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Abstract 

Background: A circumferential strip of mucosa about 1.5 to 2 
centimetres above the dentate line is removed in stapled 
hemorrhoidectomy, a new technique for haemorrhoids treatments. 
Objective: The aim of the study was to evaluate complications after 
stapled hemorrhoidectomy. Methods: A total of 101 patients between 
the age group 20 to 70 years were diagnosed with grade 3 and grade 4 
haemorrhoids. Patients are included in stapled haemorrhoidectomy. 
The questionnaire focused on stapled hemorrhoidectomy procedures 
performed in the period July 2018 to June 2020. Descriptive analysis was 
done based on the student’s T-test using SPSS 24 software version. The 
level of significance was set at 5% (p < 0.05). Results: In the 2-years 
timeframe, out of 101 patients in the Immediate (within 1 week) 
complications of stapled hemorrhoidectomy, 84.16% were in None, 
5.94% were severe pain, 3.96% were bleeding, 1.98% were Thrombosis, 
0.99% were urinary retention, 1.98% were Anastomotic dehiscence  
0.99% were Fissure, 0.99% were perineal intramural hematoma and 
0.99% were submucosal abscess. Out of 90.09% were in none, 1.98% 
were Recurrent hemorrhoids, 0.99% were Severe pain, Stenosis, Fissure, 
Skin tag, Thrombosis, Staples problems, Intramural abscess and 
Intussusception. Conclusion: Although stapled hemorrhoidectomy 
appears to be promising, we believe that a multicenter randomized 
controlled trial with a long-term follow-up comparing stapled 
hemorrhoidectomy and banding is required before the treatment can be 
recommended. The majority of difficulties can be avoided by following 
the rectal wall anatomy during the surgery. 
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INTRODUCTION 

Conventional open and closed 
hemorrhoidectomies deal with internal and 
external haemorrhoids and associated anal 
pathology. Stapled hemorrhoidectomy, a new 
approach to the treatment of haemorrhoids, 
removes a circumferential strip of mucosa 

about 1.5 to 2 centimetres above the dentate 
line with a circular stapler, probably 
interrupting the hemorrhoidal vessels and 
stretching the prolapsed mucosa. Major 
complications of conventional 
hemorrhoidectomy are early or late 
haemorrhage, anal stenosis and fissures. In 

https://aimdrjournal.com/


Annals of International Medical and Dental Research 

E-ISSN: 2395-2822 | P-ISSN: 2395-2814 

  Vol-8, Issue-1 | January-February 2022 

DOI: 10.53339/aimdr.2022.8.1.31 

Page no- 235-242 | Section- Research Article (Surgery) 

 

236 
Copyright: ©The author(s), published in Annals of International Medical and Dental Research, Vol-8, Issue-1. This is an open access article under 

the Attribution-Non Commercial 2.0 Generic (CC BY-NC 2.0) license. (https://creativecommons.org/licenses/by-nc/2.0/) 

addition, other complications or complaints 
after hemorrhoidectomy have been reported 
such as pain, urinary retention, urinary tract 
infection, mucosal prolapse, pseudopolyps, 
epidermal cyst, anal canal fistula, pruritis ani, 
faecal incontinence and recurrent 
haemorrhoids.[1] 

Complications reported for stapled 
hemorrhoidectomy are similar to those of open 
hemorrhoidectomy. In addition, other 
complications such as hemorrhoidal 
thrombosis, rectal anastomotic leakages with 
pelvic sepsis, rectal obstruction, retrorectal 
hematomas and Fournier gangrene have been 
reported.[2,3,4,5,6] In 2001, during a 2-week 
period, 8 patients were observed for late 
complications of stapled hemorrhoidectomy 
performed 2–24 months previously (B. Ravo, 
unpublished observations). The patients 
complained of fissure (n=7), pain (n=5), 
hypertrophied anal papilla (n=3), proctalgia 
Fugax (n=1), and thrombosis (n=1). The 
patients had a mean age of 51 years (range, 30–
65 years). A review of the literature revealed 
that articles on the complications of stapled 
hemorrhoidectomy reported less than 100 
cases each and that the outcome of the 
procedure was mixed.[7,8,9,10,11,12,13,14,15,16,17,18] An 
ad hoc questionnaire (B. Ravo) was sent to 
various Italian centres where stapled 
hemorrhoidectomy was being carried out, to 
determine major, minor and new 
complications of the procedure in a larger 
sample of patients and to evaluate if these 
complications could have been prevented. 

