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Abstract- Hemorrhoids are the most common benign anorectal problems occuring worldwide. The preferred treatment for third- and fourth-
degree hemorrhoids is surgical. Hemorrhoidectomy is one of the most commonly performed anorectal operations. Stapled
hemorrhoidectomy, which was termed as stapled hemorrhoidopexy (PPH), was first described in 1995. It has been associated with
improved short-term outcomes, including less postoperative pain, short operating time, early recovery and greater patient satisfaction.

Aim - Compare the short-term outcomes of Stapled hemorrhoidectomy with Open
H emorrhoidectomy

Methods: 50 Haemorrhoids patients who have given consent to participate in the study were divided into two groups randomly and
alternative basis. Patients were subjected to clinical examination and routine laboratory investigations preoperatively. Pain is assessed
using a visual analogue scale (VAS) where 0 represented no pain and 10 represented the worst pain ever. The pain score was recorded
every 6 hr during the first postoperative day, at the time of first motion and daily until the end of the first week. Patients were reviewed at
1 week and 3 weeks postoperatively and between 6-10 weeks postoperatively. Student t test two tailed independent was used for continuous
parametric variable. Mann Whitney u test two tailed dependent was used for continuous non parametric variable Chi square / fisher exact
test was used to study parameters in categorical scale. P value <0.05 was considered statistically significant.

Conclusion — The study confirms that staple hemorrhoidectomy is associated with lower pain score post- operatively and associated
with shorter operative time and decreased post operative stay in the hospital.

Advantages of stapler for the correction of hemorrhoids were shown in the safety and minimal pain with fewer complications than a
conventional hemorrhoidectomy.

I. INTRODUCTION

emorrhoids are one of the commonest ailments that afflicts mankind, and their treatment has been subject of consideration in medical

literature since Egyptian papyruses earlier than 3000 BC. Hippocrates in 400 BC mentioned burning, strangling and excision(!l.
Haemorrhoids are one of the most common anorectal diseases for referral to a surgeon and the treatment is done through a procedure called
as haemorrhoidectomy which is common. Complaints pertaining to haemorrhoids are one of the most common afflictions of western
civilizations. Although the condition is rarely life threatening the complications of therapy can be for haemorrhoids of grade III AND IV
the effective treatment even today remains to be hemorrhoidectomy. Owing to low expense and technical ease open hemorrhoidectomy is
the procedure of choice, even though newer modalities have come in to play @. Today as, it is difficult to obtain any accurate idea of their
incidence, but rate of surgery for hemorrhoids varies form of their incidence, but rate of surgery hemorrhoids varies from country to country
®. Many alternative treatment methods have been developed for hemorrhoids. Milligan — Morgan hemorrhoidectomy i.e., conventional or
open hemorrhoidectomy was described in 1937, and is still the most popular surgical treatment for hemorrhoids. It has good result but is a
very painful procedure resulting in increased hospital stay and having complications like immediate hemorrhage, urinary retention and late
complication like incontinence, stenosis!l,

With the advent of minimal invasive surgery, the scenario has changed. More recently, Dr. Antonio Longo (1998) has advocated
circular stapler hemorrhoidectomy for hemorrhoids®l. This technique has been named “Procedure for Prolapse and Hemorrhoids (PPH)”
and should be referred to as stapled hemorrhoidectomy. It has come up as a day care procedure with minimal post-operative pain and early
return to work. Although it showed early promising results, expensive instrument, specialized training and a long learning curve limits the
use of stapler hemorrhoidectomy. The present study is designed to compare outcomes of the Stapled hemorrhoidectomy against Open
hemorrhoidectomy in terms of post-operative pain, post-operative complications, post-op incontinence scoring and symptomatology.
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Il. MATERIAL AND METHODS

A prospective comparative study was conducted at D.Y. Patil Hospital in the department of general surgery, Kolhapur. 50
Haemorrhoid patients who had given consent to participate in the study were divided into two groups randomly and alternative basis.
Patients coming to the hospital were divided randomly for stapler (Group A) and open hemorrhoidectomy (Group B). Mean age of the
patients from group A was 40+10.74 years and that for Group B was 38+9.56 year, ranging from 18 to 63 years.

