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Abstract  Original Research Article 
 

Stapled haemorrhoidpexy is one of the surgery for treatment of haemorrhoids, Here a circumferential strip of mucosa 

is removed about 4 cm above dentate line, The complications of  this procedure include severe pain, bleeding, 

thrombosis, fissure, perianal intramural heamatoma, anal stenosis  and faecal or flatal incontinence. In this study a 

review of total of 94 patients treated by stapled heamorrhoidopexy has been done for complications and it’s found to 

be 16.92 %, clinically patients are evaluated at 6weeks, 3months and 1 year after surgery.  Most common complication 

was found to be bleeding 11.28% mainly because of improper application of purstring sutures and staplers; anal 

stricture1.8% was treated with dilatation, anal fissures 1.8% was treated conservatively. 
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INTRODUCTION 
Cushions of vascular tissue in the anal region 

undergo pathological changes an develop internal 

haemorrhoids. The cushions in anal region along with 

internal anal sphincter have important role of 

maintaining continence, to allow the complete closure 

of the anal canal [3]. 

 

Hemorrhoids are normal, vascular tissue 

within the submucosa located in the anal canal; these 

can occur causing symptoms such as itching, bleeding, 

mucosal or fecal soiling and pain. Hemorrhoids are 

graded according in their severity and tendency to 

prolapse. Sclerotherapy and/or rubber band ligation can 

be used in conservative management of grade 1 and 2 

hemorrhoids, Grade 3 and 4 hemorrhoids that prolapsed 

require surgical treatment.  

 

Circular stapled rectal hemorrhoidopexy, 

sometimes known as circular stapled rectal 

mucosectomy, is one of the surgeries for haemorrhoids. 

The operation reducing the available rectal mucosa for 

the prolapsed by reducing size of vascular cushions and 

reducing by interrupting their blood supply to 

cushions.With circular stapler,circumferential strip of 

rectal mucosa of approximately 4 centimeter above 

dentate line was removed.probably interrupting 

hemorrhoidal vessels and stretching prolapsed mucosa. 

 

 

PATIENTS AND METHODS 
A total of 94 patients were operated over 18 

months period between 2014 to 2017, main inclusion 

criteria was symptomatic haemorrhoidal disease, 

Exclusion criteria were acute hemorrhoidal episodes 

with thrombosis, prior hemorrhoidectomy, and 

intercurrent anal pathology (ie, fistula and/or fissure. 

Based on patients preference and anaesthesiologist’s 

opinion.Based on patient’s preference and 

anaesthesiologist’s opinion the operation was done 

either under general anaesthesia or spinal anaesthesia, 

preferebaly spinal anesthesia by the same operating 

surgeon. A cleaning enema was given preoperatively. 

Patients were placed in a position for lithotomy.  

 

A circular anal dilatator was introduced to 

reduce the prolapse of the anoderm and parts of the anal 

mucous membrane. After removal of the obturator, the 

prolapsed mucous membrane falls into the lumen of the 

circular anal dilatator. With nonabsorbable surgical 2-0 

polypropylene suture, purse string suturing placed 

circumferentially through the window of anoscope 3-5 

cms above the dentate line, followed by a 

haemorrhoidal circularstapler was placed in anal canal 

positioned and fired.  
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All patients received a normal diet 

postoperatively and were given lactulose for preventing 

hard stool. Patients are called up for follow up and 

examination done at 6 and 12 weeks postoperatively. 

Postoperative complications (with special regard to 

rectal stenosis), frequency, defecation habit and return 

to work postoperatively were evaluated. In special 

regard to hemorrhoid recurrence additional follow up 

examination was done after 1 year and a proctologic 

examination was performed and patients were evaluated 

about defication habits. 

 

RESULTS 
A total of 104 patients were included with 

mean age being 44years. The commonest problem 

before operation reported being frequent bleeding. 

Other problems were complaining of a mass at the anus, 

itching, soiling, discharge and pain. Most common 

indication for surgery was prolapsed internal 

haemorrhoids most of which was of grade 3. 

 

Per op complications 

In 4 patients stapler could not be fixed 

completely and only tissue cutting was done, stapler 

was not fixed causing continuous bleeding, such 

patients were treated with continuous interlocking 

sutures  using 3-0 vicryl and later healed completely  

without any complications. 

 

In 6 cases due to faulty  suturing technique 

used for  purse string sutures, staplers not fixed at 10 

and 11’o clock position and these bleeding points 

sutured using 3-0 vicryl, bleeding stopped and later no 

further complications seen. 

 

Postoperative Follow Up within the First 6 Weeks- 

In early postoperative period almost all 

patients had pain with mean VAS score of 3, more 

during defeacation. Six patients had developed anal 

fissures 2
nd

 day onwards which lasted for 15 days and 

were treated conservatively. Two patients developed 

post haemorrhoidopexy stricture and were treated with 

anal daltation at regular intervals.8% of patients had 

flatus incontinence for 15-20 days and later they 

recovered without any treatment   
 

At one year follow up 

At one year follow up almost all patients were 

relived of symptoms except for 2 patients of anal 

stenosis and 8 patients with minimal pain during 

defeacation, no patients were found to have anal 

incontinence. 
 