The risks associated with stapled 
hemorrhoidectomy are similar to those 
associated with open hemorrhoidectomy. 
Other complications have been recorded, 

including hemorrhoidal thrombosis, rectal 
anastomotic leaks with pelvic sepsis, rectal 
blockage, retrorectal hematomas, and Fournier 
gangrene.[1,2,3,4,5] Internal and external 
haemorrhoids, as well as accompanying anal 
disease, are treated with traditional open and 
closed hemorrhoidectomies. Stapled 
hemorrhoidectomy is a new method of treating 
haemorrhoids.  

Because haemorrhoids are expected to become 
asymptomatic, they are not treated. Early or 
late haemorrhage, anal stenosis, and fissures 
are the most common consequences after 
traditional hemorrhoidectomy. Pain, urinary 
retention, urinary tract infection, mucosal 
prolapse, pseudopolyps, epidermal cyst, anal 
canal fistula, pruritis ani, faecal incontinence, 
and recurring haemorrhoids have all been 
recorded as problems or complaints following 
hemorrhoidectomy.[6] Eight patients were 
examined for late sequelae of stapled 
hemorrhoidectomy performed 2–24 months 
prior during a 2-week period in 2001. (B. Ravo, 
unpublished observations). Fissure (n=7), 
discomfort (n=5), hypertrophied anal papilla 
(n=3), proctalgia Fuga (n=1), and thrombosis 
(n=1) were all reported by the patients. The 
patients were 51 years old on average (range 
30–65 years). According to a review of the 
literature, studies on the consequences of 
stapled hemorrhoidectomy each reported less 
than 100 cases, with variable 
results.[7,8,9,10,11,12,13,14,15,16,17,18] 

MATERIAL AND METHODS 

A prospective comparative Hospital-based 
study was conducted at Ibn Sina Medical 
College & Hospital, Dhaka. A sample size of 
101 subjects was estimated by assuming the 
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mean operating time as about 30 minutes in the 
staple group. A statistical power of 90% and 2- 
sided alpha errors of 5% was considered for 
sample size calculation. To account for a loss to 
follow up of about 5% another 2 subjects were 
added. A total of 101 patients aged 20 to 70 
years diagnosed with grade III and grade IV 
haemorrhoids were recruited in the study 
consecutively by convenient sampling till the 
sample size is reached. Signed informed 
consent was obtained for all subjects, the 
confidentiality of the study participants was 
maintained. The data collection for the study 
was done from July 2018 to June 2020 for a 
period of 2 years including follow-up. Stapler 
hemorrhoidectomy (101 patients). The 
participants were evaluated by thorough 
clinical history, clinical examination and 
proctoscopy.  

Technique: Surgery was performed under 
spinal anaesthesia, with the patient in the 
lithotomy position. Stapled hemorrhoidectomy 
was performed after preparing the anal canal 
(operating surface), and Proctoscopy 
examination. Stapler was closed with 
continued traction to the sutures until the 
maximum was reached. The stapler was 
deployed and held in place for 2 minutes. The 

doughnut was verified. The staple line was 
checked for its position above the dentate line, 
and hemostasis for bleeding sites. During the 
surgery, intraoperative time and intraoperative 
bleeding were assessed and recorded. All 
complications and their response to treatment 
were recorded during the period. The cost was 
assessed by the duration of hospital stay, time 
to resume normal activities in both the groups 
and all the patients were followed up for 6 
months after the surgery to assess the 
development of recurrence and long-term 
complications like anal stenosis and anal 
incontinence. 