A signed informed consent was obtained for all subjects; confidentiality of the study participants was maintained. The hospitals ethics
committee approved the research protocols. The data collection for this study was done between October 2019 to October 2021. Patients
were subjected to clinical examination and routine laboratory investigations preoperatively. All patients were operated on an in- patient
basis. Patient’s hospital stay for analysis is calculated starting from the day of surgery.

Technique — the procedure was performed under the effect of general anesthesia. A circumferential mucosal purse string suture is
placed per anum 3-5 cms above the dendate line, so that tightening of this purse string will draw mucosa and submucosa into the stapler.
once the stapler was closed and fired, a ring of staples is delivered and a doughnut of mucosa and submucosa excised. Compression on the
gun was maintained for about 2030 seconds for hemostasis before the stapler was opened and removed. Active bleeding points, if present,
were stick tied with an absorbable suture.

I1l. STATISTICAL ANALYSIS —

Descriptive statistical Analysis was carried out in the present study with the help of SPSS software version 22. Confidence interval
considered 95 %. Significance assessed at 5% level of significance.

Student t test two tailed independent was used for continuous parametric variable.

Mann Whitney u test two tailed dependent was used for continuous non parametric variable Chi square / fisher exact test was used to
study parameters in categorical scale. P value <0.05 was considered statistically significant.

IV. RESULTS-—

A total of 50 patients were included, the patients were divided into two groups, group A and group B. The patients in group A
underwent open hemorrhoidectomy while the patients in Group B underwent stapler. Mean age of the patients from group A was 40+£10.74
years and that for Group B was 38+9.56 year, ranging from 18 to 63 years.

Age groups|Group Name
(Years) Total
|Group A (Open) |Gr0up B (Staple)

|Chi Square]
<20 1 (4%) 0 (0%) 1 (2%) 2.20

P value
21 to 30 3 (12%) 6 (24%) 9 (18%) 0.699
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31 to 40 8 (32%) 8 (32%) 16 (32%)

41 to 50 11 (44%) 9 (36%) 20 (40%)

> 51 2 (8%) 2 (8%) 4 (8%)

Total 25 (100%) 25 (100%) 50 (100%)
Mean Age 40+£10.74 38+9.56 P value 0.668

1.) In the present study, proportion of male patients was comparatively more (92%) in Group A and 76% in group B. Grade III
Haemorrhoids were slightly more in Group A (44%) in comparison 36% in Group B

Major Presenting'Group Name

Complaints Total P value
|Group A (Open) |Gr0up B (Staple)

Bleeding 18 (72%) 15 (60%) 33 (66%) 0.370

Pain 4 (16%) 4 (16%) 8 (16%) 1.000

|Constipation 17 (68%) 20 (80%) 37 (74%) 0.333

Prolapse 8 (32%) 10 (40%) 18 (36%) 0.556

2.) Above table shows that in Group A, most common presenting complaint was bleeding in 18 (72%) patients followed by constipation
in 17 (68%) patients. Similarly in the Group B, most common presenting complaint was constipation in 20 (80%) patients followed by
bleeding in 15 (60%)

3.) Grade III Haemorrhoids were slightly more in Group A (44%) in comparison 36% in Group B. The difference in proportion of Grades
of Haemorrhoids was not significant (P value 0.564).

IGroup Name

Grade Total P value
|Group A (Open) |Gr0up B (Staple)

11 14 (56%) 16 (64%) 30 (60%)

[11 11 (44%) 9 (36%) 20 (40%) 0.564

Total 25 (100%) 25 (100%) 50 (100%)

4.) Above table shows that in almost 56% of the patients from group A had operation time between 41 to 50 minutes and 60% patients
from group B, operation time was 31 to 40 minutes. The difference of duration of surgery was statistically significant (p value <0.01).Mean
operation time for group B was significantly less as compared to that for group A (49.24+3.56 and 40.204+4.32 respectively) (p value