DISCUSSION 
Stapled heamorhoidopexy is one among the 

newer approach for treatment of haemorrhoids which 

was found to have less pain compared to other 

conventional procedures being done for the same, in 

this study an emphasis was made to evaluate other 

complications of this procedure apart from pain. Some 

articles demonstrate low complication rate of stapled 

haemorrhoidopexy then other methods. 

Overall stapled haemorrhoidopexy 

complications are said to be similar as conventional 

excisional haemorrhoidectomy. Postoperatively, most 

common complication reported was bleeding; there are 

studies which show post op bleeding rates compared 

with other haemorrhoidectomy methods are lower. With 

atapled haemorrhoidopexy bleeding said to occur 

immediately after surgery. The suggested cause for 

bleeding is often due to arteolar bleed along staple line 

due to defective technique which results to mucosal 

injury and can also be due to inflammation or rejection 

of the staples[10,12] , in this study total of 6 patients 

had bleeding due to improper fixation of circular 

staplers.  

 

In our study no patients presented with 

thrombosed external haemorrhoids, however there were 

many trails showing thrombosed external haemorrhoids 

is one of complication of stapled haemorrhoidectomy 

[5,6].It was  suggested that the staple line distance  from 

the anal verge may lead  to the development of 

thrombosed external haemorrhoids development along 

with the significance of external disease, Management 

options for post-operative external haemorrhoids 

included conservative management (sitz baths) and 

surgical excision[5],  Other articles have also suggested 

the avoidance of constipation via the regular use of 

lactulose[6].      

 

Unique risk associated with stapled 

hemorrhoidopexy is defective stapling [2] that has been 

shown most often to occur secondary to problems with 

materials or technical errors. Complications including 

anastomotic dehiscence have been reported secondary 

to the use of a defective stapler, along with incomplete 

stapling in few studies [2, 6, 7], In our study in 6 

patients staplers were failed to apply at 10 and 

11’0clock positon due to faulty technique.     

 

Pruritis ani, anal fissures, and skin tags were 

commonly reported, as was mucosal prolapse. It is 

proposed that secondary to the inclusion of excessive 

mucosal folds in the staple line anal fissures may occur. 

As a result, the development of a fissure that will often 

not heal unless the staples are removed due to mucosal 

fold breakdown [15].  

 

 Late complication unique to stapled 

hemorrhoidopexy was proctitis[15] and was thought to 

be secondary to ischemia as shown in few studies, 

However in our study none of patients developed 

proctitis and 6 patients had developed anal fissure. In 

our study 2 patients developed anal strictures.  Risk 

factors for the development of strictures include, 

residual sphincter hypertonia, include higher-grade 

hemorrhoidal disease and the presence of muscle fibers 

in resected tissue. With digital dilatation in clinic most 

cases are successfully managed.  
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However, for unsuccessful dialatation, 

commonly reported secondary intervention is 

anoplasty.Few authors reported medical management 

with fiber supplementation and laxatives. Following the 

procedure Recurrence of hemorrhoids has been 

recorded in many studies. 8 % of patients had flatus 

incontinence, It was proposed that the incontinence may 

be secondary to the stretching of the anal canal during 

insertion or firing of the stapler or use of anal dilator 

devices  and that their use can lead to fragmentation of 

internal sphincter, if excessive or prolonged[14].  

 

The judicious careful use of an Eisenhammer 

retractor for purse string suture insertion has shown to 

reduce the incidence of these complications [12]. 

Tenesmus was more commonly reported in stapled 

hemorrhoidopexy in many studies and authors have 

attributed this to the presence of a low rectal suture. 

 

Almost all patients had pain with average( 

VAS score of 3) in early postop period  but there are 

many studies showing lower incidence rate of 

postoperative pain in stapled hemorrhoidopexy than 

other methods of hemorrhoidectomy.  

 

In addition, the procedure was also identified 

to be associated with a shorter duration and reduced 

severity of pain. Although the etiology remains unclear, 

postulated causes included the incorporation of smooth 

muscle into the doughnut and the induction of a staple 

line inflammatory response in the rectal ampulla 

resulting in irritability and pain. 

  

Placement of the purse-string suture in relation 

to the dentate line, whether this be too far above or 

below the line, or with an inadequate depth has also 

been suggested [18]. These factors are thought to 

contribute to the development of prolonged pain and 

that ideal placement of the suture approximately 3 to 4 

cm above the dentate line may result in less pain being 

experienced. 

 

The presence of persistent hemorrhoidal 

disease, sphincter spasm, rectal spasm, high anal resting 

pressures, anal fissures, retained staples, and fibrosis 

around the staple line, wound dehiscence, and sepsis, 

were also identified as contributing factors to excessive 

and/or prolonged pain [18, 5]. 

 

CONCLUSION 
In many studies Stapled hemorrhoidopexy has 

been found to cause less post-operative pain [17] and is 

not assocated with greater morbitidity than other 

conventional techniques, however in our study apart 

from pain, emphasis was made on other complications 

of this procedure including bleeding, stricture, faecal 

incontinence and others, There are other studies 

showing lesser and almost equal incidence of these 

complications. We conclude that stapled 

haemorrhoidopexy is safe procedure for treatment of 

grade 3 and 4 heamorrhoids, however the treating 

surgeon should always look for other complications of 

this procedure in post op period and treat accordingly. 
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