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ABSTRACT 
Background: Hemorrhoids are very widespread disease that cause pain by thrombosis, fear by bleeding and be a burden by  
pruritus. Objective: To compare the outcome in terms of bleeding, hospital stay, post operative pain and fecal incontinence among  

rd thpatients with 3  and 4  degree hemorrhoids after stapled and Milligan Morgan techniques. Methodology: Study design: Quasi- 
st thExpermintal study. Setting: Surgical unit-II Bahawal Victoria Hospital Bahawalpur. Study duration:  From 1   June 2008 to 30  

rd thApril 2009.   Study Subject: 60 patients of 3  and 4  degree hemorrhoids were included in this study and were divided in two 
groups A and B having 30 patients each. Patients of group A were treated by stapled and group B were treated by Milligan Morgan 
technique. Patient were followed up for 24 to 72 hours after operation and then weekly for two weeks on outdoor basis for 
assessment of outcome variables as relief of symptoms and development of complication. The data was entered and analyzed by 
SPSS version 10. Results: After treatment 28 (93%) patients of group A and 15 (50%) of group B has got relief from bleeding and 
other symptoms. 18 (60%) patients of stapled techniques group had hospital stay of 2 or <2 days. Only two (7%) patients of  group 
A developed postoperative hemorrhage and a ligation of spurting vessel done, but 12 (40%) patients of the  groupB were found 
with post operative bleeding and intervention was done. Post operative pain requiring  analgesia developed in 10 (33%) patients 
of group A and in 17 (56%) patients of group B. No. patients of any group developed fecal incontinence after treatment. 
Conclusion: Stapled hemorrhoidectomy has given very good results in relief of symptoms. Stapling technique can also result in 
severe pain, bleeding, fecal incontinence and other complications, but the chances of complications are less. Due to good relief of 
symptoms and less complications stapling technique should be the treatment of choice.  
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INTRODUCTION 
Hemorrhoids are dilated veins occurring in 

1
relating to anas.   Around 5% of general 
population suffers from symptoms of hemorrhoids 

2
and one third seeks medical treatment.  Males 
however, had a significantly greater incidence of 
symptomatic hemorrhoids than females. 
Hemorrhoidal tissue is a part of normal anatomy 

3
of rectum and anal canal.   
According to location, they can be divided as 
internal and external hemorrhoids. The diagnosis 
of anoarectal disorders is easy and conclusive by a 
thorough physical examination of anorectom, but 
it is inadequately performed in general clinical 

4
practice.   The treatment of symptomatic 
hemorrhoids varies and ranges from conservative 
therapy involving dietary and life style changes to 
use of various pharmcological agents and creams, 
non operative procedures and operative 

5
hemorrhoidoctomy.   The treatment modalities 
are; Regularization of bowel function, 
Sclerotherapy, Infrared photocoagulation, 
Cryotherapy, Anal dilation, Pile stitching, Band 
l i g a t i o n ,  O p e n  o r  M i l l i g a n  M o rg a n  
hemorrhoidectomy, Close hemorrhoidectomy and 

Stapled hemorrhoidectomy.
Crytherapy is very rarely performed. Sclerotherapy 
and rubber band ligation are out patient department 

st ndprocedures used for 1  and 2  degree hemorrhoids. 
Milligan Morgan closed and stapled Techniques are 

6commonly used exisional procedures.  Stapled 
technique may cause rectal perforation, anastomotic 
dehiscence needing colostomy and even life 
threatening sepsis. Higher incidence of recurrent 
prolapse has been reported after stapled 

7-9
hemorrhoidectomy.   Stapled Hemorrhoidectomy 

st 10was 1  introduced by Longo in 1998.  This 
techniques is considered to be more expensive than 
classic hemorrhoidectomy, but it is less painful and 

11 
allows faster recovery.  The purpose of this study 

rd thwas to review the policy of managing the 3  and 4  
degree hemorrhoids surgically in a tertiary care 
hospital and establishing the best technique for 
satisfactory and permanent relief from symptoms 
and minimum incidence of post operative 
complications. The objective of current study was to 
compare the outcome in term of bleeding, pain, fecal 

rdinconsistence and hospital stay among patients of 3  
th

and 4  degree hemorrhoids treated by stapled and 
Milligan Morgan technique.  
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METHODOLOGY
This quasi experimental study was carried out at 
surgical unit II of Bahawal Victoria Hospital 

st th
Bahawalpur from 1  June 2008 to 30   April 2009. 

