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INTRODUCTION 

Haemorrhoidectomy is one of the most commonly 

performed anorectal operations.1 Conventionally grade 

three and four haemorrhoids have been operated with 

open excisional techniques which have been associated 

with significant post-operative pain.2 

Stapled haemorrhoidopexy was introduced in the year 

1998 by Longo.3 It repositions the prolapsed 

haemorrhoids tissue and also causes an interruption of the 

vascular supply to the haemorrhoids cushions by circular 

resection of the inner layers of rectum above the dentate 

line.4 

It has shown faster recovery, lesser post-operative pain 

and an early return to normal activities.5,6 Over years it 

has gained popularity over traditional open procedures 

due to its minimally invasive nature with no external 

scars and lesser short-term pain.7 In this institute, stapled 

haemorrhoidopexy was being carried out using two rows 

proximate PPH circular hemorrhoidal stapler. In February 

2018 MIRUS three rows circular stapler was made 

available for use.  

ABSTRACT 

 

Background: Stapled haemorrhoidopexy is a non-excisional approach for haemorrhoids as opposed to conventional 

open Milligan-Morgan and Ferguson closed haemorrhoidectomy techniques. It repositions the prolapsed haemorrhoid 

tissue and also causes vascular interruption to the haemorrhoids. This causes faster recovery and lesser post-operative 

pain.  

Methods: In authors institute, stapled haemorrhoidopexy was being carried out using two rows proximate PPH 

circular haemorrhoidal stapler. In February 2018, MIRUS three rows circular stapler was introduced. This is a 

retrospective observational study carried out at Artemis Hospital, Gurgaon, India. Authors studied records and 

operative notes of all patients who underwent stapled haemorrhoidopexy between February 2018 and September 2019 

and compared key parameters. 

Results: A total of 224 patients underwent stapled haemorrhoidopexy between February 2018 and September 2019. 

116 using MIRUS three rows circular stapler and 108 using two rows proximate PPH circular haemorrhoidal stapler. 

Most of the studied parameters were comparable with only significant statistical difference seen in higher use of 

haemostatic sutures in two rows stapler group compared to three rows stapler group. Haemostatic sutures were needed 

in three row stapler group for 27 patients and in two rows stapler group for 39 patients. 

Conclusions: Author’s initial experience shows slightly better haemostasis with three rows stapled 

haemorrhoidopexy with no significant difference in other parameters.  
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In this study we observed parameters like operative time, 

need for hemostatic sutures, need for additional post-

operative analgesics, post-operative bleeding requiring 

intervention, hospital stay and re-admission between the 

two groups of patients. 

METHODS 

This is a retrospective observational cohort study carried 

out at Artemis Hospital, Gurgaon, India. Authors studied 

records and operative notes of all patients who underwent 

stapled haemorrhoidopexy between February 2018 and 

September 2019. Parameters studied were operative time, 

need for hemostatic sutures, need for additional post-

operative analgesics, post-operative bleeding requiring 

intervention, hospital stay and re-admission. 

The choice of stapling device for procedure was decided 

by the operating surgeon. Pre-operative consent was 

taken from all patients. 

Inclusion criteria  

All patients who underwent stapled haemorrhoidopexy 

between February 2018 and September 2019 were 

included in the study. 

Exclusion criteria  

Patients who had undergone haemorrhoidectomy earlier 

and patients who underwent additional perianal 

procedures like fistulectomy, lateral internal 

sphinterotomy etc. were excluded. 

Operative notes were studied for operative time and need 

for hemostatic sutures. Patient records were studied for 

need of additional analgesics beyond the routine practice 

of giving IV analgesics on the operative day and shifting 

to oral analgesics from first post-operative day. Any re-

operation during the same admission for post-operative 

bleeding or any re-admission for same was also noted. 

Hospital stay was counted from the day of surgery. 

Patients were usually discharged on first post-operative 

day; any additional stay was noted. 

After compiling the data, Chi square test was applied to 

calculate p value and find out statistically significant 

difference in the studied parameters between two and 

three rows stapler groups. 

Procedure  

All patients were administered anaesthesia (spinal or 

general anaesthesia) prior to surgery. Patients were 

placed in extended lithotomy position. Digital and 

proctoscopic examination was done using lignocaine 

jelly. Anal port was placed and fixed using silk sutures. 

Stapler gun was used as per surgeon’s preference (Figure 

1a, 1b). A purse string suture was placed 3 cms above 

dentate line. Anvil of stapler gun was inserted beyond 

purse string suture and suture was tightened (Figure 2). 

Stapler was tightened up to the indicated mark on gun 

and fired. Stapler was opened and removed along with 

the haemorrhoidal “Doughnut”. Stapler line was 

examined for hemostasis (Figure 3a and b) and any 

hemostatic sutures if required were taken. Doughnut was 

examined for completeness (Figure 4). 

 

Figure 1: (A) Two row stapler gun and (B) three row 

stapler gun. 

 

Figure 2: Purse string suture tightened after                  

inserting the anvil. 

 

Figure 3: (A) Three row staple line and (B) two row                 

staple line. 

