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Management of haemorrhoids

Austin G Acheson, John H Scholefield

Haemorrhoids or “piles” are enlarged vascular cush-
ions within the anal canal that have been described for
many centuries and continue to form a large part of a
colorectal surgeon’s workload. The exact incidence of
this common condition is difficult to estimate as many
people are reluctant to seek medical advice for various
personal, cultural, and socioeconomic reasons, but
epidemiological studies report a prevalence varying
from 4.4% in adults in the United States to over 30% in
general practice in London.'” The treatment of
haemorrhoids is still evolving, and this article provides
an update on the role of established and innovative
treatments (fig 1).

Sources and selection criteria

Articles were retrieved from the Medline database and
Cochrane library under the MeSH subheadings
“hemorrhoid” and “haemorrhoid”. We included ran-
domised controlled trials and meta-analyses.

What is the pathogenesis and aetiology?
The anal canal consists of three fibrovascular cushions
that are fed directly by arteriovenous communications.

Haemorrhoidal symptoms

! /

Non-prolapsing piles Prolapsing piles

{ {

Fibre supplementation  :--» Refer to colorectal surgery

|
¢ ¢ |

First and Third Fourth
second degree degree degree

l l l

Rubber band Rubber band | Surgical
ligation/injection| ligation/fibre haemorrhoidectomy
sclerotherapy/fibre|  supplementation

supplementation Y T

Stapled haemorrhoidectomy or
Doppler guide haemorrhoidal artery
ligation, depending on surgeon’s
experience and preference

Grade of
haemorrhoid

Appropriate
treatment

Fig 1 Suggested algorithm for management of haemorrhoids
(dotted arrows indicate failure of initial treatment)

These cushions are supported within the anal canal by a
connective tissue framework, and they are importantin
providing a watertight seal to the anus. The degen-
erative effects of ageing may weaken or fragment the
supporting tissues, and this along with the repeated
passage of hard stool and straining produces a shearing
force on the cushions, leading to their descent and
prolapse. The prolapsed cushions have impaired
venous return, which results in engorgement that
may be further exacerbated by straining, inadequate
fibre intake, prolonged time on the lavatory, and
conditions such as pregnancy that raise intra-abdom-
inal pressure. Bleeding from the engorged prolapsed
haemorrhoid occurs as a result of localised mucosal
trauma or inflammation, which damages the under-
lying blood vessels.?

How are haemorrhoids classified?

Haemorrhoids can be classified according to their
relation to the dentate (pectinate) line, which demarcates
the transition from the squamous epithelium below to
the columnar epithelium above. Internal haemorrhoids
originate above the dentate line, whereas external
haemorrhoids originate below the line. The more
widely used Goligher classification system describes
four grades, which are based on the degree of prolapse,
but this system fails to reflect the severity of the
symptoms.* The grade of haemorrhoid is important
(box) and can be useful in deciding optimal treatment or
in evaluating the effectiveness of the treatment given.

How do haemorrhoids present and how should they be
assessed?

The most common symptom is painless fresh rectal
bleeding, but patients may also experience pruritus,
swelling, prolapse, discharge, or soiling. Severe anal
pain is usually seen only if the haemorrhoid is
thrombosed or strangulated.

Initial examination involves inspection of the
perineum followed by rectal examination and ano-
scopy. This will help differentiate haemorrhoids from
other causes of anal canal bleeding such as fissures,
fistulas, tumour, polyps, anal warts, and rectal prolapse.
Large external haemorrhoids can be easily seen on
inspection, but anoscopy allows the haemorrhoidal
cushions to be more easily visualised in the usual left
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Different grades of
haemorrhoids

o First degree
haemorrhoids: these
bleed but do not
prolapse

¢ Second degree
haemorrhoids: these
prolapse but reduce
spontaneously

o Third degree
haemorrhoids: these
prolapse but can be
reduced manually

¢ Fourth degree
haemorrhoids: these
are permanently
prolapsed and cannot
be reduced

TIPS FOR NON-SPECIALISTS

lateral, right anterior, and right posterior positions (3
o’clock, 7 o’clock, and 11 o’clock positions; fig 2).
Patients older than 40 who have suspected haemor-
rhoidal bleeding generally require additional flexible
sigmoidoscopy, colonoscopy, virtual colonoscopy, or
a barium enema to exclude colorectal carcinomas and
should always be referred for a specialist opinion.
Haemorrhoidal disease associated with the symp-
toms of soiling or incontinence may require anorectal
physiology studies and endoanal ultrasound, particu-
larly if the patient is being considered for surgery.
These patients have a higher risk of developing
incontinence after surgery, and these investigations
may help the surgeon choose the best treatment option.

How are haemorrhoids treated?

