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Abstract

Haemorrhoids are one of the most common anorectal disorders. Conventional haemorrhoidectomy (CH) is
the most commonly practiced surgical technique. Stapled Haemorrhoidopexy (SH) [procedure for prolapsed
haemorrhoids (PPH)] is newly developed method for the surgical management of Haemorrhoids.

Method: Thirty patients admitted for surgical treatment of prolapse haemorrhoids were randomly assigned
to conventional haemorrhoidectomy (n=15) or stapled haemorrhoidectomy (n==15). All patients received
standardised preoperative antibiotics and laxative regime, visual analog scale (VAS) scores were used as a
primary outcome measure. Secondary outcome measures were operative time use of analgesic, postoperative
complications, hospital stay duration, and time of first bowel motion and return of normal activity.

Results: Stapled haemorrhoidectomy is associated with a significant less postoperative pain, early return to
normal activity, shorter operative time, shorter hospital stay and early return to normal activity.

Conclusion: Stapled haemorrhoidectomy is an effective treatment of third degree & 4™ degree haemorrhoid
with significant advantages over conventional haemorrhoidectomy (CS).
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Introduction

Haemorrhoids are one of the most common
anorectal disorders. Haemorrhoids or piles are
dilated veins of the anal canal and are more
common in obesity, constipation and pregnancy.
Classically they occur in the 3, 7 and 11 o'clock

haemorrhoids. Haemorrhoidectomy is indicated in
third and fourth degree haemorrhoids. The
Milligan-Morgan open haemorrhoidectomy is the
most widely practiced surgical technique used for
the management of third and fourth degree
haemorrhoids and is considered the current "gold

position with the patient in lithotomy position.
Symptoms of haemorrhoids are perrectal bleeding
and prolapse. Bleeding is bright red in colour and
which is painless. Haemorrhoids can be classified
into 4 groups according to degree of haemorr-
hoids. Treatment of haemorrhoids depends on
degree of haemorrhoids. Injection sclera therapy
and banding for first degree and second degree

standard" though some early and late post-
operative complications like anal pain, acute
retention of urine, anal stenosis and incontinence
is evident. Circular stapled Haemorrhoidopexy
(SH) was first described by Longo in 1998 as an
alternative to conventional excisional haemorrhoi-
dectomy (CH)*. Some study of randomized
controlled trials comparing stapled Haemorrhoi-
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dopexy with traditional excisional
haemorrhoidectomy has shown it to be less
painful and that it is associated with quicker
recovery>®.

The reports also suggest a better patient
acceptance and a higher compliance with day-case
procedures  potentially making it  more
economical.

In some other randomized controlled trial study
has reported that patients undergoing circular
stapled Haemorrhoidopexy were significantly
more likely to have recurrent haemorrhoids in
long term follow up as well as significantly higher
proportion of patients with stapled
haemorrhoidectomy complained of symptoms of
prolapse  than those receiving conventional
haemorrhoidectomy (CH) **2 Our study based
onrandomized clinical trial to compare the results
of using stapled haemorrhoidectomy verses
conventional haemorrhoidectomy for treatment of
3rd & 4th degreehaemorrhoid.*.

Patient and Methods

Our study is a single blinded randomized clinical
trial comprising the use of stapled haemorrhoi-
dectomy with conventional haemorrhoidectomy
was conducted at Nalanda Medical College &
Hospital Patna between July 2014 to October
2016.In this study 30 patients with 3rd &
4"degree haemorrhoid were included for surgery
after physical fitness. Patients were randomly
allocated into two groups. one group of 15
patients each were randomised to conventional
haemorrhoidectomy and second group of 15
patients  were  randomized to  stapled
haemorrhoidectomy.

