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Background: The surgical treatment of haemorrhoids has
evolved over time with the introduction of stapled
haemorrhoidectomy being a major breakthrough. Stapled
haemorrhoidectomy is gaining acceptance as a veritable
alternative to conventional excision haemorrhoidectomy.
We present a review of all patients who had stapled
haemorrhoidectomy in our facility over a decade.
Methods: The records of all patients who had stapled
haemorrhoidectomy at the University of Benin Teaching
Hospital between January 1st, 2016 and December 31st,
2025 were retrieved and analyzed.

Results: Of the 6 cases of stapled haemorrhoidectomy
done, 4 (66.7%) were males. The mean age was 53.3 years
with a range of 13 to 71 years. Anal protrusion was reported
in all patients. The duration of symptoms ranged from 7 to
! 20 years. Rectal bleeding occurred in 4 patients (66.7%)
Hospital, - and grades Il and IV disease occurred in equal proportions
Benin City, Edo State, Nigeria. (50%) respectively. Five patients (83.3%) had stapled
E-mail: peter.agbonrofo@uniben.edu haemorrhoidectomy under subarachnoid block while one
patient had combined spinal and epidural anaesthesia.
Post-operative perianal pruritus and anal spasm occurred
in one patient each, which resolved on non-operative
management.

Conclusion: Stapled haemorrhoidectomy is a safe and
effective alternative to the conventional excision
haemorrhoidectomy in the treatment of grades lll and IV
haemorrhoids.
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INTRODUCTION haemorrhoidectomy (Hetzer et al, 2002; Touzin et
Haemorrhoids are abnormal swellings involving al., 2006). This method uses a circular stapling
the anal cushions and constitute the most device to excise redundant tissue and reappose
commonly encountered benign anorectal disease anorectal mucosa thus restoring the anorectal
(Chalkoo et al., 2015; Pata et al., 2021). The internal anatomy (Jaiswal et al., 2013). Stapled
haemorrhoids are painless and associated with haemorrhoidectomy is associated with reduced
bleeding while external haemorrhoids may post-operative pain, the patient recovers faster
become painful and itchy. Up to 40% of the and hospital stay is shorter (Shweliya et al., 2025).
population suffer from symptomatic However, there is a higher risk of recurrence with
haemorrhoidal disease (Hong et al, 2022). the procedure compared to the traditional
Treatment options for haemorrhoids include excisional haemorrhoidectomy (Marynczak et al.,
lifestyle  modification, open or  closed 2026). Although stapled haemorrhoidectomy has
haemorrhoidectomy and minimally invasive gained much popularity and is now widely
procedures. Stapled haemorrhoidectomy is a accepted globally, it was not until less than two
minimally invasive procedure for the treatment of decades ago that the procedure was introduced in
internal haemorrhoids (Chen et al., 2025). Nigeria.

First introduced in 1993 by Italian surgeon Antonio Citation: Agbonrofo PI, Eghonghon RA (2026).
Longo, stapled haemorrhoidectomy has become a Stapled Haemorrhoidectomy: A  10-year
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Stapled haemorrhoidectomy commenced in the
last decade at the University of Benin Teaching
Hospital (UBTH), a tertiary hospital in southern
Nigeria. However, the procedure has not gained
much acceptance largely due to its high cost.

The objective of the study was to describe our
experience with the procedure of stapled
haemorrhoidectomy at the University of Benin
Teaching Hospital in the past decade.

MATERIALS AND METHODS

Study Setting/ population: This study was a 10-
year retrospective audit (January 2016 — December
2025) of all stapled haemorrhoidectomies carried
out at the University of Benin Teaching Hospital.
UBTH is a tertiary hospital located in Benin City,
Edo State, Nigeria which provides a wide range of
surgical services to the people including the
traditional open and closed haemorrhoidectomy.
Stapled haemorrhoidectomy was introduced to
UBTH in 2015. The audit was carried out in
accordance with the World Medical Association
Helsinki declaration.

Study variable: Data on stapled
haemorrhoidectomy which included age, sex,
clinical  features, peri-operative  variables,
complications and length of hospital stay were
collected from the case files of the patients
retrieved from the medical records.

Description of surgical procedure: Bowel
preparation was done according to protocol.
Anaesthesia was Subarachnoid block or combined
spinal epidural anaesthesia. Patient was placed in
the lithotomy position and a digital rectal
examination was performed. The obturator of the
anal dilator was introduced into the anus for anal
dilatation and reduction of prolapsed tissue. The
circular anal dilator was then inserted into the anus
and secured to the skin by means of 4 stay sutures
using silk 1. The anal canal was everted with four
silk sutures before dilator placement to bring the
dentate line closer to the anal verge, thus reducing

