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Best practice

The diagnosis, treatment 
and management of 
patients with haemorrhoids
Rectal bleeding? A benign anorectal 
disease or is there a more sinister cause?

Learning objectives
You will learn:

• Diagnosis and classification of haemorrhoidal disease

• The importance of a digital rectal examination for suspected haemorrhoids

• The red flag symptoms for referral of patients with rectal bleeding

• The treatment algorithm for haemorrhoids and for those patients with special circumstances.

Introduction
Haemorrhoids are anatomical cushions that consist of vascular and connective tissue, 
smooth muscle and a covering layer of epithelial tissue. They occur in the left lateral, 
right anterior and right posterior anal canal, below the dentate line (Figure 1) and 
are commonly encountered in clinical practice. Today’s sedentary lifestyle, increased 
consumption of processed foods and ageing are associated with an increased risk of 
damage to the haemorrhoidal columns that provide rectal structure and support for 
rectal continence.
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Clinicians should 
not blindly 
attribute rectal 
bleeding to 
haemorrhoids 
without a 
proper physical 
examination and 
follow-up

These columns become symptomatic when 
engorged and can be troublesome, causing anal 
discomfort, bleeding and severe itching. Any 
condition that increases the intra-abdominal 
pressure, such as being overweight, pregnant 
or experiencing chronic constipation or severe 
diarrhoea, puts someone at particular risk of 
developing haemorrhoids. They are also more 
commonly found in middle-aged patients.

Patients may not be overtly aware of their 
condition as some 40% of internal haemor-
rhoid cases are only identified when a colo-
noscopy or sigmoidoscopy is performed.1 

Common causes of haemorrhoids are listed 
in Table 1.2 

Table 1. Causes of symptomatic 
haemorrhoids2

• Chronic constipation

• Prolonged straining

• Poor bowel hygiene

• Pregnancy

• Ascites

• Pelvic mass and floor dysfunction that 
increases abdominal pressure.

Diagnosing and classifying haemorrhoids 
The diagnosis of haemorrhoidal disease is 
based on careful history-taking and physical 
examination (Table 2).3 Clinicians should not 
blindly attribute rectal bleeding to haemor-
rhoids without a proper physical examination 

and follow-up. It is safer to refer for further 
investigation, especially in middle-aged and 
older patients, to avoid missing more sinister 
pathology.

Figure 1. Haemorrhoid tissue, cross-sectional view: normal (above) and enlarged (below)
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Rectal bleeding 
is a common 
symptom in 
adults of all 
ages

Table 2. Taking a patient history3

• What is the extent of symptoms?

• How often do symptoms occur?

• How long has the patient been experiencing symptoms?

• Describe bowel habits (Extent of time spent during bowel movements, prolonged sitting due to use of cell 
phone?) 

• Describe dietary and exercise habits

• Use of over-the-counter therapies.

Many patients are embarrassed and do not 
easily talk to their clinician; frequently the 
condition has already been self-treated with 
over-the-counter remedies for months before 
a clinician is consulted. 

More severe haemorrhoid symptoms, e.g. 
bleeding, pain, prolapse, itching and/or 

soiling, are reasons for seeking medical help. 

It is important, however, that the clinician 
be aware that painless bleeding from haem-
orrhoids is common; typically, bleeding is 
associated with bowel movements, usually 
appearing as bright red blood on the toilet 
paper or coating the stool.

Physical examination for suspected haemorrhoids
A digital rectal examination (DRE) is manda-
tory; during this examination, the clinician 
needs to look for anal fissures and skin tags 
(which are the evidence of thrombosed external 
haemorrhoids), and assess sphincter tone and 
perianal hygiene. Anoscopy can also be per-
formed in the primary care facility if  available.

Internal haemorrhoids are typically classified 
into four grades:
• Grade I – Prominent internal haemorrhoi-

dal tissue without prolapse

• Grade II – Prolapse with defecation and 
spontaneous reduction

• Grade III – Prolapse with defecation 
requiring manual reduction

• Grade IV – Chronically prolapsed and 
irreducible haemorrhoids. 

External haemorrhoids occur distally to the 
dentate line and, because they are innervated 
by somatic nerves, can cause sudden severe 
anal pain, usually precipitated by an episode 
of constipation or diarrhoea.

Issue: When to refer rectal bleeding/very symptomatic haemorrhoids for further 
investigation?