RESULTS 

In the 2-years timeframe, out of 101 patients in 
the Immediate (within 1 week) complications 
of stapled hemorrhoidectomy, 84.16% were in 
None, 5.94% were severe pain, 3.96% were 
bleeding, 1.98% were Thrombosis, 0.99% were 
urinary retention, 1.98% were Anastomotic 
dehiscence  0.99% were Fissure, 0.99% were 
perineal intramural hematoma and 0.99% were 
submucosal abscess. Out of 90.09% were in 
none, 1.98% were Recurrent hemorrhoids, 
0.99% were Severe pain, Stenosis, Fissure, Skin 
tag, Thrombosis, Staples problems, Intramural 
abscess and Intussusception. 

 
Table 1: Late complications of stapled hemorrhoidectomy reported (n=101) patients treated in a 1-
year period 
Complication n=101 % 

None 91 90.09 

Recurrent hemorrhoids 2 1.98 

Severe pain 1 0.99 

Stenosis 1 0.99 

Fissure 1 0.99 

Bleeding 0 0.0 
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Skin tag 1 0.99 

Thrombosis 1 0.99 

Papillary hypertrophy 0 0.0 

Fecal urgency 0 0.0 

Staples problems 1 0.99 

Flatus incontinence 0 0.0 

Partial dehiscence 0 0.0 

Intramural abscess 1 0.99 

Intussusception 1 0.99 

Total 101 100.0 

 

 
Figure 1: Immediate (within 1 week) complications of stapled hemorrhoidectomy (n=101) 

 
DISCUSSION 

The rectal mucosa is thrown into a longitudinal 
folder, known as columns of Morgagni when 
the anal canal enters the pelvis floor. The inner 
haemorrhoid plexus, made from sinusoids, is 
present in the underlying mucosa.[9,10] Anal 

mucous membranes can spread through 
haemorrhoid sinusidation and conjunctive 
tissue coil formation when the sphincters relax 
and fold when the sphincter contracts and 
form a spongy coating that closes the anal 
channel. The unknown is the flow of blood and 
the vassal congestion of these sinusoids. 
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Common sense suggests that an expansion of 
these sinusoids can contribute to continuity in 
times of urgency, such as stress, weight lifting 
and constipation due to the increase in pelvic 
pressure. This may explain why haemorrhoid 
encompassment is usually not constant and, 
when needed, can become physiological. A 
new approach to treating haemorrhoids is the 
circular stapled hemorrhoidectomy technique. 
A circular stapler is used to remove a 
circumferential strip of rectal mucosa about 
four centimetres above the dentate line, 
stretching the prolapsed mucosa if it is not 
fixed. This most likely disrupts the 
hemorrhoidal vessels. Contrary to what Longo 
suggested, removing a circumferential strip of 
mucosa in the rectum at or above the pelvic 
floor does not necessarily mean that the anal 
mucosa is stretched up from the anal canal, 
because the more redundant circumferential 
rectal mucosa may be pulled down into the 
anal canal, leaving the longitudinal anal fold 
intact.[7] Going to stretch the anal mucosa is 
also difficult if there is anal fibrosis, as with 
fissure. Complication rates after stapled 
hemorrhoidectomy range from 6.4% to 
31%.[10,11,12,13,14] Complications have been 
attributed by some authors to the surgeon's 
learning curve. This was not discovered in our 
research. The majority of complications 
occurred after the surgeon had completed 
more than 25 cases. In the first 25 cases 
performed, bleeding (48%) was the most 
common immediate complication, as opposed 
to severe pain, which was the most common 
immediate complication overall. Given that the 
sympathetic and parasympathetic nerves 
innervate the rectal wall, excising the rectal 
mucosa should be painless. Pain is a common 
immediate complication of stapled 