rd thSixty patients of diagnosed 3  and 4  degree 
hemorrhoids in surgical outdoor fulfilling the 
inclusion criteria were included in the study and 
divided into two groups A and B. The diagnosis 
was clinical. All the patients were explained about 
the nature of the disease and the possible treatment 
option. They were informed about the study 
objection  and the verbal consent was taken. The 
allocation to both groups was made as follows. 
The patients admitted in ward were registered in 
arranged list. The patients registered on even 
numbers were treated by the stapled technique and 
the patients on odd numbers were treated by 
Milligan Morgan technique. The patients were 
allocated in two groups in such a manner that they 
were  matched as for as the variables like age, sex,  
socioeconomic status, residence, occupation and 
marital status so as to avoid the effect of 
confounders. In stapled hemorrhoidectomy a 
special gun with a circular stapler was used to 
remove the circumferential portion of rectal 
mucosa and sub mocosa following reanastomosis 
of the cut edges above the dentate line. In Milligan 
Morgan procedure the hamorrhoidal tissue was 
dissected by an inverted v shaped incision up to the 
pedicle and then tied by a suture, the prolapsed 
part was cut and the remaining was kept open. The 
patients were observed for 24 to 72 hours after 
operation for the relief of symptoms and 
complications and then were followed weekly for 
two weeks on outdoor basis.  Data was entered and 
analyzed by using SPSS version 10.

RESULTS
rd thSixty patients of 3  or 4  degree hemorrhoids were 

included in this study. Among these patients 35 
(58.4%) were male and 25(41.6%) were females.  
The age of the patients was ranging from 20 to 50 
years.   The patients presented with a variety of 
symptoms including bleeding per rectum in all 60 
patients (100%), prolapse in 60 (100%), 
constipation in 54 (90%), discharge in 30 (50%), 
itching in 24 (40%) and pain was found in 20 
(33%) of patients (Table I).
After the treatment 28 (93%) patients got relief 
from bleeding in group A (stapled technique) and 
15 (50%) patients of group B (Milligan Morgan 
technique). (P<0.05) (Table II).

Regarding the hospital stay 18 (60%) of stapled 
group took a hospital stay of <2 days but in Milligan 
Morgan group only 6 (20%) patients took stay of <2 
days. (P<0.05)  (Table III).
Only 2 (7%) patients of group A developed post 
operative bleeding requiring surgical intervention, 
but in group B, 12 (40%) patients developed bleeding 
and the surgical intervention was done. (P<0.05). 
(Table IV).  In group A (stapled) 10 (33.33%) 
patients developed postoperative pain  requiring 
analgesia while in group B (Milligan Morgan) 17 
(56.66%) patients developed postoperative pain and 
analgesia was given. (P<0.05)  (Table V).
There was no patient found with development of post 
operative fecal incontinence in any group.

Table I:  Mode of presentation

Table II: Post operative relief of bleeding

P<0.05, table value1.96, calculated 2SE =20.49

Table III: Comparison Of Post Operative 
Hospital Stay

P<0.05, table value 1.96, calculated 2SE=23.09

Symptoms  No  Percentage

Bleeding/rectum

 
60

 
100

Prolapse

 

60

 

100

Constipation

 

54

 

90

Discharge

 

30

 

50

Itching 24 40

Pain 20 33

Variable
 

Operation technique

Relief of 
bleeding

 

Stapled 
technique (30)

 

Milligan 
Morgan 

Total

Yes

 

28 (93%)

 

15 (50%) 43

No 2 (7%) 15 (50%) 17

Total n1=  30 n2=  30 60

  

Variable
 

Operation technique

<2 Days 
hospital 
stay

 

Stapled 
technique 
(30)

 

Milligan 
Morgan 
technique
(

 

30)

Total

Yes 18 (60%) 6 (20%)   24
No 12 (40%) 24 (80%) 36
Total n1= 30 n2= 30 60
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Table IV: Post operative bleeding requiring 
surgical intervention