Figure 1a: preTope}aive clinical photograph
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the risk of incorporating the anoderm into the
staple line. The anoscope was then introduced into
the anus and a 2/o polypropylene purse string
suture was placed, starting from the 3 O’ clock
position following one of the markings (4 — 5cm
from the dentate line) provided in the transparent
anoscope. At least seven bites were taken at 3, 5, 7,
9, 11, 1 and 3 and half O’ clock positions to enable
proper doughnut formation. Bites were taken
above the haemorrhoids and only mucosa and
submucosa tissues were taken. The purse-string
was assessed for completeness by digital
examination. The mucosa was felt
circumferentially as the string was pulled with no
suture felt. The dedicated 33-mm hemorrhoidal
circular stapler was opened fully, and introduced
into the anal canal proximal to the purse-string,
which was then tied. The threads were pulled
through the holes on the sides of the stapler and
knotted. The stapler was closed while holding
traction on the sutures, and gently pulled outward.
The completely closed stapler was allowed to stay
for 20 - 60 seconds before firing for adequate
haemostasis and vessel compression. Whenever
this procedure was performed on a woman, a
vaginal examination was performed before the
stapler was fired to exclude vaginal entrapment in
the device.

After firing and removing the stapler, the retractor
was used to examine the staple line, and if there
was any bleeding or gaps, sutures were placed at
this time. Dry gauze was placed on the anal verge,
and kept in place with mesh underwear.

Sitz bath and Stool softeners ensured a more
comfortable first bowel movement. Pain was
usually most severe in the first 72 hours after the
procedure and was alleviated with analgesics.
Patients were seen for postoperative visit 4-6
weeks after the procedure, at which point they
typically could tolerate a rectal examination.

Data analysis: Data was presented as mean,
frequencies and percentages.

Figure 1b: hemorrhoidal circular stapler




d
Figure 2a, b, cand d: anoscope in-situ for purse string placement, deployment of circular stapler, stapling device
showing complete doughnut and immediate post- op clinical photograph.

SUBJECTS

PATIENT 1: A 65-year-old male with anal
protrusion for 20 years which was manually
reducible with no rectal bleeding. Examination
revealed haemorrhoids at 3 and 7 o’clock positions.
Colonoscopy revealed internal haemorrhoids. Had
stapled haemorrhoidectomy under combined
spinal and epidural anaesthesia and was
discharged on 2™ post-operative day. He had good
pain control and no significant post-operative
complications.

PATIENT 2: 60-year-old male with anal protrusion
of 10 years duration which had become irreducible.
There was occasional passage of bright red blood
in stool, no anal pain. Examination revealed a
circumferential grade 4 haemorrhoids for which he
had  stapled haemorrhoidectomy  under
subarachnoid block. He had good pain control and
was discharged 2 days later with no complications.
PATIENT 3: 31-year-old male with a 12-year history
of anal protrusion which had become irreducible.
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There was associated passage of bright red blood
in stool, and occasional anal pain. Examination
revealed circumferential grade 4 haemorrhoids for
which he had stapled haemorrhoidectomy under
subarachnoid block. He had residual prolapse at 3
O’clock position and anal spasm which resolved
with non-operative management. The patient
required additional analgesia beyond the routine.
He was discharged on the 5" post-operative day.
PATIENT 4: 31-year-old female with anal
protrusion of 7 years duration which was manually
reducible. There was occasional passage of bright
red blood in stool. She had stapled
haemorrhoidectomy under subarachnoid block.
She had an uneventful recovery; pain control was
satisfactory and she was discharged on the 2™ day
post-operatively.

PATIENT s5: 62-year-old male with manually
reducible anal protrusion for 14 years. No rectal
bleeding.  Colonoscopy  revealed internal
haemorrhoids. He had stapled



haemorrhoidectomy under subarachnoid block. He
had satisfactory recovery, good pain control and
was discharged on the 2" post-operative day with
no complications.

PATIENT 6: 71-year-old female with irreducible
anal protrusion for 15 years. Associated passage of
blood per rectum and recurrent constipation.
Examination revealed circumferential grade 4
haemorrhoids for which she had stapled
haemorrhoidectomy under subarachnoid block.
She had good pain control and an uneventful post-
operative recovery and was discharged on 2" post-
operative day.

while two patients (33.3%) were females. Anal
protrusion was the predominant complaints
reported by all the patients. Symptom duration
ranged from 7 to 20 years with a mean of 13 years.
Four patients (66.7%) had associated rectal
bleeding. Three patients (50%) each had grade IlI
and grade IV haemorrhoids respectively. Four older
patients had colonoscopy on account of altered
bowel habit which revealed internal haemorrhoids.
Five patients had stapled haemorrhoidectomy
under subarachnoid block (83.3%) while one
patient had combined spinal and epidural
anaesthesia. One patient had perianal itching in
the post-operative period which resolved in the