hemorrhoidectomy, which is unusual. There 
may be a pain if the purse string for a stapler 
sits near the pelvic floor and involves muscle: 
66% of the patients muscle in the doughnut 
have suffered from pain in this study. Even 
without muscles in the doughnut, some 
individuals may have pain since the muscle 
might instead have been inserted into the 
stapled lines. Bleeding is probably the second 
most frequently reported immediately due to 
the failure of haemostasis or to the excessive 
folded mucosa of the plywood line. Taking 
larger bites of the mucosa into the purse-string 
expands the space against which the staples 
are fired, making the staples ineffective for 
hemostasis. Avoiding placing the purse-string 
at the anal canal's inlet may aid in preventing 
the pelvic floor muscle from becoming 
entangled in the purse string's deep bites. 
Another complication of stapled 
hemorrhoidectomy was thrombosis, which 
was most likely caused by the fact that the 
haemorrhoid sinusoids were not removed and 
thus were easily traumatized during the 
procedure. Fissures may have formed as a 
result of too much-folded mucosa being 
included in the staple line. The larger mucosal 
fold can break and form a fissure, which will 
not heal until the staples are completely 
removed and the fissure is spread out. When a 
patient complains of hemorrhoidal symptoms 
again after stapled hemorrhoidectomy, the 
symptoms should not be classified as 
recurrent. This is due to the fact that the 
haemorrhoids are never actually removed. 
What is consistent is that the patient continues 
to complain about the issue that brought him 
to the doctor in the first place. In this study, 
rubber band ligation or Milligan-Morgan 
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hemorrhoidectomy was used to treat 72% of 
the patients who had recurrent symptoms. 

Randomized clinical trials comparing stapled 
hemorrhoidectomies to Milligan-Morgan 
hemorrhoidectomies or other open and closed 
techniques have shown that the stapled 
procedure has less postoperative pain and a 
faster return to normal activities, but it is more 
expensive than conventional techniques and 
has a similar complication 
rate.[7,8,9,10,11,12,13,14,15,16,17,18,19,20,21] Because they 
examine two alternative methods to the 
hemorrhoidal problem, these randomized 
trials between stapled hemorrhoidectomy and 
traditional surgical hemorrhoidectomy are not 
acceptable. External haemorrhoids and 
accompanying anal canal difficulties are not 
addressed by stapled hemorrhoidectomy, 
which leaves the pathology alone. Internal and 
external haemorrhoids, as well as 
accompanying disease, are treated by surgical 
hemorrhoidectomy. Banding, a therapeutical 
approach similar to stapled hemorrhoidectomy 
in which the redundant haemorrhoid folds are 
strangulated by a ring; the external 
haemorrhoids and associated pathologies are 
not treated, is, in our opinion, a therapeutical 
approach similar to stapled hemorrhoidectomy 
in which the redundant haemorrhoid folds are 
strangulated by a ring; the external 
haemorrhage. There hasn't been a published 
randomized controlled experiment comparing 
these two similar procedures. After a stapled 
hemorrhoidectomy, major complications such 
as pelvic infection, haemorrhage, blockage, and 
Fournier gangrene have been 
documented.[3,4,5,6] Most technical problems can 
be avoided if the deeper layers of the rectal 
wall are respected and not included in the 

purse string, making a mucosal anastomosis 
that is needed for the stapled procedure, 
instead of an all-wall rectal layer anastomosis. 

 

Limitations of the Study 

This was an observational study with a small 
sized sample. So, the findings of this study 
may not reflect the exact scenario of the whole 
country. 

CONCLUSIONS 

In conclusion, these near fatal complications 
should be further evidence that this new 
technique should be approached and evaluated 
with caution. We propose that a multicenter, 
prospective randomized trial between stapled 
hemorrhoidectomy and banding (with a long-
term follow-up) be performed before such a 
procedure is recommended, even though some 
early reports are promising. 

Recommendation 

This study can serve as a pilot to much larger 
research involving multiple centers that can 
provide a nationwide picture, validate 
regression models proposed in this study for 
future use and emphasize points to ensure 
better management and adherence. 
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