Rectal bleeding is a common symptom in 
adults of all ages. In most people it is inter-
mittent and self-limiting and only a minor-
ity seek medical attention, mainly because 
the symptoms become very troublesome or 
the patient is concerned about a possible 

underlying sinister cause. Rectal bleeding 
from haemorrhoids or an anal fissure is 
mostly benign, but rectal bleeding may also 
be a symptom of serious conditions such as 
inflammatory bowel disease and colorectal 
cancer (Table 3).

Table 3. Potential causes of rectal bleeding

• Inflammatory bowel disease

• Colorectal cancer

• Diverticular disease

• Colonic polyps

• Infectious gastroenteritis

• Ischaemic colitis

• Solitary rectal ulcer

• Anal cancer

• Sexually transmitted diseases

• Anorectal trauma.

http://www.denovomedica.com
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It is important 
to recognise 
that rectal 
bleeding alone 
only has an 
8% positive 
predictive value 
for colorectal 
malignancy in 
patients >50 
years presenting 
to primary care

Important red flag symptoms and signs in patients with rectal bleeding are provided in Table 4.4

Table 4. Red flag symptoms for secondary/tertiary referral4

• Persistent or unexplained symptoms

• Intractable pain limiting proper clinical assessment

• Associated change in bowel habits, especially diarrhoea or increased frequency of defecation

• Anaemia

• Weight loss 

• Abdominal or rectal mass

• Age over 40 years. 

There should be a high index of suspicion 
for urgent referral for suspected cancer in 
individuals:
• With rectal bleeding and a change in 

bowel habits towards looser/more frequent 
stools for six weeks or more

• With rectal bleeding persisting for six 
weeks or more without a change in bowel 
habits and without anal symptoms

• With rectal bleeding with a palpable rectal 
mass

• With a strong family history of colorectal 
malignancy.

It is important to recognise that rectal bleed-
ing alone has only an 8% positive predictive 
value for colorectal malignancy in patients 
>50 years presenting to primary care, as other 
symptoms are more prognostic of cancer.

Issue: If bleeding is not due to colorectal malignancy, should you, as the clinician, be 
relieved and not do anything else?

There is a danger that once cancer as a cause 
of rectal bleeding has been excluded, other 
underlying conditions may not be investi-
gated. The primary care practitioner needs to 
consider other possible pathologies (Table 3) 
if  the patient has continuing symptoms after 
a colonoscopy has ruled out cancer.

Importantly, in older patients, rectal bleeding 
and abdominal pain may be due to ischaemic 
colitis; the use of anticoagulants and anti-
platelet drugs may potentiate rectal bleeding 

and NSAID use may complicate the clinical 
picture. Older patients will need to undergo a 
full colon investigation, whereas flexible sig-
moidoscopy could be considered in younger, 
low-risk patients with rectal bleeding.

Bleeding is also a common symptom in 
patients with inflammatory bowel disease. 
The likelihood of bleeding increases with the 
duration of Crohn’s disease, from 2% after 
one year to more than 10% after 20 years.5  

Issue: How does today’s evidence influence the treatment algorithm for haemorrhoids?

An expert group from the European Society 
of ColoProctology has issued a multidis-
ciplinary summary of the current knowl-
edge of the recommended management of 

haemorrhoidal disease (Figure 2).6 This 
update ranks procedures in terms of the 
evidence and classification of haemorrhoidal 
disease (2020 evaluation).
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Issue: What constitutes conservative medical treatment, which is first-line therapy 
across all ranges of haemorrhoid severity?

Conservative medical treatment sets out 
to achieve softening of the stool, relief  of 
pain and correction of bad toilet habits. It is 

recommended as the first-line primary inter-
vention for all grades of identified haemor-
rhoids (see algorithm).

Dietary modification
Dietary modification focuses on adequate 
fluid intake (1.5-2 litres/day) and increased 
daily fibre intake. The recommended daily 
dietary fibre intake is 25g for adult females 
and 38g for adult males.7 A recent review 
of all published South African studies on 
nutritional intake has shown that daily fibre 
intake, as evaluated by intake of fruit and 
vegetables and food diversity, is low, particu-
larly in men, with an average daily intake 
below 25g.8 The recommended additional 
intake of a fibre supplement should therefore 
be in the range of 10-15g per day for men and 
5-10g per day for women, as it is very hard 
to achieve additional fibre intake with only 
dietary changes.

Correct defecation habits could be mnemoni-
cally remembered as TONE; T for timing 
– 3-5 minutes during defecation, O for once-
daily defecation, N for NO straining or NO 
mobile phone usage in the bathroom and E 
for Enough fibre (Table 5).  

Table 5. TONE improvements to toilet 
habits

T – Timing on toilet (not more than 3-5 minutes)
O – Once daily defecation
N – No straining or mobile phone use in bathroom
E – Enough fibre.