P<0.05, table value 1.96, calculated 2SE=20.16

Table V: Post operative pain requiring 
analgesia

P<0.05, table value 1.96, calculated 2SE=24.97

DISCUSSION 
Many theories have coined the etiopathogenesis of 
hemorrhoids including venous varicosities of the 
anus, vascular hyperplasia in the hemorrhoidal 
vascular tissue, and a mucosal prolapse of the anal 
canal mucosa resulting in elongation and kinking 

12of the upper and middle hemorrhoidal vessels.   In 
this study, 60 patients were included divided in 
two groups A & B randomly. The age of the 
patients ranged from 20 to 50 years. Majority of 
the patients belonged to the age group of 30 to 40 
years.  
This is concordant with a study by Nahas and 

13Sobrado.  Out of the 60 patients 35 (59%) were 
male and 25 (41%) were females. This is 
contradictory to the study of Robbin who 
concluded that men and women were equally 

14effected.  Although the cost of the stapler device 
is still relatively high, the length of hospital stay 
and the period of the patient's incapacity for work 
are certainly shortened. The absence of local care 
and less postoperative pain are clear advantages to 
the patients stapled hemorrhoidectomy  results in 
significantly lesser immediate postoperative pain 
than conventional excision techniques (by 2 to 3) 
level on visual analogue scale and offers more 

15-17
comfort to the patient.  
Postoperatively, in group A 28 (93%) patients who 
received stapled hemorrhoidectomy got relief of 

bleeding while in group B 15 (50%) patients got 
relief of bleeding. This similar to a study by 

15Racalbuto and his colleagues.  Regarding the 
hospital stay after treatment, in first group (stapled) 
18 (60%) were able to go home within less than 2 
days while in second group (Milligan Morgan) 6 
(20%) patients  were able to go home  within the 
same period. It was also found in another study by 

16Shalaby and Desoky.  
Regarding the post operative bleeding, stapling 
group was having 2(7%) patients developing post 
operative bleeding needing intervention, while in 
Milligan Morgan technique group 12 (40%) patients 
developed post operative bleeding and surgical 
intervention was required to control the bleeding. 
This was also observed in a study by Iqbal, and Amin 

17 
in Pakistan. In our study we observed in group A 10 
(33%) patients needed analgesia while in group B 
17(56.66%) patients demanded analgesia for post 
operative Pain. 
The results of development of post operative 
bleeding needing surgical intervention and post 
operative pain needing analgesia were also found in 

.study by Iqbal as quoted above  The result about pain 
development in two techniques was also observed 

18similar in study by Ganio and colleagues.  and 
19

Palimento and his Colleagues.  In a randomized trial 
of sutured vs stapled close hemorrhoidectomy done 

20
by Khalil and Coworkers,   it was reported that 
despite higher cost and difficult access, stapled 
haemorrhoidectomy resulted in less postoperative 
pain, faster wound healing and greater patient 
satisfaction than the open sutured technique.

CONCLUSION
The results of our study strongly supports the stapled 
technique of hemorrhoidectomy as more beneficial 
and efficacious than Milligan Morgan technique of 
hemorrhoidectomy. The study also supports that the 
stapled technique should be the treatment of choice 

rd thfor 3  or 4  degree hemorrhoids. It is fact that stapled 
procedure is costly and not still easily accessible. 
There are also threats of fecal incontinence, 
postoperative bleeding, pain, septicemia and chances 
of development of fistulae after stapled procedure. 
Milligan Morgan technique is easily accessible and 
commonly used, but the incidences of development 
of complications like unsatisfactory relief of 
bleeding, post operative hemorrhage, severe pain, 
late healing of wound and infections are very 

st ndcommon. It can be used for 1  and 2  degree 
hemorrhoids, non affording patients or in patients 

 

  

Variable  Operation technique
Post opt

 
pain 

requiring 
analgesia

 

Stapled 
technique 
(30)

 

Milligan 
Morgan 
technique (30)

Total 

Yes 10 (33.33%) 17 (56.66%) 27
No 20 (66.66%) 13 (43.33%) 33
Total n1=30 n2=30 60

Variable
 

Operation
 

technique

Post Operative 
bleeding needing 
intervention

 

Stapled 
technique 
(30)

 

Milligan 
Morgan 
technique (30)

Total

Yes 2 (7%) 12 (40%) 14
No 28 (93%) 18 (60%) 46
Total n1=30 n2=30 60
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wil l ing  fo r  open  p rocedure .  S tap led  
hemorrhoidectomy is a safe procedure. It has 
definite advantages over open procedure in relief 
of symptoms and postoperative complications.  

