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Abstract 
Background: Stapled hemorrhoidectomy, popularly known as Longo technique is in use for the 
treatment of hemorrhoids since its first description to surgical fraternity in the world congress of 
endoscopic surgeons in 1998. Objectives: To evaluate the feasibility, patient acceptance, recur-
rence and results of stapled haemorrhoidectomy in our early experience. Methods: Between Jan 
2012 and Dec 2013, 42 patients with symptomatic GRADE III and IV hemorrhoids were operated 
by stapled hemorrhoidectomy by a single surgeon at our surgery department. The evaluation of 
this technique was done by assessing the feasibility of the surgery; and recording operative time, 
postoperative pain, complications, hospital stay, return to work and recurrence. Results: All the 
procedures were completed successfully. The mean (range) operative time was 30 (20 - 45) min. 
The blood loss was minimal. Mean (range) length of hospitalization for the entire group was 1 (1 - 
3) days. Only 3 patients required more than 1 injection of diclofenac (75 mg) while as rest of the 
patients were quite happy switching over to oral diclofenac (50 mg) just after a single parenteral 
dose. All the patients returned to their routine work in less than a week’s time. The mean (range) 
follow-up was 6 (4 - 12) months. There were no major intraoperative or postoperative complica-
tions except for retention of urine in 8 patients. The patients are still on regular follow-up and 
have not had recurrence as yet. Conclusion: Stapled hemorrhoidectomy technique is a safe alter-
native to the traditional Milligan-Morgan technique. It can be performed as an office procedure, is 
well tolerated by patients and is cost effective than conventional surgical therapy. 
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1. Introduction 
Hemorrhoids are one of the most common benign anorectal problems seen worldwide. The role of surgery for 
treatment comes in grade III/IV hemorrhoids [1] [2]. The Milligan-Morgan technique has been a reference tech-
nique against which all techniques are judged. Minimal invasive procedure for hemorrhoids (commonly known 
as piles) has been gaining importance since the performance of first presentation made by Longo in 1998. It suits 
as an alternative to Ferguson and Milligan-Morgan techniques for the operative management of hemorrhoidal 
disease. Longo method or Stapled Hemmorhoidectomy is done by the transanal introduction of circular stapler 
to excise redundant rectal mucosa. It is used as a day care procedure with minimal postoperative bleeding and 
pain with an additional benefit of early return to work. It has already been established as a gold standard treat-
ment for hemorrhoids in many countries. We took up this study at our hospital to evaluate the feasibility, patient 
acceptance, recurrence and results of stapled haemorrhoidectomy. 

2. Material and Methods 
We took up this study in our department as an early experience with this new technique; stapled hemorrhoidec- 
tomy on prospective cohort of 42 patients between January 2012 and December 2013. The patients with symp-
tomatic grade III/IV hemorrhoids were specifically chosen for the procedure. The demographic details and 
symptoms are given in Table 1. The present study evaluates the clinical outcome of stapled hemorrhoidectomy 
with regards to postoperative morbidity like pain, bleeding, analgesic requirement and recurrence. We excluded 
all the patients who presented with thrombosed hemorrhoids, concomitant perianal fistula, anal fissures or ab-
scess. All patients were admitted on the day of surgery. 25 patients were done under spinal anesthesia while the 
rest 17 were done general anesthesia. 

Operative Technique 
The operative position of the patients selected was lithotomy and all patients received parenteral antibiotic dose 
at the time of induction of anesthesia. After taking all aseptic precautions, the procedure of stapled hemorrhoi-
dectomy was performed according to Longo’s technique [Figure 1]. A circular anal dilator was placed and fixed 
to the skin [Figure 2]. A purse string suture of 2-0 prolene was inserted at about 4 centimeters above the dentate 
line catching only the mucosa and sub mucosa with the help of a purse-string suture anoscope [Figure 3]. The 
distance of the purse string suture from the dentate line should be directly proportional to the extent of the pro-
lapse so as to position the staple line at least 2cms above the dentate line [Figure 4]. A well lubricated 33mm 
stapling instrument with a fully opened position was inserted and the anvil was positioned above the purse string. 
The purse-string was snugged down on the shaft of the stapler and tied [Figure 5]. The stapler was closed and 
fired and held closed for 30 seconds to aid in homeostasis [Figure 6]. In females posterior vaginal wall was 
checked before firing the stapler to prevent entrapment. The stapler was then one turn anticlockwise opened to 
its maximum and gently withdrawn. The staple line was inspected for bleeding and any spurting point was over 
sewn with polygalactin 3-0. At the end of operation, anal canal was packed with gauze dressing impregnated 
with 2% Lignocaine gel which was removed in the evening of day of surgery. The doughnut was checked for its 
completeness and sent for histopathology [Figure 7]. Our patients were routinely kept for overnight in the hos-
pital barring a few who were discharged on second or third postoperative day. We routinely recommended sitz 
bath in the first postoperative day and one week postop antibiotics, analgesics and stool softeners. 

