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Haemorrhoidal disease
ICD-10: I84

Definition
The anatomical superior haemorrhoidal plexus (rectal venous plexus or corpus cavernosum recti) is
a circular, spongy, broad-based cushion of blood vessels located in the submucosa of the distal
rectum, extending up to immediately above the dentate line. It is an important component of the
anal continence organ and is responsible for the fine sealing of the anus (Gibbons et al.). The term
"haemorrhoids" is used when enlargement occurs. Haemorrhoidal disease (symptomatic
haemorrhoids) is present only if the haemorrhoids cause problems.

Classification
The haemorrhoids are classified according to their size increase and the extent of their prolapse
into the anal canal or outside the anus. The most frequently used international classification is that
of Goligher, which is a four-stage grading system:

I Enlarged superior haemorrhoidal plexus, only visible on proctoscopy

II Prolapse on defaecation - spontaneous retraction

III Prolapse on defaecation - no spontaneous retraction; manual reduction required

IV Permanent prolapse - irreducible

The ICD-10 diagnosis catalogue is not a suitable tool for the classification of haemorrhoids.

Epidemiology
No valid epidemiological studies on the prevalence of haemorrhoids are available.

Aetiopathogenesis
There are no confirmed aetiological data. The available data are scarce and partially contradictory.
Various factors are currently thought to be responsible for the development of haemorrhoidal
disease: wrong diet and impaired defaecation, anorectal dysfunction, familial disposition and
increased intra-abdominal pressure of various origin.

Symptoms
The most common symptom is painless transanal bleeding. It can occur once only, recurrently or
continuously over a long period. The different types of bleeding are not pathognomonic for
haemorrhoidal disease. Impaired fine continence can result in a mucous, faecaloid secretion; this
leads to irritation of the perianal skin with pruritus, a burning sensation and discharge. The
symptoms of advanced haemorrhoidal disease are a sensation of pressure or a foreign body
sensation and, in some cases, pain due to incarceration and/or thrombosis of the prolapse. The
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sensation and, in some cases, pain due to incarceration and/or thrombosis of the prolapse. The
size of the haemorrhoids does not correlate with the symptoms.

Diagnostic procedures and differential diagnosis
In addition to taking the medical history, inspection, palpation, proctoscopy and rectoscopy are
necessary. It should be noted that haemorrhoids are generally not palpable. Differential diagnoses
are: anal tags, anal thromboses, anal or anodermal prolapse, anal fissure, anal fibroma, anal and
rectal carcinoma, rectal polyps, rectal varicose veins, cavernous haemangioma and
angiodysplasias.

Therapy
An indication for treatment is present only in haemorrhoidal disease.

Conservative and semioperative treatment
Basic therapy consists of optimising dietary habits and bowel movements. A meta-analysis
(Alonso-Coello et al.) of seven randomised, controlled studies (Broader et al., Foster et al., Hunt et
al., Jensen et al., Moesgaard et al., Perez-Mirinda et al., Webster et al.) showed that a high-fibre diet
has a positive effect in the treatment of symptomatic haemorrhoids.
In medicinal therapy, preparations for the relief of haemorrhoids are used. As locally applied
medicines, ointments, creams, suppositories and suppositories with a gauze lining (anal tampons)
are used. Active substances that are classed by the WHO as "essential drugs" in the treatment of
haemorrhoidal disease are either local anaesthetics (e.g. lidocaine), astringents (e.g. policresulen)
or anti-inflammatory drugs (e.g. corticosteroids). Medicinal therapy does not treat the cause of the
haemorrhoidal disease; it is only symptomatic and adjuvant treatment to relieve the acute
symptoms.
As internally administered medicines, drugs such as the flavonoids (diosmin and rutoside) are
available, which were primarily developed as treatment for venous disorders. In Germany, they
have little or no therapeutic relevance.

Intrahaemorrhoidal sclerotherapy (injection therapy or obliteration), which was introduced in 1936
by Blond and Hoff, is mainly used in grade I and II haemorrhoidal disease. The complication rate is
low (<1%), but the recurrence rate after three years is high (68%) (Staude). No randomised
controlled studies are available, however.
Due to the allergenic potency of 20% quinine solution (according to Blond), other substances that
only very rarely cause allergic reactions are usually used in sclerotherapy: polidocanol solution (=
Aethoxysklerol® 3% and 4% or the non-officinal 10% alcoholic polidocanol solution) and a zinc
chloride solution (NRF [Neues Rezeptur-Formularium]).

In suprahaemorrhoidal sclerotherapy (according to Blanchard) a 5% (almond or peanut oil) phenol
solution is administered as a submucosal injection. This procedure is particularly widespread in the
Anglo-American region. According to the scientific literature, the results of randomised, controlled
studies are between 14% (Walker et al.) and 60% (Cheng et al.) and the complication rate is low
(<1%), although the recurrence rate is high, at 80% after three years (Kanellos et al.). This therapy
is effective in 75-89% of patients with grade I, II and III haemorrhoidal disease (Cataldo et al.). The
positive representation of the results in grade III haemorrhoids has not been confirmed by further
data in the scientific literature. In Germany, use of phenol in humans is legally problematic. The
physician must take personal responsibility for its use.

Rubber band ligation (according to Barron, 1963) is suitable for the treatment of grade II and III
haemorrhoidal disease. A systematic review compared ligation with conventional
haemorrhoidectomy (Shammugam et al.). The authors recommend ligation for grade II
haemorrhoidal disease, due to the low rate of side effects and complications. Prior to every
sclerotherapy or ligation, proctoscopy must be performed, in order to exclude any current
contraindications.

