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Abstract

Introduction: Haemorrhoids are a common disease that causes a significant impact on quality
of life. This 10-year prospective study was aimed to assess the anatomy, clinical presentation,
and treatment outcome of patients with internal haemorrhoids from a single private sector
tertiary care hospital in Sri Lanka.

Material and Methods: This was a 10-year prospective study of consecutive patients with in-
ternal haemorrhoids diagnosed in Nawaloka Hospital, Sri Lanka, from 2012 to 2022. The data
collected and retrieved from a computer-based data system. The data of patients diagnosed
with haemorrhoids following clinical evaluation or sigmoidoscopy or colonoscopy were in-
cluded in the study. The data retrieved were demography, anatomical position and variations,
Grade of haemorrhoids, clinical presentation, and treatment outcome. Ethical clearance was
obtained.

Results: A total of 513 data from patients with internal haemorrhoids were included in the
study. There were 135(26.3%) females and 378(73.7%) males with an age range from 18

to 84 years (SD) 48.5+10.1 years. The most typical presentation was bleeding per rectum,
359(70%). Most of the haemorrhoids were seen in more than two quadrants, mostly placed on
the right inferior and superior quadrants. Most of the haemorrhoids were in Grades I and II.
Most Grade I and II patients had conservative and endoscopic interventions as the treatment
method. Majority of patients with Grade ITI and IV haemorrhoids underwent excision meth-

ods. Post-procedure complications were not reported in the follow-up clinic at 3 months.

Conclusion: Haemorrhoids are common in the middle-aged population, primarily males.

Bleeding per rectum is the most typical presentation. Conservative treatment, endoscopic

band ligation and injection sclerotherapy are effective in most patients.
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Introduction:

Haemorrhoids are a common disease that
causes a significant impact on quality of life.
Various patho-physiological factors result in
the occurrence of haemorrhoids, such as sliding
anal cushion, hyperperfusion of haemorrhoidal
venous plexus, vascular anomalies, mucosal in-
flammation, rectal prolapse and rectal mass le-
sions. The aggravating factors such as pregnan-
cy, straining, advancing age, strenuous lifting,
straining and prolonged sitting increase the in-
cidence of symptomatic haemorrhoids.'” Based
on embryological development, haemorrhoids

are classified as internal or external. External
haemorrhoids are located below the dentate
line. Internal haemorrhoids lie above the den-
tate line. The Goligher system classifies internal
haemorrhoids into four grades; Grade-1, haem-
orrhoids do not prolapse outside the anal canal;
Grade-2, there is prolapse while defecation and
retracts spontaneously; Grade-3, haemorrhoids
prolapse at defecation and it requires manual
reduction; Grade-4, there is a persistent non-
reducible prolapse.®

In managing haemorrhoids, identifying any al-
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Table 1: The characteristic of the study population. (N=513)

Site of perforation

Gender
Male (N=378)

Female (N=135)

Age (years)
Less than 20
21-30
31-40
41-50
51-60
61-70
71-80
More than 80

Symptoms

Bleeding per rectum

Anal pain and discomfort

No symptoms

4(1%) 1(1%)
8(2%) 3(2%)
75(20%) 24(18%)
102(27%) 39(29%)
113(30%) 38(28%)
26(7%) 11(8%)
26(7%) 8(6%)
24(6%) 11(8%)
200(55.7%) 159(44.3%)
30(58.8%) 21(41.2%)
53(51.4%) 50(48.6%)

Table 2: The quadratic involvement, distribution and grade of haemor-

rhoids among the study sample. (N-513)

Quadratic involvement of Haemorrhoids
Confined to a single quadrant
Confined to two quadrants

Confined to three quadrants

Circumferential

Number (%)
154 (30%)
180 (35%)
154 (30%)
25 (5%)

Quadratic distribution of Haemorrhoids

Right superior
Right inferior
Left superior

Left inferior

Grade of Haemorrhoids

I
II
111
v

154 (30%)
180 (35%)
102 (20%)
77 (15%)