RESULTS follow up period while another patient had anal
The age range was 31 to 71 years with a mean age spasm and residual mild prolapse. Average
of 53.3 years. Four patients (66.7%) were males duration of hospital stay was 4.5 days.
Table 1: showing the sociodemographic data and clinical features of the patients.
N Age Sex  Occupation  Presenting Duration of ~ Reducibility =~ Bleeding  Constipation ~ Anal  Tenesmus
(Years) Complaints Symptoms Pain
1 65 M Judge Anal 20years Manually Nil Yes Nil Nil
Protrusion
2 60 M Lecturer Anal 10years Irreducible Yes Yes Nil Nil
Protrusion
3 31 M Pharmacist  Anal 12years Irreducible Yes Nil Yes Nil
Protrusion
4 31 F Teacher Anal 7years Manually Yes Nil Nil Nil
Protrusion
5 62 M Lawyer Anal 14years Manually Nil Yes Nil Nil
Protrusion
6 71 F Lecturer Anal 1gyears Irreducible Yes Yes Nil Nil
Protrusion

Table 2: showing comorbidities and peri-operative events of the patients

N  Hypertension  Diabetes  Colonoscopy Location Of  Anaesthesia  Pain Bed Complications
Piles Control Stay
(Days)
1 Yes No Internal 3 And 7 o'clock Cse Good 4 Perianal Itching
Haemorrhoids
2 No No Internal Circumferential ~ Sab Good 4 Nil
Haemorrhoids
3 No No Nil Circumferential ~ Sab Fair 7 Anal Spasm,
Residual Prolapse At
30'clock
No No Nil 3 And 7 0'clock Sab Good 4 Nil
5 Yes Yes Internal 3,7,11 0'clock Sab Good 4 Nil
Haemorrhoids
6 Yes Yes Internal Circumferential ~ Sab Good 4 Nil

Haemorrhoids

Cse — Combined Spinal and Epidural Anaesthesia; Sab - Subarachnoid block

DISCUSSION
Hemorrhoidal disease is a commonly encountered
anorectal condition in surgical practice (Pata et al.,

2021). Treatment has ranged from lifestyle
modification, pharmacological methods, and
minimally invasive procedures to surgical

Nigerian Journal of Medical and Dental Education

treatment (Hong et al, 2022). Over the years,
excision haemorrhoidectomy has been the
predominant surgical treatment option in many
low-income countries. In the last 3 decades,
stapled  haemorrhoidectomy  has  gained
widespread acceptance in many centers (Chalkoo
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etal., 2015; Jaiswal et al., 2013). Of the 6 cases who
underwent stapled haemorrhoidectomy presented
in this series, the mean age at presentation was
53.3 years with an age range of 31 years to 71 years.
Ray-Offor et al. (2019) reported age greater than
50 years in over 50% of the hemorrhoidal disease
cases studied. A study amongst Caucasians
reported an incidence of haemorrhoids in 45 to 65
years of age in 5% of the population (Dziki et al.,
2016).

There was a male preponderance accounting for 4
patients (66.7%) of the cases studied. A study in
southern Nigeria reported a higher incidence of
hemorrhoidal disease in males (Ray-Offor et al.,
2019). Late presentation was prevalent, with
symptom duration ranging from 7 years to 20 years
with a mean duration of symptoms of 13 years.
Anal protrusion was the predominant symptom
occurring in all the patients studied while 4 patients
(66.6%) had associated passage of blood in stool.
Mekinnen et al. (2024) reported painless rectal
bleeding as the most common complaint in
haemorrhoid disease. However, this study
recruited only grades Ill and IV haemorrhoids
(which are indications for haemorrhoidectomy)
accounting for the predominance of anal
protrusion in the symptomatology.

Fifty percent of the patients each had grades Ill and
grade IV  disease respectively. Lifestyle
modification, pharmacologic methods and
minimally invasive procedures such as injection
sclerotherapy and rubber band ligation are often
the treatment options for grade | and grade I
haemorrhoids. Surgical intervention is indicated in
grades lll and IV disease (Davis et al., 2018). The
four older patients had colonoscopy which
revealed internal haemorrhoids. Five patients had
stapled haemorrhoidectomy under subarachnoid
block while one patient had combined spinal and
epidural anaesthesia. One patient had perianal
itching in the post-operative period which resolved
in the follow up period while another patient had
anal spasm and residual mild prolapse. Post-
operative pain control was satisfactory in 5 patients
on routine post-operative analgesics. One patient
who had anal spasms had unsatisfactory post-
operative pain control and needed additional
analgesics beyond the routine. Post-operative pain
is a common complication of haemorrhoidectomy
and it is much less with stapled
haemorrhoidectomy (Agbo, 2011). No serious
morbidity was recorded such as anal incontinence
or rectal bleeding requiring intervention. Average
duration of hospital stay was 4.5 days. Five of the
patients (83.3%) were discharged on the second
post-operative day. Supervised bowel preparation
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was done as in-patient for all the patients to ensure
compliance accounting for the prolonged hospital
stay

CONCLUSION
Stapled haemorrhoidectomy is a safe and effective
alternative to conventional excision

haemorrhoidectomy in the treatment of
symptomatic haemorrhoids. Post-operative pain
control is satisfactory and there is no associated
increased risk of complications.
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