REFERENCES 
1. Russel RCB, William NS. Bailey & Love's short 

rdpractice of surgery 23  ed. London: Arnold; 2000;736-

40.

2. Arslani N, Patrlj L, Rajkovic Z, Papeš D, Altarac S. A 

randomized clinical trial comparing Ligasure versus 

stapled hemorrhoidectomy. Surgical Laparoscopy 

E n d o s c o p y  &  P e r c u t a n e o u s  Te c h n i q u e s .  

2012;22(1):58–61.

3. Welton ML. Anorectum. Current surgical diagnosis and 

treatment. 11th ed. U.S.A.Mc Graw-2003:766-8.

4. Gupta P J. Family Practice in  Ano-rectal diseases. Pak J 

Med  Sci 2006;22:85-90.

5. Sneider EB, Maykel JA. Diagnosis and management of 

symptomatic hemorrhoids. Surgical Clinics of North 

America.2010;90(1):17–32.

6. Ravo  B,  Amato  A,   Bianco  V.  Comparison after 

stapled haemorrhoidectomy: can they be proved? Tech 

Coloproctol 2002;6:83-86 

7. Ripetti  V,   Caricato M,  Arrulani  A.  Rectal 

pe r fo ra t ion ,  ec topneumoper i ton ium  and  

pneumomediastinum after stapling  procedure for 

prolapsed haemorrhoids: Report of a case and the 

subsequent considerations. Discolon Rectum 

2002;45:268-71

8. Cispriani S, Pescatori  M.  Acute rectal obstruction after 

PPH tapled haemorrhoidectomy. Colorectal disease 

2002;4:367-73

9. Ortiz H, Marzo J,  Armendariz P. Randomized clinical 

teial f stapled haemorrhoidopexy versus conventional 

diathermy haemorrhoidectomy.  Br J  Surg 

2002;89(11):1376-81.

10. Longo A. Treatment of hemorrhoids disease by reduction 

of mucosa and hemorrhoidal prolapse with a circular 

stapler suturing device: a new procedure. Proceeding of the 

6th world Congress of Endoscopic Surgery. 1998

11. Guy R, Ng CE, Eu KW. Stapled anoplasty for 

haemorrhoids: a comparison of ambulatory vs. in patient 

procedures. Colorectal Disease. 2003;5(1):29–32.

12. Moore JS, Seah AS, Hyman N. Seminars in Colon and 

Rectal Surgery. Elsevier; 2013. Management of 

hemorrhoids in unusual circumstances.

13. Nahas SE. Sabrade JCW. Surgical treatment outcome of 

haemorrhoids in 475 patients Rev Hosp Clin Fac Med 

Sanpanlo 1997; 52: 175-79.

14. Emi A, Cara PET, Robin KP. Haemorrhoids. Surg Intern 

1988; 41: 66-87.

15. Racalbuto A, Aliotta I, Corsaro G, et al. Hemorrhoidal 

s t ap le r  p ro lapsec tomy vs .  Mi l l igan-Morgan  

hemorrhoidectomy: a long-term randomized trial. Int J 

Colorectal Dis. 2004;19:239–244.

16. Shalaby R, Desoky A. Randomized clinical trial of stapled 

versus Milligan-Morgan haemorrhoidectomy. Br J Surg. 

2001; 88:1049–1053. 

17. Iqbal J, Armoghan M, Amin A. Comparison Of Short Term 

Outcome Of Stapled Haemorrhoidectomy With Excisional 

Haemorrhoidectomy. Pak J Surg 2006;22:191-4.

18. Ganio E, Altomare DF, Gabrielli F, et al. Prospective 

randomized multicentre trial comparing stapled with open 

haemorrhoidectomy. Br J Surg. 2001;88:669–674. 

19. Palimento D, Picchio M, Attanasio U, et al. Stapled and 

open hemorrhoidectomy: randomized controlled trial of 

early results. World J Surg. 2003; 27:203–207.

20. Khalil KH, O'Bichero AS, Sollu D. Randomized clinical 

trial of sutured vs stapled closed haemorrhoidectomy. Br J 

Surg 2000; 87: 1352-55.


	Page 1
	Page 2
	Page 3
	Page 4