<0.01).
Duration of Surgery'Group Name
(Minutes) Total P value
|Group A (Open) |Group B (Staple)
31 to 40 0 (0%) 15 (60%) 15 (30%)
<0.001
41 to 50 14 (56%) 10 (40%) 24 (48%)
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> 51 11 (44%) 0 (0%) 11 (44%)

Total 25 (100%) 25 (100%) 50 (100%)

Mean Operative Time 49.24+3.56 and 40.20+4.32 P value <0.01
5) (Minutes) VAS
score of the

patients was assessed after surgery to measure post-operative pain. It was found that mean VAS score of the patients of group B at 6 hours
as well as after 24 hours of surgery (5.56+0.77 and 4.56+0.87 respectively) was significantly less as compared to that for group A
(6.68+0.80 and 5.16+0.75 respectively) (p value

Z?lé(l)g%;ours, after 3 and 7 days, mean VAS score of group B was less compared to group A but the difference was not statistically significant
(p value >0.05).

Time after Surgery |Group A (Open) |Gr0up B (Staple) P value

6 hrs 6.68+0.80 5.56+0.77 0.000

24 hrs 5.16+0.75 4.56+0.87 0.012

48 hrs 2.84+0.75 2.56+0.58 0.146

3 Days 1.92+0.64 1.72+0.46 0.210

7 Days 1.72+0.68 1.52+0.51 0.244
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6.) Almost 2/3" of the patients from group B (60%) stayed in hospital for < 2 days as compared to group A (52%) but the difference was
not statistically significant. 12% of the patients from group A stayed in hospital for > 5 days as compared to group B (4%). (p value
0.565).Average number of days of stay in hospital was less in group B as compared to group A (2.80+1.12 and 2.44+0.77 days respectively)

(p value 0.191).

Duration of Hospital Group Name Total P value
Stay (Days) [Group A (Open) [Group B (Staple)
<2 13 (52%) 15 (60%) 28 (56%)
3to4 9 (36%) 9 (36%) 18 (36%) 0.565
> 5 3 (12%) 1 (4%) 4 (8%)
Total 25 (100%) 25 (100%) 50 (100%)
Mean Duration of 2.80+1.12 2.44+0.77 P value 0.191
Hospital Stay

7.) Wound healing in most of the patients from group B (88%) was done within 2 to 4 weeks as compared to group A (44%) and the
difference was statistically significant (p value <0.05). Mean wound healing time in group was significantly less (2.67+0.70 days) as
compared to group A (4.76+0.97 days) (p value <0.05).

Wound  Healing Time'Group Name

(Days) Total P value
|Group A (Open) |Gr0up B (Staple)

2 to 4 Weeks 11 (44%) 22 (88%) 33 (66%)

> 4 Weeks 14 (56%) 3 (12%) 17 (34%) 0.045

Total 25 (100%) 25 (100%) 50 (100%)

Mean Wound Healing

Time (Days) 4.76+0.97 2.67+0.70 P value <0.01
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V. DISCUSSION —

After hemorrhoidectomy, major worry is post-operative pain. Conventional hemorrhoidectomy that is considered as gold standard
treatment has withstood the test of time, but has been associated with significant post-operative morbidity that is pain. Emphasis has
been applied for management of post-operative pain as it is also related to urinary symptoms. Varied number of studies has been
published in the literature in an attempt to identify approaches with reduced post-operative morbidity. Stapled hemorrhoidectomy has
been shown in many randomized trials to have less post-operative morbidity.

Conventional hemorrhoidectomy is still the procedure of choice because of low expense and ease of technique, Even Though Many
Newer Procedures Have Subsequently Been Proposed. As open hemorrhoidectomy leaves a large wound are for healing by secondary
intention, they are associated with considerable post-operative pain. Due to loss of anoderm there is reduced anal sensation in open
procedure. Open hemorrhoidectomy may be associated with anal stenosis due no scar retraction. Open wound in anal canal has been
implicated in post op morbidity. For the same reason stapled hemorrhoidectomy can be recommended.

In many countries now stapled hemorrhoidectomy has gained attention because of faster wound healing, better patient compliance
and less post-operative pain. Nonetheless, randomized controlled trials have reported conflicting results about stapled vs. open
hemorrhoidectomy.

