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WHAT ARE THEY? 

Hemorrhoids are vascular structures in the anal canal. Their physiological functions are:  1. To help defecation reducing 

anal trauma;   2. To co-operate in fecal continence.  

Only in presence of symptoms they are defined as hemorrhoidal disease. More than 50% of adult population suffers or 

suffered from an acute hemorrhoidal attack.  

Many people wait too long before seeking medical help. Modern treatments can eliminate the problem with little or 

no pain, especially at early stages. 

WHAT IS HEMORRHOIDAL DISEASE?  

Hemorrhoids are improperly described as “anal varicose veins”. Pathological hemorrhoids are vascular sinuses 

abnormally increased in volume containing venous and arterial blood. Hemorrhoids can protrude from the anus. Two 

types of hemorrhoids could be observed: internal and external ones. Internal hemorrhoids swollen inside the anus (I 

stage) and cause discomfort usually only during defecation: pain, bleeding and itching. They can prolapse towards the 

outside and return inside spontaneously (II stage) or manually (III stage). They can be very painful if it impossible to 

replace them into the anal canal. External hemorrhoids (IV stage) usually completely prolapsed outside the anal 

margin. They are very painful and more often than internal ones can worsen due to internal clots formation 

(hemorrhoidal thrombosis) 

CAUSES 

There are various causes: age, straining during defecation, extreme time seated on the toilet, constipation or diarrhea, 

pregnancy, obesity, hereditary factors and diet. Even depression is connected to a higher risk of hemorrhoids, as well 

as sedentary habits. 

SYMPTOMS 

As already mentioned, the following symptoms could be related to hemorrhoidal disease: 

1. Bright red bleeding during the passage of stool. 

2. Prolapse that could more or less easily recovered 

3. Itching often with the feeling of a wet anus 

4. Pain, burning sensation 

5. External painful nodule(s), often onset in a very short time (few hours) 

DIAGNOSIS 

A simple clinical exam could diagnose internal advanced and non reducible hemorrhoids (IV stage),   manually 

reducible ones (III stage) and thrombosed hemorrhoids. Only proctoscopy could adequately value internal piles and 

it could permit an accurate diagnosis in order to detect or exclude other ano-rectal diseases often 

connected with hemorrhoids. 

 

 

https://www.siccr.org/
mailto:ainfantino@libero.it
mailto:mesucp@tin.it


Società Italiana di Chirurgia Colo Rettale 
            www.siccr.org  
 

 

IS THERE A CONNECTION WITH CANCER? 

There is not a connection with cancer. However, since the same symptoms might mimic rectal or anal 

cancer, it is mandatory a proctological examination, better if associated to a proctoscopy or a colonoscopy 

in patients aged over 45 years. Any conservative self administered treatment might cause unacceptable 

delays for a correct diagnosis and adequate treatment. 

SPECIAL CASES 

• Pregnancy 

• Chronic inflammatory intestinal disease  

TREATMENTS 

Considering that hemorrhoids are the most frequent disease seen in a proctological office, more than one 

hundred of treatments have been proposed. These are mainly developed focusing on the resolution of 

symptoms. Nonetheless their efficacy and a correct therapeutic indication still remains controversial. 

Moreover, in many cases, their efficacy has not been proven by randomized controlled trials. Following 

“narrative reviews” it is possible to assess that in the initial stages (I/II) some changes in lifestyle can be 

useful: e.g. a diet rich in fibers, the use of flebotonics and topical oinments. In III and IV stages along with 

conservative treatments surgery becomes necessary. 

Appropriate medical treatments depend on the possible cause 

1. In case of constipation an increase of fluids and vegetable fibers in the diet, sometimes associated to 
the use of laxatives, should be indicated to obtain a softer stool 

2. Resolve diarrhea if present 
3. Obtain a correct passage of stool avoiding straining and prolonged  placement on the toilet 

4. Wash with lukewarm water to reduce anal spasm and pain 

In case of severe attack mostly due to hemorrhoidal thrombosis the above mentioned suggestions together 

with analgesic can be very useful and in 7 days the attack recovers. In case of persisting pain it is possible to 

have a local tiny incision to remove the clot/s. In much more severe cases it could be necessary a hospital 

treatment. Outpatient or inpatient treatment depends on the clinical relevance of the disease. 

Hemorrhoidectomy is indicated when conservative therapy don't resolve symptoms. Many surgical 

procedures have been proposed to remove hemorrhoids. Generally a short hospitalization is necessary 

(often a day-hospital) since anesthesia is mandatory. There are several protocols to control post-surgery 

pain and discomfort. The use of laser knife does not guarantee a reduction of pain in comparison with 

traditional techniques. The new tools for radiofrequency and ultrasound coagulation reduce post-surgery 

pain even if not all scientific studies show a statistically relevant improvement. Stapler prolassectomy is 

successfully used in III stage hemorrhoids, while its use in other stages is still debated. Mucoprolassectomy 

is carried out in hospital with spinal anesthesia. It gives good results in the short term but recurrences are 

still frequent. Complications of this technique are also  frequent, sometimes they are long-lasting and 

difficult to treat. 
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Another recent surgical procedure consists in the ligation of the terminal branches of the superior 

hemorrhoidal artery, guided by a doppler signal. In order to reduce prolapsing hemorrhoids a suture of the 

associated prolapse is performed mainly in III degree hemorrhoids, even if in literature it is described also 

for other stages. Treatment could be performed as a day case surgery and in local anesthesia, even if a block 

of the pudendal nerve or spinal anesthesia could be required. About 80% of patients do not require 

analgesics after surgery and complications are irrelevant for occurrence, severity and duration. Only a small 

percentage of patients need further treatments due to recurrences. 

Criotherapy is more painful than other outpatient treatments and show a very high recurrence rate with 

nitrous oxide (-89), but not with liquid nitrogen (-180). Like electric shock, BICAP it is not widely used in the 

most important international colon-proctology centers. 
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