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Background: 

Hemorrohoidectomy remains the treatment of choice 
for symptomatic Grade III and IV Hemorrhoids.1 The 
traditional accepted methods are Milligan Morgan 
technique2 and Ferguson’s technique.3 Recent methods are 
stapled haemorrhoidopexy, Harmonic ScalpelTM technique, 
Transanal haemorrhoidal dearterialisation and LigasureTM 
technique.1 Stapler technique, dearterialisation technique 
and Harmonic ScalpelTM technique are expensive technique 
and beyond the reach of all patients.1 Recent studies from 
other parts of the world are increasingly supporting use of 

ligasure sutureless hemorrhoidectomy but its use cannot 
be unequivocally recommended for patients in countries 
like Nepal where the technical expertise and other factors 
may limit its use. The study was conducted to compare 
the conventional open technique with the new sutureless 
technique of hemorroidectomy in terms of clinical efficacy 
and safety in Nepal.

Methods:

A total of 60 patients (30 each in open hemorrhoidectomy 
and ligasure group) were included in the study after taking 
informed written consent. All cases with III and IV degree 
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Abstract 

Background: The aim of this study is to compare sutureless 
Hemorroidectomy with Conventional Open Hemorrhoidectomy in terms 
of safety and clinical efficacy.

Method: A prospective analytical study of 60 operated patients (a non-
randomized cohort) was carried out by following up from admission to 1 
month period after hospital discharge in between July, 2013 to February, 
2014 in Western Regional Hospital, Pokhara, Nepal. Demographic data, 
clinical data, mean operation time, duration of hospital stay, number of 
parenteral analgesic injections and post-operative complications between 
the two groups were recorded and analyzed.

Result: There were no statistically significant differences between the 
two groups in terms of age, gender, duration of symptoms, grade of the 
hemorrhoid(s), or number of hemorrhoids resected. The mean operating 
time for LigaSure sutureless hemorrhoidectomy was significantly shorter 
than that for the Open hemorrhoidectomy (P < 0.001). Patients treated 
with the LigaSure technique had less blood loss, a better pain score (P < 
0.001), less parenteral analgesic requirement (P < 0.001), shorter hospital 
stay (P < 0.001), and early return to work (P < 0.01). 

Conclusion: Sutureless Technique is safe and effective as compared to 
Conventional Open Hemorrhoidectomy for grade III and IV hemorrhoids. 
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Hemorrhoids including thrombosed hemorrhoids were 
included in the study. Hemorrhoids secondary to other 
causes (IBD, Ca Rectum) were excluded from the study.

Patients coming to outpatient department were randomly 
assigned to the two groups irrespective of age, sex or degree 
of hemorrhoids.

Surgical Technique: 

Under Spinal Anesthesia, patient was kept in Lithotomy 
position and initial dissection was done as per Milligan 
Morgan technique using mono-polar cautery. For the 
Ligasure group, this was followed by Pedicle excision 
using LigaSure Impact™ LF4200 Instrument connected 
to ForceTriad™ energy platform. For the Open Group, the 
pedicle was ligated with absorbable suture and excision 
done with monopolar cautery.  

Post-Operative Management: Patient received post-
operative parenteral injections of diclofenac (75 mg/2ml) 
and was advised for sitz bath twice a day from post-operative 
day 1 for 1 week.

Follow up: 2 weeks and 1 month

Statistical Method: Mean and number (%) were presented 
for continuous and categorical variables, respectively. T 
test was used for analysis of the variables using IBM SPSS 
Statistics 20 Software. P values <0.05 were considered 
significant.

Results:	

The mean age of patients undergoing LigasureTM sutureless 
hemorrhoidectomy was 41 years (±SD 11.3) (range 27-75 
years) and for the Open hemorrhoidectomy group was 45 
years (±SD 10.9) (range 24-67 years). The male: female ratio 
was 2.7:1 in Ligasure and 2.3:1 in Open hemorrhoidectomy 
groups. 

The mean operating time (excluding anesthesia administering 
time) in the Ligasure and Open hemorrhoidectomy groups 
was 7.6 min (±SD 2.5) and 18.9 min (±SD 4.5) respectively 
(t=12.17, p<0.001).  The VAS pain score in Ligasure group 
was 3.8±0.6 and in the Open group was 7.4±0.7 (t=19.3, 
p<0.001). Average number of parenteral injections given 
to the patients were 3±0.6 in Ligasure group and 7±0.9 in 
Open group (t=19.3, p<0.001). In the early post- operative 
period, in the Ligasure group (30 patients) 1 patient had 
hemorrhage, 1 developed urinary retention. 