215 (42%)
164 (32%)
107 (21%)
27(5%)
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ternative cause of rectal bleeding is mandatory.
At least a sigmoidoscopy is needed to exclude a
rectal mass. A colonoscopy will help to exclude
other colonic causes of rectal bleeding. The best
treatment option for the various grades of haem-
orrhoidsis to initiate with conservative measures
such as life and dietary modification, Sitz bath
and topical treatments.*® Surgical treatment op-
tions for haemorrhoids are mainly two, non-ex-
cision and excision methods. The non-excision
methods are rubber band ligation, injection
sclerotherapy, infrared coagulation, cryothera-
py; radio-frequency ablation, laser therapy and
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Doppler-guided haemorrhoidal artery ligation
(HAL). The excision methods are the Milligan-
Morgan (open) or Ferguson (closed). These ex-
cision techniques were carried out using various
energy sources and devices such as ultrasonic
scalpels, lasers, bipolar electrothermal devices,
and circular staplers.>” This 10-year prospective
study was aimed to assess the anatomy, clinical
presentation, and treatment outcome of patients
with internal haemorrhoids from a single tertia-
ry care private sector hospital in Sri Lanka.

Material and Methods:

This was a 10-year prospective study of con-
secutive patients with internal haemorrhoids
diagnosed in Nawaloka Hospital, Sri Lanka. The
survey was assessed from 2012 to 2022. The
data were collected and retrieved from a com-
puter-based data system. The data of patients
diagnosed with haemorrhoids following clinical
evaluation or sigmoidoscopy or colonoscopy
were included in the study. The data collected
were demography, anatomical position and vari-
ations, grades of haemorrhoids, clinical presen-
tation, and treatment outcome. The anatomical
position and variations of haemorrhoids were
described using the four quadrants: right supe-
rior and inferior and left superior and inferior by
clock dial positions in lithotomy. The grades of
haemorrhoids were classified according to the
Goligher classification. Ethical clearance was
obtained.

Statistical analysis: The data were analysed us-
ing the Statistical Package for Social Sciences
(SPSS®) software, version 20.0 (IBM® Corp.,
Armonk, NY, USA). The descriptive statistics
were expressed as meantstandard deviation or
number (percentage). A, p-value of less than
0.0S was considered statistically significant.

Results:

A total of 513 data from patients with internal
haemorrhoids were included in the study. There
were 135(26.3%) females and 378(73.7%)
males aged 18 to 84 years, SD 48.5£10.1 years.
The median was 50 years. Table 1 demonstrates
the patient distribution according to age and
sex. The most typical presentation was bleed-
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ing per rectum, 359(70%). 51(10%) had anal
pain and discomfort. 103(20%) patients had no
symptoms at presentation and were diagnosed
at screening endoscopy as shown in table no. 1.

In a quadrantic distribution, haemorrhoids
were as follows: One quadrant, 154(30%)
cases; two quadrants, 180(35%) cases; three
quadrants,154(30%) cases; and circumferen-
tial, 25(5%) cases. The occurrence of haemor-
rhoids in quadrants was as follows: right inferior
180(35%); right superior 154(30%); left superi-
or 102(20%); and left inferior 77(15%). Goligh-
er classification Grades I, II, IIT and IV haem-
orrhoids were seen in 215(42%), 164(32%),
107(21%) and 27(5%), respectively. as shown
in table 2.

Of the Grade-I patients, 145/215(67%) had
conservative management without any inter-
vention as their initial treatment. Rest had ei-
ther endoscopic band ligation 55/70(78%) or
sclerotherapy, 15/70(22%) with 5% phenol in
almond oil. Of the patients who had Grade II
haemorrhoids 10/164(6%) preferred conser-
vative methods, 150/164 (91%) had either en-
doscopic band ligation or scler-otherapy, whilst
4/164(3%) had ultra-sonic scalpel assisted
haemorrhoidectomy. Of the patients with Grade
III haemorrhoids, 99/107(92.5%) had haemor-
rhoidectomy; 51/99(51.5%) had ultrasonic
scalpel assisted, 20/99(20.2%) had bipolar elec-
trothermal device assisted, and 28/99(27.7%)
had circular stapler assisted haemorrhoidec-
tomy. 27-Grade IV haemorrhoid patients un-
derwent the Milligan-Morgan technique (open)
haemorrhoidectomy.

According to the data from the clinic follow
up following interventions in 2-weeks and
3-months, no complications were reported,
such as re-bleeding, local infection, sepsis, re-
currences and continued anal pain.

Discussion:

A literature search showed that the highest inci-
dence of haemorrhoids is seen in the fourth and
sixth decades, with a male predominance.'*"?