The present study is designed to compare outcomes of the Stapled hemorrhoidectomy against Open hemorrhoidectomy in terms of
post-operative pain, post-operative complications, post-op incontinence scoring and symptomatology. Patients coming to D.Y. Patil
Hospital with grade II and III were divided randomly, 25 patients for stapler and 25 patients for open haemorrhoidectomy. In the present
study, in group A (Open Hemorrhoidectomy), most of the patients, 11 (44%) were from age group 41 to 50 years (middle year age
group) and in the group B (Staple Hemorrhoidectomy), in which, most of the patients, 9 (36%) were from age group 41 to 50 years
(middle year age group). Bikhchandani J et al.® mean age of patients was 46.02 years (SD, 12.33) in the stapled group and 48.64
years (14.57) in the open group. Shukla S et al.®d most common age group for patients of haemorrhoids was 41-50 years. In the study
by Thejeswi PL et al.’®l mean age was 45 years. In the present study, proportion of male patients was comparatively more (92%)
Similarly, mean satisfactions score was slightly more for group B but lacks statistical significance (3.84+0.75 and 3.88+0.60
respectively). in Group A and 76% in group B. The difference in gender distribution was not significant in both groups and were
comparable in terms of gender. (P value 0.247)

Bikhchandani J et al.’! Hemorrhoids were more common in men (ie, 80.9% and 85.7% in the stapled and open group,
respectively). Shukla S et al.®? Males are more in number than females in both the study group. In the study by Thejeswi PL et al.>,
males are more commonly affected than females. There is male predominance in all the studies as those working population staying
away from home and irregular and less fibre and water intake leading to haemorrhoids.

In Group A, most common presenting complaint was bleeding in 18 (72%) patients followed by constipation in 17 (68%) patients.
Similarly in the Group B, most common presenting complaint was constipation in 20 (80%) patients followed by bleeding in 15 (60%)
patients. Occurrence of pain and prolapse was less common in both groups. The most common problem reported by the patients before
the operation in the study by Gravie et al.**l was the impression of a mass at the anus (90%). Other problems included frequent bleeding
(47%), itching (35%), constipation (31%), and pain (15%). Most common presentation of haemorrhoids reported and present in our
study is constipation and bleeding per rectum and something coming out per rectum as patient feel shy and thus presents late and
neglecting their complaints. More number of patients from group A had lesser satisfaction score as compared to group B. but the
difference was not significant Similar findings shown by Sourav Baur et all®®, significantly higher satisfaction score was seen in
patients with stapled compared to conventional . In a study by Idoor D. Sachin et al®®", on Stapled versus open hemorrhoidectomy
found that significantly higher satisfaction score was noted among patients in stapled group.

In almost 56% of the patients from group A had operation time between 41 to 50 minutes and 60% patients from group B, operation

time was 31 to 40 minutes. The difference of duration of surgery was statistically significant (p value <0.01).
Mean operation time for group B was significantly less as compared to that for group A (49.24+3.56 and 40.204+4.32 respectively) (p
value <0.01). Shukla S et al.’? also observed similar results with mean duration of surgery for patients’ having conventional
hemorrhoidectomy as 44+5 minutes while patients having stapler hemorrhoidectomy as 39.7545.73 minutes (p<0.01). Thejeswi PL et
al.® observed average time taken for a stapled hemorrhoidectomy as 45.75 minutes (30-70min.) while conventional hemorrhoidectomy
took an average of 62 minutes (45-80 mins). Bikhchandani et al.®Y observed the mean operative time to be shorter in the stapled group
24.28 minutes (4.25) versus 45.21 minutes (5.36) in the Milligan-Morgan group (P < .001). Gravie et al.*¥l also observed Stapled
hemorrhoidectomy to be significantly faster than the Milligan-Morgan technique (21 minutes versus 31 minutes; P <0.001). VAS score
of the patients was assessed after surgery to measure post-operative pain. It was found that mean VAS score of the patients of group B
at 6 hours as well as after 24 hours of surgery (5.56+0.77 and 4.56+0.87 respectively) was significantly less as compared to that for
group A (6.68+0.80 and 5.16+0.75 respectively) (p value <0.05).