Conservative treatment

A recent meta-analysis confirmed that fibre supplements
moderately improve overall symptoms and bleeding
and should be recommended at an early stage.” Other
lifestyle modifications such as improving anal hygiene,
taking sitz baths, increasing fluid intake, relieving
constipation, and avoiding straining are used in primary
care and may help in the treatment and prevention of
haemorrhoids, although the evidence for this is lacking.

Over the counter topical preparations that contain a
combination of local anaesthetics, corticosteroids,
astringents, and antiseptics are available, and these
can alleviate symptoms of pruritus and discomfort in
haemorrhoidal disease. Long term use of these agents
should be discouraged, particularly steroid creams,
which can permanently damage or cause ulceration of
the perianal skin. No randomised controlled trials are
available to support their widespread use.

Venotonics such as flavonoids have been used as
dietary supplements in the treatment of haemorrhoids.
The mechanism of action of these drugs remains
unclear, but they may improve venous tone, reduce
hyperpermeability, and have anti-inflammatory
effects. This treatment is popular in continental Europe
and the Far East, but a recent meta-analysis concluded
that limitations in methodological quality and potential
publication bias raise doubts about the benefits of these
agents in treating haemorrhoids.®

Outpatient treatments
Several outpatient interventions that have been avail-
able for many years remain popular in the treatment of

Haemorrhoids are common in all age groups

Most patients can be treated in primary care with dietary advice and avoidance of straining

Patients with rectal bleeding alone who are over 40 should be referred to a specialist for

imaging of the colon

All patients with haemorrhoids who have symptoms in the lower gastrointestinal tract—
such as change in bowel habit, abdominal pain, or tenesmus—must be referred to a

specialist

Anal cancer can have a similar appearance to a prolapsed haemorrhoid
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first degree, second degree, and third degree haemor-
rhoids. These office based procedures cause tissue loss
and ulceration or help, by causing fibrosis, to fix the
mucosa of the prolapsed tissue back on to the under-
lying muscle.

Rubber band ligation

The technique of applying rubber bands to haemor-
rhoids was first described in 1963.” Modification of the
original method through the introduction of suction
bands has allowed this procedure to be performed by a
single operator (figs 3 and 4). The original paper
suggested that one haemorrhoid should be banded
during each session, with repeat bandings at three week
intervals. Subsequent prospective studies showed no
increase in post ligation pain or complications with
multiple banding, however, so many surgeons apply
up to three bands at each visit.** The bands should be
applied above the dentate line to minimise pain, and
injecting local anaesthetic into the banded haemor-
rhoids does not seem to reduce anal discomfort. '’

Most large trials and a meta-analysis in 1995 suggest
that rubber band ligation is the most effective out-
patient treatment for haemorrhoids, with some authors
suggesting that up to 80% of patients are satisfied with
the short term outcome.'!

Common complications of the procedure include
pain and haemorrhage. All patients should be warned
about the possibility of delayed haemorrhage (five to
10 days after the procedure), and the technique is
contraindicated in those who are anticoagulated. Other
rarely reported complications include urinary reten-
tion, liver abscesses, and perineal sepsis.'”

Injection sclerotherapy

A submucosal injection of 5% oily phenol into first or
second degree haemorrhoids is an alternative to
banding. It has no benefit in large prolapsing haemor-
rhoids or those with a large external component. It is
cheap and easy to perform, but it is less widely used than
banding because of the high failure rate. Conservative
treatment with fibre supplementation may be as
effective as injection sclerotherapy.’® Complications

Right anterior ——
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«—— Left lateral
(3 o’clock)
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W

Fig 2 Usual position of haemorrhoids when patient is in supine
position with legs in stirrups
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Fig 3 Rubber band ligation. Suction banding equipment used for applying rubber bands to
haemorrhoids
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with sclerosants are rare but include local infections,
prostatitis, portal pyaemia, and erectile dysfunction."*

Other techniques

Infrared coagulation can be used to treat first or second
degree haemorrhoids. Although it is associated with
few complications it seems to be less effective than
banding and is not widely used.'” Cryosurgery, bipolar
diathermy, and direct current electrotherapy have
been used, but little evidence exists to support these
techniques.