This may be due to the weakening of supporting

connective tissue associated with ageing. Our
study also showed that most patients were with
a male preponderance in the fourth and sixth
decade of life. In our research, the most com-
mon presentation of haemorrhoids was bright
red rectal bleeding during defecation as shown
in table-1. According to the literature, asymp-
tomatic haemorrhoids were seen in 40%."* In
our study, 20% of our patients had no symptoms
at presentation. They were diagnosed as having
haemorrhoids during flexible sigmoidoscopy
or colonoscopy, with the indications including
screening, change in bowel habit and abdominal
pain. Anatomically, hemorrhoidal cushions lie
along the anal canal in three columns: left later-
al, right anterior, and right posterior. These cor-
respond to 3, 7, and 11 o’clock positions in the
lithotomy position. In our study, more than one
quadrant was affected in 65%. The right inferior
quadrant (7 o’clock position) was the most fre-
quent site of haemorrhoids. The predilection for
the 7 o'clock position (right inferior quadrant)
is possibly due to more shearing action during
defecation.'"’

Most patients had Grade 1 and 2 haemor-
rhoids as shown in table-2 that were diagnosed
during endoscopy. 3-patients had underlying
rectal lesionsdetected during sigmoidoscopy.
Furthermore, there were multiple pathologies
seen during colonoscopies. This justifies the
value of endoscopic evaluation of all cases of
rectal bleeding. The literature revealed that the
endoscopic band ligation and sclerotherapy in-
jection is safe, effective, and outpatient.'®'"'® In
our study, most patients underwent endoscopic
band ligation or injection of sclerotherapy. In
evaluating clinic visits data, our study showed
these methods were also quite effective. Haem-
orrhoidectomy is accepted as the gold standard
for comparison of other surgical treatments
of haemorrhoids.”** The newer surgery tech-
niques include stapled haemorrhoidectomy and
HAL as an outpatient procedure with less post-
procedure pain and quick return to regular activ-
ity.*** However, there is a need for further stud-
ies to compare these new treatment methods. In
our study, patients with Grade III haemorrhoids
underwent ultrasonic scalpel-assisted or bipolar
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electrothermal device-assisted or circular sta-
pler-assisted haemorrhoidectomy. The Grade IV
haemorrhoids patients underwent the Milligan-
Morgan technique (open) haemorrhoidectomy.
According to our study, from the clinic follow up
following interventions in 2 week and 3 months,
no complications were reported, such as re-
bleeding, local infection, sepsis, recurrences and
continuous anal pain.

Conclusion:

Haemorrhoids are common in the middle-aged
population, primarily males. The most common
anatomical site of internal haemorrhoids is the
right inferior quadrant. Mostly multiple areas
are affected. Bleeding per rectum is the most
typical presentation. Endoscopic band ligation
and injection sclerotherapy are effective in most
patients.

Conflict of interest: None

Funding source: None

Role and contribution of authors:

Vasitha Abeysuriya, formulated the concept
and design of the study, acquisition of data and
analysis and drafted the article. Contribution to
the design and concept of the study, revising it
critically for important intellectual content and
approval of the final version to be published. Au-
thors read and approed the fianl script.

Lal Chandrasena, formulated the concept and
design of the study, acquisition of data and
analysis and drafted the article. Contribution to
the design and concept of the study, revising it
critically for important intellectual content and
approval of the final version to be published. Au-
thors read and approed the fianl script.

References:

1. Morgado PJ, Suédrez JA, Gomez LG, Morgado PJ., Jr Histoclini-
cal basis for a new classification of hemorrhoidal disease. Dis
Colon Rectum. 1988; 31:474-80.

2. Lohsiriwat V. Haemorrhoids: From basic pathophysiology to
clinical management. World J Gastroenterol. 2012; 18:2009-
17.

3. Ray-Offor E, Elenwo SN. Endoscopic evaluation of upper and
lower gastro-intestinal bleeding. Niger J Surg. 2015; 21:106—
10.

4. Lee JH, Kim HE, Kang JH, Shin JY, Song YM. Factors associ-
ated with haemorrhoids in Korean adults: Korean National

190

Health and Nutrition Examination Survey. Korean J Fam
Med. 2014; 35:227-36.