A B 

A B 
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Figure 4: Haemorrhoidal doughnut. 

An anal pack was placed, and dressing was done. 

RESULTS 

A total of 224 patients underwent stapled 

haemorrhoidopexy between February 2018 and 

September 2019. 116 using MIRUS three rows circular 

stapler and 108 using two rows proximate PPH circular 

haemmorhoidal stapler. In three rows stapler group there 

were 68 male and 48 female patients, mean age of 

patients was 48.3 years. In two rows stapler group there 

were 71 male and 37 female patients, mean age of 

patients was 49.2 years. Mean operating time for three 

row stapler group was 48 mins and two rows stapler 

group were 46 mins. Use of hemostatic sutures in three 

row stapler group was needed for 27 patients and in two 

rows stapler group for 39 patients. 

 

Table 1: Statistical analysis of various parameters. 

Parameter Group 1 (three row) Group 2 (two row) P value Significance 

Patients (n) 116 108     

Mean operative time (mins) 48 46 0.78 No 

Haemostatic sutures 27 39 0.036 Yes 

Additional analgesia 33 25 0.367 No 

Re surgery for bleeding 0 2 0.142 No 

Re admission for bleeding 0 0 1 No 

Post-operative stay (days) 1.17 1.19 0.541 No 

Age (years) 48.3 49.2 0.498 No 

Gender (male) 68 71 0.273 No 

Female                                                                                    48 37 0.327 No 

 

Additional analgesia was required in 33 patients in three 

row stapler group and in 25 patients in two rows stapler 

group. Two patients required re-surgery for bleeding in 

two rows stapler group and none in three rows stapler 

group. Mean post-operative hospital stay for three row 

stapler group was 1.17 days and two rows stapler group 

were 1.19 days. No patient in either group required re-

admission for any reason. On applying Chi square test p 

values were found to be significant in use of hemostatic 

sutures. There was no major difference in duration of 

hospital stay, need for additional analgesia, or post-

operative pain (Table 1). 

DISCUSSION 

Haemorrhoidal disease is ranked first amongst diseases of 

the rectum and large intestine, and the estimated worldwide 

prevalence ranges from 2.9% to 27.9%, of which more than 

4% are symptomatic.8 Approximately, one third of these 

patients seek physicians for advice. Age distribution 

demonstrates a Gaussian distribution with a peak incidence 

between 45 and 65 years.9 Around half of the population has 

some degree of affection by the age of 50 years.10 Men are 

more frequently affected than women.11 Surgical 

management of haemorrhoids has progressed tremendously 

from complex ligation procedures in the past to simpler 

techniques today that allow the patient to return to normal 

activities in a short period. 

The development of the stapler haemorrhoidopexy 

technique was the first attempt to deal with the disease of 

haemorrhoids without recourse to excision or ligation of 

the haemorrhoidal masses.12 Longo developed the device 

in 1998 and developed a technique that, using a circular 

stapler, reduced haemorrhoidal prolapse. This is possible 

by removing a transverse band of prolapsed rectal 

mucosa between the rectal ampulla and anal canal. 

Furthermore, this technique restores the anal mucosa and 

the haemorrhoidal cushions within the anal canal, thus 

improving continence.13 This not only shortens the 

prolapsing mucosa, but it also disrupts the branches of the 

haemorrhoidal arteries which feed the anal cushions.   

Use of circular stapler haemorrhoidopexy results in same 

or improved safety and efficacy outcomes as those of 

conventional methods. Sutherland et al in 2002, reviewed 

seven randomized controlled trials which compared 

stapled with conventional haemorrhoidectomy. There was 

a reasonably clear evidence in favour of the stapled 

procedure for bleeding at 2 weeks and length of hospital 
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stay.14 Other results in favour of stapled procedure related 

to pain, bleeding, anal discharge, wound healing, 

tenderness at per rectal examination, incontinence scores, 

earlier return of bowel function, analgesic requirement 

and resumption of normal activities. 

Overall early and late complications of stapled 

haemorrhoidopexy have been said to be similar to those 

seen with conventional haemorrhoidectomy, with some 

articles even demonstrating lower complication rate in 

stapled technique.15 In this institute stapled 

haemorrhoidopexy was being carried out using two rows 

proximate PPH circular haemmorhoidal stapler. In 

February 2018 MIRUS three rows circular stapler was 

made available for use. Initial results in this study have 

shown three rows stapled haemorrhoidopexy group to 

have better staple line hemostasis as evidenced by lesser 

need for intra or post-operative intervention for bleeding. 

Other parameters were comparable. Authors could not 

find similar study comparing these two devices.  

However, in a study of 340 cases comparing three and 

two row linear stapled ileo-colic anastomosis it was 

found that anastomoses with triple-row staples tended to 

have a lower morbidity rate.16 

CONCLUSION 

Author’s initial experience shows slightly better 

hemostasis with three rows stapled haemorrhoidopexy 

but larger randomized controlled trials are needed to 

conclusively establish the benefits and evaluate long term 

outcomes of these devices. 
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