Surgery

Open and closed haemorrhoidectomy

Surgery is reserved for large symptomatic haemor-
rhoids that have not responded to outpatient treatment
(fig 5). Only a small proportion of patients referred to a
coloproctologist for treatment ofhaemorrhoids receive
surgery. The open technique for performing surgical
excision of the vascular cushions was first described in
1937. This technique is popular in the United King-
dom. The haemorrhoid is dissected out from the
underlying anal sphincter complex using electrocau-
terisation, laser surgery, the ligasure vessel sealing
system, the harmonic scalpel (an ultrasonic cutting and
coagulating device), or scissors. The vascular pedicle is

Rubber band applied
\ to haemorrhoid (

Dentate line

Fig 4 Rubber band ligation of two haemorrhoids. Care must be
taken when applying rubber bands to avoid including sensitive
skin (below the dentate line) in a band

) '\ I. * I-- o
Fig 5 Large symptomatic haemorrhoid in the left lateral position
that has not responded to outpatient treatment and is suitable
for haemorrhoidectomy

controlled and the mucosal defects are left open and
allowed to granulate by secondary intention. The
closed technique, first described in 1959, is more
popular in the United States. It is similar to the open
technique, but the mucosal edges and skin are closed
with a continuous suture. Both of these techniques are
safe and effective, but the closed haemorrhoidectomy
promotes faster wound healing. *”

Surgical haemorrhoidectomy is a painful procedure,
which is increasingly being performed on a day case
basis. It is important to prescribe a careful periopera-
tive pain package. In addition to perioperative local
anaesthetics and analgesics, laxatives help to reduce
pain during the first postoperative motion. Prophylac-
tic oral metronidazole,'® topical diltiazem," topical
glyceryl trinitrate, or injected botulinum toxin* have
marginal benefit in reducing pain after surgery.
Complications include secondary haemorrhage
(seven to 10 days after surgery), urinary retention,
infection, faecal incontinence as a result of sphincter
damage, and anal stenosis—usually as a result of
inadequate mucosal bridges.

Doppler guided haemorrhoidal artery ligation

This technique for treating haemorrhoids was first
described in 1995. It is performed using a specially
designed proctoscope with an inbuilt Doppler probe
that can locate feeding arteries; these vessels are then
ligated using absorbable sutures. Disrupting the inflow
to the vascular cushion is thought to reduce the size of
the haemorrhoid. The technique is relatively painless,
with minimal morbidity, and up to 60% of patients in
the larger studies are satisfied with the outcome.”
Further randomised controlled trials are needed, but
this offers a less mutilating alternative to surgical
haemorrhoidectomy and has become popular
throughout Europe during the past five years.

Stapled haemorrhoidopexy

This technique was developed in the 1990s. It is carried
out using a specially designed transanal circular stapling
gun that reduces prolapse by excising a circumferential
ring of mucosa approximately 2-3 cm above the dentate
line. This not only shortens or “hitches up” the
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prolapsed mucosabut also interrupts the feeding arteries
to the haemorrhoid in a similar manner to Doppler
guided haemorrhoidal artery ligation.

When it was developed, it was claimed that this
technique would be as effective as and less painful than
conventional haemorrhoidectomy and that recovery
would be quicker. More than 25 randomised controlled
trials have compared stapled haemorrhoidopexy with
conventional haemorrhoidectomy, although many of
these have a small sample size. The evidence from a
recent meta-analysis suggests that the procedure is less
painful and safe, and that hospital stay is shorter, with a
more rapid return to normal activities.”> Long term
follow-up studies suggest that recurrence rates are higher
after stapled haemorrhoidopexy than after conventional
haemorrhoidectomy.*® One early trial reported severe
postoperative pain and faecal urgency after the stapled
procedure, however, but this has not been seen in other
studies.** Other possible complications include bleed-
ing, urinary retention, faecal incontinence rectal per-
foration, rectovaginal fistulas, anastomotic leak, anal
stricture, and severe pelvic sepsis."

This technique can be offered to patients with second
or third degree haemorrhoids that have not responded
to outpatient treatment or even fourth degree haemor-
rhoids that are reducible under anaesthesia. It is a less
painful alternative, but patients must be fully informed
about recurrence rates and complications.

Acutely thrombosed haemorrhoids

Acutely thrombosed prolapsed haemorrhoids are very
painful but most can be treated at home and usually
settle within 10-14 days using ice packs, stool softeners,
and analgesia. Topical calcium antagonists may help to

SUMMARY POINTS
Haemorrhoids are enlarged vascular cushions in the anal canal
Treatment depends on the degree of prolapse and severity of symptoms

Rubberband ligationis the best outpatient treatment forhaemorrhoids—up to 80% of patients
are satisfied with the short term outcome

Surgery is reserved for large symptomatic haemorrhoids that do not respond to outpatient
treatment

Doppler guided haemorrhoidal artery ligation and stapled haemorrhoidopexy are new
alternatives to the traditional and more painful open or closed haemorrhoidectomy
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relieve the pain.?” Emergency surgery may be needed
insevere cases to remove the engorged haemorrhoid or
debride necrotic tissue. This can resolve symptoms
more rapidly but is often associated with severe
morbidity.*
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