
 and mucosal prolapse (symptoms of 3

rd
& 

4
th
 degree hemorrhoids Table 1 &2). In Stapled 

Group A there were 16 (64.0%) cases of third degree 
and 9(36%) cases of fourth degree hemorrhoids 
(Table 3) whereas in Open Group B there were 
17(68%) cases of third degree and 8 (32%) cases of 
fourth degree hemorrhoids (Table 4). 

All patients were discharged on second and third 
day of surgery with smooth postoperative recovery 
and no any major postoperative event except two 
patients of open hemorrhoidectomy group had wound 
bleeding which needed hemostatic suturing. 

After 6 months of surgery all patients were 
followed, no patient needed a second procedure for 
recurrence within in 6 months although 1 patient 
(4.0%) was found with partial residual recurrence in 
Stapled Hemorrhoidectomy

11
. Group A which were 

managed by rubber band ligation. No recurrence in 
any patient of Open Hemorrhoidectomy Group B 
seen (Table 5). Rectal stenosis was seen in only 
1(4%) patient of Open Hemorrhoidectomy Group A 
after six months of surgery (Table 6). 
 
Table 1: Stapled group A (n=25) 

Presentation n %age 

Bleeding Per Rectum 

Yes 25 100 

No 0 0 

Mucosal prolapsed 

Yes 25 100 

No 0 0 

 
Table 2: Open group B (n=25) 

Presentation n %age 

Bleeding Per Rectum 

Yes 25 100 

No 0 0 

Mucosal prolapsed 

Yes 25 100 

No 0 0 

 
Table 3: Degree of Hemorrhoids in patients of Stapled 
Hemorrhoidectomy Group A (n=25) 

Location n %age 

Third 16 64 

Fourth 09 36 

 
Table 4: Degree of Hemorrhoids in patients of Open 
Hemorrhoidectomy Group B (n=25) 

Location n %age 

Third 17 68 

Fourth 08 32 

P=<0.07 
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Table 5: Recurrence (n=50) 

 n %age 

Stapled Group A (n=25) 1 4% 

Open Group B (n=25)  0 0 

P=<0.07 
 
Table 6: Anal stenosis  (n=50) 

 n %age 

Stapled Group A (n=25) 0 0 

Open Group B (n=25)  1 4% 

P=<0.07 

 

DISCUSSION 
 

Although Stapled Hemorrhoidectomy has been used 
widely since 1998 but still there is limited long-term 
data available. The debate continues about the long 
term complications of stapled hemorrhoidectomy. A 
data representing the largest series of 654 patients 
(296 females) with long-term follow-up following 
stapled haemorrhoidectomy claims that stapled 
procedure is associated with a low 3.4% rate of 
reoperation for recurrence of hemorrhoidal 
prolapse

12
.It confirms that the operation is safe in 

experienced hands using appropriate patient 
selection. Another study at 6 months follow-up shows 
6 of 140 patients (4.28%) who had localized residual 
mucosal prolapse

7
.Ganio et al. have reported 

recurrence in 10 out of 50 patients after stapled 
procedure

13
.
.
 

Our study of 50 patients (25 in each of Stapled 
and Open Group) has shown the difference between 
the two procedures in terms of post-operative 
outcomes such as recurrence and anal stenosis. 
After a 6 months follow up 2 patients (8%) in Stapled 
Hemorrhoidectomy Group presented with minor local 
recurrence which was managed by band ligation. 
None of the patient needed second surgery for 
recurrence. No recurrence was seen in Open Group. 
This partial residual recurrence in stapled procedure 
may be attributed to an incomplete circumferential 
doughnut of the resected mucosa. This happens 
when a segment of the mucosa skips from the 
applied purse string suture, hence it does not get 
engaged in the stapling device

14
. Also different entry 

and exit point of purse string suture resulting in a 
spiral can be another reason for an incomplete 
doughnut. This leads to discontinuity in the doughnut 
even though it was a complete circle.    
Probably Stapled Hemorrhoidopexy is more 
dependent

15
 on operator skills in identifying the 

amount of mucosa to be removed because this 
parameter varies according to the extent of prolapse. 
Thus occurring of residual prolapse in stapled 
hemorrhoidopexy is explained by this.  

The anal mucosa does not get damaged in this 
stapled haemorrhoidopexy which is lifted up in the 

anal canal by resection of a variable ring of 
insensitive mucosa of anal canal above the anorectal 
junction

16
.The surgery is done quite away 4cm above 

the dentate line with no damage to the sensitive 
anoderm and external anal sphincter, hence explains 
the less chances for post-operative pain, anorectal 
stenosis and fecal incontinence. 

From the above results and discussion it can be 
concluded that stapled hemorrhoidectomy is a safe 
and reliable procedure

17
 in treatment of 3rd and 4th 

degree hemorrhoids as it has a better outcome in 
terms of relief of patient’s symptoms and fewer post-
operative complications responding to conservative 
treatment. Stapled hemorrhoidectomy has high rates 
of early rehabilitation

18
 with a low recurrence rate. In 

terms of anal stenosis the results showed greater 
incidence

19
 in open hemorrhoidectomy (2%) but it 

was not statistically significant (P value .07). 
 

CONCLUSIONS 
 

Hemorrhoids are a common anorectal condition 
which may get really debilitating especially when they 
are complicated

20
. Our goal was to compare and 

conclude the long term outcome of stapled 
hemorrhoidectomy versus open one in tem of 
recurrence and anal stenosis. Based upon our 
experience we suggest Stapled Procedure as an 
effective and valid option in treating 3rd and 4th 
degree hemorrhoids. It has low rate of long term 
outcomes (recurrence and anal stenosis) and overall 
an excellent patient’s satisfaction regarding 
symptomatic relief. 

On the basis of this study we prefer and 
recommend stapled hemorrhoidectomy for the 
treatment of 3

rd
& 4

th
 degree hemorrhoids as its 

benefits outweigh those of open hemorrhoidectomy. 
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