Operative Technique

All  patients were operated under spinal
anaesthesia. All patients were given preoperative
Injection  ceftriaxone (1GM) and infusion
metronidazole (500mg). Patients were given
laxative at night and enema in the morning. All
patients were operated in the lithotomy position.
In conventional haemorrhoidectomy piles mass
was hold with an artery forceps and dissected with
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diathermy and vascular pedicle was ligated with
1/0 chromic catgut and excised and satisfactory
haemostasis secured. Stapled haemorrhoidectomy
were done by longo technique. Anal margin was
well lubricated with xylocaine 2% gelly. Well
lubricated circular anal dilator (CAD 33) is
inserted and fixed with four anchoring stitches.
The purse string sutureano scope (PSA33) is
introduced through CAD33. The mucosa
protrudes through PSA33 window. Purse string
suture carried out 2-3 cm above the apex of the
haemorrhoid. By rotating the PSA33 purse string
suture is completed around the entire anal
circumference. The haemorrhoidal circular stapler
PPH33 is opened to its maximum position and
introduced beyond the purse string. Purse string is
tied with closing knot. Moderate traction on purse
string, the prolapsedmucosa is accommodated by
the casing of the PPHO3. The instrument is closed
completely by rotating the knob of the stapler
clockwise up to the red indicator. Stapler is then
fired and kept for 30 second for
haemostasis.PPH03 is opened 3/4 and removed
from anal canal. Analmucosa is inspected for
haemostasis.

Results

The study conducted on 30 patients were divided
into two groups. The majority of the patients
have 3rd degree haemorrhoid (21 patients,
70%). The main complain of the patients was
anal bleeding (25 patients, 83%).The clinical
characteristics of patients in the two groups were
similar  regarding the mean age, gender,
haemorrhoids degree and preoperative
complaints (P>0.05).All patients were operated
on lithotomy position under spinal anaesthesia.
The operative time was significantly longer in
the conventional group (mean=35 minutes) than
the stapled group (ranged between 15 and 30
minutes with a mean of 25 minutes)
Hospitalisation time ranged between 1 and 3
days. There was a significantly shorter mean
duration of the hospital stay in stapled group than
in the conventional group (1.09 verses 2.8 days,
respectively). In 14 cases (46.7%) the first bowel
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movement occurred while patients were still in
hospital. There was a trend toward earlier bowel
motions in the stapled group with 10 (66.6%)
patient opening their bowel within 24 hours after
surgery in stapled group and 6 (40%) in
conventional ~ haemorrhoidectomy  with a
significant  difference. Earlier complications
consisted of acute, urinary retention in 4
patients in conventional group whereas 2 in
stapled group. Four patients (26.6%) of stapled
group  complained  of bleeding P/R after
operation that stopped within three days where as
7 patients (46.6%) in open conventional group
had bleeding P/R. Late complications such as
anal stenosis, prolapsed recurrence, anal fissure
and persistent pain not included in my study.
Average pain in the stapled group was
significantly lower than the open
haemorrhoidectomy.

Discussion

In my study stapled Haemorrhoidopexy is
associated with better postoperative pain control
and early return to normal activity as compared to
conventional haemorrhoidectomy. The use of
VAS scores shows for conventional group,
scores remain high at the end of 10days.
Length of hospital stay was significantly different
between two groups in this study. The patients of
stapled group shown early discharge from
hospital. Open haemorrhoidectomy is the most
widely  performed surgical operation  for
management of haemorrhoid and considered
the Gold standard. Circular  stapled
Haemorrhoidopexy was first described by Longo
in 1998 and early report shows better patients
acceptance and higher compliance with day care
procedure.

Senagore AJ et al done a prospective randomized
controlled trial study®'"*8. A total of 156 patients
(procedure for prolapse and haemorrhoids, 77;
Ferguson, 79) completed randomization. One
hundred seventeen patients (procedure for
prolapse and haemorrhoids, 59; Ferguson, 58)
returned for one-year follow-up. Demographic
parameters, haemorrhoid symptoms, preoperative
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pain scores, and bowel habits were similar
between groups. Postoperative pain during the
first 14 days, pain at first bowel movement, and
need for postoperative analgesics were
significantly less in the procedure for prolapse and
haemorrhoids group. Control of haemorrhoid
symptoms was similar between groups.