Infrared coagulation (Neiger 1979) is not recommended in the therapy of grade I and II
haemorrhoidal disease, due to insufficient efficacy.
Doppler-guided haemorrhoidal artery ligation (dgHAL) (Morinaga et al., 1995) ligates the branches
of the afferent superior rectal artery proximal to the haemorrhoidal plexus. There is currently only
one randomised, controlled study available (Bursics et al.), so that no assessment of this
procedure is yet possible.

Cryotherapy (Lewis, 1969) is hardly used today, as the patients can have a long period of
postoperative pain and are impaired by permanent, severe anal discharge. No paper has been



postoperative pain and are impaired by permanent, severe anal discharge. No paper has been
published on this method during the past 20 years.

Electrotherapy (Norman, 1989) applies direct current into the haemorrhoids using a needle with the
aim of fibrosis. Due to lack of validated results, this method cannot be recommended.

Bipolar diathermy coagulation with high-frequency electric current (Griffith, 1987) was initially
introduced as the treatment method for all grades of haemorrhoidal disease. No validated results
are available and the procedure cannot therefore be recommended.

Maximum anal sphincter dilatation under general anaesthesia (Lord, 1968) - with 4 fingers of each
hand - based on the hypothesis of primary hypertension of the internal sphincter muscle as the
cause of the haemorrhoidal disease. The method leads to an incontinence rate of up to 51%
(Konsten et al.); possible damage is irreparable due to the uncontrolled tearing of the sphincter
apparatus, so that this method should not be used.

Surgical treatment
Indications:

Surgical treatment is indicated in symptoms that cannot be treated with conservative
measures and/or which are persistent. The aim of surgical treatment is the restoration of
normal anatomical conditions and on no account the complete removal of the enlarged
haemorrhoidal plexus.
In patients with reduced immunocompetence or an increased tendency to bleeding and in
patients with chronic-inflammatory bowel disease and catabolic metabolic disorders, the
indication for surgery must be cautious and determined on an individual basis.

Contraindikations:

Contraindications for haemorrhoidectomy are inflammatory anal disorders, such as abscess,
fistula or gangrene. In such cases, priority must be given to treatment of the inflammatory
process; the haemorrhoidal disease should be treated at a later date. Acute complications of
haemorrhoidal disease, such as thrombosis, incarceration and associated irreducible
prolapse, should primarily be treated with analgesics and anti-inflammatory drugs.
Depending on the further course of the disorder, surgery may be necessary at a later date.

Surgical techniques:

Segmental or circular forms of haemorrhoidal disease require different surgical procedures.

Segmental procedures:

Open haemorrhoidectomy Milligan-Morgan

Submucosal haemorrhoidectomy Parks

Closed haemorrhoidectomy Ferguson

Circular procedures:

Reconstructive haemorrhoidectomy Fansler-Anderson/Arnold

Supra-anodermal haemorrhoidectomy Whitehead

Stapled haemorrhoidopexy Longo

When excising several segments, it must be ensured that sufficiently broad anodermal
bridges are maintained. In circular haemorrhoidal prolapse, a procedure should be selected
that largely retains the anoderm and re-attaches it in the anal canal (Fansler-Anderson,
Parks). The stapled method ideally allows such a procedure in reducible circular
haemorrhoidal prolapse without trauma of the anoderm.
Haemorrhoidectomy using laser offers no advantages compared with conventional surgical
methods (Leff et al.)

Lateral subcutaneous sphincterotomy (Notaras or Parks) should no longer be performed, as
the long-term results are not good and many patients show signs of incontinence.



the long-term results are not good and many patients show signs of incontinence.

Results, complications, relapse:

Milligan-Morgan procedure versus Ferguson procedure
Evaluation (Wolf et al.) of almost 90,000 operations showed the following complications:
secondary bleeding 1.3 vs 1.31%, wound infection 0.72 vs 1.33%, abscesses 0.45 vs
0.50%, stenosis 1.88 vs 1.28%, incontinence rate for liquid stool 1.35 vs 1.11%.
Baradnay reports that 90.2% of patients operated according to the Milligan-Morgan
method were asymptomatic after 1-7 years.
Following surgery using Ferguson's technique, 67-92% of patients were asymptomatic
after 5 years (Guenin et al., Ganchrow et al., McConell et al.). Following comparison of
several randomised studies, neither of the two techniques showed significant
superiority.

Fansler-Anderson/Arnold procedure

The secondary bleeding rate was 1-4% and the lobular necrosis rate was 5-14%. After
5-6 years, 78% of patients were asymptomatic (Lacher).

Parks' procedure

The following complications were recorded: secondary bleeding 1.8-5.8%, suture
dehiscence 0.45-6%, abscesses 0-0.5%, anal tags 5.9-6.5% and stenosis 0.7-1.6%.
Relapse was seen in 2.6-7% of patients (Deutsch-Friedrich, Lehmann).

Stapled procedur

Compared with conventional haemorrhoidectomy, the method has the following
advantages, according to six systematic reviews (Sutherland et al. (2002), Nisar et al.
(2004), Lan et al. (2006), Jayaraman et al. (2006), Tjandra et al. (2007), Shao et al.
(2008): shorter duration of surgery, shorter hospitalisation time, shorter convalescence
and less time off work due to illness, less postoperative pain and higher patient
satisfaction. In terms of complications, there were no significant differences; the later
results following conventional haemorrhoidectomy were, however, significantly better
with regard to recurrence of prolapse, but were not significantly increased with regard
to the reoperation rate.
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Consensus-building procedure

This guideline was drawn up by experts in a consensus conference which took place on 07.07.2007
in Freiburg and on 14.09.2007 in Bochum on the initiative of the German Association of
Coloproctology and the Professional Association of Coloproctologists in Germany. It was later
passed by both committees.
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