S. Loder PB, Kamm MA, Nicholls R]J, Phillips RK. Haemor-
rhoids: Pathology, pathophysiology and aetiology. Br J Surg.
1994; 81:946-54.

6. Chung YC, Hou YC, Pan AC. Endoglin (CD10S) expression
in the development of haemorrhoids. Eur J Clin Invest. 2004;
34:107-12.

7. Aigner F, Gruber H, Conrad F, Eder J, Wedel T, Zelger B, et
al. Revised morphology and hemodynamics of the anorectal
vascular plexus: Impact on the course of hemorrhoidal dis-
ease. Int ] Colorectal Dis. 2009; 24:105-13.

8. Goligher J, Duthie H, Nixon H. Surgery of the Anus, Rectum
and Colon. 5th ed. London: Balliere Tindall; 1984.

9. Morinaga K, Hasuda K, Ikeda T. A novel therapy for internal
haemorrhoids: Ligation of the hemorrhoidal artery with a
newly devised instrument (Moricorn) in conjunction with
a Doppler flowmeter. Am J Gastroenterol. 1995; 90:610-3.

10. Akindiose C, Alatise OI, Arowolo OA, Agbakwuru AE. Evalua-
tion of two injection sclerosants in the treatment of symptom-
atic haemorrhoids in Nigerians. Niger Postgrad Med J. 2016;
23:110-S.

11.Dziki L, Mik M, Trzcinski R, Buczynski J, Kreisel A, Skonec-
zny M, et al. Surgical treatment of haemorrhoidal disease
— The current situation in Poland. Prz Gastroenterol. 2016;
11:111-4.

12.Misauno MA, Usman BD, Nnadozie UU, Obiano SK. Experi-
ence with rubber band ligation of haemorrhoids in Northern
Nigeria. Niger Med J. 2013; 54:258-60.

13.Poon GP, Chu KW, Lau WY, Lee JM, Yeung C, Fan ST, et al.
Conventional vs. triple rubber band ligation for haemor-
rhoids. A prospective, randomized trial. Dis Colon Rectum.
1986; 29:836-8.

14.Riss S, Weiser FA, Schwameis K, Riss T, Mittlbéck M, Stein-
er G, et al. The prevalence of haemorrhoids in adults. Int J
Colorectal Dis. 2012; 27:215-20.

15.Cintron J, Abacarian H. Benign anorectal: Haemorrhoids. In:
Wolff B, Fleshman JW, editors. The ASCRS of Colon and
Rectal Surgery. New York: Springer-Verlag; 2007. pp. 156-77.

16.Aram FO. Rubber band ligation for haemorrhoids: An office
experience. Indian J Surg. 2016; 78:271-4.

17.Bulus H, Tas A, Coskun A, Kucukazman M. Evaluation of two
haemorrhoidectomy techniques: Harmonic scalpel and Fer-
guson’s with electrocautery. Asian J Surg. 2014; 37:20-3.

18.Rao SS. Advances in diagnostic assessment of faecal inconti-
nence and dyssynergic defecation. Clin Gastroenterol Hepa-
tol. 2010; 8:910-9.

19.Hardy CL, Chan CR, Cohen A. The surgical management of
haemorrhoids — A review. Dig Surg. 2005; 22:26-33.

20.Shaikh AR, Dalwani AG, Soomro N. An evaluation of milligan-
morgan and Ferguson procedures for haemorrhoidectomy at
Liaquat University hospital Jamshoro, Hyderabad, Pakistan.
Pak ] Med Sci. 2013; 29:122-7.

21.Ceulemans R, Creve U, Van Hee R, Martens C, Wuyts FL.
Benefit of emergency haemorrhoidectomy: A compari-
son with results after elective operations. Eur J Surg. 2000;
166:808-12.

22.Hardy A, Cohen CR. The acute management of haemorrhoids.
Ann R Coll Surg Engl. 2014; 96:508-11.

23.Jayaraman S, Colquhoun PH, Malthaner RA. Stapled versus
conventional surgery for haemorrhoids. Cochrane Database
Syst Rev. 2006; 4.

24.Tiernan J, Hind D, Watson A, Wailoo AJ, Bradburn M, Sheph-
ard N, et al. The HubBLe trial: Haemorrhoidal artery ligation
(HAL) versus rubber band ligation (RBL) for haemorrhoids.
BMC Gastroenterol. 2012; 12:153.