Another prospective randomized multicentre
control trial study done by Ganio E et al* ** ?*One
hundred patients with symptomatic third and
fourth-degree haemorrhoids were enrolled. After
operation patients were completed 16 months
follow up. They were evaluated in terms of
postoperative pain control, recovery, hospital stay
and maintaining normal continence to liquid stool.
Patients in CH group complained of moderate
pain for a median of 5.3 (range 0-19) days
compared with 3.1 (range 0-10) days in SH group
(P=0.01). The median hospital stay was 2 days in
CH group compared with 1 day in group SH
(P=0.01). In the early days after operation,
patients in SH group had greater difficulty in
maintaining normal continence to liquid stools
(P=0.01), but after 30 days the continence score
was better in SH group (P=0.04). Long term
follow up regarding symptoms recurrence was not
evaluated.

A review article published in 2007, by Tjandra JJ
et al of University of Melbourne®. A total of 25
randomized, controlled trials with 1,918
procedures were reviewed. The follow-up duration
was from 1 to 62 months. Stapled Haemorrhoi-
dopexy was associated with less operating time,
earlier return of bowel function, and shorter
hospital stay. There was less pain after stapled
Haemorrhoidopexy, as evidenced by lower pain
scores at rest and on defecation and 37.6 percent
reduction in analgesic requirement. The stapled
Haemorrhoidopexy allowed a faster functional
recovery with shorter timeoff work, earlier return
to normal activities and better wound healing. The
patients' satisfaction was significantly higher with
stapled Haemorrhoidopexy than conventional
haemorrhoidectomy. Although there was increase
in the recurrence of haemorrhoids at one year or
more after stapled procedure (5.7 vs. 1 percent;
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odds ratio, 3.48; P=0.02) and the overall incidence
of recurrent haemorrhoidal symptoms.

Jayaramans et al reviewed randomized control
trials from 1998 to May 2006%. Patients
undergoing circular stapled Haemorrhoidopexy
(SH) were significantly more likely to have
recurrent haemorrhoids in long term follow up at
all time points than those receiving conventional
haemorrhoidectomy (CH) (7 trials, 537 patients).
There were 23 recurrences out of 269 patients in
the stapled group versus only 4 out of 268 patients
inthe conventional group. Similarly, in trials
where there was follow up of one year or more,
SH was associated with a greater proportion of
patients with haemorrhoid recurrence (5 trials, 417
patients). Furthermore, a significantly higher
proportion of patients with SH complained of the
symptom of prolapse at all time points (8 studies,
798 patients). In studies with follow up of greater
than one year, the same significant outcome was
found (6 studies, 628 patients,).

A recent review and meta-analysis done by chen
JS et al from Taiwan®. They reviewed papers
published between January 2000 and September
2009. These randomized, controlled clinical trials
compared SH versus conventional haemorrhoi-
dectomy. SH were superior to conventional
haemorrhoidectomy with regard to operation time,
early postoperative pain, urinary retention, and
time to return to normal activity. However, skin
tags and recurrent prolapse occurred at higher
rates in the SH group.

A large number of recent reviews studied
81randomized control trials®®, All these trials
have shown a similar result in the long term
follow up. There were no difference between
stapled haemorrhoidectomy and open
haemorrhoidectomy in terms of bleeding or post-
operative complications. SH resulted in shorter
operating times, hospital stay, and time to first
bowel movement and return to normal activity. In
the short term (between 6 weeks and a year)
prolapse was more common after SH. There was
no difference in the number of patients
complaining of pain between SH and CH. In the
long term (1 year and over), there was a

significantly higher rate of prolapse after SH.
There was no difference in the number of patients
experiencing pain, or the incidence of bleeding,
between SH and CH. Significantly more
interventions were undertaken after SH for
prolapse at 12 months or longer.

Conclusion

Stapled haemorrhoidectomy is superior to
conventional haemorrhoidectomy in terms of
post-operative pain, operative time, duration of
hospital stay and return to normal activity.
Early functional and symptomatic outcome of
stapled haemorrhoidectomy was satisfactory. But
long term risk of prolapse and analstenosis
and recurrence after stapled Haemorrhoidopexy
is on is more with this operation. Cost of
stapled haemorrhoidectomy is much higher than
the open haemorrhoidectomy. If we consider the
cost of surgery, recurrence of haemorrhoid,
prolapse and analstenosis then conventional
haemorrhoidectomy remains the "gold standard™
in the surgical treatment of internal haemorrhoids.
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