Figure 2. Evidence-based treatment algorithm for haemorrhoids

1 Toilet training, dietary changes (fibre) and topical treatment (expert opinion)
2 RBL (moderate evidence); repeat banding may be necessary
3 Doppler-guided haemorrhoidal artery ligation (DG-HAL)
4 In grade III and IV there is the option to perform RBL when surgery is contraindicated
5 Shared decision-making taking into account patient preferences, availability of procedures and fitness for further procedures 

Rubber band ligation 
(RBL)2,5

Alternative outpatient 
procedures:
• Infrared coagulation*
• Sclerotherapy*
• Low level of 

evidence*

RBL2,5

Alternative outpatient 
procedures:
• Infrared coagulation*
• Sclerotherapy*
• Low level of 

evidence*

History-taking and physical examination

Evidence-based treatment algorithm for haemorrhoids

Haemorrhoidectomy4,5 
(moderate evidence) 

Alternative: 
• DG-HAL ± mucopexy3,4

• Stapled 
haemorrhoidopexy

• RBL2 when surgery is 
contraindicated

Haemorrhoidectomy4,5 
(moderate evidence) 

Alternative: 
• Stapled 

haemorrhoidopexy
• RBL2 when surgery is 

contraindicated

FailureFailureFailureFailure

Conservative 
medical treatment1

Conservative 
medical treatment1

Conservative 
medical treatment1

Conservative 
medical treatment1

Grade I Grade II Grade III Grade IV

Failure
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Topical anaesthesia
Short-term relief  of the symptoms of peri-
anal discomfort, inflammation and itching 
caused by thrombosed haemorrhoids, healing 

anal fissures and pruritus can be obtained 
with topical anaesthesia plus steroids (e.g. 
prednisolone) (Table 6).

Table 6. Topical anaesthesia plus steroid to reduce haemorrhoidal symptoms*

1. Treating swelling and inflammation as primary symptoms

• Anti-inflammatory action

• Anti-pruritic effect

• Reduces capillary dilatation, oedema and tissue infiltration

• Reduces the cluster size of capillaries.

Prednisolone

2. Treating the pain, discomfort and itching

• Local anaesthetic

• Reduces pain and itching.

Cinchocaine

*Useful as either ointment or suppository

Special circumstances
Pregnancy and vaginal delivery
Haemorrhoids and fissures are common 
during the last trimester of pregnancy and 
one month after vaginal delivery, with about 
one-third of women complaining of perianal 
symptoms after childbirth.9 During preg-
nancy it is best to avoid the use of steroid-
containing therapies, but these agents are 
suitable and efficacious for the treatment of 
post-partum perianal symptoms.

Risk factors associated with pregnant women 
developing haemorrhoids include a his-
tory of constipation or prior haemorrhoids, 
birthweight of the newborn above 3800g and 
straining during delivery. Intra-abdominal 
pressure may also play a role. Conservative 
medical treatment is the main approach for 
these patients, i.e. dietary fibre, stool sof-
teners and the use of topical anaesthesia 
post-delivery.

Immunosuppressed patients and those on anticoagulant therapy
These patients are more prone to seri-
ous complications such as sepsis and pro-
fuse bleeding. They should be managed 

conservatively. Immunosuppressive agents/
anticoagulants should be stopped a few days 
prior to surgical intervention, if  needed.

Crohn’s disease
Treatment of haemorrhoids in these patients 
should always be conservative and therapy 
should be directed at the Crohn’s disease 

rather than the haemorrhoids. Such patients 
should be managed by a specialist in the man-
agement of inflammatory bowel disease.

Patients with portal hypertension
These patients, e.g. those with cirrhosis, 
are prone to have anorectal varices that 
may resemble haemorrhoids. These varices 
can be treated with vascular ligation, but 

sclerotherapy may be preferred given the 
coagulopathy that is likely to be present in 
cirrhotic patients.  

About one-
third of women 
complaining 
of perianal 
symptoms after 
childbirth
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Key learnings

• Haemorrhoidal disease with rectal bleeding is common

• Clinicians need to conduct a careful medical history, including a digital rectal examination and anoscopy 
(if available)

• Referral to specialist care needs to follow the presence of red flags and include assessment for both 
colorectal cancer and other comorbidities/causes of rectal bleeding

• Communication with the patient prior to any office-based examination or referral for surgical treatment 
is best practice and should include a discussion of patient preferences and a clear evaluation of risks and 
benefits so that a mutual decision can be reached.
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