Bikhchandani et al.’Y in their study also observed that pain scores and requirement of analgesics to be significantly less
in the stapled group. Gravie JF et al.[**] finds that the patients in the Stapler hemorrhoidectomy group experienced less postoperative
pain during bowel movement and had fewer total analgesics requirement over the first 3 days. Thejeswi et al.’*] observed the average
pain scores on post-op day 1, day 2 and day 3 in the stapled group as 3.8, 2.4 and 1.6 as against 5.4, 4.3 and 3.9 in the conventional
group, Almost 2/3™ of the patients from group B (60%) stayed in hospital for < 2 days as compared to group A (52%) but the difference
was not statistically significant. 12% of the patients from group A stayed in hospital for > 5 days as compa r ed to group B (4%). (p
value 0.565) Average number of days of stay in hospital was less in group B as compared to group A (2.80+1.12 and 2.44+0.77 days
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respectively) (p value 0.191). Bikhchandani et al.®Y observed mean hospital stay as 1.24 days (0.62) and 2.76 days (1.01) (P < .001)
in the stapled and open group, respectively. Thejeswi et al.>®l observed the average duration of stay in the hospital for the stapled group
as 1.5 days, with 13 patients being discharged within 24 hrs of the surgery. The average duration of stay in the hospital for conventional
group was 6.2 days (p<0.01). Shukla S et al.’? observed the mean duration of hospital stay in conventional group as 6.16+2.135 days
while in stapler group as 3.25+1.932 days (p<0.01). Gravie JF et al.’%l observed similar results with mean length of stay varying from
1.00 to 3.50 days in the Stapler group and from 1.67 to 5.00 days in the conventional group.

Bleeding (at 24 hours as well as 48 hours) was less in group B (32% and 24% respectively) as compared to group A (52% and 36%
respectively) but the difference was not significant. Infection was equal more in both groups (12% each). Anal stenosis was less in group
B (4%) as compared to group A (12% each).

Occurrence of incontinence after 3 weeks as well as after 6 weeks was slightly less in group B (4% and 0% respectively) as
compared to group A (16% and 8% respectively). Incontinence was equal in both groups (8% in each group). Urinary retention was also
equal in both groups . Anal incontinence was seen in 8% patients from group A and none of the patients from group B had anal
incontinence. Anal incontinence score was higher (C&D) in 08% of the patients from Group A and patients from group B had very low
anal incontinence score.

Shukla et al.? also observed bleeding as the most common symptom present in the post-operative period. At the end of 1st month,
only 20% of patients with stapler procedure comes with complains of bleeding while it was present in 30% of conventional group
patients. Urinary retention and wound infection were seen in 2 patients each in conventional group. Bickchandani et al.’Y], Shalaby et
al.l and Gravie et al.!*! also found no difference in the rate of complications in the open and stapler groups respectively.

Conventional hemorrhoidectomy has an open wound leading to higher incidence of bleeding and wound infection then stapler
hemorrhoidectomy. Also, with stapler which requires expertise there are incidence of bleeding due to improper suture line and donut.

VI. CONCLUSION-

Open hemorrhoidectomy is associated with more post-operative pain, longer duration of surgery, longer duration of hospital stays,
longer duration to return to work, higher chances of wound infection and post-operative bleeding as compared to stapler
hemorrhoidectomy.

Patients with grade II and III haemorrhoids who are operated with stapled hemorrhoidectomy have better results. Stapler
hemorrhoidectomy is safe with many short- term benefits. It is a novel technique and has emerged as an alternative to open
hemorrhoidectomy, long considered the “gold standard”.

Although stapled hemorrhoidectomy offers much less pain when compared to the conventional methods, it requires skills to perform
it and the cost of the procedure is much higher. So, it cannot be offered to all patients as an option. So, it is up to the treating surgeon to
use his experience, skill and acumen in selecting the procedure for treating his patient with haemorrhoids, which is suitable to the patient
economically, socially and curatively.

However, there is a need to conduct larger prospective double-blind trials with longer period of follow-up to study rate of recurrence
along with trials for cost effectiveness.
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