In the Open group (30 patients) 10 patients (33.33%) had 
hemorrhage, 14 (46.67%) developed urinary retention. 
The average postoperative stay in the Ligasure group was 
1.03 ±0.1 days and in the Open group was 2.13±0.5 days 
(t=11.1, p<0.001). None of our patients developed delayed 
complications like incontinence or anal stenosis. Average 
time to return to work in Ligasure group was 3.7±0.9 days 
and in Open group was 8.3±1.2 days (t=15.9, p<0.01). 

Discussion:

Sutureless technique utilizes ‘Ligasure’ tissue fusion, 
advanced monopolar, vessel sealing technology first 
introduced in 1998.It uses combination of pressure and 
energy to create vessel fusion which can withstand up to 
3 times the systolic pressure and can seal vessels (up to 
7mm diameter), pedicles, tissue bundles, lymphatics.1 
This technique denatures the body’s collagen and elastin 
to both seal and divide with very high frequency current. 
This electro-surgical technique is effective in achieving 
hemostasis and is referred to as a ‘vessel sealing system’. 
The energy is delivered only to the tissue grasped within 
the jaws of the hand held instrument with minimal spread 
of electrical or thermal energy to adjacent tissues. Complete 
coagulation of vessels and tissues is achieved with minimal 
charring in contrast to conventional diathermy. A computer 
controlled feedback loop automatically stops the flow 
of energy when coagulation of the vessels and mucosa is 
achieved.

Conventional Open hemorrhoidectomy is associated with 
significant pain-related complications such as urinary 
retention and constipation. Occasionally the operative 
field can become filled with blood, prolonging the 
duration of surgery; so meticulous hemostasis needs to be 
ensured to avoid postoperative hemorrhage. Ligasure™ 
hemorrhoidectomy has a major improvement in all these 
parameters over the conventional open technique.

 In comparison with Open method, Ligasure™ 
hemorrhoidectomy had a shorter operating time (18.9 
minutes vs 7.6 minutes, p value <0.001). The VAS pain score 
was lesser in Ligasure™ than Open hemorrhoidectomy. 
Postoperative complications such as hemorrhage (3.3% 
vs 33.3%) and urinary retention (3.3% vs 46.6%) were all 
lower in the Ligasure™ group. The average duration of 
hospital stay (1.03 vs 2.1 days) and the median recovery time 
to work after surgery (8.3 days vs 3.7 days) was also less 
with Ligasure™. Compared with Open hemorrhoidectomy, 
the Ligasure™ method reduces post-operative pain and the 
requirement for parenteral analgesia because of minimal 
collateral thermal spread, limited tissue charring and absence 
of sutures. Pain during the first 24 h is particularly important 
as it can precipitate urinary retention and constipation.

Ligasure™ hemorrhoidectomy with its numerous proven 
advantages of lesser pain score, lesser postoperative 
complications and lesser duration of surgery4 has the 
potential to make hemorrhoidectomy a day—care surgical 
procedure.

Many researchers have shown that hemorrhoidectomy via 
LigaSure is a safe and effective alternative to conventional 
hemorrhoidectomy with the benefits of less postoperative 
pain,5,6 less need for analgesics postoperatively,8,10,13-15 
decreased operative time,11,12,14 faster return to normal 
activity,8 less wound healing time,9,13 less intraoperative 
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blood loss9,10,14 and short hospitalization.7  Gentile M. et al 
supported the use of this device as the treatment of choice in 
IV-degree haemorrhoids.6

A limitation of the present study is the small size of the sample 
and the limited follow-up. Long-term effectiveness of any 
operation for hemorrhoids is the most important concern for 
patients and surgeons.5 Thus, benefits of LigaSure sutureless 
technique as a long-term effective technique need to be 
further evaluated. 

Conclusion:

Sutureless Hemorroidectomy is a safe and effective 
procedure as compared to Conventional Open Milligan-
Morgan Hemorroidectomy for Grade III and IV primary 
Hemorrhoids in terms of intraoperative and postoperative 
variables despite being a new instrument to the surgeon and 
an expensive instrument to the institution.

Patients derive greater short-term benefits: reduced 
intraoperative blood loss, operating time, and postoperative 
pain as well as earlier resumption of work.
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