3. Results 
42 patients underwent stapler hemorrhoidectomy for hemorrhoids in our department at Medical College since 
Jan 2012 to Dec 2013. The group comprised 35 men and 7 women in the mean age range of 40 years (30 - 70 
years). The patients graded III and IV on proctoscopy were subjected to this stapled treatment. The mean opera-
tive time was 30 min (20 - 45 min). We did not encounter any major intraoperative complication. 8 of our pa-
tients required catheterization for the retention of urine. There was no case of postoperative bleeding; 7 com-
plained of postoperative soiling on day1, 4 had constipation (Table 2). Mean (range) length of hospitalization 
for the entire group was 1(1 - 3) days. None of our patients presented with significant bleeding and no transfu-
sion was required in any. The patients were followed upto 6 weeks’ time on regular basis. At around 2 weeks 
follow-up, majority of our patients were satisfied and had no complaints about the surgery and its results how 
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Figure 1. Showing hemorrhoids after draping the perineum.                       

 

 
Figure 2. Circular anal dilator fixed to the skin with sutures.                       

 
ever, 15 of them complained of external pile masses left over; 10 has mild pain and/or burning sensation on de-
fecation and 9 patients had pruritis ani. 

4. Discussion 
Hemorrhoid is one of the commonest ailments of mankind. Many treatments have been advocated and tested  
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Figure 3. Taking mucosal bites through open end of the anoscope.                       

 

 
Figure 4. Anvil of the stapler introduced into the prolapsed mucosa.           

 
over a period of time, however surgical treatment; Milligan Morgan conventional hemorrhoidectomy remained 
the standard of care for a very long time. The major concern about open hemorrhoidectomy has been the pain 
after the surgery and on that ground many patients would refuse surgery [3]. Multiple complimentary treatments 
have been proposed to reduce postoperative pain including use of different surgical instruments like diathermy 
scalpel, bipolar scissors, local or systemic injection of analgesics [4]. Lateral internal sphincterotomy has also 
been tried as a supplementary procedure to abate the pain due to sphincter spasm. In all these procedures the 
sensitive anal mucosa is severely traumatized during the removal of hemorrhoids. Then Longo proposed a mi-
nimal invasive procedure for hemorrhoids without damaging the sensitive ano rectum as the resection entails 
removal of a variable ring of insensitive mucosa above the anorectal junction [5] [6]. The results of this study  
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Figure 5. The sutures being fastened.                                      

 

 
Figure 6. Stapler being fired.                                             

 
have been quite satisfying with respect to postoperative morbidity i.e. pain, bleeding per rectum and early re-
covery. The incidence of early hemorrhage is not significantly lower than after conventional operation. We ob-
served minimal intraoperative bleeding in 5 patients from the staple line which was controlled with over-sewing 
stitches. None of our patients required postoperative blood transfusion. Our study includes majority of males 
who had circumferential mucosal prolapse. We also included 7 patients who had undergone classical Milligan 
Morgan hemorrhoidectomy few years before and had relapsed. 8 of our patients developed postoperative reten-
tion that were managed by catheterization. Our study; with 6 months to one year follow-up shows comparative  
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Figure 7. The excised doughnut.                                             

 
Table 1. Patient demographics and presentation.                                                                 

Total No. of patients 42 

Males 31 

Females 11 

Presentation  

Bleeding PR only 03 

Discharge & Itching 17 

Prolapsed pile mass 07 

Bleeding with prolapsed mass 15 

 
Table 2. Postoperative complications.                                                                        

Retention of urine 08 

Soiling on 1st POD 07 

constipation 04 

Major postoperative bleed 00 

 
results with open hemorrhoidectomy with reference to recurrence. The recurrence can occur as a result of in-
complete doughnut harvesting which can be attributed to the technical failure due to skipping of a segment of 
rectal wall during the application of a purse-string suture [7] [8]. We would routinely take between 6 - 10 bites 
of purse-string suture before engaging the stapler. Another reason for an incomplete doughnut is due to spiral 
configuration of the purse-string due to slightly different entry and exit points while taking bites [8]-[10]. A 
useful technique of applying the purse-string sutures without anoscope has been described recently. This tech-
nique keeps a circumferential grip on the rectal mucosa and avoids any skip area in the staple line. We did not 
perform a second purse-string as already described by Longo because in our experience we did find it necessary 
[11] [12]. The theoretical benefits of this intervention are three folds. First the interruption of flow from the su-
perior hemorrhoidal artery to the internal hemorrhoids may contribute to the improvement in hemorrhoidal 
symptoms by relieving vascular congestion. Secondly, partial excision of the hemorrhoidal cushions themselves 
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reduces the size of the internal hemorrhoids. Thirdly, the resection of rectal mucosa reduces the tendency to 
prolapse and restores the internal cushions of Morgagni to their normal physiological positions [13]. 

5. Conclusion 
Our study supports the evidence that stapled hemorrhoidectomy in Grade III/IV hemorrhoids is a safe and effec-
tive technique for the operative management of hemorrhoidal disease that can be performed as an ambulatory 
procedure. However, the study needs to be done on large volume basis to overcome the limitation of short sam-
ple size in our study. 
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